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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Complaint #: 
NJ182922Based on interviews, medical record review, and review of other pertinent facility documents on 
7/21/25, it was determined that the facility failed to implement their abuse policy by protecting Resident #4, 
as well as all residents from abuse, when on 1/25/25 at 8:40 PM, the Certified Nursing Aide (CNA #3) 
observed CNA #1 and CNA #2 physically abuse Resident #4 and CNA #3 did not report the incident until the 
next day, 1/26/25 at approximately 12:37 PM. This deficient practice was identified for 1 of 4 residents 
reviewed (Resident #4).On 1/25/25 at 8:40 PM, during the 3:00 PM to 11:00 PM shift (3-11), CNA #3 
reported hearing screaming coming from Resident #4's room, and when she walked into the room, CNA #3 
stated that she observed the resident sitting on their bed with CNA #1 trying to remove the resident's shirt 
and CNA #2 trying to put on a [NAME] coat (hospital gown). CNA #3 reported observing the resident yelling 
and being combative and spit at CNA #1, who appeared agitated from it and CNA #1 straddled the resident 
on the bed. CNA #3 reported that while resident laid on their back, CNA #2, took the resident's face and 
smooshed it into the mattress. At that time, CNA #3 stated she told them she would take it from here, and 
both CNA #1 and CNA #2 stopped and walked out of the resident's room like nothing happened. CNA #3 did 
not report the incident immediately and CNA #1 and CNA #2 continued to work the 3-11 shift having access 
to Resident #4 as well as other residents. CNA #3 reported the incident the following day almost sixteen 
hours later on 1/26/25 at approximately 12:37 PM, during the 7:00 AM to 3:00 PM (7-3) shift. The facility's 
failure to ensure Resident #4, as well as all residents were protected from abuse by immediately reporting 
and investigating an allegation of physical abuse to Resident #4 posed the likelihood of serious physical and 
psychosocial harm and impairment to all residents. This resulted in an Immediate Jeopardy (IJ) situation 
which ran from 1/25/25 at 8:40 PM, when CNA #1 observed Resident #4 being abused, until 1/26/25 at 12:27 
PM, when CNA #1 reported the incident to the Nursing Supervisor (Supervisor #1). The IJ was Past 
Non-Compliance (PNC).The facility's Administration was notified of the IJ on 7/21/25 at 4:58 PM. The facility 
submitted an acceptable Removal Plan on 7/24/25 at 1:36 PM.The facility was back in compliance when the 
facility addressed the situation by immediately investigating the incident; suspending CNA #1 and CNA #2 
pending an investigation and later terminating; educating CNA #3 as well as all staff on the facility's abuse 
policy and immediately reporting allegations to the administration; Resident #4 was assessed and x-rays 
were taken; and contacted outsourced provider regarding training for staff on how to deal with residents with 
dementia and behaviors. The surveyor verified the completion of the Removal Plan was 1/30/25, during an 
on-site survey on 7/25/25, and determined the IJ was PNC.The evidence was as follows:A review of the 
undated facility policy titled Protecting Our Residents Abuse Prevention & Reporting, Dignity, Resident's 
Rights included each resident has the right to be free from verbal, sexual, physical and mental abuse, 
corporal punishment and involuntary seclusion.Definitions: Abuse is defined as the willful infliction of injury, 
unreasonable confinement, intimidation, or punishment with resulting physical harm, pain or mental anguish.
Employee Reporting Requirements: The center is required to ensure that all alleged violations involving 
mistreatment, neglect or abuse, including injuries of unknown source (e.g. bruise) [.] are reported 
immediately to the Administrator of the facility and to other officials in accordance with state law. Any 
employee who suspects or has had a resident or family member report abuse, must report immediately. 
Failure to report timely may result in disciplinary action. Suspending Pending an Investigation: Any employee 
whose conduct gives rise to a reasonable suspicion of resident abuse may be immediately removed from the 
floor, and where appropriate suspended without pay pending an investigation. In addition, if an allegation has 
been made against an employee, for the integrity of the investigation, the employee will be suspended 
pending an investigation. See something, say something. Even if you think that someone may have already 
reported it, still say something.A review of the facility's Abuse, Neglect, Exploitation or Misappropriation - 
Reporting and Investigating policy dated revised September 2022, included if abuse, neglect, exploitation [.] 
is suspected, the suspicion must be immediately reported to the administrator and to other officials according 
to state law.Investigating Allegation.6. Any employee who has been accused of resident abuse is placed on 
leave with no resident contact until the investigation is complete.According to the Facility Reportable Event 
(FRE) dated 1/27/25, reported to the New Jersey Department of Health (NJDOH), included the following:A 
review of the Summary revealed that on 1/26/25 at approximately 12:37 PM, a CNA (CNA #3) made the 
Nursing Supervisor (Supervisor #1) aware of care concern regarding a resident (Resident #4) pertaining to 
CNAs (CNA #1 and CNA #2) from previous evening shift. [CNA #1] reported upon entering the room to care 
for [Resident #4], [CNA #3] witnessed [Resident #4] spit on [CNA #1]. Immediately after being spit on, [CNA 
#1] contacted [Resident #4] striking [their] neck with hand. [Resident #4] attempted to spit at [CNA #2], [CNA 
#2] attempted to shield the resident's mouth and grabbed [the resident's] arm to assist with redirection. [CNA 
#3] instructed both employees to leave the room and she would complete care as needed for [Resident #4]. 
A review of the submitted timeline revealed that:-On 1/25/25 at approximately 8:30 PM, [CNA #3] noticed 
[Resident #4] needed to be changed.-On 1/25/25 at 8:35 PM, [Resident #4 was] ambulating in hallway with 
CNAs [CNA #1 and CNA #2].-On 1/25/25 at 8:40 PM, [CNA #3] heard noises coming from the bathroom, 
[CNA #3 went] to check on both the staff and [CNA #3] witnessed incident occur. CNA [CNA #3] instructed 
[CNA #1 and CNA #2] to leave the room.-On 1/26/25 at 12:37 PM, [CNA #3] reported incident to Nurse 
Supervisor [Supervisor #1].-On 1/26/25 at approximately 12:40 PM, [Supervisor #1] contacted the Director of 
Nursing (DON). A statement was obtained from [CNA #3] over the phone.-On 1/26/25 at 12:45 PM, [CNA #1 
and CNA #2] suspended immediately pending an investigation. [Supervisor #1] conducted a skin 
assessment and interviewed [Resident #4], physician ordered an x-ray of neck and arm related to pain.-On 
1/27/25 at 11:00 AM, interview with [CNA #1 and CNA #2] conducted over the phone and requested a written 
statement to be sent. (Suspension pending investigation continues.)A review of the conclusion included that 
after conducting a comprehensive investigation regarding the incident, we have ruled out any form of abuse 
and neglect based off the following: [Resident #4] can become combative with care, has dementia, and can 
be difficult to redirect at times during care. [CNA #1] did not have any intent to harm [Resident #4] by striking 
[the resident], this was an impulse reaction to being spit on. [CNA #2] placed hand in front of face to protect 
any further spitting from [Resident #4], this caused [Resident #4] to scare and lean backwards in bed, where 
[CNA #2] grabbed [Resident #4's] arm to redirect and reposition [Resident #4] safely in bed. Skin 
assessment and radiology reports show no signs of injury or fracture. Care plan updated to include paired 
care with activities of daily living (ADLs) and incontinence care. The surveyor reviewed the medical record for 
Resident #4.According to the admission Record face sheet (an admission summary), Resident #4 was 
admitted to the facility with diagnoses which included but were not limited to: generalized anxiety disorder, 
hallucinations, unspecified psychosis, mood disorder, and unspecified dementia.A review of the quarterly 
Minimum Data Set (MDS), an assessment tool dated 6/23/25, reflected that Resident #4 had a Brief 
Interview of Mental Status (BIMS) score of 3 out of 15, which indicated a severely impaired cognition.A 
review of Resident #4's Care Plans (CP) included a focus area initiated 7/10/23, that the resident was 
resistive to care with regards to adjustment to nursing home, anxiety, dementia, and resists all care. The 
resident is aggressive when approached.Interventions include to allow resident to make decisions about 
treatment regime, to provide sense or control; provide consistency in care to promote comfort with ADLs, 
maintain consistency in timing of ADLs, caregivers and routine as much as possible; and provide resident 
with opportunities for choice during care provision.On 7/21/25 at 11:30 AM, the surveyor interviewed CNA 
#3, who stated at approximately 8:00 PM, she went to check on Resident #4 when she heard yelling coming 
their room. When she entered the room, CNA #3 observed the resident sitting on the edge of the bed yelling 
and being combative with assistance being rendered by two CNAs (CNA #1 and CNA #2), who were 
standing on either side of the resident. CNA #3 continued that CNA #1 was attempting to remove the 
resident's shirt over their head, while CNA #2 was attempting to apply a [NAME] coat (hospital gown) to the 
resident. CNA #3 stated that she observed the resident spit at CNA #1, which caused both CNA #1 and CNA 
#2 to become aggressive towards the resident. CNA #3 stated she observed CNA #1 jump on the resident 
while CNA #2 took the resident's face and smooshed it into the mattress. CNA #3 stated she repeatedly said 
to both CNAs, I'll take it from here until they both stopped what they were doing and walked out of the room 
like nothing happened. CNA #3 stated she was the only witness and was afraid of retaliation by these two 
CNA's if she reported them that night. CNA #3 stated I knew it was abuse, I was just so shook up. I never 
seen that before and have been an aide since I was [AGE] years old. CNA #3 stated she continued to work 
that night. The following day she reported for her 7:00 AM to 3:00 PM (7-1) shift and immediately reported 
what she witnessed to the Nurse Supervisor (Supervisor #1). On 7/25/25 at 3:05 PM, the surveyor 
interviewed the Licensed Practical Nurse (LPN) Nurse Supervisor (Supervisor #1), who stated that CNA #3 
approached her around 7:10 AM on 1/26/25, and said she had to speak to me about something important. 
Supervisor #1 stated that CNA #3 said last night (1/25/25), she went into Resident #4's room because she 
heard screaming. When she entered the room, she saw CNA #1 and CNA #2 attempting to change the 
resident's clothes. Supervisor #1 stated that CNA #3 said the resident was observed giving them a hard time, 
and the CNAs were Agency staff, and did not know the resident did not like to wear a [NAME] coat. 
Supervisor #1 stated CNA #3 stated she went to get the resident's clothes and when she turned back 
around, she saw the resident spit at one of the CNAs. That CNA then pulled their hand back to make contact 
with the resident. Supervisor #1 stated since this was a while back, it was hard to remember all the details, 
but as soon as CNA #3 finished her report, the Administration was notified. Supervisor #1 stated she went to 
assess the resident, and the resident stated, they harassed me and the resident complained of neck 
discomfort. Supervisor #1 stated she did not believe CNA #3 followed the abuse policy because of fear of 
retaliation from the two CNAs.A review of the CNA assignment sheets from the day of the incident (1/25/25) 
through present, revealed that CNA #1 and CNA #2 were not in the facility since the 3-11 shift on 11/25/25.
On 7/21/25 at 3:40 PM, the surveyor interviewed the DON, who stated if any staff member witnessed an 
allegation of abuse, they should have reported it immediately to the supervisor. The DON stated that CNA #3 
said she did not feel safe reporting the incident out of fear the two CNAs would be waiting. The DON stated 
that because of that delay, CNA #3 put the facility in a bad situation because those two staff members were 
still in the building after the incident. The DON stated that CNA #3 received disciplinary action for not 
reporting. The DON also stated that the facility believed it not to abuse and would have considered abuse if 
the resident was physically restrained or pushing the resident's face.The facility submitted an acceptable 
Removal Plan on 7/24/25 at 1:36 PM, indicating the action the facility will take to prevent serious harm from 
occurring or recurring. The facility implemented a corrective action plan to remediate the deficient practice to 
include: on 1/26/25, CNA #3 as well as facility wide staff education on the facility's policy on abuse and 
immediately report to administrative staff allegations of abuse was initiated; alleged employees suspended 
immediately and terminated following conclusion of investigation; Resident #4 was evaluated including 
review of medication, laboratory, and radiology reports, Resident #4's Responsible Party and Physician were 
notified; care plans reviewed and updated where appropriate; review of residents with a diagnosis of 
dementia with agitation; and contacted outsourced provider regarding training for staff on how to deal with 
residents with dementia and behaviors. The facility self-corrected the deficient practice, and it was 
determined that the IJ was Past Non-Compliance (PNC), and the facility corrected their non-compliance on 
1/30/25.The surveyor verified the implementation of the Removal Plan on site on 7/25/25. NJAC 8:39-4.1 
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