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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, observations, interviews with residents and staff and reviews of the job descriptions, it 
was determined that the facility failed to ensure the safety of one of two resident reviewed after the resident 
was returned to the facility from a contracted transportation company, who transported the resident to a 
medical appointment. (Resident R1) Findings include:Observation of Resident R1 at 10:45 a.m., on 
December 3, 2025, revealed that this resident was only able to have vision from the left eye. Interview with 
Resident R1 at the time of the observation revealed that he was having problems with vision in the left eye. 
Review of Resident R1's clinical record revealed a physician's assessment dated [DATE], that indicated 
Resident R1 had a history of right eye exenteration for melanoma. Continued review of the physician's report 
revealed that Resident R1 had been recommended prescription eyeglasses and at this time was diagnosed 
with a cataract of the left eye. Review of Resident R1's comprehensive assessment MDS (an assessment of 
care needs) dated September 12, 2025, indicated that this resident had visual impairment. The assessment 
indicated that this resident could only see large print. The assessment also indicated that this resident did not 
have corrective lenses. The resident's had a diagnosis of diabetes mellitus (failure of the body to produce 
insulin). The resident was assessed with having pain was present routinely. Clinical record review revealed 
physical therapy and occupational therapy assessments for Resident R1 dated August 8, 2025, and 
September 12, 2025. The assessments indicated that Resident R1 was able to ambulate with a rollator 
walker on level surfaces and uneven surfaces with the supervision of staff. The assessment indicated that 
pacing was advised for Resident R1. The assessment also indicated that community mobility was not 
determined for this resident. Interview with the occupational therapist, Employee E13, at 10:30 a.m., on 
December 4, 2025, confirmed Resident R1's ambulation ability was that which requiring supervision of staff 
for level and unlevel surfaces inside and outside the facility. The occupational therapist also confirmed 
Resident R1 was not evaluated for community mobility (crossing a four-lane highway or walking on a 
roadway or sidewalk or inclines). Interview with the Administrator, Employee E1 at 10:30 a.m., on December 
3, 2025, revealed that Resident R1 was using the contracted medical transport service to go to medical 
appointments outside the facility on a routine basis since the resident's admission to the facility in July 2025. 
Clinical record review revealed that Resident R1 had a physician's approval for a leave of absence from the 
facility with supervision by a staff member, resident family or other authorized individual. The supervision 
was assumed by the person responsible for the resident during such time. Clinical record review for Resident 
R1 revealed that this resident left the facility at 8:00 a.m., on November 24, 2025, for a medical appointment. 
Interview with Licensed Practical Nurse, Employee E4, at 1:00 p.m., on December 3, 2025, revealed that at 
3:30 p.m., on November 24, 2025, the nurse began to question the whereabouts of Resident R1. The 
Administrator, Employee E1 and Director of Nursing, Employee E2 also reported at 1:30 p.m., on December 
3, 2025, that they were not able to find Resident R1 at 3:54 p.m., on November 24, 2025, anywhere inside 
the building. The Administrator and Director of Nursing also reported on December 3, 2025, at 2:00 p.m., that 
they had no policies and procedures in place to ensure that Resident R1 was returned safely to the facility 
and into the care of the nursing staff after medical appointments. The administrator and director of nursing 
had no documentation or procedure for the medical transportation services to bring Resident R1 into the 
building and sign Resident R1 into the care of the staff (nursing) at the facility. On December 3, 2025, at 2:00 
p.m., the Administrator and Director of Nursing reported that they had no idea where Resident R1 was, since 
the resident was not inside the building. The administrative staff said that they had to contact the driver of the 
transportation services company on November 24, 2025, to inquire the whereabouts of Resident R1. The 
Director of Nursing reported that the driver of the transportation services reported dropping Resident R1 off 
at the facility, did not escort the resident into the building, sign the resident back into the facility or positively 
identify the resident with the nursing staff for continuation of care. Interview with the Licensed nurse, 
Employee E4, responsible for Resident R1 on November 24, 2025, revealed that it was at 4:35 p.m., on 
November 24, 2025, that she recognized Resident R1 walking through the parking lot of the facility toward 
the front entrance of the building. Licensed nurse, Employee E4 reported that Resident R1 told her that he 
walked down the road adjacent to the facility alone after being left off by the transportation driver near the 
front entrance of the facility at about 3:54 p.m. The resident then crossed the four-lane highway that was 
under construction to get some food at a fast- food restaurant. Licensed nurse, Employee E4 reported that 
the total distance from the facility entrance to the restaurant was 0.2 miles or 1, 056 feet. The nurse reported 
that Resident R1 was a diabetic and had not eaten any food or been provided with a nutritious snack since 
leaving the facility at 8:00 a.m., on November 24, 2025, for a medical appointment with the contracted 
transportation services. 28 PA. Code: 201.14(a) Responsibility of licensee28 PA. Code: 201.
18(b)(1)(3)(d)(e)(1)(1) Management28 PA. Code: 211.12(c)(d)(1)(2)(3)(5) Nursing services
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