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Initial Comments:
TYPE OF SURVEY: Complaint

COMPLAINT #: NJ00152007
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SAMPLE SIZE: 3

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, based on
this Complaint survey.

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.

This REQUIREMENT is not met as evidenced
by:
COMPLAINT #: NJ0O0152007

Based on interview, and record review it was
determined that the facility failed to ensure
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medications were administered to residents in
accordance with the prescriber's orders for 1 of 3
residents reviewed for medication administration,
Resident #2. This deficient practice was
evidenced by the following:

On 4/5/2024 at 1:00 p.m., while conducting a
complaint survey, the surveyor reviewed Resident
#2's medical record (MR) which revealed a
document titled, "Admission Record" that
revealed Resident #2 had an Admission Date of

B and diagnosis that included [REEEEERE
NJ Ex Order 26.4(b)(1)lINJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1)l"U B Order

=0 R\ EX Order 26.4(0)(1)

Continued review of Resident #2's MR revealed a
document titled, "Progress Notes" which revealed
a physician progress note dated| R which
revealed that Resident #2 had not received doses
of prescribed medications due to a delay in the
delivery of the resident's medication from the
facility's contracted pharmacy.

At 2:16 p.m., the surveyor reviewed Resident #2's
Medication Administration Record for the month
of RIS \ith the facility's Director of
Nursing (DON) which revealed the following:

NJ Ex Order 26.4(b)(1) )Xol (capsules)

was not administered as prescrlbed on

NJ Ex Order 26.4(bJllINJ Ex Order 26.4(b[JlINJ Ex Order 26.4(b} NJ Ex Order 26.4(b)(1
) ’ ’

NJ Ex Order 26.4(b)(1)

administered as prescribed on

was not

NJ Ex Order 26.4(b}

INJ Ex Order 26.4(b)(L
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NJ Ex Order 26.4(b)(1) ) TAB

(tablet) was not administered as prescribed on

NJ Ex Order 26.4(b}

NNESACICEIFLRI(DIEY)] was not administered as
prescribed on S

NJ Ex Order 26.4(b)(1)
-Tabs (tablets) bRl Was not
administered as prescribed on RN

NJ Ex Order 26.4(b)(1) ) was not
administered as prescribed on R

not administered as prescrlbed on

NJ Ex Order NJ Ex Order 26.4(b}

NJ Ex Order 26.4(b)(l)’ was not administered
aS prescribed on INJ Ex Order 26.4(bJllINJ Ex Order 26.4(b|

NJ Ex Order 26.4(b}

At that time, the surveyor interviewed the facility's
DON who stated that Resident #2's above
mentioned medications were not dispensed due
to the medications not being delivered by the
facility's contracted pharmacy.

3
2
=

Surveyor review of the facility's policy and
procedure titled, "Assisted Living: Administration
of Medication" with a revision date of 3/5/2010,
revealed the following: "Policy... The center has
established a policy for the safe administration of
medication. Procedure 1. This center will assist
residents to obtain pharmaceutical services in
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plan...."

by:

accordance with their physician's order and with
each resident's service plan or health service

A1051| 8:36-15.2 Resident Records A1051

The records required by this subchapter shall be
maintained for all residents and shall be kept
available on the premises for review at any time
by representatives of the Department.

This REQUIREMENT is not met as evidenced
COMPLAINT #: NJ00152007

Based on interview, and record review it was
determined that the facility failed to ensure
requested medical records were available for
review to the New Jersey Department of Health
surveyor for 1 of 3 residents reviewed for| ‘

, Resident #2. The deficient practice was
evidenced by the following:

On 4/5/2024 at 11:48 a.m., while conducting a
complaint survey, the surveyor requested the
facility's Director of Nursing (DON) provide the
surveyor with documents from Resident #2's
closed medical record. The requested documents
included Resident #2's Face Sheet, Physician
Order Sheet, History and Physical, including
Physician certification stating the resident was
appropriate for assisted living level of care,
Resident #2's initial Registered Nurse
assessment, General Service Plan, Health
Service Plan, Progress Notes, and Medication
Administration Record.
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At 2:04 p.m., the surveyor received the medical
record (MR) for Resident #2. At that time, during
surveyor interview, the facility's DON stated that
the facility was not in possession of Resident #2's
complete MR due to the resident being
discharged from the facility and his/her medical
record being stored off-site.

Surveyor reviewed Resident #2's medical record
(MR) which revealed a document titled,
"Admission Record" that revealed Resident #2

INJ Ex Order 26.4(b)

had an Admission Date of and diagnosis
RTINS ] N EX Order 26.4(b)(1)f” = o =00

NJ Ex Order 26.4(b)(1)
NJ Ex Order 26.4(b)(1)JNJ Ex Order 26.4(b)(1)jeRly
o EEINJ Ex Order 26.4(b)(1)
Continued
review of Resident #2's MR revealed the surveyor
was not provided with the following documents for
the sampled residents:

Physician Order Sheet

History and Physical, including Physician
certification

Registered Nurse Assessment

General Service Plan

Review of the facility's "Admission/Discharge
To/From Report" revealed Resident #2 had a
discharge date of S,

On 4/9/2024 at 10:55 a.m., the surveyor
conducted a post-survey interview with the
facility's DON who stated Resident #2 did not
return to the facility after leaving the facility to be
assessed at a community hospital.

The surveyor did not receive the
above-mentioned documents.
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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 #: NJ0O0152007

Based on interview, and record review it was
determined that the facility failed to document in
the medical record (MR) a resident's discharge
from the facility in accordance with the standards
of practice for 1 of 3 residents reviewed for

Rk Resident #2. This deficient

practice was evidence by the following:

On 4/5/2024 at 1:00 p.m., while conducting a
complaint survey, the surveyor reviewed Resident
#2's medical record (MR) which revealed a
document titled, "Admission Record" that

revealed Resident #2 had an Admission Date of

Bl and diagnosis that included
NJ Ex Order 26.4(b)(1)JINJ EX Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1)l’“ Bx Order

INJ Ex Order 26.4(b)(1)|

<o RN Ex Order 26.4(b)(1)

Continued review of Resident #2's MR revealed a
document titled, "Progress Notes (PNs)" which
revealed a nursing/clinical noted dated i
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and timed 5:17 p.m. The nursing/clinical note
revealed Resident #2 was transferred to a
community hospital on |REEEESEEE . Further review
of the resident's PNs did not reveal a note
documenting Resident #2's return from the
community hospital or Resident #2's discharge
from the facility.

Review of the facility's "Admission/Discharge
To/From Report" revealed Resident #2 had a

discharge date of.

On 4/9/2024 at 10:55 a.m., the surveyor
conducted a post survey interview with the DON
who stated Resident #2 did not return to the
facility after leaving the facility to be assessed at
a community hospital. The DON also stated that
there should have been a nursing note to
document Resident #2's discharge from the
facility.
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