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Initial Comments:
TYPE OF SURVEY: Complaint
COMPLAINT #: NJ00172254, NJ0O0156353
CENSUS:
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 A310
(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;
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This REQUIREMENT is not met as evidenced
by:
Complaint #: NJ0O0156353

Based on interview and review of facility's policies
and procedures, it was determined that the facility
failed to ensure that a comprehensive policy for
record retention was developed according to
state regulations and implemented for 1 out of 7
residents reviewed, Resident #5. This deficient
practice was evidenced by the following:

On 04/08/2024 at 10:13 a.m., the surveyor
requested the Medical Record (MR) for Resident
#5 from the Executive Director (ED) who stated it
may be difficult, but would attempt to find.

At 11:45 a.m., the ED stated he was unable to
locate Resident #5's MR. The ED further stated
that some boxes may have been inadvertently
taken during the transition of ownership.

At 12:05 p.m., the surveyor requested the record
retention policy from the Vice President of Clinical
Services.

At 1:11 p.m., the surveyor reviewed the policy and
procedure titled, "Resident Records" which
addressed maintaining an organized system to
access resident related records; however, the
policy does not address how records are retained
and stored in accordance with state regulations.

8:36-15.4 Resident Records
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All records shall be maintained for a period of 10
years after the discharge of a resident from the
assisted living residence, comprehensive
personal care home or assisted living program.

This REQUIREMENT is not met as evidenced
by:
Complaint #: NJ0O0156353

Based on interview and record review, it was
determined that the facility failed to provide the
closed record of 1 of 7 residents reviewed,
Resident #5, during the surveyor's on-site visit to
the facility. This deficient practice was evidenced
by the following:

On 4/08/2024 at 9:56 a.m., the surveyor reviewed
the discharge list which revealed that Resident #5

NJ ex order 26.4b1

At 10:13 a.m., the surveyor requested the
Executive Director (ED) and the Director of
Health and Wellness (DHW) to provide Resident
#5's closed medical record for review.

At 11:45 a.m., the ED stated he was unable to
locate Resident #5's MR. The ED further stated
some boxes may have inadvertently been taken
during the transition of ownership.

At 12:45 am., the Vice President of Clinical
Services stated the facility is working with the
previous owners access to the archived files, the
two companies are trying to work something out
for survey purposes.
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At 2:00 p.m., the DHW provided a partial MR for
Resident #5; however, physician orders,
medication administration records, and il
notes were not available and accessible to the
surveyor.

The facility failed to ensure Resident #5's

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:
COMPLAINT #: NJ00172254

Based on interview and record review, it was
determined that the Registered Nurse (RN) failed
to accurately document in the resident medical
record the condition, treatment, and coordination
of care in accordance with the standards of
professional practice for 1 of 7 residents
reviewed, Resident #2. This deficient practice
was evidenced by the following:

On 3/25/2024, the surveyor reviewed Resident

A1057
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#2's medical record (MR) which revealed the

NJ ex order 26.4b1 According to the

MR the resident was [NNEY o150 5 VA RZ1 o X1

Continued surveyor's review of the MR, the

surveyor observed on 12/9/2023 documentation

that the resident [ NNEE QO I VA RZ ok}

The surveyor noted that the next

documentation was on B which indicated

that the residen{\NEE QeI [SIgA Rl ok i

On 3/25/2024 at 2:30 p.m., the surveyor

interviewed the RN who stated that she informed

the family and the doctor of the resident's

The RN stated that she should have

documented in Resident #4's MR when the

NJ ex order 26.4b1

The RN failed to document in the nurses notes

when Resident #4 [NNE &[S VAo X1
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