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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Complaint #: 
2562900 Based on interviews, medical record reviews, and review of pertinent facility documentation on 
7/22/25 and 7/23/25, it was determined that the facility failed to ensure the safety of a resident (Resident #3) 
with a known history of illicit drug use with multiple overdoses in the facility who overdosed in the facility on 
7/11/25, by: A) monitoring and supervising the resident to ensure illicit drugs were not obtained or used and 
B.) developing and/or implementing care plan interventions to protect the resident from obtaining illicit drugs 
and preventing overdoses. This deficient practice was identified for 1 of 14 residents reviewed (Resident 
#14). On 7/11/25 at approximately 4:30 PM, the Registered Nurse (RN) Supervisor was called to main lobby 
regarding Resident #3 being found unresponsive with pinpoint pupils by the main elevator. Emergency 
services (911) were called, and the resident was administered Narcan (a medication to reverse opioid 
overdose). The resident was transported to the hospital for evaluation and the facility was notified that the 
resident received Narcan in the emergency room (ER) and was now stable. Interviews with staff on 7/22/25, 
confirmed that the resident had overdosed on illicit drugs in the facility. A review of the medical record 
revealed this was the resident's seventh overdose in the facility since November of 2024. The facility's failure 
to monitor and supervise Resident #3 who had a known history and six previous illicit drug overdoses in the 
facility placed Resident #3 and all other residents at risk for accidental drug overdoses. This posed the 
likelihood for serious harm, impairment, or death. This resulted in an Immediate Jeopardy (IJ) situation. The 
IJ began on 7/11/25 at 4:30 PM, when Resident #3 was found unresponsive in the main lobby and 
administered Narcan. The facility's Administration was notified of the IJ on 7/23/25 at 5:37 PM. An 
acceptable Removal Plan was received on 7/25/25 at 10:26 AM. The Removal Plan was verified on-site by 
the surveyor on 7/29/25. The deficient practice was evidenced by the following:A review of the facility's 
undated policy titled Policy on Illegal Drug Use included the facility complies with all laws, regulations, and 
other requirements related to substance abuse. Policy Interpretations and Implementation: 1. All residents 
admitted to the facility will be asked to sign a contract showing they understand that illegal drugs use 
(possession, taking of drugs or possession with intent to sell) is not allowed in the facility [.] 2. All residents 
may be subject to random room searches to ensure illegal substances are not being held within the facility. 
Any items found during the search will be removed, logged and locked in a designated area until the police 
are able to collect the items found.4. Residents identified as high risk for illegal drug use by the nursing 
department will be subject to be searched/have their bags searched by Security or Nursing upon return from 
authorized Out on Pass Visit. Security is to inform the Nurse in charge/ Director of Nursing (DON) 
immediately if any resident is found with illegal substances and police will be called. 5. In the event illegal 
drugs are found on a resident the following procedure must occur: [.] Incident report to be 
completed-Investigate how the resident received the illegal drugs and put interventions in place to prevent 
reoccurrence. The surveyor reviewed the medical record for Resident #3. According to the admission Record 
face sheet (admission summary), Resident #3 was admitted to the facility with diagnoses which included but 
were not limited to: opioid dependence, hypertension (high blood pressure), and muscle weakness. 
According to the Minimum Data Set (MDS), an assessment tool dated 7/13/25, Resident #3 had a Brief 
Interview for Mental Status (BIMS) score of 13 out of 15, which indicated the resident's cognition was intact. 
A review of the Progress Notes (PN) revealed the resident had overdosed from illicit drugs in the facility on 
11/1/24, 11/28/24, 1/18/25, 1/28/25, 3/7/25, 3/30/25, and 7/11/25. A review of the PN dated 7/11/25 at 5:51 
PM, completed by the Registered Nurse (RN), revealed that at approximately 4:30 PM, she was called to the 
main lobby regarding a resident's current status. Upon assessment, the resident was found unresponsive by 
main elevator. The resident was brought to the unit and sternal rub (rubbing the flat bone (sternum) of the 
chest) was performed and emergency services (911) was called. The resident's vital signs were obtained, 
and their pupils were pinpoint. Upon Emergency Medical Services' (EMS) arrival, the resident was placed on 
a non-rebreather (a mask that provides high amounts of oxygen in an emergency situation) and put on a 
stretcher and sent to the hospital for evaluation. A review of the PN dated 7/11/25 at 5:57 PM, indicated that 
a call was placed to the hospital at 5:40 PM, to obtain the resident's status. The resident was given Narcan in 
the emergency room (ER) and was now stable. A review of Resident #3's Care Plan (CP) included a focus 
area dated 10/17/24, and revised 6/12/25, that the resident had a history of opioid dependence, chronic back 
pain, on 5/9/25, had a history and potential risk for illicit drug abuse and overdose. The goal initiated on 
10/17/24, with a target date of 7/15/25, was to verbalize relief of pain. Interventions included to encourage 
repositioning in bed to relieve pain; if confirmed diagnosis of overdose, facility will consider revoking out on 
pass and or may issue a thirty day discharge notice; reinforce facility support groups, virtual [name redacted 
alcohol and drug support groups] meetings can be arranged; educate the risks of overdose and/or possible 
death with use of illegal substances; if receiving methadone, methadone clinic also offers meetings; monitor 
for signs and symptoms of constipation which may be related to pain medication; and provide resident with 
pain medication as ordered by physician. The CP included an additional focus area dated 10/17/24 and 
revised 7/14/25, that the resident came from [previous facility's name redacted], has a history of opioid 
dependence; has a history and potential risk for illicit drug use abuse and overdose dated 7/11/25, and the 
resident was sent to the ER on [DATE], due to unresponsiveness and returned with diagnosis of opioid 
overdose. The goal initiated 10/17/24, with a target date of 7/15/25, was the resident will be safe. 
Interventions prior to the resident's overdose on 7/11/25, were all dated 10/17/24, and included: answer 
resident's questions honestly and factually to promote trust; assist in relaxation techniques, visualizations, 
and diversions; discuss consequences of continued substance abuse; encourage and support the resident's 
ability to take responsibility for their recovery; encourage resident to verbalize fears, feelings, and anxiety; 
increased staff supervision as needed; and Narcan as ordered. The following interventions were put in place 
on 7/14/25, current interventions reviewed and remain appropriate; care plan revised and updated; and 
Administration discussed consideration of thirty-day letter discharge. The Care Plan did not address how a 
resident with a history of six overdoses in the facility would be supervised and monitored to ensure their 
safety prior to their seventh overdose in the facility on 7/11/25. A review of the Order Summary Report dated 
active orders as of 7/1/25, included a physician's order (PO) dated 10/11/24, for Narcan nasal liquid 4 
milligrams per 0.1 milliliter (4 mg/0.1 mL); to spray in nostril every twenty-four hours as needed for overdose. 
An additional PO dated 3/11/25, revealed that the resident was able to Leave the Facility independently even 
though the resident had multiple drug overdoses at the facility. The PO did not include an order for 
methadone or methadone clinic as the CP indicated if goes to methadone clinic, they hold meetings. A 
review of the Facility Reportable Event (FRE) for the illicit drug overdose dated 7/11/25, revealed that on 
7/11/25, the resident was found unresponsive in the lobby and emergency services were called. The resident 
was administered Narcan and brought to the emergency room (ER). Per the ER nurse, the resident received 
Narcan there too. Included in the investigation and conclusion, Resident #3 indicated that they understood 
the reason they would be given a thirty-day discharge notice if they violated the drug policy again and the 
resident promised that [they] would not do this again. On 7/22/25 at 11:45 AM, the surveyor interviewed 
Resident #3, who stated that they did not recall the date or the exact time of their overdose but stated that 
they overdosed around smoke time. The resident stated they received what they assumed was a cigarette 
from another resident, and they smoked it. The resident further stated that after a few minutes, whatever it 
was took effect and they started to feel dizzy. The resident did not remember anything more except for 
waking up in the hospital. Resident #3 was unable to provide the surveyor with a name or a description of the 
resident they received the drugs from. On 7/22/25 at 12:58 PM, the surveyor interviewed the RN Supervisor, 
who stated that during her evening shift on 7/11/25, she observed Resident #3 went out to the smoking 
section on the patio to smoke around 3:00 PM. The RN Supervisor stated around 4:30 PM, she received a 
call from the Receptionist that Resident #3 had passed out, and when she responded to the call, Resident #3 
was unresponsive. The RN Supervisor stated they brought the resident to the 3rd floor and provided oxygen 
and was instructed to administer a dose of Narcan by the DON, and the resident was still unresponsive. The 
RN Supervisor stated when EMS arrived, an additional dose of Narcan was administered, and Resident #3 
remained unresponsive. The EMS placed a non-rebreather mask on the resident and transported them to the 
hospital. On 7/22/25 at 1:22 PM, the surveyor interviewed the DON, who stated that Resident #3 was given a 
thirty-day discharge notice after their overdose because they refused to tell the facility what they took or 
where they got it from. The DON stated the resident would only say they smoked something. The DON 
stated on the day of the incident, she saw the resident prior to their overdose and that the resident was fine. 
The DON stated that it had been a been a long time since the resident's last overdose. The DON stated the 
facility was not actively looking to place the resident in another facility at that time because the Licensed 
Nursing Home Administrator (LNHA) said the thirty-day notice could be lifted. On 7/22/25 at 1:42 PM, the 
surveyor interviewed the Social Worker (SW #1), who stated for residents with a history of drug use, they 
reviewed the drug policy with them, and that they had support groups there that the activities department 
could set up. SW #1 stated that the facility also posted signs about the groups. SW #1 stated if a resident 
violated the drug policy, she spoke to them and re-educated them on the drug policy and informed them that 
their out on pass could be affected or a thirty-day discharge notice could be given. On 7/22/25 at 2:00 PM, 
the surveyor interviewed SW #2, who stated when residents were first admitted to the facility, she went over 
the drug policy and had them sign it and informed the resident of the support offered. SW #2 stated if 
someone violated the drug policy, she met with the resident to re-educate them on the policy and reminded 
them that they had signed it. SW #2 stated that the DON and LNHA were responsible for revoking the 
resident's out on pass privileges or issuing a thirty-day discharge notice. On 7/23/25 at 3:07 PM the 
surveyors interviewed Assistant Director of Nursing (ADON), who stated that drug overdoses were discussed 
in the meetings, and they reviewed their care plans and interventions. The ADON further stated that if the 
current interventions in the care plan were appropriate, they add in documentation in the care plan indicating 
care plan was reviewed, and current interventions are appropriate. The ADON stated that all the care plans 
for individuals who had a history of drug overdose were reviewed and the interventions were updated. The 
surveyor inquired if the interventions in the care plan for Resident #3 were appropriate for Resident #3's drug 
abuse and overdose history. The ADON stated that she felt that Resident #3's current interventions were 
appropriate. The facility submitted an acceptable Removal Plan on 7/25/25 at 10:25 AM, 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 which included: the care plan for Resident #3 was reviewed 
and updated; daily behavioral monitoring was implemented; random room checks, room checks after going 
out on pass, and room checks after visitors leaved were implemented. Resident #3 was re-educated by the 
LNHA and the SW on the policy to prevent illicit drugs from entering the facility, which includes suspension of 
pass and potential 30-day discharge. The SW re-educated Resident #3 on the availability of 
counseling/cessation support/ and invited Resident #3 to weekly support groups to ensure safety. The care 
plans for Resident #3 and residents with history of having overdosed and who have overdosed at the facility 
were reviewed and updated to include daily behavior monitoring, random room checks, and checks made 
after visitors leave, in addition to reoffering of cessation support/invitation to support groups/counseling as 
appropriate. Signage on units to announce support group and advertise available support services. The staff 
caring for Resident #3 and residents with history of having overdosed and who have overdosed in the facility 
were re-educated on the prevention of illicit drug abuse and new care plan interventions. The surveyor 
verified the implementation of the Removal Plan on-site on 7/29/25. NJAC 8:39-27.1 (a)
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