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A Complaint Survey was conducted on behalf of
the New Jersey Department of Health.

Complaint #'s: NJ00170972, NJOO171675,
NJ00173566, NJO0175663, NJOO177015,
NJ00178159, NJO0179724, NJOO179726,
NJ00180017, and NJOO180066.

Survey Census: 90

Sample Size: 28

THE FACILITY IS NOT IN SUBSTANTIAL
COMPLIANCE WITH THE REQUIREMENTS OF
42 CFR PART 483, SUBPART B, FOR LONG
TERM CARE FACILITIES BASED ON THIS
COMPLAINT VISIT.

F6781J

Based on interviews, record reviews, and a
review of the facility's policy titled "Residents’
Rights Regarding Treatment and Advance
Directives," it was determined that the facility
failed to ensure the physician's orders matched
which resulted in[\NESgO] (T @2lsR:1{e)[§))]

Il being done on a resident (Resident (R) 17)
reviewed for SESEEERRERE out of a total sample of
22 residents. While in the hospital, R17 chose to
be a \NISYCILEFIEIDINN)- However, the

facility was unable to provide evidence that they
implemented their policy for R17 forjuiaas

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/16/2025

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
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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NJ Ex Order 25.4(b

| upon R17 admission to the facility. On

a2l When R17 was NUISXCICEWPLEINE
the facility performed approximately halaiiEal)
I o the resident before the

emergency medical services (EMS) arrived. EMS
NJ Ex Order 26.4(b)(1)

arrived on site and \NE=qOICEVPLRIE)
as they departed the facility

for the hospital. R17 |k 'eaving the
facility.

This failure resulted in an Immediate Jeopardy
identified on 12/10/24 and was determined to
exist on 02/27/24 at F678:

at a Scope and Severity
(S/S) of "J." The SEYWI® was notified of the
Immediate Jeopardy on 12/10/24 at 9:54 PM.

The SERESLIQIE and jigigl \vere informed that

immediate jeopardy was still present and ongoing
at the time of exit from the survey on 12/12/24 at
7:45 PM.

The facility submitted an acceptable removal plan
on 12/11/2024. On 12/20/24, the Surveyors
conducted a revisit to verify that the Removal
Plan was implemented. The facility implemented
the Removal Plan. So, the noncompliance
remained on 12/20/24 as a level D for "no actual
harm with the potential for more than minimal
harm that is not Immediate Jeopardy."

F 578K

Based on interviews, record reviews, and a
review of the facility's policy, it was determined
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that the facility failed to ensure residents code
status was documented in the medical records,
1UEMNJ Ex Order 26.4(b)(1)

reflected the residents il
and the proper documentation was
completed so that those [SISISECEERION) were
honored in the facility and/or during transport.
The facility also failed to follow its policies titled
"Residents' Rights Regarding Treatment and
Advance Directives" and the "Social Services
Director Job Description” for 8 of 28 residents
(Resident (R)2, R10, R13, R17, R24, R25, R26,

and R28) reviewed for .-

R17 was admitted to the facility from the hospital
with documented evidence that he/she had

chosen a[\NEISROICE WG
however, the facility ordered a sl despite
no documented evidence the facility verified with
the re5|dent and/or famlly that R17 wishes were

Emergency Medicl Services (EMS) being
initiated when the resident became .

Additionally, R2, who had a NEISSSEEPEREIE) |
was transferred to the hospital via ambulance;

however, the facility failed to ensure the proper
documentation was completed and provided to
the ambulance transport company for the
resident's NEISYOIGEWIRIGDIE) to be honored.
This failure resulted in QMISSEGEPLEIGEN to R2
when the ambulance personnel informed the
resident that jgss would be required if he/she
became REEEEBERE during transport. Also,
dunng R2's readmission to the facility on

i 2 physician's order was obtalned fora

INJ Ex Order 26.4(0))| f [NJ Ex Order 26.4({b)
rom

verification if R2 had changed his/her .
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o INJ Ex Order 26.4(b)(1)

These failures placed R2, R10, R13, R17, R24,
R25, R26, R28, and all other residents who were
admitted and/or readmitted to the facility in an
Immediate Jeopardy (lJ) situation that the

likelihood that their \NISEOIEEFEIOE) would

not be honored.

An Immediate Jeopardy was identified on
12/11/24 and was determined to exist on
10/06/24, at §483.10 F578:
Request/Refuse/Discontinue; Formulate Advance
Directives. The Administrator was notified on
12/11/24 at 7:06 PM of the Immediate Jeopardy.

The facility's JEHESENQIQ was informed that the
immediate jeopardy was still present and ongoing
at the time of exit from the survey on 12/12/24 at
7:45 PM. The IJ ran from 2/27/2024 through
12/12/24 at 4:30 PM, when the facility submitted
an acceptable removal plan.

On 12/20/24, the Surveyors conducted a revisit to
verify that the Removal Plan was implemented.
The facility implemented the Removal Plan. So,
the noncompliance remained on 12/20/24 as a
level E for "no actual harm with the potential for
more than minimal harm that is not Inmediate
Jeopardy."

The facility implemented the removal plan, which
included the following:

rcere,esuring when residents are
transferred from the facility to the hospital, the

F 000
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ambulance transportation company receives the
required documents to honor a resident's
end-of-life wishes/cold status.

F 000

IS UELRCRGE T Rl US FOIA (b)(E
began re-educating, ensuring when residents are
transferred from the facility to the hospital, the
ambulance transportation company receives the
required documents to honor a resident's
end-of-life wishes/cold status.

The or designee initiates audits of transfers
to the hospital to ensure that when residents are
transferred from the facility to the hospital, the
ambulance transportation company receives the
required documents to honor a resident's
end-of-life wishes/code status.
Request/Refuse/Dscntnue Trmnt;Formite Adv Dir
CFR(s): 483.10(c)(6)(8)(g)(12)(i)-(v)

F 578

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
to participate in experimental research, and to
formulate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
services deemed medically unnecessary or
inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | (Advance Directives).

(i) These requirements include provisions to
inform and provide written information to all adult
residents concerning the right to accept or refuse
medical or surgical treatment and, at the

1/21/25
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

resident's option, formulate an advance directive.
(ii) This includes a written description of the
facility's policies to implement advance directives
and applicable State law.

(iii) Facilities are permitted to contract with other
entities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met.

(iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
individual's resident representative in accordance
with State law.

(v) The facility is not relieved of its obligation to
provide this information to the individual once he
or she is able to receive such information.
Follow-up procedures must be in place to provide
the information to the individual directly at the
appropriate time.

This REQUIREMENT is not met as evidenced
by:

Complaint#: NJ00173566

Based on interviews, record reviews, and a
review of the facility's policy, it was determined
that the facility failed to ensure residents il

was documented in the medical records,
[GMNJ Ex Order 26.4(b)(1)
") reflected the residents' end

of life wishes and the proper documentation was

completed so that those IS EEEARON Were Resident,
honored in the facility and/or during transport. R (eS1g1dNJ Ex Order 26.4(b)(1)

The facility also failed to follow its policies titled
"Residents' Rights Regarding Treatment and
Advance Directives" and the "Social Services
Director Job Description” for 8 of 28 residents
(Resident (R)2, R10, R13, R17, R24, R25, R26,
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1. Address how corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice:
Resident 2 has a
Res_ident 2 will have a

Resident, uaaala \Wwas completed.
R17- Resident \USIOEEFEEIO) in the
facility.

R24- ik \Vas confirmed with
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and R28) reviewed for.

R17 was admitted to the facility from the hospital
with documented evidence that he/she had
chosen a\NISXOICEWPLEINED)

no documented evidence the facility verified with
the re5|dentand/or famlly tat R17 W|shes were

INJ Ex Order 26, 4(b)(1)
Emergency Medical Services (EMS) being
initiated when the resident became |k .

Additionally, R2, who had a [N

was transferred to the hospital via ambulance;
however, the facility failed to ensure the proper
documentation was completed and provided to
the ambulance transport company for the
resident's JUISSOIGEPLRIIEY to be honored
This failure resulted in|\ EX Order EEIRIEN to R2
when the ambulance personnel informed the
resident that s would be required if he/she
became during transport. Also,

during R2's readmission to the facility on

’
NJ Ex Order 26.4(0) from until NJ Ex Orger 26.4(D)(

verification if R2 had changed his/her §

[ Rl Ex Order 26.4(b)(1)

These failures placed R2, R10, R13, R17, R24,
R25, R26, R28, and all other residents who were
admitted and/or readmitted to the facility in an
Immediate Jeopardy (1J) situation that the

likelihood that their NNESEOICE@PLEHE) would

not be honored.

An Immediate Jeopardy was identified on
12/11/24 and was determined to exist on
10/06/24, at §483.10 F578:
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Responsible Party, il Was offered.
R25- i vas confirmed with
Responsible Party, fkissl was
completed.

R26- was confirmed with
Respon5|ble Pany, | was offered

B \was offered. Resident
NMISNEIEEPLRIDEY in the facility.

2. Address how the facility will identify
other residents having the potential to be
affected by the same deficient practice:

All residents have the potential to be
affected. No other residents were
identified as being affected.

3. Address what measures will be put
into place or systemic changes made to
ensure that the deficient practice will not
recur:

The Regional Director of Clinical Services
educated the [SESHZOIIN{ )X and

U.S. FOIA (b) (6) on this
procedure: ensuring when residents are
transferred from the facility to the hospital,
the ambulance transportation company
receives the required documents to honor
a resident's end of life wishes/code status.
This was completed on 12/11/24. After
that was completed, The Director of
Nursing and Assistant Director of Nursing,
or Regional Nurse began re-educating
staff: ensuring when residents are
transferred from the facility to the hospital,
the ambulance transportation company
receives the required documents to honor
a resident's end of life wishes/code status.
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Request/Refuse/Discontinue; Formulate i
ThelX was notified on
12/11/24 at 7:06 PM of the Immediate Jeopardy.

. The IJ ran from 2/27/2024 through 12/12/24 at
4:30 PM, when the facility submitted an
acceptable removal plan.

On 12/20/24, the Surveyors conducted a revisit to
verify that the Removal Plan was implemented.
The facility implemented the Removal Plan. So,
the noncompliance remained on 12/20/24 as a
level E for "no actual harm with the potential for
more than minimal harm that is not Immediate
Jeopardy."

The facility implemented the removal plan, which
included the following:

) and the
US b)(t Jon the
procedure ensurlng when residents are
transferred from the facility to the hospital, the
ambulance transportation company receives the
required documents to honor a resident's
end-of-life wishes/cold status.

The [l and the SN

began re-educating, ensuring when re5|dents are
transferred from the facility to the hospital, the
ambulance transportation company receives the
required documents to honor a resident's
end-of-life wishes/cold status.

The or designee initiates audits of transfers
to the hospital to ensure that when residents are
transferred from the facility to the hospital, the
ambulance transportation company receives the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
315521 B. WING 12/20/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ATLAS POST ACUTE AT WOODBURY COUNTRY CLUB 467 COOPER STREET
WOODBURY, NJ 08096
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 578 | Continued From page 7 F 578

This began on 12/11/2024. 1t will continue
until all nursing staff have received the
in-servicing. Staff will receive the
in-servicing prior to working their next
scheduled shift. Newly hired staff will
receive the in-servicing in orientation
when they are hired prior to working on
the floor. This procedure will be followed
by nursing staff.

4. |Indicate how the facility plans to
monitor its performance to make sure that
solutions are lasting:

The Director of Nursing (DON) or
designee will initiate audits of transfers to
the hospital to ensure when residents are
transferred from the facility to the hospital,
the ambulance transportation company
receives the required documents to honor
a resident's end of life wishes/code status.
Audits will continue daily for one week,
then weekly for three weeks, then monthly
for three months. The results will be
reviewed in the facilityds Quality
Assurance and Performance
Improvement (QAPI) meetings.
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required documents to honor a resident's
end-of-life wishes/code status.

Findings include:

1. Review of R17's "Face Sheet," located under
the "Profile" tab of the electronic medical record
(EMR), revealed that R17 was admitted to the

facility on [glsslel from the hospital with
diagnoses of \NRA=SYOIGETIF ()G

INJ Ex Order 26.4(b)(1)|
and ke XN

NJ Ex Order 26.4(b)(1)

Review of R17's hospital "History and Physical
Report,” electronically signed by a provider on

NJ Ex Orger 26.4(b) 1

into the
"Misc" tab of R17's electronic medical record
(EMR), revealed that R17 had a SiiSiERE of

NJ Ex Order

Review of R17's "New Jersey Universal il
Form," dated |jijiiiliiillj and located in the paper

chart, revealed that R17 came from Sk
to the facility with a JUI=S@EEPERIDI)

Review of R17's "Order Summary Report,"
located in the "Orders" tab of the EMR revealed

Review of an "Admission/Readmission Note,"
dated iR at 1:23 AM and located in the
"Prog Note" tab of the EMR, revealed, 'l

." Review of the note showed

no documentation that R17 was asked what

NJ Ex Order 268.4(b)(1) or to

INJ Ex Order 26.4(b)(1)

his/her wishes were regarding
verify a change from a|jjjijigj to a

Review of R17's electronic and hard copy closed
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medical records revealed no documented
evidence that the facility spoke with the resident
or his/her family to verify his/her k. 2nd

AM=SUEEPERIBN) after they were admitted to the
facility.

Review of a "Progress Note," dated |sais

8:30 AM, and located in the "Prog Note" tab of
R17's EMR, revealed, "At approx [approximately]
[7:45 AM] resident was observed RESEEsEEON to
and CEEEEEEDR was initiated. s
called. gl continued. The patient [resident] was
transported to [the hospital].”

Review of the facility-provided, 'RaSSIEEEERDI)
Documentation,” dated SR . revealed jsniss
was initiated on R17 at 7:45 AM. At 7:53 AM, R17
R EMS arrived at 8:00 AM, took

==o-EIRINJ Ex Order 26.4(b)(1)

at 8:02 AM.

Review of R17's "Progress Note," dated
at 5:02 PM, and located in the "Prog Note" tab of
the EMR, documented a follow up call to the

hospital revealed R17 |k -

During an interview on 12/09/24 at 3:43 PM,
R17's Family Member (FM17) revealed that the
resident was jgiisl in the hospital and wore a
INSANEERERID) from the hospital during his/her
stay at the facility. FM17 stated that if the facility

had asked R17 what his/her JEISS@CEPEE(g)

were, R17 would have been verified and chosen

to be -

During an interview on 12/10/24 at 1:38 PM,
Licensed Practical Nurse (LPN) 1 stated that the

facility received orders from the

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:QQ3S11 Facility ID: NJ08008 If continuation sheet Page 10 of 42




PRINTED: 03/21/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
315521 B. WING 12/20/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ATLAS POST ACUTE AT WOODBURY COUNTRY CLUB 467 COOPER STREET
WOODBURY, NJ 08096
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 578 | Continued From page 10 F 578

provider when a resident was admitted.
According to LPN1, the nursing staff verbally
spoke to residents about their wishes and relayed
them to the provider. Nurses were not allowed to
have the resident sign a NNISXCICEPERIE))

)-" LPN1
stated, "Someone else did that." However, LPN1
was uncertain about who ensured the il
forms were signed.

During an interview on 12/10/24 at 2:10 PM, Unit
Manager (UM)1 stated the Nurses reviewed the
admitting resident's hospital papers to determine
what their iistalaatel Was in the hospital. UM1
stated that nurses did not ask the residents what
their wishes were regarding [SEEEERRRE Instead,
they relayed the resident's [Eakdaaal® in the
hospital to the physician and obtained the same
orders.

During a concurrent interview with the il and
AL on kR at 2:48 PM, they stated
the following facility's process: if the hospital
records clearly indicate il or [l . these
were the orders the Nurses asked for from the
physician when residents were admitted to the
facility. On admission or the day after, nursing
asked residents if they wanted a consultation with
the palliative nurse practitioner to discuss |l
- When asked what the expectation was
regarding the discussion of ke the il
and e stated the expectation was that
residents were asked what their wishes were
regarding |l - [t Was expected that a
nurse practitioner or physician had a conversation
with residents regarding [SRlaRE and that the
nurses followed the physician's orders. If
residents did not want a discussion about |l
. then their Rl \Vas Whatever the
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doctor confirmed based on hospital records.

In the same interview, the jijjiilii stated she
expected a conversation to be documented in
EMR for By changes. The
stated if ubkdasamdly changed from the hospital to
the facility, she expected documentation of that
either in a nurse's assessment, a progress note,
or verification with the physician's order. When
asked for documentatlon that R17 had changed
@ from e to i 2 social
service progress note was provided as
documentation.

Review of the social service progress note,
"Social Serwces Assessment and

During an interview on 12/10/24 at 8:20 PM, the
U.S. FOIA (b) (6)
stated social services did not ask residents

hours of the resident's admissmn, social services
asked residents if they had any juktalaass
ol and provided information
regarding filling out an [SUISIGEEPLERIGIEN or

if they wished. If a resident expressed
interest in filling out a | the il assisted
but did not otherwise ask residents what their
wishes were.

During an interview on 12/10/24 at 6:44 PM,
LPN2, the nurse who entered R17's admission
orders for a il into the EMR, stated she
was agency staff and worked the night shift.
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LPN2 stated that she had not been trained
concerning the facility's [ESSSEEaRE policy. LPN2
stated that other nurses instructed her to review
the hospital records and request orders from the
physician for the EARRSSERRE the resident had in
the hospital. If the records were unclear or did not
mention the SRR - MlRER orders were
requested and entered into the EMR. LPN2
stated she was told by other nursing staff that the
facility did not want the nurses asking residents

for their (b so she did not ask about
T aNJ Ex Order 26 4(b)(1)}

During an interview on 12/12/24 at 12:26 PM, the
VRS HOILN(JN(S) stated he expected the admitting
nurse to attempt to talk to the resident or family

ir EEESRRR Wwishes before calling the
provider for orders. If unable to obtain their input,
the "Universal Transfer Form" could be used for
code status until current wishes were verified.
The SENESIEYOIEG) stated there were many
opportunities to discuss with the
resident by the admitting provider, the palliative
nurse practitioner, nursing, or a social worker.

In addition, the VIEEERIESIINBIXE) further stated,
"We [the facility] need to make sure we close the

loop." The UIENESIINPI@) further stated he
expected iuktalaaldl to be clarified within 48 to
72 hours after admission to the facility but was
uncertain who ensured this was done.

2. Review of R2's undated "Admission Record,"
located in the EMR under the "Profile" tab,
revealed the resident was admitted to the facility
on el and most recently readmitted on
il . The undated "Admission Record" also

documented under the 'NUSISCEPLEIDIE
section, R2 was 'RIEISCE@ G
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(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

NJ Ex Order 26.4(b)(1)

I’

Areview of R2's untitled hospital record dated

and located in the resident's EMR under

the "Misc [Miscellaneous]" tab revealed on the
second-page order of ‘il " The order
documented,” ... am attending, or | conferred
with the attending physician prior to placing this
order ...Discussed with Patient ..." The print date
of the document was Sl at 4:40 PM.

Review of R2's physician "Order Summary
Report (POS)," dated il through
and provided by the facility, revealed an order

of |l - The order summary
report did not have any physician signatures, nor
did it have what provider gave the order.

Review of R2's "Admission Agreement,” dated
e MR after the resident was
admitted to the facility), revealed " ... Facility
Representative Documentation on il

: Resident has executed a
[marked 'Yes'] ... Resident has executed a
Medical Order for NNESHOIGCEWLRI()ED)
[nothing marked] ...Resident has executed a jjii

[nothing marked] ..."

INJ Ex Orger 26.4(D)(1) I

Review of R2's nursing "Progress Note," dated
e and located in the resident's EMR under
the "Progress Notes" tab., revealed " ...at 1700
[5:00 PM], patient's son and his/her daughter
...requested that [the] patient [be] transferred out
to the hospital. 1810 [6:10 PM] Patient transferred
to hospital via stretcher by [name of ambulance
transport company] ..."

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
315521 B. WING 12/20/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ATLAS POST ACUTE AT WOODBURY COUNTRY CLUB 467 COOPER STREET
WOODBURY, NJ 08096
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 578 | Continued From page 13 F 578

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:QQ3S11

Facility ID: NJ08008

If continuation sheet Page 14 of 42




PRINTED: 03/21/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED

c
315521 B. WING 12/20/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
467 COOPER STREET

ATLAS POST ACUTE AT WOODBURY COUNTRY CLUB

WOODBURY, NJ 08096

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 578 | Continued From page 14 F 578

Review of R2's "New Jersey Universal Transfer
Form," dated [aalaslsl and provided by the
facility, revealed INJ Ex Order 26.4(b)(1
[marked], [marked .19. Attached
Documents: .. ik (Marked] ..." The
"New Jersey Universal Transfer Form," dated

, was completed by Llcensed Practical
Nurse (LPN) 3. No documents were attached to
the facility provided "New Jersey Universal
Transfer Form," dated |l

e 20.4(D)

R2 was readmitted to the facility onj and
even though the facility was aware the resident
was a il R2 was ordered [MISISEEREEQ)
until the next day. Review of the "Admission
Record" for R2 readmission with a print date of
iR provided by LPN1 and located in the
resident's Paper Medical Record adjacent to the
200 nurses' station, revealed that R2 was

readmitted to the facility orjgiiiliiii and under
the 'NUISICGEPLRIDE " section it was

documented [INJ Ex Order 26.4(0)(1) .n

~

Review of R2's nursing "Progress Note," dated

§ and located in the resident's EMR under
the "Progress Notes" tab, revealed an
admission/readmission note of "[R2's Name]
arrived at the facility orjgisiaals [at] 6:15 PM from
[ NERGEIEMNJ Ex Order 26.4(b)(1)

Review of R2's “Order Recap Report," revealed
an order dated SR of SSaaaag- The order
for the reS|dent to have a |kt " status

Areview of R2's physician's "Progress Note,"
dated il as a late entry and located in the
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resident's EMR under the "Progress Notes" tab,
revealed " ...plan of care discussion had with

family and patlent s e Was changed

NJ Ex Orger 26.4(0)1)|

During an interview on 12/08/24 at 6:13 PM, R2
stated that durlng the transfer tw
Bl prior to leaving the

facility, the ambulance transport staff informed
him/her that the facility could not find the correct
paperwork for them to take with them to verify
that he/she was |l - The resident stated
he/she, and the nurse told the ambulance staff
he/she was ae resident
stated that he/she had been sl since
admission to the facility. According to the
resident, the ambulance staff told him/her that if
he/she was to |jiiij during transfer to the
hospital, they would be required to RSitiaauRe
The resident stated this made him/her jyiualsss

During an interview on 12/10/24 at 9:23 AM,
LPN3 stated on jdkaall that he was the nurse
who had completed R2's transfer to
When asked if there were any concerns with R2 s
transfer to REaEERE | PN3 stated he could not
PN VYRN Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b) |1|

)" form. LPN3
stated the [isanisa had R2's Bt BEE on it and

NJ Ex

was supposed to go with the resident to i

LPN3 revealed that because he could not locate
Bl the ambulance transport company
told him and the resident they would have to
make her a 'EaalaEl" While being transported.
LPN3 also stated he and R2 both verbally told the
ambulance personnel that R2 was |l
however, the ambulance personnel stated they
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needed either a copy of the il form or a
copy of a signed physician's order for the jissl
LPN3 further stated he completed the "New
Jersey Universal Transfer Form," datecilss
and indicated the resident was il on the
form.

In addition, LPN3 stated he sent a copy of R2's
"Order Summary Report,"” which indicated the
resident had a physician's order for ..

. When asked if R2's "Order Summary
Report" had either a physician's signature or a
physician's electronic signature on the report,
LPN3 stated it did not.

During a record review on 12/10/24 at 2:00 PM,
LPN1 reviewed R2's "Paper Medical Record,"
located adjacent to the nurses' station, and
verified the resident's medical record did not
contain a signed physician's order ol

status or a form.

During an interview on 12/10/24 at 2:55 PM with
the il and the BEHESIOIG) the il stated
when a resident was transferred to the hospital
from the facility, the facility sends, at a minimum,
the resident's order summary report and verbal
report of the resident's il is given to the
ambulance company. The SSHREORYROIE) stated a
Ml form was not required to be completed;
they (the facility) just recommended that it be
completed to ensure the residents' wishes are
honored. The [ijiiiilj stated it was her expectation
for residents to be offered a ksl form, and if
the resident declined to complete a jgiaalas form,
the declination should be documented in the
record.

During a subsequent interview on 12/11/24 at
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:QQ3S11 Facility ID: NJO8008 If continuation sheet Page 17 of 42
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11:54 AM, R2 was further asked about his/her
transfer to il o i R2 stated
when the ambulance staff told him/her since the
facility did not have the required document
(completed il or signed physician's order)

N on the

, he/she became [EERSERER and started
R2 stated all he/she could think about was

the conversation his/her BASEEEEEEREH had with

him/her related to not being uakdalae® at his/her

age. The resident stated he/she |uialiRR

when he/she was having
this conversation with him/her. R2 stated he/she
did not \NEISROIGCEFLEIIE) and feared tha

on the way toj

. R2 stated even though his/her transfer
el \Vas not an emergency; the
ambulance driver knew he/she was il and
transported him/her with the lights and siren on
like it was an emergency to get there quicker. R2
while relaying the incident to the
surveyor.

During an interview on 12/11/24 at 4:36 PM, when
asked if there were documents that were required
to be attached to the "New Jersey Universal
Transfer Form," the jiiiiillj stated the Medication
Administration Record/Treatment Administration
Record (MAR/TAR), physician order summary
(POS), face sheet, labs, and if the resident had a
Ml The continued interview revealed that
when the POS (order summary report) was
printed out for a transfer, the orders had been
approved by the physician, whether verbal or
signed. The |iiiil§ verified that the POS did not
have a physician's signature/electronic signature
(which was required by the EMS to be a valid
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order).

3. Review of R10's undated "Admission Record,"
provided by the faC|I|ty revealed the resident was
admitted on sl and most recently
readmitted ongkaidalaaB® The Admission Record
documented the resident's kRN as

NJ Ex Orger 26.4()(1)|

Review of R10's EMR and paper medical record
revealed no documented evidence that the
resident's record included a il form or a
copy of a signed physician's order for kSl
which EMS required.

4. Review of R13's undated "Admission Record,"
prowded by the facmty revealed the resident was

Review of R13's EMR and Paper Medical Record
revealed no documented evidence the resident's
record included a il form or a copy of a
signed physician's order for JsSaagE Wwhich
EMS required.

5. Review of R24's undated "Admission Record,"
provided by the facility revealed the resident was
admitted to the facility on Eaials and

documented the resident’s ka2l

ES

Review of R24's EMR and Paper Medical Record
revealed no documented evidence that the
resident's record included ajkssls form to
document the NJ Ex Order 26.4(b)(1) o NJ Ex Order 26.4(b)(1) so that
the resident's (RISSCLEFEEIDEY \would be honored
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Continued From page 19
by the ambulance staff during transport.

During a record review and interview on 12/10/24
at 2:00 PM, LPN4 verified that R24's medical
records did not contain a gk form or a copy
of a signed physician's order for gyl which
EMS required.

6. Review of R25's undated "Admission Record,"
provided by the faclllty revealed the resident was

documented the resident’s as

NJ Ex Orger 26.4(D)(1)|

Review of R25's EMR and Paper Medical Record
revealed no documented evidence that the
resident's record included a |l form or a
copy of a signed physician's order for |-
which EMS required.

7. Review of R26's undated "Admission Record,"
provided by the facility revealed the resident was
admitted to the facility on jyakislsa and

documented the resident's juludalaiial

NJ Ex Orger 26.4(0)(1)|

Review of R26's EMR and Paper Medical Record
revealed no documented evidence the resident's
record included a jjiigiiilj form or a copy of a
signed physician's order for Hsiislaal  Which
EMS required.

as

8. Review of R28's undated "Admission Record,"
provided by the facility revealed the resident was
admitted to the facility on [galdalsal and

documented the resident's bkl

NJ Ex Orger 26.4()(1)|

as

F 578
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Review of R28's EMR and Paper Medical Record
revealed no documented evidence the resident's
record included a |l form or a copy of a

INJ Ex Orger 26.4{D)(1)|

signed physician's order for
EMS required.

, which

During a record review and interview on 12/10/24
at 2:08 PM, Unit Manager (UM) 1 stated a

form should be completed and placed in
the residents' chart. UM1 verified that R10, R13,
R24, R25, R26, and R28's Paper Medical Record
and EMR did not include a |l form or a copy
of a signed physician's ordm, which

EMS required.

Review of the facility's "Social Services Director
Job Description, " updated April 2023, revealed,
"The Social Services Director will oversee the
process of Advance Care Planning for each
resident upon admission, and make sure that any
Advance Directives are reviewed with the
resident/resident representative on a regular
basis. The Director will ensure that staff members
are made aware of the resident's code status and
end-of-life wishes and will assist with informing
and educating residents and their representatives
about health care options and ramifications."

Review of the facility's policy titled, "Residents'
Rights Regarding Treatment and Advance
Directives," revised 03/05/24 revealed "Policy: It
is the policy of this facility to support and facilitate
a resident's right to request, refuse and/or
discontinue medical or surgical treatment and to
formulate and advance directive ...Policy
Explanation and Compliance Guidelines: ...9.
Any decision making regarding the resident's
choices will be documented in the resident's
medical record and communicated to the

F 578

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:QQ3S11

Facility ID: NJO8008

If continuation sheet Page 21 of 42




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/21/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

315521

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

Cc
12/20/2024

NAME OF PROVIDER OR SUPPLIER

ATLAS POST ACUTE AT WOODBURY COUNTRY CLUB

467 COOPER STREET

WOODBURY, NJ 08096

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 578

F 678
SS=J

Continued From page 21

interdisciplinary team and staff responsible for the
resident's care ..."

Areview of the "NEW JERSEY PRACTITIONER
ORDERS FOR LIFE-SUSTAINING TREATMENT
(POLST)," form dated August 2019 revealed
"DIRECTIONS FOR HEALTHCARE
PROFESSIONAL ...POLST orders are actual
orders that transfer with the person and are valid
in all settings in New Jersey. It is recommended
that POLST be reviewed periodically, especially
when: The person is transferred from one care
setting or care level to another ...Any incomplete
section of POLST implies full treatment for that
section ...Section D. Make a selection for the
person's preferences regarding CPR ..." Review
of Section D revealed a selection of Attempt CPR
or Do not attempt resuscitation/DNAR Allow
Natural Death ..." Continued review of the POLST
revealed on the front page at the bottom is a
signature line for the resident/representative to
sign confirming "I have discussed this information
with my physician/APN/PA [advanced practice
nurse/physician assistant]. The POLST also had
a signature line for the physician/APN/PA to sign,
making the POLST document an order.

NJAC: 8:39-9.6
Cardio-Pulmonary Resuscitation (CPR)
CFR(s): 483.24(a)(3)

§483.24(a)(3) Personnel provide basic life
support, including CPR, to a resident requiring
such emergency care prior to the arrival of
emergency medical personnel and subject to
related physician orders and the resident's

F 578

F 678

1/21/25
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advance directives.

This REQUIREMENT is not met as evidenced
by:

Complaint#: NJ00173566

Based on interviews, record reviews, and a
review of the facility's policy titled "Residents'
Rights Regarding Treatment and Advance
Directives," it was determined that the facility
failed to ensure the physician's orders matched
the resident's documented NUISISSEPLERIOE)
which resulted in [ N\NESEOI{ C iR 1{ <) [§D)]
being done on a resident (Resident (R) 17)
reviewed for . out of a total sample of
22 residents. While in the hospital, R17 chose to
b NISASELAKICIG)- However, the
facility was unable to provide evidence that they
implemented their policy for R17 for|iak
-upon R17 admission to the facility. On
il \When R17 was NUIEXSGEPLRIOE)
the facility performed appro
I o the resident before the
emergency medical services (EMS) arrived. EMS
NJ Ex Order 26.4(b)(1)

arrived on site and \MASEOIPLRIE))
as they departed the facility
NJ Ex Order 26.4(b)(1)Rig

for the hospital. R1
facility.

This failure resulted in an Immediate Jeopardy
identified on 12/10/24 and was determined to
exist on at F678:

) at a Scope and Severlty
(S/S) of "J." The USHEOINQIE) was notified of the
Immediate Jeopardy on 12/10/24 at 9:54 PM.

NJ Ex Order 26.4(D)(

The facility submitted an acceptable removal plan
on 12/11/2024. On 12/20/24, the Surveyors
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1. Address how corrective action will be
accomplished for those residents found to
have been affected by the deficient

practice:
Resident 17 o in the
facility.

2. Address how the facility will identify
other residents having the potential to be
affected by the same deficient practice:

All resident’s have the potential to be
affected. The facility conducted an
immediate audit of all resident records as
well as speaking to residents and calling
families and responsible parties to verify
the resident’s wishes regarding their il
and if it is accurately reflected in
the resident’s chart, if they have an
NNRSOISEPLRIGNEY and if they have a
e T he interviews were conducted
by licensed nurses and registered nurses.
Residents who could be interviewed were
interviewed to obtain this information. If
the resident was not interviewable the
resident’s responsible party was
interviewed. Once then licensed nurse or
registered nurse obtained this information,
that nurse called the physician to review
the information and obtain orders for that
il . |f they did not have an
NJ Ex Order 26.4(b)(1)HeIgEY - = = = R RV
offered. This audit began on 12/10/24 and
was completed on 12/11/24.

3. Address what measures will be put
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conducted a revisit to verify that the Removal
Plan was implemented. The facility implemented
the Removal Plan. So, the noncompliance
remained on 12/20/24 as a level D for "no actual
harm with the potential for more than minimal
harm that is not Immediate Jeopardy."

The facility implemented the removal plan, which
included the following:

) and the

S b ) on the
procedure ensunng the resident's wishes
regarding code status are reflected in the
resident's chart, communicating the correct code
status to the physician, and interviewing the
resident or responsible party regarding
completing a POLST form upon admission to the
facility.

The il and the S b)(¢
began re-educating, all nursmg and somal
services staff on ensuring residents wishes
regarding code status are reflected in the
resident's chart communicating the correct code
status to the physician, and interviewing the
resident or responsible party regarding
completing a POLST form upon admission to the
facility. to the hospital, the ambulance
transportation company receives the required
documents to honor a resident's end-of-life
wishes/cold status.

The il or designee initiates audits of new
admission and readmission to ensure the
nurse(s) completing the admission have
reviewed: residents hospital records are
reviewed, if they exist the resident's advanced
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into place or systemic changes made to
ensure that the deficient practice will not
recur:

The Regional Director of Clinical Services
educated the SIS IINGEN and
U.S. FOIA (b) (6) on this
procedure: ensuring the resident’s wishes
regarding code status are reflected in the
resident’s chart, communicating the
correct code status to the physician, and
interviewing the resident or responsible
party regarding completing a POLST form
upon admission to the facility. After that
was completed, The Director of Nursing
and Assistant Director of Nursing, or
Regional Nurse began re-educating staff:
All nursing staff and social services staff
will be re-educated on ensuring the
resident’s wishes regarding code status
are reflected in the resident’s chart,
communicating the correct code status to
the physician, and interviewing the
resident or responsible party regarding
completing a POLST form upon
admission to the facility. This began on
12/10/2024. 1t will continue until all nursing
staff have received the in-servicing. Staff
will receive the in-servicing prior to
working their next scheduled shift. Newly
hired staff will receive the in-servicing in
orientation when they are hired prior to
working on the floor. This procedure will
be followed by nursing staff along with the
existing Resident Rights Regarding
Treatment and Advanced Directives
Policy.

4. |Indicate how the facility plans to
monitor its performance to make sure that
solutions are lasting:
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directives is reviewed, the resident's POLST is
reviewed, the resident's Living Will is reviewed,
and the wishes regarding code status are
reviewed with the resident or responsible party
and are reflected accurately in the chart and

was offered if one wasn't already in place.

Findings include:

Review of R17's hospital "History and Physical
Report," electronically signed by a provider on

NJ Ex Order 26.4(D) 1

NJ Ex Order 26.4(D)

, and uploaded on into the
"Misc" tab of R17's electronic medical record
(EMR), revealed that R17 had a SiiSiERE of
[

Review of R17's "New Jersey Universal Transfer

Form," from the hospital to the facility dated
, and located in the resident's paper

facility with a (EISSEEERERIONY

"Profile" tab of the electronic medical record
(EMR), revealed R17 was admitted to the facility

, and NJ Ex Order 26.4(b)(1) i

Review of an "Admission/Readmission Note,"
dated S at 1:23 AM, and located in the
"Prog Note" tab of the EMR, revealed, ‘[l

." Further review of the note
revealed no documentation that R17 was asked
what his/her wishes were regarding R
or to verify whether R17 had changed his/her

INJ Ex Order 26.4(b)(1)) to a NJ Ex Order 25.4(b)(1)

communicated to the physician and that a POLST

chart, revealed R17 came from to the

Review of R17's "Face Sheet," located under the
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The Director of Nursing (DON) or
designee will initiate audits of new
admissions and readmissions to ensure
the nurse(s) completing the admission
have reviewed: resident’s hospital records
are reviewed, if they exist—the resident’s
advanced directives is reviewed, the
resident's POLST is reviewed, the
resident’s Living will is reviewed, and the
wishes regarding code status are
reviewed with the resident or responsible
party and are reflected accurately in the
chart and communicated to the physician
and that a POLST was offered if one
wasn’t already in place.

Audits will continue daily for one week,
then weekly for three weeks, then monthly
for three months. The results will be
reviewed in the facility’s Quality Assurance
and Performance Improvement (QAPI)
meetings.
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Continued From page 25

Review of R17's "Order Summary Report,"

located in the "Orders" tab of the EMR, revealed

orders dated |
" The

Ex Order 26.4(){1)

Review of the R17's electronic and hard copy
closed medical records revealed no documented
evidence that the resident or his/her family

changed R17's SRR from il ‘o N

after he/she was admitted to the

facility.

Review of a "Progress Note," dated ik
8:30 AM, and located in the "Prog Note" tab of
R17's EMR, revealed, "At approx [approximately]
[7:45 AM] resident was observed REEEEEEON to
and REREEFORY was initiated. s ExO
called. gl continued. Patient was transported to
[hospital]."

Review of the facility-provided, "ReiSSSEERARIO)
Documentation," datedis revealed julis
was initiated on R17 at 7:45 AM. At 7:53 AM, R17
WEeHINJ Ex Order 26.4(b)(1)

). EMS arrived at 8:00 AM,
took over| and il R17 at 8:02 AM.

Review of R17's "Progress Note," dated
at 5:02 PM, and located in the "Prog Note" tab of
the EMR, documented a follow up call to the
hospital revealed R17 had

During an interview on 12/09/24 at 3:43 PM,
Family Member (FM)17 revealed that R17 wasj§
[l in the hospital and wore |iiiiil§ Wristband
from the hospital during his/her stay at the facility.
FM17 stated if the facility had asked R17 what

F 678
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his/her MIEEEEEEEIDR) were, R17 he/she would
have chosen to continue to be iR

During an interview on 12/10/24 at 1:22 PM, the
U.S. FOIA (b) (6) ) stated that when a
resident was admitted to the facility, the admitting
nurse relayed the [BSEESRERE the resident had at
the hospital to the Doctor to obtain an order. If
there was a discrepancy in the hospital records,
the Doctor was likely to order

During a concurrent interview with the il and
on 12/20/24 at 2:48 PM, they stated
if the hospital records clearly indicated jgiiss or

i these were the orders the nurses asked
for from the physician when residents were

admitted to the facility.

During an interview on 12/10/24 at 6:44 PM,
LPN2, the nurse who entered R17's admission
orders of a jEakasRal into the EMR, stated she
was agency staff and worked the night shift.
LPN2 stated she was not provided with the
facility's bl policy. She further stated
that other nurses she had worked with instructed
her to review the hospital records and request
orders from the physician for the EEESESEE

the resident in the hospital. LPN2 no longer
worked at the facility and could not remember
Why She entered INJ Ex Order 26.4(b){1) as R1 7's NJ Ex Order 26.4(b)(1)| i

During an interview on 12/12/24 at 12:26 PM, the
VSISOl LN(JR()] stated he expected the admitting
nurse to attempt to talk to the resident or family
about their wishes regarding prior to
calling the provider for orders. If unable to obtain
their input, the "Universal Transfer Form" could
Rkl Lntil current wishes were
verified within 48 to 72 hours after admission to
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the facility. When asked if he verified what g
R17 wanted before signing the orders, the

stated he could not remember

R17 but that physicians and Nurse Practitioners

had an area in the progress notes to document
any discussions with the resident or family about

Review of the facility's policy titled, "Residents'
Rights Regarding Treatment and Advance
Directives"” reviewed/revised 02/23/23, included
the following: Under "Policy:" revealed "It is the
policy of the facility to support and facilitate a
resident's right to request, refuse and/or
discontinue medical or surgical treatment and to
formulate an advance directive." Under
"Definitions:" showed "Advance directive” is a a
written instruction, such as a living will or a
durable power of attorney for health care ..."
Under: "Policy Explanation and Compliance
Guidelines:" included "1. On, admission, the
facility will determine if the resident has executed
an advance directive, and if not, determine
whether the resident would like to formulate an
advance directive. 2. The facility will provide the
resident or resident representative information, in
a manner that is easy to understand, ..." 9. "Any
decision making regarding the resident's choices
will be documented in the resident's medical
record and communicated to the interdisciplinary
team and staff responsible for the resident's

care.

NJAC: 8:39-4.1(a)2
NJAC: 8;39-9.6 (b)
F 755 | Pharmacy Srvcs/Procedures/Pharmacist/Records F 755 1/21/25
SS=E | CFR(s): 483.45(a)(b)(1)-(3)
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§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in
§483.70(f). The facility may permit unlicensed
personnel to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
must employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in
the facility.

§483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
sufficient detail to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs
is maintained and periodically reconciled.

This REQUIREMENT is not met as evidenced
by:
C#'s: NJ00177015 and NJ0O0180017.

Based on interviews, record review, and review of
the facility's policy, the facility failed to ensure

documentation of NNASYONCIgriR (g

F 755

1. Address how corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice:

Resident 4 was [gbiSEEE Resident
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medications accurately reflected disposition and
administration times in 3 of 28 residents
(Resident (R)4, R23, and R24). The facility's
failure placed residents who were ordered and
administered NNISEOICEPLRIDIED at risk of
EIINJ Ex Order 26.4(b)(1)IPEE]
misappropriated/diverted. This provided
inaccurate documented evidence during the

investigation of misappropriation/diversion events
and/or allegations.

Findings include:

1. Review of R4's undated "Admission Record,"
located in the resident's EMR under the "Profile"”
tab, revealed the resident was admitted to the

facility on | -

Review of R4's physician "Orders," located in the
resident's EMR under the "Orders" tab revealed
the resident was ordered Ehuhiaiaal b=

twice a day.

Review of R4's untitled and undated document
provided by the facility revealed R4 was
administered on at
12:53 PM. The medication was scheduled to be
administered at 12:00 PM.

Review of R4's "Individual Patient |kt
Administration Record-30 dose," for
Rl \vith a received date of ik
revealed it was documented on jiikialsssl under
the "Time" column, that the Skl \vas
removed from the ji lock box at "1200" (53
minutes before the medication was administered
to the resident).

AD)
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was interviewed and resident stated they
received their medications accordingly.
Resident 23 was

NJ Ex Order 26.4(b)(1)| Resident

2. Address how the facility will identify
other residents having the potential to be
affected by the same deficient practice:

All residents who receive controlled
medications have the potential to be
affected. No other residents were
identified as being affected.

3. Address what measures will be put
into place or systemic changes made to
ensure that the deficient practice will not
recur:

The Director or Nursing or Assistant
Director of Nursing initiated in-servicing
on this procedure: ensuring
documentation of controlled substance
medications accurately reflects disposition
and administration times. It will continue
until all nursing staff have received the
in-servicing. Staff will receive the
in-servicing prior to working their next
scheduled shift. Newly hired staff will
receive the in-servicing in orientation
when they are hired prior to working on
the floor.

4. Indicate how the facility plans to
monitor its performance to make sure that
solutions are lasting:

The Director of Nursing (DON) or
designee will initiate audits on five
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2. Review of R23's undated "Admission Record,"
provided by the faC|I|ty revealed the resident was
admitted on Rl .

Review of R23's physician "Order Summary
Report," provided by the facility revealed the

resident was ordered [\NESEOI(: Y gl :1{s}

INJ Ex Oruer 26.4(b)

NJ Ex Ord

for on

Review of R23's untitled and undated document
provided by the facility revealed that R23 was
administered capsule on
at 8:04 AM. The medication was scheduled to be
administered at 9:00 AM.

Review of R23's "Individual Patien
Administration Record-30 dose," for
with a received date ” e revealed

Iock box at "0900 [9:00 AM] (56 minutes
after the medication was administered to the
resident).

3. Review of R24's undated "Admission Record,"
provided by the facility, revealed the resident was
admitted to the facility on |-

Review of R24's physician "Orders," located in
the resident's electronic medical record (EMR)
under the "Orders" tab, revealed the resident was
NJ Ex Order 26.4(b)(1)

d NJ Ex Order 2{

ordere

Review of R24's untitled and undated document
provided by the facility revealed R24 was

administered a|[\NESWYOIGE@ LR {)EN]) capsule

on il at 8:31 AM. The medication was
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residents who received controlled
medications to ensure documentation
accurately reflects disposition and
medication administration times.

Audits will continue daily for one week,
then weekly for three weeks, then monthly
for three months. The results will be
reviewed in the facilityds Quality
Assurance and Performance
Improvement (QAPI) meetings.
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scheduled to be administered at 9:00 AM.

Review of R24's "Individual Patient Controlled
Substance Administration Record-30 dose," for
il \ith a received date of il revealed
el under the "Time" column, that the

il \vas removed from the [RISISEEEERION) at
"0900 [9:00 AM] (31 minutes after the medication
had been administered to the resident).

During record reviews and interview on 12/12/24
at 9:28 AM, the VIEHESIINOXE)
reviewed the Individual Patient bkl
I /A dministration Records (controlled
drug records) and medication administration
records (MAR) for R4, R23, and R24. The jiiig
stated the nurses were documenting the
scheduled administration time for the controlled
medications because they (nurses) knew it would
be time-stamped on the MAR when the
medication was administered.

When asked about the Individual Patient
NNESYOIGEPLEIIEN Administration Records for
the residents having documentation of the
scheduled administration times for the |iiiiE—
medications and not reflecting the time the nurse
retrieved the phtialaagl medication from the

lock box, the giiilij stated it was her
expectation the nurse would document the
scheduled medication administration time on the
residents’ Individual Patient NNESHCICEPIFI(IE)
Administration Record. The “ i stated the
facility's current practice of completing the
Individual Patient \NISJCICE LRI
Administration Records was acceptable since the
MAR documents the actual time of
administration.
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During an interview on 12/12/24 at 11:13 AM,
when asked about how residents' Individual
Patient [NISRCICEFLEIOE) Administration
Records should be completed, the Rl
stated as a nurse, she
would document the Individual Patient
Administration Record the times she
pulled the medication from the

medication lock box.

During an interview on 12/12/24 at 4:45 PM,
Licensed Practical Nurse (LPN) 6 stated when
she administered a uhintalags medication to a
resident, she recorded the time she administered
the medication on the Individual Patient
\NESYEILEPIFANED) Administration Record.

NJ Ex Order 20.4(o)X 1)

During an interview on 12/12/24 at 4:48 PM,
Registered Nurse (RN)2 stated he documented
the time the controlled medication was scheduled
to be administered to the resident and not the
time he punched the l medication out.

During an interview on 12/12/24 at 5:54 PM,
when asked what the expected procedure was for
signing out controlled medications, the facility's
U.S. FOIA (b) (6) stated the facility
used declining inventory sheets (Individual
Patient N\NISJCICEPLRIGIE) Administration
Record). The gl also stated as soon as the
nurse pops the medication out from the mediation
card, they sign the declining inventory sheet. The
further stated that if the |l medication
was routinely scheduled, the nurses were to
document the medication administration time.
When asked, was she indicating the declining
inventory sheet was not a reflection of when the
scheduled phaktinlaagl medications were punched
(removed from the lockbox/medication card) but

F 755
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a reflection of when the GiSSaERRE medications
were scheduled, the |jii§f stated, "Yes, that's
correct.”

Review of the facility's policy titled "Controlled
Substances," revised November 2022, revealed
"The facility complies with all laws, regulations,
and other requirements related to handling,
storage, disposal, and documentation of
controlled medications (listed as Scheduled I1-V
of the Comprehensive Drug Abuse Prevention
and Control Act of 1976) ...4 ...an individual
resident controlled substance record is made for
each resident who will be receiving a controlled
substance ...This record contains: ...a. name of
resident; b. name and strength of the medication;
c. quantity received; d. number on hand; e. name
of the prescriber ...h. date and time received; i.
time of administration ...Storing Controlled
Substances. 1. Controlled substance inventory is
monitored and reconciled to identify loss or
potential diversion in a manner that minimizes the
time between loss/diversion and
detection/follow-up. 2. The system of reconciling
the receipt, dispensing, and disposition of
controlled substances includes the following: a.
records of personnel access and usage; b.
Medication administration records ..."

NJAC: 8:39-29.3
NJAC: 8:39-29.4
F 880 | Infection Prevention & Control F 880 1/21/25
SS=E | CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
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comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.71 and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
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circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

C#'s: NJ00177015 and NJ0O0180017.

Based on observations, interviews, and record
review, it was determined that the facility failed to
utilize the proper personal protective equipment
(PPE) for residents on \NISYSIEEFEEIO)
precautions for 4 of 22 residents (ReS|dents (R)
10, R11, R12, and R13) reviewed for § ¢
out of a sample of 22 residents. The facility also
failed to follow its "COVID-19 Prevention,
Response, and Reporting” policy. This created
the potential for the transmission of infection to
staff and other residents.

Findings include:

1. Address how corrective action will be
accomplished for those residents found to
have been affected by the deficient

practice:

Resident 10 was
ReSIdent 1 1 wa ~NJ Ex Order 26. 4(b|(1|
Resident 12 was
Resident 13 was

NJ Ex Order 26.4(b)(1)|

NJ Ex Order 26.4(b)(1)|

INJ Ex Order 26.4(b)(1)

2. Address how the facility will identify
other residents having the potential to be
affected by the same deficient practice:

All residents have the potential to be

affected.
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1. Review of R10's "Admission Record" located in
the "Profile" tab of the electronic medical record
(EMR) revaled she was admitted to the fac1I|ty

a diagnosis.

Review of R10's "Prog Note" tab revealed a
"Skilled Note " dated § at 10 34 PM

for

Areview of R10's "Care Plan," located in the
"Care Plan" tab of the EMR, revealed a focus
area, "| aniaiaESRRRl and exhibiting °
consistent with eRsERER " initiate ety
Interventions included NJ Ex Order 26.4(b)(1)
precautions” and "instruct staff to wear PPE when
entering the room." In addition, the "Care Plan"
revealed a focus area, "l require RESISEEEER O
precautions R/T [related to}uliaaas " initiated

M. Under: Interventions |ncluded "Place
protective equipment|giiiiliil station at the
entrance of the room."

During an observation on 12/08/24 at 6:21 PM,
Certified Nurse Aide (CNA) 1 walked into R10's
room wearing a surgical mask over an jjjiilj mask,
gown, and gloves. No sl protection was worn.
The NNISSSICEFPLEI)EN) Precautions” sign
on R10's door staged to wear gloves, gown, a
mask, fit tested if doing aerosolizing

procedures, and eye protection. A three-drawer
cart with PPE was in the hall outside the room.

During an interview on 12/08/24 at 6:23 PM,
when CNA1 exited R10's room and was asked
about wearing |jjiiij protection, she opened the
PPE cart, pointed to a face shield, and asked if it
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3. Address what measures will be put
into place or systemic changes made to
ensure that the deficient practice will not
recur:

On 12/8/24, the Director or Nursing or
Assistant Director of Nursing initiated
in-servicing on this procedure: The
COVID-19 Prevention, Response, and
Reporting" policy as it relates to proper
personal protective equipment (PPE) for
residents with Covid 19 infection. It will
continue until all nursing staff have
received the in-servicing. Staff will receive
the in-servicing prior to working their next
scheduled shift. Newly hired staff will
receive the in-servicing in orientation
when they are hired prior to working on
the floor.

4. |Indicate how the facility plans to
monitor its performance to make sure that
solutions are lasting:

The Director of Nursing (DON) or
designee will initiate complete PPE
donning and doffing competencies on
three random staff members to ensure the
task is completed appropriately.

The audits will continue daily for one
week, then weekly for three weeks, then
monthly for three months. The results will
be reviewed in the facilityds Quality
Assurance and Performance
Improvement (QAPI) meetings.
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was the jiij protection being referred to. CNA1
then walked down the hall to speak to another
staff member.

2. Review of R11's "Admission Record" located in
the "Profile" tab of the EMR revealed she was

admitted to the facility on§
diagnosis of [NNESEOIs Y @ricx:{)[§))]

Review of R11's "Prog Note" tab revealed a
"Nurses Note," dated at 4:02 PM,
"Rapid test completed on a patient
[resident] with j results. [Provider] made

aware and notified. Patient [NIEXSCEPIEIDED)
- B

Review of R11's "Care Plan," located in the "Care
Plan" tab of the EMR, revealed afocus area, "l

- precautions” and "instruct staff to wear
PPE when entering the room." In addition, the
"Care Plan" revealed a focus area, "l require
e initiated [SRREE - Interventions
included "Place protective equipment ki
station at the entrance of the room."

During an observation on 12/08/24 at 6:18 PM,
the Licensed Practical Nurse (LPN)5 was
observed in F11's room with the door open. LPN5

wore a gown, jillii mask, and gloves but had no

Bl protection other than her glasses. The
NESTOICEPLERIIED] Precautions” sign on
R11's door staged to wear gloves, gown, a mask,
fit tested jfiilj if doing aerosolizing procedures,

F 880
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and jiii§ protection. A three-drawer cart with PPE
was in the hall outside the room.

During an interview on 12/08/24 at 6:24 PM,
LPNS stated the facility had face shields, but she
did not wear them unless the resident was having
symptoms such as iSisl or il She stated
that R11 had . LPN5 reported
nurses and CNAs care for both [
and Rl residents in the hall during

their shifts.

3. Review of R12's "Admission Record" located in
the "Profile" tab of the EMR revealed she was
admitted to the facmty on '

diagnosis of sl On

was added as a diagnosis.

Review of R12's "Prog Note" tab revealed a

"Nurses Note," dated il at 4:21 PM,

"Rapid test completed on patient with

" results. [Practitioner] made aware and

notlfled Patlent NJ Ex Order 26.4(bX1) stated R and
CHICEEPEREY at this time ..

Review of R12's "Care Plan," located in the "Care
Plan" tab of the EMR revealed a focus area, "|

am 5.4b
conS|stent W|th R " initiate

d NJ Ex Order 26.4()(

I rrecautions” and "instruct staff to wear
PPE when entering the room." In addition, the
"Care Plan" revealed a focus area, "l require

included "Place protectlve equmen
station at the entrance of the room.’

During an observation on 12/08/24 at 6:15 PM,
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CNAZ2 entered R12's room after donning a gown,
gloves, and a surgical mask over the surgical
mask already worn. She wore glasses but no
additional jjigi§ protection. The R

Precautions” sign on R12's door staged
to wear gloves, gown, a mask, fit tested i
doing aerosolizing procedures, and i
protection. A three-drawer cart with PPE was in
the hall outside the room.

During an interview on 12/08/24 at 7:15 PM,
CNA2 stated the caddy did not have an |
mask, so she put on two surgical masks. It also
had no jiigli§ protection, so she used her glasses.

4. Review of R13's "Admission Record" in the
"Proflle" tab of the EMR revealed she was

was added as a dlagn05|s

Review of R13's "Prog Note" tab revealed a
"Skilled Note," dateciiiiilll at 2:20 PM,
"Earlier during this shift, resident was see

Review of R13's "Care Plan," located in the "Care
Plan" tab of the EMR, revealed a focus area, "I
am AR initiated NS Under:
Interventions included [NNESEOI( XY IR IGYED)
precautions” and "instruct staff to wear PPE when
entering the room." In addition, the "Care Plan"
revealed a focus area, "l require RESSSEEEERO)
precautions R/T [related to kil initiated

W Interventlons included "Place protective

J Ex Orger 26.4(b)

station at the entrance of the
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During an observation on 12/08/24 at 6:45 PM,
Registered Nurse (RN) 1 went into R13's room
after donning a gown, gloves, and jgsi mask but
no protection. The "Special Rei=SSEEEERICI)
Precautions” sign on R13's door staged to wear
gloves, gown, a mask, fit tested |l if doing
aerosolizing procedures, and protection. A
three-drawer cart with PPE was in the hall outside
the room.

During an interview on 12/08/24 at 7:15 PM, RN1
verified he had not worn jjii§ protection. RN1
stated the expectation was to wear i
protection, but R13 did not have the correct PPE
set up.

During an interview on 12/09/24 at 4:22 PM, the
U.S. FOIA (b) (6) ) stated she expected
staff to wear a gown, goggles or face shield,
gloves, and an i mask when entering a room
of a resident who has MElSSEERE . Failure to wear
the correct PPE could spread alsslal8E to the
staff or others in the facility.

During an interview on 12/09/24 at 4:25 PM, the
U.S. FOIA (b) (6) ) stated she expected
staff to wear a gown, goggles or face shield,
gloves, and an jiilj mask when enterlng aroom
of a resident who has ks

Review of the facility's "COVID-19 Prevention,
Response, and Reporting"” policy, dated 05/29/24,
revealed, "HCP [health care personnel] who enter
the room of a resident with suspected or
confirmed SARS-CoV-2 infection should adhere
to standard precautions and use a
NIOSH-approved particulate respirator with N95
filters or higher, gown, gloves, and eye
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Initial Comments

Complaint #: NJ0O0170972, NJOO171675,
NJ00173566, NJO0175663, NJOO177015,
NJ00178159, NJO0179724, NJOO179726,
NJ00180017, and NJOO180066.

Survey Census: 90
Sample Size: 22

The facility was not in compliance with the
standards in the New Jersey Administrative code,
8:39, standards for licensure of Long Term Care
Facilities. 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
the provisions of the New Jersey Administrative
Code, Title 8, chapter 43E, enforcement of
licensure regulations.

8:39-5.1(a) Mandatory Access to Care

The facility shall comply with applicable Federal,
State, and local laws, rules, and regulations.

This REQUIREMENT is not met as evidenced
by:

Complaint #'s: NJO0170972, NJOO171675,
NJ00173566, NJOO175663, NJO0O177015,
NJ00178159, NJOO179724, NJO0179726,
NJ00180017, and NJO0O180066.

Based on review of pertinent facility

S 000

S 560

1. Address how corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice:

No residents were identified nor
immediately affected by the failure to

1/21/25
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documentation, it was determined that the facility provide minimum staffing levels as
failed to ensure staffing ratios were met to mandated by the State of New Jersey.
maintain the required minimum staff-to-resident
ratios as mandated by the state of New Jersey for 2. Address how the facility will identify
13 of 21- day shifts. The deficient practice was other residents having the potential to be
evidenced by the following: affected by the same deficient practice:
Reference: New Jersey Department of Health All residents have the potential to be
(NJDOH) memo, dated 01/28/2021, "Compliance affected by this deficient practice.
with N.J.S.A. (New Jersey Statutes Annotated)
30:13-18, new minimum staffing requirements for 3. Address what measures will be put
nursing homes," indicated the New Jersey into place or systemic changes made to
Governor signed into law P.L. 2020 ¢ 112, ensure that the deficient practice will not
codified as N.J.S.A. 30:13-18 (the Act), which recur:
established minimum staffing requirements in Recruitment efforts continue to include:
nursing homes. The following ratio (s) were wage analysis and adjustments, vacant
effective on 02/01/2021: shift bonuses, online job listings, ongoing
onsite job fairs, on-demand orientation
One Certified Nurse Aide (CNA) to every eight classes, daily interviews to walk-ins, shift
residents for the day shift. One direct care staff differentials and referral bonuses.
member to every 10 residents for the evening 4. Indicate how the facility plans to
shift, provided that no fewer of all staff members monitor its performance to make sure that
shall be CNAs and each direct staff member shall solutions are lasting:
be signed into work as a certified nurse aide and The Administrator or designee will review
shall perform nurse aide duties: and one direct staffing schedules weekly to ensure
care staff member to every 14 residents for the adequate staffing for all shifts. Any
night shift, provided that each direct care staff findings will be followed up and
member shall sign in to work as a CNA and documented on and then reported during
perform CNA duties. the quarterly QAPI meetings for one
years time, or until staffing levels are no
1. For the 3 weeks of Complaint staffing from longer an issue.
01/14/2024 to 02/03/2024, the facility was
deficient in CNA staffing for residents on 13 of 21
day shifts as follows:
-01/14/24 had 7 CNAs for 116 residents on the
day shift, required at least 14 CNAs.
-01/15/24 had 9 CNAs for 115 residents on the
day shift, required at least 14 CNAs.
-01/16/24 had 9 CNAs for 115 residents on the
STATE FORM 68%e QQ3sM1 If continuation sheet 2 of 6
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day shift, required at least 14 CNAs.
-01/19/24 had 12 CNAs for 123 residents on the
day shift, required at least 15 CNAs.

-01/21/24 had 9 CNAs for 121 residents on the
day shift, required at least 15 CNAs.

-01/22/24 had 12 CNAs for 120 residents on the
day shift, required at least 15 CNAs.

-01/24/24 had 10 CNAs for 120 residents on the
day shift, required at least 15 CNAs.

-01/26/24 had 13 CNAs for 121 residents on the
day shift, required at least 15 CNAs.

-01/27/24 had 10 CNAs for 121 residents on the
day shift, required at least 15 CNAs.

-01/28/24 had 9 CNAs for 121 residents on the
day shift, required at least 15 CNAs.

-01/29/24 had 12 CNAs for 116 residents on the
day shift, required at least 14 CNAs.

01/30/24 had 11 CNAs for 116 residents on the
day shift, required at least 14 CNAs.

02/01/2024 had 9 CNAs for 113 residents on the
day shift, required at least 14 CNAs.

2. For the week of Complaint staffing from
02/25/2024 to 03/02/2024, the facility was
deficient in CNA staffing for residents on 5 of 7
day shifts as follows:

-02/25/24 had 9 CNAs for 110 residents on the
day shift, required at least 14 CNAs.

-02/26/24 had 9 CNAs for 110 residents on the
day shift, required at least 14 CNAs.

-02/27/24 had 10 CNAs for 107 residents on the
day shift, required at least 13 CNAs.

-03/01/24 had 9 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-03/02/24 had 7 CNAs for 100 residents on the
day shift, required at least 12 CNAs.

S 560

STATE FORM

6800

QQ3s11

If continuation sheet 3 of 6




New Jersey Department of Health

PRINTED: 03/21/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

08008

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

C
12/20/2024

NAME OF PROVIDER OR SUPPLIER

467 COOPER STREET
WOODBURY, NJ 08096

ATLAS POST ACUTE AT WOODBURY COUNTR

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE
DATE

DEFICIENCY)

S 560

Continued From page 3

3. For the 2 weeks of Complaint staffing from
07/14/2024 to 07/27/2024, the facility was
deficient in CNA staffing for residents on 8 of 14
day shifts as follows:

- 07/14/24 had 9 CNAs for 93 residents on the
day shift, required at least 12 CNAs.

-07/15/24 had 9 CNAs for 92 residents on the day
shift, required at least 11 CNAs.

-07/16/24 had 8 CNAs for 92 residents on the day
shift, required at least 11 CNAs.

-07/19/24 had 10 CNAs for 93 residents on the
day shift, required at least 12 CNAs.

-07/21/24 had 9 CNAs for 93 residents on the day
shift, required at least 12 CNAs.

-07/24/24 had 10 CNAs for 93 residents on the
day shift, required at least 12 CNAs.

-07/26/24 had 10 CNAs for 100 residents on the
day shift, required at least 12 CNAs.

-07/27/24 had 9 CNAs for 100 residents on the
day shift, required at least 12 CNAs.

4. For the 3 weeks of Complaint staffing from
08/18/2024 to 09/07/2024, the facility was
deficient in CNA staffing for residents on 8 of 21
day shifts as follows:

-08/25/24 had 10 CNAs for 107 residents on the
day shift, required at least 13 CNAs.

-08/26/24 had 11 CNAs for 107 residents on the
day shift, required at least 13 CNAs.

-08/30/24 had 11 CNAs for 113 residents on the
day shift, required at least 14 CNAs.

-08/31/24 had 9 CNAs for 116 residents on the
day shift, required at least 14 CNAs.

-09/01/24 had 9 CNAs for 116 residents on the
day shift, required at least 14 CNAs.
-09/02/24 had 11 CNAs for 112 residents on the
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day shift, required at least 14 CNAs.
-09/06/24 had 10 CNAs for 105 residents on the
day shift, required at least 13 CNAs.
-09/07/24 had 10 CNAs for 103 residents on the
day shift, required at least13 CNAs.

5. For the week of Complaint staffing from
10/27/2024 to 11/02/2024, the facility was
deficient in CNA staffing for residents on 4 of 7
day shifts as follows:

-10/27/24 had 9 CNAs for 100 residents on the
day shift, required at least 12 CNAs.
-10/28/24 had 9 CNAs for 100 residents on the
day shift, required at least 12 CNAs.
-10/31/24 had 10 CNAs for 98 residents on the
day shift, required at least 12 CNAs.
-11/01/24 had 9 CNAs for 98 residents on the day
shift, required at least 12 CNAs.

6. For the 3 weeks of staffing prior to survey from
11/17/2024 to 12/07/2024, the facility was
deficient in CNA staffing for residents on 12 of 21
day shifts as follows:

-11/18/24 had 9 CNAs for 96 residents on the day
shift, required at least 12 CNAs.
-11/19/24 had 10 CNAs for 96 residents on the
day shift, required at least 12 CNAs.
-11/21/24 had 10 CNAs for 96 residents on the
day shift, required at least 12 CNAs.
-11/23/24 had 10 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-11/24/24 had 8 CNAs for 98 residents on the day
shift, required at least 12 CNAs.
-11/26/24 had 9 CNAs for 95 residents on the day
shift, required at least 12 CNAs.
-11/27/24 had 10 CNAs for 95 residents on the
day shift, required at least 12 CNAs.
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-11/29/24 had 11 CNAs for 95 residents on the
day shift, required at least 12 CNAs.
-11/30/24 had 10 CNAs for 95 residents on the
day shift, required at least 12 CNAs.
-12/02/24 had 9 CNAs for 92 residents on the day
shift, required at least 11 CNAs.
-12/05/24 had 9 CNAs for 91 residents on the day
shift, required at least 11 CNAs.
-12/07/24 had 8 CNAs for 88 residents on the day
shift, required at least 11 CNAs.
STATE FORM 6890 QQ3S11 If continuation sheet 6 of 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

315521

A. Building
v1 |B- Wing

MULTIPLE CONSTRUCTION

Y2

DATE OF REVISIT

1/22/2025 Y3

NAME OF FACILITY

ATLAS POST ACUTE AT WOODBURY COUNTRY CLUB

467 COOPER STREET
WOODBURY, NJ 08096

STREET ADDRESS, CITY, STATE, ZIP CODE

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on

the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0578 Correction ID Prefix F0678 Correction ID Prefix F0755 Correction
483.10(c)(6)(8 12)(i)- 483.24(a)(3 483.45(a)(b)(1)(3
Reg. # (y) (CXEXB)aX12)D) Completed |[Reg. # (@3 Completed | Reg. # (@)ON1H3) Completed
LSC 01/21/2025 LSC 01/21/2025 LSC 01/21/2025
ID Prefix F0880 Correction ID Prefix Correction ID Prefix Correction
483.80(a)(1)(2)(4)(e)(f

Reg. # (B)1)2)4)eX) Completed |Reg.# Completed | Reg.# Completed
LSC 01/21/2025 LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg.# Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |[Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg.# Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY [] | (INITIALS)

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO [ | (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON D CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

12/20/2024 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [yes [J nNo

Form CMS - 2567B (09/92) EF (11/06)

Page 1 of 1

EVENT ID:

QQ3S12



STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

08008

A. Building
v1 |B- Wing

MULTIPLE CONSTRUCTION

Y2

DATE OF REVISIT

1/22/2025 v

NAME OF FACILITY

ATLAS POST ACUTE AT WOODBURY COUNTRY CLUB

STREET ADDRESS, CITY, STATE, ZIP CODE
467 COOPER STREET
WOODBURY, NJ 08096

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey

report form).
ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix S0560 Correction ID Prefix Correction ID Prefix Correction
8:39-5.1

Reg. # (@) Completed |Reg.# Completed | Reg.# Completed
LSC 01/21/2025 LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg.# Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg.# Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |[Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg.# Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY [] | (INITIALS)

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1| (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON D CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

12/20/2024 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [Jves [ No

STATE FORM: REVISIT REPORT (11/06)

Page 1 of 1 EVENT ID:

QQ3S12





