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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, medical record review, facility document review, and facility P&P review, the facility failed
to ensure one of three sampled residents (Resident 1) was provided with the necessary care and
services. * The facility failed to ensure Resident 1 received adequate supervision to prevent an
elopement (when a resident leaves a safe area without authorization). This failure had the potential to
place the resident at risk for accident or injury.Findings: Review of the facility's Elopement and
Wandering Residents revised on 5/7/26, showed the facility shall establish and utilize a systematic
approach to monitoring and managing residents at risk for elopement or unsafe wandering, including
identification and assessment of risk, evaluation and analysis of hazards and risks, implementing
interventions to reduce hazards and risks, and monitoring for effectiveness and modifying
interventions when necessary. In procedure for locating missing resident if the resident is not located
in the building or on the grounds, administrator or designee will notify the police department and serve
as the designated liaison between the facility and the police department. Review of the facility's
Report of Suspected Dependent Adult/Elder Abuse (SOC 341) form dated 6/29/26, showed on
6/29/25 at 1750 hours, a CNA reported Resident 1 was not in the room when dinner trays were being
delivered. At 1900 hours, the facility received a call from a community member reporting the resident
was wandering in the street near a bus station. Resident 1 returned to the facility at 1920 hours.
Review of the CMS Intake Information Report for Intake Number 3065145 dated 6/29/26, showed the
incident date as 6/28/26. Review of the facility's document failed to show documentation of facility
exit door and security alarm checks prior to Resident 1's elopement on 6/28/26. Closed medical
record review of Resident 1 was initiated on 7/8/26. Resident 1 was admitted to the facility on
[DATE]. Review of Resident 1's H&P examination dated 4/11/26, showed Resident 1 had fluctuating
capacity to understand and make decisions related to dementia. On 7/9/26 at 1220 hours, an
interview was conducted with RN 1. RN 1 stated she did not know how Resident 1exited the facility
and stated she did not see the resident walk through the front door. RN 1 stated there was an alarm
on the back door near the kitchen; however, she did not hear the alarm activate. RN 1 stated the
facility staff searched the facility and the nearby area but could not locate the resident. RN 1 stated
she did not call the police department. RN 1 added she received a call from a community member
reporting Resident 1 was found wandering near a bus station. On 7/9/26 at 1244 hours, an interview
was conducted with LVN 2. LVN 2 stated Resident 1 frequently verbalized wanting to go home. LVN 2
stated there should be an alarm in the back door; however, she did not hear any alarm at the time the
resident left the facility. On 7/9/26 at 1445 hours, an interview was conducted with the
Administrator. The Administrator verified Resident 1 left the facility though the back door near the
kitchen, as seen on camera footage. The Administrator stated the camera footage did not show
(continued on next page)
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whether the door alarm activated. The Administrator stated the facility did not call the police because
the staff attempted to locate the resident first. The Administrator verified a community member
contacted the police and informed the facility on 6/28/26 at 1900 hours, the resident was found
wandering in the street near a bus station. The Administrator verified there was no documentation of
exit door alarm checks prior to Resident 1's elopement. On 7/29/26 at 1645 hours, an interview was
conducted with the Administrator and DON. The Administrator and DON were informed and
acknowledged the above findings.
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