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A000| Initial Comments A 000
Initial Comments:
Type of Survey: Standard with Complaint
Complaint # NJ00167489, NJO0156306,
NJ00153168, NJ00147345
Census: 2/20/24: 91
2/21/24: 90
Sample size: 9
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:

Based on interviews and review of facility policies
and procedures, it was determined that the facility
Administrator failed to implement the following
facility policies and procedures titled, "Employee
Physicals" to ensure all employees received
physical examinations upon hire, for 5 of 5
employees and "Resident Assessments and
Service Plans," to ensure an initial resident
assessment was completed by a Registered
Nurse (RN) for 1 out of 6 Residents reviewed,
Resident # 4. These deficient practices were
evidenced by the following:

On 02/21/24 the surveyor reviewed employee
personnel records and observed that 5 of 5
employees did not have physical examinations in
their files for a Licensed Practical Nurse (LPN)

' j, a Home Health Aide (HHA)

At 12:22 p.m., the surveyor interviewed the
Human Resources Director (HRD) to inquire
about the five employees who did not have
physical examinations in their file. The HRD
stated the facility screened employees for work
experience, licensure, qualifications, and
background checks but not for physical
examinations. In addition, the HRD explained the
facility did not pay for physical examinations for
the staff and confirmed there were no physical
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examinations on file.

The surveyor reviewed the facility policy titled,
"Employee Physicals," which revealed, "Each
potential employee, after receiving a conditional
offer of employment, and each current employee
whose job position necessitates such must
undergo physical examinations...Each potential
employee who has received a conditional offer of
employment will be required to undergo a
physical examination and answer any inquiries
related to his/her medical status. The cost of such
examination will be borne by the facility."

Complaint#: NJ00153168

During Surveyor interview on 2/21/24 at 11:30
a.m., the Administrator stated that Resident #4
NJ ex order 26.4b1

Administrator further stated that NaSCCERERII
for Resident #4, and there
was no assessment by a RN found.

On 2/22/24 at 10:20 a.m., the Surveyor reviewed
Resident #4's Electronic Medical Record (EMR),
which included a document titled, "Admission
Record" and observed an admission date of

Further review of Resident #4's EMR revealed an
initial document titled, [NNEE QO SISV RA1 o}l
" date of initiation |
electronically signed by a Licensed Practice
Nurse (LPN). There was no indication of an initial
or any other comprehensive assessments
conducted by an RN for Resident #4.
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On 2/22/24, at 10:25 a.m., during surveyor
interview, LPN #2 stated that she conducted the
initial resident assessments to determine the level
of care, and that a resident who enters the facility
as a respite, is considered to be more of a visitor,
and not a permanent resident, and in that case
the LPN can perform the assessment.

A review of the facility policy titled, "Resident
Assessments and Service Plans", adopted
August 2021 revealed the following under Policy
Statement: "Residents will receive assessments
by a Registered Nurse and service plans as
required." Under Admission "1. Upon admission,
each resident will receive an initial assessment by
a registered nurse to determine the resident's
needs..."

8:36-7.2(f) Resident Assessments and Care
Plans

(f) The initial health care assessment shall be
documented by the registered nurse and shall be
updated as required, in accordance with the rules
of this chapter and professional standards of
practice.

This REQUIREMENT is not met as evidenced
by:
Complaint Intake # NJ00153168

Based on interview and medical record review, it
was determined that the facility failed to ensure
that the initial Resident health care assessment
was completed and documented by a Registered
Nurse (RN) for 1 out of 6 Residents reviewed,
Resident # 4. This deficient practice was
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evidenced by the following:
During Surveyor interview on 2/21/24 at 11:45
a.m., with the facility's Administrator, stated that
Resident #4 [NNEY QeI (s CIgPA R o X1
The
Administrator further stated that she provided all
the records she had for Resident #4, and there
was no RN assessment noted.
On 2/22/24, the Surveyor reviewed Resident #4's
Electronic Medical Record (EMR), which included
a document titled, "Admission Record" and
observed an admission date of [|SEEEN and
diagnoses which [NNEYEe]fe [EIgrdc Rl o X1
On 2/22/24, at 10:25 a.m., during surveyor
interview with LPN #2, she stated that she
conducted the initial resident assessments to
determine the level of care, and that a resident
who enters the facility as a respite, is considered
to be more of a visitor and not a permanent
resident, and therefore the LPN can perform the
assessment.
Further review of Resident #4's EMR revealed an
electronically signed by a Licensed Practice
Nurse (LPN). Upon review of the records
provided, there was no indication of an initial, or
any other comprehensive assessments
conducted by a RN for Resident #4.
A1249 8:36-17.7 A1249
Housekeeping-Sanitation-Safety-Maintenance
The building and grounds shall be well
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maintained at all times. The interior and exterior
of the building shall be kept in good condition to
ensure an attractive appearance, provide a
pleasant atmosphere, and safeguard against
deterioration. The building and grounds shall be
kept free from fire hazards and other hazards to
resident's health and safety.

This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews, and facility
document review, the facility failed to ensure the
facility was kept free from fire hazards.
Specifically, the facility failed to document the
required annual fire door inspection as required
by the standards set forth by National Fire
Protection Association (NFPA) 80, Standard for
Fire Doors and Other Opening Protectives, and
failed to ensure the annunciator panel for the
emergency standby generator was in a constantly
attended area as required by the standards set
forth NFPA 110, Standard for Emergency and
Standby Power Systems. These deficiencies
affected 27 of 27 smoke compartments in the
facility.

Findings included:

A review of facility inspection and testing of all
Life Safety Code systems in the facility revealed
that there was no record of an annual fire door
testing as required by the standards set forth by
NFPA 80. During an interview on 02/20/2024 at
10:30 AM, the Director of Maintenance (DOM)
stated that the inspections were conducted

A1249
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annually but the facility did not document the
results of the inspections. He stated that the
facility did not have a policy to ensure that the
annual fire door inspections were conducted as
required by the Life Safety Code.

During an interview on 02/20/2024 at 10:45 AM,
the Executive Director (ED) stated at that she
was not aware that the fire door inspections had
not been documented.

An observation on 02/20/2024 at 1:25 PM
revealed the remote annunciator panel for the
emergency standby generator was not located in
a constantly attended location, as required by the
applicable Life Safety Code standard. The panel
was located in the former facility security office.
During an interview at the time of the observation,
the Director of Maintenance (DOM) stated that
there was no staff stationed in the location of the
annunciator panel and the former security office
was locked at night. The DOM stated that the
annunciator panel had been in that location for at
least 30 years.

During an interview on 02/20/2024 at 1:50 PM the
Executive Director (ED) stated she was unaware
that the current location of the panel was not in
compliance with the applicable Life Safety Code
standard.

8:36-21.2(b) Quality Improvement

(b) The use of any restraining device shall be
based on an assessment and shall require a
physician, advanced practice nurse or physician
assistant order.
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This REQUIREMENT is not met as evidenced
by:
Complaint#: NJ00147345

Based on interview and record review, it was
determined that the facility failed to obtain

NJ Exe

a

Physician's order for the use of a
device for 1 of 9 residents, Resident #8. This
deficient practice was evidenced by:

On 2/21/2024 at 10:00 a.m., the surveyor
reviewed Resident #8's closed medical record
which revealed Resident #8 was admitted on
RS \vith diagnoses which included

The surveyor reviewed a
communication note dated [MRSEESEE Which reads
"ok per Resident #8's [ NRIEX &I (e [SI@A RN o}

5.4b1]

Review of Resident #8's
NJ ex order 26.4b1

At 10:29 a.m., the surveyor asked the facility's
Regional Director of Nursing for the Physician's

order for [ NNES Qe s ST R oX1

At 12:45 a.m., the Executive Director revealed
that there was no Physician order for the use of

NJ Exec Order 26.4b1

8:36-21.2(d) Quality Improvement

(d) A specific plan of care shall be developed for
the use of any restraining device.
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This REQUIREMENT is not met as evidenced
by:
Complaint #: NJ0O0147345

Based on interview and record review, it was
determined that the facility failed to ensure a
specific plan of care was developed and
implemented for the ||l and use/need for
the use of IR for 1 of 6 residents, Resident
#8. This was evidenced by the following:

On 2/21/2024 at 10:00 a.m., the surveyor
reviewed Resident #8's closed medical record
which revealed Resident #5 was admitted on

NJ e

1 with diagnoses which included

which reads

At 12:45 p.m., the Executive Director stated that
there was no service plan in place for Resident
EINJ ex order 26.4b1 .

There was no plan of care in
#8 in regards to the use of |§
safety.
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