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COMPLAINT # NJ152252, NJ154503,
NJ153322, NJ156363, NJ158848

CENSUS:
SAMPLE SIZE: 6

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

F 690 | Bowel/Bladder Incontinence, Catheter, UTI F 690 8/26/22
SS=D | CFR(s): 483.25(e)(1)~(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(i) A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

(i) A resident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;

and
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/19/2022

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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(iii) A resident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

This REQUIREMENT is not met as evidenced
by:

C#: NJ152252, NJ154503

Based on observations, interviews, review of the
medical record, and other pertinent facility
documents on 7/26/2022 and 7/27/2022, it was
determined that the facility failed to provide
incontinence care for a resident dependent on
staff for assistance and failed to follow its policy
titled "Activities of Daily Living (ADLs), and the
Certified Nursing Assistant job description titled
Support and Certified Nursing Assistant "Job
Functions." This deficient practice was identified
for 1 of 6 residents reviewed (Resident- and
was evident by the following:

During a tour of the second-floor unit on
7/26/2022 at 10:30 a.m., the Unit Manager (UM)
informed the Surveyor that the current unit
census was [l residents. There were two
Licensed Practical Nurses (LPN), one Registered
Nurse (RN), and three Certified Nurse Aides
(CNA) working in the unit. The Surveyor
requested a tour with the UM and CNA. During
the tour, the Surveyor requested an incontinence
check on Resident.. The CNA proceeded to

PLAN OF CORRECTION

correction is submitted to meet
federal law.

I.  CORRECTIVE ACTIONS

THE DEFICIENT PRACTICE:

to Resident..

The Unit Manager reviewed

This plan of correction constitutes our
written allegation of compliance for the
deficiencies cited. However, submission
of this plan of correction is not an
admission that a deficiency exists or that
one was cited correctly. This plan of

requirements established by state and
F690: SS=D Bowel/Bladder Incontinence,
Catheter, UTI CFR(s): 483.25(e)(1)-(3)

ACCOMPLISHED FOR RESIDENTS
FOUND TO HAVE BEEN AFFECTED BY

Upon identification of the issue, CNA
immediately provided Incontinence Care
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the care

plan of Resident. with involved CNA to
ensure that Incontinence Care is provided
to Resident, in accordance with his/her
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remove Resident.'s adult brief, which the
Surveyor observed to be and

with a . During
the observation, the Surveyor asked the UM if
Resident s adult brief should be ||| | Gz
She stated, "No." There were no skin issues
noted for Resident. during the incontinence
check care.

During an interview on 7/26/2022 at 10:35 a.m.,
the CNA revealed to the Surveyor that she had 16
residents on her assignment that morning, of
which eight were total care, five were minimal
assistance, and three were independent with
ADLs. The CNA further stated that she provided
incontinence care for Resident il at 7:30 a.m.
The Surveyor asked the CNA what the facility's
policy was for rounding and incontinence checks.
The CNA stated that her routine was to come in
at the beginning of her shift, check on her
assigned residents, and provide care. The CNA
further indicated that she does round every hour
and as needed for the residents, and she last
changed the resident at 7:30 a.m.

During an interview on 7/26/2022 at 10:43 a.m.,
the UM stated Resident.s adult brief was very
saturated. The UM said incontinent residents
should be rounded on every two hours and as
needed. The UM further stated from the previous
change of Resident. until now, it has been
more than three hours. No further information
was provided.

During a second interview on 7/26/2022 at 12:45
p.m., the Surveyor asked the CNA if she followed
the facility policy of incontinence care. The CNA

stated the policy was not followed. She further

individualized plan of care. CNA was
verbally educated on reviewing the ADL
care needs of residents in his/her
assignment to ensure that he/she
prioritizes the performance of
incontinence checks on "dependent
residents who are unable to communicate
their needs."

Il.  IDENTIFICATION OF RESIDENTS
WHO HAVE THE POTENTIAL TO BE
AFFECTED BY THE SAME DEFICIENT
PRACTICE:

All residents who are incontinent and
dependent on staff for assistance in
toileting have the potential to be affected
by the deficient practice. The Director of
Nursing and Unit Managers generated a
list of these residents from the Clinical
Software based on the resident
assessments and care plans.

Ill. MEASURES PUT INTO PLACE OR
SYSTEMIC CHANGES TO ENSURE
THAT THE DEFICIENT PRACTICE WILL
NOT RECUR:

All Nursing staff will be in-serviced on
the following:
(a) Provision of incontinence care for
residents who are dependent on staff in
toileting by conducting prompt
incontinence checks.
(b) Compliance with Facility's policy
entitled "Activities of Daily Living (ADLS)
(c) Review of the Certified Nursing
Assistant Job Description/Job Functions
"Review CNA job description with
emphasis on bowel and bladder
functions."
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stated, "I do my best to provide care for the
residents, even though sometimes there are
about 16 or 18 residents on the assignment. The
CNA further stated, "it is impossible to round on
the residents every two hours; there is a lot to do
with 18 residents".

A review of the Electronic Medical records was as
follows:

According to the Admission Record, Resident.
was admitted to the facility on with
diagnoses which included but were not limited to

A review of the Minimum Data Set (MDS), an
assessment tool used to facilitate the
management of care, dated , indicated
Resident. had a score of and required
extensive assistance with bed mobility personal

hygiene, and incontinent of ||| EGNzN-

During an interview on 7/27/2022 at 1:50 p.m.,
the Director of Nursing (DON) stated that the
standard of practice for incontinence care was to
round every 2 hours. The DON further stated that
some residents might require more frequent
changes, and the CNA is expected to provide the
care needed. The Surveyor asked the DON if a
resident's adult brief should be fully

that was changed two
hours before observation. The DON responded,
"No."

Review of the facility policy updated 10/2021 titled
Activities of Daily Living (ADLs), Support Policy
Interpretation and Implementation: 2. Appropriate

IV. MONITORING OF CORRECTIVE
ACTIONS:

Unit Manager or designee will conduct
Observation Audits on 3 Incontinent and
ADL-dependent residents per unit per
month x 3 months. This is to ensure that
incontinence care is provided for resident
promptly in accordance with the resident's
care plan. Any issues will be rectified
immediately. Findings will be reported to
the Director of Nursing monthly and will be
presented at the quarterly QAPI Meeting.
QAPI Committee will determine the need
for further audits and/or action plans to
ensure on-going compliance.
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Continued From page 4

care and services will be provided for residents
who are unable to carry out ADLs independently,
with the consent of the resident and in
accordance with the plan of care, including
appropriate support and assistance with c.
Elimination (toileting).

Review of the "Certified Nursing Assistant”
Purpose of Your Job Position revealed: To
provide each of your assigned residents with
routine daily nursing care and services in
accordance with the resident's assessment and
care plan and as may be directed by your
supervisor in accordance with the requirements
of the policies and procedures of this facility in
accordance with current federal, state, and local
standards governing the facility. "Job Functions":
Assist resident with bowel and bladder functions
(i.e., take to bathroom, offer bedpan/urinal,
portable commode, etc.)

N.J.A.C 8:39-27.2(h)
Label/Store Drugs and Biologicals
CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and

F 690

F 761

8/26/22
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Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.
§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.
This REQUIREMENT is not met as evidenced
by:
C#:NJ 152252, NJ154503, NJ153322, F-761: SS=D - Label/Store Drugs and
NJ156363, NJ158848 Biologicals CFR(s): 483.45(g)(h)(1)(2)
I.  CORRECTIVE ACTIONS
Based on observations, interviews, review of the ACCOMPLISHED FOR RESIDENTS
medical record, and other pertinent facility FOUND TO HAVE BEEN AFFECTED BY
documents on 7/26/2022 and 7/27/2022, it was THE DEFICIENT PRACTICE:
determined that the facility failed to ensure The involved LPN administered all the
medications were appropriately stored and failed medications that were ordered for
to follow its policy titled "Storage of Medications." Resident.. The LPN was instructed by
This deficient practice was identified for- the unit manager to remove noted
residents (Resident.), evidenced by the medications. The observed medications
following: were removed and confirmed via visual
identification and administered as
During a tour on 7/26/2022 at 10:06 a.m. on the prescribed. Once verified medications
second floor, the Unit Manager (UM) and the were administered with no adverse
Surveyor observed a cup with medications in effects. A Clinical Occurrence report
Resident || - Resicent ] was related to the incident was completed by
observed in bed, asleep, and did not respond to the Unit Manager and the physician was
his/her name when called by the UM. The UM notified.
took the cup from Resident Il anc The involved LPN was counseled and
proceeded out of the resident's room to the in-serviced regarding proper Medication
medication cart. While at the medication cart, the Administration and Medication Storage.
UM called the assigned Licensed Practical Nurse Emphasis was made on ensuring that the
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(LPN) for Resident. to the medication cart and
gave. the medications in the cup. The
Surveyor then asked the LPN to identify the
medications in the presence of the UM. The LPN
used the medication bubble packs from the
medication cart to identify the medications. She
stated that the medications were:
milligram (mg),

(MEQ).
As the LPN identified the medications, the
Surveyor reviewed the electronic Medication
Administration Record (eMAR) in the presence of
the UM and the LPN. The Surveyor observed the
eMAR was highlighted green and signed by the
LPN, indicating she administered the medications
at 8:00 a.m.

During an interview on 7/26/2022 at 10:15 a.m.,
the LPN stated the medications should not have
been left in Resident . She said,"It is my
fault; | should have watched the resident take
his/her meds."

During an interview on 7/26/2022 at 10:20 a.m.,
the UM stated it is expected for the LPN to follow
the five rights of medication administration,
ensure that the resident takes his /her
medication, and then sign out the medications.
The UM further revealed to the Surveyor when
the LPN left the medications at Resident

bedside that the incident was a clinical error, and
we will follow up and address the issue.

A review of the Order Summary Report (OSR)

dated through [ revealed
Resident Ml had the following Physician's Orders

Nurse has to remain with the resident until
the administration is completed; and if
unable to complete administration, the
nurse is not to leave medications with the
resident.

Il.  IDENTIFICATION OF RESIDENTS
WHO HAVE THE POTENTIAL TO BE
AFFECTED BY THE SAME DEFICIENT
PRACTICE

All residents who receive medications
have the potential to be affected by this
deficient practice. The Unit Manager
immediately checked the residents on the
nursells assignment. The medications
administered followed current policy.

lll. MEASURES PUT INTO PLACE OR
SYSTEMIC CHANGES TO ENSURE
THAT THE DEFICIENT PRACTICE WILL
NOT RECUR

All nurses were educated on the
facility[Js policy re: Proper Medication
Administration with focus on ensuring that
medications are not left with the resident
when Nurse is unable to ensure the
completion of Medication Administration.

IV. MONITORING OF CORRECTIVE
ACTIONS

The Unit Manager/Nursing Supervisor
or Designee will conduct Observation
Audits of 2 nurses per unit per month x 3
months to ensure that medications are
appropriately administered and that
medications are not left with the resident
when Nurse is unable to ensure the
completion of Medication Administration.
Audit Findings will be reported to the
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mg, give one tablet by mouth
once daily for dated |||

mg, give one tablet by mouth
once daily for dated

mg, give one tablet by mouth daily for

supplement dated ||| |

mg. Give one capsule
by mouth three times a day for ||| dated

mg. Give one tablet by mouth two
times a day fo dated |
mg. Give one tablet by
mouth once daily for dated

mg. Give one tablet by mouth two

times a day for [l date [N

mg. Give

one tablet by mouth once daily for

cete I

MEQ. Give one tablet
by mouth two times a day for supplement dated

Review of the Electronic Medical records was as
follows:

According to the Admission Record, Resident.

was admitted to the facility on |||l with

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

Director of Nursing on a monthly basis
and reported at the Quarterly Quality
Assurance Meeting. The QAPI (Quality
Assurance and Performance
Improvement) Committee will determine
the need for further audits and/or action
plans
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diagnoses which included but were not limited to

A review of the Minimum Data Set (MDS), an
assessment tool used to facilitate the

management of care, dated
Resident had a score of
resident was

indicated
, indicating the

During an interview on 7/26/2022 at 12:40 p.m.,
Resident. informed the Survey that he/she did
not remember the above incident and could not
remember having the Surveyor in his/her room
this morning. Resident. stated, "I must have
been sleeping, but the nurse brought in my
medications later, and | took them while awake."

During an interview on 7/27/2022 at 1:50 p.m.,
the DON stated medications should not be left
with a resident to take unattended. The DON
further stated that her expectation for medication
administration was for the LPN to follow the five
rights of medication administration: the right
medication, the right dose, the right route, the
right time, and the right patient. She further stated
that the nurse should remain with the resident
until the administration was completed. The DON
also revealed to the Surveyor that at no point is
the nurse allowed to leave medications with a
resident unadministered.

A review of the facility's policy titled "Storage of

Medications "dated 1/2022 showed Under "Policy
Interpretation and Implementation,": 1. Drugs and
biologicals used in the facility are stored in locked
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compartments under proper temperatures and
humidity controls. Only persons authorized to
prepare and administer medications have access
to locked medications. 3. The nursing staff is
responsible for maintaining medication storage
and preparation areas in a clean, safe, sanitary
manner.

N.J.A.C 8:39-29.4(h)
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S 000| Initial Comments S 000
C#: NJ156363, NJ154848, NJ152252, NJ153322,
NJ154503
CENSUS: 110
SAMPLE SIZE: 6
The facility is not in substantial compliance with
all of the standards in the New Jersey
Administrative Code 8:39, Standards for
Licensure of Long-Term Care Facilities.
The facility must submit a plan of correction,
including a completion date for each deficiency
and ensure that the plan is implemented. Failure
to correct deficiencies may result in enforcement
action in accordance with provisions of 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 8/26/22
(a) The facility shall comply with applicable
Federal, State, and local laws, rules, and
regulations.
This REQUIREMENT is not met as evidenced
by:
C#: NJ156363, NJ154848, NJ152252, NJ153322, S-560 - 8:39-5.1(a) Mandatory Access to
NJ154503 Care [1 STATE[IS STAFFING RATIOS
I.  CORRECTIVE ACTIONS
CENSUS: 110 ACCOMPLISHED FOR RESIDENTS
FOUND TO HAVE BEEN AFFECTED BY
SAMPLE SIZE: 6 THE DEFICIENT PRACTICE:
The facility actively sought to fill all
Based on facility document review on 7/26/2022 open CNA shifts to comply with state
and 7/27/2022, it was determined that the facility mandated ratios No residents have been
failed to ensure staffing ratios were met to adversely affected by the deficient
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/19/22
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S 560 | Continued From page 1 S 560
maintain the required minimum staff-to-resident practice.
ratios as mandated by the State of New Jersey
for 33 of 35 Certified Nurse's Aides (CNAs) for Il. IDENTIFICATION OF RESIDENTS
Day shifts, 1 of 35 Direct Care staff for Evening WHO HAVE THE POTENTIAL TO BE
Shifts, and 9 of 35 Direct Care Staff for Overnight AFFECTED BY THE SAME DEFICIENT
Shifts. This deficient practice had the potential to PRACTICE
affect all residents. All residents have the potential to be
affected by this deficient practice.
Findings include:
Ill. SYSTEMIC CHANGES TO ENSURE
Reference: New Jersey Department of Health THAT THE DEFICIENT PRACTICE DOES
(NJDOH) memo, dated 01/28/2021, "Compliance NOT RECUR
with NJSA (New Jersey Statutes Annotated) Facility[1s Recruitment and Retention
30:13-18, new minimum staffing requirements for Strategies and Efforts have been in
nursing homes," indicated the New Jersey progress, which include but are not limited
Governor signed into law PL 2020 ¢ 112, codified to the following:
as NJSA 30:13-18 (the Act), which established The staffing coordinator continues to
minimum staffing requirements in nursing homes. identify staffing ratios daily. The staffing
The following ratio (s) were effective on coordinator will continue to attempt to
02/01/2021: ensure that all open shifts are covered
Aggressively run ads in various social
One Certified Nurse Aide (CNA) to every eight media platforms and employment
residents for the day shift. One direct care staff application websites
member to every 10 residents for the evening Contract with staffing agencies
shift, provided that no fewer of all staff members Conduct Staff Appreciation programs
shall be CNAs and each direct staff member shall and activities to promote Staff
be signed into work as a certified nurse aide and Retention
shall perform nurse aide duties: and One direct Center has contracted CNA class
care staff member to every 14 residents for the based out of Rowan University.
night shift, provided that each direct care staff
member shall sign in to work as a CNA and IV. MONITORING OF CORRECTIVE
perform CNA duties. ACTIONS
Staffing Coordinator or designee will
The facility was deficient in Staffing as follows: submit monthly reports to the QAPI
(Quality Assurance and Performance
33 of 35 CNA Day shift Staffing: Improvement) Committee X 3 months,
regarding all efforts made to try to comply
4/24/22 The facility had 10 CNAs for 112 with the State[Js Staffing Ratios. Reports
residents for day shift, required 14 will include the status of all recruitment
4/25/22 The facility had 10 CNAs for 109 and retention efforts. The QAPI (Quality
STATE FORM 6899 MROV11 If continuation sheet 2 of 5
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§ 560 | Continued From page 2 S 560
residents for day shift, required 14 Assurance and Performance
4/26/22 The facility had 11 CNAs for 109 Improvement) Committee will determine
residents for day shift, required 14 the need for further action plans.
4/27/22 The facility had 10 CNAs for 109
residents for day shift, required 14
4/28/22 The facility had 12 CNAs for 109
residents for day shift, required 14
4/29/22 The facility had 13 CNAs for 109
residents for day shift, required 14
4/30/22 The facility had 9 CNAs for 110 residents
for day shift, required 14
5/1/22 The facility had 8 CNAs for 111 residents
for day shift, required 14
5/2/22 The facility had 12 CNAs for 111 residents
for day shift, required 14
5/3/22 The facility had 10 CNAs for 110 residents
for day shift, required 14
5/4/22 The facility had 9 CNAs for 108 residents
for day shift, required 13
5/6/22 The facility had 12 CNAs for 107 residents
for the day shift, required 13
5/7/22 The facility had 10 CNAs for 108 residents
for the day shift, required 13
6/26/22 The facility had 5 CNAs for 101 residents
for the day shift, required 13
6/27/22 The facility had 9 CNAs for 101 residents
for the day shift, required 13
6/28/22 The facility had 11 CNAs for 99 residents
for the day shift, required 12
6/29/22 The facility had 9 CNAs for 99 residents
for the day shift, required 12
6/30/22 The facility had 8 CNAs for 99 residents
for the day shift, required 12
7/1/22 The facility had 9 CNAs for 101 residents
for the day shift, required 12
7/3/22 The facility had 11 CNAs for 103 residents
for the day shift, required 13
7/4/22 The facility had 8 CNAs for 103 residents
for the day shift, required 13
715/22 The facility had 9 CNAs for 103 residents
STATE FORM 6899 MROV11 If continuation sheet 3 of 5
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for the day shift, required 13

716/22 The facility had 7 CNAs for 103 residents
for the day shift, required 13

7/7/22 The facility had 10 CNAs for 103 residents
for the day shift, required 13

718/22 The facility had 10 CNAs for 103 residents
for the day shift, required 13

7/9/22 The facility had 9 CNAs for 103 residents
for the day shift, required 13

7/10/22 The facility had 9 CNAs for 105 residents
for the day shift, required 13

7/11/22 The facility had 9 CNAs for 105 residents
for the day shift, required 13

7/12/22 The facility had 11 CNAs for 105
residents for the day shift, required 13

7/13/22 The facility had 11 CNAs for 105
residents for the day shift, required 13

7/14/22 The facility had 11 CNAs for 105
residents for the day shift, required 13

7/15/22 The facility had 12 CNAs for 105
residents for the day shift, required 13

7/16/22 The facility had 10 CNAs for 102
residents for the day shift, required 13

1 of 35 Evening Shifts as follows:

4/25/22 The facility had 10 direct care staff
members for 109 residents for the evening shift,
required 11

9 of 35 Overnight Shifts as follows:

4/24/22 The facility had 6 direct care staff
members for 112 residents for the overnight shift,
required 8

4/25/22 The facility had 6 direct care staff
members for 109 residents for the overnight shift,
required 8

4/30/22 The facility had 7 direct care staff
members for 110 residents for the overnight shift,

S 560
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S 560 | Continued From page 4 S 560
required 8
5/1/22 The facility had 7 direct care staff
members for 111 residents for the overnight shift,
required 8
5/4/22 The facility had 7 direct care staff
members for 108 residents for the overnight shift,
required 8
5/6/22 The facility had 7 direct care staff
members for 107 residents for the overnight shift,
required 8
7/7/22 The facility had 6 direct care staff
members for 103 residents for the overnight shift,
required 7
7/11/22 The facility had 6 direct care staff
members for 105 residents for the overnight shift,
required 7
7/16/22 The facility had 5 direct care staff
members for 102 residents for the overnight shift,
required 7
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