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Based on interviews, and review of pertinent facility documents on 10/29/25, it was determined that the 
facility failed to provide adequate supervision for a cognitively impaired resident (Resident #2) with 
documented history of exit seeking behaviors; and who eloped from the facility on 10/16/2025. The deficient 
practice was identified for 1 of 5 residents reviewed (Resident #2).Review of facility document dated 
10/16/2025 titled Incident-Elopement-Reference #2645660 revealed that on 10/16/2025 at approximately 
10:20 a.m., staff went to invite the resident to join an activity program and noticed the resident was not in 
their room. Review of multiple staff statements revealed that staff saw Resident #2 pacing around the unit 
and hallways earlier in the morning prior to their elopement. According to statement from the staff member 
assigned to monitor the resident every 15 minutes, the last time she saw Resident #2 on the unit was at 
approximately 10:10 a.m. The nurse then started to search for the resident in the rooms and in the dayrooms 
but did not locate the resident. At that time, they initiated code gray (missing person code) and staff started 
to search for the resident both inside and outside of the facility building. At approximately 10:40 a.m., a staff 
member saw the resident who was walking in the strip mall parking lot adjacent to the facility. The resident 
was then assisted back inside the facility without incident. Staff completed a skin assessment on the resident 
which showed no skin alterations, and the resident denied pain or discomfort.The assigned Licensed 
Practical Nurse (LPN #1) and the assigned Certified Nursing Assistant (CNA #1) confirmed during interview 
that they observed Resident #2 pacing around on the unit prior to their elopement. LPN #1 stated that 
usually, the assigned nurse and assigned CNA monitored the resident, and if the CNA was busy doing other 
tasks, she would inform the nurse. LPN #1 stated that CNA #1 was busy doing care in a resident's room and 
did not inform her. CNA #1 confirmed that she did not inform the nurse that she was busy doing care in 
another resident's room; and stated she should have informed the nurse. The facility's failure to provide 
adequate supervision to ensure the safety of a cognitively impaired resident who was at risk for elopement, 
with documented history of exit seeking behaviors, posed a likelihood of serious harm, injury, impairment or 
death. This resulted in an Immediate Jeopardy (IJ) situation. The IJ began on10/16/2025 at 10:03 a.m. The 
facility was notified on 10/21/25 at 5:08 p.m. The facility submitted a Removal Plan (RP) on 10/28/25 at 2:10 
p.m. The surveyor verified the implementation of the RP onsite on 10/29/2025 at 11:00 a.m. The evidence 
was as follows:A review of the facility's policy with a reviewed/revised date of 10/2025, titled 
Wandering/Elopement Policy indicated: Policy Statement: It is the objective of this facility to ensure the 
safety and protection of wandering residents by preventing their exit from the building. Purpose: The facility 
strives to prevent resident/patient elopement The facility will strive to identify residents at risk for unsafe 
wandering and exit seeking behavior and to develop individualized prevention and management 
interventions . Policy Interpretation and Implementation . 2.) develop individualized interventions in the care 
plan to address the potential for elopement. Interventions may include but not limited to the following .
Protected list of names and photographs of those at risk for elopement .Regular rounds .Staff interventions 
Structured group activities. Procedure 1.) Assess the security of potential internal environmental risk factors 
including Elevators, Exit doors .The Facility Reportable Event record (FRE) dated 10/17/2025, which the 
facility submitted to the New Jersey Department of Health (NJDOH), revealed on 10/16/2025, at 
approximately 10:30 a.m., an employee noticed that Resident #2 was not in their room. The employee 
inquired of the resident's whereabout at the nurse's station and when the resident could not be located, a 
code gray (missing person) was initiated. Staff searched the unit(s) and premises and Resident #2 was 
located in the adjacent strip mall's parking lot across from the facility. The resident was assisted back to the 
unit and assessed. No pain or injuries were noted.A facility document dated 10/16/2025 titled 
Incident-Elopement-Reference #2645660 included that on 10/16/2025, Resident #2 was monitored on every 
15 minutes watch schedule (Q15 minute monitoring) and that staff last saw Resident #2 in their room pacing 
at 10:00 a.m. The Incident Report stated that around 10:13 a.m., staff went to offer coffee to the resident but 
did not see the resident in their room. The staff member then informed the nurse who then looked for the 
resident in the room and dayroom but did not locate them. At that time a code gray was initiated. A search 
began for Resident #2 in all rooms and the entire facility premises in accordance with facility protocol. Staff 
located Resident #2 at approximately 10:40 a.m. walking in a strip mall parking lot adjacent to the facility. 
The resident was then assisted back inside the facility without incident. Staff also completed a skin 
assessment which showed no skin alterations. The resident denied pain or discomfort, and both physician 
and family were notified. According to the admission Record (AR) face sheet, Resident #2 was admitted to 
the facility with diagnoses which included but were not limited to: Alzheimer's Disease with late onset, 
dementia, altered mental status and history of falling. According to the Minimum Data Set (MDS), an 
assessment tool dated 10/15/2025, Resident #2 had a Brief Interview for Mental Status (BIMS) score of 11 
out of 15, which indicated the resident was moderately cognitively impaired.According to Resident #2's 
admission Observation V 12 (admission Assessment) with an effective date of 10/15/2025 at 8:30 p.m., 
Resident #2 had a history of two or more episodes of elopement for the last six months and was at risk for 
elopement. A review of Resident #2's Care Plan (CP) with an initiated date of 10/15/2025, under Focus 
revealed that Resident #2 was an elopement risk/wanderer related to history of attempts to leave the facility 
unattended. The CP indicated that the resident wanders aimlessly on the unit exit seeking. The goal of the 
CP was that Resident #2 will not leave the facility unattended. Interventions included: staff would maintain 
every 15-minute monitoring. Distract resident from wandering by offering pleasant diversions and structured 
activities.A review of the Progress Note (PN) dated 10/15/2025 at 7:58 p.m., revealed that Resident #2 was a 
flight risk. The PN further stated that staff were instructed to maintain close observation and ensure safety 
precautions are in place, including monitoring for exit-seeking behavior and ensuring door alarms were 
functional.The director of admissions, during interview with the surveyor on 10/21/25 at 9:45 a.m. stated that 
she let department heads know that he looked like a doctor and elopement from previous facility and 
requires security a unit.A review of LPN #1's statement revealed that she was doing medication pass when 
an aide notified her that Resident #2 was missing. LPN #1 stated that she last saw the resident pacing in the 
hallway prior to the incident and that the resident was on Q15 minute monitoring.A review of CNA #1's 
statement revealed that she last saw Resident #2 in the hallway on her way to do the care of another 
resident which was around 9:55 a.m. CNA #1 stated she was still doing another resident's care when she 
was informed that Resident #2 was missing from the unit.On 10/21/2025 at 12:05 p.m., the surveyor 
conducted a telephone interview with Certified Nursing Assistant (CNA #1) who was assigned to Resident 
#2. CNA #1 stated she last saw Resident #2 at 10:05 am as they were walking in the hallway by their room. 
CNA #1 stated she was in another room providing care for another resident for approximately 15 minutes 
when the nurse notified her that Resident #2 was missing. CNA #1 stated that she was the staff assigned to 
care for Resident #2, and that she should have informed the nurse that she was busy doing care for other 
residents that day but did not. On 10/21/2025 at 12:30 p.m., the surveyor conducted a telephone interview 
with Licensed Practical Nurse (LPN) #1, assigned to Resident #2. LPN #1 stated that she observed Resident 
#2 pacing around the unit and that she and CNA #1 redirected the resident back to the dining room multiple 
times. LPN #1 stated usually the assigned nurse and CNA monitored the resident and if the CNA was busy 
doing care, they would inform her. LPN #1 stated that CNA #1 was doing care in another resident's room and 
did not inform her. On 10/21/2025 at 2:00 p.m., the surveyor conducted an interview with the Director of 
Nursing (DON) and the Administrator. The DON stated that usually, the receptionist would have to buzz 
visitors out when they exited the building. The DON further stated they believe the resident went along with 
the transport company and exited at the same time, and that the receptionist did not see Resident #2 leave. 
The DON indicated the resident was unable to describe how they exited the building. The facility believed the 
resident left the building through the main front entrance door without being noticed by the receptionist 
because it was around a period of increased activity near the front entrance, and that this happened around 
the same time a transport company was leaving the facility through the same front door. According to facility 
investigation summary and conclusion, the facility concluded that Resident #2 probably exited their unit by 
following a visitor into the elevator down to the first floor.During the unit tour on 10/21/2025 at 11:10 a.m., the 
surveyor observed that the facility had two elevators (elevator #1 and #2), with signage posted on Elevator 
#1 indicating that elevator #1 was for Staff and emergency personnel only, while visitors were supposed to 
use elevator #2. When the surveyor inquired about facility protocols for the locked unit elevators use prior to 
the resident's elopement, the DON stated that prior to the elopement event, there was no keypad code 
requirement in place inside the elevator. This meant the elevator was able to close and go down to the first 
floor if a resident or anyone enters the elevator. The DON stated there are accountability sheets with the 
CNA and the nurse assigned to Resident #2; and if the CNA was doing care they are supposed to 
communicate with the assigned nurse who would then monitor the resident. The DON stated that facility 
determined that Resident #2 went missing between the Q15 minute checks when the assigned CNA went to 
do care for another resident. The surveyor interviewed Visitor #1 on 10/21/2025 at 12:55 p.m., who stated 
they usually use elevator #2 but on the day of Resident #2's elopement, he used elevator #1, and that he 
remember someone coming on with them in the elevator but did not know who the person was.On 
10/23/2025 at 9:30 a.m., the surveyor conducted an interview with the Receptionist who stated that in order 
for someone to leave the facility, she would have to buzz the person out the door. The receptionist further 
stated that she did not see Resident #2 leave the building the day of the elopement, and that they must have 
slipped out with transport when they were leaving the facility.An acceptable Removal Plan (RP) was received 
on 10/28/2025 at 2:00 pm, 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. Resident #2 had head-to-toe assessment, placed on one-to-one monitoring for observation and emotional 
support. On 10/16/2025, if elevator #1 is required, the visitor, vendor and/or transportation staff will be 
escorted by a staff member on and off elevator #1 until elevator access could be restricted.On 10/17/2025, 
restricted access to elevator #1 by installing keypad inside elevator and designating only receptionists, 
designees who cover receptionists, and leadership staff have the code, resulting in the elevator being 
inoperable to all other staff, visitors and residents. All codes changed on 10/16/2025 and will be changed on 
the 16th of each month, or as needed. All exit doors checked by maintenance for proper functioning and 
locking mechanism on 10/16/2025. Facility reviewed and updated elopement binders on each unit and by the 
receptionist area on 10/16/2025. Facility audited EMRs for presence of resident's profile pictures on 
10/16/2025.Facility audited new admissions for presence of the elopement risk evaluation and corresponding 
care plan (if applicable) on 10/16/2025.Facility conducted additional elopement drills on day and evening 
shift on 10/16/2025 and night shift on 10/17/2025. On 10/17/2025, additional security measures added to 
include keypads inside and outside of the elevator, restricting access to elevator operation. Court-1 (first 
floor) outside Elevator #1 keypad code needed to access elevator by designated staff only. Elevator #1 
keypad inside elevator code needed to operate first floor button (#1) to activate elevator to access first floor 
when on Court-2 (second floor). Code only given to receptionist, and designees who cover receptionists, and 
leadership staff. Receptionist and designees who cover the desk educated not to give out keypad codes.
Added alarms to all court building stairwell exit/egress on 10/16/2025. 2. Larger sign at the entrance to the 
elevator, redirecting visitors to the other elevator on 10/16/2025. Receptionist and designees who cover 
receptionists educated to wait to release the main entrance doors until anyone attempting to exit is identified 
as staff, visitors, vendors and authorized resident only on 10/16/2025. 3. Elopement policy reviewed 
10/16/2025. ADON or designee, initiated re-education on 10/16/2025 of staff members on the elopement 
policy and procedure. ADON or designee, initiated education on 10/17/2025 to changes to the elevator #1 
access with keypads restricting operation. Agency, PRN, and employees on PTO will be educated prior to 
their next scheduled working shift/day. 4.The DON or (designee) audited current residents for elopement risk 
and implemented immediate interventions if a high elopement risk score is triggered on 10/16/2025.The DON 
(or designee) audited new admissions for elopement risk and implement immediate interventions if a high 
elopement risk score is triggered on 10/17/2025 weekly x 4 weeks. The DON (or designee) evaluated 
elopement risk for residents who present with new wandering/exit seeking behaviors as soon as the behavior 
is identified on 10/17/2025 and weekly x 4 weeks. The DON (or designee) conducted weekly observations of 
staff/visitors/vendors safety practices when entering and exiting secured units on 10/17/2025 and weekly x 4 
weeks. Findings from audits and observations will be reported to the monthly QAPI Committee. The surveyor 
verified the implementation of the RP on-site on 10/29/25 and determined that the immediacy for F 689 was 
removed as of 10/29/25 at 11:00 am. NJAC 8:39-27.1(a)
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