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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the

investigation to proper authorities.
Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | COMPLAINT # NJ 3 Based on interviews, review of the Medical Records (MR), and other pertinent facility documentation on
harm 7/9/2020, it was determined that the facility staff failed to report an elopement to the New Jersey Department of Health
(NJDOH) for 1 of 3 residents (Resident #2) reviewed for elopement risk. The facility also failed to report an alleged fire
Residents Affected - Some | which required internal evacuation of the residents off a unit. The facility aso failed to follow the facility policies

titled Incident and Accident and the Reportable Events form. This deficient practice was evidenced by the following: 1.
According to the Face Sheet (FS) Resident #2 was admitted to the facility on [DATE], and readmitted on [DATE], with
[DIAGNOSES REDACTED)]. Review of the Minimum Data Set (MDS), an assessment tool dated 5/22/2020, Resident #2 had a Brief

Interview for Mental Status (BIMS) score of 00/15, indicating the resident had severe cognitive impairment. The MDS also
indicated that Resident #2 required extensive assistance with Activities of Daily Living (ADLS). Review of the Care Plan

(CP) dated 4/9/2020 and areviewed date of 7/2/2020, revealed Resident #2 had Dementia with behaviors, verbalizes wanting

to go home, and a history of pacing on and off the unit. Interventions on the CP included but were not limited to: having a wander-
guard in place to the left ankle, the residents picture posted at the nursing station and the front receptionist

desk for safety. Goals included: The resident will not exit the building and will remain safein their environment. Review

of the Facility's Elopement Risk Assessment (ERA) dated 4/5/2020, revealed Resident #2 was at risk for elopement, which
included but were not limited to: A past history of wandering or exiting the home or facility without the needed

supervision, verbalizing the desire to leave, cognitive impairment, problems with decision making, and responsible party

voicing concerns that would indicate that the resident may try to leave or wander. Interventions included: Identification

bracelet, use of awander-guard, photo on elopement list, music, exercise, personalization of room with familiar objects

and photos, and diversion activities. Review of the Incident/Accident Report dated 7/1/2020, revealed the following
documentation by the nurse: Resident #2 eloped and had afall on 7/1/2020, at 10:15 p.m., found in front drive at parking

lot entrance, resident absconded from afacility door other than on Cedar Wing. Description of incident by resident | want

to go home. Under contributing factors the following areas were marked by the nurse: Cognitive impairment, decreased

bal ance/weakness, restlessness/agitation, and non-compliant patient. Under Possible causes of incident: the nurse

documented, Resident wandered off of unit and out one of the doors. Further review of the Incident/Accident Report dated
7/1/2020, revealed the following statement documented by the Admin: At approximately 10:00 p.m., the nurse on the unit

noted Resident #2 was not in her room. The resident was seen approximately 15 minutes prior. A search was immediately

initiated on the unit. The Nursing Supervisor was informed. During the search Nursing Supervisor #1 received acall from a

nurse on another unit reporting that the police were in the driveway. Nursing Supervisor #1 was informed by the police that a
passerby saw the resident sitting on the curb in the driveway and notified the police. The resident was assessed for

injuries and vital signs were checked, there were no apparent injuries and the vital signs were stable. The resident was

transported to the hospital for an evaluation and returned to the facility on [DATE] at 12:45 am., no injuries were found. Upon return
to the facility the nurse checked the WG aarm bracelet and found it to be operational. Upon further

investigation by the Admin, Nursing Supervisor #1 stated, that she unalarmed and unlocked the front door to check the
back-entrance door to ensure they were secure, during which time the resident wandered to the front of the building and

exited the doors. During resident interviews on 7/9/2020, unsampled Resident #1 reported to the surveyor that the facility

had afire 2 days prior, the residents were evacuated from their roomsto a different part of the facility, and the Firemen were in the
building. During an interview on 7/9/2020 at 4:50 p.m., the Administrator (Admin) reported the facility does

not have a Policy on Reportable Events, they use the Reportable Events form that was provided to them by the State. The

Admin stated the elopement was not reported because the resident was found pretty quickly and the facility staff had alot

going on. She also stated the fire on 7/7/2020, was not reported because the residents were not evacuated from the

building, they were only moved to a different areain the building because there was no fire only smoke and the whole thing was over
in less than one hour. She further stated Police and the Fire Company responded to the facility. Review of the

Police Report dated 7/1/2020 at 9:55 p.m., indicated the Police were dispatched to the Facility to conduct a well-being

check on a person observed seated on the curb in front of the location. Upon observing an ankle monitor on the person, the

officer was led to believe the person had eloped from the nursing facility. The officer contacted the nursing supervisor

who confirmed that the person was aresident of the facility and the facility staff was unaware that the resident was not

on the unit. The police report also indicated that the staff were unable to identify how long the resident was missing from the facility
or when he/she was last accounted for by the staff. According to the Reportable Events form dated December

2019, from the NJDOH provided to the surveyor by the Admin, the form specifies the following: The Department will continue

to require facilities to report elopements. For purposes of reporting, and elopement is whenever the facility staff is not

aware of aresident's whereabouts outside of the building. Examples of reportable events in the nature of physical plant

and operational interruptionsinclude, but are not limited to the following: Section #3: Fires, disasters, or accidents

that result in injury or death of a patient, residents or employees, or in evacuation of patients or residents from all or

part of the facility. According to the Facility's Policy titled Incident and Accident Policy implemented on 9/1999, and

last reviewed 01/2020, indicated the following under Policy: Accidents or incidents occurring in the facility or on

facility property are to be reported. An incident is any occurrence not consistent with the normal care of the residents or any
happening involving visitors or employees. Under Procedure section 10. Notification of the following as determined: a)
Ombudsman b) Department of Health N.J.A.C. 8:39-9.4

F 0656 Develop and implement a complete care plan that meets all the resident's needs, with

timetables and actions that can be measured.

Level of harm - Minimal **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | COMPLAINT # NJ 3 Based on interviews, review of the Medical Records (MR), and other pertinent facility documents on

harm 7/9/12020, it was determined that the Facility staff failed to update a residents Care Plan (CP) to include interventions

for safety and monitoring of the resident after an elopement from the facility on 7/1/2020, for 1 of 3 residents (Resident

Residents Affected - Few #2) sampled for elopement. The facility also failed to follow their policy titled Care Plan Policy. This deficient practice was
evidenced by the following: 1. According to the Face Sheet (FS), Resident #2 was admitted to the facility on [DATE],

and readmitted on [DATE], with [DIAGNOSES REDACTED)]. Review of the Minimum Data Set (MDS), an assessment tool dated
5/22/2020, Resident #2 had a Brief Interview for Mental Status (BIMS) score of 00/15, indicating the resident had severe
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cognitive impairment. The MDS dated [DATE], also indicated under section E 900 Behavior, that Resident #2 had a behavior
of wandering which occurred daily. Review of Resident #2's Physician order for [REDACTED]. Review of the Care Plan (CP)
dated 4/9/2020, revealed Resident #2 had Dementia with behaviors, verbalized wanting to go home, and had a history of
[REDACTED]. Interventions on the CP included but were not limited to: having a WG alarm bracelet in place to the left
ankle, having the residents picture posted at the nursing station and the front receptionist desk for safety. Goals

included: The resident will not exit the building and will remain safe in their environment. Review of the Facility's

Elopement Risk Assessment (ERA) dated 4/5/2020, revealed Resident #2 was at risk for elopement related to the following: A
past history of wandering or exiting the home or facility without the needed supervision, verbalized the desire to leave,
cognitive impairment, problems with decision making, and responsible party voicing concerns that would indicate that the
resident may try to leave or wander. Interventions included but were not limited to: Identification bracelet in place, use

of aWG alarm bracelet, photo on elopement list, music, exercise, personalization of room with familiar objects and photos, and
diversion activities. Review of the Incident/Accident Report dated 7/1/2020, revealed the following documentation by

the nurse: Resident #2 eloped and had afall on 7/1/2020, at 10:15 p.m., found in front drive at parking lot entrance,

resident absconded from afacility door other than on Cedar Wing. Description of incident by resident | want to go home.
Under contributing factors the following areas were marked by the nurse: Cognitive impairment, decreased bal ance/weakness,
restlessness/agitation, and non-compliant patient. Under Possible causes of incident: the nurse documented, Resident
wandered off of unit and out one of the doors. During an interview on 7/9/2020 at 1:50 p.m., the Director of Nursing (DON)
was asked what safety interventions were put in place after Resident #2 eloped from the Facility on 7/1/2020. The DON

stated she spoke to 3 nurses regarding the wander-guard system, she checked the resident to see if aWG was in place,
however, she did not check the function of the WG the nurses did that, . | believe they gave her anew alarm just in case.

and maintenance checked the function of the building alarms, she also stated, she did not know if the CP was updated, | did not
update the CP, or whether Resident #2 was placed on 1:1 observation when he/she returned to the facility on [DATE]. |

wasn't here | don't know. There were no documentation or evidence found in the resident MR to indicate that the CP was
revised with the above interventions. Further review of the CP revealed under Problems, dated 7/2/2020 the nurse documented
Reviewed Care Plan and under interventions documented continue to monitor resident for wandering and redirect as
appropriate back to unit. Review of the facility policy titled Care Plan Policy with arevised date of 11/2016, and a

reviewed date of 1/2020, revealed the following under Policy: It isthe policy of the facility to ensure that al residents will have
appropriate care plans developed by the interdisciplinary team to ensure quality care and promote the resident's

plan of care. Under Procedure section 6. Care plans will be reviewed and updated as needed by each discipline and new

issues will be addressed as appropriate. N.J.A.C. 8:39-11.2(e)1

Ensurethat a nursing home area is free from accident hazards and provides adequate

supervision to prevent accidents.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

COMPLAINT #NJ 3 Based on observations, interviews, review of the Medical Records (MR), and review of other pertinent
facility documentation on 7/9/2020, it was determined that the facility failed to ensure aresident with severe cognitive
impairment, who was at risk for elopement, and had a known history of wandering and exit seeking behavior, was

appropriately monitored and supervised to prevent el opement or exiting the building. The facility also failed to follow

their Elopement Policy and their Incident and Accident Policy. The facility also failed to secure the front door for safety to prevent
elopement, for 1 of 3 residents (Resident #2) sampled for elopement. On 7/1/2020 at 9:45 p.m., Resident #2 was

ableto exit the facility unattended when the Nursing Supervisor deactivated the front door alarm, unlocked the front door

and Resident #2 then exited the building. When the Supervisor reentered the facility, she failed to reactivate the alarm

and lock the door, or have a staff member monitor the exit while the alarm was shut off. On 7/1/2020 at 9:45 p.m., Resident #2 was
able to exit the building by the unsecured front door without the knowledge of the staff and was able to wander down the driveway
and was observed by amotorist near amain road with a speed limit of 45 mph (miles per hour). The police were alerted and notified
the facility that the cognitively impaired resident was outside of the building. The resident was

transported to the emergency room (ER) viaambulance and evaluated for possible injuries. This deficient practice placed
Resident #2 and all other residents with cognitive impairment who were at risk or who had a known history of wandering

and/or elopement in an Immediate Jeopardy (1J) situation. The IJwas identified on 7/9/2020 at 5:01 p.m., when the

Facility's Administrator (Admin) and the Director of Nursing (DON) were notified of the |Jand were provided the 1J

template. The 1J ran from 7/1/2020 through 7/9/2020 at 6:09 p.m., and was lifted when the facility provided an acceptable
Removal Plan. This deficient practice was further evidenced by the following: 1. According to the Face Sheet (FS), Resident #2 was
admitted to the facility on [DATE], and readmitted on [DATE], with [DIAGNOSES REDACTED)]. Review of the Minimum Data
Set (MDS), an assessment tool dated 5/22/2020, Resident #2 had a Brief Interview for Mental Status (BIMS) score of 00/15,
indicating the resident had severe cognitive impairment. This MDS also indicated under section E900 Behavior, that Resident #2 had
abehavior of wandering which occurred daily. Review of the Care Plan (CP) dated 4/9/2020, revealed Resident #2 had

Dementia with behaviors, verbalizes wanting to go home, and had a history of [REDACTED]. Interventions on the CP included
but were not limited to: awanderguard (WG) alarm bracelet in place to the |eft ankle, and the resident's picture was

posted at the nursing station and the front receptionist desk for safety. Goals included: The resident will not exit the

building and will remain safe in their environment. Review of Resident #2's Physician order for [REDACTED]. Review of the
Facility's Elopement Risk Assessment (ERA) dated 4/5/2020, revealed Resident #2 was at risk for elopement secondary to: A

past history of wandering or exiting the home or facility without the needed supervision, verbalizing the desire to leave,

cognitive impairment, problems with decision making, and responsible party voicing concerns that would indicate that the
resident may try to leave or wander. Interventionsincluded but were not limited to: Identification bracelet in place, use

of aWG alarm bracelet, a photo on the elopement list, music, exercise, personalization of room with familiar objects and

photos, and diversion activities. Review of the Psychiatric Consultation for Resident #2 dated 1/20/2020, indicated the

Nurse Practitioner documented the following: Under Chief Complaint/Interval History, Facility requested a follow-up on

resident due to agitation, irritability, wandering behavior, [MEDICAL CONDITION], appetiteis undisturbed. The
recommendations included; decreasing the residents [MEDICATION NAME] for 3 days then discontinuing the medication and
starting [MEDICATION NAME] 125 mg (milligrams) 2 times aday. Review of the Incident/Accident Report dated 7/1/2020,
revealed the following documentation by the nurse: Resident #2 eloped and had afall on 7/1/2020, at 10:15 p.m., found in

front drive at parking lot entrance, resident absconded from a facility door other than on Cedar Wing. Description of

incident by resident: | want to go home. Under contributing factors, the following areas were marked by the nurse:

Cognitive impairment, decreased balance/weakness, restlessness/agitation, and non-compliant patient. Under Possible causes

of incident: the nurse documented, Resident wandered off of the unit and out one of the doors. Further review of the
Incident/Accident Report dated 7/1/2020, revealed the following statement documented by the Admin: At approximately 10:00
p.m., the nurse on the unit noted Resident #2 was not in her room. The resident was seen approximately 15 minutes prior. A
search was immediately initiated on the unit. The Nursing Supervisor was informed. During the search Nursing Supervisor #1
received a call from anurse on another unit reporting that the police were in the driveway. Nursing Supervisor #1 was

informed by the police that a passerby saw the resident sitting on the curb in the driveway and notified the police. The

resident was assessed for injuries and vital signs were checked, there were no apparent injuries and the vital signs were

stable. The resident was transported to the hospital for an evaluation and returned to the facility on [DATE] at 12:45

am., no injuries were found. Upon return to the facility the nurse checked the WG aarm bracelet and found it to be

operational. Upon further investigation by the Admin, Nursing Supervisor #1 stated, that she unalarmed and unlocked the

front door to check the back-entrance door to ensure they were secure, during which time the resident wandered to the front of the
building and exited the doors. The Admin concluded the following on the Incident/Accident Report: The resident

wandered to the front of the building and exited the front door while it was not alarmed and unlocked. Resident's WG alarm
bracelet was on and under the resident's sock and clothing, possibly caused the WG aarm to not trigger. Review of the

Facility's Progress note for Resident #2 dated 7/2/2020, with a Note time of 1:59 am., Nursing Supervisor #1 reported, she received a
call from another staff member at 9:45 p.m., reporting the police responded to a passerby who observed a

resident sitting on the ground in the driveway of the facility and an ambulance had been called. The resident was in usual

alert and confused state of mind sitting on ground. Vital signs were assessed and within normal limits. The resident was
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sent to the emergency room (ER) for an evaluation. The facility nurse received acall from the ER nurse who reported the resident
will be returning to the facility. No apparent injuries noted. During an interview on 7/9/2020 at 10:53 am., the

Admin reported Resident #2 eloped from the Facility on 7/1/2020, through the front door. The staff were notified by the

police that the resident was outside. Between 10:00 p.m. and 10:15 p.m., someone called the police when they saw the

resident sitting in the driveway. The Admin further reported that routinely the front door islocked at 6:30 p.m. by the

nursing supervisor when the receptionist leaves for the night. On 7/1/2020 around 10:00 p.m., Nursing Supervisor #1

unlocked and deactivated the alarm to the front door then went outside to check that the back door had been locked. If she

went out the back door she would have been locked out of the building. The resident must have exited out the front door

after the Supervisor. Nursing Supervisor #1 then came back in and reactivated the alarm not realizing Resident #2 was

outside. The resident was wearing a WG alarm bracelet on the |eft ankle and the WG alarm sensor islocated at the front

door, the alarm should have sounded when he/she exited, however, the alarm did not sound. The Admin stated the resident had pants
and socks on which could have prevented the alarm from triggering when the resident opened the door. During an

interview on 7/9/2020 at 11:14 am., the Certified Nursing Assistant (CNA) reported Resident #2 was on her assignment on

7/1/2020, and she provided evening care to the resident between 9:10 and 9:30 p.m., and then assisted him/her to bed. She

stated the residents WG alarm bracel et was on the ankle and the placement and function of the WG is checked by the nurse.

The CNA reported that Resident #2 had a history wandering since the resident was admitted and that is why he/she had aWG alarm
bracelet in place. In addition, the CNA stated that on 7/1/2020, Resident #2 was asking for his’her spouse and

reported missing them, but never verbalized leaving the facility, however, the resident had a history of [REDACTED]. The

CNA further stated that on 7/1/2020, when Resident #2 eloped from the facility she never heard any alarm sound. During an

interview on 7/9/2020 at 11:37 am., the DON reported, that the Elopement Risk Assessments (ERA) for wander-guards are only
doneif the resident's are at risk for elopement. The staff looks at their behaviors, like wandering, saying they want to

go home or leave, and the history the family gives us. The DON also reported, the nursing steff is responsible for checking the WG
alarm bracelets for function and placement every shift so that if the resident gets near the front door the WG aarm will sound. The
WG alarm and the front door alarm are 2 separate alarms. The front door alarm sounds when someone attempts

to leave and pushes open the front door. During an interview on 7/9/2020 at 11:56 am., Nursing Supervisor #1 reported, her
responsibility is to lock the front door when the front desk receptionist leaves for the evening, which is usually around

6:30 or 7:00 p.m. When she leaves, | lock both doors with akey. Nursing Supervisor #1 then reported that on 7/1/2020

around 9:30 or 10:00 p.m. she went out the front door with Nursing Supervisor #2 to show her the employee entrance door,

which islocated on the side of the building. It is the nursing supervisors job to check the door islocked or secured.

Nursing Supervisor #1 stated she unlocked the front door and deactivated the door alarm, then walked around the building

with Nursing Supervisor #2. Nursing Supervisor#1 stated | had the keys with me so people could get out when that door is

locked but no one could get in. The employee door is locked, from 6:30 or 7:00 p.m. until 5:30 or 6:00 am., this prevents
employee's from coming in that door, they need to comein the front door to get screened for Covid and temperatures taken

before starting their shifts. In addition, the Nursing Supervisor #1 reported that they did not come back in the building

through the front door, but entered the building by the employee entrance and as they were heading back to lock the front

door she received a call from a nurse who reported the Police were outside with aresident. Nursing Supervisor #1 stated a

passerby called the Police to say aresident was in the driveway outside. | guess he/she followed me outside. | never saw

him/her exit the building It was my mistake that | Ieft the door unlocked. | deactivated the alarm | thought the second

door would alarm but it didn't. The doors don't lock just an alarm goes off. Nursing Supervisor #1 further stated, the

first time she knew the resident was missing was when the Police were outside. It was within seconds. He/she must have

followed us and exited the building right after us because it was within seconds the Police were here. During an interview

on 7/9/2020 at 12:34 p.m., the Maintenance Director (MD) reported, he was never called in to check the door alarm or
wander-guard alarm after the elopement of the resident on 7/1/2020, however, he routinely checks the alarms each morning.

He also reported, that the WG alarm and the front door alarm are 2 different alarms. The WG alarm will sound when the

resident gets within afew feet of the alarm. The front door alarm will sound when someone opens the inside door to exit

the building. The outer door islocked so no one can enter the building, however, if the door alarm is deactivated

residents or staff can exit the building without the alarm sounding. Once the front door alarm sounds, akey is needed to

reset the alarm. If the wander-guard alarm sounds a code is needed to reset the alarm. During an alarm test observation on
7/9/2020 at 12:50 p.m., the MD activated the front door alarm using the key. When the MD attempted to exit the inner front

door the alarm sounded. The MD reported the alarm should be heard throughout the facility. On 7/9/2020 at 12:59 p.m.,

Resident #2's wander-guard alarm bracelet was tested with the Admin and MD present. The resident was observed withaWG
aarm bracelet to the |eft ankle. The WG check was done 2 times. When the resident attempted to exit the inner front doors

the WG aarm sounded both times. On 7/9/2020 at 2:50 p.m., the Security Video footage for 7/1/2020, was reviewed with the
Admin and revealed the following timeline: 6:49 p.m. the receptionist exits the building and Nursing Supervisor #1 locked

the outer door then alarms the inner doors. 6:53 p.m. Nursing Supervisor #1 unlocked the door to let aresident back in the building
then locked the doors and alarmed the front doors. 7:24 p.m. Nursing Supervisor #1 goes outside and |ooks around,

comes back in and locked the doors and alarmed the front door. 7:26 p.m. Nursing Supervisor #1 puts 2 chairs near the front door.
7:30 p.m. to 8:30 p.m. No activity at the front entrance. 8:47 p.m. Nursing Supervisor #1 and #2 are observed at the

front entrance. Nursing Supervisor #1 reaches up to the inner right door then the inner left door, deactivated the alarms,

moved the chairs, and then they go outside. 8:58 p.m., The two Supervisors returned to the front lobby through the Service
Corridor/employee entrance. They are not observed near the front doors either relocking or reactivating the alarms. 9:44

p.m. Resident #2 enters the front lobby alone, then exits through the left side of the inner front door, then out the outer door. 10:02
p.m. Strobe lights observed outside. (Police on scene) 10:07 p.m. A CNA and another staff member exit through

the front door. 10:10 p.m. Nurse (RN #1) observed exiting through the front door without stopping to shut off or reset any

alarms. 10:11 p.m. RN #1 reenters the building then exits with awheelchair. 10:13 p.m. Supervisor #1 and Supervisor #2

exit building through front doors. During an interview on 7/9/2020 at 5:07 p.m., RN #1 reported; that the Police called to

report aresident had eloped from the facility. RN #1 then called Nursing Supervisor #1 to inform the Supervisor the police were on
site. RN #1 further stated he observed Resident #2 sitting on the curb in the driveway. He assessed the resident

for injuries, no apparent injuries were noted, then he went inside to get a wheelchair for the resident. Shortly after the

Emergency Medica Technicians (EMTS) arrived, they assessed the resident and checked the vital signs. Nursing Supervisor #1 and
Nursing Supervisor #2 then came outside so RN #1 reported he went back to his unit. RN #1 stated he did not reset any

aarms before exiting the building to assess Resident #2 because they were not sounding. Review of the Police Report dated
7/1/2020 at 9:55 p.m., indicated the Police were dispatched to the Facility to conduct a well-being check on a person

observed seated on the curb in front of the location. Upon observing an ankle monitor on the person the officer was led to

believe the person had eloped from the nursing facility. The officer contacted the nursing supervisor who confirmed that

the person was aresident of the facility and the facility was unaware that he/she was not on the unit. The officer

reported that the resident was highly confused and unable to specifically identify where he/she was or how they got there.

The EMTs were requested to the location due to the resident's mental status, a complaint of knee pain, and an aleged fall, however,
the officer reported no visible injuries were noted. Upon speaking to the facility staff, the officer reported

that an employee stated that the resident likely walked out of anormal exit rather that the service area because the

adarmsto aert the staff were inaudible beyond the front of the building. The staff also reported the resident's mental

status was normal for his’/her known baseline and that the resident was known to wander away from the unit. The staff was
unable to identify how long the resident was missing from the facility or when he/she was last accounted for by the staff.

In addition, the resident was evaluated by the EMTs and asked to go to the hospital. However, the staff indicated that the

resident likely did not need to be hospitalized and attempted to return the resident to the facility and the nursing

supervisor stated that she would sign a Refusal of Medical Attention (RMA) on the resident's behalf, however, the staff

indicated that the resident's spouse was the POA. Since the POA could not be reached the resident was transported to the

hospital. The Police report further indicated that the officer was able to reach another family member who was listed as an emergency
contact. The family member reported that this was not the first occasion in which he/she had successfully eloped

from the facility without the knowledge of the staff and was known to wander. The family member also stated that they did

not believe that he/she was placed appropriately within a secured unit in the facility given the prior history and that the staff
repeatedly failed to ensure the safety by failing to monitor the whereabouts and protect him/her from eloping from

the facility. Review of the facility policy titled Elopement Policy, with arevised date of 1/2017, and areviewed date of

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1011 Facility ID: 315176 If continuation sheet
Page 3 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:11/9/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER/ SUPPLIER [(X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
/ CLIA A.BUILDING ICOMPLETED
IDENNTIFICATION B. WING 0710912020
NUMBER

315176

MEDFORD CARE CENTER

NAME OF PROVIDER OF SUPPLIER

ISTREET ADDRESS, CITY, STATE, ZIP

185 TUCKERTON ROAD
MEDFORD, NJ 08055

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0689

Level of harm - Immediate
jeopardy

Residents Affected - Few

F 0835

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

(continued... from page 3)

1/2020, reveaed the following under Purpose: To maintain the safety and well-being of al residents within the facility.

Under Procedure: section 8. Upon locating the resident, the facility will attempt to determine how the resident got out of

the facility (if thisisthe case), and to develop aplan of care to insure the future safety and security of the resident, such as: In-service
must take place for al three shifts regarding facility policies on wandering residents and what to do

in case of an elopement of aresident. These in-services must include all Department Heads and facility receptionist.

According to the Facility's Policy titled Incident and Accident Policy implemented on 9/1999, and last reviewed 01/2020,

indicated the following under Policy: Accidents or incidents occurring in the facility or on facility property are to be

reported. An incident is any occurrence not consistent with the normal care of the residents or any happening involving

visitors or employees. Under Procedure section 10. Notification of the following as determined: @) Ombudsman b) Department

of Health Resident #2 was able to exit the building by the unsecured front door without the knowledge of the staff and was

able to wander down the driveway and was observed by a motorist near a main road with a speed limit of 45 mph (miles per

hour). The police were alerted and notified the facility that the cognitively impaired resident was outside of the

building. The resident was transported to the emergency room (ER) viaambulance and evaluated for possible injuries. This deficient
practice placed Resident #2 and all other residents with cognitive impai rment who were at risk or who had a known history of
wandering and/or elopement in an Immediate Jeopardy (1J) situation. The |Jwas identified on 7/9/2020 at 5:01

p.m., when the Facility's Administrator (Admin) and the Director of Nursing (DON) were notified of the 1J and were provided the 1J
template. The [Jran from 7/1/2020 through 7/9/2020 at 6:09 p.m., and was lifted when the facility provided an

acceptable Removal Plan. A revisit to verify the Removal Plan occurred on 7/16/2020. N.JA.C. 8:39-4.1(8) 11

Administer the facility in a manner that enablesit to useitsresour ces effectively and

efficiently.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

COMPLAINT #NJ 3 Based on interviews, Medical Record (MR) review, and review of other pertinent facility documentation on
7/9/2020, it was determined that the facility's administration failed to ensure that the facility's policies on reporting

events were implemented for 2 incidents, by failing to report an elopement, and failing to report an internal evacuation of residents
for afire. This deficient practice was evidenced by the following: 1. According to the Face Sheet (FS) Resident

#2 was admitted to the facility on [DATE], and readmitted on [DATE], with [DIAGNOSES REDACTED]. Review of the Minimum
Data

Set (MDS), an assessment tool dated 5/22/2020, Resident #2 had a Brief Interview for Mental Status (BIMS) score of 00/15,

indicating the resident had severe cognitive impairment. This MDS dated [DATE], aso indicated under section E900

Behavior, that Resident #2 had a behavior of wandering which occurred daily. Review of the Care Plan (CP) dated 4/9/2020,
revealed Resident #2 had Dementiawith behaviors, verbalizes that wanting to go home, and had a history of [REDACTED]. Upon
observing an ankle monitor on the person the officer was led to believe the person had eloped from the nursing facility.

The officer contacted the nursing supervisor who confirmed that the person was aresident of the facility and the facility

was unaware that the resident was not on the unit. During resident interviews on 7/9/2020, unsampled Resident #1 reported

to the surveyor that the facility had afire 2 days prior, the residents were evacuated from their roomsto a different

part of the facility, and the Firemen were in the building. During an interview on 7/9/2020 at 4:50 p.m., the Administrator (Admin)
reported the facility does not have a Policy on Reportable Events, they use the Reportable Events form that was

provided to them by the State. The Admin stated the el opement was not reported because the resident was found pretty

quickly and the facility staff had alot going on. She also stated the fire on 7/7/2020 was not reported because the

residents were not evacuated from the building they were only moved to a different areain the building there was no fire

only smoke and the whole thing was over in less than one hour. According to the Reportable Events form dated December 2019, from
the New Jersey Department of Health (NJDOH) which was provided to the surveyor by the Admin, the form specifies the
following: The Department will continue to require facilities to report elopements. For purposes of reporting, and

elopement is whenever the facility staff is not aware of aresident's whereabouts outside of the building. Examples of

reportable events in the nature of physical plant and operationa interruptions include, but are not limited to the

following: Section #3: Fires, disasters, or accidents that result in injury or death of a patient, residents or employees,

or in evacuation of patients or residents from all or part of the facility. Review of the facility policy titled Elopement

Policy with arevised date of 1/2017, and areviewed date of 1/2020, revealed the following under Purpose To maintain the

safety and well-being of all residents within the facility. Under Procedure section 8. Upon locating the resident, the

facility will attempt to determine how the resident got out of the facility (if thisisthe case) and to develop a plan of

care to insure the future safety and security of the resident, such as: In-service must take place for all three shifts

regarding facility policies on wandering residents and what to do in case of an elopement of aresident. These in-services

must include all Department Heads and the facility receptionist. According to the Facility's Policy titled Incident and

Accident implemented on 9/1999, and last reviewed 01/2020, indicated the following under Policy: Accidents or incidents
occurring in the facility or on facility property are to be reported. An incident is any occurrence not consistent with the normal care of
the residents or any happening involving visitors or employees. Under Procedure section 10. Notification of

the following as determined: @ Ombudsman b) Department of Health N.J.A.C. 8:39-9.3(a)2
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