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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of facility policies and documentation, clinical record reviews and interviews with staff, it was 
determined that the facility failed to provide adequate supervision to one of twelve residents reviewed 
(Resident R1) who was at risk for elopement. This failure resulted in Resident R1 exiting nursing unit via the 
elevator and walking out the front entrance doors. Resident R1 was unable to be located for over six hours. 
This failure placed the resident at high risk for injury and was identified as an Immediate Jeopardy of past 
non-compliance. (Resident R1)Findings Include:Review of facility policy, titled, Prevention and Management 
of Accident, Hazards Adequate Supervision, and Assistive Devices with a revision date of July 24, 2025, 
revealed, the facility will ensure that the resident environment remains as free of accident hazards as is 
possible, and that the residents will receive adequate supervision and assistive devices to prevent hazards. 
Continued review of the policy revealed, iii. Wandering/Elopement Elopement is a situation in which a 
resident leaves the premises or a safe area without the facility's knowledge or supervision, if necessary, 
would be considered an elopement. This situation represents a risk to the resident's health and safety and 
places the resident at risk of heat or cold exposure, dehydration and/or other medical complications, 
drowning, or being struck by a motor vehicle. Facility policies define the mechanisms and procedures for 
assessing and identifying, monitoring and managing residents at risk for elopement to minimize the risk of a 
resident leaving a safe area without the facility's awareness and/or appropriate supervision. Review of 
Resident R1's clinical record revealed Resident R1 was admitted to the facility on [DATE], with the following 
diagnoses; Unspecified Dementia (cognitive decline is evident, but the specific type of dementia cannot be 
determined), Adjustment Disorder with Depressed Mood (symptoms of depression or loss of interest, that 
arise in response to a specific stressful event), Depression (feelings of overwhelming sadness), 
Hyperlipidemia (elevated levels of lipids (fats and fat-like substances) in the blood, including cholesterol and 
triglycerides), and Hypertension (condition where the force of blood pushing against the artery walls is 
consistently too high). Review of Resident R1's Elopement Risk Evaluation completed on admission dated 
July 24, 2025, revealed the resident was ambulatory, with a history of elopement and exit seeking. The 
resident utilizes an electronic monitoring device, care plan for risk for elopement and place on secured unit. 
Review of Resident R1's admission MDS (Minimum Data Set- periodic assessment of resident's care needs) 
was not completed until July 28, 2025, and it revealed the resident was assessed with a BIMS (Brief 
Interview for Mental Status) score of 3. A score of 3 indicates severe cognitive impairment. Review of 
Resident R1's admission progress notes completed by the physician on July 25, 2025 revealed, .had some 
agitation at the hospital [he/she] wanders. Also noted in his progress notes, Psychiatry- no anxiety noted. 
Resident R1 has a history of wandering. Review of facility investigation provided by the facility revealed a 
timeline dated July 26, 2025. The following is the summary of the timeline:At 6:00 p.m. The resident was 
standing behind the unit door on or around 6:00 p.m. A staff member from housekeeping opened the door 
and the resident came out. The staff member asked the resident where [he/she] was going, and the resident 
responded outside. The staff member tried talking to the resident, but the resident headed straight to the 
elevator. The staff and resident rode down on the elevator together. As per housekeeping staff, the resident 
was unsure of where to exit the building, and security showed [him/her] the front door. As per security, he 
was unsure of the time this occurred but stated it was still light outside.At 7:45 p.m. staff noticed resident was 
missing at or around 7:45 p.m.At 8:00 p.m. a full search of the unit was performed, and the supervisor was 
notified around 8:00 p.m. The supervisor and facility staff conducted a full house check and check of the 
outside the perimeter of the facility for the resident. The Physician, Director of Nursing, and Responsible 
Party were notified at 8:45 p.m. A call was placed to the police, university security notified, and the 
elopement protocol initiated. 9:00 p.m.- 11:20 p.m. Continued perimeter and expanded perimeter search. 
Vicinity patrol over three local streets.July 27, 2025- 12:00 a.m. Approximately 12:00 a.m. phone call was 
placed to Resident R1's daughter to find out where resident would possibly go. Resident's last known 
address checked- no one was home. Daughter also provided alternative address.1:22 a.m. Resident was 
found at the alternative location at 1:22 a.m. The police were called several times while a staff member kept 
Resident R1 in sight until the police arrived to provide to transport the resident back to the facility at 2:00 a.m.
2:00 a.m. Upon arrival to the facility the Director of Nursing received the resident, the resident was assessed 
no injury. Resident R1 was confused and unable to give an account of where [he/she] went. Resident was 
placed on one to one and labs were drawn. Interview held with the Regional Nurse, Employee E3 on August 
7, 2025, at 10:00 a.m. revealed the incident that occurred with Resident R1 was an accident. The 
housekeeping staff openly admitted it in their statement that they let the resident go off of the unit onto the 
elevator. We tried to call the security staff twice and he did not return our phone calls. When asked if the 
resident was wearing a wander guard at the time of elopement Employee E3 stated, no. Review of facility 
investigation file revealed a statement from housekeeping staff Employee E18, indicating, I went on the fifth 
floor to look for a coworker and as I was leaving the floor the resident was standing by the door. I initially 
thought Resident R1 was a visitor but once Resident R1 left the floor and got on the elevator, I asked 
[him/her] did [he/she] stay here [he/she] said yes and that [he/she] was trying to get outside. I got off on the 
sixth floor to continue to look for my coworker after looking for him I got back on the elevator and Resident 
R1 was still on. Once we got on the first floor the Resident R1 started going in a different direction than 
outside. That's when the front desk security guard directed Resident R1 in the right director to get outside. 
Based on the above findings, an Immediate Jeopardy to the safety of the resident was identified for failure to 
provide adequate supervision of a resident who was assessed an elopement risk on July 24, 2025. The 
resident went missing on July 26, 2025, and was not returned to the facility until six hours later in the early 
morning hours of July 27, 2025. An Immediate Jeopardy template (document which included information 
necessary to establish each of the key components of immediate jeopardy) was provided to the Regional 
Nurse on August 8, 2025 at 11:50 a.m. The facility provided a Plan of Correction on August 7, 2025, for 
submission and it was approved at 2:31 p.m. The plan of correction was as follows: July 26, 2025, a unit 
search was done, and the resident was not located July 26, 2025, the police were notified. July 26, 2025, the 
resident's daughter was notified and asked about familiar places the resident would go to. July 26, 2025, the 
resident was located at the address given by then family. July 26, 2025, a skin assessment was completed 
on the resident. No new skin alterations or signs of physical injury were noted. July 26, 2025, the resident 
was placed on one to one supervision and laboratory tests were ordered by the physician. July 26, 2025, 
elopement reassessments were completed for all residents and care plans were reviewed and updated if 
necessary. July 27, 2025, elopement books were reviewed and updated. All staff were educated on 
elopement prevention and not allowing residents off the unit when entering/exiting units as well as 
communicating with a supervisor if a resident is exhibiting exit seeking behaviors. A whole house education 
started on July 26, 2025, and was completed on July 28, 2025. Any new staff as well as new agency staff will 
receive elopement education prior to starting a shift. The security desk was moved by the elevators so that 
security will be able to verify residents that are allowed to leave the unit and have the resident sign out on the 
logbook. Security staff were educated on verification of residents leaving and returning to the facility by 
signing out and back in on the resident logbook on July 27, 2025. A resident council meeting was held on 
July 28, 2025, to re-educate residents on signing out and in procedures when leaving and returning to the 
units. Random observation audits will be done on units daily to observe staff entering and leaving units to 
ensure residents remain secure on the unit. Audits will be done daily for two weeks then weekly for four 
weeks, then monthly for two months. Results of these audits will be submitted to the quality assurance 
committee to determine if further action is needed. A QAPI (Quality Assurance Performance Improvement) 
meeting was held on July 28, 2025, and the facility reviewed the elopement plan of correction related to the 
elopement that occurred on July 26, 2025. The Medical Director was in attendance as well as the Regional 
Nurse and the Regional Director of Operations. Elopement drills were completed on July 28, 2025, and 
August 1, 2025, with good response by the staff. Drills will be done monthly for three months the quarterly. 
Drills will be reviewed at QAPI (Quality Assurance Performance Improvement). On August 7, 2025, the 
implementation of the action plan was verified. Twelve facility staff were interviewed from various units, and 
departments. Facility staff were able to answer how you know if a resident is at risk for elopement, what you 
would do if an elderly person looked confused about where they were going while here, and what the code is 
for when someone has eloped from the facility. The new security desk set up was visualized in the main 
lobby and new signage was visualized on the locked doors of the nursing units. Review was made of 
documents including staff educations, elopement assessments, and elopement audits. Following the 
verification of the completion of the immediate action plan the Immediate Jeopardy was lifted on August 7, 
2025, at 2:31 p.m. 28 Pa. Code 201.14(a) Responsibility of licensee28 Pa. Code 201.18(b)(1) 
Management28 Pa. Code 201.18(e)(1) Management28 Pa. Code 211.10(d) Resident care policies28 Pa. 
Code 211.12(d)(1)(5) Nursing services28 Pa. Code 211.12(d)(2) Nursing services
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Administer the facility in a manner that enables it to use its resources effectively and efficiently.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on the 
review of clinical records, job descriptions, review of facility policy, facility documentation and interviews with 
staff, it was determined that the Nursing Home Administrator (NHA) and the Director of Nursing (DON) did 
not effectively manage the facility to ensure the safety of one of twelve residents reviewed (Resident R1) with 
a diagnosis of Dementia who eloped from the facility. This failure resulted in an Immediate Jeopardy situation 
for Resident R1 who was missing from the facility overnight for approximately six hours. (Resident R1) 
Findings Include: Review of the job description for the Nursing Home Administrator (NHA) with a revision 
date of June 15, 2023 states, Position Summary-this position is responsible to establish and maintain 
systems that are efficient and effective to operate the nursing home in a manner to safely meet residents' 
needs in accordance with federal, state and local regulations. Also, develop and maintain systems that are 
effective and efficient to operate the facility in a financially sound manner. Further review of the NHA job 
description revealed, Essential Duties and Responsibilities-. Develop, maintain and implement operational 
policies and procedures to meet residents' need in compliance with federal, state and local requirements. 
Determine the personnel requirements of the facility in collaboration with Department Managers and hire or 
arrange for sufficient staff to provide for sound resident care and implement the facility policies and 
procedures. Review of the job description for the Director of Nursing (DON) with a revision date on October 
10, 2023 states, Position Summary- The Director of Nursing functions as the administrative authority for the 
Department of Nursing. This Director will be responsible for the organization and oversight of all nursing 
operations and for the supervision of care for all residents at the facility. Further review of the DON job 
essential requirements revealed, Must possess the ability to plan, organize, develop, implement and interpret 
the programs, goals, objectives, policies and procedures, etc., that are necessary for providing quality of 
care. Review of facility policy abuse Abuse Policy- Prevention and Management last revised April 14, 2022 
states, Policy-the facility prohibits the mistreatment, neglect, and abuse of residents/patients and 
misappropriation/exploitation of resident/patient property by anyone including staff, family, friends, visitors, 
etc. The Facility has designed and implemented processes, which strive to ensure the prevention and 
reporting of suspected or alleged resident/patient abuse, neglect, mistreatment, and/or 
misappropriation/exploitation of property. The facility must provide a safe resident environment and protect 
residents from abuse. This includes but is not limited to freedom from corporal punishment and involuntary 
seclusion. Further review of the policy revealed, .Neglect-Failure of the Facility, its employees or service 
providers to provide goods and services necessary to avoid physical harm, pain, mental anguish, or 
emotional distress. Neglect occurs when the facility is aware of, or should have been aware of, goods or 
services that a resident(s) requires but the facility fails to provide them to the resident(s), that has resulted in 
or may result in physical harm, pain, mental anguish, or emotional distress. Neglect includes cases where 
the facility's indifference or disregard for resident care, comfort or safety, resulted in or could have resulted 
in, physical harm, pain, mental anguish, or emotional distress. Neglect may be the result of a pattern of 
failures or may be the result of one or more failures involving one resident and one staff person. Review of 
Resident R1's clinical record revealed Resident R1 was admitted to the facility on [DATE], with diagnoses of 
Unspecified Dementia (cognitive decline is evident, but the specific type of dementia cannot be determined), 
Adjustment Disorder with Depressed Mood (symptoms of depression or loss of interest, that arise in 
response to a specific stressful event), Depression (feelings of overwhelming sadness), Hyperlipidemia 
(elevated levels of lipids (fats and fat-like substances) in the blood, including cholesterol and triglycerides), 
and Hypertension (condition where the force of blood pushing against the artery walls is consistently too 
high). Review of Resident R1's Elopement Risk Evaluation completed upon admission dated July 24, 2025, 
revealed the resident was ambulatory, with a history of elopement and exit seeking. The resident utilizes an 
electronic monitoring device, care plan for risk for elopement and place on secured unit. Review of Resident 
R1's admission MDS (Minimum Data Set- periodic assessment of resident's care needs) completed on July 
28, 2025, revealed the resident was assessed with a BIMS (Brief Interview for Mental Status) score of 3. A 
score of 3 indicates severe cognitive impairment. Review of facility investigation dated July 26, 2025, 
revealed the following timeline: At 6:00 p.m. The resident was standing behind the unit door on or around 
6:00 p.m. A staff member from housekeeping opened the door and the resident came out. The staff member 
asked the resident where he was going, and the resident responded outside. Staff member tried talking to 
the resident, but the resident headed straight to the elevator. Staff and resident rode down on the elevator 
together. As per housekeeping, the resident was unsure of where to exit the building, and security showed 
him the front door. As per security, he was unsure of the time this occurred but stated it was still light outside. 
At 7:45 p.m. staff noticed resident was missing at or around 7:45 p.m. the resident was brought back to the 
facility on July 27, 2025, at 2:00 a.m. Interview with the Regional Nurse, Employee E3 on August 7, 2025, at 
10:00 a.m. revealed the incident that occurred with Resident R1 was an accident. The housekeeping staff 
openly admitted it their statement that they let the resident go off of the unit onto the elevator. We tried to call 
the security staff twice and he did not return our phone calls'. When asked if the resident was wearing a 
wander guard at the time of elopement Employee E3 stated, no. The Regional Nurse confirmed the facility 
did not ensure the safety of one resident. (Resident R1) Based on the deficiencies identified in this report, 
the Nursing Home Administrator and Director of Nursing failed to fulfill essential duties and responsibilities of 
their position contributing to the Immediate Jeopardy situation for Resident R1. 28 Pa Code 201.14(a) 
Responsibility of licensee 28 Pa. Code 201.18(b)(1) Management 28 Pa. Code 201.18(b)(3) Management

44396129

11/21/2025


