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Initial Comments

Initial Comments:
Census: 85

Sample: 4

A Covid-19 Focused Infection Control Survey was
conducted by the State Agency on 3/14/2024.
The facility was found not to be in compliance
with the New Jersey Administrative Code 8:36
infection control regulations standards for
Licensure of Assisted Living Residences,
Comprehensive Personal Care Homes and
Assisted Living Programs and Centers for
Disease Control and Prevention (CDC)
recommended practices to prepare for
COVID-19.

8:36-5.15(b) General Requirements

(b) Notification of any occurrence noted in (a)
above shall be documented in the resident's
record. The documentation with regard to an
occurrence noted in (a)4 above shall include
confirmation and written documentation of that
notification.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to provide
documented evidence that the Registered Nurse
(RN) was notified of a change in condition, failed
to provide documented evidence that the
resident's responsible party/ family was notified,
failed to provide documented evidence that the
residents doctors were notified for 4 of 4
residents, Resident #1,2, 3, and 4. This deficient
practice was evidenced by the following:
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1. Surveyor review of Resident #1's medical
record (MR) revealed that the resident moved in
‘ 8 with diagnoses that included
NJ ex order 26.4b1

. The facility's untitied document revealed
that the facility failed to document that the RN
was made aware of an JEESEEREEEEE failed to
indicate that the resident's doctors were notified
of the | RN 2nd failed to contain
documented evidence that the residents'
responsible parties were made aware of the

based on NNEEEIC RN |

2. Surveyor review Resident #2's MR revealed
that the resident moved in on |EEEEERER Wwith
diagnoses that NNEYEe]fe [CIg2A Rl e}
The facility's untitled document revealed that the
facility failed to |nd|cate that the resident's doctors
were notified of the NN 2"d failed to
contain documented evidence that the residents'
responsible parties were made aware of the

NJ ex order 26.4b1

3. Surveyor review of Resident #3's MR revealed
that the resident moved in on j§ i with

diagnoses that included NNt S RNl
The facility's untitled document revealed
that the facility failed to indicate that the RN was

NJ ex order 26.4b]]

made aware of an , failed to indicate
that the resident's doctors were notified of the
, and failed to contain documented
evidence that the residents' responsible parties

were made aware of the NRE &I P4 KA1

4. Surveyor review of Resident #4's MR revealed
that the resident moved in on [ESEEEEERR \vith

diagnoses that [NNEYEe]fe [Ig2A Rl e}
The facility's untitled
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document revealed that the facility failed to
contain documented evidence that the residents'
responsible parties were made aware of the

NJ ex order 26.4b1 .

At 12:10 p.m., the surveyor interviewed the
Director of Nursing (DON) who stated that all
responsible parties were notified there was an
in the community via
e-mail, however there was no documentation in
the resident's medical record. The DON also
indicated that the responsible parties of the
symptomatic residents were not notified
specifically if their loved one had acquired

EReINJ Ex Order 26.4b1

The surveyor reviewed the following facility
policies:

"Notification Requirements
Procedure:
1. Aresident's responsible party, which may
include family, guardian, and/or community
agency, will be notified immediately after the
occurrence of the following:

A. Resident acquires any acute illness ...
2. The Executive Director/designee is responsible
for making these notifications.
3. Notifications and all attempts of notification will
be documented in the Resident Record."

"Assessments

Procedure:

... 5. All residents will be monitored on a periodic
basis and an RN notified of any significant
changes. An RN will be notified at the onset of
illness or ensure assessment, interventions or
referral to a physician or community agency, as
appropriate.”
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The facility failed to documented evidence that
the RN was notified of NNEKICIgZRAN
failed to provide documented evidence that the
residents responsible party was notified, and
evidence that the residents doctors were notified.

8:36-15.6(b) Resident Records

(b) All assessments and treatments by health
care and service providers shall be entered
according to the standards of professional
practice. Documentation and/or notes from all
health care and service providers shall be
entered according to the standards of
professional practice.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to provide
documentation of the RN assessments for 2 of 4
residents reviewed, Resident #1, and Resident
#3. This deficient practice was evidenced by the
following:

1. The surveyor reviewed Resident #1's medical
record (MR) which revealed that the resident
moved in on MR with diagnoses that
included [NNESY Qo] (e [ST@Zc R ok

. Continued surveyor review

of the MR failed to contain documentation that an
RN assessed Resident # [ EICICCIZREN
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2.The surveyor reviewed Resident #3's medical
record (MR) which revealed that the resident
moved in on |MEEEEEEER with diagnoses that
included [NNEYEe] (o [ST@PIIINAN . Continued
surveyor review of MR failed to contain
documentation that an RN assessed Resident #3

NJ ex order 26.4b1

On 3/14/2024 at 2:17 p.m., the surveyor
interviewed the Director of Nursing who indicated
that she was aware that RN documentation was
not completed for Resident #1 and Resident #3.
The RN stated the [NNECSECIREIZARIN for
Resident #1 and Resident #3 should have been
completed.

The surveyor reviewed a facility policy titled,
"Change in Resident Condition" which revealed:
"Procedure

1.The following conditions may be considered
changes in a resident's condition:

"... Diarrhea not affected by approved over the
counter medications.

2. After the above conditions are observed, the
RN will be notified as soon as possible for proper
assessment, intervention, and documentation.

3. The resident's physician and responsible party
will be notified ..."

The facility failed to provide documentation of the
RN assessments for Resident #1 and Resident

ERINJ ex order 26.4b1
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