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Based on observation, interviews, and a review of medical records and pertinent facility documents on 
11/12/25, it was determined that the facility failed to provide adequate supervision to a severely cognitively 
impaired resident (Resident #2) with a known history of wandering behaviors, who eloped from the facility on 
10/29/25. The deficient practice was identified for 1 of 5 residents reviewed for elopement (Resident #2). 
During the survey, a finding which constituted an Immediate Jeopardy (IJ) was identified under 42 CFR 483.
25 (d)(2) F 689, as the facility failed to provide adequate supervision to a severely cognitively impaired 
resident (Resident #2) with a known history of wandering behaviors who eloped from the facility on 
10/29/2025. Registered Nurse (RN) #1 who was assigned to Resident #2 last observed the resident at 
approximately 4:45 p.m. on 10/29/2025. At approximately 5:05 p.m. Resident #2's assigned Certified Nurse 
Aide, (CNA) #1 went to the resident's room and observed the resident was not in there. CNA #1 then initiated 
a search for the resident in the dining room, and the resident was not found. At that time, CNA #1 alerted all 
staff and informed them that Resident #2 could not be located. A Code Gray (elopement/missing person 
code) was initiated, and staff members proceeded to search for the resident. The local police contacted the 
facility at approximately 5:45 p.m. and informed them that they found Resident #2 in a nearby town. The 
police returned Resident #2 to the facility at 6:00 p.m. The facility assessed Resident #2 with no injury. The 
facility's failure to provide the adequate supervision to a severely cognitively impaired resident with history of 
wandering behaviors and 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 10/29/25 at 
approximately 4:45 p.m. when resident was last seen by staff in the facility. The facility Administration was 
notified on 11/12/25 at 4:17 p.m The facility submitted an acceptable Removal Plan (RP) on 11/13/25 3:34 p.
m The surveyor verified the implementation of the RP during the continuation of the onsite survey on 
11/17/25 at 1:32 p.m. The evidence was as follows:A review of the facility's policy, undated, Elopements and 
Wandering Residents included: Policy This facility ensures that residents who exhibit wandering behavior 
and/or are at risk for elopement receive adequate supervision to prevent accidents and receive care in 
accordance with their person-centered plan of care addressing the unique factors contributing to wandering 
or elopement risk.Policy Explanation and Compliance Guidelines 1. Wandering is random or repetitive 
locomotion that may be goal-directed (e.g., the person appears to be searching for something such as an 
exit) or non-goal directed or aimless.2. Elopement occurs when a resident leaves the premises or a safe 
area without authorization (i.e., an order for discharge or leave of absence) and/or any necessary 
supervision to do so.5. The facility shall establish and utilize a systematic approach to monitoring and 
managing residents at risk for elopement or unsafe wandering, including identification and assessment of 
risk, evaluation and analysis of hazards and risks, implementing interventions to reduce hazards and risks, 
and monitoring for effectiveness and modifying interventions when necessary. 6. Monitoring and Managing 
Residents at Risk for Elopement or Unsafe Wandering . d. Adequate supervision will be provided to help 
prevent accidents or elopements.The Facility Reportable Event record (FRE) dated 10/29/2025, which the 
facility submitted to the New Jersey Department of Health (NJDOH) revealed that on 10/29/2025, at 
approximately 7:00 PM, Resident #2 exited the facility without staff knowledge and returned safely. Also, 
when the resident returned to the facility, they exhibited increased agitation, refused skin assessment and 
stated, This is not my home, I did not want to stay here. Resident #2 was transferred to hospital due to 
aggressive behavior. A review of an untitled facility document dated 10/29/2025 revealed the following:On 
10/29/2025, Resident #2 was last seen on the nursing unit at approximately 4:45 p.m., by Registered Nurse 
(RN) #1, who was assigned to the resident. At approximately 5:05 p.m. Resident #2's assigned Certified 
Nurse Aide (CNA) #1 went to the resident's room and observed the resident was not in their room. CNA #1 
then initiated a search for the resident in the dining room, and the resident could not be found. At that time, 
CNA #1 alerted all staff and informed them that Resident #2 could not be located. A Code Gray 
(elopement/missing person code) was initiated. The staff performed an extensive search of the entire facility 
premises. It was determined that Resident #2 was missing. The local police contacted the facility at 
approximately 5:45 p.m. and informed them that they found Resident #2 in a nearby town. The police 
returned Resident #2 to the facility at 6:00 p.m. The facility assessed Resident #2 with no injury. However, 
Resident #2 exhibited increased agitation and was sent to the hospital for evaluation. On 11/14/2025 at 2:48 
p.m., the surveyor requested and received a copy of the Police Officer's Report from the town the resident 
was found. The report dated 10/29/25 8:27 p.m., indicated the following: Around 5:19 p.m., Resident #2 
knocked on the passenger window of their police vehicle that was parked in (name of town) which was 
approximately 3 miles away from the facility and approximately one hour away by walking. The police report 
stated that Resident #2 appeared confused and stated to the police that they were trying to find where they 
lived but the resident was unable to provide the address. The police looked through the resident's cell phone 
and was able to find the facility she eloped. A review of CNA #1's statement revealed that Resident #2 was 
last seen on the unit before dinner. CNA #1 stated that CNA #2 was the person that took Resident #2's 
dinner tray to the resident's room and left the food there. CNA #1 stated that at 5:15 p.m., she went to check 
on Resident #2 in their room and noticed the dinner tray was in their room, but the resident was not there. 
CNA #1 stated that she then went to the day room to look for Resident #2, but the resident was not there 
either. CNA #1 then alerted the other staff members on duty and a search was initiated by looking from room 
-to- room, and in the other two units (West and East wing) in search of the resident. A review of RN #1's 
statement revealed that she was informed around dinner time that Resident #2 was not in their room or in the 
dining room. RN #1 then checked the hall and other residents' rooms because she knew Resident ##2 
sometimes went into other residents' rooms. RN #1 stated that at 5:26 p.m., the Supervisor informed staff 
that Resident #2 was not in the building and that the search for the resident continued.On 11/12/2025 at 
10:25 a.m., the surveyor conducted an interview with Licensed Practical Nurse (LPN #1) who was the Unit 
Manager on 10/29/25. LPN #1 stated: nurses and CNAs, we all eyeball the residents who wander, and staff 
would place a resident on the 24-hour staff-to-staff communication report if the resident showed exit seeking. 
LPN #1 stated that Resident #2 liked to wander and would pace by the nurse's desk and on the unit LPN #1 
stated the facility is not sure how Resident #2 exited the building because all the doors were locked. On 
11/12/2025 at 12:30 p.m., the surveyor conducted a telephone interview with Registered Nurse (RN #1) who 
was assigned to care for Resident #2. RN #1 stated that she last saw Resident #2 around 4:45 p.m. at the 
nurse's station. On 11/12/2025 at 11:05 a.m., the surveyor conducted an interview with CNA#1, who was 
assigned to Resident #2. CNA #1 stated the last time she saw Resident #2 was in the dining room before 
dinner. CNA #1 stated that she left the floor briefly to go to the human resources and returned to the unit at 
approximately 5:05 p.m. CNA #1 stated that she looked in the dining room but did not see the Resident #2, 
she then went to their room and noted the dinner tray on the table. CNA #1 stated she returned to the dining 
room to look for the resident and did not see them there and she alerted the assigned nurse. On 11/12/2025 
at 11:45 a.m., the surveyor conducted an interview the receptionist. The receptionist stated that the lobby 
door has a code to allow people to enter and exit the facility, and that the front entrance door gets locked 
after 8 p.m. The receptionist stated she did not see Resident #2 leave the facility through the front door on 
10/29/25.The surveyor conducted a telephone interview with Registered Nurse (RN #1) who was assigned to 
care for Resident #2. RN#1 stated she last saw Resident #2 around 4:45 PM at the nurse's station. On 
11/12/2025 at 12:45 p.m., the surveyor conducted an interview with the Director of Nursing (DON) who 
stated that upon admission Resident #2's risk score for wandering was a 9, meaning Resident #2 was at 
moderate risk for wandering. The DON further stated that staff should be eyeballing Resident #2, and that 
the facility did not place the resident on 15-minute checks because they were not considered exit seeking. 
The surveyor asked what type of risk assessments are done for residents with wandering behaviors. The 
DON stated: We do not do elopement risk, just wandering risk and that a wandering care plan should have 
been in place not elopement care plan. The DON also stated that Dietary and Housekeeping staff were 
interviewed regarding Resident #2's elopement on 10/29/2025 and they could not recall seeing the resident 
leave the facility. The surveyor interviewed the Licensed Nursing Home Administrator (LNHA) on 11/12/25 at 
12:45 p.m., who stated that Resident#2 was not an elopement risk but should have been considered a 
wanderer. LNHA stated that the resident's care plan as elopement was wrong because wandering and 
elopement are not the same, and that while elopement involves exit seeking, wandering involves going into 
other people's rooms. LNHA further stated that facility has not been doing elopement risk assessment, just 
wandering risk. 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: Unspecified Dementia, Mood Disturbance Anxiety and Alzheimer's Disease.According to the 
Minimum Data Set (MDS), an assessment tool dated 10/25/2025, Resident #2 had a Brief Interview for 
Mental Status (BIMS) score of 4 out of 15, which indicated the resident was severely cognitively impaired. 
According to Resident #2's Wandering Risk Scale assessment with an effective date of 10/25/2025, Resident 
#2 had a Wandering Risk Scale of 9, which indicated Resident #2 was at risk to Wander.A review of 
Resident #2's Care Plan (CP) with an initiated date of 10/27/2025, under Focus revealed that Resident #2 
was at risk for Elopement related to Alzheimer's/Dementia. The goal of the CP was that Resident #2 will not 
leave the facility unattended. The CP interventions included: engage in activities/tasks to keep occupied, 
engage resident in diversional activity, monitor behavior and attempt to determine pattern/frequency, redirect 
to an appropriate area and provide supervision when resident exhibiting exit seeking behavior. A review of 
the Progress Note (PN) dated 10/27/2025 at 7:56 a.m. revealed that Resident #2 was alert with confusion 
and that the resident stayed awake on and off and wandered into other rooms. A review of PN dated 
10/27/2025 at 10:31 p.m. revealed that Resident #2 was experiencing some difficulty adjusting to facility 
because they were new, have history of confusion, forgetfulness, wandering and had trouble with sleep. An 
acceptable Removal Plan (RP) was received on 11/13/2025 at 3:34 p.m., indicating the actions 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:1. Identification of Residents Affected or Likely to be 
Affected:The facility maintained the following actions to address the citation and prevent any additional 
residents having the potential to be affected by the deficient practice. Immediately upon identification of the 
missing Resident #2, all residents were visually checked to be sure they were safe and all staff facility wide 
were informed to check all residents to ensure safety. A complete head count of residents was conducted, 
and all other residents were accounted for:DON/Designee immediately, on 10/30/25 conducted an audit to 
review the residents at risk of elopement assessments.DON/Designee conducted a full house audit on 
11/12/25 for residents at risk for elopement with review and revision of the care plans. This included 
implementation of interventions consistent with the residents' needs, goals and care plans to reflect current 
risk of elopement. The residents were monitored Q 30-minutes when noted in the common areas such as 
dayroom, dining rooms, and attending activities. The facility has now increased the monitoring to Q 
15-minute monitoring Q shift.DON/Designee on 10/29/25 immediately re-educated license and non-license 
staff on the Elopement Policy and Procedure.At risk residents for elopement are identified with a discreet 
visual indicator listed under special instructions in the residents EMR (Electronic Medical Records) on 
11/12/25.Facility Educator/Director of Nursing 10/29/25 immediately reviewed and revised the elopement 
binders located on each unit and front entrance with the resident's profile picture in color.All exits, windows, 
and keypads were checked and functioning. Facility Administrator/Director of Maintenance changed all the 
keypad codes on 10/30/25. 2. Actions to prevent Occurrence/RecurrenceThe facility took the following 
actions to prevent an adverse outcome from reoccurring: Facility added monitoring rounds every 15 minutes 
for identified high-risk residents to maintain safety on 11/12/25. Audit monitoring tool sheets will be 
completed by direct care staff and completion reviewed by the DON/Designee.Facility implemented a new 
protocol for Family/Vendors/Visitors to sign in upon entering and sign out prior to exiting the facility on 
10/29/25.Director of Maintenance conducted a full house audit of the keypad doors and windows noted 
secured, and functioning on 10/30/25.The facility Director of Maintenance, Director of Housekeeping, and the 
Administrator will maintain the keypad codes. Director of Maintenance will revise the schedule for changing 
keypad codes, making changes more frequent to monthly to the exit doors located at the end of the units.
Visitor Communication Signage is located at the vestibule alerting visitors and staff to monitor the 
surroundings prior to entering the lobby to ensure the safety of the residents 10/29/25.Facility Educator 
provided mandatory re-education for staff (nursing, direct care, dietary, housekeeping, maintenance, and 
department heads) on elopement prevention, supervision, and emergency response on 10/29/25. Ongoing 
training will be provided with any staff on all shifts or vacations prior to the start of the next schedule shift.
Facility Educator will continue to incorporate the Elopement prevention training into new hire orientation and 
annual education.Facility Educator provided mandatory training on the new implementation of identifying 
residents at risk for elopement under special instructions in the residents EMR (Electronic Medical Records) 
on 11/12/25.Facility Administrator conducted QAPI Ad Hoc (Quality Assurance and Performance 
Improvement) meeting with the Interdisciplinary Team on 10/30/25 to review the residents at risk for 
elopement care plans, interventions and elopement assessments.Quarterly X 2 elopement drills will be 
conducted to reinforce emergency response.Monthly X 6 months review of elopement risk assessments by 
the interdisciplinary team will be conducted and revised as needed.A QAPI (Quality Assurance and 
Performance Improvement) has been initiated to report on the above monitoring and auditing procedures. 
Results of the audits and findings, if any, will be presented to the monthly QAPI (Quality Assurance and 
Performance Improvement) meeting for review and revised as deemed appropriate. Monitoring/Auditing and 
reporting will continue for a minimum of three months.The surveyor verified the implementation of the RP 
on-site survey and determined that the immediacy for F 689 was removed as of 11/17/25 at 1:32 p.m.NJAC 
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