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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Complaint # 
2561976Based on observation, interviews, record review, and review of pertinent facility documents, it was 
determined that the facility failed to ensure residents were protected from neglect after an aphasic, 
cognitively impaired resident (Resident #1), was left unattended on the outside patio in the heat and sun from 
approximately 12:50 PM until approximately 3:30 PM on 7/3/25 (two hours and forty minutes). Resident #1 
was sent to the hospital, was diagnosed with heatstroke and sustained second degree burns. This deficient 
practice was identified for 1 of 2 residents, (Resident #1) reviewed for neglect.On 7/3/25 at approximately 
12:50 PM, a Certified Nursing Assistant (CNA #1) transported Resident #1 (who was cognitively impaired 
and required maximal staff assistance with mobility), in a wheelchair to the outside patio on the second floor. 
CNA #1 did not communicate to other facility staff that Resident #1 was outside on the patio. Resident #1's 
assigned CNA (CNA #2) nor did any other staff did not check on the resident from 12:20 PM through the end 
of her shift which was 3:00 PM. At approximately 3:20 PM, Resident #2 and a visitor were on the patio and 
observed Resident #1 slumped over in their wheelchair. The visitor went back inside the facility and informed 
a staff member. Resident #1's skin was hot to touch and dry; vital signs were: temperature 103.1 degrees 
Fahrenheit; heart rate 93 beats per minute; blood pressure 102/64; and respiratory rate of 14. Resident #1 
was transferred to the emergency room and presented as lethargic and with a temperature of 104.1 degrees. 
The resident was diagnosed with dehydration and an elevated troponin (a protein released into the 
bloodstream when the heart muscle is damaged) and was admitted to the hospital from [DATE] to 7/9/25. 
The facility's failure to ensure Resident #1 was free from neglect by failing to monitor Resident #1 when they 
were in an environment of exposure to heat and sun for an extended period posed serious physical harm 
and impairment to Resident #1 which resulted in an Immediate Jeopardy (IJ) situation. The IJ was 
determined to be Past Non-Compliance. The IJ began on 7/3/25 at approximately 12:50 PM, after Resident 
#1 was left unattended in the heat and sun. The facility corrected the immediacy on 7/11/2025, by 
implementing the following: patio keypad changed from operation from 8 AM to 8 PM to locked; camera 
installed on the patio; facility wide re-education on Outdoor Resident Policy and Resident Safety/Updated 
Log Sheets; re-education to CNA #1 and CNA #2; and 30-minute observation checks.The facility's Licensed 
Nursing Home Administrator (LNHA) was notified of the IJ on 10/31/25 at 5:16 PM. The facility submitted an 
acceptable Removal Plan (RP) and the survey team verified the implementation of the RP on-site on 
10/31/25 during the continuation of the survey.The evidence was as follows:A review of the facility's Abuse 
Prohibition Policy, dated 3/26/2024, provided by the Assistant Licensed Nursing Home Administrator (AA), 
included a policy statement that the facility would provide a safe resident environment where residents are 
free from abuse, neglect, misappropriation of property and exploitation. Abuse was defined by the Code of 
Federal Regulations (CFR) 483.5 as the willful infliction of injury, unreasonable confinement, intimidation, or 
punishment with resulting physical harm, pain or mental anguish. Abuse also includes the deprivation by an 
individual, including a caretaker, of goods or services that are necessary to attain or maintain physical, 
mental, and psychosocial well being. Neglect, was defined by CFR 483.5 as the failure of the facility, its 
employees or service providers to provide goods and services to a resident that are necessary to avoid 
physical harm, pain, mental anguish or emotional distress. Willful was defined by CFR 483.5, and used in the 
definition of abuse, means the individual must have acted deliberately, not that the individual must have 
intended to inflict injury or harm. On 10/31/25 at 9:50 AM, the surveyor observed Resident #1 in bed with 
their eyes closed. The surveyor was unable to interview Resident #1.A review of the facility initiated 
Reportable Event Record/Report dated 7/3/25, and completed by the AA revealed: Resident was noted on 
the patio leaning in [their] wheelchair, resident was brought indoors, and MD (medical doctor) was notified of 
condition; medics called. Resident was admitted to the hospital for dehydration at 6:55 P. [PM].A review of 
the investigation provided by the AA revealed statements from CNA #1 explaining that she was in the dining 
room and brought Resident #1 in a wheelchair to the patio after lunch at approximately 12:50 PM. CNA #1 
had not communicated to anyone that Resident #1 was outside. A statement from Resident #2 explained that 
they were outside on the patio with a guest and saw Resident #1's hand come off the arm rest and the 
resident slumped forward, and the guest informed the staff. In addition, the investigation revealed CNA #2 
was assigned to Resident #1 but there was no written statement from CNA #2. The AA documented CNA #2 
was not aware of the resident's whereabouts when the resident finished lunch until the end of CNA #2's shift 
at 3:00 PM. CNA #2 reported that after lunch until the end of her shift she was providing care/rounding on the 
other residents assigned to her during the shift. CNA #2 also reported she was unable to recall the last time 
she saw Resident #1.A review of an Employee Discipline Notice dated 7/8/25, revealed CNA #2 had poor 
performance and Employee's assigned resident was not monitored for toileting, changing, food/snack or 
drink, location for extended period of time.A review of a Job Description for Certified Nursing Assistant with 
CNA #2's name on it included but was not limited to; responsibilities to Conduct resident rounds as assigned, 
and Be responsible for the safety of residents under his/her supervision.On 10/31/25, surveyor reviewed the 
electronic medical record for Resident #1.A review of the Resident Face Sheet (an admission summary), 
reflected that Resident #1 was admitted to the facility with diagnoses that included but were not limited to; 
secondary malignant neoplasm of the brain (cancer of the brain), malignant neoplasm of the colon (cancer of 
the colon), traumatic subdural hemorrhage with loss of consciousness of unspecified duration (collection of 
blood between the brain and inner layer of skull as a result of head trauma), aphasia (impairment in ability to 
comprehend or formulate language), and Alzheimer's disease (a buildup of plaque in the brain causing brain 
cells to die).A review of the comprehensive quarterly Minimum Data Set (MDS), an assessment tool dated 
5/28/25, revealed that a Brief Interview for Mental Status (BIMS) score was not able to be obtained because 
the resident was rarely/never understood. In addition, the MDS indicated the resident had short and 
long-term memory problems and had moderately impaired cognitive skills for decision making. A further 
review of the MDS, revealed the resident required substantial/maximal assistance with mobility and activities 
of daily living for toileting, bathing and dressing.A review of the individual comprehensive Care Plan Activity 
Report (CPAR) included a focus area dated 2/17/25, for cognitive loss: memory impairment. Interventions 
included but were not limited to; monitor for any changes in cognitive status, reorient resident to person, 
place and time as needed. There was no focus area in relation to going to the outside patio.A review of a 
Nursing Progress Note (NPN) dated 7/3/25 at 9:27 PM by the Director of Nursing (DON), revealed Resident 
observed in WC (wheelchair) with lethargy. Skin hot to touch, dry. T(temperature):103.1, HR (heart rate): 93, 
BP (blood pressure): 102/64, RR (respiration rate): 14. Ice packs applied for cooling measures. Call placed 
to MD (medical doctor) with immediate response for orders to send to ER (emergency room). 911 called. 
Family advised. Nursing staff present with resident until transferred to [hospital name redacted] further eval 
(evaluation). In addition, another PN on 7/4/25 at 7:52 AM revealed The resident was admitted to the hospital 
with diagnosis of dehydration and high troponin level at 6 PM.A review of the hospital records, provided by 
the AA, revealed a Progress Note with an admission date 7/3/25 at 4:30 PM, and chief complaint of Heat 
Exposure. The History of Present Illness: included: [Resident #1] presents to the Emergency Department 
today altered. Patient was brought in from [inaccurate facility name redacted] via EMS (emergency medical 
services) who report [they] had a fever of 104.1. Per EMS, patient was found outside after unknown amount 
of time around lunchtime. Patient is non-verbally (sic) at baseline Otherwise: Per EMS, patient denies chills, 
nausea, vomiting, abdominal pain, and other acute complaints at this time. Poor historian due to acuity of 
condition. ER work-up was noted, patient was admitted for further management. The physical exam 
indicated General: pt (patient) is in acute distress. Also, the hospital records revealed a Pulmonology Consult 
dated 7/5/25 at 9:54 AM, indicated History of Present Illness: included: [Resident #1] presents to the 
Emergency Department today altered. Patient was brought in from [inaccurate facility name] via EMS who 
report [they] had a fever of 104.1. Per EMS, patient was found outside after unknown amount of time around 
lunchtime, slumped in [their] wheelchair. Patient is non-verbally (sic) at baseline and patient required and 
received my immediate attention. Otherwise: Per EMS, patient denies chills, nausea, vomiting, abdominal 
pain, and other acute complaints at this time. Poor historian due to acuity of condition. Principal Problem: 
Dehydration. The assessment was dehydration and elevated troponin, principal problem: dehydration.Further 
review of hospital records revealed a Neurology Consult dated 7/6/25 at 7:41 AM, indicated that the resident 
was brought to the hospital due to a high-grade fever and change in mental status. In emergency room 
patient was hypotensive, hypoxic and febrile. CT [cat scan] scan of head was negative for any acute event. 
In the emergency room patient was nonverbal and fixed deviation on the left side. Unclear if [Resident #1] 
had eye deviation. No report of any involuntary movement of upper or lower extremities. Currently patient is 
more awake but aphasic. The assessment indicated [Resident #1] with encephalopathy. Likely multifactorial 
due to heatstroke with associated multiple metabolic derangement, acute kidney injury. Cannot rule out 
provoked seizure episode with post ictal state.Additionally, the hospital records revealed a Cardiology 
Consult dated 7/6/25 at 10:43 AM, revealed an assessment which included [Resident #1] who came in with 
change in mental status, fevers, found to have increased troponins, most likely due to supply demand issues, 
dehydration, possible CVA [stroke], leukocytosis and we are called for cardiac evaluation.Further review of 
the resident's medical records provided by the hospital revealed the following:A review of the hospital 
emergency room plan of care 7/3/25, revealed Patient is admitted . Upon ED [ER] evaluation, it has been 
determined that 63 y.o. (year old) [gender redacted] with heatstroke with a high risk and concern for 
worsening symptoms. I expect the patient to require hospital care that crosses two midnights. My experience 
is based on complex medical factors including the patient's need for ongoing treatment to manage the acute 
nature of the patient's presentation, complicated by the patient's medical conditions. The Final diagnoses 
included Dehydration, AKI (acute kidney injury), Elevated troponin.A review of the Infectious Disease Consult 
Note dated 7/4/25, revealed an assessment that included but not limited to, Skin: Warm, dry, no rashes, no 
open wounds, sun burned skin on the face and trunk with some blisters on the trunk. In addition, the 
Assessment and Recommendations included Impression: Fever with leukocytosis and lactic acidosis may be 
secondary to dehydration and acute kidney injury r/o (rule out) sepsis A review of the Discharge summary 
dated [DATE], revealed Discharge Diagnoses: .Lactic acidosis due to dehydration, Metabolic 
encephalopathy due to Acute renal failure from dehydration .Further review of the NPN revealed on 7/9/25 at 
7:36 PM, the resident returned to the facility at 2:45 PM. The NPN on 7/9/25 at 7:38 PM, Skin assessment 
revealed blisters on right foot, left upper back, and left lateral breast to under breast. Tx (treatment) initiated, 
and blisters will be evaluated by NP (nurse practitioner) [name redacted] next visit.A review of a 
Nursing-Weekly Skin Assessment completed 7/2/25, prior to transfer to the hospital on 7/3/25, revealed the 
resident's skin was intact with a wound/skin record that indicated scattered purpura right hand/wrist. A review 
of the wound consult dated 7/10/25, revealed Patient re-admitted to facility s/p (status post) hospitalization 
after been found outside after an unknown amount of time around lunch time slumped over in [their] w/c 
(wheelchair). Hospital notes report per EMS (emergency medical services) patient was found with AMS 
(altered mental status) and a temperature of 104.1 degrees Fahrenheit. dehydration, possible CVA, 
leukocytosis. Cardiac was consulted and patient was admitted for further evaluation and management. Staff 
ask to evaluate for open bullous formation (fluid filled blisters) noted to the left breast and intact serous 
(clear, pale yellow, watery fluid) blister of the right 1st and 2nd MTP (metatarsophalangeal) (connective 
tissue between foot and toes) toes. The wound assessment included Wound:1, Location: Left Breast, 
Primary Etiology: Burn-2nd Degree. Wound:2, Location: right 1st and 2nd MTP toe dorsal aspect, Primary 
Etiology: Burn-2nd degree. The assessment indicated Sunburn of second degree.A review of the 
Nursing-Weekly Skin Assessment completed 7/16/25, revealed skin was intact with a wound/skin record that 
indicated reddened face, scattered blisters on right upper foot, blisters left breast, large blister LUB (left 
upper back).On 10/31/25 at 9:51 AM, the surveyor interviewed CNA #3 who was assigned to Resident #1. 
CNA #3 stated she worked for an agency but has worked consistently at the facility since January 2025 and 
was familiar with Resident #1. CNA #3 explained the resident just recently was on hospice so that morning 
the hospice aide had provided care. CNA #3 added that the resident required total care but was able to feed 
themselves. CNA #3 also stated that the resident sometimes could start to say words but then went to 
gibberish and having a conversation or talking with the resident was very difficult. CNA #3 stated she was 
able to figure out if the resident wanted something through gestures or pointing. CNA #3 added the resident 
loved to go outside in the sun, so if the resident saw through the window the sun was out, they would want to 
be outside and there was a patio on the second floor that was easy to get to. CNA #3 also stated that the 
resident could not get to the patio by themselves and would have to be taken in the wheelchair outside and 
brought back in by staff.On 10/31/25 at 10:00 AM, the surveyor interviewed the Licensed Practice Nurse 
/Unit Manager (LPN/UM #1) who stated there were residents who liked to go out on the second-floor patio 
and there was now a log to complete when residents went outside. LPN/UM #1 also stated Resident #1 
loved to go out on the patio in the sun, only when it was a nice, warm, sunny day. LPN/UM #1 added that 
she was made aware of the 7/3/25 incident with Resident #1 afterwards because she was not at the facility. 
On 10/31/25 at 10:13 AM, the surveyor interviewed the Assistant Director of Recreation (ADR) who stated 
that there were some activities outdoors in good weather that her department was responsible for but there 
was more than one outside area, and residents could go to those areas when they wanted. The ADR stated 
that she was aware of what happened to Resident #1 in July, but Resident #1 was not attending at an 
outdoor activity. The ADR added that during outdoor activities the activity staff was responsible for being 
aware of resident sun exposure, providing sunscreen and hydration. The ADR stated she had signage that 
would be posted on all doors that went outside when there was a heat advisory during summer months to 
make staff, visitors and residents aware. The surveyor with the ADR observed a sign which indicated 
SUMMER HEAT PRECAUTIONS IN EFFECT, DRINK FLUIDS, STAY OUT OF SUN and another sign 
Summer Heat Precaution In Effect, Please be sure to USE SUNSCREEN if you are going outside in the sun. 
All Nursing stations has sunscreen for resident use. On 10/31/25 at 10:20 AM, the surveyor interviewed the 
Director of Nursing (DON) who stated that she had been DON since May of 2025. The DON also stated she 
was aware of the occurrence with Resident #1 and the AA had completed the Reportable Event 
Record/Review that was sent to the New Jersey Department of Health (NJDOH) and completed the 
investigation. The DON added that CNA #1 was still employed but CNA #2 was no longer employed at the 
facility.On 10/31/25 at 11:07 AM, the surveyor interviewed the AA who stated that the normal process when 
a resident was taken outside was to make the primary nurse and assigned CNA aware that the resident was 
outside, and it was the responsibility of the CNA assigned to the resident to check on them. The AA stated 
that prior to 7/3/25, the patio door on the second floor during the spring and summer was open from 8:00 AM 
until 8:00 PM, An alarm would sound only if a resident with a wander guard went outside. The AA stated 
CNA #2 was unwilling to give a written statement or sign a transcription of her verbal statement. The AA 
added that CNA #2 was unaware Resident #1 was outside, and that the resident had no medications due 
during that time. The AA also stated that CNA #2 was assigned to Resident #1 and should have made 
rounds by 2 PM on all her assigned residents to make sure the basics were completed such as changing 
residents that needed to be changed, providing water and accounting for their residents. The AA added that 
CNA #2 left her assignment at 3:00 PM and acknowledged that CNA #2 neglected to monitor the resident. 
The AA also stated that a visitor with Resident #2 had gone out to the second-floor patio on 7/3/25 at 
approximately 3:20 PM, and that was how the staff was notified that Resident #1 was slumped in their 
wheelchair on the patio. On 10/31/25 at 1:07 PM, the surveyor interviewed CNA #1 via telephone. CNA #1 
primarily spoke another language and had an interpreter with her on the phone. CNA #1 stated she had 
worked at the facility for approximately five (5) months and explained prior to July that when a resident was 
brought to the outside patio and you were not the assigned CNA, you should communicate to the nurse or 
the assigned CNA to let them know the resident was outside. CNA #1 added that if any of her assigned 
residents were outside, she was responsible for checking on them every 30 minutes to see if they wanted to 
come back in, needed water or needed to use the bathroom. CNA #1 also stated that it was the responsibility 
of the CNA to apply sunscreen, check if they wanted sunglasses or a hat. CNA #1 stated that she 
remembered the incident with Resident #1 in July because she had brought the resident to the outside 
second floor patio after they finished lunch in the dining room at approximately 12:50 PM and then she went 
to lunch. CNA #1 added that the patio was not far from the dining room, approximately 3 to 5 feet. CNA #1 
stated she forgot to communicate to the nurse or assigned CNA. CNA #1 stated I made a big mistake. CNA 
#1 also stated that the resident had a water cup with them and thought they could get their own water. CNA 
#1 also stated she had not applied sunscreen because she placed the resident in the shade because it was 
a hot day. CNA #1 added that the resident could apply sunscreen by themselves but did not have any 
outside.On 10/31/25 at 2:05 PM, the surveyor interviewed the AA who stated that water coolers were 
provided on the patio and signs regarding Summer Heat Precautions were on the doors to the outside all 
summer until after approximately the second week in September. The AA added that it was the responsibility 
of the staff, usually the CNA, to apply sunscreen and provide hydration if a resident was unable to do it by 
themselves. The AA also stated that prior to 7/3/25, there was no policy regarding residents being outdoors.
On 10/31/25 at 3:50 PM, the surveyor interviewed the AA who stated Resident #1 was a maximum assist 
with transfers and could self-propel in a wheelchair short distance but getting in and out of the door to the 
second-floor patio would be challenging. The AA also stated that she thought Resident #1 would be able to 
get water from the cooler. The AA acknowledged that Resident #1 should have been monitored. The AA was 
unable to answer to the clothing Resident #1 was wearing on 7/3/25, or a skin assessment prior to being 
transferred because 911 was called immediately and the resident was sent out to the hospital.The facility 
submitted an acceptable Removal Plan (RP) indicating what actions the facility implemented post incident to 
prevent serious harm from occurring or recurring. The facility implemented a corrective action plan to 
remediate the deficient practice to include; 15-minute checks were implemented on all outdoor areas (patio, 
courtyard, entrance) for 72 hours, checks recorded on log sheets. Notifications to NJDOH, Ombudsman 
Office and facility administrative staff were sent. Patio keypad was changed from opening from 8:00 AM to 
8:00 PM to locked. All employees at the facility were educated on Resident Safety/Heat Advisory. CNA #1 
received inservice/education on Resident Safety and CNA #2 received inservice/education on Resident 
Safety, knowing your assigned resident's whereabouts, making rounds on assigned residents and received a 
3-day suspension. A facility wide inservice on the new Outdoor Resident Policy was initiated with Resident 
Safety/Updated Log Sheets and camera installation on the patio was completed. In addition, 30-minute 
checks remain on all outdoor areas recorded on log sheets.The facility self-corrected their non-compliance 
on 7/11/25. The surveyor verified the implementation of the RP on-site on 10/31/25 during a continuation of 
the survey.NJAC 8:39-4.1(a)(5)
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