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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of medical records, and other pertinent facility documentation on [DATE], it was 
determined that the facility failed to provide adequate supervision to a cognitively impaired resident (Resident 
#2) with a known history of elopement who eloped from the facility on [DATE]. The deficient practice was 
identified for 1of 3 residents (Resident #2).The resident had a history of exiting their unit on [DATE]. On 
[DATE] at approximately 6:01 P.M., Resident #2, while wearing a wander guard (security bracelet), left their 
unit on the second-floor and exited the facility through the main lobby front door. Staff became aware that the 
resident was missing from their unit when another nurse informed Resident #2's Licensed Practical Nurse 
(LPN #1) that when a staff member was coming into the facility, he saw someone that looked like Resident 
#2 on the road. At that time, LPN #1 looked for Resident #2 in their room, but could not find them. LPN #1 
and other staff members went outside to search for the resident. Resident #2 was found approximately thirty 
minutes later, while walking with a walker on a nearby busy four-lane highway, and brought back to the 
facility at approximately 6:49 P.M.The facility's failure to provide adequate supervision to a 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 which ran from [DATE] at 6:01 P.
M., when Resident #1 eloped from the facility out of the main entrance doors until [DATE] at 6:49 P.M., when 
the resident was located by staff and brought back to the facility. The IJ was Past Non-Compliance (PNC).
The facility's Administration was notified on the IJ on [DATE] at 6:28 P.M. The facility submitted an 
acceptable Removal Plan on [DATE].The facility was back in compliance when the facility addressed the 
situation by locating the resident and immediately assessing them for injury upon return to the facility. 
Resident #2 was placed on one-to-one (1:1) monitoring; their care plan was revised; and the functioning of 
their wander guard was verified. The facility completed a head count to verify all residents were accounted 
for; conducted a house sweep using an interim elopement/wandering risk evaluation to check other residents 
for elopement risk; educated all staff on interventions to prevent elopement; and verified all binders that 
identified residents at risk for elopement were accurate and placed at the nurses' stations and the front desk. 
The Elopement/Missing Person policy was reviewed, and the Receptionist and off-shift staff were educated 
on the process for incoming and departing visitors. The Regional Plant Operations inspected doors and 
wander guard functionality; the door lock system was reviewed, and the timer was adjusted; adjustment was 
made to the frequency/sensitivity for the wander guard bracelet; and the front door system was switched to 
alert the front door's operator with a push/release mode only. The surveyor verified the completion of the 
Removal Plan was [DATE], during the on-site visit on [DATE], and determined the IJ was PNC.The evidence 
was as follows: A review of the facility's policy titled Wander Management and Prevention Updated-[DATE], 
under Policy Statement Indicated: The facility will maintain the safety of residents who wander and/or are at 
risk for elopement. Under Policy Interpretation and Implementation 4. The wander management system 
device will be used in conjunction with other resident-specific interventions for the management of unsafe 
wandering. 5b. Wander management system devices will be checked for functionality daily by nursing staff. 
7. Doors with wander management system alarms will be checked for functionality daily by maintenance 
staff/designee. 8. Identified issues with wander management system alarms will be immediately addressed.A 
review of the facility's policy titled Wandering and Elopements under Policy Interpretation and 
Implementation 2. If an employee observes a resident leaving the premises, he/she should: a. attempt to 
prevent the resident from leaving in a courteous manner; b. get help from other staff members in the 
immediate vicinity, if necessary and c. Instruct another staff member to inform the charge nurse or director of 
nursing services that a resident is attempting to leave or has left the premises. According to the Facility 
Reportable Event Record (FRE) dated [DATE], Resident #2 exited the second-floor nursing unit and eloped 
out of the facility through the facility's first floor lobby door on [DATE] at 6:01 P.M.According to the FRE, the 
Receptionist on duty at the time confirmed that she observed Resident #2 exit the building through the main 
front door but thought the resident was a visitor because the resident wore a [NAME] straw hat and was 
using a rollator. The FRE indicated that at around 6:22 P.M., a staff member who was returning to facility 
from his dinner break informed the nurse on the first-floor unit that he saw a person with a rollator (walker) 
outside the facility that looked familiar, like a resident. Staff then looked for Resident #2 in their room but 
could not locate the resident. A code yellow was called, and a search was initiated for the resident.The 
Summary and Conclusion of the FRE indicated that staff found Resident #2 on the road and returned the 
resident to facility at 6:49 P.M., and that the resident's vital signs, pain and skin evaluation were completed, 
and no ill effects noted; and that facility placed Resident #2 on 1:1 monitoring. According to the admission 
Record (AR), Resident #2 was admitted to the facility with diagnoses which included but were not limited to: 
Parkinson's Disease, traumatic subdural hemorrhage, and seizures.According to the quarterly Minimum Data 
Set (MDS), an assessment tool dated [DATE], Resident #2 had a Brief Interview for Mental Status (BIMS) 
score of 8 out of 15, which indicated the resident's cognition was moderately impaired. The MDS also 
indicated that Resident #2 had an elopement alarm order, and that the resident walked with set-up 
assistance using a walker.The surveyor reviewed Resident #2's Progress Notes (PN) dated [DATE] at 2:29 P.
M., Note Text: Late entry for [DATE], written by the DON: The PN revealed that staff was notified that 
Resident #2 left the building and that the staff immediately responded by going to search for the resident. 
The PN further stated that staff found the resident and brought them back to the facility, and that the 
resident's family and the physician were notified.According to Resident #2's Care Plan (CP) with an initiated 
date of [DATE], Resident #2 was at actual/potential risk for elopement. The CP also reflects exit seeking 
behaviors that was initiated on [DATE], with an intervention to maintain wander guard's placement and 
function. The CP also revealed the following interventions: photograph in elopement book - initiated on 
[DATE], monitor for resident's desire to leave facility - initiated on [DATE], and 1:1 observation initiated 
[DATE].On [DATE] at 10:23 A.M., the surveyor conducted a telephone interview with the Receptionist, who 
was on duty at the facility's front entrance on [DATE]. The Receptionist stated that on [DATE], she observed 
a person going through the front entrance maybe around 6:00 P.M., wearing a straw hat with brims covering 
their face and using a walker. She stated she thought the person was a visitor because she did not see their 
face. The Receptionist stated she was familiar with Resident #2, and added that the resident wanders, and 
had a wander guard. The Receptionist stated that they had a binder at the front desk for residents at risk for 
elopement with each resident's name, room number and their pictures in the binder. When asked if she 
checked the binder, she said she tried to make it a habit to check the binder and that they received 
information when the binder was updated. The Receptionist further stated she did not hear the alarm go off 
on the day Resident #2 eloped through the facility's front lobby entrance.On [DATE] at 10:55 A.M., during an 
interview with the surveyor, LPN #2, who was assigned to Resident #2, stated LPN #1 informed her that she 
received a phone call from the nurse downstairs who informed her that a staff reported he saw someone 
walking down the street that looked like they might be a resident at the facility, but he was unsure. LPN #2 
stated that she immediately went to check Resident #2's room and bathroom and didn't see Resident #2. 
She then called code yellow (code for missing person), and all staff members searched the rooms and 
bathrooms on the unit but could not find the resident. LPN #2 further stated that there was no alarm sounding 
at the time of their search, and that some of the staff members drove down the road where the DON and 
other staff found Resident #2 on [busy four-lane highway]. She stated that Resident #2 was then brought 
back to the facility and assessed. LPN #2 confirmed that the resident was at risk for elopement and had a 
wander guard which was checked every shift for placement and function. When asked if she checked 
Resident #2's wander guard during her shift, she replied, she did, it was present at the time she checked 
during their 5:00 P.M. medication administration. She further stated the alarm normally went off if residents 
who had a wander guard attempted to leave the unit, and that staff must respond and reset the alarm. When 
asked if she knew how Resident #2 eloped, she replied if a resident with a wander guard went on the 
elevator, the alarm sounded, and the elevator would not go down or close. LPN #2 further stated that on 
[DATE], the day the resident eloped, none of that happened; no alarms were sounding.On [DATE] at 12:35 P.
M., during an interview with the Maintenance Director, he stated that maintenance did daily testing on the 
wander guard alarm system (using a device called a wander guard tester) to ensure it was functioning. He 
stated that all testing for the wander guard alarm system was conducted on the morning of [DATE], and was 
functional.On [DATE] at 1:23 P.M., during a telephone interview with the surveyor, the Certified Nursing 
Assistant (CNA #1) assigned to Resident #2, stated that he last saw Resident #2 after he picked up their 
dinner tray from their room around 6:00 P.M. on [DATE]. CNA #1 stated that a few minutes later, he heard a 
code yellow called and they all started to search for the resident. CNA #1 further stated that they searched 
rooms, bathrooms and everywhere and could not find Resident #2. According to CNA #1, if the resident had 
a wander guard, once they entered the elevator, it triggered the alarm system, and they must respond. CNA 
#1 stated that on the day the resident eloped, there was no alarm sounding. When asked if he observed 
Resident #2 leave the unit, CNA #1 replied, no, I did not see the resident leave, neither did I hear any alarms 
going off.On [DATE] at 1:44 P.M., during an interview with LPN #1, she stated that she received a phone call 
from the nurse on the first-floor who stated that a CNA (CNA #2), who was returning from their break, saw a 
person that might be a resident outside of the facility. LPN #1 stated that she immediately checked Resident 
#2's room and bathroom, and the resident was not there. LPN #1 noticed the resident's wheelchair was 
present, but their walker was missing. A code yellow was activated. LPN #1 further stated that while they 
were searching for the resident, she received a phone call that the DON and another staff member that they 
had located Resident #2 at the corner of [four lane highway], two turns from the facility. LPN #1 stated that 
she went to the location to get the resident and that she noticed the resident had their wander guard on their 
ankle. LPN #1 stated the expectations was that if a resident had a wander guard and tried to elope, the 
elevator should alarm, and all other alarms should be sounding for the safety of the resident. When asked if 
the alarm sounded on the day Resident #2 eloped, she replied, no, I did not hear the alarm or elevator 
sounding that day. Even though I was in the back hall, I should hear the alarms sounding. LPN #1 stated that 
if a resident with a wander guard eloped, they would be at risk for harm, injury, or death and that Resident #2 
could have gotten injured or died from the elopement.On [DATE] at 2:49 P.M., during an interview with the 
DON, in the presence of the Licensed Nursing Home Administrator (LNHA), the DON confirmed that on 
[DATE], a CNA (CNA #2) returning from their break at approximately 6:22P.M., observed someone who 
looked familiar to him adjacent the building. CNA #2 notified his nurse, who called the second-floor nurse, 
who called code yellow, initiated a search and notified her. The DON stated that she was with Resident #2 at 
6:32 P.M., and they returned the resident to the building around 6:49P.M., and assessed the resident. The 
DON stated that the Receptionist noticed Resident #2, whom she thought was visitor, leave the facility 
through the front entrance. The DON stated that they observed the resident on a screenshot camera footage 
leaving the building at approximately 6:01 P.M. The DON confirmed she observed the wander guard on the 
resident's left lower extremity. The DON further stated that it was important for a resident at risk for 
elopement to have a functional wander guard in place for their safety, and that the wander guard function 
and placement was checked every shift. The expectation was that if a resident had a wander guard, our 
system should be sounding if the resident attempted to elope. She further stated there were binders at each 
nurse's station and at the front desk with pictures and names of residents at risk for elopement.The surveyor 
interviewed the LNHA on [DATE] at 2:49 P.M. The LNHA stated that the maintenance staff checked the 
alarm system daily to ensure it was functional. The LNHA added that it was important to ensure the system 
was functioning and the alarm will sound to alert staff to residents at risk for elopement. When asked if the 
system was triggered when Resident #2 eloped, he stated they did not know if the system was triggered for 
Resident #2. The LNHA stated that the expectation was that the system should trigger and alert staff if a 
resident with a wander guard attempted to elope. The facility was unsure how Resident #2 left the building 
since all the systems were functioning on the day Resident #2 eloped. The LNHA did not provide any other 
information as to how Resident #2 left from their unit (second floor) and exited out of the facility with their 
wander guard on [DATE] at approximately 6:01 P.M. The LNHA stated they did not know how Resident #2 
exited the second-floor to the first-floor and then to the front door entrance. They only had video footage of 
the resident leaving through the front entrance. The LNHA in the presence of the DON both agreed that if a 
resident at risk for elopement left the building unsupervised, there could be a potential for harm, injury, or 
death to the resident.The facility submitted an acceptable Removal Plan (RP) on [DATE] at 12:00 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 including: the facility located the 
resident and immediately assessed them for injury upon return to the facility. Resident #2 was placed on 
one-to-one (1:1) monitoring; their care plan was revised; and the functioning of their wander guard was 
verified. The facility completed a head count to verify all residents were accounted for; conducted a house 
sweep using an interim elopement/wandering risk evaluation to check other residents for elopement risk; 
educated all staff on interventions to prevent elopement; and verified all binders that identified residents at 
risk for elopement were accurate and placed at the nurses' stations and the front desk. The 
Elopement/Missing Person policy was reviewed, and the Receptionist and off-shift staff were educated on 
the process for incoming and departing visitors. The Regional Plant Operations inspected doors and wander 
guard functionality; the door lock system was reviewed, and the timer was adjusted; adjustment was made to 
the frequency/sensitivity for the wander guard bracelet; and the front door system was switched to alert the 
front door's operator with a push/release mode only. The facility self-corrected the deficient practice, and it 
was determined that the IJ was PNC. The facility corrected their non-compliance on [DATE]. The surveyor 
verified the implementation of the Removal Plan on-site on [DATE].NJAC 8:39-27.1 (a)
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