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S 000| Initial Comments S 000
THE FACILITY WAS NOT IN COMPLIANCE
WITH THE STANDARDS IN THE NEW JERSEY
ADMINISTRATIVE CODE, CHAPTER 8:39,
STANDARDS FOR LICENSURE OF LONG
TERM CARE FACILITIES. THE FACILITY MUST
SUBMIT A PLAN OF CORRECTION,
INCLUDING A COMPLETION DATE, FOR EACH
DEFICIENCY AND ENSURE THAT THE PLAN IS
IMPLEMENTED. FAILURE TO CORRECT
DEFICIENCIES MAY RESULT IN
ENFORCEMENT ACTION IN ACCORDANCE
WITH THE PROVISIONS OF THE NEW
JERSEY ADMINISTRATIVE CODE, TITLE 8,
CHAPTER 43E, ENFORCEMENT OF
LICENSURE REGULATIONS.
S 560| 8:39-5.1(a) Mandatory Access to Care S 560 1/31/22
(a) The facility shall comply with applicable
Federal, State, and local laws, rules, and
regulations.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and review of 1. No residents have had a negative
pertinent facility documentation, it was outcome due to the facility staffing below
determined the facility failed to maintain the the required minimum direct care
required minimum direct care staff-to-resident staff-to-resident ratios as mandated by the
ratios as mandated by the state of New Jersey. state of New Jersey on 11/09/21, 11/10/21,
This deficient practice was evidenced by the 11/15/21, 11/16/21, 11/17/21, 11/18/21 and
following: 11/19/21. Nurse management and
contracted agency staff are in place to
Reference: NJ State requirement, CHAPTER ensure residents needs are met.
112. An Act concerning staffing requirements for Administrator or Designee will review to
nursing homes and supplementing Title 30 of the ensure the required minimum direct care
Revised Statutes. staff-to-resident ratios as mandated by the
Be It Enacted by the Senate and General state of New Jersey are being met
Assembly of the State of New Jersey: C.30:13-18 2. All residents have the potential to be
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S 560 | Continued From page 1 S 560
Minimum staffing requirements for nursing homes affected by this deficient practice and can
effective 2/1/21. identified by the resident roster. The
1. a. Notwithstanding any other staffing Licensed Nursing Home Administrator or
requirements as may be established by law, designee will monitor the resident daily
every nursing home as defined in section 2 of census and the daily scheduled staff to
P.L.1976, ¢.120 (C.30:13-2) or licensed pursuant ensure the required minimum direct care
to P.L.1971, ¢.136 (C.26:2H-1 et seq.) shall staff-to-resident ratios are being met as
maintain the following minimum direct care staff mandated by the state of New Jersey.
-to-resident ratios: 3. The Licensed Nursing Home
(1) one certified nurse aide to every eight Administrator or designee will educate the
residents for the day shift; Staffing Coordinator on the required
(2) one direct care staff member to every 10 minimum direct care staff-to-resident
residents for the evening shift, provided that no ratios as mandated by the state of New
fewer than half of all staff members shall be Jersey. The Facility will contract with
certified nurse aides, and each staff member agency C.N.A.’s to be in compliance with
shall be signed in to work as a certified nurse state staffing C.N.A. ratios until adequate
aide and shall perform certified nurse aide duties; staff is hired by the facility.
and 4. The Licensed Nursing Home
(3) one direct care staff member to every 14 Administrator or designee will conduct
residents for the night shift, provided that each weekly audits x 2 months to ensure the
direct care staff member shall sign in to work as a required minimum direct care
certified nurse aide and perform certified nurse staff-to-resident ratios as mandated by the
aide duties state of New Jersey are being met. The
b. Upon any expansion of resident census by results of these audits will be reviewed at
the nursing home, the nursing home shall be the Quarterly QAPI Meeting.
exempt from any increase in direct care staffing
ratios for a period of nine consecutive shifts from
the date of the expansion of the resident census.
c. (1) The computation of minimum direct care
staffing ratios shall be carried to the hundredth
place.
(2) If the application of the ratios listed in
subsection a. of this section results in other than
a whole number of direct care staff, including
certified nurse aides, for a shift, the number of
required direct care staff members shall be
rounded to the next higher whole number when
the resulting ratio, carried to the hundredth place,
is fifty-one hundredths or higher.
(3) All computations shall be based on the
STATE FORM 6899 uQm711 If continuation sheet 2 of 8
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midnight census for the day in which the shift
begins.

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

On 11/09/21, 11/10/21, 11/15/21, 11/16/21,
11/17/21, 11/18/21, and 11/19/21, the surveyors
observed eleven to sixteen Certified Nursing
Aides (CNA)s working on the working on the first
and second floors throughout the facility. These
CNAs provided direct care to the residents who
resided at the facility.

Review of "New Jersey Department of Health
Long Term Care Assessment and Survey
Program Nurse Staffing Report" for the weeks of
10/24/21 and 10/31/21 revealed the facility was
deficient in CNA staffing for residents on 10 of
14-day shifts, deficient for CNAs to total staff on 2
of 14 evening shifts and deficient for total staff for
residents on 1 of 14 overnight shifts as follows:

10/24/21 had 13 CNAs for 109 residents on the
day shift, required 14 CNAs.

10/25/21 had 13 CNAs for 106 residents on the
day shift, required 14 CNAs.

10/25/21 had 6 CNAs to 13 total staff on the
evening shift, required 7 CNAs.

10/26/21 had 13 CNAs for 106 residents on the
day shift, required 14 CNAs.
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10/27/21 had 13 CNAs for 106 residents on the
day shift, required 14 CNAs.

11/01/21 had 14 CNAs for 115 residents on the
day shift, required 15 CNAs.

11/01/21 had 6 CNAs to 13 total staff on the
evening shift, required 7 CNAs.

11/02/21 had 14 CNAs for 115 residents on the
day shift, required 15 CNAs.

11/03/21 had 14 CNAs for 115 residents on the
day shift, required 15 CNAs.

11/04/21 had 13 CNAs for 115 residents on the
day shift, required 15 CNAs.

11/05/21 had 14 CNAs for 115 residents on the
day shift, required 15 CNAs.

11/06/21 had 14 CNAs for 116 residents on the
day shift, required 15 CNAs.

11/06/21 had 8 total staff for 116 residents on the
overnight shift, required 9 total staff.

The surveyor reviewed the staffing for CNAs
during the 7:00 AM - 3:00 PM, 3:00 PM - 11:00
PM, and 11:00 PM - 7:00 AM shifts during the
re-certification survey from 11/09/21 through
11/19/21 which revealed the following:

Tuesday, November 9, 2021. Census (number of
resident's who resided in the facility) was 116.
7:00AM - 3:00 PM, 13 CNAs scheduled to work.
116/ (divided by) 13 = (equals) 8.9

3:00 PM - 11:00 PM, 8.5 CNAs scheduled to
work. 116/8.5 = 13.6

11:00 PM - 7:00 AM, 6 CNAs scheduled to work.
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116/6 = 19.3

Wednesday, November 10, 2021. Census was
111.

7:00AM - 3:00 PM, 11 CNAs scheduled to work.
111/11 = 10.

3:00 PM - 11:00 PM, 6.5 CNAs scheduled to
work. 111/6.5 =17

11:00 PM - 7:00 AM, 6.5 CNAs scheduled to
work. 111/6.5 =17

Thursday, November 11, 2021. Census was 113.

7:00AM - 3:00 PM, 13 CNAs scheduled to work.
113/13=8.6
3:00 PM - 11:00 PM, 9 CNAs scheduled to work.
113/9=12.5
11:00 PM - 7:00 AM, 5 CNAs scheduled to work.
113/5=22.6

Friday, November 12, 2021. Census was 114.
7:00AM - 3:00 PM, 12 CNAs scheduled to work.
114/12=9.5

3:00 PM - 11:00 PM, 5.5 CNAs scheduled to
work. 114/5.5 = 20

11:00 PM - 7:00 AM, 6 CNAs scheduled to work.
114 /6 =19

Saturday, November 13, 2021. Census was 113.

7:00AM - 3:00 PM, 11 CNAs scheduled to work.
113/11 =10

3:00 PM - 11:00 PM, 8.5 CNAs scheduled to
work. 113/8.5 =13

11:00 PM - 7:00 AM, 4 CNAs scheduled to work.
113/4 = 28.25

Sunday, November 14, 2021. Census was 112.

7:00AM - 3:00 PM, 12 CNAs scheduled to work.
112/12=9.3

3:00 PM - 11:00 PM, 9 CNAs scheduled to work.
112/9 =124
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11:00 PM - 7:00 AM, 3 CNAs scheduled to work.
112/3 = 37

Monday, November 15, 2021. Census was 112.
7:00AM - 3:00 PM, 13 CNAs scheduled to work.
112/13 =8.6

3:00 PM - 11:00 PM, 10 CNAs scheduled to work.

112/10=11.2
11:00 PM - 7:00 AM, 6 CNAs scheduled to work.
112/6 = 18.6

Tuesday, November 16, 2021. Census was 113.
7:00AM - 3:00 PM, 14 CNAs scheduled to work.
113/14 =8.0

3:00 PM - 11:00 PM, 6.5 CNAs scheduled to
work. 113/6.5=17.3

11:00 PM - 7:00 AM, 6 CNAs scheduled to work.
113/6 = 18.8

Wednesday, November 17, 2021. Census was
115.

7:00AM - 3:00 PM, 14.5 CNAs scheduled to work.

115/14.5=7.9

3:00 PM - 11:00 PM, 8 CNAs scheduled to work.
115/8 =14.3

11:00 PM - 7:00 AM, 7 CNAs scheduled to work.
115/7 = 16

Thursday, November 18, 2021. Census was 116.
7:00AM - 3:00 PM, 16 CNAs scheduled to work.
116/16 =7.25

3:00 PM - 11:00 PM, 9.5 CNAs scheduled to
work. 116/9.5 =12.1

11:00 PM - 7:00 AM, 7 CNAs scheduled to work.
116/7 = 16.5

Friday, November 19, 2021. Census was 116.
7:00AM - 3:00 PM, 14 CNAs scheduled to work.
116/14 = 8.2

3:00 PM - 11:00 PM, 8 CNAs scheduled to work.
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116/8 = 14.5
11:00 PM - 7:00 AM, 6 CNAs scheduled to work.
116/6 = 19.3

On 11/17/21 at 9:39 AM, the surveyor interviewed
the CNA working on the second floor who stated
that she currently had 17 residents on her care
assignment during the 7:00 AM to 3:00 PM shift.
The CNA further stated that she usually worked
the 3:00 PM - 11:00 PM shift and would care for
12 to 17 residents during her shift. The CNA
further stated that during the 3:00 PM - 11:00 PM
shift, the nurses tried to help as much as they
could, but the amount of work was overwhelming.

On 11/18/21 at 9:58 AM, the surveyor conducted
a telephonic interview with 3:00 PM - 11:00 PM
CNA who worked on the second floor during the
3:00 PM - 11:00 PM shift. The CNA stated that
the facility was short staffed and the night prior,
there were maybe three or four CNAs working on
the 3:00 PM -11:00 PM shift and he had 17 or 18
residents on his care assignment.

On 11/18/21 at 10:46 AM, the surveyor
interviewed the 7:00 AM - 3:00 PM CNA who
worked on the first floor who stated that when she
worked the 7:00 AM - 3:00 PM shift, she would
usually have nine to 11 residents on her care
assignment. The CNA stated that, "due to the
crisis, we've been short" and had eight to nine
residents that we care for at minimum. The CNA
further stated that sometimes she worked the
3:00 PM - 11:00 PM shift and would have 14 -15
residents on her care assignment.

On 11/19/21 at 11:09 AM, the surveyor
interviewed the Administrator who stated the
minimum staffing requirements for the state of
New Jersey were one CNA per eight residents

S 560
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during the 7:00 AM - 3:00 PM shift, one CNA per

ten residents on the 3:00 PM -11:00 PM shift, and

one CNA for 14 residents on the 11:00 PM -7:00

AM shift.
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F 000 | INITIAL COMMENTS F 000

A Recertification Survey was conducted to
determine compliance with 42 CFR Part 483,
Requirements for Long Term Care Facilities.
Deficiencies were cited for this survey.

Survey Date : 11/19/2021

Census : 116
Sample Size : 25+ 8 =33
F 656 | Develop/Implement Comprehensive Care Plan F 656 1/31/22

SS=D | CFR(s): 483.21(b)(1)

§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
(i) 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
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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/07/2021

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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(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.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, review of
medical records and review of facility
documentation, it was determined the facility
failed to document on the Care Plan (CP) a
residents use and refusal of a hearing aid. This
deficient practice was identified for 1 of 25
residents, (Resident-) reviewed for CP.

On 11/15/21 at 9:16 AM, the surveyor observed
Resident- lying in bed, eyes closed. The
resident did not respond to the surveyors
greeting.

On 11/16/21 at 9:59 AM, the surveyor observed
the Certified Nursing Aide (CNA) enter the
resident's room. The CNA spoke loudly to the
resident.

On 11/16/21 at 12:38 PM, the surveyor observed

Resident #f] in their room sitting in a wheelchair.

The surveyor did not observe any ||| »

either of the resident's-.

1. Resident #. Care Plan was updated
to include right hearing aid use and
resident refusals.

2. All residents have the potential to be
affected by this deficient practice and can
identified by the resident roster. The

Director of Nursing or designee will
conduct an audit of current residents who
have |l and ensure they each
have a patient centered care plan
regarding use and refusals if applicable.
3. The Director of Nursing or designee
will educate licensed staff to document on
the Care Plan resident use and refusal of
I < Interdisciplinary Care
Team when reviewing Care Plans at the
Initial, Quarterly, and Significant Reviews
will ensure communication devices

are care planned
4. The Director of Nursing or designee
will conduct weekly random audits x 2
months to ensure compliance. Results of
these audits will be reviewed at Quarterly
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On 11/17/21 at 11:55 AM, the surveyor observed QAPI Meeting.

the resident in bed and did not observe any

_ in either ear.

On 11/17/21 at 12:40 PM, the surveyor observed
the resident in bed with lunch next to the bed.

The surveyor observed no |l i» either

ear.

On 11/18/21 at 8:42 AM, the surveyor observed
the resident in bed with breakfast next to the bed.

The surveyor observed no ||l in either

ear.

Resident ] was admitted to the facility with
diagnoses which included but were not limited to

Review of the,
Nursing Admission Screening/History, dated

nvealed Resident- had a.t
in use.

Review of the Admission Minimum Data Set
(MDS - an assessment tool), dated ,
revealed Section - that Resident
used a or other i arrliance;
and that the resident required extensive

assistance of a staff member for dressing and
personal hygiene. The most recent Quarterly

MDS, dated , revealed Section- -
that Resident used a_ or other

appliance; that the resident scored an.
Brief Interview for Mental Status (BIMS), which
indicated ;and
that the resident required extensive assistance of
a staff member for dressing and personal
hygiene.
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Review of the facility provided 24 hour Report
Floor, revealed Resident
's clinical needs which did not include-

Review of Resident-'s facility provided,
"Personal Effects Inventory", effective 7/10/21,
revealed the resident had a for

in box. Review of Resident 's
facility provided, "Personal Effects Inventory",

effective , revealed the resident had a.
with batteries.

Review of Resident 's CP revealed a focus
area of initiated and
revised on with four interventions listed
as follows: 1) speaker to adjust tone of voice, 2)
speaker to- resident when speaking, 3)
speaker to repeat as needed, and 4) speaker to
talk to resident in quiet setting.

Review of Resident [JJ]'s current CP provided by
the facility, revealed a focus area of

I initiated [ (after readmission to the

facility) with interventions that included but were

not limited to_ t(_ initiated on
I

On 11/16/21 at 9:59 AM, the CNA caring for
Resident- stated that the resident was
so the staff would speak loudly. The CNA

further stated the resident had but she
was not aware of any
On 11/16/21 at 12:38 PM, Resident [JJjj] stated

she/he had_ but was not sure where

they were or why they were not at the facility. The
CNA entered the room and was interviewed at

that time. The CNA stated that if a resident had
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, the nurses would keep them in the
medication cart and put them in the residents

On 11/17/21 at 9:07 AM, Resident-s family
member was interviewed via telephone and
stated that the resident had a
the facility but the staff never applied the
.. The family member further stated that they
never see the resident wearing the
but never remembered to ask staff why she/he
was not wearing it.

at

On 11/17/21 at 10:18 AM, the Registered Nurse
(RN) caring for the resident stated that if a
resident was able to put the in
themselves, they would keep their own
- in the bedside table. The RN stated if the
resident was unable, the nurses would keep the
in the medication cart and get an
order to apply them. The RN stated the nurse
would sign for the || ilij o the medication
administration record or the treatment
administration record. The RN stated that there
were only two residents she was aware of with
but did not mention Resident [Jjas
being one of them.

On 11/17/21 at 10:24 AM, the Licensed Practical
Nurse Unit Manager (LPN/UM) of the resident's
unit, stated alert residents keep their own-
but residents who were would have
the locked in the medication cart.
The LPN/UM stated there was no log or
accountability sheet kept for and the
would not be documented unless the
staff were to put them in the resident's . The
LPN/UM stated if a resident was ,

the family would have to request an appointment
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to have that checked and that he was unaware of

any resident on the unit with ||| ||

On 11/18/21 at 8:46 AM, the LPN MDS nurse
stated she documented on the - MDS and
would have obtained MDS information from the
residents if able, the staff, the resident medical
record and the Social Worker. The LPN MDS
nurse stated Resident. was

and that she was able to interview the resident.
LPN MDS nurse documented the resident use of

- I

On 11/18/21 at 8:49 AM, a second MDS nurse
stated she documented on the admission MDS
and that she would have obtained the information
from the hospital records, staff and resident. The
second MDS nurse stated Resident- had a

On 11/18/21 at 8:51 AM, the LPN MDS nurse
stated the || ij should have triggered and
been added to the CP. She further stated it would
be the responsibility of the nurse, unit manager
and MDS to enter the [ il on the CP. The
LPN MDS nurse reviewed the initial CP and the
most recent CP in the presence of the second
MDS nurse and the surveyor and acknowledged
that the hearing aids were never entered on the
CP. The LPN MDS nurse added the intervention
of the [l at the time the surveyor
brought it to her attention.

On 11/18/21 at 8:55 AM, the LPN/UM stated the
nursing staff should refer to the 24 hour report,
the CP, and the MDS to know what type of care a
resident needed. The LPN/UM, in the presence of
the surveyor, reviewed Resident-s admission

and stated the staff should be encouraging the
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use of the instead of just speaking
loudly to the resident. The LPN/UM
acknowledged the 24 hour report should have
had the on the clinical information
but did not. The LPN/UM and the surveyor went
to Resident-s room to locate the
but the LPN/UM was unable to locate them.

On 11/18/21 at 9:04 AM, the LPN/UM and
surveyor approached the second RN who was
caring for Resident. that day. The second RN
showed the LPN/UM and surveyor the resident's

locked in the medication cart. The
second RN stated the last time she tried to apply
the resident's [ ilij was "a few months ago"
and eventually the resident removed it. The
second RN stated she had not tried again to put
the || in- The second RN stated she
was not sure if she had documented the resident
refused the || li] at that time and stated
she might have told someone but was unsure.
The second RN stated the || i§ shovd
have been on the CP.

On 11/19/21 at 11:19 AM, in the presence of the
survey team, the facility regional nurse stated that
the resident had a habit of taking out her/his

frequently. The facility was unable to
provide documentation of the refusals by the
resident. The surveyor asked if the residents
refusal of the [ ij should have been
documented on the care plan? The Director of
Nursing (DON) stated yes.

On 11/19/21 at 11:23 AM, the Licensed Nursing

Home Administrator stated that the _

should have been documented on the care plan.

Review of the facility provided, "Care
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Plan-Baseline", policy revised 12/16, revealed the
following: a baseline plan of care to meet the
resident's immediate needs shall be developed
for each resident within forty-eight (48) hours of
admission. The interdisciplinary team will review
the healthcare practitioner's orders and
implement a baseline care plan to meet the
resident's immediate care needs including but not
limited to initial goals based on admission orders;
physician orders; dietary orders; therapy services;
and social services.

Review of the facility provided, "Care Plans,
Comprehensive Person-Centered", revised
12/16, included but was not limited to the
following. A comprehensive, person-centered
care plan includes measurable objectives and
timetables to meet the resident's physical,
psychosocial and functional needs. The
interdisciplinary team, resident and family or legal
representative, develops and implements a
comprehensive, person-centered care plan. The
care plan interventions are derived from a
thorough analysis of the information gathered in
the comprehensive assessment. The care
planning process will facilitate resident and/or
representative involvement; and include an
assessment of the resident's strengths and
needs. The comprehensive person-centered care
plan will (included but was not limited to) the
following: describe services that are to be
furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being; incorporate identified
problem areas; incorporate risk factors; reflect
the resident's expressed wishes regarding care
and goals; identify the professional services that
are responsible for each element of care; and aid
in preventing or reducing decline in the resident's
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function level. Areas of concern that are identified
during the resident assessment will be evaluated
before interventions are added to the care plan.
The comprehensive, person-centered care plan is
developed within seven (7) days of the
completion of the required comprehensive
assessment (MDS). Assessments are ongoing
and care plans are revised as information about
the residents and the residents' conditions
change. The resident has the right to refuse to
participate in medical and nursing treatments.
Such refusals will be documents in the resident's
clinical record in accordance with established
policies.

NJAC 8:39-11.2(d),(e)(1),(f).(9),
Services Provided Meet Professional Standards
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:

Based on observation, interview, record review,
and review of other pertinent facility
documentation, it was determined that the facility
staff failed to: a) consistently follow a physician
order for the application of a (device
to minimize risk of injury in the presence of-,
b.) ensure that a resident's |l vsed to
facilitate communication was applied as ordered
by the physician, and c.) accurately following a
Physician's Order (PO) to hold a medication

according to results.
This deficient practice was identified for three of

F 656

F 658

1/31/22

1. Physician involved in the care of
discontinued parameters to
less than [}
Resident’s have
remained within normal baseline with no
adverse symptoms. Resident- was
discharged as planned. Residents-

has in place per physician’s
orders. Resident has [ i

place as per physician’s orders.
2. All residents have the potential to be
affected by this deficient practice and can
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25 resident's, (Resident-,-and-)

reviewed for professional standards of nursing
practice.

The deficient practice was evidenced by the
following:

Reference: New Jersey Statutes Annotated, Title
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 responses to actual and potential
physical and emotional health problems, through
such services as case finding, health teaching,
health counseling, and provision of care
supportive to or restorative of life and wellbeing,
and executing medical regimens as prescribed by
a licensed or otherwise legally authorized
physician or dentist."

Reference: New Jersey Statutes Annotated, Title
45, Chapter 11. Nursing Board. The Nurse
Practice Act for the State of New Jersey states:
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 licensed or otherwise legally
authorized physician or dentist."

1. According to the facility Admission Record,
Resident #27 was admitted to the facility with
diagnoses which included Dementia and a history
of right hip arthroplasty the surgical
reconstruction or replacement of a joint).

identified by the resident roster. The
Director of Nursing or designee will
conduct an audit of all current residents

with ,and
medications with

parameters to ensure physician orders
are being followed as ordered by
visualizing that the ||| a¢
I < in place and that blood
pressure medications are administered
within the ordered parameter by reviewing
the medication administration record.

3. The Director of Nursing or designee
will educate licensed staff on the
importance of accurately following

physician’s orders for

medications with para&
and [ aorlication.

4. Director of Nursing or designee to
conduct weekly random audits x 1 month,
then monthly random audits x 2 months to
ensure physician’s orders are being
followed for , _
and medications with
parameters. Results of these audits will
be reviewed at Quarterly QAPI Meeting.
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The significant change Minimum Data Set (MDS),
an assessment tool used to facilitate the
management of care dated , revealed
that the resident had and
needed assistance with all activities of daily living
(ADLs). The MDS indicated the resident was at
risk for . Review of the Progress Notes
revealed that Resident [JJJj] sustained a [Jjjat the

facility on |||

Review of the Physician Order
Sheet (POS) included a PO dated ||| for
Resident to have a hip protector on at all
times. The was to be removed
during hygiene and checked for skin integrity.

Review of the Treatment
Administration Record (TAR) confirmed the order
and was plotted to be checked by all three shifts
(7:00 AM - 3:00 PM, 3:00 PM - 11:00 PM, and
11:00 PM - 7:00 AM).

During a tour of the- Unit on 11/10/2021 at
9:00 AM, the surveyor observed Resident- in
bed. The resident attempted to get out of the bed
unassisted with his/her- on the floor mat. The
surveyor alerted the staff who went in and
assisted Resident- back to bed.

On 11/10/2021 at 12:27 PM, the surveyor
observed Resident- in bed. Residen
removed the bed covers and was calling for help.
The surveyor observed that Resident- did not

have the_ on.

On 11/15/2021 at 8:51 AM, the surveyor
observed the resident in bed, positioned on the

left side, calling out for help, and no_
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was in place.

On 11/15/2021 at 10:07 AM, the surveyor
observed Resident- in bed partly covered with
blankets, the Certified Nursing Assistant (CNA)
was at bedside and was assisting the resident
with the breakfast meal. Resident- did not
have a ||l on- At that time the surveyor
interviewed the CNA who stated that Resident
- was totally dependent on staff for all care.

The surveyor returned to the resident's room at
12:27 PM, and observed Resident. in bed
dressed for the day. The surveyor inquired about
the [l The CNA went to the resident's
room with the surveyor and verified that Resident
[l did not have a |l on- The CNA
accompanied the surveyor to the linen room and
showed the surveyor a bin with several .
available for use. The CNA told the
surveyor all residents on fall precautions were to

rave I

An interview with the nurse at 11:37 AM, revealed
that the CNAs were responsible to apply the.

and the nurses would signed the TAR.
The nurse acknowledged that she did not verify
that the || llj had been on before signing
the TAR.

The surveyor requested a copy of the
TAR for review. Review of the TAR indicated that
on the following dates, 11/09, 11/10, 11/15 and
11/16, the nurses had signed that th
was on despite the surveyor observation

and staff verification with that the_

was not on the resident.

2) On 11/10/2021 at 9:08 AM, the surveyor
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observed Resident. seated in his/her
wheelchair eating breakfast, Resident-did not

have his/her_ on.

According to the facility Admission Record,
Resident JJJj was admitted to the facility with
diagnoses which included

and

A review of Resident
Sheet (POS) dated reflected a PO dated

I o to be applied

every morning and evening shift. The order also

indicated to remove_ at

bedtime.

's Physician Order

On 11/15/2021 at 11:45 AM, the surveyor
observed the resident resting in bed and the
resident's [ l] were not on. The surveyor
interviewed the resident's CNA who stated that
Resident- was alert and could communicate
his/her needs.

On 11/17/2021 at 09:17 AM the surveyor
observed Resident sitting in the chair eating
breakfast and theh were not on.

On 11/17/2021 at 11:20 AM, the surveyor
conducted an interview with the resident's
representative who stated that the resident was
very alert and able to communicate. The family
member stated that he/she was very involved with

the care and the resident required |||

on to be able to communicate.

The resident representative expressed concerns
over the staffs failure to ensure that the [
[l vere on. The resident representative

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: UQM711 Facility ID: NJ61211 If continuation sheet Page 13 of 26





PRINTED: 08/11/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
315451 B. WiNG 11/19/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

61 MAPLEWOOD AVENUE

ELMS OF CRANBURY, THE
CRANBURY, NJ 08512

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 658 | Continued From page 13 F 658

indicated that during visits, the staff had to be

reminded to apply the ||| i the

morning.

On 11/17/2021 at 11:56 AM, the surveyor again
went to the room and observed the resident did

not have his/her || in p'ace.

The surveyor interviewed the resident's primary
nurse at 12:57 PM who stated that the

- were applied when the resident was out of
his/her room. The surveyor reviewed the

POS and the resident's PO for
with the nurse and the order
read, "Apply in the morning and
removed at HS [Hour of sleep ]. The nurse did
not have any comment.

During a conference meeting on || the
facility was made aware of the above concerns.

During a conference meeting on | 2t
11:30 AM, the Director of Nursing (DON)
indicated that staff should ensure that the
[l vere in place before signing the TAR.

3. On 11/10/21 at 10:28 AM, the surveyor
observed Resident. sitting in a chair in the
hallway with a walker nearby. The surveyor
attempted to interview the resident, but the
resident was unable to understand the surveyor

an I

The surveyor reviewed the medical record for

Resident #.

A review of the resident's Transfer/Discharge
Report revealed that the resident was admitted to
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the facility on

with diagnoses that

A review of the resident's admission Minimum
Data Set (MDS), an assessment tool used to
facilitate the management of care, dated
-, reflected that the resident had a brief
interview for mental status (BIMS) score aout

ofI, indicating that the resident had an

A review of the October and November 2021
electronic Medication Administration Record
reflected the physician's

(EMAR) for Resident

In addition, the EMAR reflected the administration
of the Clonidine on the following dates and times
with the corresponding- results that were less

than-

on 10/17/21 at 2:00 PM for a
on 10/19/21 at 10 PM for
on 10/20/21 at 2 PM for a
on 10/20/21 at 10 PM for a
on 10/29/21 at 2 PM for a
on 10/30/21 at 2 PM for a
on 11/7/21 at 10 PM for a
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on 11/8/21 at 10 PM for a of
on 11/10/21 at 2 PM for a of
on 11/12/21 at 10 PM for a of

On 11/16/21 at 8:49 AM, the surveyor interviewed
the Unit Manager/Licensed Practical Nurse
(UM/LPN) who reviewed the resident's EMAR
and verified that a check mark indicated that the
medication was administered. The UM/LPN
added that if a medication was not administered
there would be a code number documented on
the EMAR to indicate that the medication was
held and thought there may also be a progress
note.

Another review of the resident's EMAR revealed
that all the dates listed above had a check mark
and there was no code numbers entered that
corresponded to the medication being held.

A review of the electronic progress notes (EPN)
on the above dates and times revealed that there
was no EPN indicating that the || i was
held.

On 11/15/21 at 11:26 AM, the surveyor
interviewed the Certified Nursing Assistant (CNA)
who stated that the resident spoke some
at times but was The CNA added that
there had been times that the resident would get
upset and would not and
would only . The CNA
added that there was several staff members that

spoke the ||| 2s the resident.

On 11/15/21 at 12:46 PM, the surveyor
interviewed the Housekeeper (HK) who stated
that she as Resident
- and was called at times when the
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resident became upset. The HK explained that
the resident forgets why they had to come to the
facility and that was what was causing distress.
The HK stated that the resident does understand

som and can make needs known to the
staff but .

On 11/16/21 at 11:29 AM, the surveyor
interviewed the Licensed Practical Nurse (LPN)
who verified her initials on the EMAR for the
administration of [ ffon 10/19 at 10 P\,
10/20 at 10 PM and 11/10 at 2 PM listed above.
The LPN stated that she thought that she had not
administered the medication. The LPN added that
the computer system was difficult to "strike out" or
change that the medication was not administered.
The LPN stated that she would have to review
and was unable to speak to the EMAR

documentation of the [ i} being

administered.

Further review of the resident's medical record
revealed that there was no EPN on the above
dates and times indicating that there was an error
on the EMAR, and that the- was not
administered.

On 11/16/21 at 11:37 AM, the surveyor
interviewed the Director of Nursing (DON) who
stated that the nurses were able to document in
the electronic system if a medication was held or
there was a change in a PO. The DON added
that she would have to review the resident's
EMAR for the ] administration.

On 11/17/21 at 8:39 AM, the surveyor, in the
presence of the survey team, interviewed the
physician (MD) who stated that he was very
familiar with the resident and stated that the
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resident had ) and
was asked to speak with the survey team. The
MD added that the nurses frequently called him
about the resident' and has instructed the
nurses to administer the even if the
[l as less than [} The MD added that the
resident was clinically assessed and had no
concern with the administration. The
MD was unable to verify the specific dates or
times that he gave permission for the to
be administered for a [ less than . The MD
also acknowledged that when the nurses called
him, and he gave permission there should have
been documentation in the resident's progress
notes to indicate the discussion.

Further review of the resident's medical record
revealed that there was no EPN documenting that
the physician was contacted regarding the

. In addition, there was no
documentation of a change in the PO for

on the above dates and times to allow
the to be administered when the-
was less than-.

On 11/17/21 at 9:30 AM, the surveyor interviewed
the DON who stated that after reviewing the
resident's EMAR for the- administration,
she completed a Quality Assurance review with
the nurses. The DON added that the nurses
frequently called the physician but had not
documented in the chart.

On 11/17/21 at 12:20 PM, the surveyor
interviewed the Registered Nurse (RN) who
stated that she was familiar with Resident-
because she administered medications to the
resident. The RN added that she had to take a

[ vrior to administering the]j ] and if the
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was less than -then the medication
should be held and documented in the EMAR.
The RN acknowledged that she had signed the
EMAR on 10/17 at 2 PM and 10/29 at 2 PM for
the administration of- when the- was
less than- The RN stated that she had made
a mistake. The RN added that the physician was
aware of the resident's fluctuating -

On 11/18/21 at 1:28 PM, the surveyor interviewed
the Consultant Pharmacist (CP) via telephone.
The CP acknowledged that the nurses were to
follow a PO accordingly and to follow a hold order
as instructed. The CP stated that the nurses
frequently called the MD and would take a PO
over the phone. The CP acknowledged that a PO
would have had to be documented. The CP
stated that the EMAR system allowed for
documentation of medications being held and the
nurses could also document in the EPN if there
was a problem with medication administration.
The CP also stated that he does review the
EMAR for accurate medication administration
according to a hold order. The CP added that if
the documentation indicated that the medication
was inaccurately being administered then he
would notify nursing.

On 11/19/21 at 12:01 PM, the survey team met
with the Licensed Nursing Home Administrator,
DON, Regional Clinical Nurse, and a DON from
a sister facility. There was no further information
provided regarding not following the standard of
practice for the administration of | ij for the
above listed dates and times.

A review of the facility policy dated as revised
April 2021 for "Administering Medications"
provided by the DON reflected that medications
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§ 483.25(i) Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensure that a resident who
needs respiratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehensive person-centered
care plan, the residents' goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observations, interview, record review
and review of the pertinent facility documentation
it was determined the facility failed to: a.) ensure
that was appropriately labeled and
dated, b.) the was stored in a way to
prevent bacterial microbial growth, c.) the [}
bottle was checked to ensure the
appropriate water level fo ,and d.)
the facility followed their Policy and Procedure for
Administration. This deficient practice
was identified for three of four residents,

(Resident-, Resident-, and Resident-)

T |
bottles, storage bags have been replaced
and labeled with the current date for
Resident #.- and
2. All residents have the potential to be
affected by this deficient practice and can
identified by the resident roster. The
Director of Nursing or designee will
conduct an audit of all current residents
receiving Therapy to ensure
,and bottles are
labeled with the current date and have a
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were to be administered as prescribed. The policy
also reflected that if vital signs (important medical
signs that indicate the status of the body's life
sustaining functions such as .) were necessary
then the vital signs were to be "checked/verified"
prior to administering medications. In addition, the
policy reflected that if a medication was withheld,
refused or given at another time other than the
scheduled time then the electronic health record
would be appropriately documented.
NJAC 8:39- 11.2(b), 29.2(d)
F 695 | Respiratory/Tracheostomy Care and Suctioning F 695 1/31/22
SS=E | CFR(s): 483.25(i)

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

Event ID: UQM711

Facility ID: NJ61211

If continuation sheet Page 20 of 26






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

PRINTED: 08/11/2022

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

reviewed fo_ care and was evidenced
by the following.

1. A review of Resident-'s Admission Record
indicated Resident. was admitted with
diagnoses which included but were not limited to

Review of the resident's Physician Order Sheet
(POS) dated revealed a physicians order
to be administered
as needed for

as needed related to

On 11/09/2021 at 10:15 AM, the surveyor
observed Resident-sitting in a wheelchair in
the his/her room. Resident did not speak to
the surveyor. Th machine
was observed next to the wheelchair. The

surveyor observed that the ||| was in

direct contact with the floor.

On 11/10/2021 at 9:01 AM, the surveyor
observed the and the
- in direct contact with the floor.

On 11/15/21 at 10:07 AM, the surveyor observed
machine running and

The surveyor further observed that the

was dated 11/14/2021 and was in direct
contact with the floor in the resident's room.
Additionally, the was not protected
and was observed on the floor in the resident's
room.
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storage bag, and physician’s order that
includes a weekly change date for all

_ bottles and

storage bags

3. The Director of Nursing/designee to
in-service current Nursing Staff on the
policy and procedure for dating, labeling

and storage of and

bottles for residents
receiving therapy weekly, and to
include a physician’s order to change the
Il <cuipment and storage bags
weekly.

4. The Director of Nursing or designee
will conduct weekly random audits x 2
months to ensure compliance with the
correct dating, labeling and storage of
I - N oo
and physician’s orders for residents
receiving i therapy. The results of
these audits will be reviewed at Quarterly
QAPI Meeting.
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On 11/16/21 at 9:34 AM, the surveyor observed
Resident seated in the wheelchair in his/her
room. The

g wore
both observed on the floor and dated .

During an interview with the Licensed Practical
Nurse (LPN) on 11/15/2021 at 10:30 AM, the LPN
stated that Resident 1 was on and very
confused. The LPN further stated that Resident
[l removed the all the time. The
surveyor observed the LPN enter the resident's

room and place the ||| o~ the

A review of the resident's Care Plan revised

_reflected that the resident did not

have a focus care area for the use of-.

2. Areview of Resident- Admission Record
revealed that the resident was admitted to the
facility with diagnoses which included

Review of the resident's POS dated
revealed an physicians order dated
for to be administered at

every eight hours as

needed.

On 11/09/21 at 11:25 AM, the surveyor observed

the_ and the on the

floor in the resident's room. The was dated
. The surveyor further observed that

there was no water in the_.

On 11/15/21 at 10:07 AM, the surveyor observed
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observed in the room. The
machine was on and running. The
was observed on the floor mat. The stated
that Resident [Jjkept removing the
At that time, the surveyor observed the
remove the from the floor mat
and placed it on the resident's bed. The surveyor
observed that the and

bottle were labeled and dated

11/15/2021.

On 11/16/21 at 9:01 AM, the surveyor observed
Resident [ in bed. The
was observed to be running. Resident
have the
was observed on the bed rail. Resident
not have her/his socks on. Resident
were in color. Resident- was calling
out. The surveyor left the room, located the nurse
and informed her that Resident- needed help
and was calling out.

did not

At 9:09 AM, the surveyor observed the nurse

enter the room and apply the ||| that

was on the bed rail. The surveyor observed

Resident [l in bed with the ||| GG
B e was dated 11/15/2021.

During an interview with the LPN on 11/16/2021
at 12:30 PM, the LPN stated that regarding the
being on the bed rails revealed that
Resident was very confused. The LPN
further stated that Residen{ffj removed the

all the time. The LPN stated that
the 11:00 PM - 7:00 AM nurses were responsible

for changing the ||| a~< t"<5E5G_

bottle.
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On 11/17/21 at 12:05 PM, the surveyor
requested the policy for [ ij care- The
Director of Nursing (DON) told the surveyor she
would look for the policy. The DON further stated,
" It was the facility's practice to store the [Jj
I i 2 plastic bag when not in use". This
interview contradicted the surveyors
observations. There was no plastic bag hung on

the or in the room to store
the when not in use.

A review of the resident's undated Care Plan
reflected a focus area that the resident had
refused care and [JJjj therapy. The goal of the
resident's Care Plan reflected that the resident's
behaviors would not interfer with his/her activities
of daily living. The interventions in the resident's
Care Plan included to allow the resident to
express self, have consistency with caregivers,
and reassure the resident.

3. Areview of Resident Admission Record
revealed that Resident was admitted to the

facility with diagnoses which included ||l

Review of the resident's POS

revealed an physician's order dated

administered as needed for

N -

On 11/09/2021 at 12:30 PM, the surveyor
observed the on and
, there was no water in the

bottle. The surveyor further observed
was not labeled and dated.
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On 11/10/2021 at 9:08 AM, the surveyor observed
Resident seated in a wheelchair, eating
breakfast. The was running.
was observed on the bed rail.
was observed on the floor.

On 11/15/2021 at 8:20 AM, the surveyor observed
Resident in bed resting. Th was
running at
surveyor observed that the
labeled or dated.

was not

On 11/15/21 at 11:45 AM, the surveyor observed
Resident- sitting in his/her wheelchair leaning
forward. The resident reported feeling lousy and
wanted to go back to bed. The surveyor observed
that the was not labled or dated
and the was observed placed on
the .The surveyor further
observed that there was no bag attached to the

F machine to store the-

On 11/17/21 at 12:05 PM, the surveyor shared
the above observations with the Director of
Nursing (DON) and inquired about a policy for
care treatment. The DON told the
surveyor she would look for the policy. The DON
also stated, " It was the facility's practice to store
the ||l i~ 2 p'astic bag when not in
use". There was no plastic bag hung on the
machine or in the room to store the
when not in use during
observations on the following dates: 11/09/2021,
11/10/2021,11/15/2021 and 11/16/2021.

On 11/18/2021 the facility was asked to provide
any in-services and further information regarding
I therapy. No further information was
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provided during the conference meeting on
11/19/2021.

The facility policy titled, |JJij Administration"
revised October 2021, indicated that the purpose
of this procedure is to provide guidelines for safe

administration. The procedure contained
17 steps that staff were to follow with i
administration.

Steps 8 of the procedure indicated the following:
Be sure there is water in the bottle if
needed and that the water level is high enough

that the water bubbles a<jjj il throuonh-

Steps 10 of the procedure read, Observe the
resident upon setup and periodically thereafter to

be sure [Jij is being tolerated.

Steps 11 Periodically re-check water level in

I 2 change o and supplies

weeKly.
The ] Administration Policy and Procedure
did not include how the]jJjj supvlies would be

stored when not in use.

NJAC 8:39-11.2(b); 27.1(a)
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