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F 000 INITIAL COMMENTS F 000

 Complaint #: NJ00160122

Census:  110

Sample Size: 9

The facility is not in substantial compliance with 

the requirements of 42 CFR Part 483, Subpart B, 

for Long Term Care Facilities based on this 

complaint survey.

 

F 921 Safe/Functional/Sanitary/Comfortable Environ

CFR(s): 483.90(i)

§483.90(i) Other Environmental Conditions

The facility must provide a safe, functional, 

sanitary, and comfortable environment for 

residents, staff and the public.

This REQUIREMENT  is not met as evidenced 

by:

F 921 12/21/22

SS=D

 Complaint #: NJ00160122

Based on interviews and record review of other 

facility documentation on 12/14/22 and 12/16/22, 

it was determined that the facility failed to 

consistently perform monthly test on the facility's 

Wander Guard System (WGS) to ensure that the 

systems were operating properly to prevent 

residents from elopement. This deficient practice 

was evidenced by:

During the interview with the Maintenance 

Director (MD) on 12/16/22 from 9:20 am to 11:20 

am, the MD stated that the WGSs had to be 

tested for function every month to ensure that 

they are working properly for the safety of the 

residents with wanderguards.

 Element #1- 

All doors that are secured by a wander 

guard system were checked to ensure 

functioning properly and logged 

appropriately

Element #2 

All residents who wear a wander guard 

have the potential to be affected by the 

alleged deficient practice.

Element #3

A new maintenance daily rounds sheet 

was created by Administrator to include 

checking all doors that are secured by a 

wander guard system to ensure proper 

functioning.  All Maintenance staff 

in-serviced on new form and documenting 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

01/11/2023Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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F 921 Continued From page 1 F 921

Review of the form "Wander Guard System", 

showed that the main lobby, therapy gym, 

elevator 1, and 2 wandering guards system were 

not tested for function from 3/2022 to 10/2022 

which was not according to the manufactures 

manual. 

The MD was unable to explain and to provide any 

documented evidence as to why the WGSs were 

not tested for seven months, from 3/2022 to 

10/2022.  

Review of the WGS manual showed, "Roam Alert 

...User Guide ...System Testing You should 

perform regular tests on the system to ensure 

that the controllers, receivers, and tags are 

operating properly.  Controllers Check the 

operation of controllers at least once a month 

...Receivers Check the operation of receivers at 

least once a month ..."

NJAC 8:39-31.4 (a)(b)

proper functioning of system.  Wander 

Guard policy was updated to include the 

manufacturers recommendations of 

checking the system at least monthly.  

Element #4

Maintenance Director or designee will 

conduct monthly audits of the 

maintenance daily rounds sheet to ensure 

compliance.  Any discrepancies will be 

reported to the Administrator immediately.   

Results of the audits will be reported to 

the Quality Assurance Performance 

Improvement Committee during the 

quarterly meetings.
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