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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

Complaint #s: NJ160742, NJ163243, NJ163250,
NJ163756, NJ165558, NJ167264, NJ169382,
NJ170219, NJ174859

Survey Date: 06/25/24 through 07/15/24
Census: 103
Sample Size: 24 + 1 =25

During a Recertification Survey conducted at
Wynwood Rehabilitation and Healthcare Center
from 06/25/24 through 07/15/24, to determine
compliance with 42 CFR Part 483, Requirements
for Long Term Care Facilities, it was determined
that the Facility was found to be in Immediate
Jeopardy (1J) for F 600 and F 689.

F 600-

During the survey a finding which constituted
Immediate Jeopardy (lJ) was identified under 42
CFR 483.12(a)(1) F 600 as the facility failed to
ensure adequate supervision was provided for a
resident (Resident #84) who
had a documented history of on

SRS IEREERATN into other resident
B, Resident #54 iR into

Resident #152's room and was
which resulted in Resident #34 |l and

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/06/2024

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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26.4b]] ReSIdent #84 [NJ Exec Order 26.4b1] Into
Resident #94's room,

INJ Exec Order 26.401
I R osidont #94 S

Record review revealed that Resident #84 was

admitted to the facility on |

Record review revealed that Resident #84 was
admitted to the facility with diagnoses which
include but were not limited to: |

The Quarterly Minimum Data Set (MDS) dated
B <flected that Resident #84 was

. Resident #84 scored il
Il on the Brief Interview for Mental Status
(BIMS).

A Partial Extended Survey was initiated after the
deficiency was identified at the 1J/SQC level.

The BEIESIQOXQ) was informed of the Immediate
Jeopardy and was provided with the IJ template
on 07/01/2024 at 3:44 PM.

An acceptable removal plan was received on
07/03/2024 at 10:01 AM, indicating the action the
facility will take to prevent serious harm from
occurring or recurring. The facility implemented a
corrective action plan to remediate the deficient
practice including:

1) Placing Resident #84 on a |

B at approximately 5:60 PM,
Resident #84 was transferred to another facility.
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The survey team verified the removal plan on-site
on 07/03/24 at 12:43 PM.

F 689-

During the survey, a finding which constituted
Immediate Jeopardy was identified under 42 CFR
483.25(d)(1)(2) F 689 as the facility failed to
provide adequate and consistent supervision for
reS|dents who were assessed and identified as

' Bl including Resident #29 who was

assessed as requiring [NISCEICIEEIZIRN wh|Ie

B and was not assisted, rested a |

N on a visibly NENFCISITIIRFNIRY with
" :

Staff were observed

The BEEIESINQOX@) was informed of the IJ and was
provided with the |J template on 07/02/2024 at
2:46 PM.

1.) Record review revealed that Resident #29 was
admitted to the facility in ||l - Additionally,
they had diagnoses including but not limited to

A review of Resident #29's most recent quarterly
Minimum Data Set (MDS), an assessment tool
used to facilitate the management of care, dated
Bl reflected that the resident had a BIMS

score of |l Which indicated that
Resident #29's SISl Additionally,
the resident's functional range of motion for S
_ IWERY\J Exec Order 26.4b1
|

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2PU011

Facility ID: NJ60314 If continuation sheet Page 3 of 150




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

PRINTED: 11/19/2024
FORM APPROVED
OMB NO. 0938-0391

2.) Record review revealed that Resident #39 was
admitted to the facility in with
diagnoses, including but not limited to; | GG

A review of Resident #39's most recent quarterly
MDS, dated i} reflected that the resident
had a BIMS score of | . hich indicated
that Resident #39's .
Additionally, the resident's activities for daily living

required [NREISCOI IR N1 where in

the resident comple activity and the §

I o the activity.

3.) Record review revealed that Resident #72 was

admitted to the facility on [l \Vith

diagnoses including, but not limited to;

unspecified |||z

A review of Resident #72's most recent quarterly
MDS, dated il reflected that the resident
had a BIMS score of | . hich indicated
that Resident #72's . The
resident was for activities for daily

living and had |k °f 2

An acceptable removal plan was received on
07/03/2024 at 10:00 AM, indicating the action the
facility will take to prevent serious harm from
occurring or recurring: 1) Two staff members will
be assigned to supervise each smoking time 2)
Ensuring residents who require close supervision
when smoking do not keep their own lighting
materials, 3) Ensuring residents do not light other
residents’ cigarettes, 4) Ensure that cigarettes are
not resting on anything including smoking aprons,
5) Disposing ashes in the smoking receptacle, 6)
Ensuring cigarettes are only extinguished in the
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§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced
by:

Based on interviews, review of medical records
(MRs), other facility documentation, and review of
facility policy, it was determined that the facility
failed to a.) protect residents from
I s <!l as b.) ensure adequate
VORI | Exec Order 26.4b1 |
resident (Resident #84) with a history of
NJ Exec Order 26.4b1] from NJ Exec Order 26.4b1] IntO Other reSIdent

rooms, leading to ENNEEESTAEP

1. Resident 84 was placed on a |l

Resident 84 had

ENJ Exec Order 26.4b1
I - d it did not show
any [ Resident 84 remained

ona until discharged on

]
B Resident 94 had - R

check completed on g at 6:35am
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F 000 | Continued From page 4 F 000

smoking receptacle, 6) Ensuring residents do not

keep their lighting materials on their person, 7)

Ensuring ashes and cigarettes are not disposed

of in the bushes, and 8) If burn holes are

observed on resident clothing to immediately

notify the nursing supervisor.

The survey team verified the removal plan on-site

on on 07/03/2024 at 1:16 PM.
F 600 | Free from Abuse and Neglect F 600 8/14/24
SS=K | CFR(s): 483.12(a)(1)
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Continued From page 5

or from being
by Resident #152 and Resident
#94 as well as Resident #34 || EGNE
residents. This required immediate action to
prevent further events of
Il by or to Resident #84 or other residents.
This deficient practice was identified for 1 of 9
residents reviewed for |l

mediate Jeopardy (lJ) situation began on
§, and was identified on 07/01/24.
Resident #84 had a documented history of
R into other resident rooms that began

il Resident #84 S into
ReS|dnt #152's room. Resident #152 then

B Resident #84 which caused Resident #84

On 06/28/24 at 7:30 AM, Resident #94, in the
presence of the surveyor, told the [l

that they were "l that
Resident #34 SN into their room, placed

Resident # 94's |

This failure to adequately supervise a |JE.
I r<sident with a known history of

into other resident rooms and [N
other residents in an
placed all residents at an increase risk for the
likelihood of [ O i O
I harm. This resulted in an Immediate
Jeopardy (1J) situation.
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F 600 F 600

and it did not show any
Resident 94 had a ||l cValuation

on and the evaluation stated
that h 2NJ Exec Order 26.4b1] and that NJ Exec Order 26.4b1]
I changes were noted. Resident
94 was evaluated by
B Resident 94 was visited by the
NJ Exec Order 26.4b1 Gl
NJ Exec Order 26.4b1 |

2.The facility identified that all residents
have the potential to be affected. All
residents were interviewed
by the Social Worker on 7/1/2024. The
Social Worker interviewed them on
whether residents have [N i
their rooms and if they have been |
in any way by anyone. Every resident that
the Social Worker interviewed denied
being while they have lived in the
center. All remaining IR
residents had JNIEGEISIEEFERER
completed on 7/1/2024 to rule out
B that could have occurred

by a reS|dent_ into their rooms.
The results of the checks showed no

3.Resident 84 was placed on a ||
and remained on a
until discharged on |l On
7/1/2024 at 4pm, The Director of Nursing
and designee began in-servicing all facility
staff in every department on the
Abuse-Neglect-Exploitation Policy,
implementing effective interventions that
work to prevent all residents from abuse
and neglect, implementing effective
interventions that work at preventing
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The IJ template was provided to theSIOIC)

on 07/01/24
at 3:44 PM. The facility submitted an acceptable
Removal Plan (RP) on 07/03/24 at 12:43 PM, and
was verified on-site on 07/03/24 at 12:43 PM, by
the survey team.

The removal plan indicated the facility took the
following steps to prevent serious harm from
occurring or recurring:

The immediacy of the IJ was removed on
07/01/24.

1. Resident #84 was placed on a |
I ) o'

’ ’ t #84 was
Discharged from the facility on SR at
approximately 5:00 PM.

2. The facility identified that all residents have the
potential to be affected. All alert and oriented

residents were interviewed by thej R
on I and all remainingiEEE
I residents had

1) xec Order 26 401
completed on |l to rule out abuse that
could have occurred by a resident || into
their rooms.

3. 0n 07/01/24 at 4:00 PM, the IS
I and designee began in-servicing all
facility staff in every department on the
Abuse-Neglect-Exploitation Policy, implementing
effective interventions to prevent all residents
from abuse and neglect, implementing effective
interventions to prevent residents who wander
from entering other residents' rooms, protecting
residents who wander from being abused, and
implementing effective interventions after a

residents who wander from entering other
residents(] rooms, protecting residents
who wander from being abused, and
implementing effective interventions that
work after a resident abuse allegation to
prevent it from happening again. This
in-servicing will continue until all staff that
work in the center are in-serviced. New
hires and agency staff will receive the
in-servicing in orientation. Effective
interventions are placed on resident care
plans. Residents with wandering
behaviors have those behaviors placed on
the care plan and that is how staff are
aware of the interventions and who
wanders.

The Nursing Home Administrator or
Director of Nursing will conduct audits on
all residents with wandering behaviors by
direct observation, resident interviews,
and staff interviews to ensure that
residents who have the potential to
wander into other residents| rooms have
effective interventions in place to prevent
them from wandering into other
residents(] rooms and that abuse has not
occurred. These audits will be weekly for
four weeks, then bi-weekly x four weeks,
and then monthly x one month.

The Nursing Home Administrator or
Director of Nursing will interview five alert
and oriented residents regarding abuse.
These audits will be weekly for four
weeks, then bi-weekly x four weeks, and
then monthly x one month. Findings of all
audits will be reviewed by the Quality
Assurance Committee at the monthly
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resident abuse allegation. This in-servicing will
continue until all staff that work in the center are
in-serviced. Staff will be in-serviced prior to
starting their assignment.

4.Th will conduct
audits on all residents with wandering behaviors
by direct observation, resident interviews, and
staff interviews to ensure that residents who have
the potential to wander into other residents’
rooms have effective interventions in place to
prevent them from wandering into other residents’
rooms and that abuse has not occurred. These
audits will be weekly for four weeks, then
bi-weekly x four weeks, and then monthly x one
month. The EESNESINOICI
I i interview five alert and
oriented residents regarding abuse. These audits
will be weekly for four weeks, then bi-weekly x
four weeks, and then monthly x one month.
Findings of all audits will be reviewed by the
Quality Assurance Committee at the monthly
QAPI meetings x three months.

The evidence was as follows:

A review of the facility's abuse, neglect, and
exploitation policy, Date Implemented (Left
Blank), Date Reviewed/Revised 07/12/23
included, but was not limited to: It is the policy of
this facility to provide protections for the health,
welfare and rights of each resident by developing
and implementing policies and procedures that
prohibits and prevent abuse, neglect, exploitation
and misappropriation of resident property ...
Instances of abuse of all residents, irrespective of
any mental or physical condition, cause physical
harm, pain and mental anguish. It includes verbal
abuse, physical abuse, sexual abuse, and mental
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QAPI meetings x three months.

4. The Nursing Home Administrator or
Director of Nursing will conduct audits on
all residents with wandering behaviors by
direct observation, resident interviews,
and staff interviews to ensure that
residents who have the potential to
wander into other residents’] rooms have
effective interventions in place to prevent
them from wandering into other
residents(] rooms and that abuse has not
occurred. These audits will be weekly for
four weeks, then bi-weekly x four weeks,
and then monthly x one month.

The Nursing Home Administrator or
Director of Nursing will interview five alert
and oriented residents regarding abuse.
These audits will be weekly for four
weeks, then bi-weekly x four weeks, and
then monthly x one month.

Findings of all audits will be reviewed by
the Quality Assurance Committee at the
monthly QAPI meetings x three months.
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abuse including abuse facilitated or enabled
through use of technology ... The facility will
develop and implement written policies and
procedures that: a. Prohibit and prevent abuse.,
neglect, and exploitation of residents and
misappropriation of resident property b. Establish
policies and procedures to investigate any such
allegations: c. Include training for new and
existing staff on activities that constitute abuse,
neglect, exploitation, and misappropriation of
resident property, reporting procedures, and
dementia management and resident abuse
prevention ... 3. The facility will provide ongoing
oversight and supervision of staff in order to
assume that its policies are implemented as
written ...

1. On 6/28/24 at 7:30 AM, in the presence of the
Resident #94 told the jjjiiljthat they
that [Resident #84] came into their

. The

room and

surveyor then asked the il if she heard what
Resident #94 had said. The i} stated, "I heard
it, management was already made aware."
Resident #84 resided in the [

from
Resident #94.

On 07/01/24 at 12:29 PM, the surveyor
interviewed Resident #71 who was Resident
INJ Exec Order 26.4b]] Resident #71 Stated, -
[Resident #34] il
and that the facility informed the resident

that Resident #384 was) SIS SIEEEEREN

because the resident [l - ReSident

#71 further stated, ' RISt OIC IR
[Resident #84] is [

" Resident #71 further stated that Resident
#84 had been [N nto their rooms for
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months" and that was reported to the nurses, the
Certified Nurse Aides (CNA), and the il

On 07/01/24 at 12:31 PM, the surveyor, along
with a second surveyor, interviewed Resident
#94. Resident #94 stated in the presence of the

Bl '[Resident #84] [N - [Resident #84]

always comes into our room. [Resident #84]

I -d this time [Resident #84]

B [Resident #84] had [ MY

B - | told the staff a million times and

nothing had been done".

On 07/01/24 at 12:35 PM, the surveyor, along
with a second surveyor, then interviewed the
Bl . to whom Resident #94 reported the alleged
in the
presence of the [jilj- Thejiiilll confirmed that
Resident #94 reported the

. The il stated in
the presence of the [l that Resident #94
informed her that Resident #34 |jilllllj Resident
#94 in a "[redacted for

way." Thejjiilil confirmed to the
Bl ' did not write it, that was Resident #94's
perception.”

On 07/01/24 at 12:58 PM, two surveyors
interviewed the jjilij regarding Resident #84's
behavior. The jjiilifstated that Resident #84

" and that staff would keep
an eye and monitor the resident.

Review of Resident #94's medical record
revealed no documented evidence of the alleged
by Resident #84. The surveyor

pEsc e 2o
interviewed the SIS ESIANEICI "o
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stated that she was not aware of the incident, and
she stated that she arrived at that facility at 6:30
AM on 06/28/24, to start an investigation into the
incident.

On 07/01/24, the surveyor reviewed the electronic
medical record (EMR) for Resident #94 which
revealed:

The Admission Summary revealed diagnoses
which included but was not limited to; |

The Admission Minimum Data Set (MDS), an
assessment tool used to facilitate the
management of care, dated ||l reflected the
resident had a brief interview for mental status
(BIMS) score of |l indicating that the
resident had an . Also the MDS

revealed the resident was NS CKOICEPARI

with activities of daily living (ADLs).

The Care Plan (CP), initiated and revised on

B indicated that the resident had [l

, Educate about source

of il Explore past |l 2nd encourage
resident to utilize [EESCERCICEREREN

2.0n 07/01/24, at 9:30 AM, the surveyor
reviewed the EMR Resident #84 which revealed:

The Admission Summary revealed Resident #84
was admitted to the facility on |l with
diagnoses which included but were not limited to;
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The Quarterly Minimum Data Set (MDS), dated
B reflected the resident had a BIMS score
of  \vhich indicated the resident was
. The MDS also
revealed that Resident #84 required [HESSEEEE
I for activities of daily living (ADLs).

Areview of a 41-page Care Plan which included
current and canceled focus areas revealed the
following focus areas:

- Afocus area initiated on |kt
with a Goal that Resident #84 will not

I

NJ Exec Order 26.4b1 through review
interventions included to apply_ (']
]

and check for
pro erfunctlon and placement, date initiated

Anticipated resident needs, arrange for
B consult as ordered, Help me
understand why the behavior is

I 'ntcrvene as necessary tof
I /o0 rocch/Speak

in a [NJ Exec Order 26. 4I)l NJ Exec Order 26. 4bj|_ NJ Exec Order 26.4b1]

F 600
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and take to an as
needed, Intervene PRN [as needed] to ensure
(i.e., talk with
resident in a ANISEIe IR T
I ). \Vonitor behavior to

assist in determining the cause. This Focus area
was initiated four months after it was |n|t|aIIy

NJ Exec Order 26.4b1]

related to
CEWIRAN . "Another resident allegedly

[NJ Exec Order 26.4b1] ll. The Goal, |n|t|ated on _

, | will not experience

]
any form of NNESXCIOIG g R 1)1
I through review date. The CP

interventions included, g visits with me from all
departments as needed, Initiated ..

Assess me for s/s [signs and symptoms]

eport to appropriate
resources, Initiated § M. | was in the

I =nd | accicenaly SRR

through the [l CeleE
- | SRR for
three days, NSRS N
for three days consult,
In|t|ated ’ . Investigate all allegations of
promptly, Initiated 04/19/24.
My bathroom door has a sign to remind me which
door to go back out through, Initiated 06/28/24.
Place bigger sign on door with resident's name,
Initiated 06/03/24. Please redirect me to an
activity or distraction if you see me |

Further review of Resident #84's Medical Record

F 600
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revealed the following progress note entries:

B timed 06:53:41 AM, Resident # 84
watching Television at HS [Hour of Sleep] and
rearranging wall poster, nursing monitoring
throughout the shift, resident emerged
approximately at 5:00 AM, and began
- The resident stated they were Iooklng for
to other resident's rooms.
The reS|dent was escorted away by staff, nursing
continuing to monitor will endorse to day shift.

at 22:49:00 [10:49 PM], Resident
was both units all shift. Resident can
be hard to redirect. Nursing attempted to offer
NJ E Order 26.4b1 - resident
Resident was noted with N i
places again the resident was not
easily redirected. | EEE 'S N place and

functioning.

- A nursing note created |§ § timed 19:32:19

[7:32 PM] indicated the following: Resident
continues to [jjiilllll around the facility into other
residents rooms and was noted on more then one
occasion leaving their cell phone unattended. Cell
phone was placed in safe at reception for safe
keeping.

B 2ot 14:58 [2:58 PM] Daily Skilled
Documentation revealed the following: Received
Resident walking around the unit. Resident
B 2 round attempting to walk into other
residents' rooms, able to be redirected. Resident

denies | ENSERSEEREI

- Anursing note dated [SESEEEREEEE at 06:54:17
revealed the following documentation: Resident
up at 1:00 AM, going in and out of their room. At
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this time, the resident went into Room |jjij and
before we could get to the room, the resident was
B i~ two laundry baskets. The resident
was immediately redirected back to their room,
they continued to go in and out of other resident
rooms and up and down the halls for the rest of
the night. Unable to redirect. No further behaviors
noted.

BN at 07:02:43 the following
documentation was entered: Resident was up
most of the night walking the halls and [EESEES
I "he resident was going into other
resident's rooms and going behind the nurses'
station. The resident needed redirection and
most of the night which was ineffective for this
resident. The resident was monitored and
redirected all shift.

B timed 22:11:51 [10:11 PM] this note
revealed: The resident pacing up and down
hallways, difficult to redirect. Observed eating
their dinner while standing and pacing around the
nurse's station. Unable to sit for any length of
time. Took medlcatlon without dlfflculty Staff gave
resident a N and N

Resident was observed going into other resident's
rooms and NEISCECESIEEFEEN . Difficult to
redirect resident from
I

- Another entry with an effective Date of
BEERREERR at 12:55:00 PM, documented an
incident dated g timed 20:22:20 PM
[8:22 PM]: [Resident #79] seen another resident
referring to [Resident #84], leaving their room,
[Resident #79] said "What were you doing in my
room?

I nursc R the

F 600
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situation, reassured [Resident #79] that [l
I from their room, [Resident #79] then
proceeded to walk off towards the vending
machine.

notified of |nC|dent Resident #152 was sent to
The above note was entered

J Exec Order 26 4

that Resident #152-Re5|dent #84 causing
Resident #84jllll- Further review of the
progress note revealed "notified by staff resident

T

| checks

(assessment of and jj
B (0 cotormine 1 oI

06:36:46 revealed: [Resident #84] was_
I -t 12:00 AM. The resident became
R \vith aide and with

‘ This AM [morning], the resident was
going in and out of room [jiillgoing through room

BRI\ Exec Order 26.4b1

Redirection onIy effective at times, reS|dent is

RSNSIERISRERERR neccing to be
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redirected.

- This nursing entry created on |k

13:41:01 PM, indicated: [Resident #84] observed
walking in other residents' rooms and needs to be
redirected.

Th

documented a progress
that reflected the
that occurred oSSR at 6:30 AM: "Notified
by staff that [Resident #84] entered Roomijili
through a door andiiil N
[Resident #94's il [Resident # 94] told
[Resident #84] to leave. [Resident #84] left

immediately via [\RESXCIROIGEIPARIN [Resident

MD [Medical Doctor] and jjjii§ made aware of
incident.

The progress notes written by thejjjiiil§ did not
include [Resident #94's] statement, in the
presence of the [jiij and two surveyors, that they
were [N n their NN T
informed the surveyor that she arrived at 6:30
AM, and interviewed [Resident # 94]. The i}
did not address the statements made by Resident
#94 to the Jjij or thejiiillii- The facility did not

On 07/01/24 at 8:30 AM, the surveyor interviewed
the il who worked the 11:00 PM to 7:00 AM
shift on the unit when Resident #94 reported the

. The il
stated that she was told that Resident #84

B into Resident #94's room and N
I She documented the incident in the
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EMR. The jjil] stated that she was not aware of

Resident #84's ||l behavior.
On 07/01/24 at 10:10 AM, the -powded an

Bl confirmed the IS was completed and all of
the investigative documents were attached. The

#94 reported to the staff that ReS|dent #84
. The il then informed the
survey team that the incident was reported to the
Department of Health (DOH). The surveyor in the
presence of the survey team reviewed the IS
together with the jjjillil- At that time, the surveyor
informed the jjillil, that Resident #94 reported
the :
AM to the [iil] with the surveyor present. Further
review of the IS revealed there was no statement
from the jjiili] included with the investigation. The
event documented in the IS by the jjjiilij did not
reflect the statement made by ReS|dent #94 on

assessed by the facility as
with a BIMS of [ji§ who confirmed that
Resident #84 had been |§iilllN into their room

. The
facility confirmed they did not interview the

INJ Exec Order 26.4b1]

Review of the IS conclusion indicated that
Resident #84 was [N assessment
done, there wasja . There was no plan put
into place to prevent Resident #84 from
continuing to ||l into other resident rooms
and

NJ Exec Order26.4b1 |
I R <sident #84 from other

residents.
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On 07/01/24 at 1:00 PM, during an interview with
B regarding the she
informed the survey team that she had been
at the facility for about S
and she identified Resident #84 as a
The surveyor then asked about the process that
should have been in place to prevent Resident
#84 from beindjillllll by others and to N
Il by Resdient #84 to other residents. The
Bl stated that she was aware that Resident
#8/ " the hallway, and the plan was to
redirect the resident by placing signage at the
door and in the bedroom, and remove from
location. The- stated that Resident #84 was
" Bl and "just walked in the hallway." The
B also stated that she was not made aware of
any
into other resident rooms and
in other resident rooms. If
she had been made aware, she stated she would
have asked for RN Valuation,
ESESEEISIEREERIN (o rule ou
Thejliilill stated that the 11:00 PM-7:00
AM staff did not report any behavioral concerns
for Resident #84.

On 07/01/24 at 1:13 PM, the surveyor interviewed
the ) regarding Resident
#84's activity schedule. Thejjjij informed the
surveyor that she did not have a schedule for
Resident #84. The jjjlj added that Resident #84
WOU|d NJ Exec Order 26.4b1] and WOLlld
[l activity. She further stated that she had
informed the nursing department in the morning
meeting.

On 07/01/24 at 1:35 PM, the surveyor observed
an unidentified staff member at the entrance door
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leading to Resident #84's room. Upon inquiry, the
staff member informed the surveyor that she was
asked to be at the door for a [l | he
staff member could not indicate what behavior
she was to monitor and where the behavior would
be documented.

On 07/01/24 at 2:15 PM, the survey team asked
for the 1:1 observation policy. The

informed the survey team that the facility did not
have a 1:1 policy.

On 07/01/24 at 3:00 PM, the jjiiililfindicated that
he was not aware of all the details of the incident
that occurred onjllllll He stated he was told

that Resident #34} M Resident #94 il -

On 07/02/24 at 9:02 AM, the surveyor observed
Resident #84 in bed. A i '2S
noted at the bedside. The surveyor interviewed

B \Who revealed that he came in at
7:00 AM and did not get report from the 11-7
staff. The [ESEElEE stated he was informed that
EIsINJ Exec Order 26.4b1

On 07/02/24 at 9:15 AM, the surveyor interviewed
the jiilj who revealed that he was not made
aware of the [ SNSRI
I The @l added, "If | had known, | will
report to the administrative staff, |mplement
ll procedure, investigate, implement jii§
, ensure all residents were safe".
When asked if Il had received education
ing [N the [l stated, "I believe the
R A review of
led that she had received
education on The surveyor then inquired
regarding the behavior documented in
the EMR of Resident #84. The jjji§ stated that he

the il file rev
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was not aware that Resident #84 [N into
other residents' rooms. He was aware that
Resident #34 N in the hallway.

On 07/03/24 at 11:45 AM, the surveyor
interviewed the LPN who wrote the progress

notes dated |- The [l confirmed
Resident #84 ||l into other resident's

rooms. When asked about Resident #84's

, the
| stated that Resident#84 would [

rather than using il or the

NJAC 8:39 - 4.1 (a)(5)
Reporting of Alleged Violations
CFR(s): 483.12(b)(5)(i)(A)(B)(c)(1)(4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

F 600

F 609

8/14/24
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§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced

by:

Based on interview and document review, it was 1. Resident 84 was evaluated by a
determined that the facility failed to ensure they licensed nurse on |l and had i
reported to the Department of Health (DOH) as I noted.

required, a resident who was [N
B . identified as being [N 2N 2. The facility reviewed the incidents in the
Y\ Exec Order 26.4b1 center from 7/29/24 through 8/6/24 to

I 7his deficient practice occurred for 1 of 9 ensure that if any met the requirements of

residents reviewed for accidents (Resident #387) a reportable event, that they were

and was evidenced by the following: reported accordingly. No events were
identified.

On 07/02/24 at 12:00 PM, the surveyor reviewed
the electronic medical record for a resident 3. The Nursing Home Administrator or
, Resident #87. A Nurses Director of Nursing will audit the incidents

Progress Note, created by a in the facility to ensure that if they meet
B ot 21:48 [8:21 PM] the requirement of a reportable event, that

revealed Informed by an aide that the resident the incident is reported accordingly.

hadiBIEEEISIEEIEEER and primary nurse and

aide was with the resident. The nurse remained The Nursing Home Administrator will

with the resident while staff brought the in-service all staff on the requirements for

wheelchair out and brought the resident back in. what constitutes a reportable event. New

EERECINOIOEE ) informed of incident. hires and agency staff will receive the

still intact and functioning. in-servicing in orientation.

On 07/02/24 at 1:15 PM, the surveyor asked the 4. The Nursing Home Administrator or

Bl if a resident . The Director of Nursing will audit the incidents

B confirmed that Resident #87 |l and in the facility to ensure that if they meet

and it was witnessed by the requirement of a reportable event, that
a nurse and aide. The il stated she completed the incident is reported accordingly. The
an incident report and the surveyor requested a audits will be conducted weekly for four
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copy. The surveyor asked the [jjiil}] if the
was reported to the DOH. The [iillli

stated, no, "only SSIZSILYOXE)]

On 07/02/24 at 1:29 PM, the surveyor conducted
an interview with the Unsampled Resident (UR)

INJ Exec Order 26.4b1]

of Resident #87 regarding the incident.
The UR stated Resident #87 iR
Il 2d that the Certified Nuse Aide was in
the room and then went out of the |§ after
Resident #87 exited.

On 07/02/24 at 2:30 the [jjiilij provided
statements regarding the incident which revealed

. Alerted the aide and
immediately followed out. Brought patient back.
Dated JRSEEER (untitled staff). Another
statement, with Incident date: S , Incident
Time: 9:15 PM, revealed this nurse was coming
down the hall when aide informed me that

Resident #87 had N\NISECRCIGEIFRINE and

nurse with resident outside ... The Incident Report

dated || revealed that on N at

approximately 9:15 PM, the assigned nurse for
Resident #87 observed the resident |

and the
nurse followed outside of the sl

Areview of Resident #87's electronic medical
record revealed that the Admission Summary
indicated, but was not limited to, the following
diagnoses; NSRS
]
I

An informed consent for use of a (a
NJ Exec Order 26.4b1 when a
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weeks, then bi-weekly for four weeks, and
then monthly for one month. The findings
of that audits will be reviewed at the
monthly QAPI meetings x three months.
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resident NNISENCIGEPIRANN ) dated S

Il cvealed what assessed medical symptoms
would be addressed by use of this i
NJ Exec Order 264b1 ———— —  pgmeD
are the benefits of using a for this
resident and what is the likelihood of these
benefits: Safety of the resident to prevent

EEECIEEEEEER outside of the facility.

On 07/08/24 at 12:16 PM, the surveyor
interviewed the

US FOIAD)E) |
regarding the resident who [NNESXCIOIG IR ]
I "he lll stated there were brackets that

prevented the window from opening all the way.

The jjill stated Resident #87 ' that

the screws were pulled out.

On 07/08/24 at 3:10 PM, thejjjiiililij responded to
the surveyor concerns regarding Resident #87

and thejjjiilli and stated

we did not think it met the reportable requirement,
"it was an anomaly."

NJSA 8:39-5.1(a)
F 610 Investigate/Prevent/Correct Alleged Violation F 610 8/14/24
SS=H | CFR(s): 483.12(c)(2)-(4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(2) Have evidence that all alleged
violations are thoroughly investigated.

§483.12(c)(3) Prevent further potential abuse,
neglect, exploitation, or mistreatment while the
investigation is in progress.
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§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Complaint #s NJ 163250, NJ 170219

Based on observation, interview, record review
and review of other pertinent documents, it was
determined that the facility failed to ensure a
thorough and complete investigation was
completed to determine the causal factor of

INRESCINOIGETIZI NI to ensure that resident
had not occurred for: a) a

resident (Resident #150) who was found on

B ith o R that required

hospitalization on |- and was diagnosed
with | 2nd again observed during
routine [ rounds on RN with

Il and required transfer to the hospital on the
same day, and was diagnosed with a ||l *

by Resident #94

that was reported to the
, the facility did not
investigate the allegation until |jjjiilllilic) and for a
resident who had a history of being |

I rported nev RISEEER
]

This deficient practice occurred for 3 of 3
residents reviewed for |jjjiilill (Resident # 81 and
#150, Resident #94).
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1. Resident number 150 no longer
resides in the facility.

Resident number 94 had a |

check completed by the Director of
nursing on INJ Exec Order 26.4b1] at 7am It WaS

Resident number 94 had a
check completed on
N Exec Order 26.4b1 IR
checks were RESEEaE and showed
A

Resident 81 was evaluated by the nurse

o NLERGEY Y Exec Order 26.4b1

. The evaluation

showed NNISGCHOIGEWLRIN . The
evaluation showed JISEEISIEEIEERER

The Nurse Practitioner was made aware

of the [jjiilii and ordered a

INJ Exe

that resulted on . The Nurse
Practitioner evaluated resident 81 on

N Exec Order 26401 Y
T m

repeat

Orfiliil] the

resident had anjNESCCESIEEIREREN that

showed a |[N\NISCECIGEIERAH0]

The facility reported the |§

NJ Exec Order 26.4b1 and began the
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The deficient practice was as follows:
Refer to F600K, F686G

A) On 6/28/24, the surveyor reviewed the closed
electronic medical record (EMR) for Resident
#150. Review of the closed record revealed that
Resident #150 was admitted to the facility with
diagnoses which included but were not limited to;

According to the Annual Minimum Data Set
(MDS), an assessment tool dated ||l
Resident #150 was identified as having |
. Resident #150 scored |ji§
on the Brief Interview for Mental Status

(BIMS). Resident #150 was iy 0N
staff for all Activities of Daily Living (ADLs).

On 07/02/24 at 11:30 AM, the surveyor reviewed
all progress notes which revealed
nurse's [ Note indicating that Resident

#150 had a || at the facility on the [l "
e
- ]

Interventions implemented for the ||l Were
NJ Exec Order 26.4b1] and
. The
and the facility did not document anything
regarding the |l condition in the EMR. There
was no documentation in the EMR that indicated

the physician was made aware of the condition of

the [

Review of the Order Summary Report dated
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investigation.

2. All residents have the potential to be
affected.

3. The Nursing Home Administrator or
Director of Nursing completed audit on
residents with new changes using the 24
hour summary tool in the electronical
medical system to ensure that an
investigation is initiated immediately at the
time of the acute change or alteration in
condition.

The Nursing Home Administrator or
Director of Nursing completed audit on
residents with new changes using the 24
hour summary tool in the electronical
medical system to ensure that acute
changes or alteration in conditions are
documented immediately.

The Nursing Home Administrator or
Director of Nursing completed audit on
residents with wounds to ensure they
have preventative measures in place, to
ensure they have documentation on the
status of their wound, and to ensure that
any changes in wound status are
communicated to the physician and
documented.

The Nursing Home Administrator or
Director of Nursing completed audit on
residents with wandering behaviors by
direct observation, resident interviews,
staff interviews to ensure that residents
who have the potential to wander into
other residents' rooms have effective
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B reflected an order dated N . to
cleanse the (! the [ IEERISERASEIN
I 'y Oay shift o RIST TN

had an order, dated

, do not [N
pat dry. R

I 7he staff initialed the Treatment
Administraation Record (TAR) from |kt

I indicating that the |l care was

completed as ordered.

B 2t 21:15 [9:15 PM] Discharge
Summary @ days laterQ, for a Date of Discharge
from the facility on [l revealed Resident

#150 .. R
I
I
]

Recommend patient be sent to

hospital for possible |l ~ccording to

nursing notes, patient was admitted for ||

The Hospital record for Resident #150 for the
Admission
which began on was obtained by the
Department of Health (DOH) and revealed:

Emergency Department (ED) Provider Note dated
revealed:

interventions in place to prevent them
from wandering into other residents'
rooms and that abuse has not occurred.

The Nursing Home Administrator or
Director of Nursing completed audit on
residents with injuries of unknown origin
to ensure they have been thoroughly
investigated to rule out abuse and neglect
and identify the cause of the unknown
origin.

The Nursing Home Administrator or
Director of Nursing completed in-servicing
all staff on prompt initiation and
documentation of investigation of
residents with new changes or alterations
in condition, ensuring residents with
wounds have preventative measures in
place, ensuring wound status
documentation is in place, ensuring
wound changes are communicated to the
physician, ensuring that residents who
have the potential to wander into other
residents' rooms have effective
interventions in place to prevent them
from wandering into other residents'
rooms, and thoroughly investigating
injuries of unknown origin. New hires and
agency staff will receive the in-servicing in
orientation.

4. The Nursing Home Administrator or
Director of Nursing completed audit on
residents with new changes or alterations
in condition using the 24 Hour Summary
in the electronic medical system to ensure
that an investigation is initiated at the time
of the acute change or alteration in
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-Initial Complaint: condition. This audit will be conducted

Patient presents with [l COMing weekly for four weeks, bi-weekly for four
weeks, and then monthly for one month.

W\ e Order 26461
The findings of the audits will be reviewed

I

I - Post medical history of at the monthly QAPI meetings for three
o . currently living in a nursing home with months.

patient with know R
. History and The Nursing Home Administrator or

phyS|caI completed at the hospltal upon Director of Nursing completed audit on
EECEICIEEPEREN revealed the following: residents with wounds to ensure they
History of it have preventative measures in place, to

who presents from a Long Term Care ensure they have documentation on the

Facility (name redacted) due to | status of their wound, and to ensure that
]

any changes in wounds are
. Resident #150 was communicated to the physician and

diagnosed with | documented. This audit will be conducted
weekly for four weeks, bi-weekly for four

The surveyor reviewed the facility Progress notes weeks, and then monthly for one month.

from and was unable to The findings of the audits will be reviewed

locate any documentation regarding the |l at the monthly QAPI meetings for three

assessment entered by facility staff. months.

Documentation regarding the |jjililll was entered

every Tuesday by the ||l care team only. The Nursing Home Administrator or
Director of Nursing completed audit on

The hospital documentation revealed on residents with wandering behaviors by

, regarding the |l prior to discharge direct observation, resident interviews,

back to the facility on [N staff interviews to ensure that residents
who have the potential to wander into

EERECINOIOEEN: / ctive present on other residents" rooms have effective

admission. interventions in place to prevent them

NJ Exec Order 26.4b1] from wandering into other residents'
rooms and that abuse has not occurred.
This audit will be conducted weekly for
four weeks, bi-weekly for four weeks, and
then monthly for one month. The findings
of the audits will be reviewed at the
monthly QAPI meetings for three months.

The Nursing Home Administrator or
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The readmission History and Physu:al entered in
the EMR by the facility physician on |§i§
indicated the following: "Resident #150 was
readmitted to LTC (Long Term Care Facility) after
an acute hospitalization after presenting with
B - 'maging revealed
Resident #150 was started on an
which Resident #150 will complete on

NNESTCINOIGERAN Resident #150 was

transferred back to the LTC facility in |§

On 06/28/24 at 10:30 AM, the surveyor
interviewed the ) regarding the
process for Resident #150's |jjiillllil care as the
resident was on the il unit. The [l stated
that all preventative measures would be in place
and daily rounds would also be completed to
ensure preventative measures were in place. The
surveyor asked about documentation related to
Resident #150's |jjjiillll and the il confirmed
there was no narrative documentation completed
to monitor |jjiilll care and the staff would be
responsible for initiating the treatment when it

was applied to the |jjiililli- The jilij had no
additional information to provide.

On 7/8/24 at 1:00 PM, the surveyor interviewed

the ||l care ) via

U.S. FOIA (D)(6) |
telephone who stated that during |l rounds

of

she observed that the [l had 2 EEESEESIS
NJExec Order26.4b1 |

Director of Nursing completed audis on
residents with injuries of unknown origin
to ensure they have been thoroughly
investigated to rule out abuse and neglect
and identify the cause of the injury by
using the reportable event checklist tool
for injuries of unknown origin. This audit
will be conducted weekly for four weeks,
bi-weekly for four weeks, and then
monthly for one month. The findings of the
audits will be reviewed at the monthly
QAPI meetings for three months.
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which was not
documented or communicated to th
team. Subsequenty, the jjii§ stated Resident #150
was then transferred to the hospital on [N
and diagnosed with

). Resident #150

I
was treated wit |
Resident #150 returned to the facility on SN -

On 07/08/24 at 1:10 PM, the
I v 2s interviewed regarding what were the
expectations forjillll care documentation for
Resident #150. Thejjiiiill stated upon review of
Resident #150, she had not been working at the
facility and there was no documentation for the
B other than what was already provided to
the surveyor.

- A Nursing Documentation Progress Note
entered as a "Late entry", dated S '
06:12 and signed by a SISO
H revealed EISEEISIEEREREN , Resident

#150 is displaying the following signs and
symptoms of

NJ Exec Order 26.4b1 |
NJ Exec Order 26.4b1 with ADL's,

- |
Resident #150 has an |- There is [l
I T < is
]
]

There was no documented evidence that the
above findings were communicated to the

il 20ain during [l rounds, the

B SSNTSEIN ocniioc, nc
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documented, that Resident #150 required
hospitalization because when she removed the
B NNISCRISIEEIPEREN . Resident #150
was transferred to the hospital and diagnosed
with .

The facility provided an incident report dated
B \vith the following:
Nursing description: Noted during |

Due to i Order obtained to send
Resident #150 to hospital for evaluation.
Immediate action taken: Assessed by |l care
team

Obtain order to send to Emergency Room

Notify responsible party of changes.

from the Interdisciplinary Care Team dated
§ timed 8:09 AM, relayed the following:

Met to discuss recent
observed duringi R - Resident
TSuNgad ) Exec Order 26.4b1
Turns for .
New Interventions to include sent to hospital.

The surveyor reviewed the hospital record from

4b:

the hospitalization of {8 , and the following

were noted:

Comments (SISO

because of RIS RIS ERER
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with the facility the ’ ‘
[l and the facility had no documentation

regarding |l 2nd found during

On 07/03/23 at 2:00 PM, in the presence of the
survey team, the surveyor inquired to thejililli
regarding an investigation about the |l
development and related t . The
Bl stated she was not at the facility and that
there was nothing else to provide.

On 07/08/23 at 9:30 AM, during a telephone
interview with the Resident #150's Representative
(RR), she confirmed that Resident #150's jjji§j
B Resident #150 had an

was transferred to another LTC
for aftercare. The RR also stated that she was
not informed of any changes in the |jjilililj or any

NJ Exec Or.

On 07/08/24 at 1:30 PM, the surveyor interviewed
the physician in charge of the resident care at the
LTC. The physician informed the surveyor that he
was aware that Resident #150 having a ||l

. The physician stated he not informed that
Resident #150' N IECEISICEIEEEER . nor that
Resident #150 sustained any j§ § at the facility
prior to being informed by the hospital that

Resident #150 was admitted | —

B) On 6/28/24 at 7:30 AM, the surveyor entered
Resident #94's room to observe the Medication
Pass Administration with the
I The Nurse checked the resident' il

where the [JESEEEEERE device was to read the
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The resident wa<Jiilll and

informed the- that another resident [N
in their room while they were sleeping, [

I - osicent #94
identified the [N 2s Resident #84 who
NECHCHERISN  The lill was about to
exit the room, the surveyor asked thejjjiili if she
heard Resident #94's concerns. Th
confirmed that she heard Resident #94's
concerns and stated, "Management was already
made aware."

The surveyor continued with the Medication
Administration and observed Resident #84 in the
hallway near their room.

On 6/28/24 at 10:30 AM, the surveyor returned to
the |l hallway and observed Resident #94 in
bed. Resident #84 was observed in their room.

On 6/28/24 at 12:15 PM, the surveyor reviewed
Resident #94's electronic medical record (EMR)
and noted that the incident regarding the ||lN
was not documented. The [l
informed the survey team she came in at 6:30
AM and started the investigation, there was no
documentation in the clinical record regarding the

On 07/01/24 at 8:30 AM, the surveyor requested
the investigation for the |nC|dent of B

informed the surveyor that the
allegation was reported to the New Jersey
Department of Health (DOH).

On 07/01/24 at 10:10 AM, the jjililil provided the
investigation. The surveyor reviewed the

investigation with the jjjiilij and noted the [l

F 610
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statement was not included. The investigation did
not reflect Resident #94's statement made on
6/28/24 at 7:30 AM, in the presence of the
surveyor. The surveyor again asked the [l for

il statement which was not included in
the investigation. The [jjjilij stated that she would
provide the statement later.

On 07/01/24 at 10:30 AM, a follow-up interview in
the presence of two surveyors was conducted
with the il confirmed that Resident #94
reported . She stated that Resident
#94 reported that Resident #84 ina
The il added that was
Resident #84's perception.

On 07/01/24 at 12:30 PM, the survey team met

with the BISHINSIEIEIEGN =nd requested the
investigation for the NSl

reported to the
indicated that they were not aware of the
. The il stated that
she was only made aware that Resident #84
I R esident #94's [jilll She reported to the
facility at [l . 2nd started the

investigation.

. Both

A note entered by the ) on

Bl ot 6:35 PM, revealed that the ] met
with Resident #94, and Resident #94 was able to
explain what had happened. There was no
documentation regarding being N

On 07/01/24 at 1:27 PM, the surveyor interviewed
thejilill again regarding the

I by Resident #94. The surveyor, in the
presence of the survey team, asked if thejijili
was aware. Thejjiilj stated, "just now, she was

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2PU011 Facility ID: NJ60314 If continuation sheet Page 34 of 150



PRINTED: 11/19/2024

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
315047 B. WING 07/15/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1700 WYNWOOD DRIVE

WYNWOOD REHABILITATION AND HEALTHCARE CENTER CINNAMINSON, NJ 08077

(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 610 | Continued From page 34 F 610

made aware of it". The surveyor asked if the i
spoke with the nurse who heard the allegation
and thejjjiili] stated she was not told about the
nurse who overheard the allegation of

unit today. The surveyor
asked if the il interviewed Resident #94 and
she stated, "not yet." The surveyor asked if the
allegation was considered il and thejiilill

stated, "it is |8l and the surveyor asked why?
The il s dy SRR \vithout
your . and stated, there are
many types of {8 and confirmed that
Resident #84 |

On 7/01/24 at 1:30 PM, the surveyor reviewed the
facility's policy on abuse, neglect and
misappropriation.

Under Reporting/ Response:

The facility will have written procedure that
include:

Reporting of all alleged violations to the
Administrator, state agency, adult protective
services and to all other required agencies (e.g.,
law enforcement applicable) within specified
timeframe:

a. Immediately, but no later than 2 hours after the
allegation is made, if the events that cause the
allegation involve abuse or result in serious bodily
injury, or

b. Not later than 24 hours if the events that cause
the allegation do not involve abuse and do not
result in serious bodily injury.

Assuring that reporters are free from retaliation or
reprisal;

Promoting a culture of safety and open
communication in the work environment
prohibiting retaliation against any employee who
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reports a suspicion of a crime., This facility will
post a conspicuous notice of employee rights
including the right to file a complaint with the
State Survey Agency if the employee believe the
facility has retaliated against him/her for reporting
a suspected crime and how to file a complaint.

The administrator will follow up with government
agencies during business hours, to confirm the
initial report was received, and to report results of
the investigation when final within 5 working days
of the incident, as required by state agencies.

C) A Reportable Event Record/Report (RER) was
received by the Department of Health (DOH) on
R < 0arding Resident #81 which

revealed: Date of Event: NI

Resident

does ambulate NRISCIERSIEEEEREN at times in
room. Resident has a Dx. (diagnosis) ||

3. Resident was assessed for

and no Rl ere noted.

I Glclelibabali) 2 boen

ordered for the site. Statements are being
collected from staff from the past 72 hours.

On 06/27/24 at 1:01 PM, Resident #81 observed
in a recliner chair in the room.

On 07/01/24 at 8:54 AM, the surveyor reviewed
the requested completed investigation and
supporting documents related to the RER for
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Resident #81 that were provided by the iR

. The il confirmed the
documents provided were all the documents that
were part of the the completed investigation for
the RER.

Areview of Resident #81's electronic medical
record revealed:

- The Quarterly Minimum Data set, dated
B . rcvealed that the function status
section |nd|cated Resident #81 reqwred

NRESCECIGEPIRTNI of one staff for .

NJ Exec Order 26.4b1 .

-A Nursmg Quarterly Evaluation, Effective

il documented by a R

was checked;

|
Skin condition #4, a. Skin is RS Activity

Degree of Physical Activity, [\

I curing day, but for v
I \vith or without assistance. Spends

majority of each shift in SRR .

The jjiilij Evaluation revealed:
A. Evaluation

2. Ask resident: "Have you had iR ot
any time in the last 5 days?"

0.

3. Ask resident: "How much of the time have you
experienced over the last 5 days?"
9

4. Ask resident: "Over the past 5 days, has il
INETAIANJ Exec Order 26.4b1 ™

0.

5. Ask resident: " Over the past 5 days, have you
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J Exec Order 26.4b1 because of

.l is Rated by:

a. Numeric Rating Scale

11a. Numeric Rating Scale (00-10) Ask resident:
"Please rate your il over the last 5 days
on a zero to ten scale with

§ and ten as the [l

" (Show resident 00-10 pain scale)
Enter two-digit response.
Enter 99 if unable to answer.

'

B 03:58 Nursing Evaluation Note
(Structured Progress Note) Late Entry, The

resident is \NISCSOIGEIPLREN The resident is
B BASERRR 1 rosident

c Order 26.4b1 . The resident is
during care. The reS|dent is
The resident takes [l Medication.
The resident has no evidence of- Fall
Risk Score:
Fall Risk Category: [

§ 11:56 Nursing
Late Entry: Note Text: Resident was noted in AM

(morning) with [EISEEISIEEIFERER Resident was

having difficulty || lliNursing examined

resident she was noted with |

was seen. Nursing informed Family, [Doctor],

US FOIA (b) (6) ]- Order placed for
NJ Exec Order264b1 |

I However, resident was still having
B Resident family did not want sent to ER for
REEESLEREREE . Follow up [l ordered for the

AM. PRN [l medication administered.
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§ 07:05, Nursing Note Text: 11 to 7
skilled nurses note: resident was in [their] chair
resting at beginning of shift, able to assist
resident to NSRS With some (S

B esident favoring R
Il they slept through most of the night with
occasional ,
we were able to perform morning care and able to

get resident into NEISTISIECHPRRINI  g|so resident
allowed me to app|y NJ Exec Order 26.4b1
B - V|| continue to monitor

4/6/2023 14:21 INTERACT SBAR (Situation,
Background, Assessment, Summary- utilized with
change in condition), Summary for Providers
Situation: The Change In Condition/s reported on
this CIC Evaluation are/were:

Resident/Patient is in the facility for: |EESEEE

Relevant medical history is:

Resident/Patient had the following medications
changes in the past week:

Outcomes of Physical Assessment: [N
I cported on the resident/patient
evaluation for this change in condition were:
- Functional Status Evaluation:

[ KYGPASEYNJ Exec Order 26.4b1
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- Skin Status Evaluation:

- Pain Status Evaluation: Does the
resident/patient have pain?

Nursing observations, evaluation, and
recommendations are: Resident was noted on

was noted with SRS
[ ENJExecOrder26.4bT

]
]
]

Family does not want

resident to be sent out to ER (Emergency Room)

at this time. Continue to [l

management in place.

On 07/01/24 at 8:54 AM, the surveyor reviewed
the requested Investigation provided by the

) that was related to the
RER for Resident #81. The |jjiilj confirmed the
documents provided was the completed
investigation and revealed the following:

Description of Event: At 11:10 AM on [EESEEES

notified that 2 RIS RS
]

during exam. Resident was noted with ||

I - - O¢ 't has

T Evec Order 26701 e
B The Resident does N S
I -t times in the room. Resident has a

DX

Action:

i assessment completed on residents

with ke Noted; Investigation

immediately initiated ...
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Continued From page 40
Resident's Pertinent Medical Data: j§

I \ith a Brief Interview for Mental

Status N SO S Resident

is an with [jij Activities of Daily
Living. Diagnosis: AMNSTERSERRRNN,

Events Preceding Incident:

Resident demonstrated NI ECEICICEIEEREN
are SRR -

Statement Summary:

, notified that a ||l
whe

was doing exam. Resident was noted with [l

. [This
contradicted the documented information in the

Events Preceding Incident section and the

medical record]. Resident has_

B - RESEHSEE
resident doc AN SRRNERTRIVE -
times in the room. Resident was terwewed with
B ossistance in SR Resident
stated that they i but was ISCEISIEEFEREN
due to [INISEEICICEIFERIIN - ~n investigation
was initiated, and statements were gathered from
all staff that were assigned to resident from

NJ Exec Order 26.4b1 . No g was

reported ...

Conclusions:

The IDC [Interdisciplinary Team] met to discuss
and review the incident and has determined that
the cause of the |jjjiill] was caused by an

A reasonable person would
conclude that this was isolated incident and no

el Occurred. There was "no intent
to Rk - |nvestigational summary

F 610
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Continued From page 41

A review of the attached statements revealed the
following 13 Witness Statements:

-Incident Date: [Left Blank], Type of Incident [Left
Blank], Please provide a written descripti of
what you observed section: "l [name S
[Resident] on Sunday and did not

."; Name, Title /Relation to
Resident: Signed, Certified Nurse Aide and [Date:
Blank].

-Incident Date: ||l Type of Incident [Left
Blank], Incident time- 11-7 shift; Please provide a
written description of what you observed section:
occurred during my shift.
Resident slept through the night with no

[signs/symptoms] of_ Name,
t US FOIA (

-InC|dent Date: [Blank]; Type of Incident |l
I Please provide a written description of
what you observed section: "l did not see any
Bl or Resident on my shift on S
Name, Title /Relation to Resident: Signed, [No
Title and Date: Blank].
-Incident Date Jiill; Type of Incident |
Please provide a written description of what you
observed section: "l cared for resident orjiiilij and
| did not see any
Name, Title /Relation to Resident: Signed, [No
: Blank].

Please provide a written

u observed section: "l cared
S o oo
was reported. Resident in e
Name, Title /Relation to Resident: Signed,
[Licensed Practical Nurse (LPN) and Date:
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|J Exec Order 26.4b:

Please provide a written description of what you
observed section: "l cared for resident on [jjij and
| did not see any

Name, Title /Relation to Resident: Signed, [No
Title and Date: Blank]

-Incident Datc SN ; Type of Incident '8
Please provide a wntten description of what you
observed section: "l cared for resident on- and
| did not see an

Name, Title /Relation to Resident: Signed, [No

Title and Date: B
: Type of Incident '[N

-Incident Date: |
Please provide a written description of what you
observed section: "No one brought to this writer's
attention of any || on the shift" Name,
Title /Relat|on to Resident: Signed, [No Title] and
: e [Three months after incident].
-Incident Date: |jiiil Type of Incident '[N
Please provide a written description of what you
observed section: "l was not informed of any il
Il on the shift". Name, Title /Relation to
Resident: Signed, [No Title and Date: Blank].
-Incident Date: [jfiilj Type of Incident iR
. Please provide a written description of what
you observed section: "Was not aware of said
or it was not reported during
this shift staff" Name, Ti e /Relation to Resident:
Signed, j§ j Date: il i
-Incident Date: i Type of Incident e
. Please prowde a written description of what
you observed section: "l was not informed that
resident had Sjjjiiilllj nor did | see a |l
to residents [ Name, Title
/Relation to Resident: Signed, LPN, Date:
[undated].
-Incident Date jjjiilij Type of Incident '
Il Please provide a written description of what
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you observed section: "l did not notice any |l
during care". Name, Title
/Relation to Resident: Signed, [No Title and Date:
Blank].
-Incident Date: [jiililll; Type of Incident N
I Please provide a written description of
what you observed section: "l care for the
Resident today |l | notice a I t©

thej N | notify the SEEESIQIQ! and nurse

immediately informed". CNA Name, Date: Blank].
-Incident Date: ||l Type of Incident "
I Fcase provide a written description of
what you observed section: "l care for the
Resident today | notice a

. o
the | | notify the SEIRSINOIQ) and nurse

immediately informed". CNA Name, Date: Blank.
-Incident Date: [jiililll; Type of Incident JEN".
Please provide a written description of what you
observed section: "l was informed this shift by jjii§
that resident had a .lam
unaware of how/when this happened". Name,
Title /Relat|on to Resident: Signed, [No Title and

to

surveyor asked what would be completed When a
new symptom would occur with a resident as

Resident #81 had NIECEISIEEIEESREN to the
[NJ Exec Order 26.4b]] and was diagnosed with alili

nurse would call the physician regarding a
change in condition would occur and notify family.
The surveyor asked when the resident presented
with [ Was that when the

B stated, "typically |
go back from when basellne changed" and collect
statements for "72 hours prior". The surveyor
showed the @l the statements had missing
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dates and they did not go back 72 hours from
B The llll stated the

would obtain the statements and they were
responsible for interviewing staff. The surveyor
asked how iR kka Vas ruled out and the
Il did not offer a response. The surveyor
asked the il who was responsible for
reviewing the investigation and she stated she
reviewed it. The surveyor requested a timeline of
events leading up to Resident #81'SiiN -

On 7/8/24 at 8:30 AM, the facility offered a one
paged document which revealed on S
physician documented there was no-

B nursing noted NN
was administered
. During the investigation,
the [family] was able to obtain some information
of the cause of the [iiiiilili The resident's
[family] stated that the resident stated they i
and could not get any additional information.
There was no statement from the family, no
documentation regarding the alleged and
interviewing staff related to a no additional
statements were provided.

NJ Exec Order 26.4b]]

On 07/08/24 at 3:09 PM, the
) provided a one page
document which included a paragraph that the
facmty investigated the 8 appropriately ...
ruled out ... The provided no
additional documented evidence related to the
investigation to rule ouRISEEESIEEIELERE upon the
reported [N RIS S
I by Resident #81. No statements were
provided going back 72 hours as indicated in the
RER and as confirmed by the il that they
should have been completed.
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The Unexplained Injuries Policiy, Date
Reviewed/Reviewed 11/29/23, revealed all
unexplained injuries, including bruises, abrasions,
and injuries of unknown source will be
investigated.

Section 3. An incident report form shall be
completed. If an allegation of abuse is made or if
the injury is of unknown source, reporting and
investigation procedures shall be implemented in
accordance with the facility's abuse policies and
procedures.

The facility Abuse, Neglect and Exploitation policy
dated 7/12/23, revealed Definitions: Neglect:
means failure of the facility, its employees, or
service providers to provide goods andservices to
a resident that are necessary to avoid physical
harm, pain, mental vanquish, or emotional
distress. "Willful" means individual must have
acted deliberately, not that the individual must
have intended to inflict injury or harm.

Section V. Identification of Abuse, Neglect and
Exploitation, A. An immediate investigation is
warranted when suspicion of abuse, neglect or
exploitation, or reports of abuse, neglect or
exploitation occur. B. Whritten procedures for
investigations include: 1. Identifying staff
responsible for the investigation, 3. Identifying
and interviewing all involved persons, including
the alleged perpetrator, witnesses, and others
who might have knowledge of the allegations,
Focusing the investigation on determining if
abuse, neglect, exploitation, and/or mistreatment
ha occurred, the extent, and cause; and 6.
Providing complete and thorough documentation
of the investigation.
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The Incidents and Accidents Policy Date
Reviewed/Revised: 7/17/23, revealed Policy: It is
the policy of this facility for staff to report,
investigate, and review any accidents or incidents
that occur or allegedly occur, on facility property
and may involve or allegedly involve a resident.
Definitions: Accident refers to any unexpected or
unintentional incident, which results or may result
injury or iliness to a resident. Icident is defined as
an occurrence or situation that is not consistent
with the routine care of a resident or with the
routine operation of the organization. This can
involve a visitor, vendor , or staff member. The
Policy Explanation: The purpose of incident
reporting can include, Assuring that appropriate
and immediate interventions are implemented
and corrective actions are taken to prevent
recurrences and improve the management of
resident care; Conducting root cause analysis to
ascertain causative/contributing factors as part of
the Quality Assurance Performance Improvement
(QAPI) to avoid further occurrences. Compliance
Guidelines: 1. Incident/accident reports are part
of the facility performance improvement process

The Abuse, Neglect and Exploitation Policy Date
Reviewed/Revised: 7/12/23, revealed: Possible
indicators of abuse include, but are not limited to:
1. Resident, staff or family report of abuse, 3.
Physical injury of a resident, of unknown source;
Investigation of Alleged Abuse, Neglect and
Exploitation; A. An immediate investigation is
warranted when suspicion of abuse, neglect or
exploitation, or reports of abuse, neglect or
exploitation occur.

B. Written procedures for investigations include:
1. Identifying staff responsible for the
investigation, 3. Investigating different types of
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alleged violations, 4. |dentifying and interviewing
all involved persons, including the alleged victim,
alleged perpetrator, witnesses, and other who
might have knowledge of the allegations, 5.
Focusing the investigation on determining if
abuse, neglect, exploitation, and/or mistreatment
has occurred, the extent, and cause; and 6.
Providing complete and thorough documentation
of the investigation.

NJAC 8:39 4.1 (a)(5), 27.1(a)(b)
F 637 Comprehensive Assessment After Signifcant Chg F 637 8/14/24
SS=D CFR(s): 483.20(b)(2)(ii)

§483.20(b)(2)(ii) Within 14 days after the facility
determines, or should have determined, that
there has been a significant change in the
resident's physical or mental condition. (For
purpose of this section, a "significant change"
means a major decline or improvement in the
resident's status that will not normally resolve
itself without further intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact on more than
one area of the resident's health status, and
requires interdisciplinary review or revision of the
care plan, or both.)

This REQUIREMENT is not met as evidenced

by:

Based on interview, and record review, it was 1. Resident 44 was not affected by the
determined that the facility failed to complete a minimum date set
Significant Change in Status Assessment using being completed @@ days late.
the Resident Assessment Instrument (RAI) 2. All residents have the potential to be
process on a resident who elected hospice affected. No other residents were
benefits. This deficient practice was identified for identified as having a late minimum data
1 of 2 residents reviewed for hospice (Resident set completed.

#44). This deficient practice was evidenced by: 3. The Minimum date set coordinator will

conduct an audit on the minimum data
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According to the Center for Medicare/Medicaid sets to ensure they are completed and
Services (CMS) - Resident Assessment submitted timely.
Instrument (RAI) 3.0 Manual, " A significant The Nursing Home Administrator or
change in status assessment (SCSA) is required Director of Nursing in-serviced the
to be performed when a terminally ill resident US FOIA (b) (6) on the
enrolls in a hospice program (Medicare-certified time requirements for completing and
or licensed hospice provider) or changes hospice submitting minimum data sets.
providers and remains a resident at the nursing 4. The Minimum date set coordinator will
home. The ARD must be within 14 days from the conduct an audit on the minimum data
effective date of the hospice election (which can sets to ensure they are completed and
be the same or later that the date of the hospice submitted timely. This audit will be
election statement, but not earlier than). The conducted weekly for four weeks,
SCSA must be performed regardless of whether bi-weekly for four weeks, and then
an assessment was recently conducted on the monthly for one month. The findings of the
resident. This is to ensure a coordinated plan of audits will be reviewed at the monthly
care between the hospice and nursing home is in QAPI meetings for three months
place."

Resident #44 was admitted to the facility with
diagnoses that included .
On 07/02/24 at 9:33 AM, the surveyor observed
Resident #44 in the room.

On 07/02/2024 at 8:49 AM the surveyor reviewed
the resident's current physician's order sheet

(POS). The POS revealed an order for
consult and treat dated [l The POS

reflected that [

Review of the Significant Change in Status
Minimum Data Set (SCSA-MDS), an assessment
used to facilitate the management of care,
revealed the Assessment Reference Date (ARD)

On 07/03/24 at 9:00 AM, the surveyor interviewed

th -US FOIA (b) (6) who has been employed
B T he RO confirmed that
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the resident was admitted to
and confirmed that a SCSA-MDS was scheduled

B and completed on RN She stated
the SCSA-MDS should have been completed
within 14 days of the election of j§§ i services.
She confirmed that the SCSA-MDS for Resident
#44 was completed i days late.

NJAC 8:39-11.2(i)
F 677 ADL Care Provided for Dependent Residents F 677 8/14/24
SS=F  CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced

by:

Based on observation, interview, record review, 1.Resident 27: On 7/3/24 the facility

and review of facility documentation, it was began an investigation regarding il
determined that the facility failed to ensure complaint ol T he Director

B rcsidents were provided with routine of Nursing and Nursing Home
ERCERBIEIE | Exec Order 26.4b1 | Administrator conducted the investigation
in a timely manner. This deficient practice was Resident 27 had a s check on
identified for 8 of 8 residents reviewed for by the Director of Nursmg and it
Activities of Daily Living Care (Residents #27, WEQNJ Exec Order 26.4b1 |}
#30, #37, #41, #82, #94 # 95, and #155) and was Resident 27 |

evidenced by the following:

Resident 30: The Director of Nursing
1) On 6/27/24 at 10:48 AM, surveyor #1 entered completed a Sk Check on
Resident #94's room and noted a resident 30 and it was |EiR
Il in the room. Resident #94 informed the I he Director of
surveyor that staff refused to assist with Nursing evaluated resident 30 for il
_ Upon request, Resident #94's and Rk - The Director of
ji activated the call bell. The SRR Nursing reported the incident to the

) reported T
to the room immediately, and confirmed that

Resident #94 [N ETCESGRRNIN
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provided with NEISCERCIREFIRIN  had a

check by the Director of Nursing

which was NNEISGERCICE] 26 4b

2) On 6/27/24 at 11:06 AM, surveyor #1 observed
Resident #82 in bed with N SCEISICEFSEEN
I

. The resident informed the surveyor

that they would like their [ NNESXCEOIGEIZR )1

Resident 41: On § |, resident 41 was
. Areview of Resident #82's care plan provided with had il

indicated to check [NNISGCKOIG PRI check by the Director of Nursing
I s necessary. SRR\ J Exec Order 26.4b1
|

Resident 82: Resident 82! s [N

3) On 06/28/24 at 6:30 AM, the surveyor entered
room |jij which was a |HikkaE oom and
asked a random Certified Nurse Aide (CNA) to
assist with tour. The
was | " the hallway. The first 3

residents were [l (Resident #82,
#37 and #41.)

Resident 94: On i , resident 94 was
provided with had a il
I check by the Director of Nursing

which was [NNISGCEReIt BN N

4) On 6/28/24 at 6:36 AM, during the
) Exec Order 2640141l in the presence of CNA
#3, surveyor #1 observed Resident #37 was Resident 95: On , resident 95 was
. The surveyor interviewed CNA provided wit , had a i
#1 who worked the 7:00 AM to 3:00 PM shift that I check by the Director of Nursing
day. CNA #1 stated that when the facility was which was NNIECRIG RPN

short of staff, the residents would be | ]
I

Resident 155 no longer resides at the

5) On 6/28/24 at 6:45 AM, during jji§ in the facility.

presence CNA #1, the surveyor observed

Resident #41 in bed, i 2. All residents have the potential to be
affected. On 7/29/24, All residents nails

6) On 6/28/24 at 6:50 AM, during the in the were observed to ensure they were

presence of CNA #1, the surveyor observed trimmed and cleaned and all incontinent

Resident #95 in bed, . The residents were checked to ensure they

surveyor interviewed Resident #95. Resident #95 were provided with incontinence care and

stated that they were provided with | were not wearing more than one brief. No

[l during the night only. other residents were identified as being
affected.

7) On 6/28/24 at 7:00 AM, Resident #30 was

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2PU011 Facility ID: NJ60314 If continuation sheet Page 51 of 150




PRINTED: 11/19/2024

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
315047 B. WING 07/15/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1700 WYNWOOD DRIVE

WYNWOOD REHABILITATION AND HEALTHCARE CENTER CINNAMINSON, NJ 08077

(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 677 | Continued From page 51 F 677
noted in bed, fully covered. The CNA informed 3. The Nursing Home Administrator or
the resident of the procedure and the resident Director of Nursing will in-service the
agreed to be checked. The CNA pulled the nursing staff on the incontinence care and
blanket and we both observed that Resident #30 nail care policy and assigning staff to

was NSRSl 1 he sheets were [N assignments that will permit for timely

incontinence and nail care. This

in-servicing began on 6/28/24. New hires

. The and agency staff will receive this

BESREE the resident were in-servicing during orientation.

When

the CNA attempted to assist Resident #30 with The Nursing Home Administrator or
" i we both observed that Resident #30 was Director of Nursing will conduct

wearing NEIEEEISIEEIEEEER that were N incontinence audits and nail care audits.

4. Resident 94, 30, 37, 41, 95, and 27 will
On 6/28/24 at 7:25 AM, the surveyor asked CNA be audited weekly for four weeks to

#1 to call the NS ensure they receive timely and
I appropriate [EISEEISEERERER . Resident

82 will be audited weekly for four weeks to
On 6/28/24 at 7:35 AM, the ensure i received i i

entered Room ] and both observed the The Nursing Home Administrator or
condition of the resident. The iR stated that Director of Nursing will conduct

he assumed the resident had not been S incontinence and nail care audits on five
They both observed that Resident #30 hadjlj residents to ensure they are being

on which were provided with routine incontinence care.
The il further stated that the
expectatlon was that all residents would be This audit will be conducted weekly for

B 2nd maintained in a i four weeks, bi-weekly for four weeks, and

then monthly for one month. The findings
On 6/28/24 at 7:50 AM, during an interview with of the audits will be reviewed at the
the surveyor, CNA #1 stated that was not the first monthly QAPI meetings for three months

time she observed on
residents during care. The CNA went on to state
that the facility had provided in-services
(education) to not apply

Il on residents. However, she stated that if
the facility was short handed during the 11:00
PM-7:00 AM shift, some residents would have

R 2nd would not be NS

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2PU011 Facility ID: NJ60314 If continuation sheet Page 52 of 150



PRINTED: 11/19/2024

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
315047 B. WING 07/15/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1700 WYNWOOD DRIVE

WYNWOOD REHABILITATION AND HEALTHCARE CENTER CINNAMINSON, NJ 08077

(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 677 | Continued From page 52 F 677

timely manner.

On 07/08/24 at 2:12 PM, surveyor #1 conducted a
telephone interview with CNA #2 who cared for
Resident #30 on [ during the 11:00 PM to
7:00 AM shift. During the interview CNA #2
stated, "when | went to check them, | did not turn
on the light, and fully open the
". The CNA also stated that the facility was short
handed, only 2 CNAs were assigned to care for
45 Residents. She checked the resident at 2:30
AM and did not realized that Resident #30 was

. The CNA added, "l was
running late and | did not check them again." CNA
#2 informed the surveyor that the 3:00 PM- 11:00

PM shift applied the [ ISHESSTHR

On 07/08/24 at 2:15 PM, the surveyor again
called CNA #3 Who worked the 3:00 PM-11:00

Bl . She did not return the call.
The il informed the surveyor that CNA #3
confirmed that she provided care to Resident #30
around 10:30 PM and applied the R

8) On 7/3/24 at 12:13 PM, surveyor #2
interviewed Resident #27. Resident #27 who is
awake and informed the surveyor that they
were [EISEEISIEEEEREN sometime in
- Resident #27 could not recall the exact
date, but remember that RN C3Te Was
provided around 10:00 PM, and was not |
again until 10:00 AM on the next day. Resident
#27 further stated that they were not offered
on the 11:00 PM - 7:00 AM
shift. Resident #27 informed surveyor #3 that they
reported the above concerns to thejjiililj and the
at

that time, and had not seen that staff member
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since; "l think she was Resident #27
stated residents who were SR on staff for
care still had to wait over an hour before they

B Resident #27 went on to state,
"They still have to wait an hour or longer for
". Resident #27 stated they just
don't have enough help.

9) On 7/8/24 at 10:11 AM, surveyor #1
interviewed Resident #155's Representative (RR)

(a NUIESSICEFERER ). The RR stated that

Resident #155 was

. The RR
informed the surveyor that Resident #155 was
and could not participate

with the interview.

A review of the facility's policy titled, "Activities of
Daily Living (ADL's), Support" revised March
2018, revealed the following: Residents will be
provided with care, treatment, and services as
appropriate to maintain or improve their ability to
carry out activities of daily living; Residents who
are unable to carry out activities of daily living
independently will receive the services necessary
to maintain good nutrition, grooming and personal
and oral hygiene.

NJAC 8:39-27.1 (a)2(g)(h)
F 686 | Treatment/Svcs to Prevent/Heal Pressure Ulcer F 686 8/14/24
SS=G | CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a
resident, the facility must ensure that-

(i) Aresident receives care, consistent with
professional standards of practice, to prevent
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pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
(ii) A resident with pressure ulcers receives
necessary treatment and services, consistent
with professional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
pertinent facility documents, it was determined
that the facility failed to: a.) implement
interventions to prevent the development of a
b,
ensure individualized comprehensive care pl
interventions were implemented to prevent

and c.) ensure daily observation during |
care was documented according to professional
standards of Nursing practice to follow continuity
of care, and d) alert physician of any change in
- condition. This deficient practice
occurred for 1 of 2 closed records reviewed for
B (Resident #150). Resident #150 was
identified as having a

NJ Exec Order 26.4b1 |
il at the facility on || Which measured |j
I

which

progressed to SIS ERAS
e

which was

identified during routine |l rounds by a

consultant on il and which resulted in a
Bl days later.

The evidence was as follows:

On 6/28/24 at 12:30 PM, the surveyor reviewed
the closed electronic medical record (EMR) for
Resident #150. Review of the closed record

1. Resident 150 no longer resides at the
facility.

2. All residents at risk for wounds or with
existing wounds have the potential to be
affected. The Director of Nursing audited
all residents on 8/1/24 with wounds and all
residents at risk for wounds to ensure
they had individualized interventions in
place to prevent wounds and to prevent
worsening of any existing wounds, ensure
wound status documentation was in
place, and that if there were any changes
in wounds that the physician was notified
and documentation occured during the
shift the change was identified. No other
residents were identified as being
affected.

3. The Director of Nursing or designee
has in-serviced all nursing staff on 8/14/24
who possess the ability to render wound
care on implementing interventions to
prevent the development of facility
acquired pressure injuries, ensuring
individualized comprehensive care plan
interventions are implemented to prevent
facility acquired pressure injuries from
worsening, and ensuring observation
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revealed that Resident #150 was admitted to the
facility with diagnoses which included but were

not imited to; [NNSERISESEI NN
I
I

According to the Annual Minimum Data Set
(MDS), an assessment tool dated ||l
Resident #150 was identified as having
. Resident #150 scored |j§
on the Brief Interview for Mental Status

(BIMS). Resident #150 was i On
staff for all Activities of Daily Living (ADLs).

Further review of the MDS in section M, |ndlcated
that the resident had no history of anj o
and was at risk of

developing a iR - Urther review of
section M indicated under |\NISXCI O TP RI N

Treatments that the foIIowing were applied:

NJ Exec Order 26 for bed, nutrition and

NJE»‘

application o
Review of the Order Summary Report((OSR)
revealed a PhyS|C|an Order (PO) dated S
for a ke Check placement and
functioning every shift

Rewew of the OSR revealed a PO dated

B or Bk to be donned (put
on) on the NSESEINCIGEIWLRAN to decrease risk of
[NJ Exec Order 26.4b1] check every shift.

Review of the Order Summary Report (OSR)

dated ik rcvealed a physician's
order (PO) dated | . to NIESSSIEEFEEN

daily,

]
NJ Exec Order 26.4b1 daily.

M the

Another order dated §
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during wound care was documented, and
notifying the physician of any alteration in
the condition or progression of a wound.
New hires and agency staff will receive
the in-servicing in orientation.

The Director of Nursing or designee will
conduct audits weekly for four weeks,
bi-weekly for four weeks, and monthly for
one month on:

¢, Residents who are at risk for wounds
to ensure preventive measures are in
place to prevent wounds

¢, Ensuring residents with existing
wounds have individualized
comprehensive care plan interventions
are implemented to prevent wounds from
worsening

¢, Residents with wounds have
documentation on the status of their
wound

¢, Residents with wounds any alteration
in the condition or progression of a wound
have documentation of physician
notification the same shift the condition or
progression is identified

4. The Director of Nursing or designee will
conduct audits weekly for four weeks,
bi-weekly for four weeks, and monthly for
one month on:

¢, Residents who are at risk for wounds
to ensure preventive measures are in
place to prevent wounds

¢, Ensuring residents with existing
wounds have individualized
comprehensive care plan interventions
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are implemented to prevent wounds from
worsening

¢, Residents with wounds have
documentation on the status of their
wound

¢, Residents with wounds with any
alteration in the condition or progression
of a wound have documentation of

[N Exec Order 26,401 |
INJ Exec Order 26.4b1
o

daily.

Review of the Weekly jjiiili] Review dated

I ' i
measured [NNISCXOIGEIAH .
On RAEEER days later), indicated "No [l

physician notification

Findings of the audits will be reviewed y
the Nursing Home Administrator at the

I ' o measurement was entered
NJ Exec (

monthly QAPI meetings for three months.

§. Resident #150 was transferred to
the hospltal Durmg_, the N
I identified that the [IRESEEESIEETFERER
with 2 RSP ' "o
resident was admitted to the hospital and treated

BN Exec Order 26.4p1 |

Review of the electronic Treatment Administration
Record (eTAR) from
revealed the eTAR was initialed
to reflect that jfiilii checks were being completed
on the Thursday evening shift.
were initialed as being done on the Monday and
Thursday evening shift. Both were signed by the
). There was no
documentation in the progress notes regarding
the |jlllll condition. The facility indicated that the
B \vas treated daily by staff, however, there
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was no documentation regarding that the |l

Review of the eTAR for NNISXCI Ol TP RNl
Il reflected the [HRNRIN Vas being applied
as ordered to [ SECERSINERR

On 07/01/24, the surveyor interviewed the
regarding
the process for ||l care. He informed the
surveyor that the nurses would initial the eTAR
only. No narrative documentation was available

regarding the [l B condition
was documented weekly during |

jll Resident #150 was transferred to
the hospltal after the consultant ||l care
practitioner informed the facility that the |l

The nurses were to providejjjiiiiilij care daily and

document/report any change in the |l
condition. The physician and the [l care
team was not informed that the ||l was

At the hospital on |jillllllj. the following
documentation was entered in the electronic

medical record (EMR) regarding the ||l
: Active present on

admission.

R e criptior (SRS TR
R oot (cm)
it

[ RREIN Exec Order 26.4b1
I ( present on admission)
Contributing Factors: [EEEISIEEEEREN
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Interventions/ recommendations:

RIS <o viih

change dressing every 3 days.

using foam wedge to maintain side-lying position.
The resident was discharged to the facility on

following: "Resident #150 was readmitted to
EIECEICIEEPEEER ofter an acute

hospitalization after presenting with |l
. Imaging reveale
Resident #150 was started on an _wh|ch

they will complete on [NNISCIEOIGIETPIRZ X

Resident #150 was transferred back to the il

Review of the [jjiillincident report dated N
revealed the following: Interdisciplinary Team met

to discuss recent REESICEISIEIGRREN . Resident
currently on [NISCEISTICRAORIN . M
I or R

daily il rounds. Upon surveyor inquiry, the
facility was unable to provide the rationale for
staff not documenting the |jjiiilli condition while
Il care was being done daily. The facility did
not identify any change in condition.

Resident #150 was then readmitted to the facility
on . The facility
indicated that |jjiiilll care was being completed
daily. However, on . again during N
rounds, Resident #150 was found to have

upon assessment of the
.On

the same day, jSSl Resident #150 was
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F 686

Continued From page 59

transferred to the Emergency Department, and
diagnosed with
The surveyor reviewed the hospital record from
the hospitalization of |l 2and the following
were noted:

-Comments:

- I
. Significant N

report

e TS T T
well o N STESISINEPORI N | insericd

ISR ) p-r hospital follow up
with the facility the ||l dressing was changed
daily and the facility had no documentation

regarding | 2nd found during
weekly ||l observation, Rl O
"2 il 2ko NI | on

On 07/03/23 at 2:00 PM, in the presence of the
survey team, the surveyor inquired to the N
I ) r<o21ding an investigation
about the |l development and related to

The il stated she was not at
the facility and that there was nothing else to
provide.

A review of a policy titled Unexplained Injuries last
revised 11/29/23 revealed:

All unexplained injuries, including |
B 2nd inquiries of unknown origin will be
investigated.

F 686
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Policy Explanation and Compliance Guidelines:
Observations of any unexplained injuries shall be
reported immediately to the resident's nurse.
Care and treatment shall be provided to the
resident as needed. This includes physician
notification, and implementation of physician
orders or facility protocols. Relevant information
shall be documented in the resident's medical
record, including but not limited to: physical
assessment findings, including objective
description of the injury.

The facility shall modify the resident's plan of care
as needed to prevent recurrence or to stabilize,
reduce, or remove underlying risks factors
contributing to the injury. The facility failed to
follow their own policy. Resident #150 was found
to have an [N
by the USIECILNOION durindi ki ©"
again the

I identified during [ round that
Resident #150 had NEISCEICICEREEEEIT
|

On 07/08/24 at 11:33 AM, the surveyor

interviewed the [ESHZOIVA (b) (6)
I ) - bout Resident #150's

R The Bl stated, "l talked to the family at
point", and reviewed the case later. The
| had no additional information to provide.

NJAC 8:39-27.1(a)
F 688 Increase/Prevent Decrease in ROM/Mobility F 688 8/14/24
SS=D | CFR(s): 483.25(c)(1)-(3)

§483.25(c) Mobility.
§483.25(c)(1) The facility must ensure that a
resident who enters the facility without limited
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range of motion does not experience reduction in
range of motion unless the resident's clinical
condition demonstrates that a reduction in range
of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of
motion receives appropriate treatment and
services to increase range of motion and/or to
prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility
receives appropriate services, equipment, and
assistance to maintain or improve mobility with
the maximum practicable independence unless a
reduction in mobility is demonstrably unavoidable.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined that the facility failed to
follow a physician's order for the application of

to the |jiiINNN fOr one
resident. The deficient practice was identified for
1 of 1 resident (Resident #71) reviewed for
positioning and mobility, and was evidenced by
the following:

On 6/27/24 at 10:30 AM, the surveyor toured the
unit. During the tour of the facility, Resident #71

reported some concerns with |
I 2nd assistance with

[T oo |

I to prevent further [l 0 the il
- The resident used the Rl
I < the cover and show the
IRRSERSRRER) (o e surveyor. The
]

On 6/28/24 at 8:30 AM, the surveyor observed
the resident in bed, the resident informed the

1. Resident 71 had an NISCEISIEEEER

on R . Resident 71's Sk
will be applied per the physician's orders.

2. All residents with splints and
demonstrate a degree of movement or
flexibility of a joint or body part that moves
in various directions, referred to as range
of motion, have the potential to be
affected. The Director of Nursing and
Therapy Director audited all residents with
splints to ensure splints were applied as
ordered. No other residents were
identified as being affected.

3. The Director of Nursing or designee
has in-serviced all nursing staff on 8/14/24
all nursing staff, until all nursing staff have
been in-serviced on the degree of
movement or flexibility of a joint or body
part that moves in various directions,
referred to as range of motion, and
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surveyor that they did not get any assistance with following splint orders and ensuring they
Bl and the staff had not applied the [N apply splints and remove splints per the
Il for months. physician's orders. All in-servicing of
nursing staff completed by completion
On 6/28/24 at 11:15 AM, the surveyor reviewed date. New hires and agency staff will
Resident #71's Electronic Medical Record (EMR) receive this in-servicing in orientation.
The admission Face Sheet reflected that
Resident #71 was admitted to the facility with The Director of Nursing or designee will

diagnoses which included but were not limited to; conduct audits on residents with splints to
ensure they are applied and removed per

the physician's orders.

4. The Director of Nursing or designee will

According to the Quarterly Minimum Data Set conduct audits weekly for four weeks,

(MDS), an assessment tool, dated S, every other week for four weeks, and then

Resident #71 was identified as havindjiilill monthly for one month on residents with

. Resident #71 scored on splints to ensure they are applied and

the Brief Interview for Mental Status (BIMS) removed per the physician's orders.

indicating the resident was Findings of the audits will be reviewed by

Additionally, the resident was INISCEISICEIRERER the Nursing Home Administrator at the
activities of daily living, and having monthly QAPI meetings for three months.

of the

on

On 07/01/24 at 12:17 PM, the surveyor observed
Resident #71 sitting in the bed, At that time, the

surveyor did not observe the
applied to the resident. The resident informed the

surveyor again, ISR

On 07/02/24 at 10:10 AM, the surveyor entered
the room and verified that the was
not applied. The surveyor reviewed the Treatment
Administration Record (TAR) and verified that

staff had initialed the TAR indicating that the |l

I Had been applied even on the days
the surveyor observed that Resident #71 did not

have the [N
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On 07/02/24 at 9:30 AM, the surveyor reviewed
the Order Summary Report dated EESEREEE
which included a physician's order dated §
for '

in the morning and remove at night
before bed. With regulafjijiij checks and
B fi every morning and at bedtime".

The surveyor also reviewed Resident #71's i

, Treatment Administration
Record (TAR). The physician order was noted on
the TAR which required the nurse's signatures for
the 8:00 a.m. application and the 21:00 (9:00
p.m.) removal of the each day.
From NEISCEESICEIRAEIN , the TAR revealed the
nurses initialed the TAR indicative that the [jjil§

I 25 applied.

On 07/08/24 at 9:30 AM, the surveyor observed
the resident in bed, the resident showed the |jjiili
to the surveyor and indicated again that they
had not had the [EISEEISIEEIEERER - The
surveyor left the room and accompanied the
BEREEINBIE) to the room. In the presence of
the BISHIESIBIE) . the resident stated that they

had not received any assistance with
Il for months, and the Staff had not applied
the Rk for months. The Resident
informed the in the presence of
the surveyor that the |jjiilill could be possibly in
the top dresser. The opened the
dresser and noted that the |jjililj was in the
dresser.

The surveyor reviewed the Progress notes from

BEEEREREEERE  there was no documentation
regarcing SIS

The surveyor further reviewed the Nursing
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Progress Notes from NNISCCIGERIN . The

Nursing Progress Notes did not reveal that

Resident #71 ' ISR
I

The surveyor reviewed Resident #71's ongoing
Care Plan (CP). The CP revealed an area of
"Focus" related to "Activities of Daily Living( ADL)

ISR < =t ‘o IS EHSRERE
initiated || '2st revisediN - The CP

further reflected an intervention dated NN
for " during
the day". Please put on in the morning and
remove at night before bed".

Review of the facility's policy titled, " Range of
Motion last revised 11/29/23 included the
following:

Residents who enter the facility without limited
range of motion, will not experience a reduction in
range of motion unless the resident's clinical
condition demonstrated that a reduction in range
of motion is unavoidable.

Appropriate Care Planning

Based on the comprehensive assessment, the
facility will provide interventions, exercises and /or
therapy to maintain and improve range of motion.
The facility will provide treatment and care in
accordance with professional standards of
practice.. This includes but not limited to:
Appropriate services ( specialized rehabilitation,
restorative, maintenance)

Appropriate equipment (braces, splint)
Assistance as needed (active assisted, passive,
supervision)

The policy was not being followed

NJAC 8:39-27.1 (a)
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Ss=L CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

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

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of pertinent documentation, it was
determined that the facility failed to have a
system |n place to ensure a consistent and safe

provision of adequate and consistent supervision
for resid nts who were assessed and identifi
INJ

residents who required NEIEGCIECIGEIP RN

ere assisted and

from the |
inciiNRaa 2nd ensuring the |

I /25 not rested on th
ing| | type marks (Resident #29), and
d.) s I i"to appropriate
receptacles and that were
appropriately disposed of. This deficient practice
was identified for 5 of 17 residents (Resident #29,
#39 #72 #87 and #32) reviewed for safe

B and posed the likelihood of serious
injury, serious impairment or harm to all residents
who resided at the facility.

. ' j at 1pm the Nursing Home
Administrator met with resid
asked if they hacli B
them and they said no. Resident 72 gave
the Nursing Home Admlnlstrato
to audit their room forjjiE
and none were found. On
12:20pm, Resident 72 was educated by
the unit manager on not having N

I o their person and not [N
other residents |

licensed nurse completed a new §
assessment. Resident 29 will use a

to prevent their S
iz sdNJ Exec Order 26.4b1j

The NEEEHCICEFREN on the bushes

were removed on 7/2/2024.

Resident 72 was educated on not s
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Bl resident #29's N . 1eave the

area and enter the facility while in possession of
thejjiililllll material. Resident #29, a resident with

NJExec Order26.4bl |
who was assessed as requiring SR
_ was not adequately NJ Exec Order 26.4b1]

ff did not assist the resident while
* N s BISEIEER . then
the resident rested theirjjiiiNNN O their

NJ Exec Order 26.4b1 [
picked up the ||l 20ain and continued to
The surveyor then observed a Certified
Nurse Aide (CNA) take Resident #29's [N

Il and disposed the [l over the patio and
into the bushes.

On 7/2/2024, Resident #72 was observed by
surveyors NNISCEISICEIFEEEI . =nd other
residents' |l (including Resident #29) with
. The surveyors observed six
ated directly on the bushes below the
B balcony. During an interview, Resident
#29 stated their clothing had i
. The surveyors again observed Resident
#29 resting their SIS CEIS TR
- which remained [l throughout and

in several areas.

The |J situation began on 7/1/2024 and was
identified on 7/2/2024. The

was notified on
07/02/2024 at 2:46 PM.

The facility provided an Immediate Jeopardy
Removal Plan (RP) that was accepted on 7/3/24
at 10:00 AM, indicating the action the facility took
to prevent serious harm from occurring or

recurring. The facility implemented a corrective

(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 689 | Continued From page 66 F 689
On 7/1/2024, the surveyor observed Resi #39 B for other residents.

Resident 87 was educated on

NESEERSIEEIEERIRY in appropriate
receptacles and [jl] must be
appropriately disposed of.

Resident 32 will have an

NJ Exel I r
. e

2. All residents have the potential to be
affected.

3. 0On 7/1/2024 at 1pm, the Director of
Nursing or Nursing Home Administrator or
designee has in-serviced all nursing staff
on 8/14/24 all facility staff on the current
smoking policy.

On 7/2/2024 at 3pm, the Director of
Nursing or Nursing Home Administrator or
designee has in-serviced all nursing staff
on 8/14/24 all facility staff on:

" Ensuring residents who require close
supervision when smoking do not keep
their own lighting materials

" Ensuring residents do not light other
resident cigarettes

" Ensure that cigarettes are not resting
on anything including smoking aprons

" Disposing ashes in the smoking
receptacle

" Ensuring cigarettes are only
extinguished in the smoking receptacle

" Ensuring residents do not keep their
lighting materials on their person

" Ensuring ashes and cigarettes are not
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action plan to remediate the deficient practice
which included:

at 1:00 PM, the SEIESINOIG)

met W|th Re3|dent #72 and

at12: 20 PM Resident #29 was |ssued a new
and the licensed nurse completed

educated by the on not having
j§ materials on their person and not R

other residents' |l - The resident will use a

IERSERSEERER) o provon thoir SR
I - o i

on the bushes were removed on [

2. All residents who smoke have the potential to
be affected. All residents who currently smoked
were evaluated by a licensed nurse on 7/2/2024,
and had a new smoking assessments completed,
were checked to ensure they did not have lighting
materials on them and were educated on the
smoking policy.

3. 0On 7/1/2024 at 1:00 PM, the (RS

or
designee began in-servicing all facility staff on the
smoking policy. On 7/2/2024 at 3:00 PM, the

US FOIA (b) (6)

I o' designee began in-servicing all
facility staff on: Ensuring residents who require
close supervision when smoking do not keep
their own lighting materials; Ensuring residents do
not light other resident cigarettes; Ensure that
cigarettes are not resting on anything including
smoking aprons; Disposing ashes in the smoking
receptacle; Ensuring cigarettes are only

disposed of in the bushes

" If burn holes are observed on resident
clothing to immediately notify the nursing
supervisor, Director of Nursing, or Nursing
Home Administrator

New hires and agency staff will receive
this in-servicing in orientation.

New residents who smoke will have a
smoking evaluation completed to
determine their need for supervision
and/or adaptive equipment.

There will be a staff member assigned to
the smoking break and they will be
outside with the residents providing the
necessary supervision.

The Nursing Home Administrator or
Director of Nursing will audit the smoking
breaks using a facility developed auditing
tool to ensure the smoking policy is being
followed.

4. The Director of Nursing or Nursing
Home Administrator or Designee will
observe the residents and staff during one
smoke break daily to ensure that the
smoking policy is being followed. This
audit will be conducted once a day weekly
for four weeks, then bi-weekly x four
weeks, and then monthly x one month.
Findings of the audits will be reviewed by
the Quality Assurance Committee at the
monthly QAPI meetings x three months.
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extinguished in the smoking receptacle; Ensuring
residents do not keep their lighting materials on
their person; Ensuring ashes and cigarettes are
not disposed of in the bushes; If burn holes are
observed on resident clothing to immediately
notify the nursing supervisor, SIS ESIBIGN
I o staff members will be
assigned to supervise each smoking time; Staff
will be in-serviced prior to starting their
assignments.

4. The O

observe the
residents and staff during one smoke break daily
to ensure that the current policy is being followed.
This audit will be conducted once a day- weekly
for four weeks, then bi-weekly X four weeks, and
then monthly X one month. Findings of the audits
will be reviewed by the Quality Assurance
Committee at the monthly QAPI meetings X three
months.

The survey team verified the removal plan on-site
and the IJ was removed on 7/3/2024 at 1:16 PM.

The evidence was as follows:

Reference: Review of the manufacturer
specification for the smoking apron [brand name
redacted] included: Warning, the webbing closure
around the neck and binding around the
circumference of the apron is fire rated CA 117
and will melt/self-extinguish when exposed to ash
or flame. Both of these components are not
certified NFPA 701. Reference:
https://www.nfpa.org/codes-and-standards/nfpa-7
01-standard-development/701. This standard
establishes test methods to assess the
propagation of flame of various textiles and films
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under specified fire test condition.

Review of the facility policy for Resident Smoking,
dated/revised, 7/17/23, reflected under policy: It is
the policy of this facility to provide a safe and
healthy environment for residents, visitors, and
employees including safety as related to smoking.
Safety protections apply to smoking and
non-smoking residents. Policy Explanation and
Compliance Guidelines included the following: 6.
Residents who smoke will be further assessed
using an assessment to determine whether or not
supervision is required for smoking, or if resident
is safe to smoke at all. 10. All safe smoking
measures will be documented on each residence
care plan and communicated to all ... supervision
will be provided as indicated on each resident's
care plan and subsection. 13. Smoking materials
of the residents requiring supervision while
smoking will be maintained by nursing staff.

On 06/27/24 at 11:14 AM, a surveyor toured the
activity room and observed a patio door that led

NJ E

to a balcony that residents utilized for
There was an obstructed view of the |§
area from the activity room and the surveyor
observed a table inside the room that contained a
box with several |jjilillllll packages and no

| The was present and
stated she held thejjiiiliaN Pbut did not have a
Bl . she stated that some residents had their
R ond identified Resident #72 as having
a M Theill stated she was'

and it was hard to manage Resident
#72". Thejjiil] stated Resident #72 [
]

On 7/1/24 at 9:33 AM, during an interview with

the surveyor, 2 EEESINEE N
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confirmed Resident #29 [  The
Il stated that the assigned Certified Nursing
Assistant (CNA) would walk the resident to the
and leave the resident
with the recreation staff who monitored the

residents ||

On 7/1/24 at 11:03 AM, the surveyor observed
Resident #29 seated on a wheelchair holding
their [ C\NA #1 then pushed
Resident #29's wheelchair through the hallway
and into the dayroom.

On 7/1/24 at 11:06 AM, the jjlij, who was standing
next to the sliding door entrance of the
area, provided NN to Resident #29.
CNA #1 then continued to push the resident's
wheelchair past the glass sliding door, past the
other IR  towards the end of the
patio where Resident #39 was standing. Resident
#39 was then observed
Resident #29's ||l in the presence of th
CNA#1. At that time, CNA #1 exited the|
area and the day room and the |jjij remained
inside the activity room. Another resident
(unsampled resident) |l along with
Residents #29 and Resident #39. All three

residents were iRk \Vhile the

activity staff was inside the activity room and no
staff were observed in the [
monitoring the residents. Th was
a lengthwise porch that had two sets of windows
divided by a small brick wall that protruded and

was on a balcony with bushes in front. All areas
were not visible from inside of the activity room.

On 7/1/24 at 11:08 AM, two activity staff were
then observed inside the activity room looking
outward. One of the staff was observed looking
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through the glass sliding door while the other staff
observed through the first set of windows
adjacent to the sliding door and was looking

outward into theﬂ area while the residents

At that time, during an interview with the surveyor,
the ) stated they normally

remained inside the facility activity room
(dayroom), and watched the
residents who were outside the patio. At that
time, the surveyor and the jjij observed Resident

#29's NN

]
I - <sident #29 then picked
ENJ Exec Order 26.4b1

At that time, the Jjilj informed the surveyor that
Resident #29 usually ||l without anyone
around and that Resident #29 normally would

I Thell was unsure if she had

informed anyone about the resident dropping the
. Thejjilli stated that

NJ Exec Order 26.401 |
'if a resident NS SNSRI
C g

On 7/1/24 at 11:12 AM, the surveyor and the jii}§
observed CNA #1 who had returned to the

B 2rea during the interview with the i,
remove Resident #29'JREEEEEEILEEE from the
resident and then

from the) i OVer the balcony and
directly onto the bushes below. At that time,
Resident #39 was observed leaving the N
area and was then pushing Resident #29's
wheelchair passed the activity staff and exited the
dayroom. The activity staff did not request the
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B that Resident #39 used tojjjiii] Resident
#29's .

On 7/1/24 at 11:17 AM, the surveyor observed the
Bl boxes in a container next to the
recreation staff and the container did not have a
Bl - At that time, the recreation staff confirmed
Resident #39 had cjjiiiili- The lilij confirmed
that the activity staff had not asked for the |l
to be returned to the activity staff when th
resident re-entered the facility from the
area. Thejjiij stated that the residents |

I \/hen asked for the [

she previously communicated this to th

I - - OIENN

The surveyor reviewed the medical record for
Resident #29.

According to the resident's Admission Record
(AR), Resident #29 had diagnoses which

included but were not limited to; IR
]
e —

A review of Resident #29's most recent quarterly
Minimum Data Set (MDS), an assessment tool
used to facilitate the management of care dated

Interview for Mental Status (BIMS) score of |j§
. \which indicated that Resident #29's

BECEISIEEEERER - Additionally, the resident's
functional range of motion {olg\) Exec Order 26.4b1}

Areview of Resident #29's individualized Care
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PIan (CP) reflected that the resident liked to
" § Interventions initiated on

17 oxec Order 26 201 I in the
B arca”, observ for
signs of EENESENEIE) I and
staff to NN SHERISTNERSRINA

On 07/01/24 at 12:21 PM, LPN #1 provided
Resident #29's most recent j& | assessment
e Bl The assessment revealed:

Resident #29's ability to |l —

_ The resident needed direction in
and disposal of in the

B - Resident
#29 took medications with that
SIS\ Exec Order 26,461
resident was documented to "have had a
EECEISIEEEEEER " in the past |jlll months
and required The determination
score was [ out of 10 which indicated 'jji§
IR 0<r the document. The additional
comments section contradicted the score and

included the resident [RISCESHEETENNN
.

and

[NJ Exec Order 26.4b1]

InC|Uded [NJ Exec Order 26.4b1}

The surveyor reviewed the medical record for
Resident #39.

According to the AR Resident #39 had diagnoses
which included, but were not limited to, || N

F 689
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A review of Resident #39's most recent quarterly
MDS, dated |l reflected that the resident
had a BIMS score of |l which indicated
that Resident #39's
Additionally, the resident's activities for dally living

(COIIEeNJ Exec Order 26.4b1 whee |n

the resident completed the activity and the |§

I o o i fi the activity.

Areview of Resident #39's individualized CP

reflected that the resident | 2"d had
a Rl - 'nterventions included,

NJExecOrder26.4bl |
Il "cnsure that there is NO . 2

bedside; staff will provide such during [N
time in the |jiilllroom. Monitor for compliance

with [ 2"d to notify the charge nurse

|mmed|ately, when the resident was suspected of

Order 26.4 faCI||tY_ initiated on dated
R

Further review of the resident's CP included
another focus area that reflected the resident had

to
help manage symptoms. Interventions included

give | nedication ordered by physician,
monitor, document side effects, and

effectiveness. | Sde effects included,
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A review of Resident #39's most recent|

assessment datell  contained the

Resident's NSTESISIERRIN
N T
resident's AN EEISI O
N

The resident

I
took medications [RISEEISIEEIFEREN , judgement

and safety but had and in the
past fjmonths and had [EISCEICICEIFEEEEI
The determination score was one |
which indicated no supervision was required for
the resident. The ||l assessment did not
address the resident's

I o' resident's
)

The surveyor reviewed the medical record for
Resident #72.

According to the AR, Resident #72 had diagnoses
which, included but were not limited to;

unspecified RIS

A review of Resident #72's most recent quarterly

MDS dated i , reflected that the resident
had a BIMS score of |jjilill. which indicated that
Resident #72's . Additionally,

the resident was for activities for
dally I|V|ng and had NJ Exec Order 26.4b1] Of a -

Areview of Resident #72's individualized CP
reflected that the resident liked |l With a

BEEEEEEEEEE - Interventions initiated on
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Continued From page 76

", monitor for
compliance with ||l policy and to notify
charged nurse immediately if the resident is
suspected to violate facility ||l policy.

T WSERER ) Orcer 26 201
I

Further review of the CP reflected the resident

was a i initiated ol and was
related to NSRS S
I, cnd use of

. Interventions included
to anticipate resident's needs.

Additionally, the resident can be iR
with medication administration, ||| treatment,

other treatment, NNESGCROIT EIg R )1

[ [QEEGEANJ Exec Order 26.4b1
Il 2nd of risk factors. Interventions included

inform the resident, family and caregiver about
the risk associated with initiated,

Areview of Resident #72's most recent ||
assessment dated [jjilll. contained the

Resident's ability tO) el RtE
. The

NJExecOrder26.4b1 |
resident's PN IEGEICRARE required direction.
The Resident's ability to " " the
NJ ExecOrder26.4b1

. Resident #72 took
medications with that affected
and in the past
Il months hao RNSEEISTRERAGN  The

determination score wasiSilliaa \Which

indicated iR \vas required for the
resident.

The surveyor reviewed the medical record for

F 689
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Resident #87.

According to the resident's AR, Resident #87 was
a \EESEEEIEEEEREE resident at the facility and had
diagnoses which included but were not limited to;

A review of Resident #87's most recent quarterly

had a BIMS score of |jiiiilllilil. \vhich indicated
that Resident #87's NN SRSl
I Additionally, the resident required jj§

rd
I :ssistance for [ C
INSESTEINOIGETPLRIN assistance with [kt
I - IS
NMISCOICEIRIN o s sistance for
| EN Exec Order 26.4b1

A review of Resident #87's individualized CP
reflected that the resident like to} N -
Interventions included assess resident's ability to
Bl independently/safely, monitor for

compliance with | 2"d notify charge

nurse immediately if resident is suspected to

violate facility|

Further review of the CP, reflected the resident

was at SRS r<'2ted to use oSN

[ WNJ Exec Order 26.4b1|ERE]

B - nterventions include monitor
I cdications, encourage use of |
I / dditionally, Resident #87
was at R \Vith opportunity.
Interventions included [NNISXCICIEIPIININ .
initiated onjEN
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Areview of Resident #87's most recent [N
assessment datedijjiiillll contained the

Resident's ability to

NJ Exec Order 2641 [ge
resident s AN RIS
[ —

. The resident

]
took medications affecting NNIS GO EIgR )1

but had N 2nd in the

past jjlj months had nd\NISCECICEPIRIM .

The determination score was one
which indicated (iR Vas required for
the resident.

The surveyor reviewed the medical record for
Resident #32.

According to the AR, Resident #32 had diagnoses
which included, but were not limited to; || N

had a BIMS score of_ which indicated
that Resident #32's

INJ Exec O
B .- o Mt §

.
I
ERAVERINJ Exec Order 26.4b1 . The
resident NSNS

Areview of Resident #32's individualized CP

F 689
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Continued From page 79

reflected that the resident liked to g
B |nterventions initiated on

NJ Exec Order 26.4b1 |
_ , ensure that there is no
Bk 2t bedside; staff will provide such

during || time in thejj room.
Monitor for compliance with | policy.

Notify charge nurse immediately if resident is
suspected to violate smoking policy. Observe

NJ Exec Order 26.4b1]R{e}g Signs Of_

Areview of Resident #32's most recen
assessment datedijjiiilll] revealed that the

Resident's ability to
I e resioent's IR

B - he MRS EETER
 EINJExecOrder64bl
I

Resident #32 took medications that jgs

I " o
ket - The resident was documented to

not have had = REEESTREREREEN  the [
months. The determination score wasJ

[l which indicated iR - However,
according to the instructions of the
assessment the tabulation was the addition of
questions 3 to 8 in which the sum was |§
(excludlng section 7, wherein the medlcatlon had
BESEEEEEERR). According to the i
assessment |nstruct|ons a total score of | or
greater would be | and needed EESEEEES
. Additional comments included,
the resident required a | SOMeoNe
to_ - and NJ Exec Order 26.4b1} per

policy.

On 7/2/24 at 10:01 AM, during an interview with

F 689
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two surveyors the SEISSIRIOICNNNNN

I <= overyone who i

nursing. The assessment included the ability of
the resident to hold their |l or if extra
precaution was needed to see if they needed
assistance in holding theirjiiilll - The Il
[l 2'so stated that residents do not hold or keep
their NNIECEESIEEIEEREN - During the day shift
eation staff helped with monitoring the

| residents. The [l stated on the
night shift a CNA who worked the 3:00 to 11:00
PM, shift would monitor. ThejjijiilllRR Stated,
"there was no definitive assignment, it was
whoever was available." The [l stated the
person assigned to monitor was responsible to
provide a monitor, assist when
needed, watch the residents ensure that all are
safe and that residents were ||l in a
manner. Each resident who needed an
their own. Nursing would let activity staff know
about the resident's assessment. The [N
stated she was not sure how the [N Were
supposed to be lit. The surveyor asked who was
responsible to oversee the [l program and

the || replied, "I'm assuming thejjiiilill-"

The | stated that residents who experienced a
should be reassessed,
reevaluated with new safety precautions in place.
Accidents should be documented by having a
new assessment, a nursing note. and the
physician should be informed. The

continued and stated that "any staff should
intervene and ensure that another resident does
not jjiilii another resident's ||l but was not
sure how | should be lit." The ER
stated that a resident deemed shaky and not able
to hold their own |l Would need assistance
then staff would need to hold on to theifjEN-
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On 7/2/24 at 10:34 AM, the surveyor asked
Resident #29 for permission to view their
and the resident was agreeable.

The front of the was visibl
et

reverse side of the was a i

NJ Exec Order 26.4b1 R Iess
type M an AR

on the same area.

On 7/2/24 at 10:52 AM, in the presence of two
surveyors, CNA#1 confirmed Resident #39 |
Resident #29's |l The CNA stated they did
not know if that was the usual process because
she had usually dropped them off. "l realized
activities [staff] were not outside that is why | went
back outside". "I saw them putting |l on
their i, ! did not think that was safe. The CNA
stated she told he [SEIESIEIORE)] and the

On 7/2/24 at 11:01 AM, in the presence of two
surveyors, Resident #72 was observediN

Resident #29's [N ETEESTERAREN

On 7/2/24 at 11:06 AM, the surveyors observed
Resident #72 exit the | area and returned
into the facility.

On 7/2/24 at 11:06 AM, during an interview with
the activity staff who was standing next to the
sliding doors and while looking out toward the
area, she stated that Resident #72
always | the resident's ||l "' oave them
thej and they

residents' |l " At that time, the activity
staff confirmed that she had not taken the |l
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back from Resident #72 yesterday. During a
subsequent interview with two surveyors, the
activity staff stated that she had given Resident
#72 the i 2nd Resident #72 would
B 2! the I resident's [N
"Resident #72 always does". The activity staff
confirmed she did not retrieve the |jjjjjiiili from
Resident #39 yesterday.

On 7/2/24 at 11:16 AM, in the presence of the
survey team, the [Jlilllll stated that when a
resident passed their| Bl assessment the
resident was able to |l their own SN and
they should not |jjiilijanother resident's
"we should be doing it". The il stated that
there was a three-tier process for those who do
not follow the |l policy which can lead to
revoked j§ N privileges. "l have not had
anyone" initiated that | can recall since | was
here, for |j months. After surveyor inquiry, the
- Stated he had INJ Exec Order 26.4b1
yesterday from Resident #22 and #72 and asked
the two residents randomly. The |jiililij confirmed
he had no prior knowledge before 07/01/24 that
residents held their own |l and that staff
allowed the residents to .
The [l stated he was glad it was brought to
hIS attentlon since he was not aware of residents

il other residents' | or holding their
own il and informed the surveyors that he
would start an investigation.

On 7/2/24 at 12:12 PM, during an interview with
two surveyors, Resident #72 stated "l was doing it
all the time" and was told twenty minutes ago by

the [ that they can' (RN SRR for
the SN residents anymore.

On 7/02/24 at 12:16 PM, during an interview with
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two surveyors, Resident #29 informed the
surveyors that his/her by
the aide and Resident #72 and they did not have
ajljillll- The resident stated that had not [l
B but sometimes aniE RIS and
cause a | Resident #29 stated that
sometimes staff, and other residents helped

him/her but [

On 7/02/24 at 12:36 PM, during an interview with
two surveyors, the housekeeping staff (HK)
stated he/she observed ||l o Resident
#29's il and believed the and
was . The HK staff also stated that

S _
Resident #32 also had |l on his/he .
I

On 7/02/24 12:53 PM, the two surveyors
observed in a bush located

[ Lec e e ]
immediately in-front of the |l O fire

extinguisher was observed.

On 7/2/24 at 1:27 PM, in the presence of the
survey team, the il stated he had met with all
B to check if they had Rl
The [l also stated that the residents no
longer had in their possession
and he has heard the concerns presented by the
survey team and fully investigated the matter.

On 7/8/24 at 3:10 PM, during a meeting with the
survey team, and the

) and thejiillll did not provide any further
information which included an investigation.

NJAC 8:39-27.1(a), 31.6(e)(2)
F 692  Nutrition/Hydration Status Maintenance F 692 8/14/24
SS=D CFR(s): 483.25(g)(1)-(3)
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§483.25(g) Assisted nutrition and hydration.
(Includes naso-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteral fluids). Based on a resident's
comprehensive assessment, the facility must
ensure that a resident-

§483.25(g)(1) Maintains acceptable parameters
of nutritional status, such as usual body weight or
desirable body weight range and electrolyte
balance, unless the resident's clinical condition
demonstrates that this is not possible or resident
preferences indicate otherwise;

§483.25(g)(2) Is offered sulfficient fluid intake to
maintain proper hydration and health;

§483.25(g)(3) Is offered a therapeutic diet when
there is a nutritional problem and the health care
provider orders a therapeutic diet.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
pertinent documents it was determined that the
facility failed to ensure the facility followed-up
regarding resident goals and preferences
regarding JESSSEE and to ensure a
comprehensive | assessment accurately
reflected resident goals. The deficient practice
was evidenced for 1 of 1 resident reviewed for

receiving (Resident #75) and

was evidenced by the following:

Reference

It is the position of the Academy of Nutrition and
Dietetics that all Americans aged 60 years and

1. Resident 75 will have a N
evaluation to identify the resident's goals
and to document the plan to meet the
resident's goals. Resident 75 was
evaluated by the .
Resident 75 will have [ (O

determine if i Can be

ordered and to identify what type of

I 0 oive for the SRR
Resident 75 had a modified [N

2. All residents receiving enteral feeding
have the potential be affected. other
residents received an enteral feeding. The
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older receive appropriate nutrition care; have
access to coordinated, comprehensive food and
nutrition services; and receive the benefits of
ongoing research to identify the most effective
food and nutrition programs, interventions, and
therapies. Health, physiologic, and functional
changes associated with the aging process can
influence nutrition needs and nutrient intake. The
practice of nutrition for older adults is no longer
limited to those who are frail, malnourished, and
ill. The population of adults older than age 60
years includes many individuals who are living
healthy, vital lives with a variety of
nutrition-related circumstances and
environments. Access and availability of
wholesome, nutritious food is essential to ensure
successful aging and well-being for the rapidly
growing, heterogeneous, multiracial, and ethnic
population of older adults. To ensure successful
aging and minimize the effects of disease and
disability, a wide range of flexible dietary
recommendations, culturally sensitive food and
nutrition services, physical activities, and
supportive care tailored to older adults are
necessary. National, state, and local strategies
that promote access to coordinated food and
nutrition services are essential to maintain
independence, functional ability, disease
management, and quality of life. Those working
with older adults must be proactive in
demonstrating the value of comprehensive food
and nutrition services. To meet the needs of all
older adults, registered dietitians and dietetic
technicians, registered, must widen their scope of
practice to include prevention, treatment, and
maintenance of health and quality of life into old
age. Journal of the Academy Nutrition and
Dietetics. 2012;112:1255-1277.

residents were not affected. The
dietitian evaluated the Jjjij other residents
receiving an enteral feeding to ensure the
resident's goals were identified and being
met. All of the resident's goals were
documented and being met. The dietitian
reviewed the goals of residents who
cannot communicate to ensure their goals
were documented and being met. All were
documented and being met.

3. The Director of Nursing or designee
in-serviced the iR on 8/1/24 and
began in-servicing nursing staff on 8/1/24
on following up on resident goals and
preferences regarding nutrition, and
ensuring comprehensive nutritional
assessments accurately reflect resident
goals.

The dietitian or designee will complete an
audit using a facility developed auditing
tool on at least three resident goals with
altered diets and preferences regarding
nutrition to ensure they are being followed
up on.

The Regional Dietitian will audit at least
three resident nutritional assessments on
residents with altered diets to ensure they
accurately reflect resident goals.

4. The dietitian or designee will complete
an audit using a facility developed auditing
tool on residents with altered diets on their
goals and preferences regarding nutrition
to ensure they are being followed up on.
The audit will be completed on three
residents with altered diets weekly for four
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On 06/27/24 at 10:49 AM, a surveyor interviewed weeks, then bi-weekly for four weeks, and

resident #75 regardindiili While an R then monthly for one month.

_) The Regional Dietitian will use a facility
was being administered. The developed auditing tool to audit resident's
resident stated that he/she asked the nurse about with altered diets nutritional assessments
receiving il and stated, "I'm ready for |§ to ensure they accurately reflect resident
Resident #75 stated that the | B goals. The audit will be completed on
took the and "I'm three residents weekly for four weeks,

I
ready for it, and | Rl then bi-weekly for four weeks, and then

monthly for one month.
On 07/02/24 at 10:50 AM, the surveyor reviewed

Findings of the audits will be reviewed at
the monthly QAPI meetings for three
months.

a
Il he note revealed:

Note Text: Resident continues to be followed by

_ aa\J Exec Order 26.4b1 |
on NN
GUGRY T Sec Order 2641

NUTRITION STATUS:

not including
Increased needs [result to] r/t unchanged -
-. May benefit from to meet
mid range of [N Ml met w/ res

[residentlwho [l 2Nd iS .

I A called family to make aware as well.
No questions/concerns at this time. Res may also
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benefit from NNESEOIGEIRARINN to further
support |l healing.

GOALS:
Resident would benefit from
toward INJ Ex Order 26.4b1]

Continued [N\NEISEOIGE 4b1

Maintain adequate j

to support improvement of |l

status as able

INTERVENTIONS:

1) Rec update Rk 2s follows:
@INJ Ex Order 26.4b1
e —————————

supplement, provides:

[NJ Ex Order 26.4b1]

I

2) Rec continue [NNISYCIGETPISRAN N days,
rec [recommend] [NNISHCIREPIRINEN days;

O\ Ex Order 26461 ]

3) Monitor NNISSCICEFEREI = available.

POC [plan of care] updated; continue POC.

Assessment & Plan

-Has history of NNEISECIGEIgZR NI
.

and is on

VIR (o IMIVERMNJ Ex Order 26.4b1
I

per 24 hours.
-Family also states is allowed iRl
daily with SRR

A review of the Order Summary Report for all
orders active as of revealed the Diet

Order for [ \RESEOIGETRAR Gl
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Continued From page 88
consistency, for Diet remained in place.

The Care Plan revealed a Focus:

| have a NEISSSICEFIRIN or potential
NJ Ex Order 26.4b1

Date |n|t|ated NJ Ex Order 26.4b1]
ReViSion on: NJ Ex Order 26.4b1]

Target Date:

Interventions: Provide and serve diet as ordered:

NJ Ex Order 26.4b1 |

NJ Ex Order 26.4b1 &

\YoeleNilel@N J Ex Order 26.4b1
I

Date |n|t|ated. NJ Ex Order 26.4b1]

ReViSion on: NJ Ex Order 26.4b1]

Diet

Provide and serve [l ikaaa 2s ordered:
(Gaiy]

Date Initiated:
Revision on:

to evaluate and make [

recommendations PRN.
Date |n|t|ated NJ Ex Order 26.4b1]
ReViSion on: NJ Ex Order 26.4b1]

The Care Plan did not address the reident's

INJ Ex Order 26.4b1]

wishes or history of consuming

On 07/03/24 at 10:31 AM, the surveyor
interviewed the facility [EIEOIIN®IG) )

regarding Resident #81. The surveyor asked if
the jjilj met with Resident #81 as she indicated
she was at the facility three days per week. The

F 692
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Continued From page 89
il stated that she increased Resident #8 1"l

The interview continued and the surveyor asked if
thejjilij reviewed hospital records and progress
notes also, and she had confirmed that she did.
The il confirmed that she met with Resident
#81 and "he/she asked about | - but
the jjil] stated he/she was agreeable for

increasing the as it may be
beneficial for nutrition for [N I and the

resident was agreeable. The jjji}§ stated the
resident had [EEEEEEE Many times, and
confirmed the resident had iRl at one
point. The jjillstated she asked about the diet to
the and confirmed she did not
review any [NBESYCICEIFEEIN if they were
available. The surveyor asked if the jji}§
communicated with the physician regarding the
resident's request and the [jjiij stated, "I have not
spoken with the physician". The surveyor asked if
the NMISSSICEIFEREN were discussed with the
interdisciplinary team and the jjjijj stated it was
and "it is not documented." The surveyor asked
about any documentation from the iR
I =nd the il stated she spoke with the
UERSOIIN(I(@N and "it was not documented.”
The il confirmed that there was no rationale
why the resident was not receiving the i
and was not documented as part of the

NJ Ex Order 26.4b1 }

On 07/08/24, the Facility

I 10 dc 3 copy of 3

) which revealed

Recommendations: 1.

I
I . o for I
-
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). Atype
written timeline provided by the facility revealed
that upon the resident's "discharge on

B were ultimately deferred at this time
until SSSN study can be scheduled through the
VA. As of lRER e are still waiting for the VA

to schedule the |

On 07/08/24 at 1:10 PM, the surveyor informed
the EESHESINGOIGNN roarding
Resident #81's request for NISYSIEERREN and
no documented evidence regarding follow-up on
the resident's wishes was provided. The facility
was unable to provide the surveyor with any
documented evidence regarding the follow up

NJ Ex Order 26.4b1§

The Nutritional Management Policy, revised
04/09/24 revealed 5. Monitoring/revision: e.
Nutirional recommendations made by the dietitian
based on the resident's preferences, goals,
clinical condition or other factors and followed up
with the physician/practitioner for orders as per
facility policy.

NJAC 8:39-27.1(a)
Sufficient Nursing Staff
CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and

F 692

F 725

8/14/24
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diagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.70(e).

§483.35(a)(1) The facility must provide services
by sufficient numbers of each of the following
types of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i) Except when waived under paragraph (e) of
this section, licensed nurses; and

(ii) Other nursing personnel, including but not
limited to nurse aides.

§483.35(a)(2) Except when waived under
paragraph (e) of this section, the facility must
designate a licensed nurse to serve as a charge
nurse on each tour of duty.

This REQUIREMENT is not met as evidenced

by:
Complaint #167264 1. Resident 27: On 7/3/24 the Nursing
Home Administrator and Director of

Based on observation, interview, record review, Nursing conducted an investigation
and review of facility documentation, it was regarding their complaint of being i}
determined that the facility failed to ensure I by interviewing the resident,
sufficient and competent staff were available to a) interviewing the Human Resources
provide timely and appropriate NEISSSICEIFERER Director to determine if any staff members
for residents who were [kl on staff for were terminated due to resident 27 not
Activities of Daily Living (ADL's) care (Residents being provided with

#94, #30, #37, #41, #95, and #27), b) provide [} interviewing three alert and oriented
[l for a resident who was iRk of staff for residents on R

ADL's (Resident #82) and c) ensure staff were conducting on

competent to accurately document an N
of and alert the supervisor. The
deficient practice had the potential to affect all
residents and was evidenced by the following:

residents to identify |l
changes that would indicate lack of

, and interviewing staff
members about resident 27. Resident 27

had a [N check by the Director

Refer to 600 K and 677F of Nursing on 7/2/24 and it was

without SR
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a) On 6/27/24 at 10:48 AM, surveyor #1 was Resident 27 .
doing the initial tour of the facility and was
mformed by Resident #94 that staff refused to Resident 30: The Director of Nursing

in completed a check on

. The surveyor noted a [N .
resident 30 and it was R

the room. The call bell was activated by the
roommate and the

. The Director of
Nursing evaluated resident 30 for il

reported to the room

immediately and confirmed Resident #94 was and they | ikiag - T he Director of

NJ Exec Order 26.4b 1§ Nursing reported the incident to the
Department of Health on 6/28/24 at 9am.

On 6/28/24 between the hours of 6:30 AM and The Director of Nursing began the

6:50 AM, surveyor #1 observed a care tour in the investigation and completed the

EEEINCRORGE S FOIA (D)(6) ) assessment and determined the outcome.

At 6:30 AM, surveyor #1 and the il observed Resident 82: Resident 82 s [N

Resident #30 [EISCEISICEIEEEN I that :

had ISR N o

bed protector, and the sheets of the bed. The Resident 37: On 6/28/24, resident 37 was

provided with , had a full
check by the Director of Nursing

were
called to the room, and both confirmed the status

of the resident's condition and that the resident which was [k \Vithout
was . The il stated that her NJ Exec Order 26461

expectations would be that all residents would be

changedand maintained in a Resident 41: On 6/28/24, resident 41 was

provided with INSERSEEREER . ha 2 il

by the Director of Nursing

which was RS Without

Resident 94: On 6/27/24, resident 94 was

provided with INSEREEEREER . ha 2 il

by the Director of Nursing

of staff the resident would be- in the
morning.

On 06/28/24 at 7:25 AM, the surveyor asked the
to call the , both
observed the condition that the resident was left

]
which was ik Vithout
in. At that time, an interview with the jjjij revealed NJ Exec Order 26.4b1 |}

that he assumed that

the resident had been changed. Both also Resident 95: On 6/28/24, resident 95 was
observed that Resident was wearing ||l provided with , had a [l
During an interview with the check by the Director of Nursing

Bl . she stated that her expectations would be which was Rl Without
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that all residents would be changed and NJ Ex Order 26.4b1 )
maintained in a |jjililllli manner. Thejiiilili
further stated that she would mvestlgate At that 2.All residents have the potential to be

time, an interview with the il revealed that that affected.
was not the first time resident's had been found

with | O" and they received in-service 3. The Nursing Home Administrator or
on not to have [SSSEEIN o the residents. The Director of Nursing has in-serviced all

Bl further stated that if the unit was short of nursing staff on 8/14/24 to all nursing staff
staff the resident would be |jjiiili] in the morning. on providing prompt incontinence care

and nail care for all residents,

On 7/8/24 at 2:12 PM, surveyor #1 interviewed documenting and reporting resident
the il who cared for Resident #30 on 6/28/24 allegations, and ensuring the resident
on the 11:00 PM to 7:00 AM shift. The j§illl assignments have staff assigned evenly
stated, "when | went to check him/her, | did not based off of acuity to ensure residents
open the The [l also receive prompt incontinence care and nail
stated there was only 2 |jiilll§ working that night care. All in-servicing completed by
and Resident #30 was last checked at 2:30 AM. completion date. New hires and agency
The il stated, "l was running late and did not staff will receive this in-servicing in
check them again." orientation.
At 6:36 AM, surveyor #1 and the il observed The Director of Nursing reviewed the
Resident #37 was . Thejili facility's nurse and aide competencies on
stated that when the facility was short of staff the incontinence care and nail care on 8/1/24

resident would be NS CEISICEEEEETN to ensure they were completed. They

were all completed.
At 6:45 AM, surveyor #1 and the jjjiiljobserved

Resident #41 in JNISEEISIEEFEEEINE The Nursing Home Administrator or
Director of Nursing will conduct audits on

At 6:50 AM, surveyor #1 and the il observed incontinence care and nail care.

Resident #95 in bed and was

Il During the interview with Resident #95, the 4. Resident 94, 30, 37, 41, 95, and 27 will

resident stated they were changed last night and be audited weekly for four weeks to

had not been changed that morning. ensure they receive prompt |l
Il Resident 82 will be audited weekly

On 7/3/24 at 12:13 PM, surveyor #2 interviewed for four weeks to ensure ISR

Resident #27 who stated that sometime in [ ]

September they were ||l from 10:00 PM

and was not changed until the next day around The Nursing Home Administrator or

10:00 PM. The Resident could not remember an Director of Nursing will conduct
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exact date, but he/she did not have care provided
by the 11:00 PM to 7:00 AM shift jjiill.- The
Resident stated that the
were notified of the situation and did not see the
Bl after that day. Resident #27 stated, "I think
she was terminated." Resident #27 further stated

(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 725 | Continued From page 94 F 725

incontinence care and nail care audits on
five residents to ensure they are being
provided with routine incontinence care
and nail care. This audit will be conducted
weekly for four weeks, bi-weekly for four
weeks, and then monthly for one month.

still finds that they are waiting an hour or longer
for . The Resident also stated that
the Jllll's are doing there best, but they just don't
have enough help.

The findings of the audits will be reviewed
at the monthly QAPI meetings for three
months.

b) On 6/27/24 at 11:06 AM, surveyor #1 observed

Resident #82 in bed with NEIECEISIEEIFERIN
I

. The resident stated that they would

I
like theifj NN to be cleaned.

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 ¢ 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 effective on
02/01/2021:

One Certified Nurse Aide (CNA) to every eight
residents for the day shift.

One 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
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One 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.

Staffing had been calculated for the following time
frames and revealed the following:

1. For the 2 weeks of staffing from 06/25/2023 to
07/08/2023, the facility was deficient in CNA
staffing for residents on 6 of 14 day shifts as
follows:

-06/25/23 had 10 CNAs for 104 residents on the
day shift, required at least 13 CNAs.

-06/29/23 had 12 CNAs for 102 residents on the
day shift, required at least 13 CNAs.

-06/30/23 had 11 CNAs for 102 residents on the
day shift, required at least 13 CNAs.

-07/01/23 had 9 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-07/02/23 had 9 CNAs for 95 residents on the day
shift, required at least 12 CNAs.

-07/08/23 had 8 CNAs for 96 residents on the day
shift, required at least 12 CNAs.

2. For the 2 weeks of staffing from 07/30/2023 to
08/12/2023, the facility was deficient in CNA
staffing for residents on 5 of 14 day shifts as
follows:

-07/30/23 had 10 CNAs for 105 residents on the
day shift, required at least 13 CNAs.

-08/05/23 had 10 CNAs for 108 residents on the
day shift, required at least 13 CNAs.

-08/06/23 had 9 CNAs for 108 residents on the
day shift, required at least 13 CNAs.

-08/07/23 had 11 CNAs for 108 residents on the
day shift, required at least 13 CNAs.

-08/12/23 had 10 CNAs for 109 residents on the
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day shift, required at least 14 CNAs.

3. For the 4 weeks of staffing from 11/19/2023 to
12/16/2023, the facility was deficient in CNA
staffing for residents on 13 of 28 day shifts as
follows:

-11/19/23 had 10 CNAs for 100 residents on the
day shift, required at least 12 CNAs.

-11/25/23 had 9 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-11/26/23 had 11 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-11/27/23 had 12 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-11/29/23 had 10 CNAs for 96 residents on the
day shift, required at least 12 CNAs.

-11/30/23 had 11 CNAs for 96 residents on the
day shift, required at least 12 CNAs.

-12/02/23 had 8 CNAs for 94 residents on the day
shift, required at least 12 CNAs.

-12/03/23 had 10 CNAs for 94 residents on the
day shift, required at least 12 CNAs.

-12/07/23 had 11 CNAs for 93 residents on the
day shift, required at least 12 CNAs.

-12/09/23 had 9 CNAs for 96 residents on the day
shift, required at least 12 CNAs.

-12/10/23 had 10 CNAs for 96 residents on the
day shift, required at least 12 CNAs.

-12/12/23 had 8 CNAs for 97 residents on the day
shift, required at least 12 CNAs.

-12/16/23 had 10 CNAs for 96 residents on the
day shift, required at least 12 CNAs.

4. For the 2 weeks of staffing prior to survey from
06/09/2024 to 06/22/2024, the facility was
deficient in CNA staffing for residents on 4 of 14
day shifts as follows:

-06/15/24 had 10 CNAs for 101 residents on the
day shift, required at least 13 CNAs.
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-06/16/24 had 10 CNAs for 100 residents on the
day shift, required at least 12 CNAs.

-06/21/24 had 10 CNAs for 99 residents on the
day shift, required at least 12 CNAs.

-06/22/24 had 10 CNAs for 99 residents on the
day shift, required at least 12 CNAs.

c) On 6/28/24 at 7:30 AM, in the presence of the
surveyor, Resident #94 told the

that they were upset that
[Resident #84] came into their room

The surveyor then asked the
B if she heard what Resident #94 had said.
The il stated, "I heard it, management was
already made aware." Resident #84 resided in
the adjacent room connected through a shared
bathroom from Resident #94.

On 07/01/24 at 12:29 PM, the surveyor
interviewed Resident #71 who was Resident
#94's roommate. Resident #71 stated, "my
roommate got || [Resident #84] last
night" and that the facility informed the resident
that Resident #84 was allowed to ||l
because the resident wasiilll- Resident
#71 further stated, and we
are not sure of what [Resident #84] is capable of
doing." Resident #71 further stated that Resident
#34 had been NSRS
I 2nd that was reported to the nurses, the
Certified Nurse Aides (CNA), and thejjiilili

On 07/01/24 at 12:31 PM, the surveyor, along
with a second surveyor, interviewed Resident
#94. Resident #94 stated in the presence of the

Bl '[Resident #84] NN - [Resident #84]

always comes into our room. [Resident #84]

EEEEEEaR 2nd this time [Resident #84]
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I [Resident #84] ha
. | told the staff a million times and
nothing had been done".

On 07/01/24 at 12:35 PM, the surveyor, along
with a second surveyor, then interviewed the

Bl whom Resident #94 reported the ||l
in the
presence of the i The [l confirmed that
Resident #94 reported the

. The il stated in
the presence of the jjiiliithat Resident #94
informed her that Resident #34 |l Resident
#94 in a "[redacted A

way." The il confirmed to the
Bl ' did not write it, that was Resident #94's
perception.”

NJAC 8:39-4.1
F 755 Pharmacy Srvcs/Procedures/Pharmacist/Records F 755 8/14/24
SS=E | CFR(s): 483.45(a)(b)(1)-(3)

§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(g). 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.
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§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:

Based on observation, interview, record review
and review of other facility provided documents, it
was determined that the facility failed to provide
pharmaceutical services in accordance with
professional standards to ensure, a.) prescription
medications were labeled and accounted for, b.)
expired supplies were identified and removed
from active inventory, c.) supplies that required
dating were dated and d.) to consistently maintain
accurate administration, reconciliation, and
accountability of dispensed controlled dangerous
substance (narcotic medication) stored within the
electronic back-up machine (EBM).

This deficient practice was identified for one (1) of
two (2) medication rooms, two (2) of eight (8)
medication carts and one (1) of one (1) EBM
inspected for the medication storage and labeling.

The evidence was as follows:

1. Resident 27 was not affected.

2. All residents have the potential to be
affected.

3.The Director of Nursing or designee
conducted in-servicing, beginning on
8/1/24 and completed on 8/14/24, with the
nursing staff on the following procedures:
ensuring prescription medications are
labeled and accounted for, expired
supplies were identified and removed
from active inventory, supplies that
required dating were dated, to consistently
maintain accurate administration,
reconciliation, and accountability of
dispensed controlled dangerous
substance (narcotic medication) stored
within the electronic back-up machine
(EBM) to include ensuring the physician
order matches the dose of the medication
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Reference:

21 CFR 1306.24(b)

If the prescription is filled at a central fill
pharmacy, the central fill pharmacy shall affix to
the package a label showing the retail pharmacy
name and address and a unique identifier, (i.e.
the central fill pharmacy's DEA registration
number) indicating that the prescription was filled
at the central fill pharmacy, in addition to the
information required under paragraph (a) of this
section.

21 CFR 205.50(a)(3)

a) Facilities. All facilities at which prescription
drugs are stored, warehoused, handled, held,
offered, marketed, or displayed shall:

Have a quarantine area for storage of prescription
drugs that are outdated, damaged, deteriorated,
misbranded, or adulterated, or that are in
immediate or sealed, secondary containers that
have been opened ...

1.) On 7/1/24 at 10:23 AM, in the presence of the
Licensed Practical Nurse (LPN #1) the surveyor
began the medication room inspection located in

the [ wing.

At 10:16 AM, during the inspection of the back-up
over the counter medication stored in the
medication room the surveyor observed an
undated, unlabeled, prescription medication,
Lidocaine Prilocaine 2.5%/2.5% Cream (indicated
for local anesthesia).

At that time, the LPN #1 stated that prescription
medication should have been delivered with a
label even if it was for back-up use. The LPN also
stated that she would remove the item, inform the

being administered.

Policies regarding medication labeling and
storage, medication administration,
controlled substances and discarding and
destroying medications utilized in
education. All in-services completed by
completion date. New hires and agency
staff will receive this in-servicing in
orientation.

The Director of Nursing or designee will
conduct audits on the medication carts
and medication rooms to ensure supplied
are dated accordingly.

The Director of Nursing or designee will
conduct audits on the controlled
dangerous substance medication
inventory and use to ensure accurate
administration, accountability, and
reconciliation, of medications.

4. The Director of Nursing or designee will
conduct audits on the medication carts
and medication rooms to ensure supplied
are dated accordingly. This audit will be
conducted weekly for four weeks,
bi-weekly for four weeks, and then
monthly for one month

The Director of Nursing or designee will
conduct audits on the controlled
dangerous substance medication
inventory and use to ensure accurate
administration, accountability, and
reconciliation, of medications. This audit
will be conducted weekly for four weeks,
bi-weekly for four weeks, and then
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EEECINGIGE) =nd give the il the item.

2.) At 10:31 AM, the surveyor and the LPN #1
observed the following expired supplies in the
medication room:

-one (1), 3ml syringe with hypodermic safety
needle 21gauge x 1" inch, with an expiration date
of 8/31/23.

-two (2) luer lock disposable syringe without
safety needle 30ml, one (1) of which had a
brownish/red stain on the packaging, with an
expiration date of 3/10/24.

-nine (9) Insyte Autoguard needles 22gauge x 1
inch, with an expiration date of 2/29/24.

-two (2) Insyte Autoguard needles 22gauge x 1
inch, with an expiration date of 3/31/24.

-one (1) Insyte Autoguard needles 22gauge x 1
inch, with an expiration date of 4/30/24.

At that time, the LPN #1 informed the surveyor
that the luer lock disposable syringe without
was used to flush, and

administer medications to residents who had a

At that time, thejjjiii] stated that she would
remove the expired supplies and inform the [l
3.) On 7/1/24 at 11:23 AM, in the presence of

LPN #2, the surveyor began the medication cart
inspection of cart #2, located on the il wing.

At 11:27, the surveyor and LPN #2 observed an
opened blood glucose (bg) test strip bottle (used
with a glucometer to provide immediate reading
of blood sugar, or glucose level). The packaging
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monthly for one month.

Findings of the audits will be reviewed at
the monthly QAPI meetings for three
months.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2PU011

Facility ID: NJ60314 If continuation sheet Page 102 of 150




PRINTED: 11/19/2024

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
315047 B. WING 07/15/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1700 WYNWOOD DRIVE

WYNWOOD REHABILITATION AND HEALTHCARE CENTER CINNAMINSON, NJ 08077

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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 755 | Continued From page 102 F 755
indicated "use within 6 months after first
opening).

At that time, LPN #2 confirmed the bg test strip
bottle should have been dated. LPN #2 stated
she had opened the bottle last night but forgot to
date the bottle.

On 7/1/24 at 11:46 AM, in the presence of LPN
#3, the surveyor began the medication cart
inspection of cart 1, located on the ||l wing.

At that time, the surveyor and LPN #3 observed
an opened bg test strip bottle.

At that time, LPN #3 confirmed the bg test strip
bottle should have been dated, to know the
6-month period from the time the bottle was
opened.

At that time, LPN #3 stated she would discard the
opened, undated bg test strip bottle and would

inform her il

4.) On 7/1/24 at 2:51 PM, during the inspection of
the EBM, in the presence of the il 2nd
the NEHESIRY IO the surveyor
observed the Back-Up NEIESSSICEPERY
Administration log of SIS
B had two (2) doses removed on [N
I for Resident #27.

At that time, the [jjiilijinformed the surveyor that
the nurse on that shift had removed two doses of

the R

At that time, the surveyor and the [jjii] reviewed
the electronic Medication Administration Record
(eMAR) together. Resident #27's Order Summary
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Record, did not reflect and order for |

mg but did have an order for the |l

Further review of the eMAR reflected the
administration was signed on |l instead of

At that time, the surveyor asked the il if there
was an investigation or an incident report

regarding the administration of |

without a physician's order.

At that time, the [jjiiili] stated she would get back
to the surveyor.

On 7/3/24 at 9:15 AM, during a follow -up
interview with the surveyor, the [jiiil] stated that
the accountability for discrepancies was the
responsibility of the [jjilj, Supervisors and herself,

At that time, the surveyor asked the jiiil§ why the
discrepancy was identified on |jjjiiil]. during the
medication inspection, instead of when it

occurred on ||l or the day after N -

At that time, thejjjiiiill stated that it had occurred
on the weekend and that she would have
discovered the error that Monday on [l

At that time, the |jjill acknowledged that a i or
a Supervisor was on staff but was unsure how
they received the report on the weekend. The
concern was conveyed to the [jiiili] regarding the
inaccurate administration, dispensing, missing
reconciliation for the |l discrepancy.

On 7/8/24 at 1:32, the surveyor discussed the
concerns regarding the unlabeled prescription
medication intermingled with the over-the-counter
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medication, expired supplies, undated bg test
strips and lack of accountability, reconciliation for
the administration, and dispensing of

mg without a physicians' order for Resident # 27.

No further information was provided.

A review of the facility policy provided,
dated/revised on 4/16/24,

Included the following under Policy Explanation
and Compliance Guidelines:

2. Narcotics and Controlled Substances

c. Any discrepancies which cannot be resolved
must be reported immediately as follows:

ii. Complete an incident report detailing the
discrepancy, steps taken to resolve it, and the
names of all licensed staff working when the
discrepancy was noted.

iv. Staff may not leave the area until
discrepancies are resolved or reported as
unresolved discrepancies.

8. Unused medications: the pharmacy and all
medication rooms are routinely inspected by the
consultant pharmacist for discontinued, outdated,
defective, or deteriorated medications with worn
illegible, or missing labels.

NJAC 8:39-29.4 (a)(c) (g) (k),29.7(c)
F 758 Free from Unnec Psychotropic Meds/PRN Use F 758 8/14/24
SS=D CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;
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(i) Anti-depressant;
(iii) Anti-anxiety; and
(iv) Hypnotic

Based on a comprehensive assessment of a
resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record,;

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
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the appropriateness of that medication.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, review of the
medical record and review of other facility
documentation, it was determined that the facility
failed to ensure adequate indication, and a
gradual dose reduction (tapering towards an
optimal dose) of NNISYCIFEFERI TN 25
attempted annually to establish an optimal dose,
for a resident with [l
Il (Resident #62).

This deficient practice was identified for one (1) of
five (5) residents reviewed for unnecessary
medications and was evidenced as follows.

Reference:

A review of the manufacturer's specifications for
Seroquel (quetiapine) under the black box
warning reflected "Warning:

Increased Mortality In Elderly Patient with
dementia related psychosis and suicidal thoughts
and behaviors.

Section 1 Indications and Usage included
schizophrenia, bipolar disorder, and special
considerations in treating pediatric schizophrenia
and bipolar 1 disorder.

Section 5.1 included, Elderly patients with
dementia-related psychosis treated with
antipsychotic drugs are at an increased risk of
death ...

Section 5.3 Cerebrovascular Adverse Reactions,
Including Stroke, in Elderly Patients with
Dementia-Related Psychosis ... Cerebrovascular
Adverse Reactions, Including Stroke, in Elderly
Patients with Dementia-Related Psychosis.
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1. Resident 62 had a NIESSIEEFREN

for an evaluation for a gradual dose
reduction. Resident 62 gradual dose
reduction to the medication | -

2. All residents receiving antipsychotics
have the potential to be affected. The
Director of Nursing and Psychiatry Nurse
Practitioner reviewed residents receiving
antipsychotics to determine if they were
affected. None were identified as being
affected.

3.The Director of Nursing or designee has
in-serviced all nursing staff on 8/14/24 on
ensuring adequate indication and a
gradual dose reduction of an antipsychotic
medication is attempted
annually,pharamcy consultant included in
in-servicing process. New hires and
agency staff will receive this in-servicing
during orientation.

The Director of Nursing or designee
completed an audit on residents with
antipsychotics to ensure a gradual dose
reduction is attempted annually unless
medically contraindicated. If the resident
is due for consideration of a gradual dose
reduction, the Psychiatry Nurse
Practitioner will be responsible for
evaluating the resident and documenting
the resident's plan to trail a dose reduction
or not and if not, document the medical
contraindication. Residents deemed
appropriate by evaluation for a gradual
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On 7/3/24 at 10:21 AM, the surveyor entered the
resident's room. The resident was observed in
bed, the head of the bed was inclined, and the
bed was in a low position. Resident #62 spoke in
[dialect redacted] and asked the surveyor to
come closer.

On 7/3/23 at 10:23 AM, the
entered the room and stated the

I
resident was picked up by [NNESECIGEIRRAN]

The surveyor reviewed the medical record for
Resident #62.

According to the resident's (AR; or face sheet, an
admission summary) reflected that that resident

was a [\NISHCIGEIIRINN resident at the facility
and had diagnoses which included but were not

imited to RN

A review of Resident #62' s most recent quarterly
Minimum Data Set (qMDS), an assessment tool
used to facilitate the management of care, dated

. reflected that the resident had [ R
B ht required N (S
and was |

understood. The Brief Interview for Mental Status
(BIMS) score was which indicated

the resident was NNESECIGEIFLRIN the
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dose reduction per psychiatry consult by
Psychiatric Nurse Practitioner have been
completed.

4. The Director of Nursing or designee
completed an audit on residents with
antipsychotics to ensure a gradual dose
reduction is attempted annually unless
medically contraindicated. The audit will
be completed on three residents weekly
for four weeks, then bi-weekly for four
weeks, and then monthly for one month.

Findings of the audits will be reviewed at
the monthly QAPI meetings for three
months.
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interview. The resident had not exhibited
symptoms of
Further review of the gMDS revealed the resident
received an EISCEISICEEEREEIN \vithout an
attempted |jlll; According to the qMDS, the
physician documented on il that 2 [
was contraindicated.

A review of the resident's most recent
individualized Comprehensive Care Plan (care
plan) reflected that the resident had [N

I 'nterventions included provide
consistency with caregivers/routine, reorient as
needed and to offer praise and encouragement.

Further review of the resident's care plan

reflected the resident had NNISECIGEIZRIN
I - rocoived
It he'p NE) Ex Order 26.4b1

dated/revised on
consult with pharmacy, and physician to consider
dosage reduction when clinically appropriate.

Family, not interested in NEISSSIEEEEER at this

time due to \NESECILEIARAN!

NNESECIGEILRE, dated/revised o

The resident's care plan was not updated since.

A rewew of the resident's Order Summary Report
| included a physician's order for
), give 1

_
tablet by mouth at bedtime for |l \Vith
an order date from |-

A review of the resident's monthly
Review from , did not reflect

[ Eec Order 2640
NRESYOIGEIPARAN by the resident associated

with the physician's order for [N
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A review of the SEEECIIN(OIG)
Progress Note dated |l included

that the patient was received lying in bed calm,
cooperative during visit, able to Rl ——
[ ERCKERENJ Ex Order 26.4b1 J
diagnoses were [N IS EEINERRRRIN
I

The plan consisted of the following:

1. Always consider/implement relevant supportive
and non-pharmacological interventions, including
redirection, support/reassurance, comfort
measures, reduced environmental stimulation,
expression of feelings, family involvement.

Treat medical issues including [k

Encourage participation in
activities, as tolerated and as possible for
psychosocial well-being.

2. continue medication regimen benefit greater
than risk.

3. continue to observe NNISEOIGEFA RN
]

4. will follow
-Have considered the risk of and benefit

associated with NNISSCIGERAN

at this time, the benefits
outweigh the risk of treatment.

would likely result in
ENINJ Ex Order 26.4b1 .
-contraindicated, due to noted efficacy and
improvement in |k With current
treatment

requiring
management/risk assessment (effectiveness/side
effects monitored). (moderate).
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Areview of th Progress
Note dated§ , which included that the

resident was doing [NRESSCIfs TP RN ]

reported by staff. Evaluation is limited

due to \SISYCICEIFLRIN - diagnoses were

The plan consisted of the following:
1.) to Always consider/implement relevant
supportive and non-pharmacological
interventions, including redirection,
support/reassurance, comfort measures, reduced
environmental stimulation, expression of feelings,
family involvement. Treat medical issues
JRIIPIN Ex Order 26.4b1
I ECoUrage
participation in activities, as tolerated and as
possible for psychosocial well-being.

2. continue medication regimen benefit greater
than risk.

3. continue to observe [NNISEOIG ISR )1
.

4. will follow
-Have considered the risk of and benefit

associated with NNISXOIGERAN

at this time, the benefits
outweigh the risk of treatment.

would likely result in
ENINJ Ex Order 26.4b1 .
NNESQCIGEIRE 4 ue to noted efficacy and

improvement in [l \ith current
treatment

medications requiring

management/risk assessment (effectiveness/side
effects monitored). (moderate).
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Continued From page 111

A review of the Progress
Note dated [l included: As per staff patient
olellgle]NJ Ex Order 26.4b1 ,

evaluation limited due to NRESNCICERPLRIN -
diagnoses were NSRS ORI N

The plan consisted of the following:
1.) to Always consider/implement relevant
supportive and non-pharmacological
interventions, including redirection,
support/reassurance, comfort measures, reduced
environmental stimulation, expression of feelings,
family involvement. Treat medical issues

Ile[lellgle} N J Ex Order 26.4b1
I | 1 CoUrage

participation in activities, social engagement as
tolerated and as possible for psychosocial
well-being.

2. continue medication regimen benefit greater
than risk.

3. will follow

-Have considered the risk of and benefit

associated with NRISHCIGEIZRANI .

NJ Ex Order 26.4b1 would likely result in
ENINJ Ex Order 26.4b1 .
due to noted efficacy and

improvement in {lSEEEaa With current
treatment

NJ Ex Order 26.4b1  EEIe[Sliglglel

management/risk assessment (effectiveness/side
effects monitored). (moderate).

A review of thelluls

F 758
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Continued From page 112
Note dated j§ B, which included that the

patient was [\NISSCIGERPIREN \vith

Il concerns reported by staff; diagnoses were

The plan consisted of the following:
1.) to Always consider/implement relevant
supportive and non-pharmacological
interventions, including redirection,
support/reassurance, comfort measures, reduced
environmental stimulation, expression of feelings,
family involvement. Treat medical issues

including NNESJCIGEIgZIR X1
I | EricoUrage

participation in activities, social engagement as
tolerated and as possible for psychosocial
well-being.

2. continue medication regimen benefit greater
than risk.

-Have considered the risk of and benefit

associated with NRISHCIGEIZRANI .

the benefits
outweigh the risk of treatment.

NJ Ex Order 26.4b1 would likely result in
ENINJ Ex Order 26.4b1 .
BEEEEREREE , due to noted efficacy and

improvement in |k With current
treatment

NSO TR requiring

management/risk assessment (effectiveness/side
effects monitored). (moderate).

A review of the SN
) Resident's Evaluation from |
B did not reflect recommendation for
gradual dose reduction for ||l in
consideration to the resident's monthly
review which revealed the resident

had NJ Ex Order 26.4b1] X

F 758
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Further review of thejjjjjiilj monthly medication
review did not reflect a clarification for the

indication of [l in which D

was not a manufacturer's indication.

On 7/3/24 at 1:33 PM, during a meeting with the
survey team, the BISHESIEIBIGN the

, the
surveyor discussed the concern regarding the
indication, and the missed annual opportunity for
in the last
year of (physician order date of | ll}). to
ensure the resident received the optimal dose for

Resident #62 ,who had NNESJCIGEIRAN NN, and
no history of N IEERSERRI

On 7/8/24 at 9:45 AM, during a telephonic
interview with two (2) surveyors, the [jilil] stated
they had taken over the building on -

At that time, the [jjilij stated that the

manufacturer's indications for |
I - other special

considerations.

At that time, the [l stated that the

reflected that il was
contraindicated and because of that she had
deferred to |l and had not recommended

2 B

At that time, the [l stated that even when there
were NNISYCIFEIPIRINY , she deferred to

On 7/8/24 at 11:02 AM, during a telephonic
interview with the surveyor, the stated she
was familiar with the resident and had been
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seeing her since the resident entered the facility.

At that time, the surveyor asked why the resident
was receiving ||l with a diagnosis ol
I \ith consideration to the NS
I the manufacturer's guideline of
indication, and the resident's
j stated that the reason was

the resident had previously failed a- but
could not indicate the date. The il stated she
would get back to the surveyor. The gl also
stated that the family was against the ||l

On 7/8/24 at 11:10 AM, during a telephonic
interview with the surveyor, the resident
representative stated that she received a call a
few days ago and was asked if she wanted the
resident to continue or discontinue the use of
B - The patient representative stated that a

or tapering of [N
was not explained to her as an alternative; she
did state that the resident was doing good.

On 7/8/23 at 1:33 PM, the

) c:lled back instead of the§

Durlnga telephonic interview with the surveyor

the facility for the last two (2) years. The il
stated that the resident entered the facility with
the medication |l in 2020 wherein the
resident exhibited

. Currently the resident is
under control and is [HEEEEEEEE and would not want

[te'\J Ex Order 26.4b1}g

At that time, the surveyor asked the jjjif about the

NJ Ex Order 26.4b1 , the [l

stated that there is no evidence that the
medication is problematic, contraindication is due
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to NEISNCICELRIN . \Ve are improving the

in a positive way. The surveyor then
asked about the unlabeled usage (indication),
since the resident was neither

, thejjiill stated "the position was that the
resident had [NNSCTERASCIN ' The
surveyor asked how an optimal dose could be
achieved without trying a
The il then stated because the resident is
under control, we would not want to remove.

On 7/8/24 at 3:10 PM, in the presence of the
survey team, the

U.S.FOIA (D)(©) ]
I did not provide a response to the

concerns.

A review of the facility provided policy, Gradual
Dose Reduction of Psychotropics dated/revised
4/15/24 under Policy Explanation and Compliance
Guidelines included subsection 3. After the first
year, a GDR will be attempted annually, unless
clinically contraindicated.

No further information was provided.

N.J.A.C. 8:39-27.1 (a)
F 835 Administration F 835 8/14/24
SS=F CFR(s): 483.70

§483.70 Administration.

A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document 1. Resident 94 had N IESCEISIEEIEERER
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review it was determined that the SEIESIEQIC)
failed to ensure the facility operated in a manner
to ensure residents were consistently provided
with care to maintain their highest practicable
physical, mental, and psychosocial well-being by
failing to ensure: a) a process was in place to
ensure a resident (Resident #84) with known

NJ Ex Order 26.4b1] was effeCtiVer [NJ Ex Order 26.4b1]
to prevent the resident from sustaining an injury
and preventing the resident from
another resident (Resident # 94, b) adverse and
significant events were thoroughly investigated
(Resident #81 and #150, Resident #94), c)
care was consistently documented to ensure that
staff were able to identify and report any change
in a |l condition to the physician. Resident
#150 developed il at the facility which

progressed to the |l \"hich then
required an |- 0) 2N \"2S

reported to the Department of Health as required,
e) staffing was adequate to meet |[EEIEEEES
residents activity of daily living care including
for 8 of 8 residents reviewed
(Residents #27, #30, #37, #41, #82, #94 # 95,
and #155), and f) an effective Quality Assurance
and Performance Improvement Program was
compressive and self-identified concerns,
including residents who required close
supervision when

NJ Exec Order 26401 |
I - R
I

and who discarded
in the bushes. This deficient
practice had the potential to effect all residents
who resided in the facility was evidenced by the
following:

Refer to: 600 K, 609D, 610H, 686H, 689L, 725F,
865F
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completed on 6/28/2024 at 6:35am and it
did not show IEISYSIEEEERER . Resident
94 had evaluation on
6/28/2024 and the evaluation stated that
were noted. Resident
94 was evaluated by
B Resident 94 was visited by the

Resident 30: The Director of Nursing
completed a RIS ON
resident 30 and it was [l
. The Director of
Nursing evaluated resident 30 for |l
and Rk The Director of
Nursing reported the incident to the
Department of Health on 6/28/24 at 9am.

Resident 37: On 6/28/24, resident 37 was
provided with , had a full

SRR 1 ch vio:
RSSERSEERERE oo denicd M.

Resident 41: On 6/28/24, resident 41 was
provided with , had a full

B oo which wos R

Resident 95: On 6/28/24, resident 95 was
provided with , had a full

R oo viich vias RACEER

Resident 27: On 7/3/23 the facility began
an investigation regarding jjjilij complaint

of being |- Resident 27 had a |ji§
I 21 it was
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a) On 06/27/24 during the facility entrance

conference conducted with the BISHESIEEIE]

]
I " facity Quality

Assurance and Performance Improvement
Policies were requested and provided by the

Resident #84 had a documented history of
Il into other resident rooms that began

On 06/28/24 at 7:30 AM, Resident #94 in the
presence of the surveyor, told the
that they were ||l that
Resident #34 SN into their room, placed
NJEXOrder 26.4b1 —  — JRe ]
Resident # 94's |

This failure to adequately supervise a ||| | |} IR
I r<sident with a known history of

B into other resident rooms and [N
NJ Exec Order 26.4b1 |

other residents in an
placed all residents at an increase risk for the
likelihood of serious injury or serious physical or
psychosocial harm. This resulted in an Immediate
Jeopardy (1J) situation.

b)The facility failed to ensure a thorough and
complete investigation was completed to
determine the causal factor of NNIECIEEFIM
Il to ensure that resident abuse or neglect

unremarkable NSNS
Resident 27 |

Resident 155 no longer resides at the
facility.
Resident 81 was evaluated. Resident 81

Resident 82: Resident 82 s [N

Resident 150 no longer resides at the
facility.

Resident 84 was placed on a [

Il on 7/1/2024 at 1:45pm. Resident 84
had

IR o O 26 ]
B Resident 84 remained on a
B Until discharged from facility
on I

2. All residents in the center have the
potential to be affected. No residents were
identified.

3. The Regional Director of Operations

educated the (VSRECIEY(9I6)]
on:

¢, Ensuring a process is in place to
ensure residents with known wandering
behaviors are effectively supervised to
prevent residents from sustaining injuries
and preventing such residents from
abusing another residents

¢, Ensuring adverse and significant
events are thoroughly investigated

¢, Ensuring wound care is consistently
documented to ensure that staff are able
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had not occurred for: a) a resident (Resident
#150) who was found on with an

B that required hospitalization on
B 2nd was diagnosed with [

7:30 AM, the facility did not investigate the
allegation until |jjjiillll c) and for a resident who

had a history of being IR

B o
7 Exec Order 26701 [

. This deficient
practice occurred for 3 of 3 residents reviewed
forljillll (Resident # 81 and #150, Resident
#94).

comminuted

On 07/08/24 at 3:12 PM, thejjjiiilili] stated
regarding the documentation for Resident #150's
B  that "we need to keep up on
documentation”, "the nurses that did treatments
did not document". The |jjjiilj had no additional
information to provide regarding the ||

progressing to a i 2nd Resident
#150 [ IR

¢) The facility failed to: a.) implement
interventions to prevent the development of a
NJExOrder26.4b1 i)
ensure individualized comprehensive care plan
interventions were implemented to prevent facility
acquired
and c.) ensure daily observation duringi

to identify and report any changes in a
wound condition to the physician.

¢, Ensuring elopements are reported to
the Department of Health as required,

¢, Ensuring staffing is adequate to meet
dependent residents[ activity of daily
living care

¢, Ensuring there is an effective Quality
Assurance and Performance
Improvement Program is comprehensive
and self-identifies concerns

All nursing staff received this education by
completion date. New hires and agency
staff will receive this in-servicing in
orientation.

The Director of Nursing reviewed the
facility's current nurse and aide
competencies to ensure they were
completed. All residents have a
elopement risk evaluation completed at
the time of admission to the facility to
determine elopement risk. If a resident is
identified as an elopement risk the
physician is notified, plan of care reflects
elopement risk, behavior monitoring
conducted every shift, scheduled
activities, elopement prevention device
applied if ordered by physician, increased
supervision, redirection techniques, and
Bi-weekly interdisciplinary meetings.

The Nursing Home Administrator or
Director of Nursing will complete audits on
residents who wander to ensure they are
effectively supervised, Adverse and
significant events to ensure they are
thoroughly investigated, Wound care to
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care was documented according to professional
standards of Nursing practice to follow continuity
of care, and d) alert physician of any change in
the |jilllll condition. This deficient practice
occurred for 1 of 2 closed records reviewed for
B (Resident #150). Resident #150 was

identified as having a [JEISCEISIEEIFEERNN
]

which

I
progressed (oS T

which was
identified during routine |l rounds by a
consultant onjilll and which resulted in a

ST (" cc days later

The evidence was as follows:

On 6/28/24 at 12:30 PM, the surveyor reviewed
the closed medical record for Resident #150.

On 6/28/24, the surveyor reviewed the closed
electronic medical record (EMR) for Resident
#150. Review of the closed record revealed that
Resident #150 was admitted to the facility with
diagnoses which included but were not limited to;

According to the Annual Minimum Data Set
(MDS), an assessment tool datechiiiss
Resident #150 was identified as having
Resident #150 scored |ji§
on the Brief Interview for Mental Status

I o
(BIMS). Resident #150 was [N\NESYOIG TP NIX1

staff for all Activities of Daily Living (ADLs).

Further review of the MDS in section M, indicated
that the resident had no history of an N
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ensure that wound care is consistently
documented to ensure that staff are able
to identify and report any changes in a
wound condition to the physician,
Elopements to ensure they are reported to
the Department of Health as required,
Staffing to ensure it is adequate to meet
dependent residents care, The Monthly
QAPI meetings to ensure it is
comprehensive and self identifies
concerns.

4. The Nursing Home Administrator or
Director of Nursing will complete audits on
residents who wander to ensure they are
effectively supervised, Adverse and
significant events to ensure they are
thoroughly investigated, Wound care to
ensure that wound care is consistently
documented to ensure that staff are able
to identify and report any changes in a
wound condition to the physician,
Elopements to ensure they are reported to
the Department of Health as required,
Staffing to ensure it is adequate to meet
dependent residents care, incontinence
care on five residents weekly for four
weeks, every other week for four weeks,
and then monthly for one month to ensure
it is completed, and The Monthly QAPI
meetings to ensure it is comprehensive
and self identifies concerns. These audits
will be completely weekly for four weeks,
then bi-weekly for four weeks, and then
monthly for one month. Findings of these
audits will be reviewed at the monthly
QAPI meetings for three months.
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. Further review of
section M indicated under

NJ Exec Order 26.4b1
I th-t the following applied: [
.
]

Review of the Order Summary Report (OSR)
dated |l revealed a physician's order (PO)
dated [N . to
[l do not scrub or use excessive force, apply
B B daily, covered with a
[ Exec Order 26 47 RN

Another order dated ||l was to cleanse the
ESESEEISIGEIEERENE . do not scrub or us
excessive force. Apply i

I covered with o NN NSRRI
daily.

Review of the OSR revealed a PO dated
I for blue pillow wrap to be donned (put

on) on the [ESEESTEREEER to
_ NJ Ex Order 26.4b1] every Shlft

Review of the OSR revealed a PO dated

NJ Ex Order 26.4b1 . Check placement

and functioning every shift.

Review of the Weekly jjiilii Review dated

g and signed by a_
N rovealcd o RN

No measurement was entered

on the NEISNCIGEIRZRAN |

The Resident'Jjjjjjjij rrogressed to the

The Regional Director of Operations or
Regional Director of Clinical Services will
audit the findings of the Nursing Home
Administrator and Director of Nursing's
audits weekly for four weeks and then
biweekly for four weeks.

Findings of these audits will be reviewed
at the monthly QAPI meetings for two
months.
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following and there was no investigation to
determine why the |jjjililliprogressed to having a
weekly ||l consultant identify

which was not
identified by staff at the facility.

R Hospital e "< Port
revealod ' NNENSEERGREN of tho |

I 2dditional clinical notes revealed, "now
presents [jiilill from the skilled nursing facility

per hospital follow up

.
with the facility the | NNIE YOI ETIPRIN

daily and the facility had no documentation

regarding || and found during
week SIS OO NN STRITRERRIEN fo
"a Right aka AN SISSINERA RN | on
-

On 07/03/23 at 2:00 PM, in the presence of the
survey team, the surveyor inquired to the N
I r<oarding an investigation about the
B development and related [
I The il stated she was not at the facility
and that there was nothing else to provide.

d.) On 07/02/24 at 1:15 PM, the surveyor asked
the il if a resident JEISCEISICEIEEEEN
The il confirmed that Resident #37 '[N
and and it was
witnessed by a nurse and aide. Thejjjiiilj stated
she completed an incident report and the
surveyor requested a copy. The surveyor asked

thelillil if th<} M V25 reported to the
DOH. The [l stated, no, "only SEIESINOIG)]".

On 07/02/24 at 1:29 PM, the surveyor conducted

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
315047 B. WING 07/15/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WYNWOOD REHABILITATION AND HEALTHCARE CENTER 1700 WYNWOOD DRIVE
CINNAMINSON, NJ 08077
(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 835 Continued From page 121 F 835

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2PU011

Facility ID: NJ60314

If continuation sheet Page 122 of 150




PRINTED: 11/19/2024

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
315047 B. WING 07/15/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1700 WYNWOOD DRIVE

WYNWOOD REHABILITATION AND HEALTHCARE CENTER CINNAMINSON, NJ 08077

(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 835 Continued From page 122 F 835

an interview with the Unsampled Resident (UR)
roommate of Resident #87 regarding the incident.

The UR stated Resident #87
I -ro that eSS OION =5 i

the room and then went out of the window after
Resident #87 exited.

On 07/02/24 at 2:30 the il provided
statements regarding the incident which revealed

. Alerted the aide and

Time: 9:15 PM, revealed this nurse was coming
down the hall when aide informed me that
Resident #87 had and
nurse with resident outside ... The Incident Report
dateiN revealed that on NN at
the assigned nurse for
Resident #87 observed the resident |

. then saw theESEREEEERE o
saw the resident IEIEEEECICEIRARINY and the

nurse followed outside of the window.

On 07/08/24 at 12:16 PM, the surveyor
interviewed the [EECHESIRIGIC NN
regarding the resident who [NNISCIREIPRINN
I "he ll stated there were brackets that
prevented the window from opening all the way.
The jjil] showed the surveyor a cut metal bracket
with one screw through the bracket and the jjij
confirmed that was a facility derived device. The

Bl stated Resident #387 'NHISCEISICEIEEEEN
I

On 07/08/24 at 3:10 PM, the il responded to
the surveyor concerns regarding Resident #87

REESEEISTEEERTTY and the [l stated we
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did not think it met the reportable requirement, "it
was an anomaly."

e.) a) On 6/27/24 at 10:48 AM, surveyor #1 was
doing the initial tour of the facility and was
informed by Resident #94 that staff refused to
change them. The surveyor noted
I The call bell was activated by the
roommate and the

reported to the room
immediately and confirmed Resident #94 was

On 6/28/24 between the hours of 6:30 AM and
6:50 AM, surveyor #1 observed a care tour in the

presence of the SSRGS

At 6:30 AM, surveyor #1 and the il observed

Resident #30 ENSTSSTIERPERIN !
had NSRRI "

called to the room, and both confirmed the status
of the resident's condition and that the resident
was . The [l stated that her
expectations would be that all residents would be
changed and maintained in a manner.
At that time, an interview with the jjjii§ revealed
that he assumed that Resident #30 did not
receive R during the 11:00
PM-7:00 AM shift. The [l revealed that was not
the first occurrence of a resident being ||l
Il =nd they received in-service on not to
haveliilal ©" the residents. . The

further stated that if the unit was short of staff the
resident would be [jjjiililiin the morning.

On 7/8/24 at 2:12 PM, surveyor #1 interviewed
the |l who cared for Resident #30 on [N
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on the 11:00 PM to 7:00 AM shift. Thejillll
stated, "when | went to check him/her, | did not
open the | "y." Th<jillll also
stated there was only Z}illi§ working that night
and Resident #30 was last checked at 2:30 AM.
The il stated, "l was running late and did not
check them again."

At 6:36 AM, surveyor #1 and the jjiilij observed
Resident #37 was . The il
stated that when the facility was short of staff the

resident would be [N ISTERSERECRI

At 6:45 AM, surveyor #1 and the il observed

Resident #41 in bed and was i

At 6:50 AM, surveyor #1 and the il observed
Resident #95 in bed and was
Il During the interview with Resident #95, the

resident stated they were JEESEEISIEEIEEREN and
had not been [NNENERITREIARGIN

On 7/3/24 at 12:13 PM, surveyor #2 interviewed
Resident #27 who stated that sometime in

The Resident could not remember an
exact date, but he/she did not have care provided
by the 11:00 PM to 7:00 AM shift jjill.- The
Resident stated that the
were notified of the situation and did not see the
Il after that day. Resident #27 stated, "I think
she was terminated." Resident #27 further stated
still finds that they are waiting an hour or longer
for e | he Resident also stated that
the |l are doing there best, but they just don't
have enough help.

The facility provided Administrator Job
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Description updated May 2023 revealed: Major
Duties and Responsibilities: Plans, develops,
organizes, implements, evaluates and directs the
overall operation of the facility as well as its
programs and activities, in accordance wish
current state and federal laws and regulations.
Identifies, in conjunction with the Director of
Nursing and selected department heads, the
facility's key performance indictors. Establishes
and ongoing system to monitor these key
indicators such as the Quality Assurance and
Performance Improvement process throughout
the facility. Evaluates key performance indicator
outcomes with department heads to determine
the need for action from leadership and/or
management such as re-reduction or revisions
related to the facility's outcomes, regulatory
compliance and/or customer satisfaction.
Ensures delivery of compassionate quality care
and services across an interdisciplinary team
approach as evidenced by adequate, and
competent facility staff, employee turnover,
general cleanliness, physical plant condition, and
optimal resident functioning-physically and
psychosocially. Identifies and collaborates with
members of the interdisciplinary team,
physicians, consultants, and community agencies
to identify to identify opportunities for enhanced
services to the residents and/or resolve issues.
Performs rounds to observe residents and ensure
overall needs are being met ...

f.) On 06/27/24 during the facility entrance

conference conducted with the BISHESIEIEIE]
[
I (" facillty Quality

Assurance and Performance Improvement
Policies were requested and provided by the
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The Quality Assurance and Performance
Improvement Policy (QAPI), Date
reviewed/Revised 02/20/23 revealed: It is the
policy of this facility to develop, implement, and
maintain an effective, comprehensive data-driven
QAPI program that focuses on indicators of the
outcomes of care and quality of life and
addresses all the care and unique services the
facility provides. An adverse Event is an
untoward, undesirable and usually unanticipated
event that causes death or serious injury, or the
risk thereof. 2c. Develop and implement
appropriate plans of actions to correct quality
deficiencies. d. Regularly review and analyze
date, including data collected under the QAPI
program and data resulting from drug regiment
reviews, and act on available data to make
improvements. 3. The QAPI plan will address the
following elements: c. Process addressing how
the committee will conduct activities necessary to
identify and correct quality deficiencies. Key
components of this process include, but are not
limited to, the following: i. Tracking and
measuring performance, ii. Establishing goals
and thresholds for performance improvements, iii.
Identifying and prioritizing quality deficiencies, iv.
Systematically analyzing underlying causes of
systemic quality deficiencies, v. Developing and
implementing corrective action or performance
improvement activities, vi. Monitoring and
evaluating the effectiveness of corrective
action/performance improvement activities and
revising as needed. D. A prioritizations of
program activities that focus on resident safety,
health outcomes, autonomy, choice and quality of
care, as well as, high- risk, high-volume, or
problem-prone areas as identified in the facility
assessment that reflects the specific units,
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programs, departments and unique population
the facility serves. The facility must also consider
the incidents, prevalence, and severity of
problems or potential problems identified.

The il aso provided signature sheets for a
two QAPI meetings, one on 01/18/24 and
05/16/24 and he was signed in as the iR
] and no other

representation as a
was documented as being in attendance.

On 07/08/24 at 8:20 AM, the surveyor requested
the jjilllil to provide all current active QAPI for
review with survey team.

On 07/08/24 at 10:27 AM, the surveyor
interviewed thejjjjiiili in the presence of two
surveyors. The surveyor asked the jjjiillilj. who
stated he has been the il since 12/2023. The
surveyor inquired what QAPIs had he transitioned
from the former jjiill. and what he identified as
concerns to be reviewed at QAPI. The il
stated pharmacy presents at QAPI and the
surveyor asked asked exactly what the facility is
monitoring that is measurable and quantifiable for
QAPI, and what were the QAPIs that were
identified and initiated since he assumed the
B role. The [l stated falls, food quality,
and stated food quality was transitioned from the
former il The [l stated food service was
a high priority issue. The |l stated palatability
of the food was a concern and also tray tickets
not matching what was served. The surveyor
asked about the concerns identified during the
survey, which included the known [N

resident with the subsequent Sl il
. the resident who wore [N
I - the concerns regarding
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, the residents who held their
own lighters and safe smoking concerns and the
resident The il stated he was never aware
of residents having
The |Jilll confirmed that the issue of smoklng
was never brought to QAPI as he was unaware.
The surveyor asked if any adverse, significant or
reportable events had been brought to QAPI. The
Bl stated "they don't review" significant or
reportable events at QAPI. The |l added that
significant events were not reviewed, but "l can
certainly add them." The surveyor asked if
wounds were reviewed at QAPI and the-
reviewed his QAPI binder and stated il
were not part of QAPI. The surveyor asked the

B if he was an il and he stated yes and
informed the surveyor of his training.

On 07/08/24 at 11:33 AM, the surveyor asked
specifically about a review of the for
Resident #150 and the [l stated, " | talked to
the family at some point" and then | reviewed the
case later.

On 07/08/24 at 1:10 PM, the survey team met
with the
The surveyor reiterated the concerns regarding
the incomplete investigations and Resident #84
the known to be a |l and the surveyor
asked about a root cause analysis completed and
was this brought to QAPI. The il stated no.

On 07/08/24 at 3:12 PM, the |jiilili] stated
regarding the documentation for Resident #150's
B care. that "we need to keep up on
documentation”, "the nurses that did treatments
did not document".

The surveyor reviewed the QAPI program
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provided by thejjjjiiill for review and the
identified concerns were not addressed in QAPI.

NJAC 8:39-27.1(a)
F 865 QAPI Prgm/Plan, Disclosure/Good Faith Attmpt F 865 8/14/24
SS=F CFR(s): 483.75(a)(1)-(4)(b)(1)-(4)(f)(1)-(6)(h)(i)

§483.75(a) Quality assurance and performance
improvement (QAPI) program.

Each LTC facility, including a facility that is part of
a multiunit chain, must develop, implement, and
maintain an effective, comprehensive, data-driven
QAPI program that focuses on indicators of the
outcomes of care and quality of life. The facility
must:

§483.75(a)(1) Maintain documentation and
demonstrate evidence of its ongoing QAPI
program that meets the requirements of this
section. This may include but is not limited to
systems and reports demonstrating systematic
identification, reporting, investigation, analysis,
and prevention of adverse events; and
documentation demonstrating the development,
implementation, and evaluation of corrective
actions or performance improvement activities;

§483.75(a)(2) Present its QAPI plan to the State
Survey Agency no later than 1 year after the
promulgation of this regulation;

§483.75(a)(3) Present its QAPI plan to a State
Survey Agency or Federal surveyor at each
annual recertification survey and upon request
during any other survey and to CMS upon
request; and

§483.75(a)(4) Present documentation and
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evidence of its ongoing QAPI program's
implementation and the facility's compliance with
requirements to a State Survey Agency, Federal
surveyor or CMS upon request.

§483.75(b) Program design and scope.

A facility must design its QAPI program to be
ongoing, comprehensive, and to address the full
range of care and services provided by the
facility. It must:

§483.75(b)(1) Address all systems of care and
management practices;

§483.75(b)(2) Include clinical care, quality of life,
and resident choice;

§483.75(b)(3) Utilize the best available evidence
to define and measure indicators of quality and
facility goals that reflect processes of care and
facility operations that have been shown to be
predictive of desired outcomes for residents of a
SNF or NF.

§483.75(b) (4) Reflect the complexities, unique
care, and services that the facility provides.

§483.75(f) Governance and leadership.

The governing body and/or executive leadership
(or organized group or individual who assumes
full legal authority and responsibility for operation
of the facility) is responsible and accountable for
ensuring that:

§483.75(f)(1) An ongoing QAPI program is
defined, implemented, and maintained and
addresses identified priorities.
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§483.75(f)(2) The QAPI program is sustained
during transitions in leadership and staffing;
§483.75(f)(3) The QAPI program is adequately
resourced, including ensuring staff time,
equipment, and technical training as needed;

§483.75(f)(4) The QAPI program identifies and
prioritizes problems and opportunities that reflect
organizational process, functions, and services
provided to residents based on performance
indicator data, and resident and staff input, and
other information.

§483.75(f)(5) Corrective actions address gaps in
systems, and are evaluated for effectiveness; and

§483.75(f)(6) Clear expectations are set around
safety, quality, rights, choice, and respect.

§483.75(h) Disclosure of information.

A State or the Secretary may not require
disclosure of the records of such committee
except in so far as such disclosure is related to
the compliance of such committee with the
requirements of this section.

§483.75(i) Sanctions.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on interview and document review it was
determined that the facility failed to have an
effective systems and procedures for feedback in
place to self identify areas for Quality Assurance
and Perforamance Improvement (QAPI) for: a)a
resident documented as \EISSCICEFERER that
B into other resident rooms since

1.Resident 84 was placed on a one to

Resident 84 had a
6/28/2024 at 6:35am and it |l

B Resident remained on a
ISSRSRERRE Cscharged on

check on
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Continued From page 132

er 26.4b1} , had a history Of bein .NJ Ex Order 26.4b1]
another resident afterjjjiiliillll into another

resident room and then another R -d it
resident (Resident #94) on || D) residents NJ Ex Order 26.4b1 . Resident
who 94 had a S eValuation on

.
I (Resident #29, #39, #72, #87 and
#32), ¢) ensuring residents were provided with

appropriatcji 2nd activity of daily
living care for 8 of 8 residents reviewed
(Residents #27, #30, #37, #41, #82, #94# 95,
and #155), and d) adverse events and reportable
events for residents with
(Resident #81 and #150) . This
deficient practice was identified during an on-site
survey conducted from 06/25/24-07/15/24 and
had the potential to affect all residents and was
evidenced by the following:

Refer to 600K, 610H, 689L, 686H, and 677F

On 06/27/24 during the facility entrance

conference conducted with the BISHESIEIBION
[

the facility Quality
Assurance and Performance Improvement
Policies were requested and provided by the
LNHA.

The Quality Assurance and Performance
Improvement Policy (QAPI), Date
reviewed/Revised 02/20/23 revealed: It is the
policy of this facility to develop, implement, and
maintain an effective, comprehensive data-driven
QAPI program that focuses on indicators of the
outcomes of care and quality of life and
addresses all the care and unique services the
facility provides. An adverse Event is an
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Resident 94 had ISESISIEE

R and the evaluation stated that
were noted. Resident
94 was evaluated b on
B - Resident 94 was visited by the
social worker for on
6/28/2024 and 7/1/2024.

On 7/2/2024 resident 29 was issued a
On 7/2/2024, th
licensed nurse completed a new 8
assessment. Resident 29 will use a

SIS 10 prevent his
g Exec Order 264018

fro

Order 26.

4b1

Resident 30: The Director of Nursing
completed a RIS On
resident 30 and it was [l
. The Director of
Nursing evaluated resident 30 forjijiill

. The Director of
Nursing reported the incident to the
Department of Health on 6/28/24 at 9am.
Resident 37: On 6/28/24, resident 37 was
provided with , had a full

SR, o o>

Resident 41: On 6/28/24, resident 41 was
provided with , had a il

B - 2 R

Resident 95: On 6/28/24, resident 95 was

provided with Rl had a full
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untoward, undesirable and usually unanticipated
event that causes death or serious injury, or the
risk thereof. 2c. Develop and implement
appropriate plans of actions to correct quality
deficiencies. d. Regularly review and analyze
date, including data collected under the QAPI
program and data resulting from drug regiment
reviews, and act on available data to make
improvements. 3. The QAPI plan will address the
following elements: c. Process addressing how
the committee will conduct activities necessary to
identify and correct quality deficiencies. Key
components of this process include, but are not
limited to, the following: i. Tracking and
measuring performance, ii. Establishing goals
and thresholds for performance improvements, iii.
Identifying and prioritizing quality deficiencies, iv.
Systematically analyzing underlying causes of
systemic quality deficiencies, v. Developing and
implementing corrective action or performance
improvement activities, vi. Monitoring and
evaluating the effectiveness of corrective
action/performance improvement activities and
revising as needed. D. A prioritization of program
activities that focus on resident safety, health
outcomes, autonomy, choice and quality of care,
as well as, high- risk, high-volume, or
problem-prone areas as identified in the facility
assessment that reflects the specific units,
programs, departments and unique population
the facility serves. The facility must also consider
the incidents, prevalence, and severity of
problems or potential problems identified.

Thejiilllll also provided signature sheets for a

two QAPI meetings, one on 01/18/24 and

05/16/24 and he was signed in as the iR
and no other

representation as a SN e IN G

which was ISEEEEEID

Resident 27: On 7/3/23 the facility began
an investigation regarding her complaint

of being |- Resident 27 had i}

and it was

NJ Exec Order 26.4b1 |
NJ Ex Order 26.4b1 .
Resident 27

Resident 30 was AN TS TRERPEIN

Resident 72 was

Resident 155 no longer resides at the
facility.
Resident 81 was evaluated. Resident 81

Resident 87 has not [NNASEOIEIg R )1
facility.

Resident 82: Resident 82s [N

Resident 150 no longer resides at the
facility.
Resident 32 will have an |

2. All residents have the potential to be
affected. None were identified.

3. The Regional Director of Operations or
Regional Director of Clinical Services will
in-service the SEIECILY(IG)
I o the QAP
policy.

The Nursing Home Administrator or
Director of Nursing will audit the QAPI
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was documented as being in attendance.

a) On 07/01/24 at 12:31 PM, the surveyor, along
with a second surveyor, interviewed Resident
#94. Resident #94 stated in the presence of the

Bl '[Resident #84] NN - [Resident #84]

always comes into our room. [Resident #84]

BEEEEEEERER and this time [Resident #84]
NJExec Order26.4b1 |

I (Rosicent #34] hac iSRS ER
I | to/d the staff a million times and

nothing had been done".

A review of the electronic medical record for
Resident #84 revealed (EMR):

timed 06:53:41 AM, Resident # 84
watching Television at HS [Hour of Sleep] and
rearranging wall poster, nursing monitoring
throughout the shift, resident emerged
approximately at 5:00 AM, and began exit
seeking. The resident stated they were looking for
the way out, ||l to other resident's rooms.
The resident was escorted away by staff, nursing
continuing to monitor will endorse to day shift.

- Anursing note created MR timed 19:32:19
[7:32 PM] indicated the following: Resident
continues to il around the facility into other
residents rooms and was noted on more then one
occasion leaving their cell phone unattended.

B timed 13:56 PM [1:56 PM], the nurse's
notes revealed the following entry: alerted by
staff, another Resident #152 SRl [Resident
#84] out of their room. Attempted to |

B vt ISR s callead for

assistance. Full body assessment completed with

noted. USAECIY(9I6) ] and family
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meetings to ensure effective systems and
procedures for feedback are in place to
self-identify areas for Quality Assurance
and Performance Improvement. The
facility will use the facility assessment to
audit processes in the center to self
identify areas for quality assurance.

The Director of Nursing or designee will
complete an audit on residents with
antipsychotics to ensure a gradual dose
reduction is attempted annually unless
medically contraindicated.

4. The Nursing Home Administrator or
Director of Nursing will audit the QAPI
meetings to ensure an effective systems
and procedures for feedback is in place to
self-identify areas for Quality Assurance
and Performance Improvement. The audit
will be completed monthly for three
months.

Findings of the audits will be reviewed at
the monthly QAPI meetings for three
months.
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notified of incident. Resident #152 was sent to

INRESEOIGETWIRN . The above note was entered

in the EMR on REEER at 12:27:23 PM.

On 07/01/24 at 12:29 PM, the surveyor
interviewed Resident #71 who was Resident
#94's roommate. Resident #71 stated, "my
roommate got ||l by [Resident #84] last
night" and that the facility informed the resident
that Resident #84 was allowed to [N
because the resident wasiillll - Resident
#71 further stated, "we were half asleep and we
are not sure of what [Resident #84] is capable of
doing." Resident #71 further stated that Resident
#34 had been 'S SRR
I and that was reported to the nurses, the

On 07/01/24 at 12:31 PM, the surveyor, along
with a second surveyor, interviewed Resident
#94. Resident #94 stated in the presence of the
UM, "[Resident #84] [Resident #84]
always comes into our room. [Resident #84]

BEEaRaE 2nd this time [Resident #84]
NJ Exec Order26.4b1 |

I [Resident #54] hao IRl
I | to!d the staff a million times and

nothing had been done".

b) On 7/1/2024, a surveyor observed Resident
#39 [l resident #29's N . 1eave the

and entered the facility while in
possession of the [jjilllll material. Resident #29,
a resident with | ©f the
B \Who was assessed as requiring
close supervision while ||l was not
adequately supervised, and staff did not assist

the resident whil<j - The N \v2s
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B . th<n the resident rested their ||
B o e

I e picked up the SN

again and continued to . The surveyor then

observed a [USAZCIY(9]6)] ) take
Resident #29's and disposed the

Bl over the patio and into the bushes.

On 07/02/24 at 11:16 AM, the concerns related to
residents wholjillll. he!d their owni
andiISEEISIEEREREH was discussed with the
B Th<llllll stated that residents should not
b .

¢) On 06/27/24 and 06/28/24 during multiple
observations surveyors observed:

-6/27/24 at 10:48 AM, surveyor #1 entered
Resident #94's room and noted
Il in the room. Resident #94 informed the
surveyor that staff refused to assist with

BESEEEEEEEE . Upon request, Resident #94's

roommate activated the call bell. The [N

reported to the room immediately, and confirmed
that Resident #94 needed to be changed.

- 6/27/24 at 11:06 AM, surveyor #1 observed

Resident #82 in bed with SIS
]

The resident informed the surveyor
that they would like their and
A review of Resident #82's care plan

.
indicated to checkjiiiI I

on bath day, as necessary.

-06/28/24 at 6:30 AM, the surveyor entered
[l which was a four bedded room and asked a

random EESHESINEIC N
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assist with | c2re tour. The
was | i the hallway. The first 3

residents were Rl (Resident #82,
#37 and #41.)

- 6/28/24 at 6:36 AM, during the
(IC), in the presence of CNA #3, surveyor #1
observed Resident #37 was
The surveyor |nterV|ewed CNA#1 who worked
QAN Ex Order 26,401~ [EVReNeY
stated that when the facility was short of staff, the
residents would be [EISCEISIEEEEEEN

On 07/03/24 at 1:43 PM, the surveyor interviewed
thejijiilill in the presence of the survey team
regarding an investigation for Resident #82's
B The surveyor asked what would be
completed when a new symptom would occur
with a resident as Resident #81 had new

complaint oI A

Bl stated typically the nurse would call the
physician, re: don, and new symptom would occur
and notify family. The surveyor asked when the
resident presented with [l \'as that
when the investigation began. The [l stated,
"typically | go back from when baseline changed"
and collect statements for "72 hours prior". The
surveyor showed the i} the statements had
m|ssmg dates and they did not go back 72 hours
il 2nd that the [EEESEERIE) would
obtain the statements and they were responsible
for interviewing staff. The surveyor asked how
abuse/neglect was ruled out and the jjjiili§ did not
offer a response. The surveyor asked the jlilll
who was responsible for reviewing the
investigation and she stated she reviewed it.

The

d)1. On 07/02/24 at 11:30 AM, the surveyor
reviewed all progress notes which revealed a
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NJ Ex Order 26.4b1 note indicating that

Resident #150 had a || at the facility on
GEINJ Exec Order 26461 ]

I - R
measuring 2 cm X 2
cm x 0.2 cm. Interventions implemented for the

[ RNEEINJ Ex Order 26.4b1f ]
e e

. The
B had worsened and the facility did not
document anything regarding the |jjjiililj condition
in the EMR. There was no documentation in the
EMR that indicated the physician was made
aware of the condition of the |l

Review of the Order Summary Report dated

B reflected an order dated NN to

cleanse th
topically every day shift fojjiiillll. cleanse with
, do not scrub or use |
pat dry. app), NN S
- ]

base, cover with a
NJ Ex Order 26.4b1 .

The el had an order, dated
B to cleanse with RN do not scrub

or use excessive force, pat dry, apply [N

BN o< covor wih o iRl

I 7he staff initialed the Treatment
Administraation Record (TAR) from [EEESEES

Il indicating that the |l care was

completed as ordered.

On 12/05/23, at 21:15 [9:15 PM] Discharge
Summary, for a Date of Discharge from the
facility on |l "cVealed Resident #150 "...
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INNESEOIGETRINANI | due to the patient being

severely NNESYOIGEIgPR NI . Recommend
patient be sent to hospital for ||

" According to nursing notes,

I
patient was admitted for |

The Hospital record for Resident #150 for the
Admission
which began o was obtained by the
Department of Health (DOH) and revealed:

Emergency Department (ED) Provider Note dated
B ot 11:00 revealed:

-Initial Complaint:
Patient presents with |jjiiilll infection coming

from rehab with 2 NS ERS
I

.. Past medical history of
currently living in a nursing home with

patient with know [N
NJ Ex Order 26.4b1 . History and

physical completed at the hospital upon
admission on revealed the following:

istory of ISR

who presents from a Long Term Care

Facility (name redacted) due to |
It
. Resident #150 was

I
diagnosed with |

The surveyor reviewed the hospital record from
the hospitalization of |kl and the following
were noted:

[NJ Ex Order 26.4b1]

-Comments:

NJ Exec Order 26.4b1
I S oca R
I
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B Hosoito) NSERSEEERE rpor

revealed NSRS

I =dditional clinical notes revealed, "now
presents |l from the skilled nursing facility

because of RNISTERISTIERFSEIIN -

wall as

)" per hospital follow up with the

I
facility the | NS CIC PRI and

the facility had no documentation regarding ||l

I 2d found during weekly [N
observation, plans for "a

On 07/03/23 at 2:00 PM, in the presence of the
survey team, the surveyor inquired to the il
with the [illlll present, regarding an investigation
about the |jililll development and then related to
. Thejjiiill stated she was not at
the facility and had nothing to provide other than
what was already provided. When inquired to the
Bl stated he was aware of Resident #150
having and stated resident was

I EER 2nd provided no addition

information.

2. A Reportable Event Record/Report (RER) was
received by the Department of Health (DOH) on
regarding Resident #81 which
revealed: Date of Event: AR Time of
11:10 AM. 1. Narrative: At 11:10 AM on

notified that 2 NISERISTIERECI
I
I Rosicent has IR

. Resident

NJ Exec Order 26.4b1 |

e[elsYNJ Ex Order 26.4b1 at times in
room. Resident has a Dx. (diagnosis) |
3. Resident was assessed for

further injuries and NNISYSICEIPLRIF were noted.
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. Statements are being

collected from staff from the past 72 hours. On
7/8/24 at 8:30 AM, the facility offered a one paged
document titled which revealed on _ a
physician documented there was |§i§

changes".

B nursing note
at 11:00 AM, Jillllll was administered and was
ineffective. ... During the investigation, the
[family] was able to obtain some information of
the cause of the . The resident's [family]
stated that the resident stated they jjiij and could
not get any additional information. There was no
statement from the family, no documentation
regarding the |l 2nd interviewing staff
related to a i no additional statements were
provided.

On 07/08/24 at 8:20 AM, the surveyor requested
th<jiilllll to provide all current active QAPI for
review with survey team.

On 07/08/24 at 10:27 AM, the surveyor
interviewed the |l in the presence of two
surveyors. The surveyor asked the- who
stated he has been the il since K
surveyor inquired what QAPIs had he transitioned
from the former il and what he identified as
concerns to be reviewed at QAPI. The il
stated pharmacy presents at QAPI and the
surveyor asked asked exactly what the facility is
monitoring that is measurable and quantifiable for
QAPI, and what were the QAPIS that were
identified and initiated since he assumed the
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B role. Thejiillll stated falls, food quality,

and stated food quality was transitioned from the
former - The [l stated food service was
a high priority issue. The il stated palatability
of the food was a concern and also tray tickets
not matching what was served. The surveyor
asked about the concerns identified during the
survey, which included the known
resident with the subsequent allegation of N
. the resident who wore [N
B - d the concerns regarding
MEISCIEEESN | the residents who held their
concerns and the

resident The il stated he was never aware
of residents having [JNISCEISICEFEEEN
Thejiillll confirmed that the issue of smoking
was never brought to QAPI as he was unaware.
The surveyor asked if any adverse, significant or
reportable events had been brought to QAPI. The
Bl stated "they don't review" significant or
reportable events at QAPI. The |l added that
significant events were not reviewed, but "l can
certainly add them." The surveyor asked if
B \vere reviewed at QAPI and the [l
reviewed his QAPI binder and stated .
were not part of QAPI. The surveyor asked the

if he was an il and he stated yes and
informed the surveyor of his training.

On 07/08/24 at 11:33 AM, the surveyor asked
specifically about a review of th for
Resident #150 and the il stated, " | talked to
the family at some point" and then | reviewed the
case later.

On 07/08/24 at 1:10 PM, the survey team met
with the

The surveyor reiterated the concerns regarding
the incomplete investigations and Resident #84
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the known to be il and the surveyor
asked about a root cause analysis completed and
was this brought to QAPI. Thejjiiiili] stated no.

On 07/08/24 at 3:12 PM, the |jiilili] stated
regarding the documentation for Resident #150's
Bl care. that "we need to keep up on
documentation”, "the nurses that did treatments
did not document".

The surveyor reviewed the QAPI program
provided by the [jjiiilij for review and the
identified concerns were not addressed in QAPI.

NJAC 8:39-33.2(a)(b)(c)1,3
F 880 | Infection Prevention & Control F 880 8/14/24
SS=D | 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
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
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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,
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
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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 1. Resident 71 was not affected.

other facility documentation, it was determined

that the facility failed to minimize the potential 2.All residents have the potential to be

spread of infection to residents during medication affected. None were identified.

administration for 1 of 2 nurses observed during

the medication pass on 1 of 2 units (North Wing). 3. The Director of Nursing or designee will
in-service the nursing staff on the hand

This deficient practice was observed and hygiene policy. New hires and agency

evidenced by the following: staff will receive this in-servicing in
orientation.

On 6/28/24 at 7:00 AM, the surveyor observed

signage posted at the entrance door which read: The Director of Nursing or designee will

"Enhanced Barriers Precautions" Stop. Everyone conduct hand hygiene observation audits

must clean their hands before entering and to ensure staff follow the policy for how

exiting the room. Providers and suppliers must and when to wash their hands. .

also wear gloves and gown during high contact

Resident Cares activities, or devices care. 4.The Director of Nursing or designee will
conduct hand hygiene observation audits

On 06/28/22 at 7:15 AM, the surveyor observed on five staff members to ensure they

Qe S FOIA (D)(6)  PRYEIeElS follow the policy for how and when to

medications for Resident #71. The jjjilij opened wash their hands.

the top drawer of the medication cart, retrieved

the NNISSCICEIPIRIA . don (put on) gloves and The audit will be conducted weekly for

a Personal Protective Equipment (PPE) gown four weeks, then bi-weekly for four weeks,

and entered Resident #71's room. The jjjilj went and then monthly for one month.

to the room, informed the resident of the

procedure, and checked the resident [EESEEEEIEEE Findings of the audits will be reviewed at

The il exited the room, removed the gloves the monthly QAPI meetings for three

and gown, disposed of them in the receptacle bin months.

attached to the medication cart, returned to the

computer and entered the result. The il

retrieved a syringe from the medication cart then
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Continued From page 146

| available on the cart
for Resident #71. Thejjiilij stated that she
needed to go to the medication storage room to
S The [l went to the storage

room and returned with the ] which was
stored in a plastic bag. Thejjjjiilil returned to the
med ation cart, prepared and administered the

il \vithout performing hand hygiene. The il
exited the room, removed and disposed of the
soiled PPE in the receptacle bin, signed for the
medication administered and again did not
perform hand hygiene.

At 7:25 AM, thejjiilill started to check the
medication for the resident in the next bed. The
Il donned gloves and a gown in the hallway
prior to entering the room. The [jjjiilijentered the
room, retrieved a device on the resident table and
checked their [k - | he [l returned the
device to the table, exited the room without
performing hand hygiene.

Thejiiililil returned to the medication cart,
removed the soiled PPE and proceeded to
prepare medication for the resident. The surveyor
observed the jjjilij did not perform hand hygiene
after she removed the soiled PPE. The jjjil§] did
not perform hand hygiene before she continued
to prepare other medications for administration.

At 7:25 AM, the il entered the resident's room
and handed the resident the cup of medication.
She then picked up a disposable cup that
contained water that was on the overbed table
while wearing gloves and handed it to the
resident. She removed the gloves in the room,
went to the sink and washed her hands. Thejjiiilj
returned to the medication cart, removed the
soiled gown, and did not perform hand hygiene.
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She returned to the medication cart and utilized
the computer, as she signed out the medications
that were administered in the electronic medical
record.

At 7:40 AM, the surveyor interviewed thejjiiilj
regarding the signage observed at the entrance
of the resident's door. The jjjjiij informed the
surveyor that both residents were on Enhanced
Barrier Precautions and staff were to don and doff
(remove) prior to entering and exiting the room
and perform hand hygiene. The surveyor then
asked thejjjiili] if she should follow the protocol
during medication administration. The il
stated, "I thought that | should perform hand
hygiene only when moving from one resident to
the other." The surveyor then asked the [iillif
she should wash her hands after removing PPE
and she stated, "Yes, | should have." When
asked for the rationale why she should perform
hand hygiene after removing soiled PPE, she
stated that by not washing her hands or
performing hand hygiene prior to and after
medication administration, she risked the spread
of infection.

On 06/28/24 at 10:00 AM, the surveyor
interviewed the [SISHIRSIEIBIEN \vho stated
that staff were required to perform hand washing
prior to medication administration and could have
used hand sanitizer up to three times before
performing hand hygiene with soap and water. He
stated that cross-contamination could result if
hands were not washed prior to handling
medications, the computer keyboard and the
medication cart.

On 06/28/24 at 11:02 AM, the
) provided an in-service education sheet to
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the surveyor. Upon inquiry, thejjjiiil§ stated that
the il reported that she omitted to wash her
hands during the medication administration pass.
The surveyor then interviewed thejjjiilil§ who
stated that she expected nursing to wash their
hands or use Alcohol Based Hand Rub (ABHR)
prior to handling medications, as it was an
"infection issue" if hand hygiene was not
performed first. Thejjiiiilj stated that nursing
should also sanitize their hands after they left the
resident's room, after medication administration,
and before they did anything else. She stated that
staff were instructed to sanitize their hands after
they doffed their gloves to ensure that both staff
and residents were safe from infection. The
surveyor requested the policy for hand hygiene
for review.

On 07/03/24 at 11:25 AM, the surveyor
interviewed the SISHESIDICIEE) o
stated that he expected that nursing would have
utilized ABHR in between each resident during
medication pass. She stated that nursing was
also required to wash their hands prior to donning
and after doffing gloves. The Jjj stated that that
cross-contamination could result if hands were
not washed prior to handling medications, the
computer keyboard and the medication cart.

The surveyor reviewed the facility policy titled,
"Hand Hygiene" last revised, 5/29/24 which
revealed the following:

All staff will perform proper hand hygiene
procedures to prevent the spread of infection to
other personnel, residents and visitors. This
applies to all staff working in all locations within
the facility.
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Additional considerations: The use of gloves does
not replace hand hygiene. If your task requires
gloves, perform hand hygiene prior to donning
gloves, and immediately after removing gloves.

NJAC 8:39-19.4 (a)
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S 000 Initial Comments S 000
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
deficieny 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 S 560 8/14/24
(a) The facility shall comply with applicable
Federal, State, and local laws, rules, and
regulations.
This REQUIREMENT is not met as evidenced
by:
REPEAT DEFICIENCY 1. Staffing Coordinator and Administrator
review staffing schedules to ensure
Complaint # NJ's 167264, NJ165558, NJ170219 adequate staffing ratios. Facility efforts will
include a focus on hiring staff, use of
Based on interview and review of pertinent facility agency, and incentives.
documentation, it was determined that the facility
failed to maintain the required minimum direct 2. Resident 27: On 7/3/24 the facility
care staff to resident ratios for the day shift and began an investigation regarding
evening shift as mandated by the State of New complaint of being |jillillllll- Resident 27
Jersey. The facility was deficient in CNA (Certified had a check by the Director
Nursing Aide) staffing for the following weeks as of Nursing on 7/2/24 and it was
follows: unremarkable [IEIESEEISIEEIREREN
Resident 27 |
Reference: New Jersey Department of Health
(NJDOH) memo, dated 01/28/2021, "Compliance Resident 30: The Director of Nursing
with N.J.S.A. (New Jersey Statutes Annotated) completed a |iEEN check on
30:13-18, new minimum staffing requirements for resident 30 and it was |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/06/24
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nursing homes," indicated the New Jersey
Governor signed into law P.L. 2020 ¢ 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 effective on
02/01/2021:

One Certified Nurse Aide (CNA) to every eight
residents for the day shift.

One 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 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.

1. As per the "Nurse Staffing Report" completed
by the facility for the 2 weeks of Complaint
staffing from 06/25/2023 to 07/08/2023, the
facility was deficient in CNA staffing for residents
on 6 of 14 day shifts as follows:

-06/25/23 had 10 CNAs for 104 residents on the
day shift, required at least 13 CNAs.

-06/29/23 had 12 CNAs for 102 residents on the
day shift, required at least 13 CNAs.

-06/30/23 had 11 CNAs for 102 residents on the
day shift, required at least 13 CNAs.

-07/01/23 had 9 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-07/02/23 had 9 CNAs for 95 residents on the day
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S 560 Continued From page 1 S 560

without impairments. The Director of
Nursing evaluated resident 30 for [N

. The Director of Nursing
reported the incident to the Department of
Health on 6/28/24 at 9am. The Director of
Nursing began the investigation and
completed the assessment and
determined the outcome.

Resident 82: Resident 82/ s |jjiilj were

NJ Exec Order 26401 IR

licensed nurse.

Resident 37: On 6/28/24, resident 37 was
provided with , had a full

ISE=ROIEEPIRIN by the Director of Nursing
which was (SR Vithout
-

Resident 41: On 6/28/24, resident 41 was
provided with , had a full

ISE=ROIEEPIRIN by the Director of Nursing
which was (SRR Without

Resident 94: On 6/27/24, resident 94 was
provided with , had a full
by the Director of Nursing

which was (SRR Without

Resident 95: On 6/28/24, resident 95 was
provided with , had a full

by the

which was Rk Vithout

3. Staffing Coordinator and Administrator
will implement a facility focus on hiring
nursing staff, offering shift incentives to
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shift, required at least 12 CNAs.
-07/08/23 had 8 CNAs for 96 residents on the day
shift, required at least 12 CNAs.

2. As per the "Nurse Staffing Report" completed
by the facility for the 2 weeks of Complaint
staffing from 07/30/2023 to 08/12/2023, the
facility was deficient in CNA staffing for residents
on 5 of 14 day shifts as follows:

-07/30/23 had 10 CNAs for 105 residents on the
day shift, required at least 13 CNAs.
-08/05/23 had 10 CNAs for 108 residents on the
day shift, required at least 13 CNAs.

-08/06/23 had 9 CNAs for 108 residents on the
day shift, required at least 13 CNAs.

-08/07/23 had 11 CNAs for 108 residents on the
day shift, required at least 13 CNAs.

-08/12/23 had 10 CNAs for 109 residents on the
day shift, required at least 14 CNAs.

3. As per the "Nurse Staffing Report" completed
by the facility for the 4 weeks of Complaint
staffing from 11/19/2023 to 12/16/2023, the
facility was deficient in CNA staffing for residents
on 13 of 28 day shifts as follows:

-11/19/23 had 10 CNAs for 100 residents on the
day shift, required at least 12 CNAs.

-11/25/23 had 9 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-11/26/23 had 11 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-11/27/23 had 12 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-11/29/23 had 10 CNAs for 96 residents on the
day shift, required at least 12 CNAs.

-11/30/23 had 11 CNAs for 96 residents on the

facility staff to encourage extra pick up
shifts and the use of agency staff if ratios
cannot be met with facility staff. Facility
staffing and recruitment methods will be
monitored in a weekly meeting.

4. Weekly meeting information will be
presented to QAPI committee monthly for
three months to ensure staffing ratios are
maintained.
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day shift, required at least 12 CNAs.
-12/02/23 had 8 CNAs for 94 residents on the day
shift, required at least 12 CNAs.

-12/03/23 had 10 CNAs for 94 residents on the
day shift, required at least 12 CNAs.

-12/07/23 had 11 CNAs for 93 residents on the
day shift, required at least 12 CNAs.

-12/09/23 had 9 CNAs for 96 residents on the day
shift, required at least 12 CNAs.

-12/10/23 had 10 CNAs for 96 residents on the
day shift, required at least 12 CNAs.

-12/12/23 had 8 CNAs for 97 residents on the day
shift, required at least 12 CNAs.

-12/16/23 had 10 CNAs for 96 residents on the
day shift, required at least 12 CNAs.

4. As per the "Nurse Staffing Report" completed
by the facility for the 2 weeks of staffing prior to
survey from 06/09/2024 to 06/22/2024, the facility
was deficient in CNA staffing for residents on 4 of
14 day shifts as follows:

-06/15/24 had 10 CNAs for 101 residents on the
day shift, required at least 13 CNAs.

-06/16/24 had 10 CNAs for 100 residents on the
day shift, required at least 12 CNAs.

-06/21/24 had 10 CNAs for 99 residents on the
day shift, required at least 12 CNAs.

-06/22/24 had 10 CNAs for 99 residents on the
day shift, required at least 12 CNAs.

On 7/2/24 during an interview with the surveyor,
the staffing coordinator (SC) who also worked in
human resources (HR) stated she was aware of
the CNA staffing ratios. She stated that the ratios
were as follows:

For the 7:00 AM to 3:00 PM shift the ratios were 1
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CNA:8 residents;

For the 3:00 PM to 11:00 PM shift the ratios were

1:10;

For the 11:00 PM to 7:00 AM shift the ratios were

1:14.

At that time, the SC stated that she does the best

she can to do to staff for the ratios and "it

sometimes works."
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This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments
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K000 INITIAL COMMENTS K 000

A Life Safety Code Survey was conducted by the
New Jersey Department of Health, Health Facility
Survey and Field Operations on 07/12/2024 and
07/15/2024, and Wynwood Rehabilitation and
Healthcare Center was found to be in
noncompliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
483.90(a), Life Safety from Fire, and the 2012
Edition of the National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
EXISTING Health Care Occupancy

The facility is a two-story building with a
basement that was built in 1965. It is composed
of Type Il protected construction. The facility is
divided into 4-smoke zones. The facility has a
Natural Gas Emergency Generator that supplies
electrical power to approximately 50 percent of
the building according to the Director of
Maintenance

The facility is Licensed for 114 beds. The census
was 103.

K 271 Discharge from Exits K271 8/5/24
SS=D  CFR(s): NFPA 101

Discharge from Exits

Exit discharge is arranged in accordance with 7.7,
provides a level walking surface meeting the
provisions of 7.1.7 with respect to changes in
elevation and shall be maintained free of
obstructions. Additionally, the exit discharge shall
be a hard packed all-weather travel surface.

18.2.7,19.2.7
This REQUIREMENT is not met as evidenced
by:
Based on observation and interview on 1. No residents were affected.
07//12/2024 and 07/15/2024 in the presence of 2 Residents of the center had the
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/05/2024

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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K271 Continued From page 1 K271
facility management, it was determined that the potential to be affected.
facility failed to provide 1 of 11 exit discharges 3 Exit discharges will have a stable, hard
with a stable, hard packed all-weather travel packed. all- weather travel surface and
surface and maintain a level walking surface, free maintain a level walking surface, free of
of all obstructions and impediments to reach a obstructions. A permanent concrete
public way (street or parking lot) in the case of fire walkway was installed at identified area as
or other emergency in accordance with National of 8/5/24. All other walkways have had
Fire Protection Association (NFPA) 101:2012 packed allweather travel surfaces free
Edition, Section 19.2, 19.2.1,19.2.7, 7.7, 7.7 1, from obstructions
7.732,716,7.1.6.2,7.1.6.3,7.1.10, 7.1.10.1. 4. As quality assurance measure, on a
This deficient practice had the potential to affect quarterly basis for 4 quarters, the Facility
any resident utilizing this exit and was evidence Manager or Designee will observe will
by the following: observe five exits to ensure surface is
hard packed level and free from
Starting at approximately 9:19 AM on 07/12/2024 obstructions. results of quarterly
and continued on 07/15/2024 in observations will be forwarded to the
the presence of the [IEHESINBICIIEE quality assurance committee for review
I during a tour of the facility, the surveyor and revisions will be made as necessary
observed outside of 11 designated exit discharge Pictures uploaded.

doors the following:

On 07/12/2024 at approximately 9:24 AM an
inspection of a basement designated exit
(iluminated exit signs above the door) discharge
door was performed.

The surveyor observed, measured and recorded
a 24 foot long grassy sloped unstable walking
surface to reach a public way (sidewalk).

In an interview at the time, the hejjjjiiilij confirmed
the findings.

The BIEHESINGOIGI | <rc informed of the
deficient practice during the Life Safety Code
survey exit on 07/15/2024 at approximately 12:58
PM.

NJAC 8:39-31.1(e)
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K281 Continued From page 2 K 281
K281 lllumination of Means of Egress K 281 8/5/24

SS=D CFR(s): NFPA 101

lllumination of Means of Egress

lllumination of means of egress, including exit
discharge, is arranged in accordance with 7.8 and
shall be either continuously in operation or
capable of automatic operation without manual

intervention.
18.2.8, 19.2.8
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and review of 1.1. No residents were affected.
facility provided documentation on 07/12/2024 2 Residents of the center had the
and 07/15/2024 in the presence of [N potential to be affected.

it was determined that the 3 Areas identified as a path of egress will
facility failed to ensure that all means of egress have continuous lighting with 2 lamps.
were provided with continuous lighting with two Areas with a single lamp were corrected
lamps for 3 of 11 designated exit discharge doors 08/01/2024
in accordance with NFPA 101, 2012 Edition, 4 As Quality Assurance measure on a
Section 19.2.8 and 7.8. This deficient practice weekly basis for 4 weeks, then a monthly
had the potential to affect was evidenced by the basis for 2 months, then a quarterly basis
following: for 2 quarters, the Facilities Manager or

Designee will observe 5 exit discharges to

A review of the facility provided lay-out identified ensure that areas of egress have
the facility is a two-story (2) building with eleven continuous lighting with 2 lamps. Results
(11) designated exit discharge doors (illuminated of quarterly observations will be forwarded
exit signs above doors) that Resident, Staff and to the Quality Assurance committee for
Visitors would use in the event of an emergency review and revisions will be made as
to exit the building. necessary. Pictures uploaded.

Starting at approximately 9:19 AM on 07/12/2024
and continued on 07/15/2024 in the presence of
the facilities' jjjiilj an inspected outside of the
building of 11 designated exit discharge doors for
continuous emergency lighting and observed the
following,

On 07/12/2024:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2PU021 Facility ID: NJ60314 If continuation sheet Page 3 of 16
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K324
SS=E

Continued From page 3

1) At approximately 9:24 AM, the surveyor
observed outside of the basement level
designated (illuminated exit sign) exit discharge
door a one single bulb light fixture. There was no
supplemental light to ensure area is illuminated
should the single bulb or single bulb light fixture
fail.

2) At approximately 10:59 AM, the surveyor
observed outside of the Physical Therapy
designated exit discharge (illuminated exit sign)
door no evidence of a light fixture.

On 07/15/2024:

3) At approximately 10:41 AM, the surveyor
observed outside the employee designated exit
discharge door (next to Resident room #33) had
no evidence of a light fixture.

In interviews at the times of observations, the
Bl confirmed the findings.

The was informed of the
deficient practice during the Life Safety Code
survey exit on 07/15/2024 at approximately 12:58
PM.

NJAC 8:39-31.2(e)
Cooking Facilities
CFR(s): NFPA 101

Cooking Facilities

Cooking equipment is protected in accordance
with NFPA 96, Standard for Ventilation Control
and Fire Protection of Commercial Cooking
Operations, unless:

* residential cooking equipment (i.e., small
appliances such as microwaves, hot plates,

K 281

K324

8/5/24
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K324 Continued From page 4 K 324

toasters) are used for food warming or limited
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply
with the conditions under 18.3.2.5.3, 19.3.2.5.3,
or

* cooking facilities in smoke compartments with
30 or fewer patients comply with conditions under
18.3.2.5.4,19.3.2.5.4.

Cooking facilities protected according to NFPA 96
per 9.2.3 are not required to be enclosed as
hazardous areas, but shall not be open to the
corridor.

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.2.5.5,9.2.3, TIA12-2

This REQUIREMENT is not met as evidenced
by:

Based on interview and review of facility
documentation on 07/12/2024 and 07/15/2024 in
the presence of facility management, it was
determined that the facility failed to inspect the
kitchen range-hood fire suppression system
semi-annually (every six months) in accordance
with NFPA 96. The deficient practice had the
potential to affect all residents and was evidenced
by the following:

At approximately 12:20 PM, a review of the
facility's range-hood fire suppression system
inspections for the previous 19 months identified
the system had three (3) semi-annual inspections
on the following dates:

- February 28, 2023. August 31, 2023 and July
13, 2024 (10-months later)

1. No residents were affected.

2 Residents of the center had the
potential to be affected.

3 The kitchen range-hood fire
suppression system will be inspected
semi-annually (every 6 months). Range
hood inspections will be scheduled and
completed accordingly.
4 As quality assurance measure, for one
year on a semi- annual basis in July and
January, the Facilities Manager or
Designee will confirm scheduling and
completion of range-hood fire suppression
system. Results of semi-annual
observations will be forwarded to the
quality assurance committee for review
and revisions will be made as necessary.
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In an interview at 1:35 PM, the |l stated there
had been no additional semi-annual Kitchen
suppression system inspections.

Thejiilll confirmed the findings at the times of
observations.

The was informed of the
deficient practice during the Life Safety Code
survey exit on 07/15/2024 at approximately 12:58
PM.

NJAC 8:39-31.2(e)

NFPA 96

Fire Alarm System - Testing and Maintenance
CFR(s): NFPA 101

K345 K345 8/5/24

SS=F

Fire Alarm System - Testing and Maintenance
Afire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.

9.6.1.3,9.6.1.5, NFPA 70, NFPA 72

This REQUIREMENT is not met as evidenced
by:

Based on interview and documentation review on
07/12/2024 and 07/15/2024 in the presence of
the facility management, it was determined that
the facility failed to ensure smoke detection
sensitivity was tested every alternate year of the

1. No residents were affected.

2 Residents of the center had the
potential to be affected.

3 Smoke detection sensitivity testing for
the 101 smoke detectors in the facility will

facility smoke detectors in accordance with NFPA
72 National Fire Alarm and Signaling Code (2010
Edition Section 14.4.5.3.2.

This deficient practice was identified for 1 of 1 fire

be completed every alternate year. As of
07/08/2024, all smoke detectors have had
sensitivity testing performed.

4. As quality assurance measure, on an
annual basis in July, the director of
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alarm systems, had the potential to affect all
residents and was evidenced by the following:

A review of the facility provided mandatory fire
alarm system Semi-annual inspections for the
previous 19 months at approximately 11:58 AM,
revealed the following:

- 12/19/2022, no documentation of sensitivity
testing performed.

- 06/09/2023, no documentation of sensitivity
testing performed.

- 12/21/2023, no documentation of sensitivity
testing performed.

- 06/10/2024, no documentation of sensitivity
testing performed.

This review of the testing reports revealed no
reference to a smoke detection sensitivity testing
performed for the 101 smoke detectors in the
facility.

On 07/12/2024 at approximately 1:35 PM, a
request was made to the
I that the facility may have to place a
telephone call to the Contracted Vendor (CV) for
the Fire Alarm and Detection System Inspections
and request to get a copy of the last smoke
detector sensitivity testing.

On 07/15/2024 the facility could not provide
evidence of a smoke detector sensitivity testing.

In an interview at the time of review, the il
confirmed the findings.

The was informed of the
deficient practice during the Life Safety Code
survey exit on 07/15/2024 at approximately 12:58

maintenance or designee will review
documentation and confirm sensitivity
testing for all smoke detectors is current.
Results of annual observation will be
forwarded to the quality assurance
committee for review and revisions will be
made as necessary. Report uploaded.
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K345 Continued From page 6 K 345
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NFPA 70, 72
K 363  Corridor - Doors K 363 8/5/24

SS=E CFR(s): NFPA 101

Corridor - Doors

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas resist the passage of smoke
and are made of 1 3/4 inch solid-bonded core
wood or other material capable of resisting fire for
at least 20 minutes. Doors in fully sprinklered
smoke compartments are only required to resist
the passage of smoke. Corridor doors and doors
to rooms containing flammable or combustible
materials have positive latching hardware. Roller
latches are prohibited by CMS regulation. These
requirements do not apply to auxiliary spaces that
do not contain flammable or combustible material.
Clearance between bottom of door and floor
covering is not exceeding 1 inch. Powered doors
complying with 7.2.1.9 are permissible if provided
with a device capable of keeping the door closed
when a force of 5 Ibf is applied. There is no
impediment to the closing of the doors. Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates
of unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted. Door frames
shall be labeled and made of steel or other
materials in compliance with 8.3, unless the
smoke compartment is sprinklered. Fixed fire
window assemblies are allowed per 8.3. In
sprinklered compartments there are no
restrictions in area or fire resistance of glass or
frames in window assemblies.
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19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483,
and 485
Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices,
etc.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
facility provided documentation on 07/12/2024
and 07/15/2024 in the presence of facility
management, it was determined that the facility
failed to ensure that 3 of 27 corridor doors
observed and inspected were able to resist the
passage of smoke in accordance with NFPA 101:
2012 Edition, Section 19.3.6, 19.3.6.3, 19.3.6.3.1
and 19.3.6.5.

This deficient practice had the potential to affect
was evidenced by the following:

On 07/12/2024 during the survey entrance at
approximately 9:04 AM, a request was made to
the
I to provide a copy of the facility lay-out
which identifies the various rooms, offices and
common areas in the facility.

A review of the facility provided lay-out identified
the facility is a two-story (2) building.

The first floor has 56 Resident sleeping rooms
and common areas.

The second floor is administrative offices.

Observations starting at approximately 9:19 AM
on 07/12/2024 and continued on 07/15/2024 in

the presence of the facility's [jjjiilj revealed the

the following doors were not smoke resistant:

On 07/12/2024:
1. At approximately 10:18 AM, the surveyor

Photos uploaded.

1. No residents were affected.

2 Residents of the center had the
potential to be affected.

3 Corridor doors will be configured and
installed to resist passage of smoke.
Resident rooms #16 and 19 and South
Wing Supervisor's Office doors were
adjusted on 08/02/2024.

4. As quality assurance measure, on an
quarterly basis for 4 quarters, the
Facilities Manager or designee will
observe 10 corridor doors to ensure doors
are configured and installed to prevent the
passage of smoke. Results of quarterly
observations will be forwarded to the
quality assurance committee for review
and revisions will be made as necessary.
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observed during a closure test of Resident room
#19. The door did not latch into its frame, leaving
a 1-inch open gap between the door and frame.

2. At approximately 10:21 AM, during a closure
test of the resident room #16, when the corridor
door was in the closed position, the surveyor
observed a 1/4" gap along the doors top edge.

3. At approximately 11:03 AM, during a closure
test of the | ill Wing Nursing Supervisors
office, the door did not close into its frame.

Code requires doors protecting corridors have
gaps no larger than 1/8 of an inch around the
doors frame and no more than one (1) inch along
the doors bottom edge.

In an interview at the time of observations, the
Bl confirmed the findings.

The BEHESINGIGI 1 25 informed of the
deficient practice during the Life Safety Code
survey exit on 07/15/2024 at approximately 12:58
PM.

NJAC 8:39-31.1(c), 31.2(e)
K 374 | Subdivision of Building Spaces - Smoke Barrie K374 8/5/24
SS=E CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier
Doors

2012 EXISTING

Doors in smoke barriers are 1-3/4-inch thick solid
bonded wood-core doors or of construction that
resists fire for 20 minutes. Nonrated protective
plates of unlimited height are permitted. Doors
are permitted to have fixed fire window
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assemblies per 8.5. Doors are self-closing or
automatic-closing, do not require latching, and
are not required to swing in the direction of
egress travel. Door opening provides a minimum
clear width of 32 inches for swinging or horizontal
doors.

19.3.7.6, 19.3.7.8, 19.3.7.9
This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews, and review of
facility provided documentation on 07/12/2024
and 07/15/2024 in the presence of facility
management, it was determined that the facility
failed to maintain smoke barrier doors to resist
the transfer of smoke when completely closed for
fire and smoke protection. This deficient practice
was identified for 2 of 5 sets of corridor double
smoke barrier doors tested, had the potential to
affect all residents on the 1st. floor and was
evidence by the following:

Observations during a two (2) day tour, revealed
the il performed closure tests of five (5) sets
of double smoke doors with the following results:

On 07/12/2024:

1) At approximately 10:01 AM, during a closure
test of a set of corridor double smoke doors near
the South Unit Nursing station, the jjjiilij released
the doors from their magnetic hold open devices
and allowed the doors to self-close. The surveyor
observed, measured and recorded a 1/2 -inch
wide by 3-inch long gap near the bottom meeting
edges of the doors.

2) At approximately 11:08 AM, during a closure
test of a set of corridor double smoke doors on
the North Unit (next to Resident room #49), the

Il released the doors from the magnetic hold

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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1. No residents were affected.

2 Residents of the first floor had the
potential to be affected.

3 Smoke Barrier doors will be configured
and installed to resist passage of smoke:
set of corridor double smoke doors near
the South Unit Nursing station measured
and recorded a 1/2 -inch wide by 3-inch
long gap near the bottom meeting edges
of the doors. Next, the double smoke
doors on the North Unit (next to Resident
room #49) measured and recorded a
1-inch gap along the doors bottom edge.
Both of these sets of doors were adjusted
on 08/02/2024.
4. As quality assurance measure, on a
quarterly basis for 4 quarters, the
Facilities Manager or designee will
observe 10 corridor doors are configured
and installed to prevent the passage of
smoke. Results of quarterly observations
will be forwarded to the quality assurance
committee for review and revisions will be
made as necessary.
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open device and allowed to self close into their
frame. The surveyor observed, measured and
recorded a 1-inch gap along the doors bottom
edge.

In an interview at the time of observations, the
Bl confirmed the findings.

The BIEHESINGOIGI | <rc informed of the
deficient practice during the Life Safety Code
survey exit on 07/15/2024 at approximately 12:58
PM.

N.J.A.C. 8:39-31.1(c), 31.2(e)
K 741 Smoking Regulations K 741 8/5/24
SS=D  CFR(s): NFPA 101

Smoking Regulations

Smoking regulations shall be adopted and shall
include not less than the following provisions:
(1) Smoking shall be prohibited in any room,
ward, or compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area shall be posted with signs that read NO
SMOKING or shall be posted with the
international symbol for no smoking.

(2) In health care occupancies where smoking is
prohibited and signs are prominently placed at all
major entrances, secondary signs with language
that prohibits smoking shall not be required.

(3) Smoking by patients classified as not
responsible shall be prohibited.

(4) The requirement of 18.7.4(3) shall not apply
where the patient is under direct supervision.

(5) Ashtrays of noncombustible material and safe
design shall be provided in all areas where
smoking is permitted.
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(6) Metal containers with self-closing cover
devices into which ashtrays can be emptied shall
be readily available to all areas where smoking is

permitted.
18.7.4,19.7.4
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and document 1. No residents were affected.
review on 07/12/2024, the facility failed to ensure 2 Residents utilizing the smoking area
ashtrays of noncombustible material and safe had the potential to be affected.
design, and a metal container with a self-closing 3 Ashtrays made of noncombustible
cover device into which ashtray could be emptied, materials provided on 8/1/2024 as well as
were readily available to the smoking area in a metal container with self closing lid
accordance with NFPA 101 Life Safety Code available for the emptying of ashtrays
(2012 Edition) section 19.7.4 (5)(6). This deficient 8/1/2024.
practice had the potential to affect all residents 4. As a quality assurance measure, an
who were smokers and utilized the smoking area audit will be conducted on a weekly basis
and was evidenced by the following: for 4 weeks, then a monthly basis for 2
months, the Director of nursing or
A review of the facility policy titled, " Resident designee will observe smoking areas for
Smoking Policy" dated July 17, 2023 read in part: the presence of ashtrays made of
noncombustible materials and metal

" 2. Safety measures for the designated smoking containers with self-closing covers.
area will include, but not limited to: Results of observations will be forwarded

B, Provisions of ashtrays made of to the quality assurance committee for
noncombustible material and safe design. review and revisions will be made as

C. Accessible metal containers with necessary.
self-closing covers into which ashtrays can be
emptied."

An observation on 07/12/2024 at 11:07 AM
revealed the smoking area had one (1)
freestanding plastic cigarette butt receptacles and
did not have an ashtray of noncombustible
material and a metal container with a self-closing
cover device.

During an interview at the time of the observation,
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the il confirmed there was not an ashtray of

noncombustible material and a metal container
with a self-closing cover device in the designated
smoking area.

NJAC 8:39-31.2(e), 31.6(e)
K 918 | Electrical Systems - Essential Electric Syste K918 8/5/24
SS=F  CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source
and associated equipment is capable of supplying
service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA 110.

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
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the possibility of damage of the emergency power
source is a design consideration for new
installations.

6.4.4,6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This REQUIREMENT is not met as evidenced

by:
Based on observation and interview on 7/15/24, 1. No residents were affected.

in the presence of the JISHESIENEOIOIN 2 Residents of the center had the

Il it was determined that the facility failed to potential to be affected.

ensure that EES electrical panels and circuits 3 Circuit Breakers on the emergency

were marked, and readily identifiable in electrical panel have been mapped to the

accordance with NFPA 70: 2011 edition, Section corresponsding areas and are labeled and

700.10. This deficient practice had the potential to are identifiable.

affect all the residents and was evidenced by the 4. As quality assurance measure, on a

following: quarterly basis for 4 quarters, the director
of maintenance or Designee will observe

An observation on 7/15/24 at 11:13 AM with the electrical panels for labels readily

lll revealed that the emergency electrical panel identifying respective circuit breakers.

next to the emergency generator contained 20 Results of quarterly observations will be

circuit breakers. One of the 20 circuit breakers forwarded to the quality assurance

was labeled with a sticker identifying it as "Phone committee for review and revisions will be

System". The remaining 19 circuit breakers were made as necessary. Photo uploaded.

unidentifiable. An empty electrical circuit directory
holder was attached to the panel door.

An interview was conducted during the time of the
observation with the [l who confirmed that the
circuit breakers were not labeled, and stated that
the breakers should be for the subpanels and
other things but was not exactly sure since the
breakers were not labeled.

The

were notified of the deficient
practice at the Life Safety Code exit conference
at 12:58 PM.

8:39-31.2 (e), 31.2 (i)
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