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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.

8:36-15.6(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 00151503

Based on interview, record review and pertinent
facility documents, it was determined that the
facility failed to ensure that | Were
consistently documented in a resident's medical
record for 1 of 3 residents reviewed, Resident #2
as evidenced by the following:

On 5/30/24 at 11:50 a.m., the surveyor reviewed

Resident #2's closed Medical Record (MR) which
revealed the resident moved into the facility
NEEDICEIRIN ond moved outh 26401
with diagnosis which included |kaaskasts
Surveyor review of the MR observed

were discussed with the family. In
addition, the RCC documented those reports

NJ ex order 26.4b1] NJ ex c

revealed the resident's was

Continued review of the resident's MR, the
surveyor observed a document titled,
"Documentation Survey Report" for "Interventions
and Tasks" dated |§SSl . The surveyor also

observed that there were no documented initials

next to '[EESNSEEEERIQION " from "6 a.m., to 2

p.m.," to indicate the resident received his/her

NJ Ex Order 26.4(b)(1) as SChedUled

Additionally, the surveyor observed that the
following dates were not initialed for

NJ ex order 26.4b1

INJ ex order 26.4b1]

, a total of
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At 12:00 p.m., the surveyor interviewed a Lead
Care Manager (LCM) regarding residents'

schedules and documentation. The

LCM stated that the resident‘s

schedule was in the resident's General Service

Plan (GSP). The LCM explained that staff would

INJ Ex Order 26 ]

NJ Ex Ord

sign out when the resident's and/or
was given or refused in the electronic MR on the
CM note pad.

At 12:40 p.m., the surveyor interviewed the
Regional Director of Nursing (RDON) regarding
the Rl RRMOIe) documentation in
Resident #3's MR. The RDON stated that she
was not aware that the resident's |EESEREEROI
status were not documented in the MR by staff.

At 12:45 p.m., the surveyor interviewed the
Executive Director (ED) regarding the missed
showers/baths documentation for Resident #2.
The ED stated that the procedure was for the CM
to initial the shower or bath status in the MR.

The surveyor reviewed the facility policy and
procedure titled, "General service Plan" which
revealed "...The Care Manager: ...b. Provides the
services written on the General Service Plan. c.
Signs the General Service Plan once to enable
initial identification. d. Documents in the Daily log
care not completed from the General Service
Plan. ...The lead Care Manager: Follows up on
documentation in the daily log. ..."

A1073

STATE FORM

6899

YMC511

If continuation sheet 3 of 3




PRINTED: 02/10/2025
FORM APPROVED
New Jersey Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED

R-C
20A014 B. WING 05/30/2024

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
26 RIVER ROAD
SUMMIT, NJ 07901

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

SUNRISE OF SUMMIT

{A 000} Initial Comments {A 000}

Initial Comments:
TYPE OF SURVEY: Complaint

COMPLAINT #: NJ 00151503
CENSUS: 73
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
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Assisted Living Programs. The facility must
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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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
07/11/24

STATE FORM 6899 YMC512 If continuation sheet 1 of 1




Name of Community:
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License number:
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Name/Title of Legal Entity Representative Signing the Plan of Correction:
NJ Ex Order 26.4(b)(1)

Signature of Sunrise Representative: i
Date of Submission:

Sunrise Senior Living
Plan of Correction

Sunrise Senior Living of Summit

26 River Road, Summit, NJ 07901

20A014

May 30, 2024
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NJ Ex Order 26.4(b)(1)]
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B8:36-156.6(b)
Resident
Records

(b) All assessments
and treatments by
heaith 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
profassional
practice.

Complaint #: NJ
00151503

Based on Interview,
record review and
petinent facility
documents, it was
determined that the
facllity falled to
ensure that shower
/ baths were
consistently
documaented in a
resident's medical
record for 1 of 3
resldents reviewed.,

6/17/2024

6/28/2024

6/30/2024 & on
going

Immediately &
ongoing.

1. Corrective Actlon for the Affected Residents:
Resident #2 moved out of the community mwdent Care
Director and Memory Care Director are no onger employed at Sunrise
Senior Living of Summit,

2. Corrective Action for Other Residents:
All residents have the potential of being affected by the same deficient

practice. On 6/19/2024 action was taken by Reminiscence Coordinator. An
in-service was given to all team members in Reminiscence on proper daily
decumentation of all ADLs for every resident. In-service included proper
documentation of refusals from residents, In-service will be given on 6/28 for
all Assisted Living team members on proper daily documentation of all ADLs
for every resident,

3. Systemic Correction to Prevent Recurrence;
The Executive Director, Assisted Living Coordinator, and Reminiscence
Coordinator will continue to have weekly IDT meetings to discuss and
identify any other residents refusing care. Documentation of meeting to
be kept. Resident progress notes and service plan will be updated at this
time. Resident's assessments and service plans will assessed upon
move in, every 6 months and on an on-going as needed basis. Care
team managers actively monitor and document in our Point click care
system for each resident assigned to them per shift. Documentation will
be monitored weekly at IDT meetings to ensure proper ADL's are being
provided in coordination with resident service plans. Coordinators will
meet with team members and re-educate as needed.

4. Monitoring Plan:
On 6/16/2024 and ongoing, This Fian of Conection wiii be discussed vy
the Executive Director / Assisted Living Coordinator / Memory Care
Coordinator and Resident Care Director quarterly at QAPI meetings for
two quarters. This will ensure accurate documentation is identified and
corrections / interventions are in place. If not effective, it will be amended
and a new POC and training will be implemented and monitored to verify
the violation does not re-occur.

Responses on the enclosed plan of correction do not constitute an admission or agreement of the
truth of the facts alleged or the conclusion set forth in the regulatory report. The responses are
prepared solely as a matter of compiiance with faw,
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