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Initial Comments:
TYPE OF SURVEY: Complaint
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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.

8:36-3.4(a)(4) Administration

(a) The administrator or designee shall be
responsible for, but not limited to, the following:

4. Ensuring the provision of staff orientation
and staff education;

This REQUIREMENT is not met as evidenced
by:
Complaint # NJ 00129388

Based on interview and record review it was

determined that the Executive Director (ED) failed
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to ensure that the nursing staff received sufficient
training for the use of a mechanical lift device
used for transfers forl of l residents reviewed
for the use of a mechanical lift during transfers,

Residentﬁ This deficient practice was
evidenced by the following:
On 11/6/19 the surveyor reviewed the medical

record of Resident who moved into the facility
on | with diagnoses which included

The surveyor reviewed the Service

Plan" (ISP) dated an! a !ocument titled,
and date which the
identified as the Registered Nurse (RN)

assessment, both documented that Resident.
required a mechanical lift when transferred, as

the resident was at risk forF
related to and required full assistance

according to the RN assessment.

Surveyor review of the "Progress Notes" (PN)
dated revealed
documented, "...resident sustained an

26, 4.b.

On 11/6/19 at 11:30 a.m., the surveyor
interviewed the ED who stated that the RN

completed an investigation and concluded that
Residentﬁ hit a lever on the
mechanical lift during a transfer with the

mechanical lift and the resident-a

. The ED stated that the
resident was sent to the and returned to
the facility with . According to the ED, the
RN that completed the investigation was
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unavailable for interview.

The surveyor requested that the ED provide, for
surveyor review, the staff education and training

records on the use of the mechanical lift prior to
the date Resident was #during
The stated
that she believed that the trained the staff on
the use of the mechanical lift prior to the incident,

but would confirm with the RN and provide
documentation at a later date.

On 11/7/19, post survey via email, the ED
informed the surveyor that the facility had not
trained the staff on the use of the mechanical lift
prior to

The ED failed to ensure that the nursing staff
were trained to provide resident care based on an
assessment and the acuity of the residents'
needs.
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Brighton Gardens of Edison — Plan of Correction
Date of Complaint Survey: November 6, 2019

Regulation A313 8:36-3.4(a)(4) Administration(a) The administrator or designee shall be
responsible for, but not limited to, the following:4. Ensuring the provision of staff orientation
and staff education.

1. With respect to the specific resident/situation cited:

e The team members that transferred resident. with the mechanical lift on- received
training by the Sales Representative for the use of mechanical lifts that are used in the
Community.

e Resident [l continues to reside in the community.

e Resident [Jills injury is progressing in accordance with physician orders and physician oversight.

Target date by which correction will be completed: 01/06/2020

2. With respect to how the facility will identify residents/situations with the potential for
the identified concerns:

e Community care team staff will receive training by the sales representative/trained
community designee on mechanical lifts that are used in the Community.
e Mechanical lift training will be added to Orientation for new care staff.

Target date by which correction will be completed: 01/06/2020

3. With respect to what systemic measures have been put into place to address the stated
concern:

e The Resident Care Director/Designee will observe a mechanical lift transfer of Resident
#2 monthly for 3 months to confirm that that the proper procedure is being followed.

e In addition, the Resident Care Director / Designee will observe 3 random mechanical lift
transfers per month x 3 months to confirm that proper procedure is being followed.

e Issues identified will be addressed and resolved and refresher training initiated as needed.

Target date by which correction will be completed: 01/06/2020

4. With respect to how the plan of correction will be monitored:

e In order to confirm that the processes outlined above are sustained, the Resident Care
Director/Designee will report the findings of the above transfer via mechanical lift
observations to the QAPI Committee monthly for the next 3 months.

e During and at the conclusion of the 3 month period, the Committee will reevaluate and
initiate necessary action or extend the review period.



e The Executive Director is responsible for confirming implementation and ongoing
compliance with this POC and addressing and resolving variances that may occur.

Target date by which correction will be completed: 01/06/2020
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