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Complaint: 2642805Based on interviews, review of the medical records, and review of other pertinent facility 
documents, it was determined that the facility failed to protect a severely cognitively impaired resident 
(Resident #1) from abuse a.) when the Certified Nursing Aide (CNA #1) alleged that she heard CNA #2 
smacking Resident #1 and CNA #1 did not report the alleged abuse immediately and b.) when the 
Registered Nurse (RN #1) was made aware that Resident #1 was visibly upset from CNA #2 yelling at them 
and RN #1 left the resident in CNA #2's care and did not immediately report it. This deficient practice was 
identified for 1 of 3 residents reviewed for abuse.On 10/09/25 at approximately 1:45 PM, CNA #1 alleged 
while attending to Resident #2, she heard CNA #2, who was attending to Resident #1's bowel movement, 
smack Resident #1 who was touching their feces. CNA #1 stated that she was unable to report the incident 
at the time to the Unit Manager (UM), and reported the incident around 3:00 PM that day, to the Director of 
Nursing (DON). CNA #2 continued to care for Resident #1, and on 10/09/25, at approximately 2:00 PM, CNA 
#2 asked RN #1 to assist her in transferring Resident #1 onto the shower stretcher. At that time, RN #1 
observed that Resident #1 looked sad and had a tear in [their] eye. RN #1 questioned CNA #2 why Resident 
#1 was sad, and CNA #2 reported that she had yelled at the resident. RN #1 did not report that allegation to 
her supervisor. During interviews on 10/20/25, with both RN #1 and CNA #2, they both confirmed Resident 
#1 was yelled at on 10/09/25, by CNA #2.The facility's failure to implement their abuse policy including 
protecting Resident #1 from abuse by CNA #1 not immediately reporting CNA #2 for the alleged physical 
abuse and for RN #1 not reporting CNA #2 after CNA #2 indicated that Resident #1 was visibly upset 
because she yelled at the resident, placed Resident #1 and 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 10/09/25 at 1:45 PM, when CNA #1 alleged she heard CNA 
#2 smack Resident #1 and did not immediately report it. The facility was notified of the IJ on 10/20/25 at 3:22 
PM. The facility submitted an acceptable Removal Plan (RP) on 10/20/25 at 7:38 PM. The surveyor verified 
the implementation of the RP on-site during the continuation of the survey on 10/21/25 at 12:21 PM.The 
evidence was as follows:A review of the facility's policy titled Safety: Abuse, Neglect and Exploitation 
updated 5/21/25, included Policy: [name redacted] has an obligation to protect the welfare of its residents 
and to fully investigate and correct any circumstances bearing upon that welfare. The approach should be as 
proactive as possible. As such, all new employees shall be in-serviced about abuse and neglect as part of 
orientation, and all current employees shall review this information at least annually thereafter [.] VI. 
Protection of the Resident: The facility will make efforts to ensure all residents are protected from physical 
and psychosocial harm, as well as additional abuse, during and after the investigation. Examples include but 
are not limited to: A. Responding immediately to protect the alleged victim and integrity of the investigation. If 
alone, do not leave the resident and pull the code bell for immediate help.A review of the Facility Reported 
Event (FRE) dated 10/09/25, submitted to the New Jersey Department of Health (NJDOH) revealed the 
following:On 10/09/25, at approximately 1:45 PM, a staff member (CNA #1) providing care to Resident #1's 
roommate heard a slapping sound. When she turned to investigate, she observed a nursing aide (CNA #2) 
raising her hand, appearing to slap Resident #1's hand. At the time, Resident #1 had a bowel movement and 
feces on their hands.The event was reported to the DON after the staff was unable to notify her immediate 
supervisor. The nursing aide [CNA #2] involved in the allegation was immediately removed from the unit and 
from all patient.The FRE included a summary of the investigation created by the DON, which indicated that 
Resident #1 is incontinent and fully dependent on staff for medical and clinical needs which results in CNA 
#2 being immediately removed from the unit and suspended.A further review of the FRE included a written 
statement from CNA #1, which indicated CNA #1, who was 3-4 feet away from Resident #1, heard a loud 
slapping sound, and when CNA #1 turned her head and saw CNA #2 repeatedly raising her hand and it 
appeared she was slapping [Resident #1] on the arm. CNA #1 asked CNA #2 what she was doing, and CNA 
#2 replied she was going to get Resident #1 in the shower. The written statement also included CNA #1 was 
unable to notify her immediate supervisor and waited around an hour before reporting the incident to the 
DON.According to the admission Record (AR), Resident #1 was admitted to the facility with diagnoses which 
included but were not limited to: localization related (focal: seizures that originate in a specific area of the 
brain) (partial: seizures that cause a loss of awareness) symptomatic epilepsy (a chronic neurological 
condition characterized by recurrent, unprovoked seizures) and epileptic syndromes with complex partial 
seizures, not intractable, without status epilepticus (chronic neurological condition characterized by recurrent, 
unprovoked seizures), spastic quadriplegic cerebral palsy (a group of disorders that affect movement, 
muscle tone, and posture that affects all four limbs (quadriplegia) and causes increased muscle tone),and 
other respiratory disorders.According to the comprehensive Minimum Data Set (MDS), an assessment tool 
dated 7/29/25, Resident #1's Cognitive Patterns under Section C indicated that the resident was severely 
cognitively impaired.On 10/20/25 at 10:42 AM, the Director of Social Work (DSW) and DON were interviewed 
together. The DON stated he educated CNA #1 to reach out right away when abuse was suspected rather 
than waiting as CNA #1 did. The DON further stated that CNA #2 admitted in an interview with the Licensed 
Nursing Home Administrator (LNHA) and the police on 10/09/25, that she had called Resident #1 nasty. The 
DSW stated that CNA #2 had a history of unprofessional behavior and that those other allegations showed a 
pattern. The DON agreed, and stated CNA #2's prior incidents showed a pattern of behavior, and that this 
incident was just when she was caught. Both the DSW and DON agreed that regardless of whether Resident 
#1 was physically hit, CNA #2 was abusive towards Resident #1.On 10/20/25 at 11:04 AM, the surveyor 
conducted a telephone interview with CNA #1, who stated she was providing care for Resident #2 who was 
Resident #1's roommate, and she turned while providing care for Resident #2 because she thought she 
heard a hitting sound. CNA #1 stated that she did observe CNA #2's hand going up and down towards 
Resident #1. CNA #1 stated she was not sure what was happening, but after CNA #2 left the room, she went 
over to Resident #1 and saw that Resident #1 had not been changed and she requested to speak with the 
UM who was busy at that time. CNA #1 stated 45 minutes went by and because she knew CNA #2 was 
supposed to shower Resident #1, she left the unit to go find the DON and report CNA #2. CNA #1 further 
stated that she had worked with CNA #2 prior to this incident and that CNA #2 was easily agitated with the 
children she provided care for and complained about the children's conditions such as contractures, and she 
got very annoyed and frustrated and is vocal about it.On 10/20/25 at 11:29 AM, the surveyor conducted a 
telephone interview with CNA #2, who stated she had come back from her lunch break and saw that 
Resident #1 was covered in feces, which was a regular occurrence. CNA #2 stated she told Resident #1 that 
it was nasty and wiped Resident #1's hand and went to go get shower supplies to bathe Resident #1. CNA 
#2 then went on to state that she asked RN #1 to help assist her on putting Resident #1 on the shower 
stretcher. CNA #2 then stated that RN #1 asked why Resident #1 looked sad, and CNA #2 replied saying I 
yelled at [the resident].During an interview on 10/20/25 at 12:10 PM, RN #1 confirmed CNA #2 asked for her 
assistance in getting Resident #1 on the shower stretcher; that she had asked why Resident #1 looked sad; 
and that CNA #2 had responded by stating, I yelled at [the resident]; and that Resident #1 was left with CNA 
#2 to be bathed. When asked by the surveyor if that alarmed her, RN #1 stated that it did alarm her that CNA 
#2 yelled at the resident, which was why she asked what was wrong with the resident and comforted them. 
When asked if she would consider that staff to resident abuse, RN #1 stated abuse would by physical and 
verbal. RN #1 stated that she reported it to the UM after the UM pulled her aside to ask her about the 
incident.During an interview on 10/20/25 at 12:23 PM, the UM denied that RN #1 reported that CNA #2 had 
yelled at Resident #1 and had only reported to him that Resident #1 looked sad and had a tear in [their] eye 
when being transferred to the shower.During an interview on 10/20/25 at 12:25 PM, the DON confirmed that 
he knew that RN #1 had been told that CNA #2 had admitted to yelling at Resident #1 and stated that RN #1 
could have stopped the shower from occurring or inquired further as to what was going on.During an 
interview on 10/20/25 at 1:38 PM, the LNHA stated that he was aware that CNA #2 had bathed Resident #1 
during the time it took CNA #1 to report her allegation of abuse against CNA #2, but he was not aware that 
CNA #2 had told RN #1 that CNA #2 had yelled at Resident #1. The LNHA further stated that the facility 
policy for abuse was not followed, and that CNA #1 could have done a much better job in reporting the 
alleged abuse as there was a delay in timeliness. The LNHA stated that timeliness of reporting was important 
because the alleged abuser in this incident was left with the resident and if a staff member suspected abuse 
the facility's goal was to keep all residents safe and not leave the abuser with the residents.An acceptable 
Removal Plan was received on 10/20/25 at 7:38 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 deficient practice including on 10/09/25, when the DON was made aware, CNA #2 was immediately 
removed from resident care and suspended pending investigation and was terminated on 10/17/25. On 
10/9/25, the local police were notified, the facility started investigating, and Resident #1 was assessed. On 
10/17/25, the facility reported CNA #2 to the NJDOH on the FRIDAY form and the Health Care Professional 
Responsibility and Reporting Enhancement Act. On 10/20/25, RN #1 was individually counseled and 
provided with remedial training; the facility's Abuse Prevention Policy was updated and redistributed to all 
staff to include termination for failure to report in a timely manner; quick reference posters for abuse reporting 
were installed in staff lounges; and a daily abuse incident reporting audit was started and will be conducted 
by the DON or appointed designee daily for 30 days to verify timeliness of incident reporting, proper resident 
protection procedures, and staff compliance with facility policy.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 10/21/25 at 12:21 PM.NJAC 8:39-4.1(a)(5)
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