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medical condition; interview staff members (on all 
shifts) who have had contact with the resident 
during the period of the alleged incident… 

A review of the facility’s “Reportable Events Policy”
dated 5/1/25, included it is the policy of the facility
to ensure that all reportable events, incidents, 
allegations, and operational disruptions that may 
impact the health, safety, or welfare of residents are
promptly identified, investigated, documented, and 
reported to the appropriate regulatory authorities. 
Purpose: to establish a standardized process 
to…protect resident safety and welfare…Types of 
Reportable Events: resident safety events; 
allegations or suspicions of abuse, neglect, or 
exploitation… 

A review of the facility’s “Physician’s Orders and 
Notifications” policy dated 5/1/25, included; the 
facility will notify the resident’s physician promptly
for specified events and whenever there is a change
in condition that may require medical assessment or
treatment change…A. Events Requiring Prompt 
Notification (minimum): Notify the resident’s 
attending physician promptly for the following (not 
exhaustive): acute change in mental status, new or 
worsened confusion, or sudden behavior 
changes…significant change in vital signs (blood 
pressure, heart rate, respiration rate) from baseline 
or defined thresholds…any event that may require 
[ER] transfer or hospital admission…B. timing 
Expectations: Immediate (within minutes – same 
shift): life-threatening or potentially life-threatening
changes (respiratory compromise, hemodynamic 
instability, seizure)… 

A review of the facility’s “Change in Condition 
Policy” dated 5/1/25, included the purpose of this 
policy is to ensure the facility promptly informs the
resident, consults the resident’s physician; and 
notify, consistent with his or her authority, 
resident’s representative when there is a significant
change requiring notification. Situations requiring 
notification include: a significant change in the 
resident’s physical, mental, or psychosocial status 
that is, a deterioration in health, mental, or 
psychosocial status in either life-threatening 
conditions or clinical complications: This includes:
a. life-threatening conditions, or b. clinical 
complications… 

On 3/5/26 at 9:00 AM, the surveyor was informed
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A review of the facility’s “Abuse Investigation and 
Reporting” policy, dated 6/15/25, included all 
reports of resident abuse, neglect, exploitation, 
misappropriation of resident property, mistreatment
and/or injuries of unknown source (“abuse”) shall 
be promptly reported to local, state and federal 
agencies (as defined by current regulations) and 
thoroughly investigated by facility management. 
Findings of abuse investigations will also be 
reported…Procedure: Role of the Administrator 1. If 
an incident or suspected incident of resident abuse,
mistreatment, neglect or injury of unknown source is
reported, the Administrator will assign the 
investigation to an appropriate individual; 2. The 
Administrator will provide any supporting documents
relative to the alleged incident to the person in 
charge of the investigation…4. The Administrator will
suspend immediately any employee who has been 
accused of resident abuse, pending the outcome of
an investigation…Role of the Investigator: The 
Individual conducting the investigation will, as a 
minimum review the completed document forms; 
review the resident’s medical record to determine 
events leading up to the incident; interview the 
person(s) reporting the incident; interview any 
witnesses to the incident; interview the resident’s 
Attending Physician as needed to determine the 
resident’s current level of cognitive function and 
medical condition; interview staff members (on all 
shifts) who have had contact with the resident 
during the period of the alleged incident… 

A review of the facility’s “Reportable Events Policy,”
dated 5/1/25, included it is the policy of the facility
to ensure that all reportable events, incidents, 
allegations, and operational disruptions that may 
impact the health, safety, or welfare of residents are
promptly identified, investigated, documented, and 
reported to the appropriate regulatory authorities...6.
Investigation Process. The facility will initiate an 
investigation within twenty-four hours of the 
reportable event. the investigation includes: 
interviewing staff involved and witnesses; reviewing
medical records and care plans; evaluating 
contributing factors. 7. Root Cause Analysis (RCA). 
For serious events, the facility will conduct RCA to 
identify: system failures, environmental factors, staff
training gaps, policy or procedural deficiencies. The
RCA must include corrective actions and prevention
strategies... 

N.J.A.C. 8:39-4.1(a)5
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F0000 INITIAL COMMENTS 

An on-site revisit was conducted on 04/22/2026 in 
relation to the 03/06/2026 Complaint survey. The 
facility was found to be in compliance with 42 CFR 
Part 483, Requirements for Long Term Care 
Facilities.

F0000

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 reverse for further 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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H0000 Initials Comments 

An on-site revisit was conducted on 04/22/2026 in 
relation to the 03/06/2026 Complaint survey. The 
facility was found to be in compliance with all of the
standards in the New Jersey Administrative Code 
Title 8, Chapter 8:43E, Enforcement of Licensure 
Regulations Standards for Licensure of Long Term 
Care Facilities. 

H0000

S0000 Initial Comments 

An on-site revisit was conducted on 04/22/2026 in 
relation to the 03/06/2026 State of New Jersey 
Re-Licensure survey. The facility was found to be in
compliance with the Standards in the New Jersey 
Administrative Code, Chapter 8:39, Standards for 
Licensure of Long-Term Care Facilities

S0000

Office of Primary Care and Health Systems Management
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