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Initial Comments

Initial Comments:

Type of Survey: Complaint
Complaint #: NJO0167848
Census: 62

Sample Size: 5

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.

8:36-7.3(a) Resident Assessments and Care
Plans

(a) The resident general service plan shall be
reviewed and, if necessary, revised
semi-annually, and more frequently as needed
based upon the resident's response to the care
provided and any changes in the resident's
physical or cognitive status.

This REQUIREMENT is not met as evidenced

by:
Complaint # NJ0O0167848

Based on interview, and record review it was
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determined that the facility failed to ensure that a
comprehensive General Service Plan was
developed and revised at least semi-annually,
and more frequently as needed, to reflect the
individual resident needs, behaviors, behavioral
interventions, and resident response to the
interventions for 2 of 5 residents reviewed,
Resident #4 and Resident #5. This deficient
practice was evidenced by the following:

Surveyor review of Resident #4's medical record
(MR), revealed a document titled, "Face Sheet,"
which indicated a move in date of RS and
diagnoses which included [ERESRaI and
BEMERRR The surveyor also reviewed a
document titled, "New Jersey Department of
Human Services Physician Certification", that
contained the additional diagnosis of paranoid
delusions.

(b)(1)

On 4/1/2024 at 10:00 a.m., upon surveyor
interview with the facility Executive Director
he stated that there were some ongoing i
with a resident, Resident #4, and
some of their . The ED stated that he
reached out to the Ombudsman multiple times for
assistance regarding the [JESREEREE = and the
Ombudsman visited the facility on multiple
occasions.

(

ED),

1. The ED stated that Resident #/iEaiRE
with another resident,
Resident #5, that eASISEERERIOIO The ED stated
that when Resident #4 observed Resident #5
speak to some other facility residents, Resident

#4 has become and NJ Ex Order 26.4(b)(l)
towards Resident #5, and the other residents.

2. According to the ED, there was an incident on

NJ Ex Order 26.4(b)(1]

, between Resident #4 and Resident
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#5, Resident #4 reported to the facility that
Resident #5 NNISYSICEIERIOIE) . The facility
called the police and reported the allegation of
NMESYOIREFRIOIEY The police came to the
facility to investigate, however, there was a staff
member that withessed the event, and a facility
camera recording of the event as well. The police
reviewed the recording and deemed it as an
NNESCIGEILRI(IEY . The ED stated
that no charges were filed, and neither resident
wanted to file a report.

3. During interview with the ED, he stated that
there was an additional incident that occurred on
[NJ Ex Order 26.4“1)(1) When ReSIdent #4
Resident #5. The ED furthe
explained that although j ' °
anyone, the facility called 911 for
, and help for a NUISISCE@ERIC)E) for
Resident #4; however, a hospital admission was
not recommended by the | ESRMRRR- The ED
stated that the facility continued to provide |l
for Resident #4 to avoid any
further \NASQOICCPIRIOIN o5 per the "Resident
[NJ Ex Order 26.4b1 Contl’aCt"

INJ Ex Order 26.4(b)(L)|

On 4/1/2024, the surveyor reviewed Resident
#5's MR and observed a "Face Sheet" with a

move in date of |, and diagnoses which
included [NRESEOI (s L RI()IER) .

The surveyor reviewed a facility document titled,
"ReS|dent INJ Ex Order 26.4(b)(1)) Contract“, dated [NJ Ex Order 26.4(b)(1]
that revealed a facility agreement between
Resident #4 and Resident #5 that was entered
after | hat took place on S

The document indicated that both parties would
agree to the following: "1. | will maintain [

from each other.
PAIRTIING Ex Order 26.4(b)(1) with
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each other.

3. If I notice the other resident occupying space, |
will go elsewhere.

4. If  am in a situation where the other resident
engages with me, | will seek out a staff member
for immediate assistance...."

The surveyor observed a document titled,
"Resident [ESSRERR Contract," dated
Bl that was an agreement entered by
the facility with Resident #4 secondary to the
"previous, NNESJOIGEIWARI(IIE] " in the
NMSREIEERLRIQIO \vith the following residents:
Resident #5, Resident #2 and two additional
residents not sampled. The agreement further
indicated that Resident #4 understood and
agreed that if he/she did not abide by the
agreement, he/she would be [EEESSEREERIOIO)

for the remainder of his/her stay at

the facility.

Upon continued surveyor interview with the ED,
he stated that multiple interventions were tried to
assist Resident #4 with behaviors that included

NJ Ex Order 26.4(b)(1)lINJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1)Jgge] "= * ")

) who recommended a

INJ Ex Order 26,4([))(1) The ED stated that

were provided three times, however Resident #4
[ oreer 2640 B in the room that was

NJ Ex Order 26.4(b)(1)

) and preferred to stay in the room that

he/she was already in.

Additionally, the ED further stated that after the

incident on , Resident #5 was [l
and this information had been

kept as private as possible, as Resident #4 had

NJ Ex Order 26.4(b)(1) EESJEE!

encouragement and efforts to keep Resident #4
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apart from Resident #5. The ED continued nd

[NJ Ex Order 26.4(b)

stated that activities were planned t
Resident #4 and Resident #5 from
and, staff were

that if they see Resident #4 on thelill
please accompany him/her s Order 26.4(b)(1)| .

educated
or 26.4(b) (1
, to

On 4/1/2024, at 2:20 p.m., the surveyor
continued to review Resident #4's MR and

observed a document titled, "General Service
Form" (GSF) dated [MEAESEERR which indicated
there were no updates or semi-annual reviews
regarding the incidents, behaviors or the

NJ Ex Order 26.4(b)(1)

interventions for Resident #4, in
relation to Resident #5.

The ED provided an additional facility document
titled, '[N Statement" dated IR | that
included general interventions for behaviors. The
surveyor did not observe the specific
interventions that the facility had put in place for

to NUENSICEFRIQI) with Resident
#5, or any further review dates for Resident #4.

The surveyor reviewed Resident #5's GSF dated
, which indicated there were no updates
or semi-annual reviews regarding the incidents,
or interventions put in place with regard to
BRI \vith Resident #4. The ED provided
the 'l Statement" dated ESEEEEN  for
Resident #5 that included general interventions.
The surveyor did not observe the specific
interventions the facility put in place, or any
further review dates for Resident #5.

On 4/1/2024 at 3:30 p.m., the ED stated that he
was unable to provide the General Service Plan
forms from the year |l
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