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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm COMPLAINT#: NJ00182326

Residents Affected - Few Based on observations, interviews, medical records review, and review of other pertinent facility

documentation on 5/6/25 it was determined that the facility failed to report an injury of a severely cognitively
impaired resident to the New Jersey Department of Health (NJDOH). This deficient practice was identified for
1 of 2 (Resident #1) residents sampled for falls and was evidenced by the following:

Resident #1 was not at the facility at the time of the survey. A closed record review was conducted.

The surveyor reviewed Resident #1's admission Record (AR) which revealed that the resident was admitted
to the facility with diagnoses which included but were not limited to: Alzheimer's Disease, dementia, and
hypertension.

The surveyor reviewed Resident #1's annual Minimum Data Set (MDS), an assessment tool used to facilitate
the management of care, dated 12/12/24, revealed that Resident #1 had a Brief Interview for Mental Status
(BIMS) score of 3 out of 15, which indicated that the resident's cognition was severely impaired.

The surveyor reviewed the resident's medical record, which included an Incident Report (IR), dated 12/26/24.
The IR revealed that the resident was observed face down on the floor and had sustained a cut on the top of
the head. The IR revealed that the resident fell out of the wheelchair while attempting to reach for a piece of
candy. The resident was transferred to the hospital. The IR did not indicate that the NJDOH had been
notified of the incident.

The surveyor reviewed the hospital discharge paperwork for Resident #1, dated 12/26/24, which indicated
that Resident #1 presented with:

-Fall

-Head Injury (without loss of consciousness)

-Laceration.

The paperwork also indicated that the resident received 7 staples to the forehead.
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F 0609 The surveyor reviewed a facility reportable that was completed by the facility, dated 12/30/24. The IR did not

indicate that the NJDOH had been notified of the incident.
Level of Harm - Minimal harm or

potential for actual harm During an interview on 5/6/25, at 4:55 P.M., with the Regional Nurse, the Assistant Director of Nursing
(ADON), and a Nurse Supervisor (NS), the Regional Nurse stated that the incident had been investigated
Residents Affected - Few and reported to the NJDOH by the previous Administrator due to the resident having a laceration that

required staples. Documentation provided to the surveyor did not indicate that the NJDOH had been notified.
She then stated that they would search for it. The surveyor did not receive additional documentation
indicating that the NJDOH had been contacted regarding the incident.
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