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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint

COMPLAINT #:  NJ00159617

CENSUS:  79

SAMPLE SIZE:  3

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.

 

 A 765 8:36-7.4(c)(1) Resident Assessments and Care 

Plans

(c) Written policies and procedures shall be 

developed and implemented to ensure, but not be 

limited to, the following:

1. Assessment of all residents with a general 

service plan at least semi-annually, and those 

residents who have a health service plan 

shall be reassessed at least quarterly and more 

often on an as needed basis, including and 

upon the resident's return to the facility from the 

hospital;

 A 765
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 A 765Continued From page 1 A 765

This REQUIREMENT  is not met as evidenced 

by:

NJ00159617

Based on interview and record review it was 

determined that the facility failed to ensure that a 

Registered Nurse (RN) conducted an 

assessment upon resident return from the 

hospital following a  which required the need to 

be seen at the  for 1 of 3 

residents reviewed, Resident #2. This deficient 

practice was evidence by the following: 

On 12/9/22 at 12:15 p.m., the surveyor reviewed 

Resident #2's closed medical record (MR) which 

showed that Resident #2 moved into the facility 

on  and was discharged on with 

diagnoses which included  

 

 

According to Resident 

#2's General Service Plan revised on  

Resident #2 was awake and alert with memory 

loss. Additionally, Resident #2 required 

assistance with  and used a 

. 

 

During review of Resident #2's MR, the surveyor 

identified that the Licensed Practical Nurse (LPN) 

documented in the "Progress Notes" (PN) on 

8/23/22 at 8:18 p.m., that the "Care manager 

[found Resident #2]  [the]  

 Resident [#2] was 

 and c/o  

. Resident [#2 was] sent to 

[the] Hospital for evaluation."  The LPN also 

documented on 8/23/22 at 9:29 p.m., in the PN's 

that "Resident [#2 returned to the facility] from the 
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 A 765Continued From page 2 A 765

hospital escorted by family." 

The surveyor than reviewed Resident #2's 

hospital "AFTER VISIT SUMMARY" which 

showed that Resident #2 was seen on  at 

the for  with After 

Care Instructions for " ."

The surveyor did not observe any documentation 

in Resident #2's MR identifying that Resident #2 

was assessed by the RN upon return from the 

hospital. 

On 12/9/22 at 2:55 p.m., the surveyor interviewed 

the Director of Wellness (DOW) in the presence 

of the Clinical Specialist and Interim Executive 

Director regarding Resident #2's assessment 

evaluation post fall on  that required an 

visit. The DOW explained to the surveyor that 

she, the DOW, did see Resident #2 post return 

from the hospital and did not document an 

assessment or evaluation.

On 12/9/22 at 3:00 p.m., the surveyor reviewed 

the facility policy and procedure titled "Resident 

Evaluation and Re-Evaluation Process" and listed 

under "IV. PROVISION(S) AND PROCEDURE(S) 

...B. Senior Living Resident Evaluation 1. The 

Director of Resident Care or designee is 

responsible for completing resident evaluations 

upon move-in (or in accordance with state 

regulations)  ...3. The Senior Living evaluation is 

completed/updated:  ...IV. Whenever there is 

significant change in resident status. V. In 

accordance with state regulations.  ...C.  ...4. The 

following evaluation tools are also used when 

applicable  ...V. Return from Hospital ...."

The facility failed to ensure that Resident #2 was 

assessed by a RN upon return from the hospital 
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status post a fall on  which  
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{A 765} 8:36-7.4(c)(1) Resident Assessments and Care 

Plans

(c) Written policies and procedures shall be 

developed and implemented to ensure, but not be 

limited to, the following:

1. Assessment of all residents with a general 

service plan at least semi-annually, and those 

residents who have a health service plan 

shall be reassessed at least quarterly and more 

often on an as needed basis, including and 

upon the resident's return to the facility from the 

hospital;

This REQUIREMENT  is not met as evidenced 

by:

{A 765}
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