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 A 000 Initial Comments

Initial Comments:

 A 000

COMPLAINT #: NJ00183957 and NJ00188941
CENSUS: 60
SAMPLE SIZE: 8

TYPE OF SURVEY: Standard Survey of 90 
residential units

The facility is not in substantial compliance with 
all 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.

CENSUS: 59

A Life Safety Code Survey was conducted by the 
State Agency on 11/03/2025. The facility was not 
in substantial compliance with New Jersey 
Administrative Code, Chapter 8:36, Standards for 
Licensure of Assisted Living Residences, 
Comprehensive Personal Care Homes, and 
Assisted Living Programs.

 

 A 935 8:36-11.4(b) Pharmaceutical Services

(b) All medications shall be administered by 
qualified personnel in accordance with prescriber 
orders, facility or program policy, manufacturer's 
requirements, cautionary or accessory warnings, 
and all Federal and State laws and regulations.

 A 935

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

01/05/26
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 A 935Continued From page 1 A 935

This REQUIREMENT  is not met as evidenced 
by:
Based on observation, interview, record review, 
facility document review, and review of 
manufacturer's guidelines, the facility failed to 
ensure nursing staff administered  in 
accordance with manufacturer's guidelines. 
Specifically, Licensed Practical Nurse (LPN) #2 
failed to  prior to administration 
of  for 2 (Resident #7 and Resident #8) of 5 
residents observed during medication 
administration.

Findings included:
 
LPN #2's competency evaluation titled, 
"Demonstrate Proper  with  
dated 10/01/2025, revealed, "7. Prime  with 2 
units or as instructed by RN [Registered Nurse]." 
The competency evaluation revealed LPN #2 
received an "acceptable" rating during an 
observation by the Director of Nursing (DON).

A resident demographic record indicated the 
facility admitted Resident #7 on . 
According to the demographic record, the 
resident had a medical history that included a 
diagnosis of . 

Resident #7's "Individual Service Plan," dated 
, included an undated goal that 
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 A 935Continued From page 2 A 935

indicated the resident would receive necessary 
care to manage  Interventions directed 
staff to provide assistance with  
and  as prescribed. 

Resident #7's "Current Medications" report for the 
timeframe from  through  
included an order started on for 

  
 three times a day. 

During an observation of medication 
administration for Resident #7 on at 
11:02 AM, LPN #2 removed Resident #7's  

 from the medication cart, cleansed 
the top of the  with alcohol, applied a 

 to the  of the  and  the  
. LPN #2 then administered 

the  to the resident. LPN #2 did not  
the  of the  prior to 
administration of the  to Resident #7. 

The manufacturer's guidelines for Resident #7's 
 pen, titled,  

" revealed, "Before each 
 small amounts of air may collect in the 

cartridge during normal use. To avoid  
and to ensure proper dosing: E. Turn the dose 
selector to select 2 units (see diagram E). F. Hold 
your  with the  pointing 
up. Tap the cartridge gently with your finger a few 
times to make any air bubbles collect at the top of 
the cartridge (see diagram F). G. Keep the  
pointing upwards, press the push-button all the 
way in (see diagram G). The dose selector 
returns to 0. A drop of  should appear at 
the . If not, change the  and 
repeat the procedure no more than 6 times."

A resident demographic record indicated the 
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 A 935Continued From page 3 A 935

facility admitted Resident #8 on  
According to the demographic record, the 
resident had a medical history that included a 
diagnosis of . 
Resident #8's "Individual Service Plan," dated 

, included an undated goal that 
indicated the resident would receive necessary 
care to manage  Interventions directed 
staff to provide assistance with  
and  as prescribed. 
Resident #8's "Current Medications" report for the 
timeframe from  
included an order started on for  

 
 twice a day. 

During an observation of medication 
administration for Resident #8 on  at 
11:18 AM, LPN #2 removed Resident #8's  

from the medication cart, cleansed 
the top of the  with alcohol, applied a 

 to the  of the  and  the  
. LPN #2 then administered the 

 to the resident. LPN #2 did not prime the 
 of the  prior to administration of 

the  to Resident #8.

The manufacturer's guidelines for Resident #8's 
, titled,  

" revealed, "Priming your 
: Step 7: Turn the dose 

selector to select 2 units (See Figure H). Step 8: 
Hold the  with the  pointing up. Tap the 
top of the  gently to let any air bubbles rise to 
the top (See Figure I). Step 9: Hold the  with 
the  pointing up. Press and hold in the 
dose button until the dose counter shows "0.' The 
'0' must line up with the dose pointer. A drop of 

 should be seen at the needle tip (See 
Figure J). If you do not see a drop of  
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 A 935Continued From page 4 A 935

repeat steps 7 to 9, no more than 6 times. If you 
still do not see a drop of  change the 

 and repeat steps 7 to 9."

During an interview on 10/31/2025 at 11:23 AM, 
LPN #2 stated she was not aware that an  

 needed to be  prior to administering 
 to a resident 

During an interview on 10/31/2025 at 2:51 PM, 
the DON stated they conducted quarterly 
observations of medication administration. The 
DON stated she would expect the staff 
administering  via a  to  the  
with  prior to administering the 

 

During an interview on 10/31/2025 at 3:28 PM, 
the Executive Director stated she would expect 
staff who administered medications to follow what 
was taught during their competency training, and 
she would expect staff to  
before administration.

 A1041 8:36-14.3(a) Emergency Services and 
Procedures

(a) The facility shall conduct at least one drill of 
the emergency plans every month. The 12 drills 
shall be conducted on a rotating basis, to ensure 
that four drills occur during each working shift on 
an annual basis. The facility shall maintain 
documentation of all drills, including the date, 
hour, description of the drill, participating staff, 
and signature of the person in charge. In addition 
to drills for emergencies due to fire, the facility 
shall conduct at least one drill per year for 
emergencies due to a disaster other than fire, 
such as storm, flood, other natural disaster, bomb 

 A1041
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 A1041Continued From page 5 A1041

threat, or nuclear accident (a total of 12 drills). All 
staff shall participate in at least one drill annually, 
and selected residents may participate in drills.

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and facility document and 
policy review, the facility failed to conduct monthly 
fire drills for 3 of 12 months reviewed and failed to 
ensure complete documentation of the drills to 
include the time and description of the drill.

Findings included:

An undated facility policy titled, "[Corporate 
Name] Fire Drill Policy and Procedure" indicated, 
"The purpose of this policy is to ensure the safety 
of all residents, staff, and visitors by maintaining 
readiness and preparedness in the event of a fire 
emergency." The policy continued, "[Corporate 
name] is committed to conducting fire drills on a 
monthly basis in compliance with state and local 
regulations. Fire drills will be conducted on a 
rotating shift schedule to ensure that all shifts 
(Day, Evening, and Overnight) receive annual 
training and experience in proper fire response 
and evacuation procedures." 

Facility documents titled, "Training/In-Service 
Documentation" revealed fire drills were 
conducted on the following dates: 02/27/2025, 
03/12/2025, 04/30/2025, 05/19/2025, 06/20/2025, 
07/18/2025, 08/07/2025, 09/27/2025, and 
10/15/2025. The documents revealed no 
evidence of the time of the drill or description of 
the drill. There was no evidence to indicate which 
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 A1041Continued From page 6 A1041

shift schedule (Day, Evening, or Overnight) the 
fire drills were conducted. There was no 
documented evidence of the staff in charge of the 
drill on 02/27/2025, 07/18/2025, or on 
10/15/2025. There was no evidence of fire drills 
conducted for the months of November 2024, 
December 2024, and January 2025.

During an interview on 11/03/2025 at 1:38 PM, 
the Director of Maintenance (DOM) 
acknowledged that there was no evidence a fire 
drill was conducted during the months of 
November 2024, December 2024, and January 
2025. He stated that the fire drill documentation 
that was completed on 02/27/2025, 03/12/2025, 
04/30/2025, 05/19/2025, 06/20/2025, 07/18/2025, 
08/07/2025, 09/27/2025, and 10/15/2025 did not 
have the hour the drill was completed or a 
description of the fire drill. He stated that there 
was no signature of the staff in charge of the drill 
on 02/27/2025, 07/18/2025, or 10/15/2025. He 
stated he was aware of the life safety code 
requirement to conduct monthly fire drills. The 
DOM stated he was not aware of the 
requirements to include the description of the fire 
drill, the time the drill was conducted, and the 
signature of the staff in charge. He stated he 
expected fire drills to be completed monthly and 
to have complete documentation of the fire drills. 

During an interview on 11/03/2025 at 2:16 PM, 
the Executive Director (ED) stated there was no 
evidence that fire drills were conducted during the 
months of November 2024, December 2024, and 
January 2025. She stated the fire drill 
documentation did not contain the time the drill 
was conducted or a description of the fire drill on 
02/27/2025, 03/12/2025, 04/30/2025, 05/19/2025,  
06/20/2025, 07/18/2025, 08/07/2025, 09/27/2025, 
or 10/15/2025. She stated that the fire drills 
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 A1041Continued From page 7 A1041

lacked the signature of the person in charge of 
the drill on 02/27/2025, 07/18/2025, and 
10/15/2025. The ED stated she expected fire 
drills to be conducted monthly and to have all the 
required evidence of information documented, 
including the time the fire drill was conducted, the 
description of the fire drill, and the signature of 
the staff in charge of the fire drill.

 A1249 8:36-17.7 
Housekeeping-Sanitation-Safety-Maintenance

The building and grounds shall be well 
maintained at all times. The interior and exterior 
of the building shall be kept in good condition to 
ensure an attractive appearance, provide a 
pleasant atmosphere, and safeguard against 
deterioration. The building and grounds shall be 
kept free from fire hazards and other hazards to 
resident's health and safety.

This REQUIREMENT  is not met as evidenced 
by:

 A1249

Based on interview and facility document review, 
the facility failed to exercise their emergency 
generator monthly under load for at least 30 
minutes according to National Fire Protection 
Association (NFPA) 110, Standard for Emergency 
and Standby Power Systems, for 12 of 12 months 
reviewed and failed to conduct weekly inspections 
of the generator for 52 weeks of 52 weeks. 

Findings included: 
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 A1249Continued From page 8 A1249

During an interview on 11/03/2025 at 2:16 PM, 
the Executive Director (ED) stated she had no 
policy on inspecting, testing, or maintaining the 
generator. 

On 11/03/2025 at 10:47 AM, a review of the life 
safety code inspection book provided by the 
facility contained no evidence of weekly or 
monthly inspections, testing, or maintenance of 
the generator for the prior 12 months. An annual 
generator inspection document titled, "  
dated 01/29/2025, for "  150 KW 
Preventative Maintenance Check List" was 
provided but did not included evidence of weekly 
or monthly inspections, testing, or maintenance of 
the generator for the prior 12 months. 

During an interview on 11/03/2025 at 11:10 AM, 
and after a second request for weekly and 
monthly inspections, testing, or maintenance of 
the generator for the prior 12 months, the Director 
of Maintenance (DOM) stated he had never 
performed any load tests, weekly or monthly 
inspections, testing, or maintenance of the 
generator since he began working at the facility in 

 He stated he had no 
documentation of any weekly or monthly 
inspections, testing, maintenance, or monthly 
load testing of the generator for the prior 12 
months. 

During the interview on 11/03/2025 at 2:16 PM, 
the ED further stated she was not aware of the 
requirement to inspect the generator weekly or 
perform load testing monthly. She stated she 
expected all New Jersey Administrative Code 
(NJAC) and the life safety code (LSC) regulations 
to be followed.
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