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COMPLAINT #2572162 Based on observations, interviews, medical record review, and review of other 
pertinent facility documentation on 7/31/25 and 8/1/25, it was determined that the facility failed to provide 
adequate supervision for a resident with cognitive impairment who required assistance with all activities of 
daily living and accompaniment to outside doctor's appointments and was sent to an out-of-state doctor's 
appointment and eloped. This deficient practice was identified for 1 of 3 residents reviewed for accidents 
(Resident #1). On 7/23/25 at 10:15 A.M., Resident #1 was sent to an out-of-state (OOS) doctor's 
appointment unaccompanied via medical transport. At 4:00 P.M., the facility received a telephone call from 
the OOS provider's office that Resident #1 could not be located. The facility received another telephone call 
on 7/24/25 at 8:30 P.M., that the resident was found at a nearby park approximately twenty-eight and a half 
hours later. Resident #1 was transported to the hospital and admitted for five days with an acute kidney 
injury that was likely due to dehydration and was discharged on 7/29/25. The facility's failure to provide 
adequate supervision for Resident #1 placed Resident #1 and all other residents who required supervision 
during off-site doctor's appointments at risk for elopement. This posed the likelihood for serious harm, injury, 
impairment, or death which resulted in an Immediate Jeopardy (IJ) situation. The IJ began on 7/23/25 at 4:00 
P.M., after Resident #1 was unaccompanied at an OOS doctor's appointment and eloped. The facility was 
notified of the IJ on 8/1/25 at 3:21 P.M. The facility submitted an acceptable Removal Plan (RP) on 8/5/25 at 
10:27 A.M. The surveyor verified the implementation of the RP on-site on 8/6/25 at 3:34 P.M. The evidence 
was as follows A review of the facility's Transportation policy with an effective date of 03/2020, revealed that, 
Social services or charge nurse will be responsible for arranging transportation., and that, A member of the 
nursing staff or social services will make arrangements to have a resident accompanied at a diagnostic 
appointment as required . A review of the Facility Reportable Event (FRE) sent to the New Jersey 
Department of Health (NJDOH), indicated that on 7/23/25 at 10:15 A.M., Resident #1 was picked up from the 
facility and transported to an OOS provider appointment by an escort assigned by the OOS provider. The 
facility then received a call at 4:00 P.M. from the OOS provider's office asking if the resident had returned to 
the facility as the resident could not be located. The FRE indicated that the resident had been seen and 
when they went to retrieve them, the resident could not be located. The facility determined that the resident 
had yet to return, and the OOS provider initiated a search. The facility next received a call from the OOS 
provider stating that the facility found Resident #1's wheelchair at 7/23/2025 at 6:00 P.M. The FRE further 
indicated that the OOS provider called a code and continued to search for the resident. According to the 
admission Record face sheet, Resident #1 was admitted to the facility with diagnoses which included but 
were not limited to: degenerative disease of the nervous system, abnormalities of gait and mobility, 
schizophrenia, and bipolar disorder. A review of Resident #1's Minimum Data Set (MDS), an assessment tool 
dated 6/20/25, revealed that the resident had a Brief Interview for Mental Status (BIMS) score of 8 out of 15, 
which indicated that the resident's cognition was moderately impaired. A further review of the MDS revealed 
in Section GG, Functional Abilities, that the resident required assistance with all aspects of self-care. This 
section also indicated that Resident #1 required assistance with transitioning from sitting-to-standing, toilet 
transfer, and walking. A review of Resident #1's care plan (CP) included but were not limited to the following 
focus areas:-Activities of daily living (ADL) self-care deficit initiated 6/15/25, with a goal that the resident 
would, .receive assistance necessary to meet ADL needs. -At risk for falls due to impaired mobility, tardive 
dyskinesia (movement disorder), hypertension (high blood pressure), diabetes mellitus, psychotropic 
medication, abnormalities of gait and mobility initiated 6/15/25. An intervention included that the resident 
would be provided with assistance as needed.-Neurological deficiencies related to disease process and 
neurocognitive disorder initiated 6/16/25, with a goal that the resident would have ADL needs met with staff 
assistance. A review of Resident #1's Progress Notes (PN) revealed a Nursing Note dated 6/18/25 at 12:05 
P.M., that the resident had a virtual psychiatrist visit with the [provider named redacted], and that the resident 
would be transported to a local [provider named redacted] every four weeks for an injection. The note 
indicated that the [provider name redacted] would provide transport with medical transport and a person to 
go with [them]. During the visit, when asked where the resident was, the resident answered in a [provider 
name redacted] hospital [out-of-state] for about a year, [they] were fifteen years old and stated [they] were in 
boot camp and that [their] legs and back hurt from all the training. When asked the year, [they] stated 2000 
something I have to look at the calendar. A further review of the Progress Notes did not include any 
documentation related to the accompaniment of the resident to OOS [provider name redacted] appointments. 
A further review of documentation provided by the facility included a Summary and Conclusion for the 
7/23/25, incident that revealed that the resident was transported to the appointment, . by an escort assigned 
by [the OOS name redacted provider] . and that, . Prior to the appointment being scheduled, the [OOS 
provider] confirmed that the patient would have an aid and attendant at all appointments provided by the 
[OOS name redacted provider]. The facility also provided an email thread between the facility staff and the 
OOS Provider's Social Worker (PSW), ranging from 6/17/25 - 7/8/25, for the surveyor's review as follows: An 
email from the PSW dated 6/17/25 at 10:58 A.M., revealed that the facility could call this number to request 
travel at least twenty-four hours in advance [number redacted]. [The resident] has aid and attendance, so 
would cover having an attendant accompany [them] for appointments. They would provide either a [ride 
share company] or wheelchair van. Would need a staff member's phone to sent [ride share company] link to. 
Also cc'ing [the resident's] outpatient mental health clinic SW [name redacted] on this email as well. An email 
thread starting on 7/7/25 at 2:56 PM, by the facility's Unit Secretary (US), indicated that she was the 
secretary handling [the resident's] appointments. I have attempted to schedule [their] transport for the 
appointment on July 10th. The [OOS provider name redacted] transport department informed me that [they 
are] only cover for [ride share company] services. Our nursing department does not believe it is safe for 
[them] to go via [ride share company]. [The resident] needs to have a wheelchair transport with an aide to 
attend. The [OOS state provider name redacted] transportation department said that [the resident's] [Primary 
Care Physician] or SW would have to make the change prior to scheduling. Is there something that you are 
able to assist me with? An email dated 7/7/25 at 3:04 PM, by the PSW, in response stated, Is [the resident] 
in a wheelchair? If so we can set up wheelchair transport instead - would need to still call in the rides once 
approved though. An email dated 7/7/25 at 3:11 PM, by the US, in response stated, Yes, [the resident] uses 
a wheelchair. [The resident] is a limited assist and is unsteady at times. Do you know how long it takes to be 
approved so that I can call to get it scheduled? An email dated 7/8/25 at 11:20 AM, by the US to the PSW, 
stated, Good morning! Just following up regarding previous email. Do you know when it would be updated in 
the system? Thank you? An email dated 7/8/25 at 11:52 AM, by the PSW, in response stated, I can submit 
the request today and follow up with you once its approved - hopefully will be today or tomorrow in time to 
request appointment on the 10th. To make sure we are talking about the same [resident], would you mind 
please letting me know [their] last 4 social please? [If not first name and [date of birth ] are perfect. There 
were no additional emails provided by the facility and there was no email provided that the facility confirmed 
with the OOS provider that the resident would have an attendant accompany them to the OOS provider 
appointment on 7/23/25. The surveyor reviewed the transportation log provided by the facility's Unit Manager 
dated 7/23/25, which revealed that the resident was scheduled for pick-up at 9:45 A.M. for an 11:30 A.M. 
appointment. The log further noted, [OOS provider] to set-up transport for this appointment. The log did not 
indicate whether an attendant would be provided. The surveyor reviewed hospital discharge paperwork for 
Resident #1 which revealed that the resident spent five days in the hospital after being found wandering in a 
park with a diagnosis of, . acute kidney injury likely from dehydration. On 7/31/25 at 9:45 A.M., the surveyor 
observed Resident #1 lying in bed awake, watching television. When asked if the resident recalled having an 
OOS appointment, the resident stated, Somone reported me missing and I was walking the streets. The 
resident denied having knowledge of any other details of that day. During an interview with the US on 
7/31/25 at 10:32 A.M., the US stated that she was the primary person responsible for scheduling. The US 
stated that if it was determined that a resident needed to be accompanied to an appointment, she would first 
call the family to determine their availability, and if needed, staff would go. The US also stated that she had 
accompanied residents to appointments if no one else was able to go. The US recalled being informed by 
the Unit Manager (UM) that Resident #1 would require accompaniment to appointments, and that upon 
admission, an appointment to the OOS provider was pre-scheduled for 7/23/25. The US stated that she did 
not contact the family to ask about their availability to accompany the resident and she could not recall why. 
At that time, the US reviewed an email dated 6/17/25, which she stated that the PSW noted that everything 
was set-up for transportation and that she assumed that it included everything they had spoken about which 
was: appropriate transportation for the wheelchair and an attendant. The US further stated that she did not 
confirm whether an attendant would be at the appointment or not. During an interview with the UM on 
7/31/25 at 11:28 A.M., she stated that the US was primarily responsible for scheduling residents' 
appointments. The UM stated that in the case of Resident #1's provider, the facility would first reach out to 
them initially to determine if the resident's coverage included transportation and/or an attendant. The UM 
stated that this was based on the resident's insurance coverage. The UM further stated that nursing at the 
facility also determined whether they deemed that a resident required an attendant to accompany them to 
appointments. The UM also added that a resident's cognition level, BIMS score, safety awareness, fall risk, 
and ADL level, all played a role in a nurse's decision if the facility would send someone with the resident to 
appointments, or if a provider and/or insurance would not cover an aide. The UM stated that, Based on 
emails, it was my understanding that [the] resident was to have an aide/chaperone at the [appointments], as 
she had discussed with them during a virtual health visit and what was provided at a previous appointment. 
The UM stated that the resident had a previous appointment that the OOS provider provided an attendant 
for, and that she, herself, had not had any discussions with the OOS provider since the virtual health 
appointment. During an interview with the Long-Term Care Social Worker (SW), on 8/1/25 at 10:09 A.M., she 
stated that she was not involved with the scheduling of ongoing medical appointments for residents. During 
an interview with the Director of Nursing (DON) on 8/1/25 at 10:30 A.M., she stated that she expected staff at 
the facility to consider a resident's physical limitations, cognitive impairments, and the need for continuity of 
care when scheduling transportation for a resident to an appointment. The DON also stated that in addition 
to those factors, the need for a resident to have an attendant should also be considered and that if a family 
was not available, then staff accompanied them. The DON stated that they were under the impression that 
an aide would be provided for Resident #1 by the OOS provider based on:-Resident had a previous 
appointment on 7/11/25, and the OOS provider provided an aide then.-Confirmation emails sent by the US to 
the PSW.-The PN that documented the virtual health appointment in 6/18/25, that confirmed the need for the 
resident to have an aide and medical transport.-An email the facility received from the PSW indicating that 
the resident was covered for an attendant. During a follow-up interview with the DON and the UM on 8/1/25 
at 11:30 A.M., when asked what measures were taken to ensure that an attendant would be provided for 
Resident #1's appointment on 7/23/25, the UM pointed to the email dated 6/17/25 at 10:58 A.M., from the 
PSW, and stated that the email indicated that the resident would be covered for an attendant. They both 
stated that there was no additional documentation to provide to the surveyor regarding the confirmation that 
an attendant would be provided by the OOS provider. At that time, the UM explained that the process of 
scheduling appointments included the UM having a conversation with the US. When asked where it was 
documented that a resident would need accompaniment, the UM stated it was done verbally. When asked 
what was done to ensure that an attendant was provided by another provider each time, they stated that they 
had never had this issue before. When asked how the facility knew that a resident that required an attendant 
was provided one by another provider, they again stated that they had never had this issue before. During a 
telephone interview with the Medical Director (MD) on 8/1/25 at 12:43 P.M., he stated that he had been 
informed of Resident #1's elopement from the OOS provider's facility. When asked what his expectations 
were regarding the need for confirmation of an attendant for a resident who had cognitive impairment and 
required assistance with all ADLs and accompaniment to outside doctor's appointments, he stated, I would 
expect that the facility follows whatever policy is in place. During a follow-up interview with the DON on 
8/1/25 at 1:13 P.M., the surveyor asked if they should have confirmed that an aide would be at Resident #1's 
appointment on 7/23/25, she stated, Yes, they should have. The facility submitted an acceptable Removal 
Plan (RP) on 8/5/25 at 10:27 A.M., 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 
including: Resident #1 returned from the hospital and will be accompanied by facility staff member for all 
upcoming appointments; the facility reviewed upcoming offsite medical appointments for resident 
appointments for the next seven days. Residents were evaluated for cognition and/or elopement risk by a 
nurse. Based on the evaluation, facility administration ensured all residents who require to be accompanied 
have either an aide, attendant, or family member accompanying the resident for offsite medical 
appointments. Facility transportation policy was updated; a new risk assessment was created to identify 
residents who require escort services for offsite medical appointments. Unit Managers were trained on 
8/1/25. Assessments will be completed prior to any offsite medical appointments by UM or designee. On 
8/1/25, nursing administration staff were educated on updated Transportation policy. The DON will complete 
an audit of upcoming resident offsite medical appointments to ensure residents who require accompaniment 
have a person in attendance with the resident. The surveyor verified the implementation of the RP on-site on 
8/6/25 at 3:34 P.M. N.J.A.C. 8:39-27.1(a)
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