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

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, clinical and facility record review, facility provided documents, and staff interviews, it 
was determined that the facility failed to provide adequate supervision for one resident resulting in elopement 
(resident exits to an unsupervised and unauthorized location without staff's knowledge). This failure created 
an immediate jeopardy situation for one of 66 residents (Resident R3) identified as having a high risk for 
wandering. This failure was determined to be past non-compliance. Findings include: Review of the facility 
policy Resident Elopement last reviewed 10/1/25, indicated cognitively impaired residents at risk for 
elopement will be appropriately monitored to reduce the potential for injury. Upon admission, residents will be 
assessed for elopement risk.1. Cognitively impaired residents with the physical ability to leave the facility 
without assistance, and who have demonstrated or vocalized a desire to leave the facility will be placed on a 
unit with an electronic monitoring system or similarly secured unit. In the event that a facility does not have 
an operational electronic monitoring system, the resident will be evaluated for transfer to a more appropriate 
facility that offers electronic monitoring. The resident and legally responsible person shall be notified of the 
facility recommendation. Interim safety monitoring measures shall be implemented pending transfer. 2. 
Elopement risk will be care-planned with individualized approaches to reduce the potential for elopement 
and/or to redirect the resident in the event that an elopement attempt is made.3. Residents at risk for 
elopements shall have their pictures maintained for identification purposes.4. Facility staff shall conduct a 
physical count of residents at least once every 24 hours.5. Electronic monitoring devices should be checked 
for function at least once every 24 hours. In the event of an electronic monitoring system failure, alternate 
security measures will be implemented to include temporary use of manual door alarms, visual monitoring of 
exit doors, increased staffing levels, and/or increased observation of at-risk residents.- A head count should 
be conducted on all units after a fire drill to ensure residents are accounted for.-Any exit doors failing to arm 
or magnetize following a fire alarm must be reported to the nursing supervisor immediately.6. Residents shall 
be reassessed at least quarterly related to elopement risk. Any resident assessed to have 3 or more yes 
answers on the elopement risk will be considered an elopement risk.7. Residents at high risk for elopement 
shall not be admitted to the facility unless appropriate interventions are identified prior to admission and the 
facility has the ability to appropriate supervise and monitor the resident.8. In the event that a resident is 
identified as missing, the following steps shall be taken:- The charge nurse will initiate a search on the unit to 
determine if the resident is in another location.-The charge nurse will notify the Nursing Supervisor or 
designee that they have been unable to locate a resident during a routine check. The Nursing Supervisor 
shall notify the other units. Each unit shall conduct a search for the resident. The Nursing Supervisor shall 
assign staff members to search non-resident areas and the facility perimeter. If the resident is not located 
within ten (10) minutes, the Director of Nursing and Administrator will be notified of a possible elopement.- 
The Director of Nursing or Administrator will assign staff members to conduct a search of the surrounding 
community to include a four-block radius of the facility based on the resident ' s physical ability. The resident ' 
s responsible party and physician will be notified of the potential elopement. This contact will also be utilized 
to assure that the resident is not with a family member and to obtain potential areas for an expanded search.
- The local Police Department will be notified of the elopement upon completion of facility search. Timeframe 
for notification may be altered based on weather conditions.- Local hospitals will be notified of the elopement.
- Additional resources will be utilized as needed until such time as the resident is located.- The Pennsylvania 
Department of Health Field Office will be notified of the elopement.9. Any resident with a successful 
elopement will be reassessed and additional interventions will be identified and included with the Plan of 
Care. In the event that a facility does not operate a secured unit, transfer to an alternate facility may be 
necessary.Review of the facility policy Resident Elopement Follow-Up Procedure last reviewed 10/1/25, 
indicated it is the policy of this facility to provide a safe and secure environment for our residents and to be 
proactive in preventing resident elopement.Review of the admission Record indicated Resident R3 was 
admitted to the facility on [DATE].Review of R3's Minimum Data Set (MDS - a periodic assessment of care 
needs) dated 9/3/25, indicated the diagnoses of stroke (damage to the brain from an interruption of blood 
supply), seizure disorder (a person experiences abnormal behaviors, symptoms and sensations, sometimes 
including loss of consciousness), anxiety (intense, excessive, and persistent worry and fear about everyday 
situations), meningitis (inflammation of brain and spinal cord membranes, typically caused by an infection), 
alcoholism in remission, cocaine use in remission, altered mental status, and encephalitis (inflammation of 
the brain). Section C - Brief Interview for Mental Status (BIMS -is a screening test that aids in detecting 
cognitive impairment) indicated a score of twelve - moderately impaired. Section GG - walks 50 feet with two 
turns with staff supervision or touching assistance.Review of R3's progress note dated 11/23/25, at 9:00 a.m. 
indicated upon entering the unit for rounds, Nurse Assistant reports that individual is missing from the unit 
states we are searching the unit and can't find him. I think he was just sitting here with his breakfast, I don't 
know where he went. Unit locked down, all other residents accounted for. Staff reported the missing 
individual was wearing a blue shirt, black hoodie and jeans with belt, has a balding head with gray hair and 
gray beard. Building wide search initiated. House administrators notified for review of cameras and guidance. 
Front desk began notifying other units and requesting head counts to be done and to search for the missing 
individual. 911 notified at 9:04 a.m. Pictures of the individual left at front desk. Supervisors began searching 
outside around campus, staff searching inside in all departments. Individual returned to facility via police 
cruiser at 9:24 a.m. Individual returned to his unit and immediately assigned 1:1 supervision.Review of facility 
provided documents dated 11/24/25, indicated Resident R3 was last seen in the dining room (on 11/23/25), 
at approximately 7:30 a.m. the nurse on the unit was unable to located Resident R3 to administer 
medications. A sweep of the unit was conducted and Resident R3 was not found. Search of the facility and 
surrounding grounds were then done, and police were notified. Police located Resident R3 at the entrance to 
facility approximately 600 yards from the facility. Review of R3's Elopement Risk assessment dated [DATE], 
indicated the following:1. Is the resident cognitively impaired? Yes.2. Is the resident independently mobile 
(ambulatory or wheelchair)? Yes.3. Does the resident have poor decision-making skills? Yes.4. Has the 
resident demonstrated exit seeking behavior? Yes.5. Does the resident wander oblivious to safety needs? 
No.6. Does the resident have a history of elopement? No.Determination:1. Resident is determined at risk for 
elopement. Yes.2. Plan has been implemented to ensure resident safety. Yes.Review of Resident R3's 
physician order dated 6/4/25, indicated check wander guard (a bracelet that alerts staff by an alarm if they go 
beyond a specified area) for placement every shift. Check that irritation has not developed from wander 
guard placement.Review of Resident R3's physician order dated 8/26/25, indicate every (q) 15-minute 
checks every shift.Review of Resident R3's care plan initiated on 6/4/25, with revision on 11/23/25, indicated 
resident exhibits wandering or exit seeking behavior and requires placement on secure unit with wander 
guard at risk for elopement due to cognitively impaired, independently mobile, poor decision-making skills, 
and demonstrating exit seeking behavior and resident has a history of elopement Goal - resident will remain 
safely within the facility. Interventions included:- - One on one for elopement risk- -Assess skin daily for 
irritation related to wander guard.- -Check wander guard function every day -- -Evaluate elopement risk as 
needed with any change in condition and any increase wandering or exit seeking behavior.- -Report increase 
in exit seeking behaviors to provider- - Resident R3 may try to exit secured unit during fire alarm, verify 
location on unit during alarm Review of Resident R3's progress note dated 11/23/25, at 12:16 a.m. indicated 
continues on q 15-minute checks no issues noted. Review of NA Employee E8's statement dated 11/23/25, 
indicated the only time I saw Resident R3 was at 7:00 a.m. sitting in the dining room at table in the back by 
the window. Review of Nurse Aid (NA) Employee E6's statement dated 11/23/25, indicated I talked to 
Resident R3 at 7:25 a.m. when I placed my two residents at the table for breakfast. He was walking around 
on the unit that was the last time I seen him. Review of NA Employee E4's statement dated 11/23/25, 
indicated at 7:15 a.m. I saw Resident R3 sitting at the dining room table at 7:30 I went to get a patient up I 
walked into the dining room, and he was still sitting by the window. Review of NA Employee E5's statement 
dated 11/23/25, indicated the last time I saw Resident R3 was about 7:40 a.m. he was sitting in a chair in the 
dining room by the window. Review of Licensed Practical Nurse (LPN) Employee E3's statement dated 
11/23/25, indicated about 7:30 a.m. Resident R3 was observed walking up and down hall, then into the 
dining room. I continued to pass meds when I got too Resident R3 I went to his room he was not there I 
checked the dining room did not see him only his hat was sitting on the table. Additional documentation of a 
facility completed telephonic interview completed with Employee E3 on 11/24/25, indicated at around 8:40 a.
m. I went to give resident his meds and he was not in his room. Myself and the other staff checked the unit 
then notified the supervisor. Review of Licensed Practical Nurse (LPN) Employee E7's statement dated 
11/23/25, indicated I was at the med cart passing meds when I was alerted to look for Resident R3 because 
he was no longer sitting in the dining room at the table by the window. This nurse help look and search every 
room and area on 2 East and did not find patient. Review of Resident R3's statement dated 11/23/25, when 
asked to describe how he got off the unit and why he wanted to leave Resident R3 stated I got on the 
elevator and went downstairs. I went out the door and the police picked me up. I was trying to go to my 
stepmothers house. It would be a long walk but whatever. I don't want to be here anymore. They keep me 
here against my will. I will do whatever it takes to get out of here. Even if you change the codes, I will find out 
how to leave here. Review of Resident R3's Patient Safety Assessment Every 15-minute checks on 12/3/25, 
at 1:00 p.m. indicated the November sheets were incomplete on 11/13/25, 11/14/25, 11/18/25 and 11/19/25, 
the 11/23/25, sheet only had documentation for 7:30 a.m. No sheets were able to be produced for 11/1/25, 
through 11/12/25. During an interview completed on 12/3/25, at 1:13 p.m. Resident R3 was sitting in the 
dining room a NA was sitting across from him. Upon asking Resident R3 if he could recall leaving the facility 
replied I was told by someone at the jail I could leave. Upon asking Resident R3 how he was able to get on 
the elevator Resident R3 responded people say the code out loud. I feel good I just don't like being here, just 
want to keep me here to make money. If I can get out of here I'm going again. Review of Resident R3's 
progress notes dated 11/23/25, at 12:06 a.m. indicated q 15 min checks were maintained, no further 
documentation was noted concerning resident until he was discovered not be accounted for on 11/23/25. 
Interview on 12/4/25, at 10:45 a.m. the Director of Nursing confirmed the facility failed to provide adequate 
supervision for one resident resulting in elopement and the failure created an immediate jeopardy situation 
for one of 66 residents (Resident R3) identified as high risk for wandering. On 12/4/25, at 2:39 p.m. the 
Nursing Home Administrator and the Director of Nursing were provided with the Immediate Jeopardy (IJ) 
template, and an immediate corrective action plan was requested. Review of the facility's immediate action 
plan on 12/4/25, at 5:54 p.m. indicated the following:- -11/23/2025, facility implemented an immediate action 
plan following the successful elopement of R3 on 11/23/2025. Upon return to facility, R3 was assessed for 
injury (none noted). Physician orders were reviewed, and plan of care was updated. R3's care plan was 
reviewed and updated to include a change from Q 15-minute checks to 1:1 observation based on length of 
time needed to exit unit. Family and provider were notified. - -11/23/2025, a root cause analysis was 
conducted. Maintenance immediately changed elevator code. All stairwell doors and exterior doors were 
checked to ensure functionality with no issues identified. Immediate education on facility elopement policy, 
notifying maintenance in the event a resident learns the elevator code, and making sure stairwell doors are 
closed and locked after use was implemented. - -11/24/2025, ad-hoc QAPI meeting was held to review root 
cause analysis and elopement policy. No policy revisions were required. - -11/24/2025, Director of Nursing 
confirmed that R3 elopement risk assessment correctly identified him as an elopement risk and was up to 
date. Elopement risk assessments were then reviewed and confirmed up to date and accurate for 320 of 320 
residents. Of the 61 residents assessed to be at risk for elopement, care plans were confirmed to include 
interventions to minimize risk of successful elopement. - - 12/1/2025, 260 of 260 staff were confirmed to have 
received elopement education. - -Director of Nursing will audit all admissions/readmissions for a period of 30 
days to ensure elopement risk assessment is completed and residents at risk of elopement have 
interventions listed in their care plan to reduce the risk of successful elopement. - -Nursing Home 
Administrator requested past non-compliance. On 12/5/25, at 12:50 p.m. the following items have 
successfully been verified as met per the immediate action plan: The Immediate Jeopardy was lifted on 
12/5/25, at 12:50 p.m. after ensuring that the immediate action plan had been implemented. The facility 
demonstrated past non-compliance by initiating immediate interventions starting 11/23/25, following the 
incident. Documents and actions provided by the facility to address Immediate Jeopardy were reviewed on 
12/5/25, during the onsite survey and included: -It was verified that the root cause analysis of the elopement 
was determined to be that Resident R3 had seen the elevator code, entered the code and was able to exit 
unit. -It was verified that on 11/23/25, at 10:30 a.m. all facility staff education was initiated immediately by 
ADON regarding the facility elopement policy and ensuring residents are accounted for. -It was verified that 
on 11/23/25, at 11:30 a.m. the full facility head count was completed, and all residents were accounted for. -It 
was verified that on 11/23/24, at 11:30 a.m. the elevator code was changed on the East Wing and was 
functioning appropriately the stairwell doors were also checked and functioned appropriately. -It was verified 
that on 11/24/25, ad-hoc QAPI meeting was held to review root cause analysis and elopement policy -It was 
verified that on 11/24/25, the root cause analysis was presented to QAPI Committee. -It was verified that on 
11/24/25, all elopement assessments were up to date. -It was verified that on 11/24/25, 236 of 260 staff 
received education. -It was verified that on 12/4/25, all residents were reassessed for elopement risk. -It was 
verified on 12/4/25, 66 residents were identified as being at risk for elopement and 66 have appropriate 
interventions in place in the plan of care to minimize risk of successful elopement. -It was verified on 12/4/25 
that a total of 316 employees received education which include agency staff. -It was verified on 12/5/25, via 
21 in person interviews that education was provided and understood regarding elopement and notifying 
maintenance in the event a resident learns the elevator code and making sure stairwell doors are closed and 
locked after use. -It was verified on 12/5/25, via 7 telephonic interviews that education was provided and 
regarding elopement and notifying maintenance in the event a resident learns the elevator code and making 
sure stairwell doors are closed and locked after use. Review of immediate action plan was verified on 
12/5/25, at 12:50 p.m. that the past non-compliance Immediate Jeopardy situation was in effect until 
11/24/25, when the facility completed their plan as stated. Exit interview on 12/5/25, at 3:00 p.m. information 
was provided to the Nursing Home Administrator and the Director of Nursing that the facility failed to make 
certain each resident received adequate supervision that resulted in an elopement. This failure created an 
immediate jeopardy situation for one of 66 residents (Resident R3) identified as high risk for wandering and 
that the Immediate Jeopardy situation has successfully met the task of Past Non-compliance effective on 
11/24/25, when the action plan was achieved by the facility. 28 Pa. Code 201.14 Responsibility of Licensee.
28 Pa. Code 201.18(b)(1)(3) Management.28 Pa. Code 201.29 Responsibility of Licensee.28 Pa. Code 211.
12(d)(1)(3)(5) Nursing services.28 Pa. Code 211.10(d) Resident care policies.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Administer the facility in a manner that enables it to use its resources effectively and efficiently.

Based on a review of job descriptions, facility and clinical records, and staff interviews, it was determined that 
the Nursing Home Administrator (NHA) and the Director of Nursing (DON) did not effectively manage the 
facility to make certain that proper supervision was provided for residents at high risk for elopement as 
required, resulting in a resident elopement creating an immediate jeopardy situation.Findings include: The 
job description for the NHA specified the primary purpose of the job position is to manage the Facility in 
accordance with current applicable federal, state, and local standards, guidelines, and regulations that 
govern long-term care facilities. To follow all facility policies and apply them uniformly to all employees. To 
ensure the highest degree of quality care is provided to our residents at all times. The job description for the 
Director of Nursing specified the primary purpose of the job position was to plan, organize, develop, and 
direct the overall operation of the nursing service department in accordance with current federal, state and 
local standards, guidelines and regulations that govern the facility to ensure that the highest degree of quality 
of care is maintained at all times. Based on the findings in this report that identified that the facility failed to 
effectively manage the facility to make certain that proper supervision was provided for residents at high risk 
for elopement as required, resulting in a resident elopement creating an immediate jeopardy situation. The 
facility failed to provide fundamental principal that apply to treatment and care provided to facility residents. 
The facility failed to ensure that residents receive treatment and care in accordance with professional 
standards of practice, and facility policies. 28 Pa Code 201.14(a) Responsibility of licensee.28 Pa Code 201.
18(b)(1)(e)(1) Management.
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