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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint

COMPLAINT #:  NJ00171330

CENSUS:  79 

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#:  NJ00171330

Based on interview and record review, it was 

determined that the facility failed to follow its 

policy and procedures titled, "Care Plan/Service 

Plan" and "Change in a Resident's  

" for 2 of 3 residents reviewed, Residents 

#1 and #2. This deficient practice was evidenced 

by the following:

On 3/15/24 at 12:45 p.m., the surveyor reviewed 

the medical record (MR) of Resident #1 which 

revealed the resident moved into the facility on 

with diagnoses that included  

 

According to the resident's  

assessment dated , the resident had a 

 on the 

following dates:   -  

 

During review of Resident #1's MR, the surveyor 

identified the resident's Service Plan (SP) which 

did not include  or 

interventions.

At 1:20 p.m., the surveyor reviewed the MR of 

Resident #2 who was admitted to the facility on 

 and  with diagnoses 

 

. According to the "Progress Notes 

(PN)," the resident ,  

 and . During 

review of Resident #2's MR, the surveyor 

identified the resident's SP which did not include 
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 A 310Continued From page 2 A 310

 or interventions.

Additional review of Resident #2's PN, revealed 

on , status  the resident  

. Also on 

 the surveyor observed documentation in 

the PN which revealed the resident  

. 

Upon continued review of the PN, the surveyor 

did not identify any documentation in the 

resident's  and  PN that 

indicated the resident's Power of Attorney (POA) 

was made aware of the resident's  

At 3:10 p.m., the surveyor interviewed the 

Resident Care Director (RCD) in the presence of 

the Executive Director (ED) regarding Resident 

#1 and Resident #2's SP  

 The RCD acknowledged that the SPs 

were not updated with  and interventions. 

Additionally, the surveyor interviewed the RCD 

regarding Resident #2's POA being notified of the 

 

. The RCD stated  

 and documented in the MR.  

The surveyor reviewed the facility policy and 

procedure titled, "Care Plan/Service Plan" which 

indicated, "Policy: Care plans/service plans will be 

completed upon admission, as per State 

requirements, and upon significant change."

The surveyor also reviewed the facility policy and 

procedure titled, "Change in a Resident's 

Condition or Status" which revealed, "Our facility 

shall promptly notify the residents ... DPOA 

[Designated Power of Attorney] ...of changes in 

the resident's medical/mental condition and/or 

status ..."
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 A 310Continued From page 3 A 310

References: 8:36-7.3(a) and 8:36-5.15(b)

 A 615 8:36-5.15(b) General Requirements

(b) Notification of any occurrence noted in (a) 

above shall be documented in the resident's 

record. The documentation with regard to an 

occurrence noted in (a)4 above shall include 

confirmation and written documentation of that 

notification.

This REQUIREMENT  is not met as evidenced 

by:

 A 615

Complaint #:  NJ00171330

Based on interview and record review, it was 

determined that the facility failed to notify a Power 

of Attorney (POA) of  and  

 for 1 of 3 residents 

reviewed, Resident #2. This deficient practice 

was evident by the following:

On 3/15/24 at 1:20 p.m., the surveyor reviewed 

Resident #2's Medical Record (MR) who was 

admitted to the facility on  and  

on  with diagnoses of  

and . 

During surveyor review of the MR, the surveyor 

observed "Progress Notes (PN)" dated  

at 1:21 p.m., written by a Certified Medication 

Aide (CMA) which revealed, Resident #2 was 

"S/p [status post]  

." At 10:17 p.m., a 

Licensed Practical Nurse (LPN) documented "S/P 

[status post] , ... 

noted ." On  
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 A 615Continued From page 4 A 615

at 5:08 p.m., a LPN documented "A call was 

placed to MD [Medical Doctor] via RCD [Resident 

Care Director] New order received from MD due 

to  to  to  

 

. ..." 

Upon continued review of the PN, the surveyor 

did not identify documented evidence in the 

resident's PN that indicated the resident's POA 

was made aware of the resident's  and 

,  

when the family was eventually notified of the 

At 3:10 p.m., the surveyor interviewed the RCD 

regarding the notification of the resident's POA. 

The RCD acknowledged that the POA was not 

notified and confirmed the POA should have been 

notified and documented in the MR. 

At 4:30 p.m., the surveyor reviewed the facility 

policy and procedure titled, "Change in a 

Resident's Condition or Status" which indicated, 

"Our facility shall promptly notify the residents 

...DPOA [Designated Power of Attorney] ...of 

changes in the resident's medical/mental 

condition and/or status ..."

 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 5 A 749

This REQUIREMENT  is not met as evidenced 

by:

Complaint #:  NJ00171330

 

Based on interview and record review, it was 

determined that the facility failed to ensure the 

General Service Plan (GSP) was updated to 

include the  with specific interventions 

to , and the use of wheelchair for 3 of 

3 residents reviewed. Residents #1, #2, and  #3 

as evidenced by the following:

On 3/15/24 at 12:45 p.m., the surveyor reviewed 

Resident #1's Medical Record (MR) which 

revealed the resident moved into the facility on 

 with diagnoses which included  

 

According to the  "Assessment, "the 

resident used a manual  and required 

 Additionally, 

the resident's "Assessment" indicated Resident 

#1 .

The Progress Notes (PN) dated  at 10:14 

p.m., written by a Licensed Practical Nurse (LPN) 

revealed,

."

The PN dated at 1:29 p.m., written by a 

Certified Medication Aide (CMA) indicated, 

"Resident [stated] 

 

"

The PN note dated  at 2:47 p.m., by a 

CMA revealed, "Resident  
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 A 749Continued From page 6 A 749

, and at 

8:10 p.m., the LPN documented "aide told 

[Resident #1 she would] help to get [the resident] 

ready for bed and to call when ready. [Resident 

#1] replied . After 5 minutes the 

[resident] called, the aide responded and found 

[the resident]  

 ..."

The PN dated at 9:16 p.m., by a LPN 

documented, "Resident . 

..  

 ..."

The PN dated  at 3:22 p.m., by a LPN 

documented,  

 

 

.

The PN dated  at 5:28 p.m., a Registered 

Nurse (RN) documented,  

."

The PN dated  at 6:07 a.m., a CMA 

documented,  

 ..."

The PN dated  at 11:00 a.m., a Nurse 

Practitioner (NP) documented the resident was 

seen for  

  

 

 ..."

The PN dated  at 8:16 p.m., a LPN 

documented, [Resident #1]  

[the resident] to 

bed. [Resident #1] stated he/she  to  
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 A 749Continued From page 7 A 749

 in the fridge. [Resident #1's] 

. [The 

resident] . ..." On  

at 3:04 p.m., a CMA documented in the PN the 

"

] 

." The LPN also 

documented on  at 4:26 p.m.  

During surveyor review of Resident #1's MR, the 

surveyor observed the resident's "Service Plan 

(SP)" which did not include  

 On 3/15/24 at 1:20 p.m., the surveyor reviewed 

the MR of Resident #2 who moved into the facility 

on  and was discharged from the facility on 

 with diagnoses of  

and . According to the residents 

SP dated , Resident #2  

 Additional 

surveyor review of the resident's MR, revealed 

the resident . The surveyor 

also observed in the MR, that Resident #2 had a 

Physician order for  dated  

. 

The PN dated  at 8:28 p.m., a CMA 

documented "[Resident #2 was] found  

, [with]  

 

. ..."

The PN dated  at 1:21 p.m., a CMA 

documented the resident was  

 According to the 

facility's document, " 
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 A 749Continued From page 8 A 749

dated , Resident #2 was  on 

the  in the  

 

The PN dated  at 1:23 p.m., a CMA 

documented the resident's  

  

..."

During surveyor review of Resident #2's SP, the 

surveyor observed the resident's SP dated 

  

. The surveyor also 

did not observe any preferences or guidelines for 

resident  on the SP.

 On 3 /15/24 at 1:50 p.m., the surveyor reviewed 

the MR of Resident #3 who moved into the facility 

on and  on  with 

diagnoses of . 

According to the resident's SP dated , 

the  

 

 

The PN dated  at 5:19 p.m., a LPN 

documented,  

around 4:12 p.m.,  

..."

During MR review, the surveyor observed 

Resident #3  

 

On 3/15/24 at 3:10 p.m., the surveyor interviewed 

the Resident Care Director (RCD) in the presence 

of the Executive Director (ED) regarding SP 

updates to include  and interventions. The 
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 A 749Continued From page 9 A 749

RCD acknowledged that  and 

interventions were not included on the residents' 

Service Plans. 

The surveyor also interviewed the RCD and the 

ED regarding Resident #2's and 

 The ED and the RCD both 

stated that the facility was not responsible for 

residents' personal equipment. Additionally, the 

RCD stated that Resident #2  

 but  

Further, the surveyor interviewed 

the Assistant RCD who stated Resident #2 

, but at the requests of the 

resident the . 

On 3/15/24 at 5:00 p.m., the surveyor reviewed 

the facility policy and procedure titled, " Care 

Plan/Service Plan" which indicated "... Care 

plans/service plans will be completed upon 

admission, as per State requirements, and upon 

significant change."
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PROVIDER'S PLAN OF CORRECTION
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CROSS-REFERENCED TO THE APPROPRIATE 
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COMPLETE
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{A 000} Initial Comments

Initial Comments:

{A 000}

TYPE OF SURVEY:  Complaint

COMPLAINT #:  NJ00171330

CENSUS:  79 

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.
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This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such 

corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC provision number and the 

identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey 

report form).
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Y5
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Y4
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Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  A0310 Correction

Reg. #
8:36-3.4(a)(1)
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LSC 05/15/2024

ID Prefix  A0615 Correction

Reg. #
8:36-5.15(b)

Completed 

LSC 05/15/2024

ID Prefix  A0749 Correction
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8:36-7.3(a)

Completed 

LSC 05/15/2024
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TITLE DATE

DATE
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UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/15/2024
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