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C RIT ICA L  IN F ORMA T IO N BULLET IN  
 

TO:   Pasadena Skilled Nursing Facilities1 and Residential Care Facilities  

 

FROM: PEDAL Team 

 

DATE: March 13, 2023 

 

SUBJECT: SNF, Residential Care and LTCF Resident Elopement 

 

NOTICE 

The information contained in this bulletin is not intended as advice or direction in any 

particular incident, rather, it is intended as a general summary and reminder.  This 

Critical Information Bulletin presents information as of the date noted herein.  Facilities 

have a responsibility to monitor changes in requirements as they may occur.  All 

healthcare workers must confer with their appropriate facility staff for general guidance 

and information as well as with respect to any particular patient. 

 

PURPOSE 

The purpose of this Critical Information Bulletin is to describe resident elopement, 

promote prevention strategies, and provide guidance on timely and appropriate 

responses by SNF, Residential Care, and LTCF operators. 

 

RESIDENT ELOPEMENT 

Elopement is a serious issue that sometimes arises in licensed facilities. Elopement 

(running away or wandering off) puts residents at risk of significant harm: residents 

may stray into traffic and get hit by a car; they may be assaulted; they may suffer from 

exposure to extreme cold or heat or rain; they may fall and break a hip; they may die. 

While elopement is a rare event, it should be a never event.   However, if an elopement 

does occur, quick recognition by the staff is of the utmost importance to minimize the 

risk of harm and maximize the chances of finding the person close by. Elopement also 

creates mental anguish for loved ones and facility staff and exposes the facility to 

penalties. It can result in civil and/or criminal liability.  

 

REASONS FOR RESIDENT ELOPEMENT 

In the nursing home setting, elopement is considered a type of unsupervised wandering 

which results in a resident inappropriately leaving the facility.  Any resident with 

 
1 Includes Intermediate Care Facility, Intermediate Care Facility/Developmentally Disabled Rehabilitative, and Intermediate Care Facility/ 

Developmentally Disabled. 
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Alzheimer’s disease or other dementia who experiences disorientation and exhibits wandering behavior 

may be at risk of elopement. 

Although wandering may elevate the potential for elopement, it is not an inherently negative behavior.  

Wandering in safe places can be beneficial as a physical activity, a form of creativity, and expression of 

freedom of movement.  It may improve physical health, quality of life, and mortality. It may be a way for 

a person with dementia to engage with their environment in a meaningful way and maintain their self-

identity.2 

Elopement is distinct from wandering in that it is an incidence of leaving the residence and caretakers, by 

a person who is disoriented to an extent of being unable to self-protect or find their way home.  A resident 

who wishes to leave the facility and is capable of doing so safely has the right to do so. 

 

Any announcements of intent to leave should be taken seriously.  Each resident who is at risk of 

elopement should have an individualized plan that allows healthy wandering while minimizing harms 

within the facility, and preventing elopement.  Plans should be specific to the older adult’s wandering 

patterns and their personal interests or preferences. 

 

ELOPEMENT PREVENTION STRATEGIES 

Facility policies and practices that clearly define procedures for monitoring, managing and supervising 

residents at risk for elopement provide the best means for minimizing the chance of elopement. 

Establishing a systematic, well-practiced approach to identifying and managing elopement risks is the 

best way for operators to minimize litigation and safeguard residents.  Facilities may consider the 

following in developing elopement prevention strategies. 

• Implement a written policy for the prevention and management of elopement and establish and 

communicate a procedure staff must follow if a resident leaves the facility without observation or 

knowledge. 

• Obtain a thorough pre-admission patient history that includes information regarding wandering 

and prior elopements or attempts to elope.  

• Identify residents who wander and/or who are at risk for elopement, assess their wandering 

patterns (e.g., time(s) of day, targeted or random direction, note incidents of attempted and/or 

actual elopement), and develop individualized plans based on this information. 

• Address any unmet needs that may underlie resident wandering (e.g., pain, acute illness, 

exacerbation of chronic illness, fatigue, medication, depression, agitation). 

• Have a protocol for advising staff, volunteers. And visitors about the elopement prevention 

policy, including appropriate responses if a resident elopes. 

• Complete an elopement risk assessment upon admission, whenever there is change in a resident’s 

mental or cognitive status, and periodically thereafter. 

• Rule out or treat illness or infections in residents who exhibit sudden onset of confusion, agitation 

or altered mental status. 

• Place new residents identified as at-risk for elopement in a room away from exit doors and in less 

stimulating environments, creating a space for safe wandering. 

• Install alarms, either traditional or keypad entry, at all facility exits. 

 
2 Dewing, J. (2006). Wandering into the future: Reconceptualizing wandering 'A natural and good thing'. International Journal of Older People 

Nursing; Int J Older People Nurs, 1(4), 239-249. doi:10.1111/j.1748-3743.2006.00045.x 
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• Ensure that signaling devices such as wander guards and door alarms are in good repair and 

functional; establish a protocol for their maintenance. 

• Provide residents with a means of identification, such as bracelets. 

• Use a sign-in log for residents and visitors to record names, times of arrival and departure, and 

keep updated photos of residents at risk for elopement at nurse stations and visitor desks. 

• Conduct periodic elopement drills, observe the staff’s response, and provide training as needed. 

• Account for all residents on all shifts, document the results of each check, and ensure that 

residents requiring frequent checks (e.g., every 15 minutes or hourly) are observed by a staff 

member, and that logs accurately reflect the frequency of the check performed. 

• Treat events that required resident redirection related to exit-seeking behavior’s as “near misses” 

and review and revise the plan of care; implement interventions to minimize such attempts. 

• Evaluate the success and limitations of elopement prevention and response policies. Review and 

revise policies and procedures for elopement as needed and discuss at routine facility safety 

meetings3. 

Elopement is preventable with proper policies and procedures in place.  Nursing homes and other long 

term care facilities are required by law to properly staff the facility, train the employees about wandering 

and elopement, provide a plan of care for each resident, and create and maintain a safe environment.  The 

Nursing Home Reform Act requires nursing homes to “provide services and activities to attain or 

maintain the highest practicable physical, mental and psychosocial well-being of each resident in 

accordance with a written plan of care.”  Other federal nursing home regulations require long-term 

facilities to: 

• Develop a comprehensive care plan for each resident. (42 CFR § 483.20) 

• Ensure that residents receive adequate supervision and assistive devices to prevent accidents. (42 

CFR § 483.25). 

• Promote each resident’s quality of life. (42 CFR § 483.15). 

• Maintain dignity and respect for each resident (42 CFR § 483.15) 

• Be administered in a manner that enables it [the nursing home] to use its resources effectively and 

efficiently.  (42 CFR § 483.70) 

• Be free from neglect.  (42 CFR § 483.12) 

WHEN A RESIDENT IS DETERMINED TO BE MISSING 

If despite appropriate efforts a resident is identified as missing, the following actions should be 

implemented immediately. 

• Thoroughly search the care unit and other immediate areas. 

• Notify the facility Administrator and attending physician that a resident is missing. 

• Use an internal alert system to signal staff that a resident is missing and that they should begin 

response procedures. 

• Document the time that the resident was confirmed missing and the location where last seen. 

 
3 “Measures to help reduce the risk of elopement.”  https://www.nationwide.com/business/insurance/industries/loss-control.  CMO-0904A0.1 

(07/21) 

https://www.nationwide.com/business/insurance/industries/loss-control
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• Verify the resident has not been signed out and activate facility lockdown procedures. 

• Conduct a review of the resident’s medical records to identify any indication of patient discharge 

or family leave. 

• Ensure the safety of residents, staff and visitors during facility and site search.  During the course 

of the search deny entry or exit to all but known responders. 

• Facility administrator/designee assign each staff member a specific search sector to minimize 

overlap or overlooking an area.  Staff members should be provided the name and description of 

the missing resident along with a photograph and information regarding any distinguishing 

features of the person, clothing description at time of elopement and a description of their 

ambulation method, use of medical equipment and their cognitive status.  In accordance with the 

facility’s search team plan, conduct a thorough search of the entire facility and grounds to locate 

the resident.   

• All areas of the facility, grounds, and neighboring streets should be systematically searched and 

building floorplans, campus site plans and area maps annotated to reflect search progress and 

results.  A careful search must include areas under beds and furniture, in closets, showers, under 

desks, inside locked rooms/offices, inside walk-in refrigerators/freezers, in and behind boxes and 

on shelves, inside stairwells and elevators, and atop the building roof if accessible.  Search all 

spaces, even those that are usually locked or otherwise inaccessible to residents or patients. 

• As search sectors are completed and the results documented, findings are timely reported to the 

Administrator for further instructions. 

• If the missing resident is not found following an expedient search (generally within about 30 

minutes) notify law enforcement and provide complete details of the incident and full description 

of the missing resident. 

• Conduct staff and family/guardian interviews to gather additional information and evidence in 

conjunction with law enforcement. 

• Provide law enforcement with video surveillance imagery, facility floor plan, site plan, maps, 

blueprints, master keys, security card access and search grids and other information as requested. 

• Coordinate with public safety agencies in searching for the missing resident. 

• Notify the missing resident’s family or representative, nursing home senior and executive 

management, all required state survey agencies and other appropriate officials. 

• In coordination with law enforcement, develop information for release to the media. 

 

EDUCATION, INTERVENTION, MANAGEMENT 

Elopement can bring life-threatening risks to residents.  It can also result in serious citations and litigation 

exposure to facilities.  Facilities can face civil or criminal charges for not ensuring adequate monitoring 

for residents at risk for elopement.  Educate nursing staff about documentation and reporting guidelines 

and procedures for responding to elopement.  Remind staff members that many elopements can occur in 

the late afternoon and evening hours when residents become more confused and when fewer staff 

members may be available to supervise, or because alarms are turned off or not promptly responded.  

Consistently communicate to all who need to know about your elopement-risk residents and their 

individualized care planned interventions.  Remember that staff members from all professional disciplines 

within the facility can also participate in observing and redirecting wandering or eloping residents. 
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THIS CRITICAL INFORMATION BULLETIN IS A PUBLIC SERVICE OF “PEDAL” 

The Pasadena based PEDAL team is a cross-departmental working group that includes representation 

from the Pasadena City Manager’s Office, Public Health, Fire, Police, City Prosecutor’s Office, Planning 

& Community Development and affiliated non-profit social service, educational and healthcare 

organizations and professionals working cooperatively to improve the quality of life for older adults and 

adults with disabilities residing in skilled nursing homes and long-term care facilities.  Towards that 

objective, the PEDAL team endeavors to raise awareness, provide outreach and education, and expand 

lines of communication for healthcare workers, facility residents and facility operators.  From time-to-

time PEDAL will issue memoranda in an effort to educate on a variety of issues that deserve attention and 

in doing so will refrain from addressing specific incidents to preserve confidentiality and anonymity.  

This PEDAL Team Critical Information Bulletin is consistent with our stated goal of providing outreach, 

education and communication to skilled nursing home and long-term care providers in Pasadena. 
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