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F 000 INITIAL COMMENTS F 000

 C #: NJ167461, NJ169331, and NJ169500

Census: 33

Sample Size: 6

THE FACILITY IS NOT IN COMPLIANCE WITH 
THE REQUIREMENTS OF 42 CFR PART 483, 
SUBPART B, FOR LONG TERM CARE 
FACILITIES, BASED ON THIS COMPLAINT 
VISIT.

 

F 609 Reporting of Alleged Violations
CFR(s): 483.12(b)(5)(i)(A)(B)(c)(1)(4)

§483.12(c) In response to allegations of abuse, 
neglect, exploitation, or mistreatment, the facility 
must:

§483.12(c)(1) Ensure that all alleged violations 
involving abuse, neglect, exploitation or 
mistreatment, including injuries of unknown 
source and misappropriation of resident property, 
are reported immediately, but not later than 2 
hours after the allegation is made, if the events 
that cause the allegation involve abuse or result 
in serious bodily injury, or not later than 24 hours 
if the events that cause the allegation do not 
involve abuse and do not result in serious bodily 
injury, to the administrator of the facility and to 
other officials (including to the State Survey 
Agency and adult protective services where state 
law provides for jurisdiction in long-term care 
facilities) in accordance with State law through 
established procedures.

§483.12(c)(4) Report the results of all 

F 609 1/31/24
SS=E

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

01/25/2024Electronically Signed

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 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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F 610 Continued From page 14 F 610
for: a. Collection of the incident and accident 
occurrences; b. Investigate incidents and 
accidents...2. The Incident Report will be 
completed by the on-duty nurse at the time of the 
event. 3. The investigation will be initiated by the 
Charge Nurse as soon as the resident is 
stabilized....The DON will add statements from 
witnesses to the file...will provide an environment 
that is free from accident hazards over which 
[facility] has control and provides supervision and 
assistive devise to each resident to prevent 
avoidable accidents..."

The facility policy titled Resident Abuse 
Prohibition Policy, dated 2023, reflected under 
"Investigation of alleged Abuse When any 
situation is recognized as potentially or actually 
abusive, the first priority of the observer is to 
immediately remove the resident from possible 
harm...The Director of Nursing will follow up by 
promptly investigating every instance of 
suspected abuse and report findings to the 
Administrator. In the Director of Nursing's 
absence, the Administrator will complete the 
investigation...."

NJAC 8:39-4.1 (a) (5)
F 657 Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must 
be-
(i) Developed within 7 days after completion of 
the comprehensive assessment.
(ii) Prepared by an interdisciplinary team, that 
includes but is not limited to--
(A) The attending physician.

F 657 1/31/24
SS=E
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F 657 Continued From page 20 F 657
12/12/2023 at 12:25 pm, the Acting DON stated 
she did not update the CP to reflect the 
aforementioned incidents. 

A review of the facility's policy titled "Resident 
Rights-Comprehensive Resident-Centered Care 
Plans" revised 2023, under Updating Care Plans 
(1) "care plans are modified between care plan 
conference, when appropriate, to meet the 
resident's current needs, problems, and goals."  

N.J.A.C: 8:39-11.2 (i)
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