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The facility is not in substantial compliance with
all of the standards in the New Jersey
Administrative Code 8:36, Standards for
Licensure of Assisted Living Residences,
Comprehensive Personal Care Homes and
Assisted Living Programs. The facility must
submit a Plan of Correction, including a
completion date for each deficiency and ensure
that the plan is implemented. Failure to correct
deficiencies may result in enforcement action in
accordance with provisions of New Jersey
Administrative Code Title 8, Chapter 43E,
Enforcement of Licensure Regulations.

8:36-5.1(c) General Requirements

(c) The assisted living residence, comprehensive
personal care home, or assisted living program
shall provide supervision of self-administration of
medications, and administration of medications
by trained and supervised personnel, as needed
by residents and in accordance with this chapter.

This REQUIREMENT is not met as evidenced
by:
Complaint#: NJ0O0180305
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Based on interview and record review, it was
determined that the facility failed to
to ensure the safe and
ET e\ NJ Exec Order 26.4b1 for 1 of
3 residents reviewed for il Resident #2.
This deficient practice was evidenced by the
following:

On 12/16/2024 at 10:00 a.m., during a complaint
survey, the surveyor interviewed the facility's
Director of Nursing (DON) related to a Facility
Reportable Event received by the New Jersey
Department of Health. During interview the DON
stated that on [ at approximately 10:26
p-m., Resident #2 was KRR R@elapl Nl

At 12:00 p.m., the surveyor reviewed Resident
#2's Medical Record (MR), which revealed a

document titled, "ADMISSION RECORD," that
revealed Resident #2 had

The MR also revealed a
document titled, "Progress Notes" which,
revealed a "Health Status Note" date
timed at 8:56 p.m., and documented by the
facility's Certified Medication Aide/Tech. The
Health Status Note revealed that Resident #2 was

NJ Ex Order 26. 4B1

The surveyor also observed in the MR a "Nurse
Practitioner Note" dated on il . at 12:01

p-m., which documented the resident
. However,

the surveyor was unable to find additional
documentation related {E2 el
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At 12:10 p.m., the surveyor interviewed the
facility's DON, who stated that g 481
Re5|dent #2's Y J Ex Order 26. 4B1

Ex Order 26.

but was unsure of the date.

In the same interview, the DON stated that

At 12:13 p.m., the surveyor interviewed the
facility's DON, who stated that Resident #2's
ELINWAGCIN Ex Order 26. 4B1

. The once a month
was when the resident turned in his/her empty

i medication supply card to receive a filled
j supply.

In the same surveyor interview, the DON stated
that the facility did not have a process or policy to
monitor the use of NEFEROR ALY

8:36-7.2(e)(1-5) Resident Assessments and Care
Plans

(e) Based on the health care assessment, a
written health service plan shall be developed.
The health service plan shall include, but not be
limited to, the following:

1. Orders for treatment or services,
medications, and diet, if needed;

2. The resident's needs and preferences for

A 451
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himself or herself;

3. The specific goals of treatment or services,
if appropriate;

4. The time intervals at which the resident's
response to
treatment will be reviewed; and

5. The measures to be used to assess the
effects of treatment.

This REQUIREMENT is not met as evidenced
by:
Complaint#: NJ00180305

Based on interview and record review, it was
determined that the facility failed to ensure that a
Health Service Plan (HSP) was developed and
implemented for a resident individual health care
needs related to a history of for 1
out of 3 residents reviewed mdent
#2. This deficient practice was evidence by the
following:

On 12/16/2024 at 10:00 a.m., during a complaint
survey the surveyor interviewed the facility's
Director of Nursing (DON) related to a Facility
Reportable Event received at the New Jersey
Department of Health. During interview the DON
stated that on at approximately 10:26
p.m., Resident #2 was KR RO S LNI:)]

At 10:23 a.m., the surveyor interviewed the
facility's DON who stated that Resident #2's
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was not the | >
Resident #2 experlenced and that Re5|dent #2
experienced an [tk
During continued surveyor interview, the DON

stated that an \EgxdeLagpls:d was not created

for Resident #2 following his/her NiI3XORE I

At 12:00 p.m., the surveyor reviewed Resident
#2's Medical Record (MR) which revealed a

document titled, "ADMISSION RECORD" that
documented Resident #2 had an

. The MR also revealed a
document titled, "Progress Notes" which revealed
a "Nurse Practitioner Note" dated o at
12:01 p.m., the note revealed that the resident
WEGINT Ex Order 26.

. During continued surveyor MR
review, the surveyor was unable to locate a HSP
following Resident #2's NIFRRO P NET:)]

Surveyor review of an undated facility "Policy and
Procedures" titled, "HEALTH CARE SERVICES"
revealed, "The assisted living Residence shall
assure that the resident receives health care
services, as defined at the NJAC 8:36-1.3, under
the direction of the registered professional nurse,
in accordance with the health care plan...The
registered nurse shall be responsible for
developing nursing practice policies and
procedures and the coordination of all health care
services required in the resident's health care
plan ...Written policies and procedures shall
insure, but not be limited to the following: 1.
Assessment of the resident's health care needs
will be at least semi-annually, except that those
residents who have a care plan shall be
reassessed quarterly.”
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Ivy Stone Senior Living

NJ#15C000

7999 Route 130 North
Pennsauken, New Jersey 08110

Complaint Survey dated 12/16/2024

this chapter.

St- A 451 8:36-5.1(c) General Requirements (c) The assisted living residence, comprehens
home, or assisted living program shall provide supervision of self-administration of medicatipns, and
administration of medicationsby trained and supervised personnel, as needed by residents an

ve personal care

11n accordance with

1. Immediate
Correction of
Deficiency

As stated, the DON revoked Resident 2°s KRS @ apliey: 9]

who are N2 XZE

er 26. 4B1

Currently resident

are only checked once a month at refill time. We immediately

2. Residents with the
potential to be
affected

put a pohcy in plau. to (_heck“rcsldcnls bi-weekly.
L EE are negatively impa

cted by this.

3. Measures put in
place to ensure the
deficient practice will
not re-occur

Wn, wlll bc setting up a bi-weekly (every other week) assessment fi

understand what each does and the prescribed timing. The assessm
the DON or their designee in the privacy of an office. Nurse Practi

g resident to ensure they are taking their meds as intendg

r cach

d and that they
ent will be done by
ioner made aware

of discrepancy, needs, recommendations during audit. Residents rdceived notice of
new policy). Residents received education on this process of every other week checks.
DON or designee were in-serviced on this process to check. Documentation in done

currently on paper form.

monitor that the
deficient practice is
being corrected and
will not reoccur?
(Including frequency
of monitoring, person
responsible, and a
completion date)

4. How will the facility

The DON and ADON will do a monthly audit of all self-medicating
this is carried out correctly. Any issue will be brought up in weekly

residents to ensure
Clinicals.

Completion Date

March 15, 2025

the effects of treatment.

St- A 735 8:36-7.2(¢) (1-5) Resident Assessments & Care Plans (¢) Based on the health ca
written health service plan shall be developed. The health service p.
following: 1. Orders for treatment or services. medications, and dx

preferences for himself or herself; 3. The specific goals of treatment or sehqces,Lfappropnal
intervals at which the resident's response to treatment will be reviewed; and 5. \‘F-hqm‘_;asurqs

shall include, but not b

Fc assessment; a
e limited to, the

(.cdcd 2. The rcsndeqt sneeds and

e; 4. The time
0 be used to assess

1. Immediate
Correction of
Deficiency

W VJ Ex Order 26. 4B1 and iarc plan did not reflect
immediately put into effect that resident with

their HSP will be updated to reflect details.

2. Residents with the
potential to be
affected

INJ Ex Order 26. 4B1

hat, We

RV Ex Order 26. 4B1 could be negative

lack of documentation and HSP in place.

3. Measures put in
place to ensure the

DON or designee will do an audit of all residents to see who has aj§

occurrence while residing here and will update/create a HSP to add

y impacted due to

ress steps moving




j OAS|SATTHEA
C oy

deficient practice will
not re-oceur

forward. Each HSP will include the residents’ preferences and inp
created a unified goal. Staff will be in-serviced on self-med audits
updates in accordance to events.

4. How will the facility
monitor that the
deficient practice is
being corrected and
will not reoccur?
(Including frequency
of monitoring, person
responsible, and a
completion date)

DON or designee will do monthly audits to make sure we address
/ ‘der 26. 4B1 and will discuss at weekly Clin
found, an evaluation will take place and a plan will be put in plac
attendance at monthly Clinicals to oversee.

Completion Date

March 15,2025

1t so we have
and care plan

all residents with a
icals. Any issue
c. ED will also be in
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