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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.

8:36-3.4(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;
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This REQUIREMENT is not met as evidenced
by:

Complaint #: NJ00188278

Based on interview and record review, it was
determined that the facility Administrator failed to
implement and ensure enforcement of its policy
and procedure titled, "Incident and Event
Reporting" and failed to develop and enforce a
comprehensive policy and procedure regarding
notification of the Registered Nurse (RN) and the
Physician when there was a
for 1 of 3 residents reviewed, Resident #3. This
deficient practice was evidenced by the following:

On 7/16/2025, the New Jersey Department of
Health (NJDOH) received a Facility Reportable
Event (FRE), a document used by healthcare
facilities to report incidents to the NJDOH. The
FRE revealed a "Date of Event" |jjillll]. and a
"Time of Event" of 12:55 p.m. The FRE revealed
that a facility resident, Resident #3, was eating in
the and BECHEEEEEEN The
resident was assisted to another area in the
facility for privacy to be assessed by the nurse.

Resident #3 became ik - 2" IS

|n|t|ated and

I
called. Resident #3 was \N]SYOIGCEIPISRIINN by

the Emergency Medical Technicians (EMTs).

On 7/24/25 at 9:45 a.m., the surveyor interviewed
the Executive Director (ED) about thejjiEE
FRE. The surveyor requested copies of the
facility's incident report and the facility's
notification policy.

At 10:00 a.m., the surveyor reviewed the Medical
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Record (MR) of Resident #3 which revealed a

NJ Ex Order26.4B1
]
|
|

Review of a "Progress Note New (PNN)" dated
at 7:23 a.m. written by the Licensed
Practice Nurse (LPN) revealed that Resident #3

had J Ex Order26.4B1 upon
B 2nd was taking a RS

medication. Further review of the reS|dent s MR
revealed that there was no documented evidence
that the RN and the Physician were notified of

Resident #3's N\NISXOIGCEPIR=] .

At 12:30 p.m., during a second interview, when
the surveyor asked about the policy to notify the
RN and the Physician by facility staff when there
was a change in a resident's |

, the ED stated that the
facility does not have a "Notification" policy. She
continued to say that the facility's protocol was to
notify the RN and Physician when there was a
NJExOrder26.481 —  JCIEEINS
confirmed that the facility staff were not
reeducated on when to notify the RN or the
resident's Physician after the incident was
reported to the NJDOH on N -

In the same interview, the ED confirmed that an
incident report was not completed in the facility
internal event reporting system.

At 2:41 p.m., the surveyor reviewed a facility
training binder for staff to address training and
reeducation opportunities as they were needed.
The surveyor was not provided with any
documented evidence of any trammg or

reeducation completed after the incident.
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Surveyor review of an undated facility policy titled,
"Incident and Event Reporting ...Policy Number:
GEN-0025" revealed, "Procedure: ...7. The Team
Member who witnesses, discovers or who is
involved in the resident event/incident, will: ... c.
Enter the event in the [facility] internal event
reporting system ...12. The ED/designee will ...
institute appropriate measures to prevent similar
future situations...."

A 313 8:36-3.4(a)(4) Administration A313

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

4. Ensuring the provision of staff orientation
and staff education;

This REQUIREMENT is not met as evidenced
by:

Complaint #: NJO0188278

Based on interview and record review, it was
determined that the facility failed to provide staff
education and training on the notification of the
Registered Nurse (RN) and the Physician when

NJ Ex Order26.4B1 was noted,
including a [\NISYCIGEIPLRIE of 1 of 3 resident's

reviewed, Resident #3. This deficient practice
was evidenced by the following:

On 7/16/2025, the New Jersey Department of
Health (NJDOH) received a Facility Reportable
Event (FRE), a document used by healthcare
facilities to report incidents to the NJDOH. The
FRE revealed a "Date of Event" |jjiiiiill]. and a
"Time of Event" of 12:55 p.m. The FRE revealed
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that a faC|I|ty reS|dent Resident #3, was eatmg in
the BRI 2nd became il
resident was aSS|sted to another area in the

facility for privacy to be assessed by the nurse.
Resident #3 became ik 2" K
initiated an

I [
called. Resident #3 was \NIS4OIGCEIPISRIINN by

the Emergency Medical Technicians (EMTs).

On 7/24/25 at 10:00 a.m., the surveyor reviewed
the Medical Record (MR) of Resident #3 which

revealed a revealed a NNISEOIGEIF RN
]
I
|

At 11:03 a.m., the surveyor interviewed a facility
Licensed Practical Nurse (LPN), who stated that
she was notified by a facility Care Manager (CM)

that ReS|den #3 had \NE=X Older26 4Bl

LPN confirmed that this was a
Resident #3' s il She also stated that she
ReS|dent #3's [l out with [l and

In the same interview, when the surveyor asked
the LPN if she notified the RN or the Physician of
Resident #3's NEISYCIREIPIRLEN , she stated that
she didn't notify Resident #3's RN or Physician
because there was no further [iSSEEEE . Upon
further interview, the LPN stated that the RN and
Physician should have been notified of Resident

#3's NNISYOIGCEIPI RN .

At 12:30 p.m., during an interview with the
Executive Director (ED), when asked about staff
education and trainings after the |5 incident,
the ED stated that staff trainings were completed
upon hire and yearly using their online training
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systems, il and NNISCECICEPEREN. She

also stated that any additional trainings were
completed as needed and a sign in sheet with the
topic and staff signatures were placed in a binder
that was kept in the business office. The ED
confirmed that there was no additional staff
training completed regarding the procedure for
notification of an RN and the Physician when a

is observed,

including after Resident #3's NN ICIaRaE
incident on [@EEEEEE . Which was confirmed a

NJ Ex Order26.4B1 .

The facility did not ensure that the staff were
immediately trained to ensure changes in
conditions of all residents were reported to the
RN and the physician for timely interventions and
for the health safety of its residents.

On 7/29/25 at 3:12 p.m., during a post survey
telephone interview, the ED confirmed that she
was not aware of a written facility policy regarding
training and re-education of staff to address
re-training opportunities as they needed after an
incident.

8:36-4.1(a)(2) Resident Rights

(a) Each assisted living provider will post and
distribute a statement of resident rights for all
residents of assisted living residences,
comprehensive personal care homes, and
assisted living programs. Each resident is entitled
to the following rights:

2. The right to receive a level of care and
services that addresses the

resident's changing physical and
psychosocial status;

A313

A 357
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This REQUIREMENT is not met as evidenced

by:
Complaint #: NJ00188278

Based on interview, record review, and review of
pertinent facility documents, it was determined
that the facility failed to provide a resident with a
level of care and services that addressed

for 10f 3
residents reviewed, Resident #3. This deficient
practice was evidenced by the following:

On 7/16/2025, the New Jersey Department of
Health (NJDOH) received a Facility Reportable
Event (FRE), a document used by healthcare
facilities to report incidents to the NJDOH. The
FRE revealed a "Date of Event" |jjillll]. and a
"Time of Event" of 12:55 p.m. The FRE revealed
that a faC|I|ty reS|dent Resident #3, was eating in
the BRI and became [jiiillll§ The
resident was aSS|sted to another area in the
facility for privacy to be assessed by the nurse.
Resident #3 became Rk 2" i
initiated an

I
called. Resident #3 was [\NY =Yl EIPRA=N by

the Emergency Medical Technicians (EMTs).

On 7/24/25 at 10:00 a.m., the surveyor reviewed
the Medical Record (MR) of Resident #3 which

revealed a [ \NISEOIGEF NI
.

Review of a "Progress Note New (PNN)" dated
at 7:23 a.m. written by the Licensed

STATE FORM 6899 1M4D11 If continuation sheet 7 of 14
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Practice Nurse (LPN) revealed that Resident #3
gETINJ Ex Order 26.4B1 upon
wakening and was taking a |l
medication. Further review of the MR revealed
that there was no documented evidence that the
RN and the resident's Physician were notified of

Resident #3's N\NISXOIGCEPIR=] .

At 11:03 a.m. the surveyor interviewed a facility
LPN who stated that she was notified by a faC|I|ty
Care Manager (CM) that ReS|dent #3 had sl

stated that sheu Resident #3s e
with [l and the [N

In the same interview, the LPN stated that
Resident #3 told the LPN that [he/she] il
_ She stated Resident #3
was ' but [h|s/her] e oreerEe
wasn't any SR than [his/her] SN
I The LPN stated that she checked the
resident's vital signs that included [his/her] 8
I The LPN stated that
she did not report Resident #3's |,

to the Registered Nurse (RN) or
Resident #3's Physician as she dldn t think it was
anythmgm because the il had
but she should have notified them.

At 3:00 p.m., the surveyor reviewed a history and
physical exam in Resident #3's MR completed by
[h|s/her] PhyS|C|an W|th an appomtment date and

Resident #3 reported [he/she] h

_ Whenu or BEEE

the Physician documented Resident #3 had no

NJ Exec Order 26.4b1 uponm exam on ik

at 08:00 a.m.
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A 735

8:36-7.2(e)(1-5) Resident Assessments and Care
Plans

(e) Based on the health care assessment, a
written health service plan shall be developed.
The health service plan shall include, but not be
limited to, the following:

1. Orders for treatment or services,
medications, and diet, if needed;

2. The resident's needs and preferences for
himself or herself;

3. The specific goals of treatment or services,
if appropriate;

4. The time intervals at which the resident's
response to
treatment will be reviewed; and

5. The measures to be used to assess the
effects of treatment.

This REQUIREMENT is not met as evidenced
by:
Complaint#: NJ00188278

Based on interview, record review, and review of
pertinent facility documents, it was determined
that the facility failed to develop a Health Service
Plan (HSP) for 1 of 3 residents reviewed,
Resident #3. This deficient practice was
evidenced by the following:

On 7/16/2025, the New Jersey Department of

A 735
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Health (NJDOH) received a Facility Reportable
Event (FRE), a document used by healthcare
facilities to report incidents to the NJDOH The
FRE revealed a "Date of Event" |, and a
"Time of Event" of 12:55 p.m. The FRE revealed
that a facility resident, Resident #3, was eating in
the iy 2nd became il The
resident was assisted to another area in the
facility for privacy to be assessed by the nurse
Resident #3 became bk 2"d I
I - and
called. Resident #3 was by

the Emergency Medical Technicians (EMTSs).

On 7/24/25 at 10:00 a.m., the surveyor reviewed
the Medical Record (MR) of Resident #3 which

revealed a [ \NISEOICEPA NN
]

Review of a "Progress Note New (PNN)" dated
B at 7:23 a.m., written by the Licensed
Practice Nurse (LPN), revealed that Resident #3

had NJ Ex Order26.4B1 upon

i and was taking a R

medication.

Review of the Medication Administration Record
(MAR) for Resident #3 revealed that Resident

#3's Physician prescribe (N\NISYOIGEFNI=)]
|

[l to be given by mouth [N 2 day, related

to [his/her] [\N] rder26.4B1 with a

start date of]| and a discontinue date of

Continued review of Resident #3's MR revealed
that there was no documented evidence that a
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HSP was developed regarding |

She also stated

(LN)/designee in collaboration with the

comprehensive assessment...d. upon a
significant change in condition...."

Plans

condition of any resident to arrange for

intervention or medical care.

At 11:03 a.m., the surveyor interviewed a facility
Licensed Practical Nurse (LPN) who stated that
she was notified by a facility Care Manager (CM)

that ReS|dent #3 had \RE=SS Order26 4Bl

out W|th u and

with the LPN, she conﬂrmed that she was aware
that the RN and the Physician should have been

notified of Resident #3's NNISEOIGEIPIRIEN .

Surveyor review of an undated facility policy titled,
"Assessing and Evaluating Residents" which
revealed "Procedure: ...3. A Licensed Nurse

interdisciplinary team (IDT) shall complete a

AT779 8:36-7.5(c) Resident Assessments and Care ATT79
(c) The registered professional nurse shall be
called at the onset of iliness, injury or change in

assessment of the resident's nursing care needs
or medical needs and for needed nursing care

A735

that she
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This REQUIREMENT is not met as evidenced
by:

Complaint #: NJ00188278

Based on interview, and medical record review, it
was determined that the facility's Licensed
Practical Nurse (LPN) failed to notify the
Registered Nurse (RN) of a resident's [EEESEES
for 1 of 3 residents reviewed, Resident
#3. The deficient practice was evidenced by the
following:

On 7/24/25 at 10:00 a.m., the surveyor reviewed
the Medical Record (MR) of Resident #3 which

revealed a [ \NISEOIGEF NI

Rewew of a "Progress Note New (PNN)" dated
Bl ot 7:23 a.m., written by the LPN, revealed

that ReS|dent #3 had NJ Ex Order 26. 4Bl
S 2nd was taking a i

Il medication. Further review of the MR
revealed that there was no documented evidence

that the RN was notified of the resident's [N

At 11:03 a.m., the surveyor interviewed a facility

LPN who stated that she was notified by a faC|I|ty

Care Manager (CM) that ReS|dent #3 had i
upon RESEEEEER on the morning

Resident #3's [l She also stated
that shem ReS|ent #3's S

In the same interview, when the surveyor asked
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Continued From page 12
the LPN if she notified the RN of Resident #3's

, she stated that she didn't
not|fy the RN because there was no further

I . The LPN continued to say that she was
aware that the RN should have been notified of

Resident #3's NNISEOILE SN |

8:36-7.5(d) Resident Assessments and Care
Plans

(d) The resident's physician or the physician's
designee, that is, another physician or an
advanced practice nurse or physician assistant,
shall be notified by the licensed professional
nurse of any significant changes in the resident's
physical or cognitive/mental condition and any
intervention by the physician shall be recorded.

This REQUIREMENT is not met as evidenced
by:

Based on interview and medical record review, it
was determined that the facility's Licensed
Practical Nurse (LPN) failed to notify the
Physician of a resident's [NNISYCISEIFANEN for 1
of 3 residents reviewed, Resident #3. The
deficient practice was evidenced by the following:

On 7/24/25 at 10:00 a.m., the surveyor reviewed
the Medical Record (MR) of Resident #3 which

revealed a \NISEOICEPA NN
]

. Review of a "Progress Note
New (PNN)" dateu at 7:23 a.m. written by
the LPN, revealed that Resident #3 had
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was taking a e Medication. Further
review of the MR revealed that there was no
documented evidence that the Physician was

notified of the resident's NNISEOIGEI IR .

At 11:03 a.m., the surveyor interviewed a facility
LPN who stated that she was notified by a faC|I|ty
Care Manager (CM) that ReS|d nt #3 had i

N B the morning
of 7/13/25. The LPN conf med that this was a

[ Resident #3 s . She also stated

that she il | Resident #3's |l out with

In the same interview, when the surveyor asked
the LPN if she notified the Physician of Resident
#3's NNISYCICEIPNIEN , she stated that she
didn't notify Re5|dent #3 s Physician because
there was no further [fSSSSE . The LPN continued
to say that she was aware that the Physician
should have been notified of Resident #3's

NJ Ex Order26.4B1R
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Sunrise Senior Living

Plan of Correction

Name of Facility: Sunrise Senior Living of Marlboro
Address of Facility: 3A South Main Street

License number: 0L9278

Inspection date(s): 07/24/2025

Name and Title of Legal Entity: Sunrise Senior Living of Marlboro NJ

Representative Signing the Plan of Correction SRSl IRZERU S

Signature of Sunrise Representative

Date of Submission: 12/18/2025

A310, 8.36 -3.4 (a)(1) - Administration
Target Completion Date: 12/5/2025

1. Resident #\NE=ICIoROI(e (ISR On 7/14/25, Regional Director of

Resident Care and Executive Director conducted an immediate post-incident
clinical and administrative review of the resident’s medical record to assess lapses

in communication, documentation, and emergency response. The Licensed
Practical Nurse who failed to report th of the resident to the
and Registered Nurse and Primary Care Physician received a on
to report to the Registered Nurse and anary
Care Physician Wlt of residents. Written warning and re-
training was completed by Reglonal Director of Resident Care.

2. Allresidents in the community have the potential to be affected by this deficient
practice. Following the event, no other residents have been identified to have been
affected by the deficient practice. On 9/25/2025, the Resident Care
Director conducted an audit of incident reports from 7/18/2025 through 9/25/2025
to determine if the policy “Responding to Medical Emergencies” was adhered to. On




.8/25/2025 the Resident Care Director found that incidents that were reported in the
internal Patient Safety Work Product were in compliance with policy.

3. As of 9/1/2025 the Executive Director provided re-training to direct care staff,
including care managers, certified medication managers, and licensed practical
nurses on the community’s current policies for “Resident’s Rights”, “Responding to
Medical Emergencies”, “Incident and Event Reporting”, and “Individualized Service
Plans”, Training was concluded as of 9/25/25. These current policies address
incident reporting, Registered Nurse and Primary Care physician notification,
individualized service plans, and recognizing changes in condition and
assessments, and how to respond during a change in condition. During the survey,
the Executive Director inadvertently stated that the facility did not have a policy for
Registered Nurse and Primary Care Physician notification. The existing policy
“Responding to Medical Emergencies”, most recently updated as of 4/24/2025,
addresses reporting up to the Registered Nurse and Primary Care Physician during
any changes in condition. The Regional Director of Operations retrained the
Executive Director on 12/5/2025 to include that the existing “Responding to Medical
Emergencies” policy states the Registered Nurse and Primary Care physician will ba
notified of any changes to a resident:

. 4. This plan of cofrection to ensure compliance of “Resident’s Rights” and “Assessing
and Evaluating Residents” policies will be discussed and evaluated quarterly for 2
quarters by the Executive Director or designee and Coordinators at the Quality
Management (QAPI) meeting to verify it is still effective. If it is not effective, it will be
amended, and a new Plan of Correction and training will be implemented and
monitored to verify that the violations do not occur again. The QAPI meeting
discussion was initiated on 10/9/25 and will be reviewed for 2 quarters.

5, Target completion date: 12/5/2025
A313, 8.36 -3.4 (a)(4) - Administration
Target Completion Date: 9/25/2025

1. Resident #3\NESGCIROIG IR k1 On 7/14/25, Regional Director of

Resident Care and Executive Director conducted an immediate post-incident
clinical and administrative review of the resident’s medical record to assess lapses
in communication, documentation, and emergency responses. The Licensed

Practical Nurse, who failed to report the NEISCEISICEFEAN o f the resident,
received a |l 2"C Was port to the Registered
Nurse and Primary Care Physician with of residents. Written
warning and re-training was completed by Regional Director of Resident Care.

2. All residents in the community have the potential to be affected by this deficient
practice. Following the event, no other residents have been identified to have been
affected by the deficient practice. On 9/25/2025, the Resident Care Director




szonducted an audit of incident reports from 7/18/2025 through 9/25/2025 to
determine if the policy “Responding to Medical Emergencies” was adhered to, On
9/25/2025, the Resident Care Director found that incidents that were reported in the
internal Patient Safety Work Product were in compliance with the policy.

As of 8/1/2025 the Executive Director provided re-training to staff, including care
managers, certified medication managers, and licensed practical nurses on
facility’s policies for “Resident’s Rights”, “Responding to Medical Emergencies,”
“Incident and Event Reporting” and “Individualized Service Plan” which was
completed as of 9/25/25.

The Plan of Correction will be discussed and evaluated quarterly for 2 quarters by
the Executive Director or designee and Coordinators at the Quality Management
-{QAPI]) meeting to verify it is still effective. If not effective, it will be amended and a

new POC and training will be implemented and monitored to verify that the
violations do not occur again. The QAPI meeting initiated on 10/9/25 and will be
reviewed for 2 quarters.

5. Target completion date: 9/25/2025
A357, 8.36 -4.1 (a)(2) - Resident’s Rights
Completion Date: 9/25/2025

1.

R EX N J Exec Order 26.4b1 Regional Director of Resident Care and

Executive Director conducted an immediate post-incident clinical and
administrative review of the resident’s medical record to assess lapses in
communication, documentation, and emergency responses. The Licensed Practical
Nurse, who failed to report the EIECEESIEEIEEERIf the resident, received a

report to the Registered Nurse and
Primary Care Physician witH NSRS of residents. Written warning and
re-training was completed by Regional Director of Resident Care.

All residents in the community have the potential to be affected by this deficient
practice. Following the event, no other residents have been identified to have been
affected by the deficient practice. On 9/25/2025, The Resident Care Director
conducted an audit of incident reports from 7/18/2025 through 9/25/2025 to
determine if the policy “Responding to Medical Emergencies” was adhered to. On
9/25/2025, the Resident Care Director found that incidents that were reported in the
internal Patient Safety Work Product were in compliance with the potlicy.

As of 9/1/2025 the Executive Director provided re-training to staff, including care
managers, certified medication managers, and licensed practical nurses on
facility’s policies for “Resident’s Rights”, “Responding to Medical Emergencies,”




“Incident and Event Reporting”, and “Individualized Service Plan” which was

" completed as of 9/25/25. These current policies address incident reporting and
changes in condition reporting to the Registered Nurse and Primaty Care
Physicians.

4. This Plan of Correction to ensure compliance of “Resident’s Rights” will be
discussed and evaluated quarterly for 2 quarters by the Executive Director or
designee and Coordinators at the Quality Management (QAP!) meeting to verify
whether it is still effective. QAPI meeting initiated on 10/9/25 and will be reviewed
for 2 quarters.

5. Completion date: 9/25/2025
A 735, 8:36 - 7.2 (1-5)- Resident Assessments and Care Plans
Target Completion Date: 10/20/2025

1. Resident #3\RESCIOI [ETgrlc Rl okl Regional Director of Resident Care and
Executive Director conducted an immediate post-incident clinical and

administrative review of the resident’s medical record to assess lapses in
communication, documentation, and emergency responses. The Licensed Practical
Nurse who failed to report the] IRt the resident received a written
NSRS the Regional Director of Resident Care on 7/14/25 with
policy “Responding to Medical Emergencies” to include reporting to the Registered
Nurse and Primary Care Physician with changes in condition of residents. Written
warning and re-training was completed by Regional Director of Resident Care.

2. Allresidents in the community have the potential to be affected by this deficient
practice.

3. On 9/1/2025 the Executive Director initiated an in-servicing to care managers,
certified medication managers, and licensed practical nurses on facility’s policies
for “Resident’s Rights”, “Responding to Medical Emergencies,” “Incident and Event
Reporting”, and “Individualized Service Plan” which was completed as of 9/25/25,
These policies address incident reporting, reporting changes in condition to the
Registered Nurse and Primary Care Physician, service plans, and recognizing
changes in condition and assessmenits, and timely notification of changes in
condition, The Resident Care Director completed an audit for all current residents in
the facility to identify residents currently on anticoagulation therapy. This audit was
completed on 9/20/2025. The Resident Care Director also made care team aware of
the residents ourrently using anticoagulation therapy verbally on 9/25/25 for
Immediate action. The Resident Care Director reviewed current service plans for
residents who have been identified as receiving anticoagulation therapy and
ensured that their care plans have been updated with interventions. These updates




/weré completed on 9/20/25. Registered Nurse was educated on contacting the

" Primary Care Physician for changes of condition of a resident. This education was
completed by Executive Director on 9/25/25. Residents that are currently on an
anticoagulant that may cause serious side effects have service plan updates. The
Registered Nurse is instructed to notify the physician of potential
bleeding/coagulation issues in a timely manner. The Registered Nurse is instructed
to notify the resident and the resident’s POA of the situation and explain what the
next steps to take are (as provided by the physician) in a timely manner. This
instruction was communicated by the Executive Director and Regional Director of
Resident Care to the Registered Nurse on 9/25/25.

4, The Resident Care Director ran an audit from facility’s pharmacy to identify
residents on anticoagulation therapy that may cause serious side effects. This audit
was initiated on 9/20/2025 and was performed weekly x 2 weeks then monthly x1
month with a completion date of 10/20/25 and as needed to ensure service plans
reflect current treatment and interventions for existing and new residents. Residents
who have been identified will be reviewed quarterly at QAPI mestings for 2
quarters.

5. Target completion date: 10/20/2025
A 779, 8:36 - 7.5 (C) Resident Assessments and Care Plans
Target Completion Date: 10/20/2025

1. Resident #3 [NNESGCIROI{s SRR N MR ccional Director of Resident Care and

Executive Director conducted an immediate post-incident clinical and
administrative review of the resident’s medical record to assess lapses in
communication, documentation, and emergency responses. The Licensed Practical
Nurse who failed to report thof the resident received a written

the Regional Director of Resident Care an 7/14/25 with
policy “Responding to Medical Emergencies” to include reporting to the Registered
Nurse and primary care physician with JEIESCCESIEEIEERER of residents. '

2. Allresidents in the community have the potential to be affected by this deficient
practice. Changes of conditions will be reported to the Registered nurse promptly as
well as reported to the Primary Care Physician. The Resident Care Director
completed an audit from facility’s pharmacy to identify residents on anticoagulation
therapy. This audit was initiated on 9/20/2025. The Resident Care Director made
care team aware of the residents currently using anticoagulation therapy verbally on
9/25/25.

3. AnAudit was conducted by the Resident Care Director for residents receiving
anticoagulant therapy. This audit was completed on 9/20/25 and was performed




/week'ly x2 weeks then monthly x1 month with a completion date of 10/20/2025, No

"other residents were identified as having delayed or undocumented notification of
changes during the audit. Resident Care Director made care team aware of the
residents currently using anticoagulation therapy verbally on 9/25/25. The Resident
Care Director reviewed service plans for residents who have been identified as
receiving anticoagulation therapy and ensured interventions were in place. This
review was completed on 9/20/2025. As of 9/1/2025 the Executive Director provided
an in-service to care managers, certified medication managers, and licensed
practical hurses on community’s policies for “Resident’s Rights”, “Responding to
Medical Emergencies,” “Incident and Event Reporting,” and “Individualized Service
Plans” which was completed as of 9/25/25. These policies address incident
reporting, RN/MD notification, service plans, and recognizing changes in condition
and assessments, and timely notification of changes in condition.

4. Audits of the sarvice plans of residents receiving anticoagulation therapy was
initiated by Resident Care Director on 9/20/2025 with a compleation date of
10/20/25. The Plan of Correction and monitoring results will be reviewed and
evaluated by the ED and coordinators at the Quality Management (Quality
Assurance and Performance Improvement/QAPI) meeting for 2 quarters.,

5. Target completion date: 10/20/2025

A 781, 8:36 - 7.5 (D) Resident Assessimenis and Care Plans
Target Completion Date: 12/26/2025

1. Resident #3NNES RO [SIASRANN R cional Director of Resident Care and
Executive Director conducted an immediate post-incident clinical and
administrative review of the resident’s medical record to assess lapses in

commupnication, documentation, and emergency responses. The Licensed Practical
Nurse who failed to report theof the residents received a

N e IR N o the Regional Director of Resident Care on
7/14/25 with policy “Responding to Medical Emergencies” to include reporting to

the Registered Nurse and Primary Care Physician with NEIECEECICEIEERER of
residents.

+

2. Allresidents in the community have the potential to be affected by this deficiént
practice. All changes of conditions will be reported to the Primary Care Physician
following a change of condition to residents.




3. No otherresidents were identified as having delayed or undocumented notification
of condition changes. An internal audit was conducted on 9/25/25 by the Resident
Care Director of all significant events from 7/18/25 - 8/25/25 to ensure Registered
Nurse, Primary Care Physician, and responsible party were notified of event.
Licensed Practical Nurse who failed to notify the Registered Nurse regarding the
resident’s change of condition has received a documented write up on 7/17/25.
Regional Director of Resident Care retrained the Licensed Practical Nurse on
7/14/25 to include reporting changes of condition of a resident to the Registered
Nurse and Primary Care Physician, As of 9/1/2025 the Executive Director provided
re-training to care staff, including care managers, certified medication managers,
and licensed practical nurses on facility's policies for “Resident’s Rights”,
“Responding to Medical Emergencies,” and “Individualized Service Plan” which was
completed as of 9/25/25. For clarification, the audit was completed as of 9/25/25
and the re-training included notification of MD.

4, Resident Care Director or designee will review “Responding to Medical
Emergencies” policy with Registered Nurse, Medication Care Managers, and
Licensed Practical Nurses in the community monthly x3 months, which was
initiated on 9/1/25 by Executive Director with a completion date of 12/26/25 and as
needed, as well as reviewed quarterly at QAP| meetings for 2 quarters, The policy
“Responding to Medical Emergencies” includes notification by the Licensed
Practical Nurse/Team Member to the physician/healthcare practitioner, responsible
party and any other state/province required documentation/notification. QAPI
meeting initiated on 10/9/25 and will be reviewed for 2 quarters.

5. Target completion date: 12/26/2025
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