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 A 000 Initial Comments

Initial Comments:

 A 000

Type of Survey: Complaint

Complaint #: NJ 00188724

Census: 77

Sample Size: 3 

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 310 8:36-3.4(a)(1) Administrator's Responsibilities

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

1. Ensuring the development, implementation, 
and enforcement of all policies and procedures,
including resident rights;

 A 310
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 A 310Continued From page 1 A 310

This REQUIREMENT  is not met as evidenced 
by:
Complaint #:  NJ 00188742

Based on interview and record review, it was 
determined that the Executive Director (ED) failed 
to implement and enforce the facility policies 
titled, "Abuse, Neglect, Exploitation or 
Misappropriation-Reporting and Investigating," for 
1 of 3 residents, Resident #1. This deficient 
practice was evidenced by the following:

On 9/9/25, the Department of Health (DOH) 
received a Facility Reportable Event (FRE). a 
(document used by facilities to report incidents to 
the DOH) regarding Resident #1's 35  

 that were missing on  
at the facility.

On 9/18/25 at 9:15 a.m., the surveyor requested 
documentation regarding the  

, which was discovered by a 
staff member on .  is a 
medication used to treat  or  The 
surveyor requested the investigation report for 
review but the ED was unable to provide the 
surveyor with the investigation report. The ED 
stated that the FRE was the investigation.  

At 10:00 a.m., the surveyor reviewed Resident 
#1's closed medical record (MR), which revealed 
that Resident #1 was admitted to the facility in 

 with a diagnosis of . 
Further surveyor review of the Medication 
Administration Record (MAR) dated , 
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 A 310Continued From page 2 A 310

revealed that Resident #1 had an order for 
) per 

 by mouth four times 
a day for  or  
  
At 3:17 p.m., the surveyor again inquired about 
the investigation of the missing  

 on . The ED stated that 
she conducted interviews with staff members, 
obtained statements, and completed a thorough 
investigation; however, the ED was not able to 
provide the surveyor with the investigation report 
which included the staffs' statements, 
investigation documentation, or the investigation 
findings. Additionally, the ED confirmed that the 

 were still missing at the 
time of the survey. 

The surveyor reviewed a facility policy titled, 
"Abuse, Neglect, Exploitation or 
Misappropriation-Reporting and Investigation" 
with revision date of April 2021, which indicated, 
"... All reports of resident abuse ... neglect, 
exploitation or theft/misappropriation of resident 
property are reported to local, state and federal 
agencies ... thoroughly investigated by facility 
management. Findings of all investigations are 
documented and reported ... " 

Additionally, the policy revealed, 2.2. "The 
investigation will be documented on the state 
required reporting form, investigation form and 
log. 2.3. This form will be kept on file in the 
Administrative office."

 A 935 8:36-11.4(b) Administration of medications

(b) All medications shall be administered by 
qualified personnel in accordance with prescriber

 A 935
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 A 935Continued From page 3 A 935

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:
Complaint #: NJ 00188724

Based on interview and record review, it was 
determined that the facility failed to ensure that all 
medications were administered in accordance 
with prescriber orders for 1 of 3 residents 
reviewed, Resident #1. This deficient practice 
was evidenced by the following:

On 9/18/25 at 10:07 a.m., the surveyor reviewed 
Resident #1's closed medical record (MR), which 
revealed that Resident #1 was admitted to the 
facility in , with a diagnosis of  

 and received  services.

The surveyor reviewed Resident #1's physician 
order sheet which revealed that Resident #1 had 
an order for  

 by 
mouth four times a day."

Surveyor review of Resident #1's Medication 
Administrator Record (MAR) dated  

 The MAR revealed that on , Resident 
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 A 935Continued From page 4 A 935

#1 did not receive his/her scheduled  
 dose at 1:00 p.m., 5:00 p.m., and 

9:00 p.m.

Additionally, the MAR revealed that on , 
Resident #1 did not receive his/her scheduled 

 dose at 9:00 a.m.

Surveyor review of Resident #1's Progress Notes 
(PN) written by Certified Medication Aide (CMA) 
on at 9:49 p.m. revealed that the 

 was unavailable, and the Registered 
Nurse (RN) was aware.

On 9/18/25 at 1:39 p.m., the surveyor interviewed 
the Director of Nursing (DON) and inquired about 
Resident #1's missed doses of  on  
and . The DON stated that she was 
unaware of the missed  doses and did 
not know why the medication was not 
administered to Resident #1.

The surveyor reviewed a facility policy titled, 
"Assisted Living: Administration of Medication," 
dated 3/5/10, which revealed, " ... This center will 
assist residents to obtain pharmaceutical services 
in accordance with their physician's orders  ... 
Documentation will be made on the resident's 
MAR after each administration of medication ..."

 A1011 8:36-11.7(k) Storage and Control of Medications

(k) Controlled dangerous substances shall be 
stored, and records shall be maintained, in
accordance with the New Jersey Controlled 
Dangerous Substances Act, N.J.S.A. 24:21-1 et 
seq., and 
all other Federal and State laws and regulations 
concerning the procurement, storage,

 A1011
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 A1011Continued From page 5 A1011

dispensation, administration, and disposition of 
same.

This REQUIREMENT  is not met as evidenced 
by:
Complaint #: NJ 00188724

Based on interview and record review, it was 
determined that the facility failed to ensure safe 
storage of  for 1 of 3 
residents reviewed, Resident #1. This deficient 
practice was evidenced by the following:

On 9/9/25, the Department of Health (DOH) 
received a Facility Reportable Event (FRE), 
regarding Resident #1's  

 that were missing. According to the 
FRE, a staff member notified the Assistant 
Director of Nursing that the above medications 
were missing from a locked medication 
refrigerator in Unit #  on  

On 9/18/25 at 10:00 a.m., the surveyor reviewed 
Resident #1's closed medical record (MR), which 
revealed that Resident #1 was admitted to the 
facility in , with a diagnosis of  

. The Medication Administration Record 
(MAR) dated revealed that Resident #1 
had an order for  

 
by mouth four times a day for  or   

At 1:36 p.m., the surveyor reviewed two (2) 
 Records (  (a document the 

facility used to document when a  
medication was administered).  #1 revealed 
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 A1011Continued From page 6 A1011

that the last documented dose of  was 
administered on  at 1:00 p.m. According to 

 #1 documentation, under the "Doses 
present", six (6)  were remaining. 
Continued surveyor review of the  #1 
revealed that there was no documentation under 
the "Disposition of Remaining Doses" section of 
the  which indicated the disposition of the 
remining 6   

Surveyor review of  #2 revealed that the last 
documented dose of  was 
administered on  at 7:00 p.m. According 
to  #2 documentation. under the "Doses 
present",  29  were remaining. The 
surveyor observed that there was no 
documentation under the "Disposition of 
Remaining Doses" section of the  that 
indicated the disposition of the remaining 29 

 a total of 35  missing.

Further, the surveyor reviewed the Medical 
Administration Record (MAR) and observed that 
Resident #1 did not receive the ordered 

 on  at 1:00 p.m., 5:00 p.m., and 
9:00 p.m., and on  at 9:00 a.m. According 
to a progress note (PN) dated  written by a 
Certified Medication Aide (CMA) at 9:36 p.m., the 
medication was unavailable for administration. 

At 2:10 p.m., the surveyor interviewed the 
Assistant Director of Nursing (ADON) and 
inquired about the missing 35  of 
Resident #1's  The ADON stated that 
she was made aware of the missing  
refrigerator key on  and used a spare key 
to complete the  at that time 
with a CMA. During the interview, the ADON 
stated that on  the outgoing CMA notified 
her of the 35 missing  
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 A1011Continued From page 7 A1011

at 3:15 p.m,. and she then notified the Director of 
Nursing (DON) and the Executive Director (ED).

At 3:17 p.m., the surveyor interviewed the DON 
and the ED. The DON stated that she was on 

 and the ED confirmed that the 35 
 were still missing as 

of survey date,  

The surveyor reviewed the facility's pharmacy 
policy, titled "MEDICATION STORAGE IN THE 
FACILITY," dated February 2019 which indicated 
" ... E. At each shift change, or when keys are 
transferred, a physical inventory of all controlled 
substances including refrigerated items is 
conducted by two licensed nurses and is 
documented  ... F. Any discrepancy  ... 3. The 
medication regimen of residents using 
medications that have such discrepancies are 
reviewed to assure the resident has received all 
medications and ordered and the foal of therapy 
is met ..."

 A1073 8:36-15.6(b) Resident Records

(b) All assessments and treatments by health 
care and service providers shall be entered
according to the standards of professional 
practice. Documentation and/or notes from all 
health
care and service providers shall be entered 
according to the standards of professional 
practice.

 A1073
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 A1073Continued From page 8 A1073

This REQUIREMENT  is not met as evidenced 
by:
Complaint #: NJ 00188742

Based on interview and record review, it was 
determined that the facility failed to ensure that 
the notification of the physician and family was 
documented in a resident's Medical Record (MR) 
for 1 of 3 residents reviewed, Resident #1. This 
deficient practice was evidenced by the following:

On 9/18/25 at 10:00 a.m., the surveyor reviewed 
Resident #1's closed medical record (MR), which 
revealed that Resident #1 was admitted to the 
facility in , with a diagnosis of  

 Surveyor review of the Medication 
Administration Record (MAR) dated  
revealed that Resident #1 had an order for 

 per 
 by mouth four times 

a day for  or 

Additionally, the surveyor reviewed Resident #1's 
MAR dated , which revealed that 
Resident #1 was not administered the scheduled 

 on  at 1:00 p.m., 5:00 
p.m., and 9:00 p.m., and at 9:00 a.m. 

At 1:39 p.m., the surveyor interviewed the 
Director of Nursing (DON) and inquired if 
Resident #1's family and the physician were 
notified of the  on 

 The DON stated that she notified the 
physician and then the family at Resident #1's 
care conference on  

Further, the surveyor reviewed a Progress Note 
(PN) written by the DON dated  at 12:38 
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 A1073Continued From page 9 A1073

p.m., which confirmed that a care conference was 
held with Resident #1's family. 

However, there was no documented evidence in 
the MR that indicated that the resident's physician 
and family were notified of the resident's missing 

 and the four missed 
scheduled doses of the medication on  

The surveyor reviewed an undated facility policy 
titled, "Assisted Living: Communication Book (24 
Hour Report)  ... " which revealed, "... 5. Pertinent 
information should be documented in the 
resident's clinical record ..."

Additionally, the surveyor reviewed a facility policy 
titled, "Assisted Living: Health Monitoring  ... ", 
which indicated, " ... 8. All significant changes 
noted in the resident's condition will be noted in 
the resident's record and/ or health care plan. 9. 
The attending physician will be notified of a 
significant change in condition; notification will be 
documented. 10. The resident's family will be 
notified regarding a change in the resident's 
condition  ... notification will be documented  ..."
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11/12/2025Y2 Y3
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