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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to provide adequate supervision to prevent a high 
risk elopement resident (1) from leaving the facility unnoticed. In addition, the facility failed to ensure transfer 
safety coordination was in place when the facility did not ensure the front entrance was secured and 
monitored in a manner that prevented the resident from leaving the facility unnoticed.As a result, Resident 1 
eloped from the facility and required evaluation and observation in the emergency department (ED) after 
testing positive for methamphetamine (a highly addictive stimulant drug). The facility's failure to ensure 
safety coordination of transfer and monitoring resulted in Resident 1 not entering the facility and remained 
unattended in the community until located by emergency medical services. Resident 1 was admitted to the 
facility on [DATE] with diagnoses including vascular dementia (memory loss due to poor circulation to the 
brain) and psychoactive substance abuse (misuse of mind-altering drugs) per the facility admission record. A 
review of Resident 1's admission elopement assessment dated [DATE] indicated Resident 1 was 
categorized as a high risk for elopement. The assessment indicated that Resident 1 was ambulatory and had 
exit seeking behaviors with expressions of wanting to go home. A review of Resident 1's nursing note, dated 
10/31/25 at 11:04 A.M., indicated at 10:30 A.M. the medication nurse reported Resident 1 was nowhere to be 
found, and the resident's roommate reported Resident 1 had verbalized she wanted to go to the welfare 
office. During an observation of the entrance to the facility on [DATE] at 1:20 P.M., the facility's wooden entry 
gate was open and the front door, equipped with a keypad lock, was unlocked and could be opened without 
entering a code. No alarm sounded when the door was opened.During an interview on 11/13/25 at 1:30 P.M.
, Resident 1 stated she left the faciity on [DATE] without telling anyone because she did not like living there. 
Resident 1 stated she walked out through the front door, which she reported was always open and that she 
could get freely in and out of. Resident 1 stated she did not tell anyone she left, and no one tried to stop her 
from leaving. Resident 1 stated she left to go to the welfare office to ask about finding another place to live. 
During an observation and interview with the Maintenance Director (MD) on 11/13/25 at 1:50 P.M., the 
emergency exit doors closest to Resident 1's room were inspected. The left door of the emergency double 
doors was not fully shut in alignment with the right door. The MD stated the emergency exit door should have 
been fully closed for the safety of all clients to ensure the alarm was fully activated. The MD acknowledged if 
the door was not fully shut the facility could not ensure the alarm was functioning properly. The MD stated 
the main front entrance was not set up to alarm on opening and was kept unlocked during the day because 
the facility receptionist is stationed at the front desk to monitor who is entering and exiting. During an 
interview and record review on 11/13/25 at 2:30 P.M., receptionist (RCPT) 1 stated she worked Monday 
through Friday from 12:00 PM to 5:00 P.M. and was not working at the time Resident 1 eloped on 10/31/25. 
RCPT 1 stated receptionists are responsible for monitoring the front doors while stationed at the front desk. 
RCPT 1 stated residents at risk for elopement have their information and picture placed in the elopement 
binder kept at the front desk. The elopement binder was reviewed, and Resident 1 was listed in the binder as 
high risk for elopement. RCPT 1 stated if she saw a high-risk elopement resident listed in the binder 
attempting to leave, she would try to stop the resident and notify the director of nursing (DON) or charge 
nurse. During an interview on 11/13/25 at 2:47 P.M., licensed nurse (LN) 1 stated she last saw Resident 1 
around 8:00 A.M. on 10/31/25. LN 1 stated she was not aware that Resident 1 was assessed as high risk for 
elopement.During an interview with certified nursing assistant (CNA) 1 on 11/13/25 at 3 P.M., CNA 1 stated 
he saw Resident 1 in the dining room around 8:30 A.M. on 10/31/25. CNA 1 was not aware Client 1 was 
classified as high risk for elopement. A review of Resident 1's nursing note dated 11/1/25 at 5:30 P.M., 
indicated the hospital [name] notified the facility that Resident 1 was in the emergency department following 
the resident's elopement of the facility on 10/31/25.A review of hospital ED provider notes dated 
11/1/25-11/2/25, indicated, Resident 1 tested positive for methamphetamine intoxication. The notes indicated 
Resident 1 was a current resident at the facility and discharge and transportation would be arranged with the 
facility following overnight for observation in the ED. A review of Resident 1's nursing note dated 11/2/25 at 
5:45 A.M., indicated that the hospital registered nurse notified licensed nurse (LN) 2 that Resident 1 would 
be returning to the facility by taxicab. LN 2's note indicated, .staff will be looking out for her transportation 
and will meet her in the parking lot and bring her inside.A review of nursing notes dated 11/2/25 at 6:45 A.M., 
indicated that during morning huddle, staff prepared for Resident 1's return. The note indicated an unnamed 
certified nursing assistant reported seeing Resident 1 .walking on 6th Street toward the park. The note 
indicated LN 2 called the hospital and was informed the resident was no longer in the hospital and had been 
transported by taxi to the facility. During an interview on 11/17/25 at 2:02 P.M., the case manager for risk 
management (CMRM) at [name of hospital] stated the hospital discharged Resident 1 by taxicab at 5:48 A.
M. on 11/2/25 after confirming facility readmission with LN 2. The CMRM stated the taxi company confirmed 
Resident 1 was dropped off in front of the facility, and the hospital later received a call from the facility stating 
Resident 1 had not entered the building. The CMRM stated the hospital nursing notes did not indicate the 
facility notified the hospital the Resident 1 needed supervised medical transportation due to elopement risk. 
During an observation on 11/25/25 at 10:50 A.M., upon entrance to the facility with the DON, the front door 
was noted to be unlocked and unalarmed. The reception desk was unstaffed, and no staff were present in 
the lobby area monitoring the entrance. During an interview on 11/25/25 at 11:00 A.M., receptionist (RCPT) 2 
stated she was not working when Resident 1 eloped from the facility on 10/31/25. RCPT 2 stated Resident 1 
had tried to leave the facility before eloping on 10/31/25 but had been stopped by staff in the parking lot. 
RCPT 2 stated she was unsure if Resident 1 wore a wandergaurd (bracelet that alarms when resident leaves 
facility). RCPT 2 stated monitoring the front door was part of the receptionist's job duties. RCPT 2 stated the 
front doors were unlocked and unalarmed during the day while a receptionist was present at the front desk. 
RCPT 2 acknowledge she had left the reception desk unattended today. RCPT 2 stated she left the 
reception desk occasionally to go to the bathroom or deliver a package. RCPT 2 stated that leaving the 
reception desk unattended presented a safety issue for residents at risk for elopement. During an interview 
on 11/25/25 at 11:16 A.M., LN 2 confirmed she received the discharge report at 5:45 A.M. on 11/2/25 and 
was informed Resident 1 would arrive at the facility around 6:15 A.M. LN 2 stated she did not confirm the 
transportation type or what company the hospital had booked to transport Resident 1 back to the facility. LN 
2 stated she did not wait outside to meet Resident 1 but monitored the parking lot cameras from the nursing 
station. LN 2 stated she later learned staff had seen Resident 1 walking near the park. LN 2 stated she 
should have confirmed the hospital obtained supervised medical transportation for Resident 1's transfer back 
to the facility. LN 2 stated the facility did not have a procedure for ensuring safe transportation for residents 
returning from the hospital.During an interview and concurrent record review on 11/25/25 at 11:35 A.M. the 
director of nursing (DON) acknowledged Resident 1 was assessed as high risk for elopement on the initial 
admission elopement assessment, dated 9/5/25. The DON stated residents at high risk for elopement have 
their pictures and information placed in the elopement binder at the front desk. The DON stated Resident 1 
did not have a wandergaurd bracelet on prior to the first elopement. The DON stated the receptionist on duty 
is expected to review the binder regularly to know who is at risk for elopement. The DON confirmed the front 
doors are unlocked during the day and the receptionist is expected to monitor the entrance. The DON stated 
the facility's usual practice was for the hospital case manager to communicate with the facility marketer 
regarding transportation, but in this case the nurse handled the transition of care. The DON stated the facility 
did not have a policy, procedure or system for confirming the type of transportation arranged or whether the 
resident would be supervised during the transition. The DON stated she did not believe the facility should be 
responsible for confirming the type of discharge transportation from the hospital for their residents. The DON 
stated she did not believe the facility could have done anything differently to prevent Resident 1 from not 
arriving to the facility safely or leaving again following the first hospital discharge.During an interview on 
11/25/25 at 12:00 P.M., the administrator (Admin) acknowledged Resident 1 was assessed as high risk for 
elopement and left the facility unnoticed on 10/31/25. The Admin stated she did not believe the facility was 
responsible for confirming or ensuring safe transportation following Resident 1's hospital discharge. The 
Admin stated the facility did not do anything wrong and there was nothing else we could have done to ensure 
Resident 1's safe transition from the hospital to the facility upon acceptance of readmission to the facility. A 
review of the facility's elopement policy indicated no procedures addressing verification of safe or supervised 
transportation for residents identified at risk for elopement returning from the hospital.
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