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 A 000 Initial Comments

Initial Comments:

 A 000

Type of Survey: Complaint

Complaint #: NJ 00184253, NJ 00184681, NJ 
00185085, NJ 00187448, NJ 00188474, NJ 
00188712

Date of Survey: 10/7/2025 and 10/8/2025

Census: 156

Sample Size: 10

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.

 

 A1621 8:36-23.17(b)(6) Assisted Living Programs

(b) The assisted living program shall notify the 
Department immediately by telephone at (609)
633-9034 or (609) 392-2020 if after business 
hours, followed within 72 hours by written 
confirmation, of the following:

6. Where known all alleged or suspected crimes 
committed by or against residents, which have 
also 

 A1621
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 A1621Continued From page 1 A1621

been reported at the time of occurrence to the 
local police department; and

This REQUIREMENT  is not met as evidenced 
by:
Complaint # 184681 and 187448

Based on interviews and review of pertinent 
facility documentation, it was determined that the 
facility failed to report: 1) an  of  

; and 2)  
 to the New Jersey Department of Health 

(NJDOH).  This deficient practice was identified 
for 4 of 8 residents reviewed, (Resident #3, 
Resident #4, Resident #5 and Resident #10), and 
was evidenced by the following:

1)  A review of the Admission Record (an 
admission summary) for Resident #3 revealed an 
admission date of  with the following, but 

 
 

A review of a written statement from Resident #3, 
provided by the facility, dated , 
documented that the   

and  
 

A review of the Admission Record for Resident #4 
revealed an admission date of  with the 
following, but not limited to, diagnoses: 
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A review of a written statement from Resident #4, 
provided by the facility, dated , 
documented that the  stated that 
Resident #4's  

 
 

A review of the Admission Record for Resident 
#10 revealed an admission date of with 
the following, but not limited to, diagnoses: 

 
. 

A review of a written statement from Resident 
#10, provided by the facility, dated , 
documented that the  
Resident #10 , and 
the   and  

During an interview on 10/08/25 at 11:10 AM with 
the surveyor, Resident #10 stated they had an 

 
They said they were having a conversation in the 
sitting area near the nurse's station when the 

 said he had to finish a couple things 
and would like to continue the conversation in the 
resident's room. Resident #10 said during the 
conversation in their room the  stood 
up and  the resident. Resident #10  

 
  Resident #10 said they  

 and  
.  Resident # 

10 said this happened sometime in the  
and  

  Resident #10 said she only reported it 
to a friend in the building at the time and came 
forward later after they were asked by another 
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resident to report it. 

On 10/7/25 at 11:24 PM, the surveyor interviewed 
the Executive Director (ED) who stated they did 
not think to report the incident that occurred on 

to the NJDOH.  The ED said she had 
reported the incident to the  
employer and  

  
The ED further stated that she did not think she 
had to report it because she sent it to the facility 
corporate office and asked for guidance. The ED 
acknowledged that the incident was not reported 
to the NJDOH and that is should have been. 

2)  A review of the Admission Record for Resident 
#4 revealed an admission date of  with the 
following, but not limited to, diagnoses: 

 
. 

A review of the Admission Record for Resident #5 
revealed an admission date of  with the 
following, but not limited to, diagnoses: 

 
 

A review of a progress note dated from 
both residents' chart revealed that Resident #4 
and Resident #5  

 Resident #4 came in and informed 
the nurse that Resident #5  
and Resident #4  
Resident #5.  Resident #4 then said that Resident 
#5 .  When the nurse went 
out to investigate, Resident #4 followed and 

 with Resident #5.  The nurse 
 tried to get 

Resident #4 to  from Resident #5 who 
was . Resident #4 stepped to 
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the side and  of Resident 
#5 and . Resident #5 then  

at Resident #4.  The nurse was unsure if 
Resident #5  with Resident #4's 

 because it happened very fast, and the 
nurse was unable to get  the 
residents.  

 to both 
residents. 

On 10/7/25 at 11:24 AM, the surveyor interviewed 
the Director of Nursing (DON) who stated they 
thought they reported the  

 to the NJDOH 
but could not find the reportable. The DON 
acknowledged that the incident should have been 
reported. 

On 10/8/25 during a follow up interview, the ED 
stated that she did not think it was reported to the 
NJDOH because the state had walked in that 
morning, and she thought it was just forgotten. 
The ED acknowledged that the incident should 
have been reported.

A review of facility's policy titled "Elder Abuse 
Information and Policy" revealed under, 
"Procedure" that, "The Administrator, Director of 
Nursing Services and/or designee will report all 
allegations that a resident has been subjected to 
abuse, neglect, or financial exploitation with in 24 
hours to...: b) appropriate State Department of 
Health."
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