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COMPLAINT #: NJO0168418
CENSUS: 74
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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.

8:43E-13.4(d) UNIVERSAL TRANSFER
FORM:MANDATORY USE OF FORM

A licensed healthcare facility or program shall
retain a completed copy of the Universal Transfer
Form sent with a patient when a patient is
transferred as part of the patient's medical
record.
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This REQUIREMENT is not met as evidenced
by:
Complaint: NJO0168418

Based on interview and record review it was
determined that the facility failed to retain a
completed Universal Transfer Form (UTF) for 1 of
3 residents reviewed who was transferred to the
hospital for evaluation, Resident #2. The deficient
practice was evidenced by the following:

On 10/19/2023 at 12:05 p.m., the surveyor
reviewed Resident #2's medical record (MR) who
moved in on [RASISICERZREE  \ith diagnoses which
include\NE=4OI{s[=]3 26.4b1NJ Ex Order 26.4b1 SPARRR
BEEIREREE . According to the resident's MR, the
resident was transferred to the hospital on

NJ Ex Order 26.4b1 due to a INJ Ex Order 26.4b1[Q0 and on
further review of Resident #2's MR, the surveyor
did not observe documentation of a copy of the
UTF when the resident was transferred to the
hospital on either date.

On 10/20/2023 at 9:00 a.m., the surveyor spoke
with the Senior Administrator who indicated the
UTF‘S dated [NJ Ex Order 26.4b1 and NJ Ex Order 26.4b1] were
missing and no copies were retained.

On 10/23/2023 at 11:30 a.m., the surveyor spoke
with the Director of Nursing who stated they were
still looking for the missing UTF's.

The facility failed to retain a copy of the UTF's in
Residents #2's MR when he/she was transferred

to the hospital on and EREEEEE

H5790
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Initial Comments

Initial Comments:
TYPE OF SURVEY: Complaint

COMPLAINT #: NJ00168418, NJO0161057,
NJ00160756

CENSUS: 74
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.

8:36-11.5(b)(2)(i-iv)(1-3),(v-vi) Pharmaceutical
Services

(b) The registered professional nurse may
choose to delegate the task of administering
medications in accordance with N.J.A.C.
13:37-6.2 to certified medication aides, as
defined in this chapter.

2. If an appropriate delegation is made, and
in accordance with the facility's policies and

procedures and all applicable State and
Federal laws and regulations, the certified

A 000
A 000

A 940
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medication aide may:

i. Administer medications through the
routes of oral, ophthalmic, otic, inhalant,

nasal, rectal, vaginal, topical, and by the
percutaneous endoscopic gastrostomy

(PEG) tube route of administration;

ii. Administer any prescription or OTC
medications as described in (b)1 above;

iii. Administer regularly scheduled
medications, including prescription, OTC, and
Schedule 1I-V medications;

iv. Administer "prn" or as-needed
prescription, OTCand Schedule II-V medications
except that residents receiving the
following medications shall be assessed by the
registered professional nurse at least once
every seven days:

1. Residents receiving prn Schedule
Il narcotic analgesics;

2. Residents receiving Schedule
llI-1V narcotic analgesics; and

3. Residents receiving Schedule
IlI-IV central nervous system agents;

v. Administer medications that have been
dispensed by a pharmacy, in accordance

with N.J.S.A. 45:14 et seq., N.J.S.A.
24:21 et seq., N.J.A.C. 13:39, and the

requirements of this chapter; or

vi. Administer experimental and/or
research medications in accordance with 45 CFR

A 940
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Part 46, Protection of Human Subjects,
incorporated herein by reference, as amended
and supplemented.

This REQUIREMENT is not met as evidenced
by:
Complaint: NJO0168418

Based on observation, interview, and record
review, it was determined the facility's Director of
Nursing (DON) failed to ensure the appropriate
training was provided prior to the delegation of
treatment of a [ \NISQOICEIARIH to a
Certified Medication Aide (CMA) for 1 of 3
residents reviewed, Resident #2. This deficient
practice was evidenced by the following:

On 10/19/2023 at 12:05 p.m., the surveyor
reviewed Resident #2's medical records (MR)
who moved in on EESISIEERREE  \ith diagnoses
which include \NESQOILEGGRAVN  RESEEERS
and NJ Ex Order 26.4b1 On NJ Ex Order 26.4b1| ,an outside
Bl care company documented Resident #2's
was reclassified as a
INNR QO] SIS NI . Further review of the
Treatment Administration Record revealed the
physician ordered, '[NNI QOICEI AR NI
NJ Ex Order 26

source. com, "NNESEOIGETILRIN] is intended
IEERINI Ex Order 26.4b1

NJ Ex Order 26.4b1NJ Ex Order 26.4b1] " [\ Ex Order 26.41

NJ Ex Order 26.4b 1KY app|y
e fNY Ex Order 26.4b1fuR8 " **)

Post-survey on 10/23/2023 at 12:28 p.m., the

A 940
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surveyor received the names of the staff
members who performed treatment to Resident
#2 in Rk Via email from the DON. A
review of facility staff list confirmed CMA #1
provided treatment to Resident #2's [SRE.

[NJ Ex Order 26.4b1] NJ Ex Order 26.4b1]
O ErTTRE -

On 10/26/2023 at 10:44 a.m., the surveyor

[NJ Ex Order 2

requested care training specific to
Resident #2 that CMA #1 received prior to
performing care on Resident #2's il
and the facility policy and/or

process of delegation to certified NN

On 10/30/2023 at 8:31 p.m., the surveyor
received an email from the DON with a policy
titled, "Assisted Living: Practice Guidelines for
CMA's Under RN Delegation" which states, "The
registered professional nurse is responsible for
the delegation of specific nursing tasks including
medication administration to qualified, competent
individuals in accordance with state guidelines
and the New Jersey Nursing Standards of
Practice. "An Employee Education Attendance
Record was also received. The topic of the

in-service was titled, "CMA NEIZSOIGEPLRINI
for Resident #2 dated, [Eiiakaass "
There was no evidence that CMA#1 was trained

on care treatment for Resident #2's (S
prior to the survey.

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

A 940
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health care and service providers shall be
entered according to the standards of
professional practice.

This REQUIREMENT is not met as evidenced
by:
Complaint: NJO0168418

Based on interview and record review, it was
determined that the facility failed to maintain
documentation of services provided according to
the standards of professional practice and
provide documented evidence that the facility's
nursing staff performed |jjjiiil§ care for 1 of 3
residents reviewed, Resident #2. This deficient
practice was evidenced by the following:

On 10/19/2023 at 12:05 p.m., the surveyor
reviewed Resident #2's medical record (MR) who
moved in on [RASISICERZREE  \ith diagnoses which
inCIUde NJ EX Order 264b1 , NJ Ex Order 26.4b1} and
RBEEEEEREE . According to the resident's
Progress Notes by the Director of Nursing on

BEEEEEEE the resident exhibited,

NJ Ex Order 26.4b1 eI Bx Order 26-4b18ejg
[NJ Ex Order 26.41}1NJ EX Order 26.4b1 noted_ No INJ Ex Or]

INJ Ex Order 26.4I)1INJ Ex Order 26.4b1]

. No
. team consulted and currently
following." In addition, Resident #2's MR showed

a consultation with an |k C2re agency

on [REEEEE \Which indicated the resident had a

NJ Ex Order 26.4b1JfNJ Ex Order 26.4b1

INJ Ex Order 26.4b1] dally and NJ Ex Order 26.4b1f

NJ Ex Order 26.4b1gNJ Ex Order 26

A1073
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NSESYCOICEIWLRIN - ~ommended.

On 10/20/2023 at 8:15 a.m., the surveyor
interviewed the RN Supervisor who stated once

NJ Ex Order 2

per week an outside care agency Nurse
comes to the facility to perform treatments on the
residents; otherwise, a facility Nurse or Certified
Medication Aide will perform treatments.

At 9:00 a.m., upon exit of the survey, the surveyor
requested copies of Resident #2's Treatment
Administration Record (TAR) be sent via email.

At 4:15 p.m., the surveyor received an email from
the Director of Nursing (DON) which indicated
that the facility was unable to locate the TAR for

NMESROIEEPIRA ond only provided the TAR for
NJ Ex Order 26.4b1 .

Post-survey on 10/23/2023 at 11:30 a.m., the
surveyor interviewed the DON via telephone who
stated she was still unable to locate the

TAR for Resident #2.

On 11/02/2023 at 11:55 a.m., the surveyor
reviewed the policy on Retention of Medical
Records which states medical records shall be
retained by the facility in accordance with current
applicable laws.

A1073
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Plan of Correction

4.

How the facility will monitor its
corrective actions to ensure that the
deficient practice is being corrected

and will not recur, i.e. what QA

program will be put into place to
monitor the continued effectiveness

_ of the systemicchange.
Director of Wellness in-serviced

LPN’s on proper documentation.

|
|
|

1'12/15/2023

DOW or RN designee will audit TARs |

every week for 4 weeks and
monthly moving forward.

| The results of the audit will be

| reviewed monthly at the
communities QA meetings for

| further review and
recommendations as needed.

Completion
Date

and
monthly
thereafter.

J

1, 2. 3.
How the corrective # How the facility What measures will be put into place
action will be will identify other | or systemic changes will be made to
accomplished for those = residents having | ensure that the deficient practice will
ID Prefix | residents found to have | the potential to not recur.
Tag been affected by the be affected by the
deficient practice. same deficient
‘ ) | _practice. |
A 940 Director of Wellness has | All residents with = DOW will delegate wound care to RN
in serviced CMAs/LPNs | wounds have the | supervisor or LPNs within the
; on appropriate RN potential to be community with assistance of
delegation. CareOne affected by this homecare and weekly outside wound
Hamilton has obtained | practice. care services,
services and homecare
services to assist with
Resident #2 event
reported to the
Department of Health.
Followed by Kane
re until
resident moved to
another Assisted Living
facility per family
_ request. )
A1073 DOW or designee will All residents have | DOW or designee will ensure at end of
audit at end of month, | the potential to month, documentation and/or notes
| documentation and/or | be affected by this | from all health care and service

Director of Wellness has in serviced
RNs and LPN’s on appropriate
record keeping and end of month

11/30/2023 |

— o4
et

\




' H5790

notes from all health

practice.
care and service

providers, MARS and

TARs from prior month

are filed into resident

record.

Resident #2 event
reported to the
Department of Health.
Moved to another
Assisted Living facility
per family request.
Director of Wellness has
in serviced RNs, LPN's,
CMA’S on Universal
Transfer Form. RN on
call is informed of any
resident transfers and
RN will monitor
residents medical
record to ensure copy of
the Universal Transfer
Form is on file,

practice.

Resident #2 event
reported to the
Department of Health.
Moved to another
Assisted Living facility

| per family request.

providers, MARS and TARs from prior
month are filed into resident record.

MAR/TARs reconciliation. RN or
| designee will audit resident files
monthly.

The results of the audit will be
reviewed monthly at the
communities QA meetings for
further review and
recommendations as needed.

| Al residents have
the potential to
be affected by this | Transfer Form.

Director of Wellness has in serviced
RNs, LPN’s, CMA’S on Universal

RNs, LPN’s, CMA’S on Universal
Transfer Form. RN on call is
informed of any resident transfers
and RN will monitor residents
medical record to ensure copy of
the Universal Transfer Form is on
file 1x a week for 4 weeks, 1x a
month for 3 months.

The results of the audit will be
reviewed monthly at the
communities QA meetings for
further review and
recommendations as needed.

| Director of Wellness has in serviced I 11/30/ 2023

1
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