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 S 000 Initial Comments  S 000


The facility is not in compliance with the 


Standards in the New Jersey Administrative 


Code, Chapter 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.


 


 S 560 8:39-5.1(a) Mandatory Access to Care


(a) The facility shall comply with applicable 


Federal, State, and local laws, rules, and 


regulations.


This REQUIREMENT  is not met as evidenced 


by:


 S 560 12/7/22


Based on interview, and review of other facility 


documents, it was determined that the facility 


failed to maintain the required minimum direct 


care staff-to-resident ratios for the day shift as 


mandated by the State of New Jersey. This was 


evident for five (5) of 14 day shifts as follows:


Findings include:


Reference: New Jersey Department of Health 


(NJDOH) memo, dated 01/28/2021, "Compliance 


with N.J.S.A. (New Jersey Statutes Annotated) 


30:13-18, new minimum staffing requirements for 


nursing homes," indicated the New Jersey 


Governor signed into law P.L. 2020 c 112, 


codified at N.J.S.A. 30:13-18 (the Act), which 


established minimum staffing requirements in 


nursing homes. The following ratio(s) were 


1. There were no care concerns reported 


on the 5 shifts that were identified.


2. All residents have the potential to be 


affected by this deficient practice.


The Director of Nursing reviewed the last 


30 days of the CNA staffing report. The 


InterDisciplinary Care (IDC) team 


reviewed facility grievance log and care 


conference meetings and no care 


concerns were identified.


3. Facility Staffing Coordinator was 


inserviced on the requirements for proper 


CNA staffing and ratios and the need to 


review and address the staffing needs 


daily to meet the state requirements.


Recruitment efforts are in place to assist 


LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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 S 560Continued From page 1 S 560


effective on 02/01/2021:


One (1) Certified Nurse Aide (CNA) to every eight 


(8) residents for the day shift.


One (1) direct care staff member to every 10 


residents for the evening shift, provided that no 


fewer than half of all staff members shall be 


CNAs, and each direct staff member shall be 


signed in to work as a CNA and shall perform 


nurse aide duties: and


One (1) direct care staff member to every 14 


residents for the night shift, provided that each 


direct care staff member shall sign in to work as a 


CNA and perform CNA duties. 


As per the "Nurse Staffing Report" completed by 


the facility for the weeks of 10/16/2022 through 


10/23/2022 and 10/23/2022 through 10/29/2022, 


the staffing-to-resident ratio that did not meet the 


minimum requirement of one CNA to eight 


residents for the day shift is documented below: 


-10/16/22 had eight (8) CNAs for 80 residents on 


the day shift, required 10 CNAs.


-10/17/22 had nine (9) CNAs for 80 residents on 


the day shift, required 10 CNAs.


-10/21/22 had nine (9) CNAs for 78 residents on 


the day shift, required 10 CNAs.


-10/22/22 had eight (8) CNAs for 78 residents on 


the day shift, required 10 CNAs.


-10/23/22 had nine (9) CNAs for 78 residents on 


the day shift, required 10 CNAs.


On 11/03/22 at 10:22 AM, the Team Coordinator 


(TC) conducted the entrance conference with the 


Director of Nursing (DON) and the License 


Nursing Home Administrator (LNHA). During the 


entrance conference, the DON stated the facility 


the facility in hiring staff. CNA's receive 


sign on bonuses, referral bonuses and 


tuition aid for CNA classes at times. The 


facility also has contracts with staffing 


agencies as well as paid advertisements 


to help with our recruitment effort. 


The Staffing Coordinator or designee also 


reviews staff attendance records to ensure 


that excessive callouts are addressed.


4. The Facility Administrator, Director of 


Nursing and the Staffing Coordinator will 


conduct weekly meetings for the next 4 


months to review staffing schedules, 


upcoming needs and the efficacy of the 


systems in place to fill the facility needs. 


The findings will be reported at the 


quarterly QAPI Committee meetings x3 


quarters. 


If continuation sheet  2 of 36899STATE FORM U1NJ11







A. BUILDING: ______________________


(X1)  PROVIDER/SUPPLIER/CLIA


        IDENTIFICATION NUMBER:


STATEMENT OF DEFICIENCIES 


AND PLAN OF CORRECTION


(X3) DATE SURVEY


       COMPLETED


PRINTED: 02/14/2023 
FORM APPROVED


(X2) MULTIPLE CONSTRUCTION


B. WING _____________________________


New Jersey Department of Health


476003 11/17/2022


NAME OF PROVIDER OR SUPPLIER


PREFERRED CARE AT MERCER


STREET ADDRESS, CITY, STATE, ZIP CODE


1201 PARKWAY AVENUE


EWING, NJ  08628


PROVIDER'S PLAN OF CORRECTION


(EACH CORRECTIVE ACTION SHOULD BE 


CROSS-REFERENCED TO THE APPROPRIATE 


DEFICIENCY)


(X5)


COMPLETE


DATE


ID


PREFIX


TAG


(X4) ID


PREFIX


TAG


SUMMARY STATEMENT OF DEFICIENCIES


(EACH DEFICIENCY MUST BE PRECEDED BY FULL 


REGULATORY OR LSC IDENTIFYING INFORMATION)


 S 560Continued From page 2 S 560


used agency staffing. The LNHA concluded he 


felt they had adequate staffing to provide care to 


the residents.


NJAC 8:39-5.1(a)
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E 000 Initial Comments E 000


 This facility is in substantial compliance with 


Appendix Z-Emergency Preparedness for All 


Provider and Supplier Types Interpretive 


Guidance 483.73, Requirements for Long Term 


Care (LTC) Facilities.


 


F 000 INITIAL COMMENTS F 000


 Survey Date: 11/17/22


Census: 80


Sample: 20 + 3 


A Recertification Survey was conducted to 


determine compliance with 42 CFR Part 483, 


Requirements for Long Term Care Facilities.  


Deficiencies were cited for this survey.


 


F 550 Resident Rights/Exercise of Rights


CFR(s): 483.10(a)(1)(2)(b)(1)(2)


§483.10(a) Resident Rights.


The resident has a right to a dignified existence, 


self-determination, and communication with and 


access to persons and services inside and 


outside the facility, including those specified in 


this section.


§483.10(a)(1) A facility must treat each resident 


with respect and dignity and care for each 


resident in a manner and in an environment that 


promotes maintenance or enhancement of his or 


her quality of life, recognizing each resident's 


individuality. The facility must protect and 


promote the rights of the resident.


§483.10(a)(2) The facility must provide equal 


F 550 12/7/22


SS=E
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F 550 Continued From page 1 F 550


access to quality care regardless of diagnosis, 


severity of condition, or payment source. A facility 


must establish and maintain identical policies and 


practices regarding transfer, discharge, and the 


provision of services under the State plan for all 


residents regardless of payment source.


§483.10(b) Exercise of Rights. 


The resident has the right to exercise his or her 


rights as a resident of the facility and as a citizen 


or resident of the United States. 


§483.10(b)(1) The facility must ensure that the 


resident can exercise his or her rights without 


interference, coercion, discrimination, or reprisal 


from the facility. 


§483.10(b)(2) The resident has the right to be 


free of interference, coercion, discrimination, and 


reprisal from the facility in exercising his or her 


rights and to be supported by the facility in the 


exercise of his or her rights as required under this 


subpart.


This REQUIREMENT  is not met as evidenced 


by:


 Based on observation, interview, and record 


review it was determined that the facility failed to 


preserve the dignity and personal preference for 


one (1) of 12 residents, Resident #51. The 


deficient practice is evidenced as follows:


On 11/15/22 at 10:30 AM, the surveyor observed 


the November 2022 activity calendar hanging on 


display in the hallway of the facility which did not 


reflect any actitives for Veteran's Day and it did 


not mention it as a holiday on the calendar.


On 11/16/22 at 12:00 PM, the surveyor 


interviewed Resident #51 who stated that he/she 


 1. New activity calendars were printed 


and put up in all resident rooms with 


Veterans Day recognized.


 Facility main calendar was updated to 


reflect Veterans Day.


 Flag had been returned to Resident #51 


previously in the condition it was received.


The facility Activities Department 


organized a Veterans Day social on Friday 


11/18/22 to recognize all those that served 


in the military.


2. All Residents that are veterans have 


the potential to be affected by this 
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observed the flag at the facility was flying outside 


on the flag pole and was frayed so he discussed 


it with his family and their family donated his/her 


dad's flag. Resident #51 stated the facility held 


the flag for four (4) months without putting the 


flag up and after asking the Admission Director 


several times over the four (4) months when the 


flag would be put up, the resident asked for the 


flag back out of frustration. Resident #51 further 


stated to the surveyor that he/she was a Veteran 


and on Veteran's Day which was last week 


11/11/22, the facility did not do anything for the 


veteran's that day nor throughout the month 


which was very upsetting to him/her. 


On 11/16/22 at 12:15 PM, the surveyor 


interviewed the Activity Director (AD) regarding 


were there any Veteran's at the facility. The AD 


identified there were 12 veterans at the facility. 


The surveyor asked about the activities for 


Veteran's day and reviewed the November 


calendar with the AD. The AD stated there should 


have been an activity for Veteran's day and the 


calendar should have identified Veteran's day as 


a holiday on the calendar. The AD stated that 


there was a Veteran's day activity that  


came in to do back in August but did 


acknowledge that the facility should have done 


their own. The AD was aware of the donated flag 


but stated she was never given the flag and was 


not aware of the reason it was never put up. 


On 11/16/22 at 01:00 PM, the surveyor 


interviewed the Admissions Director (ADD) who 


stated that Resident #51 did donate the flag to 


the facility and the facility had the flag for several 


months. The ADD stated the resident followed up 


and asked about the flag until the flag was 


returned to the resident and his/her . The 


deficient practice.


An audit was done for the updated 


November calendar and upcoming 


December calendar and all holidays were 


present with holiday themed activities 


scheduled.


Facility had previously conducted a 


service to recognize all veterans in August 


of this year.


3. Activity Director was inserviced on 


ensuring all federal holidays are 


mentioned in the activity  calendars with 


holiday themed activities on those days.


4. Facility Administrator will review all 


activity calendars and holiday themed 


activities with the Activity Director prior to 


the calendar being printed and distributed 


monthly x 4 months. Any concerns 


identified will be immediately corrected. 


Administrator will report findings at the 


quarterly QAPI Committee meetings x3 


quarters.
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ADD added that the Licensed Nursing Home 


Administrator (LNHA) stated they needed a 


cherry picker to put the flag on the pole. 


On 11/16/22 at 02:50 PM, the surveyor discussed 


dignity and personal preference concerns with the 


LNHA, the Director of Nursing (DON), and his 


administrative team to ask if they had any 


residents who were Veterans in the facility and 


how many. Neither were aware that there were 12 


veterans at the facility. The surveyor asked about 


Veteran's day activities and showed them the 


September, October, and November calendars. 


The November calendar did not identify Veteran's 


day as a holiday and neither showed any veteran 


da activities. The LNHA stated Veteran's day 


should have been identified as a holiday on the 


calendar and there should have been a Veteran's 


day activity on the calendar. The LNHA further 


stated that they were aware of the donated flag 


and had it for a couple of months but needed a 


cherry picker to put the flag up. The LNHA 


confirmed the flag had been returned to the family 


because the family asked for it back. The current 


LNHA who had been at the facility for two months 


nor the previous LNHA could provide any 


additional information to show that a cherry picker 


was ever contacted or attempted to be located to 


hang the flag. 


On 11/17/22 at 11:55 AM, the surveyor reviewed 


the policy titled, "Resident Rights", dated 


01/24/2022. The policy purpose was the facility 


will inform the resident both orally and in writing in 


a language that the resident understands of his or 


her rights and all rules and regulations governing 


resident conduct and responsibilities during the 


stay in the facility. 5. Respect and dignity b. the 


right to retain and use personal possessions, 
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including furnishings and clothing...C. right to 


reside and receive services in the facility with 


reasonable accomodation of resident needs and 


preferences...and 6. Self-determination...the 


resident has the right to and the facility must 


promote and facilitate resident self-determination 


through support of resident choice.  


NJAC 8:39-4.1(a) 12


F 641 Accuracy of Assessments


CFR(s): 483.20(g)


§483.20(g) Accuracy of Assessments.  


The assessment must accurately reflect the 


resident's status.


This REQUIREMENT  is not met as evidenced 


by:


F 641 12/7/22


SS=D


 Based on observation, interview, review of the 


medical record and other facility documentation, it 


was determined that the facility failed to ensure 


that an accurate Minimum Data Set (MDS), an 


assessment tool, was completed. This deficient 


practice was identified for 4 of 6 annual 


assessments of residents who were incorrectly 


coded as  (Residents #29, #62, #64, 


#65) and was evidenced by the following:


1.  The surveyor reviewed the Admission Record 


for Resident #29 which reflected that the resident 


was admitted with diagnoses that included 


 


 


).  


The surveyor reviewed the Annual MDS tool with 


reference date of  which identified the 


resident as a . The surveyor 


observed the resident's name on the facilities' 


 1. Residents #29, #62, #64 and #65 had 


the coding for MDS section immediately 


rectified to reflect accurate  status 


and submitted on 11/14/2022. 


No negative outcome was identified by the 


cited deficient practice. 


The MDS coordinator who made the 


identified errors no longer works for the 


facility.


2. All residents that are active smokers in 


the facility have the potential to be 


affected by the cited deficient practice. 


A review of MDS coding for all the 


Residents that  was done on 


11/10/2022 by the MDS coordinator and 


no other MDS  coding 


inaccuracies were identified.


3. The current MDS coordinator was 


educated on the need to accurately code 
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"Safe " List". The surveyor also located 


the resident's last quarterly safe  


evaluation dated . On 11/10/2022 at 


12:10pm, the surveyor interviewed MDS 


Coordinator who stated that this resident "should 


be identified as a ". 


2.  The surveyor reviewed the Admission Record 


for Resident #62 which reflected that the resident 


was admitted with diagnoses that included 


 


.  


The surveyor reviewed the Annual MDS tool with 


reference date of  which identified the 


resident as a . The surveyor 


observed the resident's name on the facilities' 


"Safe " List". The surveyor also located 


the resident's last quarterly safe  


evaluation dated . On 11/10/2022 at 


12:10pm, the surveyor interviewed MDS 


Coordinator who when asked if this resident 


should have been identified as a  


responded, "yes". 


3.  The surveyor reviewed the Admission Record 


for Resident #64 which reflected that the resident 


was admitted with diagnoses that included 


 


 


.  


The surveyor reviewed the Annual MDS tool with 


reference date of , which identified the 


resident as a . The surveyor 


observed the resident's name on the facilities' 


"Safe " List". The surveyor also located 


the resident's last quarterly safe  


evaluation dated . On 11/10/2022 at 


smokers in MDS (section ) on 


11/10/2022. 


The Activities Director maintains and 


updates the list of current smokers in the 


facility. This list will be provided to the 


MDS coordinator by the Activities Director 


as the list is updated for the MDS 


coordinator to utilize to ensure coding 


accuracy.


4. The Regional MDS Coordinator or 


Designee will conduct audits of the 


smoking section  of MDS for residents 


who smoke weekly x4weeks and then 


monthly x3 months to ensure that coding 


is done accurately. Any coding 


inaccuracies will be corrected 


immediately, and an in-service will be 


provided to the MDS coordinator. Results 


of the audits will be submitted to the 


Continuous Quality Assurance and 


Performance Improvement (C-QAPI) 


Committee for review and 


recommendations during quarterly 


meetings x 2 quarters.
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12:10pm, the surveyor interviewed MDS 


Coordinator who when asked if this resident 


should have been identified as a  


responded, "yes, he is on the [safe ] list". 


4.  The surveyor reviewed the Admission Record 


for Resident #65 which reflected that the resident 


was admitted with diagnoses that included 


 


 


.


The surveyor reviewed the Annual MDS tool with 


reference date of  which identified the 


resident as a  The surveyor 


observed the resident's name on the facilities' 


"Safe " List". The surveyor also located 


the resident's last quarterly safe  


evaluation dated . On 11/10/2022 at 


12:10pm, the surveyor interviewed MDS 


Coordinator who when asked if this resident 


should have been identified as a  


responded, "yes". 


During the interview with MDS Coordinator, she 


explained that smoking residents are identified 


through their medical record, nurse's 


assessments, and progress notes. In addition, 


MDS Coordinator confirmed that residents 


identified on the "Safe  List" should also 


be identified as  on the Annual MDS 


Assessment.


Review of facility policy titled "Resident  


Policy, Policy No: ROP-29", Created 11-17, 


revealed under #6, that, All residents will be 


asked about  use during the admission 


process, and during each quarterly, or 


comprehensive MDS assessment process.
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NJAC 8:39-33.2(d)


F 656 Develop/Implement Comprehensive Care Plan


CFR(s): 483.21(b)(1)(3)


§483.21(b) Comprehensive Care Plans


§483.21(b)(1) The facility must develop and 


implement a comprehensive person-centered 


care plan for each resident, consistent with the 


resident rights set forth at §483.10(c)(2) and 


§483.10(c)(3), that includes measurable 


objectives and timeframes to meet a resident's 


medical, nursing, and mental and psychosocial 


needs that are identified in the comprehensive 


assessment. The comprehensive care plan must 


describe the following -


(i) The services that are to be furnished to attain 


or maintain the resident's highest practicable 


physical, mental, and psychosocial well-being as 


required under §483.24, §483.25 or §483.40; and


(ii) Any services that would otherwise be required 


under §483.24, §483.25 or §483.40 but are not 


provided due to the resident's exercise of rights 


under §483.10, including the right to refuse 


treatment under §483.10(c)(6).


(iii) Any specialized services or specialized 


rehabilitative services the nursing facility will 


provide as a result of PASARR 


recommendations. If a facility disagrees with the 


findings of the PASARR, it must indicate its 


rationale in the resident's medical record.


(iv)In consultation with the resident and the 


resident's representative(s)-


(A) The resident's goals for admission and 


desired outcomes.


(B) The resident's preference and potential for 


future discharge. Facilities must document 


whether the resident's desire to return to the 


F 656 12/7/22


SS=D
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community was assessed and any referrals to 


local contact agencies and/or other appropriate 


entities, for this purpose.


(C) Discharge plans in the comprehensive care 


plan, as appropriate, in accordance with the 


requirements set forth in paragraph (c) of this 


section.


§483.21(b)(3) The services provided or arranged 


by the facility, as outlined by the comprehensive 


care plan, must-


(iii) Be culturally-competent and trauma-informed.


This REQUIREMENT  is not met as evidenced 


by:


 Based on observation, interview, and record 


review it was determined that the facility failed to 


implement a comprehensive care plan for one (1) 


of 20 residents (Resident #76) reviewed for the 


implementation of a care plan. 


This deficient practice was evidenced by the 


following:


On 11/07/22 at 11:32 AM, the surveyor observed 


Resident #76 in his/her room.  An  


 was observed to the left side of 


his/her bed. The surveyor observed that Resident 


#76 was not utilizing 


On 11/07/22 at 01:24 PM, the surveyor observed 


Resident #76 in bed.  The surveyor observed that 


Resident #76 was not utilizing the . 


Resident # 76 stated that he/she uses the  


at night.  


On 11/09/22 at 11:07 AM, the surveyor observed 


Resident #76 in a meeting. The surveyor 


observed that Resident #76 was not utilizing 


 1. Residents MD was made aware and 


Care Plan for Resident #76 was updated 


on 11/17/2022 to reflect residents' refusal 


to use  per physician's 


order. 


No negative patient outcome was 


identified by the cited deficient practice.


2. All residents that are not care planned 


for being non-complaint for use of 


 per physician's order 


have the potential to be affected by the 


cited deficient practice. 


On 11/17/2022 an audit was done of the 


care plans for all the Residents that have 


an order for continuous use of  to 


ensure that an appropriate care plan was 


in place and all care plans were found to 


be accurate. 


3. Re-education of nursing staff 


(Nurses/CNAs) outlining that when 


Residents are not compliant with a 


physician's order of  


use (resident refuses), it should be 


documented and reported to the 
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On 11/10/22 at 09:20 AM, the surveyor observed 


Resident #76 not utilizing .  He/she stated 


that he/she used last night but had 


removed it already.


The surveyor reviewed Resident #76's medical 


record which revealed the following: according to 


Admission Record, Resident #68 was admitted to 


the facility with diagnoses that included but was 


not limited to 


The Order Summary Report for Resident #76 had 


a Physician Order (PO) dated  for  


 


every shift keep % every 


shift


 


The Admission Minimum Data Set (MDS) an 


assessment tool dated , indicated that 


Resident was  and utilized 


                                                                                                                                                                                                                                                                                                                                                                                                                             


The care plan for Resident #76 was reviewed. 


The care plan for  impairment does not 


have an intervention which reflected that the 


resident refused or removed his/her  


During an interview on 11/10/22 at 01:38 PM, 


CNA #2 stated that Resident #76 uses  


everyday but takes it off and puts it back on when 


he/she feels like it. 


During an interview on 11/10/22 at 01:41 PM, 


RN#2 stated that Resident #76 uses  but 


the resident removes the . When asked if 


the refusal should be documented, RN#2 


confirmed it should.  


During an interview on 11/17/22 at 10:11 AM, the 


physician. This education was carried out 


on 11/18/2022 and is on-going. This 


in-service will be provided during 


orientation of new hires (nurses/CNAs), 


annually and as needed.


The Nurse Unit Managers were 


re-educated on 11/18/2022 by the Director 


of Nursing to ensure that when a Resident 


is identified as non-compliant in using 


 when there is a 


physician's order, the care plan will be 


updated reflecting the Residents' 


non-compliance.


A Nursing acuity form that reflects 


residents that have a physicians order for 


continuous use of  will be utilized 


by the Unit Manager/Nursing Supervisor 


during morning rounds to identify any 


residents that are non-compliant. The 


acuity form will be updated by the Nurse 


Unit Managers to reflect changes.


4. The DON or designee will conduct 4 


random audits of care plans for residents 


with physician's order for continuous use 


of  once a week for 4 weeks and 


then 4 random audits monthly for three 


months to ensure that care plans are 


updated and reflected in accordance with 


Residents' non-compliance for the use of 


 per physician order. 


Any negative findings will be corrected 


immediately by updating the care plan and 


a one-on-one re-Inservice will be carried 


out. Results of the audits will be submitted 


to the Continuous Quality Assurance and 


Performance Improvement (C-QAPI) 


Committee for review and 


recommendations during quarterly 
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Director of Nursing (DON) stated the refusal of 


should have been care planned for 


Resident #76.  


On 11/21/22 at 12:00 PM, the DON provided the 


surveyor with the facility Care Plan Process Policy 


with a reviewed date of  01/24/2022. The policy 


reflected that the interdisciplanary team maintains 


care plans on a current status.


 


N.J.A.C. 8:39-11.2 1, 2


meetings x2 quarters.


F 658 Services Provided Meet Professional Standards


CFR(s): 483.21(b)(3)(i)


§483.21(b)(3) Comprehensive Care Plans


The services provided or arranged by the facility, 


as outlined by the comprehensive care plan, 


must-


(i) Meet professional standards of quality.


This REQUIREMENT  is not met as evidenced 


by:


F 658 12/7/22


SS=D


 Based on interview, record review, and review of 


other facility documentation, it was determined 


that the facility failed to ensure that the care and 


documentation of a resident's  site 


was maintained in accordance with professional 


standards of practice. This was identified for 


Resident #52, one (1) of one (1) resident 


reviewed for 


This deficient practice was evidenced by the 


following:


On 11/14/22 at 11:00 AM, the surveyor went to 


visit Resident #52 in the room.  The resident was 


not there, and a unit staff member informed the 


surveyor that the resident was at 


 1. Resident #52 was interviewed by the 


DON who stated that no one has taken 


any  from the . A visual 


assessment of the Residents  


 site showed no signs of bruising or 


swelling and furthermore, it showed that it 


is located just above the  and 


would be almost impossible for the  to 


be obtained from the  


No negative patient outcome was 


identified by the cited deficient practice.


2. All Hemodialysis Residents with  


 have the potential to be affected by 


the cited deficient practice. 


On 11/18/2022, an audit of Site 
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Review of the Admission Record from the 


electronic medical record (EMR) indicated that 


Resident #52 was admitted to the facility  


Review of the most recent quarterly Minimum 


Data Set (MDS), an assessment tool dated 


 indicated the resident had a Brief 


Interview of Mental Status of  meaning 


Resident #52 was . Review of 


the functional status section, Resident #52 was a 


one-person physical assistance for ambulation, 


transfer, dressing, and toileting.


Medical diagnoses included, but not limited to 


 


.


On 11/14/22 at 11:05 AM, the surveyor reviewed 


Resident #52 Physician Order Sheet (POS) which 


indicated the resident attended  on 


, and . Further 


review of the POS showed an order to monitor 


the residents  


 in the 


 for signs and symptoms of 


bleeding and infection and an order for no  


 or  to the . 


On 11/15/22 at 01:02 PM, the surveyor reviewed 


the Treatment Administration Record (TAR) which 


showed that the resident was not to have  


 in the . The TAR was signed 


every shift by the nursing staff.


The surveyor then reviewed the vital signs section 


of the EMR.  Under the  section of 


the EMR, it was documented that  of  


documentation for all the  


Residents with  was conducted. 


3. All nurses were re-educated on the 


need to maintain accuracy of 


documentation of  site of  


patients with  on 11/17/2022 and 


is ongoing. This in-service will be a part of 


the new hire orientation of licensed nurses 


and will also be provided annually and as 


needed.


4. The Director of Nursing or designee will 


conduct 5 random audits of BP site 


documentation for  residents 


with  once a week for 4 weeks 


and then monthly for three months to 


ensure accuracy. Any inaccuracies will be 


corrected immediately, and the nurse will 


be given one on one in service regarding 


the need for accurate documentation for 


 Site for  patients will  


. Results of the audits will be 


submitted to the Continuous Quality 


Assurance and Performance 


Improvement (C-QAPI) Committee for 


review and recommendation during 


quarterly meetings x2 quarters.
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 taken between  and  


were documented as taken in Resident #52  


On 11/15/22 at 01:10 PM, the surveyor reviewed 


the resident's current care plan which showed the 


following focus: resident needs  


(  related to  


disease and has an  


One of the interventions included no  


 or  work in the 


  


On 11/16/22 at 11:12 AM, the surveyor 


interviewed unit Licensed Practical Nurse (LPN 


#1), who was caring for Resident #52. The 


surveyor asked where the residents  


access was and LPN #1 stated the . She 


further stated "we check for  


" and no  


 in the . The surveyor asked 


LPN #1 if the EMR showed that the  


 was done in the  what would 


you think, and the LPN stated, "that the  


 was checked in the 


On 11/16/22 at 01:00 PM, the surveyor made the 


Director of Nursing (DON) and the Licensed 


Nursing Home Administrator (LNHA) aware of the 


issue that the documentation of the  


 on  resident with an  


 had discrepancies.


On 11/17/22 at 10:00 AM, the surveyor reviewed 


the policy titled,  Management", dated 


01/19/22. Under the procedure section, number 


15 stated to assure plan of care indicates which 


limb contains the  


and  should not be done on the 
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On 11/17/22 at 10:10 AM, the survey team met 


with the DON and the LNHA. The surveyor asked 


the DON what she would think if she looked at 


the EMR and saw documentation of  


 in the  and the DON told the 


surveyor, "Yes I understand, it's a documentation 


error". 


NJAC 8:39-27.1 (a)


F 695 Respiratory/Tracheostomy Care and Suctioning


CFR(s): 483.25(i)


§ 483.25(i) Respiratory care, including 


tracheostomy care and tracheal suctioning.  


The facility must ensure that a resident who 


needs respiratory care, including tracheostomy 


care and tracheal suctioning, is provided such 


care, consistent with professional standards of 


practice, the comprehensive person-centered 


care plan, the residents' goals and preferences, 


and 483.65 of this subpart.


This REQUIREMENT  is not met as evidenced 


by:


F 695 12/7/22


SS=D


 Based on observation, interview, and review of 


the medical record and other facility 


documentation, it was determined that the facility 


failed to follow physician orders related to the use 


of  for one (1) of two (2) residents 


(Resident #76) reviewed for  care. This 


deficient practice was evidenced by:


This deficient practice was evidenced by the 


following:


On 11/07/22 at 11:32 AM, the surveyor observed 


Resident #76 in his/her room.  An  


was observed to the left side of 


 1. On 11/10/2022 an MD order to make 


the use as needed (PRN) was 


received and carried out for resident #76. 


No negative patient outcome was 


identified by the deficient practice.


2. All Residents that have a physicians 


order for continuous use of  have a 


potential to be affected by the cited 


deficient practice. 


An audit of all Residents with a physicians 


order for continuous use of  was 


carried out and there were no negative 


findings noted.
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his/her bed. The surveyor observed that Resident 


#76 was not utilizing the 


On 11/07/22 at 01:24 PM, the surveyor observed 


Resident #76 in bed.  The surveyor observed that 


Resident #76 was not utilizing the . 


Resident # 76 stated that he/she uses the  


at night.  


On 11/09/22 at 11:07 AM, the surveyor observed 


Resident #76 in a meeting. The surveyor 


observed that Resident #76 was not utilizing 


On 11/10/22 at 09:20 AM, the surveyor observed 


Resident #76 not utilizing   He/She stated 


that he/she used  last night but had 


removed it already.


The surveyor reviewed Resident #76's medical 


record which revealed the following: 


According to Admission Record, Resident #76 


was admitted to the facility with diagnoses that 


included but was not limited to 


The Order Summary Report for Resident #76 had 


a Physician Order (PO) dated  for 


 


 every shift Keep  


 every shift 


The September, October, and November  


Treatment Administration Record (TAR) reflected 


that Resident #76 received  three  


.


The Admission Minimum Data Set (MDS) an 


assessment tool dated  indicated that 


Resident was cognitively intact and utilized 


3. Licensed Nurses were reeducated on 


11/18/2022 that when there is a 


physicians order for continuous , 


the resident must be provided with 


. They were also 


educated that if a patient refuses an order 


for  or the status of the 


patient changes regarding the use of 


, so that they no longer 


require that order, the physician must be 


notified. The education is on-going and 


will be provided upon hire, annually and 


as needed.


A Nursing acuity form that reflects 


residents that have a physicians order for 


continuous use of will be utilized 


by the Unit Manager/Nursing Supervisor 


during morning rounds to identify any 


residents that are non-compliant. The 


acuity form will be updated by the Nurse 


Unit Managers to reflect changes.


4. The Director of Nursing or designee will 


conduct 4 random audits of physicians 


order for continuous use of  once a 


week for 4 weeks and then 4 random 


audits monthly for three months to ensure 


accuracy. Any negative findings will be 


corrected immediately by the physician 


being notified and the nurse will be 


provided with a one on one in service. 


Results of the audits will be submitted to 


the Continuous Quality Assurance and 


Performance Improvement (C-QAPI) 


Committee for review and 


recommendations during quarterly 


meetings x2 quarters.
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The Progress Notes dated  through 


for Resident #76 were reviewed. The 


surveyor did not observe any progress note which 


reflected that Resident # 76 removed his/her 


.


During an interview on 11/10/22 at 01:38 PM, 


CNA#2 stated that Resident #76 used  


everyday but will take it off and put it back on 


when he/she feels like it. 


 


During an interview on 11/10/22 at 01:41 PM, RN 


#2 stated that Resident #76 used , but the 


resident removed the . She stated that the 


 order should be changed to as needed 


since the resident's  levels are 


within normal limits.


During an interview on 11/17/22 09:08 AM, the 


Director of Nursing (DON) stated if  is 


ordered continuously then it should be on 


continuously.


On 11/17/2022, the DON provided the surveyor 


with the facility Medication Administration Policy 


with a reviewed date of  03/10/2022. The policy 


reflected that if a patient refuses an order or the 


status of patient changes that they no longer 


require an order, the physician will be notified.


N.J.A.C. 8:39-27.1(a)


F 880 Infection Prevention & Control


CFR(s): 483.80(a)(1)(2)(4)(e)(f)


F 880 12/7/22


SS=D
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§483.80 Infection Control


The facility must establish and maintain an 


infection prevention and control program 


designed to provide a safe, sanitary and 


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 §483.70(e) 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, 
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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 


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:


 Based on observation, interview, and review of 


pertinent facility documents, it was determined 


that the facility failed to ensure staff wore 


appropriate personal protection equipment (PPE) 


in accordance with nationally accepted guidelines 


for infection prevention and control upon entering 


a resident's room (Resident #433) that was 


identified as COVID-19 Persons Under 


Investigation (PUI).


According to the U.S Centers for Disease Control 


and Prevention (CDC) guidelines, Interim 


 1. The NA was immediately educated on 


11/3/2022 for the need to wear 


appropriate PPE, when to wear PPE, the 


correct way to don and doff PPE and hand 


hygiene by the Infection Preventionist. 


Resident #433 did not develop any signs 


and symptoms of COVID-19 since the 


occurrence of the incident. 


No negative outcome was identified by the 


cited deficient practice.


2. All Residents on Droplet Isolation have 
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Infection Prevention and Control 


Recommendations for Healthcare Personnel 


During the Coronavirus Disease 2019 


(COVID-19) Pandemic updated 09/23/22, 


included resources for Recommended Infection 


Prevention and Control (IPC) practices, 


specifically the Personal Protection Equipment 


(PPE). The guidelines included, "HCP [healthcare 


personnel] who enter the room of a patient with 


suspected or confirmed SARS-CoV-2 [COVID-19] 


infection should adhere to standard precautions 


and use a NIOSH-approved particulate respirator 


with N95 filters or higher, gown, gloves, and eye 


protection (i.e., goggles or a face shield that 


covers the front and sides of the face."


This deficient practice was evidenced by the 


following:


On 11/03/22 at 10:35 AM, during the initial tour 


the Registered Nurse/Unit Manager (RN/UM #1) 


for the Unit, who informed the surveyor 


that Resident #433 was newly admitted on 


 and was a COVID-19 PUI for the next 


seven (7) days. 


On 11/03/22 at 11:14 AM, the surveyor observed 


Resident #433 sitting in a chair talking on the 


phone with the door opened. The surveyor then 


observed the Nursing Assistant (NA) enter the 


room of Resident #433 wearing an N95 respirator 


mask and eye protection. The NA entered the 


room without donning (putting on) a gown. The 


door remained opened, and the surveyor 


observed the NA donned gloves and made the 


resident's bed.  


On 11/03/22 at 11:16 AM, the surveyor 


interviewed Registered Nurse #1, who stated 


the potential to be affected by the cited 


deficient practice. 


3. Facility wide education across all 


departments was started on 11/18/22 on 


the need to wear appropriate PPE, when 


to wear PPE, the correct way to don and 


doff PPE, and hand hygiene and is 


ongoing. This education is being provided 


upon new hire, annually and as needed.


4. The Infection Preventionist or designee 


will conduct random audits of appropriate 


use of PPE for Residents on Droplet 


Precautions four days a week (alternately 


covering all shifts) for four weeks and then 


4 days a month for three months 


(alternately covering all shifts) to ensure 


proper usage of PPE. Any negative 


findings will be corrected immediately and 


one-on-one education will be provided. 


Results of the audits will be submitted to 


the Continuous Quality Assurance and 


Performance Improvement (C-QAPI) 


Committee for review and 


recommendations during quarterly 


meetings x2 quarters.


FORM CMS-2567(02-99) Previous Versions Obsolete U1NJ11Event ID: Facility ID: NJ476003 If continuation sheet Page  19 of 26







A. BUILDING ______________________


(X1)  PROVIDER/SUPPLIER/CLIA


        IDENTIFICATION NUMBER:


STATEMENT OF DEFICIENCIES 


AND PLAN OF CORRECTION


(X3) DATE SURVEY


       COMPLETED


PRINTED:  02/14/2023
FORM APPROVED


(X2) MULTIPLE CONSTRUCTION


B. WING _____________________________


DEPARTMENT OF HEALTH AND HUMAN SERVICES


CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391


315487 11/17/2022
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER


1201 PARKWAY AVENUE
PREFERRED CARE AT MERCER


EWING, NJ  08628


PROVIDER'S PLAN OF CORRECTION


(EACH CORRECTIVE ACTION SHOULD BE 


CROSS-REFERENCED TO THE APPROPRIATE 


DEFICIENCY)


(X5)


COMPLETION


DATE


ID


PREFIX


TAG


(X4) ID


PREFIX


TAG


SUMMARY STATEMENT OF DEFICIENCIES


(EACH DEFICIENCY MUST BE PRECEDED BY FULL 


REGULATORY OR LSC IDENTIFYING INFORMATION)


F 880 Continued From page 19 F 880


upon entry into a PUI room staff and visitors 


where required to wear a gown, N95 mask, a pair 


of gloves and eye protection. 


On 11/03/22 at 11:17 AM, the NA exited the 


resident's room and removed her gloves. The NA 


then proceeded and tied the back of a gown for a 


visitor. 


On 11/03/22 at 11:18 AM, the surveyor 


interviewed the NA who stated she was 


scheduled to take her exam to become a 


Certified Nursing Assistant (CNA) soon. The 


surveyor continued to interview the NA who 


stated she was required to wear a gown, gloves, 


and goggles upon entry to a PUI room. She 


further stated she was required to wear the "full 


PPE" every time she entered those rooms. The 


NA explained, she did not need to wear a gown 


inside the room because Resident #433 did not 


have COVID-19. The NA then stated, she 


"actually didn't know" she was required to wear 


inside the room until Registered Nurse (RN #1) 


informed her. The NA confirmed she was 


in-serviced by the Director of Nursing (DON) on 


Infection Control and the required PPE. The NA 


stated the importance of wearing a gown was to 


"stay COVID-free and to protect yourself and the 


residents" from the potential spread. The 


surveyor and the NA reviewed the signage posted 


outside the resident's room door together. The 


NA acknowledged she should have donned the 


"full PPE" which included a gown prior to entering 


a PUI room. The NA concluded, "to be honest I've 


been going inside the rooms without a gown" and 


that she just wore her goggles and an N95 mask. 


On 11/03/22 at 11:23 AM, the surveyor observed 


the NA who applied alcohol-based hand rub 
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(ABHR), donned a yellow disposable gown, a pair 


of gloves and entered another PUI room. At that 


time, the surveyor reviewed the signage located 


on the wall next to the PUI room which reflected 


stop droplet precaution everyone must wear: PPE 


gown, mask or respirator, goggles or face shield, 


and gloves. 


On 11/03/22 at 11:26 AM, the surveyor observed 


the NA exited the room and by the door doffed 


(removed) the gown and gloves and placed them 


into the designated black trash bin and then 


applied ABHR. 


On 11/15/22 at 10:45 AM, the surveyor 


interviewed RN/UM #1, who stated the required 


PPE for PUI rooms included gloves, eye 


protection, N95 mask and a gown. RN/UM #1 


stated if even a staff member was going into the 


room a make a bed, they were required to wear 


the full PPE. She explained the importance of 


wearing the full PPE which include a gown was 


for protection and to prevent the potential spread 


of an infection. RN/UM #1 stated that the NA was 


new to the Unit where the PUIs were 


located. She further stated that all staff are 


educated, and that the NA should have known 


what she was required to wear upon entry into the 


PUI rooms. RN/UM #1 concluded between the 


Infection Preventionist (IP) and herself they are 


always educating the staff. 


On 11/15/22 at 12:46 PM, the surveyor 


interviewed the DON who stated if staff 


anticipated direct care to a resident, then they 


were expected to wear a gown, gloves, N95 mask 


and eye protection. The DON acknowledged the 


NA should have worn a gown inside the room. 
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On 11/15/22 at 01:26 PM, the DON informed the 


surveyor she investigated to get clarity and 


confirmed from the NA, RN, and RN/UM #1 that 


the NA should have worn a gown prior to entering 


a PUI room even if the NA was just in there to 


make the resident's bed. The DON stated she 


could not justify the NA not wearing a gown inside 


the PUI room. She further stated the rooms were 


too small and there was no way they could 


maintain six (6) feet (ft) from each other 


especially since the resident had a roommate. 


A review of the in-services PPE don/doff, 


droplet/contact/standard precaution dated 


 and , reflected the NA was in 


attendance. 


A review of the NA's Personal Protection 


Equipment (PPE) Competency Validation 


Donning and Doffing Standard Precautions and 


Transmission Based Precautions dated  


reflected she completed the appropriate steps for 


donning and doffing. 


A review of the facility policy Infection Control 


Program and Surveillance Plan dated reviewed 


, reflected "General infection control 


practices, including personal protective measure, 


hand hygiene and guidelines for Standard and 


Transmission-Based Precautions."


A review of the facility policy COVID-19 Testing 


and Cohort Plan dated revised 03/10/22, reflected 


"New or readmitted asymptomatic 


patients/residents who are not up to date with all 


recommended COVID-19 vaccine doses and 


have a viral test negative for SARS-CoV-2 upon 


admission or readmission: these 


patients/residents should be placed in quarantine 
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and cared for using full PPE (gown, gloves, eye 


protection that covers the front and sides of face, 


and NIOSH-approved N95 or equivalent or 


higher-level respirator), even if they have a 


negative test upon admission. 


NJAC 8:39-19.4(a)


F 921 Safe/Functional/Sanitary/Comfortable Environ


CFR(s): 483.90(i)


§483.90(i) Other Environmental Conditions


The facility must provide a safe, functional, 


sanitary, and comfortable environment for 


residents, staff and the public.


This REQUIREMENT  is not met as evidenced 


by:


F 921 12/7/22


SS=D


 Based on observations, interviews, and review of 


facility documentation it was determined that the 


facility failed to provide a clean and sanitary 


environment for one (1) of  20 residents reviewed 


(Resident #3). 


This deficient practice was identified by the 


following


On 11/15/22 at 10:30 AM, the surveyor observed 


the floor in Resident #3's room was dirty and 


needed to be cleaned. There was dirt built up on 


the floor and woodwork. The surveyor also 


observed that there was no toilet paper or paper 


towels in the bathroom and the resident could use 


the bathroom independently. The  bathroom floor 


was also dirty. 


Review of the Electronic Medical Record (EMR) 


revealed that Resident #3 had a Brief Interview of 


Mental Status of , meaning the resident had 


. Review of the most 


 1. Room was immediately deep 


cleaned on 11/15/22 and then again on 


11/16/22.


Resident #3 is care-planned for refusing 


to allow Housekeeping staff into the room. 


Resident is able to verbalize to staff when 


the resident needs to use the bathroom 


and staff provide toiletries and assistance 


as necessary.


2. All residents have the potential to be 


affected by this deficient practice.


An audit was conducted through 


observation by Director of Environmental 


Services and Facility Administrator on 


11/15/22 and 11/16/22 and all other rooms 


were in satisfactory condition.


3. A new carb room checklist was 


provided for all housekeeping staff to 


complete upon completion of carbolizing a 


room. A separate checklist was provided 
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recent annual Minimum Data Set (MDS), an 


assessment tool dated  indicated 


Resident #3 was a set-up help only for 


ambulation in room and corridors, and a 


one-person physical assist for dressing and 


eating.


Medical diagnoses included, but not limited to 


 


 


.


On 11/15/22 at 10:15 AM, the surveyor observed 


Resident #3 standing outside of the room in the 


hallway. 


On 11/15/22 at 10:33 AM, the surveyor entered 


room 104.  The resident was still standing in the 


hallway just outside the door holding onto a 


wheelchair.  The resident was not able to be 


interviewed due to a .  When 


the surveyor entered the room, the surveyor 


observed a large dried brown area on the floor 


that appeared to be dried liquid or food splashes. 


The surveyor also observed in several areas of 


the room there were multiple loose black and 


brown particles on the floor surrounding the 


resident's bed and in the area in front of the 


dresser.  The surveyor then entered the bathroom 


and there was no toilet paper or paper towels.  


The caulk surrounding the base of the toilet had a 


black substance on it. The floor was covered with 


what appeared to be shredded white paper. 


On 11/15/22 at 10:42 AM, the surveyor 


interviewed a housekeeper who was on the unit 


sweeping the hallway who in fact was the 


for the Director of Environmental Services 


to complete within 24hrs of the completion 


of room carbolization. A binder was 


created to keep both signed checklist 


copies as well as the monthly schedules 


and blank copies of the checklists. 


All housekeeping staff and Director of 


Environmental Services were inserviced 


on the new process.


4.  The District Manager for Facility 


Housekeeping Vendor will review the 


binder on her routine visits to ensure 


compliance. Any rooms not completed or 


any room that does not meet satisfactory 


standards will be addressed immediately. 


The District Manager will report at the 


quarterly QAPI meeting x6 months.
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Housekeeping Director (HD). The HD entered the 


room with the surveyor and the HD was shown 


the floor in the room and the HD had no 


comment. The surveyor then asked the daily 


process for rooms being cleaned.  The HD told 


surveyor that first the trash was pulled, then the 


room was swept and mopped.  The HD was 


shown the areas of concern on the floor and the 


bathroom, and the HD said it's his department 


that should fill the paper products. He could not 


speak to why the resident had no paper products 


in the bathroom. The surveyor asked the HD how 


often the rooms received a deep cleaning, which 


included buffing the floors and the HD said deep 


cleaning was getting done on a monthly schedule 


room by room, but it was paused due to 


Covid-19.


On 11/15/22 at 11:32 AM, the surveyor asked the 


facility for the housekeeping policy and the deep 


cleaning calendar. 


On 11/15/22 at 11:55 AM, the surveyor reviewed 


a cleaning schedule for deep cleaning provided 


by the facility.  Room  was on the schedule for 


. The surveyor asked if a log was signed 


or there was any documentation to show that the 


room was done, and nothing was provided.  


On 11/16/22 at 10:15 AM, the surveyor 


interviewed a unit Certified Nursing Assistant 


(CNA #1) regarding the cleaning of the rooms. 


CNA #1 told the surveyor deep cleans happened 


on the day shift. CNA #1 was shown dust in a 


resident's room, and CNA #1 told surveyor "We 


need better housekeepers".  


On 11/16/22 at 11:55 AM, the surveyor reviewed 


the policy titled, "Complete Room Cleaning", 
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dated 01/01/2000. The policy purpose was the 


Complete Room Cleaning schedule ensures that 


each resident room is discharge cleaned on a 


monthly basis.  


On 11/17/22 at 10:10 AM, the Licensed Nursing 


Home Administrator (LNHA) provided surveyor 


with documentation that room 104 was found to 


be in an environmentally unsatisfactory condition, 


lacking toilet paper, and paper towels.


NJAC 8:39-31.4 (a)
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