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Initial Comments:
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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 # NJ00186571

Based on observation, interview and record
review, it was determined that the Administrator
failed to ensure the implementation and
enforcement of the facility policy titled, "Elder
Abuse/Neglect" for 1 of 2 residents reviewed,
Resident #2. This deficient practice was
evidenced by the following:

On 8/12/25 at 10:10 a.m., the surveyor observed
Resident #2 seated in a wheelchair in the

A Neighborhood and upon
greeting the resident, he/she and took the
surveyor's il The surveyor was to

the resident due to the resident's
NJ Ex Order 26.4(b)(1)R

At 11:00 a.m., the surveyor reviewed Resident
#2's medical record (MR), which revealed that
Resident #2 moved into the facility in s
Il \ith a diagnosis of ISR

Ad)(ME

The surveyor reviewed a progress note (PN)
dated |l at 1:53 p.m., written by a Licensed
Practical Nurse (LPN), which indicated that the
LPN was notified by a Certified Medication Aide
(CMA) that Resident #2 was IESSEEFEEIOND
and \WESEOICEWLEIG)ED] on the morning of
iy The PN also indicated that the LPN
observed BESEEERIEON of Resident #2's e
and the resident was \MISYCIEEPLEIIEY with a
The LPN notified the Registered Nurse
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who assessed Resident #2 and observed that the
resident had 'NNISEOICE WD)

Additionally, the PN revealed that the Director of
Health and Wellness (DHW) and the Executive
Director (ED) were notified, and Resident #2 was
transferred to the hospital for further evaluation.

At 11:50 a.m., the surveyor reviewed the facility's
"Investigative Summary for JUESISIEEFEEIDE

(IS) which indicated that on |l
approximately 8:40 p.m., a Certified Home Health

Aide (CHHA #1), NIETCREFEXIOE

(Resident #2) from the common area and
(his/her) i (his/her) il as she
(Resident #2) to (his/her) apartment.”
The employee 'REISSSILERERIOE to resident
apartment and [l (him/her) il
Appeared to be sl door then re-opened
and employee re-entered apartment. The
employee exited. Resident was found on camera

to be PO throughout common

areas in the evening."

At 12:10 p.m., during surveyor interview with the
LPN and the Director of Nursing (DON), the DON
stated that after the incident which involved
Resident #2 and CHHA #1, that CHHA #1, was

o~ B >nd - E—

The surveyor reviewed a facility policy titled, "
Elder Abuse/Neglect New Jersey" dated 4/2021,
which revealed the following: "Policy and
Procedure...Policy If any resident experiences
abuse (by staff, residents, family, or others) or
when abuse is suspected, as mandated
reporters, staff is required to report this to the
appropriate State agency. Staff are to
immediately notify the Director of Health and
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Wellness or Executive Director....Procedure ... 2)
All staff at (facility)...are "mandated reporters."

3) If any Community staff member or volunteer
has observed, suspects, had knowledge...of an
incident which appears to be any form of abuse
or neglect, the incident will be immediately
reported to the Director of Health and Wellness. If
the Director of Health and Wellness is not
available, the incident will be reported to the
Executive Director. In all cases the Executive
Director is also to be notified ..."

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

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;

This REQUIREMENT is not met as evidenced
by:
Complaint # NJ00186571

Based on observation, interview and record
review, it was determined that the facility failed to
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ensure a safe environment for 1 of 3 residents
reviewed, Resident #2. This deficient practice
was evidenced by the following:

The Department of Health (DOH) received a
Facility Reportable Event (FRE) (a document
used to report events to the DOH), dated |k
regarding an [NNESqeI gl {)I§))
According to the FRE, on the morning of
, Resident #2 was observed with Sl

EWgle|NJ Ex Order 26.4(b)(1)

The FRE also indicated that Resident #2
was assessed by a Registered Nurse (RN), sent
to the hospital for further evaluation and was

admitted with NNISECIGEPARIG)E)) and
ELINJ Ex Order 26.4(b)(1) .

On 8/12/25 at 10:10 a.m., the surveyor observed
Resident #2 seated in a wheelchair in the
Neighborhood and upon

greeting the resident, the resident and
took the surveyor's jjjiiilij The surveyor was

R o B the resident due to the
resident's NNASECICEPERAGED

At 11:00 a.m., the surveyor reviewed Resident
#2's medical record (MR), which revealed that

Resident #2 moved into the facility in
Il \ith a diagnosis of NIEISIEERERIOIQ;

The surveyor reviewed a progress note (PN)

" i at 1:53 p.m., written by a Licensed
Practical Nurse (LPN), whlch indicated that the
LPN was notified by a Certified Medication Aide
(CMA) that Resident #2 was NIESSEEFEEIOND
and NJ [SYOICETWIEIIIED] in the morning of

ialaa The PN also indicated that the LPN
observed ISRERERCE Resident #2's il and
the resident was \NISQOIEEPLEIIEN with a

i The LPN notified the Registered Nurse
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who assessed Resident #2 and observed that the
resident had 'NNISEOICE WD)

Additionally, the PN revealed that the Director of
Health and Wellness (DHW) and the Executive
Director (ED) were notified, and Resident #2 was
transferred to the hospital for further evaluation.

At 11:50 a.m., the surveyor reviewed the facility's
"Investigative Summary for USISIEEFEEID
(IS) which indicated that on |l
approximately 8:40 p.m., a Certified Home Health
Aide (CHHA #1), NNIBEIEEFEIDE)

[Resident #2] from the common area and
as she
Resident #2 to his/her apartment." The employee
BESEEEFRIDE to resident apartment and jgsb
him/her gl Appeared to be [Ekiakat
door then re-opened and employee re-entered
apartment. The employee exited. Resident was

found on camera to be [UISSSCEPLIEIE)

throughout common areas in the evening."

Further review of the IS revealed that CHHA #1
was immediately suspended pending
investigation, \EESISIECPERIDND was notified, and
the employee was juuisaisa by the .
department on [lidalaa - The IS conclusion
indicated that the investigation verified that
e toward Resident #2 "did occur” and

the employee was [

The surveyor reviewed the employee file for
CHHA #1 and observed a document titled,
"Complaint Form", which indicated that the ED
reported the incident of il involving CHHA #1
to the New Jersey Board of Nursing (NJBD) with
confirmed receipt from the NJBN, dated |kl
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The surveyor reviewed a statement from an
additional care partner (CHHA #2), which
indicated that on the evening of |- CHHA
#2 observed that CHHA #1 was trying to "put
(Resident #2) ", and that when
Resident #2 "they got RESISEEPIEOE)

" The statement further revealed that CHHA
#2 observed that CHHA #1 Resident #2 by

his/her il and il the resident back to
the resident's apartment trying to |

At 12:10 p.m., during surveyor interview with the
LPN and the Director of Nursing (DON), the DON
stated that after the incident which involved
Resident #2 and CHHA #1, that CHHA #1, was
and R The
Executive Director (ED) provided the surveyor
with additional clarification and stated that CHHA
#2 witnessed CHHA #1 Resident #2's il
: however, CHHA #2 failed to
report the incident to administration and was

therefore also [

During continued surveyor interview with the ED,
he explained that there were cameras in the
common areas of the facility and that after any
incident or fall, the cameras were reviewed as
part of the investigation. The ED confirmed that
he viewed the camera for the incident involving
Resident #2 and CHHA #1 as part of his
investigation. The ED further explained that the
MRS ERARY was called and CHHA #1 was
NJ Ex Order 26 .4(b)(1)

The surveyor reviewed a facility policy, titled,
"Ensuring Resident Rights and Dignity" dated
4/2021 which revealed the following: ..."Policy
State...laws protect residents’ rights. To provide
quality of life to residents, we must protect the
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right to be treated with dignity, respect and to be
given the opportunity to choose ... Procedur ...7)
Residents will not be mistreated or mishandled in
any way... 10) Examples of everyday life choices
ethat residents will be given: ... a) time to arise
and go to bed ..."
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ASSISTED LIVING | MEMORY CARE

I am writing in response to the Survey report for Mira Vie at East Brunswick dated August 12, 2025.
This letter details our Plan of Correction for Citation
8:36-3.4(a)(1) Administrator’s Responsibilities

1. How the corrective action will be accomplished for those residents found to have been
affected by the deficient practice.

o Resident #2 that ARSI by this deficient practice was sent to ER upon

discovery of NNASQCICCLRANEY 11y cstigation conducted by ED and found

taff Member immediately |NR_—ANd

NJ ExOrder 26.4(b)(1) R
aally eﬁ o-cpartmcm. Board of Nursing, and

DOH. Completed of ‘
o Immediate staff education completed onpSRSMSIEEIERIBIENE o) orting Incidents,
and Resident Rights completed on 5/19/25 to 5/21/25.
e Staff member that witnessed incident alsg_sus
terminated after investigation. Completed on
2. How the facility will identify other residents having the potential to be affected by the same

ded immediately and then

deficient practice.
e All residents are identified as having the potential to being affected by this deficient
practice.

3. What measures will be put into place or systemic changes made to ensure that the deficient
practice will not recur.

e Review of Elder Abuse and Neglect, Incident Reporting, and Resident Rights
reviewed monthly at all staff meeting by Executive Director. Completed 5/22/25
and Ongoing.

4. 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 education monitored during quarterly QI Meetings to monitor attendance and
effectiveness which was held on June 25, 2025 and August 29, 2025.

Completion Date: August 29, 2025.
8:36-4.1(a)(16) Resident Rights

1. How the corrective action will be accomplished for those residents found 1o have been
affected by the deficient practice.
p A(b)(1 s . . :
o Resident #2 that haRNRARIRSMMEDY this deficient practice has since returned to
[NJ Ex Order 26.4(D)(1

the community o from ER. Staff education has been provided by Senior

Director on how to care for residents with
NJ Ex Order 26 .4(b)(1)

NJ Ex Order 26.4(b)1)|

SP updated with interventions to provide support and

606 Cranbury Road | East Brunswick, NJ 08816 | 732.651.6100

P AT
F;TZ\”

i
pex hibid
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NJ Ex Order 26.4(b)(1)

g

MiraVieSeniorLiving.com
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MIRA VIE

AT EAST BRUNSWICK

ASSISTED LIVING | MEMORY CARE

2. How the facility will identify other residents having the potential to be affected by the
same deficient practice.
e All residents are identified as having the potential to be affected by the same
deficient practice.
3. What measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur.
s Additional education for all staff members on hire and quarterly, “ Understanding
and Responding to Behavioral Symptoms of Dementia”. Completed 5/25/25.
* Resident Service Plans will be updated accordingly by RN’s in community based
on need and changes in conditions. Immediate and Ongoing.

4. 4. 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.

e Exccutive Director/Designee will review all corrective actions at quarterly Safety
and Quality meetings for effectiveness, next safety and quality meeting which was
held on June 25, 2025 and August 29, 2025.

Completion Date: August 29, 2025.

NJ Ex Order 26.4(b)(1)

Executive Director

606 Cranbury Road | East Brunswick, NJ 08816 | 732.651.6100
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