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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of facility policy, facility documentation, resident clinical records, observations, and staff interviews, it 
was determined the facility failed to provide adequate supervision for one of three residents assessed as at 
risk for elopement (Resident R223). Resident R223 exited the second-floor nursing unit via elevator and 
walked out the back rear entrance of the facility. Resident R223 was located by local law enforcements 
approximately four hours after the resident exited the facility, approximately 1.5 miles away in a busy [NAME] 
area. This failure resulted in actual harm to Resident R223 who was admitted to the hospital with 
hypothermia and resulted in an Immediate Jeopardy situation. (Resident R233)Findings Include:Review of 
facility policy titled Elopement reviewed September 23, 2024, revealed an elopement is defined as when a 
resident leaves the premises or a safe area without authorization and or necessary supervision. Further 
review of facility policy revealed multi-faceted interventions for residents identified as at risk include, but are 
not limited to, Increase supervisor (checks). The facility should adjust staffing as indicated; particularly during 
times when the resident is agitated and/or making attempts to exit.Review of undated facility policy Resident 
Elopement Protocol revealed any staff person who determined a resident may be missing will immediately 
notify their unit manager/supervisor. If the resident cannot immediately be found, the Unit 
Manager/Supervisor will notify the Administration, Director of Nursing, and Security. The 
Administrator/Director of Nursing/Supervisor or Security staff will announce code yellow (responding to 
elopement) with the resident's name and room number to notify all staff of the need to perform the 
internal/external search.Review of facility policy Elopement Prevention/Wander-guard Assessment dated 
January 2021, revealed the unit manager/designee will perform an assessment of the resident's behaviors 
and history. Prevention measures may include, but are not limited to, interdisciplinary team meeting and care 
planning, staff monitoring plan, and family observations and ideas for prevention.Review of Resident R223's 
clinical record revealed the resident was admitted to the facility's 2nd Floor North Side nursing unit on 
December 11, 2025, and had diagnoses of Dementia (decline in memory or other thinking skills severe 
enough to reduce a person's ability to perform everyday activities), Apraxia (neurological disorder that affects 
motor planning and coordination), Diabetes Mellitus (ability to produce or respond to the hormone insulin is 
impaired, resulting in abnormal metabolism of carbohydrates and elevated levels of glucose), and 
Hypertension (high blood pressure).Review of Resident R223's hospital documentation dated December 11, 
2025, revealed Resident R223 was brought to the emergency department for inability to care for self and 
need for long-term placement. Resident R223 was noted to be living with a caregiver but due to patient's 
agitation and frequent elopements they were no longer able to care for Resident R223.Continued review of 
Resident R223's clinical record revealed a Brief Interview for Mental Status assessment conducted on 
December 12, 2025, determined that Resident R223 had severe cognitive impairment.Review of Resident 
R223's comprehensive care plan revised December 12, 2025, revealed the resident was an elopement 
risk/wanderer related to history of dementia and wandering. Wander guard applied to left ankle. Interventions 
dated December 12, 2025, included placing resident photograph at reception/exit and Resident R223 was on 
Center Watch Program (facility elopement binder maintained at front desk) for elopement risk.Review of 
Resident R223's physician order summary revealed an order dated December 12, 2025, for monitor wander 
guard/watchmate to left ankle/check placement and function every shift (morning, evening, and night shift).
Review of Resident 223's nursing note dated December 12, 2025, at 5:41 a.m. noted that the resident was 
easily redirected back to his/her room several times as he/she attempted to enter other residents' rooms.
Review of Resident R223's nursing note dated December 12, 2025, at 11:26 p.m. revealed that the resident 
was repeatedly walking the halls.Continued review of Resident R223's nursing notes dated December 13, 
and 14, 2025, revealed that Resident R223 ambulated the unit.On December 17, 2025, at 9:00 a.m., the 
Director of Nursing, Employee E2, informed Department of Health surveyors that a resident [identified as 
Resident R223] eloped from the facility in the evening of December 15, 2025.Interview on December 17, 
2025, at 9:00 a.m. with the Nursing Home Administrator, Employee E1, confirmed that revealed that she, as 
well as the Director of Nursing, Employee E2, were informed Resident R223 was missing on 12/15/2025 at 
approximately 10:30 p.m. Nursing Home Administrator, Employee E1, and Director of Nursing, Employee E2, 
both arrived at the building by approximately 11:30 p.m. to conduct a search of the building and perimeter 
with no luck in locating the resident.Review of statement dated December 15, 2025, by Registered Nurse 
Supervisor, Employee E28, revealed on 12/15/2025 around 9:30 p.m. he/she was informed by the care 
nurse (identified as nurse aide, Employee E25) that Resident R223 was missing. Registered Nurse 
Supervisor, Employee E28, announced a code yellow and performed an in-house and outside perimeter 
search for the resident. Resident R223 was still unable to be located, and administration was made aware.
Review of witness statement dated 12/16/2025 by Regional Registered Nurse, Employee E18, revealed per 
interview with the dispatcher, on 12/15/2025 an owner of a home in a nearby neighborhood (located 
approximately 1.5 miles away from the facility) called 911 (Emergency Medical Services) at 9:36 p.m. 
because Resident R223 was knocking on their door. The police called (EMS) at 9:42 p.m. to request 
assistance and EMS was dispatched at 9:43 p.m.Review of Resident R223's hospital records revealed the 
resident was admitted to the emergency department (ED) on December 15, 2025, at 10:13 p.m. for altered 
mental status. Resident R223 was found to be walking around knocking on doors in the cold. When Resident 
R223 was brought to the ED, he/she was found to be confused and had Hypothermia (a medical condition 
that occurs when the body temperature drops below 95 degrees Fahrenheit, leading to potentially 
life-threatening consequences) for which he/she was put on Bair Hugger (warming unit). The average 
temperature on December 15, 2025, ranged from 19 degrees Fahrenheit to 28 degrees Fahrenheit.Further 
interview with the Nursing Home Administrator, Employee E1, on December 17, 2025, at 9:00 a.m. revealed 
she was notified by the police on 12/16/2025 around 7:00 a.m. that Resident R223 was located at a near-by 
hospital. The Nursing Home Administrator, Employee E1, promptly went to the hospital on [DATE] to 
positively identify Resident R223. Per the Nursing Home Administrator, Employee E1, when the police 
arrived at the scene on 12/15/2025 Resident R223 was not able to identify him/herself, so he/she was taken 
to the hospital as an unknown patient. Nursing Home Administrator, Employee E1, stated that the hospital 
obtained fingerprints and that is how they identified Resident R223 and informed the facility of his/her 
whereabouts.Nursing Home Administrator, Employee E1, reportedly reviewed security camera footage for 
the front door and back door cameras with no success in identifying when/how Resident R223 left the 
building.Subsequently, surveyors requested review of security camera footage to determine how and what 
time Resident R223 left the building.Review of security camera footage was conducted on December 17, 
2025, at 10:15 a.m. with the Nursing Home Administrator, Employee E1, and Assistant Nursing Home 
Administrator, Employee E2. Per security camera footage, on 12/15/2025 at 5:37 p.m. an individual wearing 
a dark colored crewneck sweatshirt, dark colored sweatpants, and dark colored house slippers was seen 
exiting the building via the ground floor, out the back rear door (loading dock). The individual was observed 
to effortlessly push open the back door without resistance.The individual was subsequently identified as 
Resident R223 by the Nursing Home Administrator, Employee E1, and Assistant Nursing Home 
Administrator, Employee E2. Interview on December 17, 2025, at 11:30 a.m. with Regional Registered 
Nurse, Employee E18, and Regional of Operations, Employee E14, revealed the elevators or stair wells do 
not have a wander guard sensor. Therefore, no alarms were triggered when Resident R223 left the 2nd floor 
nursing unit.Further interview and observation on December 17, 2025, at 11:30 a.m. with Regional 
Registered Nurse, Employee E18, and Regional of Operations, Employee E14, revealed the back doors in 
which Resident R223 exited the building can only unlocked/opened via a code on the key pad located next to 
the door or via a button used by the receptionist at the front desk.Observations and interview with Regional 
Registered Nurse, Employee E18, on 12/19/2025 revealed there are four wander guard sensors and alarms, 
and are only located on the ground floor. When a wander guard alarm is triggered, it sounds an alarm and 
also sends a notification to the front desk. The wander guard alarm can be turned off via a button at the front 
desk or by entering a code into the keypad of the alarm triggered.Interview on December 17, 2025, at 1:22 p.
m. with Unit Manager, Employee E17, revealed this employee last saw Resident R223 on 12/15/2025 
walking around the nurses station at approximately dinner time.Review of facility documentation Food Truck 
Delivery Log dated 12/15/2025 revealed dinner trays were delivered to the 2nd floor nursing unit between 
4:45 p.m. and 5:00 p.m.Continued interview on December 17, 2025, at 1:22 p.m. with Unit Manager, 
Employee E17, revealed this employee applied a wander guard to Resident R223's left ankle on December 
12, 2025. The Unit Manager, Employee E17, reported to have checked the functionality of the wander guard 
at the front door entrance before applying it to Resident R223's ankle. Front desk receptionist, Employee 
E15, was informed Resident R223 was an elopement risk, and his/her picture was put in the elopement risk 
binder at the front desk. Further interview with Unit Manager, Employee E17, revealed Resident R223 would 
often independently, ambulate the hallways and try to get on the elevator. Unit manager, Employee E17, was 
unaware that the elevators or stairwells did not have wander guard sensors/alarms. Unit manager, Employee 
E17, reported Resident R223 did not have an order for frequent checks. Interview on December 17, 2025, at 
4:08 p.m. with Licensed Nurse, Employee E24, (identified as Resident R223's 3:00 p.m. to 11:00 p.m. 
assigned nurse) revealed Resident R223 was known to wander the unit and try to go up to doors. Licensed 
nurse, Employee E24, reported seeing the resident at the start of his/her shift and confirmed the placement 
of Resident R223's wander guard. When questioned, Licensed Nurse, Employee E24, reported not knowing 
how to check the functionality of the wander guard.Licensed Nurse, Employee E24, revealed he/she could 
not remember the last time Resident R223 was seen on the unit after the start of his/her shift. Licensed 
Nurse, Employee E24, was informed by nurse aide [identified as Employee E25] that the resident refused 
dinner.Interview on December 17, 2025, at 4:15 p.m. with Nurse Aide, Employee E25, revealed, he/she saw 
Resident R223 walking around on 2-South nursing unit around 3:30 p.m. Nurse Aide, Employee E25, 
reported Resident R223 refused to eat dinner. Nurse aide, Employee E25, reportedly found Resident R223's 
meal tray untouched in the dining room and assumed the resident was wandering back on 2-South.
Continued interview on December 17, 2025, at 4:15 p.m. with Nurse Aide, Employee E25, revealed after 
returning from his/her 30-minute break and tending to other residents for bathing/bedtime, Resident R223 
could not be located. After searching the 2nd, 1st, and ground floors the nurse aide, Employee E25, informed 
the nursing supervisor Resident R223 was missing. Nurse aide, Employee E25, could not recall specific 
times.Interview on December 18, 2025, at 10:05 a.m. with the Director of Nursing, Employee E2, and 
Regional Registered Nurse, Employee E18, revealed often the front desk receptionist will see staff members 
on the security cameras at the back door and assist by unlocking the back door by buzzing them out. Front 
desk receptionist (2nd shift, 3:00 to 11:00 p.m.), Employee E19, reportedly could not remember if he/she 
buzzed anyone out the back door on 12/15/2025 around 5:30 p.m.Continued interview on December 18, 
2025, at 10:05 a.m. with the Director of Nursing, Employee E2, and Regional Registered Nurse, Employee 
E18, reportedly that there was nothing noted to be wrong with the door that would have prevented it from 
being locked/latched.Review of witness statement by Human Resources (HR) Director, Employee E23, 
dated December 17, 2025, revealed on December 15, 2025, around 5:30 p.m. Resident R223 was seen 
walking past his/her office (located on the ground floor) headed toward the front desk. A few seconds later 
HR Director, Employee E23, saw the same resident walk past HR again but this time Resident R223 was 
headed toward the elevator. HR, Employee E23, reportedly didn't think anything of it because it was right 
before smoke break and no alarms were triggered.Review of witness statement by Director of 
Housekeeping, Employee E22, dated December 19, 2025, revealed on December 15, 2025, Employee E22 
was sitting in the office of Human Resources Director, Employee E23. Resident R223 was seen walking by 
the office two times around 5:30 p.m. Director of Housekeeping, Employee E22, stated I just observed 
him/her coming by no conversation was held.Based on a review of facility documentation, observations, and 
staff interviews, it was determined that Resident R223 eloped from the facility at 5:37 p.m. on 12/15/2025. A 
code yellow - elopement protocol, was not implemented until 9:30 p.m. (four hours after the resident exited 
the building) Resident R223 was located by local law enforcements 1.5 miles away from the facility in 
sub-freezing temperatures and brought to the local hospital at approximately 10:15 p.m. where he/she was 
treated for hypothermia. Resident R223 had no identification and was unable to identify him/herself. Hospital 
staff needed to obtain fingerprints and subsequently notified the facility on 12/16/2025 at approximately 7:00 
a.m. of Resident R223's whereabouts.An Immediate Jeopardy situation was identified to the Nursing Home 
Administrator, Employee E1, and Director of Nursing, Employee E2, on December 17, 2025, at 12:58 p.m. 
for the facility's failure to adequately supervise a resident with a diagnosis of Dementia and history of exit 
seeking behaviors. This failure resulted in Resident R223 exiting and eloping from the facility, traveling 
approximately 1.5 miles away in a busy [NAME] area.An Immediate Jeopardy template (document which 
included information necessary to establish each of the key components of immediate jeopardy) was 
provided to the Nursing Home Administrator, Employee E1, and Director of Nursing, Employee E2, on 
December 17, 2025, at 1:05 p.m.The facility submitted a written plan of action on December 17, 2025, at 
approximately 4:28 p.m. and implemented the plan of action which included: On 12/15/2025 at 9:30 p.m. 
[Resident R223] was noted to be missing. On 12/25/2025, a Code Yellow-Responding to Elopement was 
called at around 9:30 p.m. by the nursing supervisor. On 12/15/2025, elopement protocol initiated and whole 
building and outside perimeter was searched. On 12/15/2025 all other residents were verified as being 
present through a whole house bed check, and the police/911 and physician were called between 9:30 p.m. 
and 9:50 p.m. There was no response from police or 911. Director of Nursing (DON) and Nursing Home 
Administrator (NHA) were notified at on 12/15/2025 at 10:24 p.m. that Resident R223 was missing. Ground 
level door audits and wander guard system audit was completed on 12/15/2025 by NHA to ensure proper 
function. On 12/16/2025 the police/911 was called again with response to the facility around 3:36 a.m. Police 
notified NHA on 12/16/2025 around 7:00 a.m. that Resident R223 was located at the local hospital. 
Subsequently, NHA and nurse aide verified Resident R223's identity at the local hospital. On 12/16/2025 it 
was determined that Resident R223 was picked up by Emergency Medical Services (EMS) about 1.2 miles 
from the facility and taken to the local hospital at approximately 10:13 p.m. on 12/15/2025. On 12/16/2025 
and ad hoc QAPI (Quality Assurance and Performance Improvement) meeting was held with department 
heads. Whole house wander guard audit was completed to verify placement and function for resident's to 
have been assessed as needing one on 12/16/2025. Whole house elopement assessments completed on 
12/16/2025 with no new residents identified as being at risk for elopement. Elopement binder reviewed and 
audited to ensure book is up to date and current with completion of new assessments on 12/16/2025. Every 
1-hour loading dock door checks initiated on 12/16/2025 and are ongoing. Facility contacted wander guard 
service provider on 12/16/2025 to obtain quotes to add wander guard sensors to elevators, stairwells, and 
service hallways. On 12/17/2025 it was determined that the resident exited out of the loading dock doors. 
Frequency of loading dock door check increased to every 30-minutes. On 12/16/2025, education on Code 
Yellow-Responding to Elopement initiated at 12:35 a.m. with in-house nursing staff. Elopement policy 
reviewed on 12/17/2025. On 12/17/2025 education initiated with all facility staff on signs and symptoms of 
elopement and supervision of residents with dementia and history of exit seeking behaviors, how to identify 
residents and where wander guard sensors are located within the facility. This will be added to new hire 
orientation. 85% of facility staff will be educated by 12/18/2025. Facility is completing loading dock and font 
entrance door audits every 30 minutes daily for 30 days. Facility will review findings of audits during QAPI 
meeting. Resident R223 at hospital and will be re-assessed upon re-admission.Review of facility 
documentation confirmed all other residents were accounted for on 12/15/2025.Review of facility 
documentation confirmed loading dock and front door entrance audits were completed.Review of facility 
documentation confirmed audits were completed for residents with wander guards to ensure placement and 
functionality. Further, audits were completed to ensure all residents had accurate/up to date elopement 
assessments. No new residents were identified.Elopement binder maintained at the front desk was reviewed 
and confirmed to be accurate/up to date with residents at risk for elopement.Interviews were conducted with 
26 staff members from all departments on December 18, 2025. Interviews confirmed staff were educated on 
signs and symptoms of elopement and supervision of residents with dementia and history of exit seeking 
behaviors, how to identify residents and where wander guard sensors are located within the facility. Further 
staff confirmed they were educated on a code yellow responding to an elopement.The Immediate Jeopardy 
was lifted on December 18, 2025, at 3:40 p.m.28 Pa. Code 201.14(a) Responsibility of licensee28 Pa. Code 
201.18(b)(1) Management28 Pa. Code 211.10 (d) Resident care policies
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