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THE FACILITY IS NOT IN COMPLIANCE WITH
ALL OF THE STANDARDS IN THE NEW
JERSEY ADMINISTRATIVE CODE N.J.A.C 8:37
STANDARDS FOR LICENSURE OF DEMENTIA
CARE HOMES.

8:37-4.1(e) Admission & Retention-Health Care
Monitoring

Even if a resident has a "Do Not Resuscitate"
(DNR) order, staff must call 911 for appropriate
assistance in the event of an emergency, so that
appropriate medical staff can assist the resident
and act, if appropriate.

This STANDARD is not met as evidenced by:
Complaint #: NJ00137707

Based on interview, Medical Records (MRs)
review and review of pertinent documents it was
determined that the facility failed to call 911 in a
timely manner when 1 of 3 residents reviewed,
Resident #2 became NNISSSICEFEETIE
This deficient practice was evidenced by the
following:

On 7/15/20 the surveyor reviewed the closed
MRs of Resident #2 who moved into the facility in
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R With a diagnosis that included
NJ Ex Order 26.4b1 .
Further review of the MR's revealed that the
residents code status was a

]and
such

advanced directives which included "...
procedures to be

On 7/15/20 at 11:00 a.m., the surveyor
mterwewed the House Manager (HM) who stated
that on Sl around 6:45 p.m. she received a

call from the Certified Medication Aide (CMA) who

rder 26.4b1

stated that Resident #2 was [
[HM] told the CMA to call 911.

, so she

On 7/15/20 at 12:30 p.m., the surveyor
interviewed the Llcen Practlcal Nurse (LPN)
who stated that orgs gl around 9:00 p.m., the
Registered Nurse (RN) called her to go to the
facility because a resident EEEESEES

The LPN further stated that she arrived at the
facility on |l between 10:00 p.m. and 10:30
p.m. and stated she was not at the facility when
911 emergency services arrived.

The surveyor reviewed Resident #2's Progress
Notes (PNs) written by the LPN, dated |l

timed 10:30 p.m., "...911 called accordlng to staff
at..6:45p.m..."

On 7/15/20 at 1:00 p.m. the surveyor interviewed
the Registered Nurse (RN) via telephone who
stated that on around 7:00 p.m., she was
notified by the HM that Resident #2 was
Rl and that she [HM] told the CMA to
call 911.
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On 8/5/20 the surveyor reviewed the police
"Investlgatlon Report (IR)" which stated that ".

el at 19:53[7:53 p.m.]...this Offcer
was dlspatched to...for an individual who was
RSICEERE N - Upon arival,
this Officer was met by first Aid and Paramedic..."

Further review of the IR revealed, "When asked
[by the Police Officer] as to why there was over a
45 minute delay in contacting authorities
about...beind \NESEOIGEIPNY

[Staff Member #1] advised that there was onIy
two people working and they were dealing with
other patients and could not get to it
immediately..."

On 8/7/20 at 10:00 p.m., post survey, the
surveyor |nterv1ewed the CMA via telephone who
stated that orjtslall around 6:45 p.m. she was
admlnlstermg medlcatlons and she overheard a
resident say, " B on the floor," so she
went into the day room to see what happened.
The CMA stated that she observed Resident #2
sitting in a chalr with h|s/her eyes closed as
. X Orde 5.4b

and that there was on the floor. The CMA
stated that she called out the residents' name and
4l so she called the HM
who instructed her [CMA] to call 911.

The CMA further stated that emergency services
arrived at the facility approximately 10-15 minutes
after the 911 call.

On 8/12/20 the surveyor reviewed the Patient
Care Report (PCR) from Emergency Medical
Serwces (EMS) and the PCR revealed that on

' B at 19:49[7:49 p.m.] dispatch was notified
1 hour and 4 minutes after the CMA stated she
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found Resident #2 EESISEEEEEE and EMS was at
the facility at 20:01[8:01 p.m.]
Further review of the PCR revealed, "...Pt.
[patient] was found NERSSCIGE RN
. PT last seen 90 min PTA
(prior to arrival) eating dinner and was found
NJ Ex Ord
Staff Member #1 was unavailable for phone
interview after several attempts.
The facility failed to call EMS in a timely manner
after Resident #2 was found i
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