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Census: 151

Sample Size: 10

A COVID-19 Focused Infection Control Survey
was conducted by the New Jersey Department of
Health. The facility was found to be not in
compliance with 42 CFR §483.80 infection
control regulations and has implemented the
CMS and Centers for Disease Control and
Prevention (CDC) recommended practices to
prepare for COVID-19.

Survey date: 08/04/2023
F 656 Develop/Implement Comprehensive Care Plan F 656 8/21/23
SS=D CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(ii) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

(iii) Any specialized services or specialized

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/16/2023

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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Continued From page 1

rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and
desired outcomes.

(B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

§483.21(b)(3) The services provided or arranged
by the facility, as outlined by the comprehensive
care plan, must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, record review,
and facility policy, the facility failed to develop a

comprehensive care plan for 1 (Resident #7) of 2
sampled residents reviewed for care.
Findings included:

Review of the facility policy titled,
"Interdisciplinary Plan of Care Policy," reviewed
in January 2022, indicated, "This facility shall
provide an individualized, interdisciplinary plan of
care for all residents that shall be appropriate to
the resident's needs, strengths, and goals." The

F 656

include [\Nj Ez(aeégsgrder 26.4b1

on care planning to include

affected by deficient practice.

1. Resident #7 care plan was updated to

Director of Nursing re educated all nurses

2. All residents have the potential to be

3. Director of Nursing re educated all

nurses on care planning to include
NJ Exec Order 26.4b1 )
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policy specified, "A comprehensive Director of Nursing/Assistant Director Of
person-centered care plan for each resident shall Nursing ran a report of all resident's on
be developed and implemented that includes NJ Exec Order 26.4b1

measurable objectives and timeframes to meet a
resident's medical, nursing, and mental and residents were lacking a care plan for
psychological needs that are identified in the NJ Exec Order 26.4b1
comprehensive assessment.” All care plans were updated as needed.
Re education of nursing department will
Areview of an "Admission Record" |nd|cated the continue x 1 month by Director of
facility admitted the resident orjs . Nursing.

diagnoses that included, NSRS CIROle [ geic Rl Weekly audits x 30 days will be

and need for R conducted every Tuesday of 8 residents
by Director Of Nursing and/or Assistant
The quarterly Minimum Data Set (MDS), with an Director Of Nursing and then monthly x

Assessment Reference Date (ARD) of 90 days to ensure that no residents with
M, revealed Resident #7 had a Brief NJ Exec Order 26.4b1

) of I whi are missing a plan of care.
. 4. Results of audits weekly audits x 30
days and then monthly x 90 days will be

monitored by the Director of Nursing for
corrective action as needed to ensure that

ort." indic: N e no residents with RERSEEESIEEEERLY
NJ Exec Order 26 4D T\ SYRVENRRS N Exec or ' are missing a plan of
as needed forjy ‘ care. Director of Nursing will report to

. _ QAPI Committee and LNHA for 2
quarters on audit findings and corrective
measures as needed.

observed |ylng in bed with NJ Exec Order 26.4b1JH

NJ Exec Order 26.4b1
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In an interview on 08/04/2023 at 10:08 AM,
Registered Nurse (RN) #7 stated Resident #7
received a every hours.
In an interview on 08/04/2023 at 2:48 PM, the
US FOIA (b) (6) ) stated Resident #7
should have comprehensive care that included
the use of NJ Exec Order 26.4b andw

P Exec Oraerzo gt ed she, the unit managers,

oor nurses were responsible for developing
a comprehensive care plan. She stated she

looked at Resident #7's care plan, and the use of
NJ Exec Order 26.4b1 was not
contained In the resident’s care plan but should
have been. According to the lll care planning
NJ Exec Order 26.4b1

missed being put In the resident's care plan. The
stated she expected the care plan to

conlain all information to properly care for the
resident.

During an interview on 08/04/2023 at 3:42 PM,
US HOIEN{ IR RN #8 stated the resident
should have care planned for both | _

He stated care planning t )
was overlooked. s
stated he expected all care plans to

comprehensive and contain all information to
properly care for a resident.

In an interview on 08/04/2023 at 3:58 PM, the
stated Resident #7's care plan
should contain information related to the use of
NJ Exec Order 26.4b1 )
e stated the floor nurses and unit managers

were responsible for developing a
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§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing,
identifying, reporting, investigating, and
controlling infections and communicable
diseases for all residents, staff, volunteers,
visitors, and other individuals providing services
under a contractual arrangement based upon the
facility assessment conducted according to
§483.70(e) and following accepted national
standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or
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comprehensive care plan for each resident. She
stated she expected care plans to be
comprehensive to meet a resident's medical and
nursing needs.
NJAC 8:39-11.2
F 880 Infection Prevention & Control F 880 8/21/23

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Z2EM11

Facility ID: NJ60906

If continuation sheet Page 5 of 13




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

PRINTED: 11/12/2024
FORM APPROVED
OMB NO. 0938-0391

infections before they can spread to other
persons in the facility;
(ii) When and to whom possible incidents of

reported;
(iii) Standard and transmission-based

infections;

resident; including but not limited to:
(A) The type and duration of the isolation,

involved, and

the circumstances.

disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

by staff involved in direct resident contact.
identified under the facility's IPCP and the

corrective actions taken by the facility.

§483.80(e) Linens.
Personnel must handle, store, process, and

infection.

§483.80(f) Annual review.

by:

communicable disease or infections should be

precautions to be followed to prevent spread of

(iv)When and how isolation should be used for a

depending upon the infectious agent or organism

(B) A requirement that the isolation should be the
least restrictive possible for the resident under

(v) The circumstances under which the facility
must prohibit employees with a communicable

(vi)The hand hygiene procedures to be followed

§483.80(a)(4) A system for recording incidents

transport linens so as to prevent the spread of

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
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Based on observations, interviews, record
reviews, and facility policy reviews, the facility
failed to ensureﬁ equipment was
properly stored when not in use for 2 (Resident
#7 and Resident #10) of 2 residents reviewed for

infection control practices related to]
care.

Findings included:

Review of a facility policy titled, "Infection Control
Considerations Related to Oxygen
Administration," revised/reviewed January 2023,
indicated, "3. Keep the oxygen cannula and
tubing used PRN [as needed] in a plastic bag
when not in use."

Review of a facility policy titled, "Oxygen
Therapy," revised/reviewed on 04/06/2023,
indicated, "To provide guidelines for safe oxygen
administration." The policy specified, "11. Place
the appropriate oxygen device on the resident
and check that the device is in good working
order. a. Keep oxygen devices in a plastic bag
when not in use."

Review of a facility policy titled, "Administering
Nebulizer Treatment," with an effective date of
January 2022, indicated, "Policy: To safely
administer nebulizer treatments to a resident."
The policy specified, "19. When equipment is
completely dry, store in a plastic bag with the
resident's name and the date on it."

1. Areview of an "Admission Record" indicate
the facility admitted the resident on |
with diagnoses that included, Aasasds
and need for NJ Exec Order 26 .4b1

6.4b1
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1. Resident # 7 and resident # 10,
was discarded and replaced.

|ie were provided with plastic bags for
NJ Exec Order 26.4b1
Nurses and aides were re educated on
how to properly store*

by Director of Nursing and/or

nfection Preventionist.

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

3. Nurses and aides were re educated on

how to properly store*
r of Nursing and/or

by Directo
reventionist.

nrection

Unit managers rounded on all units and

resident rooms to ensure that all residents
NJ Exec Ord

on der 26.4b1 have ap

safe storage of a NJ Exec Order 26.4b1 X
Re education of nursing department wi
continue x 1 month by Director of Nursing
and/or Infection

Preventionist.

Director Of Nursing and/or Infection
Preventionist will do weekly audits x 30
days every Monday of 8 residents and
then monthly for 90 days to ensure
deficient practice does not recur.

4. Results of weekly audits x 30 days and
then monthly x 90 days will be monitored
by the Director of Nursing for corrective
action as needed to ensure that deficient
practice does not recur. Director of
Nursing will report to QAPI Committee
and LNHA for 2 quarters on audit findings
and corrective measures as needed.
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Continued From page 7

The quarterly Minimum Data Set (MDS), with an
ment Reference Date (ARD) of

Il revealed Resident #7 had a Brief
nterview for Mental Status (BIMS) of i
indicated the resident was RtkESSREEEaSl The
MDS indicated Resident #/ received §

Areview of Resident #7s "Order Summa
" indicated an order dated ﬁ for
ANESCINO G @PSRN milligram/millilite
JNJ Exec Order 26.4b 1§ e
ours for NJ Exec Order 26 .4b1 )

observed lying in
B by way of a

om on

4b

ere was no storage containment bag present in
the room.

In an interview on 08/04/2023 at 10:08 AM,

Registered Nurse (RN) #7 stated Resident #7's
W should have a storage
containment bag so the could be

contained when not in use. stated it was a
potential infection control issue since the |
was not properly stored. RN #7 stated she
expected proper infection practices to be
maintained related to storage of the )

rder 26.4b1

[NJ Exec

F 880
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During an interview on 08/04/2023 at 2:40 PM,
W US FOIA (b) (6) stated Resident
#7's it should be contained in a
when not in use and not just laid on
NJ Exec Order 26.4b1 _The ST stated the

NJ Exec Order 26.4b1 should be

stored In a plastic bag when not in use. She

stated a storage bag should be in the resident's
room for both the [NNE=NGIoRO]{e =R o}
F. The_ stated it was the responsibility of
€ nurses to properly storeﬁ
when not in use. She stated not
roperly storing the [\l

H could lead to the|) being
contaminated and an infection. The jl stated she

expected all infection control practices to be
always maintained.

In an interview on 08/04/2023 at 2:48 PM, the
US FOIA (b) (6) stated Resident #7's
Aslnabatiadandl Should not be stored on a
Al and should be contained in a
plastic bag when not in use. She stated when a

resident received or ﬂ
\ storage bag for the containment of

should be in the room. According
ibility of the nurses
to properly contain th NJ Exec Order 26.4b1
when not in use. The N stated she considered

it an infection control issue for the#
I, o o=

roperly. She stated she expectedw
“ to be stored properly in a bag when
n

ot in use to prevent contamination.

During an interview on 08/04/2023 at 3:58 PM._
the stated Resident #7's Rl
should not be stored on a REleasEEEAEEl
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and should be contained in a plastic bag when
not in use. Thew stated she
expected the nurses to place thew
in a storage bag when not in use. Per
cRERRSNBIC) she expected allw
to be stored properly, and all infection

control practices to be maintained.

2. Areview of an "Admission Record" indicated
the facility admitted Resident #10 on
with diag

The quarterly Minimum Data Set (MDS), with an
Assessment Reference Date (ARD) of
, revealed Resident #10 had a Brief

Inlerwew ior Mental Status (BIMS) of @ which
indicated the resident had
W The MDS indicated the resident

receive

A review of Resident #10's care plan initiated on
R o = onﬁ, revealed
e resident had Interventions directed

the staff to administer RalasaleEEEERel a5 ordered
by the physician.

iew of Resident #10's care plan initiated on

Bl revealed the resident had a ]
ANSCANUCEFEREN related to a diagnosis of [
nterventions directed staff to ad
NJ Exec Order 26.4b1 by way o)1\ Exec Order 26.4b1 PP

ordered by the physician.

Areview of Resident #10's "Order Summa
Report," revealed an order dated ﬂ for
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NJ Exec Order 26.4b1

NJ
9

NN ExeC Order 26 4b1

NJ Exec O r 26.4b1

On 08/04/2023 at 9:28 AM, Resident #10 was
observed in their room. There was an
present in the resident's room
's bed with the NJ Exec Orde
observed hanging off a|§
not contained in a storage bag. A
N SRl observed in Resident #10's

NJ Exec Order 26.4b1RWTT them
anging off the side of

e AMASCROIC PRI and not stored in a

bag. There was no storage containment bag for
WNJ Exec Order 26.4b1 present in
the resident's room.

On 08/04/2023 at 9:35 AM, Registered Nurse

(RN) #9 was called to Resident #10's room and
indicated Resident #10 REESCERSIEEPEREY 55

needed and received [\N) Exep Qrdﬁﬁer» 26.4b1

esiaen

a plastic bag when not in use. RN #9 stated the
floor nurses were responsible for roerly storing

but a storage bag was not i e resident’s room,
so she just hung the REASEREEEERR on the side
of the #9, she expected staff to
follow proper infection control practices related to
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W and treatment and considered it
an Iinfection control issue for not having the

NJ Exec Order 26.4b1 contained in
a bag.

an interview on 08/04/2023 at 2:40 PM,
aeIUS FOIA (b) (6) stated Resident

should be stored In a plastic bag when not in use.
She stated a storage bag should be in the

resident's room for both the
NJ Exec Order 26.4b1 Thei stated It was the

of the nurses to properly store
NJ Exec Order 26.4b1 When not |n use She

and

stated she expected all infection control practices
to be always maintained.

In an interview on 08/04/2023 at 2:48 PM, the

should be stored in a plastic bag when not In use.

She stated when a resident receivedw
a storage bag for the

containment of the should be in the
resident's room. She stated it was the

responsibility of the nurses to properly contain
the REASCSROIGEIRARN \hen not in use. She
stated she considered it an infection control issue
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Continued From page 12
for them Exec Order 26.4b1 to not
be stored properly. She stated she expected
NNESTERNOIREERE to be stored properly in a
bag when not in use to prevent contamination.
During an interview on 08/04/2023 at 3:58 PM
the EERRSURMCIE) stated Resident #1 O'Sﬂ
L should not be store

. She stated
Resident #10's - should not be
stored hanging off a hulSaSidEEaREl and should

be stored in a plastic bag when not in use. She
stated she expected all AERSCEROIEEIRIY] o
be stored properly, and all infection contro

practices be maintained.
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