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Initial Comments

Initial Comments:

TYPE OF SURVEY: Complaint

COMPLAINT #: NJ00179534 and NJ00176892
CENSUS: 104

SAMPLE SIZE: 6

SURVEY DATE: 01/06/2025 through 01/10/2025

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.

8:36-2.4(d) Licensure Procedures

(d) Survey visits may be made to a facility at any
time by authorized staff of the Department. Such
visits may include, but not be limited to, the
review of all facility documents and resident
records and conferences with residents.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to ensure records were available for review
at any time by a representative of the State
Survey Agency for 1 (Resident #6) of 6 resident
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records reviewed.
Findings included:

An "Admission Record" revealed the facility
admitted Resident #6 on [EEEEEEERE . According
to the Admission Record the resident had a
medical history that included diagnoses of

NJ ex order 26.4b1 .

Resident #6's "Personal Service Plan" dated
N revealed a focus area titled)

" The focus area revealed that the
[N J ex order 26.4b1

A"New Jersey Universal Transfer Form," dated
RELEEREER at 2:05 PM, revealed that Resident #6
NJ ex order 26.4b1

Resident #6's "Progress Notes," dated
at 10:44 PM, revealed Resident #6
NJ ex order 26.4b1

. The notes revealed Resident #6

NJ ex order 26.4b

An incident report for Resident #6's S

During the survey, the Infection Preventionist (IP)
and Registered Nurse (RN) #2 stated that the
incident report for Resident #6's Suial
I could not be located, they were not
sure what happened to the incident report.
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(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:

3. Any suspected cases of resident abuse or
exploitation which have been reported to the
State Long-Term Care Ombudsman.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and facility
policy review, the facility failed to report
allegations of |jiiiilill to the New Jersey State
Department of Health and Senior Services for 4

of 5 incidents of NN RO

R reviewed.

Findings included:

A facility policy titled, "Abuse, Neglect, &
Exploitation Policy," revised 05/2021, revealed,
"d. Report to Department of Health and Senior
Services. The Executive Director or designee
should immediately report (1) all cases of
suspected abuse, neglect or exploitation that
have been reported to the Office of the
Ombudsman for the Institutionalized Elderly, (2)
criminal or potentially criminal acts" and "(3)
events involving physical plan and operational” "to
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the Department of Health and Senior Services
[State Agency], immediately, by telephone.” The
policy revealed "The Executive Director or
designee should submit a written report within 72
hours afterwards."

An "Incident Report" revealed an i
NJ ex order 26.4b1
NJ ex order 26.4b1

" incident occurred on [NEESqelfe (SRl o)
involving Resident #2. The Incident Report
revealed no evidence that the State Agency was
notified of the incident.

An "Incident Report" revealed an [t
NJ ex order 26.4b1

incident occurred on helEdE el ot e
involving Resident #2. The Incident Report
revealed no evidence that the State Agency was
notified of the incident.

An "Incident Report" revealed an
NJ ex order 26.4b1

A

BANJ Exec Order 26.4b1
" incident occurred on [NNE= qelfe (S @2 R:Io)
involving Resident #2. The Incident Report
revealed no evidence that the State Agency was
notified of the incident.

An "Incident Report" revealed an Sl
NJ ex order 26.4b1

ncident occurred on RelabisEael at il
involving Resident #2. The Incident Report
revealed no evidence that the State Agency was
notified of the incident.

During an interview on 01/08/2025 at 2:35 PM,
the Infection Preventionist (IP) stated that if an
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NJ ex order 26.4b1

IP stated that |NNEY@elfs ST gAsR 1 o)
. The IP stated that the administrator
would call corporate to determine when
something was reportable.

During an interview on 01/09/2025 at 1:51 PM,
Health and Wellness Coordinator (HWC) #4
stated that if a[ NI IS CERCICE RN

it was reportable. HWC #4 stated that withessed
incidents were not reported. HWC #4 stated an
unwitnessed incident would be reported so an
investigation would be conducted.

Jraer 4p

During an interview on 01/09/2025 at 11:39 AM,
the Executive Director (ED) stated that she
followed a form on what to report and she was
the one who self-reported incidents.

. The
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