
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

065356 12/09/2025

Life Care Center of Colorado Springs 2490 International Cir
Colorado Springs, CO 80910

F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

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

(continued on next page)

065356 2

03/16/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

065356 12/09/2025

Life Care Center of Colorado Springs 2490 International Cir
Colorado Springs, CO 80910

F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure residents received adequate supervision and were 
kept free from elopement for one (#1) of three residents at risk for elopement out of three sample residents.
Specifically, the facility failed to provide Resident #1 with the supervision necessary to prevent elopement. 
Resident #1, who had moderate cognitive impairments and had diagnoses of aphasia and encephalopathy, 
had a history of wandering and required an escort to his appointment off of the facility's property.On 9/9/25 at 
approximately 1:00 p.m. Resident #1 was scheduled for pickup by an outside medical transportation 
company. The resident was taken to his appointment by the transportation driver and escorted into the 
building. Per the clinic's notes, the resident was seen from 2:17 p.m. to 2:32 p.m., at which time the resident 
was discharged from the clinic and he subsequently walked away from the clinic. On 9/9/25 at 4:00 p.m. the 
outside transportation company returned to the clinic to transport Resident #1 back to the facility, but the 
driver could not find the resident. The transportation company contacted the facility and alerted them they 
were unable to locate the resident. Facility staff began searching the area for the resident.On 9/9/25 at 
approximately 6:40 p.m. (four hours after the last known sighting of Resident #1 and 2.5 hours after the 
resident was identified as missing) the director of nursing (DON) found Resident #1 walking on a sidewalk 
approximately 3.4 miles away from the clinic where he had attended his appointment.Serious harm to 
Resident #1 was likely to have occurred during Resident #1's elopement on 9/9/25. Findings include: Record 
review and interviews confirmed the facility corrected the deficient practice prior to the onsite investigation on 
11/3/25 through 11/4/25, resulting in the deficiency being cited as past noncompliance with a correction date 
of 9/12/25.I. Situation of serious [NAME] 9/9/25 at approximately 1:00 p.m. Resident #1 was scheduled for 
pickup by an outside medical transportation company. The resident was taken to his appointment by the 
transportation driver and escorted into the building. Per the clinic's notes, the resident was seen from 2:17 p.
m. to 2:32 p.m., at which time the resident was discharged from the clinic and subsequently walked away 
from the clinic. On 9/9/25 at 4:00 p.m., the outside transportation company returned to the clinic to transport 
Resident #1 back to the facility, but the driver could not find the resident. The transportation company 
contacted the facility and alerted them they were unable to locate the resident. Facility staff began searching 
the area for the resident.On 9/9/25 at approximately 6:40 p.m. (four hours after the last known sighting of the 
resident and 2.5 hours after the resident was identified as missing) the director of nursing (DON) found 
Resident #1 walking on a sidewalk approximately 3.4 miles away from the clinic where he had attended his 
appointment.II. Facility plan of correctionThe corrective action plan the facility implemented in response to 
Resident #1's elopement incident on 9/9/25 was provided by the nursing home administrator (NHA) on 
11/3/25 at 1:11 p.m. The plan documented the following:A. Immediate action Resident #1 was returned to 
the facility by the DON on 9/9/25 at approximately 7:00 p.m. Resident #1 was assessed by the nursing staff 
and was not found to have any injuries. Nursing staff working with the resident that evening were educated 
by the NHA to closely monitor Resident #1 for his wandering behaviors.B. Identification of other residentsOn 
9/9/25 an audit was initiated to identify all residents residing in the facility who were at risk for elopement. 
Identified residents' care plans were reviewed. Photographs of residents at risk for elopement were updated 
and their information was placed in the elopement binders at the reception desk. Audits were completed by 
9/12/25.Residents with upcoming appointments were reviewed by the interdisciplinary team (IDT) and 
arrangements were made to have a staff member accompany each resident and ensure their appropriate 
assistive devices were sent with them to their appointments.C. Systemic changesOn 9/10/25 the elopement 
binder was updated and accurate based on residents' elopement assessments. On 9/9/25 education on the 
elopement policy, the elopement binder and the updated procedures for residents' appointments outside the 
facility was initiated for all staff and added to the orientation education. The education was completed by the 
DON and the NHA. Education for core staff responsible for patient care was completed on 9/12/25, and all 
facility staff were educated by 9/19/25.The process and procedures for residents' appointments outside the 
facility was updated by 9/12/25. The procedures were updated to ensure a staff member or designee 
accompanied all residents to their appointments, and established a chain of communication with the 
transportation coordinator, the NHA and the DON. Outside transportation companies were educated on the 
changes in the facility's processes for appointment transportation. The transportation drivers needed to 
check in with a facility nurse, who needed to ensure the transportation provider had the appropriate 
documentation and assistive equipment available for the resident before they were taken to their 
appointment. The transportation provider would also check in with the nurse after the resident's appointment 
and provide them with any documentation from the appointment. Resident appointments and escort needs 
were discussed daily during grand rounds and reviewed.All new admissions would be assessed for risk of 
elopement on admission, quarterly, and as needed with any change in condition.D. MonitoringThe DON or 
designee would audit the transportation requests for physician appointment forms to ensure they were 
completed and staff members were assigned to accompany each resident. This would be done five times per 
week for four weeks, at which point the frequency would be reevaluated.The DON or designee would ensure 
resident appointments and the staff members assigned to supervise those appointments were discussed in 
the facility's grand rounds. This would be done daily for four weeks, at which point the frequency would be 
reevaluated.The DON or designee would report the results of the audits and outcomes of their grand rounds 
discussions to the quality assurance and performance improvement (QAPI) committee for review by the 
QAPI team monthly, along with any recommendations for process changes or frequency of ongoing 
monitoring.III. Facility policy and procedureThe Unsafe Wandering and Elopement Prevention policy and 
procedure, revised 8/26/25, was provided by the NHA on 11/3/25 at 1:11 p.m. It read in pertinent part, The 
facility will ensure that residents are assessed to determine risk for elopement in accordance with current 
standards of practice and implement interventions as appropriate to mitigate the risks identified. As residents' 
conditions may vary throughout the day, week, month or other time period, the identification of unsafe 
wandering and elopement indicators is an ongoing interdisciplinary assessment process.IV. Resident #1A. 
Resident statusResident #1, age less than 65, was admitted on [DATE], hospitalized on [DATE], readmitted 
on [DATE] and discharged home with home health services on 9/20/25. According to the September 2025 
computerized physician orders (CPO), diagnoses included encephalopathy (a disturbance in brain function), 
aphasia, dysphagia, hemiplegia and hemiparesis (weakness and paralysis on one side of the body), signs 
and symptoms involving cognitive functions following a stroke, alcohol dependence and epilepsy.The 9/20/25 
minimum data set (MDS) assessment revealed the resident had moderate cognitive impairments per the 
staff assessment for mental status. The assessment documented the resident was independent for most 
activities of daily living (ADL). The assessment indicated the resident had not exhibited any wandering 
behavior during the assessment look-back period.B. Resident #1's representative's interviewResident #1's 
representative was interviewed on 11/3/25 at 11:35 a.m. The resident's representative said Resident #1 had 
an appointment with his neurologist on 9/9/25, so the facility had coordinated transportation for him. The 
resident's representative said no one supervised Resident #1 during his appointment, and when the 
appointment was over, the neurologist's office sent the resident back outside. The resident's representative 
said Resident #1 wandered away from the neurologist's office and was missing for several hours. The 
resident's representative said Resident #1 was a vulnerable person, as he had aphasia and dementia. She 
said Resident #1 did not have a history of wandering prior to admitting to the facility, and seemed like he 
wanted to get out of the facility and go home.The resident's representative said the facility had told her they 
usually had a staff member to supervise and sit with residents during their appointments. She said she had 
spoken with a member of the social services staff, who said Resident #1 would need supervision during his 
appointment and that she would be sure to let the transportation staff know about Resident #1's need for 
supervision. The resident's representative said Resident #1's appointment finished early and the resident 
was assisted back to the lobby afterward, and staff supervision would have been paramount for the resident 
during the period between when his appointment concluded and when the transportation services returned to 
pick him up.C. Record reviewThe elopement care plan, initiated 9/9/25, revealed Resident #1 was at risk for 
elopement. Resident #1 was disoriented and had impaired safety awareness. Resident #1 wandered 
aimlessly and significantly intruded on the privacy or activities of others. Pertinent interventions included 
adding Resident #1 to the facility's elopement book, documenting wandering behaviors and diversional 
interventions, encouraging the resident to participate in activities and the use of visual barriers including stop 
signs, ribbons and tape.-However, the care plan was not initiated until after Resident #1's elopement incident 
on 9/9/25.An elopement risk evaluation, dated 8/7/25, revealed Resident #1 was not at risk for elopement. 
The assessment documented Resident #1 did not have cognitive impairments and did not have a history of 
substance use disorder.-However, Resident #1's diagnoses included cognitive impairments and alcohol 
dependence (see above).A progress note, dated 8/8/25 at 9:27 p.m., revealed Resident #1 had acute onset 
dysphagia, wandering and confusion.An elopement risk evaluation, dated 8/18/25, revealed Resident #1 was 
not at risk for elopement.The assessment documented Resident #1 was able to ambulate independently, 
was recently admitted , and had cognitive impairments. The assessment documented Resident #1 did not 
have a history of substance use disorder.-However, Resident #1's diagnoses included cognitive impairments 
and alcohol dependence (see above).A progress note, dated 8/20/25 at 8:02 p.m., revealed Resident #1 was 
noted to be wandering around to other residents' rooms and was reoriented several times by staff. Resident 
#1 was pleasant with reorientation.A progress note, dated 8/21/25 at 9:00 p.m., revealed Resident #1 was 
reoriented to his room by a member of the nursing staff. Resident #1 was noted to be wandering around to 
other residents' rooms and was reoriented several times. A progress note, dated 8/31/25 at 11:48 p.m., 
revealed Resident #1 wandered onto a different hall in the facility and was found by staff sitting in a 
wheelchair. An unidentified certified nurse aide (CNA) assisted Resident #1 back into his room. Resident #1 
had a history of cognitive deficits and epilepsy.A progress note, dated 9/8/25 at 11:15 p.m., revealed 
Resident #1 was wandering down the hallway and tended to go into other residents' rooms. Resident #1 
needed redirection from staff back to his room. Resident #1 accepted redirection from the staff and was 
pleasant.-Despite numerous progress notes indicating Resident #1 was wandering into other residents' 
rooms and needed frequent reorientation, the facility failed to identify the resident as a potential elopement 
risk.A progress note, dated 9/9/25 at 9:34 p.m., revealed Resident #1 was evaluated on his return to the 
facility. Resident #1's skin evaluation did not reveal any new injuries. Staff were educated about Resident 
#1's tendency to wander, and were vigilant in monitoring the resident and offering redirection as needed. 
Staff were educated regarding appointment safety for cognitively impaired residents by the NHA. An 
elopement risk evaluation, dated 9/9/25 (after the resident's elopement), revealed Resident #1 was at risk for 
elopement. The assessment documented Resident #1 wandered aimlessly, ambulated independently, had 
cognitive impairments, had a history of substance use disorder and a history of actual elopement.The facility 
investigation, dated 9/9/25, was provided by the NHA on 11/3/25 at 1:11 p.m. and revealed the following:A 
timeline of events, undated, revealed that at approximately 1:00 p.m. Resident #1 was scheduled to be 
picked up by an outside transportation company for an appointment. The transportation driver arrived at the 
facility, assisted Resident #1 to his appointment and escorted him into the building. Resident #1 was seen by 
the neurologist and discharged at approximately 2:15 p.m., at which point the resident walked away from the 
hospital.-However, the neurology clinic said the resident was seen at the clinic from 2:17 p.m. until 2:32 p.m. 
(see interview below).At approximately 4:00 p.m. the transportation driver contacted the facility to notify the 
facility's receptionist they were unable to locate Resident #1 at the neurology clinic. The receptionist notified 
the facility's transportation coordinator and the NHA. The transportation coordinator left the facility and began 
to look for Resident #1 in the area surrounding the neurology clinic.At 5:02 p.m. the transportation 
coordinator contacted the facility and notified the facility staff they were not able to locate Resident #1. The 
DON and the social services director (SSD) left the facility to aide in the search for Resident #1. Facility staff 
also contacted the police department regarding Resident #1's status as a missing person at that time, and 
notified Resident #1's representative.At approximately 6:40 p.m. Resident #1 was found by the DON walking 
along a sidewalk 3.4 miles away from the neurology clinic. The DON was able to redirect Resident #1 into 
her vehicle and transport the resident back to the facility. At 7:00 p.m. Resident #1 returned to the facility, ate 
dinner and was assessed for any injuries by the nursing staff. Resident #1 did not have any new injuries and 
did not complain of any pain. An interview with Resident #1's neurology clinic revealed the resident was seen 
from 2:17 p.m. to 2:32 p.m. The neurology staff said they did not help their patients to ensure they had 
transportation after their appointments. An interview with the outside transportation company revealed 
Resident #1 was picked up by the transportation driver at 1:35 p.m. and dropped off at the neurology clinic at 
2:02 p.m. The transportation driver was scheduled to arrive back at the neurology clinic at 4:00 p.m. to assist 
the resident back to the facility. The transportation company said Resident #1 was in the lobby when the 
driver arrived at the facility. Resident #1's transportation paperwork said he needed an escort to his 
appointment and that the resident's representative would be escorting him to his appointment. The 
transportation company said the driver spoke with two unidentified staff members at the facility who both said 
Resident #1 was okay to go to the appointment by himself, and if Resident #1's representative was not at the 
clinic, the facility would send a staff member to meet the resident at his appointment. The transportation 
company said their process typically involved the driver ensuring a resident's escort was available and ready 
prior to the appointment.V. Staff interviewsCNA #1 was interviewed on 11/3/25 at 12:40 p.m. CNA #1 said 
she monitored any residents displaying wandering behaviors, notified the nurse and documented the 
residents' behaviors. CNA #1 said Resident #1 was very confused, had dementia and had been wandering 
around the hallways of the facility prior to his elopement event on 9/9/25. CNA #1 said all of the nursing staff 
knew to monitor the resident as a result of those behaviors. CNA #1 said Resident #1 had an incident in 
which he was going to an appointment and someone was supposed to attend the appointment with him. 
CNA #1 said the transportation driver took Resident #1 to the appointment but did not stay with the resident. 
CNA #1 said the facility staff were wondering where Resident #1 was later that evening and found out the 
transportation driver could not find him.Transportation coordinator #1 was interviewed on 11/3/25 at 1:15 p.
m. Transportation coordinator #1 said the facility had two transportation coordinators. He said the 
transportation coordinators usually received notification that a resident needed an appointment, and they 
would set up the resident's appointment time and date. Transportation coordinator #1 said the assistant 
director of nursing (ADON) helped to coordinate escorts for residents' appointments and reviewed which 
residents needed escorts to their appointments. Transportation coordinator #1 said the nurses filled out an 
appointment form, which documented the residents' physical abilities, whether or not they needed an escort, 
and the transportation coordinators then reviewed the form and clarified any additional information with the 
ADON.Transportation coordinator #1 said another transportation coordinator had contacted the outside 
transportation services for Resident #1's appointment, so he did not see his transportation paperwork and 
was not sure what was arranged. Transportation coordinator #1 said he assumed Resident #1's paperwork 
documented he needed an escort, but he was not sure who told the transportation driver to leave before an 
escort was identified. Transportation coordinator #1 said the transportation company arrived to pick Resident 
#1 up from his appointment at the neurologist at 4:00 p.m. and alerted the facility that they could not find the 
resident at 4:10 p.m. Transportation coordinator #1 said the facility staff checked the hospital's security 
footage and searched the area for the resident.Transportation coordinator #1 said since the incident on 
9/9/25, there were more staff members involved in the transportation arrangement process. Transportation 
coordinator #1 said the facility provided staff escorts during all residents' appointments. Transportation 
coordinator #1 said the outside transportation company reviewed and signed off that they understood the 
changes to the facility's transportation arrangement process.Registered nurse (RN) #2 was interviewed on 
11/3/25 at 2:35 p.m. RN #2 said residents were evaluated for elopement risk on admission and quarterly. RN 
#2 said if a resident exhibited any new wandering or exit seeking behaviors, it would prompt the nurse to 
perform a new elopement risk evaluation. RN #2 said if a resident was considered at risk for elopement, the 
nursing staff would be prompted to create an elopement care plan and pertinent interventions. RN #2 said 
wandering behaviors were documented in the resident's progress notes or the skilled nursing assessments 
in the resident's electronic medical record (EMR).RN #2 said the facility did not previously use resident 
escorts whenever a resident had an appointment outside the facility, but family members could join the 
residents if they wanted to. RN #2 said the facility started sending escorts with residents to outside 
appointments after Resident #1's elopement incident on 9/9/25. RN #2 said Resident #1 was confused and 
exhibited wandering behaviors. RN #2 said Resident #1 was not able to ambulate independently when he 
first admitted to the facility and primarily stayed in bed due to his altered mental status, but as the resident 
began feeling better he had started wandering more. RN #2 said Resident #1 wandered around the facility 
hallways and went into other residents' rooms, so the staff had to redirect him multiple times per day.RN #2 
said he thought Resident #1's family member was supposed to go with him to his appointment on 9/9/25 but 
he was not sure.The social services assistant (SSA) was interviewed on 11/3/25 at 4:18 p.m. The SSA said 
she had received a call from Resident #1's representative on 9/8/25. She said the resident's representative 
had asked her to assist in scheduling the resident's neurologist appointment to an earlier date. The SSA said 
the appointment had been initially scheduled on 9/23/25. The SSA said she called the clinic and left a 
message and was waiting for a response; however, the resident's representative called back and told the 
SSA that she had been able to reschedule the resident's appointment for the following day herself. The SSA 
said the resident's representative also informed her that she would not be able to attend the new scheduled 
date due to her work obligations. She said the resident's representative asked that the facility provide a staff 
member to accompany the resident to his appointment since she was not going to be able to go with him. 
The SSA said she replied that she would inform the transportation department; however, since it was a late 
notice from the representative, it was likely that the facility would not be able to get an escort to accompany 
the resident. The SSA said the resident's representative said that it was okay for the resident to attend the 
appointment without an escort. The SSA said she informed transportation coordinator #2 and the case 
manager of the resident's new appointment date and the request for an escort since the resident's 
representative was not going to be available.The case manager was interviewed on 11/4/25 at 10:25 a.m. 
The case manager said she was responsible for overseeing insurance processing and occasionally 
managing transportation documentation, which involved setting appointments for residents admitted for 
skilled nursing care (speech, occupational, and physical therapy).The case manager said she overheard the 
SSA inform transportation coordinator #2, that Resident #1's representative had rescheduled the resident's 
appointment to an earlier date of 9/9/25. The case manager said she heard from the SSA that the resident's 
representative would not be able to attend the appointment, and requested that the facility send an escort to 
accompany the resident.The case manager said she did not act on this information because it was late in the 
day and she felt that transportation coordinator #2 was capable of managing the situation by setting up the 
appointment with an escort.The DON and the NHA were interviewed together on 11/3/25 at 3:08 p.m. The 
DON said the transportation coordinators typically arranged residents' appointments, and the nurses filled 
out the transportation sheet. The DON said residents with noted elopement risk needed an escort to outside 
appointments. The DON said if the staff were not sure if a resident needed an escort to their appointment, 
they could bring the issue to her so they could talk through the situation and determine if an escort was 
necessary. The DON said elopement risk evaluations were performed on admission and quarterly. The DON 
said the determination of whether or not a resident was at risk for elopement was the nurse's discretion. The 
DON said the social services staff audited the elopement evaluations and emailed a list of residents who 
were at risk of elopement to the DON. The DON said the facility nurses were trained in-house on how to fill 
out the elopement assessments.The NHA said Resident #1 liked to walk around the facility's halls and had 
aphasia, so he was not able to vocalize things. The NHA said Resident #1 knew he had an appointment the 
day of 9/9/25, so he sat on a bench by the front door of the facility. The NHA said the outside transportation 
driver entered the facility and asked the receptionist for Resident #1, and the receptionist identified the 
resident. The NHA said RN #2 provided the driver with Resident #1's transportation documents. The NHA 
said Resident #1 walked out of the building with the driver and was taken to his appointment at the neurology 
clinic. The DON said later on that day (9/9/25) the transportation driver could not find Resident #1, so they 
called the facility's transportation team. The DON said she contacted the neurology clinic, who said Resident 
#1's appointment had ended early and they did not know the resident's whereabouts.The DON said Resident 
#1 did not have any injuries after he returned to the facility on 9/9/25.The NHA said Resident #1 was 
assessed by the nursing staff when he returned to the facility and did not have any changes in cognition or 
disposition. The NHA said Resident #1's representative was scheduled to be his escort to his appointment 
that day, as she had previously expressed interest in accompanying Resident #1 to his appointment.
-However, according to interviews with the SSA and the case manager, Resident #1's representative 
informed the facility she would not be able to attend the resident's appointment and she requested the facility 
provide an escort to the appointment for the resident (see interviews above).The DON said Resident #1's 
representative knew she would not be able to attend the resident's appointment because she was working 
that day and had called the neurology clinic to let them know Resident #1 would need help calling the 
transportation services for pick up after his appointment.The DON said Resident #1 had cognitive 
impairments and a history of wandering. The DON said before Resident #1 was able to ambulate 
independently, he would self-propel in his wheelchair around the facility. The DON said Resident #1 had 
been added to the elopement book prior to his elopement incident on 9/9/25 due to his aphasia diagnosis, 
but he did not have an elopement care plan. The DON said the resident was more sedate when he first 
admitted to the facility, so the first two elopement risk assessments were accurate. The DON said she did not 
believe there was anything in the facility's policy which indicated the nursing staff should have completed a 
new elopement evaluation when Resident #1's wandering behaviors were noted to begin, but she said it was 
a missed opportunity.The DON said the MDS coordinator or the social services staff would typically 
implement care plans for wandering and elopement. The DON said if the nursing staff identified a resident 
was at risk for elopement, they could also trigger pertinent interventions in the resident's care plan. The DON 
said Resident #1 should have had a care plan developed for his wandering prior to his elopement on 9/9/25. 
The DON said Resident #1 had a comprehensive nursing assessment completed on 9/3/25, at which point 
he was already exhibiting wandering behaviors, so those behaviors should have been included in his 
comprehensive care plan.The NHA said Resident #1 would walk around the facility's main floor but did not 
have exit-seeking behaviors.The NHA said after the incident on 9/9/25, every staff member who worked on 
the floor of the facility was educated on what was necessary for a resident to leave the facility, the elopement 
policy, and the updated procedure for resident escorts. The NHA said every morning since 9/9/25, the facility 
staff ensured each resident with an outside appointment that day had an escort to go with them. The NHA 
said if a resident was being escorted to an appointment by a family member, the family member had to go to 
the facility first so the facility staff could verify they were able to escort the resident.Transportation 
coordinator #2 was interviewed on 11/04/25 at 10:22 a.m. Transportation coordinator #2 said she tried to 
make sure resident escorts to outside appointments were scheduled at least a week in advance prior to their 
appointment date. She said she checked the resident outside appointment list daily to make sure everything 
was in order. Transportation coordinator #2 said she would sometimes receive late cancellations from the 
assigned resident escort and she would do her best to find a replacement. Transportation coordinator #2 
said if she could not find a replacement escort for the resident, she would volunteer as the escort herself. 
Transportation coordinator #2 said she had not been aware Resident #1's representative was unable to 
attend his outside appointment on 9/9/25. Transportation coordinator #2 said she had not been notified by 
facility staff nor the resident's representative of the need for a replacement escort. Transportation coordinator 
#2 said on the day of Resident #1's elopement, the neurologist's office ended the appointment early because 
Resident #1 did not have an escort with him.
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