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A complaint survey was conducted at Dwellside Care
and Rehab from 9/10/2025 to 9/23/2025 to
determine compliance with 42 CFR Part 483
requirements for Long Term Care Facilities.

During a survey, a finding which constituted an
immediate Jeopardy (1J) was identified under 42 CFR
483.25 (d)(2) F 689, when the facility failed to provide
adequate [NJ Exec Order 26.4b1] tO
resident (Resident #2) wi

a
nown

documented history of previous

Whoﬁ from the facility onj A review

of facility record revealed that R 2 [

NJ Exec Order 26.4b1gyNJ Exec

from the facility while wearing a (
) through an alarmed
second floor elevator, down to the first floor, and

NERSERISIEERREH through the employee entrance
door on the Tirst floor onm at
r

approximately 8:15 AM. Areview of facility
document revealed that the Certified Nursing Aide
(CNA #3) observed the resident as they
F through an employee entrance door as
was entering the facility through the same
employee door. CNA #3 confirmed during interview
on 9/11/2025, that he observed the resident [EESSEE

F but hew the resident because
e thought the resident was a | because they
were CNA #3 also stated the exit
alarm which was supposed to sound to alert staff
that a resident with aﬁ NJ Exec Order 26.4b1TIVRael}
sound when Residen r26.

A

NJ Exec Order 26.4b1 i NN %}

further stated that he did not recognize Resident #2
because the resident resided on the

NJ Exec Orde]

floor
and "l work on on the floor.” Resident
#2 was SR 1N the commun on
INJ Exec Order o, :46 PM’ by the N O )
and transferred the re

ospital Tor evaluation.
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The Administration was informed of the F 689 1J and
was provided the 1J template on 9/11/2025 at 6:00
PM.

An acceptable Removal Plan (RP) was received
9/15/25 at 5:50 PM, indicating the action 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:

"Immediate Jeopardy Removal Plan - Resident #2

NJ Exec Order 26.4b1]

1. Immediate Corrective Actions for Resident #2

Resident sent to Hospital for evaluation and |

Resident #2 was returned to the facility safely on

NJ Exec Order 26|

INJ Exec Order 26.4b1]

immediately

NJ Exec Order 26./

Resident placed onﬁ
upon return and maintained uni

Comprehensiveﬁ and assessments
completed for residents 2 no Injury noted. Physician
and family notified.

NJ Exec OrderNJ Exec Order 26.4b1]

placement and function
checks ordered and Initiated for resident #2.

All Residents monitored by staff stationed at
elevators on 8-24-25 until system repair was
completed. Which monitored all resident exiting unit
and staff had elopement binders for reference.

CEHEOINI@) revised resident #2 plan of care on
A (O review resident engagement and
individualized activity planning.

U.S. FOIA (b)(6) service call to facility to
check system on g-25-

2. ldentification of All Residents at Risk

All residents residing in the facility have the
potential to be affected by the deficient practice.
This can be identified by reviewing the medical
records.

On 08/23/25, the facility unit managers conducted
facility-wide wandering risk evaluations.

All residents identified as high-risk had care plans
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immediately updated.

All other residents with devices were
checked for placement and function, with
documentation by UISHIEOIEY(I@)] on 8-23-25.

MDS Section E reviewed for all residents residing in
the facility by the USROG on
8-25-25 and care plans were reviewed and updated
for elopement related risks.

All residents for Q-shift (every shift) device
placement and function checks were reviewed for
Missing or incorrect orders corrected by 08/25/25.

Updated resident photos posted at employee
entrances and included in wandering binders on
8-25-25

3. Systemic Change
alarm volume increased to maximum
acllity-wide on 08/26/25.

Elevator #2 sensor relocated and repaired on
08/27/25 to prevent interference.

Service ticket completed on 09/02/25: system

upgraded so overrides automatic door
lock.

Education completed on 9/2/25 with all working
receptionist detailing process with buzzing
employees into building from employee entrance.
Education includes new features added to door that
will not allow an employee to enter if a resident
wearing a is near the door.
Receptionists were educated to alert supervisors to
check employee exit to ensure no residents are by
the door if this occurs.

Keypad lock box was installed on 09/10/25 at
elevator entry for added control. All working staff
education completed on the keypad use that was
installed by the elevator on the second floor on
9/10/25 including not sharing keypad code by

U.S. FOIA (b)(6)

Policy updated requires staff to verify identity with
badge before allowing anyone through employee
entrance. All working staff educated on updated

policy by [UISHIFOIEYI@)] and/ or designee on

8-25-25.

The staff member responsible for not implementing

MD (physician) orders for was
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immediately in-serviced on 08/23/25 by th

on the proper procedure regarding
orders, placement, and documentation
requirements and all nursing staff subsequently

received the same education.

Facility-wide education on elopement policy
completed 08/23/25.

Staff re-educated by [SISHIROIIAY®IE) starting on
8-23-25 on use of wandering binders and photo
identification process.

Elopement drills conducted beginning 08/25/25 and
added to new-hire orientation and annual
competencies.

4. Quality Assurance

Weekly audits x 8 weeks (beginning 09/01/25) of 6
residents at risk for elopement to verify: Correct
orders (placement, Q-shift checks, skin integrity,
serial/expiration) or at risk for elopement to include
Care plan alignment, and Documentation compliance
than audits will transition to monthly reviews of 6
randomly selected residents at risk for elopement,
continued for 10 months thereafter will be conducted
by jjiilij or designee. The SISHIESIINGIE) or
Designee will report all findings from the tracking
form to the Quality Assurance and Performance
Improvement (QAPI) committee monthly. The QA
committee will review the effectiveness of the
implemented corrective and determine if further
action is needed or until such a time consistent
substantial compliance has been met.

Elopement drills will be conducted monthly for 3
months, then quarterly, then annually.

As om, all immediate corrective actions for
Residen and all potentially affected residents
were completed. Systemic corrections were

implemented, monitoring systems are in place, and
staff have been retrained.

Completion Date 8-25-25"

The surveyor went back on-site 9/18/25 to verify
implementation of RP. The surveyor went to the
employee entrance door at 12:45 PM to test the
alarm system with the USROG As
part of the test, the surveyor asked a stait member
(CNA #4) to bring a resident with a8 to the
employee entrance door. When the resident

approached the door, the alarm did not sound. At
that time, the @Ml opened the employee entrance
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F0000

Continued from page 4
door and asked the staff to walk with the resident
through the door. The resident who was wearing a
walked out of the building but the door alarm
1d not sound. Both CNA#4 and theﬁ stated that
the alarm was supposed to sound to alert staff that

a resident with a NJ Exec Order 26.4b1]

During the interview with the in the presence
of them on 9/18/25 at 1: , he stated that he
expected the alarm system to work consistently
whenever a resident with ap tries to enter the
elevator or to exit through the employee door. The
facility removal plan was not implemented during
this on-site visit.

A second RP was received on 9/19/25 at 10:56 AM,
was accepted on 9/22/25, which indicated steps the
facility will take to prevent serious harm from
occurring or recurring. The original corrective action
plan to remediate the deficient practice was updated
to include:

"1. Immediate Corrective Actions for Resident #2
All Residents monitored by staff stationed at
employee entrance/exit on 9-18-25 until system
repair is completed. Which monitored all resident

exiting facility and staff had elopement binders for
reference.

technician service call to facility to
check system on 9-18-25 and increased sensitivity
of system.

2. Identification of All Residents at Risk

All residents with orders Q-shift
device placement and function checks were reviewed
for Missing or incorrect orders corrected by

08/25/25.

Updated resident photos with Wander Guards posted
inside both elevators on 9-18-25.

All residents with devices were
checked for placement and function, with
documentation by on 9-18-25.

All residents with orders for Q-shift
device placement and function checks were reviewed
for Missing or incorrect orders corrected by 9-18-25.

Completion Date 9-18-25"

The surveyor verified the implementation of the RP
on-site on 9/23/2025 and determined the immediacy

F0000
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CFR(s): 483.25(d)(1)(2)
§483.25(d) Accidents.
The facility must ensure that -

8§483.25(d)(1) The resident environment remains as
free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is NOT MET as evidenced by:
COMPLAINT #: 2599447

Based on observation, interviews, review of medical
records, and review of other pertinent facility

documents on 9/10/2025, 9/11/2025, 9/18/2025, and
9/23/2025, it was determined that the facility failed

to provide adequate ofa
resident (Residen with a

nown history o behaviors and
documented history 0 prewousw to |
from their unit; who formthe Tacility on
w The deficient practice was identified for 1
of 3 residents reviewed (Resident #2).

A review of facility record revealed that on
MR 2t approximately 8:15 AM, Resident #2
§ from the facility while wearing a

e R
alarmed second floor elevator, down to the first
floor, and through the employee
entrance door on the Tirst floor. A review of facility
document revealed that the Certified Nursing Aide
(CNA #3) observed the resident as theym
F through an employee entrance door as CNA
was entering the facility through the same

employee door. CNA #3 confirmed during interview
on 9/11/2025, that he observed the resident [JESE

but hew the resident because
e thought the resident was a because they
were ' and the exit alarm which was
supposed 10 sound to alert staff that a resident with

a NEASTCRNIGELRIN id not sound when
Resident #2 MISCHCICCERREI CNA #3 further
stated that he did not recognize Resident #2 because

the resident resided on the floor and "l work
on-wing on the @ floor.” Resident #2 was
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1. Corrective Action for Resident Affected

Resident #2 was on and transported
to the hospital for medical evaluation and returned

the same day with[[ISHIZCII(MIG) -

Resident #2 was placed on one-to-one

NJ Exec Order 26.4b1]

upon return until GRS

All residents monitored by staff stationed at
elevators on 8-24-25 until system repair was
completed on 9-10-25.

Resident’s #2 device was checked
each shift for proper placement and function starting

U.S. FOIA (b)(6]
on - !

Resident's #2 care plan andW risk
assessment were updated to reflect ongoing

[NJ Exec Order 26.4b1]

interventions and

needs o
completed;

Resident # 2 U ISHEOIINGIG)
physician and tfamily were notified of the incident
and interventions R

2. Corrective Action for Residents with the Potential
to Be Affected

All residents residing in the facility have the
potential to be affected by the deficient practice.
This can be identified by reviewing the medical
records.

On 08/23/25, the facility unit managers conducted
facility-wide wandering risk evaluations; all
residents identified as high-risk were addressed and
care plan immediately.

All residents wit were checked for
proper placement and function; documentation

verified by nursing supervisor on 8-23-25.
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and transferred the resident to the
ospital for evaluation.

The facility's failure to provide adequatew
to a[N\NESXCIROIf EI@ARAN] resident who was
at risk for| posed a likelihood
of serious harm, Injury, impairment, or death. This
resulted in an Immediate Jeopardy (1J) situation.

The 1J began on at 8:15 AM, after
Resident #2 rom the facility. The facility
Administration was notified of the 13 on 9/11/2025 at
6:00 PM. The facility submitted an acceptable
Removal Plan (RP) on 9/19/2025 at 10:46 AM. The
survey team verified the implementation of the RP
during the continuation of the on-site survey on
9/23/2025.

The evidence was as follows:

A review of the facility provided “Elopements and
Wandering Residents” policy dated July 2024,
included the facility ensure that residents who
exhibit wandering behavior and/or are at risk for
elopement receive adequate supervision to prevent
accidents...Policy Explanation and Compliance
Guidelines 1. The facility is equipped with door
locks/alarms to help avoid elopements. 2. Alarms
are not a replacement for necessary supervision.
Staff are to be vigilant in responding to alarms in a
timely manner. 3. The facility shall establish and
utilize a systemic approach to monitoring and
managing residents at risk for elopement or unsafe
wandering, including identification and assessment
of risk...4. Monitoring and Managing Residents at
Risk for Elopement or Unsafe Wandering...d.
Adequate supervision will be provided to prevent
accidents or elopements...

A review of the Facility Reportable Event (FRE) dated
, that the facility submitted to the New
partment of Health (NJDOH), revealed that

)

and inform’ed
in th

him that she could |
facility. The [l
reported the resident

went to the facility an! |n|l|aied a

resident. Thew later
community and transferre

for
esident #2 in the
em to the hospital for
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SS =SQC-J in the community on

MDS section E and care plans were reviewed and
updated by the Regional DON on 8/25/25.

Updated photographs of all residents with

devices were posted in designated staff areas,
elevators, and employee entrances for easy
identification on 8/25/25 and again on 9/18/25.

On 9-18-25 Staff were temporarily stationed at
facility employee exit doors until system repair was
verified on 9-24-25.

3. Systemic Changes to Prevent Recurrence

All staff were educated by the Director of Nursing or
designee on the facility’s

1. “Elopement and Wandering Residents” policy with
emphasis on: Immediate response to alarm
activation on 8/25/25 by the Regional Director of
Nursing.

2. Recognizing and supervising residents at risk for
elopement. Responsibility of all staff to intervene
and report elopement risk behavior, regardless of
assignment.

3. Responsibility of all staff to intervene and report
any elevator, door alarm, or security lock failures to
the department head or facility supervisor
immediately, regardless of assignment.

All receptionists were trained by DON/ designee on
proper door monitoring, including verifying identity

before buzzing individuals in or out on 8/23/25 and
9/2/25.

Maintenance Director to perform and document
weekly functional testing of all
devices, door alarms, and elevator sensors, with

immediate repair for any malfunction.

The administrator will review the audit
logs weekly to verify compliance.
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According to thew report dated RS Elopement drills to be conducted quarterly and
facility staff notifi of the |uu— reviewed during QAPI meetings.
resident onm approximately 9:49 AM.
The report included that thew arrived at facility
and conducted interviews with tacility staff, and the The system was serviced and
staff informed them that Resident #2 was a recalibrated by the vendor on 8/25/2025 to ensure
a full operational sensitivity with volume increase and

fINJ Exec Order 26.4b1E} an t Resident #Zw
m were "supposed to disable the use elevator sensor relocation on 8/27/25.
of elevators" and sound alarms to detect if a

resident left the building. The report further indicated
that their review of the facility’s camera footage
showed Resident #2 NEISCCIREPLERE 5t 8:15

System upgraded on 9/2/25 to override automatic
door lock when [HESEREREEE detected.

building several times with negative results." The Keypad lock box installed 9/10/25 for elevator

member provided

familv meer responded back to the facility about

g and

access control; education completed by DON/
Designee facility wide initiated on 9/10/25.

Policy updated to require staff badge verification

empha5|zed that the
IN.

NJ Exec Order 26.4b1

Included y 1: e family
member informed the| that Resident #2

INJ Exec Order 26.4b1 The

resigent was then taken 1o the nospital tor an

before entry at employee door.
report

Elopement drills initiated 8/25/25 and incorporated
into new- hire orientation and annual competencies.

evaluation.

4. Quality Assurance
According to an undated Investigation Summary
document provided by the facility, Resident #2
returned back to the facility from the hospital at
approximately 6:30 PM on |[JiSSE and that the
facility assessed the resident Tor julaEiEEETEEs
and none was noted and placed Resident #

INJ Exec Order 26.4b1] ﬁ rder O mOﬂItOI’ behaVIOI’
t Turth

A review of CNA #3's statement revealed that he

The Director of Nursing (DON) or designee will
conduct Weekly audits x 8 weeks (beginning
09/01/25) of 6 residents at risk for elopement to
verify: Correct orders (placement, Q-shift checks,
skin integrity, serial/expiration) or at risk for
elopement to include Care plan alignment, and
Documentation compliance than audits will transition
to monthly reviews of 6 randomly selected residents
at risk for elopement, continued for 10 months

on Y

stated thal
and that a code needed to be entered on the pin pad

for an employee to

who was wearing a
door was supposed

observed Resident #2 as they
through an employee entrance door at the same time
he was entering the building. CNA #3 indicated that

W the resident because he thought the
resident was a because they were '

was dressed in a (\RISC KOl IRl

During interview with the[lj] S FOIA (b)(6)
e
e employee entrance was a Iocked door

through that
door. The also stated that when a resident
approached the door, the
0 sound an alarm and remain

thereafter will be conducted by DON or Designee.
The administrator will review the audit
logs weekly to verify compliance. The Director of
Nursing or designee will report all findings from the
tracking form to the Quality Assurance and
Performance Improvement (QAPI) Committee
monthly. The QA committee will review the
effectiveness of the implemented corrective and
determine if further action is needed or until such a
time consistent substantial compliance has been
met.

Completion Date: All corrective actions completed
on 9/18/25; immediate jeopardy removed on
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The surveyor reviewed the medical record for
Resident #2.

According to the Admission Record (AR) face sheet,
Resident #2 was admitted to the facility with
diagnoses which included but were not limited to:

NJ Exec Order 26.4b1

According to the quarterly Minimum Data Set (MDS),
an assessment tool datem Resident #2
had a Brief Interview for Mental Status (BIMS) score
of out of 15, which indicated the resident's

cognition WERY\J Exec Order 26.4b18

The surveyor reviewed Resident #2's Admit/Readmit
Screener (admission assessment) with an effective

date ow at 4:55 PM, which revealed that
Residen needed [NJ Exec Order 26.4b1] fOr

A review of Resident #2's Care Plan (CP) with an
initiated d B . cvealed that Resident #2

and that the resident should be EEEiEEa

A review of the Progress Note (PN) dateWZS
at 12:03 AM, written by LPN #4, included tha

[NJ Exec Order 26.4K

Resident #2 was

[{s}d\J Exec Order 26.4b1
on to the elevator.

A review of the PN datem at 11:45 AM,
written by LPN #5, included that the resident was
w NJ Exec Order 26.4b1 .
anagement made aware that the resident had a
functioningthat has been checked
multiple times, however, the elevator isn’t working

propeﬂy [te\\J Exec Order 26.4b1] .

at morning as resident
e bedroom or on unit. The

- arrived at facility with thew they

reviewed the camera, and the resident was

confirmed to have from the facility at 8:15

AM. The then went into actlvem and

w and were able to the resident and

T

ansported them to the hospital for evaluation.
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A review of the PN datedm at 6:00 PM,
written by LPN #5, included that the resident
returned from the Emergency Department (ED) on a

m WIGINJ Exec Order 26.4b 1[I
unc |0n|ng Al Exec Order 26.4b)] . The res|dent
N [eI

was placed on |

On 9/10/2025 at 11:25 AM, the surveyor conducted
an interview with Resident #2's assigned CNA (CNA
#2), who stated that she last saw the resident on

at around 7:20 AM, in the dining room.
was later alerted by CNA #1 that she |
mhthe resident after she went to give
resident their breakfast. CNA #2 further stated that
Resident #2 had gone down on the elevator "two to
three days after admission" and had also gone and
"stood by employee door hanging around" and that
they went and got the resident by the employee door
on that day and reported it to the nurse. CNA #2
stated that she could not remember the nurse's
name because the nurse was from an
#2 stated that usually if a resident who had a
went on the elevator, the elevator door would
probably close, but would not move up or down, it
would beep and if it kept beeping long enough, the
elevator would go down. When asked about staff
responsibility and how staff supervised residents
that she stated: "the mentality is if they
are no ide, they are not responsible... they

are not going twith resident to get

off the elevator.

CNA

On 9/10/2025 at 12:43 PM, the surveyor conducted
a telephone interview with Resident #2's assigned
nurse (LPN #1) who stated that for a resident at risk
the resident should be

° the resident; make sure was

: them | to ensure the
the unit. LPN #1 stated that on
g Resident #2 stopped at her medication
at she told the resident that breakfast
Would be there shortly and encouraged the resident
to go to the dining room, which the resident did.
LPN #1 stated that 10 minutes later, around 8:15 AM,
CNA #1 told her that she Resident #2,
and that she then informed Resident #2's CNA, and
they all started to for the resd #1
further stated that she informed the V)
DI@) (LPN #3), who Mwising
:00 PM shift. LPN #1 stated that LPN
#3 and herself went up to the floor, and
checked the unit. LPN #3 stated that she called

contacted the and initiated aw
around 8:50 A ecause that was when they did a

F0689

10/22/2025
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m she saw Resident #2 with another
resident on the unit, and when the breakfast tray

Ffor Resident #2. CNA #1 state
ad previously witnessed Resident #2 |HERSEEEREES

ki
Horm the MR

Continued from page 10
complete NUIECEISIGERPIRENN) including outside.

On 9/10/2025 at 2:08 PM, the surveyor conducted
an interview with CNA #1, who stated that Resident

#2 had beer|\NESXCIROIG EIIZR )N
of admission 1o the facility. CNA#1 stated that on

cart arrived on the floor, (she did not remember the
time), she took Resident #2's tray to the dining

room but the resident was not there. CNA #1 stated
she then went to Resident #2's room, but they were
not in the room either, and she went immediately to
LPN #land informed her, and they all

at she

stated that

get Into e elevator because if
they did, the elevator closed and would go down to
another floor. CNA #1 stated she reported the
elevator issue to themnurse, and that she
remembered reporting It 10 the nurse because she
was agitated on that day. CNA #1 stated that two
other people were at the nurse’s station waiting for
her to finish care with another resident and they
then sent her downstairs to get Resident #2 instead
of going downstairs to get the resident themselves.

CNA #1 further stated that the other aides and

replied that she would report to the
CNA #1 stated that when the
the floor to check on the unit, the aides had
previously reported to him about the m
issues with multiple residents including Resident #2,

and that Resident #Zm ﬁ the
er stated that a day or two

CNA #2 fur
l she informed the

efore Resident #2's i
about the ISsue and that he asked her

[¢]
would come to

On 9/10/2025 at 2:59 PM, the surveyor conducted
an interview with LPN #2, who stated that the pin
pad outside of the elevator door was newly placed
that morning and required a code to be entered for
the elevator to open. LPN #2 stated that the pin pad
inside the elevator was previously in place and
required a code for the elevator to operate when a
resident with a entered the elevator because it
was a “locked unit.” LPN #2 stated that the elevator
alarm had been an issue and "not effective in
sensing @M and that after a few minutes of

F0689

10/22/2025
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without the code being entered, and that Resident #2
on more than one occasion went down the e

NJ Exec Ord

that Re5|dent #2
and that Management was aware and
brought Resident #2 up to the floor unit on
NJ Exec Order 26 . LPN #2 stated that she had
witnessed Resident #2 NN CIoROLLe S AR o¥l
by Manaqement who stated,
erjob " LPN #2 further
stated that they previously exp alned to Management
that staff dow the resident, "but the elevator
system is not effective." LPN #2 did not provide the
name of the person she informed of the elevator
alarm issues.

On 9/10/2025 at 4:20 PM, the surveyor conducted
an interview with thew who stated that

Resident #2 should not be able to
because they had a sensor in the elevator that would
shut off the elevator if someone with

Al

BET

enter the
elevator. The |8 stated that he was not sure that
Resident #2 ever came off the unit with the 88 The
B stated that staff were trained and supposed to
recognize residents with because they had
binders on the nursing units with list of residents
wearing including pictures of those residents.
The 1d not offer an explanation for why staff
dld not recognize and prevent Re5|dent #2 from

INJ Exec Order 26.4b1] on NJ Exec Order 26.4b.

At that time, the surveyor asked about the PN from
that indicated Resident #2 [HEASREREEES
and was \N} ExeC Order PSRN Tlo0r Trom the
floor, and at he could not
remember now. en asked if the facility completed
an investigation for the incident, he stated that the
facility administration team was not made aware of
the incident. Thew also stated that he was not
aware of any reports regarding the elevator alarm
issues, and that the [[JSHIZOIIN®IG) ﬁ
usually checked the e alarm system weekly for

function.

On 9/10/2025 at 4:56 PM, the surveyor attempted to
reach LPN #5 who wrote the PN |§ ’
telephone and got no response.

On 9/10/2025 at 5:19 PM, the surveyor reviewed the
camera footage with the Sl The security camera
revealed that on |

responded to the sound of the door at the employee
entrance to allow CNA #3 into the facility. At that
same time, Resident #2 was| out that same
entrance at 7:21:46 AM. Thej explained that
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0689 Continued from page 11 F0689 10/22/2025
SS = SQC-J |opening the elevator, the elevator would close even
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actual time was 8:15 AM, and not 7:21 AM.

On 9/11/2025 at 10:52 AM, the surveyor interviewed

g -S- FOIA (D)(6) m who stated
that there was a "glitch in the system an the

system was not connecting to the sensor in the
ceiling.” The il stated that she was not aware of
the PN from | .

recognlzed gaps In the system and they started
addressing them."

On 9/11/2025 at 12:14 PM, the surveyor interviewed
CNA #2 who stated; if a staff member was at the
end of the hallway, they would not be able to see

the resident NNISCICIEERIN o hear an alarm
sound from the e CNA #2 stated that she did not
recall hearing an m sound When Resident #2
According to the (ISR OII (b)(6)
during interview on S ‘46 PM,

esident #2 wasm at t"
which was approximately a NEISCRCICERZERRIT o 5
from the facillty.
On 9/11/2025 at 12:55 PM, the surveyor conducted
an interview with the (U] FOIA (b)(6) who
stated that he was familiar wi | System and
did weekly checks by taking the |l sensor to the
elevator and to employee entrance door to see if the
alarm sounded up to three to five feet away from the
exit. The stated that the setup was to not allow
the resident with the to go down on the elevator
unaccompanied and that when he checked the door

alarms, they worked. Theﬁ stated "maybe the
signal on the ankle did not connect.” The il also

stated that the technicians moved the antenna box
from the top when they were called to check the

NJ Exec Order 26.4b;

elevator alarms after incident.

On 9/11/2025 at 1:27 PM, the surveyor interviewed
U.S. FOIA (b)(6) ), who stated that she

INJ Exec Order 26.4b1]

was aware thal Resident #
behavior and that the "entire staff was aware that

resident hadw behavior and theﬂ and
resident's behavior I1s on the resident's care plan."

On 9/11/2025 at 1:40 PM, the survey conducted an
interview with CNA #3, who stated that on

W he was already at work and had to get
something from the car. When he opened the door

NJ Exec Order 26.

to re-enter the building, the resident
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. #3 further stated
that Resident #2 Tooked like a | and that he
did not hear an alarm or else it would have triggered
him to check. CNA #3 also stated that he did not

i e resident because the resident resided
Bl floor and he worked on the g floor.

On 9/11/2025 at 2:15 PM, the surveyor

re-interviewed the in the presence of the
m and who stated that it was expected of
all Tacility start to know who the residents were at

risk for @ for the alarm

B = o hacf
system to work consistently.

During interview with theﬂ on 9/18/2025 at
10:05 AM, the surveyor asked about the facility’s
protocol for how staff communicated and reported
any system issues including jse alarm related
issues. The stated that staff were supposed to
verbally inform the or any

U.S. FOIA (b)(6)
other administrative member. Ee“

also stated
that he was not made aware of any Issues with the
elevator alarming system.

On 9/18/25 at 12:45 PM, during the survey team'’s
verification of the Removal Plan (RP), the surveyor
went to the employee entrance door with the [l to
test the alarm system. As part of the test, the
surveyor asked CNA #4 to bring a resident with a
Bl to the employee entrance door, and when the
resident approached the door, the alarm did not
sound. At that time, theﬁ1 opened the employee
entrance door and asked the staff to walk with the
resident through the door. The resident, who was
wearing a walked out of the building and the
door alarm did not sound. Both CNA #4 and theﬁ
stated that the alarm was supposed to sound to alert

staff that a resident with a J Exec Order 26.4b1

On 9/18/2025 at 1:00 PM, the surveyor went to the
floor and requested CNA #5 to walk a
resident with aﬁ through the elevator to test the
functioning of the alarm system. CNA #5 then
accompanied Resident #2 to Elevator #i and when
Resident #2 entered Elevator #j the alarm did not
sound. The surveyor entered the same elevator and
joined CNA #5 and the resident. Without entering the
alarm code, CNA #5 pushed the elevator down
button; the elevator door closed and went down to
the first floor without the code being entered and the
alarm did not sound. CNA #5 stated that the elevator
alarm was supposed to sound; the door was not
supposed to close; and the elevator was not
supposed to go down if a resident was in the
elevator with a |l and the code was not entered.
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SS = SQC-J |CNA #5 then checked the resident's ankle to make
sure the resident was wearing theirﬁnand
confirmed the presence of theﬁ on the resident's
ankle. The surveyor then requested that the

alarm be tested on Elevator #2, and CNA #
accompanied the resident into Elevator #2, and the
alarm did not sound.

During interview with the in the presence of
the on 9/18/2025 at 1: M, he stated that he
expected the alarm systems to work consistently
whenever a resident with aﬁ tried to enter the
elevator or to exit through the employee door.

The implementation of the Removal Plan was not
verified, and the immediacy continued.

An acceptable Removal Plan (RP) was received on
9/19/2025 at 10:56 AM, indicating the action 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 Resident
#2 was onw sent to the hospital
for evaluation, returned to the facility the same day,
and immediately placed on that was
maintained until ad a s
; the physician
and family were notified; and the resident’s was
checked every shift for placement and func On
8/25/2025, the facility’s vendor serviced the
system, and staff were stationed at employee
entrance/exit until 9/18/2025, when the system was
repaired when the vendor increased the
system’s sensitivity. .

RESTT

| residents with were
checked; updated resident photos for residents with
were posted in both elevators and employee
entrance. All receptionists were educated on the
process of buzzing employees in and out of the
facility, and all staff were educated on the facility’s
elopement policy, wandering binders and
identification process, and elopement drills were
conducted.

The surveyor verified the implementation of the RP
on-site during the continuation of the survey on
9/23/2025.

NJAC 8:39-27.1(a)
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An on-site revisit for the facility's Plan of

Correction was conducted on 10/22/2025 in relation
to the 09/23/2025 Complaint survey. The facility was
found to be in compliance with 42 CFR Part 483,
Requirements for Long Term Care Facilities.
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