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. Exit/Report Date: 11/04/25
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I3G 0901(b); 13 .0206(&)~(b)

-The_ Supervisor wyg the oy
Famxly Care Hope (FCH).

~[ of5 residents (#1) appeared disor: .
: . : sovienfed
~Resident #) did not have logical spegch. and configed, ‘

~The front deor diq 16t audibly soyund when opefied,

Y staff who wag working in the

-Resident #] was ambulatory wi : - .
Y With urinary | (
~The level of care was FClL Iy incontinence.

Revi;:w of Resident #1's Resident Register revealed:
~Res§dent #1 was admitted to the FCH on 08/27/25. ~
- eSIdﬂnt‘ #1 required orientation to time and place,

Review of Resident #1's Care Plan dated 09/02/25 revealed:
-Resident #1 wag confitsed and disoriented,

-Resid;ut #1 required supervision with bathing, dressing, and .
grooming, :

Review of Resident #1's Licensed Health Professional Suppott |
(LHPS} review dated 09/02/25 revealed: he SM“ Wil e

~Resident #1 required prompts, due to confusion and _ v W\‘\Q.QL B meb

disorientation, 45 M VTR

2.) Review of Resident #1's Incident/Accident WA)Report < EE SR ~ R Fo
dated 09/02/25 reveaied: e s

“Resident #1 eloped from the FCH on 09/02/25 at 12:10pm. me
~The Supetvisor reported Resident #1's elopement to logal Law
Enforcement (LE) on 09/02/25 at 12 10pm, per FCH policy,  * V\'&M )
-A. sheriff found Resident #1 in a heavy city traffic area :

(address and time not documented),

-LE returned Resident #1 to the FCH {time not documented),
~Resident #1 did not appear itjured. '
-The physician and family member were notified. N -

DHSR/AC 4607_4 (Rev. 02/2023) NCOHHS Page 2 of 13
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‘ il
, Review of Resident #1's LE Report dated 09/0225 revealed: | fmu oer- 8
| “The FCH Supervisor reported Resident #] faussing o Vesidoct wWillce,

[ 09402725 ¢ 12:1$pem, :
I - LE assigned could not find Resident#1 in the ares, N A
~LE reported Resident #) g5 a Missing person to the touuty 1 ho / %l cﬁ]&{,@ms T e

i
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{ -Resident #] was hot oriented 1o place or time, only 1o self '
et W place Or & ML :.,*.._.}Lw

. . L
{v‘m Ny, im@ﬁ»wmﬁ“‘%%p

Sheritf's Department on the afternoon of 05/02/25.

i

i\ e MMW %&Lﬁf |

AN
Review of Resident #5's Emergency Medieal Service (EMS) | .
Report dated 09102/25 revesjed: -- e lj‘/‘-‘f‘v"“}j Nurse wll
-LE found the regident wandering in busy city sireet areas the Yvon Mg SEedt ov to

evening of 09/02/25. ‘ \
-EMS assessed Resident #1 at g 14pm on 09/02/25. feverdun gud s
-Resident #1 smelled of urine. Vs A8 velobed .

-Resident #1 was cold to the touch from the mutsidé night e 8 ot
temperature, T A Veg at

-Resident #1 complained of his foet hurting from walkingfor a 'f'w ‘Z,Q/G)Km f lv‘\(i\ffms

long time, M @

~Resident #) had 5 history of his left Arm paralysis, due to a Ob &6 1" ] S‘j&g’
e

stroke. In et

~Resident #1 presented with an altered menta] sratys, T

-Resident #1 wag oriefited fo.person byt not place or time. g ¢ wl (L (vt

-A family member teported he wandered aroumd auother city e 4 rende o L DS
fiearby in July 2025 before being transported io g hospitaf. J oG 5Jt Lo andiah
-Resideot #1 was transporred (o 3 [gea) hospital, I R i

| e T o

bird o L

S

e

Telephone interview with an EMS paramedic on 11/13/25 at pw e, T‘i{”wf
4.41pm revealed: ‘
~The County Sheriff's Deparimen; received a call on 09702725 ! “‘g Hhe, Fedy )

A 8:45-5:00pm aboyy Resident %1 missing,

~EMS received g call from the county Shetiff's Department on |
U9/02/25 on the missing resident at 9:01pm, :
~EMS found the resident 10-14 miles from hig FCH, wandering
on and beside 4 busy county road on 0%/02/25 at 9: 1dpm,
© J© dounty road had several curves with blind spots and was 1 1 LC\\] wry ﬁm-l'-f /
1/4 of a mile from 3 large lake, L%*L ST 5
~Resident #1 ried tq keep walking when EMS asked bim Il """‘"M /
where he was headed. Ve e ‘ '
~Resident #; initially reported heading to his family member's !9 ve-d {Wmmﬂ/ f[
home. - 100w ngs (59 % ]
-Resident #1 thep stated he was headed go another famil - - -
metnber's home, ‘ ’ {J A PoTe Unak "
-Resident #] was cold o the touch, sigce the lemperature was HEA 1_@*\‘3m£¢. g L‘é)* :T'\WI If

in the 50's that evening. ;’ watl f%wm?% B

DMSR/AC 4607 _4 (Rav. 0272023 NCDHHS Page 3 of 18
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13G .0901(k); 13G .0206(a)-(b

-Resident #1 smelled of urine and alcohol.
~Resident #1 complained of foot pain from walking a far
distance.
~Resident #1 did not appear to have injuries.
-Resident #1 was transported to a Jocal hospital ED.

Review of the eity's weather on 09/02/25 revealed the high was
79 degrees and the low was 51 degrees, ‘ '

Telephone interview with a local LE Officer on 10/06/25 at
2:00pm revealed:

-Resident #1's facility reported the resident missing on
09/02/25 at noon.

~He received a call on 09/03/25 at 11:15am from a hospital 9.3
miles away that Resident #1 was hospitalized after wandering
i the community,

~When he artived at the hospital, medical staff began to assess
Resident #1.

-Resident #1 appeared disoriented and confused. °

-Resident #1 knew his name but did not know where he was.
-Resident #1 did not know when and how he left the FCH.
-Hospital staff notified Resident #1's family member, the
resident was in the hospita),

Review of Resident #1's Hospital Discharge Summary dated
09/02/25 revealed:

-Resident #1 was found by EMS on 09/02/25 wandering over
busy city streets, 9 miles away from the FCH.

-Resident #1 arrived at the Emergency Department (ED) at
10:15pm on 09/02/25.

~Resident #1 was confused about which family member he
lived with and thought he lived in another city.

-Resident #1 reported he lived in a new neighborhood now.
-Resident #1 reported he left his famnily member's house on
09/02/25 to walk around.

-Resident #1 appeared oriented to self.

-Diagnoses included aitered mental status, chest and abdoriinal
discomfort, electrolyte abnortnality, and acute kidney injury.
-Prior to his FCH admission, Resident #1 was hospitalized on
07/28/25 for 2 days after wandering another city's highway.
-On 07/28/25, Resident #1 was treated for scute kidney injury,
alcohol use disorder, acute metabolic encephalopathy, and
hyponatremia,

-Regident #1 reported aleohol consumption on 09/02/25,

DHSR/AC 4807 _4 (Rev. 02/2023) NCDHHS
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- Faelity Name: Ot Choice Family Care | 13G .0901(b); 136 .0206(2)-(b)

~Resident #1 complained of chest pain and abdomina] et e
discomfort.
~Resident #] had no injuries or new conditions, T
-Resident #1's family meniber reported Resident #1 lived at the |
FCH. ;

-The FCH Supervisor was called on 09/03/25 at 1:00pm for S
Resident #1's discharge.

~The Administrator picked Resident #1 up from the hospital on
09/03/25 at 2:26pm. ~ '

A I

Telephone interview with Resident #1's primary care provider
(PCP) on 09/29/25 at 2:02pm revealed:

-8he began care of Resident #1 in Auvgust 2025,

~Resident #1's cognitive and memory conditions were

diagnosed by another provider prior to August 2023,

~Resident #1's exhibited clear cognitive and memory
impairments in August 2025,

-Resident #1 could not formulate logical sentences.

-Resident #1 scored "8"/severe dementia (Score 0-17) on the
Mini Mental State Exam (MMSE) she administered 2 weeks =
ago. (A MMSE is an abbreviated, pre-assessment test of
cognition and orientation administered by medical, therapy,

and social worker professionals.)

-Bhe expected the FCH to provide conatant supervision of
Resident #]..

~Resident #1' was not safe to leave the FCH without

supervision, due to the resident's cognitive impairment. .
~The FCH natified her that Resident #] eloped info busy ity
waffic areas on 09/02/25. ~
-She diagnosed Residerit #1 on 09/11/25 with cognitive i
impairment 40d to have wandering behavior.

~The FCH staff reported Resident #1 experienced anxiety,

~She made a referral for mental health services in September

2025,

~The mental health provider was not taking new patients, so

she recommended the FCH seek another mental health

provider. |

Interview with the Supervisor on 09/17/25 at 1:50pm and
10/10/25 at 4:00pm revealed:
~Only the Supervisor was scheduled to work at the FCH,
-Resident #] was confused and required orienting and cues.
-Resident #1 was too disoriented to be withont supervision. \
. -Resident #1 eloped on 09/02/25 at 12:10pm. .

DHSR/AL 4607_4 (Rev. 02/2023) NCDHHS Page 5 of 18
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Facility Name: One Choice Family Care

~Resident #1 wag sitting in the living room on 09/02/25 a1
12:00pm. :

-Resident #1 eloped oh 09/02/25 at 12:10pm while I
unsupervised when the Supervisor was it the battyoom,
-When the Supervisor left the bathroom 10 minutes later, be
noticed Resident #] was missing from the living room,

~The exit doors did not audibly alam, )
~The side door did not alarm, and the front door had no alarm,
~The Supervisor looked both ways down the street but did not

see Resident #]. Otcdo) 2,

“FCH policy requited the Supervisot to remain at the FCH with
the other residents, instead of pursuing an eloping resident.
-He notified LE of Resident #1's elopement on 09/02/25 at
12:10pm, per FCH policy.

~-LE found Resident #1 in a heavy eity traffic area (time and
location was not known) 09/02/25 sometime after 6:00pm,
~The Administrator picked Resident #1 up from the hospital
the afternoon of 09/03/25,

~Resident #1 could not say Where he wag,

-Resident #1. was not injured and appeared oriented.

-Resident #1's PCP performed a routine svaluation of Resident
#1 on 09/11/25,

-The PCP assessed Resident #1 as having cognitive
impairment and to have wandering behaviors,

-Resident #1's supervision plan did not change,

-Additional staff were not scheduled for supervision,

~The PCP did not order « change in Resident #1's leve] of care.

b.) Review of Resident #1's Incident/Accident (I/A} Report 4
dated 09/12/25 revealed: .
-Resident #1 eloped on 09/12/25 at 11:35am when the
Supervisor was preparing lunch,

~The Supervisor notified Law Enforeement (LE), the
Administrator, and the responsible party,

-LE found Resident #1 in a heavy city traffic arca (time and
address unknowr),

-LE did not know the route Resident #1 walked,

-LE retumed Resident #1 to the FCH at 3:00prn.

-Resident #1 appeared oriented and without injuries,

Observation of the possible routes Resident #1 may have taken
o1 09/12/25 revealed:

~Intersecting 6 lanes and 4 lanes of heavy city traffic.

-Busy city intersecting 6-lane highway road with a 5-lane road.
~The posted speed limit was 45 and 55 mph,

PRGE

Be/18
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intersection 9 s ey 12725 at 2:00pm neay busy city

~The route Resident #1 taok op 0%9/12/25 Was not docﬁme.nted

Telephone interview with Reside ‘

1t #1's i
(PCP) on 09/29/75 at 2:02pm revealed: PR eate provider
~The FCH staff reported Resident #]
~She was notified by the FCH that Resi

» 9 recommended locked
memory care placement to the Administratoy.

~The Adminisuatpr fequested her evaluation op Resident #1 on
08727425 for medication intervention for the resident's
elopements, '

-Medication was not indicated for elopement behavior,

-Sh{s recommended locked memary care for Resident #1 aftey
Resident #1's 2nd elopement,

Interview with the Supervisor on 09/25/25 at 2:00pm revealed:

-Since August 2025, Resident #1 was not allowed 10 leave the

FCH unsupervised since the resident was disoriented and

confused,

-Resident #1 frequently stated he wanted to go see his family

member, especially when he was stressed.

-Resident #1 went outside to smolke with another resident on

09/12/25 at 11:50am, while he prepared tunch.

-He asked the other resident to report if Resident #1 tried to

leave.

-Resident #] eloped while outside unsupervised on 09/12/25 at

11:55am,

-He apened the side door 15 minutes later when lunch was

ready, Resident #1 was gone,

~He notified LE of Resident #1's elopement on 09/12/25 at

12:00pm.

EE artived at the FCH at 12:45pm to take a report on Resident
#1.

13G .0901(p). 13 02060~ A,

PAGE  B7/18
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Faciliry Name: One Choig:e Family Care 13G .0901(1y; 13G D206(a)-(b)

“LE found Resident #1 in a heavy city traffic area on 09/12/25 — W
(time and location was unknowi),
-LE retorned Resident #1 to the FCH 09/12/25 at 3:00pm.
-Resident #1 appeared oriented and without injuries upon his
return,

-Resident #1's PCP was notified.

-Resident #1 eloped twice to date,

-Resident #1's supervision plan did not change.

-Statting was not increased to ensure the residents’ supervision
needs,

~Resident #1 did not have mental health services,

~The PCP ordered Xanax on 09/27/25 for Resident #1's anxiety
and wandering behaviors. (Xanax is used to treat anxiety,)

Observation of Resident #1 on 09/25/25 at 11:05am revealed;
“Resident #1 was outside the FCH with the Supervisor and
another resident,

-Resident #1 then walked to the driveway by the busy 5-lane
city street, opened the Wake County Human Services Adult
Home Specialist's (AHS) car, and sat in the car,

~Resident #1 appeared confused and disorientad,

-Resident #1 did not speak.

-Resident #1 required the AHS' cuing and redirection to leave
the car and return to the FCH.

Telephone interview with a family member on 09/26/25 at
4.20pm revealed: .

-She raised Resident #] since he was 14 years old.

~Resident #1 was admitted to the FCH on 08/27/25,

~The FCH did not seek Resident #1's medical ot behavioral
history from her.

-Resident #1's cognition impairment and disorientation began
n April 2025,

-5he received calls from police and the FCH that Resident #1
¢loped 3 times in September, 08/02/25, 09/12/25, and
sometime last week (date not reported). . —
-Each time Resident #1 eloped, he told her he was trying to ‘

find his way back home but could not remember how to find

her home,

~She did not know where Resident %) was found at each

elopement.

Telephone interview with the Administrator on 09/1 /25 at
11:45am and 9/26/25 at 2:09pm revealed:

DHSR/AC 4607 _4 (Rev. 02/2023) NCDHHS t B 2y
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Ercility Name: One Choice Family Care 13G 0901 (b); Yy

| I
"-She undsrstood she was not licensed for non-ambulatory

residents, but Resident #1 had no home,

-A local hospital contacted her for placement of Resident #1.
-She did not get medical history from the family member, due
to alleged neglect by family.

-5he thought disorientation ont Resident #1's FL-2 meant
Resident #1 had memory issues.

-Resident #1 did not appear disotiented upon admission, -
-Resident #] regulacly asked to go see his family member.
~She told Resident #1, the FCH was his home now.
-Whenever Resident #1 became stressed, he wanted to go to
his family member's bome.

~3he did not know Resident #1 had wandering behaviors,
~Resident #1 eloped from the FCH on 9/02/25 and 9/12/25.
-She did not increase staff for supervision after 09/02/25.
~Resident #1's was first diagnosed with coghitive impairment
and wandering behaviors on 9/11/25, after Resident #1's
elopement on 9/02/25, during the PCP's routine exam,
-Resident #1's PCP ordered Xanax and redirection last week
for Resident #1's wandering and agitated behaviors.

-Xanax was not received or administered to date.

-She directed the Supervisor to keep Resident #1 with him at
all titnes since she could not afford more staff at the FCH.
-She now planned to seek memory care for Resident #1.

Ay -

Based on observation, attempied interview, and record review,
Resident #1 was not interviewable or would understand how 1o
independently evacuate in a fire deill or emergency.

Attempted telephone interview with Law Enforcetnent (LE)
and the Sheriff's Department on 10/03/25 at 10:50am and
10/10/25 at 1:00pm was unsuccessful,

The facility failed to provide supervision for & resident (#1)
who had a diagnosis of cognitive impairment with
disorientation, and wandering behaviors. Following his
admission to the facility, Resident #1 eloped 2 times in 10 -
days. The first elopement, Resident #1 wandered out of the -
family care home (FCH), across heavy city traffic areas to the
large city's busy downtown area 9 miles where the resident was
found by Emergency Medical Services and taken to 4 hospital,
When the resident eloped the 2nd time, he wandered
approximately 13+ miles away, across heavy city traffic, and
Lrequired Law Enforcement to find and return the resident.

DHSR/AC 4607 4 (Rev. 02/2023) NCDHHS Page 9 of 18
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Facility Nome: One Choice Family Care 13G .0901(b); 13G .0206(a)-(b)

Upon admission and after each elopement, the FCH failed to I*" ' el
increase supervision to meet Resident #1's residents’ needs:

This failure resulted in sarmus neglect and constitutes a Type

Al Violation,

The facility provided a Plan of Protection in accordance with
(.8, 131D-34 on 10/03/25,

THE CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED: 12/04/25. —

| Rutle/Statute Nuniber; T e POCAccep o

10A NCAC 13G .0302 (b), Design & Construction

LIS Maitials

Rule/St&mtorv Reference;
10A NCAC 13G 0302, DESIGN AND CONSTRUCTION

(c) A family care home shall not offer services for which the
facility was ot planned, constructed, equipped, or maintained.

Level of Non-Compliance:

Type B Violation

Findings:

Based on observation, interviews, and record reviews-the
facility failed to ensure services in an ambulatory-licensed
facility that were planned, constructed, equipped, and
maintained for a resident (#1) residing in the facility with
copnitive impairment, disorientation, and wandering behaviors
which prevented the resident from independently evacuating
the facility.

The Findings are;

Review of the facility's license effective Jannary 1, 2024
revealed the facility was licensed for 6 ambulatory residents.

Observation of the Facility on 09/17/25 at 1:40pm and 9/25/25
at 10:30am revealed:

~The facility census was 5 residents.

-} of 5 residents (#1) appeared disoriented and confused.

1
DHER/AC 4607 _4 (Rev, 02/2023) NCDHHS _ Page 10 of 13
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)‘ (

Review of Resi o oo
eveatod: esident #1' admitting FL-2 dated 08!20/25‘

~Diagnoses included bradyeardia (ab
Resident #1 was dismfien)t;ed‘ a (abnormally low heart ratff).

-Resident #1 was amby
-Physician-ordered pl
level of care,

latory with urinary incontinence,
acement for Family Care Home (FCH)

Revifaw of Resident #1's Resident Register revealed:
-Ras;dent #1 was admitted to the FCH on 08/27/25,
-Resident #1 required orientation to time and place,

Rev_iew of Resident #1's Care Plan dated 09/02/25 revealed
Resident #] was confused and disoriented, J

Review of Resident #1's Licensed Health Professional Support
(LHPS) review dated 09/02/25 revealed: .

-Resident #1 had a bradycardia diagnosis,
~Resident #1 required reminders, due to confusion and
disorientation.

a.) Review of Resident #1's- Incident/Accident (/A) Report
dated 09/02/25 revealed:

-Resident #1 eloped from the FCH on 09/02/25 at 12:10pm.
~The Supervisor reported Resident #1's elopement to local Law """
Enforcement (LE) 09/02/25 at 12:10pm, per FCH policy.

-LE found Resident #1 in a heavy city traffic area (exact

location not documented).

-1.E retumed Regident #1 to the FCH, (time not documented).

-Resident #1 was not injured.

ke g e e

Review of Resident #1's LE Report dated 09/02/25 revealed:
“The FCH Supetvisor teported Resident #1 missing on
09/02/25 at 12:15pm.

-LE could not find Resident #1 on 09/02/25,

Telephone interview with & local LE Officer on 10/06/25 at

2:00pm revealed: o
-Resident #1's facility reported the resident missing on

. 09/02/25 at noon,

OMSRIAC 4607 4 (Rev. 02/2023) NCDHHS Page 11 of 18
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13G 0901(b), 13G .0206(a)-(b)

PaGE  12/18

miles away that Resident #1 was hospitalized after wandering

~When he armived at the hospital, medical staff began to assess
Resident #1.

-Resident #1 appeared disoriented and confused.

-Resident #1 knew his name but did not know where he was.
-Resident #1 did not know when and how he left the FCH. -
~Hospital staff notified Resident #1's family member, Residen
#1 was in the hospital. '

Telephone interview with EMS paramedic on 10/13/25 at
4.41pm revealed:

-County Sheriff received a call on 09/02/25 at 8:45-9:00pm
about Resident #1 missing.

-EMS received a call from the county Sheriff's Departiment on
(9/02/25 on the missing resident at 9:01pm.

-EMS found the resident 10-14 miles from his FCH, wandering
on and beside a busy county road on 09/02/25 at 9:14pm.’
-The county road had several curves with blind spots and was
1/4 of a mile from a large lake.

~Resident #1 tried to keep walking when EMS asked him
where he was headed.

-Regident #1 initially reported heading to his sister's.
-Resident #1 then stated he was headed to his cousin's.
-Resident #1 was cold to the touch, since the temperature was
ir the 50's that evening,

~Resident #1 was not oriented to place or time, only to self.
-Resident #1 smelled of urine and alcohol.

-Resident #1 compleained of foot pain from walking a far
distance.

-Resident #1 did not appear to have injuries.

-Resident #1 was fransported to a focal hospital ED.

Review of the ¢ity's weather on 09/02/25 revealed the high was
79 degrees and the low was 51 degrees,

Review of Resident #1's Hospital Discharge Summary dated
09/02/25 revealed:

-Resident #1 was found by EMS on 09/02/25 wandering over
busy city sireets, 9 miles away from the FCH.

-Resident #1 arrived at the Emergency Department (ED) at
10:15pm on 09/02/23,

“He received a call on 09703/23 at 11:15am from & hospital 9.3

in the community. %
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Frgility Neme: One Choice Family Care- 13G .0901(b); 13G .0206(a)-(b)
ey : . -

-Resident #1 was confused about which family member he =3,

lived with and thought he lived in another r:ityb.r s freon o~ ‘@%w'

~Resident #1 reported he lived in a new neighborhood now. (/\Md e Yz, A
-Resident #1 reported he left his family member's house on
09/02/25 to wallfg around. ¢ 55 Novesrdhey 20
-Resident #1 appeared orisated to self,

-Diagnoses included altered mental status, chest and abdominal
discomfort, electrolyte abnormality, and acute kidney injury.
~Prior to his FCH admission, Resident #1 was hospitalized on
07/28/25 for 2 days after wandering another city's highway.
~On 07/28/25, Resident #1 was treated for acute kidney irjury,
aleohol use disorder, acute metabolic encephalopathy, and
hyponatremia,

-Resident #1 reported alcohol consumption on 09/02/25, .
-Resident #1 complained of chest pain and abdominal
discomfort,

~Resident #1 had no injuries or new conditions.

-Resident #1's family member reported Resident #1 lived at the
FCH.

-The FCH Supervisor was called on 09/03/25 at 1:00pm for
Resident #1's discharge.

-The Administrator picked Resident #1 up from the hospital on
09/03/25 at 2:26pm,

Telephone interview with Resident #1's primary care provider | oy &,}
(PCP) on 09/29/25 at 2:02pm revealed: Due. & e o

~She began care of Resident #1 in August 2025.

;
L
Z
&

-Resident #1's cognitive and memory conditions were -

diagnosed by another provider prior to August 2025, ) &W&ﬁi’i\’" oA
-Resident #1's exhibited clear cognitive and memory s TP reSPe
impeirments in August 2025, RS, (P _
=Resident #1 could not formulate logical sentences. \/e«%\\\’\.{’ dU ca g

~Resident #1 scored "8"/severe dementis (Score 0-17) on the 2 NAL
Mini Menta] State Exam (MMSE) she administered 2 weeks | @ ~AF B .
ago. (A MMSE is an abbreviated pre-assessment of cognition Ry e Shras

T

and orientation administered by medical, therapy, or social - ey
work professionals.) : 1S mpmm -
~She expected the FCH to provide constant supervision of o
Resident #1. G‘UV Cuﬁbwf&) e
-She diagnosed Resident #1 on 09/11/25 with cognitive }Q L
impairment and to have wandering behavior. TOWQQQ o "
-Resident #1 was not safe to leave the FCH without P ELE
supervision, due to the resident's cognitive impairment. \5‘3""'&/‘

~The FCH notified her that Resident #1 eloped into busy city M\“ W eflect e
traffic areas on 09/02/25, ‘ ‘ -
~The FCH staff reported Resident #1 experienced anxiety,

DHSR/AC 4607 _4 (Rev. 02/2023) NCOHNS Page 13 of 18
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Facility Name: Ome Choice Family Care ‘ 13G .0901(k); 13G .0206(a)-(1)

-Resident #1 was not capable of knowing when to evacuate a
facility in an emergency without cues or prompts.

Interview with the Supervisor on 09/17/25 at 1:50pm and [\YAAI VA r\e
10/10/25 revealed: AL W
-Only the Supervisor was scheduled to work at the FCH. M
~Resident #1 was confused and required orienting and cues. MVMM WA

-Resident #1 was too disoriented to be without supervision, ‘ Y ERATIY
Resident #1 eloped on 09/02/25 at 12:10pm. LBWNE, Horat— '

~Resident #1 was sitting in the living room on 09/02/25 at £ (0% g:,,_g/ {
12:00pm. A > fov\/

~Resident #1 eloped on 09/02/25 at 12;10pm while N\ﬁh\:/\ EE cotln-
unsupervised when the Supervisor was in the bathroom. Y
-thf:n the Bupervisor left the bathroom 10 mitutes later, be C—A’e'ai “W

noticed Resident #1 was missing from the living room. VW\M A_ Psien el
-The exit doors did not audibly alarm.

~The side door did not alarm, and the front door had no alarm. f% kd»«»”"t 4 Vm WL"S
-The Supervisor looked both ways down the street but did not o

see Resident #1. e fyre e
-FCH policy required the Supervisor to remain at the FCH with s QAT N
the other residents, instead of pursuing an eloping resident. Oy -

-He notified LE of Resident #1's elopement on 09/02/25 at co A e W% e
12:10pm, per FCH policy. W rg h’u‘« <,

-LE found Resident #1 in a heavy city traffic area (time and

location was not known) 09/02/25 sometime after 6:00pm. BAss Ane M

-The Administrator picked Resident #1 up from the hospital

the afternoon of 09/03/25. Brednncelo  hag

~Resident #1 could not say where he was,

-Regident #1 was not injured and appeared oriented. \ mm\kggﬂ, W.’/

-Resident #1's PCP performed a routine evaluation of Resident
#1 on 09711/25. A5tV Ahowar Jad

-The PCP assessed Resident #1 as having cognitive

impairment and to have wandering behaviors. (64 C’LU\A& v \Q.ﬂ“"""‘i\f“
-Resident #1's supervision plan did not change.
~Additional staff were not scheduled for supervision, @0 I'QJL ‘\.Qj::w (L U‘g\/\“ﬂ-""

~The PCP did not order a change in Resident #1's level of care.

'1

Aﬁ:@ I/%‘v:é)\/
b.) Review of Resident #1's Incident/Accident (I/A) Report < /W

dated 9/12/25 revealed: enkeD s E"‘l”“

-Regident #] eloped from the FCH on 9/12/25 at 11:55am " o
while the Supervisor was preparing lunch. WG WhS e

-The Supervisor notified LE, the Administrator, and the Je St 9 N U endor
responsible party. ; ' .

-LE found Resident #1 in a heavy city traffic area (time and A ) 2oLy

location unknown). o
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|
Fecility Name; One Choice Family Care 13G .0901{b); 13G .0206(a)-(b)

[ -LE retumed Resident #1 to the FCH at 3:00pm,
~Resident #1 appeared otiented and without injuries.

Observation of the possible routes Resident #1 may have taken
on 09/12/25 revealed:

-Intersecting 6 lanes and 4 lanes of heavy city traffic.

-Busy city intersecting 6-lane highway road with a 5-lane road.
~The posted speed limit is 45 and 55 mph,

~An B-fane, heavy traffic toll road with averpass and 4 exifs,
~A long, wide river and a large, 28-mile-long lake.

Review of LE Report dated 09/12/25 revealed:

-Resident #1 was reported missing 09/12/25 at 11:50am.

-The Supervisor reported, Resident #1 suffered from memory
impairment and early dementia,

-LE found Resident #1 on 09/12/25 at 2:00pm near a busy city
intersection 9 miles away.

~The route Resident #1 took on 09/12/25 was not documented.

Telephone interview with Resident #1's PCP on 09/29/25 at
2:02pm revealed:

~The FCH staff reported Resident #1 experienced anxiety. |
-She made a mental health referral in September 2025.
~The mental health provider declined new patients, soanew  I{
provider was recommended.

~Bhe was notified by the FCH that Resident #1 eloped a second
time on 09/12/25 into busy city traffic areas over 9 miles away.
-After Resident #1's 2nd elopement, she recommended locked
memory care placement to the Administrator.

~The Administrator requested her evaluation of Resident #1 on
09/27/25 for medication intervention for the resident’s
elopetnents. ;
-Medication was not indicated for elopement behgvior. i
-She recommended locked memory care for Resident #1 after
Resident #1's 2nd elopement.

]

S W

Interview with the FCH Supervisor on 09/25/25 at 2:00pm
revealed:

-Since August 2025, Resident #1 was not allowed a Sign-Out |,
Log, or leave the FCH unsupervis<d, since the resident was
disoriented and confused.

~Resident #1 went outsider- to smoke with another resident on 7 )
09/12/25 at 11:50sm, | ! _
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-~ Encility Name: One Choici Family Care 13G .0901(b); 13G .0206(a)-(b)

~The Supetvisor asked the other resident to report if Resident
#1 tried to leave.

~Resident #1 eloped when unsupetvised outside on (9/12/23 at
11:55am.

~He opened the side door 15 minutes later when lunch was
ready, Resident #1 was gone.

-He notified LE QfReside.nt #1's elopement 09/12/25 at
[2:00pm.

-LE arrived at the FCH at 12:45pm to take a report on Res1dent
#1.

-LE found Resident #1 in a heavy city traffic area on 09/12/25
(time and location wag unknown).

-LE returned Resident #1 to the FCH 09/12/25 at 3:00pm.
-Resident #1 appeared orfented and without injuries upon his
return.

-Resident #1's PCP was notified.

~Resident #1 eloped twice to date.

-Resident #1's supervision plan did not change.

-Staffing was not increased to ensure the residents' supemswn
needs,

-Resident #1 did not have mental health setvices.

~The PCP ordered Xanax on 09/27/25 for Resident #1's anxiety
and wandering behaviors. (Xanax is used to treat anxiety.)

ey

Obsesvation of Resident #1 on 09/25/25 at 11:05am revealed:
-Resident #] stood outside the FCH with the Supervisor.
-Resident #1 then walked to a car, opened the door, and sat in
the car.

-Resident #1 appeared confused and disoriented,

~Resident #1 did not speak.

-Resident #1 required re-direction to leave the car and retwrn to
the FCH.

-+ Telephone interview with Resident #1's PCP on 09/29/25 ot e
2:02pm revealed after Resident #1's 2nd elopement into heavy
city traffic areas on (9/12/25, she recommended locked
memory care to the Administrator.

Telephone interview with a family member on 09/26/25 at
4:20pm revealed:

~Bhe raised Resident #1 since he wag 14 years old.

-Resident #1 has been dlsonemed and incontinent since April-
May 2025,
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. Fucility Name: One Choice Family Care ' | 13G.0901(b); 136G .0206(a)-(b)

~When Resident #1 eldp&d each time in September 2025, he
reported trying to find her home, but he could not remember
the way.

Telephone interview with the Administrator on 09/17/25 at
11:45am and 9/26/25 at 2:09pm revealed:

-She understood she was not licensed for non-ambulatory -
residents, but Resident #1 had no home.

-A local hospital contacted her for placement of Resident #1.
-Bhe did not get medical history from the family member, due
to alleged neglect by family. '
-Bhe thought disorientation on Resident #1's FL-2 meant
Resident #1 had memory issues.

-Resident #1 did not appear disoriented upon admission.
~8he did not know Resident #1 had wandering behaviors,
“Resident #1 eloped from the FCH on 9/02/25 and 9/12/25.
~Ghe did not increase staff for supervision after 09/02/25.
-S8he directed the Supervisor t keep Resident #1 with him at
all times since she could not afford more staff at the FCH.
~Resident #1's was first diagnosed with cognitive impeirment
and wandering behaviors on 9/1 1/25, after Resident #1's
elopernent on 9/02/25, during the PCP's routine exam,
-Resident #1's PCP ordered Xanax and redirection last week
for Resident #1's wandering and agitated behaviors.

~Xanax was not received or administered to date. \

-She now plarmed to seek memory care for Resident #].

Based on observation, atternpted interview, and record review,
Resident #1 was not interviewable or would understand how to |
independently evacuate in a fire drill O EMETZEncy.

Attempted telephone interview with Law Bnforcement (L.E)
and the Sheriff's Department on 10/03/25 at 10:508m and
10/10/25 at 1:00pm was unsuceessful,

The facility failed to ensure services for & non-ambulatory
resident (#1), who had cognitive impairment, disorientation,
and wandering behaviors, to be admitted in an ambulatory- -
licensed facility which would prevent the resident from
independently evacuating the facility safely. The failure of the
facility to ensure services for the resident per the facility's
licensed was detrimental 10 the safety and welfare of the
resident and constitutes a Type B Violation, -
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‘ | . . ; 13G .0206(2)-(b)
aeility Name: Oni@ Chmce: Famﬂy Ca:ca 13¢3 .0001(0); 1 {a)(b

rThe Facility provided a Plaz of Protaction in seostaance with
GS. 131034 on 09/26/25,

THE CORRELTION DATE FOR THE TYFE B VIOLATION

SHALL NOT BXCEED: 1216123,

V. Delivered Via: | Electronically Delivered : E::ﬁr “lti{gggfé y
DSS Signature: | Roberta Schmidt-Beebe Y

A

Diate: 1} h jta

[V. CAR Recelved by:

"

VI, Fian of Cortection Submniteed byi Mmininu-m&_e) Hefenr M,Q,wuﬂ% ll’l v:{t%‘
| POC Due: 11/23/25 Signatuts: ae: ;[

]

=Seebe Rave11/12. 11/17/25. 11/19/25
| Comments Remove commentary, keep Plans to Correct Supervision and Admission def|C|enC|es

L11/17/25, 11/19/25: Remove commentary; specify supervision training interventions espeC|aIIy
- with eloping disoriented residents, (2) How will supervision be increased, until secure unit can
rbe secured for resident? is needed for POC Approval (to align with Rule)

M’:‘A"Wﬂfﬂd By £2beitz Octimedd=Fentia e 11/20/25
' | Copaments: A Follow-Up monitoring will occur after due date to check for correction. -

l l 1)

VI, Agenty's Follow-Up _| By; . | Data:

U Facility in Gomplisnos: [1Yes [ ] Nu [ Date Bent to ACLS:

Comments!

faner

NG folluweup to CAR, atiqeh Monitaring Report showiing facility In compliahcg,
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rschmidt-beebe
Text Box
11/12, 11/17/25, 11/19/25

rschmidt-beebe
Text Box
Remove commentary; keep Plans to Correct Supervision and Admission deficiencies



rschmidt-beebe
Text Box
11/17/25, 11/19/25: Remove commentary; specify supervision training interventions especially
with eloping disoriented residents, (2) How will supervision be increased, until secure unit can be secured for resident? is needed for POC Approval (to align with Rule)


rschmidt-beebe
Text Box

rschmidt-beebe
Text Box
11/20/25

rschmidt-beebe
Text Box
A Follow-Up monitoring will occur after due date to check for correction.




