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F 609

SS=D

Reporting of Alleged Violations

CFR(s): 483.12(c)(1)(4)

§483.12(c) In response to allegations of abuse, 

neglect, exploitation, or mistreatment, the facility 

must:

§483.12(c)(1) Ensure that all alleged violations 

involving abuse, neglect, exploitation or 

mistreatment, including injuries of unknown 

source and misappropriation of resident property, 

are reported immediately, but not later than 2 

hours after the allegation is made, if the events 

that cause the allegation involve abuse or result in 

serious bodily injury, or not later than 24 hours if 

the events that cause the allegation do not involve 

abuse and do not result in serious bodily injury, to 

the administrator of the facility and to other 

officials (including to the State Survey Agency and 

adult protective services where state law provides 

for jurisdiction in long-term care facilities) in 

accordance with State law through established 

procedures.

§483.12(c)(4) Report the results of all 

investigations to the administrator or his or her 

designated representative and to other officials in 

accordance with State law, including to the State 

Survey Agency, within 5 working days of the 

incident, and if the alleged violation is verified 

appropriate corrective action must be taken.

This REQUIREMENT  is not met as evidenced 

by:
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resident is considered verbal abuse.

During an interview  on 6/4/2020 at 10:24 a.m., 

the Assistant Administrator stated that calling a 

resident "a liar is potentially abuse."

The Assistant Administrator further stated that the 

Allegation was not reported to the NJDOH, 

because "I asked the resident if anyone called  

names and  said no,  denied any verbal 

abuse."

Review of a facility policy titled "Abuse," revised 

on 2/2019, under "Protocol revealed :  "The 

Administrator and the Director of Nursing are 

responsible for investigating and reporting."

  Under Reporting revealed : "Notify the local law 

enforcement and appropriate State Agency(s) 

immediately (no later then 2 hours after 

allegation/ identification of allegation) by Agency 

(s) designated process after identification of 

alleged/suspected incident....Report results of 

investigation to the proper authorities as required 

by State Law....

The individual conducting the investigation shall 

follow the procedure for reporting and 

investigation when an incident of resident abuse, 

neglect or misappropriation of property is alleged 

or suspected.

NJAC 8:39-9.4 (f)
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