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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.

8:36-3.4(a)(1) Administrator's Responsibilities

(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:
Complaint # NJ 00186699

Based on observation, interview and record
review, it was determined that the facility failed to
ensure the implementation and enforcement of

NJ Exec Order 2

the facility policy and procedure on B for
1 of 5 residents reviewed, Resident #3. This
deficient practice was evidenced by the following:

On 6/12/25 at 10:35 a.m., the surveyor reviewed
Resident #3's medical record (MR) which

revealed that Resident #3 moved
]
.

Further review of the

I
MR revealed that Resident #3 was a |k

At 10:45 a.m., the surveyor observed Resident #3
sitting in his/her room and there was no

identifying NNESXGCIKCIGEIRIN observed on

the resident.

At 11:00 a.m., the surveyor interviewed Resident
#3's Responsible Party (RP) who was visiting and
inquired about an B . and the RP stated
that she had never seen Resident #3 with any

type of NNESEISKCIGERZGRINI

At 12:15 p.m., the surveyor interviewed the
Administrator, and inquired about the procedure

for residents who were [NNISXOIGEIRAR=N]

. The Administrator stated that for any
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resident who posed a [ \NISJOIGE 4Bl
B . - facility identifying R ¢

I o the resident's i

The surveyor reviewed an undated facility policy
titled, "Elopement" which revealed the following: "
.. Policy: Provide for all associates .... that if a

resident is determined to be at risk for elopement,

an identifying community ID Bracelet will be
placed on his/her person that includes the
community's name, address, and telephone
numbers and resident's name when required by
the State Regulations. Color photographs of the
resident will be taken immediately upon
admission to the community and uploaded as
needed."

Refer to 8:36-4.1(a)(22) [A0401]

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

(a) Each assisted living provider shall 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 00186699

Based on observation, interview and record
review, it was determined that the facility failed to
ensure the resident's right to a safe environment
for 1 of 3 residents reviewed for |
Resident #3. This deficient practice was
evidenced by the following:

The Department of Health (DOH) received a

Facility Reportable Event (FRE) (a document

used by health care facilities to report events)
oo regardlng a resident .

from the NISYCICEIFIEEN . According to the FRE,
at approximately 2:30 p.m., a facility resident,

Resident #1, observed Resident #3 N
, and

]
NMISTOICEPENEIY . The staff |l

' but Resident #3 was not in |l

The FRE further indicated that at approximately
2:40 p.m., another resident, Resident #2, saw

Resident #3 NNISCICIREIARIN
I oskcd Resident #3 |

, and the resident responded

]
that he/she NNISEOIGCE RN .

Resident #2 followed Resident #3 and observed

that the resident N J Exec Order 26.4b1 of a )

the facility. The FRE further indicated that the

resident's | was notified, and the Rl

where

ReSIdent #3 was u NJ Ex Order 26.4B .

On 6/12/25 at 9:15 a.m., the surveyor
investigated and interviewed the front desk
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Receptionist and inquired if residents signed out
at the front desk when they were leaving the
facility. The Receptionist stated that residents
were expected to sign in and out at the front
desk, even when they were going for a walk. The
surveyor then reviewed the sign-out binder at the
front desk and observed that the residents had
their own individual sign out sheets with their
names on it. Additonally, the surveyor observed
that Resident #3 did not have a sign in/out sheet
in the binder. The Receptionist explained that

Resident #3 NS GO EIIA RN
I

At 9:25 a.m., during interview with the Assistant
Director of Resident Care (ADRC), a Registered
Nurse (RN), the surveyor inquired about the
process for residents signing out at the front desk
and how safety was ensured for residents who
had NNIESCICEPERER . The ADRC stated that
residents were expected to sign in and out
whenever they left the facility. She further stated
that if there was a concern when a particular
resident wanted to go outside, the Receptionist
would direct the resident to the nursing office, or
the Receptionist would ask nursing if the resident
was allowed to go outside. The ADRC further
stated that the decision would be based on the
individual's level of |iEiMENNN 2 to Whether they
were [NNISCCIGETIZR)I

During continued surveyor interview with the
ADRGC, the surveyor inquired about what Was
being done to ensure ReS|dent #3's NN and
she stated that after [l (here was a
discussion with the § ’ thata § unit
would be needed for the resident; and that

additionally, there was a [N\NESOIGEIRRIEN]
put in place since the [NRESXEOIG I} 4Bl The

ADRC further stated that the resident's [
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NNISYCIGEIPLRIEN during the day and spending

time with the resident, and that the [iiiil§ was

facilities, since this facility did not

have a [\NISECIGCE PRI .

At 9:55 a.m., the surveyor reviewed the
mvestlgatlon summary of ReS|dent #3 s

which occurred on |ji§ . The
summary revealed that Resident #3 was
observed by multiple residents outside of facility

who il Resident #3 [l on the
NNESYOIGEIWPIRAN . The summary also revealed
that Resident #3 had a [\RE=X% Order26 4B1

where Resident #3 was |§
Resident #3's [l thought that Resident #3 was
just there for a visit but did not realize that

Resident #3 had [\NIS &G PR .

Additionally, the summary indicated that Resident

#3 INJ Exec Order 26.4b1] Wlthout the NJ EX Ol’del'26. 4B .

At 10:30 a.m., the surveyor reviewed Resident
#3's medical record (MR), which revealed that

Resident #3 moved NNIS&OIG R =XE
]

. The surveyor
observed a document titled, "Admission History
and Physical" dated , which indicated that

_ .
Resident #3 had a 'NNISEOIGCEF NN
I

NJ Exec Order 26.4b

" The surveyor also reviewed an
additional MR document titled, ‘-
Scale", datecijiiiilllll that revealed a score of

"' The NUISEHISIGEPIRAN had a scoring which

indicated that a score of jgf or above indicated a

INJ Ex Order 26.4B1Md

At 10:45 a.m., the surveyor observed Resident #3
in his/her room and the resident Was- and

R RN ExOrder2s 48]
addition, the resident had [\NISHCIGE PRI
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[\ ExOrder26. 451y U REEIT LTI IVERINY Ex Order 26.4B
INJ Exec Order 21

on . The surveyor
was not able to interview Resident #3 due to the

resident's \NISEOIGEIFRZEN .

At 11:00 a.m., the surveyor reviewed a

note, written by a Licensed Clinical
Social Worker (LCSW), from a visit with Resident
#3 dated |l which revealed that the

resident presented with '[NRESHCIGEIFRI)]
- ]

At 12:30 p.m. the surveyor interviewed the
Director of Nursing (DON) and inquired about
interventions that would be put in place when a
resident who was a \EISSCICEFEREIY was
admitted. The DON stated that the facility would
not accept someone who was a
B However, the surveyor observed a
assessment, dated
B \vhich revealed a score of 'jfi§" and
according to the i Scale, a score
of i or above indicated that Resident #3 was a

INJ Ex Order26.4B1 M
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This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey

report form).
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FOLLOWUP TO SURVEY COMPLETED ON |:| CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
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