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The facility is not in substantial compliance with
all of the standards in the New Jersey
Administrative Code 8:36, Standards for
Licensure of Assisted Living Residences,
Comprehensive Personal Care Homes and
Assisted Living Programs. The facility must
submit a plan of correction, including a
completion date for each deficiency and ensure
that the plan is implemented. Failure to correct
deficiencies may result in enforcement action in
accordance with provisions of New Jersey
Administrative Code Title 8, Chapter 43E,
Enforcement of Licensure Regulations.

8:36-4.1(a)(25) Resident Rights

(a) Each assisted living provider will post and
distribute a statement of resident rights for all
residents of assisted living residences,
comprehensive personal care homes, and
assisted living programs. Each resident is entitled
to the following rights:

25. The right to keep and use his or her
personal property, unless this would be unsafe,
impractical, or an infringement on the rights
of other residents. The facility shall take
precautions to ensure that the resident's
personal possessions are secure from theft,
loss, and misplacement;
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This REQUIREMENT is not met as evidenced
by:
Complaint # NJ00140762

Based on interview and review of pertinent
documents it was determined that the facility
failed to ensure that the residents' personal
property which included a XM

was allowed to remain secured in working
order in the residents' private apartment for 1 of 3
residents reviewed for resident rights, Resident
#2. This deficient practice was evidenced by the
following:

On 11/10/20 at 10:00 a.m., the surveyor
interviewed the Executive Director (ED) who
stated that Resident #2 had a recording device in
his/her apartment and that the facility unplugged
the [l on Sl The ED further stated
that the facility has incorporated a new policy for
recording devices and no longer allowed
recording devices such as "Nanny Cams" in the
resident's apartment.

The ED further stated that letters would be sent to
the families to inform them of the new policy in
regards to the recording devices and provided a
copy of the policy for surveyor review.

The surveyor reviewed the policy titled,
"Recording Devices" effective 11/1/20 which
indicated that "...the recording (video and/ or
audio) of, photographing of, or otherwise
capturing on an audio/video device of any
Resident by anyone other than an authorized
member of staff is Strictly Prohibited...Further, the
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use of cameras (including, but not limited to
handheld devices, fixed or mounted devices,
cellular or tablet-style devices, webcam devices,
etc)...In-room cameras, (otherwise known as
"Nanny Cams"...are not permitted.”

On 11/10/20 at 10:40 a.m., the surveyor reviewed

the medical records (MRs) of Resident #2 which

revealed that the resident moved into the facility
il \vith diagnoses which included

NJ Ex Order 26.4b1 and The MRS

revealed that Resident #2 re5|ded in the memory

care neighborhood and was on Sl services.

The surveyor reviewed the general service plan
(GSP) for Resident #2, which indicated that the
resident received assistance which included

- [ and

Accordlng to the GSP the resident was

INJ Ex Oroer 26.4) NJ Ex Order 26.4b1
and R

INJ Ex Order 26 4b1

Later that day the surveyor interviewed the ED
who stated that Resident #2 had a recording
device i in hls/her room since adm|55|on and that

that was sent to the Power of Attorney (POA) on
which indicated that the il Wwas
going to be unplugged that day. The ED further
stated that the || Was not removed out of
the residents' apartment but that the jlisslis \vas
unplugged which stopped the recording device.

The ED stated that in the memory care
neighborhood that other residents may wander
into other residents apartments and that it was a
health insurance portability accountability act
(HIPAA) violation to have other memory impaired
residents on recorded devices without their
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knowledge.

The ED further stated that Resident #2's door

would remain locked when the resident was not in

his/her apartment to prevent other residents from

into Resident #2's apartment.

The facility failed to allow the resident to retain

personal property of choice which included a

recording device in working order in his/her

apartment.
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