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Initial Comments

Initial Comments:
Census: 55

Sample Size: 6

TYPE OF SURVEY: Standard Survey of 79
residential units.

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.

8:36-5.7(a)(6) General Requirements

(a) A policy and procedure manual(s) for the
organization and operation of the facility or
program shall be developed, implemented, and
reviewed at least annually. Each review of the
manual(s) shall be documented, and the
manual(s) shall be available in the facility or
program to representatives of the Department at
all times. The manual(s) shall include at least the
following:

6. Policies and procedures for the
maintenance of personnel records for each
employee, including at least his or her name,
previous employment, educational background,
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credentials, license number with effective date
and date of expiration (if applicable), certification
(if applicable), verification of credentials,
records of physical examinations, job description,
records of orientation and inservice
education, and evaluation of job performance;

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and facility
policy review, it was determined that the facility
failed to ensure employee files included records
of physical examinations for one of five
employees reviewed for employee files,
Customer Service Representative (CSR) #1.

Findings included:

1. Areview of Customer Service Representative
(CSR) #1's employee file indicated CSR #1 was
hired on [HEEEEREEER . A review of the CSR's
employee file revealed there was no record of a
physical examination.

During an interview on 11/17/2021 at 1:05 PM,
the Executive Director stated CSR #1 had a
physical done at another job prior to hire, but the
Executive Director was not sure if it had been
verified.

A review of the facility's policy, titled, "Employee
Physical Examinations, Immunizations and
Communicable Disease Screening Policy",
undated, revealed in part, "Prior to employment
each employee will ...: Receive a health
screening observation by the RN ... The facility
should retain a report indicating the employee is
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free from communicable disease and/or is
medically able to fulfill the requirements of the
position."

8:36-6.1(a)(2)(i-iii) Resident Care Policies

(a) Written resident care policies and procedures
shall be established, implemented, and reviewed
at intervals specified in the policies and
procedures. Each review of the policies and
procedures shall be documented. Policies and
procedures shall include, but not be limited to, the
following:

2. Advance directives, including but not
limited to, the following:

i. The circumstances under which an
inquiry will be made of individuals

regarding the existence and location of
an advance directive;

ii. Requirements for provision of a written
statement of resident rights regarding

advance directives, approved by the
Commissioner or his or her designee, to
residents upon admission; and

iii. Requirements for documentation in
the resident record;

This REQUIREMENT is not met as evidenced
by:

Based on interviews, record reviews and facility
policy review, it was determined that the facility
failed to ensure that residents were provided
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information on executing NUISSSCEWEREN  This

affected two of six residents, Resident #3 and #6.
Findings included:

1. Review of the electronic medical record
indicated the facility admitted Resident #3 on
BEREERRR A review of the resident's record

revealed no NUISISCEWLRAN There was no

evidence that information was provided regarding

executing NEISSICEIINT

2. Review of the electronic medical record
indicated the facility admitted Resident #6 on
BEEREEREE A review of the resident's record

revealed no NUSXSICEWRIHE There was no

evidence that information was provided regarding

executing NEISSICEPIRIR

During an interview on 11/17/2021 at 11:13 AM,
the Business Office Manager stated there was no
AMI=SCIREPLREN (ocument or educational
information in the admission packet regarding

executing NEISSICEPIRIR

During an interview on 11/17/2021 at 12:55 PM,
the Infection Preventionist stated there was no
Physician's Order for Life Sustaining Treatment
(POLST) on record for either resident. The
Infection Preventionist stated the Power of
Attorney (POA) for Resident #6 stated the
resident was a S but there was no
document for identifying the resident's |l
status.

A review of facility policy, titled, "Advance
Directive and Do Not Resuscitate (DNR)
Directive," undated, revealed in part, "Each
resident shall be provided the community's policy
on Advance Directives, including DNR directives,
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upon move-in ...If the resident has not executed a
Do Not Resuscitate Directive and/or another type
of Advance Directive, the resident and/or
residents family shall be provided with
educational information."

8:36-18.4(a)(1) Infection Prevention and Control
Services

(a) Each new employee upon employment shall
receive a two-step Mantoux tuberculin skin test
with five tuberculin units of purified protein
derivative. The only exceptions shall be
employees with documented negative two-step
Mantoux skin test results (zero to nine millimeters
of induration) within the last year, employees with
a documented positive Mantoux skin test result
(10 or more millimeters of induration), employees
who have received appropriate medical treatment
for tuberculosis, or when medically
contraindicated. Results of the Mantoux
tuberculin skin tests administered to new
employees shall be acted upon as follows:

1. If the first step of the Mantoux tuberculin
skin test result is less than 10 millimeters of
induration, the second step of the two-step
Mantoux test shall be administered one to three
weeks later.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and facility
policy review, it was determined that the facility
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failed to ensure each new employee received
testing upon hire for one of five
employees, Customer Service Representative
(CSR) #1.

Findings included:

1. Areview of Customer Service Representative
(CSR) #1's employee file indicated CSR #1 was
hired on [HREEREERE . A review of CSR's employee
file revealed there was no record of SRR
testing upon hire.

During an interview on 11/17/2021 at 1:05 PM,
the Executive Director stated CSR #1 had

testing done at another job prior to hire
but the Executive Director was not sure if it had
been verified. The Executive Director stated CSR
#1 did not have o [MEEEEEE tcst done at the
facility upon hire.

A review of facility policy, titled, "Employee
Physical Examinations, Immunizations and
Communicable Disease Screening Policy",
undated, revealed in part, "Prior to employment
each employee will be: Screened for Tuberculosis
in accordance with TB policy."

A review of facility policy titled, "Tuberculosis
(mycobacterium tuberculosis) Transmission
Prevention Plan", undated, revealed in part, "New
employees receive baseline screening upon hire.
Baseline screening includes an individual risk
assessment, symptom screening, review of TB
history, and 2-step TST" (Tuberculin Skin Test).
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‘ TRADITIONS

3 of CROSS KEYS

ASSISTED LIVING & MEMORY cARE 3152 Glassboro Cross Keys Rd, Glassboro, NJ 08028 (856) 307-2100
35a3302

TRADITIONS OF CROSS KEYS PLAN OF CORRECTION FOR SURVEY ENDING 11/17/2021
A547- GENERAL REQUIREMENTS: Physical Examinations in Employee File
1. CSR #1’s physical examination was completed on (il 2nd placed in confidential employee file

2. An audit of all employee files was completed on 11/22/21 to identify if other employee’s physicals
were not in their health file. All other employees had evidence of the physical in their file.

3. A checklist of the required information in each employee file was created and will be used to ensure
all pre-employment physicals are placed in the employee’s confidential health record file.

4. The Business office manager will conduct an audit of all new employees files each month and submit
findings and corrective actions quarterly to the QA committee.
Completion date 11/30/21

A645 -RESIDENT CARE POLICIES: Advance Directives

1. Resident # 3 was provided with NNISISIGEFEIH information and complete the Sk
status. Resident #6 no longer resides in the facility.

indicating

2. An audit of all resident records was completed on 11°/23/21 to identify other residents who lack
evidence that information was provided regarding executing advance directives. Facility administration
met with the resident /responsible party to complete necessary information.

3. Aform has been added to the new resident packet to indicate that a discussion regarding advanced
directives was conducted. The Business office manager will review all new resident files prior to filing
them.

4. The business office manager will conduct monthly audits of all new residents to verify that
information was provided regarding executing advance directives. The Business office manager will
correct any identified issues and submit a quarterly report of findings and corrective action to the QA
committee.

Completion date 11/30/21

A 1307 INFECTION PREVENTION AND CONTROL SERVICES: Employee Mantoux Tuberculin Skin Test

1. CSR #1 receive SRRk o HEEEE rc2ding IR 2nd second step on SRR also reading
indicating a iR resuit-

2. An audit of all employee files was completed on 11/22/21 to identify if other employee’s tuberculin
skin test results were not in their health file. Any employee who had not completed the series, were
provided with the testing in accordance with CDC recommendations and the results were documented
in each employee’s confidential health file.

3. A checklist of the required information in each employee file was created and will be used to ensure
all pre-employment TB screenings are placed in the employee’s confidential health record file.

4.The Business office manager will conduct an audit of all new employees files each month and submit
findings and corrective actions quarterly to the QA committee.

Completion date 11/30/21

Traditions of Cross Keys assisted Living and Memory Care 3152 Glassboro Cross Keys Rd, Glassboro, NJ
08028 (856) 347-0738
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