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 A 000 Initial Comments

Initial Comments:

 A 000

COMPLAINT #: NJ 00188981, NJ 00188910

CENSUS: 144

SAMPLE SIZE: 3

THE FACILITY IS NOT IN COMPLIANCE WITH 
THE STANDARDS FOR LICENSURE OF 
ASSISTED LIVING RESIDENCES, 
COMPREHENSIVE PERSONAL CARE HOMES 
AND ASSISTED LIVING PROGRAMS CHAPTER 
N.J.A.C. 8:36 FOR THIS COMPLAINT VISIT.

 

 A 310 8:36-3.4(a)(1) Administrator's Responsibilities

(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;

This REQUIREMENT  is not met as evidenced 
by:

 A 310

Complaint #: NJ 00188981  
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 A 310Continued From page 1 A 310

Based on interview and review of pertinent facility 
documents, it was determined that the facility's 
Administrator failed to implement and enforce the 
facility's policy and procedure titled "Motorized 
Cart Policy" for 1 of 3 residents reviewed 
(Resident #2). 

This deficient practice was evidenced by the 
following: 

On 10/21/2025 at 9:30 AM, the surveyor reviewed 
the medical record for Resident #2.

A review of the Admission Record reflected the 
resident moved into the community in  

, with diagnoses which included but not 
limited to  

. 

A review of the resident's most current quarterly 
Level of Care (LOC) (an assessment that 
determines a resident's specific needs to ensure 
they receive the right support) dated , 
indicated that Resident #2  

. The LOC also indicated 
that the resident exhibited  

 
 

A review of the active Order Summary Report did 
not include a physician order stating that the 
resident is fit to operate  

  

A review of the resident's General Service Plan 
(GSP) revised on ,  
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 A 310Continued From page 2 A 310

A review of the facility incident reports revealed 
Resident #2 had an  when 

 
 

. The resident was observed by the 
nurse  

 The resident was 
belligerent and resistant with staff and EMT 
(Emergency Medical Technician) and  

 
 

 

A review of the facility incident reports revealed 
another incident with Resident #2 on , 
when the resident  

and was observed by staff to be 
 

A review of the facility incident reports revealed 
another incident with Resident #2 on , 
when the resident  

and t with staff while  
,  

 
 

A review of Resident #2's paper chart revealed a 
Managed Risk Agreement (MRA) dated 

 
 Consequences for the resident's 

 

On 10/21/2025 at 1:02 PM, during an interview 
with the surveyor, the Executive Director (ED) 
confirmed that residents operate their  

 while  in the community.  

A review of the undated facility-provided policy 
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 A 310Continued From page 3 A 310

titled "Motorized Cart Policy" included the 
following policy: Motorized carts  ... may be 
operated on the premises of the community only 
under the following circumstances:  ... Resident is 
determined  by the resident's physician to have 
sufficient visual acuity, depth perception, 
peripheral vision, hearing and judgement and is 
otherwise fit to operate the vehicle safely under 
the circumstances and remains subject to 
periodic re-evaluation at the discretion of the 
management.

 A 401 8:36-4.1(a)(22) Resident Rights

(a) Each assisted living provider shall 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:

22. The right to live in safe and clean conditions 
in a facility that does not admit more
residents than it can safely accommodate while 
providing services and care;

This REQUIREMENT  is not met as evidenced 
by:

 A 401

Complaint #: NJ 00188981

Based on interview, record review, and review of 
pertinent facility documents, it was determined 
that the facility failed to provide a safe 
environment through development, 
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 A 401Continued From page 4 A 401

implementation and enforcement of effective 
community  policy that does 
not result to  , and other 
incidents that  the community for 1 of 3 
residents reviewed (Resident #2). This deficient 
practice was evidenced by the following:

On 10/21/2025 at 9:30 AM, the surveyor reviewed 
the medical record for Resident #2.

A review of the Admission Record reflected the 
resident moved into the community with 
diagnoses which included but not limited to  

. 

A review of the resident's electronic medical 
record revealed a Brief Interview for Mental 
Status (BIMS) score of  over 15 which 
indicated .

A review of the resident's most current quarterly 
Level of Care (LOC) (an assessment that 
determines a resident's specific needs to ensure 
they receive the right support) dated  
indicated that Resident #2  

 
 

A review of the active Order Summary Report 
revealed a physician order for staff to provide 

 with  of  and 
. The resident had physician 

orders that included but not limited to the 
following medications:

-  
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 A 401Continued From page 5 A 401

 
 

 
 

 

 
 

 
 

 

 
 

The physician order list did not include orders 
addressing the resident's alcohol consumption 
including monitoring for clinical signs of any 
medication interaction and instructions to contact 
the physician.

A review of the resident's General Service Plan 
(GSP) revised on  reflected a focus for 

 
, and . Another 

focus in the GSP revised on , stated that 
the resident  

 
 A focus of "Medications" 

revised on , included an intervention 
stating that the resident has a  

 
 There was no service plan 
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 A 401Continued From page 6 A 401

addressing the resident's  

 
. 

A review of the facility incident reports revealed 
the following incidents with Resident #2 related to 

:

1.  On  the resident was found  
 

 The resident 
was observed by the nurse  

. The 
resident was  and  with staff 
and ) and 

 until a  
was called to  when resident was  
back to their apartment. 

2. On  the resident  
 and 

was observed by staff to be  

3. On , the resident was observed to 
 

 
 

 

4. On , the resident
.

5. On , the resident  
 

6. On , the resident  
 the 
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 A 401Continued From page 7 A 401

.

On  the Assistant 
Director of Nursing (ADON) was asked by the 
survey team why there were no physician orders 
for the resident's . The 
ADON stated that physician orders are  

 
 

On 10/21/2025 at 11:44 AM, during an interview 
with the survey team, the Director of Nursing 
(DON) stated that there was no control as to the 
amount of  the residents can  They 
further stated that the residents  their 

. The DON stated that the 
facility  

 and put in place Managed Risk 
Agreement (MRA) with Resident #2 related to the 
resident's  

 The DON stated that all of these are 
not working. 

On 10/21/2025 at 1:02 PM, during an interview 
with the survey team, the Executive Director (ED) 
stated that residents  and 
residents . 
The ED stated that the facility  

 as they were advised by 
their advisors.

A review of the undated facility-provided policy 
titled "Use of Alcohol Permitted with Limitations" 
reflected under Purpose: To promote health and 
to assure safety for all residents. The Policy 
Statement included the following: Residents are 
prohibited from excessive drinking of alcoholic 
beverages. The use of alcohol is discouraged 
because of the health hazards ... At no time may 
a resident be inebriated in the public area.
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 A 625 8:36-5.18(a)(3) Managed Risk Agreements

(a) The choice and independence of action of a 
resident may need to be limited when a
resident's individual choice, preference and/or 
actions are identified as placing the resident or 
others at risk, lead to adverse outcome and/or 
violate the norms of the facility or program or the 
majority of the residents. When the resident 
assessment process identified in N.J.A.C. 8:36-7 
indicates that there is a high probability that a 
choice or action of the resident has resulted or 
will result in any of the preceding, the assisted 
living residence, comprehensive personal care, 
home or assisted living program shall:

3. Seek to negotiate a managed risk agreement 
with the resident (or legal guardian) that will 
minimize the possible risk and adverse 
consequences while still respecting the resident's
preferences; and

This STANDARD  is not met as evidenced by:

 A 625

Complaint #: NJ 00188981

Based on interview, record review, and review of 
pertinent facility documents, it was determined 
that the facility failed to seek to negotiate a 
Managed Risk Agreement (MRA) that will 
minimize the possible risk and adverse 
consequences for a resident who was identified 
to be  
(Resident #1). This deficient practice was 
evidenced by the following:  
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 A 625Continued From page 9 A 625

On 10/21/2025 at 9:00 AM, the surveyor reviewed 
the medical record for Resident #1.

A review of the Admission Record reflected the 
resident moved into the community in  of 

 with diagnoses which included but not 
 

 
. 

A review of the resident's latest quarterly Level of 
Care (LOC) (an assessment that determines a 
resident's specific needs to ensure they receive 
the right support) dated , indicated that 
Resident #1  

 

A review of the Order Summary Report included 
an order to provide  with 

of  and  
 ordered on   

A review of the resident's assessments did not 
include a screening for  

A review of the Medication Administration Record 
(MAR) for the months of , and 

 revealed that the resident  
 on the following 

dates and shifts:
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 A 625Continued From page 11 A 625

 
 
 

 
 
 

 
 

A review of the General Service Plan (GSP) 
initiated on  included a goal to take all 
medications safely and as ordered with an 
intervention that stated the resident had  

 
. The GSP did not include a 

focus for the resident's  with 
taking their medications and interventions 
addressing this problem. 

A review of Resident #1's paper chart revealed a 
 

 
 There was  

 
 

On 10/21/2025 at 9:56 AM, during an interview 
with the survey team, the Director of Nursing 
(DON) stated that there are no other MRA for 
Resident #1. 

A review of the undated facility-provided policy 
titled "Executing Negotiated Risk Agreements" 
included under Procedures: 1.) When there are 
identified risks, such as falls, dehydration, blood 
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sugar control, risk for elopement, etc. these risks 
will be discussed with the resident and 
responsible person, and the actions and 
behaviors that increase the risk will be identified. 
3.) If it becomes evident that the resident does 
not choose to comply with the suggested actions, 
the resident will enter into a shared risk 
agreement with the resident and responsible 
party. 4.) The shared risk agreement will clearly 
identify the possible risks to the resident, what the 
staff will do to minimize the risk with an 
understanding that if the risk occurs, there is a 
shared realization of the responsibilities.

 A 783 8:36-7.5(e) Provision of Health Care Services

(e) Each resident shall have an annual physical 
examination by a physician, advanced practice
nurse or physician assistant, which shall be 
documented in the resident's record. The 
physician, 
advanced practice nurse or physician assistant 
shall certify annually that the resident does not
have needs which exceed the care that the facility 
or program is capable of providing.

This REQUIREMENT  is not met as evidenced 
by:

 A 783

Complaint #: NJ 00188981

Based on interview, record review, and review of 
pertinent facility documents, it was determined 
that the facility failed to ensure that an annual 

 examination was conducted and 
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documented in the resident's record, and failed to 
ensure that an annual certification was conducted 
and documented to ensure that the residents do 
not have needs which exceeded the care that the 
facility is capable of providing for 2 of 3 residents 
reviewed (Resident #1 and Resident #2). This 
deficient practice was evidenced by the following:

1.) On 10/21/2025 at 9:00 AM, the surveyor 
reviewed the medical record for Resident #1.

A review of the Admission Record reflected the 
resident moved into the community in  

 with  
 

 
 

A review of the resident's admission  
 by their physician 

dated , included a physician's 
certification that Resident #1  

 and  
 There was no 

further documentation to reflect that an annual 
 examination by a physician, 

advanced practice nurse or physician assistant 
was completed after admission. 

A review of the Order Summary Report (OSR) 
included an expired physician order dated 

 for the following: Certification/ 
Recertification -  

. There was no further documentation to 
reflect that an annual certification by the physician 
was completed after admission, to ensure that 
Resident #1 
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2.) On 10/21/2025 at 9:30 AM, the surveyor 
reviewed the medical record for Resident #2.

A review of the Admission Record reflected the 
resident moved into the community in  
of  with diagnoses which included but not 
limited to  

. 

A review of the resident's admission  
 by their physician 

dated , included a physician's 
certification that Resident #2  

and  
  There was no 

further documentation to reflect that an annual 
 by a physician, 

advanced practice nurse or physician assistant 
. 

A review of the Order Summary Report included 
an expired physician order dated  for 
the following: Certification/ Recertification - I 
hereby certify that this resident  

. 
There was no further documentation to reflect 
that an annual certification by the physician was 
completed after admission, to ensure that 
Resident #2 

On 10/21/2025 at 11:44 AM, during an interview 
with the survey team, the Assistant Director of 
Nursing (ADON) confirmed that there were no 
other  with physician certifications for 
Residents #1 and #2 other than the initial. The 
ADON stated that they have sent emails and 
called the nurse practitioners about them, but 
they were still waiting for the documentations. 
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On 10/21/2025 at 12:15 PM, the surveyor asked 
the Executive Director (ED) for the community 
policy on Annual  and physician certifications. 

On 10/21/2025 at 12:39 PM, the ADON handed 
the survey team a copy of the New Jersey 
Administrative Code Title 8, Chapter 36 
subchapter 7.5 (regulations that set the standards 
for licensure and operation of assisted living in 
New Jersey) with highlighted portions. The ADON 
stated, "We follow this." The highlighted portions 
included the following: (e) Each resident shall 
have an annual physical examination by a 
physician, advanced practice nurse or physician 
assistant, which shall be documented in the 
resident's record. The physician, advanced 
practice nurse or physician assistant shall certify 
annually that the resident does not have needs 
which exceeds the care that the facility or 
program is capable of providing.
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