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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.
F 658 | Services Provided Meet Professional Standards F 658 7/25/21
SS=D | 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:
COMPLAINT # NJ 146001 How the corrective action will be
accomplished for those residents found to
have been affected by the deficient
Based on interviews, review of Medical Records practice:
(MR), and review of pertinent facility documents
on 6/25/2021, it was determined that the facility Based on interviews, review of Medical
failed to follow the Physician's Order (PO) for Records(MR), and review of pertinent
medication administration as well as failed to facility documents on 6/25/2021, it was
follow facility's policy titled "Administering determined that the facility failed to follow
Medications," for 1 of 4 residents (Resident #3) the Physician's Order (PO) for medication
reviewed for medication administration. This administration as well as failed to follow
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 07/08/2021

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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deficient practice was evidenced by the following:

1. According to the Face Sheet, Resident #3 was

admitted to the facility on [ ] and

readmitted on || lj. with diagnoses which

included but were not limited to:r

According to the Minimum Data Set (MDS) an
assessment tool dated , Resident #3
had a Brief Interview for Mental Status (BIMS)
score of , which indicated the Resident had
. The MDS also
indicated Resident #3 required extensive
assistance for Activities of Daily Living (ADLs).

The Physician Order Sheet (POS) dated

, revealed a physician order for-
milligrams (mg)
per milliliter (ml). Give imilligram by mouth every
hours as needed for . The
order was initiated after Resident #3

was admitted to _

Resident #3's Medication Administration Record
(MAR), dated to [l showed the
aforementioned order. The MAR showed that a
dose of the- was given at 5:02 p.m.,
7:19 p.m., and 9:45 p.m., by the Licensed
Practical Nurse (LPN #1) on [l t
Resident #3.

The Medication Error Report (MER) dated

, showed that Resident #3 was givenl
milliliters (ml) of instead
o. mg on , which was not according to
the PO. The MER revealed that the Resident
received a total dosing error of- mg over 3
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facility's policy titled "Administering
Medications." Immediately the LPN who
made the error was re-educated by DON
and then offered more orientation off the
schedule. The LPN showed back to the
extra work orientation one day and then
never showed back to work orientation
again.

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 by this deficient practice.

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

Don/designee provided mandatory
re-education to all LPN and RN's in the
building on proper Medication
Administration. Don/designee will also be
re-educating LPN and RN on a quarterly
basis Medication Administration.

How the facility will monitor its corrective
actions to ensure that the deficient
practice is being corrected and will not
recur.

Don/designee will conduct weekly med
pass 3 times per week on cart nurses.
This audit will continue for 3 months or
until compliance is achieved for one
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hours. The Physician was notified of the

medication error o at 12:50 a.m. and
gave an order to hold the and monitor

the resident.

During an interview on 6/25/2021 at 11:25 a.m.,
the Director of Nursing (DON) stated that the
medication error was noted by the nursing staff
during a narcotic count at the change of shift on

, around 11:00 p.m. The nurse noticed
the for Resident #3 was low
and checked the PO for verification of the dosing.
The DON stated that the facility investigated the
aforementioned medication error.

Review of the Facility's Policy titied "Administering
Medications," dated 10/2019, under Policy
Statement revealed the following: "...Medications
shall be administered in a safe and timely
manner, and as prescribed...Policy Interpretation
and Implementation: section 7. The individual
administering the medication must check the
label against the Physician's order to verify the
right resident, right medication, right dosage, right
time and right method/route of administration
before giving the medication..."

N.J.A.C. 8:39-27.1(a)
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month past the three months. Any out of
compliance findings will be brought to
Administrator immediately for discipline.
A monthly report on these med passes will
be provided to administrator, and Quality
Assurance Performance Improvement
committee. A quarterly report of this med
pass audit for Quality Assurance
Performance Improvement will be
reported to Quality Assurance on a
quarterly basis until no out of compliance
findings for 6 months.
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