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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint survey

COMPLAINT #:  NJ00127168, NJ00127265

CENSUS:  156

SAMPLE SIZE:  8

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 925 8:36-11.2 Pharmaceutical Services

The assisted living residence, comprehensive 

personal care home, or assisted living program 

shall be capable of ensuring that pharmaceutical 

services are provided to residents in accordance 

with the prescriber's orders, each resident's 

health care plan, and in accordance with the rules 

of this chapter and all applicable State and 

Federal laws and regulations.

This REQUIREMENT  is not met as evidenced 

by:

 A 925

Complaint #:  NJ00127265  
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 A 925Continued From page 1 A 925

Based on observation, interview and record 

review it was determined that the facility failed to 

ensure that a resident was provided the dose of 

medication prescribed by the Physician for 1 of 8 

residents reviewed, Resident #3.  This deficient 

practice was evidenced by the following:

On 8/28/19 at 11:00 a.m., the surveyor reviewed 

the medical record of Resident #3, who moved 

into the facility in  with diagnoses which 

included  

The surveyor reviewed the facility reportable 

event which documented that Resident #3 was 

given  

 as ordered by the 

prescriber.  The facility took a photograph of the 

remaining .  The 

surveyor reviewed the photograph and observed 

that the date on the package documented was 

7/24/19 as the date the pharmacy dispensed  

.  The surveyor also 

observed that there were 13 doses that remained 

in the photograph.  

According to the Progress Note dated 8/15/19 

and timed at 11:51 a.m., a late entry for the 

8/14/19 at 3:30 p.m., a Licensed Practical Nurse 

became aware of the discrepancy in the dose of 

 on hand and notified the Director of 

Nursing (DON).   

On 8/29/19 at 10:30 a.m., during surveyor 

interview the Director of Nursing (DON) stated 

that the pharmacy labeled the box  

and inside the box were   tablets 

instead.  The surveyor pointed to the photograph 

of the and on the back of each pill was 

labeled .  The DON stated that the 

staff should have checked the label on the back 
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 A 925Continued From page 2 A 925

of the the medication and added that the 

medication was in unit dose.  

The DON stated that they checked every resident 

on , once the error was found, and there 

were no other discrepancies.  The DON further 

stated that once the discrepancy was found, the 

Physician was notified and laboratory work was 

ordered and completed.  The Physician was 

notified of the results and instructed the facility to 

send the resident to the hospital for an 

evaluation.  The DON further stated that the 

resident was given  and returned to the 

facility.

 A 935 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:

 A 935

Complaint #:  NJ00127265

Based on interview and record review it was 

determined that the facility failed to ensure that a 

resident was administered medication in 

accordance with the Physician's order for 1 of 8 

residents reviewed for medication administration, 
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 A 935Continued From page 3 A 935

Resident #3.  This deficient practice was 

evidenced by the following:

On 8/28/19 the surveyor reviewed the Medical 

Record (MR) of Resident #3, who moved into the 

facility in  with diagnoses which 

included  

  The surveyor observed the Medication 

Administration Record (MAR) documented 

administer  

, one tablet, by mouth, daily at 5:00 

p.m.  

The surveyor reviewed the Progress Notes (PNs) 

and observed a note dated 8/15/19 and timed at 

11:51 a.m., late entry for 8/14/19 at 3:30 p.m., 

which documented that Resident #3 was 

prescribed  once daily at 

5:00 p.m. since admission to the assisted living 

on 5/22/19.  Further, the PN documented that the 

pharmacy delivered a box of , which was 

labeled on the outside of the box, , 

however, inside the box were  

.

The surveyor interviewed the Director of Nursing 

(DON), who stated that once the discrepancy was 

found, the facility checked all the boxes of 

Warfarin in the facility and no other discrepancy 

were found.  The DON further stated that the staff 

should have looked at the back of the label to 

ensure that the unit dose was accurate. 

The DON stated that the Physician was notified 

and ordered lab work.  The laboratory work was 

performed the next day and the Physician was 

called with the results.  The Physician ordered 

that Resident #3 go the the hospital for 

evaluation.  The DON further stated that the 

resident was given  and returned to the 

facility.
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 A 935Continued From page 4 A 935

The surveyor was unable to interview Resident #3 

as he/she was not in the facility during the time of 

this survey.

The facility failed to ensure that Resident #3 

received medications in accordance with the 

prescriber orders.
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