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COMPLAINT #: 2599447Based on observation, interviews, review of medical records, and review of other 
pertinent facility documents on 9/10/2025, 9/11/2025, 9/18/2025, and 9/23/2025, it was determined that the 
facility failed to provide adequate supervision of a severely cognitively impaired resident (Resident #2) with a 
known history of exit seeking behaviors and documented history of previous attempts to elope from their unit; 
who eloped form the facility on 8/23/2025. The deficient practice was identified for 1 of 3 residents reviewed 
(Resident #2).A review of facility record revealed that on 8/23/2025 at approximately 8:15 AM, Resident #2 
eloped from the facility while wearing a Wander Guard (WG; alarmed security bracelet) through an alarmed 
second floor elevator, down to the first floor, and exited the building through the employee entrance door on 
the first floor. A review of facility document revealed that the Certified Nursing Aide (CNA #3) observed the 
resident as they exited the building through an employee entrance door as CNA #3 was entering the facility 
through the same employee door. CNA #3 confirmed during interview on 9/11/2025, that he observed the 
resident exit the building, but he did not stop the resident because he thought the resident was a visitor 
because they were well dressed and the exit alarm which was supposed to sound to alert staff that a resident 
with a WG exited the building, did not sound when Resident #2 exited the building. CNA #3 further stated 
that he did not recognize Resident #2 because the resident resided on the second floor and I work on B-wing 
on the first floor. Resident #2 was located in the community five hours later on 8/23/2025 at 1:46 PM, by the 
local police department and transferred the resident to the hospital for evaluation. The facility's failure to 
provide adequate supervision to a severely cognitively impaired resident who was at risk for elopement and 
eloped, posed a likelihood of serious harm, injury, impairment, or death. This resulted in an Immediate 
Jeopardy (IJ) situation. The IJ began on 8/23/2025 at 8:15 AM, after Resident #2 eloped from the facility. The 
facility Administration was notified of the IJ on 9/11/2025 at 6:00 PM. The facility submitted an acceptable 
Removal Plan (RP) on 9/19/2025 at 10:46 AM. The survey team verified the implementation of the RP during 
the continuation of the on-site survey on 9/23/2025. The evidence was as follows: A review of the facility 
provided Elopements and Wandering Residents policy dated July 2024, included the facility ensure that 
residents who exhibit wandering behavior and/or are at risk for elopement receive adequate supervision to 
prevent accidents.Policy Explanation and Compliance Guidelines 1. The facility is equipped with door 
locks/alarms to help avoid elopements. 2. Alarms are not a replacement for necessary supervision. Staff are 
to be vigilant in responding to alarms in a timely manner. 3. The facility shall establish and utilize a systemic 
approach to monitoring and managing residents at risk for elopement or unsafe wandering, including 
identification and assessment of risk.4. Monitoring and Managing Residents at Risk for Elopement or Unsafe 
Wandering.d. Adequate supervision will be provided to prevent accidents or elopements.A review of the 
Facility Reportable Event (FRE) dated 8/22/2025, that the facility submitted to the New Jersey Department of 
Health (NJDOH), revealed that on 8/23/2025, at around 9:34 AM, the Nursing Supervisor, a License Practical 
Nurse (LPN #3), called the Director of Nursing (DON) and informed him that she could not find Resident #2 
in the facility. The DON then called the local police and reported the resident missing, and that the police 
went to the facility and initiated a search for the resident. The police later found Resident #2 in the 
community and transferred them to the hospital for evaluation.According to the police report dated 
8/25/2025, facility staff notified the police of the missing resident on 8/23/2025, at approximately 9:49 AM. 
The report included that the police arrived at facility and conducted interviews with facility staff, and the staff 
informed the police that Resident #2 was a known wander and that Resident #2 wore ankle monitors which 
were supposed to disable the use of elevators and sound alarms to detect if a resident left the building. The 
report further indicated that their review of the facility's camera footage showed Resident #2 leaving the 
building at 8:15 AM, heading westbound on [name of street]. The report indicated that police then searched 
the building several times with negative results. The family member responded back to the facility about the 
elopement of Resident #2 and mentioned that the resident may return to old addresses. The family member 
provided the police with two addresses and emphasized that the police check one of the addresses because 
Resident #2 had previously repeatedly mentioned that address. The police report included that at 
approximately 1:46 PM, the family member informed the police that Resident #2 showed up to the house (old 
address). The resident was then taken to the hospital for an evaluation.According to an undated Investigation 
Summary document provided by the facility, Resident #2 returned back to the facility from the hospital at 
approximately 6:30 PM on 8/23/25, and that the facility assessed the resident for pain and injury, and none 
was noted and placed Resident #2 on one-to-one (1:1) supervision to monitor behavior and prevent further 
elopement.A review of CNA #3's statement revealed that he observed Resident #2 as they exited the 
building through an employee entrance door at the same time he was entering the building. CNA #3 
indicated that he did not stop the resident because he thought the resident was a visitor because they were 
well dressed; was dressed in a thin long sleeve buttoned up dress shirt, black pants, socks, and loafers.
During interview with the Licensed Nursing Home Administrator (LNHA) on 9/10/2025 at 9:50 AM, he stated 
that the employee entrance was a locked door and that a code needed to be entered on the pin pad for an 
employee to exit the building through that door. The LNHA also stated that when a resident who was wearing 
a WG approached the door, the door was supposed to sound an alarm and remain locked.The surveyor 
reviewed the medical record for Resident #2.According to the admission Record (AR) face sheet, Resident 
#2 was admitted to the facility with diagnoses which included but were not limited to: dementia, Alzheimer's 
Disease, hallucinations, and cognitive communication deficit.According to the quarterly Minimum Data Set 
(MDS), an assessment tool dated 8/06/2025, Resident #2 had a Brief Interview for Mental Status (BIMS) 
score of 3 out of 15, which indicated the resident's cognition was severely impaired.The surveyor reviewed 
Resident #2's Admit/Readmit Screener (admission assessment) with an effective date of 7/31/2025 at 4:55 
PM, which revealed that Resident #2 needed supervision for locomotion off the unit.A review of Resident 
#2's Care Plan (CP) with an initiated date of 8/08/2025, revealed that Resident #2 was an elopement 
risk/wanderer as evidenced by disoriented to place. The CP also indicated that Resident #2 had a WG 
placed on their right ankle and that the resident should be distracted from wandering.A review of the 
Progress Note (PN) dated 8/03/2025 at 12:03 AM, written by LPN #4, included that Resident #2 was 
redirected for attempting to transfer on to the elevator.A review of the PN dated 8/06/2025 at 11:45 AM, 
written by LPN #5, included that the resident was redirected back to the floor from the first floor, 
Management made aware that the resident had a functioning wander guard that has been checked multiple 
times, however, the elevator isn't working properly to contain the resident.A review of the PN dated late entry 
8/23/2025 at 6:00 PM, written by the Director of Nursing (DON), included that the Nursing Supervisor alerted 
the DON of potential elopement that morning as resident could not be found in the bedroom or on unit. The 
DON arrived at facility with the local police, they reviewed the camera, and the resident was confirmed to 
have eloped from the facility at 8:15 AM. The police then went into active search and rescue and were able 
to locate the resident and transported them to the hospital for evaluation.A review of the PN dated 8/23/2025 
at 6:00 PM, written by LPN #5, included that the resident returned from the Emergency Department (ED) on 
a stretcher with no noticeable injuries and a functioning wander guard to right ankle. The resident was placed 
on 1:1 supervision as well as fifteen minute checks.On 9/10/2025 at 11:25 AM, the surveyor conducted an 
interview with Resident #2's assigned CNA (CNA #2), who stated that she last saw the resident on 
8/23/2025, at around 7:20 AM, in the dining room. CNA #2 was later alerted by CNA #1 that she could not 
locate the resident after she went to give resident their breakfast. CNA #2 further stated that Resident #2 had 
gone down on the elevator two to three days after admission and had also gone and stood by employee door 
hanging around and that they went and got the resident by the employee door on that day and reported it to 
the nurse. CNA #2 stated that she could not remember the nurse's name because the nurse was from an 
agency. CNA #2 stated that usually if a resident who had a WG went on the elevator, the elevator door would 
probably close, but would not move up or down, it would beep and if it kept beeping long enough, the 
elevator would go down. When asked about staff responsibility and how staff supervised residents that 
wandered, she stated: the mentality is if they are not their Aide, they are not responsible . they are not going 
to chase or fight with resident to get off the elevator.On 9/10/2025 at 12:43 PM, the surveyor conducted a 
telephone interview with Resident #2's assigned nurse (LPN #1), who stated that for a resident at risk for 
wandering and elopement, the resident should be redirected to the dining room for activities; they should 
monitor the resident; make sure WG was working; and monitor them 1:1 to ensure the resident did not leave 
the unit. LPN #1 stated that on 8/23/2025, Resident #2 stopped at her medication cart, and that she told the 
resident that breakfast would be there shortly and encouraged the resident to go to the dining room, which 
the resident did. LPN #1 stated that 10 minutes later, around 8:15 AM, CNA #1 told her that she could not 
find Resident #2, and that she then informed Resident #2's CNA, and they all started to search for the 
resident. LPN #1 further stated that she informed the overnight Nursing Supervisor (LPN #3), who was 
supervising the 7:00 AM-3:00 PM shift. LPN #1 stated that LPN #3 and herself went up to the second floor, 
and checked the unit. LPN #3 stated that she called 911, contacted the DON, and initiated a Code Grey 
around 8:50 AM, because that was when they did a complete sweep (look around) including outside.On 
9/10/2025 at 2:08 PM, the surveyor conducted an interview with CNA #1, who stated that Resident #2 had 
been going on the elevator since day one of admission to the facility. CNA#1 stated that on 8/23/2025, she 
saw Resident #2 with another resident on the unit, and when the breakfast tray cart arrived on the floor, (she 
did not remember the time), she took Resident #2's tray to the dining room but the resident was not there. 
CNA #1 stated she then went to Resident #2's room, but they were not in the room either, and she went 
immediately to LPN #1and informed her, and they all started searching for Resident #2. CNA #1 stated that 
she had previously witnessed Resident #2 walking onto the elevator at least two to three other times prior to 
the elopement on 8/23/2025. CNA #1 stated that the elevator has been a problem and that no one with a WG 
should get into the elevator because if they did, the elevator closed and would go down to another floor. CNA 
#1 stated she reported the elevator issue to the Agency nurse, and that she remembered reporting it to the 
nurse because she was agitated on that day. CNA #1 stated that two other people were at the nurse's station 
waiting for her to finish care with another resident and they then sent her downstairs to get Resident #2 
instead of going downstairs to get the resident themselves.CNA #1 further stated that the other aides and 
herself had previously informed the Unit Manager that they were tired of chasing Resident #2 in and out of 
the elevator, and the Unit Manager usually replied that she would report to the higher ups. CNA #1 stated 
that when the DON would come to the second floor to check on the unit, the aides had previously reported to 
him about the elevator issues with multiple residents including Resident #2, and that Resident #2 succeeded 
in exiting the building. CNA #2 further stated that a day or two before Resident #2's elopement, she informed 
the DON about the elevator issue and that he asked her to inform the manager.On 9/10/2025 at 2:59 PM, the 
surveyor conducted an interview with LPN #2, who stated that the pin pad outside of the elevator door was 
newly placed that morning and required a code to be entered for the elevator to open. LPN #2 stated that the 
pin pad inside the elevator was previously in place and required a code for the elevator to operate when a 
resident with a WG entered the elevator because it was a locked unit. LPN #2 stated that the elevator alarm 
had been an issue and not effective in sensing WG, and that after a few minutes of opening the elevator, the 
elevator would close even without the code being entered, and that Resident #2 on more than one occasion 
went down the elevator to another floor. LPN #2 stated that it was not the first time that Resident #2 eloped 
to another unit, and that Management was aware and had even brought Resident #2 up to the second floor 
unit on more than one occasion. LPN #2 stated that she had witnessed Resident #2 being brought back to 
the unit by Management who stated, we need to do a better job watching the resident. LPN #2 further stated 
that they previously explained to Management that staff do watch the resident, but the elevator system is not 
effective. LPN #2 did not provide the name of the person she informed of the elevator alarm issues.On 
9/10/2025 at 4:20 PM, the surveyor conducted an interview with the LNHA, who stated that Resident #2 
should not be able to get off the unit because they had a sensor in the elevator that would shut off the 
elevator if someone with WG enter the elevator. The LNHA stated that he was not sure that Resident #2 ever 
came off the unit with the WG. The LNHA stated that staff were trained and supposed to recognize residents 
with WGs because they had binders on the nursing units with list of residents wearing WGs including 
pictures of those residents. The LNHA did not offer an explanation for why staff did not recognize and 
prevent Resident #2 from eloping out of the facility on 8/23/2025.At that time, the surveyor asked about the 
PN from 8/6/2025, that indicated Resident #2 went off the unit and was brought back to second floor from the 
first floor, and the LNHA stated that he could not remember now. When asked if the facility completed an 
investigation for the incident, he stated that the facility administration team was not made aware of the 
incident. The LNHA also stated that he was not aware of any reports regarding the elevator alarm issues, 
and that the Maintenance Director (MD) usually checked the WG alarm system weekly for function.On 
9/10/2025 at 4:56 PM, the surveyor attempted to reach LPN #5 who wrote the PN 8/6/2025, via telephone 
and got no response.On 9/10/2025 at 5:19 PM, the surveyor reviewed the camera footage with the LNHA. 
The security camera revealed that on 8/23/2025, the Receptionist responded to the sound of the door at the 
employee entrance to allow CNA #3 into the facility. At that same time, Resident #2 was leaving out that 
same entrance at 7:21:46 AM. The LNHA explained that the camera had a time lag on the clock timer, so the 
actual time was 8:15 AM, and not 7:21 AM.On 9/11/2025 at 10:52 AM, the surveyor interviewed the Regional 
Director of Nursing (RDON), who stated that there was a glitch in the system and the WG system was not 
connecting to the sensor in the ceiling. The RDON stated that she was not aware of the PN from 8/6/2025, 
about Resident #2 leaving their unit and being returned to the second floor from the first floor. The RDON 
stated that after Resident #2 eloped on 8/23/2025, the facility recognized gaps in the system and they started 
addressing them.On 9/11/2025 at 12:14 PM, the surveyor interviewed CNA #2 who stated; if a staff member 
was at the end of the hallway, they would not be able to see the resident get onto the elevator or hear an 
alarm sound from the WG. CNA #2 stated that she did not recall hearing an alarm sound when Resident #2 
went onto the elevator on 8/23/2025, and eloped.According to the Assistant Director of Nursing (ADON), 
during interview on 9/11/2025 at 12:46 PM, Resident #2 was found at their childhood home which was 
approximately a sixteen minute drive or a two hour walk from the facility.On 9/11/2025 at 12:55 PM, the 
surveyor conducted an interview with the Maintenance Director (MD), who stated that he was familiar with 
the WG system and did weekly checks by taking the WG sensor to the elevator and to employee entrance 
door to see if the alarm sounded up to three to five feet away from the exit. The MD stated that the setup was 
to not allow the resident with the WG to go down on the elevator unaccompanied and that when he checked 
the door alarms, they worked. The MD stated maybe the signal on the ankle did not connect. The MD also 
stated that the technicians moved the antenna box from the top when they were called to check the elevator 
alarms after elopement incident.On 9/11/2025 at 1:27 PM, the surveyor interviewed second floor Unit 
Manager (UM), who stated that she was aware that Resident #2 had exit seeking behavior and that the 
entire staff was aware that resident had exit seeking behavior and the WG and resident's behavior is on the 
resident's care plan.On 9/11/2025 at 1:40 PM, the survey conducted an interview with CNA #3, who stated 
that on 8/23/2025, he was already at work and had to get something from the car. When he opened the door 
to re-enter the building, the resident came out and that CNA #3 was a bit frightened because of the way the 
resident came out. CNA #3 further stated that Resident #2 looked like a doctor and that he did not hear an 
alarm or else it would have triggered him to check. CNA #3 also stated that he did not recognize the resident 
because the resident resided on the second floor and he worked on the first floor.On 9/11/2025 at 2:15 PM, 
the surveyor re-interviewed the LNHA in the presence of the ADON and RDON, who stated that it was 
expected of all facility staff to know who the residents were at risk for elopement and who had WGs for the 
alarm system to work consistently.During interview with the DON on 9/18/2025 at 10:05 AM, the surveyor 
asked about the facility's protocol for how staff communicated and reported any system issues including WG 
alarm related issues. The DON stated that staff were supposed to verbally inform the supervisor, DON, 
LNHA or any other administrative member. The DON also stated that he was not made aware of any issues 
with the elevator alarming system.On 9/18/25 at 12:45 PM, during the survey team's verification of the 
Removal Plan (RP), the surveyor went to the employee entrance door with the MD to test the alarm system. 
As part of the test, the surveyor asked CNA #4 to bring a resident with a WG to the employee entrance door, 
and when the resident approached the door, the alarm did not sound. At that time, the MD opened the 
employee entrance door and asked the staff to walk with the resident through the door. The resident, who 
was wearing a WG, walked out of the building and the door alarm did not sound. Both CNA #4 and the MD 
stated that the alarm was supposed to sound to alert staff that a resident with a WG exited the building.On 
9/18/2025 at 1:00 PM, the surveyor went to the second floor and requested CNA #5 to walk a resident with a 
WG through the elevator to test the functioning of the alarm system. CNA #5 then accompanied Resident #2 
to Elevator #1, and when Resident #2 entered Elevator #1, the alarm did not sound. The surveyor entered 
the same elevator and joined CNA #5 and the resident. Without entering the alarm code, CNA #5 pushed the 
elevator down button; the elevator door closed and went down to the first floor without the code being 
entered and the alarm did not sound. CNA #5 stated that the elevator alarm was supposed to sound; the 
door was not supposed to close; and the elevator was not supposed to go down if a resident was in the 
elevator with a WG and the code was not entered. CNA #5 then checked the resident's ankle to make sure 
the resident was wearing their WG and confirmed the presence of the WG on the resident's ankle. The 
surveyor then requested that the WG alarm be tested on Elevator #2, and CNA #5 accompanied the resident 
into Elevator #2, and the alarm did not sound.During interview with the LNHA, in the presence of the DON on 
9/18/2025 at 1:55 PM, he stated that he expected the alarm systems to work consistently whenever a 
resident with a WG tried to enter the elevator or to exit through the employee door.The implementation of the 
Removal Plan was not verified, and the immediacy continued.An acceptable Removal Plan (RP) was 
received on 9/19/2025 at 10:56 AM, indicating the action the facility will take to prevent serious harm from 
occurring or recurring.The facility implemented a corrective action plan to remediate the deficient practice to 
include Resident #2 was located on 8/23/2025, sent to the hospital for evaluation, returned to the facility the 
same day, and immediately placed on 1:1 supervision that was maintained until 8/24/2025. Resident #2 had 
a skin and pain assessment with no injury; the physician and family were notified; and the resident's WG was 
checked every shift for placement and function. On 8/25/2025, the facility's vendor serviced the WG system, 
and staff were stationed at employee entrance/exit until 9/18/2025, when the system was repaired when the 
WG vendor increased the system's sensitivity. All residents with WG were checked; updated resident photos 
for residents with WGs were posted in both elevators and employee entrance. All receptionists were 
educated on the process of buzzing employees in and out of the facility, and all staff were educated on the 
facility's elopement policy, wandering binders and identification process, and elopement drills were 
conducted.The surveyor verified the implementation of the RP on-site during the continuation of the survey 
on 9/23/2025.NJAC 8:39-27.1(a)
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