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A 000 Initial Comments A 000

Initial Comments:
TYPE OF SURVEY: Complaint

COMPLAINT #: NJ00125451, NJ0O0140206
CENSUS: 82
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 310 8:36-3.4(a)(1) Administration A310

(a) The administrator or designee shall be
responsible for, but not limited to, the following:

1. Ensuring the development,
implementation, and enforcement of all policies
and procedures, including resident rights;
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This REQUIREMENT is not met as evidenced
by:
Complaint #: NJ00140206

Based on interview and record review it was
determined that the Executive Director (ED)
failed to ensure the implementation of the
facility's policy titled, "Monitoring Resident Weight
Changes," and failed to ensure the development
and/or implementation of an effective system for
the facility Dietician to assess the nutritional
needs of residents with significant weight loss or
weight gain. This deficient practice was
observed for Resident #3 and was evidenced by
the following:

On 3/22/21 at 12:15 p.m., the surveyor reviewed

Resident #3's medical record (MR) which

indicted that the resident moved into the facility
with diagnoses which included

The surveyor reviewed a document titled,
"Weights and Vitals Summary," and observed
that on 2/1/20 Resident #3 weighed
(Ibs), and on 7/9/20 his/her weight wa
The resident |OSSH or

his/her body weight within .
surveyor reviewed the Progress Notes and did
not observe any documentation that the resident

was referred to the Dietician for a nutritional
consultation in July 2020.
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On 3/22/21 at 12:45 p.m., the surveyor
interviewed the Director of Nursing (DON) who
stated that the residents were weighed monthly,
and if a resident experienced a gain or loss of
more thar’, the staff would re-weigh the
resident and notify the Physician. The DON
could not provide documentation that Resident
#3 was re-weighed for accuracy when the
resident experienced a.b weight loss in July
2020.

On 3/23/21 at 1:15 p.m., the surveyor interviewed
the facility's Dietitian, who stated that the facility
did not have a system in place for her to review
the resident's weights.

The surveyor, along with the Dietitian, reviewed
Resident #3's summary of weights which
revealed overall weight loss. The Dietitian stated
that she was not notified in July 2020, when the
resident experienced a weight loss of- or

- of his/her body weight.

The surveyor reviewed the facility's policy titled,
"Monitoring Resident Weight Changes" which
indicated, "... Areferral to a dietician for consult is
considered to assess the resident needs and
concerns and to provide resident specific
nutritional guidance..."
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