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Complaint #: NJ185754 Based on interviews, medical record review, and review of pertinent facility 
documents on 9/18/2025, it was determined that the facility failed to implement their abuse policy and 
procedure to ensure all residents were protected from abuse when a Dining Associate (DA #1) alleged a 
Certified Nursing Aide (CNA #1) physically abused a cognitively impaired resident (Resident #1) and did not 
immediately report the allegation and CNA #1 continued to provide resident care without a thorough 
investigation. This deficient practice was identified for 1 of 5 residents reviewed for abuse (Resident #1). On 
4/19/2025 at approximately 4:45 PM, DA #1 alleged observing CNA #1 feed Resident #1 in the dining room. 
DA #1 alleged that Resident #1 was saying that the soup was too hot, and put their hands up, while CNA #1 
pushed the resident's hands down, grabbed their arm, and manipulated the resident's arm to make a 
gripping motion. DA #1 did not report the incident until 4/22/2025, three days later, and CNA #1 continued to 
work three shifts, which gave her access to Resident #1 as well as other residents, until 4/22/2025, when the 
incident was reported to Administration and CNA #1 was suspended pending investigation.The facility's 
failure to implement their abuse policy including protecting Resident #1 as well as all residents from abuse by 
removing CNA #1 from resident care pending a thorough investigation placed all residents at risk for abuse. 
This posed a likelihood of serious physical and psychological harm, injury, or impairment which resulted in an 
Immediate Jeopardy (IJ) situation. The IJ began on 4/19/2025 at approximately 4:45 PM, after DA #1 
witnessed CNA #1 allegedly abuse Resident #1, and did not immediately report it so CNA #1 continued to 
work having access to Resident #1 as well as other residents. The facility Administration was notified of the 
IJ on 9/18/2025 at 4:00 PM. The facility submitted an acceptable Removal Plan (RP) on 9/19/2025 at 3:08 
PM. The surveyor verified the implementation of the RP during the on-site survey on 9/23/2025 at 11:45 AM. 
The evidence was as follows: A review of the facility's Abuse Prevention policy dated 5/2021, included: All 
employees are required to immediately report suspected or alleged incidents of apparent abuse, neglect, 
exploitation or mistreatment. Residents will be protected from contact with anyone implicated in an incident 
of suspected or alleged abuse and neglect until the investigation is completed. A review of facility's Abuse 
Reporting &Investigation policy dated 05/2021, included: Allegations involving abuse, neglect, exploitation or 
mistreatment.are reported immediately, but not later than two hours after the allegation is made.to the 
administrator of the facility and other officials (including the State Survey Agency and Adult Protective 
Services where state law provides jurisdiction in long-term care facilities). On 9/18/2025 at 9:45 AM, the 
facility provided a copy of the Facility Reportable Event (FRE) submitted to the New Jersey Department of 
Health (NJDOH) dated 4/22/2025, with an event date 4/19/2025. The FRE included that DA #1 reported 
observing [CNA #1] feeding [Resident #1] soup that she believed was too hot. DA #1 reported that the 
resident was saying that the food was too hot, but [CNA #1] continued to attempt to feed [the resident]. DA 
#1 also reported that she observed [CNA #1] manipulating [Resident #1's] arm and made a gripping motion.
A review of the investigation dated 4/22/2025, for the incident that occurred on 4/19/2025, revealed that CNA 
#1 was interviewed on 4/22/2025. CNA #1 stated that Resident #1 will often state that food is hot as a way to 
communicate that [the resident] is done eating rather than the food is actually too hot. When asked what 
CNA #1 does if it happens, CNA #1 reported that she stops feeding [the resident]. CNA #1 reported she will 
hold [Resident #1's] hand to comfort them while eating. The surveyor reviewed the medical record for 
Resident #1.According to the Face Sheet (an admission summary), Resident #1 was admitted to the facility 
with diagnoses which include but were not limited to: Alzheimer's disease, chronic kidney disease (kidneys 
are damaged and cannot filter your blood properly to remove waste), and diabetes.According to the most 
recent quarterly Minimum Data Set (MDS), an assessment tool dated 7/31/2025, Resident #1 had short and 
long-term memory problems with severely impaired cognitive skills. A further review revealed for Functional 
Abilities, that the resident was dependent (a helper does all the effort) for eating (the ability to use suitable 
items to bring food and/or liquid to the mouth and swallow food and/or liquid once the meal is placed before 
the resident).A review of Resident #1's Holistic Care Plan dated assessment 7/30/2025, included an undated 
focus area for dining and eating, swallowing, nutritional status, oral and dental. The care plan approaches 
included: encourage resident to be as independent with dining as possible and assist as needed; notify nurse 
if resident refuses to eat meals; prefers to eat breakfast in room; encourage by mouth intake for adequate 
nutrition and hydration; give frequent queuing at times, assist one person to eat meals; and health shake 
supplements. The care plan did not include prior to the incident on 4/19/2025, that the resident says too hot 
to indicate fullness. On 9/18/2025 at 2:20 PM, during an interview with the Assistant Licensed Nursing Home 
Administrator (ALNHA) in the presence of the Director of Nursing (DON), the ALNHA stated that DA #1 
reported the allegation of abuse on 4/22/2025, to the Assistant General Manager (AGM) that they witnessed 
an alleged staff to resident abuse. The ALNHA further stated that the DA #1 did not work the next day and 
did not report the abuse. The ALNHA stated that DA #1 should have reported the incident earlier. At that 
time, the DON stated that DA #1 went home, thought about what she witnessed, and reported the incident on 
4/22/2025, when DA #1 returned to work.A review of CNA #1 ‘s timesheet dated 4/18/2025 through 
4/30/2025, revealed that CNA #1 clocked-in at 3:00 PM and clocked-out at 11:30 PM on 4/19/2025, the day 
of the incident. It also revealed that CNA #1 on 4/20/2025, clocked-in at 2:53 PM, and clocked-out at 11:30 
PM, and on 4/21/2025, clocked-in at 2:57 PM, and clocked-out at 11:28 PM. The abuse allegation occurred 
on 4/19/2025, CNA #1 was not suspended until 4/22/2025, and worked three shifts, which gave her access 
to Resident #1 as well as other residents. On 9/18/2025 at 2:33 PM, the surveyor attempted to conduct a 
telephone interview with DA #1.On 9/18/2025 at 2:58 PM, a telephone interview was conducted with the 
AGM, who stated that the DA #1 reported the incident of abuse to him. The AGM stated that he was unable 
to remember when it was reported and stated that the incident of abuse may have happened prior to the day 
it was reported. On 9/23/2025 at 11:14 AM, during an interview with DA #1, she stated that she was 
delivering soups and drinks to the residents that day, and the soup was hot. DA #1 stated she heard the 
resident saying, hot it's hot. DA #1 reported that CNA #1 was holding the resident's hand, and Resident #1 
was moving [their] head side to side and continued to communicate it's hot it's hot, while CNA #1 continued 
to feed the resident the soup. DA #1 stated that she immediately reported the incident to her supervisor, 
which contradicted the previous interviews from her supervisor (the AGM), the DON, and the ALNHA, who all 
informed the surveyor that DA #1 reported it days later on 4/22/2025. An acceptable Removal Plan (RP) was 
received on 9/19/2025 at 3:28 PM, 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 to 
include: Resident #1 received a body and pain assessment immediately after DA #1 reported the allegation 
of abuse on 4/22/2025, with no injuries or pain noted; and emotional support and reassurance were 
provided. CNA #1 was suspended immediately and educated on the facility's abuse policy before their next 
scheduled shift on 4/28/2025. On 9/18/2025, DA #1 and CNA #1 were educated on the facility's abuse 
policy. On 9/18/2025, the Licensed Nursing Home Administrator (LNHA), DON, ALNHA, Assistant Director of 
Nursing (ADON), or designee have conducted education with all current staff in all departments on the 
facility's abuse prevention policy to include immediately reporting all allegations of abuse. The LNHA or 
designee reviewed the last thirty days of grievances/concerns to identify abuse concerns; the Social Worker 
(SW) interviewed residents with Brief Interview for Mental Status (BIMS) scores of 8 or above (moderately 
impaired to intact cognition) to identify abuse, neglect or care related concerns; and a licensed nurse 
completed a physical assessment/observation of all residents with BIMS scores of 7 or below (severe 
cognitive impairment).The surveyor verified the implementation of the Removal Plan (RP) on-site during the 
continuation of the survey on 9/23/2025 11:45 AM. NJAC 8:39-4.1(a)(5)
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