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Complaint #: 2674711 Based on observation, interviews, review of medical records, and review of other 
pertinent facility documents on 11/25/2025, it was determined that the facility failed to provide adequate 
supervision to a cognitively impaired resident who wore a wander guard and had a known history of 
wandering (Resident #2), who eloped from the facility on 11/17/2025. The deficient practice was identified for 
1 of 3 residents reviewed for elopement (Resident #2).During the survey a finding that constituted Immediate 
Jeopardy (IJ) was identified under CFR 483.12(a)(1) F689. The facility failed to: a) provide adequate 
supervision to prevent a cognitively impaired resident (Resident #2) who was a known elopement risk and 
wore a wander guard bracelet (a wearable device that triggers alarms and/or locks) from exiting their secure 
second floor unit when LPN #1 saw Resident #2 on the facility's first floor, b) LPN #1 recognized that 
Resident #2 belonged on the second floor and took the resident back to the second floor via the facility 
elevator and returned Resident #2 to the second-floor common sitting area without notifying second floor 
staff, and c) staff failed to respond appropriately to alarms to prevent the resident from leaving their secure 
unit, and the facility unsupervised. On the afternoon on 11/17/2025, Resident #2, who resided on the facility's 
second floor secure unit and wore a wander guard, was found by a Licensed Practical Nurse (LPN #1) on the 
facility's first-floor asking another resident for directions to a different address. LPN #1 returned Resident #2 
to the second floor and left them in the common area. The nurse assigned to Resident #2 was not made 
aware that the resident has left the facility's second floor secure unit. On 11/17/2025 at approximately 2:30 
PM, Resident #2 pushed open a stairwell door on the facility's second-floor secured unit. The resident then 
pushed open the exit door at the bottom of the stairwell and left the facility. The second-floor Unit Secretary 
(US #1) silenced the stairwell door alarm without completely checking the area for the resident who caused 
the alarm to sound. On 11/17/2025 at approximately 3:30 PM or 4:00 PM, LPN #2 could not find Resident #2 
while doing his rounds. LPN #2 searched hallways, resident rooms, and bathrooms on the second floor. The 
search performed by LPN #2 alone lasted approximately 30 minutes. LPN #2 then expanded his search to 
the facility's first floor, Assisted Living, and Hospital, assisted by LPN #3 and a Certified Nursing Assistant 
(CNA #1). At approximately 6:00 PM, LPN #2 informed the Director of Nursing (DON) that Resident #2 was 
missing. It was on 11/17/2025 at approximately 6:00 PM, when Resident #2 had been missing for 
approximately two and a half hours, that the facility's elopement protocol was enacted. On 11/17/2025 at 
approximately 10:30 PM, Resident #2 was found by facility staff laying on the ground in a wooded area at the 
back of facility grounds. The resident was dressed in a shirt and sweater, long pants and socks. The resident 
called out to facility staff for help and complained of hip pain. The resident was transported to the hospital by 
ambulance and remained in the hospital until 11/22/2025. Resident #2 returned to the facility with diagnoses 
including but not limited to compression deformity of the vertebra; urinary retention; and possible pneumonia. 
The resident was placed on one-to-one (1:1) supervision when they returned to the facility. The facility's 
failure to a.) provide adequate supervision to prevent a cognitively impaired resident who was at risk for 
elopement from exiting a secure unit, b.) respond appropriately to wandering and door alarms, and c) enact 
their elopement protocol timely, placed Resident #2 as well as all residents at risk for elopement and posed a 
likelihood of serious harm, injury, impairment, or death and resulted in an Immediate Jeopardy (IJ) situation. 
The IJ began on 11/17/2025 at an unknown time when Resident #2 exited the secure second floor unit and 
was found on the facility first floor unit. The facility Administration was notified of the IJ on 11/25/2025 at 7:47 
PM. The facility submitted an acceptable Removal Plan (RP) on 11/25/2025 at 8:00 PM. The surveyor 
verified the implementation of the RP during the continuation of the on-site survey on 12/01/2025.The 
evidence was as follows: A review of the facility policy Wandering and Elopements, with a revision date of 
March 2019, revealed under Policy Statement, that, The facility will identify residents who are at risk of 
unsafe wandering and strive to prevent harm while maintaining the least restrictive environment for residents. 
Under Policy Interpretation and Implementation, the facility policy revealed, .3. If a resident is missing, initiate 
the elopement/missing resident emergency procedure. This section of the facility policy further revealed that 
staff should determine if the resident is out on pass; initiate a search of the buildings and premises; if the 
resident is not located, notify facility administration, the resident representative, attending physician, and law 
enforcement. A review of the facility policy Safety and Supervision of Residents, with a revision date of July 
2017, revealed under Systems Approach to Safety, that, Resident supervision is a core component of the 
system approach to safety. The type and frequency of resident supervision is determined by the individual 
resident's assessed needs and identified hazards in the environment. This section of the facility policy further 
revealed that the type and frequency of resident supervision may vary over time for the same resident and 
may need to be increased when there is a change in the resident's condition. A review of the Facility 
Reportable Event (FRE) dated 11/17/2025, that the facility submitted to the New Jersey Department of 
Health (NJDOH), revealed that on 11/17/2025, at 6:00 PM, facility administration was notified that Resident 
#2 was missing. A search of the building and campus were conducted, Resident #2's family was notified, and 
police were notified. The FRE further revealed that Resident #2 was located on facility grounds at 10:33 PM 
and was sent to the Emergency Department for evaluation. An undated facility document with Resident #2's 
name and November 17, 2025, at the top was reviewed. The Investigation Details: section of the facility 
document revealed the following:The facility video footage showed that Resident #2 exited the second-floor 
unit from a stairwell door by activating the egress release on that door. Resident #2 then proceeded down 
the stairwell and exited the facility through the stairwell's exterior door. This section of the facility document 
further revealed that the Unit Manager (UM #1) and a Unit Secretary (US #1) reset the second-floor stairwell 
door alarm without thoroughly investigating the reason for the alarm. A review of a statement from CNA #2, 
dated 11/20/2025, revealed that during morning care, Resident #2 requested that the CNA dress them in a 
shirt and sweater. When asked by CNA #2 why they needed a sweater Resident #2 replied that they were 
going for a walk. A handwritten statement by LPN #1 dated 11/18/2025, revealed that she saw Resident #2 
on the facility's first floor and heard them asking for directions to a different address. LPN #1 recognized that 
Resident #2 belonged on the second floor and took the resident back to the second floor via the facility 
elevator. LPN #1 returned Resident #2 to the second-floor common sitting area and went back to the first 
floor. A statement by US #1 dated 11/18/2025 at 6:20 PM, was reviewed. US #1's statement revealed that 
between 2:30 and 3:00 PM, she silenced an alarm at the second-floor stairwell door. The statement revealed 
that US #1 asked UM #1 about the alarm and the code prior to using the keypad near the stairwell door to 
silence the alarm. US #1's statement further revealed that another resident who wore a wander guard was 
close to the door, so it was believed that it was that resident who caused the door alarm to sound. A 
statement by CNA #1 dated 11/19/2025, revealed that she realized that Resident #2 was missing at 4:50 
PM. CNA #1 reported the missing resident to LPN #2 at that time. A statement by LPN #3 dated 11/18/2025, 
revealed that at 5:15 or 5:30 PM, LPN #2 notified him that Resident #2 was missing. The statement revealed 
that LPN #2 and LPN #3 searched all rooms at the facility. LPN #3's statement further revealed that at 5:45 
or 6:00 PM, LPN #2 reported that Resident #2 was missing to the facility's DON. An undated statement by 
the facility's DON was reviewed. The DON's statement revealed that at 6:00 PM, LPN #2 and LPN #3 
notified her that Resident #2 could not be located. It was at that time that a systematic search of the facility 
and campus were conducted, and the local police department was notified at 8:45 PM. The DON's statement 
revealed that Resident #2 was found outside near the Assisted Living at 10:38 PM and was transported to 
the hospital. The DON's statement further revealed that the facility's security cameras were reviewed and 
showed Resident #2 exit the facility at 2:32 PM. An undated statement by a staff member (Staff #1) revealed 
that Resident #2 was found laying on their side on a path in a wooded area on the facility campus. The 
statement revealed that the resident asked for help and replied, yes, when asked if they were in pain. Screen 
captures from the facility's security cameras were provided to the Surveyor on 11/25/2025 at 11:39 AM, by 
the facility's DON. Security camera images dated 11/17/2025 at 2:28 PM, revealed that Resident #2 
approached the area of the second-floor stairwell door. Security camera images dated 11/17/2025 at 2:33 
PM, revealed that US #1 approached the second-floor stairwell door. A security camera image dated 
11/17/2025 at 2:31 PM, revealed that Resident #2 opened and passed through an exterior door near the 
facility entrance. On 11/25/2025 at 12:25 PM, the [NAME] President of Clinical Services (VPCS) and 
Executive [NAME] President (EVP) guided the surveyor along a route that Resident #2 may have taken 
during their time away from the facility. The VPCS led the surveyor through the second-floor stairwell door, 
down a flight of stairs, and out of a door at the bottom of the stairwell which opened to sidewalks and a 
parking lot near the facility entrance. The VPCS stated that the resident's exact route to the place they were 
found was not known. The Surveyor was guided over a paved walkway for approximately 2 minutes, then 
onto a gravel path which led behind and between other buildings and a graveyard on the facility campus. The 
VPCS indicated that Resident #2 was discovered in a partially wooded area between the Assisted Living 
facility and the interstate highway near a low cement structure that contained a large metal access panel. An 
interview was conducted with LPN #1 on 11/25/2025 at 1:40 PM. LPN #1 stated that on 11/17/2025 in the 
afternoon, she observed Resident #2 on the first floor talking with another resident. LPN #1 stated that she 
was not sure how Resident #2 got to the first floor. LPN #1 stated that she returned the resident to the 
second-floor common area, and she was not sure if she reported to any second-floor staff that Resident #2 
had been found on the first floor. An interview was conducted with LPN #2 on 11/25/2025 at 3:22 PM. LPN 
#2 stated that Resident #2 had a Care Plan (CP) in place for wandering and elopement because the resident 
tried to go to other areas of the facility. LPN #2 stated that he was not told that Resident #2 was found on the 
facility's first floor earlier that day. LPN #2 stated that when he became aware that Resident #2 was missing 
at 3:30 or 4:00 PM on 11/17/2025 he conducted a search of resident rooms and bathrooms on the second 
floor. LPN #2 stated that he searched independently for approximately 30 minutes. LPN #2 stated that he 
then got help from LPN #3 and CNA #1 to search the facility's first floor for approximately one hour. During 
the same interview LPN #2 stated that the proper process when a resident was missing was to notify a 
supervisor within 10 minutes. LPN #2 further stated that supervisor notification and activating a Code Yellow 
(facility procedure for responding to a missing resident) would have made all staff aware of the elopement 
and that they needed to search for the missing resident. An interview was conducted with CNA #1 on 
11/25/2025 at 4:14 PM. CNA #1 stated that on 11/17/2025, she was not able to round at the beginning of her 
shift to see her assigned residents. CNA #1 stated at 4:30 or 5:00 PM, she reported to LPN #2 that Resident 
#2 was not in their expected location and LPN #2 searched for the resident. A telephone interview was 
conducted with UM #1 on 11/25/2025 at 5:34 PM. UM #1 stated that on 11/17/2025 she was not informed 
that Resident #2 was found on the first floor and returned to the second floor by LPN #1. UM stated that if 
she had been aware that Resident #2 made attempts to leave the facility that day she would have done 
something more for the resident like assigning them a 1:1 monitor or providing extra attention to the resident. 
During the same interview UM #1 stated that she did not recall the stairwell door alarm sounding on 
11/17/2025. UM #1 stated that when US #1 asked her for the alarm code, she asked US #1 if anyone had 
gone down the stairs. UM #1 stated that she did not see anyone go down the stairs, did not check the stairs, 
and did not see US #1 check the stairs. UM #1 stated that when she asked US #1 if anyone went down the 
stairs US #1 replied that she did not see anyone. An interview was conducted with the DON on 11/25/2025 
at 6:07 PM. The DON stated that it was not customary for Resident #2 to go to the first floor without staff's 
knowledge. The DON stated that LPN #1 did not communicate with Resident #2's nurse after the resident 
was found on the facility's first floor and returned to the second floor on the afternoon of 11/17/2025. The 
DON stated that it was her expectation that when a stairwell alarm sounded, staff would investigate the 
reason for the alarm. The DON stated that her expectation was for staff to check down the stairs, open the 
outside door and check the area, and conduct a resident head count before the alarm was turned off. The 
DON stated that her expectations were not met in the case of Resident #2's elopement because when the 
door alarm sounded there was a delayed response. The stairwell alarm sounded at 2:28 PM, and US #1 
disengaged the alarm at 2:33 PM without checking the stairwell. The DON further stated that staff's failure to 
check the stairwell and outside of the exit door prevented Resident #2 from being located and allowed the 
resident to get further away from the facility. During the same interview the DON stated that LPN #2 and LPN 
#3 informed her that Resident #2 was missing on 11/17/2025 at approximately 6:00 PM and it was at that 
time that the facility's elopement protocol was activated. The DON stated that she was absolutely not notified 
timely that the Resident #2 was missing. The DON stated that when she was notified that Resident #2 was 
missing she was under the impression that the resident had just gone missing. The DON stated that the true 
timing of Resident #2's elopement was discovered during her investigation and review of security camera 
footage. The DON stated that the facility's Wandering and Elopements, policy should have been 
implemented at 3:40 PM on 11/17/2025, when facility staff became aware that Resident #2 was missing. The 
DON stated that it was better to call a Code Yellow as soon as possible because delaying could allow the 
resident to get further from the facility, make it difficult to locate the resident, and could result in the resident 
being hurt. An interview was conducted with the Licensed Nursing Home Administrator (LNHA) on 
11/25/2025 at 6:56 PM. The LNHA stated that the facility campus is separated from an interstate highway by 
a 5-foot fence and bordered by Route 206 (a 40 mile per hour road) on the other side where there was no 
fence. During the same interview the LNHA stated that facility administration should have been notified within 
a reasonable amount of time if a resident could not be located. The LNHA stated that staff could not locate 
Resident #2 at 3:40 or 3:45 PM on 11/17/2025 and Administration was not notified until 6:00 PM. The LNHA 
stated that when he was notified, he was led to believe that the resident had just gone missing. The LNHA 
stated that when administration learned the true timing of the incident, the parameters of the search were 
shifted from inside to outside of the building. The LNHA further stated that he wished he had known that the 
resident was missing sooner because it would have helped to expedite the process. The surveyor reviewed 
the medical record for Resident #2. According to the admission Record face sheet, Resident #2 was 
admitted to the facility with diagnoses which included but were not limited to: difficulty walking; anxiety 
disorder (mental health condition that causes fear, dread and symptoms that are out of proportion to the 
situation); muscle weakness; and traumatic subdural hemorrhage (bleeding near the brain that can happen 
after a head injury). According to the quarterly Minimum Data Set (MDS), an assessment tool dated 
08/19/2025, Resident #2 had a Brief Interview for Mental Status score of 12 out of 15, which indicated the 
resident's cognition was moderately impaired. A review of Resident #2's Elopement/Wandering Risk 
Evaluation dated 08/19/2025 at 5:18 PM, indicated that Resident #2 was a moderate risk for elopement. The 
evaluation included that Resident #2 was cognitively impaired and had poor decision-making skills; 
wandered aimlessly or non-goal-directed; and verbally expressed the desire to go home, packed belongings 
to go home or stayed near an exit door. A review of Resident #2's Care Plan (CP) revealed a focus initiated 
on 06/22/2023, that Resident #2 was at risk for falls and chose to walk with their wheelchair in front of them. 
Interventions included advising the resident to keep their shoelaces tied to avoid stepping on them while 
walking; advise the resident to sit and relax when they became tired while walking so that their legs could 
rest; create a safe environment with clutter free floors and adequate lighting; and to educate the resident to 
take a nap when they were tired to allow their legs to be elevated to prevent swelling. Resident #2's CP 
revealed a focus initiated on 07/03/2023, that Resident #2 had the potential risk for elopement related to 
wandering and needed to be redirected when they approached doors. The CP also indicated that Resident 
#2 had a wander guard placed on their ankle and that the resident's behaviors should have been monitored. 
Further review of Resident #2's CP revealed a focus initiated on 04/15/2025 that Resident #2 was at risk for 
elopement because they were disoriented to place, had a history of attempts to leave the facility unattended, 
and had impaired safety awareness. Interventions included provision of structured activities including 
toileting and walking inside and outside. A review of a Progress Note (PN) dated 11/17/2025 at 10:38 PM, 
written by the DON revealed, . resident located on the ground side lying able to make some needs known [.] 
Resident Oriented x2 responding to simple questions. Resident denied pain or discomfort. Resident noted to 
be wearing long pants, a gray sweater and red socks. [.] Resident was then advised he would be transferred 
to the hospital for assessment . An acceptable Removal Plan (RP) was received on 11/25/2025 at 8:00 PM, 
indicating the action the facility will take to prevent serious harm from occurring or reoccurring. The facility 
implemented a corrective action plan to remediate the deficient practice including: On 11/17/2025 a 
headcount was performed to confirm that all residents were accounted for.On 11/17/2025, Resident #2 was 
located and sent to the hospital for evaluation.On 11/17/2025 Regional Plant Operations reviewed all doors 
and locking mechanisms and addressed variances.On 11/18/2025 Nursing administration reviewed residents 
on wanderguard for appropriate orders and care plans.On 11/18/2025 elopement binders were reviewed to 
ensure that all residents at elopement risk were included.On 11/21/2025 all staff were educated on 
procedures for elopement drill and announcement of Code Yellow.On 11/21/2025 all staff were educated on 
the facility policies on wandering and elopement, and safety checks and supervision.On 11/21/2025 nursing 
staff were educated on rounding at the start of their shift and every 2 hours.On 11/18/2025 and 11/22/2025 
elopement drills were conducted. The surveyor verified the implementation of the Removal Plan on-site on 
12/01/2025, and determined the immediacy was removed as of 11/22/2025. There is sufficent evidence that 
the facility corrected the noncompliance and is in substantial compliance at the time of the current survey for 
the specific regulatory requirements for F689. NJAC 8:39-27.1 (a)
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