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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews and facility policy, the facility failed to ensure procedures were 
activated timely when the the Resident (#11) failed to return to the facility. The deficient practice may result 
in unidentified residents who eloped. Findings include: Resident #11 was admitted on [DATE] with diagnoses 
of acute respiratory failure, paroxysmal atrial fibrillation, and alcohol abuse. An admission Minimum Data Set 
(MDS) dated [DATE] included that this resident was moderately cognitively impaired. A Social Services note 
dated July 16, 2025 included that this resident stopped by Social Services inquiring if he could get a ride to 
his home and get his belongings, and that he stated he wants some clean clothes and would like to check on 
his house. This note included that social services discussed with him that he would need to return back to 
the facility in a decent time so he could continue his medication regimen and therapy and that this resident 
stated he understand and would be back in time. A Transportation Log and Acknowledgement Form included 
that on July 17, this resident was transported home with a pickup time of 1 PM. The return time box was filled 
in with resident refused. However, review of the clinical record did not find a sign out sheet for this resident 
on July 17, 2025. Review of the Medication Administration Record (MAR) for July, 2025 included that on July 
17, this resident received the AM medication but the 1900 observation was not performed and the resident 
did not receive the 2100 doses of medication. This record included that some of the MAR records for PM 
were noted this resident was absent from home without medications. However, review of the clinical record 
was unable to find attempts to contact the resident or otherwise ensure his safety from until July 18, 205 at 
10:37 AM. A Social Services note dated July 18, 2025 at 10:37 AM included that Social Services called this 
resident to do a welfare check and that this resident did not answer, and that they left a message requesting 
a return call. A Social Services note dated July 18, 2025 at 11:59 AM included that Social Services called 
[NAME] Police Department requesting a welfare check be completed and that [NAME] Police Department 
was able to locate this resident at [NAME] Regional Medical Center in the Cath Lab. A Social Services note 
dated July 18, 2025 at 12:00 PM included that Social Services submitted an APS report regarding this 
resident leaving against medical advice. An interview was conducted on July 31, 2025 at 9 AM with a 
Certified Nursing Assistant (CNA/staff #7) who said that she thought that the facility was supposed to pick 
this resident back up but that she spoke to the driver who said that he was not scheduled to pick this resident 
up. This CNA said that the resident left his glasses in his room and that the resident left with 1 tank of 
oxygen, therefore she was surprised that there was not a return trip planned. This CNA said that this resident 
wanted to leave at 10 but that she thought he left at 1 PM because the unit coordinator said that the driver 
would be available at 1 PM. This CNA said that normally people coordinate their own transportation, however 
this resident seemed alert if you didn't know him but could be confused. An interview was conducted on July 
31, 2025 at 10:07 AM with a Unit Coordinator (staff #81) who said that she schedules resident's 
appointments, setting up to and from trips as well as other duties. This staff said that she remembered this 
resident and that she scheduled a driver for dropping him off. This staff said that social services would come 
up and ask when the driver could take him for his trips and that for the last trip she scheduled him for, she 
was told not to worry about a ride back. This staff said that the social services persons came to her desk 
together and told her not to schedule the return trip and that she asked if they were sure that they did not 
want the facility driver (staff #14) to pick him up and that the social services persons said no. This staff said 
that she did what she was told and scheduled the trip. An interview was conducted on July 31, 2025 at 10:22 
AM with the Director of Social Services (staff #39) who said that typically it's staff #81 who coordinates the 
travel. This staff said that this resident was not in the facility very long and needed to go home to get clothes, 
and had went once before and came back. This staff said that the resident had on a psychedelic mushroom 
shirt and hospital pants, and considered that it was undignified, and that the facility could not force the 
resident to stay. This staff said that they had spoken to staff #81 about transport and that this resident was 
going to leave at 1:00 PM and be back at 3:00 PM. This staff then said that she did not remember if it was 
asked to arrange there and back because she did not know it was her or her assistant. This staff said that 
the resident signed out with the nurses and that as far as she was aware, the resident went home. This staff 
said that she did not notice that the resident had not returned until the next morning because she was doing 
her duties. This staff said that she called Adult Protective Services and that she was told that this resident 
was in the cath lab at the local hospital. An interview was conducted on July 31, 2025 at 3:22 PM with the 
facility Driver (staff #14) who said that residents are supposed to contact the business office and then he will 
pick them up where-ever they are at. This staff said that rides are usually coordinated through the business 
office and he will drop them off and then the residents will contact the business office and he will go pick 
them up. This staff said that he did drive the resident to his home, that he did have an oxygen tank and a 
wheelchair with him, that this resident did not have his key with him, and that he had to get the manager to 
get his key. This staff said that he did not leave until this resident got into his trailer. This staff said that the 
resident needed to contact the business office to be picked up and that he gave the resident a business card 
to make sure this resident had the number. This staff said that he never heard anything back from this 
resident and that it sounded to him that this resident had every intention of calling and he had no idea why it 
did not happen. This staff reviewed the driving log and said that that he wrote the resident refused on it 
earlier on today (July 31, 2025) because the DON told him that day that the resident refused to come back 
and to note it on the form. This staff said that he had never had a resident refuse to come back, but if that did 
happen, he would let the business office know. An interview was conducted on July 31, 2025 at 12:03 AM 
with a Licensed Practical Nurse (staff #90) who said that for residents leave of absences, that the nurse 
needs to make sure the resident was alert and oriented. This nurse said that it was their policy here is that 
the residents sign out. This nurse said that there is now a book with the sign out sheets but before Monday 
the sign out sheets were placed in the residents' charts. This nurse said that only the nurse should sign out a 
resident. This nurse said that the sheet has the date, the time, who the responsible person is for signing out 
the resident, and that she thinks that it also has where the resident is going. This nurse said that she does 
not recall if it had a place where the resident is expected back at the facility, but that she asks when to 
expect them back for medication, and for their safety in general. This nurse said that she would put in a chart 
note about it. This nurse said that she was not this resident's nurse on July 17, 2025 but that she was in the 
facility and that she heard that social services set up a ride for this resident, that the facility driver took him 
and was not picking him up. This nurse said that she would try calling a resident that did not return to the 
facility and see where the resident is at and let the management know, especially social services, and that 
she would pass it on in report. This nurse said that she would put in a note detailing her actions into the 
progress notes. This nurse reviewed the resident's clinical record and said that she did not see a note. An 
interview was conducted on July 31, 2025 at 12:37 AM with an LPN (staff #47) who said that a resident will 
come to her for a leave of absence and they have to sign out, and then of course when they return, they 
have to sign in. This nurse said that she always asks were they are going and when they are supposed to 
come back because of her concern with medication and so she can keep an eye out for their return. This 
nurse said that If they do not return in a timely manner, then she would call the resident or representative 
and if that does not work that they have to get the police involved, let the administrator and management 
know. This nurse said that she charts all of it and makes sure to let the Director of Nursing (DON) know. This 
nurse reviewed this resident's chart and said that she did not see a note from the resident's leave of absence 
on July 17, 2025 until the social services note on July 18, 2025. An interview was conducted on July 31, 
2025 at 12:49 AM with an LPN (staff #19) who said that when a resident leaves the facility, they use a sign in 
and sign out sheet for the resident or the resident's representative. This nurse said that this sheet has the 
time out and the time in and it is in a folder under the resident's name and includes whoever is taking the 
resident out. This nurse said that they do ask the residents the time of their return so that they know when to 
expect them for medication pass and meals. This nurse said that she would get a phone number so that she 
can reach them just in case. This nurse said that if a resident did not return to the facility that she would 
attempt to call the resident or representative and then she would contact her Director of Nursing (DON), and 
her manager and then call the police because if a resident is not answering, that's concerning. This nurse 
said that she would chart that she attempted to speak to the resident or family member, the entire scenario 
and who she contacted and go from there. This nurse reviewed the clinical record and said that she did not 
see that this resident's failure to return to the facility was documented until the note from social services and 
that she had checked where she had been taught to chart it. An interview was conducted on July 31, 2025 at 
2:45 PM with the DON (staff #37) who said that if a resident is leaving for the day, they have to do therapies 
first, they have to sign themselves out, they have to give an approximate time of return and they have to 
return the same day unless there was some extenuating circumstances which the resident gets approval for. 
This DON said that she believed that they did not have the sign out sheet for this resident because he was 
signed out by the facility transport driver and not in our sign out book because he went with transport. This 
DON said that the facility does not have a policy about residents going with transport. This DON said that 
residents should be signed out by the nurses because they have access to the sign out book. This DON said 
that residents have to come up to the desk, then the nurse hands them the sign out book, they sign 
themselves out or family if necessary. This DON said that if residents are not returning when they say they 
are going to, staff will give a leeway of approximately an hour and then they are called to see if they are 
returning so we can get a better idea of what's occurring. This DON said that she did not know if the resident 
was called an hour later. This DON said that an Oxygen tank lasts about a shift. This DON said that the 
resident should have returned and that this resident should have been called and that she thought that the 
driver would have called since he wrote the resident returned on the sheet. This DON said that it does not 
meet her expectations that the resident was not called or that management, APS, and police were not 
notified of a resident's unexpected failure to return to the facility. This DON said that the facility does not 
have a policy that defines the amount of time that staff should wait before instituting safety measures. A 
policy titled Wandering and Elopements revised March 2019 included If a resident is missing, initiate the 
elopement/missing resident emergency procedure: if the resident is not located, notify the administrator and 
the director of nursing services, the resident's legal representative, the attending physician, law enforcement 
officials, and (as necessary) volunteer agencies (i.e., emergency management, rescue squads, etc.).
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