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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY: Complaint
COMPLAINT #: NJ00188802, NJ00183185, 
NJ00183619
CENSUS:  116
SAMPLE SIZE:  3
SURVEY DATE: 11/20/2025-11/21/2025

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 389 8:36-4.1(a)(16) 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:

16. The right to be free from physical and 
mental abuse and/or neglect;

 A 389
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This REQUIREMENT  is not met as evidenced 
by:
Complaint #NJ00183185

Based on facility policy review, record review, 
facility document review, and interview, the facility 
failed to ensure residents had the right to be  
from  which affected 1 (Resident #2) of 3 
residents reviewed for   or  

. Specifically, Resident #2  
on , activated the facility's nurse call 
system, and had to wait 22 minutes for staff to 
respond.

Findings included:

A facility policy titled, "Abuse, Neglect & 
Exploitation - Prevention, Reporting and 
Investigation," revised 04/24/2025, revealed, "It is 
the policy of the community that," which included, 
"Every reasonable effort within its control is taken 
to prevent the abuse, neglect, and exploitation of 
residents. Team Members must not engage in, 
nor tolerate anyone else to engage in, abuse, 
neglect or exploitation of any resident."

Medication Care Manager (MCM) #8's personnel 
record revealed a "Position Details," signed by 
MCM #8 and dated 04/08/2021, that included job 
duties for a care manager. The document 
indicated that "Essential Duties: Resident Care" 
included, "Responds to security system and 
resident call bells promptly and immediately. 
Takes appropriate action including resetting call 
bells."

A "Move In Record" indicated the facility admitted 
Resident #2 on . According to the 
Move In Record, the resident had a medical 
history that included diagnoses of  
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 of a  and  

Reisdent #2's Brief Interview for Mental Status 
(BIMS), dated , indicated the resident 
had a BIMS score of  which indicated the 
resident had .

Resident #2's "Service Plan Report" included a 
focus area initiated  and revised 

 related to "  The 
Service Plan Report indicated that resident had 

 related to a  
Interventions initiated  directed 

staff to notify the resident's doctor of any changes 
in their overall , observe the 
resident and report any change in  

, and observe the resident and report any 
 or  during care 

and 

Resident #2's "Service Plan Report" included a 
focus area initiated  that indicated the 
resident was a  risk. Interventions initiated on 

 directed staff to inform the resident 
and caregivers about safety reminders and what 
to do if a  occurred.

Resident #2's "Service Plan Report" included a 
focus area initiated on , that indicated 
that the resident had an . Interventions 
initiated directed staff to immediately 
report any ,  

, or 

Resident #2's "Progress Notes" included a "  
Progress Note," dated  at 2:00 PM, 
that revealed that Resident #2's had an 

 in the resident's room on 
 at 6:45 AM. The note indicated that a 
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care manager stated she  Resident #2  
 when she went in to provide care at 

6:45 AM. The note indicated that the care 
manager called a medication technician and 
indicated that a licensed practical nurse (LPN) 
was notified and responded immediately. Per the 
note, upon assessment, the resident stated they 
were  and  and  
on the  The note indicated that the resident 
complained of . The note indicated 
that emergency services were called, the family 
was notified via telephone, the Resident Care 
Director (RCD) was notified, and a nurse 
practitioner was notified. The note indicated that 
the resident was taken to the local hospital. 

Resident #2's "Progress Notes" revealed a 
"Health Status Note," dated  at 1:46 
PM, that revealed that emergency room staff 
were contacted for an update on Resident #2's 
condition. Per the note, the resident had two 

,  
, and would require  

An undated facility document titled, "Report 
Summary" "[Resident #2's Name]" indicated that 
on  at 6:44 AM, a care manager went 
to Resident #2's room to provide care and 
observed the resident in their 
kitchenette area. Per the document, the resident 
was previously seen at 6:10 AM. The document 
indicated that the resident said they were 

. The 
document indicated that the resident was "  

." 

During an interview on 11/20/2025 at 1:28 PM, 
Resident #2 stated that in , they 
(the resident) were . 
The resident stated that they were   for 
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about 45 minutes. Resident #2 stated that they 
used a call button, and after waiting for a long 
time, an aide came into their room and called an 
ambulance.

A facility call light report indicated that on 
, Resident #2's alarm by their bed was 

activated at 6:24:12 AM and was not reset until 
6:46:36 AM, 22 minutes and 24 seconds later. 

During an interview on 11/20/2025 at 2:46 PM, 
MCM #8 stated that at the start of her shift, she 
received report from the overnight shift staff, 
completed rounds, and checked on the residents. 
She stated that her shifts started at 6:00 AM, and 
usually most residents were still in bed. She 
stated that if there was an accident in one of the 
resident rooms, there was a call bell next to each 
resident's bed, in the resident's bathroom next to 
the toilet, and for some, they had a call pendant. 
She stated that when the resident pressed the 
call bell, it was activated on a facility-issued cell 
phone, where everyone could hear the alert and 
see which resident was calling and their room 
number. MCM #8 stated that she was assigned to 
Resident #2 the day of the resident's  and that 
while completing her first rounding, Resident #2 
was in bed. She stated that at some point, she 
saw that the resident called for assistance. She 
stated that she  the resident  
near their plants. MCM #8 stated that at 6:45 AM 
the morning of the  was the first time the 
resident had called that morning, and the resident 
stated that they had . MCM #8 
stated that she called a medication technician for 
help. 

During an interview on 11/21/2025 at 11:47 AM, 
MCM #8 stated that every time a resident used 
their call bell, it showed on the telephone with the 
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resident's name and room number. She stated 
that if the call came in, she would go to the 
resident's room to turn off the alarm, then clear it 
on the phone. MCM #8 stated that as soon as 
she came on duty, she got a telephone. She 
stated that if she was in another room working, 
she would not be able to check the phone right 
away. She stated that on the day of Resident #2's 

 she had just come out of another resident's 
room and saw that the telephone was activated. 
She stated she did not remember what she was 
doing at that time, but if she was providing 
incontinent care, she would not check the phone 
until her hands were free. She stated that the first 
time she saw the alert for Resident #2, it was at 
6:45 AM and stated that she could not remember 
all the details of that morning.

During an interview on 11/21/2025 at 11:32 AM, 
Care Manager (CM) #7 stated that she was the 
lead care manager on duty the day of Resident 
#2's fall. She stated that she rounded with the 
overnight staff some time before 6:15 AM, and at 
that time, Resident #2 was in bed. She stated that 
during the morning, they were notified when 
residents called for help from an alert on the 
telephone. She stated that if she needed 
someone else to check on one of the residents 
she was assigned to if she was busy with 
someone else, she would communicate with a 
two-way radio. 

During an interview on 11/20/2025 at 4:06 PM, 
RCD stated that Resident #2 was at risk of  
and the morning the resident  the resident was 
up early, . She stated 
that staff responded to the resident's call bell and 

 them , and that it was an 
. The RCD stated that her 

expectation was that if staff got an alert on the 
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tablet/telephone, they must respond. She stated 
that she expected staff to do  
every  and give reminders to use 
the call bell if the resident wanted to be 

. She 
stated that Resident #2 was  

. The RCD stated that she 
did not expect residents to wait 22 minutes before 
they got a response from staff. 

During an interview on 11/21/2025 at 3:42 PM, 
the Executive Director (ED) stated that Resident 
#2 was  in their room the 
morning of . She stated that the 
resident . She 
stated that until that day, she was not aware of 
the 22-minute lapse in time from when the 
resident first initiated the call system to when it 
was cleared, and the resident was  

 She stated that she expected call lights to 
be responded to within seven minutes and not 
more than 10 minutes.

 A 563 8:36-5.10(a)(2) General Requirements

(a) The facility shall notify the Division of Health 
Facility Survey and Field Operations immediately 
by telephone at (609) 633-9034 (609) 392-2020 if 
after business hours, followed within 72 hours by 
written confirmation, of the following:

2. Any major occurrence or incident of an 
unusual nature, including, but not 

limited to, all fires, disasters, any elopements; 
and all deaths resulting from accidents 

or incidents in the facility or related to facility 
services. Reports of such incidents shall 

contain information about injuries to residents 
and/or personnel, disruption of services, and 

 A 563
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extent of damages;

This REQUIREMENT  is not met as evidenced 
by:
Complaint #NJ00188802 and #NJ00183619

Based on facility policy review, record review, 
facility document review, and interview, the facility 
failed to notify the state survey agency 
immediately by telephone, followed by written 
confirmation within 72 hours, of  

for 2 (Resident #1 and Resident 
#3) of 3 residents reviewed for   or 

.

Findings included:

A facility policy titled, "Incident and Event 
Reporting," revised 04/24/2024, revealed, "It is 
the policy of the community to ensure that [the 
facility's name] team members promptly and 
accurately report and document incidents to 
promote early intervention, improve quality of 
care for our residents, improve safety for 
residents, team members and visitors, and 
reduce the risk of harm." The policy revealed the 
"Procedure" included, "4. In addition to and 
separate from the internal reporting, the ED 
[Executive Director]/designee is responsible for 
validating all incidents/events are reported timely 
in accordance with the state/federal/provincial 
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laws and regulations, using the state/province 
mandated form or online portal, where available." 

1. A "Move In Record" indicated the facility 
admitted Resident #1 on . According 
to the Move In Record, the resident had a 
medical history that included a diagnosis of 

.

Resident #1's Brief Interview for Mental Status 
(BIMS), dated , revealed Resident #1 
had a BIMS score of  which indicated the 
resident had .

Resident #1's "Service Plan Report" included a 
focus area initiated  to the 
resident's  Interventions initiated  
directed staff to observe and report any changes 
to the resident's  and observe for and report 
any  

.

Resident #1's "Progress Notes" revealed a 
"Health Status Note," dated  at 2:42 
PM, that indicated that Resident #1 was noted 
with  to their . The note 
indicated that the  was " ," 
and  was noted upon 

Resident #1's "Progress Notes" revealed a late 
entry "Health Status Note," dated , 
that indicated that Resident #1 was noted with  

 
 The note also indicated 

that there was "  to the  
. The note indicated 

that an  was ordered.

Resident #1's "Progress Notes" revealed a 
"Health Status Note," dated  at 10:05 
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AM, that indicated that Resident #1 had an  
of their  that revealed a  

 the resident's ), 
with  noted.

A "New Jersey Department of Health and Senior 
Services Division of Long Term Care Systems 
Assessment and Survey Program/Compliant 
Unit" "Reportable Event Record/Report" indicated 
that the facility reported  

 for Resident #1 that was discovered by the 
facility on . The report indicated that 
the "Significant Event" was called in to the state 
survey agency on  and the written 
confirmation was submitted to the state survey 
agency on , seven days after  
was discovered.
 
During an interview on 11/21/2025 at 12:30 PM, 
the Reminiscence Coordinator (RC) #3 stated 
that in  Resident #1 had  and 

 on their  on their . She 
stated that they were not able to determine how 
the resident got the 

During an interview on 11/21/2025 at 4:35 PM, 
the Resident Care Director (RCD) stated that 
Resident #1 was found to have  and 

 to their  on the  and an 
. She stated that the 

 was noted around  or 
and then immediately investigated. 

She stated that she was unaware as to why the 
 was not reported to the state survey agency 

until  The RCD stated that her 
expectation was that all reporting should be 
completed timely.

During an interview on 11/21/2025 at 3:32 PM, 
the ED stated that she was responsible for 
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investigating incidents and reporting to the 
appropriate entities. The ED stated that Resident 
#1 was found to have  and  
to their  on 

. She stated that the incident was not 
reported to the state survey agency until 

 She stated that that was something 
that they would need to work on. The ED stated 
that she expected that all incidents be reported to 
the appropriate entity timely.

2. A "Move In Record" indicated the facility 
admitted Resident #3 on . According 
to the Move In Record, the resident had a 
medical history that included diagnoses of  

 

Resident #3's Brief Interview for Mental Status 
(BIMS), dated , revealed the resident 
had a BIMS score of  which indicated the 
resident had .

Resident #3's "Service Plan Report" included a 
focus area initiated on , related to the 
resident's  Interventions initiated  
directed staff to observe and report any changes 
to the resident's  

A "New Jersey Department of Health" "LTC 
[Long-Term Care] Reportable Event Survey," 
dated  and completed by the ED, 
indicated that on , care managers 
noticed  on Resident #3, who was unable 
to  leading to the  The report 
indicated that the resident had not  recently 
and was  if they had  The 
report indicated that  to the resident's 

 was not noted during prior shifts, per care 
managers. The report indicated that the resident's 
physician was notified, and an  was ordered, 
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which was  Per the report, the 
"Significant Event" was called in to the state 
survey agency on , the day after 
discovery of the 

A written statement by Medication Care Manager 
(MCM) #5, dated , indicated that while 
administering medication to a resident, Care 
Manager (CM) #6 approached her with Resident 
#3 and questioned if she was aware of a  

 on Resident #3's . The statement 
indicated that MCM #5 responded and told her 
she was not aware of the  and directed 
her to call the nurse. The statement indicated that 
CM #6 immediately called the nurse and informed 
him of the resident's 

A written statement by CM #6, dated  
indicated that at about 8:22 AM, she started to do 
her morning care with Resident #3. The 
statement indicated that she noticed that when 
trying to help the resident get up from bed, the 
resident  of  to . The 
statement indicated that upon taking off the 
resident's  CM #6 saw a  

on the resident's 
. The statement indicated that CM 

#6 continued the morning care with Resident #3 
and when done, reported to the medication 
technician about what she had seen. The 
statement indicated that the medication 
technician directed her to call and report the 
concern to the nurse on duty. Per the statement, 
she reported it, and the nurse said he would 
report to the physician. 

A written statement by Reminiscence Coordinator 
(RC) #3, dated , indicated that on 

 at 3:30 PM, CM #1 informed her 
about Resident #3. The statement indicated that 
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RC #3 went to the resident's room to check on 
them and  on the resident's  
The statement indicated that RC #3 spoke to staff 
about Resident #3's  and directed them to 
write statements. The statement indicated that on 

 (the following day), she spoke to the 
Resident Care Director (RCD) about Resident 
#3's 

During an interview on 11/20/2025 at 3:08 PM, 
RC #3 stated that she was informed of  to 
Resident #3's  She stated that she 
checked on Resident #3 and found  to the 
resident's . She stated that she 
interviewed staff, and they all denied knowledge 
of the  or an incident involving Resident #3. 
RC #3 stated that she informed the RCD and 
presented the concern during the morning 
meeting. She stated that she was not aware of 
any other notifications.

During an interview on 11/21/2025 at 4:25 PM, 
the RCD stated that the investigation into 
Resident #3's  included 
interviewing staff who worked with Resident #3 on 
the days leading up to the identification of the 

 The RCD stated that her expectation 
was that all reporting should be done timely.

During an interview on 11/21/2025 at 3:32 PM, 
the ED stated that she was responsible for 
investigating incidents and reporting to the 
appropriate entities. The ED stated that Resident 
#3 was found to have  to their  
on . She stated that she expected all 
incidents to be reported to the appropriate entity 
timely. She stated that reporting was something 
they would need to work on.
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