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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint

COMPLAINT #:  NJ00168379

CENSUS: 73 

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

(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;

 A 310

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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 A 310Continued From page 1 A 310

This REQUIREMENT  is not met as evidenced 

by:

Complaint #: NJ00168379

Based on interview and record review, it was 

determined that the facility's administrator failed 

to implement and enforce the facility's policy and 

procedure titled " Assisted Living: Alarm System 

for Wandering Resident" for 2 of 3 residents 

reviewed for , Resident #2 and 

Resident #3. This deficient practice is evidence 

by the following:

On 10/18/2023 at 11:21 a.m., the surveyor 

conducted an interview with a care giver who 

stated there was a resident  on 

. The certified home health aide 

(CHHA) reported that Resident #2 was seen 

 by another CCHA who was eating lunch 

in . The CHHA who was sitting in her car 

was able to  resident  

without issue. 

Resident #2 moved in on  with 

diagnoses which included  

 and  

. The surveyor reviewed an unnamed 

facility document which revealed that Resident #2 

was an  and had a  

 on his/her  which was placed 

.

Resident #3 moved in on  with 

diagnoses which included  

. The surveyor reviewed a facility 

document which revealed that Resident #3 has 
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 A 310Continued From page 2 A 310

 

and was an . On 

10/18/2023, the surveyor reviewed "Progress 

Notes" dated  which revealed that 

Resident #3 had a  applied to his/her . 

On 10/18/2023 at 2:15 p.m., the surveyor 

conducted an interview with the Director of 

Nursing who stated that there was no 

documentation for Resident #2 or Resident #3 

ensuring that the  was checked every shift 

and  properly. 

The surveyor reviewed the facility's policy titled 

"Assisted Living: Alarm System for Wandering 

Residents" which revealed:

"7. Assigned Nursing Staff will check and 

document every shift that the wanderguard 

bracelet is in place on the resident."

8. Assigned Nursing Staff will check and 

document once daily that the wanderguard 

bracelet functions appropriately. IF not, the 

wanderguard bracelet will be replaced 

immediately."

 A 749 8:36-7.3(a) Resident Assessments and Care 

Plans

(a) The resident general service plan shall be 

reviewed and, if necessary, revised 

semi-annually, and more frequently as needed 

based upon the resident's response to the care 

provided and any changes in the resident's 

physical or cognitive status.

 A 749
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 A 749Continued From page 3 A 749

This REQUIREMENT  is not met as evidenced 

by:

C#: NJ00168379

Based on interview and record review, it was 

determined that the facility failed to ensure that 

the General Service Plan (GSP) was updated or 

revised to include interventions in order to reduce 

the  for 1 of 3 residents, 

Resident #3. This deficient practice is evidenced 

by the following: 

On 10/18/2023 the surveyor reviewed the medical 

record of Resident #3 who moved into the facility 

on  with diagnoses which  

. The surveyor 

reviewed an unnamed facility document which 

revealed that Resident #3 had  

 and was an  

. On 10/18/2023, the surveyor 

reviewed "Progress Notes" dated  

which revealed that Resident #3 had a  

 applied to his/her . 

Continued surveyor review of Resident #3's 

medical record failed to contain additional 

documentation regarding the . Resident #3's 

GSP dated  identified that Resident #3 

was an , without mention of the 

 to alert staff of the intervention in place. The 

surveyor interviewed the Director of Nursing who 

confirmed that the only documentation regarding 

the  was the initial note written on . 

The facility failed to update the GSP when 

Resident #3 was assessed as an  

and a  was implemented.
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