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Initial Comments

Initial Comments:
Type of Survey: Standard

Census: 25
Sample Size: 6

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.

8:36-3.1(a) Appointment of Administrator

(a) An administrator shall be appointed and an
alternate shall be designated in writing to act in
the absence of the administrator. The
administrator or a designated alternate shall be
available at all

times and shall be on-site at the facility on a
full-time basis in facilities that have 60 or more
licensed beds, and on a half-time basis in
facilities that have fewer than 60 licensed beds, in
accordance with the definition of "full-time" and
"half-time" at N.J.A.C. 8:36-1.3.
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to ensure that
an Alternate Administrator (AA) be designated in
writing to act in the absence of the Administrator,
which had the potential to affect all 25 residents
that resided at the facility at the time of the
survey. This deficient practice was evidenced by
the following:

On 10/14/25 at 9:09 a.m., the surveyor
interviewed the Assistant Director of Nursing
(ADON) and inquired about the facility
Administrator. The ADON stated that the facility
Administrator was ill and would not be present
during the survey.

At 9:58 a.m., the surveyors interviewed the
Director of Nursing (DON) regarding the
appointment of an Alternate Administrator. The
DON stated that if the Administrator had
pre-planned time off, he designated in writing who
would be the AA, but that since his absence was
unexpected, there was no designated AAin
writing. The DON then stated that the
administrative team contacted the facility's
regional office, and an AA would be coming to the
facility and covered the facility until the
Administrator returned.

In the same interview, the DON stated the facility
did not have a policy or procedure that
designated the AA in writing.
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8:36-7.2(e)(1-5) Health Care Assmnt. and Health
Service Plan

(e) Based on the health care assessment, a
written health service plan shall be developed.
The health service plan shall include, but not be
limited to, the following:

1. Orders for treatment or services, medications,
and diet, if needed;

2. The resident's needs and preferences for
himself or herself;

3. The specific goals of treatment or services, if
appropriate;

4. The time intervals at which the resident's
response to treatment will be reviewed; and

5. The measures to be used to assess the effects
of treatment.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to develop and
implement a written Health Service Plan (HSP)
for | and/or I services for 2 of 6
residents reviewed, Resident #s 1 and 3, This
deficient practice was evidenced by the following:

On 10/14/25 at 9:17 a.m., during the entrance
conference, the surveyor requested a list of all

A735
A735
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residents with a HSP from the Director of Nursing
(DON).

At 10:40 a.m., the surveyor reviewed Resident
#1's Medical Record (MR) which revealed that the
resident moved into the facility in i
" with d|agnoses which included [
88 During continued review
of Resident #1's MR the surveyor observed
consultations which indicated that Resident #1

was followed by N and il Care

services.

At 11:56 a.m. the DON provided the surveyor with
a document t|t|ed “Services NJ Exec Order 26.4b1]

". The DON stated that this
was the list of all residents who had HSPs.

On 10/15/25 at 10:40 a.m., the surveyor reviewed
Resident #3's closed MR which revealed that the
reS|dent moved |nto the facmty gy Exec Order 26.4b1]

Resident #3's closed MR the surveyor observed a
consultatlon WhICh indicated that Resident #3
B scrvices.

At 12:12 p.m., the surveyor interviewed the DON
and Regional Director of Clinical Services
(RDCS) regarding the HSPs. The DON and
RDCS confirmed that HSPs were not developed
for Resident #s 1 and 3. The DON and RDCS
also confirmed that an HSP should have been
developed for the residents who recieved outside
care services.

On 10/15/25 the surveyor reviewed the undated
policy and procedure titled, "Health Service Plan"
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which revealed, " ... Procedure 1. If the resident
assessment indicates that the resident requires
health care services, a health care assessment
will be completed within 14 days of admission by
a registered professional nurse, who will evaluate
the following: ... Outside Services 2. based on the
health care assessment a written health care plan
shall be developed..."

8:36-7.4(c)(1) Health Care Services

(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;

This REQUIREMENT is not met as evidenced
by:

Based on interview, and record review, it was
determined that the facility failed to update the
Health Service Plan (HSP) for 1 of 6 residents
reviewed, Resident # 6. This deficient practice
was evidenced by the following:

On 10/15/25 at 11:05 a.m., the surveyor reviewed
Resident # 6's Medical Record (MR), which
revealed that Resident # 6 was admitted to the
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facility in |l with diagnoses of [l and
NJ Exec Order 26.4b1 ).

The surveyor reviewed an incident report written
by a Llcensed Practlcal Nurse (LPN) at 8:45 p.m.

Certified Nursmg Assistant (CNA) notified the
LPN after Resident # 6 |jii§ in his/her room.
During an assessment by the LPN, it was noted

RS on his/her BEASREIEE- The incident
report continued to reveal that the LPN contacted
the resident's doctor, the Director of Wellness,
and the Administrator.

Continued surveyor review of the MR revealed an
undated document titled, "Service Plan Report",
that indicated the facility instituted a health
service plan regarding falls for Resident # 6, that
was updated |l but not after the resident |jii§
in .

At 11:30 a.m., the surveyor reviewed an undated
policy and procedure titled, "Health Service Plan",
revealed " Procedure ... 12. The health care plan
will be reviewed, and if necessary, ..., or as
needed, based upon the resident's response to
the care provided ,,,".

At 12:12 p.m., the surveyor interviewed the
Director of Wellness (DOW), in the presence of
the Regional Director of Wellness. The surveyor
interviewed the DOW regarding resident
assessments, in which the DOW stated that
resident assessments were performed by a
registered nurse upon admission into the facility,
and after [l or changes in a resident's status.
The surveyor inquired about Resident # 6's
Health Service Plan not being updated after
he/she | on [l the DOW did not have an

A 765
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answer.

8:36-11.4(b) Administration of medications

(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:

Based on observation, interview and record
review, it was determined that the facility failed to
administer a medication in accordance with the
prescriber's orders for 5 of 6 residents reviewed,
Resident #s 1, 2, 4, 5, and 6. This deficient
practice was evidenced by the following:

1. On 10/14/25 at 10:40 a.m., the surveyor
reviewed Resident #1's Medical Record (MR)
which revealed that the resident moved into the
facility in [ e \ith diagnoses which
ORI ) Exec Order26.4b1 |

The surveyor reviewed the electronic Medication
Administration Record (eMAR) dated fromiiil
through [l . Which revealed the following
blanks:
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On i during the night shift the facility failed
to complete the following orders:
NJ Exec Order 26.4b1] Order eVery Shlft INJ Exec Order 26.4b1 for

[NJ Exec O

proper placement prior to each [N Bl or
medication administration. [NNESKCICICEIPERIN at

and 1 hours

NJ Exec Order 26.4b1] every Shlft NJ Exec Order 26.4b1

before and after

medication administration NNISCERCIGERFRINI

each medlcat|on

KRN\ J Exec Order 26.4b 1 ER% t|mes a day J

Il ordered for 1:00 a.m. and 5:00 a.m. on

[
NN J Exec Order 26.4b1

Give 1 tablet via

§ at bedtime for iR C'dered

for 6:00 a.m.

2.

the facility failed to administer the
foIIowmg 12: 00 p m. orders:

1 four times a day N
I  c: oo oy

During continued surveyor review of Resident
#1's MR the surveyor did not observe any
documentation which indicated why the orders
above were not administered as per the providers
orders.

2.0n 10/15/25 at 10:15 a.m., the surveyor
reviewed Resident # 5's MR wh|ch reveaed that
the resident moved into the facility in ..

with diagnoses that included NEISXCEESICETRREREH

and

STATE FORM 6899 60SL11 If continuation sheet 8 of 13
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The surveyor reviewed the eMAR dated from
NEETECICEPER . \which revealed the
following blanks:

The facility failed ot complete the following
orders:

1. ONNIEGE Oldel 26 4b1 at 10 00 p m.

which is used for g

I
YAROLINJ Exec Order 26.4b1 at 10:00 p.m.
which is used for.

6. On at 9:00 p.m. which is

used for ICUIUEIEEY
FAOLIN\ ) Exec Order 26.4b1 2
tablets) at 10:00 p.m. which is used for |l

ANOLINJ Exec Order 26.4b1 at 10 00 p.m.

Wh|Ch is Used for Exec Order 26.4b1

I
CHNONINJ Exec Order 26.4b1 at 10:00 p.m.
which is used for [l

During continued surveyor review of Resident #
5's MR, the surveyor did not observe any
documentation which indicated why the orders
above were not administered as per the
provider's orders.

3. At 10:30 a.m., the surveyor reviewed Resident
# 4's MR which revealed that the resident moved
into the facility in [ASEREREEE ith diagnoses

which included SRR ond il

STATE FORM 6899 60SL11 If continuation sheet 9 of 13
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The surveyor reviewed the electronic Medication
Record (eMAR) dated from
B which revealed the following

through
blanks:
The facility failed to complete the following
orders:

1. Orjiiillll the resident’
checked at 6:00 a.m.

2B\ Exec Order 26,401 1
_at 9:00 p.m. which is used for

NJ Exec Order 26.4b1]

was not

During continued surveyor review of Resident #
4's MR, the surveyor did not observe any
documentation which indicated why the orders
above were not administered as per the
prescriber's orders.

4. At 10:40 a.m., the surveyor reviewed Resident
#2's MR which revealed that the resident moved

into the facility in - Vith diagnoses
which included m and RIEEE Order 26.4b1

The surveyor reviewed the MAR dated from
NSO EPERI . \which revealed the
foIIowmg blanks:
B the facility failed to complete the
following orders which were scheduled for 9:00
p.m.:
() Sxcc Order26.4bL —— JRelVg
tablets by mouth at bedtime for R
Give 1 tablet by
mouth at bedtime for

During continued surveyor review of Resident
#2's MR the surveyor did not observe any
documentation which indicated why the orders
above were not administered as per the
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provider's orders.

5. At 11:05 a.m., the surveyor reviewed Resident
# 6's MR, which revealed that the resident moved
into the facility in [l . vith diagnoses
which included [NISE RN
I

The surveyor reviewed the eMAR dated .

through| § which revealed the following
blanks:

The facility failed to complete the following
orders:

(MOIINJ Exec Order 26.4b1 at 6:00 a.m.

Wh|Ch is USGd for NJ ec Order 26 4|)l

NOlI\.J Exec Order 26. 4bl at 6:00 a.m.
which is used for [ NNESGCIROIG IR Gl

5. OnNBISCECIFEPLRIN at 8:00 p.m. which
s used for ISAMMRMR

During continued surveyor review of Resident #
6's MR, the surveyor did not observe any
documentation which indcated why the orders
above were not administered per the prescriber's
orders.

At 12:12 p.m., the surveyor interviewed the
Director of Nursing (DON) and the Regional
Director of Clinical Services (RDCS) regarding
medication administration. The DON stated that
once a week a Registered Nurse (RN) reviewed
the eMAR to ensure medication was administered
in accordance with provider's orders. The DON
also stated that if a blank was observed on the
eMAR by the RN during the weekly review a
progress note was documented in the Resident

STATE FORM 6899 60SL11 If continuation sheet 11 of 13
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chart. Additionally, the DON confirmed that
blanks were in the eMAR and there was no
document which addressed the missed
medication dose.

On 10/15/25 the surveyor reviewed the undated
policy and procedure titled, "Documentation of
Medication Administration" which revealed, "...
Procedure... 6) The R.N., L.P.N., or CMA who
omits any medication for any reason designates
such by the initialing the time block, then circling
the time block to indicate omission. The R.N.,
L.P.N.[ Licensed Practical Nurse], or CMA
[Certified Medication Aide] documents on the
back of the MAR and the progress noted if
necessary ..."

8:36-16.3(b) Ventilation

(b) Means of ventilation shall be provided for
every bathroom or water closet (toilet)
compartment. Ventilation shall be provided either
by a window with an openable area or by
mechanical ventilation.

This REQUIREMENT is not met as evidenced
by:
Based on observation and interview on

A 935

A1089
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10/15/2025 in the presence of the Director of
Environmental Services (DES) and Regional
Environmental Director (RED), it was determined
the facility failed to ensure means of ventilation
was provided for every bathroom by either a
window with an operable area or by mechanical
ventilation for 3 of 13 rooms observed in
accordance with N.J.A.C. 8:36-16.3 (b). The
deficient practice was evidenced by the following:

Observations during a facility tour between 10:00
AM and 11:55 AM revealed, the exhaust fans in
the resident bathrooms were not operational
when tested for rooms 117, 130 and 133. The
exhaust fans were the only source of ventilation in
the bathrooms.

In interviews at the times the RED and DES
confirmed the observations.

The facility's Acting Administrator, RED and DES
were informed of the deficient practice at the Life
Safety exit conference at 3:20 PM.
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1. How the corrective action will be accomplished for those residents found to
have been affected by the deficient practice.

On 11/3/25, The Administrator immediately appointed a covering Administrator to
cover any absences of the Facility’s Administrator.

2. How the facility wilt identify other residents having the potential to be affected
by the same deficient practice.

All Residents residing in the facility have the potential to be affected by this practice.

3. What measures will be put in place or systémic changes will be made to ensure
that the deficient practice will not recur.

The Vice President of Operations provided in-service education to the Administrator
on 10/25/25. Education included the appointment of an Administrator in
accordance with CFR 836-3.1(a). The Administrator verbalized understanding of the
education.

On 11/03/25, the Facility’s Administrator secured a written formal letter for an
Alternate Administrator in the absence of the Administratar of record.

The Alternate Administrator is an executive Director ata
neighboring facility.

On 11/03/25, the Administrator provided in-service education to the Facility’s
leadership team on the appointment of an alternate Administrator and have his/her
contact information in case the Administrator of record in unavailable.

The Vice President of Operations provided in-service education to the New
Administrator on 12/12/25.

Posting for alternate administrator is available at the reception area, staff verbalized
understanding of its location.

895 Wastflald Road | Moorastown, NJ 08057 856-314-0444
care-one.com
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4. How the facility will monitor its corrective action to ensure that the deficient
practice will not recur.

The Vice President of Operations or designee will review the coverage by the
alternate Administrator weekly x 3 weeks then monthly 3 months with both the
‘Administrator and alternate administrator. The findings will be presented to the
Quality Assurance Performance Improvement (QAPI) Committee monthly x 3
months. The QAPI committee will review and provide recommendation for further
audits as needed. The QAPI Committee meets monthly.

5. Completion Date: 12/12/25

895 Wastflald Road | Moorastown, MJ 08057 856-314-0444
care-one.com
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How the corrective action will be accomplished for those residents found to
have been affected by the deficient practice.

Resident #1 Health Service Plan was created on 10/15/2025, to include Outside
Services.

. ) NJ Exec Order 26.4b1
Resident #3 was discharged from the facility on-

How the facility will identify other residents having the potential to be affected
by the same deficient practice.

All.Residents requiring Health Service Plans have the potential to be affected by this
practice.

What measures will be put in place or systemic changes will be made to ensure
that the deficient practice will not recur.

On 10/15/25, the Regional Director of Clinical Services reviewed the policy titled,
“Health Service Plan”. No revisions were necessary.

On 10/17/25, the Regional Director of Clinicat Services provided in-service
education to the Director of Nursing (DON). Education was on the facility’s Policy
titled, “Health Service Plan,” which includes, “..If the resident assessment indicates
that the resident requires health care services, a health care Assessment will be
completed within 14 days of admission by a registered professional nurse, who will
evaluate the following: ...Outside Services 2. Based on the health assessment a
written health care plan shall be developed...” The DON acknowledged
understanding of the education.

On 10/17/25, the Director of Nursing {DON) provided in-service education to the
Registered Nurses (RNs) on the facility’s policy titted, “Health Service Plan.”
Education included that alt residents in need of health care services, will have a
care assessment will be completed within 14 days by a registered nurse (RN). RNs
verbalized understanding of the education.

From 10/15/25-10/17/25 The Director of Nursing and/or designee conduct audits of
100% of residents utilizing Outside Services to ensure a health care assessment
and health service ptan have been created. There were no untoward findings.

895 Waestfleld Road | Moorestown, NJ 08057 856-914-0444
care-one_con
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3. How the facility will monitor its corrective action to ensure that the deficient
practice will not recur.

Audits will be conducted on 10% of the residents by the Director of Clinical Services
or Designee weekly x 4 weeks, then monthly x 3 months with results provided to the
Administrator and the Quality Assurance Performance Improvement Committee
(QAPI). The QAPI committee will review and provide recommendation for further
audits as needed.

The QAPI Committee meets monthly.

4. Completion Date: 12/5/2025

895 Waestflgid Road | Moorestown, MJ 08057 B5&-914-0444
care-one.com
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How the corrective action will be accomplished for those residents found to
have been affected by the deficient practice.

On 10/17/25, the Director of Nursing (DON) updated Resident #6 Health Service

NJ Exe

Plan (HSP) to reflect new intervention after the

Resident #6 hadrelated to this practice.

How the facility will identify other residents having the potential to be affected
by the same deficient practice.

All residents have the potential to be affected by this practice.

What measures will be put in place or systemic changes will be made to ensure
that the deficient practice will not recur.

On 10/15/25, the Regional Director of Clinical Services reviewed the policy titled,
“Health Service Plan”. No revisions were necessary.

On 10/17/25, the Regional Director of Clinical Services provided in-service
education to the Director of Nursing (DON) on the facitity’s policy titled, “Health
Service Plan” which included, “Procedure ...12. The health care plan will be
reviewed, and if necessary, ..., or as needed, based upon the resident’s response to
the care provided...” The DON verbalized understanding that the health service plan
will be reviewed and updated post a fall incident.

On 10/17/25, the Regional Director of Clinical Services provided in-service
education to the Director of Nursing (DON). Education was on the facility’s Policy
titled, “Health Service Plan,” which includes, “...If the resident assessment indicates
that the resident requires health care services, a health care Assessment will be
completed within 14 days of admission by a registered professional nurse, who will
evaluate the following: ...Outside Services 2. Based on the health assessment a
written health care plan shall be developed ” The DON acknowledged
understanding of the education.

On 10/17/25, the Director of Nursing (DON) provided in-service education to the
Registered Nurses (RNs) on the facility’s policy titled, “Health Service Plan.”
Education included that all residents in need of health care services, will have a
care assessment will be completed within 14 days by a registered nurse (RN). RNs
verbalized understanding of the education.

From 10/15/25-10/17/25 The Director of Nursing and/or designee conduct audits of

895 Wastiisid Road | Moorestown, NJ 08087 856-914-0444
oare-ppe.com
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100% of residents utilizing Outside Services to ensure a health care assessment
and health service plan have been updated.

4. How the facility will monitor its corrective action to ensure that the deficient
practice will not recur.

The Director of Clinical Services or Designee will conduct audits of 100% of
residents’ Health Service Plans (HSP) post fall incident, to ensure interventions are
implemented. Audits will be conducted daily x 5 days, then weekly x 3 weeks, then
monthly x 3 months. Results of the audits will be provided to the Administrator and
to the Quality Assurance Performance Improvement (QAPI) committee monthly x 3
months. The QAPI committee will review and provide recommendation for further
audits as needed. The QAPI Committee meets monthly.

5. Completion Date: 12/5/2025

895 Wastflaid Road | Moorestown, NJ 08057 856-914-00444
care-opnpe.com
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1. How the corrective action will be accomplished for those residents found to
have been affected by the deficient practice.

B the Director of Nursing (DON) assessed Resident #1. Family and
Attending notified.

On EiEEEEEER e DON notified Resident #1’s family member and the attending

physician of the unsigned Medication Administration Record (MAR) including the
e ute \J Exec Order 26.4b1  [IREERNERNJ Exec Order 26.4b1
REEREEER - 5 el as the unsigned orders for T 2"

B R - t 12:00pm. The attending physician gave no new orders.

I the DON assessed Resident #5. Family and Attending notified.

il the DON notified Resident #5°s family member and attending

INJ Ex Order 26.4(b)(1)

physician of the unsigned Medication Administration Record (MAR) for N

at']Opm_ Exec Order 26.4b1  EieEeRe]s]
NTExec Order 26401 BRI SUmNT Exec Order 26.4b1  zilok
SRR 9:00pm... NSRS o-0opm. I

NJ Exec Order 26.4b1 at 10:00pm.. NJ Exec Order 26.4b 1P
10:00pm.. NNESCIRCIGEIZRAER- 10:00pm.” The attending physician gave

no new orders.

BRI the DON assessed Resident#4. Family and Attending notified.

physician of the unsigned Medication Administration Record (MAR) for
R VJ Exec Order 26.4b1

physician of the unsigned Medication Administration Record (MAR) for

NSRS EIPERIN oive 2 tablets at bedtime... NNISCEICIRERRIN-

bedtime.” The attending physician gave no new orders.

on|
physician of the unsigned Medication Administration Record (MAR) for ‘§

NJ Exec Order 26.4b1]

NJ Exec Order 26.4b 1 PRESLEVelN ] Exec Order 26.4b1 RN EIE
NJ Exec Order 26.40 1 PRar-SyYet a0 NJ Exec Order 26.4b 1 PRERN e o oo e

at 8:00pm. The attending physician gave no new orders.

£95 Wastfield Road | Moorastown, NJ 08057 856-914-0444
care-one.com
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How the facility will identify other residents having the potential to be affected
by the same deficient practice.

All residents with medication orders have the potential to be affected by this
practice.

What measures will be put in place or systemic changes will be made to ensure
that the deficient practice will not recur.

On 10/15/25, the Regional Director of Clinical Services reviewed the policy titled,
“Documentation of Medication Administration”. No revisions were necessary.

On 10/17/25 The Director of Nursing (DON) provided a Clinical Practice Referrat to
the Certified Medication Aides (CMAs) and the Licensed Practical Nurses (LPNs}
who left the Medication Administration Records (MARs) unsigned. The Clinical
Practice Referral inctuded education on the facility’s policy titled, “Documentation
of Medication Administration” “Procedure...6) the R.N., L.P.N., or CMA who omits
any medication for any reason designates such by the initialing the time block, then
circling the time block to indicate omission. The R.N., L.P.N. [Licensed Practical
Nurse], or CMA [Certified Medication Aide] documents on the back of the MAR and
the progress note if necessary.” Staff acknowledged understanding of the
education.

On 10/17/25- 10/20/25 the DON provided in-service education to the LPNs, RNs and
CMAs working the 7-3pm, 3-11pm, and 11-7am shifts. Education inctuded the
facility’s policy titted, “Documentation of Medication Administration”
“Procedure...6) the R.N., L.P.N., or CMA who omits any medication for any reason
designates such by the initialing the time block, then circling the time block to
indicate omission. The R.N., L.P.N. [Licensed Practical Nurse], or CMA [Certified
Medication Aide] documents on the back of the MAR and progress note if
necessary.” Staff acknowledged understanding of the education.

On 11/01/2025 the Director of Nursing (DON) conducted an audit of 100% of.
residents’ Medication Administration Records (MARS) for the last 30 days to ensure
all medications were signed as administered or documented appropriately if not
administered. There were no untoward findings of the audit.

On 10/17/25 -10/20/25, the Director of Nursing conducted medication pass
observations with the CMAs, LPNs and Registered Nurse (RN).

On 1/2/26, the Assisted Living: Documentation of Medication Administration policy
was updated to include: "3. Documentation of medication administration incluces,
as a minimum:..f. Reason(s) why a medication was withheld, not administered, or
refused (as applicable)."

895 Wastfield Road | Moorestown, NJ 08057 856-914-0444
care-one.com
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On 1/2/26-1/6/26, Certified Medication Aides (CMAs); Registered Nurses {RNs) and
Licensed Practical Nurses (LPNs) were provided in-service education by the
Director of Nursing (DON) on the facility's updated policy titled, "Assisted Living:
Documentation of Medication Administration." Education included "3.
Documentation of medication administration includes, as a minimum:..f. Reason(s)
why a medication was withheld, not administered, or refused (as applicable).” Staff
verbalized understanding of education.

4. How the facility will monitor its corrective action to ensure that the deficient
practice will not recur.

The Director of Nursing (DON) or designee will conduct audits of 10 randomly
sampled residents’ Medication Administration Records (MARs) to ensure all
medications are signed as administered or documented appropriately if not
administered. Audits will be conducted daily x 5 days, then weekly x 4 weeks, then
monthly x 3 months. Results of the audits will be provided to the Administrator and
to the Quality Assurance Performance Improvement (QAPI) committee. The QAPI
committee will review and provide recommendation for further audits as needed.

The QAPI Committee meets monthly.

5. Completion Date: 1/2/26 and Ongoing

895 Waestfield Road | Monrastown, NJ 08057 856-814-Q444
care-gne.com



Assisted Living: Documentation of Medication Administration

Policy Statement

A medication administration record is used to document all medications administered.

Policy Interpretation and Implementation

1. A nurse or certified medication aide (where applicable) documents all medications

administered to each resident on the resident’s electronic medication administration
record (eMAR). Paper medication administration records (MARs) may be used when
there is a system outage and the eMAR is not available, in accordance with emergency
preparedness plans.

2. Administration of medication is documented immediately after it is given.

3. Documentation of medication administration includes, as @ minimum:

J

.-
>0 ao0CT

the resident’s name;

name and strength of the drug;

dosage;

route of administration;

date and time of administration;

reason(s) or reason code(s) why a medication was withheld, not administered, or
refused (as applicable);

electronic signature or initials, signature, and title of the person administering
the medication;

resident response to the medication, if applicable (e.g., PRN, pain medication,
etc.).
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1. How the corrective action will be accomplished for those residents found to
have been affected by the deficient practice.

On 10/15/25, the Director of Environmental Services (DES) immediately replaced
the belt on the drive motor for the exhaust fans. The exhaust fans were then fully
operational in the bathrooms for the unoccupied rooms: 117, 130 and 133.

There were no residents adversely affected by this practice.

2. How the facility will identify other resudents having the potential to be affected
by the same deficient practice.

All residents have the potential to be affected.

3. What measures will be put in place or systemic changes will be made to ensure
that the deficient practice will not recur.

On 10/15/25 the Regional Environmental Director provided in-service education to
the Director of Environmental Services (DES) on the requirement under N.J.A.C
8:36-16.3(b) to maintain ventilation for every bathroom by either a window with an
operable area or by mechanical ventilation. The DES verbalized.understanding of
the education.

The Director of Environmental Services {(DES) conducted an inspection of all
resident bathrooms in the facility on 10/15/25 to ensure exhaust fans in the resident
bathrooms were fully operational. There were no other findings of the inspection.

4. How the facility will monitor its corrective action to ensure that the deficient
practice will not recur.

The Director of Environmental Services or Designee will conduct inspections of all
resident bathroom exhaust fans weekly to ensure they are operable. Audits will be
conducted weekly on an on-going basis with results provided to the Administrator
and to the Quality Assurance Performance Improvement (QAPI) committee monthly
x 3 months. The QAPI committee will review and provide recommendation for
further audits as needed.

The QAPI Committee meets monthly.

5. Completion Date: 10/20/2025

895 Wastfield Road | Moorestown, NJ 08057 856-316-0444
nare-one. com
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PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

10A100

A. Building
v1 |B- Wing

MULTIPLE CONSTRUCTION

Y2

DATE OF REVISIT

1/12/2026 va

NAME OF FACILITY

CARE ONE AT MOORESTOWN

STREET ADDRESS, CITY, STATE, ZIP CODE

895 WESTFIELD ROAD

MOORESTOWN, NJ 08057

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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Y4 Y5 Y4 Y5 Y4 Y5
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LSC 01/02/2026 LSC 10/20/2025 LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
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ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [] | (INITIALS)
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 1| (INITIALS)
FOLLOWUP TO SURVEY COMPLETED ON |:| CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
10/15/2025 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES |:| NO

STATE FORM: REVISIT REPORT (11/06)

Page 1 of 1

EVENT ID:

60SL12





