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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.

8:36-4.1(a)(22) 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:

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;
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This REQUIREMENT is not met as evidenced

by:
Complaint # NJ 0180281

Based on observation, interview and record
review, it was determined that the facility failed to
ensure a safe environment while providing care

and services to residents in the Assisted Living
NJ Exec

Rl Units for 1 of 3 residents reviewed,
Resident #1. This deficient practice is evidenced
by the following:

On 11/29/24, the surveyor investigated a
Reponable Event Report (FR)submltted by the

nelghborhoods of the =t B units and
observed toasters plugged in and paper towel
holders on the countertops of the kitchenettes.
During interview with two Care Partners (CP),
both stated that the toasters were used for the
residents during meals.

At 10:55 a.m., the surveyor reviewed the closed
medical record of Resident #1, which indicated
that the resident was admltted to the facility on
R \vith dlagnoses 0 N Exec Order 26. 4b1

nursing the re5|dent was il
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afternoon/evening.

The Progress Notes (PN) datechiasiiala at 10:20
p.m., written by a Licensed Practical Nurse (LPN)
#1 documented that the re5|dent came to ... unit

| the

’ andat830pm the

Al in the living room and a
of unit |jjijilij Further, the

LPN documented that the resident went to unlt

LPN #3, documented that the resident was sent
to the Emergency Room (ER) forevaluatlon due

exhibited NRESCROIG L@l RAN] towards other
residents.

The surveyor interviewed the Executive Director
(ED) regarding the above incident and the
toasters observed on the countertops of the
kitchenettes. The ED stated that the toasters
were used for the residents by the staff during
meals.

On 12/2/24 at 7:50 p.m., the surveyor interviewed
LPN #1 who stated that the resident came to the
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unit MINJ Exec Order 26.4b1
EQGINJ Exec Orde

and the resident was juis il back to his/her

apartment. The LPN also stated that she received

a call a bit later, could not recall the exact time

from LPN #2 for assistance with Resident #1.

LPN #1 stated that when she got to unit |l the

INNRSTEINOIG LRI and was told that Resident

E3INJ Exec Order 26.4b1 . LPN #1 stated

t took the sl outside immediately to

' 8. LPN #2 was not available for interview,

no longer worked at facility.

The facility failed to provide safe environment to
Resident #1, as well as other residents by leaving
toasters on the counter top of the kitchenettes in
the EEEEEEERERRY \When not in use which
endangered residents' safety.

On 11/29/24 at 12:25 p.m., the surveyor informed
the ED of the Imminent Danger (ID) and
requested a removal plan to ensure the facility
took immediate action to ensure facility residents’
safety.

The removal plan was acceptable which stated
that all toasters were unplugged and removed
from the countertops and placed in a locked
cabinet when not in use to maintain residents
safety.

A749| 8:36-7.3(a) Resident Assessments and Care A749
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
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physical or cognitive status.

This REQUIREMENT is not met as evidenced
by:
Complaint # NJ 0180281

Based on interview and record review it was
determined that the facility failed to revise and
update the Service Plan (SP) with interventions to
address the resident's RiEsstbslaiel needs for 1
of 3 residents reviewed for SP, Resident #1. The
deficient practice was evidenced by the following:

On 11/29/24 at 10:55 a.m., the surveyor reviewed
the closed medical record of Resident #1, which
mdlcated t re5|dent was adltted to the

a.m., written by a Licensed Practical Nurse (LPN)

documented that the resident was foundi

The LPN docu hat the resident
that someons
was noted.

The PN datediiiai

" RWig N Exec Order 26.401 RTRTITY

NJ Exec Order 26.4b1|j
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The PN dated g jat 9:54 p.m., written by a
LPN documented that at 6:15 p.m., the resident
had a witnessed [jiij while |§ to the

Convention Hall hallway and no ReieCaeEEEIRe]

LPN documented that at 4:é0 pm 't'he resident

was observed [NNASCROI S AR o) in the

community center. The LPN documented that a

LPN documented that at 12:17 p.m., the resident
¢ Al in the dining room and ii§
was noted At 2: 40 p.m.a LPN

wheelchair while [REESCEICIEEgEERIY] | :
and was sent to
the ER for evaluation.

The PN dated| jat 4:33 p.m., written by the
Director of Health and Wellness (DOHW)
documented that she was aware of the resident's
- yesterday origilaa in the community center.
The DOHW documented that the resident

and
was sent to the ER for evaluation. Further, the
DOHW documented that the resident returned
this morning, resident NEISCICISEIPEREN and was
sent back out to the ER for evaluation.

The PN dated |l at 10:39 a.m., written by
the ED documented that Resident #1 coming
out from his/her room, anci
The ED documented that the
resident was sent back to the ER for il

A749
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, sent to the ER, returned with}
of his/her il and il

side

NJ

LPN documented that the resident was sent to
the hospital for admission as per the physician.

xec Order 26.4b1
B and)\N IfErxregOrder PASRA N since

d and
NJ Exec Order 26.4b 1}

Refer to 8:36-4.1(a)(22)
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The facllity 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,
Comprehenslve Personal Care Homes and
Assisted Living Programs. The facility must
submit & Plan of Correction, including a
completion date for each deficlency and ensure
that the plan Is implemented. Failure to correct
deficiencies may resuilt in enforcement action in
accordance with provisions of New Jersey
Administrative Code Title 8, Chapter 43E,
Enforcement of Licensure Regulations.,

A401| 8:36-4.1(a)(22) Resldent Rights A401

(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:

22, The right to live In safe and clean
conditions In a facllity that

does not admit more residents than it can
safely accommodate

while providing services and care;

2N J Exec Order 26.4b1 Q//@/Q5 Tme oo
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A401| Continued From page 1 Ad01 esident #1 no longer lives in the

This REQUIREMENT s not met as evidenced
by:
Complaint #: NJ 0180281

Basead on ohservatton, interview and record
review, It was determined that the facllity falled to
ensure a safe environment while providing care
and sen/lces to residents In the Asslsted Living

bk Lnils for 1 of 3 residents reviewed,
Resldent #1. This daficlent practlcs is evidenced
by the followlng:

On 11/29/24, the survayor investigated a

Reportable Event Report (FRE) submitted by the

faclllty's Administrator onﬁ which occurred
W Exee O zs Accordlng tothe FR [Resldent]

NJ Exec Order 26 4b1

At 10:35 a.m., the surveyor toured tholusal
neighborhoads of thm units and
observad loasters plugged In and paper towel

fholders on the countertops of the kitchenattes,
Durlng Interview with twao Care Partners (CP),
both stated that the toaslers were used for the
residents during meals.

At 10:56 a.m,, the surveyar reviewed the closed
medical record of Resident #1, which Indlcated
that tha rasident was admiited lo the fac:llt on

facility

All residents have the potential to be
effected by the deficlent practice of
leaving toasters an countertop when
not In use.

The toasters were Immediately
removed from countertops and
placed in a locked cabinet in the
kitchenettes.

All staff were in-serviced during the
week of

11/29/2024 on the importance of
unplugging and remaving toasters
after each meal. Staff was also
instructed to unplug microwaves after
each meal.

The facllity nurses are to check for
compliance after each med pass and
raport all non-compliance

to the Director of Health and Weliness.
Checks of microwave and toasters
will be done monthly during regular
safety checks by Director of
Enviornmental Services

L
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Gontinued From page 3

apartment, The LPN also stated that she received
a call a hit later, could not recall the exact time
from LPN #2 for esslstance with Resldent #1,
LPN #1 stated that when she got to unltq the
NARSEIOIG IR nd was told that Resident
#1 Inserted pape toaster. LPN #1 stated
that she taok the oulside Immediatsly to
i LPN #2 was not avallable for interview,
no longsr worked at facility,

The facllity falled to provide safe environment to
Resldent #1, as well as othsr rasidents by Jeaving
the counter top of lhe kitchenettes in
u sk vhen not in use which
endangered resldents' safety.

On 11/29/24 at 12:25 p.m., the surveyor informed
the ED of the Imminent Danger (ID) and
requested a removal plan to ensure the facllity
took immediate action to ensurs facility residenis'
safely.

The removal plan was acceptable which staled
that all toasters ware unplugged and remaved
from the cauntertops and placed in a locksd
cablnet when not In use to maintain residents
safely,

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

(2) The resident general service plan shall be
reviewed and, If necessary, revised
seml-annually, and more frequently as needed
based upon the resldent's response to the care
provided and any changes In the resident's

A401

AT749

esident #1 no longer lives int
cilit .
A be

affected by the deficlent practice of
not updating and revising the general
service plan based upon the
residenl’s response to care provided
or any changas in a residents
physical or cognltlve status,
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A748| Continued From page 4 AT The facility has put into place a
physical or cognitive status. corrective action plan that will 'began 11/30/24
on 11/30/2024 and is used daily to
ensure the deficient practice will not
reoccur.
All incident reports as well as
service plan books are now brought
This REQUIREMENT Is not met as evidenced daily to morning meeting (o be
by: discussed with all department
Complaint # NJ 0180281 heads. New Interventions are
discussed and written at this time by
Based on interview and record review It was the Director of Health and Wellness .
determined that the facility failed to revise and Also, the corporate management
update the Service Plan (SP) with Interventions to team has required an "At Risk"
address the resident's needs for 1 report to be submitted to the
of 3 residents reviewed for SP, Resident #1. The Regional RN each month by day 15.
deficient praclice was evidenced by the following: All "at risk" residents and residents
that have had a status change or
On 11/29/24 at 10:55 a.m., the surveyor reviewed multiple incidents are then
the closed medical record of Resldent #1, which discussed by the Regional RN, the
indicated that the resident was admitted to the Executive Director and the Dlréctor
I vith dlagnoses of Health and Wellness to determine
if any further interventions are
needed to safely care for the
resident. The Service Plan shall be
modified at this time monthly.
that someone s
was noted.
u“jD
Lewr \lo\”{
NJ Exec Order 26.4b1 V) ’,lp/
o Ak
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