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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint

COMPLAINT #:  NJ 00142139

CENSUS: 100

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 310 8:36-3.4(a)(1) Administration

(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

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

02/25/21
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 A 310Continued From page 2 A 310

interview, the surveyor asked the CMA when 

Resident #1 medications were poured.  The CMA 

confirmed that the two medications were 

pre-poured.  She explained that she was in the 

middle of administering the medications to 

Resident #1 when two other residents attempted 

to start a fight.  The CMA added that she was 

aware that medications should not be pre-poured. 

At 10:05 a.m., the surveyor reviewed Resident 

#1's medical record which revealed that the 

resident was admitted to the facility  

with diagnosis which included but was not limited 

to .  The "Physician's Order Form 

Between " indicated that 

the resident was prescribed  

tablet  by mouth daily at 9 a.m., 

and  by mouth twice daily at 9 

a.m., and 5 p.m.  Resident #1 was not able to be 

interviewed due to .  Medication 

Administration Record/Treatment Administration 

Record, is a document used to show when and 

whom administered medications to a resident.  

2.  At 9:05 a.m., the CMA proceeded to Resident 

#3's room and administered medications to the 

resident while the Executive Director (ED) was 

introducing herself to the surveyors.  The 

surveyor observed that the CMA reached into the 

medication cart and handed Resident #3 a souffle 

cup with medications.  The surveyor did not 

observe the CMA remove the medications from 

the bingo pack. 

At 11:55 a.m., the surveyor review of Resident 

#3's medical record indicated that the resident 

was admitted to the facility  with 

diagnosis which included but was not limited to 

.  The "Physician's Order 

Form Between  and " revealed 
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 A 310Continued From page 3 A 310

that Resident #3 was prescribed the following 

medications:   oral tablet  daily, 

 by mouth daily and  

 by mouth daily.  The surveyor was 

not able to interview Resident #3 due to  

3.  At 9:10 a.m., the CMA proceeded to Resident 

#4's room to administer medication(s) to him/her.  

The CMA again retrieved two souffle cups from 

the medication cart that contained pre-poured 

medications.  The CMA stated that she was sorry 

for pre-pouring the medications and that she had 

never pre-poured medications for residents 

before. The CMA then administered the following 

pre-poured medications to Resident #4 after 

identification of the medications with the surveyor: 

, , 

, ,  

, , , 

 and  one tablet. 

During interview with the CMA, the surveyor 

asked her when the medications were poured.  

The CMA admitted that she pre-poured the 

medications just before the surveyors arrived on 

the unit but she could not recall the exact time.

At 12:45 p.m., the surveyor reviewed Resident 

#4's medical record and according to the 

"Admission Face Sheet," the resident was 

admitted to the facility  with diagnosis 

which included but was not limited to   

The surveyor was not able to interview the 

resident due to .

The "The Physician's Order Form dated  

and " revealed the following 

medications:   oral tablet  

by mouth daily,  by 
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 A 310Continued From page 4 A 310

mouth daily,  twice daily, one 

daily  one tablet by mouth 

daily,  one tablet by mouth daily, 

 by mouth daily,  

 one capsule by mouth daily, 

 one capsule by mouth twice daily, 

 one tablet by mouth 3 

times daily. 

At 1:30 p.m., the surveyor informed the ED 

regarding the aforementioned concerns and she 

stated that she was not aware that medications 

were being pre-poured and would have the new 

Director of Nursing address the concern.  The 

new DON was not available for interview.

The surveyor reviewed the facility's policy and 

procedure titled, "Medication Delegation, Certified 

Medication Aide" which revealed under purpose 

3. iii, "The certified medication aide shall not: 

Pre-pour medications for more than one resident 

at a time.

 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
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 A 935Continued From page 6 A 935

written by the DON documented, "On  

evening shift meds were received and 

administered to  ... [Resident #1]. The 

medications:   and  

were administered.  was written but not 

administered as it was not transcribed. Meds 

were sent by mistake from pharmacy for another 

resident with the same name and same spelling, 

using the same pharmacy.  ... [pharmacy] did not 

confirm DOB [Date of Birth] before sending. Med 

tech administered as she knew that this resident 

was experiencing  that was not  by 

current . Valid script with name 

spelled the same was discovered when writer 

called pharmacy to see who prescribed the meds 

as Dr.  ... [Resident #1's physician] stated he did 

not."

The surveyor reviewed Resident #2's "Physician 

Orders Form dated  and " 

and observed the following medications:   

oral tablet  by mouth daily as needed, 

 oral tablet  daily, 

 oral tablet  twice daily, 

 oral capsule  daily, 

 oral capsule  daily, 

 oral tablet  at bedtime.

Further, the surveyor reviewed the electronic 

"Monthly MAR/TAR dated  and a 

handwritten "Routine Medications" form dated 

.  Medication Administration 

Record/Treatment Administration Record, is a 

document used to show when and whom 

administered medications to a resident.  The 

surveyor observed that Resident #2 was 

administered the additional following medications 

without a physician's order:  

 at 9 a.m., and 5 p.m.,  

 by mouth at 9 a.m.;  
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 A 935Continued From page 7 A 935

one tablet by mouth at 8 a.m. and 2 p.m., and 

 at 9 a.m.

At 10:30 a.m., the surveyor interviewed the 

Executive Director (ED) regarding the 

medications that were administered to the 

resident on  without a physician's order.  

The ED stated that she was notified of the 

incident the next day, .  She stated that 

she received a telephone call from the Assisted 

Living Coordinator (ALC) that Resident #2 was 

administered medications without an order from a 

physician.

 

The ED continued that her investigation revealed 

that the medications were prescribed by a 

different physician for a resident with the same 

name as Resident #2 that resided at another 

facility.  The ED stated that the DON was notified 

of the new medications but she [DON] failed to 

clarify the medications with Resident #2's 

physician before she (DON) approved the 

medications to be administered to Resident #2. 

The ED stated that the DON was  

at the facility and was not available for 

interview. 

At 11:10 a.m., the surveyor interviewed the ALC 

regarding the medication error that she reported 

to the ED and the DON.  The ALC stated that on 

 at approximately 10:30 a.m., that 

Certified Medication Aide (CMA) #1 notified her of 

possible medication error.  The ALC stated that 

CMA #1 informed her that Resident #2 was 

administered medications that he/she did not 

have orders for.  The ALC stated that she 

immediately notified the ED/DON via telephone.

At 11:45 a.m., the surveyor interviewed a 

Licensed Practical Nurse (LPN) charge nurse that 
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 A 935Continued From page 8 A 935

was on duty on  via telephone. The LPN 

stated that on  on the 7-3 shift [could not 

recall the time] that CMA #1 notified her that she 

could not administer the new medications 

delivered to Resident #2.  The LPN stated that 

CMA #1 informed her that the medications were 

in the medication cart but were not on the eMAR 

[electronic Medication Administration Record] to 

be administered to the resident.

  

The LPN stated that she was  the facility 

and was not familiar with the eMAR system.  She 

explained that she placed a telephone call to the 

DON because she had difficulty transcribing 

Resident #2's new medications in the eMAR. The 

LPN stated that she informed the DON that she 

was able to transcribe the  but that the 

system restricted her [LPN] from transcribing the 

rest of the medications.  The LPN stated that the 

DON instructed her [LPN] to transcribe the other 

medications onto a paper Medication 

Administration Record [Routine Medications] and 

administer the medications to the resident.  

At 1:30 p.m., the surveyor informed the ED about 

the aforementioned concern. She acknowledged 

that there was a medication error and stated that 

the DON should have called the resident's 

physician to clarify the medications. 

 

On 1/14/21 at 12:30 p.m., post survey, the 

surveyor interviewed CMA #1 and she stated that 

the facility received about three to four "Bingo" 

cards of "Routine" medications and a pack of 

 on  night,  for 

Resident #2.  CMA #1 stated that on  

morning,  on the 7-3 shift [could not 

recall time] that she approached the LPN on duty 

to inform her that Resident #2's new medications 

were not on the eMAR to be administered to the 
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 A 935Continued From page 9 A 935

resident.  

CMA #1 explained that she told the LPN to call 

and notify the DON of the new medications and 

for delegation.  CMA #1 stated that the LPN 

browsed the system and informed her [CMA #1] 

that the medications were in the system but she 

[LPN] was not able to transcribe the medications 

to the eMAR.  CMA #1 stated that later the LPN 

returned to her [CMA #1] that she [LPN] spoke 

with the DON and that she [LPN] was instructed 

to transcribe the new medications to a paper 

MAR.  CMA #1 stated that she did not administer 

the medications because the DON did not directly 

delegate the new medications to her to be 

administered to Resident #2.

On 1/19/20 at 3:15 p.m., post survey, the 

surveyor interviewed CMA #2 who administered 

and signed out the new medications to Resident 

#2 on .  She confirmed that she 

administered the   

 and  to Resident #2. 

CMA #2 stated that she administered the 

medications because they were on the eMAR and 

paper MAR to be administered.        

Surveyor review of the facility's policy and 

procedure titled, "Medication Delegation, Certified 

Medication Aide" revealed under section v. 

"Administer medications that have been 

dispensed by a pharmacy, in accordance with 

N.J.S.A. 45:14 et seq ..., and the requirements of 

this chapter; or" under iv. "Contact prescriber for 

changes in medication, to clarify an order, or 

contact the pharmacist for questions regarding a 

dispensed medication; or" under 4. " The certified 

medication aide shall contact the registered 

professional nurse for any questions or 

clarification regarding medication administration."
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