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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint

COMPLAINT #: 176444 and 176445

DATE OF SURVEY: 10/21/25

CENSUS: 87

SAMPLE SIZE: 3

The facility was found not to be 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 763 8:36-7.4(b) Health Care Services

(b) A registered professional nurse shall be 
responsible for developing nursing practice 
policies
and procedures and the coordination of all health 
care services required in the resident's health
service plan.

 A 763
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 A 763Continued From page 1 A 763

This REQUIREMENT  is not met as evidenced 
by:
Complaint#: 176445 

Based on interview and record review, it was 
determined that a Registered Nurse failed to 
coordinate health care services as required by 
the health service plan and follow-up with the 
medical provider for a resident who was enrolled 
in the medication program (Resident #3). This 
deficient practice was identified in 1 of 3 residents 
reviewed, and was evidenced by the following: 

On 10/21/25, the surveyor reviewed Resident 
#3's closed medical record (MR), with a 
readmission date of , which reflected 

 

A review of the most recent  
dated , reflected that the resident was 
seen for . The 

 nurse practitioner ordered the 
 

 
 

A review of the physician's report upon initial 
admission dated , included that Resident 
#3  

A review of the Change of Condition Resident 
Functional Needs Assessment dated  , 
reflected that the resident was on a Medication 
Program (MP; facility staff would administer 
medications, monitor for side effects, track 
administration/refusals, coordinate with physician 
and pharmacy for refills and updates and the 
resident would not self-medicate).
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 A 763Continued From page 2 A 763

A review of the previous facility's physician's 
order, dated , reflected an order for  

) to be given once a day at 
bedtime for  for two (2) weeks. The 
order was initiated upon re-entry into the facility 
on  and the electronic Medication 
Administration Record (MAR) did not reflect a 
stop date for the order.

A review of the MAR dated , 
 had a documentation of  which 

indicated , see notes."  A review 
of the corresponding Progress Note had no 
documentation why the medication was not 
administered.

A review of the Nurse's Progress Notes (NPN) for 
Resident #3 reflected that on , 
the Nurse Practitioner (NP) saw the resident, 

 

 

A review of the NPN dated 8/11/24 at 11:14 AM,  
included that Resident #3  

 
The facility nurse 

called facility management and the physician, but 
the physician had not responded.

A review of the NPN, dated  at 1:58 PM, 
the Executive Director (ED) and the Resident 
Service Director/Registered Nurse (RSD/RN) 
spoke with the resident regarding last night's 
complaint of  that  

 and the resident's  
 At that time, the ED and the RSD/RN 

discovered bottles of over the counter (OTC) 
medications which were not prescribed by the 
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 A 763Continued From page 3 A 763

medical provider. The OTC medication bottles 
were removed from the resident's room and the 
MR indicated that "taking additional medications" 
while enrolled in the MP and the concern was 
previously addressed with the resident and the 
family. 

On 10/22/25 at 3:16 PM, during a meeting with 
the ED and the RSD/RN, the surveyor discussed 
the concern that the nurse failed to coordinate 
and follow-up on the resident's Zolpidem refill, 
Resident #3's complaint of the  

 and a follow-up with the physician 
regarding the most recent incidence of  

 in the resident's room.

At that time, the ED and the RSD/RN, both 
confirmed and acknowledged that there were no 
PNs by the medical provider and NP regarding 
the above concerns.  The RSD/RN stated that 
she was not sure if the nurses asked for a refill, 
discussed that , if the 
medical provider had a rationale for  
the  or was made aware of the  

 since it 
was not reflected in the MR.

No additional information was provided.
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