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F0000 INITIAL COMMENTS F0000
Complaint #: NJ147082 and NJ146321
Census: 86
Sample Size: 11
The facility is not in compliance with the requirements
of 42 CFR Part 483, Subpart B, for Long Term Care
Facilities based on this complaint survey
F0689 Free of Accident Hazards/Supervision/Devices F0689 | 1.The corrective action for the residents affected by 10/08/2021
SS=G the deficient practice will be accomplished as follows:

CFR(s): 483.25(d)(1)(2)
§483.25(d) Accidents.
The facility must ensure that -

§483.25(d)(1) The resident environment remains as free
of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is NOT MET as evidenced by:

Complaint Intake NJ146321

Based on interviews, record reviews, and facility

policy and gl contract review, the facility failed

to ensure the resident's environment remains as free of
accident hazards as is possible, and that each resident
received adequate supervision and [QESSSECEEEDRY to
prevent accidents or injury for one resident (Resident
#1) out of four residents reviewed for

Specifically, the facility failed to ensure that

Resident #1 who was identified by the facility as a

had his/her g intervention which included

to have bed MIEELEFEEIDE) and in place

The resident was sent to the hospital immediately, and
is | the facility. Rounds were made by
facility staff to ensure that all other residents were
safe, with equipment in place. The [l aide in
question was inserviced immediately at the facility,
and was ultimately removed from her position at the

2. Identification of other residents who could be
affected by the deficient practice:

Any resident care planned for fall precautions and the
use of safety equipment, including floor mats and low
bed, could have been affected by the deficient
practice.

3. Measures or systemic changes to ensure that the
deficiencies will not recur.

Facility Charge Nurses were inserviced 6/28/21 — 7/4/21
on 1. ensuring that they meet with all hospice staff

prior to beginning care to review the care plan,
including fall precautions such as fall mats and low

bed position 2. to instruct hospice staff to check in

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 reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

participation.
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before nursing staff exited the resident's room. It was
determined that the facility's failed practice resulted

(WE:INJ Ex Order 26.4(b)(1)ENJ Ex Order 26.4(b)(1)

for Resident #1.
Findings included:

1. Resident #1 was initially admitted orjgiSiiSiRRE and
readmitted orjgaisi el with diagnoses including
NJ Ex Order 26.4(b)(1) BNJ Ex Order 26.4(b)(1)
INJ Ex Order 26.4(b)(1)
lNJ Ex Order 26.4(b)(1) NJ Ex Order 26.4(b)(1
INJ Ex Order 26.4(b)(1) BEI]™ = o4
.The
b quarterly Minimum Data Set (MDS) revealed
the resident had \RESEOIGEWHEIDED)
resident was JUEICEFERIDEY on staff for all
activities of daily living (ADLs). The resident
Rt Ex Order 26.4(D)(1) ===
The facility submitted an AAS-45 (Facility Reportable
Event) report to the New Jersey Department of Health on
Eaeae® The report indicated o, after a
b aide provided care to Resident #1, the aide
asked the nurse to get the resident out of bed. The
B aide was not transferring residents due to the
aide's iRl The i g aide proceeded to the
next resident’s care. When the nurse arrived to the
resident ' s room, the resident was discovered on the

floor. Resident #1 had [EISISEEEEROY and
_ aThe resident was
transferred to the hospital and diagnoses with a

NJ Ex Order 26.4(b)(1) NJ Ex Order 26 .4(b)(1)
). The report indicated

ji Were not in place at the time of [gi-

The facility's incident report dated [ iiERE
indicated under the predisposing situation factor that
contributed to Resident #1 's as,
NNISYLEPIFIOIE with hands on care." The report
noted under the other information portion of the report
that Resident #1 was noted to be and at
times could become Elaalg with care. It indicated
the resident'sﬁ was lssEERRl |t was further
reported that Resident #1 waiiSlSEEERURN the floor
in his/her bedroom. The resident was reported to have
been the floor with MIEXSLEFEEIDE) The
facility identified that Gl Aide (HA)#1 who was
the last to provide care to the resident had iy the
resident’s bed and removed the which was in
place for the resident‘s while rendering care and

review that the hospice staff is to stay with the

resident and use the call bell to request staff

assistance rather than leave the bedside 4. if hospice
staff reports/appears unable to complete their duties,

to have them report to the Nursing Supervisors to
determine the course of action. In addition, the

hospice company has adopted an electronic plan of care
app which includes all DME and other interventions
needed for each patient, which accompanies all hospice
personnel caring for any facility residents.

4_Monitoring the continued effectiveness of the
systemic change.

The Director of Nursing or Unit Manager will perform
weekly audits of hospice aides to ensure they are
following the care plan for resident safety (including

use of floor mats, low bed, or other interventions),

and that the nurse has met with the hospice aide prior
to care. The facility care plan will be checked against
the Hospice care plan to ensure consistency. The
results of these audits will be recorded by the DON or
Unit Manager, and reported at QAPI committee monthly
for 3 months.
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SS=G whenever the resident was in bed and was in place at the end of care to report any abnormalities 3. to
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F0689 Continued from page 2
SS=G failed to return the resident's|jgigf back to the i
and likewise failed to replace the resident’s
el bDefore she exited the resident's room to get
the facility's staff's assistant with SESSEERE the
resident from bed to EEEEEEURY Dor bt care
plan. It was noted that Resident #1 who was only
oriented to iy attempted to )
with the bed gy and without the SR
in placed in the process. The report
indicated that Resident #1 was transported to the
hospital at 9:40 AM and returned to the facility at 2
PM with diagnosis of [{NISEOGEPLRIGED)
[l The report concluded that Resident #1's care
plan was updated to reflect that, "After providing care

to resident, if staying in bed, SiaSslaal back to

NJ Ex Order 26.4(0)(1)[ETalo MY ol ETezNJ Ex Order 26.4(b)(1)Elyl|
A taff will stay with resident until staff is
available to assist with il

Resident #1's care plan related to indicated
under the focus portion of the care plan that the

portion of the plan indicated that after providing care
to the resident, if the resident was staying in bed,
staff should [ the bed back to R EEEERaE and

Resident #1 's mirrored that of the facility. The
also clarified that the g o
as part of Resident #1's medical record at the

facility. The surveyor requested a copy of s

plan for Resident #1. The said she would see if she
could get it but did not get back to the surveyor on

this.

The progress note orjgiiiERR at 10:00 AM by Licensed

Practical Nurse (LPN) #1 revealed Certified Nurse Aide

(CNA) #1 made LPN #1 aware that Resident #1 had been

in the resident's room. The record

indicated the re5|dent was seen\NISEOGEFLEINE))
i 4CXANJ Ex Order 26.4(b)(1)}

at the time. Resident #1's vital si
were taken, and they recorded the followmg

F0689
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) in[EEESERRE and that Resident #1

& present. The resident was
observed to have aEESBEBR The facility received
orders to send the resident to the hospital.

A review of thealalSBmlll hospital record revealed a
NJ Ex Order 26 .4(b)(1) of Resident #1's il
indicated that Resident #1 jukakdal an
NJ Ex Order 26.4(b)(1) NJ Ex Order 26.4(b)(1)
)-

In the progress note of iiSiRRE at 12:15 PM, LPN #1
indicated the facility received a call from the

emergency department (ED) doctor at about 11:30 AM that
Resident #1 was being sent back to the facility with a

diagnosis of \NISEOGEPLE(OE))
The note indicated that buataad services were to be
continued with the resident. The note indicated that
the resident's status was reported by the ED doctor to
NNESEIGEWLEIVE) with the recommendation for the
resident to return to the facility and to continue

The medical record revealed Resident #1 returned to the
facility on at 2:00 PM via Emergency Medical

Resident #1's RRSESECEIROIY revealed the immediate
NJ Ex Order 26.4(b)(1) [NEENENIENIN Ex Order 26.4(b)(1)
The interval betweengildis and s was indicated as

On 08/26/2021 at 10:43 AM, CNA #2 was interviewed and
recalled Resident #1 had and was
on staff for all care. CNA #2 said Resident
#1 RS CHOREPEENY in bed, so the resident's bed
always had to be)\NMISJUSEFLIEIDE) , and th
always had to be in place. She said she was not
present on the day of the incident with the resident.
She said she was in-serviced after Resident #1's ¢
and knew to never leave a resident's bed@
- with the resident in bed when she left the
room.

On 08/26/2021 at 10:48 AM, LPN #1 said Resident #1 was
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bl and was able to NIECCINEREERY at times.
She said Resident #1 was a kst and WaJababi
on staff for care. She said she was
in-serviced after the incident and a resident was never
to be leftjgaald while in bed without putting the bed
NIEISEEFEO) and the gl in place if
ordered/needed. She said that on the day of the
incident, she (LPN #1) did her rounds in the morning,
went into Resident #1's room and observed the resident
was in bed with the beREEEEEEEEOR and a
the bed. She said that at approximately
8:55 AM, CNA #1 came to her and informed her that
Resident #1 was ). She said when she
went into Resident #1 'S room, she found the resident
INJ Ex Order 26.4(b)(1)le]gRislzNJ Ex Order 26.4(b)(1)

entered Resident #1's room. She stated neither of the
REEEEEERDE were on the floor beside the bed at the
time of the observation. The facility got an order to
transfer the resident to the hospital for evaluation.
LPN #1 said that Resident #1 was sent back to the
facility after a short stay at the ED with the

diagnosis of \NISYOIGE PRI

computer-based training which |ncluded safe resident
handling, transfers, how to give proper bed baths,
emergency related trainings, etc. She said she did not
take any training or competency tests at the facility
related to safe resident and since
she started working at the facility. She clarified that
although she was working at the facility when the
incident with Resident #1 occurred, she had not
received any training following the incident. She said
that when she needed help with [iSSiSEERE a resident,
she walked out in the hallway to get help.

acknowledged she was the aide who provnded care to

315499
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HA #1 stated that Resident #1 was(QUSSESEREROM on
staff for care which included il
Resident #1 wasQUSISEEPFIRO in bed, so she
required help with BIEESSEREY the resident. HA #1
explained the procedure she followed when she cared for
Resident #1. She said she took the gl off the

floor in the resident’s room as they posed a ke
for staff during care. She recalled she ksl and

the resident. HA #1 said Resident #1 was asleep

throughout the time she cared for the resident. She
said that due to being BISISEEPEEIDE) at the time,
she relied on the facility staff tojububdals Resident
#1 to the resident's \NISIOGERPERIVEY as that
was the final component of ukuutdad care with the

resident. She said she left the resident's room with

the resident's bed SRR However, she
acknowledged that she did not replace the_ HA
#1 said CNA #1 was within viewing distance from
Resident #1's room when she (HA #1) stepped out to
inform her (CNA #1) that she (HA #1) was finished
prowdlng for Resident #1 and the re5|dent was ready to

in the direction of Resident #1's room. HA #1 said
although Resident #1 was , she
stated that CNA #1 approached Resident #1's room s
HA #1 stated that she was approximately five minutes
into caring for another resident when CNA #1 informed

her that Resident #1 was NSO G EPGEAIGO I -

On 08/26/2021 at 1:21 PM, CNA #1 (agency CNA) was
interviewed via telephone. She said she recalled the
incident with Resident #1. She said HA #1 was finished
providing care to the resident and had approached her
to state that she (HA #1) needed Resident #1 to be

[ Ex Oroer 25.40) g} lh. CNA #1 said that she

immediately went in Resident #1's room to iggl§ the
resident. CNA #1 acknowledged that she went in the
resident's room without calling for other staff
assistance and with the intent to the resident

Eas She acknowledged that she knew the resident

needed\NISYSIREPLEIDI)] with kil She said

when she entered the room, the resident was s

Vit SRR CNA #1 said the resident
did not i due to her attempt to iiigl§ the

resident by herself.

On 08/26/2021 at 3:27 PM, CNA #3 said that when S

aides arrived at the facility, they informed her that
they would be needing her help with a resident's care
at some point. She said gl aides typically needed
help with SRRl residents. She said when it was
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F0689 Continued from page 6 F0689
SS=G B aide, the aide sometimes came
to find her, or she checked in with the aide to know if
her help was needed.

On 08/26/2021 at 3:42 PM, CNA #4 said that when Sk
aides arrived at the facility, they asked about care

needs of the residents they were assigned and clarified
if there was any noted event with the resident. He said

request help, or they sometimes approached him in the
hallway.

On 08/26/2021 at 4:25 PM, a follow-up interview was
conducted with the 4 and the

) present. The g said that the
facility's investigation determined the cause of
Resident #1 ' was from HA #1 leaving the
room to get assistance instead of using the call bell,
not making sure the resident's bed was irjii

and not putting the back beside the

bed. The [ acknowledged that the facility did not
probe into CNA #1's intent to [iigil§i Resident #1
1119 said the facility was not responsible
for training agency or contract staff. She said the
contractual agreement the facility had with ks
agency staff was that they trained their staff before
the staff were sent to work at the facility. A review

provided copies of the in-services the facmty did
wrth nursing staff as well as the one prowded by the

§ company. The il and the i reviewed the

g training with the surveyor and were unable to
provide additional documentation showing the facility
ensured Bl agency providers had trained their
staff on the identified causes that contributed to
Resident #1's|giig The jili§ and the i acknowledged
that the facility was responsible for resident care
whether it was from facility staff or outside

provider's staff to ensure resident safety.

Attempts made to interview the facility's iRl
and Resident #1's attending physician were
unsuccessful due to not returning the surveyor's call.

The facility's fall policy provided by the NHA on
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F0689 Continued from page 7 F0689
sSS=G 08/26/2021 at 12:16 PM read in part, "Based on previous
evaluations and current data, the staff will identify
interventions related to the resident's specific risks

and causes to try to prevent the resident from falling

and to try to minimize complications from falling ..."

The fall-risk factors portion of the policy listed

incorrect bed height or width as environmental factors
which contributed to the risk of falls. The policy also
listed delirium and other cognitive impairment as
resident conditions that may contribute to the risk of

falls.

New Jersey Administrative Code § 8:39-27.1(a)
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