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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.

8:36-3.4(a)(1) Administration

(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;
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This REQUIREMENT is not met as evidenced
by:
NJ00181478

Based on record review, interview, and facility
document and policy review, the facility failed to
implement the facility's "Resident Elopement”
policy and notify the Director of Wellness (DOW)
and when 1 (Resident #1) of 5 sampled
residents . On
staff Resident #1 at approximately 8:00
PM. At approximately 10:30 PM on
staff did not find Resident #1 in their

The facility failed to initiate a for the
resident until approximately 11:15 PM, did not

3

notify the DOW until 11:53 AM, and did not notify
until

the |jiilill that the resident was
12:15 AM on used a

[
and Resident #1 at 7:10 AM on
and a SR from the facility,

It was determined that the facility's
non-compliance with one or more requirements
had caused or was likely to cause serious injury,
harm, impairment, or death to residents.

On 12/19/2024, the New Jersey Department of
Health determined the failed practice represented
an immediate threat to residents' health and
safety. The facility's Administrator was notified of
the imminent danger and the immediacy of the
situation involving the failure to
implement/enforce facility policy, and a Removal
Plan was requested.

Findings included:
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A facility policy titled "Resident Elopement,"”
revised 05/25/2010, revealed, "It is the
responsibility of all staff to provide a safe
environment for all residents. The following
guidelines will be followed in the event that a
resident is missing." The policy revealed when a
resident was determined to be |l "Staff
members will do a thorough search to locate the
resident. If the resident is not located, proceed
with the following instructions. The LPN [licensed
practical nurse] or CMA [certified medication aide]
on duty will notify the Director of Wellness. Staff
members from other departments will search the
entire facility and grounds prior to beginning the
search, the residents photograph will be
circulated to all involved in the search. The
Director of Wellness will notify the Administrator
and police if the resident is not found in the facility
or on the grounds."

Resident #1's "Resident Information" sheet
revealed the facility admitted the resident on

Resident #1's physician ' Notes"

dated_ revealed the resident had a
hi that included diagnoses of

revealed admlnlstratlve staff were notified on

at 11:53 PM that Resident #1 was
and the DOW notified the Administrator
at 11:54 PM. According to the report, the facility

notified the il that the resident was |l at
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12:15 AM on , and the resident was
il 2t 7:10 AMon . Per the report,
nine staff participated in the for the

resident and staff responded in accordance with
established policies and procedures.

Resident #1's ' note dated

at 7:45 AM revealed the DOW
documented that the facility received a call from
AM that Resident #1
6.4b1 atan

An interview with Certified Nurse Aide (CNA) #8,
who was also a certified medication aide, on
12/18/2024 at 4:22 PM revealed the CNA's shift
started at 10:00 PM on and the CNA
looked inside Resident #1's room at 10:30 PM,
noting the light was on. The CNA stated she went
up front and asked if anybody il Resident
#1. At that time, the CNA stated she was not
concerned about Resident #1's
gave Resident #1 until 11:15 PM (on
before she started checking Resident #1's
friends' rooms.

and

)

An interview with the DOW on 12/16/2024 at 4:02
PM revealed CNA #8 called the DOW at 11:55
PM (on |l ). approximately one and a
half hours after she discovered that Resident #1
was kel - According to the DOW, she
was at the facility within 10 minutes after
receiving CNA #8's call. The DOW stated i
was not contacted until the Administrator arrived
at the facility and watched facility video camera
footage.

An interview with the Administrator on 12/16/2024
at 4:29 PM revealed staff | o'
Resident #1 at approximately 10:30 PM, when a

A310
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two-hour check was conducted, and the resident
was [NISEEISIEEREREY - However, per the
Administrator, staff did not notify her until
approximately 11:45 PM on that
Resident #1 .
During the survey, a Removal Plan was
requested to address and correct immediacy of
the deficient practice. The facility submitted a
Removal Plan addressing: Safety, Elopement
Policy revision, Nursing Policy and Procedure,
and Staff Education.
A 389 8:36-4.1(a)(16) Resident Rights A 389

(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:

16. The right to be free from physical and
mental abuse and/or neglect;

This REQUIREMENT is not met as evidenced
by:
NJ00181478

Based on record review, interview, and facility
document and policy review, the facility failed to
protect 1 (Resident #1) of 5 sampled residents'
right to be .On at
approximately 8:00 PM, staff observed Resident

#1 i f the facility. At approximately
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10:30 PM, staff Resident #1 in their
however, staff did not initiate a
for the resident until approximately 11:15 PM and
did not notify administrative staff that the resident
was until 11:53 PM. Further, the facility
did notify the that Resident #1 was
from the facility until 12:15 AM on
B used and Resident #1 at
7:10 AM on , and a
from the facility, According to the
resident's power of attorney (POA), the
NJ Exec C 26.4b1 showed Resident #1's
Order 26.4b1E1l]

Order 26.

It was determined that the facility's
non-compliance with one or more requirements
had caused or was likely to cause serious injury,
harm, impairment, or death to residents.

On 12/19/2024, the New Jersey Department of
Health determined the failed practice represented
an immediate threat to residents' health and
safety. The facility's Administrator was notified of
the imminent danger and the immediacy of the
situation involving the resident's |l 2nd a
Removal Plan was requested.

Findings included:

A facility policy titled "Rights of [facility name]
Residents," revised 06/29/2007, revealed "Policy:
All residents are informed (in writing) of these
rights upon admission to [the facility]. All
employees are informed of these rights upon date
of hire and at least annually thereafter. At a
minimum, each Assisted Living Resident at

[facility name] have these specific rights:" and
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"16. The right to be free from physical and mental
abuse and/or neglect."

A facility policy titled, "One and Two hour Safety
Checks," revised 10/15/2023, revealed, "The
purpose is to proactively provide adequate
supervision for individualized needs of the
resident to improve quality of life." The policy
revealed, "1. The licensed or certified healthcare
staff will provide one or two hour safety checks
for each resident as determined by the resident's
individualized needs." The policy also revealed,
"4. Two hour checks are the standard for [facility
name] residents."

A facility policy titled "Resident Elopement”
revised 05/25/2010, revealed, "It is the
responsibility of all staff to provide a safe
environment for all residents. The following
guidelines will be followed in the event that a
resident is missing." The policy revealed, "When
aresident is determined to be missing please
follow steps below:

- Note the time that the resident is/was
determined missing.

- Staff members assigned to the unit where the
resident resides will verify [end of sentence].

- Staff members will do a thorough search to
locate the resident. If the resident is not located,
proceed with the following instructions.

- The LPN [licensed practical nurse] or CMA
[certified medication aide] on duty will notify the
Director of Wellness. Staff members from other
departments will search the entire facility and
grounds prior to beginning the search, the
residents photograph will be circulated to all
involved in the search. The Director of Wellness
will notify the Administrator and police if the
resident is not found in the facility or on the
grounds."
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Resident #1's "Resident Information" sheet
revealed the facility admitted the resident on

An undated ‘| Checklist" completed by
the Director of Wellness (DOW) revealed that
Resident #1 was

Per the checklist, the resident had no history of
' Bl and had made no attempts toq
aieE Checklist revealed there were
' Sl such as

NJ Exec Order 26.4b1

revealed the DOW documented that Resident #1
was able to NN CEReIfs RN

. The examination revealed
Resident #1 knew the |NNISGCERCIGE RN

The examination also revealed that
Resident #1 recalled NER=SGCROI s Sl gsR4N
According to the examination, Resident
#1's totaI score was N out of- whlch indicated
NJ Exec O 6.4b1

. The notes revealed the resident had a
medical history that lncluded diagnoses of
NJ Exec Order

The physician's note revealed
Resident #1 took medications that included
NJ Exec Order 26.4b1 According
to the physician's notes, Resident #1 was

A 389
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A facility "Incident Report" dated
9:00 AM for Resident #1 revealed the DOW
completed the report due to the resident's il
Per the report, staff called at 11:53 PM on
unable to

at

revealed the Administrator was notified
|mmed|ately The report revealed the DOW

Administrator arrived and rewewed facility
camara footage. Per the camara footage,

8:00 PM. According to the report, the facility

notified |jiiilil the resident's POA, and both

alternative contacts. The report revealed the
Bl {0 ensure the

). . The report
revealed the facnllty aIso contacted the ) in
the il where the rS|et N

. The report
- near the
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il that Resudent #1 was

The report revealed the resident was

710 AM o . Per the report, nine staff
participated in the for the resident and

staff responded in accordance with established
policies and procedures.

‘ der 26.4b1 e at 7:45
AM revealed the DOW documented that the
Administrator called at 7:09 AM and reported that

—at9:51 PM on

An interview with Home Health Aide (HHA) #5 on
12/1 6/2024 at 2 42 PM revealed Resident #1 was

¢ Order _r:.ib

resident NER=E
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asked the resident how they were domg Per HHA
#5, the resident N\NES 6

the resident seemed

stated she was taking care of other residents

when Resident #1 |

An interview with HHA #6 on 12/18/2024 at 4:52
PM revealed Resident #1 was

) after 8:00 PM (on ).
HHA #6 stated she went to Resident #1's room
after 9:00 PM and before 10:00 PM and the
was il and the light was on. She stated HHAs
were told about wellness checks and instructed to
always |l the resident; however, HHA #6

stated she assumed Resident #1
because Resident #1 was the staff
had to R

An interview with Certified Nurse Aide (CNA) #38
on 12/18/2024 at 4:22 PM revealed the CNA's
shift started at 10:00 PM (on [l ) and the
CNA did a walk-though of the facility at the
beglnnlng of the shift. CNA #8 stated staff were

' KRN on Resident #1 every il
and conduct a walk-through at the end of
the shift. CNA #8 stated she looked inside
Resident #1's room at 10:30 PM, and the light
was on. The CNA stated she went up front and
asked if Resident #1. At that
time, the CNA stated she was not
because Resident #1 was not in the system that
indicated the resident wore a|REEEEEEEER
. noting she then counted narcotics with
the previous shift's nurse. She stated that
Resident #3's door was shut, and she assumed
Resident #1 was with Resident #3. She stated it
was after 11:00 PM when the medications were
put away, noting she gave Resident #1 until 11:15
PM on |l before she started checking

A 389
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the resident's friends' rooms. According to CNA
#8, residents had the right to go outside;
however, the aides would have stopped Resident
#1 from going outside at that time of night.

An interview with the DOW on 12/16/2024 at 4:02
PM revealed CNA #8 called the DOW at 11:55
PM (on [l stating that they had not
seen Resident #1. According to the DOW, she
was at the facility within 10 minutes. The DOW
stated the Administrator watched facility video
camera footage and was able to determlne that

The DOW stated that, Just prlor to
the facility, video footage showed that Resident
#1 and Resident #3 were seated on a couch. The
DOW stated that, per the footage, Resident #3
and an aide Resident #3 to
their room while Resident #1 . Per
the DOW, the video footage revealed that
Resident #1 was looking out the front window and
two staff, HHA #4 and HHA #5, were in the area
before Resident #1 . Per the
DOW, the video revealed that no one
Resident #1 il of the facility. The DOW
stated the facility did not have video camaras
outside of the facility but could teII from the video
that the resident EI=SGE 26.4b1
According to the DOW, Resident #1
m approxmatelyﬁ after |
hti

noting the resident had

A follow-up interview with the DOW on
12/18/2024 at 5:15 PM revealed staff were

required to do and .
residents every hours. She stated staff were
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expected to knock if a resident's door was closed,
and all staff had keys, if needed. According to the
DOW, nursing staff were ultimately responsible
for conducting rounds. Per the DOW,

was common for Resident #1 and
no one saw the resident iR

An interview with the Director of Finance (DOF)
on 12/16/2024 at 2:12 PM revealed that, on
before the evening meal, Resident #1
and was W Exee Order 20301
but then went back to the resident's
room. The DOF stated the facility's camera
footage showed that Resident #1 at 8:15 PM.

had on

the DOF re5|dents routlnely sat up front at night
and talked. The DOF stated the resident was
allowed to go outside and used to REsss g

T but had not NEIEEEK

An interview with the Administrator on 12/16/2024
at 4:29 PM revealed staff notified the
Administrator at approximately 11 45 PM on

that Resident #1 NNIECEEEEFEEE)
According to the Administrator, staff started

for Resident #1 at approxmately 10:30
PM, when they completed an 4
Resident #1 was [SES le

including all apartments and bathrooms,
courtyards, and outside. The Admlnlstrator stated
Resident #1 was also known to |[RISCESIEEME

I According to the Admlnlstrator Re5|dent

#1 was whenever they wanted
and could d NN Exec Order .
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The Admlnlstrator stated that residents could not

e The Admlnlstrator stated the last staff
member to il Resident #1 asked if Resident #1
was and Resident #1 answered
She stated she watched the
facility's video camera footage, and prlor to
leaving Resident #1 was NJ Exec Order 26.401ileTe) qIgle]

at their |

The Admlnlsttor stated that Resident
#1 had a cell phone in the apartment but

R
. The Administrator

stated Resident #1 was- approximately il
. According to the
Admlnlstrator Re5|dent #1's family stated that the

, because Resident #1 had

An interview with the resident's POA on
at 3:02 PM revealed the resident had
moments of usually in the
when the resident would think
- The POA stated they had spoken to the
re5|dent at 11:00 AM on the day the resident
SRRl and the resident was- and had
The POA stated the resident had
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to the POA, the REISTECGEWLERY of

according to an WERNJ Exec Order 26.4
andj :

During the survey, a Removal Plan was
requested to address and correct immediacy of
the deficient practice. The facility submitted a
Removal Plan addressing: Safety, Elopement
Policy revision, Nursing Policy and Procedure,
and Staff Education.

8:36-5.10(a)(2) General Requirements

(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:

2. Any major occurrence or incident of an
unusual nature, including, but not

limited to, all fires, disasters, any elopements;
and all deaths resulting from accidents

or incidents in the facility or related to facility
services. Reports of such incidents shall

contain information about injuries to residents
and/or personnel, disruption of services, and

extent of damages;

This REQUIREMENT is not met as evidenced

A 389

A 563
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by:

Based on record review, interview, and facility
document and policy review, the facility failed to
notify the Department when 1 (Resident #2) of 2
residents |jiilililii from the facility.

Findings included:

A facility policy titled, "Resident Elopement,"”
revised 05/25/2010, revealed "When a resident
has been found the Director of Wellness or
designee will follow steps below:" and "Contact
the resident's responsible person, Family [sic]
member and/or POA [power of attorney] and
inform them of the status. Complete a [sic]
Incident Report form ensuring that all staff
involved has signed the form. Appropriate
documentation is made to Twenty [sic] four hour
communication log and in missing residents [sic]
chart. Send the report to the Administrator.”" The
Resident Elopement policy did not address
notifying the Department of instances of
elopement.

Resident #2's "Resident Information” sheet
revealed the facility admitted the resident on

. According to the Resident
Information sheet, the resident had a medical

history that included a diagnosis ofF

Resident #2's "Service Plan," dated
(print date), revealed the resident was at risk for
and directed staff to provide

and to avoid and prevent
and to document and alert
the Director of Wellness (DOW) if
occurred. Per the plan, Resident #2 was not

i 2 nd there were no previous
occurrences of |
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revealed that, o

4 the Administrator

however, the apartment door was
locked. Per the report, the camara footage
revealed the resident attempted to

to

Resident #2's ' For [resident name]"
notes, dated at 9:45 PM, revealed
Licensed Practical Nurse (LPN) #1 documented
that the resident was i \J Ex :

The notes revealed Re5|dent #2 was
redirected into the NI GG AR}
il reasons. According to the notes, Resident

#zg_ why they were il

= at 1:15 PM revealed the DOW
documente that the re5|dent stated

revealed a [ NNISCEESIGE _-.-H,
the resident as a precaution.

An interview with LPN #1 on 12/18/2024 at 9:34
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AM revealed the LPN was passing medication
NJ Exec Orde . LPN #1 stated staff

An interview with Home Health Aide (HHA) #9 on
12/18/2024 at 11:00 AM revealed Re5|dent #2
and N rder 26

#9 stated staff
five minutes.

Re5|det #2 qmcly Wlthln

An interview with the Administrator on 12/18/2024
at 12:05 PM revealed staff Resident #2
within five minutes. The Administrator stated she
did not report Resident #2 as an to the
Department because the resident the

facility premises.

STATE FORM 6809 ITQ511 If continuation sheet 18 of 18



MERION GARDENS ASSISTED LIVING
315 MERION AVENUE
CARNEYS POINT, NEW JERSEY 08069
856-299-0300
License number 75A001

8:36-3.4(A)(1) ADMINISTRATION

How the corrective action will be accomplished for those residents found to have been
affected by the deficient practice. Policy and procedure recreated on December 17, 2024
adding measures that will decrease opportunities of elopement and guidelines for staff to
follow in the event of suspected elopement or when unable to locate a resident during
rounds.

How the facility will identify other residents having the potential to be affected by the
same deficient practice. Policy was updated on December 19, 2024 and now includes
mini mental assessment to be conducted by DOW whenever a change of mental status is
detected. Continue to complete General Service Plan Reviews for changes in status. Any
resident residing on the traditional assisted living unit that exhibits exit seeking behavior
will have a wander guard and LPN/RN and/or CMA will monitor and sign off that wander
guard is in place and working correctly per shift, added a place for documentation on the
electronic record.

What measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur. Installation of keypad to the front entrance of the building
that requires a 4-digit code to exit completed Friday, December 13, 2024. During the hours
between 8PM-6AM keypad has restriction that must be unlocked by LPN/CMA on duty. No
one will be able to exit the facility without LPN/CMA letting them out of facility. In the event
of fire system alarm being triggered the system will override and release the door to prevent
injury.

The One/Two Hour Safety Check Policy was updated on 12/19/2024 to include the
importance of visually laying eyes on each resident while conducting one- and two-hour
safety checks

How the facility will monitor its corrective actions to ensure that the deficient practice is
being corrected and will not recur, i.e. what program will be put into place to monitor the
continued effectiveness of the systemic changes. Staff were reeducated on the
importance of following policy and procedures, elopement signs and risk factors,
One/Two-hour safety checks safety and well-being of all residents residing within Merion
Gardens Assisted Living. Implemented on December 19, 2024. Education will continue
with practice elopement drills.



MERION GARDENS ASSISTED LIVING
315 MERION AVENUE
CARNEYS POINT, NEW JERSEY 08069
856-299-0300
License number 75A001

8:36-4(A)(16) RESIDENT RIGHTS

How the corrective action will be accomplished for those residents found to have been
affected by the deficient practice. Merion Gardens is a secure (locked) from the outside of

the building 24 hours a day, seven days a week. No one can enter Merion Gardens without
access to the 4-digit keypad code that unlocks the front and rear entrances. The sliding
doors which open the main entrance are always to remain unlocked, this do not gain
access to the facility, just the vestibule area. Residents, employees and visitors (who visit
routinely) may have access to the 4-digit keypad code. Others may be advised of the
access code based on administrative approval. Both entrances are also equipped with a
Wander Guard Alarm System which protects residents who are at risk from wandering
outside of the building. These entrances have an additional keypad and 4-digit code to
bypass the Wander Guard Alarm. This 4-digit code is never to be shared with residents.
When a resident is deemed to need wander guard by RN nursing assessment, this device
overrides the main door code and keeps doors locked until code provided by staff grants
access.

From the hours of 8PM-6AM the exit doors to the facility will be locked. LPN/CMA on duty
will have to open the cover with key to allow any visitors to exit facility.

How the facility will identify other residents having the potential to be affected by the
same deficient practice. Any resident that has a change of mental status or exhibits exit
seeking behavior residing on the traditional unit of facility will have a mini mental
completed by RN and wander guard placed if necessary; in event RN feels that wander
guard is not sufficient resident will transition to the locked memory care unit.

What measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur. Staff will conduct one/two-hour checks on each resident
on their assignment throughout shift. Any resident thatis notimmediately located will be
reported to LPN/CMA on duty and police will be notified followed by DOW and
Administrator. During that time a complete search of property will be initiated until the
police arrive on facility grounds.
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CARNEYS POINT, NEW JERSEY 08069
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License number 75A001

How the facility will monitor its corrective actions to ensure that the deficient practice is
being corrected and will not recur, i.e. what program will be put into place to monitor the
continued effectiveness of the systemic changes. LPN/CMA on duty will monitor that all

exits/entrances are operating correctly with the use of wander guard in place for residents
that utilize the safety measure. One/Two-hour checks will be conducted by support staff to
ensure residents’ safety.

8:36-5.10(A)(2) GENERAL REQUIREMENTS

How the corrective action will be accomplished for those residents found to have been
affected by the deficient practice. Facility will report to the Department of Health Survey
and Field Operations immediately of any resident that leaves the facility unattended
after notification to the local police department, DOW and Administrator.

How the facility will identify other residents having the potential to be affected by the
same deficient practice. Any resident that has a change of mental status or exhibits exit
seeking behavior residing on the traditional unit of facility will have a mini mental
completed by RN and wander guard placed if necessary; in event RN feels that wander
guard is not sufficient resident will transition to the locked memory care unit.

What measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur. Wander guard will be monitored by RN/LPN/CMA and
signed off per shift that unit is working and placed correctly on resident.

How the facility will monitor its corrective actions to ensure that the deficient practice is
being corrected and will not recur, i.e. what program will be put into place to monitor the
continued effectiveness of the systemic changes. RN will monitor that one/two-hour
checks are being conducted by support staff and LPN/CMA is signing off per shift that
security measures are in place for any resident requiring wander guard monitoring.
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