
A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 07/21/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

New Jersey Department of Health

Q4VDWW 09/26/2019

NAME OF PROVIDER OR SUPPLIER

ARBOR TERRACE SHREWSBURY

STREET ADDRESS, CITY, STATE, ZIP CODE

864 SHREWSBURY AVENUE
TINTON FALLS, NJ  07724

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Standard 

CENSUS:  121

SAMPLE SIZE:  9

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 765 8:36-7.4(c)(1) Resident Assessments and Care 
Plans

(c) Written policies and procedures shall be 
developed and implemented to ensure, but not be 
limited to, the following:

1. Assessment of all residents with a general 
service plan at least semi-annually, and those 

residents who have a health service plan 
shall be reassessed at least quarterly and more 
often on an as needed basis, including and 
upon the resident's return to the facility from the 
hospital;

 A 765

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

10/21/19
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 A 765Continued From page 1 A 765

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review it was 
determined that the facility failed to reassess a 
resident's condition upon return from a 
hospitalization in order to determine the resident's 
medical needs for  of residents reviewed for 
care and services, Resident .  This deficient 
practice was evidenced by the following:

On 9/25/19 the surveyor reviewed the medical 
record of Resident  and observed that he/she 
moved into the facility in  with 
diagnoses which included , 

.  According 
to review of the Charting Notes (CN) on  

 the resident had a  
, , sat down in a chair, 

 for a while,  and was 
.  

The surveyor observed in the CN that the 
resident returned to the facility on  
p.m. however, the note was written 
by a Licensed Practical Nurse.  The surveyor did 
not observe any documentation in the CN by a 
Registered Nurse (RN) after the resident's 

to the facility.

The surveyor reviewed the facility document 
titled, "Assessment and Service Plan Services 
Library" and observed that the most current 
assessment was dated .  The surveyor 
observed that there was no documented 
assessment after that assessment, including no 
assessment after the resident  

on 

The surveyor interviewed the RN who stated that 
he/she thought the facility had 30 days to do an 
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 A 765Continued From page 2 A 765

assessment when a resident returned to the 
facility from the hospital.  On 9/26/19 during the 
exit conference both the Executive Director and 
the RN confirmed that the resident's condition 
should have been reassessed by an RN.

 A 891 8:36-10.5(a) Dining Services

(a) The facility and personnel shall comply with 
the provisions of N.J.A.C. 8:24, Retail Food 
Establishments and Food and Beverage Vending 
Machines Chapter XII of the New Jersey Sanitary 
Code.

This REQUIREMENT  is not met as evidenced 
by:

 A 891

Based on observation it was determined the 
facility failed to maintain sanitary practices in the 
kitchen as required by the New Jersey Sanitary 
Code 24.  This failure placed all residents at risk 
for illness.  This deficient practice was evidenced 
by the following:

On 9/25/19 at 9:43 a.m., during the tour of the 
building, in the presence of the facility's Food 
Services Director (FSD), the surveyor inspected 
the kitchen and observed the following sanitary 
issues:

1.  At 9:50 a.m., the surveyor observed inside the 
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 A 891Continued From page 3 A 891

of the plastic bin used for bulk flour storage (1) 
one 6 inch in diameter stainless steel bowl stored 
in the flour product.  

 2.  At 9:51 a.m., the surveyor observed inside of 
the plastic bin used for bulk sugar storage (1) one 
plastic scoop stored with the handle in the sugar 
product.

At that time, the surveyor interviewed the FSD 
who agreed that the scoops should not be stored 
in the bulk dry products.

 A 939 8:36-11.5(b)(1)(i-ii) Pharmaceutical Services

(b) The registered professional nurse may 
choose to delegate the task of administering 
medications in accordance with N.J.A.C. 
13:37-6.2 to certified medication aides, as 
defined in this chapter.

1. A unit-of-use/unit dose drug distribution 
system shall be developed and implemented 

whenever the administration of medication is 
delegated by the registered professional nurse 

to a certified medication aide;
 

i. Over-the-counter (OTC) solid and liquid 
dosage forms may be dispensed in a non 

unit-of-use or non unit-dose medication 
distribution system.
 

ii. Prescription liquid medications (that is, 
conventional bottles, concentrates) may be 

dispensed in a non unit-of-use, non 
unit-dose, or conventional medication distribution 

system.

 A 939
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This REQUIREMENT  is not met as evidenced 
by:
Based on observation, interview and record 
review it was determined that the facility 
Registered Nurse (RN) failed to ensure that tasks 
delegated to the Certified Medication Aide (CMA) 
were appropriately supervised.  The facility also 
failed to ensure that a unit of use/unit dose 
distribution system was utilized whenever the 
administration of medication was delegated to the 
CMA's for  of residents reviewed, Resident  
Resident , Resident , Resident , Resident 

 and Resident This deficient practice was 
evidenced by the following:

On 9/25/19 the surveyor inspected the medication 
cart and observed the several multiple dose 
bottles of medication stored inside.  The 
medications were not in unit of use packaging in 
order for the CMAs to administer medications as 
follows:

1.  Resident  had a bottle of  and a 
bottle of  stored in the medication cart.
2.  Resident  had a bottle of  stored in 
the medication cart. 
3.  Resident  had a bottle of  stored in 
the medication cart.
4.  Resident  had a bottle of  stored in 
the medication cart.
5.  Resident  had a bottle of stored in 
the medication cart.
6.  Resident  had a bottle of stored in 
the medication cart.

At that time, the surveyor observed that the 
facility used an electronic Medication 
Administration Record (eMAR) system to record 
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 A 939Continued From page 5 A 939

medications administered.  The surveyor 
reviewed the eMARs for  and 
observed that CMAs signed out the medications 
as administered that were stored in multiple dose 
bottles.

The surveyor interviewed a CMA who stated that 
the Nurse gave the medications from the bottles.  
The surveyor then asked the CMA to explain why 
his/her initials were documented on the eMAR as 
the person that administered the medications.  
The CMA further stated that he/she was signed 
onto the computer and that the Nurse that 
administered the medication did not sign onto the 
computer and that is why his/her (Nurse) initials 
were not on the eMAR.

The surveyor interviewed the Registered Nurse 
(RN) who stated that the medication in the bottles 
was administered by the Licensed Practical 
Nurse (LPN).  The RN further stated that she was 
aware that the CMAs were not allowed to 
administer medications from a multiple dose 
bottle.  The RN also stated that the Nurse should 
have logged onto the computer so that the eMAR 
would have recorded his/her initials as the person 
that administered the medications. 
 
The surveyor requested a copy of the resident's 
eMARs and confirmed with the RN that 
medications that were in multiple dose bottles 
was signed off by the CMAs.

The facility failed to ensure that the CMAs were 
delegated the task of administering medications 
from a unit of use/unit dose distribution system 
and failed to ensure that the CMAs were only 
provided with a unit of use/unit dose distribution 
system for medication administration.
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 A 981Continued From page 6 A 981

 A 981 8:36-11.7(a)(4) Pharmaceutical Services

(a) The administrator shall provide an appropriate 
and safe medication storage area, either in a 
common area or in the resident's unit, for the 
storage of medications that are not 
self-administered by the residents. The storage 
area requirement may be satisfied through the 
use of a locked medication cart.

4. Each resident's medications shall be kept 
separated within the storage area, with 

the exception of large volume medications 
which may be labeled and stored together in the 

storage area.

This REQUIREMENT  is not met as evidenced 
by:

 A 981

Based on observation and interview it was 
determined that the facility nursing staff failed to 
store ointments and creams separately for each 
resident within the medication cart.  This deficient 
practice was evidenced by the following:

On 9/26/19 at 9:45 a.m., in the presence of the 
Registered Nurse (RN), the surveyor inspected 
the medication cart on the  and observed 
that creams, ointments and powders were stored 
together with eye drops inside the medication 
cart.

At that time the surveyor interviewed the RN who 
stated that the creams and ointments should not 
be stored with the eye drops in the same area.  
The RN agreed that the creams, ointments and 
powders should have been stored in the 
designated treatment cart.
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 A 999 8:36-11.7(e) Pharmaceutical Services

(e) Discontinued or expired medications shall be 
destroyed within 30 days in the facility, or, if 
unopened and properly labeled, returned to the 
pharmacy for credit, if allowable, and in 
conformance with N.J.A.C. 13:39 and other State 
and Federal laws, codes, and regulations.

This REQUIREMENT  is not met as evidenced 
by:

 A 999

Based on observation and interview it was 
determined that the facility failed to destroy 
expired medications and remove expired 
medications from the active medication storage 
area, for  of  residents reviewed, Resident .  
This deficient practice was evidenced by the 
following:

On 9/25/19 at 11:20 a.m., in the presence of the 
Registered Nurse (RN), the surveyor counted the 
narcotics with the Certified Medication Aide 
(CMA).  The surveyor observed medication that 
was stored in the narcotic box and dispensed in a 
Bingo card (a medication delivery system 
designed to deliver unit of use doses of a 
medication in a compartment or bubble).  The 
surveyor observed tablets of   

 tablets that had expired The 
tablets were stored with the active 

inventory of controlled medications.

At that time the surveyor reviewed the electronic 
Medication Administration Record and observed 
that Resident  was administered expired 
medication on 

During surveyor interview the RN stated that the 
medication should have been removed and 
destroyed.  The surveyor observed the Nurse 
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 A 999Continued From page 8 A 999

separate the Bingo card from the active inventory 
and stated that the medication would be 
reordered for the resident. 

The surveyor reviewed the facility's policy titled, 
"Medication Management" which documented, 
"Medications will be checked for expiration dates 
and expired drugs pulled at least once monthly."

The facility failed to remove and destroy expired 
medication from the active inventory of 
medication and as a result, administered expired 
medication to Resident 

 A1097 8:36-16.6 Physical Plant

All facilities shall be provided with a fire 
suppression system in accordance with the 
Uniform Construction Code, N.J.A.C. 5:23.

This REQUIREMENT  is not met as evidenced 
by:

 A1097

Based on observation and interview it was 
determined the facility failed to provide fire 
sprinkler coverage to all areas in the facility as 
required by the New Jersey Uniform Construction 
Code N.J.A.C. 5:23, for use group I-2 (health 
care) use occupancy and National Fire Protection 
Association (NFPA) 13 Installation of Sprinkler 
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 A1097Continued From page 9 A1097

Systems.  This deficient practice was evidence by 
the following:

On 9/25/2019 at 9:31 a.m., during the entrance 
conference with the Administrator and 
Maintenance Director, the surveyor requested a  
copy of the facility lay out which identifies the 
various rooms in the facility to be inspected.
   
At 10:42 a.m., in the presence of the 
Maintenance Director, the surveyor toured the 
building and inspected the ,  

,  
  The surveyor observed that the 

facility failed to provide adequate fire sprinkler 
protection in the following locations:

1.  At 10:56 a.m., there was no evidence of fire 
sprinkler coverage inside the  19 
feet by 10 feet main .  At that time 
the surveyor interviewed the Maintenance 
Director who confirmed that there was no fire 
sprinklers in the room.   

2.  At 11:04 a.m., there was no evidence of fire 
sprinkler coverage inside 
the  7 feet by 5 feet sprinkler control 
valves room, located next to the elevator.  At that 
time the Maintenance Director confirmed that 
there were none in the room.

Reference #1:  Uniform Construction Code, 
Special detailed requirements based on use and 
occupancy section 407 group I-2, [F] 407.5 
Automatic sprinkler system. Smoke 
compartments containing patient sleeping units 
shall be equipped throughout with an automatic 
fire sprinkler system in accordance with Section 
903.3.1.1.  The smoke compartment shall be 
equipped with approved quick-response or 
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 A1097Continued From page 10 A1097

residential sprinklers in accordance with section 
903.3.2.
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This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such 
corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC provision number and the 
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey report 
form).
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