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Complaint # NJ 175415

Survey Dates: 07/11/24 through 07/15/24
Census: 406

Sample Size: 11

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.

The facility is not in substantial compliance with
requirements of 42 CFR Part 483, for Long Term
Care facilities. Deficiencies were cited for this
survey.

A Complaint Survey was conducted at Sinai Post
Acute Center from 07/11/24 through 07/15/24 to

determine compliance with 42 CFR Part 483, for
Long Term Care facilities.

During the survey a finding which constituted
Immediate Jeopardy (IJ) was identified under 42
CFR 483.10 (a) (1)-Resident Rights/Exercise
Rights (F 550, F 557, F 561, F 603, and F 604) as
the facility failed to provide 11 of 11 S

) (Resident #1, 2, 3, 4, 5,
6,7,8,9, 10, and 11) the autonomy to participate
in group activities, community dining, serving
meals in a dignified manner, freely communicate
with visitors, and leave rooms at will and were
free from R A!s0, 42 CFR
483.70-Administration who failed to ensure the
facility implemented policies and procedures for

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/07/2024

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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Resident Rights and Self Determination as well
as policies and procedures to prevent physical
restraints and seclusion. The [l also failed to
ensure 11 of 11 NJ Ex Order 26.4(b)(1) )
(Resident#1, 2, 3,4,5,6,7,8,9, 10, and 11)

signed Admission Agreements on admission to
the facility.

Reference: The Centers for Medicare and
Medicaid Services (CMS) updated Guideline to
Surveyors on Federal Requirements for Providing
services to Justice Involved individuals, revised
12/23/2016 S & C 16-21-ALL documented Skilled
Nursing Facilities must permit residents to have
autonomy and choice to the maximum extent
practicable regarding how they wish to live their
everyday lives and receive care with the same
rights as nursing home residents.

1. According to the Admission Record, Resident #
1 was admitted to the facility with diagnoses

NJ ex order 26.4b1

, Resident

FEINJ ex order 26.4b1

ng to the Admission progress note dated
§l at 3:20 PM, revealed the resident was

ANEOQUCCIRINE A review of the Individualized
Care Plans revealed no care plans were initiated

Accordi
INJ ex ¢ T 26.4L

for the supervision of ADL care,

[NJ Ex Order 26.4(b)(1]

activities, or Further review of the
medical record revealed that Resident #1 did not
sign the facility Admission Agreement (AA). The
Comprehensive Minimum Data Set (MDS) was in
progress and unavailable for review.

2. According to the Admission Record Resident
#2 was admitted to the facility with diagnoses
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which included NNESEOIG LR RI(OIEN
). According to the Admission
Assessment dated [ Resident #2 was
assessed as having no and utilized no
e or NSYEIEEEERIDIOY  According to the
admission assessment dated SRS Resident

E7ANJ ex order 26.4b1

A review of the CP revealed no CP
were initiated regarding supervision with ADLs,

INJ Ex Order 26.4(b)(1}

INJ Ex Order 26.4(b)(]

activities, or Further review
of the medical record revealed that Resident #2
did not sign the facility AA. The Comprehensive
Minimum Data Set (MDS) was in progress and
unavailable for review.

3. According to the Admission Record Resident
#3 was admitted to the facility with diagnoses

NJ ex order 26.4b1

Resident #3 was

NJ ex order 26.4b1
A review of the
CP revealed no CP were initiated regarding

NJ Ex Order 26.4(b)(]

su isi i @ activities, or

revealed that Resident #3 did not sign the facility
AA. The Comprehensive Minimum Data Set
(MDS) was in progress and unavailable for
review.

4. According to the Admission Record Resident
#4 was admitted to the facility with diagnoses
NJ ex order 26.4b1 . According to the
Admission Assessment dated [SEEEIEES | the

ESEINJ ex order 26.4b1

The Admission Assessment indicated the resident
was M in With their decision-making. A
review of the CP revealed no CP were initiated
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regarding supervision with ADLs,

activities, or According to the
Admission summary progress note dated

at 1:37 PM, revealed the resident
. Further review of the medical
record revealed that Resident #4 did not sign the
facility AA. The Comprehensive Minimum Data
Set (MDS) was in progress and unavailable for
review.

INJ ex org

5. According to the Admission Record, Resident
#5 was admitted to the facility with diagnoses
NJ ex order 26.4b1

According to the Admission
SR the resident was

According to a
Interdisciplinary progress note dated [
indicated the resident NN EIAR o)l
B . A review of the CP revealed no CP
e EeINI ex order 26.4b1

Further review
of the medical record revealed that Resident #5
did not sign the facility AA. The Comprehensive
Minimum Data Set (MDS) was in progress and
unavailable for review.

6. According to the Admission Record Resident
#6 was admitted to the facility with diagnoses

o the Social Service progress note

T

il at 9:45 PM, resident #6

indicating the resident [N EIPIRIN . A
review of the CP revealed no CP were initiated
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regarding supervision NN EIRZR )]

Further review of the
medical record revealed that Resident #6 did not
sign the facility AA. The Comprehensive Minimum
Data Set (MDS) was in progress and unavailable
for review.

7. According to the Admission Record Resident

74N J ex order 26.4b1

Accordlng to the

NJ ex order 26.4b1 LA
review of the CP revealed no CP |EEEia

Further review of the
medical record revealed that Resident #7 did not
sign the facility AA. The Comprehensive Minimum
Data Set (MDS) was in progress and unavailable
for review.

8. According to the Admission Record Resident
@I\ J ex order 26.4b1

ding to the Admission
Assessment dated . the resident

According to the

INJ ex order 26.4b1]

Admission progress note dated
PM, indicated the resident NNEEXEeIfe [SCIg2R:N]
A review of

the CP revealed no CP were initiated regarding

NJ Ex Order 26.4(b)(]

su ervision with ADLs, activities, or

) @ Further review of the medical record
revealed that Resident #8 did not sign the facility
AA. The Comprehensive Minimum Data Set
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(MDS) was in progress and unavailable for
review.

9. According to the Admission Record Resident
#9 was admitted to the facility with diagnoses

. Areview of the

CP revealed no CP were initiated regarding
supervision with ADLs,

INJ Ex Order 26.4(b)(1

NJ Ex Order 26.4(b)(]

activities, or
Further review of the medical record
revealed that Resident #9 did not sign the facility
AA. The Comprehensive Minimum Data Set
(MDS) was in progress and unavailable for
review.

10. According to the Admission Record Resident
#10 was admitted to the facility with diagnoses

NJ ex order 26.4b1

NJ e

he Admission summary progress note dated

A review of the CP revealed

NJ ex order 26.4b1
. Further

review of the medical record revealed that
Resident #10 did not sign the facility AA. The
Comprehensive Minimum Data Set (MDS) was in
progress and unavailable for review.

11. According to the Admission Record Resident
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#11 was admitted to the facility with diagnoses
WhICh |nc|uded NJ Ex Order 26.4(b)(1) According to the

4:08 PM, revealed the resident NSz RIN
NJ ex order 26.4b1

A review of the CP revealed no CP were |n|t|ated

regarding supervision with ADLs, i

NJ Ex Order 26.4(b)(1]

activities, or Further review of the
medical record revealed that Resident #11 did not
sign the facility AA. The Comprehensive Minimum
Data Set (MDS) was in progress and unavailable
for review.

A partial extended survey was initiated after the
deficiencies were identified at the [J/SQC level.

The MEEESINOIQ) \vas informed of Immediate

Jeopardy and was provided with the |J template
on 07/12/2024.

Acceptable removal plans were received on
7/29/24 at 9:59 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: All[ \NISECIGEIFLRIG@D)
were discharged from the facility as of |-

The facility will no longer admit ISR 40)D)

The survey team verified the removal plan on-site
on 7/29/24, and determined the IJs for F 550 K, F
557 K, F 561 K, F603 K, F 604 K, and F 835 L
were removed as of 7/26/24.

F 550 | Resident Rights/Exercise of Rights F 550 8/20/24
SS=K
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F 550

Continued From page 7
CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services inside and
outside the facility, including those specified in
this section.

§483.10(a)(1) A facility must treat each resident
with respect and dignity and care for each
resident in a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of life, recognizing each resident's
individuality. The facility must protect and
promote the rights of the resident.

§483.10(a)(2) The facility must provide equal
access to quality care regardless of diagnosis,
severity of condition, or payment source. A facility
must establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resident has the right to be
free of interference, coercion, discrimination, and
reprisal from the facility in exercising his or her

F 550
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rights and to be supported by the facility in the
exercise of his or her rights as required under this
subpart.

This REQUIREMENT is not met as evidenced
by:

Complaint # NJ 175415

Based on observation, interview, record review,
and review of pertinent facility documents, it was
determined that the facility failed to ensure that 11
of 11 [N\NESECILEIFLRIIEAIN) were
afforded the autonomy to participate in group
activities, community dining, serving meals in a
dignified manner, freely communicate with
visitors, leave rooms at will and be free from

for (Resident #1, 2, 3,4, 5, 6,
7, 8,9, 10, and 11). The failure to treat residents
respectfully and in a dignified manner had the

likelihood to cause RRRERERRIS and
NMESROIREPIREQI@ This was cited as a pattern
that immediately jeopardizes the health and
safety of the residents, as well as all other

residents that reside in the facility which resulted
in an |J situation.

the date that the first jjjfj (Resident #1) was
NJ Ex Order 26.4(b)(1)

NJ ex order 26.4b1

NNEDQICICRM [\ rther observation revealed

“=*INJ ex order 26.4b1

1. All \NESFCIGEIRLRIED) have
been discharged from the facility.

2. All Justice involved Residents have the
potential to be affected by this deficient
practice.

3. All administrative staff will be
reeducated on the importance of ensuring
that residents are afforded the autonomy
to participate in group activities,
communal dining, served meals in a
dignified manner, freely communicate with
visitors, leave rooms at will and be free
from physical restraints.

4.The Administrator/designee will audit 5
residents a month x 4 months to ensure
they are being afforded autonomy to
participate in group activities, communal
dining, served meals in a dignified
manner, freely communicate with visitors,
leave rooms at will and be free from
physical restraints. Audit findings will be
shared with the QAPI committee monthly
X 4 months.
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The facilities VIS /GO XEG)

was informed of the 1J on
07/12/24 at 3:49 PM, that an immediate jeopardy
existed which also constituted Substandard
Quality of Care (SQC) for 42 Code of Federal
Regulations (CFR) 483.10 (a) (1). A facility must
treat each resident with respect and dignity and
care for each resident in a manner and an
environment that promotes maintenance or
enhancement of their quality of life and recognize
each residents' individuality. The facility must
protect and promote the rights of the resident.

An acceptable removal plan was received on
7/29/24 at 9:59 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: All[ \NISECIGEIFLRIG@D)
were discharged from the facility as of |-
The facility will no longer admit

The survey team verified the removal plan on-site
on 7/29/24 and determined the IJ was removed
as of 7/26/2024.

The findings were as follows:

Reference: The Centers for Medicare and
Medicaid Services (CMS) updated Guideline to
Surveyors on Federal Requirements for Providing
services to Justice Involved individuals, revised
12/23/2016 S & C 16-21-ALL documented Skilled
Nursing Facilities must permit residents to have
autonomy and choice to the maximum extent
practicable regarding how they wish to live their
everyday lives and receive care with the same
rights as nursing home residents.
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The jjilili§ provided the surveyors with multiple
facility policies including "The dining environment
and activity programs". The dining environment
policy with a revised date of January 2024,
included under the policy section, "A pleasant
environment is essential to promoting a positive
dining experience." The activity programs policy
with a revised date of February 2024, included
under the policy interpretation and
implementation section, "1. Our activity programs
are designed to encourage maximum individual
participation and are geared to the individual
resident's needs. 3. Our activity programs
consist of individual and small and large group
activities that are designed to meet the needs and
interests of each resident and include, as a
minimum: J) Social activities are scheduled to
increase self-esteem, to stimulate interest and
friendships, and provide fun and enjoyment.”

The facility policy dated 02/2024 and titled,
"Resident Rights" indicated that "all residents
would be treated equally regardless of age, race,
sex, ethnicity, religion, culture, language, physical
or mental disability, socioeconomic status, sex,
sexual orientation, or gender identity or
expression. The resident has a right to be treated
with dignity and respect including being free from
any physical or chemical restraints imposed for
the purposes of discipline or convenience. The
resident has a right to interact with members of
the community and participate in community
activities both inside and outside the facility ... the
right to receive visitors of his or her own choosing
subject to the resident's right to deny visitation
when applicable ...right to participate in family
groups ...the right for personal privacy includes
accommodations, medical treatment, telephone
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communications, personal care, visits and
meetings of family and residents groups."

1. According to the Admission Record, Resident
#1 was admitted to the facility with diagnoses
NJ ex Order 26.4b1

According to the
Admission Assessment dated [§l8 B Resident
:xINJ ex Order 26.4b1 , and
NJ ex Order 26.4b1 .
According to the Admission Progress note dated
at 3:20 PM, revealed the resident was
and EMEER A review of the Individualized
Care Plans (CP) revealed [NNEXCIG PRI

. Further review of the medical record
revealed that Resident #1 did not sign the facility
Admission Agreement (AA). The Comprehensive
Minimum Data Set (MDS) was in progress and
unavailable for review.

2. According to the Admission Record Resident
#2 was admitted to the facility with diagnoses

NJ ex Order 26.4b1

A review of the
CP revealed [NNEYEO] (s [SI @A R )]

Further review of the medical record
revealed that Resident #2 did not sign the facility
AA. The Comprehensive Minimum Data Set
(MDS) was in progress and unavailable for
review.

3. According to the Admission Record Resident

#3 was admitted to the facility with diagnoses
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NJ ex Order 26.4b1
According to the Admission
Assessment dated

. Areview of the
CP revealed [NNEN QO] (e [SI@2A )1

NJ ex Order 26.4b1
Further review of the medical record
revealed that Resident #3 did not sign the facility
AA. The Comprehensive Minimum Data Set
(MDS) was in progress and unavailable for
review.

4. According to the Admission Record Resident
#4 was admitted to the facility with diagnoses
NJ ex Order 26.4b1 . According to the
Admission Assessment dated SRR the
resident [ NN QOI IR o)1

The Admission Assessment indicated the resident
wasJJ Il i their decision-making. A
review of the CP revealed no CP were initiated
regarding supervision with ADLs,

activities, or According to the
Admission summary progress note dated

at 1:37 PM, revealed the resident |l

. Further review of the medical
record revealed that Resident #4 did not sign the
facility AA. The Comprehensive Minimum Data
Set (MDS) was in progress and unavailable for
review.

5. According to the Admission Record, Resident

N J ex Order 26.4b1

Assessment dated

According to an

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SYPD11 Facility ID: NJ60713 If continuation sheet Page 13 of 98



PRINTED: 09/27/2024

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

]
315236 B. WiNG 07/29/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
65 JAY STREET

SINAI POST ACUTE NURSING AND REHAB CENTER

NEWARK, NJ 07103

(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 550 | Continued From page 13 F 550

Interdisciplinary progress note dated |
revealed the resident was [ and |EE
. A review of the CP NJ ex Order 26.4b1

Further review
of the medical record revealed that Resident #5
did not sign the facility AA. The Comprehensive
Minimum Data Set (MDS) was in progress and
unavailable for review.

6. According to the Admission Record Resident
#6 was admitted to the facility with diagnoses
NJ ex Order 26.4b1 . According to the
Admission Assessment dated [SEEEEEE the
resident was assessed as having no
and utilized no [SSEEN or EEESSSIEEESROIE) .
According to the Social Service progress note
dated NN at 9:45 PM, resident #6 |8
with a Brief
out of 15,
indicating that the resident REEEREEEE
. Areview of the CP revealed no CP
were initiated regarding supervision with ADLs,

, activities, or . Further review
of the medical record revealed that Resident #6
did not sign the facility AA. The Comprehensive
Minimum Data Set (MDS) was in progress and
unavailable for review.

7. According to the Admission Record Resident
#7 was admitted to the facility with diagnoses
According tothe
Admission Assessment dated NS the
resident was assessed as having [eiEEECatE

According to the Admission summary note dated
at 11:12 AM, revealed the resident
A

review of the CP revealed no CP were initiated
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regarding supervision with ADLs,

INJ Ex Order 26.4(b)(1

activities, or Further review of the
medical record revealed that Resident # 7}
The Comprehensive Minimum
Data Set (MDS) was in progress and unavailable
for review.

8. According to the Admission Record Resident
#8 was admitted to the facility with diagnoses
NJ ex Order 26.4b1

. According to the Admission

INJ ex Order 26.4b; INJ ex Or

Assessment dated

According to the
Admission progress note dated [INEESEEE at 2:40

ENINJ ex Order 26.4b1 . Areview of
the CP revealed no CP were initiated regarding
supervision with ADLs, | B activities, or
BRRERRR urther review of the medical record
revealed that Resident #8 did not sign the facility
AA. The Comprehensive Minimum Data Set
(MDS) was in progress and unavailable for
review.

9. According to the Admission Record Resident
#9 was admitted to the facility with diagnoses
which included |§iilill§ According to the

NJ ex Order 2

Admission Assessment dated , the resident
was assessed as [NREE QOIS @4 RN

CO ing to the Admission progress note dated

j at 1:36 PM, revealed the resident i
. Areview of the

CP revealed [NRE QeI (s (1@ s 41 o X1

Ac

[NJ ex Order 26

. Further review of the medical record
revealed that Resident #9 did not sign the facility
AA. The Comprehensive Minimum Data Set
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NJ ex Order 26.4b1

10. According to the Admission Record Resident
#10 was admitted to the facility with diagnoses
NJ ex Order 26.4b1

NJ ex Order 26.4b1 According to the
Admission Assessment dated [REREEEE , the
resident was assessed as having [EEEECEEE

The Admission summary progress note dated
at 2:40 PM, revealed the resident

A review of the CP revealed
no CP were initiated regarding supervision
Further
review of the medical record revealed that
Resident #10 did not sign the facility AA. The
Comprehensive Minimum Data Set (MDS) was in
progress and unavailable for review.

11. According to the Admission Record Resident
#11 was admitted to the facility with diagnoses
which NNESXOIGEIRARANI . According to the
Admission Assessment dated [HEEEEES

resident was assessed [NNESQOI(s IRkl
According to the progress note dated S ot
4:08 PM, revealed the resident NEESCEIARIN

A review of the CP reveale [\NEXQeIge[sIglewilo)]

Further review of the
medical record revealed that Resident #11 did not
sign the facility AA. The Comprehensive Minimum
Data Set (MDS) was in progress and unavailable
for review.

On 07/11/24 at 10:30 AM, resident interviews
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were attempted by surveyor #1 and #2, and was
prohibited by the NEEISJCICEIWARIGIED) .
supervisor of the RSSEERERRRIY \\3s interviewed
and stated that all [N\NE=XQOIe[IgPI R T()IED)
required approval by the)aRSSEEEROIY office or
B to have interviews or visitation.

On 07/11/24 at 11:05 AM, Surveyor #2 was
allowed by the

BEEREERRR {0 interview Resident

EZAN ] ex Order 26.4b1

resident stated that they [NNEYX QO IR X1
NJ ex Order 26.4b1

EREINJ ex Order 26.4b1 FYGQ
NJ ex Order 26.4b1 Resident #4 NN Order 26.4b1]

INJ ex Order 26.4b]]

On 07/11/24 at 11:12 AM, Surveyors #1 and #2
interviewed Resident #1, NN QO [ A A1 o ¥

On 07/11/24 at 11:42 AM, Surveyor #1 and
Surveyor #2 interviewed the USARCILNGIXG)
I /o stated that she had been
employed by the facility for about [N
explained what her role was when residents were
admitted to the facility and stated that during the

admission process, [NNEE Qo s I R o X1
. She

explained the process of completing an advanced
directive, discharge planning and held Care Plan

INJ Ex g

meetings. She stated that when the were
admitted to the facility she provided them with a
list of resident rights, advanced directives, billing
information and pain management. She stated
that based on federal regulations in nursing
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residents [NNEYEe](o [T X1
and that that was against the federal regulations.

On 07/12/24 at 09:30 AM, Surveyors #3, #4, and
#5 interviewed the 3rd floor [USHIZCIEN(YN()
who stated the

NJ ex order 26.4b1

U.S. FOIA (b) (6)

shower schedule was |
the evening and the [NNEYEe]fe [Y@A K1 e}

On 07/12/24 at 09:40 AM, Surveyors #3 and #5
attempted resident interviews with Resident #8
and #9, but were told by the [SERRESEERE that
interviews were not permitted but the surveyors
could observe the |jjjij through the doorway of
their rooms. Surveyor #5 observed Resident #8's
breakfast meal tray on the bedside table, the
resident's meal was served on a disposable tray
with paper plates, cups, and utensils. Resident
#8 was observed in the room in wheelchair with
NJ ex order 26.4b1INJ ex order 26.4b1
Resident #9 was observed in bed
[N J ex order 26.4b1

At that time, the surveyors observed that the non
B on the unit were utilizing non disposable
trays, and regular dishware (plates, cups and
utensils).

On 07/12/24 at 09:45 AM, Surveyor #5

interviewed the UISHIROIIYOXE)
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#1) who was the nurse for both Resident #8 and

#9. LPN #1 stated the | NN QI EIARN

LPN #1 stated the

NJ ex order 26.4b1

On 07/12/24 at 10:10 AM, Surveyor #5 reviewed
the electronic medical record (EMR) for Resident
#8 and #9. Resident #8 had a Physician Order

(PO) with a start date of || for,
" Resident #9 had a PO with a start
date of iJMNJ ex order 26.4b1

However, further review of the medical record
revealed there was no documented recreation

screen/assessment, notes or care plans for
Resident # 8 and #9.

NJAC 8:39-4.1(a) 11
F 557 | Respect, Dignity/Right to have Prsnl Property
SS=K | CFR(s): 483.10(e)(2)

§483.10(e) Respect and Dignity.
The resident has a right to be treated with respect
and dignity, including:

§483.10(e)(2) The right to retain and use personal
possessions, including furnishings, and clothing,
as space permits, unless to do so would infringe
upon the rights or health and safety of other
residents.

This REQUIREMENT is not met as evidenced
by:

Complaint # NJ 175415

Based on observation, interview, record review,
and review of pertinent facility documents, it was

F 550

F 657

8/20/24

1. All \NESSFCIGETLRI(ED) have
been discharged from the facility.

2. All Justice involved Residents have the
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determined that the facility failed to ensure that
residents were treated in a dignified and
respectful manner 11 of 11 EESEER Ol

-
Wheresidents from participating in group
activities, community dining, intermingling with
other residents, communicating with visitors and
the room [l . This was cited as a
pattern that immediately jeopardizes the health
and safety of the residents, as well as all
other residents that reside in the facility which

resulted in an Immediate Jeopardy (1J) situation.

The Immediate Jeopardy (IJ) began on s
the date that the first |l (Resident #1) was
admitted to the facility and NN

NJ ex order 26.4b1

facility will take to prevent serious harm from
occurring or recurring. The facility implemented a
corrective action plan to remediate the deficient

practice including: All[ NNESECIEIRIRI()ED
were discharged from the facility as of |l

potential to be affected by this deficient
practice.

3. All administrative staff will be
reeducated on the importance of ensuring
that residents are treated in a dignified
manner and respectful manner.

4. The Administrator/designee will audit 5
residents a month x 4 months to ensure
they are treated in a dignified and
respectful manner. Audit findings will be
shared with the QAPI committee monthly
X 4 months.
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The facility will no longer admit RESEEEEROIO)

The survey team verified the | RSRIE ON-Site
orl@ | and determined the 1J was removed

NJ ex order 26.4b1]

The findings were as follows:

Reference: The Centers for Medicare and
Medicaid Services (CMS) updated Guideline to
Surveyors on Federal Requirements for Providing
services to Justice Involved individuals, revised
12/23/2016 S & C 16-21-ALL, documented
Skilled Nursing Facilities must permit residents to
have autonomy and choice to the maximum
extent practicable regarding how they wish to live
their everyday lives and receive care with the
same rights as nursing home residents.

A review of a facility policy titled Resident Rights
dated 02/2024, included under "Policy
Explanation and Compliance Guidelines" that
"prior to or upon admission, the social service
designee, or another designated staff member,
will inform the resident of the resident's rights and
responsibilities. 2. Exercise of rights. The resident
has the right to exercise his or her rights as a
resident of the facility and as a citizen or resident
of the United States. 5. Respect and Dignity. The
resident has a right to be treated with respect and
dignity including the right to be free of any
physical or chemical restraint... 6.
Self-determination. The resident has the right to,
and the facility must promote and facilitate
residents' self-determination through support of
resident's choice, including but not limited to the
right to choose activities, make choices about
aspect of his or her life, right to interact with
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members of the community both inside and
outside the facility, and the right to receive
visitors. 7. Information and communication. The
resident has the right to be informed of his or her
rights and of all the rules and regulations
governing resident conduct and responsibilities
during his or her stay in the facility. 8. Privacy and
confidentially. The resident has a right to personal
privacy and confidentiality of his or her personal
and medical records. Personal privacy includes
accommodations, medical treatment written and
telephone communication, personal care, visits,
and meetings of family and resident groups."

The surveyor reviewed Resident # 1, 2, 3, 4, 5, 6,
7,8, 9,10, and 11's medical records.

1. Review of the Admission Record (AR),
Resident # 1 was admitted to the facility with
GIEWYIN J ex order 26.4b1

Review of an Admission progress note dated
B ot 3:20 PM, revealed that Resident #1
NJ ex order 26.4b1}

Review of the Admission Assessment (AA) dated
NJ ex order 26 4\)1 Resident #1 N\] ex Ordel’ 264b1

however Resident #1 was
observed by Surveyor #1 and Surveyor #2 on
R 2t 11:04 AM, NNES G EIPRA N

NJ ex order 26.4b1

Review of the physician's orders (PO) reflected

[WERGEENJ ex order 26.4b1
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IREINJ ex order 26.4b1

INEXSRNJ ex order 26.4b1

A comprehensive Minimum Data Set (MDS) and
assessment tool that facilitates a resident's care,
was not yet completed.

Resident #1 [ NEES I EIARAN]

,a contract which included all
documents that a resident or responsible person
must sign at the time of, or as a condition of,
admission).

2. According to the AR, Resident #2 was admitted
to the facility with the diagnoses which

Review of the AA dated SRS Resident #2
NJ ex order 26.4b1

however
Resident #2 was observed by Surveyor #1 ad
Surveyor #2 on 07/11/24 at 10:44 AM, EEEE
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NJ ex order 26.4b1

Review of the resident's CP dated |
EECRRUEIEIN ] ex order 26.4b
EINJ ex order 26.4b1

RIENJ ex order 26.4b1

Review of the physician's orders (PO) reflected
that there were NRES QI IR X1

however the Treatment
Administration Record (TAR) reflected an |8
e BINI ex order 26.4b1

A comprehensive MDS was not yet completed.

Further review of the medical record revealed that
Resident #1 did not sign the facility Admission
Agreement.

3. According to the AR, Resident #3 was admitted
to the facility on | with diagnoses which
NJ ex order 26.4

ex order 26.4b]]

Review of the AA dated | revealed
Resident #3 [NNEX &l e 1@ s R 1 o X1

A review of a Progress Note dated i
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revealed Resident # 3 NN R 1A X1

A review of the Care Plan initiated on [IEEEES
revealed no Care Plans were initiated regarding
supervision with Activities of Daily Living,

NJ Ex Order 26.4(b)(1} . ey [NJ Ex Order 26.4(b)(1]
activities, or

A comprehensive MDS was not yet completed.

Further review of the medical record revealed that
RERCENE:RINI ex order 26.4b1

4. According to the AR, Resident #4 admitted into
B \\ith diagnoses which

NJ ex order 26.4b1

NJ ex order 26.4b1

Review of the AA dated (R , revealed the

ERRENINI ex order 26.4b1

. Areview of the admission
summary progress note dated |§ @ at 01:37
PM, the resident [NNEE KT CIPA RN ok1

Review of the resident's individualized

comprehensive care plan date initiated |
did not include any indicate focus areas that
would address igel] "\ Ex Order 26.4(0
with Activities of daily living, |ISSSSSEEN activities,
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INJ Ex Order 26.4(b)(1]
or

Review of the order Summary Report revealed a
physician order (PO) dated [NEEEN  REEEEEEE

INJ ex order 26.4b1]

Further review revealed that there were

Review of the MDS revealed a comprehensive
MDS was not yet completed.

Further review of the medical record revealed that
Resident #4 [NNE el fs YA R0k

5. According to the AR, Resident #5 was admitted
to the facility with diagnoses which included but

NJ ex order 26.4b1

Review of the AA dated MR  revealed that
the reS|dent was assessed as not havmg any

o recureo B ©

A review of the Care Plan initiated on |
revealed no Care Plans were initiated regarding
supervision with Activities of Daily Living

-, activities, or-.

Review of an Interdisciplinary progress note
dated [ revealed that Resident # 5 i8S
NJ ex order 26.4b1

Review of the Minimum Data Set revealed a
comprehensive MDS was not yet completed.
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Further review of the medical record revealed that
Resident #5 did not sign a facility Admission
Agreement.

6. According to the AR; Resident # 6 was
admitted to the facility on SRRl Vi
diagnoses which included but not limited to;

NJ Ex Order 26.4(b)(1)

Review of the AA dated Sl . revealed that
the resident was assessed and did not have any

or required R or

Review of the Care Plan initiated on g

revealed no Care Plans were |n|t|ated regarding
supervision with ADLs, [l

NJ Ex Order 26.4D)(1

M activities, or

Review of the MDS revealed a comprehensive
MDS was not yet completed.

Further review of the medical record revealed that
Resident #6 did not sign a facility Admission
Agreement.

7. According to the AR, Re5|dent ®7 was
admitted to the facility on |l
which included but not limited; to

Review of the AA date , revealed that
the re5|dent was assessed as not havmg any

or required R

Review of the Care Plan initiated i
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revealed no Care Plans were initiated regarding
supervision with Activities of Daily Living,

INJ Ex Order 26.4(b)(]]

NJ Ex Order 26.4(b)(1

activities, or

Review of the MDS revealed a comprehensive
MDS was not yet completed.

Further review of the medical record revealed that
Resident #7 did not sign a facility Admission
Agreement.

8. According to the AR, Resident #8 was
admitted to the facility on |RSEEEEREE \vith
diagnoses which included but not limited to;

NJ Ex Order 26.4(b)(1)

Review of the AA dated revealed
revealed that the reS|dent was assessed as not

Review of the MDS revealed a comprehensive
MDS was not yet completed.

Further review of the medical record revealed that
Resident # 8 did not sign a facility Admission
Agreement.

9. According to the AR, Resident #9 was admitted
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to the facility with diagnoses which included but

was not limited to [NNE=NEOIe IR IEN)

Review of the AA dated |
resident was assessed as having no
and required no s or NIESEICE 26.4(b)(l)
however on 07/11/24 at 10:43 AM, Surveyor #1
and Surveyor #2 observed the resident in the

IINJ ex order 26.4b1 )

A review of the CP dated i, revealed that
a CP was not implemented for the use of
BEMEERRE The CP did not address that the
resident required NUISSSICEWLRIQIEN from the
for R of activities of
daily living (ADLs). The CP did not address that
the resident was NVISICOICEPLRIQIE] the room
UnleSS for NJ Ex Order 26.4(b)(1)| and INJ Ex Order 26.4(b)(1)| by the
and there was no

documentation on the CP to address

from [N\NESEOIGEIPLRIG N and
NJ Ex Order 26.4(b)(1)

Review of the progress admission note dated
at 1:36 PM, revealed that the resident
was WiisNJ Ex Order 26.4(b)(1)}

§, revealed the

NJ Ex Order 26.4(b)(

Review of the physician's orders (PO) reflected

that there were [NNEEY &oI1o [ @A R o)1

owever the PO reflected an order

NJ ex order 26.4b1

There were no consents found in the EMR

regarding the use of RESCICEIEEREE

Review of the MDS revealed a comprehensive
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MDS was not yet completed.

Further review of the medical record revealed that
Resident #9 did not sign a facility Admission
Agreement.

10. According to the AR, Resident #10 was
admitted on Bl . and had diagnoses which
included but not limited to NSRS EIFARINI

Review of the admission summary progress note
' Bl at 2:40 PM, revealed the resident
NJ ex order 26.4b1

Review of the order Summary Report revealed
physician orders (PO) dated |SESEE  revealed
NJ ex order 26.4b1 from the rest
of the facility with \EESSSICEEECIIQIE) from

Review of the resident's individualized
comprehensive care plan date initiated |

did not indicate focus areas that would address
with Activities of

[NJ Ex Order 26.4(b)(1]

NJ Ex Order 26.4(b)(1)

dally |iVing, INJ EX Order 26.4(0)( aCtiVitieS, or

Review of the MDS revealed a comprehensive
MDS was not yet completed.

Further review of the medical record revealed that
Resident #10 did not sign a facility Admission

Agreement.

11. Review of the AR indicated that Resident #11
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was admitted to the facility with diagnoses which

(JWINJ ex order 26.4b1

Review the AA dated , revealed the
resident was [NNEX&el(s [ 1 oX1

however Resident #11 was
observed by Surveyor #1 and Surveyor #2 on
07/11/24 at 10:44 AM, NNESI LI .

A review of the CP dated |§ Bl revealed that a
CP was not implemented for the use of |l
The CP did not address that the resident required
NJ Ex Order 26.4(b)(1)Kizelss the
for MMM Of activities of daily living (ADLs).
The CP did not address that the resident

there was no documentation on the CP to

ELLIERE N\ J ex order 26.4b1

(PN) dated

26.4b]]

According to the progress note
BB -t 4:08 PM, the resident

[NJ ex order

Review of the physician's orders (PO) reflected
that there were [NNEE Q0[S AR o X1
however the TAR reflected an order
y e BING ex order 26.4b1

On 07/11/24 at 09:00 AM, Surveyor #1 and

Surveyor #2 interviewed thdSUSIROIINIGXE)

Il \ho stated that she was notified by the

facilities Cooperate Offices (CO) that were
entering the facility. She stated that the facilities
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CO instructed the facilities USROG XEG)
US FOIA (B) (6)

NJ ex order 26.4b1
EE '~ “INJ ex order 26.4b1

She stated that the CO also

MDSs were not completed until day 14 of
admission. The MDSC provided the surveyors
with the entry MDSs for all 11 il .

On 07/11/2024 at 10:20 AM, Surveyor #1 and
Surveyor #2 toured the fourth floor and
interviewed Licensed Practical Nurse (LPN#1)

it was

that there were NEESYCOIGEPLRIGIEY) the
[l He continued to explain that he was not
also added that he was not aware of any

complaints about these residents from other
residents that resided on his unit.

residents that resided on the fourth floor were

observed in their rooms NN E aZA R okl

She stated

instructed the facility [NNEE QO 1 [ BPA Lo 1

On 07/11/2024 at 09:35 AM, Surveyor #1 and #2
interviewed the Minimum Data Set Coordinator

(MDSC) who stated that the eleven (11) i had
entry MDSs completed, however comprehensive

who stated that he worked for an agency and that

unit (Resident #2, 5, 6, 8, 9, and 11). He stated
residents and that the residents NRECCEIIEN

sure what the residents' limitations were and was
not aware of any behaviors that the 8l had. He
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NJ ex order 26.4b1

On 07/11/24 at 10:30 AM, resident interviews
were attempted by Surveyor #1 and #2, and was

prohibited by the N\NE=S Q@I CIgricR:i()IgD] .

On 07/11/2024 at 10:30 AM, Surveyor #1 and
Surveyor #2 interviewed a gentleman outside in
the hallway who identified himself as a contracted
U.S. FOIA (b) (6)

INJ Ex Order 26.4(b)(1)

e surveyors were not allowed to
enter the rooms and would not allow the
surveyors to interview the il on the 4 (four)
West Unit (Resident #2, 5, 6, 8, 9, and 11). The
explained to Surveyor #1 and Surveyor #2
[MERGEINJ ex order 26.4b1
He stated that all JIRS ikt
EWCINJ ex order 26.4b1
He explained that wearing of ankle

restraints depended on the resident's medical
condition. He stated that all residents could not

attend facility activities and could not intermingle
with other residents and could only talk amongst

NJ ex

l residents. He stated that the

He stated
that the [NNE=Y Qo] fe (SIgPA Ko X

. He stated that[NEE2Selge ClgPd RN

On 07/11/2024 at 10:42 AM, Surveyor #1
observed Resident #5 and #6 from the hallway
NJ ex order 26.4b1

F 557
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On 07/11/2024 at 10:43 AM, Surveyor #1
observed from the hallway Resident #8 and #9

NJ ex order 26.4b1
NJ ex order 26.4b1 }
On 07/11/2024 at 11:00 AM, Surveyor #1 and

Surveyor #2 toured the RSN 1he

surveyor interviewed LPN #2 who stated that

there were three (3) i (Resident

#1, #4 and #10).

INUS FOIA (B) (6) was
interviewed and stated that all justice involved
residents required approval by the U.S Attorney's
office or judge to have interviews or visitation.

On 07/11/24 at 11:05 AM, Surveyor #1 and
Surveyor #2 were given permission from the
BRI to interview Resident #4 who
was observed in bed. The surveyor observed that
the Resident #4 NN PRI
I Thc guard in the room indicated that
[EIERGENINJ ex order 26.4b1

The surveyors observed the |l

Resident #4 stated that they were in the
NJ ex order 26.4b1 . The

resident stated that food was good, Ml

INJ ex order 26.4b]

The resident stated that|NNEEYEe] (s [SI@PA A1 ok 1

Resident #4 stated that otherwise there

ENJ ex order 26.4b1
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On 07/11/2024 at 11:12 AM, Surveyor #1 and
Surveyor #2 were given permission from the
BEROIRNNE) to interview Resident #1, who
was RECECSECIPERE  The resident stated that
he/she was admitted to the facility with the
diagnoses of [NNESY el e [SIgPAsR-1 o}

. Resident #1 stated
that they received meals in the room but was able
to pick his/her own meals and that the facility
honored food preferences. The resident stated
NJ ex order 26.4b1

The resident stated that ety

On 07/11/2024 at 11:20 AM, Surveyor #1 and
Surveyor #2 interviewed Licensed Practical Nurse
Unit Manager (LPN/UM #1) who stated that
Resident #3 resided on the floor and had the
LIETNEEEYIINJ ex order 26.4b1

She also identified the

admitted to the facility that AEESSCIGE @ISy

F 557

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

Event ID: SYPD11

Facility ID: NJ60713 If continuation sheet Page 35 of 98



PRINTED: 09/27/2024

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
315236 B. WING 07/29/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SINAI POST ACUTE NURSING AND REHAB CENTER 65 JAY STREET
NEWARK, NJ 07103
(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 557 | Continued From page 35 F 557

INNEY eI [T geicRileN]. She stated that she was
told not to complete an activities assessment on
admission. She stated that she provided the
residents with a basket of puzzles and cards on

admission, however the residents?

On 07/11/24 at 11:42 AM, Surveyor #1 and
Surveyor #2 interviewed the [SEEESIENECIE)

who stated that she had been
employed by the facility for about |,
She explained what her role was when residents
were admitted to the facility and stated that dunng
the admission process, she performed aj

with the resident. Explained

the process of completing an advanced directive,
discharge planning and held Care Plan meetings.
She stated that when the il were admitted to
the facility she provided them with a list of
resident rights, advanced directives, billing
information and pain management. She stated
that based on federal regulations in nursing

and that that was against the

On 07/11/24 at 12: 20 PM, during an interview with
Surveyor # 1 the il stated that REKCIEEEEEL
Further, he confirmed that
IR restriction of il being served food
with plastic and paper products and requiring
RERERR during activities of daily living were all
violations of federal regulations for Long-Term
Care. He concluded that if a long-term care
resident was not able to NEISSCICERPIEIG)E)

-, then that would be a form of j
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On 07/12/2024 at 9:15 AM, Surveyor #3, #4, and

Sr 2

#5 toured the and observed i

Resident #1,
Resident #4 and Resident #10's rooms. Further

24

observation revealed that there were
Surveyor # 4
observed residents #4 and #10 from the hallway,
the [NNE QI (s CIgAR " X1

identified as Resident #4 and #10 in the
beds. The residents [\RE4
_ and the =S 6.4(0)(1) )
surveyor from entering the rooms and from
interviewing the residents.

On 07/12/2024 at 9:18 AM, Surveyor #4
interviewed Licensed Practical Nurse #2 (LPN
#2), who stated she could give the residents
medication and the § would identify the
NJ ex order 26.4b1 and the IS
B ivc the medication to the
residents. LPN #2 further stated that there were
always (EISSCIEEFIRIOD and one il would
B the nursing care and staff was not
allowed to NNESEOIGEILRI(OIEN)
further stated that d all the staff are
supervised by thel

. She

On 07/12/2024 at 9:30 AM during an interview
with Surveyor # 3 and # 5, Unit Manager # 3
confirmed that the [NNEEYQeI{e [STgds W okl .
Further, she confirmed that the received
disposable trays for their meals. Lastly, she
confirmed that they only come out of their rooms

iINJ ex order 26.4b1 .

On 07/12/2024 at 9:30 AM, Surveyor #4
interviewed an unsampled resident wh stated
that they were aware there are [|RMMSEM at the
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facility and the [NNEXEeIfe LYRA R o X1

On 07/12/2024 at 09:34 AM, Surveyor #1 and
Surveyor #2 interviewed the |HESE

medical needs, however after he received the
Centers for Medicare and Medicaid Services
(CMS) memo S & C: 16-21-ALL, with a revised

NJ ex order 26.4b1]

date , he understood that it was
against federal regulation [NRECREIEEIIASEIN
I He stated that he called the nursing
home in New York to inform them to stop sending
the [jjjilj to the facility, but they just kept sending
them. He stated that he did not refuse to admit
the residents to the facility because the
residents had nowhere else to go. He then stated
that it was not the facility that was imposing these
restrictions on the [, it was the |

treated differently by the facility than the regular
facility residents and that it was not the facilities
standard of practice, however he felt that the
was a strong
governing body and that he was between the
Department of Health and the [l

On 07/12/24 at 09:40 AM, Surveyors #3 and #5
attempted resident interviews with Resident #8
and #9, but were told by the that
interviews were not permitted but the surveyors
could observe the [jjjjl through the doorway of
their rooms. Surveyor #5 observed Resident #8's
breakfast meal tray on the bedside table, the
resident's meal was served on a disposable tray
with paper plates, cups, and utensils. Resident
#8 was observed in the room in [EEEEEEEEE \vith
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ERINJ ex order 26.4b1
. Resident #9 was observed in bed

NJ ex order 26.4b1

On 07/12/24 at 09: 40 AM Surveyors #3, #4, and

plates, utensils and cups as well as having their

meals checked by the [ERREEERQE

serving. TheglliRlY further stated the |l

shower schedule was Tuesday and Thursday in
NJ Ex Order 26.4(b)(1)|

the evening and the
shower room with the |l

stayed in the

On the same date at 9:43 AM while observing the
fourth floor, Surveyor # 3 observed Resident # 5
and Resident # 6 from the hallway while they
were in the room. The room contained two
guards. No resident names were identified on the
door placard. Resident # 6 was in bed.

On 07/12/2024 at 09:45 AM, Surveyor #5
interviewed the Licensed Practical Nurse (LPN
#1) who is the nurse for both Resident #8 and #9.
LPN #1 stated the [

. LPN#1 stated the
, go into

On the same date at 9:50 AM, Surveyor # 3
interviewed an unsampled resident who stated
that they had no interaction with the .

On 07/12/2024 at 12:15 PM, Surveyor #1 and
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Y \ho stated that

NJ Ex Orger 26.4(b)\

other residents, and not being able to attend
activities or eat in the main dmlng rooms were aII

that was enforcing this on the

was the NN ICE PN

On 07/12/24 at 1:24 PM, Surveyors #1, #2, #3,
#4, and #5 conducted a phone interview with the
USRI N({=)R(S)I ho stated that he had

been on vacatlon when the 11|

the and were notifi ed of the IJ and were
provided with the |J template.

On 07/15/2024 at 8:45 AM, while on the Sl

, Surveyor # 3 observed Resident # 4 from
the hallway. The jsial would not allow the
surveyor to enter the room. At that time, Surveyor
# 3 observed a |[NNE-Y el (e [SI @i R41o)

NJ ex order 26.4b1

was
observed within the room. Also at that time,
Surveyor # 3 observed Resident # 10 in bed. A

NJ ex order 26.4b1
Also, NNESEelfs CIgdsR-1eul in that room.

Resident # 5 in their rooms. They had s
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On 07/15/24 at 09:44 AM, Surveyor #2, #3 and #5
interviewed the [l who stated until he met
with or heard from the New Jersey Department of
Health (NJDOH), Centers of Medicare and
Medicaid (CMS), and the [contracted company]
that he could not submit a removal plan for any of
the deficiencies because the [SSEESSEE could not
be released into the facility and would have to be
removed from the facility.

On 07/15/24 at 9:45 AM during an interview with

involved residents were still RASICICEILERE -
still NNCCE

NJAC 8:39-4.1
F 561 | Self-Determination F 561 8/20/24
SS=K | CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.

The resident has the right to and the facility must
promote and facilitate resident self-determination
through support of resident choice, including but
not limited to the rights specified in paragraphs (f)
(1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose
activities, schedules (including sleeping and
waking times), health care and providers of health
care services consistent with his or her interests,
assessments, and plan of care and other
applicable provisions of this part.

§483.10(f)(2) The resident has a right to make
choices about aspects of his or her life in the
facility that are significant to the resident.
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§483.10(f)(3) The resident has a right to interact
with members of the community and participate in
community activities both inside and outside the
facility.

§483.10(f)(8) The resident has a right to
participate in other activities, including social,
religious, and community activities that do not
interfere with the rights of other residents in the

facility.
This REQUIREMENT is not met as evidenced
by:

Complaint # NJ 175415

Based on observation, interview, record review,
and review of pertinent facility documents it was
determined that the facility failed to promote and
facilitate 11 of 11 [NRE QI C LA '
I (Resident#1, 2, 3,4,5,6,7,8,9, 10, and
11) right to: 1) make their own choices regarding
aspects of their life and care; 2) participate in
activities and 3) interact with members of the
community both inside and outside the facility.
The failure to promote and facilitate a resident's

NJ Ex Order 26.4(b)(1)HaPYsRiatsy\J ex order 26.4b1

On 07/11/24 at 09:00 AM, Surveyor #1 and #2

interviewed the (SSESOIEN()N(6) who

stated that she was notified by the facility's

and were not to interact with other

residents.

(ANJ ex order 26.4b1

2. All Justice involved Residents have the
potential to be affected by this deficient
practice.

3. All administrative staff will be
reeducated on the importance of ensuring
that resident rights are promoted and
facilitated regarding self-determination.

4. The Administrator/designee will audit 5
residents a month x 4 months to ensure
residents are being afforded their right of
self-determination. Audit findings will be
shared with the QAPI committee monthly
X 4 months.
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On 07/11/24 at 11:35 AM, Surveyor #1
interviewed the [SSESGIEN(=)N(S) Il who stated
that she was |nformed by the Interdisciplinary
Team and the [l that no activity assessment
had to be completed for the |l because the
would not be attending any activities.

On 07/12/24 at 9:30 AM, Surveyor #3 and #5
interviewed Unit Manager (UM) #3 who stated
that the SN NNESICERLREN . UM3 stated
that the only come out of their rooms for
showers on [NNEXEe] (s [T R o X1

The facility's jl88l was informed of the
Immediate Jeopardy (1J) situation onl|
3:49 PM which also constituted Substandard
Quality of Care (SQC) for 42 Code of Federal
Regulations (CFR) §483.10(f)(1)(2)(3)(8). The
resident has a right to choose activities,
schedules (including sleeping and waking times),
health care and providers of health care services
consistent with his or her interests, assessments,
and plan of care and other applicable provisions
of this part. The resident has a right to interact
with members of the community and participate in
community activities both inside and outside the
facility.

An acceptable removal plan was received on
B ot 9:59 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: All [ NNIE &G 26 4b1
were discharged from the facility as of |
The facility will no longer admit (ISR 40)D)
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The findings were as follows:

Reference: The Centers for Medicare and
Medicaid Services (CMS) Updated Guideline to
Surveyors on Federal Requirements for Providing
Services to Justice Involved Individuals, revised
12/23/16, S&C 16-21 ALL, documented that
Skilled Nursing Facilities must permit residents to
have autonomy and choice to the maximum
extent practicable regarding how they wish to live
their everyday lives and receive care with the
same rights as nursing home residents.

The facility policy dated 02/2024 and titled,
"Resident Rights" indicated that "all residents
would be treated equally regardless of age, race,
sex, ethnicity, religion, culture, language, physical
or mental disability, socioeconomic status, sex,
sexual orientation, or gender identity or
expression. The resident has a right to be treated
with dignity and respect including being free from
any physical or chemical restraints imposed for
the purposes of discipline or convenience. The
resident has a right to interact with members of
the community and participate in community
activities both inside and outside the facility ... the
right to receive visitors of his or her own choosing
subject to the resident's right to deny visitation
when applicable ...right to participate in family
groups ...the right for personal privacy includes
accommodations, medical treatment, telephone
communications, personal care, visits and
meetings of family and residents groups."

Review of a facility policy titled "Care Plan" with a
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review date of April 2024 revealed under, "Policy"
that, "It is the policy of Sinai that all residents
admitted to the facility will have adequate
person-centered care plans that provide for all
their needs in a timely manner."

Review of a facility policy titled, "Activity
Programs" with a revised date of February 2024
revealed under, "Policy Interpretation and
Implementation” that, "1. Our activity programs
are designed to encourage maximum individual
participation and are geared to the individual
resident's needs."

On 07/11/24 at 11:05 AM, Surveyor #1 and #2
were given permission from the |l RIS
[l to interview Resident #4. Resident #4
stated they could [ NNES I EIgA R dE

NJ ex order 26.4b1

NJ ex order 26.4b1

Resident #4 stated that otherwise
BREERRRR \when speaking on the

there was

phone.

The surveyors attempted to interview other
but were denied by the [NREEXQOI IR Xk

The survey reviewed the medical records.

1. According to the Admission Record (AR),
Resident #1 was admitted with diagnoses which

NJ ex order 26.4b1

Review of an admission progress note dated

w at 3:20 PM, revealed Resident #1 i

2. According to the AR, Resident #2 was admitted
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[NJ ex order 26.4b1}

with the diagnoses which included but

"gNJ ex order 26.4b1

3. According to the AR, Resident #3 was admitted

with diagnoses which included but' exorder 26.4b1

Review of a progress note dated
revealed Resident # 3 [NNIESKOGIEI@oRAe)

4. According to the AR, Resident #4 was admitted

with diagnoses which [ NNEE & CIVAS I o X1
I

1

The admission assessment documented
RS ENIE:ZAN ] ex order 26.4b1

5. According to the AR, Resident #5 was admitted
with diagnoses NN AR o)1

Review of an Interdisciplinary progress note

dated“, revealed Resident #5 [

6. According to the AR, Resident #6 was

admitted with diagnoses which |

iew of a Social Service progress note dated
Bl at 9:45 PM, revealed Resident #6 was
alert and oriented with a Brief Interview for Mental

Status (BIMS) score of 8 at of 15 indicating that
the resident's NEESeI e [SIgPARA N |
7. According to the AR, Resident #7 was

admitted with diagnoses which ||
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NJ ex order 26.4b1

Review of an Admission summary note dated

w at 11:12 AM, revealed Resident #7F

8. According to the AR, Resident #8 was
admitted with diagnoses which included but not

(MyNCOREHNJ ex order 26.4b1

Review of an Admission progress note dated

9. According to the AR, Resident #9 was
admitted with diagnoses (NN R @A o)

Review of a progress admission note dated

Wat 1:36 PM, revealed Resident #9 il

10. According to the AR, Resident #10 was
admitted with diagnoses NN R @A o)

Review of the admission summary progress note
dated B at 2:40 PM, revealed Resident
i\ J ex order 26.4b1

11. According to the AR, Resident #11 was
admitted with diagnoses which includeci
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Review of a progress note date | B at 4:08
PM, Resident #11 was [NNEE &elfe [SI@ARAIN]

A review of the Individualized Care Plans (ICP)
for Resident #1 through #11 revealed no CPs
were initiated addressing the resident's choices
regarding the aspects of their life that were
significant to the residents. Further review of the
medical record revealed that Resident #1 through
#11 NN EIA R o

The comprehensive Minimum Data Sets (MDS)
were in progress and unavailable for review.

NJAC 8:39-27.1(a)
F 603 | Free from Involuntary Seclusion F 603 8/20/24
SS=K | CFR(s): 483.12(a)(1)

§483.12

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:

Complaint # NJ 175415 1. Al NNESYCIGETWIRI(IIE) have
been discharged from the facility.
Based on observation, interview, review of
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resident medical records and other pertinent 2. All Justice involved Residents have the
facility documentation it was determined that the potential to be affected by this deficient
facility failed to ensure that 11 of 11 [ practice.
(Resident #1, 2, 3, 4, 5,
6,7,8,9, 10, and 11) NNESE (s [SIgZA R 1 X1 3. All administrative staff will be
“REEN\J ex order 26.4b1 reeducated on the importance of ensuring
NJ ex order 26.4b1 that residents are free from involuntary
regarding how they wish to live seclusion.
their everyday lives and receive care with the
same rights as nursing home residents. The 4. The Administrator/designee will audit 5
failure to allow |l autonomy posed the residents a month x 4 months to ensure
likelihood to causchIERRCS EEEREROC they are free from involuntary seclusion.
B o IESSCEEOIEN) which resulted Audit findings will be shared with the QAPI
in an Immediate Jeopardy (1J) situation. committee monthly x 4 months.

The 1J began on iR the date that the
first jffli (Resident #1) was admitted to the facility
ENCMERINJ ex order 26.4b1

The |J situation was identified on
AR \vhen Residents #1, 2, 3,4, 5, 6, 7, 8,
9, 10, and 11 were observed AEEICEEEERER t0

NJ ex order 26.4b1

The facility USEROIIYGIXG)

was informed of the IJ situation on

at 3:49 PM which also constituted
Substandard Quality of Care (SQC) for 42 Code
of Federal Regulations (CFR) 483.12(a)(1). The
facility must not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion.

An acceptable removal plan was received on
7129/24 at 9:59 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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SYPD11 Facility ID: NJ60713 If continuation sheet Page 49 of 98



PRINTED: 09/27/2024

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

]
315236 B. WiNG 07/29/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
65 JAY STREET

SINAI POST ACUTE NURSING AND REHAB CENTER

NEWARK, NJ 07103

(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 603 | Continued From page 49 F 603

practice including: All NEESCII IR RIC)EY

were discharged from the facility as of .
The facility will no longer admit [RESEREIROIC

The survey team verified the removal plan on-site
on 7/29/24, and determined the 1J was removed
as of 7/26/24.

The findings are as follows:

Reference: The Centers for Medicare and
Medicaid Services (CMS) updated Guideline to
Surveyors on Federal Requirements for Providing
services to Justice Involved individuals, revised
12/23/2016, S & C 16-21-ALL, documented
Skilled Nursing Facilities must permit residents to
have autonomy and choice to the maximum
extent practicable regarding how they wish to live
their everyday lives and receive care with the
same rights as nursing home residents.

The facility policy dated 02/2024 and titled,
"Resident Rights" indicated that "all residents
would be treated equally regardless of age, race,
sex, ethnicity, religion, culture, language, physical
or mental disability, socioeconomic status, sex,
sexual orientation, or gender identity or
expression. The resident has a right to be treated
with dignity and respect including being free from
any physical or chemical restraints imposed for
the purposes of discipline or convenience. The
resident has a right to interact with members of
the community and participate in community
activities both inside and outside the facility ... the
right to receive visitors of his or her own choosing
subject to the resident's right to deny visitation
when applicable ...right to participate in family
groups ...the right for personal privacy includes
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accommodations, medical treatment, telephone
communications, personal care, visits and
meetings of family and residents groups."

On 07/11/2024 at 09:00 AM, Surveyor #1 and
Surveyor #2 interviewed the (ST GIIE)

who stated that she was notifi ed by the
US FOIA (B) (6) that il were
enterlng the facility. She stated that the facilities
Bl instructed the UERECINGEIG)

not to mix the jul W|th other re5|dents and that

that the

instructed the facility not to mix or intermingle the
with other residents in the facility, no
community activities or outside visitation.

On 07/11/2024 at 10:20 AM Surveyor #1 and
Surveyor #2 toured the |l .

interviewed Licensed Practical Nurse (LPN#1)
who stated that he worked for an agency and that
it wa working at the facmty LPN #1
stated that there were 6 (six) |

had. He also added that he was not aware of any
complaints about these residents from other
residents that resided on his unit.

On 07/11/2024 at 10:25 AM, Surveyor #1
observed thei from the hallway. Residents

F 603
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#2, #5, #6, #8, #9 and #11, that resided on the

[NJ ex order 26.4b]]

were observed in their rooms being

NJ ex order 26.4b1

On 07/11/2024 at 10:30 AM, Surveyor #1 and
Surveyor #2 interviewed a gentleman outside in
the hallway who identified himself as a contracted
U.S. FOIA (b) (6) )
NJ Ex Order 26.4(b)(1)

. He stated
that the surveyors were not allowed to enter the
rooms and Would not allow the surveyors to
interview the N2 Bx Order 26.4(0) RT3
(Resident #2, #5, #6, #8, #9, and #11). The
B cxplained to the surveyors that thel|
were at the facility for rehabilitation services. He
stated that all [l

EWCETINI ex order 26.4b1
He explained that the wearing of AEESSSEEEEAS av]
depended on the resident's medical condition. He
stated that all residents could not attend facility
activities and could not intermingle with other
residents and could only talk amongst other E

residents. He stated that the residents
for showering
or any other reason which was approved by the
BRELEREE He stated that the [l must eat in
their rooms and could not eat in the main dining
room with the other residents. He stated that
visitation of anyone must be approved by

On 07/11/2024 at 10:42 AM, Surveyor #1
observed Resident #5 and #6 from the hallway
NJ ex order 26.4b1

On 07/11/2024 at 10:43 AM, Surveyor #1
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observed Resident #8 and #9 from the hall, being
guarded to the room by NEIUGEIRELRIN ond
NJ ex order 26.4b1 )
On 07/11/2024 at 11:00 AM, Surveyor #1 and
Surveyor #2 toured the [ERIREEEIEEE  The
surveyor interviewed LPN #2 who stated that

there were three (3) [l on the unit (Resident
#1, #4 and #10).

On 07/11/2024 at 11:05 AM, Surveyor #1 and
Surveyor #2 were given permission from the
detention officer to interview Resident #4 who

was observed in bed with glasses and was
6. )

INJ Ex Order 26.4(% INJ Ex Order 26.4(b)(1)

and The surveyor observed

that Resident #4 [NNEY QI I@A R oK}
il in the room indicated that

the resident NEESQEGEIPIRAN ond was IR

The surveyors observed the |§

Resident #4 stated that [Resident #4]

was in the facility [NNEXEeI (e [SI@As R o X1

. Resident #4 stated that the food was

good and that they [NNEEY&e]fe [EIgeAc 1 oK1
. The resident stated that

they were not allowed to intermingle with other
residents and were [NNICX &I CI AR} 1
Resident #4 stated

NJ ex order 26.4b1]

that otherwise there was
INRECY eI CIgARAN . Resident #4 also stated
that [he/she] NNEX QeI o CIRAS I X1

On 07/11/2024 at 11:12 AM, Surveyor #1 and
Surveyor #2 were given permission from the
detention guard to interview Resident #1, who

. The resident stated that
they were admitted to the facility with the
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NJ Ex Orer 26.

NJ Ex Oroe

diagnoses of bl and and
. The resident
indicated that they |NNE=Yqelfe[SI@{oR: 1Y

. Resident #4 stated that they received

meals in the room but was able to pick their own
meals and that the facility honored food
preferences. The resident stated ARSI

resident stated that this |[NEEXEelfe @RI}

On 07/11/2024 at 11:20 AM, Surveyor #1 and
Surveyor #2 interviewed Licensed Practical Nurse
Unit Manager (LPN/UM #1) who stated that
Resident #3 resided on the Sl and had the
diagnoses of [NNRY el (e[S @A K1 o)

She also identified the

resident as a She stated that Resident
XN J ex order 26.4b1

She stated that the resident had

activities in the room but KUK Eelfe (=g R:1ey
because

there was INJ Ex Order 26.4(b)(1) with NJ ex order 26.4b1

LTC residents. LPN/UM #1 stated that Resident

NJ ex o b

#7 also resided on the and had a history
of Bl She stated that Resident #7's
restrictions were the same for Resident #3.

On 07/11/2024 at 11:35 AM, Surveyor #1 and

US FOIA (B) (6)

Surveyor #2 interviewed the
who stated that she was
informed by the [SSEEOIEN{=)N() I

that when the il were
admitted to the facility that she was to have no
interactions with them. She stated that she was
told not to complete an activities assessment on
admission and that resident were not to attend
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any activities out of their rooms. She stated that

she provided the |iRISNE \Vith a basket of
puzzles and cards on admission.

On 07/11/2024 at 11:42 AM, Surveyor #1 and
Surveyor #2 interviewed the USIZCSIEYGEXG)
I /o stated that she had been
employed by the facility for abou

She explained what her role was when reS|dents
were admitted to the facility and stated that during
the admission process, she performed a social
service assessment with the resident. She
explained the process of completing an advanced
directive, discharge planning and held care plan
meetings. She stated that when the il were
admitted to the facility she provided them with a
list of resident rights, advanced directives, billing
information, and management. She stated
that based on federal regulations in nursmg
homes keeping a resident in the room
and not being NNESYCIGEIRIRI()IEB] was a
form of REESICILERELRIOIOY She stated that the
residents were being isolated for safety
reasons and that was against the federal
regulations.

On 07/12/2024 at 9:15 am, Surveyor #3, Surveyor
#4, and Surveyor #5 toured the |8 &R and
observed [NNEEY Qo] (o [FIgA R ok
near Resident #1, Resident #4, and Resident
#10's room. Further observation revealed that
there were | St2nding inside the
rooms. Surveyor # 4 observed Residents #4 and
#10 from the hallway and were observed to be
covered with blankets and the |§i8

the surveyor from entering the rooms and from
interviewing the residents.

On 07/12/2024 at 9:18 am, Surveyor #4
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interviewed Licensed Practical Nurse #2 (LPN
#2), who stated she could give the residents
medication and the sl would identify the
NJ ex order 26.4b1 and the|§
BN Give the medication to the
residents. LPN #2 further stated that there were
always SN present. and RRRRY ould
the nursing care and staff were not
PIEIZRRNJ Ex Order 26.4(b)(1)
further stated that she and all the staff were
supervised by the |§ °

. She

On 07/12/2024 at 9:30 AM, Surveyor #4
interviewed an unsampled resident who stated

[NJ Ex Orger 26.4(b)

that they are aware there are

facility and the W ErorsrR O R N Ex Order 26.4(b)(1)
and do not NER=ge] (s lR:1{s) [§))]

other residents.

On 07/12/2024 at 09:34 AM, Surveyor #1 and
Surveyor #2 interviewed the il \Wwho stated
that the facility could accommodate the jll
medical needs, however after he received the
Centers for Medicare and Medicaid Services
(CMS) memo S & C: 16-21-ALL, with a revised
: b, he understood that it was

against federal regulatlon to i or
. He stated that he called the nursing

them. He stated that he did not refuse to admit
the resident to the facility because the jsil
residentNNICSEIEEIIPAEIY] . He then stated
that it was not the facnlty that was |mposmg the
restrictions on the ‘
that was |mposmg them. He added that
the facility was aware that the il were being
treated differently by the facility than the regular
facility residents and that it was not the facilities
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standard of practice, however he felt that the

NJ ex order 26.4b1 was a [
and that he wa tween the
Department of Health and the

On 07/12/2024 at 9:40 AM, Surveyor #3,
Surveyor #4, and Surveyor #5 interviewed the

WERECIINGX@) who stated that the

were served all their meals on disposable

plates, utensils, and cups, and the

The UM further
stated that the shower schedule was

Tuesday and Thursday in the evening, and the

NJ ex order 26.4b1

On 07/12/2024 at 09:40 AM, Surveyor #3 and
Surveyor #5 attempted resident interviews with
Resident #8 and #9 but were told by the |l

that interviews were not permitted but we
could observe the through the doorway of
their rooms. Surveyor #5 observed Resident #8's
breakfast meal tray on the bedside table, the
resident's meal was served on a disposable tray,
plates, cups, and utensils. Resident #8 was
observed in the room in a wheelchair with an

NJ ex order 26.4b1HJVEINJ ex order 26.4b1}
Resident #9 was observed in bed with an

NJ ex order 26.4b1

On 07/12/2024 at 09:45 AM, Surveyor #5
interviewed LPN #1 who was the nurse for both
Resident #8 and #9. LPN #1 stated the |
NRESIOIGETWLRA(IIER) cxcept on shower
days. LPN#1 stated the il do not EEESEERE
, go into the NJ Ex Order 26.4(b)(l) and
does not believe they were EaEEERIOIS
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On 07/12/2024 at 12:15 PM, Surveyor #1 and
Surveyor #2 interviewed the il who stated
that re5|dents [ITe]NJ Ex Order 26.4(b)(1)

NJ Ex Orger 26.4(b)(1

were aII a form of however it was not
i that was enforcing that on the |

residents, it was the [SSEZOIVN({=) (6)

1. According to the Admission Record (AR),

Resident #1 was admitted to the facility with
diagnoses which [NNEY@e] (e[ @2l R1 o)

l. Resident #1 was assessed as not
having any behaviors and [NEEqelfe[CIgedsR:] o)
WNESIGELRIA]  however Resident #1 was
observed by Surveyor #1 (S1) and Surveyor #2
(S2) on 07/11/24 at 11:04 AM, ECEEREESE

Review of the physician's orders (PO) reflected
that there were no orders for the ki
, however a PO order dated
reflected an order to [NNESYQe] (e[S @A R4 o)/

NJ ex order 26.4b1
not address that the resident NUESSEIis gy

CP did not address that the resident juinlsl

other residents, and not being able
to attend activities or eat in the main dining rooms

According to the Admission progress note

There was no consent

F 603
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NJ ex order 26.4b1

EueINJ ex order 26.4b1 and
there was no documentation on the CP to

address from NJ Ex Order 26.4(b)(1)

and community dining.

2. According to the AR, Resident #2 was admitted
to the facility with the diagnoses which included
NJ ex order 26.4b1

A comprehensive MDS
was in progress and unavailable for review.
Resident #1 [ NNES K IRV .

Review of the AA dated [RSREEREEE Resident #2
was assessed [NNE eI(e [ gpds W41 o)1

however Resident #2 was observed by Surveyor
#1 and Surveyor #2 on 07/11/24 at 10:44 AM,

NJ ex order 26.4b1 §

Review of the physician's orders (PO) refl
that there were no orders for the use of |§
, however the Treatment
Administration Record (TAR) reflected an order
BTSN J ex order 26.4b1

ted

Review of the resident's CP dated

revealed that a CP was not implemented for the
NNCCREPEREI The CP did not address that the
EREaNJ ex order 26.4b1

The CP did not address that
[OEYCRREMINJ ex order 26.4b1
and accompanied by the
NJ Ex Order 26.4(b)(1) and there was no
documentation on the CP to address
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from attending community activities and
community dining.

NJ ex order 26.4b1]

, revealed that
s NJ ex order 26.4b1

Review of the AA dated
Resident # 3 was assessed a

Review of the CP initiated on
no CPs were initiated regarding supervision with

NJ ex order 26.4b1 )

4. According to the AR, Resident #4 was admitted

into the facility [N With diagnoses
which included but not limited; to RESSCICEIRZERINI

revealed a

NJ ex order 26.4b1]

Review of the Order Summary

Report
physician order (PO) dated [iEEES

; to

Further review revealed that there were no orders
4N J ex order 26.4h1INJ ex order 26.4b1]
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Review of the AA dated Ekasiaaa , the resident
was assessed as [NNEEeIe S]@ A1 o)1

ENEINJ ex order 26.4b1

Review of the resident's CP dated i

NJ ex order 26.4b1

Review of the admission summary progress note
B -t 01:37 PM, revealed the
resident NNENEIT TIPSR NI

5. According to the AR, Resident #5 revealed was
admitted to the facility on JHESEEEEEEE = With
diagnoses which [NNEYEe] (e [EIgrdc Wil o X1

6. According to the AR, Resident # 6 was

admitted to the facility on .

Review of Resident # 6's AR revealed the
resident was admitted to the facility with

GIEWIYIN J ex order 26.4b1
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NJ ex order 26.4b1

9. According to the AR, Resident #9 was admitted
to the facility with diagnoses which included but

Review of a PN dated [HRREEEEEE at 1:36 PM,
revealed that the resident | NNEX QI AR X1

Review of the AA dated [ , included that
the resident was assessed as [CICIEEFLRED

however on 07/11/24 at 10:43 AM,
Surveyor #1 and Surveyor #2 observed the

resident in the room with NERSXUCEIRA G

Review of the physician's orders (PO) reflected

that there were no orders for the

however the PO reflected an order
RN ANJ ex order 26.4b1

There were no consents found in the medical

record regarding the use of REICICEIAIERE

Review of the CP dated j§
CP was [\NES G EIR R ok
The CP did not address that the resident

8 revealed that a

INJ ex order 26.4b:

The CP did not address that the resident
NJ ex order 26.4b1

l and there was no documentation on the
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CP tO address NJ Ex Order 26.4(b)(1) from NJ Ex Order 26.4(b)
and community dining.

10. According to the AR, Resident #10 had
diagnoses which included but not limited to;

Review of the PO dated [N , revealed no
NJ ex order 26.4b1QeJdNJ ex order 26.4b1

Review of the resident's CP dated § did

not include focus areas that would address

revealed the resident [ NEEXQeIe [ VA1 o X1
and [\ CEI R ok

11. According the the AR, Resident #11 was
admitted to the facility with diagnoses which but

was not limited to; NN &[S VA Rzl ok

INJ ex order 26.4b1)]

Review the AA dated , the resident was
assessed as not having any |EREEERE or
requ”_lng INJ Ex Order 26.4(} OI’ NJ eX Ol’der 264b1 hoWeVer

Resident #11 was observed by Surveyor #1 and
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Surveyor #2 OF at 10:44 AM, EEEEE

Review of the PO reflected that there were no
orders for the use of NICSCICEFEREN however
Treatment Administration Record (TAR) reflected
an order dated i ' IINJ ex order 26.4b1]

Review of the CP dated B revealed that a
CP was not implemented for the [NESSCICEEGEIN
The CP did not address that the resident |l

. The CP did not address
that the resident [NNEY QeI (s [SI @A KA1 o X1

ETale]\J ex order 26.4b1]
and there was no
documentation on the CP to address restrictions
from attending community activities and
community dining.

The comprehensive Minimum Data Set (MDS),
an assessment tool that facilitates a resident's
care, was in progress for Residents #1 though
#11, and unable to be reviewed.

The facility Admission Agreement (a contract
which included all documents that a resident or
responsible person must sign at the time of, or as
a condition of, admission) was not signed by
Residents #1 through #11.

8:39-4.1 (a)
F 604 | Right to be Free from Physical Restraints
SS=K | CFR(s): 483.10(e)(1), 483.12(a)(2)

§483.10(e) Respect and Dignity.
The resident has a right to be treated with respect

F 603

F 604

8/20/24
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F 604 | Continued From page 65 F 604
and dignity, including:

§483.10(e)(1) The right to be free from any
physical or chemical restraints imposed for
purposes of discipline or convenience, and not
required to treat the resident's medical symptoms,
consistent with §483.12(a)(2).

§483.12

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)(2) Ensure that the resident is free
from physical or chemical restraints imposed for
purposes of discipline or convenience and that
are not required to treat the resident's medical
symptoms. When the use of restraints is
indicated, the facility must use the least restrictive
alternative for the least amount of time and
document ongoing re-evaluation of the need for
restraints.

This REQUIREMENT is not met as evidenced
by:

COMPLAINT # NJ 175415 1. All NNESECIGETRLRIGE) have
been discharged from the facility.
Based on observation, interview, review of
resident medical records and other pertinent 2. All Justice involved Residents have the
facility documentation it was determined the potential to be affected by this deficient
facility failed to ensure that 11 of 11 residents practice.

NJ ex order 26.4b1
(Resident #1, 2, 3,4,5,6,7, 8, 3. All administrative staff will be

9, 10 and 11) [NNEXqe](s Clgis R ki reeducated on the importance of ensuring
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The failure to treat residents respectfully and in a
dignified manner had the likelihood to cause
N Ex Order 26 40)XDINJ Ex Order 26.4(b)(1)IPYate] " ©
These residents were [lCCIEEEEESH
EYNJ ex order 26.4b1
. This was cited as a pattern that
|mmed|atelyjeopard|zes the health and safety of
as well as all other residents that reside
in the facility which resulted in an Immediate
Jeopardy (1J) situation.

was informed of the IJ
ll at 3:49 PM, that an
immediate jeopardy situation existed which also
constituted Substandard Quality of Care (SQC
for 42 CFR 483.10 (e) (1) NN NN
I i oosed for purposes of
discipline or convenience, and not required to
treat the resident's medical symptoms.

An NN CIRZRYEN as received on
B ot 9:59 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: All[\NISECI]} 26 4(b)(1)
were discharged from the facility as of j
The facility will no longer admit NEICSEIEERZAREH
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F 604 | Continued From page 66 F 604

that residents are free from physical
restraints.

4. The Administrator/designee will audit 5
residents a month x 4 months to ensure
they are free from physical restraints.
Audit findings will be shared with the QAPI
committee monthly x 4 months.
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INJ Ex Order 26.4(b)(1)

The survey team verified the removal plan on-site
on 7/29/24, and determined the was removed as
of 7/26/24.

The findings as are follows:

Reference: The Centers for Medicare and
Medicaid Services (CMS) updated Guideline to
Surveyors on Federal Requirements for Providing
services to Justice Involved individuals, revised
12/23/2016, S & C 16-21-ALL, documented
Skilled Nursing Facilities must permit residents to
have autonomy and choice to the maximum
extent practicable regarding how they wish to live
their everyday lives and receive care with the
same rights as nursing home residents.

The facility policy dated 02/2024 and titled,
"Resident Rights" indicated that "all residents
would be treated equally regardless of age, race,
sex, ethnicity, religion, culture, language, physical
or mental disability, socioeconomic status, sex,
sexual orientation, or gender identity or
expression. The resident has a right to be treated
with dignity and respect including being free from
any physical or chemical restraints imposed for
the purposes of discipline or convenience. The
resident has a right to interact with members of
the community and participate in community
activities both inside and outside the facility ... the
right to receive visitors of his or her own choosing
subject to the resident's right to deny visitation
when applicable ...right to participate in family
groups ...the right for personal privacy includes
accommodations, medical treatment, telephone
communications, personal care, visits and
meetings of family and residents groups."
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The facility policy dated 12/2010, revised 4/2024
and titled, "Physical Restraints" indicated that
"restraints should only be used for the safety and
well-being of the residents and only after other
alternatives have been tried unsuccessfully.
Restraints shall only be used to treat the
resident's medical symptoms and never for
discipline of staff convenience. When the use of
restraints is indicated, the least restrictive
alternative will be used for the least amount of
time necessary, and the ongoing re-evaluation for
the need for restraints will be documented. Prior
to placing a resident in restraints, there shall be a
pre-restraining assessment and review to
determine the need for restraints. The
assessment shall be used to determine possible
underlying causes of the problematic medical
symptom and to determine if there are less
restrictive interventions that may improve the
symptoms. Restraints should only be used upon
the written order of a physician and after
obtaining consent from the resident and/or
representative. The order shall include the
specific reason for the restraint; how the restraint
will be used to benefit the resident's medical
symptom; and the type of restraint, and period of
time for the use of the restraint."

1. According to the Admission Record (AR),
Resident # 1 was admitted to the facility with
diagnoses [NNES eI I o N1

progress note dated |§ at 3:20 PM, the
resident NNEEXEOEI@ANLE . A review of the
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Individualized Care Plans (CP) revealed no CPs
were implemented for the use of physical
restraints. Further review of the medical record
revealed that Resident #1 did not sign the facility
Admission Agreement (AA) [NEESCIREIFIEN
I < comprehensive
Minimum Data Set (MDS) was in progress and
not yet completed.

2. According to the AR, Resident #2 was admitted
to the facility with diagnoses EECIEEIEELE
Review
of the AA dated |§ B, revealed Resident #2
was assessed as [NNEX QI EIAN NN, or
NJ ex order 26.b41 . Areview
of the Individualized Care Plans (CP) revealed no
CPs were implemented for the use of ||}
I Futher review of the medical record
revealed that Resident #2 [NNE QI CIAA X
B D
The comprehensive Mlnlmum Data Set (MDS)
was in progress and not yet completed.

3. According to the AR, Resident #3 was admitted
to the facility with diagnoses EECIEEIELE

revealed

Resident #3 was assessed NRENIGEIINEE

NJ ex order 26.b41

A review of the Individualized Care
Plans (CP) revealed no CPs were implemented
for the use of NACSCICEINEE U rther review
of the medical record revealed that Resident #3
NJ ex order 26.b41 [eINJ ex order 26.b41]
The comprehensive
Minimum Data Set (MDS) was in progress and
not yet completed.

4. According to the AR, Resident #4 was admitted
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note dated
. Areview of the Individualized
Care Plans (CP) revealed no CPs were

implemented for the use of PR

Further review of the medical record revealed that

R ENIE:ZAN ] ex order 26.b41
. The

comprehensive Minimum Data Set (MDS) was in
progress and not yet completed.

5. According to the AR, Resident #5 was admitted
to the facility with diagnoses which included [l

der 26.b41

Review of the AA dated | , revealed
Resident #5 was assessed as not ha i  any

behaviors, or requiring )

I ~ccording to a erd|SC|pIinary

progress note dated , the resident was
NJ ex order 26.b41 . Areview of the

Individualized Care Plans (CP) revealed no CPs

NJ Ex Order 26.4(

were implemented for the use of

Further review of the medical record
revealed that Resident #5 did not sign the facility
AA or consent for the use of \RESISICEEIOIE)
The comprehensive Minimum Data Set (MDS)
was in progress and not yet completed.

6. According to the AR, Resident #6 was admitted
to the facility with diagnoses which il
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NSRSRCIEEEIRIQIEY  According to the Social
Service progress note dated at 9 45 PM

resident #6 was assessed as

Care Plans (CP) revealed no CPs were

implemented for the use of [N
Further review of the medical record revealed that

RERCENE:NJ ex order 26.b41
. The

comprehensive Minimum Data Set (MDS) was in
progress and not yet completed

7. According to the Admission Record Resident
#7 was admitted to the facility with diagnoses
which included BEEEEREE Review of the AA
i jl, revealed Resident #7 was
assessed as not having any or
requiring [V & orer 204N Ex Order 26.4(b)(1)}
According to the admission summary note dated
at 11:12 AM, the resident was
his/her needs to staff. A review
of the Individualized Care Plans (CP) revealed no
CPs were implemented for the use of
I Futher review of the medical record
revealed that Resident #7 [NNE QUG EIAA K]
The comprehensive Minimum Data Set (MDS)

NJ ex order 26.b41 )

8. According to the AR, Resident #8 w.

INJ Ex Order 26.4(b)(1)}

admltted

NJ Ex Order 26.4(b)(1)} Accordlng to the Admission
progress note dated B at 2:40 PM, the
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S ERZEIN I Ex Order 26.4b1

his/her needs known. A review of the
Individualized Care Plans (CP) revealed no CPs
were implemented for the use of [ . Further
review of the medical record revealed that

Resident #8 [ NNES R EIAN NI or consent
for the use of NJ ex order 26.b41 . The
comprehensive Minimum Data Set (MDS) was in
progress and not yet completed.

9. According to the AR, Resident #9 was admltted
to the facility with diagnoses which i
Review of the AA dated §
revealed Resident #9 was assessed as

eIaNJ ex order 26.b41
. According to the progress
admission note dated at 1:36 PM, the
resident was [N\NE=S&O{e Clgd:H A
review of the Individualized Care Plans (CP)
revealed no CPs were implemented for the use of
BRI - Further review of the medical
record revealed that Resident #9 did not sign the
facility AA or consent for the use of |l

The comprehensive Minimum Data

Set (MDS) was in progress and not yet
completed.

10. According to the AR, Resident #10 was
admitted to the facility with diagnoses which

NJ ex order 26.b41

Review of the AA
dated 07/02/24, revealed Resident #1 was
assessed as not having any |EEEEEERE

A review of the Individualized Care Plans (CP)
revealed no CPs were implemented for the use of
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NERSICIEEEIRIQIE Further review of the medical

record revealed that Resident #1 PEESSSICEIAIUEE

The comprehensive Minimum Data Set
(MDS) was in progress and not yet completed.

11. According to the Admission Record Resident
#11 was admitted to the facility with diagnoses
which included [RISCICHIEEE  Review of the AA
e . revealed Resident #11 was

or

According to the progress note dated at
4:08 PM, the resident was
EWINJ Ex Order 26.4b1 )
A review of the Individualized Care Plans (CP)
revealed no CPs were implemented for the use of
INNICXCIGEIPLNEEL -\ rther review of the medical
record revealed that Resident #11 (EESSCICEIRANER
or consent for the use of .
. The comprehensive Minimum Data Set

(MDS) was in progress and not yet completed.

On 07/11/24 at 09:00 AM, Surveyor #1 and
Surveyor #2 interviewed the USIESIINIGXE)
Il o stated that she was notified by the

facilities Corporate Offices (CO) that [l were
entering the facility. She stated that the facility’
CO instructed the facility's administration |§

not to mix the |l with other residents and that
they needed to be (RASISIEERRID She stated

that the [l would be guarded by il

. She stated that the CO also

instructed the facility not to (RESSSIEEEGEQIEY the

with other residents in the facility.
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On 07/11/24 at 09:35 AM, Surveyor #1 and #2
interviewed the Minimum Data Set Coordinator
(MDSC) who stated that the eleven |JREESSSE had

entry MDSs completed, however comprehensive
MDSs were not completed until day 14 of
admission. The MDSC provided the surveyors

with the entry MDSs for all

On 07/11/24 at 10:20 AM, Surveyor #1 and
Surveyor #2 toured the [ floor and
interviewed Licensed Practical Nurse (LPN#1)
who stated that he worked for an agency and that
B orking at the facility. LPN #1

stated that there were .

On 07/11/24 at 10:25 AM, Surveyor #1 observed
the |jjjilij from the hallway. The six residents that

resided on the floor were observed in their
rooms being by NJ Ex Order 26.4(b)(1)

On 07/11/24 at 10:30 AM, Surveyor #1 and
Surveyor #2 interviewed a gentleman outside in
the hallway who identified himself as a contracted

He stated the surveyors were not
allowed to enter th rooms and would not

allow the surveyors to interview the | RN

I (Resident #2, 5,6, 8,9, and 11). The

SUSM explained to Surveyor #1 and Surveyor #2

. He explained that wearing of|
depended on the resident's medical
condition. He stated that thclilll could not

attend facility activities and could not |REEESEEE
INJ Ex Order 26.4(b)(1)]

and could only
other residents. He stated that the
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ESENENJ ex order 26.4b1

. He stated that
rme.-v:w:\NJ Ex Order 26.4(b)(1) and could not
eat N\NISEOIRERLRIIIEN] with the

. He stated that NNES &I EI 4R 1

On 07/11/24 at 10:42 AM, Surveyor #1 observed
Resident #5 and #6 from the hallway [k

On 07/11/24 at 10:43 AM, Surveyor #1 observed
from the hallway Resident #8 and #9 in their room

NJ ex order 26.4b1

At 07/11/24 at 11:00 AM, Surveyor #1 and
Surveyor #2 toured the 3rd floor Unit. The
surveyors interviewed LPN #2 who stated that
there werc i8Sl on the unit (Resident #1, #4
and #10).

On 07/11/24 at 11:05 AM, Surveyor #1 and
Surveyor #2 were given permission from the
SRR (o interview Resident #4 who was

observed in bed with glasses and was [ ESS
INJ Ex Order 26.4(b)(1)|

and The surveyor observed that the

Resident #4 was [NNE QO I 1ok .

The guard in the room indicated that the resident

NJ ex order 26.4b1

The surveyors observed the NV CIgZRIsNI

Resident #4 stated that they were in the facility
due to}ll and NEMCICICEIPEREH  Resident #4
stated that the food was good and that they were

NJ ex order 26.4b1 .
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The resident stated that they were not allowed to
NNESYOIG TP (IR and were only
able to NNESEOIe IR ()ED] with their
BN Resident #4 stated that otherwise there

ERINJ ex order 26.4b1

On 07/11/24 at 11:12 AM, Surveyor #1 and
Surveyor #2 were given permission from the
BEEEOIINBI@) to interview Resident # 1 who
was RURIUCERIRBI The resident stated that

they were admitted to the facility with the
diagnoses of NN RO 1 IR oK and |
NJ ex order 26.4b1 . Resident #4 stated
that they received mealg but was able
to pick their own meals and that the facility
honored food preferences. The resident stated

that they had REESSEERERIQI®N o xcept for

showering. The resident stated that that was the

only time that they coulMSISEERERIOE |

On 07/11/24 at 11:20 AM, Surveyor #1 and
Surveyor #2 interviewed the Licensed Practical
Nurse Unit Manager (LPN/UM #1) who stated
that Resident #3 resided on the S8 and had
the diagnoses of NNECERUGEIZRZ okl

NJ ex order 26.4b1

She also
identified the resident as o |[SESSREE She stated
that Resident #3 [NNEY&e (s (@A Rl o)1

and had to eat
meals in the room. She stated that the resident
had activities in the room but NUCKUCEIPERIN

LTC residents. LPN/UM #1 ated that Resident

NJ e;

#7 also resided on the and had a history
REEEERRE  She stated that Resident #7's
restrictions were the same and Resident #3.
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On 07/11/24 at 11:35 AM, Surveyor #1 and
Surveyor #2 interviewed the iiNRNN
who stated that she was
informed by the Licensed SEIXSINGIE)
that when the il
admitted to the facility that she was to
. She stated that she was
told not to complete an activities assessment on
admission. She stated that she provided the
residents with a basket of puzzles and cards on
admission, however the residents were not to

NJ Ex Order 26.4(b)(1) :

On 07/11/24 at 11:42 AM, Surveyor #1 and

Surveyor #2 interviewed thd{USERCIGYGXEG)

were

who stated that she had been
employed by the facility for about |EREEEEERE
She explained what her role was when residents
were admitted to the facility and stated that during
the admission process, she performed a social

service assessment with the resident. She

explained the process of completing an advanced
directive, discharge planning and held Care Plan

NJ e

meetings. She stated that when the il were
admitted to the facility she provided them with a
list of resident rights, advanced directives, billing
information and pain management. She stated
that based on federal regulations in nursing
homes keeping a resident [ NISSCICEFLEIOIE)
and not being able to NEISSEICEFARICIE \vas a

form a |EISISEEERIONEY She stated that the [l
residents were being ESSEEE o RSISERIEIOIS)

and that that was against the federal regulations.

On 07/12/24 at 09:34 AM, Surveyor #1 and
Surveyor #2 interviewed the| who stated
that the facility could accommodate the [l
medical needs, however after he received the
Centers for Medicare and Medicaid Services
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(CMS) memo S & C: 16-21-ALL, with revised
Bl . he understood that it was
against federal NJ ex order 26.4b1 or .
the. He stated that he called the nursing
home in New York to inform them to stop sendlng

it's the NEEReIEIgwlsR:deN] that \was
imposing them. He added that the facility was
aware that the jjjjili were NNISEICEIETN
by the facility than other residents and that lt was
not the facility's standard of practice however he
ICIRGERGEINJ ex order 26.4b1

A= QO EWLEDEY and that he was between
[QEYNJ ex order 26.4b1

On 07/12/24 at 9:40 AM, Surveyors #3 and #5
attempted resident interviews with Resident #8
and #9 but were told by the RS
interviews were not permitted but could be
observed through the doorway of their rooms.
The surveyors observed Resident #8 in their
room in a (NNECY el fe [STgPd N1 o)

connected by aj dl to the resident's bed.
Resident #9 was observed in bed with an S

I ‘o te resicents
bed.

On 07/12/24 at 9:45 AM, Surveyor #5 interviewed
the Licensed Practical Nurse (LPN #1) who was
the nurse for Residents #8 and #9. LPN #1 stated

luE\RGEINJ ex order 26.4b1

On 07/12/24 at 12:15 PM, Surveyor #1 and
Surveyor #2 interviewed the il who stated
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that resident being NNESHCICEPLRIC)EH

REEEEEROE other residents and not belng able

N Ex Order 26.40)(LRIIN Ex Order 26.4(b)(1)
were all a form of Bl however it was not
§ that was enforcing this on the |
residents, it was the NN EIERINI

On 07/12/24 at 1:24 PM, Surveyors conducted a
phone interview with the SEIZSIINGIG)
o stated that he had been on vacation
when the [JSSSB were admitted to the facility. He

was not aware that the [NNEEX QL[S AR o X1
The MD further stated that he did
NJ ex order 26.4b1

On 07/15/24 at 08:45 AM, Surveyors #2 and #3

together toured the k- 2"d

observed Residents #4 and #10 in their rooms

WigINJ ex order 26.4b1 with
NJ ex order 26.4b1| .

On 07/15/24 at 08 51 AM Surveyors #2 and #3

NJ ex order 26.4b1

. At 08:54 AM,

the surveyors observed Residents #6, #5 and #8

in their rooms with [NNIE Gt 1A 1 ok

On 07/15/24 at 09:44 AM, Surveyor #2, #3 and #5
together interviewed the Sl who stated that
until he met with or was contacted by the New
Jersey Department of Health (NJDOH), Centers
for Medicare and Medicaid (CMS), and
[contracted complany] he could not submit a
removal plan for any of the Immediate Jeopardize
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§483.24(c) Activities.

§483.24(c)(1) The facility must provide, based on
the comprehensive assessment and care plan
and the preferences of each resident, an ongoing
program to support residents in their choice of
activities, both facility-sponsored group and
individual activities and independent activities,
designed to meet the interests of and support the
physical, mental, and psychosocial well-being of
each resident, encouraging both independence
and interaction in the community.

This REQUIREMENT is not met as evidenced
by:

Complaint # NJ 175415

Based on observation, interview, review of
medical records and other pertinent facility
documentation, it was determined that the facility
failed to provide a meaningful group and
individualized activity programs that reflected the
resident's preferences.

This deficient practice was identified for 11 of 11

NJ Ex Order 26.4b1l ) (Resident #1,

2,3,4,5,6,7,8,9, 10, and 11), reviewed for
activities, and was evidenced by the following:

Reference: The Centers for Medicare and
Medicaid Services (CMS) updated Guideline to
Surveyors on Federal Requirements for Providing

1. All \NNESFCIGETRLRIGED) have
been discharged from the facility.

2. All Justice involved Residents have the
potential to be affected by this deficient
practice.

3. All administrative staff will be
reeducated on the importance of providing
residents with a meaningful group and
individualized activity program that reflects
their preferences.

4. The Administrator/designee will audit 5
residents a month x 4 months to ensure
that residents are provided with a
meaningful group and individualized
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because the [NNEX QeI (s I@A KA1 o }1
I =1 that was not possible at this time.
8:39-4.1 (6)
F 679 | Activities Meet Interest/Needs Each Resident F 679 8/20/24
SS=E | CFR(s): 483.24(c)(1)
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services to Justice Involved individuals, revised
12/23/2016, S & C 16-21-ALL, documented
Skilled Nursing Facilities must permit residents to
have autonomy and choice to the maximum
extent practicable regarding how they wish to live
their everyday lives and receive care with the
same rights as nursing home residents.

1. According to the Admission Record, Resident #
1 was admitted to the facility on [N,

diagnoses which included [NNEX el fs TgA Rl ok]
Accordlng to the
admission progress note dated |i§ @ at 3:20

PM, the resident was NEUCSCICEIRRIM A review
of the Individualized Care Plans (CP) revealed no

[NJ Ex Order 26.4(b)(1]

CP were implemented for activities, or
The comprehensive Minimum Data Set (MDS)
was in progress and not yet completed.

2. According to the Admission Record ReS|dent
#2 was admitted to the facility on |8
diagnoses which NN R [CIaPAH 4b1

Areview of the CP
revealed no CPs were [ NNES &I e IR o)1
with attending activities, and eRSSSICEEERIOIO
except for showers. The comprehensive MDS
was in progress and not yet completed.

3. According to the Admission Record Resident
#3 was admitted to the facility on [N, with
diagnoses whicHNNE Qo= 26.4b1
A review of the CP
revealed no CPs were implemented for RS
B o ctivities, and NEEEEEIEIDEY
except for showers. The comprehensive MDS
was in progress and not yet completed.

4. According to the Admission Record ReS|dent
#4 was admitted to the facility on |8 , with

activity program that reflects their
preferences. Audit findings will be shared
with the QAPI committee monthly x 4
months.
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diagnoses which [NNEYEeIe IR NN . The
admission assessment indicated the resident i

According to the admission summary progress

for showers. The comprehensive MDS was in
progress and not yet completed.

5. Accordlng to the Adm|SS|on Record Resident

EEENRZEINJ ex order 26.4b1
review of the CP revealed no CPs were

implemented for the supervision of ADL care, |§

[NJ Ex Order 26.4(b)(

, restriction with activities,
and RASSCEEEIRIOE oxcept for showers. The
comprehensive MDS was in progress and not yet
completed.

6. Accordlng to the Admlssmn Record ReS|dent

mE with a Basic
Interview for Mental Status of i out of 15. A
review of the CP revealed no CPs were

implemented for [RSEEERE With attending

showers. The comprehensive MDS was in
progress and not yet completed.

7. According to the Admission Record Resident
#7 was admitted to the facility on [SSSEN, with
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diagnoses which included [ukEsiaiul

According to the Admission summary note dated
at 11:12 AM, the resident was [l

to staff. A review

of the CP revealed no CPs were implemented

Rt R 2ctivites. and i
except for showers. The comprehensive

MDS was in progress and not yet completed.

8. According to the Admission Rec

#8 was admitted to the facility on |§ ,

diagnoses which included [NNES el (e SIS}
Accordlng to the

esident

to NJ SV QO] (e[Sl T()IED]. A review of the CP
revealed no CPNNESYQe]fe (s g4 R-1e)

The comprehensive MDS
was in progress and not yet completed.

9. According to the Admission Record ReS|dent
#9 was admitted to the facility on )
diagnoses which included g Accordlng to
the progress admission note dated |l
1:36 PM, the resident [ NNEY el (e[S @i R41 o}

A review of the CP revealed no
CPs were implemented RESSSEREEN \ith R
activitiesy and NJ ex order 26.4b1 except for
showers. The comprehensive MDS was in
progress and not yet completed.

10. Accordmg to the Admlssmn Record ReSIdent

F 679
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NJ Ex Order 26.4(D){1

A review of the CP revealed no CPs
were implemented for [ NN Qe AR X
EULINJ ex order 26.4b1

. The comprehensive MDS |

1. Accordlng to the Admlssmn Record Re5|dent

4:08 PM, the resident [NEEIEeIfs [SgeR o)

Areview of the CP revealed no CPs were
implemented forj =
ERAIECRENGINJ ex order 26.4b1
. The comprehensive MDS was in
progress and not yet completed.

On 07/11/24 at 10:30 AM,ﬂ interviews were
attempted by Surveyor #1 and #2, and was
prohibited by the\NESEOIGE] 26 4(b)(1 ) .
interviewed on [ and stated
that all required approval by the s

orw to have interviews or

visitation.

On 07/11/24 at 11:05 AM, Surveyor #2 was
allowed by the RERESEEREY to interview Resident
#4 who stated they |NNEYelfe[SIgPisRzIoN] and

not allowed to RelelSEE eI other residents.

On 07/11/24 at 11:12 AM, Surveyors #1 and #2
interviewed Resident #1, who stated that they

VEEEWWNJ ex order 26.4b1 .

On 07/11/24 at 11:35 AM, Surveyor #1 and
Surveyor #2 interviewed the [EEECIQ

who stated that she was
informed by the SSREOIAN{=)X(5))
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that when the |l were
admitted to the facility that she was to

with them. She stated that she was
told not to complete an activities assessment on
admission. She stated that she provided the
residents with a basket of puzzles and cards on
admission, however the residents were not to

attend any activities out of their rooms.

On 07/12/24 at 9:30 AM, Surveyors #3, #4, and
#5 interviewed the 3rd floor[SEHCIENEIG)
who stated theﬁ remain in their rooms at all
times and did participate in group activities.

On 07/12/24 at 9:40 AM, Surveyors #3 and #5
attempted resident interviews with Re5|dent #8
and #9 but was told by the '
interviews were not permitted but could observed
thei through the doorway of their rooms.

On 07/12/24 at 9:45 AM, Surveyor #5 interviewed
the Licensed Practical Nurse (LPN #1) who is the
nurse for both Resident #8 and #9. LPN#1 stated
the S NNESYOICETLFAIIED] except on
shower days. LPN #1 stated the gl did not
participate in group activities.

A review of the electronic medical record (EMR)
for Resident #8 and #9 revealed that Resident #8
had a Physician Order (PO) with a start date of
e RiMN.J ex order 26. 4b1 " Resident #9
had a PO with a start date of sl for,
' as tolerated.” No piissalalil screen,

notes or care plans were noted for either resident.

On 07/15/24 at 10:00 AM, thcllillll provided the
surveyors with a facility policy titled, Activity
Programs. The activity programs policy with a
revised date of REEIEEERERE states under the

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

Event ID:SYPD11

Facility ID: NJ60713

If continuation sheet Page 86 of 98




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/27/2024

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
315236 B.WING 07/29/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
65 JAY STREET
SINAI POST ACUTE NURSING AND REHAB CENTER NEWARK, NJ 07103
(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 679 | Continued From page 86 F 679
policy interpretation and implementation section,
"1. Our activity programs are designed to
encourage maximum individual participation and
are geared to the individual resident's needs. 3.
Our activity programs consist of individual and
small and large group activities that are designed
to meet the needs and interests of each resident
and include, as a minimum: j. Social activities are
scheduled to increase self-esteem, to stimulate
interest and friendships, and provide fun and
enjoyment.
NJAC 8:39-7.3(a)
F 835 | Administration F 835 8/20/24

SS=L | 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:

Complaint # NJ 175415

Refer to F 550 K, Refer to F 557 K, Referto F
561 K, Refer to F 603 K, Refer to F 604 K, Refer
Fto 679 E.

Based on interviews, record review, and review of
facility documents, it was determined that the
facility

failed to a.) ensure the facility
implemented policies and procedures for
Resident Rights and Self Determination as well
as policies and procedures to prevent|

- and e The- also failed to

WAIINJ ex order 26.4b1  EYE
been discharged from the facility.

2. All Justice involved Residents have the
potential to be affected by this deficient
practice.

3. The will be reeducated on

ensuring that policies and procedures are
being followed for resident rights and
self-determination, prevent physical
restraints and seclusion, admission
agreements are being signed upon
admission, residents are afforded
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ensure 11 of 11 [NNEXEeI (e [SIgZAs R o X1
(Resident #1, 2, 3,4,5,6,7,8,9,10,and 11) b.)
NJ ex order 26.4b1

and c.) were afforded the to
RIS group activities, community dining,
serving meals in a dignified manner, freely
communicate with visitors, and to leave rooms at
will . The failure to ensure the facility established
and maintained systems that were effective and
efficient to operate the facility in a manner to
safely meet residents' needs had the likelihood to

cause an .NJ Ex Order 264(b)(1)

which resulted in an 1J situation.

INJ Ex Order 26.4(b)(1

The Immediate Jeopardy (IJ) began orjil§
the date that the first Jfff§ (Resident #1) was

admitted to the facility and NEEUCERERAN
Ral=)\J ex order 26.4b1
. The |J situation was identified on

, when Residents #1, 2, 3,4, 5,6, 7, 8, 9,
10, and 11 were observed being ANESICICEIRZSRIN

NNESEOI(e TRl ()IED] in group activities,
community dining, being served meals in a
dignified manner, intermingling with other
residents, communicating with visitors and

NJ Ex Order 26.4(b)(1)R

The facilities USHSCIINGX®E)
was informed of the IJ

situation on 07/12/24 at 3:49 PM, that an
Immediate Jeopardy situation existed.

An acceptable removal plan was received on
7/29/24 at 9:59 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: All[ \NISECILEIFLRIG@D)
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autonomy to participate in group activities,
community dining, serving meals in a
dignified manner, freely communicate with
visitors, and to leave room at will.

4. Administrator/designee will audit 5
residents monthly x 4 months to ensure
that policies and procedures are being
followed for resident rights and
self-determination, prevent physical
restraints and seclusion, admission
agreements are being signed upon
admission, residents are afforded
autonomy to participate in group activities,
community dining, serving meals in a
dignified manner, freely communicate with
visitors, and to leave room at will. VP of
Operations will complete a performance
evaluation at the end of 90 days to
evaluate the performance of the
Administrator and will determine if
additional education is required. The
results of these audits will be reported to
the QAPI committee monthly for 4
months.
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were discharged from the facility as of S
The facility will no longer admit RESSIEREEICIC)

. Administration will be able to follow
policies pertaining to resident rights, restraints,
ADL's and activities.

The survey team verified the removal plan on-site
on 7/29/24, and determined the was removed as
of 7/26/24.

The findings were as follows:

The facility policy dated 02/2024 and titled,
"Resident Rights" indicated that "all residents
would be treated equally regardless of age, race,
sex, ethnicity, religion, culture, language, physical
or mental disability, socioeconomic status, sex,
sexual orientation, or gender identity or
expression. The resident has a right to be treated
with dignity and respect including being free from
any physical or chemical restraints imposed for
the purposes of discipline or convenience. The
resident has a right to interact with members of
the community and participate in community
activities both inside and outside the facility ... the
right to receive visitors of his or her own choosing
subject to the resident's right to deny visitation
when applicable ...right to participate in family
groups ...the right for personal privacy includes
accommodations, medical treatment, telephone
communications, personal care, visits and
meetings of family and residents groups."

A review of a facility policy titled Resident Rights
dated 02/2024, included under "Policy
Explanation and Compliance Guidelines" that
"prior to or upon admission, the social service
designee, or another designated staff member,
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will inform the resident of the resident's rights and
responsibilities. 2. Exercise of rights. The resident
has the right to exercise his or her rights as a
resident of the facility and as a citizen or resident
of the United States. 5. Respect and Dignity. The
resident has a right to be treated with respect and
dignity including the right to be free of any
physical or chemical restraint... 6.
Self-determination. The resident has the right to,
and the facility must promote and facilitate
residents' self-determination through support of
resident's choice, including but not limited to the
right to choose activities, make choices about
aspect of his or her life, right to interact with
members of the community both inside and
outside the facility, and the right to receive
visitors. 7. Information and communication. The
resident has the right to be informed of his or her
rights and of all the rules and regulations
governing resident conduct and responsibilities
during his or her stay in the facility. 8. Privacy and
confidentially. The resident has a right to personal
privacy and confidentiality of his or her personal
and medical records. Personal privacy includes
accommodations, medical treatment written and
telephone communication, personal care, visits,
and meetings of family and resident groups."

The facility policy dated 12/2010, revised 4/2024
and titled, "Physical Restraints" indicated that
"restraints should only be used for the safety and
well-being of the residents and only after other
alternatives have been tried unsuccessfully.
Restraints shall only be used to treat the
resident's medical symptoms and never for
discipline of staff convenience. When the use of
restraints is indicated, the least restrictive
alternative will be used for the least amount of
time necessary, and the ongoing re-evaluation for
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the need for restraints will be documented. Prior
to placing a resident in restraints, there shall be a
pre-restraining assessment and review to
determine the need for restraints. The
assessment shall be used to determine possible
underlying causes of the problematic medical
symptom and to determine if there are less
restrictive interventions that may improve the
symptoms. Restraints should only be used upon
the written order of a physician and after
obtaining consent from the resident and/or
representative. The order shall include the
specific reason for the restraint; how the restraint
will be used to benefit the resident's medical
symptom; and the type of restraint, and period of
time for the use of the restraint."

On 07/15/24 at 10:00 AM, the il provided the
surveyors with a facility policy titled, Activity
Programs. The activity programs policy with a
revised date of February 2024 states under the
policy interpretation and implementation section,
"1. Our activity programs are designed to
encourage maximum individual participation and
are geared to the individual resident's needs. 3.
Our activity programs consist of individual and
small and large group activities that are designed
to meet the needs and interests of each resident
and include, as a minimum: j. Social activities are
scheduled to increase self-esteem, to stimulate
interest and friendships, and provide fun and
enjoyment.

The jjilili§ provided the surveyors with multiple
facility policies including "The dining environment
and activity programs". The dining environment
policy with a revised date of January 2024 states
under the policy section, "A pleasant environment
is essential to promoting a positive dining
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experience." The activity programs policy with a
revised date of February 2024 states under the
policy interpretation and implementation section,
"1. Our activity programs are designed to
encourage maximum individual participation and
are geared to the individual resident's needs. 3.
Our activity programs consist of individual and
small and large group activities that are designed
to meet the needs and interests of each resident
and include, as a minimum: J) Social activities
are scheduled to increase self-esteem, to
stimulate interest and friendships, and provide fun
and enjoyment.

A review of the facility policy titled "Care Plan"
with a review date of April 2024 revealed under,
"Policy" that, "It is the policy of Sinai that all
residents admitted to the facility will have
adequate person-centered care plans that
provide for all their needs in a timely manner."

A review of the undated facility's "Job Description
and Performance Standards" for Administrator
document revealed that the duties of the
Administrator included but not limited to:

a.) Develop, maintain, and implement operational
policies and procedures to meet residents' needs
in compliance with federal, state, and local
requirements.

b.) Determine the personnel requirements of the
facility and hire or arrange for sufficient staff to
implement the facility policies and procedures.

c.) Develop a monitoring system to assure
compliance with federal, state, and local
requirements.

F 835
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On 07/11/24 at 09:00 AM, Surveyor #1 and
Surveyor #2 interviewed the [SEHSIENEIE)
who stated that she was notified by the
facilities Cooperate Offices (CO) that were
entering the facility. She stated that the facilities
CO instructed the facilities administration s

- . She stated
T 2 -{ lJ Ex
NJ ex order 26.4b1

AMESETRERRY She stated that the CO also

instructed the facility not to REESISEERERIOID) the

with other residents in the facility.

On 07/11/2024 at 09:35 AM, Surveyor #1 and #2
interviewed the Minimum Data Set i
(MDS) who stated that the eleven|
entry MDS's completed,

however comprehensive MDS's were not
completed until day 14 of admission. The MDS
provided the surveyors with the entry MDS's for
all 11 |

On 07/11/2024 at 10:20 AM, Surveyor #1 and
Surveyor #2 toured the e S and

interviewed the Licensed Practical Nurse (LPN

#1) who stated that he worked for an agency and
NJ Ex Order 26.4b1

working at the facility.
LPN #1 stated that there were 6 (six |l
residing on his unit (Resident #2, 5, 6, 8, 9, and
11). He stated that there were |RaSECEERID)

the residents and that the
residents wore . He continued to
explain that he was not sure what the residents'
Bl Were and was not aware of any
that the il had. He also added that

he was not aware of any complaints about these

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
315236 B. WING 07/29/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SINAI POST ACUTE NURSING AND REHAB CENTER 85 JAY STREET
NEWARK, NJ 07103
(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 835 | Continued From page 92 F 835

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

Event ID:SYPD11

Facility ID: NJ60713

If continuation sheet Page 93 of 98



PRINTED: 09/27/2024

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
315236 B. WING 07/29/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SINAI POST ACUTE NURSING AND REHAB CENTER 65 JAY STREET
NEWARK, NJ 07103
(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 835 | Continued From page 93 F 835
residents from other residents that resided on his
unit.

On 07/11/2024 at 10:25 AM, Surveyor #1
observed the [ from the haIIway The six

observed in their rooms [NEEEels E @A)

On 07/11/2024 at 10:30 AM, Surveyor #1 and
Surveyor #2 interviewed a gentleman outside in
the hallway who identified himself as a contracted
U.S. FOIA (b) (6)
He stated that the surveyors were not
allowed to enter the jlilill rooms and would not
allow the surveyors to interview the won the 4
(four) West unit (Resident #2, 5, 6, 8, 9, and 11).
The il exrlained to Surveyor #1 and
Surveyor #2 that the |jjjjij were at the facility for
rehabilitation services. He stated that all
were to wear \UISSOEPLRIDIEY and all were
to be REASSMEEARIOIN  He explained that
wearing of RSl depended on the
resident's medical condition. He stated that all
residents \NE=V Q@] [SIgeisRiI{)[gDities and
ANASROIELEPERIDY \vith other residents and
e\ Ex Order 26.4(b)(1) other. residents. He

B of anyone
must be approved by the [t or.

On 07/11/2024 at 10:42 AM, Surveyor #1
observed Resident #5 and #6 from the hallway

WL RWRSLINJ Ex Order 26.4(b)(1)
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NJ Ex Order 26.4

B The residents were observed i

On 07/11/2024 at 11:20 AM, Surveyor #1 and
Surveyor #2 interviewed Licensed Practical Nurse
Unit Manager (LPN/UM #1) who stated that
Resident #3 resided on the i M and had the
LIETNEEEYIINJ ex order 26.4b1

She also identified the

She stated that the resident had
activities in the room but was |ehiaR
in the main activity room because
there was no intermingling with e
long term care residents. LPN/UM #1 stated that
Resident #7 also resided on the [l and had

a\NEO Q@M She stated that Resident
#7's el \vere the same as Resident #2.
On 07/11/2024 at 11:35 AM, Surveyor #1 and
Surveyor #2 interviewed the (Sl
who stated that she was
informed by the [SSHZCIN{=)X(5)

that when the jgal were
admitted to the facility that she was to "
them. She stated that she was
told not to complete an activities assessment on
admission. She stated that she provided the
residents with a basket of puzzles and cards on
admission, however the residents were not to

attend any activities out of their rooms and mail
would go through administration.

On 07/11/24 at 11:42 AM, Surveyor #1 and

Surveyor #2 interviewed the [SSHZCIEN(=)N(S))
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EERRNOY) \vho stated that she had been
employed by the facility for about JSSSSEE = She
explained what her role was when residents were
admitted to the facility and stated that during the
admission process, she performed a social
service assessment with the resident. Explained
the process of completing an advanced directive,
discharge planning and held Care Plan meetings.
She stated that when the il were admitted to
the facility she provided them with a list of
resident rights, advanced directives, billing
information and pain management. She stated
that based on federal regulations in nursing
homes keeping a resident in the room |k

P o o

that was against the federal regulations.

On 07/11/24 at 12:20 PM, during an interview with

Care regulations. He concluded that if a long-term
care resident was not able to
other residents, then that would be a form of

INJ Ex Order 26.4(D)1

On 07/12/2024 at 9:30 AM, during an interview
with Surveyor # 3 and # 5, Unit Manager # 3

confirmed that the [NNEY o] (e [SI@PiSR41 o)
Further, she confirmed that the sl received
disposable trays for their meals. Lastly, she

confirmed that they [NNE=SEOI(« [Tl R () I§D)
for showers on |[NNEY€e]fe [SIgPA K1 o) .

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:SYPD11 Facility ID: NJ60713 If continuation sheet Page 96 of 98



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

PRINTED: 09/27/2024
FORM APPROVED
OMB NO. 0938-0391

On 07/12/24 at 09:34 AM, Surveyor #1 and
Surveyor #2 interviewed thcll who stated
that the facility could accommodate the il
medical needs however after he received the
Centers for Medicare and Medicaid Services
(CMS) memo S & C: 16-21-ALL with revised date
12/23/2016, he understood that it was against
federal regulation to |l or il the
He stated that he called the nursing home in New
York to inform them to stop sending the [l to
the facility, but they just kept sending them. He
stated that he did not refuse to admit the
residents to the facility because the [l had
nowhere else to go. He then stated that it's not
the faC|I|ty that was |mposmg these [MERSERERE On
it's the PRl (hat is

imposing them. He added that the facility was

aware that the were being (EEISEEFEION

by the facility than other residents and that it was
not the facility's standard of practice however he

IIRGEIRGEIN ] ex order 26.4b1 was a

strong governing body and that he was between

[EINJ ex order 26.4b1 )

On 07/12/24 at 12:15 PM, Surveyor #1 and

US FOIA (B) (

Surveyor #2 interviewed the @ who stated
that resident being NNISSSICERARIG)

residents, it was the NISISICEFIRIC)EN

On 07/12/24 at 1:24 PM, Surveyors conducted a
phone interview with the USROG G)
who stated that he had been on vacation when
B \vcre admitted to the facility. He was
not aware that the

e 6 were NJ Ex Order 26.4(b)(1)|
Il o that they were all [RESSSICEEEIIOICY
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B The MD further stated that he did not
write physician orders for |jiiiiliilll for any of the

NJ ex order 26.4]

On 07/15/24 at 09:44 AM, Surveyor #2, # 3 and #
5 together interviewed the S8l who stated that
until he met with or was contacted by the New
Jersey Department of Health (NJDOH), Centers
for Medicare and Medicaid (CMS), and a
contracted company [name redacted] he could
not submit a removal plan for any of th
Immediate Jeopardies because the |8 would
have to be removed from the facility and that was

not possible at this time.

On 07/15/2024 at 9:45 AM, during an interview
with the Surveyor # 2 and # 3, the [k
confirmed that the

reveal a dietary order specifying that only plastic
spoons are to be on the tray.

NJAC 8:39-4.1
NJAC 8:39-4.1 (6)
NJAC 8:39-4.1 (a), 11
NJAC 8:39-7.3(a)
NJAC 8:39-9.2(a)
NJAC 8:39-27.1(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
deficiency and ensure that the plan is
implemented. Failure to correct deficiencies may
result in enforcement action in accordance with
the provisions of the New Jersey Administrative
Code, Title 8, chapter 43E, enforcement of
licensure regulations.
S 560| 8:39-5.1(a) Mandatory Access to Care S 560 8/20/24
(a) The facility shall comply with applicable
Federal, State, and local laws, rules, and
regulations.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and review of 1. There was no negative outcome to
pertinent facility documentation, it was residents on the shifts identified as not
determined the facility failed to maintain the meeting the NJ staffing requirements
required minimum direct care staff-to-resident during the 7:00am -3:00pm shift on the
ratios as mandated by the State of New Jersey. dates 6/23/24, 6/24/24, 6/25/24, 6/26/24,
This deficient practice was evidenced by the 6/27/24, 6/28/24, 6/29/24, 6/30/24, 7/1/24,
following. 712124, 713124, 7/4/24, 7/5/24, and 7/6/24.
Reference: NJ State requirement, CHAPTER 2. All residents have the potential to be
112. An Act concerning staffing requirements for affected by the deficient practice of not
nursing homes and supplementing Title 30 of the meeting the NJ Staffing requirement
Revised Statutes. Be It Enacted by the Senate ratios.
and General Assembly of the State of New
Jersey: C.30:13-18 Minimum staffing 3. The following measures have been put
requirements for nursing homes effective 2/1/21. into place to prevent the deficient practice
from recurring: Advertisement / Job
1. a. Notwithstanding any other staffing postings for CNA's have been posted on
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/07/24
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S 560 | Continued From page 1 S 560
requirements as may be established by law, social media websites. Incentives are
every nursing home as defined in section 2 of offered to CNA's to work extra shifts.
P.L.1976, ¢.120 (C.30:13-2) or licensed pursuant Incentives are being offered for referring a
to P.L.1971, ¢.136 (C.26:2H-1 et seq.) shall nursing employee as well as a sign on
maintain the following minimum direct care staff bonus for new hires. The facility has
-to-resident ratios: started a monthly raffle for nursing
employees with a good attendance record.
(1) one certified nurse aide to every eight The facility has partnered with additional
residents for the day shift; staffing agencies. The facility has
partnered with a CNA school in an effort to
(2) one direct care staff member to every 10 be able to recruit the students once they
residents for the evening shift, provided that no have completed their certification.
fewer than half of all staff members shall be
certified nurse aides, and each staff member 4. The Administrator/designee will review
shall be signed in to work as a certified nurse the staffing schedule weekly x 4 then
aide and shall perform certified nurse aide duties; monthly x 3 to monitor the staffing ratio on
and the 7am - 3pm shift. The findings will be
(3) one direct care staff member to every 14 reported to the QAPI committee monthly x
residents for the night shift, provided that each 3 months.
direct care staff member shall sign in to work as a
certified nurse aide and perform certified nurse
aide duties
b. Upon any expansion of resident census by the
nursing home, the nursing home shall be exempt
from any increase in direct care staffing ratios for
a period of nine consecutive shifts from the date
of the expansion of the resident census
(1) The computation of minimum direct care
staffing ratios shall be carried to the hundredth
place.
(2) If the application of the ratios listed in
subsection a. of this section results in other than
a whole number of direct care staff, including
certified nurse aides, for a shift, the number of
required direct care staff members shall be
rounded to the next higher whole number when
the resulting ratio, carried to the hundredth place,
STATE FORM 6899 SYPD11 If continuation sheet 2 of 4
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is fifty-one hundredths or higher.

(3) All computations shall be based on the
midnight census for the day in which the shift
begins.

d. Nothing in this section shall be construed to
affect any minimum staffing requirements for
nursing homes as may be required by the
Commissioner of Health for staff other than direct
care staff, including certified nurse aides, or to
restrict the ability of a nursing home to increase
staffing levels, at any time, beyond the
established minimum .

A review of "New Jersey Department of Health
Long Term Care Assessment and Survey
Program Nurse Staffing Report" for the 2-week
period beginning 6/23/24 and ending 7/6/24
revealed the facility was not in compliance with
the State of New Jersey minimum staffing
requirements for 14 of 14 day shifts.

The facility was deficient in CNA staffing for
residents on 14 of 14 day shifts as follows:
-06/23/24 had 28 CNAs for 387 residents on the
day shift, required at least 48 CNAs.

-06/24/24 had 36 CNAs for 387 residents on the
day shift, required at least 48 CNAs.

-06/25/24 had 43 CNAs for 387 residents on the
day shift, required at least 48 CNAs.

-06/26/24 had 46 CNAs for 387 residents on the
day shift, required at least 48 CNAs.

-06/27/24 had 46 CNAs for 494 residents on the
day shift, required at least 49 CNAs.

S 560
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PRINTED: 09/27/2024

FORM APPROVED

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

060713

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY

COMPLETED

Cc
07/29/2024

NAME OF PROVIDER OR SUPPLIER

65 JAY STREET
NEWARK, NJ 07103

SINAI POST ACUTE NURSING AND REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

S 560

Continued From page 3
-06/28/24 had 40 CNAs for 393 residents on the
day shift, required at least 49 CNAs.

-06/29/24 had 32 CNAs for 393 residents on the
day shift, required at least 49 CNAs.

-06/30/24 had 24 CNAs for 397 residents on the
day shift, required at least 49 CNAs.

-07/01/24 had 34 CNAs for 392 residents on the
day shift, required at least 49 CNAs.

-07/02/24 had 40 CNAs for 392 residents on the
day shift, required at least 49 CNAs.

-07/03/24 had 47 CNAs for 392 residents on the
day shift, required at least 49 CNAs.

-07/04/24 had 39 CNAs for 394 residents on the
day shift, required at least 49 CNAs.

-07/05/24 had 41 CNAs for 394 residents on the
day shift, required at least 49 CNAs.

-07/06/24 had 34 CNAs for 394 residents on the
day shift, required at least 49 CNAs.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

315236

Y1

MULTIPLE CONSTRUCTION

A. Building
B. Wing

Y2

DATE OF REVISIT

9/17/2024 v

NAME OF FACILITY

SINAI POST ACUTE NURSING AND REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
65 JAY STREET
NEWARK, NJ 07103

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments
program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on

the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix  F0550 Correction ID Prefix  F0557 Correction ID Prefix F0561 Correction
483.10(a)(1)(2)(b)(1)(2 483.10(e)(2 483.10(f)(1)-(3)(8
Reg. # @MEIENE) Completed Reg. # X2 Completed Reg. # O-)68) Completed
LSC 08/20/2024 LSC 08/20/2024 LSC 08/20/2024
ID Prefix  F0603 Correction ID Prefix  F0604 Correction ID Prefix  F0679 Correction
483.12(a)(1) 483.10(e)(1), 483.12(a) 483.24(c)(1)
Reg. # Completed Reg. # @) Completed Reg. # Completed
LSC 08/20/2024 LSC 08/20/2024 LSC 08/20/2024
ID Prefix F0835 Correction ID Prefix Correction ID Prefix Correction
483.70
Reg. # Completed Reg. # Completed Reg. # Completed
LSC 08/20/2024 LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [ | (NITIALS)
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO D (INITIALS)
FOLLOWUP TO SURVEY COMPLETED ON D CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
7/29/2024 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES |:| NO
Form CMS - 2567B (09/92) EF (11/06) Page 1 of 1 EVENT ID: SYPD12



STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

MULTIPLE CONSTRUCTION

060713

A. Building
v1 |B- Wing

Y2

DATE OF REVISIT

9/17/2024 v

NAME OF FACILITY

SINAI POST ACUTE NURSING AND REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
65 JAY STREET
NEWARK, NJ 07103

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such

corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the

identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey

report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix  S0560 Correction ID Prefix Correction ID Prefix Correction
8:39-5.1(a)
Reg. # Completed Reg. # Completed Reg. # Completed
LsC 08/2012024  |LSC LsC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [ | (NITIALS)
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO D (INITIALS)
FOLLOWUP TO SURVEY COMPLETED ON D CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
7/29/2024 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES |:| NO
Page 1 of 1 EVENT ID: SYPD12
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