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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint

COMPLAINT #:  NJ00162319

CENSUS:  104

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 563 8:36-5.10(a)(2) General Requirements

(a) The facility shall notify the Division of Health 

Facility Survey and Field Operations immediately 

by telephone at (609) 633-9034 (609) 392-2020 if 

after business hours, followed within 72 hours by 

written confirmation, of the following:

2. Any major occurrence or incident of an 

unusual nature, including, but not 

limited to, all fires, disasters, any elopements; 

and all deaths resulting from accidents 

or incidents in the facility or related to facility 

services. Reports of such incidents shall 

contain information about injuries to residents 

and/or personnel, disruption of services, and 

 A 563
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 A 563Continued From page 1 A 563

extent of damages;

This REQUIREMENT  is not met as evidenced 

by:

NJ00162319

Based on interview and record review, it was 

determined that the facility failed to immediately 

report a medication error to the Department of 

Health (DOH) which resulted in a medication 

 and hospitalization for 1 of 3 residents, 

Resident #2. This deficient practice was 

evidenced by the following:

On 3/15/23 at 12:35 p.m., the surveyor reviewed 

Resident #2's Medical Record (MR). According to 

the "Resident Face Sheet Profile," Resident #2 

moved into the facility on  with diagnoses 

which included  (

 

. 

During review of the MR, the surveyor identified 

documentation in the "Progress Notes" dated 

 which indicated the Resident Care 

Director (RCD) documented [Resident #2] with 

"c/o [complaints of]  and 

.Vital signs [were] taken (clinical 

measurements) and [Resident #2's  

." Resident #2 on  was "given 

 (  
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 A 963Continued From page 3 A 963

 A 963 8:36-11.5(f) Pharmaceutical Services

(f) Medications shall be accurately administered 

and documented by properly authorized 

individuals, in accordance with prescribed orders.

This REQUIREMENT  is not met as evidenced 

by:

 A 963

NJ00162319

Based on interview and record review, it was 

determined that the facility failed to ensure that 

medication was accurately administered by the 

Certified Medication Aide (CMA) according to 

prescribers' orders for 1 of 3 residents, Resident 

#2. This deficient practice was evidenced by the 

following:

On 3/15/23 at 12:35 p.m., the surveyor reviewed 

Resident #2's Medical Record (MR) and 

according to the "Resident Face Sheet Profile" 

Resident #2 moved into the facility on  

with diagnoses which included  

  

 

During review of the MR, the surveyor identified 

"Progress Notes" (PN) dated , written by 

the Resident Care Director (RCD) which showed 

on  Resident #2 had "c/o [complaints of] 

." In addition, the 

RCD documented "Vital signs (clinical 

measurements) [were] taken and [a  

." Also on , according to the PN's 

documented by the RCD dated , Resident 
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 A 963Continued From page 4 A 963

#2 was "given  

( ) @ [at] 7:30 am 

[a.m.] despite not having an order stating to do 

so. Nursing staff proceeded to attempt to  

[Resident #2's  [with] 

...under the 

supervision of APN (Advanced Nurse 

Practitioner) [and] it was decided to send 

[Resident #2] to ER [Emergency Room] as  

would not stabilize."

The surveyor next reviewed the APN's "Visit 

Note" dated , which showed Resident #2 

was assessed "because [Resident #2] received 

. Diagnoses  

): Per nursing patient [Resident 

#2] received  this 

morning...transferred to the ED [Emergency 

Department]." 

On 3/15/23 at 1:00 p.m., the surveyor reviewed 

Resident #2's  Medication 

Administration Record (MAR) which showed 

Resident #2 was to be given  

as 

directed  four times a day 

before meals and at bedtime. According to the 

MAR, on  at 7:30 a.m., the Certified 

Medication Aide (CMA) documented a  

 and the amount of  

documented as given was   In addition, the 

surveyor reviewed Resident #2's  

"Physician Orders" which also indicated 

according to Resident #2's  

 was to be administered to Resident #2 for 

a  range of "  give 

On 3/15/23 at 2:15 p.m., the surveyor interviewed 

the CMA who performed medication 

administration on  to Resident #2 and 
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 A 963Continued From page 6 A 963

#2's Hospital "AFTER VISIT SUMMARY" which 

listed an "initial encounter [of ]  - ." 

The "Discharge Information" showed Resident #2 

was "admitted for  after being 

 administered  at 

facility." Resident #2 "received  

as inpatient. ) levels back to 

baseline."

On 3/15/23 at 3:00 p.m., the surveyor reviewed 

the facility policy and procedure titled "Medication 

Errors" and listed under "Policy... A medication 

error is any preventable event that may cause or 

lead to inappropriate medication use or resident 

harm, while the medication is in the control of the 

health care professional... Procedure: Wrong 

dose - any medication given at a dose not 

ordered by the physician. ..."

The facility failed to ensure that Resident #2 

received the prescribed  dose as written on 

the Physician orders and the MAR which caused 

Resident #2 to be hospitalized from  to 

 for .
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