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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint

COMPLAINT #: NJ00171160

CENSUS: 20

SAMPLE SIZE: 4

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 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.

 A 935

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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 A 935Continued From page 1 A 935

This REQUIREMENT  is not met as evidenced 

by:

Complaint #: NJ00171160

Based on interviews, record review, and review of 

pertinent facility documents, it was determined 

that the facility failed to ensure medication was 

administered according to the Physician's orders 

and the facility policy for 1 of 4 residents, 

Resident #3. This deficient practice was 

evidenced by the following:

On 2/16/24 the surveyor reviewed the medical 

record (MR) of Resident #3 which revealed the 

resident was admitted to the facility on  

with diagnoses of . In 

addition, the surveyor reviewed Resident #3's 

Electronic Medication Administration Record 

(eMAR), which revealed on , Resident #3 

 his/her 9:00 a.m.  

 

 The surveyor 

reviewed the progress note dated , and did 

not observe any documentation that addressed 

Resident #3's 

At 9:54 a.m., the surveyor interviewed Resident 

#3, in the presence of Resident #4, the resident's 

spouse, regarding the above  

 Resident #4 stated Resident #3 

, and the CMA informed 

Resident #3 that the facility did not have the 

.

At 2:59 p.m., the surveyor in the presence of the 

Director of Nursing (DON) interviewed the CMA 

via telephone, to inquire why she did not 

administer Resident #3's 9:00 a.m.  

on . The CMA stated Resident #3  
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 A 935Continued From page 3 A 935

The surveyor reviewed an in-service sheet dated 

 regarding "Unavailable medications," 

which was conducted by the DON and signed by 

all nursing staff including the CMA. The in-service 

revealed, "If a medication is not available you 

must inform the supervisor. Simply documenting 

that a medication is unavailable is not an 

acceptable practice. The nurse will inform the MD 

[Medical Doctor] that the medication is not 

available and document accordingly in the 

resident profile. Please call the pharmacy and 

request that the medication be sent. If the 

medication needs a refill, you must communicate 

that to the supervisor as well. Medications should 

be re-ordered in a timely manner. When you see 

that a medication is getting low, please refill."

The surveyor reviewed the facility policy titled, 

"Documentation of Medication Administration," 

which revealed, "A Nurse or Certified Medication 

Aide (where applicable) shall document all 

medications administered to each resident on the 

resident's medication administration record 

(MAR)...Documentation must include, as a 

minimum...Reason(s) why a medication was 

withheld, not administered, or refused (as 

applicable)."
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