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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 and record review, the facility failed to ensure each resident received adequate supervision
for 1 of 5 residents (Resident #1) reviewed for supervision. Resident #1 walked out of the facility
unattended and was missing from the building for approximately 24 hours on 05/16/26 at 7:00 PM to
05/17/26 at 6:50 PM. This failure could place residents at risk for Elopement. Findings included:
Record Review of a Resident #1's face sheet, dated 05/18/26, reflected the resident was a [AGE]
year-old female who admitted on [DATE]. Resident #1 had diagnoses which included dementia (a loss
of thinking, remembering, and reasoning skills), cerebral infarction (disrupted blood flow to the brain),
hemiplegia and hemiparesis (physical impairments following cerebral infarction), hyperlipidemia (high
level of lipids (fats) in the blood), and hypertension (high blood pressure).Record Review of Resident
#1's initial admission Elopement assessment dated [DATE] reflected her Elopement Risk rating was
a 7 which indicated Resident #1 was at low risk to wander. Record Review of Resident #1's annual
MDS assessment, dated 01/29/26, reflected she had a BIMS score of 8, which indicated she was
moderately cognitively impaired. Record Review of Resident #1's Elopement assessment dated
[DATE] reflected her Elopement Risk rating was a 7 which indicated Resident #1 was at low risk to
wander. Record review of Resident #1's Quarterly MDS assessment reflected the MDS assessment
was in progress. The resident's electronic record reflected the Quarterly MDS assessment needed to
be completed by 05/15/26. Record Review of Resident #1's care plan did not indicate Resident #1
could go out on pass without supervision. Record Review of Resident #1's care plan did not indicate
Resident #1 needed special supervision. Record Review of Resident #1's care plan, revised 05/17/26
reflected Resident #1 had impaired cognitive function related to diagnosis of dementia and cognitive
function and social well-being related to CVA, BIMS 13 (indicated Resident #1 was cognitively intact)
and varies. Interventions included ask yes/no questions in order to determine the resident's needs,
cue, reorient and supervise as needed, keep the resident's routine consistent and try to provide
consistent caregivers as much as possible in order to decrease confusion, monitor/document/report
PRN any changes in cognitive function, specifically changes in: decision making ability, memory,
recall and general awareness, difficulty expressing self, difficulty understanding others, level of
consciousness, mental status. Record Review of Resident #1's Progress Notes written by LVN B and
dated 05/17/26 at 2:32 PM reflected This morning while doing rounds [Resident #1] was not in her
room. Night nurse asked where the resident is, she stated that she might be outside smoking. During
breakfast, the resident was not back yet. This writer went the back of the smoking patio but Resident
#1 was missing there. Search initiated in the building from room to room but resident still missing. We
went round the building and outside the building but resident still missing. Administrator and Family
notified. Record Review of Resident #1's Progress Notes written by LVN B and dated 05/17/26 at
3:21 PM, reflected Resident missed her morning medication and Medical Director was notified. Record
Review of Resident #1's Progress Notes written by LVN B, dated 05/17/26 at 8:15 PM, reflected
Resident came back in the building at 6:50 PM. The police requested to see if [Resident #1] was
ready to go to the hospital for checkup and [Resident #1] denied. [Resident #1] stated that she is an
(continued on next page)
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adult and she does not need lecturing. Record Review of the sign out sheet dated 05/16/26 and
05/17/26, indicated Resident #1 did not sign out. Record review on 05/18/26 of a list of resident's
names who could sign out reflected the following, Only residents on this list are able to sign
themselves out of this building. If their name is not on this list, they are not allowed to go out of the
building on their own. The list did not indicate Resident #1 could sign out. Record Review of the Police
Report, dated 05/17/26, reflected the resident went missing on 05/16/26 at 7:00 PM. The report
reflected, Officers responded to the incident on 05/17/26 at 12:33 PM and received a call regarding a
missing person. Upon arrival, responding officers made contact with the administrator who explained
that an elderly resident who was identified as [Resident #1], had been missing since approximately
7:00 PM on 05/16/2026. The Administrator reported [Resident #1]was last seen wearing a
multi-shade/dark blue top and yellow slippers. The Administrator also informed responding officers
that [Resident #1]1 was diagnosed with dementia. The Administrator provided responding officers
with the medical documentation that showed [Resident #1's]diagnosis. The Administrator stated that
[Resident #1] had been staying at the [facility] for approximately one year and that she had not gone
missing before. While on scene, responding officers also spoke with [Family Member] who also
stated [Resident #1]was diagnosed with dementia. [Family member] on scene provided responding
officers with a photo of [Resident #1]. Responding officers canvassed the surrounding areas and did
not locate [Resident #1]. While searching responding officers spoke with multiple individuals who
stated that they knew [Resident #1]but could not provide accurate location for whereabouts.
Responding officers notified youth operations who dispatched a detective to the scene. Record
Review of Resident #1's Elopement assessment dated [DATE], reflected her Elopement Risk Rating
was a 9, indicating she was at risk to wander. In an interview on 05/18/26 at 9:55 AM, the
Administrator stated Resident #1 left the building on 05/16/26 and returned around 7:53 PM, on
05/17/26. The Administrator stated Resident #1 said that she wanted to have a relationship with a
guy in the community, and she did not want anyone to know she left the building. The Administrator
stated he was notified by LVN B on 05/17/26 at 9:00 AM that Resident #1 was not in the building, and
she had not touched her breakfast tray. The Administrator stated he needed to verify if Resident #1
signed out, but he did not think she did. The Administrator stated when Resident #1 returned, she was
educated on leaving the facility without informing staff first. In an interview on 05/18/26 at 11:06 AM,
Resident #1 stated she did not remember the day she left the facility. She stated she did not sign out.
Resident #1 stated she did not tell anyone she was leaving because she did not want anyone to know
she had left. Resident #1 stated it was the first time she left the building. She stated if she wanted to
sign out staff did not let her sign out to leave the building. Resident #1 stated she went to a nearby
city. Resident #1 would not specify where she went or how she got out of the building. In an interview
on 05/18/2026 at 11:09 AM, Resident #2 stated she was outside in the front of the building smoking a
cigarette when Resident #1 asked her to use her lighter for a cigarette. Resident #2 stated Resident
#1 was dressed so pretty in a pink spaghetti strap dress with yellow shoes. She stated she turned
around and next thing she knew Resident #1 was gone, and she did not see where she went. She
stated she thought Resident #1 left on Friday 05/15/26. Resident #2 stated while she was outside on
Sunday 05/17/26 smoking a cigarette in the front she saw a red van pull up and Resident #1 got out
of the van and returned to the facility. Resident #2 stated she had been in the facility 3 months now,
and she had never seen Resident #1 leave the building like she did. In an interview on 05/18/26 at
11:27 AM, the Family Member of Resident #1 stated they were notified on 05/17/26 around 10:30 AM
that Resident #1 was missing from the building. The Family Member stated they received a call from
one of the staff members on Sunday morning 05/17/26, and they asked was Resident #1 with Family
member. The Family Member stated she told the staff Resident #1 was supposed to be there in the
building. The Family Member stated that they told the staff they were on the way to the facility. The
Family Member stated when they arrived at the facility and Resident #1 still had not come back yet.
The Family Member stated once they had arrived at the facility no one called the police yet, and once
(continued on next page)
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the police finally were called, officers took about two hours to arrive at the building. Family member
stated that it was not safe for her mother to be outside of the facility due to Resident #1 having
dementia, her pass of having strokes as well as her pass drug history. Family Member stated
Resident #1 had not been able to sign out on her own before the incident. Family member stated
Resident #1 had signed out a month ago with her uncle but that was the only time. Family member
stated all Resident #1 knew is she is at a nursing home and that's where she should be and she is not
aware of any type of safety concerns. Family member stated when Resident #1 had her last stroke it
took her cognitive status back to as if she was almost [AGE] years old again and her cognitive
abilities are not well and it goes in and out too much for her to be out on her own. Family member
stated Resident #1 has had ministrokes and they never know when they are going to happen. Family
member stated when Resident #1 calls her over the phone she will refer to her as her sister and
sometimes refer to her as her mother. Family member stated when Resident #1 eventually will call
her by her name after a while. In an interview on 05/18/26 at 11:40 AM, LVN A stated Resident #1
lived on the 500 hall, and she was pretty much alert and high functioning. LVN A stated she worked a
double on 05/16/26 Saturday and Resident #1 was still in the building during her 2 PM-10 PM shift.
LVN A stated the last time she physically saw Resident #1 was around 4:30 AM early Sunday morning
on 05/17/2026, when she went into Resident #1's room to give her roommate some medication and
she saw Resident #1 lying in her bed. LVN A stated she did not have any medication for Resident #1,
but she had medication for her roommate. LVN A stated when she entered Resident #1's room around
4:30 AM, she noticed Resident #1 looked up at her when she walked in the room. LVN A stated that
Resident #1 was really skeptical when staff went into the room because she liked her door open and
Resident #1 was always making sure staff left the door open when they left the room. LVN A stated
that they realized Resident #1 went missing because LVN B went into work around 5:45 AM and
started doing his rounds. LVN A stated that LVN B caught her attention because he stopped her and
caught her attention and asked her if she had seen Resident #1. LVN A stated she was not sure of the
specific time it was when LVN B asked her where Resident #1 was, she stated that she just
remembered it was around 5:45 AM when LVN B went in to work and started doing his rounds that
morning. LVN A stated that she told LVN B she had just saw Resident # 1, she was fine and she was
lying down. LVN A told LVN B to check her restroom and to also check out by the back doors in the
smoking area. LVN A stated they went outside and looked all over the building and noticed that she
was not outside of the building. LVN A stated she then helped LVN B immediately and started to
assist LVN B in finding Resident #1 when they realized Resident #1 was nowhere in the building. LVN
A stated that Resident #1 had unspecified dementia and she should not be allowed to go outside
unsupervised, but she stated she was unsure if she was on the list to not be able to sign out due to
her BIMS always changing. LVN A then stated they did have a list for certain residents who could sign
themselves out and leave the building, but Resident #1 was not on that list. LVN A stated that when
she came back to work the next day she attempted to go and question Resident #1 to ask her where
she went, but she stated Resident #1 told her she was grown and she could do what she wants. LVN
A stated that Resident #1 also told her if she wanted to sign out, they would not have let her sign out.
LVN A stated the risk of Resident #1 leaving from the building unsupervised is that the neighborhood
was not safe and she could have had an accident, she could had become dehydrated, or anything else
could have happened to her and no one would had known about it. LVN A stated she could have even
been robbed by homeless people. LVN A stated that LVN B notified the ADON, DON, and the
Administrator. LVN A stated that she was not sure who else was notified since LVN B was the one
who notified everyone, but she stated that in instances such as that one the physician, the state, the
police, and family members also need to be notified immediately. In an interview on 05/18/26 at 2:27
PM, LVN B stated he came into work at 5:50 AM on 05/17/26 and he usually started to do his rounds
on hallways 700, 500, and 400. LVN B stated around 6:00 AM he went to Resident #1's room and
noticed she was not in her bed. LVN B stated he asked LVN A where Resident #1 was and LVN A told
(continued on next page)
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him to go and check at the back door to see if she was in the smoking area. LVN B stated usually
when breakfast was served at 7:00 AM, she as usually eating breakfast in her room, but she still had
not shown up for her breakfast. LVN B stated that he notified the Administrator and the family. LVN B
stated that when he notified the resident's family member she then went to the facility and called the
police. LVN B stated that he was asking himself why the family called the police and not staff. He
stated the risk of Resident #1 leaving the building unsupervised was that some people were sick and
they had confusion. LVN B stated that he was not sure if Resident # 1 was one of the residents who
could sign out because the sign out sheet of which resident who can sign out changed frequently.
LVN B stated that he felt that they needed another receptionists at the door. In an interview on
05/18/26 at 2:31 PM, CNA C stated that she saw Resident #1 right before she left on 05/16/26, she
said she had a family emergency, and she had to leave a little early that night. CNA C stated that the
last time she saw Resident #1 was when she was walking back from the smoking area around 9:10ish
to 9:15ish PM on 05/16/26. CNA C stated the next time she recalled seeing Resident #1 was when
she went to a resident's room across the hallway from Resident #1's room to pick up some trash and
when she turned around she saw Resident#1 in her bed lying down around 9:50ish to 10 o'clock PM.
She stated the risk of Resident #1 leaving the building unsupervised was that she could get hurt or
injured and they would never know. CNA C stated that when situations such as this happen the
administrator, nurses, family members, and police would need to be notified. In an interview on
05/18/26 at 2:58 AM, the ADON stated that she was not working at the facility when the incident
happened with Resident #1, but the Administrator, Medical Director, police, and the family were
notified when they realized they couldn't find Resident #1 anywhere. The ADON stated they tried to
call the hospital to see if she was there, but she was not. The ADON stated she was not sure how the
resident could have gotten out of the building. The ADON stated that there as not a receptionist at the
front door overnight. The ADON stated the Medical Director was notified around 6:00 PM, that the
resident had gone back to the building. The ADON stated she attempted to ask the resident where she
had gone, but Resident #1 stated she as grown and she shouldn't be asking her where she went. The
ADON stated the resident had not left the building before and this was the first time. When asked
where the BIMS of 13 was documented due to the annual MDS being in progress, the ADON stated she
had thought the Social Worker did the BIMS assessment and put it into the Resident #1's EHR. The
ADON stated the recent elopement risk assessment that was completed on the resident did not
indicate the resident was at high risk for elopement. The ADON stated she was not sure what
interventions were going to be put into place moving forward to make sure this did not happen again.
The ADON stated the only intervention she could think of was to put a receptionist at the front door to
see if that could help. The ADON stated the risk of Resident #1's leaving the building unsupervised
was injury, she could get hurt outside, and she could be kidnapped. In an interview on 05/18/26 at
3:16 PM, the DON stated she received a call on 05/17/26 from LVN B stating Resident #1 missed her
aspiration medication and that she missed breakfast. The DON stated that she was unaware of what
other medications Resident #1 missed. She stated that she couldn't remember off the top of her head.
The DON stated Resident #1 only took about 4 to 5 medications. The DON stated that she received
another call at 10:58 AM from LVN B notifying her that the resident was nowhere in the building. The
DON stated this was the first time the resident had left the building. The DON stated that she
attempted to have the resident placed in another facility, but she was denied due to not being eligible
to reside in a secure unit. The DON stated any other intervention after that she believed a receptionist
should be placed at the front door other than nursing staff. The DON stated that the Administrator told
the nurses it was their job to watch the front door. The DON stated there waw a receptionist at the
front in the morning, but there was not a receptionist at the door after 5:00 PM nor overnight. The DON
stated there was a receptionist at the front desk on 05/16/26 and 05/17/26 from 8:00 AM- 5:00 PM
only. The DON stated that she was unsure how the resident got out of the building and the cameras
did not work so they were unable to see what door she went out of. The DON stated that there were
(continued on next page)
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no orders in place stating Resident #1 could not sign out. The DON stated Resident #1 could sign out.
The DON stated that Resident #1 was on the list to be able to sign out and she would bring it. The
DON stated that residents were determined if they could sign out by their BIMS scores and elopement
assessments. The DON stated Resident #1's BIMS score was 13. The Surveyor informed the DON that
the last BIMS score that was in PCC was the annual MDS that reflected the resident had a BIMS of 8,
due to the Quarterly MDS showing as in progress and showing overdue. The DON stated that the last
BIMS score of 8 was from when the resident was sick, but she was better now. The DON stated the
Administrator, DON, and the ADON were notified when the resident was unable to be found in the
building. The DON stated Resident #1 returned on her own on 05/17/26 around 6:50 PM and she was
witnessed getting out of a van by one of the residents. The DON stated the expectations of staff
when a resident could not be located in the building were to search the whole building, check all door
entry ways, search outside the building, behind the building, call all managers, notify the medical
director, and notify the appropriate family members. The DON stated the risks of the resident leaving
the building unsupervised could cause death and dehydration. The DON stated The facility is a locked
unit and does require a keycode at all times. The DON stated they have the sign out sheets to know
which residents can sign out and which residents can't sign out. When asked why was the resident's
name on one of the sign out sheets but not the other her response was that the residents who sign
out heavily names are put on the sign out sheet. The DON said the residents that don't sign out as
much or don't sign out at all, the receptionists or whoever is at the front at that time are supposed to
go and ask the nurse if the resident is able to sign out and their names are not on the sign out sheet.
She said that she couldn't find the original sign out sheet, so she went to the binder and grabbed a
copy that they keep. The DON was unsure when the sign out sheets for residents were created and
she had only been the DON for two months. When asked how would they know it would not be okay
for the resident to sign out The DON stated knowing if a resident is allowed to leave unattended is the
same as any other basic nursing assessment by noting a change of condition or lack of change of
condition. The DON stated Resident #1 had no change of condition and was acting according to her
current baseline except for one thing different she was purposely being sneaky so she could go with
someone she had a relationship with. The DON stated nursing facilities do not routinely give BIMS
scales every time someone wants to sign out and go with friends or family. Record Review of the
Resident #1's Quarterly MDS on 05/18/26 at 3:45 PM, reflected it was now in the system and
indicated Resident #1 had a BIMS score of 13. Record review of the sign out sheet titled, Only
residents on this list are able to sign themselves out of this building. If their name is not on this they
are not allowed to go out of the building on their own, undated, reflected Resident #1's name was on
the list. In an interview on 05/18/26 at 3:52 PM, The Medical Director stated she was informed that
the resident was missing on 05/17/26 at 11:45 AM. The Medical Director stated that Resident #1 did
not have any orders regarding not being able to sign out due to Resident #1 being cognitive. The
Medical Director stated that Resident #1 did not sign herself out on pass. The Medical Director stated
that Resident #1 would not have missed any medications overnight, just medication in the morning.
The Medical Director stated she could not recall the last time she saw the resident due to not having
that information in front of her at the time of the interview. In an interview on 05/18/26 at 4:24 PM,
the Administrator stated all they could do as educate the resident on not leaving the building, but they
could not stop the residents from leaving the building if they wanted to leave AMA. The Administrator
stated Resident #1 left the building at 8:00 PM on 05/16/26. When the administrator was asked was
he sure the resident left the building on 05/16/2026 around 8:00 PM, The Administrator stated that he
had multiple sources that stated they saw Resident #1 leave on Saturday. When the Administrator
was asked how did the resident get out of the building, he stated the residents were cognitive enough
to find out what the door code was and even if he were to change the door code the residents would
still figure out what the new door code was too. The administrator stated that any cognitive resident
could figure out what the door code was. The Administrator was unsure of how the residents were
(continued on next page)
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getting the door code and stated that there was a possibility that the residents watched staff put the
code in. The Administrator stated all staff have the door code and residents are not supposed to have
the door code. The Administrator stated whenever a resident as found not to be in the building the
Administrator and the medical director would need to be notified. The Administrator stated staff were
then expected to follow his directions and whatever he told them to do, which was start sweeps of
the building, contact the police, contact HHS, and as well as anyone else that needs to be involved.
The Administrator stated the risk of a resident leaving the building unsupervised is not getting their
medication, or inclement weather. The Administrator stated that if he needed to have an immediate
intervention to prevent this type of situation from happening, again he could work on getting a
receptionist hired at the front desk to be sure residents that were leaving were signing themselves
out. Interview on 05/21/26 at 1:17 PM, the SW stated when she spoke with Resident #1, she told her
that she just wanted to go and meet up with her friends and that she had stuff to go and do. The SW
stated that she then asked Resident #1 to sign herself in and out and let the nurses know that she
was going to leave just in case she needed to get any medication next time. The SW stated that she
didn't know how Resident #1 had gotten out of the facility because she didn't tell her how she had
gotten out of the building. The SW stated she was unsure how some of the residents get the door
code but some of them did get it. The SW also said that the handle on the front door could be held
down for 30 seconds and the door would open also. The SW stated that she could sign herself out.
The SW stated the risk of a resident leaving the building unsupervised was getting in a car and not
being able to get back to the building. Interview on 05/21/26 at 1:36 PM, the MDS Coordinator stated
that when Resident #1 was admitted she had a BIMS score of 3 then it went to 7 (indicates severe
cognitive impairment), 11 (indicates moderate cognitive impairment), and then 13 (indicating cognition
is in tact) recently. The MDS Coordinator stated Resident #1's BIMS score did vary and she had
dementia. The MDS Coordinator stated Resident #1 shouldn't be able to sign out. The MDS
Coordinator stated Resident #1 had not tried to leave the facility before and this had been the first
time. The MDS Coordinator stated because her BIMS was recently a score of 13 then Resident #1 was
okay to leave this time. The MDS Coordinator stated that the risk of a resident leaving the building
unsupervised is unsafe. Record review of the facility's policy titled Elopements, not dated, reflected
in part Policy statement: Staff shall investigate and report all cases of missing residents. Policy
Interpretation and Implementation- 1. Staff shall promptly report any resident who tries to leave the
premises or is suspected of being missing to the charge nurse or DON. 3. When a departing individual
returns to the facility, the DON or charge nurse shall: a. examine the resident for injuries b. notify the
attending physician c. Notify the resident's legal representative of the incident, d. complete and file
report of incident/accident; and document the event in the resident's medical record. 4. If an
employee discovers that a resident is missing from the facility, he/she shall: a. determine if the
resident is out on an authorized leave or pass; b. If the resident was not authorized to leave, initiate a
search of the building and premises; c. If a resident is not located, notify the administrator and the
DON, the resident's legal representative, attending physician, law enforcement official, and volunteer
agencies. D. provide search teams with resident identification information; and e. initiate an extensive
search of the surrounding area.
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