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 A 000 Initial Comments

Initial Comments:

 A 000

Type of Survey:  Complaint

Complaint #:  NJ00171594, NJ00171386

Census:  65

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 749 8:36-7.3(a) Resident Assessments and Care 

Plans

(a) The resident general service plan shall be 

reviewed and, if necessary, revised 

semi-annually, and more frequently as needed 

based upon the resident's response to the care 

provided and any changes in the resident's 

physical or cognitive status.

This REQUIREMENT  is not met as evidenced 

by:

 A 749
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Complaint #:  NJ00171594, NJ00171386

Based on observation, interview, record review, 

and review of pertinent facility documents it was 

determined that the facility failed to ensure the 

resident "General Service Plan" (GSP) was 

updated to include interventions to prevent the 

risk of  or  related to prescribed 

medication for 1 of 3 residents reviewed, 

Residents #2, as evidenced by the following:

On 4/9/24 at 12:00 p.m., the surveyor observed 

Resident #2 seated in a wheelchair in the 

common area. The surveyor was not able to 

interview the resident due to . 

At 12:28 p.m., the surveyor reviewed the medical 

record (MR) of Resident #2 which revealed that 

the resident moved into the facility  of 

 with diagnoses which included  

 

 

According to the Physician Orders dated  

the resident was prescribed  

 

 

  

The "Tag Care Note" [Progress Note (PN)] dated 

 at 12:16 p.m., written by a Licensed 

Practical Nurse (LPN) documented,  
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 A 749Continued From page 2 A 749

The PN dated 2/11/24 at 1:49 p.m., written by the 

Director of Nursing (DON) documented, 

"  

 

 

 

 

The PN dated  at 4:29 p.m., written by the 

DON documented, "

 

During surveyor review of Resident #2's MR, the 

surveyor observed the resident's GSP was last 

updated , and did not include addressing 

the resident's . 

Surveyor's further review of resident's record, did 

not identify interventions to  the risk of 

At 3:00 p.m., the surveyor interviewed the DON in 

the presence of the Executive Director regarding 

Resident #2's GSP not updated to include the 

. The DON stated that 

she does not put  or  

The surveyor reviewed the facility policy and 

procedure titled, "General Service Plan and 

Health Service Plan" which revealed, "The GSP 

will include, at a minimum, the following: Disease 

Diagnosis ...Medication Use ...Skin Condition ,..."
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{A 000}

Type of Survey:  Complaint

Complaint #:  NJ00171594, NJ00171386

Census:  65

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.
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