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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:   Complaint

COMPLAINT #:   NJ00148998 

CENSUS:  50 

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 607 8:36-5.15(a)(1) General Requirements

(a) The resident's family, guardian, and/or 

designated responsible person or community 

agency shall be notified, when known, and with 

the resident's consent, immediately after the 

occurrence, in the event of the following:

1. The resident acquires an acute illness 

requiring medical care;

This REQUIREMENT  is not met as evidenced 

by:

 A 607

COMPLAINT #:   NJ00148998  
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 A 607Continued From page 1 A 607

Based on interview and record review it was 

determined that the facility failed to notify a 

resident's Power of Attorney of a change in the 

residents condition that required medical 

treatment for 1 of 3 residents reviewed, Resident 

. This deficient practice was evidenced by the 

following:

On 11/24/21 at 10:45 a.m., the Surveyor inquired 

of the Licensed Practical Nurse (LPN) the 

procedure followed when when there was a 

change in a resident's status or medical 

condition.  The LPN informed the surveyor that 

she would notify the Assistant Director of Nursing 

(ADON) and the Director of Nursing (DON) and 

would call the resident's Medical Doctor (MD) and 

family.

At 11:00 a.m., the Surveyor interviewed the 

ADON who informed the surveyor that if a 

resident had a change in status or medical 

condition, the resident's family and MD would be 

called.  The ADON added that the Executive 

Director (ED) would notify the family member.  In 

addition, the family would be notified by telephone 

if the MD provided any new orders.

The ADON, in the presence of the ED, explained 

to the Surveyor that on there had been an 

outbreak of  

 in 

the facility which required all residents to be 

treated.  In addition, the residents were isolated 

and assessed by their physicians who ordered 

treatment of the infection. Also, the families were 

made aware that there would be no visitation.  

The surveyor asked the ADON and the ED how 

the families were notified.  The ED stated that 

typically the facility used email and text to 

communicate with families or Power of Attorney 

(POA).
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 A 607Continued From page 2 A 607

At 11:15 a.m., the Surveyor reviewed Resident 

s medical record which showed that Resident 

was admitted to the facility on with 

diagnoses which included   During 

surveyor review of Resident s Assessment 

dated , Resident  was  and able to 

communicate needs.  The "Nursing Notes" of 

 by the ADON identified that Resident  

was  however there was no 

prior documentation that Resident had  

and was treated or that family and or POA had 

been notified. According to Resident  

Medication Administration Record (MAR), 

Resident was administered  

cream on   and on  

Resident  was administered  tablets, 

both medications were used to treat 

According to the facility document titled "Change 

of Condition," listed under "Policy:  ...prompt 

notification to the resident's physician and 

family/responsible party. Procedures: 4.  ... The 

DHW/designee will document his/her  

...notification of the family/responsible party  ... in 

the Nursing care Notes of the Individual Resident 

Record."

At 1:45 p.m., the Surveyor asked the ED to 

explain the facility system used to send emails or 

texts.  The ED informed the surveyor that the 

facility used a notification system in which the 

facility would send a text message and an email 

to the POA and an email to the rest of the family 

that were listed on the residents' contact list.  In 

addition, after an email or text message had been 

sent, the facility would receive confirmation that 

the email or text was opened.

 

At 2:00 p.m., the Surveyor reviewed a copy of the 

email and text report sent in regard to Resident 
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 A 607Continued From page 3 A 607

condition which displayed that the POA was 

emailed on  and a text message had been 

sent.  According to the facility email message, 

Resident  POA was informed that there was a 

scabies out break in the facility and that if their 

loved one developed a , diagnosed or 

expected , the POA would receive a 

separate notification by telephone or email.  

According to the facility Line Listing dated 

, Resident  had . Ongoing 

surveyor review of the report identified that there 

was no separate emails sent to Resident  

POA other than  regarding the resident's 

individualized condition. 

At 3;00 p.m., the ED informed the Surveyor that 

the residents signed a move in agreement to 

participate in the facility's notification system.  

The surveyor than asked the ED for a copy of the 

agreements for Resident  and   The ED 

informed the surveyor that she would have to 

email the agreements to the surveyor since the 

facility liaison was not available. 

On 11/26/21 at 3:14 p.m., the ED emailed the 

surveyor that she was unable to find the  

notification agreement for Resident . The 

facility was unable to provide information to verify 

that Resident s POA agreed to be contacted 

by email, text or by telephone call for change in 

Resident 's medical condition or treatment.

 A1073 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 

 A1073
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 A1073Continued From page 4 A1073

professional practice.

This REQUIREMENT  is not met as evidenced 

by:

COMPLAINT #:   NJ00148998 

Based on interview and record review it was 

determined that the facility failed to implement 

and provide documentation in the residents' 

medical record for assessments, treatments, or 

physician instructions during a communicable 

disease outbreak for 2 of 3 residents reviewed, 

Residents  and  This deficient practice was 

evidenced by the following:

On 11/24/21 at 9:30 a.m., the Department of 

Health (DOH) conducted a survey of the facility 

regarding a complaint concerning notification of 

residents change in medical condition, delay in 

treatment and infection control. 

On 11/24/21 at 9:30 a.m., during the entrance 

conference for this complaint survey, the 

Executive Director (ED) informed the surveyor 

that she had just started as the Interim ED on 

 due to the resignation of the previous 

ED.  Further, the ED stated that the Director of 

Nursing (DON) was on vacation but the Assistant 

Director of Nursing (ADON) was on duty.

At 10:45 a.m., the Surveyor asked the Licensed 

Practical Nurse (LPN) how a resident's  change in 

medical condition would be communicated to 

other care staff. The LPN informed the surveyor 

that she, the LPN, would document this 

information on the twenty-four-hour report and in 

the resident's medical record.
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 A1073Continued From page 5 A1073

At 11:00 a.m., the ADON informed the Surveyor 

that if there was a change in a resident's status, 

an assessment would be performed and the 

Medical Doctor (MD) and the family would be 

notified. Also, the change in condition or any new 

treatments ordered by the MD would be 

documented in the resident's medical record and 

the family would be notified. 

At 11:12 a.m., the surveyor began medical record 

review for Resident  and Resident .

1.  Surveyor review of Resident s medical 

record, revealed that Resident  was admitted to 

the facility on  with diagnoses which 

included .  According to Resident 's 

Assessment Plan dated , Resident  was 

, but needed reminders. During Surveyor 

review of Resident  Medication Administration 

Record (MAR) dated , identified that on 

 (used to treat  

)  mg give  tablets by mouth times 

one was documented as administered to 

Resident  on  and again on   

Resident s "Nurse's Notes" failed to identify a 

rationale for treatment with this medication on 

2.  Surveyor Review of Resident s medical 

record revealed that Resident was admitted to 

the facility on  with diagnoses which 

included . Resident 's Assessment 

Plan dated  identified Resident  as  

and able to communicate needs.  According to 

Resident s MAR dated  

 cream (used to treat  

) 

was documented as applied to Resident  on 

 and   Resident 's MAR 

identified that  (used to treat  
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 A1073Continued From page 6 A1073

infections) was documented as administered to 

Resident  on .  The Surveyor reviewed 

Resident  "Nurse's Notes" and there was no 

documentation concerning the rationale for 

treatment with these medications on the dates 

administered  and .  

Further surveyor review of Resident 's Nurse's 

Notes identified that on , the ADON 

documented that Resident was  

   However, there was no documentation of 

the onset or course of the  

 At 1:40 p.m., the ADON and the ED explained to 

the Surveyor that on , the facility had an 

outbreak of  in which all residents had to 

be treated.  In addition, the residents were 

isolated and assessed by their MD's and 

treatments were ordered.  The Surveyor asked 

the ADON where the documentation for the 

outbreak was related to assessments, MD 

instructions, and treatments ordered in the 

resident medical record and the ADON was 

unable to answer or provide the documentation.

    

At 3:00 p.m., the Surveyor reviewed the facility 

policy and procedures for documentation titled 

"Individual Resident Record Documentation 

Guideline VII.2 updated 1/2020" and under 

"Procedures:  ...2. Document to pertinent 

changes in the resident's condition, reaction to 

treatment, medication, etc., as well as routine 

observations and changes in physician orders or 

the service plan." 

The Surveyor also reviewed the facility policy and 

procedure titled "Change of Condition." Listed 

under "Procedures:  ...4. The DHW/designee will 

document his/her assessment of the condition 

change, notification of the physician and 

family/responsible party and interventions taken 

including new orders, in the Nursing Care Notes 
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 A1073Continued From page 7 A1073

of the individual Resident Record."
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