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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY: Complaint

COMPLAINT #: NJ 00188874

CENSUS: 99

SAMPLE SIZE:  4

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 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
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 A 310Continued From page 1 A 310

This REQUIREMENT  is not met as evidenced 
by:
Complaint #: NJ 00188874

Based on interview and record review, it was 
determined that the facility failed to implement 
and enforce the policy titled "Disaster Plan For 
Fire". This deficient practice was evidenced by 
the following: 

On , the Department of Health (DOH) 
received a Facility Reportable Event (FRE) (a 
form used by healthcare facilities to report 
incidents to the DOH) regarding a dumpster fire 
that occurred on . The FRE indicated that 
a resident witnessed the fire and notified a staff 
member who responded to the fire. 

On 1/7/26 at 9:45 a.m., the surveyor reviewed the 
fire and emergency policy and procedures 
provided by the Director of Maintenance (DOM). 

At 10:30 a.m., the surveyor interviewed Resident 
#1 regarding the dumpster fire that occurred on 

. The resident stated that he/she noticed 
the fire because it was  

. The resident stated that 
he/she notified a housekeeping employee who 
informed another employee about the fire before 
responding to the fire with a fire extinguisher. 

At 10:45 a.m., the surveyor interviewed the 
Director of Maintenance (DOM) regarding the fire 
that occurred in the dumpster. The DOM stated 
that he heard the fire announcement over the 
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 A 310Continued From page 2 A 310

walkie-talkie and responded to the dumpster with 
a fire extinguisher to contain the fire. The DOM 
stated that 911 was called by an employee but he 
was not sure of who called 911. 

At 11:00 a.m., the surveyor interviewed the 
Executive Director (ED) regarding the dumpster 
fire. The ED stated that a former receptionist 
called 911 when she was notified over the radio 
regarding the dumpster fire. 

Further, the surveyor interviewed the ED 
regarding the first staff member not following the 
steps in the fire and emergency policy. The ED 
stated that she was not aware of who needed to 
report a fire first.

The surveyor reviewed the fire and emergency 
policy titled, "Disaster Plan for Fire" dated 3/1/22, 
which revealed, "The staff member discovering a 
fire is to call 9-1-1, pull the fire alarm, and notify 
all other personnel prior to responding to the fire 
location."

 A 537 8:36-5.7(a)(1) General Requirements

(a) A policy and procedure manual(s) for the 
organization and operation of the facility or 
program shall be developed, implemented, and 
reviewed at least annually. Each review of the 
manual(s) shall be documented, and the 
manual(s) shall be available in the facility or 
program to representatives of the Department at 
all times. The manual(s) shall include at least the 
following:

1. An organizational chart delineating the 
lines of authority, responsibility, 

and accountability for the administration and 

 A 537
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 A 537Continued From page 3 A 537

resident care services of the 
facility or program;

This REQUIREMENT  is not met as evidenced 
by:
Complaint #: NJ 00188874

Based on interview and record review, it was 
determined that the facility failed to review the 
policy and procedures manual (PPM) annually. 
This deficient practice was evidenced by the 
following:

On 1/7/26 at 9:45 a.m., the surveyor reviewed the 
fire and emergency policy and procedures 
provided by the Director of Maintenance (DOM), 
which revealed that the last revision of the policy 
was dated 3/1/2022. 

Surveyor further review of the PPM revealed that 
the PPM was last reviewed on 3/1/2022.  

At 10:15 a.m., the surveyor interviewed the DOM 
regarding the last revision of the fire and 
emergency procedure and policy manual dated 
3/1/2022. The DOM stated that he did not know 
the policy and procedure manual needed to be 
updated annually. 

At 10:45 a.m., the surveyor interviewed the 
Executive Director (ED) regarding the annual 
review of the fire and emergency manual, dated 
3/1/2022. The ED stated she was not aware of 
the annual policies update requirement.
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