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Initial Comments
Complaint #: NJ 00152022, NJ 000152179
Census: 11

Sample: 4

THE FACILITY IS NOT IN COMPLIANCE WITH
ALL OF THE STANDARDS IN THE NEW
JERSEY ADMINISTRATIVE CODE N.J.A.C 8:37
STANDARDS FOR LICENSURE OF DEMENTIA
CARE HOMES.

8:37-1.1(b) Purpose and Scope

This chapter is promulgated for the purpose of
establishing interim licensing standards for
dementia care homes in the State of New Jersey
to ensure that they are maintained and operated
in such a manner that will protect the health,
safety and welfare of its residents and at the
same time preserve and promote a home-like
atmosphere appropriate to such facilities.

This STANDARD is not met as evidenced by:
Complaint #: NJ 00152022, NJ 00152179

Based on interview and record review it was
determined that the facility failed to conduct a

complete investigation of an aIIegatlon of
and BELLEEERE failed t

ensure staff immediately reported g 81

, and failed to implement the facility policy
titled, "Abuse and Neglect" for 2 of 4 residents
reviewed for el Resident #2 and Resident
#3. This deficient practlce was evidenced by the
following:
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On 2/16/22 at 11 a.m., during the entrance
conference, the surveyor interviewed the House
Manager (HM) regarding an allegation of

, Which was
alleged to have occurred at the fa0|I|ty on S
The Department of Health (DOH) received a
reportable event from the facility on |l for
the same event. The HM stated that she received
a text message from a Home Health Aide (HHA),
HHA #1 on gl Which indicated that the HHA
wanted to talk to her.

Further, the HM stated that at approximately 8

Bl she received a telephone caII

from HHA #1 that another HHA, HHA #2 e
, Resident #1

during the 11-7 shift on- and that she

reported the incident to the DOH. The HM stated
that she informed HHA #1 that the incident should
have been reported immediately to the her as
HHA #1's immediate supervisor so that she may
then notify a Registered Nurse (RN).

The HM stated that HHA #2 was immediately
suspended pending the outcome of the
investigation.

1. Resident #2 was admitted to the facility in i
with diagnoses which included
NJ Ex Order 26. 4B1

2. Resident #3 was admitted to the facility in
SR \vith diagnoses which included
NJ Ex Order 2

At 12:15 p.m., the surveyor interviewed HHA #1
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via the telephone. HHA #2 stated that she

witnessed her co-worker, HHA #2, AEESX e EgIaEs:7]
Resident #2 by NSRRI LR LAPI:)| after the
(LW Ex Order 26. 4B1

HHA #1 stated that she also withessed HHA #2
tell Resident #3 that the resident would be [l if
he/she ISR RO LI NI:7 80 because she would
RE the resident. HHA #1 further stated
that she did not understand what HHA #2 meant
by 'NIEROREPINEI]. " The surveyor inquired if
the HM or the Administrator was notified of the
above incidents. HHA #1 stated that she reported
and submitted a written statement to the HM
about what she heard and saw with regards to
Resident #2 and Resident #3.

At 12:45 p.m., the surveyor interviewed the facility
RN/facility owner via telephone regarding the

NI eV XAV Ex Order 26. 4B1
stated that she was not aware of the allegations
which involved Resident #2 and Resident #3. The
RN stated that she was aware of the allegation of
INJ Ex Order 26. 4B1 , (Resident
#1), however, HHA #1 did not mention the
allegations involving Resident #'s 2 and 3, so
there was no investigation for those residents.
The RN stated that she had not seen or reviewed
HHA #1's written statement and that HHA #1 did
not mention the other residents, Resident #'s 2
and 3, when the facility investigated the
NIRRT for Resident #1.

During continued interview with the RN, she
explained that all the residents in the home at the
time of the alleged incident were assessed and
that there was no evidence of SESXCEEELIEEH
However, the RN was not able to provide the
surveyor with documented evidence to show that
the investigation included Resident #2 and
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Resident #3 and that the two residents were
assessed by the RN as well.

At 1:20 p.m., the surveyor interviewed the HM
again regarding HHA #1's written statement
obtained from HHA #1's employee's file. The HM
stated that on |jjijiilij she collected HHA #1's
written statement and filed it in the employee's
file, and that she did not review the statement
before she put the statement in the file. In
addition, she stated that she was not aware of
e LW which involved Resident #2
and Resident #3.

The surveyor reviewed the undated facility policy
titled, "Abuse and Neglect," which indicated,
"ANYONE who witnesses or suspects an incident
of abuse, neglect, ... is to tell the abuser to stop
immediately and the [to] report the incident to his
or her supervisor immediately."

The facility's policy titled, "Investigation
Reporting," with a revised date of 1/24/19
indicated, "The resident will receive a complete
assessment from the Director of Operations ..."

R 016
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Corrective action(s)accomplished for resident(s)affected:

All staff were in-serviced on policy and procedure "Abuse
and Neglect" and "Investigation and Reporting".
Residents 2, 3 and all others were assessed with
noted.

NJ Exec Order 26.4b1]

Residents identified having the potential to be affected and
corrective action taken:

All residents have the potential to be affected by this
deficient practice.

Measures will be put into place to ensure the deficient practice
will not reoccur:

All Staff were educated by the Administrator/designee
regarding the policy and procedure "Abuse and Neglect" and
"Investigation and Reporting".

All staff will be in-serviced quarterly on the policy and
procedure "Abuse and Neglect" and "Investigation and
Reporting".

The Director of Operations/designee will conduct weekly
meetings with the site manager times 4 weeks to ensure all
staff are following the policy and procedure "Abuse and
Neglect" and "Investigation and Reporting".

IV. Corrective actions will be monitored to ensure the deficient
practice will not reoccur:

The Director of Operations/designee will report all findings
to the Executive Administrator immediately. The Executive
Administrator will follow upon hire and quarterly.

Completion Date: 03/31/22
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