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COMPLAINT #: NJ00183422, NJ00186468 Based on observation, interviews, medical record review, and 
review of other pertinent facility documentation on 08/22/25, it was determined that the facility failed to 
immediately implement their abuse policy to ensure residents were protected from abuse by not removing 
the accused staff from resident care pending full investigation of an abuse allegation. This deficient practice 
was identified for 1 of 3 residents reviewed for abuse (Resident #1) and had the potential to affect all 
residents. According to Facility Reportable Event (FRE), at approximately 6:00 AM on 05/03/2025 Resident 
#6 (the roommate of Resident #1) reported to Registered Nurse #1 (RN #1) that Resident #1 moaned in pain 
while a Certified Nursing Assistant (CNA) was providing morning care (turning and repositioning) for the 
resident. The FRE included that RN #1 assessed the resident and reported the incident to the Nursing 
Supervisor. No further action was taken to investigate Resident #6's report as an abuse allegation. On 
05/05/2025, the Unit Manager (UM) #1 and the Director of Nursing (DON) interviewed Resident #1 about a 
CNA being rough during care and performed a skin assessment. The resident denied being hurt at that time. 
No further action was taken to investigate the concern as possible abuse. On 05/13/2025, Resident #6 again 
reported to facility staff that on 05/02/2025 or 05/03/2025 a CNA caused Resident #1 pain while turning and 
positioning the resident. On 05/13/2025, an investigation which included conducting staff and resident 
interviews, obtaining staff statements, and suspension of the accused CNA was conducted. The facility's 
failure to implement their abuse policy by initiating an investigation and removing the accused CNA from 
resident care when staff were first alerted to the concern on 05/03/2025 allowed the alleged abuser to 
continue to have access to residents on 05/05/2025, 05/06/2025, 05/07/2025, 05/08/2025, and 05/10/2025. 
This resulted in an Immediate Jeopardy (IJ) situation. The IJ began on 5/03/2025 after Resident #6 alerted 
RN #1 of their concern that Resident #1 was mishandled by a CNA. The facility Administration was notified of 
the IJ on 08/22/2025 at 6:05 PM. The facility submitted an acceptable Removal Plan (RP) on 08/25/2025 at 
4:07 P.M., indicating the actions the facility will take to prevent serious harm from occurring or reoccurring. 
The facility implemented a corrective action plan to remediate the deficient practice including: the 11-7 
nursing supervisor's employment was terminated, all staff were immediately in-serviced on the facility abuse 
policy with a focus on implementation procedures and resident safety, the administrative team which 
consisted the DON, Administrator and Medical Director reviewed the facility abuse prevention policy and no 
change to policy required. All current residents or their designee were interviewed to ensure that they felt 
safe, and assessments were done on all non-verbal residents. Started 10 weekly staff interviews on the 
facility abuse policy and 10 weekly resident interviews about resident safety. Resident and staff interviews 
will be reviewed weekly with the Administrator for 3 months and will be reported monthly to the Quality 
Assurance Performance Committee. Implementation of the RP was verified during the continuation of the 
on-site survey on 08/25/2025 and determined that IJ was removed as of 08/23/2025. The evidence was as 
follows: This deficient practice was identified for 1 of 3 residents (Resident #1) reviewed for abuse and was 
evidenced by the following:The facility policy document titled Abuse dated April 9, 2024, was reviewed. 
Under POLICY, page 2 of the policy revealed, It is the policy that each resident will be free from Abuse. [.] 
Additionally, residents will be protected from abuse, neglect, and harm while they are residing at the facility. [.
] The facility will strive to educate staff and other applicable individuals in techniques to protect all parties.
Under C. PREVENTION page 5 of the facility policy revealed, It is the policy of this facility to prevent abuse 
by providing residents, families and staff information and education on how and to whom to report concerns, 
incidents and grievances without fear of reprisal or retribution. This section of the facility policy further 
revealed, The facility leadership will assess the needs of the residents in the facility to be able to identify 
concerns in order to prevent potential abuse. Under E. INVESTIGATION, page 7 of the facility policy 
revealed, It is the policy of this facility that reports of abuse' (mistreatment, neglect, or abuse, including 
injuries of unknown source, exploitation, and misappropriation of property) are promptly and thoroughly 
investigated. This section of the policy further revealed under PROCEDURE: a. Investigation of abuse: When 
an incident of abuse is reported, the Administrator or designee will investigate the incident with the 
assistance of appropriate personnel. The investigation may include: [.] iv. Involved staff and witness 
statements of events [.] ix. Interview of other residents who were cared for by the accused (if applicable). 
Under F. PROTECTION, page 9 of the facility policy revealed, It is the policy of this facility that the 
resident(s) will be protected from the alleged offender(s). This section of the facility document revealed 
under, PROCEDURE, Immediately upon receiving a report of alleged abuse, the Administrator and or 
designee will coordinate delivery of appropriate medical and/or psychological care and attention. Ensuring 
safety and well-being for the vulnerable individual are of utmost priority. [.] a. Procedures must be in place to 
provide the resident with a safe, protected environment during the investigation: i. The alleged perpetrator 
will immediately be removed and resident protected. Employees or visitor accused of alleged abuse will be 
immediately removed from the facility and will remain removed pending the results of a thorough 
investigation.Under G. REPORTING AND RESPONSE page 11 of the facility policy revealed under, 
PROCEDURE: INTERNAL REPORTING: a. Employees must always report any abuse or suspicion of abuse 
immediately to the Administrator, Director of Nursing, or designee. **Note: Failure to report can make 
employee just as responsible for the abuse in accordance with State Law According to the admission Record 
(AR), Resident #1 was admitted to the facility with diagnoses which included but were not limited to 
unspecified nondisplaced fracture of fifth cervical vertebra (broken bone in the neck that remained in its 
original position), subsequent encounter for fracture with routine healing; unspecified nondisplaced fracture 
of fourth cervical vertebra (broken bone in the neck that remained in its original position), subsequent 
encounter for fracture with routine healing; cognitive communication deficit (breakdown in the cognitive 
processes that affects how individuals think and communicate); need for assistance with personal care; 
abdominal aortic aneurism (enlarged area in the lower part of the body's main artery, which can be fatal if 
ruptured), without rupture, unspecified; and nontraumatic subarachnoid hemorrhage (bleeding in the space 
between the brain and the tissues that cover the brain). According to the Minimum Data Set (MDS), an 
assessment tool dated 03/27/2025, Resident #1 had a Brief Interview for Mental Status (BIMS) score of 8 out 
of 15, which indicated that the resident's cognition was moderately impaired. The MDS revealed that 
Resident #1 required assistance to roll left and right, move from sitting to laying, to move from laying to 
sitting, and to move from sitting to standing. The MDS also revealed that Resident #1 was occasionally 
incontinent of urine and was always incontinent of stool. An undated facility document, titled: Investigation 
Summary, regarding Resident #1 was reviewed. Under Narrative Description of Event: page 1 of the 
document, on 05/13/2025, Resident #6 reported that staff did not know how to care for Resident #1 and that 
Resident #1 was in pain. Resident #6 heard the concern but did not witness it. This section of the document 
further revealed that an immediate investigation was initiated, the physician was notified, the resident's 
sponsor and facility administration were notified. Under, Interview statements from staff who worked with the 
resident on 05-03-25 11pm - 7am, page 1 of the document, at approximately 6:00 A.M., RN #1 became 
aware that Resident #6 heard Resident #1 scream in pain during care. RN #1 assessed Resident #1 and 
immediately reported the concern to the Supervisor. The Supervisor then assessed Resident #1. The 
document revealed no further action taken by the Supervisor or other facility staff on the day that Resident 
#6 expressed concerns that Resident #1 was hurt by a CNA #1 that morning. According to the Investigative 
Summary/Conclusion: page 2 of the document, CNA #1 was suspended due to the facility's protocol pending 
the results of the investigation. The same section of the document on page 3 revealed that the allegations 
made by Resident #6 were unsubstantiated. Page 3 of the document further revealed, Due to the nature and 
potential risk to all resident facility staff were re-educated on abuse prevention. A facility document titled: 
Statement form, hand-written by CNA #1, dated 05/02/2025 was reviewed. The statement revealed that 
Resident #1 did not complain of pain while CNA #1 was providing care, and that the resident was left 
comfortably in bed. The statement revealed that as CNA #1 was leaving the resident's room, she dropped 
garbage on the floor which disturbed Resident #6, who then complained to CNA #1 about the noise. A 
telephone interview was conducted with CNA #1 on 08/22/2025 at 12:05 P.M. CNA #1 stated that she 
provided a written statement at the request of a Nursing Supervisor and was unsure of when she provided 
the statement but thought it could have been 05/02/2025. CNA #1 stated that she worked until 7:00 A.M. on 
the morning that Resident #6 got upset with her for making noise in their room. CNA #1 stated that she was 
not suspended or sent home on that day. A facility document, titled: statement form, handwritten by RN #1, 
dated 05/16/2025 and timed 7:00AM, was reviewed. The statement revealed that at approximately 6:00 A.M.
, Resident #6 reported that they heard their roommate (Resident #1) scream while a CNA was providing 
care. The statement further revealed that Resident #1 was assessed immediately by RN #1 and the facility 
Supervisor was immediately notified of the concern.The surveyor attempted to reach RN #1 for an interview 
without success. Review of the Progress Notes (PN) for Resident #1 revealed that on 05/05/2025 at 2:44 P.
M., UM #1 interviewed Resident #1 about a recent complaint of a CNA being rough with them. The PN 
further revealed that Resident #1 did not recall being treated roughly and denied being hurt by anyone. An 
interview was conducted with UM #1 on 08/22/2025 at 1:15 P.M. UM #1 stated that the process after an 
allegation of rough treatment was to immediately interview the resident and their roommate, if possible; 
assess the resident's skin; and notify the Director of Nursing (DON) or Licensed Nursing Home Administrator 
(LNHA). UM #1 stated that the process included obtaining statements from staff members who cared for the 
affected resident. UM #1 stated that nurses, UMs, and Supervisors were responsible for obtaining 
statements. UM#1 stated that the process included assembling statements and skin assessments in a folder 
and giving it to the DON. UM #1's statement to the surveyor regarding the accused staff did not follow the 
facility policy reviewed under F. Protection, which stated that employees or a visitor accused of abuse will be 
immediately removed and will remain removed pending the results of a thorough investigation. UM #1 stated 
that the process included changing the assignment of the accused staff member when an accusation was 
made and sending the staff member home if it was determined that, something really happened. UM #1 
further stated that the DON or LNHA made the decision about whether an employee should have been sent 
home, which is not in accordance with facility policy. During the same interview, UM #1 stated that she 
recalled that in May 2025, Resident #6 complained that Resident #1 was in pain during care. UM #1 stated 
that she was made aware of the allegation when she arrived at work at on 05/05/2025 around 7:00 A.M., and 
that was when she completed a skin assessment of Resident #1. UM #1 stated that she interviewed 
Resident #1 who denied being hurt by facility staff. UM #1 stated that she believed that the facility's DON or 
Assistant Director of Nursing (ADON) obtained statements about this allegation. UM #1 further stated that 
she was familiar with the facility's abuse policy but was not sure if the policy was followed on 05/05/2025. An 
interview was conducted with the DON on 08/22/2025 at 2:08 P.M. The DON stated that an allegation of 
rough treatment during care would have been considered an abuse allegation. The DON stated that the 
expectation was for staff to notify a Nurse or Supervisor immediately when there was an abuse allegation 
and for the DON or LNHA to be notified immediately. The expectation was for the nurse or Supervisor to 
assess the resident involved, and for the Supervisor to collect statements as soon as they were made aware 
of an accusation. The DON stated that the process when an abuse allegation was made included sending 
the accused staff member home pending the results of the investigation. The DON further stated that this 
process was important to ensure that residents were not left in the care of someone who was hurting them. 
During the same interview, the DON stated that she and the LNHA did the investigation of Resident #6's 
allegation that Resident #1 received rough treatment by a CNA. The DON stated that she was made aware 
of the accusation on 05/13/2025 and that is when the investigation was started. The DON stated that CNA 
#1's statement was obtained on 05/13/2025 and the date written on the statement (05/02/2025) refers to the 
date that CNA #1 started the 11:00 P.M. to 7:00 A.M. shift which was when the 05/03/2025 allegation was 
made. The DON stated that the statement obtained from RN #1 was dated 05/16/2025 but the statement 
was about the allegation made on 05/03/2025. The DON stated that it was concluded that the alleged event 
occurred on 05/03/2025 at approximately 5:30 A.M., RN #1 reported the allegation to the Supervisor right 
away. The DON further stated that the Supervisor did not report the allegation to the DON, obtain 
statements, or send the accused CNA home according to facility policy. A 05/05/2025 at 2:44 P.M., Progress 
Note by UM #1 was reviewed with the DON. The DON stated that her expectation was that she should have 
been notified right away of the allegation of rough treatment. A follow up interview was conducted with the 
DON on 08/22/2025 at 4:11 P.M. The DON stated that on 05/03/2025 the Supervisor should have notified 
her of the accusation made by Resident #6 and the CNA would have been suspended. The DON stated that 
on 05/05/2025, she (the DON) and UM #1 assessed and spoke with Resident #1 about the allegation that 
they were hurt by a CNA. The DON stated that no further investigation was done on 05/05/2025. The DON 
stated that on 05/13/2025 Resident #6 informed the facility's Assistant Administrator of the allegation of 
rough treatment of Resident #1, and it was on 05/13/2025 that the facility's abuse policy was fully 
implemented. During the same interview the DON stated that the purpose of the facility's abuse policy was to 
inform staff of what to do when an abuse accusation was made. The DON further stated that if the abuse 
policy was not followed, we put the resident in potential danger. During an interview with the LNHA on 
08/22/2025 at 5:39 P.M., the LNHA stated that the expectation was that if there was an allegation of abuse 
the facility's abuse policy, which included starting an immediate investigation, should be implemented 
quickly. The LNHA stated that there was no need to follow the facility's abuse policy on 05/03/2025 and there 
was no need to implement the policy related to resident #6's accusation until 05/13/2025 because there were 
no suspicions or complaints of abuse until that date. The LNHA further stated that that facility's abuse policy 
is in place to safeguard the residents and because it is a regulation. NJAC 8:39-4.1(a)5
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