
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

315260 10/31/2025

Aspen Hills Healthcare Center 600 Pemberton Brown Mills Rd
Pemberton, NJ 08068

F 0600

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

(continued on next page)

315260 6

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

315260 10/31/2025

Aspen Hills Healthcare Center 600 Pemberton Brown Mills Rd
Pemberton, NJ 08068

F 0600

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

Complaint #: 2594123 Based on observation, interviews, record review, and review of pertinent facility 
documents, it was determined that the facility failed to implement their abuse policy to ensure residents were 
protected from physical abuse after a cognitively impaired resident (Resident #2) was found with a bruise to 
their left clavicle (collar bone) of unknown origin on 8/17/25. This deficient practice was identified for 1 of 5 
residents reviewed for abuse (Resident #2). On 8/17/25, staff observed a faint discoloration and minor 
swelling to Resident #2's left clavicle at approximately 12:20 PM. At the time, the Licensed Practical 
Nurse/Supervisor (LPN/S #1) did not immediately initiate an investigation. On 8/18/25, Resident #2 
complained of pain and had limited range of motion to their left arm. Resident #2's physician was made 
aware, and an X-ray was ordered revealing Resident #2 had a closed, displaced fracture of the resident's left 
clavicle. An interview with the Assistant Director of Nursing (ADON) on 10/30/25 at 2:15 PM, confirmed that 
LPN/S #1 did not initiate an investigation on 8/17/25, when the resident's bruised collar bone was first 
discovered, and staff continued to work until 8/18/25, when an investigation was initiated, and staff were 
suspended pending the outcome of the investigation. The facility's failure to immediately implement their 
abuse and neglect policy, and not immediately protect Resident #2 who had an injury of unknown origin 
placed Resident #2, as well as all residents at risk for abuse. This posed the likelihood of serious physical 
harm and psychological, injury, impairment, or death which resulted in an Immediate Jeopardy (IJ) situation. 
The IJ began on 8/17/25 at 12:20 PM, when a bruise of unknown origin was identified on Resident #2, and 
the facility did not immediately implement their abuse policy and protect the resident. The facility was notified 
of the IJ on 10/30/25 at 5:45 PM. The facility submitted an acceptable Removal Plan (RP) on 10/31/25 at 
12:12 PM. The surveyors verified the implementation of the RP on-site during the continuation of the survey 
on 10/31/25 at 1:35 PM. The evidence was as follows: Refer F610A review of the facility's policy titled 
Resident Abuse/Neglect Policy and Procedure, revised February 17, 2025, included its purpose was to 
ensure prevention, protection, prompt reporting, and interventions in response to alleged, suspected, or 
witnessed abuse, neglect, mistreatment, misappropriation of property, or exploitation of any facility resident. 
All employees are expected to and must immediately report any injury sustained by a resident, whether or 
not the nature of the injury is known.Protection, Investigation and Reporting: A. Protection: 1. While an 
alleged abuse/neglect investigation is being conducted, accused individuals not employed by the facility will 
be denied access to the resident. Employees of the facility who are under investigation will be temporarily 
suspended until the Administrator has reviewed the results of the investigation.B. Notification: 1. Any staff 
member witnessing or receiving an allegation of abuse/neglect of any resident shall notify the Nursing 
Supervisor immediately after witnessing the incident or receiving the allegation of abuse/neglect. 2. The 
Administrator/GO (Grievance Officer) and the DON (and/or designees) shall then be immediately notified of 
the incident, and an investigation will be initiated. A review of the Facility Reported Event (FRE) submitted to 
the New Jersey Department of Health (NJDOH)) dated 8/19/25, revealed the following: On Sunday 8/17/25, 
Resident #2 was noted with discoloration to the clavicle area due to combative and aggressive behavior 
during care. On Monday 8/18/25, the resident presented with decreased range of motion (ROM) and showed 
signs and symptoms of pain to the left arm. The physician was notified, and an X-ray was ordered to rule out 
a left clavicle fracture. The resident was sent to the emergency room for orthopedic evaluation. A review of 
the facility's Investigation Summary include for the Investigative Findings that Resident #2 was alert and 
confused with intermittent times of clarity and was interviewed on 8/19/25. When asked what happened, the 
resident acted out to nursing staff by leaning forward and stretching [their] arms in front of [the resident]. The 
resident stated that [they] fell but was unable to describe further. When asked how [the resident] got 
[themself] up, the resident stated, my knees. The facility concluded that the resident had a history of 
independent ambulation and a history of falls. Based on staff and resident interviews and skin assessments, 
there were no significant findings to indicate abuse. On 10/30/25 at 10:25 AM, the Director of Nursing (DON) 
provided a folder that included an Incident Report dated 8/17/25, and a written statement from LPN/S #1 
dated 8/17/25. A review of the Incident Report dated 8/17/2025 at 12:00 PM, completed by LPN/S #1, 
included type/nature of the incident was other with a location reported as the resident's room. Under nursing 
description, there was a box to indicate if the incident had been witnessed and LPN/S #1 did not check the 
box. The description of the findings were, during afternoon rounds, resident is noted with faint red/purple 
discoloration to left collar bone area with minor swelling that was not present earlier in the shift/during AM 
care. LPN/S #1 also checked the box indicating that the resident was unable to give a description. Under 
Immediate action taken, LPN/S #1 documented the following: [Registered Nurse (RN)] assessment; ROM is 
at baseline; and the resident was physically combative, paces ad lib with poor safety awareness, likely 
self-sustained. Attached to the Incident Report was a form titled Keep checklist attached to included forms. 
There was a place on the form to circle which one applied: either Fall or Skin and neither were circled. The 
first item on the check list was [Certified Nursing Aide (CNA)] statement form (see attached). LPN/S #1 had 
placed a check mark beside the statement, however there was no CNA statement included. Another item on 
the checklist was Fall Risk Assessment completed in [electronic medical record] and LPN/S #1 had indicated 
N/A(not applicable), indicating there had been no fall. Additionally on the checklist was RN assessment prior 
to moving patient (including note) to which LPN/S #1 had indicated N/A and written No RN note in [electronic 
medical record] no fall noted. The written statement of witnessed events dated 8/17/25, and authored by 
LPN/S #1, revealed that she was on the unit and observed Resident #2 being physically aggressive and 
resistant during morning care. LPN/S #1 documented that the resident was attempting to pull their shirt and 
clothes off while the CNA was attempting to dress them. LPN/S #1 stated she had assisted the CNA and 
allowed for de-escalation.On 10/30/25 at approximately 10:30 AM, the surveyor reviewed the electronic 
medical record (eMR) for Resident #2. According to the admission Record (AR), Resident #2 was admitted 
to the facility with diagnoses which included but were not limited to; severe dementia with agitation, type 2 
diabetes, difficulty walking and a history of falls. According to the most recent comprehensive Minimum Data 
Set (MDS), an assessment tool dated 7/1/25, Resident #2 had short and long-term memory problems with 
severely impaired cognitive decision making. A further review in Section E. Behaviors, included that Resident 
#2 had physical behaviors directed toward others, such as hitting, kicking and scratching four to six days out 
of seven; verbal behaviors toward others threatening such as, screaming and cursing at others one to three 
days out of seven; and other behavioral symptoms not directed toward others daily. A review of the 
individualized Care Plan (CP) included a focus area initiated 11/16/23, that the resident usually required a 
moderate amount of assistance with Activities of Daily Living (ADLs) related to weakness, impaired 
mobility/balance, incontinence, impaired safety awareness.participation fluctuates secondary to their 
mood/behavior disturbances. Interventions included for both upper and lower body dressing 
substantial/maximal assistance [with] helper lifts or holds trunk or limbs and provides more than half the 
effort. A further review of the CP included a focus area initiated 8/3/23, that Resident #2 had a history of 
refusing medications, showers, care and allowing staff to clean their room with interventions which included 
to assist the resident in understanding that the need for interventions being attempted are to improve overall 
status, attempt to identify potential contributing factors to refusal (pain, gastrointestinal upset or difficulty 
swallowing medications or fear). Provide alternatives as able to decrease potential for refusals. A review of 
the Progress Note (PN) dated 8/17/25 at 6:44 AM, included hospice care, comfort measures in place no 
signs or symptoms of pain or distress. A further review of the PN included an Incident Note dated 8/17/25 at 
12:20 PM, written by LPN/S #1, that during afternoon rounds [Resident #2] was noted with a faint red purple 
discoloration to the left collar bone area (clavicle) with minor swelling that was not present during the 
beginning of the shift. [Resident #2] was unable to give a description. [Resident #2] paces ad lib with poor 
safety awareness and is physically combative with staff, likely sustained during care. An RN assessment was 
completed, and ROM was at baseline. There were no symptoms of pain at this time. A message was left for 
family, the nurse practitioner was notified, and vital signs were within normal levels. On 10/30/25 at 1:15 PM, 
the surveyor observed Resident #2 in the hallway standing at the nurse's desk. Resident #2 was stating they 
were hungry, and the Licensed Practical Nurse Unit Manager (LPN/UM #1) provided the resident with a 
sandwich, but the resident was dissatisfied and began raising their voice and cursing at other residents 
around them. Resident #2 then started to eat the sandwich and began to calm down. The surveyor asked the 
resident if they had recently hurt their collar bone, and the resident responded Yes and that they had been 
riding their bike and had flipped over the handlebars. When asked if staff hurt them when they helped the 
resident get dressed, the resident responded No. On 10/30/25 at 1:40 PM, the surveyor interviewed CNA #3, 
who stated the resident was sweet but could be feisty and that they could get agitated randomly and had no 
particular triggers. CNA #3 stated the resident was on hospice care and a hospice home health aide was 
responsible for dressing and grooming the resident. When asked if she had witnessed the resident being 
difficult during care or dressing, she responded No and that she had changed the resident yesterday after an 
incontinence episode and the resident had cooperated without any issue. On 10/30/25 at 1:52 PM, the 
surveyor interviewed LPN/UM #1 who stated Resident #2 was confused and could be combative even when 
unprovoked. LPN/UM #1 also stated that the resident spoke in fragments and not complete sentences and 
could become agitated when staff attempted to assist with dressing or eating because the resident believed 
they could do it themself. When asked how the facility treated an injury of unknown origin, LPN/UM #1 stated 
that it must be reported, and an investigation initiated immediately. LPN/UM #1 stated that she would 
interview the staff caring for the resident, as well as the resident about how the injury occurred. LPN/UM #1 
further stated the facility needed to determine if the injury was self-inflicted or if staff injured them during 
transfer or care, and the injury should be reported to the DON, the family, and the physician. On 10/30/25 at 
2:15 PM, the surveyor interviewed the Assistant Director of Nursing (ADON), who stated she was working on 
8/17/25, and had only been made aware of Resident #2's skin discoloration and their inability to move their 
arm on 8/18/25. When asked if the resident had an RN assessment completed on 8/17/25, as the Incident 
Report documented, she replied she was unsure and could not provide a copy to the surveyor, and the 
ADON stated she began an investigation on 8/18/25. When asked if this was considered an injury of 
unknown origin, the ADON stated Yes because the resident was unable to describe how the injury occurred. 
The ADON stated that any skin changes, skin tears, breakdown or bruising should be reported immediately 
to the nursing supervisor. The ADON confirmed that an investigation and incident report should be initiated 
immediately on initial observation, and for an investigation of an injury of unknown origin, the ADON stated 
that the first thing to do was to find out who was assigned to care for the resident and that they would be 
taken off the schedule pending the findings of the investigation. When asked if the staff assigned to care for 
Resident #2 had been removed from the schedule, the ADON stated on 8/18/25, as part of her investigation 
CNA #1, CNA #2, and the Hospice Aide (HA #1) had been suspended. The ADON confirmed that the staff 
from 8/17/25, the day the discoloration was first identified, should have been suspended that day (8/17/25) 
pending investigation for the injury of unknown origin. On 10/30/25 at 3:55 PM, the surveyor interviewed the 
DON, the Licensed Nursing Home Administrator (LNHA) and the ADON, and the ADON stated that 
immediately on 8/17/25, on initial discovery of the bruise on the clavicle, an investigation should have been 
initiated to rule out abuse. The DON confirmed that the staff should have notified the DON immediately and 
that all staff should have been removed from the schedule until the investigation has been completed and 
abuse ruled out. The DON also stated that statements should have been taken from staff who had cared for 
the resident for the last 24 hours, both nurses and CNAs. The DON confirmed both CNA #1, CNA #2, and 
HA #1 were suspended on 8/18/25. At this time the surveyor requested the timecards for the nurses and the 
CNAs for 8/16/25, 8/17/25, and 8/18/25, as well as the results of the radiology report for Resident #2's x-ray 
of their left clavicle. At that time, the LNHA stated, on 8/18/25, was when [HA #1] identified Resident #2 was 
unable to raise their arm. That's when we decided uh oh! we need to investigate this. Until then the bruise 
was related to combative behavior. The DON and ADON confirmed they only became aware of the resident's 
complaint of pain and decreased ROM on Monday 8/18/25. On 10/30/25 at 4:15 PM, the surveyor 
re-interviewed the DON, who contradicted her initial statement regarding when staff should have been 
removed from the schedule and stated, Sunday (8/17/25) we would not send staff home because we 
believed the injury was sustained during care. On 10/30/25 at 5:10 PM, the ADON confirmed neither of the 
nurses assigned to Resident #2 worked on 8/18/25. On 10/30/25 at 5:35 PM, the DON confirmed HA #1 
worked the dayshift on 8/17/25, and returned on 8/18/25, and that HA #1 cared for one other resident on 
8/17/25 and 8/18/25. The DON stated that Resident #2 had a skin assessment completed by the ADON as 
part of the investigation, however it was not initiated until 8/18/25. On 10/30/25 at 5:36 PM, the surveyor 
reviewed the timecards for CNA #1 and CNA #2 that were provided as follows: CNA #1:Worked two shifts on 
8/16/25 (3:00 PM to 11:00 PM and 11:00 PM and 7:00 AM), and clocked in on 8/16/25 at 2:52 PM, and 
clocked out at 8/17/25 at 7:51 AM. Worked two shifts on 8/17/25 (3:00 PM to 11:00 PM and 11:00 PM to 7:00 
AM), and clocked in on 8/17/25 at 2:52 PM, and clocked out at 8/18/25 at 7:30 AM.Worked one shift on 
8/18/25 (11:00 PM to 7:00 AM), and clocked in on 8/18/25 at 10:53 PM, and 8/19/25 at 7:36 AM.CNA #1 
worked three shifts after the skin discoloration was initially observed giving her access to Resident #2 as well 
as 28 other residents on the nursing unit. CNA #2:Worked one shift on 8/17/25 (7:00 AM to 3:00 PM), and 
clocked in on 8/17/25 at 6:58 AM, and clocked out at 3:23 PM.Worked one shift 8/18/25 (7:00 AM to 3:00 
PM), and clocked in on 8/18/25 at 6:59 AM, and out at 3:23 PM.CNA #2 continued to work two shifts after the 
skin discoloration was initially observed giving her access to Resident #2 as well as 28 other residents on the 
nursing unit. On 10/30/25 at 5:37 PM, the surveyor reviewed the radiology report, dated 8/18/25 11:51 PM, 
which revealed there was an acute fracture of the mid clavicle. On 10/31/25 at 10:37 AM, the surveyor 
conducted a telephone with HA #1, who confirmed she had taken care of Resident #2 on both 8/17/25 and 
8/18/25. HA #1 stated to the surveyor that her speaking of the English language was not very good and 
asked if she could answer the surveyor's questions via a translator. Using a colleague to translate, HA #1 
stated she was responsible to assist the resident every morning with getting dressed and washed. When 
asked if she observed any bruises on Resident #2 on 8/17/25, she stated No, but on 8/18/25, when 
attempting to dress Resident #2, she observed the bruise and stated the resident did not complain of pain, 
but did have trouble moving their arm when trying to get dressed. HA #1 stated the resident was a nice 
person and was cooperative when rendering care. HA #1 stated she worked alone the morning of 8/17/25, 
and did not receive help from LPN/S #1. This contradicted the written statement provided by LPN/S #1 for 
the incident report dated 8/17/25. HA #1 stated she reported the bruise and the resident's trouble moving 
their left arm to CNA #3 because she was unable to find the resident's nurse. On 10/31/25 at 11:00 AM, the 
surveyor attempted to conduct a telephone with the RN assigned to care for Resident #2 on 8/17/25, but the 
RN did not answer the call. A message was left but the RN did not return the surveyor's call. On 10/31/25 at 
11:05 AM, the surveyor attempted to conduct an interview with CNA #2, who was assigned to care for 
Resident #2, but she did not answer the call. A message was left but CNA #2 did not return the surveyor's 
call. A review of the written statement provided by CNA #2, included in the facility investigation performed by 
the ADON dated 8/17/25, revealed CNA #2 stated she did not perform morning care for Resident #2 on 
8/17/25, [HA #1] had. She had no knowledge of any bruises on the resident that day. On 10/31/25 at 11:08 
AM, the surveyor conducted a telephone interview with CNA #3, who stated she was not assigned to care for 
Resident #2 that day, but remembered it was a Monday and she was helping to serve breakfast in the 
dayroom when HA #1 brought Resident #2 into the dayroom for breakfast. CNA #3 stated HA #1 told her she 
thought something was wrong with the resident because she had a hard time getting the resident dressed, 
and that it seemed the resident was in pain because they could not lift their arm to put their shirt on, and 
together they informed the nurse. CNA #3 could not identify which nurse she informed. On 10/31/25 at 11:31 
AM, the surveyor attempted to conduct a telephone with LPN/S #1, but she did not answer the call. A 
message was left but LPN/S #1 did not return the surveyor's call. On 10/31/25 at 11:36 AM, the surveyor 
interviewed CNA #1, who stated she would normally work a double shift on the weekend (the 3:00 PM to 
11:00 PM shift, then stay for the 11:00 PM to 7:00 AM shift). CNA #1 confirmed she was assigned to care for 
Resident #2 on 8/17/25 and 8/18/25. On the morning of 8/17/25, she provided incontinence care to Resident 
#2 and changed their brief and changed their soiled sheets. CNA #1 stated the HA would come in later in the 
morning and help the resident to get dressed. CNA #1 stated the resident was not combative or aggressive 
that morning. An acceptable Removal Plan was received on 10/31/25 at 12:12 PM, indicating the action the 
facility will take to prevent serious harm from occurring or reoccurring. The facility implemented a corrective 
action plan to remediate the immediacy including on 8/17/25, an incident report was completed by LPN/S #1 
when discoloration was noted to left collar bone. On 8/18/25, the ADON and LNHA initiated an investigated 
to rule out abuse, the physician was notified, and an X-ray was obtained which revealed a left clavicle 
fracture. On 8/18/25, the NJDOH and Ombudsman were notified, and the CNA and HA were suspended. On 
10/30/25, the [NAME] President (VP) of Clinical Services and LNHA reviewed the abuse policy with no 
changes, and the VP of Clinical Services re-educated the DON and the LNHA on the abuse policy. On 
10/30/25, the ADON/designee began a facility wide education for all staff on the abuse and neglect policy. 
On 10/31/25, the Unit Managers and Nursing Supervisors were re-educated on the abuse policy and 
requirement to report and suspend staff pending the outcome of investigations. The surveyor verified the 
implementation of the Removal Plan on-site during the continuation of the survey and determined the IJ for F 
600 was removed as of 10/31/25 at 1:35 PM. NJAC 8:39-4.1(a)(5)
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Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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Aspen Hills Healthcare Center 600 Pemberton Brown Mills Rd
Pemberton, NJ 08068

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Complaint #: 2594123Based on interviews, record review, and review of pertinent facility documentation, it 
was determined that the facility failed to report to the New Jersey Department of Health (NJDOH) an injury of 
unknown origin within two hours of initial identification. The injury was discovered on 8/17/25, when Resident 
#2 was noted to have discoloration and minor swelling to the left clavicle (collarbone). The injury was later 
diagnosed as a fracture on 8/19/25, and the facility failed to rule out possible abuse as required by policy. 
This deficient practice was identified for 1 of 5 residents (Resident #2) reviewed for abuse.The evidence was 
as follows:On 8/17/25, staff at the facility identified an injury of unknown origin for Resident #2 at 
approximately 12:20 PM. At the time, no immediate investigation was initiated and the NJDOH was not 
notified. Two days later, the injury was then determined to have resulted in a closed, displaced fracture of the 
resident's left clavicle. During survey on 10/30/25, the Director of Nursing (DON) and Assistant Director of 
Nursing (ADON) both stated they had not been informed of the injury when it was first discovered on 8/17/25. 
They explained that the Licensed Practical Nurse/Supervisor (LPN/S) who identified the injury should have 
reported it to them immediately so that an investigation could begin, and all notifications completed including 
to the NJDOH. However, this did not occur. As a result, an investigation was not started until 8/19/25, 
approximately over 24 hours after the injury had been first noted. A review of the Facility Reported Event 
(FRE) dated 8/19/25, submitted to the NJDOH revealed the following:On 8/17/25, Resident #2 was observed 
with discoloration to the clavicle area, noted during care when the resident was combative and aggressive. 
On 8/18/25, the resident was noted to have decreased range of motion in the left arm and exhibited signs 
and symptoms of pain. The physician was notified, and an X-ray was ordered. On 8/19/25, X-ray results 
confirmed a left clavicle fracture. The physician was notified, and the resident was transferred to the 
emergency department for evaluation. During an interview with the surveyor on 10/30/25 at 2:15 PM, the 
ADON stated that an investigation should have been initiated immediately regarding Resident #2's left 
clavicle discoloration, the cause was of unknown origin. She noted that an investigation was eventually 
started on 08/18/25, after LPN #1, who provided care to the resident on 08/18/25, reported that the resident 
had decreased range of motion in the left arm. The ADON stated that the staff providing direct care to the 
resident should have been placed off duty on 08/17/25 pending the investigation. She further stated that, 
after reviewing the nursing note and considering the resident's inability to describe how the incident 
occurred, she realized that the facility's policy might not have been followed. The ADON also stated that the 
NJDOH and the Ombudsman should have been notified on the same day or the following day, but she was 
unsure of the exact timeframe for reporting, which she believed to be within 72 hours.During an interview 
with the surveyor on 10/30/25 at 3:55 PM, the DON stated that the incident involving Resident #2's 
discoloration to the left clavicle occurred when she was not in the building and that it should have been 
reported to the NJDOH and investigated immediately.On 10/31/25 at 11:03 AM, the surveyor attempted to 
contact the RN #1 by telephone regarding Resident #2's incident to conduct an interview. According to the 
ADON, the RN only worked on weekends. The RN did not answer the phone, and a voicemail message was 
left requesting a return call.On 10/31/25 at 11:31 AM, the surveyor attempted to contact the LPN/S by 
telephone regarding Resident #2's incident to conduct an interview. According to the ADON, the LPN/S only 
worked on weekends. The LPN/S did not answer the phone, and a voicemail message was left requesting a 
return call.A review of a facility policy dated 2/25 titled, Resident Abuse/Neglect Policy and Procedure, 
revealed that, All employees are expected to and must immediately report any injury sustained by a resident, 
whether or not the nature of the injury is known.The Department of Health and Senior Services, and the 
office of the ombudsman if the resident is 60 or over, will be notified immediately (as soon as possible but not 
to exceed two hours) of the incident, followed by a written report within 5 days of the incident and if the 
alleged violation is verified, the facility shall take all appropriate corrective action. NJAC 8:39-9.4(f)
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Complaint #: 2594123 Based on interviews, record review, and review of pertinent facility documentation, it 
was determined that the facility failed to immediately implement its abuse and neglect policy by immediately 
investigating an injury of unknown origin that was discovered on 8/17/25, to protect the resident to rule out 
abuse. On 8/17/25, a cognitively impaired resident (Resident #2) was noted to have discoloration and minor 
swelling to the left clavicle (collar bone), and it was determined to be a clavicle fracture on 8/18/25. This 
deficient practice was identified for 1 of 5 residents reviewed for abuse (Resident #2). On 8/17/25, staff 
observed a faint discoloration and minor swelling to Resident #2's left clavicle at approximately 12:20 PM. At 
the time, the Licensed Practical Nurse/Supervisor (LPN/S #1) did not immediately initiate an investigation. 
On 8/18/25, Resident #2 complained of pain and had limited range of motion to their left arm. Resident #2's 
physician was made aware, and an X-ray was ordered revealing Resident #2 had a closed, displaced 
fracture of the resident's left clavicle. An interview with the Assistant Director of Nursing (ADON) on 10/30/25 
at 2:15 PM, confirmed that LPN/S #1 did not initiate an investigation on 8/17/25, when the resident's bruised 
collar bone was first discovered, and staff continued to work until 8/18/25, when an investigation was 
initiated, and staff were suspended pending the outcome of the investigation. The facility's failure to 
immediately implement their abuse and neglect policy by not immediately investigating an injury of unknown 
origin placed Resident #2, as well as all residents at risk for abuse. This posed the likelihood of serious 
physical and psychological harm, injury, impairment, or death which resulted in an Immediate Jeopardy (IJ) 
situation. The IJ began on 8/17/25 at 12:20 PM, when a bruise of unknown origin was identified on Resident 
#2, and the facility did not immediately implement their abuse policy to investigate. The facility was notified of 
the IJ on 10/30/25 at 5:45 PM. The facility submitted an acceptable Removal Plan (RP) on 10/31/25 at 12:12 
PM. The surveyors verified the implementation of the RP on-site during the continuation of the survey on 
10/31/25 at 1:35 PM. The evidence was as follows: Refer F600A review of the facility's policy titled Resident 
Abuse/Neglect Policy and Procedure, revised February 17, 2025, included its purpose was to ensure 
prevention, protection, prompt reporting, and interventions in response to alleged, suspected, or witnessed 
abuse, neglect, mistreatment, misappropriation of property, or exploitation of any facility resident.All 
employees are expected to and must immediately report any injury sustained by a resident, whether or not 
the nature of the injury is known. Employees under investigation would be denied access to the resident and 
temporarily suspended until the LNHA had reviewed the results of the investigation .Notification: Any staff 
member witnessing or receiving an allegation of abuse/neglect of any resident shall notify the Nursing 
Supervisor immediately after witnessing the incident or receiving the allegation of abuse/neglect. The 
Administrator/[Grievance Officer (GO)] and the [Director of Nursing (DON)] and/or designees shall then be 
immediately notified of the incident, and an investigation will be initiated.When an allegation of abuse/neglect 
is made, the Administrator/GO or his/her designee shall lead an investigation that includes the following: 1. If 
the allegation is physical abuse, a complete physical assessment of the resident must be completed and 
documented in the medical record.2. If abuse/neglect is suspected or confirmed, the resident shall be 
assessed to determine the need for counseling.3. The Administrator or his/her designee will form an 
investigatory team that will thoroughly investigate the allegation and document the investigation. an incident 
report will be completed. Interviews will be conducted and statements obtained from all staff members, 
residents, family, volunteers, and others that may have witnessed or have knowledge with respect to the 
alleged incident. All such statements will be in writing and placed in the investigatory file related to the 
alleged incident. the employee file of any accused staff will be reviewed.medical records of the resident 
including but not limited to documentation related to the physical assessment of the resident, as well as any 
assessment relating to the resident's psychosocial condition, will be reviewed. and findings documented and 
placed in the investigatory file. A review of the Facility Reported Event (FRE) submitted to the New Jersey 
Department of Health (NJDOH)) dated 8/19/25, revealed the following: On Sunday 8/17/25, Resident #2 was 
noted with discoloration to the clavicle area due to combative and aggressive behavior during care. On 
Monday 8/18/25, the resident presented with decreased range of motion (ROM) and showed signs and 
symptoms of pain to the left arm. The physician was notified, and an X-ray was ordered to rule out a left 
clavicle fracture. The resident was sent to the emergency room for orthopedic evaluation. A review of the 
facility's Investigation Summary include for the Investigative Findings that Resident #2 was alert and 
confused with intermittent times of clarity and was interviewed on 8/19/25. When asked what happened, the 
resident acted out to nursing staff by leaning forward and stretching [their] arms in front of [the resident]. The 
resident stated that [they] fell but was unable to describe further. When asked how [the resident] got 
[themself] up, the resident stated, my knees. The facility concluded that the resident had a history of 
independent ambulation and a history of falls. Based on staff and resident interviews and skin assessments, 
there were no significant findings to indicate abuse. On 10/30/25 at 10:25 AM, the Director of Nursing (DON) 
provided a folder that included an Incident Report dated 8/17/25, and a written statement from LPN/S #1 
dated 8/17/25. A review of the Incident Report dated 8/17/2025 at 12:00 PM, completed by LPN/S #1 
included type/nature of the incident was other with a location reported as the resident's room. Under nursing 
description, there was a box to indicate if the incident had been witnessed and LPN/S #1 did not check the 
box. The description of the findings were, during afternoon rounds, resident is noted with faint red/purple 
discoloration to left collar bone area with minor swelling that was not present earlier in the shift/during AM 
care. LPN/S #1 also checked the box indicating that the resident was unable to give a description. Under 
Immediate action taken, LPN/S #1 documented the following: [Registered Nurse (RN)] assessment; ROM is 
at baseline; and the resident was physically combative, paces ad lib with poor safety awareness, likely 
self-sustained. Attached to the Incident Report was a form titled Keep checklist attached to included forms. 
There was a place on the form to circle which one applied: either Fall or Skin and neither were circled. The 
first item on the check list was [Certified Nursing Aide (CNA)] statement form (see attached). LPN/S #1 had 
placed a check mark beside the statement, however there was no CNA statement included. Another item on 
the checklist was Fall Risk Assessment completed in [electronic medical record] and LPN/S #1 had indicated 
N/A(not applicable), indicating there had been no fall. Additionally on the checklist was RN assessment prior 
to moving patient (including note) to which LPN/S #1 had indicated N/A and written No RN note in [electronic 
medical record] no fall noted. The written statement of witnessed events dated 8/17/25, and authored by 
LPN/S #1, revealed that she was on the unit and observed Resident #2 being physically aggressive and 
resistant during morning care. LPN/S #1 documented that the resident was attempting to pull their shirt and 
clothes off while the CNA was attempting to dress them. LPN/S #1 stated she had assisted the CNA and 
allowed for de-escalation. On 10/30/25 at approximately 10:30 AM, the surveyor reviewed the electronic 
medical record (eMR) for Resident #2. According to the admission Record (AR), Resident #2 was admitted 
to the facility with diagnoses which included but were not limited to; severe dementia with agitation, type 2 
diabetes, difficulty walking and a history of falls. According to the most recent comprehensive Minimum Data 
Set (MDS), an assessment tool dated 7/1/25, Resident #2 had short and long-term memory problems with 
severely impaired cognitive decision making. A further review in Section E. Behaviors, included that Resident 
#2 had physical behaviors directed toward others, such as hitting, kicking and scratching four to six days out 
of seven; verbal behaviors toward others threatening such as, screaming and cursing at others one to three 
days out of seven; and other behavioral symptoms not directed toward others daily. A review of the 
individualized Care Plan (CP) included a focus area initiated 11/16/23, that the resident usually required a 
moderate amount of assistance with Activities of Daily Living (ADLs) related to weakness, impaired 
mobility/balance, incontinence, impaired safety awareness.participation fluctuates secondary to their 
mood/behavior disturbances. Interventions included for both upper and lower body dressing 
substantial/maximal assistance [with] helper lifts or holds trunk or limbs and provides more than half the 
effort. A further review of the CP included a focus area initiated 8/3/23, that Resident #2 had a history of 
refusing medications, showers, care and allowing staff to clean their room with interventions which included 
to assist the resident in understanding that the need for interventions being attempted are to improve overall 
status, attempt to identify potential contributing factors to refusal (pain, gastrointestinal upset or difficulty 
swallowing medications or fear). Provide alternatives as able to decrease potential for refusals. A review of 
the Progress Note (PN) dated 8/17/25 at 6:44 AM, included hospice care, comfort measures in place no 
signs or symptoms of pain or distress. A further review of the PN included an Incident Note dated 8/17/25 at 
12:20 PM, written by LPN/S #1, that during afternoon rounds [Resident #2] was noted with a faint red purple 
discoloration to the left collar bone area (clavicle) with minor swelling that was not present during the 
beginning of the shift. [Resident #2] was unable to give a description. [Resident #2] paces ad lib with poor 
safety awareness and is physically combative with staff, likely sustained during care. An RN assessment was 
completed, and ROM was at baseline. There were no symptoms of pain at this time. A message was left for 
family, the nurse practitioner was notified, and vital signs were within normal levels. On 10/30/25 at 1:52 PM, 
the surveyor interviewed LPN/UM #1 who stated Resident #2 was confused and could be combative even 
when unprovoked. LPN/UM #1 also stated that the resident spoke in fragments and not complete sentences 
and could become agitated when staff attempted to assist with dressing or eating because the resident 
believed they could do it themself. When asked how the facility treated an injury of unknown origin, LPN/UM 
#1 stated that it must be reported, and an investigation initiated immediately. LPN/UM #1 stated that she 
would interview the staff caring for the resident, as well as the resident about how the injury occurred. 
LPN/UM #1 further stated the facility needed to determine if the injury was self-inflicted or if staff injured them 
during transfer or care, and the injury should be reported to the DON, the family, and the physician. On 
10/30/25 at 2:15 PM, the surveyor interviewed the Assistant Director of Nursing (ADON), who stated she was 
working on 8/17/25, and had only been made aware of Resident #2's skin discoloration and their inability to 
move their arm on 8/18/25. When asked if the resident had an RN assessment completed on 8/17/25, as the 
Incident Report documented, she replied she was unsure and could not provide a copy to the surveyor, and 
the ADON stated she began an investigation on 8/18/25. When asked if this was considered an injury of 
unknown origin, the ADON stated Yes because the resident was unable to describe how the injury occurred. 
The ADON stated that any skin changes, skin tears, breakdown or bruising should be reported immediately 
to the nursing supervisor. The ADON confirmed that an investigation and incident report should be initiated 
immediately on initial observation, and for an investigation of an injury of unknown origin, the ADON stated 
that the first thing to do was to find out who was assigned to care for the resident and that they would be 
taken off the schedule pending the findings of the investigation. When asked if the staff assigned to care for 
Resident #2 had been removed from the schedule, the ADON stated on 8/18/25, as part of her investigation 
CNA #1, CNA #2, and the Hospice Aide (HA #1) had been suspended. The ADON confirmed that the staff 
from 8/17/25, the day the discoloration was first identified, should have been suspended that day (8/17/25) 
pending investigation for the injury of unknown origin. On 10/30/25 at 3:55 PM, the surveyor interviewed the 
DON, the Licensed Nursing Home Administrator (LNHA) and the ADON, and the ADON stated that 
immediately on 8/17/25, on initial discovery of the bruise on the clavicle, an investigation should have been 
initiated to rule out abuse. The DON confirmed that the staff should have notified the DON immediately and 
that all staff should have been removed from the schedule until the investigation has been completed and 
abuse ruled out. The DON also stated that statements should have been taken from staff who had cared for 
the resident for the last 24 hours, both nurses and CNAs. The DON confirmed both CNA #1, CNA #2, and 
HA #1 were suspended on 8/18/25. At that time, the LNHA stated, on 8/18/25, was when [HA #1] identified 
Resident #2 was unable to raise their arm. That's when we decided uh oh! we need to investigate this. Until 
then the bruise was related to combative behavior. The DON and ADON confirmed they only became aware 
of the resident's complaint of pain and decreased ROM on Monday 8/18/25. On 10/30/25 at 5:35 PM, the 
DON stated that Resident #2 had a skin assessment completed by the ADON as part of the investigation, 
however it was not initiated until 8/18/25. On 10/30/25 at 5:36 PM, the surveyor reviewed the timecards for 
CNA #1 and CNA #2 that were provided as follows:CNA #1:Worked two shifts on 8/16/25 (3:00 PM to 11:00 
PM and 11:00 PM and 7:00 AM), and clocked in on 8/16/25 at 2:52 PM, and clocked out at 8/17/25 at 7:51 
AM. Worked two shifts on 8/17/25 (3:00 PM to 11:00 PM and 11:00 PM to 7:00 AM), and clocked in on 
8/17/25 at 2:52 PM, and clocked out at 8/18/25 at 7:30 AM.Worked one shift on 8/18/25 (11:00 PM to 7:00 
AM), and clocked in on 8/18/25 at 10:53 PM, and 8/19/25 at 7:36 AM.CNA #1 worked three shifts after the 
skin discoloration was initially observed giving her access to Resident #2 as well as 28 other residents on the 
nursing unit. CNA #2:Worked one shift on 8/17/25 (7:00 AM to 3:00 PM), and clocked in on 8/17/25 at 6:58 
AM, and clocked out at 3:23 PM.Worked one shift 8/18/25 (7:00 AM to 3:00 PM), and clocked in on 8/18/25 
at 6:59 AM, and out at 3:23 PM.CNA #2 continued to work two shifts after the skin discoloration was initially 
observed giving her access to Resident #2 as well as 28 other residents on the nursing unit.An acceptable 
Removal Plan was received on 10/31/25 at 12:12 PM, indicating the action the facility will take to prevent 
serious harm from occurring or reoccurring. The facility implemented a corrective action plan to remediate 
the immediacy including on 8/17/25, an incident report was completed by LPN/S #1 when the discoloration 
was noted to the resident's left collar bone. On 8/18/25, the ADON and LNHA initiated an investigation to rule 
out abuse, the physician was notified, and an X-ray was obtained which revealed a left clavicle fracture. On 
8/18/25, the NJDOH and Ombudsman were notified, and the CNAs and HA were suspended. On 10/30/25, 
the [NAME] President (VP) of Clinical Services and LNHA reviewed the abuse policy with no changes, and 
the VP of Clinical Services re-educated the DON and the LNHA on the abuse policy and investigation. On 
10/30/25, the ADON/designee began a facility wide education for all staff on the abuse and neglect policy. 
On 10/31/25, the Unit Managers and Nursing Supervisors were re-educated on the abuse policy and 
requirement to report and suspend staff pending the outcome of investigations. The surveyor verified the 
implementation of the Removal Plan on-site during the continuation of the survey and determined the IJ for F 
600 was removed as of 10/31/25 at 1:35 PM. NJAC 8:39-4.1(a)(5)
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