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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint 

COMPLAINT #:  NJ00128682

CENSUS:  128

SAMPLE SIZE:  3

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.

 

 A 563 8:36-5.10(a)(2) General Requirements

(a) The facility shall notify the Department 
immediately by telephone at 609-633-9034 
(609-392-2020 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, 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 

 A 563
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11/04/19
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extent of damages;

This REQUIREMENT  is not met as evidenced 
by:
Complaint #:  NJ00128682

Based on interview and record review it was 
determined that the facility failed to notify the 
Department of Health (DOH) of an elopement 
incident for of   residents reviewed, Resident 

.  This deficient practice was evidenced by the 
following:

On 10/1/19 at 10:00 a.m., the surveyor reviewed 
the medical record of Resident  who was 
admitted to the facility  with diagnoses 
which included

 
unit.  

The surveyor reviewed a document in the medical 
record titled, "Assessment summary," dated 

which documented that the resident was 
able to bear full weight, was independent with 
ambulation but used a wheelchair intermittently 
and was able to self-propel.  The surveyor then 
reviewed the "General Service Plan dated  
and observed that the resident was  

 
 

The surveyor reviewed the "Care Notes" (CNs) 
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dated 9/20/19 at 10:00 p.m., which documented 
that the resident was found on his/her  
on the  and was  
to the l.  The resident returned from the 

 with a diagnosis of  to the  
 

On 10/1/19  at 12:30 p.m., the surveyor 
interviewed the Registered Nurse (RN) who 
stated that the resident  from the  

 unit and was found by staff in the  on 
the   The RN informed the surveyor 
that staff stated that the secured doors did not 
alarm when the resident went out them.  The RN 
further stated that she was not aware that this 

 had to be reported to the DOH since 
the resident was found within the building.  The 
RN stated that the Executive Director (ED) was 
on vacation and that she was in charge.  The RN 
also stated that on  that she told the ED of 
the incident and that the ED stated that this 
incident should have been reported to the DOH.  

At 11:15 a.m., the surveyor interviewed the ED 
who agreed with the surveyor that the incident 
should have been reported immediately to the 
DOH as an   The ED stated that she 
had the doors inspected and serviced by a 
contractor on .  

The surveyor referred to the facility's policy titled, 
"Missing Resident-Elopement" which 
documented, "...regulatory agencies defining a 
missing resident as a reportable incident."

 A 749 8:36-7.3(a) Resident Assessments and Care 
Plans

 A 749
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 A 749Continued From page 3 A 749

(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 
physical or cognitive status.

This REQUIREMENT  is not met as evidenced 
by:
Complaint #:  NJ00128682

Based on interview and record review it was 
determined that the facility failed to ensure that 
the service plan was updated or revised to 
include specific interventions in order to reduce 
the risk of falls with injuries and to reduce the risk 
of elopements for out of  residents reviewed 
who eloped from memory care unit and sustained 
a fall, Resident  .  This deficient practice was 
evidenced by the following:

On 10/1/19 at 10:00 a.m. the surveyor reviewed 
Resident  medical record which documented 
that the resident moved into the facility on  

with diagnoses which included  
  According to the 

"Assessment summary" dated Resident 
was independent with  but used a 

 and required a secured 
unit while awake.                         

The surveyor reviewed the Care Notes (CNs) and 
observed documented that on  

, Resident  was found on his/her  
in the .  Further review of 
the CNs revealed that the resident had an  
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to the  and was 
transferred to the   The CNs also 
documented that the resident returned to the 
facility with diagnoses of  

 
.

The surveyor continued to review the medical 
record and observed the, "General Service 
Plan/Health Service Plan" (GSP/HSP) dated 

.  The surveyor observed that there were 
no updates or changes made to the GSP/HSP, 
including no interventions put in place upon return 
from the  on , in an effort to 
prevent further .

On 10/1/19 at 12:30 p.m. the surveyor 
interviewed the Registered Nurse (RN) who 
stated that when the Certified Home Health Aide 
(CHHA) was ready to provide evening care she 
[CHHA] was unable to locate Resident .  The 
RN stated that staff then searched for Resident 

, who was found in the .  

The RN stated that staff reported the alarm did 
not sound when the resident opened and exited.  
The RN stated that the Memory Care Coordinator 
checked the exit doors on and they were 
operational.  The RN stated that on  she 
checked the exit doors on the  unit 
and the doors alarmed when opened.  The RN 
informed the surveyor that she did a readmission 
assessment on  but did not update the 
GSP.

The surveyor reviewed the policy titled, "Incident 
Reports" which documented, "The Nurse will 
identify specific measures to prevent or reduce 
the likelihood of recurrent incidents and record 
these measures...adjusting the care plan as 
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