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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.

 

 A 310 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;

 A 310

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

12/18/25
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This REQUIREMENT  is not met as evidenced 
by:
Complaint # NJ188451

Based on interview, record review, document 
review, and facility policy review, the facility failed 
to ensure ) #2 
followed the facility policy to remove a  from 

 a resident once the resident was placed on 
the . This failure caused 
Resident #5's , that was 
present in the wheelchair, to get  in the 

 of the wheelchair and when this occurred, 
the resident  and 

 and a  
This deficient 

practice affected 1 (Resident #5) of 3 sampled 
residents reviewed for accidents.  
 
Findings included:

A facility policy titled, "Lifting Machine, Using a 
Mechanical," revised 07/2017, indicated "18. 
When the transfer destination is reached, slowly 
lower the resident to the receiving surface. 19. 
Once the resident's weight is released, stop the 
lowering and ensure that the sling bar does not hit 
the resident. 20. Detach the sling from the lift. 21. 
Carefully remove the sling from under the 
resident. Be mindful of the resident's position and 
balance, and skin." 
 
An "Admission Record" revealed the facility 
admitted Resident #5 on . According 
to the Admission Record, the resident had a 
medical history that included diagnoses of 
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.  

 
Resident #5's "Service Plan Report" included a 
focus area titled "  initiated 

 that indicated the resident required 
the use of a mechanical lift. The Service Plan 
Report included a focus area titled "  
initiated , that indicated the resident 
was  with an  of a 
wheelchair. The Service Plan Report also 
included a focus area titled "  initiated 

, that indicated the resident was at risk 
for  due to their  

. 
 
Resident #5's incident report" prepared by 
Licensed Practical Nurse (LPN) #3 and dated 

 revealed the care staff reported that 
they were  the resident to their room 
and the resident  
wheelchair. Per the incident report, there were no 
predisposing environmental factors. The incident 
report indicated  was called and the resident 
was transferred to the local emergency room 
(ER) for further treatment and evaluation. 

Resident #5's hospital record with an admit date 
of  revealed the resident had a 

 and  from 
their wheelchair and the workup in the emergency 
department revealed the resident  

and a  
and was placed in a  

Contained within the facility's investigation file 
was a handwritten "Individual Incident Statement 
Form" from  #2 dated , that 
indicated "I was  resident back to [his 
her] Room [room number] on [in] [his/her] 
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wheelchair. Resident  
wheelchair. I immediate [immediately] notified 
nurse."

During an interview on 10/28/2025 at 3:26 PM, 
 #2 stated on around 6:30 PM, 

she escorted Resident #5 by way of the resident's 
wheelchair and the  from the resident's 

 in 
the  and the resident  and  
to the  CHHA #2 stated she did not know 
why the  on the  

 CHHA #2 stated once the resident 
 she screamed for Certified Medication Aide 

(CMA) #4, who arrived and called LPN #3 to 
assess the resident. 

During a telephone interview on 10/28/2025 at 
11:09 AM, LPN #3 stated she did not recall much 
about Resident #5's  Per LPN #3, she thought 
she got a call from the medication technician that 
a care partner was  the resident  

 for evening care and the resident  
 from their wheelchair. LPN #3 stated she 

observed the resident , applied 
 to the resident's  as there was 

 and called  to transport the resident to 
the ER. 

During an interview on 10/28/2025 at 4:02 PM, 
CMA #4 stated  #2 called out and she 
noticed Resident #5 was  
and  According to CMA #4,  #2 
informed her that the  from the  

 on the wheelchair 
and the resident . 

During a follow-up interview on 10/28/2025 at 
4:18 PM, CMA #4 stated she did not say anything 
to anyone about the  because 
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she did not see the resident  CMA #4 stated 
she was taught to only document what she saw 
and not hearsay, but acknowledged  #2 told 
her that the  in 
the resident's wheelchair. 

During a follow-up interview on 10/30/2025 at 
12:27 PM,  #2 stated she informed LPN #3 
and CMA #4 that the  caused 
Resident #5's  from their wheelchair. CHHA #2 
acknowledged she had been trained on the 

t prior to Resident #5's  that 
occurred on  

The facility "Employee Education Attendance 
Record" presented by the Director of Nursing 
Services Wellness Director (DNSWD) and dated 
05/27/2025 revealed the topic of in-service as 
"Skills Fair - " and  #2 
attended the in-service. The facility's policy titled 
"Lifting Machine, Using a Mechanical" was 
attached to the Employee Education Attendance 
Record. 

During an interview on 10/29/2025 at 4:37 PM, 
the DNSWD stated she was not aware the 

 caused Resident #5's 
 The DNSWD stated had she known, she 

would have conducted in-service training and 
notified the Executive Director (ED). According to 
the DNSWD, all care staff had been trained on 
the  
once the resident was seated in their wheelchair. 
The DNSWD stated she expected all staff to 
follow the training received and facility policy 
related to . 

During an interview on 10/29/2025 at 4:43 PM, 
the ED stated he was not aware the  

caused Resident #5's  The ED 
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stated had he been told, he would have reported 
the incident to the clinical team and suspended 
the employee pending further investigation. 
According to the ED, he expected the staff to 
follow the training they received and the facility 
policy.
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