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Initial Comments

Initial Comments:
TYPE OF SURVEY: Complaint

COMPLAINT #: NJ 00156764
CENSUS: 82
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.

8:36-15.6(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:
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Complaint #: NJ 00156764

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
documented evidence that the facility's
Registered Nurse (RN) was notified of resident's
change in condition for 1 of 3 residents reviewed,
Resident #2. This deficient practice was
evidenced by the following:

On 8/11/22 at 9:40 a.m., during tour of the

unit, the surveyor observed
Resident #2 at a table eating breakfast. The
surveyor was not able to interview the resident

IRe]\J ex order 26.4b1

At 11:50 a.m., the surveyor reviewed Resident
#2's medical record and according to the
"Resident Face Sheet," the resident moved into
the community on RRIEERIEREE \ith diagnoses

which included [NEEY QeI (s [SI@A Rl o)1

During surveyor review of the electronic progress
note provided by a Licensed Practical Nurse
(LPN) dated @SSl at 2:31 p.m. written by an
LPN revealed, [NNES (e [ST@2A R o X1

Request sent to Dr ...
NJ Exec Order 26.4b1]

[doctor] office for resident to have

The progress note dated il M at 12:33 p.m.,
written by the same LPN, revealed that Resident
2N ex order 26.4b1

at 3:41 p.m. [NNEYEe]fs [SIgAs Rt o X1
The LPN documented that on
Bl the resident returned from the ER and
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was started on NJ Exec Order 26.4b1 by mouth

twice daily for 7 days.

The progress note datecSEM at 12:27 p.m. by
the above LPN revealed, "Spoke with resident's
daughter this mornlng, she stated Dr will be

" fper ...

[resident's daughter request]."

At 12 30 p m., the surveyor interviewed the LPN

that she could not recall if she followed up with
the physician or not stating, "l was the only
nurse." The LPN explalned that Resident #2 was

During continued interview, the surveyor inquired
if the LPN notified the facility's Registered Nurse

(RN) regarding Resident #2's [EESSCICETIRTN

The LPN stated that the facility had two agency
RNs, and both were notified. There was no
documented evidence that the RNs were notified

RN J ex order 26.4b1

At 1:35 p.m., the surveyor interviewed the
Director of Nursing (DON) regarding the ||l

request. The DON stated that she was
new to the facility and acknowledged that there
was an issue with documentation and which was
addressed.

Further review of Resident #2's medical record,
failed to provide documented evidence to confirm
that the facility's licensed staff followed up with

the physician regarding the“ that was

A1073
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requested on untiI. Additionally,

there was no documented evidence that the RNs

were notified of the [NREEXGoILe (s @PAs R X1
g0 o]
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THE 1979 Route 70 East

RESIDENCE L = W

at Cherry Hill

8:36-15.6(b) Resident Records

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.

1. How the corrective action will be accomplished for those residents found to have been
affected by the deficient practice.

Resident #2: Resident (NNECY el fe[ST@iCR N IR Th il dered during hospital stay
i continued at community as ordered upon discharge from hospital.

NJ ex order 26.4b1

2. How the facility will identify other residents having the potential to be affected by the same
deficient practice.

All residents have the potential to be affected by this deficient practice.

'3./ What measures will be put into place or systemic chaﬂ.gel made to ensure that the deficient
practice will not recur.

1.Daily Nursing Documentation form/tickler system was created for the purpose of proper
follow up and documentation by nursing staff.

2. Training with LPNs on use of Daily Nursing Documentation form/Tickler.

3. Training with LPNs on RN notification of resident change in condition.

4. Resident will be added to the Weekly Tracker Meeting

4. How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.

RN will conduct training on Daily Nursing Documentation form/tickler, RN notification of change
in condition during orientation and annually with LPNs. RN, ED or designee will conduct random
documentation audit weekly. Audit will be brought to monthly QA meeting. Residents will be

added to the Weekly Tracker Meeting and will remain until the issue is resolved. A

Completion Date: 9/16/22

preete’ C@%\W(W

Assisted Living | Reflections Memory Care

www.residencecherryhill.com
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