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SURVEY DATE: 11/17/2025 - 11/19/2025

The facility is not in substantial compliance with
all 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,
based on this Complaint Survey.

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.

8:36-3.4(a)(1) Administration

(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;
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This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, facility
document and policy review, the facility failed to
ensure a thorough investigation and maintain
documentation involving the circumstances
surrounding events reported to the state agency
in accordance with facility policy for 2 residents
(Resident #1 and Resident #2) of 3 residents
reviewed for accidents.

Findings included:

A facility policy titled, "Incident and Event
Reporting," revised 04/24/2025, defined an
incident as, "A report required by the applicable
state/province licensing agency regarding an
adverse or unusual incident involving a resident.”
The policy indicated, "12. The ED [Executive
Director]/designee will investigate each
incident/event to determine the circumstances of
the incident/event and institute appropriate
measures to prevent similar future situations. If
able, the resident's version of the events leading
to the incident/event will be obtained and
documented.”

1. Resident #1's "Move In Record" revealed the
facility admitted the resident on |EESEREEEES
According to the Move In Record, Resident #1
had a medical history that included diagnoses of

NJ Exec Order 26.4b1
|
)

Resident #1's "NJ [New Jersey] 3.0 SEHA [State
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Evaluation and Health Assessment]," for move in
‘ |, revealed Resident #1 had |ji§
The

SEHA revealed a section titled

IR " that indicated the resident's
expression needs did not

exceed the standards for the assisted living
neighborhood.

A Brief Interview for Mental Status (BIMS) test
completed [EESEEREE rcvealed Resident #1 had
a score of il which indicated the resident had

NJ Exec Order 26.4b1]

Resident #1's "Progress Notes" revealed a note
dated [ 2t 11:41 AM, that indicated the
resident had been the
evening prior EEEEEEREEEE l00king for ‘[
I e Progress Note indicated that
Resident #1 was |j§ B and had a BIMS ofl
(which indicated NS SXCEISTUEPR TN )
The Progress Note indicated a family member
planned to take the resident to an urgent care for

ICEIale RN J Exec Order 26.4b1 . The

Progress Note indicated that the resident and

their belongings were moved to the il unit|i§
and would remain
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ieJNJ Exec Order 26.4b1

I The Reportable Event Record/Report
revealed Resident #1 was placed in the |
[l for safety. The Reportable Event
Record/Report also indicated a follow-up
assessment was completed oriEEEREREEER and
ReS|dent #1 was able to recall [l on the
B of the community until the [N

Resident #1's "Documentation Survey Report" for
the month of [EESEESIEEEERE | revealed staff had
provided the resident reminders at their dinner
meal dinner meal in the dining room at 6:26 PM

Order 26.4b1]

NJ Exec

F)ri()r t() tf](a INJ Exec Order 26.4b1

During an interview on 11/18/2025 at 12:22 PM.
the Resident Care Director (RCD) stated that the
former ED was the person that completed the
investigation and added that out of respect to
their position, she had not questioned who the
former ED interviewed about the incident. The
RCD stated that the employee who
Resident #1 S8l should have provided a
statement. She added that any staff present when
the resident was §Sll and the primary caregiver
for the resident should have also been
interviewed.

During a follow-up interview on 11/18/2025 at
1:45 PM, the RCD stated there was no
investigation and no witness statements for
Resident #1's SESEEEEE She stated the
Regional Director of Resident Care (RDRC) told
her that since there was no question Resident #1
an investigation was not needed.

During an interview on 11/18/2025 at 3:08 PM,
the ED declined to comment whether she thought
the investigation into Resident #1's [

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
A 310 Continued From page 3 A310

STATE FORM

6899

8UNP11

If continuation sheet 4 of 9




New Jersey Department of Health

PRINTED: 01/26/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

80a008

(X2) MULTIPLE CONSTRUCTION

A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

C
11/19/2025

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

404 KING GEORGE ROAD
BASKING RIDGE, NJ 07920

SUNRISE OF BASKING RIDGE

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE
DATE

DEFICIENCY)

A 310

Continued From page 4

was thorough.

2. Resident #2 "Move In Record" revealed the

INJ Exec Order 26.4b1]

facility admitted the resident o
According to the Move In Record, the reS|dent
had a medical history that included diagnoses of

NJ Exec Order 26.4b1
I
]

A "Reportable Event Record/Report " dated
j. revealed an R
incident that occurred on
Reportable Event Record/Report, Resident #2
was ke during overnight rounds on
NIECCICER - The Reportable Event
Record/Report further revealed the resident was
in R Prior to thew“ and was
actively part|C|pat|ng " RNy Frec Order 26401
The Reportable Event Record/Report
revealed the resident was last observed by staff
at 12:23 AM on 10/20/2024.

INJ Exec Order 26.4b1] Per the

ReS|dent #2 s "Progress Notes," revealed a note
Sl ot 8:08 AM, that indicated the

Resident Care Director (RCD) had received a

phone call at 5:05 AM that informed her that

Note indicated instructions were given to staff to
contact Emergency Medlcal Serwces to

Bl Resident #2's [jjiiilj secondary to
Resident #2 having a documented [N

B G o in piace.

Resident #2's "Progress Notes," revealed no
documented evidence of who [l the resident
NJ Exec Order 26.4b1ifgYdN Fxec Order 26.4b1ICYERTEPN

circumstances surrounding when the resident

WERY\J Exec Order 26.4b1j8
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During an interview on 11/18/2025 at 1:34 PM,
the Regional Director of Resident Care (RDRC)
stated the former Executive Director (ED) who
was employed at the time of Resident #2's |l
no longer worked for the company. The RDRC
stated she could not locate a thorough
investigation of Resident #2's |jjjjilij that included
witness statements from staff.

During an interview on 11/18/2025 at 3:12 PM,
the ED stated if Resident #2's il was
interviews from the staff working with
the resident at the time of the resident's |l
should have been obtained to see if any staff

member had noticed a \EESCEICIGEFLERIEN or any
signs or symptoms of [l or S

8:36-5.10(a)(3) General Requirements

NJ Exec Order 26.4b1]

(a) The facility shall notify the Division of Health
Facility Survey and Field Operations immediately
by telephone at (609) 633-9034 (609) 392-2020 if
after business hours, followed within 72 hours by
written confirmation, of the following:

3. Any suspected cases of resident abuse or
exploitation which have been reported to the
State Long-Term Care Ombudsman.

This REQUIREMENT is not met as evidenced
by:
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Based on interview, record review, facility
document and policy review, the facility failed to
report to the state agency an
Il o 1 (Resident #2) of 3 residents reviewed
for accidents.

Findings included:

A facility policy titled, "Incident and Event
Reporting," revised 04/24/2025, indicated, "3. The
ED [Executive Director]/designee shall identify
and document resident injuries for which the
origin of the injury was not observed by or
otherwise known by team members and
investigate including determining if the resident
knows how the injury occurred. a. When the
source of the injury remains undetermined, the
community will monitor the resident to identify and
prevent similar injuries. b. Documentation of the
investigation, outcomes, and steps taken shall be
retained by the community, such documentation
shall be made available for review at the
Department's request per state/province
regulations. 4. In addition to and separate from
the internal reporting, the ED/designee is
responsible for validating all incidents/events are
reported timely in accordance with
state/federal/provincial laws and regulations,
using the state/province mandated form or online
portal, where available."

Resident #2's "Move In Record" revealed the

NJ Exec Order 26.4b]]

facility admitted the resident on :
According to the Move In Record, Resident #2
had a medical history that included diagnoses of

NJ Exec Order 26.4b1

]
]
)
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Resident #2's "Progress Notes," revealed a note
dated SRS at 12:10 PM, that indicated,

"The resident [ NNES RO EIARAN!

Resrdent #2's "Progress Notes," revealed a note
S 2t 10: 03 AM, that indicated a

Order 26.4b1

of the resident's i}
The Progress Note revealed the resrdents“

was EISERISIEERERRH , but the resident was [l
to theiru andm Per the Progress

Note, the family member indicated that on

NSNS PRI they visited Resident #2

and had noticed the resident' il but that the

resident had [N or§

revealed the resident had a
I ' e IRISEISRERRIN of the
of the NJ Exec Order 26.4b1
probably due to

NJ Exec Order 26.4b1]

A facsimile coversheet dated S
revealed the physician was notified of Resident
#2's il results. The facsimile coversheet

indicated the- was ordered for noted [

During a telephone interview on 11/18/2025 at
1:52 PM, Registered Nurse (RN) #1 stated she
remembered Resident #2 had a SR
and the staff were unaware of what had
happened. RN #1 stated the resident's [l was
B 2nd something had iR
She added Resident #2 was able to |l their
B and had - RN #1 stated the former
ED, and the Resident Care Director (RCD) would
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have been responsible for reporting the N
to the state agency.

During an interview on 11/18/2025 at 12:49 PM,
the RCD stated she was unsure why Resident
#2's REEEEREEREE had not been reported as an
NECCICEARTN . The RCD stated she and
the ED that was in the facility at that time knew
about the ||l and she (the RCD) should
have insisted that the ED report the il The
RCD stated the former ED was the one that
made the decision to report an incident or not
report an incident.

During an interview on 11/18/2025 at 1:34 PM,
the Regional Director of Resident Care (RDRC)
stated that Resident #2's (EESEEEIEEREREE should
have been reported to the state agency as an

NJ Exec Order 26.4b1 R

During an interview on 11/18/2025 at 3:12 PM,

the current ED stated [NNIS GO EISAN!

were expected to be reported to the state agency.
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Plan of Correction

Name of acility: Sunrise of Basking Ridge . . o
Address of Facility: 404 King Ge(lrggll(_m(l Basking Ridge. NJ 0790V~
License number: 80a008 ) L o
Inspection date(s): 11/19/2025

Name and Title of Legal Entity

Representative Signing the Plan of Corvection: SR | vcculive Dirccior
A

Signature of Sunrise
Representative:
Date of

1/6/2026

Submission:

A310 - 8:76-3.4(a)(1) — Administration

Completion Date: 1/9/2026

l.

N

NJ ec Ordel]
Resident #1 is

and still residing in the community. Resident 1 voae et aluated by Reside
Care Director/Registered Nurse, after an

NJ Exec Order 26.4b]]

NJ Exec Order 26.4b1]

NJ Exec Order 26.4b1

ncident ol
Resident #1 was moved to the Rl R

NJ Exec Order 26.4b18INJ Exec Order 26.4b1
R  ('c community.

All residents have the potential to be affected by this deficient practice. Beainning 12/30/2025 the
Exceutive Dircctor and Resident Cave Director condueted an audit ol incident reports from
10/20/2024 through 2/27/2025 Lo ensure that any significant reportable event was called into the
Department of Health. The audit will be completed by 1/9/2026.

‘ollowing event on

NJ Exec Order 26.4b]]

weighborhood on
Resident #2

The Reeional Director of Operations and Regional Director of Resident Car>/Registered Nurse.
reviewed the “Incident and Gvent Reporting™ Policy and “Resident’s Rivh™ poliey with the
Exccmive Director and Resident Care Director on 1/5/2026. Beginning /572026, the Residert
Care Director will provide re-educarion on the “Incident and Event Reporting™ Policy and
“Resident’s Rights *policy including documentation to Registered Nurses and Licensed Practical
Nurses and cre managers with a targetad completion date of 17072074

Beginning 175/2026. a weekly audic of incidents and reportable even v il b conduceted by
Executive Dircetor and Resident Care Director weekly for four weeks. aod izn menthly for two
months to ensure that the required documentation has been completed. Fhe pesnlts ol the aboy
audits will be reviewad quarterly at Quality Assurance Performance liprosement mectings tor

404 King George Rd | Basking Ridge, NJ 07920 | main 908-542-9000
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two quarters. Plan of Correction to ensure compliance of the “Renident™ Riphts™ potioy ann

“Lvent and Incident Reporting™ policy will be reviewed and evaluated quarterly Tor two quaniers
by the Executive Director at Quality Assurance Performance Improvement QAR mecting w
verify compliance with poliey. I not compliant. it will be amended. and o new Plan ol Corecciton
and training, will be implemented and monitored to verily that the viokuion does not oecin tesain,
The next quarterly Quality Asarance Performance Improvement mective will he hel for
1472026,

Completivn Dute: /42025 \K(')
iy ol

AASOS — 0 26-5.10(0)(3)-- Incidewt teposting/General Requitemenis

Completion Dave: 1/9/20206

I. Resident #2 was evaluatedg o (- i - ] S Priny Cove P eian
folloviape potitp i sn of a \J EXGC Ol’del’ 2 0, The e ddean

remained in the community Tollowing event. The Department of Tealil war not sotilied ol

USSR\ J Exec Order 26.4b1

5.0 Al cAdams have th potertic! 1o be effected by this deficient practice Ve i 10730 70075 4 he
Execntive Dircetor pad Redtdent Cer Diveetor conduetad an B ot inerdoat vep o1 e
10202000 tirongh 22772025 o e sare that any significant repor abl oot v, oo ted e the
Depavtnent of Health, The audic witl be completed by 1/9/2026.

2 he b ecutive Director ravitsed the ctneident and Fyent Reporan™ ecs s aloda 10 a6 e
Cere Dveetor oo PEOMNE Docdgnine VEO006 the Podident Cave e sallorccins -
educetion to the Regivrered Moo ond Licensed Practica! Moraes and oo panae - !
“tacident and Baens Reparting” peter inelrding notification of unknown origin, This educesion
will begin 1/5/2026 with a completion date ol 1/9/2026.,

(8]

Booing oo, 706 0 weeh s au it of incidenis and reportable v 0 L e dae 1
FFxecntive Ditector and Resident Cve Dipector weeb s Tor foure s eels ety e nway oeabe
then ovarterls for two quarteea cosure that the required documentation vne potine men L
been completea The results efFe above audits will be reviewed quarterly at Quadity Assorance
Performance Improvement meelines for two quarters. The next quearle Iy Ounlity Asvrane
Performance Ivrovement meetis ool e held on 1702076 Plan of 0 cpection o cr-ane
comolance of e =Fooni s Tecid nt Reparting”™ pelics will be vevie b dioe famed
avarterly for o gaerters by th 1 seentive Director at Onaling Sesarine = Perfarn oo

Impros ement meetine to verify complianee with poliey. Hnot compliane wowitl Feapend O ed
ancw Plan of Correeti v nd teainieg will be implemtented and monfioeed s ov il gl
viotati s dees net oceur acain, The pese paeter]y OQue Bt Avsoranee " cbon e by o mend
meatine will be held on FEHE 020G

Compledon idaee: 1792620 2«% OW\(O\\K\@\ \2(9
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