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 A 000 Initial Comments

Initial Comments:

 A 000

Survey Type: Complaint

Complaint #: NJ 00189963

Census: 65

Sample size: 4

The facility is not in compliance with all the 
standards in the New Jersey Code 8:36 
Standards for licensure of Assisted Living 
Residences, Comprehensive Personal Care 
Homes, and Assisted Living Programs.

 

 A 310 8:36-3.4(a)(1) Administrator's Responsibilities

(a) The administrator or designee shall be 
responsible for, but not limited to, the following:

1. Ensuring the development, implementation, 
and enforcement of all policies and procedures,
including resident rights;

This REQUIREMENT  is not met as evidenced 
by:

 A 310
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 A 310Continued From page 1 A 310

Based on interview and record review, it was 
determined that the facility failed to ensure the  
the policy titled, "Air Temperature Monitoring 
Policy", was fully developed, implemented and 
enforced, which had the potential to affect all 
residents of the facility.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                       
This deficient practice was evidenced by the 
following:

On 2/24/26, the New Jersey Department of 
Health (NJDOH) received a Facility Reportable 
Event (FRE), (a form utilized by healthcare 
facilities to report incidents to the NJDOH), 
regarding loss of power and heat on  The 
FRE indicated that the backup generator turned 
on at 6:43 a.m., and at 4:30 p.m., staff noticed 
that the temperature on the second floor started 
to decrease. 

According to surveyor interview with several 
residents of the second floor, they felt "chilly", and 
were provided blankets. The surveyor interviewed 
the Director of Maintenance (DOM) and 
requested the log of the temperatures at the time 
of the event. The DOM stated that, he used an 
infrared thermometer to measure the 
temperatures but did not keep a record of the 
temperatures.

On 2/27/26 at 11:30 a.m., the surveyor reviewed 
the facility's undated policy titled, "Air 
Temperature Monitoring Policy", provided by the 
Executive Director (ED), which revealed, "The 
building temperature must be at a minimum of 72 
degrees during the day and 68 degrees at night."  

The surveyor further reviewed the "Air 
Temperature Monitoring Policy". The policy did 
not include maintaining a written log for recording 
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 A 310Continued From page 2 A 310

ambient air temperatures, nor the frequency of 
monitoring. 

At 12:15 p.m., the surveyor interviewed the ED 
regarding monitoring and recording ambient air 
temperatures. The ED stated that the DOM was 
in charge of monitoring the ambient air 
temperatures and was unsure if a written log was 
kept. 

At 12:35 p.m., the surveyor interviewed the Chief 
Executive Officer (CEO) regarding how the facility 
monitors the ambient air temperatures. The CEO 
stated that the facility uses infrared thermometers 
and visually observes the thermostats in the 
common areas. The CEO stated that he was 
unsure if the DOM maintained a written log for 
recording ambient air temperatures.
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