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SS=F | CFR(s): 483.21(b)(3)(i)
§483.21(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-
(i) Meet professional standards of quality.
This REQUIREMENT is not met as evidenced
by:
C#: NJ152289, NJ152294, NJ152309, NJ152310 1.
Resident #1 was administered
medication on the following shift (2/13/22)
with EECIEERLEIOED . The medical
director, NP, and the RN evaluated
Based on interviews, medical record reviews, and resident #1 on 2/15/22, 2/20/22, and
review of other pertinent facility documents on 3/9/22 with no noted lasting negative
2/15/2022, 2/16/2022, and 2/19/2022, it was effect from the
determined that the facility failed to administer omission of scheduled medications.
medications according to physician's in order to
maintain accurate medication administration Resident #2 was administered il
documentation that indicated the pain status of medication on the following shift (2/13/22)
the residents and failed to adhere to the with SRUGEFIEIDIEY documented. The
acceptable standards of nursing practice for 6 of medical director, NP, and the RN
7 residents (Resident #1, #2, #3, #4, #5 and #6). evaluated resident #2 on 2/15/22, 2/20/22,
The facility also failed to follow its policies titled and 3/9/22 with no noted lasting negative
"Pain Management" and "Medication effects from the omission of the
Administration- Documentation.” This deficient scheduled jjjigf medication.
practice was evidenced by the following:
Resident #3 was administerecjiili§
Reference: New Jersey Statutes, Annotated Title medication on the following shift (2/13/22)
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 03/09/2022

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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45 Chapter 11, Nursing Board. The Nurse
Practice Act for the State of New Jersey states;
"the practice of nursing as a Registered
Professional Nurse is defined as diagnosing and
treating human response to actual or potential
physical and emotional health problems, through
such services as case finding, health teaching,
health counseling, and provision of care
supportive to restorative of life and wellbeing, and
executing medical regimens as prescribed by a
licensed or otherwise legally authorized physician
or dentist."

Reference: "The practice of nursing as a
Licensed Practical Nurse is defined as performing
tasks, and responsibilities within the framework of
case finding, reinforcing the patient and family
teaching program through health teaching, health
counseling, and provision of supportive and
restorative care, under the direction of a
Registered Nurse, or otherwise legally authorized
Physician or Dentist."

Review of the Electronic Medical Records
(EMRs) were as follows:

1. According to the "Admission Record (AR),"
Resident #1 was admitted to the facility on

SRR \vith diagnoses which included but
were not limited to

According to the Minimum Data Set (MDS), an

assessment tool dated 2/4/2022, Resident #1 had
a Brief Interview of Mental Status (BIMS) score of
‘/15 indicating the resident was g

with resolution of documented. The
NP, medical director and the RN

and 3/9/22 with no noted lasting negative
effects from the omission of the
scheduled Sial

Resident #4 was administered [l
medication on the following shift (2/13/22)
with ERSCIGEPERIG)IEY documented. The
medical director, NP and RN evaluated
resident #4 on 2/15/22, 2/20/22, and
3/9/22 with no noted lasting negative
effects from the omission of the
scheduledaasll medication.

Resident #5 was administerecijiiiii
medication on the following shift )2/13/22)
with ERSCIGEPERIIEY documented. The
medical director, NP, and RN evaluated
resident #5 on 2/15/22,2/20/22, and
3/9/22 with no noted lasting negative
effects from the omission of the
scheduled gl medication.

Resident #6 was administered Sl
medication on the following shift (2/13/22)
with [SReIGEWIEIG)EY documented. The
medical director, NP and RN evaluated
resident #6 on 2/15/22, 2/20/22, and
3/9/22 with no noted lasting negative
effects from the omission of the
scheduled gl medication. Medication
errors were completed for identified
residents.

2.
All residents have the potential to be

evaluated resident #3 on 2/15/22, 2/20/22,
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Bl The MDS also showed the resident affected by this deficient practice.
needed assistance with some | EROREIPLNET:Y
(ADLs), received a scheduled The missed medication report for 2/12/22
regimen, and received il and 2/13/22 (239 pages) was reviewed on
as needed (PRN). The MDS also 2/19/22 and 159 residents with medication
showed that SEGEPIRIGDIEN should be omissions were evaluated by nursing
completed for the presence of , listed administration on 2/15/22-2/20/22 with no
as 2AerEPl and at level @ out of 10, with 1 negative outcome noted for any identified
being the lowest and 10 being the highes il resident.
Review of the "Order Summary Report (OSR)" for Medication errors were completed for
Resident #1 dated 2/15/2022 included the each identified resident (159 residents).
following Physician's Orders (PO's): Staffing coordinator were counseled
(2/20/22) by the administrator on notifying
Evaluation Q (every) shift for [l the DON if there is no nurse to administer
evaluation, record pain on a 0-10 scale, dated scheduled medication.
07/29/2021.
Ex Order 26. 4B1 (milligram). Give 1 tablet 3.
by mouth three times a day related to ik Licensed nurses were educated by the
I cated 9/15/2021 Regional Director of Clinical / designee
(2/15/22; 2/19/22; 3/9/22) on professional
. Give 1 tablet by standards with emphasis on medication
mouth every 8 hours for , dated administration. Course content will include
09/02/2021. ensuring scheduled and PRN medications
to all residents are administered and
Ex Order 26. 4B1 . s with documented S
Give 1 tablet by mouth two times a day for gl must be completed each shift. The In-
I dated 12/15/2021. service will also include notifying the DON
if a nurse is unavailable to administer
Ex Order 26. 4B1 scheduled and PRN medications as well
Give 1 tablet by mouth in as complete EESEEESIS
the morning related to IR LEPLNES:3}
The staffing coordinator was educated by
12/21/2021. the administrator (2/20/22) on the
importance of ensuring licensed nurses
Ex Order 26. 4B1 are available to distribute medications to
1 tablet by mouth every 8 hours for gl all residents.
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control, dated 8/30/2021.

Ex Order 26. 4B1
1 tablet by mouth every 6 hours related to other
Ex Order 26. 4B1

Take[3@ Order PIEI)ED) twice a day for gk
i ), dated 8/25/2021.

Areview of the 02/01/2022-02/28/2022
Medication Administration Record (MAR) for
Resident #1 confirmed the aforementioned PO's
were not administered because there was no
documneted evidence the staff assesed for gk
and gave the medication to the resident as
evidenced by the following:

il Evaluation Q (every) shift for il
evaluation, record jgali on a 0-10 scale, on

2/12/2022 on the 11:00 p.m.-7:00 a.m. shift was
blank.

Ex Order 26. 4B1 . Give 1 tablet by mouth
three times a day related to @y aplaEs:3|
2/13/2022 at 6:00 a.m was blank.

Ex Order 26. 4B1
mouth every 8 hours for
at 6:00 a.m. was blank.

. Give 1 tablet by
YT on 2/13/2022

Ex Order 26. 4B1 .
Give 1 tablet by mouth two times a day for gl
,on 2/13/2022 at 4:00 a.m. was

blank.

Ex Order 26. 4B1

. Give 1 tablet by mouth in
the morning related to lESeEEpLNEy:)|
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Medication pass competencies were
completed (2/20/22) on the 2 identified
nurses that failed to appropriately
document on their medication
administration from 2/12/22 to 2/13/22.

4.

The DON/ designee will audit medication
administration daily (all residents) for
missed administration x 4 weeks, then
weekly x 4 weeks and then monthly until
compliance is met. The results of these
audits will be submitted at QAPI.

The DON/ designee will conduct pain
management audits of residents withjiiii
medication to ensure that sl medlcatlon
is provided when ordered and PRN
medications are administered when
requested. Audits will be completed daily
x 4 weeks (2/20/22-3/20/22) then weekly x
4 weeks and then monthly until
compliance is met.

The Administrator/ designee will audit
licensed nursing to ensure that scheduled
licensed nurses are available to
administer all necessary schedule
medications and PRN medications.

The results of these audits will be
submitted at QAPI.

The Administrator is responsible for
execution and monitoring of this POC.
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Ex Order 26. 4B1

2/13/2022 at 6:00 a.m. was blank.

Ex Order 26. 4B1
1 tablet by mouth every 8 hours for g

on 2/13/2022 at 6:00 a.m. was blank.

Ex Order 26. 4B1 . Give
1 tablet by mouth every 6 hours related to other
Ex Order 26. 4B1 on 2/13/2022
at 12:00 a.m. and 6:00 a.m. was blank.

Take[3@ Order PEREIG)ED) twice a day for gk
e ) on 2/13/2021 at 6:00 a.m. was

blank.

2. According to the AR, Resident #2 was
readmitted to the facility on &
originally admitted on giksladed with diagnoses
which included but were not limited to

According to the MDS, dated 2/2/2022, Resident
#2 had a BIMS score of ga/15, indicating the
resident was I2ROFEPLWEN. The MDS also
showed the resident needed (SOl EIgPIR:I{5
with most ADLs, received a scheduled sl
medication regimen, listed his/her jjiijn as
e 2nd at a level of | out of 10, with 1
being the lowest and 10 being the hlghes Horeer 2

Review of the OSR for Resident #2 dated

2/15/2022 included the PQO's for the following:
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il E valuation Q (every) shift for
evaluation, record gl on a 0-10 scale, dated

10/13/2019.

Ex Order 26. 4B1 Give 1 tablet by mouth
two times a day for g i, dated 8/25/21.

Ex Order 26. 4B1
(microgram). Give 1 tablet by mouth in the
morning for BYUEEIFNEEY . dated 12/31/2019.

Ex Order 26. 4B1

Give 1 tablet by mouth every 6 hours for

EXTEERE) , dated 10/13/2019.

Give 30 ML by mouth four times a day for
BYCEEREE dated 1/11/2022.

Ex Order 26. 4B1
Give 1 tablet by mouth at
bedtime for RReLAPLNE: MM dated 8/23/2021.

A review of the 02/01/2022-02/28/2022 MAR for
Resident #2 confirmed the aforementioned PO's
were not administered because there was no
documneted evidence the staff assessed foras
and gave the medication to the resident as
evidenced by the following:

2/12/2022 on 11:00 p.m. to 7:00 a.m. shift. was
blank.

. Give 1 tablet by mouth
. on 2/13/2021 at 5:00
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a.m. was blank.

Ex Order 26. 4B1 . Give 1

tablet by mouth in the morning for IageeaploaEi:3
on 2/13/2022 at 6:00 a.m. was blank.

Ex Order 26. 4B1 Give 1 tablet by
mouth every 6 hours for | 2SeEEIIEEN on
2/13/2022 at 12:00 a.m. was blank.

Ex Order 26. 4B1
. Give 1 tablet by mouth at

bedtime for IRRQ)XEIPLAVT:IIN on 2/9/2022 at
9:00 p.m. was blank.

3. According to the AR, Resident #3 was admitted
to the facility on ZIZZEEEEEH with diagnoses which
included but were not limited to

According to the MDS, dated 12/9/2021, Resident

#3 had a BIMS score of!/15, indicating the
resident was . The MDS also
revealed Resident #3 needed Shks

with most ADLs, and the resident
received medication PRN. Further review of
the MDS also showed that a gl assessment
should be completed for the presence of [

and the resident has EXSEERIOIE \which has

made it hard to GEEIEEEEROI and has
day-to-day activities because of the
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Ex Order 26. 4B1

dated 12/12/2021.

11/30/2021.

Ex Order 26. 4B1

i{\d - Order 26. 4B1

Ex Order 26. 4B1

E\ Order 26. 4B1

by mouth at bedtime for laXexa

staff assessed for [l
to the resident as evidenced by the following:

by mouth at bedtime for IxR&xels
2/13/2022 at 9:00 p.m. was blank.

[l E valuation Q Shift every shift forjjiil

i{OdEx Order 26. 4B1
p.m. to 7:00 a.m. shift. was blank.

F 658 | Continued From page 7

Areview of the OSR for Resident #3 dated
2/15/2022 included the PO's for the following:

26. 4B1

il Evaluation Q (every) shift for il
evaluation, record ji§

Give 1 tablet by mouth every 4 hours as needed
, dated 11/30/2021.

Areview of the 02/01/2022 through 02/28/2022
MAR for Resident #3 confirmed the

aforementioned POs were not administered
because there was no documneted evidence the
: and gave the medication

26. 4B1

evaluation record jjiiglj on a 0-10 scale on
2/13/2022 on 11:00 p.m. to 7:00 a.m. shift. was
blank.

let by mouth every 4 hours as needed
. 6-10, on the 11:00

Areview of the Progress Notes (PNs) dated
2/14/2022 at 3:57 a.m., written by Licensed

. Give 1 tablet

gon a 0-10 scale, dated

. Give 1 tablet

F 658
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Practical Nurse (LPN #4), revealed that Resident
#3 "contacted 2RO LRI

due to .
Resident requested to be taken to (the )

During an interview on 2/19/2022 at 7:15 a.m.,
Resident #3 stated that the nurses on the unit
were not showing up repeatedly on the night
(11:00 p.m. to 7:00 a.m.) shift. The resident
explained he/she did not receive his/her
medication for the entire night shift when the
resident called jjiiij- Resident #3 explained to the

Resident #3 used the call button, the staff
responded, and the resident told them that he/she
was in jjjilj and needed his/her |jiiiili illii- The
resident stated he/she repeatedly asked for the
B medication, but the nurse would not give the
medication to him/her. The resident said he/she
had no choice but to call g in the morning hours
to take him/her to the gl Resident #3
continued to explain, R e LIEPINEY:]|

The resident stated he/she
received the needed medication SEEEEEEEH at the
Bty by mouth and the symptoms were
relieved slowly. When asked by the Surveyor

what was the resident's ona0-10
scale, Resident #3 stated his/her was il
B

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

to the facility on SIEEEEEEEN With diagnoses which
included but were not limited to IRRO LI I:J]
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Ex Order 26. 4B1

showed that

Ex Order 26. 4B1

Ex Order 26. 4B1

2/7/2022.

According to the MDS, dated 2/3/2022, Resident
#4 had a BIMS score of @
resident was IRROLELREN. The MDS also
showed the resident needed [SAOIGEIPIRI(S
with most ADLs, and the resident received a
scheduled jjiiin medication regimen and gl
medication PRN. Further review of the MDS also
Ex.Order 26.4(b)(1)
completed for the presence of sl
resident had EESCERIRIGIE] and at a level of I
out of 10, W|th 0 belng the lowest and 10 being

8/15, indicating the

shouId be
, and the

Review of the OSR for Resident #4 dated
2/15/2022 included the PQO's for the following:

il Evaluation Q (every) shift for il
evaluation, record |

7/28/2021.

gon a 0-10 scale, dated

. Give 10 mL by mouth two
N EVRME Y Order 26. 4B1
, 10 mL=30mg, dated 9/2/2021.

. Give 1 tablet by

mouth every 8 hours for RSO LRI dated

A review of the 02/01/2022-02/28/2022 MAR for
Resident #4 confirmed the aforementioned PO's
were not administered because there was no
documneted evidence the staff assessed for sl
and gave the medication to the resident as
evidenced by the following:

Evaluation Q (every) shift for il
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evaluation, record gl on a 0-10 scale on
2/12/2022 on 11:00 p.m. to 7:00 a.m. shift. was
blank.

Ex Order 26. 4B1

. Give 10 mL by mouth two
times a day for RSO EEPLNET:)]
on 2/13/2022 at 5:00 a.m. was

blank.

Ex Order 26. 4B1

Give 1 tablet by mouth every 8 hours for s .
on 2/13/2022 at 6:00 a.m. was
blank.

5. According to the AR, Resident #5 was
readmitted to the facility on SEEEEEEE and
originally admitted on SEEEEEE with diagnoses

which included but were not limited tow

According to the MDS, dated 1/22/2022, Resident

#5 had a BIMS score of @/15, indicating the
resident had . The

MDS also showed the resident needed
Bl \vith most ADLs, and the resident
received a scheduled EXUGEPIRIGEY regimen
and PRN. Further review of the MDS also
showed that a[EECGEWERIGIEN should be
completed for the presence of g, and the
resident hadjiilli almost e and the il

Review of the OSR for Resident #5 dated
2/15/2022 included the PQO's for the following:

every) shift for
il 2 0-10 scale, dated
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5/24/2018.

Ex Order 26. 4B1 . Give 2
tablets by mouth two times a day for gl
tablets = 80 MG, dated 10/26/2021.

Ex Order 26. 4B1 . Give 1 capsule by

, dated

mouth every 8 hours for SEECEEEES
9/17/2021.

Ex Order 26. 4B1
Give 1 tablet by mouth at bedtime for
Hazardous handling, dated 12/21/2021.

Ex Order 26. 4B1

Ex Order 26. 4B1
. Give 1 tablet by
mouth four times a day for RPN

[l (5-10), dated 12/21/2021.

Ex Order 26. 4B1

2 tablets by mouth at bedtime for ‘2gegilesy
dated 3/14/2018.

S EX.Order 26.4(b)(1)Els
bedtime for i for 14 days, dated 2/8/2022.

Areview of the 02/01/2022-02/28/2022 MAR for
Resident #5 confirmed the aforementioned PO's
were not administered because there was no
documneted evidence the staff assessed for pain
and gave the medication to the resident as
evidenced by the following:

11:00 p.m. shift and 11:00 p.m. to 7:00 a.m. shift.
was blank.
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Ex Order 26. 4B1 . Give 2 tablets by

MG on 2/13/2022 at 5:00 p.m. was blank.

Ex Order 26. 4B1

Ex Order 26. 4B1 . Give 1 tablet by
mouth at bedtime for 23&cE@MEN Hazardous

Ex Order 26. 4B1

mouth four times a day for lRSeEIPLEET:)]
Il (5-10) on 2/13/2022 at 9:00 p.m. was blank.

Ex Order 26. 4B1

mouth two times a day for Bl 2 tablets = 80

. Give 1 capsule by

mouth every 8 hours for SEEEEEl on 2/13/2022
and 2/14/2022 at 6:00 a.m., and 2/13/2022 at
10:00 p.m. was blank.

handling, on 2/13/2022 at 9:00 p.m. was blank.

. Give 1 tablet by

F 658

. Give 2 tablets by
mouth at bedtime for 2ZeLEEEH on 2/13/2022 at
8:00 p.m. was blank.

originally admitted on B with diagnoses
which included but were not limited to

According to the MDS, dated 11/24/2021,
Resident #6 had a BIMS score of/1 5,
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indicating the resident WENEx Order 26. 4B The

Review of the OSR for Resident #6 dated
2/16/2022 included the PQO's for the following:

Ex Order 26. 4B1 Give 1 tablet

tablets by mouth three times a day forg
dated 1/15/2022.

Ex Order 26. 4B1

Ex Order 26. 4B1 . Give 2 tablets by
mouth two times a day for R @R IaPlNEs:3|

B dated 1/15/2022.

Ex Order 26. 4B1 . Give 2 capsules by
mouth three times a day for jijilj dated 2/7/2022.

Ex Order 26. 4B1
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E\ O/(,(l 26. 4B1

s
70mg/dI (miIIigram/per decilitre); 150-200 = 2
units; 201-250 = 4 units, 251-300 = 6 units;
301 350 8 units; 351-400 10 units; 401+ Call

Ex Order 26. 4B1

Inject 20 unlts

Ex Order 26. 48 EARSIREY. T "
, dated 1/15/2022.

Ex Order 2

time a day for g
1/15/2022.

26. 4B1 . Give 1 tablet by mouth one
= QEx Order 26. 451 IS EICY|

Ex Order 26. 4B1 . Give 1 tablet by
mouth one time a day forjas - Order 26. 4B1

. Cated 1/15/2022.

A review of the MAR dated
02/01/2022-02/28/2022 for Resident #6
confirmed the aforementioned PO's were not
administered because there was no documneted
evidence the staff gave the medication to the
resident as evidenced by the following:

Ex Order 26. 4B1 . Give 1 tablet by mouth
one time a day for A-fib IRSOIVERPLNTIE on
2/7/2022 and 2/12/2022 at 9:00 a.m. was blank.

Ex Order 2

26. 4B1

. Give 1 tablet by mouth
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was blank.

Ex Order 26. 4B1

Ex Order 26. 4B1

Ex Order 26. 4B1

Ex Order 26. 4B1

(Physician) if i

6. 4B1

Ex Order 26. 4B1

two times a day for 2R DRI
I on 2/7/2022 and 2/12/2022 at 9:00 a.m.

mouth two times a day for ERROIR P NEI:)]

on 2/7/2022, 2/12/2022, and
2/15/2022 at 9:00 a.m., 2/13/2022, and 2/14/2022
at 5:00 p.m. was blank.

sliding scale: if 0-149 = 0 units Call MD

subcutaneously at bedtime'for B
I o~ 2/13/2022, 2/14/2022, and 2/15/2022

. Give 1 capsule

by mouth one time a day for ZXZCEEEEEN on
2/7/2022 and 2/12/2022 at 9:00 a.m. was blank.

. Give 2 tablets by

. Give 2 capsules by

mouth three times a day for jjjilj. on 2/8/2022,
2/9/2022, 2/12/2022, 2/15/2022, and 2/16/2022 at
10:00 a.m., 2/8/2022, 2/9/2022, 2/11/2022,
2/12/2022, 2/15/2022 at 2:00 p.m., and 2/8/2022,
2/13/2022 and 2/14/2022 at 8:00 p.m. was blank.

70mg/dI (milligram/per decilitre); 150-200 = 2
units; 201-250 = 4 units, 251-300 = 6 units;
301-350 = 8 units; 351-400 =10 units; 401+ Call
MD ifjg is greater than 400mg/dl,

before meals for

on 21712022, 2/1212022 and 2/15/2022 at
7:30 a.m. and 11:30 a.m., and 2/9/2022 and
2/13/2022 at 4:30 p.m. was blank.
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at 9:00 p.m. was blank.

Ex Order 26. 4B1
time a day for sl 12O EPLETH on 2/7/2022
and 2/12/2022 at 9:00 a.m. was blank.

Ex Order 26. 4B1 . Give 1 tablet by
mouth one time a day for Acute on |2XEEEFIE:),
on 2/7/2022, 2/12/2022, and
2/15/2022 at 9:00 a.m. was blank.

During an interview on 2/16/2022 at 10:02 a.m.
with the Unit Manager/Licensed Practice Nurse
(UM/LPN), when the Surveyor asked her what

blank spaces mean on the MAR, she stated blank

spaces mean the medication or medication
treatment was not done, not administered

assigned out. The UM/LPN further stated that if a

resident did not receive medication for some
reason, the doctor (physician) would be notified.
The reason for not administering the medication
would be documented on the MAR and in the
Progress Note (PN).

During a telephone interview on 2/16/2022 at
11:11 a.m., LPN #1 indicated that on 2/12/2022,
on the 11:00 p.m.to 7:00 a.m. shift, she was the
only nurse on the jjijiij floor and was assigned to
units 1A and 1B. LPN #1 also stated that LPN #2
was the only nurse assigned to the gl

on the 11:00 p.m. to 7:00 a.m. shift on 2/12/2022.
The LPN explained that on 2/12/2022, on the
11:00 p.m.to 7:00 a.m. shift, she was the only
nurse on the jjiiili floor for units .

, with the resident census of 105. LPN #1
further explained that she could not care for all of
the -floor residents and only provided care for
some residents. She stated some residents were
crying, complaining they were not getting their

. Give 1 tablet by mouth one
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medications, and came up to the nurses' station,
and she administered those residents their
medications. LPN #1 also st that a resident
called the jjijiiilij from the ;

LPN #1 further stated that the next night on
2/13/2022, on the 11:00 p.m.to 7:00 a.m. shift,
she was again the only nurse on the [jjjij floor

IXSOV I IE ) \vith the resident
census of 103. She further stated that a resident
called jiili and went to the because
he/she did not receive medications as no
nurse was on his/her cart. The LPN explained, on
2/13/2022, during the 11:00 p.m. to 7:00 a.m.
shift, she sent out a mass text message to the
Director of Nursing (DON), the Human Resources
(HR) Director, and other facility staff that they
were only two nurses on duty in the entire
building, for a census of over two hundred
residents.

The Surveyor attempted to contact LPN #2
several times but received no response.

During an interview on 2/16/2022 at 3:33 p.m.,
the Director of Nursing (DON) stated the
Supervisor was on vacation, and a Supervisor did
not work on 2/12/2022 and 2/13/2022. The DON
also confirmed that she received the text
message sent out on 2/13/2022 during the 11:00
p.m. to 7:00 a.m. shift by LPN #1. The DON
explained that the text message was at 2:07 a.m.,
and she did not hear the text message alert.
When asked by the Surveyor why she did not get
more nurses or why she did not come into assist
the 11:00 p.m. to 7:00 a.m. shift, the DON
responded that LPN #1 should have called
instead of texting; she did not see the text
message until the morning. The shift was almost
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over, so she did not go to the facility to help. The
DON further explained that the staffing schedules
are looked at before the weekend begins. She
explained that the Staffing Coordinator should
have been aware that the nursing staff was short
because there was only one nurse on the
schedule for 2/12/2022 on the 11:00 p.m. to 7:00
a.m. shift on units IR EPLN.IEE. The DON
also stated pain medications should be given
when requested, and if a resident did not receive
medication, the nurse would be written up; |
did not write up the nurses from this past
weekend yet.

During a second interview on 2/19/2022 at 10:35
a.m., when the Surveyor asked what blank
spaces mean on the MAR, she stated blank
spaces mean the medication was not
administered or not documented. The DON
further stated she was not aware of the residents’
medications being missed and the police being
called until after the fact, the following day
(2/13/2022) after the shift was over.

Areview of a 7/2019 facility policy titled; "Pain
Management" revealed the following: Under
"Purpose" included: "The facility is committed to
reducing physical and psychosocial symptoms
associated with pain to assist the resident in
achieving their highest practicable level of
functioning. The facility recognizes that a
resident's response to pain is subjective and
individual ...The facility promotes resident
self-reporting as the most reliable indicator of
pain. Facility clinicians use objective pain scales
when caring for residents that are able to assist in
determining the severity of pain and effectiveness
on interventions." Under "Policy" revealed " ...3.
Include the resident ...in the following: Evaluation
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of pain ...Determine Resident's pain goal and
acceptable level of pain. 4. Identify the potential
cause(s) for resident pain. Evaluate alleviating
and/or exacerbating factors. Review effectiveness
of past and current treatment, as well as specific
spiritual and cultural issues related to pain."

Review of a 1-2019 facility policy titled
"Medication Administration-Documentation”
revealed the following: Under "Policy" included:
"The facility shall maintain a medication
administration record to document all medications
administered." Under "Procedure” included: " ...3.
Documentation must include, as a minimum: ...e.
Reason (s) why a medication was ...not
administered ...."

N.J.A.C.: 8:39-27.1 (a)
F 697 | Pain Management
SS=H | CFR(s): 483.25(k)

§483.25(k) Pain Management.

The facility must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of practice,
the comprehensive person-centered care plan,
and the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
by:
C#: NJ152289, NJ152294, NJ152309, NJ152310

Based on interviews, review of the medical
records, and review of other pertinent facility
documents, on 2/15/2022, 2/16/2022, and

F 658

F 697 2/20/22

1.

Resident #1 was administered [l
medication on the following shift (2/13/22
8am) with resolution of jfilj- The resident
s BRI \Was completed and the plan
of care is currently being followed. The
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2/19/2022, it was determined that the facility
failed to consistently follow residents' care pIans
evaluate residents for jjiiilj and ensure that jjii§
were administered according to the
physician's orders (PQO's) for residents who were
experiencing . The facility also failed to follow
its policies titled Management" and
"Medication Administration-Documentation.” This
deficient practice occurred on 2/12/2022 and
2/13/2022 on the 11:00 p.m. to 7:00 a.m. shift, on
5 of 8 units and for 5 of 7 residents (Resident #1,
#2, #3, #4 and #5) reviewed, and was evidenced
by the following:

Areview of a facility's policy dated 7/2019 and
titled; "Pain Management" included the following:
Under "Purpose": "The facility is committed to
reducing physical and psychosocial symptoms
associated with pain to assist the resident in
achieving their highest practicable level of
functioning. The facility recognizes that a
resident's response to pain is subjective and
individual ...The facility promotes resident
self-reporting as the most reliable indicator of
pain. Facility clinicians use objective pain scales
when caring for residents that are able to assist in
determining the severity of pain and effectiveness
on interventions." Under "Policy" revealed " ...3.
Include the resident...in the following: Evaluation
of pain...Determine resident's pain goal and
acceptable level of pain. 4. Identify the potential
cause(s) for resident pain. Evaluate alleviating
and/or exacerbating factors. Review effectiveness
of past and current treatment, as well as specific
spiritual and cultural issues related to pain."

Areview of a facility's policy dated 1-2019 and
titled "Medication Administration-Documentation”
revealed the following: Under "Policy” included:

Medical Director, NP and the RN
evaluated resident #1 (2/15/22, 2/20/22,
3/9/22) with no noted lasting negative
effect from the omission of scheduled
medications.

Resident #2 was administered |l
medication on the following shift (2/1 3/22)
with . The resident <§
completed and the plan of care
is currently being followed. The Medical
Director, NP and RN evaluated resident
#2 (2/15/22, 2/20/22, 3/9/22) with no
noted lasting negative effect from the
omission of scheduled medications.

Resident #3 was administerecijiiiii
medication on the following shift (2/13/22)
\Wiils)Ex.Order 26.4(b)(1)
was completed and the plan of care
is currently being followed. The Medical,
Director, NP and RN evaluated resident
#3 (2/15/22, 2/20/22, 3/9/22) with no
noted lasting negative effect from the
omission of scheduled medications.

Resident #4 was administered |l
medication on the following shift (2/13/22)
with
was completed and the plan of
careis currently being followed. The
Medical Director, NP and RN evaluated
resident #4 (2/15/22, 2/20/22, 3/9/22) with
no noted lasting negative effect from the
omission of scheduled medications.

Resident #5 was administered
medication on the following shift (2/13/22)

Wlt Ex.Order 26.4(b)(1
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administered ...."

when Resident #2
Ex Order 26. 4B1

F 697 | Continued From page 21

"The facility shall maintain a medication
administration record to document all medications
administered." Under "Procedure” included: " ...3.
Documentation must include, as a minimum: ...e.
Reason (s) why a medication was ...not

During a tour on 2/15/2022, the surveyors
interviewed Resident #2 at 11:45 a.m. Resident
#2 told the surveyors that on Saturday night
(2/12/2022) during the 11:00 p.m. to 7:00 a.m.
shift, the re5|dent was supposed to receive

gl at 12:00 a.m. but never
received it. Resident #2 stated he used the call
bell to call for his medication and was told by the
Certified Nursing Assistant (CNA #1) that the
resident did not have a nurse. Resident #2 stated
he/she was in jjiiijbut did not have a nurse that
night, so he/she could not get the jjjijn medication
administered and had to call - When asked by
the Surveyor the jjiigli level on a 0 to 10 scale,
with 10 being the most severe, Resident #2
stated that his/heijiiilil was aji§-

Resident #2 explained to the surveyors that since
he/she did not receive the s

However, the re5|dent still didn't get it, so this was
RRGEEERe . and the
came. Resident #2 further
explained to the surveyors that his/her next dose
of jjiilij medication was scheduled for six hours
later at 6:00 a.m. The resident also did not
receive the 6:00 a.m. jjjilij medication and the
early morning medications due on the 11:00 p.m.
to 7:00 a.m. shift. Resident #2 stated that he/she
received the jjjjijli flilj and the other medications
due on the following shift at 7:45 a.m.

, the resident
and said

F 697

2.

for the g

resident.

3.

il as completed and the plan of care
is currently being followed. The medical
director, NP and RN evaluated resident #5
(2/15/22, 2/20/22, 3/9/22) with no noted
lasting negative effect from the omission
of scheduled medications.

All residents have the potential to be
affected by this deficient practice.

The missed medication report (239
pages) was reviewed on 2/15/22 by
nursmg administration and residents with
IR omissions (49) were
evaluated by nursing administration (on
2/13/22,2/15/22, 2/20/22) and the
residents with missed [EXSLEFIEIG)6))
were evaluated by the medical director,
NP, and the UMs(on 2/15/22, 2/20/22,
3/9/22) with no last negative effects noted.

Any resident with missing documentation
26.4(b)(1) (159) had the Ex.Order 26.4(b)(1)
completed on subsequent
shifts(2/13/22-2/20/22) and negative
findings regarding pain was addressed.

All residents care plans for jjiiglj were
reviewed by the UMs (on 2/19/22) and it
was determined that the plan of care was
being followed. Medication errors (159)
were completed for each identified

Nursing administration reviewed the
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Review of the facility's daily census report dated
2/12/2022 showed the facility had 105 residents
on the [l floor as follows: 24 residents on unit

, 23 residents on unitjjf§, 28 residents on unit
, and 30 residents on unit jji§

Areview of the facility's staff assignment sheets
dated 2/12/2022 revealed that the facility had only
one nurse (Licensed Practical Nurse) LPN #1
assigned to the jjiij and jjii§ units. No nurse was
assigned to care for the 58 residents on the jjii§
and jjii§ units.

Further review of the facility's daily census report
dated 2/12/2022 showed the facility had a total of
110 residents on the sl floor as follows: 29
residents on unitjili, 28 residents on unitjjij§. 23
residents on unitjgg, and 30 residents on unit -

A review of the facility's staff assignment sheets
dated 2/12/2022 revealed the facility had only one
nurse, LPN #2, assigned to the jiifj and jji§§ units.
No nurse was assigned to care for the 57
residents on the jifj and jji§ units.

Review of the facility's daily census report dated
2/13/2022 showed the facility had 103 residents
on the jjjili floor as follows: 22 residents on unit

23 residents on unit [, 28 residents on unit
and 30 residents on unit jiif§.

Areview of the facility's staff assignment sheets
dated 2/13/2022 revealed the facility had only one
nurse (LPN #1) on the floor and assigned the
LPN to the i and jJii§ units. No nurse was
assigned to care for the 42 residents on the jji§
and jjiij units.
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policies on medication administration and
SAILEWLEIGNEY) on 2/19/22. The
policies were determined to be in
compliance with state and federal
guidelines.

Licensed nurses were educated by the
Regional Director of Clinical/ designee on

PROIEEPIEIIEY] \vith emphasis on
consustently following residents' care
plans, evaluating residents folsssls and
ensuring tha{SNeIEEWIRI)EY \were
administered. Education completed on
2/15/22, 2/19/22, 3/9/22.

Course content included ensuring
scheduled and PR medications to
all residents are administered as indicated
by the physician6s order; followmg the
resident s plan of care for jgasli; and
completindSeIG PR with
documented pain scale each shift.

The In-service completed by the Regional
Director on 2/15/22, 2/19/22, and 3/9/22
also included notifying the DON if a nurse
is unavailable to administer scheduled
and PRN gl medications as well as
complete Ex.Order 26.4(b)(1)

The staffing coordinator was counseled
and educated by the administrator (on
2/20/22) on the importance of ensuring
licensed nurses are available to distribute
medications and complete il
evaluations for all residents. In the event
the DON is to be notified that there is a
call out/ shortage for licensed nurses.
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Review of the Electronic Medical Records 4. The DON/ designee will audit
(EMRs) were as follows: medication admlnlstratlon daily for missed
administration of sl 7
1. According to the "Admission Record (AR)," medications(2/20/22- 3/20/22) and el
Resident #2 was originally admitted to the facility I 4 veeks, then weekly x 4 weeks

and then monthly until compliance is met.

A sample of resident gl care plans will
be audited by the DON/designee (on
2/19/22) to ensure the current plan of care
is being followed.

The results of these audits will be

According to the Minimum Data Set (MDS), an submitted at QAPI.
assessment tool dated 2/2/2022, Resident #2 had

a Brief Interwew of Mental Status (BIMS) score of The DON/ designee will conduct
xOrder 2640 audits of residents wit

The MDS also showed the re5|dent medication to ensure thafgasll medication
needed [RECIGEIIEIG)EN] with most Activities is provided when ordered and PRN sl

of Daily Living (ADLs) and received a scheduled medications are administered when
SROULEEFERIGEY regimen. Further rewew of the requested.

and the Audits will be completed weekly x 4 weeks
g ( ok intensity and then monthly until compliance is met.

rating of l out of 10, W|th 1 being the lowest and

10 being the hlghest oS The administrator / Designee will audit

licensed nursing staff to ensure that

Areview of Resident #2's CP revealed the scheduled licensed nurses are available
following: to administer all necessary schedule
medications and PRN medications.
Under "Focus": Resident is on RO EaL A The results of these audits will be
due to an alteratlon in comfort R/T submitted at QAPI.
Ex.Order 26.4(b)(1) eTgle}Ex Order 26. 431 VIl 1o R Under The DON is responsible for execution and

"Goals": Resident's juali goal is to bejs
...able to verbalize sl
needed ...will
PRI EX. Order 26.4(b)(1) while at rest
through the review date (undated), under
"Interventions": Administer medications as

monitoring of this POC.
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ordered, Evaluate the effectiveness of
as needed. Review for compliance,
alleviating of symptoms, dosing schedules and
resident satisfaction with results, impact on
functional ablllty and impact on cognition, Identify
and record previous & and
management of that and impact on function.

Identify previous response to [S R0l B RI(G)ED)

side effects, and impact on function.

Identify, record, and treat the re5|dents eX|st|ng

utilize appropriate non-pharmacological and
pharmacological interventions. Monitor/document
for probable cause of each EEEEEIEIO
Remove/limit causes where possible.
Monitor/document for side effects of sl
medication. Observe for GRSl new-onset
or increased [SEOIGEIPIRI(:)[E))

. Report occurrences to the physician, Notify
physician if interventions are unsuccessful or if
the current complaint is a signifi cant change from
residents the past experience ofgald, PMR
consult, PMR Referral, Provide
distraction/activities as needed, Report to Nurse

resident or requests for
undated.

Review of the "Order Summary Report (OSR)" for
Resident #2 dated 2/15/2022 included the
Physician Orders (PO's) for the following:

evaluation, record i on a 0-10 scale, dated

10/13/2019.

Ex Order 26. 4B1
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Ex Order 26. 4B1

. Give 1 tablet by mouth every 6 hours
for BESECRIRIOIEN dated 10/13/2019.

Areview of the 02/01/2022-02/28/2022
Medication Administration Record (MAR) for
Resident #2 confirmed the staff failed to perform

a BREIEEFIEIG)EY] and the aforementioned

PO's were not administered on 2/12/2022 on the
11:00 p.m. to 7:00 a.m. shift as follows:

Evaluation Q shift for ESCEIERIGE on
2/12/2022 on the 11:00 p.m. to 7:00 p.m. shift.
was blank.

Ex Order 26. 4B1 . Give 1 tablet by
mouth every 6 hours for 2ICLZEFIAEEN on
2/13/2022 at 12:00 a.m. was blank.

During an interview on 2/15/2022 at 2:59 p.m.,
CNA #1 stated that Resident #2 rang the call light
and told him he/she needed jjjigimedications.
CNA #1 said the nurse (LPN #2) knew Resident
#2 needed his/her medication because
reported it to her. When asked by the Surveyor
what the nurse did or said wherjjiij told her
Resident #2 needed his/ her medications, CNA
#1 stated she did not say anything when jjjj told
her Resident #2 needed his/her meds. CNA #1

stated Resident #2 was sl and called 911.

2. According to the AR, Resident #3 was admitted
to the facility on ZEZZEEEEEN with diagnoses which
included but were not limited to
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Continued From page 26

According to the MDS, dated 12/9/2021, Resident
#3 had a BIMS score of jgili/15, indicating the
resident was IR R LEPLNE:T] The MDS also
revealed Resident #3 needed Rk
with most ADLs, and the resident
receive medication as needed (PRN).
Further review of the MDS also showed that a
] assessment should be completed for the
presence ofgall | and the resident has frequent

, making it Ex OIGEPIEIG)ENN and has
day-to-day activities because of thejials

Areview of Resident #3's CP revealed the
following:

Under "Focs Alteration in comfort R/T (actual)

medications as needed, and the resident will
achieve [SEIGEIPIEIG)EN] pain while at rest
through the review date, undated, under
"Interventions": Administer medications as
ordered, Monitor for S/S of jjjiilj with each
interaction. If the resident appears to be irjisss
utilize appropriate non-pharmacological and
pharmacological interventions. Monitor/document
for probable cause of each EEEESEEEOIS)]
Remove/limit causes where possible.
Monitor/document for side effects of sl
medication. Observe for GEEERROIS new-onset
or increased [SEGEIPLEI)[E))

Report occurrences to the physician, Notify
physician if interventions are unsuccessful or if
the current complaint is a significant change from
residents the past experience ofgall, Report to
Nurse reS|dent Ex.Order 26.4(b)(1)IE} requests for
' , Utilize non-pharmacological jjiigl
interventions to promote l \Vocalizations

F 697
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(grunting, moans, yelling out, silence);
Mood/behavior (changes, more irritable, restless,
aggressive, squirmy, constant motion); Eyes
(wide open/narrow slits/shut, glazed, tearing, no
focus); Face (sad, crying, worried, scared,
clenched teeth, grimacing) Body (tense, rigid,
rocking, curled up, thrashing), pain, undated.

Review of the OSR for Resident #3 dated
2/15/2022 included the PQO's for the following:

il E valuation Q (every) shift foijiili

evaluation, record jjjiijon a 0-10 scale, dated
11/30/2021.

Ex Order 26. 4B1

Give 1 tablet by mouth every 4 hours as needéd
i{dFx Order 26. 4B1 . 6-10, dated
11/30/2021.

A review of the 02/01/2022-02/28/2022 MAR for
Resident #3 confirmed the staff failed to perform
a BIEIEEFRIOIE) and the aforementioned
PQO's were not administered on 2/12/2022 and
2/13/2022 on the 11:00 p.m. to 7:00 a.m. shift as
follows:

Ex Order 26. 4B1

Give 1 tablet by mouth every 4 hours as needéd
{~x Order 26. 4B1 . 6-10, on 2/13/2022
on the 11:00 p.m. to 7:00 a.m. shift.

Evaluation Q shift every shift for g

evaluation record jgalon a 0-10 scale on
2/13/2022 on the 11:00 p.m. to 7:00 a.m. shift.

Areview of the Progress Notes (PNs) dated
2/14/2022 at 3:57 a.m., written by Licensed
Practical Nurse (LPN #4), revealed that Resident
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#3 "contacted emergency services due to il
Resident requested to be taken to SEEEEEEE

During an interview on 2/19/2022 at 7:15 a.m.,
Resident #3 stated that the nurses on the unit
were not showing up repeatedly on the night
(11:00 p.m. to 7:00 a.m.) shift. The resident
explained he/she did not receive his/her
medication for the entire night shift when the
resident called jjjif- Resident #3 explained to the
Surveyor that the resident was in 2XZZEEEEEH to
his/her IR RO LI
Resident #3 used the call button, the staff
responded, and the resident told them that he/she
ki 2nd needed his/her il lili- The
resident stated he/she repeatedly asked for the
il medication, but the nurse would not give the
medication to him/her. The resident said he/she
had no choice but to call g in the morning hours

The resident stated he/she
received the needed medication SEEEEEREd at the
5 8 by mouth and the symptoms were
relieved slowly. When asked by the Surveyor
what was the resident's SislaRs on a 0-10
scale, Resident #3 stated his/her pain was over

-
3. According to the AR, Resident #1 was admitted

to the facility on SEEEEERE With diagnoses which
included but were not limited to
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According to the MDS, dated 2/4/2022, Resident
#1 had a BIMS score of jgili/15, indicating the
resident was RO PN The MDS also .

and at level
and 10 being the highest

g out of 10, wi 7 being the lowest

[Ex.Order 26,

Areview of Resident #1's Care Plan (CP)
revealed the following:

Under "Focus": Resident has alteration in

improve as part of the healing process ...will
achieve [SEOIGEPLRIG)ED) while at rest
through the review date, dated 7/30/2021, under
"Interventions"”: Administer medications as
ordered, Evaluate the effectiveness of
interventions as needed. Review for compliance,
alleviating of symptoms, dosing schedules and
resident satisfaction with results, impact on
ExOrder2040)1) " NELI
record and treat the resident's existing conditions
which may increase [SROIGEIIEIG)EY
Monitor for S/S (Signs and Symptoms) o
with each interaction. If resident appears to bejad
[l tilize appropriate non-pharmacological and
pharmacological interventions; monitor/document
for side effects of EXUCEIIRIGIEY Observe for
Ex.Order 26.4(b)(1)

. Report occurrences
to the physician, Report to Nurse resident

complains of jlor requests ERCIGEEEPLRIGEY)
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07/29/2021.

Ex Order 26. 4B1

Ex Order 26. 4B1

09/02/2021.

Ex Order 26. 4B1

blnak.

Ex Order 26. 4B1

Give 1 tablet by mouth two times a day for jg

I cated 12/15/2021.

mouth every 8 hours for

mouth every 8 hours for &
2/13/2022 at 6:00 a.m. was blank.

F 697 | Continued From page 30
B (requently ...", dated 7/30/2021.

Review of the OSR for Resident #1 dated
2/15/2022 included the PQO's for the following:

jilil E valuation Q (every) shift for il
evaluation, record il

. Give 1 tablet by
Ex Order 26. 4B 1[4 LYY

Areview of the 02/01/2022-02/28/2022
Medication Administration Record (MAR) for
Resident #1 confirmed the staff failed perform a

SATLEIRICNEY] and the aforementioned PO's
were not administered on 2/12/2022 on the 11:00

p.m. to 7:00 a.m. shift (2/12/2022 into 2/13/2022)
as follows:

evaluation. Record jjjjijlj on a 0-10 scale on
2/12/2022 on 11:00 p.m. to 7:00 a.m. shift. was
blank.

Give 1 tablet by mouth two times a day for g -
, on 2/13/2022 at 4:00 a.m. was

. Give 1 tablet by

) 4B1
Or B ,on

jon a 0-10 scale, dated

F 697
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During an interview on 2/15/2022 at 3:25 p.m.,
Resident #1 stated that on the 11:00 p.m. to 7:00
a.m. shift, he/she missed his/her jjjjij on Saturday
into Sunday because there was no nurse on the
il unit. The resident stated he/she had to wait
until the 7:00 a.m. nurse came on duty to give the
medications, and his/her il vas ajij/10.

4. According to the AR Resident #4 was admitted

Ex Order

to the facility on B With diagnoses which
included but were not limited to

According to the MDS, dated 2/3/2022, Resident
#4 had a BIMS score of ga/15, indicating the
resident was IR LRI . The MDS also
showed the resident needed |SROIGEIPIEIG)ED)
with most ADLs; the resident received a
scheduled jjiiilj medication regimen and
additionally received sl medication PRN.
Further review of the MDS also showed that a
SHUREPIRIOIEN should be completed for the
presence of g

i and the resident ha
frequently with a EEEIEEEERIOIE rating of g out of
10, 0 being the lowest and 10 being the highest

Review of Resident #4's CP revealed the
following:

Under "Focus Re5|dentm aveAIteratlon in

though the review date, dated 7/28/2021 under

"Interventions”: Monitor for S/S of i§
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interaction If resident appears to be in g
utilize appropriate non-pharmacological and
pharmacological interventions ancital dated
7/28/2021.

Review of the OSR for Resident #4 dated
2/15/2022 included the PQO's for the following:

. Give 1 tablet by
mouth every 8 hours for RSO EPLNE: N dated
2/7/2022.

A review of the 02/01/2022-02/28/2022 MAR for
Resident #4 confirmed the staff failed to perform
a BRUGEWIRIIEY and the aforementioned PO's
were not administered on 2/12/2022 on the 11:00
p.m. to 7:00 a.m. shift (2/12/2022 into 2/13/2022)
as follows:

Ex Order 26. 4B1 . Give 1 tablet by
mouth every 8 hours for RSO EPLREI: AN ON
2/13/2022 at 6:00 a.m. was blank.

il Evaluation Q Shift every shift for |
evaluation record gdalon a 0-10 scale on
2/13/2022 on 11:00 p.m. to 7:00 a.m. shift. was
blank.

5. According to the AR, Resident #5 was
readmitted to the facility on SEEEEEERe and
originally admitted on SlEEERed With diagnoses

which included but were not limited tow

According to the MDS, dated 1/22/2022, Resident
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#5 had a BIMS score of /15, indicating the
resident had RN LI . The
MDS also showed the resident

ADLs; the resident received
a scheduled medicati

Areview of Resident #5's CP revealed the
following:

Under "Focus": Alteration in comfort R/T S/P
(status post) (prewous) i Residents on sk
medications, GEeECEERO ndated. Under
"Goals": Resident[2SSGEWIRION as part of the
healing process, and resident is able to verbalize

SEIGEIXIG)EN medications as needed

through the review date, undated, under
"Interventions”: ...Administer medications as
ordered ...Evaluate the effectiveness of
interventions as needed. Review for compliance,
alleviating of symptoms, dosing schedules and
resident satisfaction with results, impact on
Ex.Order 26.4(b)(1

...remind of non-pharmacological interventions,

i.e. (for example): [SEOIGEIPIIG)ED)
I

available on request to recreatlon
Report to Nurse resident complaints ofgs

resident is able to
verbalizeaelis SR GNI medications as

needed, undated.

Review of the OSR for Resident #5 dated
2/15/2022 included the PQO's for the following:

Evaluation Q (every) shift for il
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5/24/2018.

Ex Order 26. 4B1

09/17/2021.

Ex Order 26. 4B1

blank.

evaluation, recorcisss

the number of

the number of ke
p.m. to 7:00 a.m. shift. was blank.

F 697 | Continued From page 34
° on a 0-10 scale, dated

Monitor resident[SECIGCEPLEIG)ED)
) every shift and record
Bl dated 11/3/2020.

Areview of the 02/01/2022-02/28/2022 MAR for
Resident #5 confirmed the staff failed to perform
EWIEX.Order 26.4(b)(1) . Also, the
aforementioned PO's were not administered on
2/12/2022 and 2/13/2022 on the 11:00 p.m. to
7:00 a.m. shift (2/12/2022 into 2/13/2022 and
2/13/2022 into 2/14/2022) as follows:

Monitor residen{2EeIGELEEIG)EY)
) every shift and record
{ on 2/13/2022 at 11:00

Evaluation Q (every) shift fo s
evaluation, recorcussls
2/13/2022 from 11:00 p.m. to 7:00 a.m. was

@ on a 0-10 scale on

Review of Resident #1's, #2's, #3's, #4's, and #5's
EMR showed no documented evidence that the
residents’ CP was followed had a [EESEEEIHOIO!
completed or received their jjjiimedications
according to the PQO's order.

. Give 1 capsule by
mouth every 8 hours for e dated

. Give 1 capsule by
mouth every 8 hours for ZXeEEEEEEE on 2/13/2022
& 2/14/2022 at 6:00 a.m. were blank.
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During an interview on 2/16/2022 at 9:26 a.m.,
the Staffing Coordinator confirmed she received a
text on 2/11/2022 on the 11:00 p.m. to 7:00 a.m.
shift, at 12:00 a.m. but did not see the text until
she woke up. According to the Staffing
Coordinator, the text was also sent to the DON
and the HR Director. Since there was no
response from the group, she assumed it was
resolved. The Staffing Coordinator further stated
she was aware that nursing was short-staffed, but
the HR Director also handles the weekend
schedule.

During a telephone interview on 2/16/2022 at
11:11 a.m., LPN #1 indicated that on 2/12/2022,
on the 11:00 p.m.to 7:00 a.m. shift, she was the
only nurse on the jjjii§ floor and was assigned to
units [ and jii§- LPN #1 also stated that LPN #2
was the only nurse assigned to the gl

on the 11:00 p.m. to 7:00 a.m. shift on 2/12/2022.
The LPN explained that on 2/12/2022, on the
11:00 p.m.to 7:00 a.m. shift, she was the only

nurse on the jjjji] floor for units i and

. with the resident census of 105. LPN #1

further explained that she could not care for all of
the jjiiiii-floor residents and only provided care for
some residents. She stated some residents were
crying, complaining they were not getting their
medications, and came up to the nurses' station,
and she administered those residents their
medications. LPN #1 also stated that a resident
called the police from the il floor.

LPN #1 further stated that the next night on
2/13/2022, on the 11:00 p.m.to 7:00 a.m. shift,
she was again the only nurse on the jjiji floor
i 2nd i) with the resident
census of 103 She further stated that a resident
caIIedn and went to the gl because

F 697
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he/she did not receivejjiigl] medications as no
nurse was on his/her cart. The LPN explained, on
2/13/2022, during the 11:00 p.m. to 7:00 a.m.
shift, she sent out a mass text message to the
Director of Nursing (DON), the Human Resources
(HR) Director, and other facility staff that they
were only two nurses on duty in the entire
building, for a census of over two hundred
residents. According to LPN #1, Re5|dent #3
called down to the jjijii§ floor from the g floor
to get his/her medication. She told the re5|dent
that she would notify the nurse on the gl

floor. LPN #1 explained she called LPN #4, who
did not give the resident the jjiiilij medication, so
the resident caIIed 911 LPN #1 also stated
Resident #3 was Sk

During a telephone interview on 2/16/2022 at 1:00
p.m., when asked by the surveyor if she received
a text from LPN #1 about being the only nurse on
the floor on 2/11/2022 on the 11:00 p.m. to 7:00
a.m. shift, the HR Director confirmed that she
received a group text from the nurse during the
night between 12:30 a.m. to 2:30 a.m. According
to the HR Director, she replied to the nurse's text
message but did not follow up with anyone else.
She explained that the nurse should have
contacted the on-call Supervisor. The HR Director
explained that she does not take calls off shift
and the Supervisor handles that on-off shifts. She
was unsure who was the on-call Supervisor.

During a telephone interview on 2/16/2022 at 1:13
p m., LPN #4 confirmed she was assigned to the
Jiia floor on the jiiij and jilij units on Sunday
(2/13/2022) on the 11:00 p.m. to 7:00 a.m. shift.
The LPN stated there was no other nurse on the
floor, and she told the HR Director. LPN #4
explained that Resident #3 requested his/her il

F 697
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medication at 3:00 a.m., but she did not want to
take the keys because she did not count the cart
with anyone. The LPN continued to explain the
facility is short-staffed every night.

During an interview on 2/16/2022 at 3:33 p.m.,
the Director of Nursing (DON) stated the
Supervisor was on vacation, and a Supervisor did
not work on 2/12/2022 and 2/13/2022. The DON
also confirmed that she received the text
message sent out on 2/13/2022 during the 11:00
p.m. to 7:00 a.m. shift by LPN #1. The DON
explained that the text message was at 2:07 a.m.,
and she did not hear the text message alert.
When asked by the Surveyor why she did not get
more nurses or why she did not come into assist
the 11:00 p.m. to 7:00 a.m. shift, the DON
responded that LPN #1 should have called
instead of texting; she did not see the text
message until the morning. The shift was almost
over, so she did not go to the facility to help. The
DON further explained that the staffing schedules
are looked at before the weekend begins. She
explained that the Staffing Coordinator should
have been aware that the nursing staff was short
because there was only one nurse on the
schedule for 2/12/2022 on the 11:00 p.m. to 7:00
a.m. shift on units § i andjjiij- The DON
also statecsslll medications should be given
when requested, and if a resident did not receive

medication, the nurse would be written up; |

did not write up the nurses from this past
weekend yet.

During a second interview on 2/19/2022 at 10:35
a.m., when the surveyor asked what blank
spaces mean on the MAR, she stated blank
spaces mean the medication was not
administered or not documented. The DON

F 697
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further stated she was not aware of the residents’
medications being missed and the police being
called until after the fact, the following day
(2/13/2022) after the shift was over.

N.J.A.C.: 8:39-27.1(a)
F 725 | Sufficient Nursing Staff F 725 3/15/22
SS=F | CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.70(e).

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

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

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

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

This REQUIREMENT is not met as evidenced
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Based on interviews and review of pertinent
facility documents on 2/15/2022, 2/16/2022, and
2/19/2022, it was determined that the facility
failed to ensure there were sufficient nursing staff
to provide care for all residents on 2/12/2022 and
2/13/2022 on the 11:00 p.m. to 7:00 a.m. shifts.
The facility also failed to follow its policy titled
"Staffing Hours." This deficient practice occured
on 5 of 8 units, affected 5 of 7 residents
(Resident #1, #2, #3, #4, and #5) reviewed and
had the potential to affect all other residents. This
was evidenced by the following:

During a tour on 2/15/2022, the surveyors
interviewed Resident #2 at 11:45 a.m. Resident
#2 told the surveyors that on Saturday night
(2/12/2022) during the 11:00 p.m. to 7:00 a.m.
shift, the resident was supposed to receive
his/her routine i lilil at 12:00 a.m. but never
received it. Resident #2 stated he/she used the
call bell to call for his/her medication and was told
by the Certified Nursing Assistant (CNA #1) that
the resident did not have a nurse. Resident #2
stated he/sheaauuRO but did not have a
nurse that night, so he/she could not get the il
medication administered and had to call .
When asked by the Surveyor thedon a0
to 10 scale, with 10 being the most severe,
Resident #2 stated that his/her jjjjiiiwas aji§-

Resident #2 explained to the surveyors that since
S il the resident
and said

to CNA #1, 2%}
However, the resident still didn't get it, so this was

1.

Resident #1 was administerecas
medication on the following shift (2/13/22)
WitHESOIGCEPIEIG)EY . The medical
director, NP, and the RN evaluated
resident #1 on 2/15/22, 2/20/22, and
3/9/22 with no noted lasting negative
effect from the omission of scheduled
medications.

Resident #2 was administered

medication on the following shift (2/13/22)
with EECIEEREIOIE documented. The
medical director, NP, and the RN
evaluated resident #2 on 2/15/22, 2/20/22,
and 3/9/22 with no noted lasting negative
effects from the omission of the
scheduled medication.

Resident #3 was administereciials
medication on the following shift (2/13/22)
with BRUGEPIEINIEY documented. The
NP, medical director and the RN
evaluated resident #3 on 2/15/22, 2/20/22,
and 3/9/22 with no noted lasting negative
effects from the omission of the
scheduled medication.

Resident #4 was administerecuias
medication on the following shift (2/13/22)
with BECIEEEIOIE documented. The
medical director, NP and RN evaluated
resident #4 on 2/15/22, 2/20/22, and
3/9/22 with no noted lasting negative
effects from the omission of the
scheduled jjjiij medication.

Resident #5 was administered
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when Resident #2 called i, and the
paramedics and police came. Resident #2 further
explained to the surveyors that his/her next dose
of medication was scheduled for six hours
later at 6:00 a.m. The resident also did not
receive the 6:00 a.m jggli medication and the
early morning medications due on the 11:00 p.m.
to 7:00 a.m. shlft Resident #2 stated that he/she
received thejiiiiilil lill and the other medications
due on the following shift at 7:45 a.m.

Review of the facility's daily census report dated
2/12/2022 showed the facility had 105 residents
on the [l floor as follows: 24 residents on unit

, 23 residents on unitjjf§, 28 residents on unit
, and 30 residents on unit jji§

Areview of the facility's staff assignment sheets
dated 2/12/2022 revealed that the facility had only
one nurse (Licensed Practical Nurse) LPN #1
assigned to the jjiij and jjii§ units. No nurse was
assigned to care for the 58 residents on the jjii§
and jjii§ units.

Further review of the facility's daily census report
dated 2/12/2022 showed the facility had a total of
110 residents on the Bl floor as follows: 29
residents on unitjili, 28 residents on unitjjij§. 23
residents on unitjgg, and 30 residents on unit -

A review of the facility's staff assignment sheets
dated 2/12/2022 revealed the facility had only one
nurse, LPN #2, assigned to the jiifj and jji§§ units.
No nurse was assigned to care for the 57
residents on the jifj and jji§ units.

Review of the facility's daily census report dated
2/13/2022 showed the facility had 103 residents
on the jjjil floor as follows: 22 residents on unit

medication on the following shift )2/13/22)
with BECIEEEIOIE documented. The
medical director , NP, and RN evaluated
resident #5 on 2/15/22,2/20/22, and
3/9/22 with no noted lasting negative
effects from the omission of the
scheduled jjjiij medication.

Resident #6 was administered [l
medication on the following shift (2/13/22)
with BREERFEEIOIE documented. The
medical director, NP and RN evaluated
resident #6 on 2/15/22, 2/20/22, and
3/9/22 with no noted lasting negative
effects from the omission of the
scheduled gl medication. Medication
errors were completed for identified
residents.

2.
All residents have the potential to be
affected by this deficient practice.

Facility schedules were evaluated by the
administrator on 2/19/22 and determined
to

have adequate nursing staff is scheduled
to provide medications and care currently.

The missed medication report (239
pages) was reviewed by nursing
administration and residents with
medication omissions (159) were
evaluated with no negative outcome noted
for any identified resident. Nursing
leadership and the medical director met
with a reducing poly pharmacy and BID
medication pass initiative in order to
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, 23 residents on unit', 28 residents on unit ensure that necessary medications are
I, and 30 residents on unit‘. administered. The medical director
determined optimum times to improve
Areview of the facility's staff assignment sheets residentOs quality of life and streamline
dated 2/13/2022 revealed the facility had only one the number of medications administered
nurse (LPN #1) on the floor and assigned the by nursing. The medications for the 11-7
LPN to the jjiij and jji§ units. No nurse was shift were rescheduled in compliance with
assigned to care for the 42 residents on the jjij§ manufacturers recommendation to shift
and i units. administration of medications for when
residents are awake. Reducing
During an interview on 2/15/2022 at 3:25 p.m., medications and shifting medications to
Resident #1 stated that on the 11:00 p.m. to 7:00 waking hours will improve the resident6s
a.m. shift (on Saturday into Sunday), the resident quality of life while allowing nursing to
missed his/her pills because there was no nurse focus on administering essential
on the jJj unit. The resident stated he/she had to medications on the 11-7 shift. This was
wait until the 7:00 a.m. nurse came on duty to completed from 2/20/22-2/25/22
give the resident the medications, and the Facility schedules were evaluated by
e \as ajj/10. administration on 2/19/22 with adequate
staffing noted to provide medications was
During an interview on 2/19/2022 at 7:15 a.m., noted at this time.
Resident #3 stated that the nurses on the unit
were not showing up repeatedly on the night
(11:00 p.m. to 7:00 a.m.) shift. The resident 3.
explained he/she did not receive his/her The facility policy on medication
medication for the entire night shift when the administration was reviewed by the
resident called jjiff- Resident #3 explained to the nursing administration on 2/19/22 and
Surveyor that the resident was in ZESZEEIEEH to determined to be in compliance with state
WL Ex Order 26. 4B1 and federal guidelines.
Resident #3 used the call button, the staff
responded and the resident told them that he/she The staffing coordinator was educated (on
il 2nd needed his/her [l ili- The 2/20/22) on ensuring that adequate
resident stated he/she repeatedly asked for the staffing levels are reached to provide care
il medication, but the nurse would not give the and medications to all residents. If nursing
medication to him/her. The resident stated he/she staff does not meet adequate levels, the
had no choice but to caII a in the morning hours DON and administrator must be notified. If
to take him/her to the g . Resident #3 the DON and/or administrator is not
continued to explain, 2% ' responding continued attempts to reach
either one must occur.
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XN PPN The resident stated he/she

recelved the needed medication SEEEEDEE at the
e by mouth and the symptoms were

relieved slowly. When asked by the Surveyor

what was the resident's ona0-10
scale, Resident #3 stated his/her was il
[}

During an interview on 2/15/2022 at 2:59 p.m.,
CNA #1 stated that Resident #2 rang the call light
and told him he/she needed his medications.
CNA #1 said the nurse (LPN #2) knew Resident
#2 needed his/her medications because he
reported it to the nurse. When asked by the
Surveyor what the nurse did or said when he told
her Resident #2 needed his/ her medications,
CNA #1 stated she did not say anything when he
told her the resident needed hls/her meds. CNA
#1 stated Resident #2 was il and called -

During an interview on 2/16/2022 at 9:26 a.m.,
the Staffing Coordinator confirmed she received a
text on 2/11/2022 on the 11:00 p.m. to 7:00 a.m.
shift, at 12:00 a.m. but did not see the text until
she woke up. According to the Staffing
Coordinator, the text was also sent to the Director
of Nursing (DON) and the Human Resources
(HR) Director; since there was no response from
the group, she assumed it was resolved. The
Staffing Coordinator further stated she was aware
that nursing was short-staffed, but the HR
Director also handles the weekend schedule.

During a telephone interview on 2/16/2022 at
11:11 a.m., LPN #1 indicated that on 2/12/2022,
on the 11:00 p.m.to 7:00 a.m. shift, she was the
only nurse on the jjjii§ floor and was assigned to
units [ and jii§- LPN #1 also stated that LPN #2
was the only nurse assigned to the gl
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The Regional Director / designee in-
serviced licensed nurses (on 2/1522,
2/19/22, 3/9/22) on ensuring that
residents needs were met and
medications are administered. Nursing
supervisors were educated to notify
administration and the MD if there was not
enough nursing staff to administer
medications and care.

Additional recruiting efforts were initiated
to employ and maintain nursing staff
including new contracts with traveling
agencies, additional ads to attract nursing
staff, generous incentives to attract staff
of other facilities, sign on and referral
bonuses initiated.

4.

The administrator / Designee will audit
schedules to actual payroll punches to
ensure nursing staff is provided to meet
the medication needs of the residents.
Audits will be completed weekly x 4 weeks
and then monthly until compliance is met.

The results of these audits will be
presented at monthly QAPI.

The DON/ designee will audit medication
administration daily for missed
administration x 4 weeks and then weekly
x 4 weeks and then monthly until
compliance is met.

The results of these audits will be
submitted at QAPI.
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on the 11:00 p.m. to 7:00 a.m. shift on 2/12/2022. The Administrator is responsible for
The LPN explained that on 2/12/2022, on the execution and monitoring of this POC.

11:00 p.m.to 7:00 a.m. shift, she was the only
nurse on the' floor for units SEEEEEEE and
I, with the resident census of 105. LPN #1
further explained that she could not care for all of
the jjjiii-floor residents and only provided care for
some residents. She stated some residents were
crying, complaining they were not getting their
medications, and came up to to the nurses
station and she administered those residents their
medications. LPN #1 also stated tha a resident
called the jjiiiiillj from the il floor.

LPN #1 further stated that the next night on
2/13/2022, on the 11:00 p.m.to 7:00 a.m. shift,
she was again the only nurse on the floor
(units i e 2nd i) with the resident
census of 103. She further stated that a resident
called jiiill and went to the I Decause
he/she did not receiveiisall medications as no
nurse was on his/her cart. The LPN explained, on
2/13/2022, during the 11:00 p.m. to 7:00 a.m.
shift, she sent out a mass text message to the
Director of Nursing (DON), the Human Resources
(HR) Director, and other facility staff that they
were only two nurses on duty in the entire
building, for a census of over two hundred
residents. According to LPN #1, Re5|dent #3
called down to the jjijii§ floor from the g floor
to get his/her medication. She told the re5|dent
that she would notify the nurse on the gl

floor. LPN #1 explained she called LPN #4, who
did not give the resident the pain medication, so

the resident called . LPN #1 also stated
Resident #3 was .

During a telephone interview on 2/16/2022 at 1:00
p.m., the Surveyor asked the HR Director if she
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received a text from LPN #1 about being the only

nurse on the floor on 2/11/2022 on the 11:00 p.m.
to 7:00 a.m. shift. The HR Director confirmed that

she received a group text from the nurse during
the night between 12:30 a.m. to 2:30 a.m.
According to the HR Director, she replied to the
nurse's text message but did not follow up with

anyone else. She explained that the nurse should

have contacted the on-call Supervisor. The HR

Director explained that she does not take calls off
shift and the Supervisor handles that on-off shifts.

She was unsure who was the on-call Supervisor.

During a telephone interview on 2/16/2022 at 1:13

p.m., LPN #4 confirmed she was assigned to the

floor on the jiif§ and jiii§j units on Sunday
(2/13/2022) on the 11:00 p.m. to 7:00 a.m. shift.
The LPN stated there was no other nurse on the
floor, and she told the HR Director. LPN #4

explained that Resident #3 requested his/her pain

medication at 3:00 a.m., but she did not want to
take the keys because she did not count the cart
with anyone. The LPN continued to explain the
facility is short-staffed every night.

During an interview on 2/16/2022 at 3:33 p.m.,
the Director of Nursing (DON) stated the

Supervisor was on vacation, and a Supervisor did

not work on 2/12/2022 and 2/13/2022. The DON
also confirmed that she received the text
message sent out on 2/13/2022 during the 11:00
p.m. to 7:00 a.m. shift by LPN #1. The DON

explained that the text message was at 2:07 a.m.,

and she did not hear the text message alert.

When asked by the Surveyor why she did not get

more nurses or why she did not come into assist
the 11:00 p.m. to 7:00 a.m. shift, the DON
responded that LPN #1 should have called
instead of texting; she did not see the text
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message until the morning. The shift was almost
over, so she did not go to the facility to help. The
DON further explained that the staffing schedules
are looked at before the weekend begins. She
explained that the Staffing Coordinator should
have been aware that the nursing staff was short
because there was only one nurse on the
schedule for 2/12/2022 on the 11:00 p.m. to 7:00
a.m. shift on units § 4 2ndjilii- The DON
also stated pain medications should be given
when requested, and if a resident did not receive

medication, the nurse would be written up; |
did not write up the nurses from this past
weekend yet.

During a post-survey telephone interview on
3/1/2022 at 11:25 a.m., the on-call RN Supervisor
stated she was scheduled to be on-call on the
weekend of 2/12/2022, which started on Saturday
at 7:00 a.m. through Monday 7:00 a.m. The RN
Supervisor explained she called out by text to the
Staffing Coordinator and is almost a hundred
percent positive she also texted the DON.

Several attempts have been made during and
after the survey to contact LPN #2, who did not
respond.

Areview of the facility's policy titled "Staffing
Hours," last revised on 4/2019, included the
following: "Our facility provides adequate staffing
to meet needed care and services for our
resident population.” Under "Procedure: 1. Our
facility maintains adequate staffing on each shift
to ensure that our residents ' needs and services
are met. Licensed registered nursing and
licensed nursing staff are available to provide and
monitor the delivery of resident care services ...."
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S 560| 8:39-5.1(a) Mandatory Access to Care S 560 3/15/22
(a) The facility shall comply with applicable
Federal, State, and local laws, rules, and
regulations.
This REQUIREMENT is not met as evidenced
by:
C#: NJ152289, NJ152294, NJ152309, NJ152310 1.
The facility schedules were reviewed by
the administrator on 2/19/22 and staffing
was added to meet the minimum
Based on facility document review on 2/15/2022, requirement of direct care staff to resident
2/16/2022, and 2/19/2022, it was determined that requirement. Additional recruitment efforts
the facility failed to ensure staffing ratios were were employed including new contracts
met to maintain the required minimum with traveling agencies, additional ads to
staff-to-resident ratios as mandated by the state attract nursing staff, generous incentives
of New Jersey for 16 of 21 day shifts for CNAs, 5 to attract staff of other facilities, initiation
of 20 evening shifts for total staff reviewed and 6 of referral and sign on bonuses.
of 20 overnight shifts for total staff reviewed. This
deficient practice had the potential to affect all
residents. 2.
All residents have potential to be affected
Findings include: by this deficient practice.
Reference: New Jersey Department of Health The facility schedules were reviewed by
(NJDOH) memo, dated 01/28/2021, "Compliance the administrator on 2/19/22 and
with N.J.S.A. (New Jersey Statutes Annotated) additional staff was added to meet the
30:13-18, new minimum staffing requirements for requirements for direct care staff to
nursing homes," indicated the New Jersey resident ratio.
Governor signed into law P.L. 2020 ¢ 112,
codified as N.J.S.A. 30:13-18 (the Act), which
established minimum staffing requirements in 3.
nursing homes. The following ratio (s) were The staffing coordinator was educated by
effective on 02/01/2021: the administrator on 2/20/22 on ensuring
that adequate staffing levels are reached
One Certified Nurse Aide (CNA) to every eight to comply with the NJ state requirement
residents for the day shift. One direct care staff for direct care staff to resident ratio
member to every 10 residents for the evening including a C.N.A. ration of 8:1 on day
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shift, provided that no fewer of all staff members
shall be CNAs and each direct staff member shall
be signed into work as a certified nurse aide and
shall perform nurse aide duties: and One direct
care staff member to every 14 residents for the
night shift, provided that each direct care staff
member shall sign in to work as a CNA and
perform CNA duties.

1. For the week of 01/30/2022 through
02/12/2022, the facility was deficient in CNA
staffing for residents on 11 of 14-day shifts,
deficient in total staff for residents on 3 of 14
evening shifts and deficient in total staff for
residents on 3 of 14 overnight shifts as follows:

On 01/30/22 had 17 CNAs for 226 residents on
the day shift, required 29 CNAs.

On 01/30/22 had 13 total staff for 226 residents
on the overnight shift, required 17 total staff.
On 01/31/22 had 19 CNAs for 226 residents on
the day shift, required 29 CNAs.

On 02/01/22 had 26 CNAs for 222 residents on
the day shift, required 28 CNAs.

On 02/03/22 had 19 CNAs for 222 residents on
the day shift, required 28 CNAs.

On 02/04/22 had 23 CNAs for 222 residents on
the day shift, required 28 CNAs.

On 02/05/22 had 22 CNAs for 222 residents on
the day shift, required 28 CNAs.

On 02/05/22 had 20 total staff for 222 residents
on the evening shift, required 23 total staff.

On 02/06/22 had 22 CNAs for 221 residents on
the day shift, required 28 CNAs.

On 02/06/22 had 19 total staff for 221 residents
on the evening shift, required 23 total staff.

On 02/06/22 had 14 total staff for 221 residents
on the overnight shift, required 16 total staff.

S 560

shift; 10:1 on evening shift; and 14:1 on
night shift.

4.

The Administrator / Designee will audit
schedules to ensure direct care staff to
resident ratio requirement is met. Audits
will be completed weekly x 4 weeks and
monthly until compliance is met.

The results of these audits will be
presented at monthly QAPI.

The Administrator is responsible for
execution and monitoring of this POC.
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On 02/07/22 had 16 CNAs for 221 residents on
the day shift, required 28 CNAs.

On 02/07/22 had 20 total staff for 221 residents
on the evening shift, required 23 total staff.

On 02/08/22 had 25 CNAs for 222 residents on
the day shift, required 28 CNAs.

On 02/11/22 had 21 CNAs for 217 residents on
the day shift, required 28 CNAs.

On 02/12/22 had 17 CNAs for 215 residents on
the day shift, required 27 CNAs.

On 02/12/22 had 10 total staff for 215 residents
on the overnight shift, required 16 total staff.

2. For the week of 02/13/2022 through
02/19/2022, the facility was deficient in CNA
staffing for residents on 5 of 7-day shifts, deficient
in total staff for residents on 2 of 6 evening shifts
and deficient in total staff for residents on 3 of 6
overnight shifts as follows:

On 02/13/22 had 22 CNAs for 213 residents on
the day shift, required 27 CNAs.

On 02/13/22 had 19 total staff for 213 residents
on the evening shift, required 22 total staff.

On 02/13/22 had 15 total staff for 213 residents
on the overnight shift, required 16 total staff.
On 02/14/22 had 20 CNAs for 211 residents on
the day shift, required 27 CNAs.

On 02/14/22 had 18 total staff for 211 residents
on the evening shift, required 22 total staff.

On 02/14/22 had 14 total staff for 211 residents
on the overnight shift, required 16 total staff.
On 02/17/22 had 22 CNAs for 211 residents on
the day shift, required 27 CNAs.

On 02/18/22 had 23 CNAs for 220 residents on
the day shift, required 28 CNAs.

On 02/18/22 had 13 total staff for 220 residents
on the overnight shift, required 16 total staff.
On 02/19/22 had 22 CNAs for 220 residents on

S 560
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