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CFR(s): 483.25(d)(1)(2)
8483.25(d) Accidents.
The facility must ensure that -

8483.25(d)(1) The resident environment remains as free
of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, record review and staff and Nurse
Practitioner (NP) interviews, the facility failed to
effectively supervise a cognitively impaired resident
when the resident was able to exit the facility
unsupervised and without staff knowledge for 1 of 3
residents reviewed for supervisions to prevent

accidents (Resident #1).

Findings included:

Resident #1 was admitted to the facility on 11/27/24
with diagnosis that included dementia, bipolar
disorder, panic disorder, and anxiety disorder.

Review of the annual minimum data set (MDS) dated
12/5/25 revealed that Resident #1 was severely
cognitively impaired. He displayed no wandering
behavior during the look back period and needed
supervision with mobility and transfers. Resident #1
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F0000 INITIAL COMMENTS F0000
A complaint investigation survey was conducted from
1/7/26 through 1/8/26. Event ID# 1E062A-H1. The
following intakes were investigated: 2697356, 2698215,
2565334, 764508, 764517, 764519, and 764514.
1 of the 19 complaint allegations resulted in
deficiency.
F0689 Free of Accident Hazards/Supervision/Devices F0689 | "Past Noncompliance - no plan of correction required”
SS=D

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 reverse for further 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.
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F0689 Continued from page 1 F0689
SS=D had no falls and needed supervision with ambulation.

Review of the care plan started on 12/9/24 and last
updated on 12/16/25 revealed that Resident #1 waws at
risk of elopement- wandering in facility "I'm gonna

walk out the door" - may stand by exit doors, may try

to follow behind staff as they exit facility. Goals

included Resident #1 will wander safely within

specified boundaries. Interventions included approach:
1:1 for elopement attempt. Redirect Resident #1 from
front door area as needed- offer coffee, snack, walk in
courtyard, offer redirect to room. Provide visual and
verbal cues as needed. redirect to snack, coffee,
activity as desired. Approach from the front. Walk in
step with Resident #1 first before redirecting.

Maintain a calm environment and approach to Resident
#1.

Review of the elopement assessment form dated 12/10/25
revealed that Resident #1 was independent for
ambulation. Resident #1 displayed risk factors which
included that he exhibited exit seeking behaviors.
Resident #1 also verbalized wanting to go home, going

on a trip, or going to meet someone. Resident #1 did

not accept present residency situation or location. The
immediate interventions included continuing his current
plan of care. The assessment identified Resident #1 as
being at risk for elopement.

Review of nursing progress note from Nurse #1 dated
12/16/2025 revealed Resident #1 was noted to be in
driveway at 10:42 AM today. Resident #1 was redirected
by staff back into facility. A skin assessment was
completed immediately on Resident #1. Resident #1 was
placed on 1:1 (One-to-one supervision by a staff
member). The NP and Resident #1's guardian were made
aware of the incident and the need for possible
placement in a locked unit and currently being placed

on 1:1 for safety. Resident #1's guardian voiced
understanding. No injury was noted on Resident #1.

An interview on 1/8/26 at 11:10 AM with Nurse #1
revealed that she was the assigned nurse for Resident
#1 on 12/16/25. She stated that Resident #1 was dressed
in a sweatshirt, pants, socks, and shoes when he eloped
from the building. Nurse #1 stated that around 10:10 AM
on 12/16/25 Resident #1 was inquiring about leaving the
facility and she told Resident #1 he needed to talk to

the physician and that it was almost time to go smoke.
She stated that Resident #1 left the nurse’s station

and returned to his room where he lay down in his bed.
She stated that Resident #1 had been discussed in the
morning meeting regarding an increase in exit-seeking
behavior. Nurse #1 further indicated that there were a
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lot of staff and plumbing vendors going in and out of
the building that day. She stated that Resident #1
probably got out of the building by following one of

the plumbing vendors. Nurse #1 stated that at 10:42 AM
on 12/16/25 she was on side one (the section of the
building where Resident #1’s room was located) in the
common area and she looked out the window and saw
Resident #1 standing midway down the driveway that was
on the right side of the parking lot. Nurse #1 stated

that she immediately ran outside and called out to
Resident #1 brought him back into the building and
placed him in a wheelchair. She stated that she then
completed a head-to-toe assessment with no injuries
noted to Resident #1. Nurse #1 then placed Resident #1
on one-to-one with a staff member. She stated that
after he was returned to the building Resident #1 had
not displayed any further exit seeking behaviors. Nurse
#1 stated that when she inquired why Resident #1 had
left the building Resident #1 stated that he was going
home.

An interview with Nurse Aide (NA) #1 on 1/8/26 at 11:31
AM revealed that she saw Resident #1 display
exit-seeking behavior one time at 10:30 AM on 12/16/25
before he eloped. She stated that Resident #1 was
inquiring about how he could get home. NA #1 indicated
she redirected Resident #1 by letting him know she
would bring him some coffee, and he walked
independently to his room where he sat on his bed. NA
#1 revealed that she then brought Resident #1 some
coffee while he was sitting on his bed. NA #1 further
revealed that Resident #1 had not displayed exit
seeking behavior prior to this incident for a very long
time. She stated that she could not recall how long it
had been exactly, but it had been at least a few

months. NA #1 stated that she was aware she needed to
keep an eye on Resident #1 because he had been
displaying exit seeking behavior, but she still had

other residents to care for and was unable to
continuously watch him. She stated that she identified

a resident who was exit seeking by them wandering
around, going to the doors, asking about leaving, or
them stating that they want to leave. NA #1 stated that
they have a Kardex in the resident’s closets which
included if the resident had exit seeking behaviors. NA
#1 stated that Resident #1’s Kardex indicated he had
exit seeking behaviors. She stated that when she saw
residents with exit seeking behaviors she told her

Nurse immediately and they communicate with staff about
keeping an eye on those behaviors and resident.

Review of the facility investigation completed by the
DON revealed that on 12/16/25 at 10:10 AM, Resident #1
was observed in the hall near the Unit Manager’s and
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F0689 Continued from page 3 F0689
SS=D Scheduler’s office doors. At 10:30 AM, Resident #1 was
noted to be lying on his bed in his room by Nurse Aide
#1. At 10:42 AM, Resident #1 was discovered in the
middle of the facility driveway, having had an
unsupervised exit from the building. Nurse #1

visualized Resident #1 in the driveway at 10:42 AM and
immediately redirected him back into the facility. A

skin assessment was completed, and no injuries were
noted. Resident #1 was then placed on one-to-one
supervision for safety. The Nurse Practitioner (NP) was
notified of the incident, along with the guardian. The
guardian was informed of the need for possible
placement in a locked unit and of the immediate
one-to-one supervision put in place; the guardian
expressed understanding. In conclusion, because several
vendors and staff were entering and exiting the

facility that day Resident #1 was able to walk out with

a vendor leading to his unsupervised exit of the

facility. Referrals were sent out for a memory care

unit placement and Resident #1 remained on one-to-one
monitoring. On 12/17/25, Resident #1 was accepted to a
facility with a locked unit and was transferred there

on the same day.

An online website named Wunderground was used to obtain
the outside weather in the Saluda area on 12/16/25 and
noted at 10:54 AM the temperature was 41 degrees with
the highest temperature reaching 52 degrees from 10:54
AM to 2:54 PM.

An interview with NP on 1/7/26 at 11:48 AM revealed
that she was notified about Resident #1's elopement on
12/16/25. She stated that she had not seen him after

the elopement because Resident #1 was transferred to a
facility with a locked unit the next day on 12/17/25.

The NP further revealed that any time she had seen
Resident #1 he was always sitting on his bed. She
stated that Resident #1 had displayed no signs or
symptoms of exit seeking behavior during her previous
visits.

An interview with the DON on 1/8/26 at 10:55 AM
revealed that Resident #1 had been showing increased
signs of exit seeking behavior on the morning of
12/16/25. The DON explained that Resident #1 had been
asking about leaving and had been standing on side one
near the common area doors which were locked with a
keypad. She stated that she had discussed Resident #1
had increased exit seeking behavior during the morning
interdisciplinary team meeting. After that meeting, she
informed staff that they needed to increase their
observations of Resident #1 and increased redirection
attempts because his exit seeking behaviors had
escalated. The DON reported that on 12/16/25, the day

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1IE062A-H1 Facility ID: 922956 If continuation sheet Page 4 of 9



PRINTED: 02/18/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES fé]é)Nﬁ'll?liolg,lg'FglilSﬁSlleERRlcLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 345351 ' A. BUILDING 01/08/2026
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Autumn Care of Saluda 501 Esseola Circle , Saluda, North Carolina, 28773
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

F0689 Continued from page 4 F0689
SS=D Resident #1 eloped from the building, a scrub supply

van had been available outside for staff to purchase
scrubs, and plumbing services were also entering and
exiting through the side one common area door. She
stated that she believed the plumbing company may have
let Resident #1 out or that he might have left when the
plumber entered or exited the building, since the staff
were aware of who Resident #1 was. The DON explained
that before this incident, staff were typically

stationed in the common area when vendors entered or
exited through that side door. She further explained

that after the incident, vendors and staff were

required to use only the front door, which was always
locked and required staff to let individuals in and

out.

An interview with the Administrator on 1/8/26 at 10:59
AM revealed that Resident #1 had exit seeking behavior
the morning of 12/16/25 and it was discussed in the
morning meeting. He stated that the staff were informed
to observe Resident #1 more closely because he had
increased exit seeking behavior. The Administrator
stated there were vendors going in and out of the doors
on the side one common area along with staff and he
felt Resident #1 just left with the vendors. He stated

that to speak with Resident #1 he gave the impression
he was just a visitor. He further revealed that the

staff were letting the plumbers in and out of the

locked building and/or they were following the staff as
they went in and out of the building to the scrub

truck. He stated that Resident #1 was spotted in the
parking lot at 10:42 AM and was last seen by staff in
the building at 10:30 AM. Resident #1 had no injuries
and was placed on one-to-one until his transfer to a
facility with a locked memory care unit the next day
12/17/25. The Administrator stated that the side one
common area doors had since been locked with a code
change only he, the DON, and the Maintenance Director
had. He stated that all deliveries and staff were to

use the main entrance which is locked and have to have
a staff member let vendors in and out of the main door.
The Administrator stated the door that Resident #1
exited the facility through had an alarm installed

after the incident that goes off anytime the door is
opened even when the code was used.

An observation conducted on 1/8/26 at 11:05 AM with the
Administrator and Director of Nursing (DON) revealed
that Resident #1's room was located 22 feet from the
nursing station and 60 feet from the doors on side one

of the common area. When Nurse #1 saw Resident #1
outside of the building he was approximately 150 feet
away from the facility, positioned halfway down the
driveway and about 50 feet from the road. Traffic at
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F0689 Continued from page 5 F0689
SS=D the facility had been low over the previous two days,

and Resident #1 was observed walking independently
prior to the elopement and when he was spotted in the
driveway of the facility. During the observation it was
noted that the side one common area exit consisted of
double doors equipped with a keypad. These doors faced
the parking lot, with a driveway on both the left and

right sides. The door from which Resident #1 had exited
through was confirmed to have been locked by a keypad,
and only the Administrator, DON, and Maintenance
Director had access to the code.

The facility provided the following Corrective Action
Plan with a completion date of 12/20/25:

Address how corrective action will be accomplished for
those residents found to have been affected by the
deficient practice.

On 12/16/25 Resident #1 had an unsupervised departure
from the facility. He walked down to the middle of the
facility driveway. Resident was visualized at the

driveway and staff immediately brought resident back
into the facility. During the investigation on

12/16/25, the Director of Nursing determined that the
resident potentially followed a person out the door

after they entered or exited.

The Provider was notified on 12/16/2025 of the incident
by the Director of Nursing. The Guardian was notified
on 12/16/2025 of the incident by the Social Worker.

Resident was placed on one-on-one supervision
immediately on 12/16/2025 and was implemented by the
Director of Nursing.

Elopement drill completed by Maintenance Director on
both shifts on 12/16/2025.

Head to toe skin assessment was completed by Nurse #1
of Resident #1 on 12/16/2025. No injuries or adverse
effects was noted.

Resident #1 was discharged to a secured facility on
12/17/2025.

Address how the facility will identify other residents
having the potential to be affected by the same
deficient practice.

On 12/16/25 when the facility was made aware that
Resident #1 had departed the building unsupervised the
Director of Nursing completed an immediate head count
of other residents in the facility, all other residents
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Continued from page 6
were accounted for.

The Maintenance Director immediately checked door
alarms on 12/16/2025. Doors were found to be in working
order. No issues were identified.

The Director of Nursing or designee reviewed progress
notes for the last 30 days for all residents in the

facility for changes in behaviors and reviewed all
elopement assessments to ensure they were accurate on
12/16/2025. There were no other residents newly
identified at risk for elopement.

Address what measures will be put into place or
systemic changes made to ensure that the deficient
practice will not recur.

Beginning 12/16/25 the Director of Nursing or designee
educated all staff in the facility on the facility

elopement policy. 1. Upon discovery that a resident
cannot be located a head count will be conducted. If
the resident is still missing a “code green” is to be
announced on the facility paging system to alert all
staff to assist in locating the missing resident. 2.

The clinical supervisor will notify the Administrator,

the Director of nursing and the attending physician. 3.
The highest-ranking staff member will become the team
leader and coordinate the search. 4. The team leader
will maintain documentation during the search process.
5. The floor plan will be used to ensure a thorough
search of the interior. 6. If the resident is not

located on the premises the team lead will direct staff
to conduct an external search. The team leader will
notify the family/legal representative and inquire as

the potential whereabouts of the resident. 7. If the
resident is not located on the premises the
Administrator will notify the local emergency response
agencies. The elopement policy also states that an
elopement assessment is to be completed on admission,
quarterly and as needed. Staff were also educated to
report new or increased behaviors or exit seeking
behaviors to nursing staff. If a resident is designated

as at risk for elopement that should be added to the
elopement books at the receptionist desk and at each
nurses’ station. The facility social worker is

responsible for updating and maintaining accuracy of
the elopement book. No staff will work until they have
received this education provided by Director of Nursing
or designee. On 12/16/25 the Administrator informed the
Scheduler to ensure all agency staff receive the
education prior to working. The Director of Nursing or
Designee monitors that any new agency staff signs this
education prior to starting their first shift at

facility. Verbal education is provided to ensure
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understanding. The Administrator informed the Payroll
Coordinator they are to ensure all newly hired staff
receive the education during new hire orientation.

On 12/16/25 Director of Nursing and Unit Managers were
educated by the Regional Director of Clinical Services

to review progress notes for new and increased
behaviors to include wandering for the need to complete
a new elopement assessment during clinical morning
meeting Monday through Friday. Nurse management was
also educated to review during clinical morning meeting
Monday through Friday, the resident diagnosis for
dementia and other cognitive impairment and review with
the interdisciplinary team to include the

Administrator, Director of Nursing, Medical Records,
Nurse Managers, Social Workers, Therapy Director,
Environmental Services Director, Admission Coordinator,
Minimum Data Set Coordinator, and Medical Director, to
discuss other assessments to determine cognition and
the need for elopement interventions. The Administrator
informed the Payroll Coordinator that all newly hired
employees receive this education during the new hire
orientation. This is completed by the Director of

Nursing or designee.

Alarm boxes were ordered immediately on 12/16/25 and
added to living room doors on side one of the facility,

on 12/19/25. These alarms were placed, in addition to
the mag lock already in place on doors. This alarm box
squeals until it is disengaged with a key, if doors are
opened alerting staff. The side two entrance is our

main entrance. It is locked at all times and requires a
code to enter or exit.

Indicate how the facility plans to monitor its
performance to make sure that solutions are sustained.
Include dates when corrective action will be completed.

On 12/16/25 a Quality Assurance and Performance
Improvement (QAPI) meeting was held by the
interdisciplinary team, and the decision was made to
initiate audits for 12 weeks. On 12/16/25 the
Administrator informed the Maintenance Director the
week of 12/16/25 he will conduct a monthly elopement
drill for three months to ensure the facility responds
to an elopement per company policy. Elopement drills
will be conducted on all shifts, including the
weekends. The Maintenance Director completes door
audits Monday through Friday to ensure they are
operating properly.

Beginning the week of 12/22/25 the Director of Nursing
or designee will audit progress notes in the clinical
morning meeting from the previous twenty-four hours for
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F0689 Continued from page 8 F0689
SS=D new behaviors or increased behaviors that could lead to
elopement for 12 weeks. If there were behaviors noted
in the resident records they were addressed by nursing
and elopement interventions were discussed by the
interdisciplinary team.

Audits will be reviewed weekly in the QAPI meeting and
changes to the plan of correction will be made as
needed.

Alleged date of compliance for the corrective action
plan: 12/20/25

The Corrective Action Plan was validated on 1/8/26 and
concluded the facility implemented an acceptable
corrective action plan on 12/20/25 once the mag lock
code was changed and the new alarm box was added and
staff were educated on the elopement policy.

Review of the audit tool for any new behaviors and
increased behaviors that could lead to elopement during
the clinical morning meeting for 12 weeks approval that
they have completed monitoring for the week of
12/22/25, 12/29/25. and 1/5/26. Review of an elopement
or unauthorized absence drill revealed that a drill was
completed successfully on 12/16/25 1st, 2nd, and 3rd
shifts were completed successfully and on 1/5/26 for
first shift. Elopement books were observed at each
nurses' station throughout the facility and reception
desk. The elopement books contained information and
pictures for each resident identified as high risk.
Interviews conducted with multiple staff on various
shifts and departments were interviewed and verified
they received re-education related to elopement in
December 2025 and were able to describe facility
processes for: what to do when a resident demonstrated
elopement/exit seeking behaviors, where the elopement
books were located, what information they contained,
responding to window/door alarms, making sure
entry/exit doors were locked before leaving the area,
what door the staff and vendors were to use and what to
do in the event of an elopement. The compliance date of
12/20/25 was validated.
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