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F 610 Investigate/Prevent/Correct Alleged Violation

CFR(s): 483.12(c)(2)-(4)

§483.12(c) In response to allegations of abuse, 

neglect, exploitation, or mistreatment, the facility 

must:

§483.12(c)(2) Have evidence that all alleged 

violations are thoroughly investigated.

§483.12(c)(3) Prevent further potential abuse, 

neglect, exploitation, or mistreatment while the 

investigation is in progress.

§483.12(c)(4) Report the results of all 

investigations to the administrator or his or her 

designated representative and to other officials in 

accordance with State law, including to the State 

Survey Agency, within 5 working days of the 

incident, and if the alleged violation is verified 

appropriate corrective action must be taken.

This REQUIREMENT  is not met as evidenced 

by:

F 610 10/13/20

SS=D

 Complaint # NJ 138164

Based on interviews, review of Medical Records 

(MR), and review of other pertinent facility 

documents on 8/20 and 9/2/20, it was determined 

 1. Resident #3 no longer resides in the 

community 

2. All residents have the potential to be 

affected. All active medical records 

reviewed to ensure the presence of an 

incident report and investigation following 

any resident incident from the previous 30 

days. Incidents will be identified though a 

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

10/02/2020Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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F 610 Continued From page 3 F 610

staff did a late entry on 8/20/20, for Resident #3's 

 on , since an incident report 

was never done. The  further stated; when 

a resident  the charge nurse on the unit 

should complete an incident report, body 

assessment, and document in the progress notes 

the  resident's condition, vital signs,  

checks if applicable and notify the doctor and the 

family member. 

During an interview on 9/2/20 at 11:25 a.m., the 

 reported, it was her 

responsibility to complete the incident report after 

Resident #3  on  and stated she was 

in-serviced on incident reports when hired 

, and again on . 

During an interview on 9/2/2020 at 11:59 a.m., the 

 reported she was the nursing supervisor on 

, when Resident #3  and completed the 

physical assessment, however, she was unable 

to locate the assessment for any documentation 

that she completed on . 

Review of the Facility's Policy titled policy's titled 

"Fall Management"  dated 6/30/2013 and 2/2020, 

revealed the following under "Policy:" To minimize 

and/or decrease the risk of falls through an 

interdisciplinary review of guest/resident and to 

develop individualized care/service plan 

approaches. Under "definitions:" Any event 

resulting in the resident coming to rest 

unintentionally on the floor or other lower level but 

not as result of an overwhelming external force 

(e.g., resident pushes another resident)  .... 

Under "Procedure:" section 6.e. Initiate and 

complete incident report and investigative 

protocols.  
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F 610 Continued From page 4 F 610

Review of the Facility's Policy titled "Incident 

Report and Investigation Policy" dated 8/2004 

and 9/2017, revealed the following under "Policy:" 

All incidents which meet the definition of a 

reportable event as contained in this document 

will be recorded on an Incident Reporting form 

and reported as indicated. Under "Continuing 

Care" section 1. When an incident, near miss or 

an adverse event (as defined herein) takes place, 

the licensed employee on the scene will complete 

the "Resident incident Report Form (CareMedX) 

and electronically notify the individual responsible 

for performance improvement within 24 hours of 

the staff person having knowledge that this event 

occurred."

N.J.A.C. 8:39- 13.4(c)(2)(iv)

F 657 Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

§483.21(b)(2) A comprehensive care plan must 

be-

(i) Developed within 7 days after completion of 

the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that 

includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the 

resident.

(C) A nurse aide with responsibility for the 

resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of 

the resident and the resident's representative(s). 

An explanation must be included in a resident's 

F 657 10/13/20

SS=D
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F 657 Continued From page 7 F 657

change of status,  or a diagnosis of  

however, she was not sure if the CP was revised 

on Resident #3.

Review of the CP failed to show any 

documentation or dates that the CP was 

reviewed, or revised  incidents, and after 

a "Significant Change" when the resident 

contacted  and when placed on  

on  

Review of the Facility's Policy titled "Care/Service 

Plans" dated 9/2012 and revised date of 4/2019, 

revealed the following under "Policy;" Each 

guest/resident will have an individualized 

care/service plan developed at time of 

admission/readmission. Each guest/resident 

individualized care/service plan will be revised to 

reflect any changes in condition and will be 

reviewed at designated internals at a minimum 

based on service line ...

NJAC 8:39-11.2 (3)(i)
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