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Complaint #: NJ00175475

Based on observations, interviews, medical record review, and review of other pertinent facility 
documentation on 09/26/2024, it was determined that the facility failed to follow standards of clinical practice 
for documenting the administration of medication in the electronic Medication Administration Record (MAR). 
The facility also failed to follow its policy titled Administering Medications. This deficient practice was 
identified for 26 of 29 residents reviewed on MAR and was evidenced by the following:

Reference: New Jersey Statutes Annotated, Title 45, Chapter 11. Nursing Board. The Nurse Practice Act for 
the State of New Jersey states: The practice of nursing as a licensed practical nurse is defined as performing 
tasks and responsibilities within the framework of case finding; reinforcing the patient and family teaching 
program through health teaching, health counseling and provision of supportive and restorative care, under 
the direction of a registered nurse or licensed or otherwise legally authorized physician or dentist.

On 09/26/2024 at 10:00 AM, the surveyor observed the Licensed Practical Nurse (LPN #1) perform 
medication administration for two residents.

During an interview with the surveyor on 09/26/2024 at 10:10 AM, LPN #1 stated there was only one resident 
left for medication pass. The surveyor asked to review LPN #1's MAR screen for all assigned residents. The 
surveyor reviewed the MAR screen and observed 27 residents highlighted in pink and 2 residents highlighted 
in yellow. LPN #1 stated that if residents' names were highlighted in pink that indicated the medications were 
not yet signed out. LPN #1 further stated she adminstered medications to all residents on her assignment 
except one resident who was in physical therapy during medication observation. LPN #1 stated she was 
unable to sign out medications after administration because she usually floated around the facility and was 
not familiar with this particular medication cart. LPN #1 further stated that after administering medications to 
her assigned residents, she kept track of who received medications on her census sheet. LPN #1 stated the 
intention was to sign out the medications on the MAR after medication pass was completed. LPN #1 further 
stated medication should be signed out after medication administration. LPN #1 stated a resident could be 
harmed if medications were not signed out after administration and another nurse had to take the medication 
cart in an emergency. LPN #1 further stated, I did not follow the policy by not signing the MAR after giving 
medications. 
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On 09/26/2024 at 10:18 AM, the surveyor observed LPN #1 administer medications to one resident that was 
left for medication pass.

During an interview with the surveyor on 09/26/2024 at 10:20 AM, the Licensed Practical Nurse Unit 
Manager (UM #1) confirmed 26 resident names highlighted in pink and 3 resident names highlighted in 
yellow on LPN#1's screen. UM #1 stated that if names were highlighted in pink that meant that the 
medications were not given or not signed out. UM #1 further stated that if names were highlighted in yellow 
that meant the medications were given. UM #1 stated that once medications were given to the resident, the 
MAR must be signed out. UM #1 stated that the facility policy was that once medications were given, 
medications were expected to be signed out on the MAR. UM #1 stated that if medications were not 
administered to a resident, the MAR would still be signed with reason to why medications were not 
administered. UM #1 stated that if medications were not documented on the MAR, it was assumed 
medications were not given. UM #1 further stated that it was not standard of practice to sign out medications 
on the MAR at the end of the medication pass. 

During an interview with the surveyor on 09/26/2024 at 10:54 AM, the Director of Nursing (DON) stated that if 
medications were not signed out on the MAR, the nurse either forgot to sign out the medications or the 
medications were not administered. The DON further stated the expectation was to sign out medications on 
the MAR immediately after medication administration. 

Review of the facility policy titled Administering Medications with revised date of 3/2020 revealed under 
Policy Interpretation and Implementation, 13. The individual administering the medication must initial the 
resident's MAR on the appropriate location after giving each medication and before administering the next 
ones.

Review of undated facility document titled Long Term care Department-Job Description revealed under Job 
Title, LPN/RN. Under Essential Functions revealed, Administer prescribed medications and treatments in 
accordance with approved nursing policies and procedures. Maintain residents' medical records on nursing 
observations and actions taken such as medications and treatments given .
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