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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.

 

 A1181 8:36-17.1(b) 
Housekeeping-Sanitation-Safety-Maintenance

(b) The facility shall provide housekeeping, 
laundry, pest control, and maintenance services, 
and shall provide assistance to residents who 
require assistance with these services in their 
residential units

This REQUIREMENT  is not met as evidenced 
by:

 A1181

Based on interview, record review, document 
review, and facility policy review, the facility failed 
to ensure staff cleaned the refrigerator of 1 
(Resident #1) of 4 four sampled residents.  

 

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

01/06/26
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Findings included: 

A facility policy titled, "9.01 Housekeeping & 
Laundry Service"  effective 09/17/2025, revealed, 
"Policy: All apartments/units at [name of facility] 
will be cleaned as requested by the resident or as 
outlined by [name of facility]. Housekeeping 
services may include: 1. Weekly routine cleaning 
2. Weekly linen laundry 3. Weekly personal 
laundry. Any resident consistently needing daily 
support with tidying, making beds, etc. will be 
assessed, as needed, for more housekeeping 
options. A housekeeping schedule will be 
maintained and will identify the day of service for 
each resident." 

An "Admission Record" revealed the facility 
admitted Resident #1  on . According 
to the Admission Record, the resident had a 
medical history that included  diagnosis of 

Resident #1's "Service Plan Report" included a 
focus area created  and revised 

, that indicated the resident had an 
activity of daily living performance/lifestyle  
related to  process. Interventions revealed 
the resident would receive basic weekly 

. 

An  undated document signed by the Director of 
Housekeeping/Laundry (DHL) indicated, 
"Responsibilities of the Housekeeper 1. Pick up 
garbage and bring it to the trash room. 2. Clean 
the bathroom and sink. 3. Pick up linen to be 
washed, the aide will make the beds. 4. Clean the 
refrigerators. 5. Dusting followed by vacuuming 
the floor. 6. Mopping of the floor." 

The facility maintenance logs revealed an entry 
dated 10/04/2025, that specified the refrigerator 
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 A1181Continued From page 2 A1181

in Resident #1's room had mold and the 
resident's family wanted the refrigerator removed 
from the resident's room. 

During an interview on 11/17/2025 at 3:10 PM, 
Resident #1 stated there had been an issue with 
foods becoming molded in their personal 
refrigerator. According to the resident, the staff 
discarded all the food and brought in a new 
refrigerator. 

During an interview on 11/18/2025 at 8:45 AM, 
Home Health Aide #5 stated housekeeping was 
responsible for cleaning out the refrigerators in 
the residents' rooms. 

During a telephone interview on 11/18/2025 at 
8:59 AM, Resident #1's Family Member stated 
while the resident was in the hospital, the staff did 
not check (clean) the refrigerator, thus the food 
inside the refrigerator became molded and had to 
be discarded. 

During an interview on 11/18/2025 at 10:59 AM, 
the DHL stated it was housekeeping's 
responsibility  to clean the refrigerators in the 
residents' rooms. Per the DHL, when a resident 
left for a hospital visit, the staff should clean the 
resident's room, to include their refrigerator, so 
when the resident returned to the facility, their 
room would be clean. 

During an interview on 11/18/2025 at 1:48 PM, 
Houskeeper (HSKP) #4 stated when she cleaned 
a resident's room, she would ask the resident 
about the food in the refrigerator to see if the 
resident wanted it to be discarded. HSKP #4 
stated if the resident was not in their room. She 
would go through their refrigerator. 
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 A1181Continued From page 3 A1181

During an interview on 11/18/2025 at 1:55 PM, 
HSKP #10 stated when the food in the resident's 
refrigerator was not good, she would ask the 
resident if she could throw it out. 

During a telephone interview on 11/18/2025 at 
2:32 PM, the Executive Director (ED) stated the 
facility did receive a complaint from Resident #1's 
family about molded items in the resident's 
refrigerator. The ED stated Resident #1 was out 
of the facility for several weeks I in the hospital 
and when they returned, the resident's family 
found molded food items in the resident's 
refrigerator. The ED stated she did not know what 
happened, but the resident's refrigerator was not 
checked and unplugged the entire time the 
resident was in the hospital. Per the ED, all the 
food items were discarded and the refrigerator 
was replaced with a new one.
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