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 A 000 Initial Comments

Initial Comments:

 A 000

Type of survey:  Addition of 20 licensed CPCH 

beds to an existing 96 licensed beds.

CENSUS:  69

SAMPLE SIZE:  0

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.

 

 A 365 8:36-4.1(a)(6) 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:

6. The right to privacy;

This REQUIREMENT  is not met as evidenced 

 A 365
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 A 365Continued From page 1 A 365

by:

Based on observation and interview it was 

determined that the facility failed to ensure 

privacy in a double occupancy residential room 

that had a bathroom without a door to close for 

privacy for 1 out of 20 rooms observed for double 

occupancy.

On 12/1/2022 tat 11:30 a.m., the surveyor toured 

the facility with the Regional Administrator (RA).  

The facility requested that 20 single rooms 

become double occupancy rooms.  The surveyor 

entered room #G23 and observed that the 

bathroom door was missing.    The surveyor 

asked the RA about the missing door and he 

stated that the door can be added later today. 

Upon exit at 1:00 p.m. the surveyor observed that 

the bathroom door remained missing and was not 

added to the room for privacy.

The facility failed to add a bathroom door for 

privacy in a room designated for double 

occupancy.

 

 A1451 8:36-22.3(c) Comprehensive Personal Care 

Homes

(c) Interior wall, ceiling and floor finishes shall be 

in compliance with the Uniform Construction 

Code, N.J.A.C. 5:23.

This REQUIREMENT  is not met as evidenced 

by:

 A1451

Based on observation and interview it was 

determined that the facility failed to provide floor 

finishes and comply with Uniform Construction 
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 A1451Continued From page 2 A1451

Code, N.J.A.C. 5:23 for 1 out of 20 rooms 

observed.

On 12/1/2022 at 11:35 a.m., the surveyor toured 

the facility with the Regional Administrator (RA) 

and entered room #203.  The surveyor observed 

that the floor was bare concrete, and the floor 

deck was exposed in the unit with exception of 

the bathroom.

The surveyor asked the RA why the floor was 

unfinished, he responded that they pulled up the 

carpet and was waiting on flooring materials. The 

RA agreed that the room should have been ready 

with flooring prior to the survey.
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