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

On 12/29/2023, during the recertification survey,
the survey team identified an Immediate
Jeopardy for F678 at a s/s of "J".

Based on interview, review of facility records, and
other pertinent facility documents on 12/29/23, it
was determined that the facility failed to initiate
NJ Exec Order 26.4b1] for a resident who was

d e and was designated by the
facility as a|[\NESCIROI AR X1

as well as failed to follow the facility policy
[(ESHENJ Exec Order 26.4b1

and failed to call emergency services/911. This
deficient practice was identified for 1 of 2
residents for closed records review for residents
who had a NJ Exec Order 26.4b1 and were

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/19/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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and the resident was [EESSEISIEEIEZEREE ot 6:25
AM, without [ NNESCIRGIEIIRAN the resident
or call emergency services/911. This was not in
accordance with the resident's |jiill§j as
documented in the medical record, as stated by
the resident's physician, or according to the
facility's policy. In addition, there was no
documentation in the medical record to explain
LPN #1 s deC|S|on e\ J Exec Oldel 26. 4bl

other reS|dents in the facility who were designated
as [ status. This resulted in an Immediate
Jeopardy (IJ) determination. The

) were notified of the I1J and
provided the 1J template on 12/29/23 at 4:20 PM.
The IJ began on B at 6:05 AM when
Resident #112 was NM=CEKCIGEFERINI by the
LPN #1 assigned to the resident and continued
until the initial removal was provided to the
surveyor on 12/29/23 at 9:43 PM. The removal
plan was adjusted and was verified on-site on
1/2/24 at 1:48 PM during survey.

The F689 continues at a "D" level, for no actual
Harm with potential for more than minimal Harm
that is not Immediate Jeopardy.

F 557 | Respect, Dignity/Right to have Prsnl Property
SS=D | CFR(s): 483.10(e)(2)

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

F 000

F 557

1/23/24
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§483.10(e)(2) The right to retain and use personal
possessions, including furnishings, and clothing,
as space permits, unless to do so would infringe
upon the rights or health and safety of other
residents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined that the facility failed to
consistently treat residents in a dignified manner
during a meal service. This deficient practice was
identified during an interview for one (1) of seven
(7) residents in attendance of the 1/3/24, resident
council meeting and was evidenced by the
following.

On 01/03/24 at 10:00 AM, the surveyor conducted
the group meeting with seven residents. During
the meeting, Resident #102 informed the

surveyor that [ NNES GOl EIARAN]
- resident NNESCIROICEIWATAN that

his/her meal trays were at times, delivered on
his/her bedside meal tray table, without removal
of the [jjiilj which was placed on the left side of
the tray table and without disinfecting the table.

NJ Exec O

The resident was unable to move the
IIEINN ) Exec Order 26.4b1 )
The resident admitted to not informing the staff as
he/she felt that they should have known his/her
condition.

The surveyor reviewed the medical records for
Resident #102.

A review of the resident's Admission Record (an
admission summary) reflected that the resident
was admitted to the facility with diagnoses that

included but were not limited toEEEEIEEICEEEE

_ P\ J Exec Order 26.4b1

1) Resident # 102 immediately had ||l
removed from bedside table.

2) All residents that utilize a urinal
have the potential to be affected by these
deficient practices. All resident rooms
were audited for this issue. No additional
concerns were identified.

3) All nursing staff have been
re-educated on resident dignity and
removing the urinal from the bedtables
during meals.

4) The DON or designee will audit 3
rooms weekly for three months to ensure
that urinals are not placed on beside
tables with meals. Results will be
reviewed at the QAPI monthly.
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NJ Exec Order 26.4b1

According to the admission Minimum Data Set
(MDS), an assessment tool used to facilitate
management of care, the resident was
documented as having a Brief Interview for

Mental Status score of g out of 15, indicating

that the resident was .

A review of the resident's Progress Notes (PN)

mcluded the following:

N at 10:48 PM, reflected a nursing

documentation of the reason for the resident's

stay NJ Exec Order 26.4b1] fiNJ Exec Order 26.4b1]
ANJ Exec Order 26.4b1

NJ Exec Order 26.4b1

SR at 1:40 PM, social services documented

that a meeting was held, for the development of

the resident's baseline person-centered care

plan. The attendees i Iuded the nurse, social
serwce ’”E“ @ services.

documented that the resident was being followed
WENNJ Exec Order 26.4b1 . The

resident's |NNE=CIROIs [SIg2A R o)1
result indicated the resident had a [EEEAAEEEEEEE
EWeNJ Exec Order 26.4b1
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assignments and informed the surveyor that the
Certified Nursing Assistant (CNA) passed the
meal trays on the unit.

On 01/4/24 at 11:54 AM, in the presence of the
U.S. FOIA (b) (6)

the surveyor observed the lunch truck
arrived on the unit and observed two CNAs
passing the trays on Resident #102's hallway.

On 1/4/24 at 12:00 PM, the surveyor observed
the resident #102's meal tray was placed next to
the |jjjjil on the left-hand side of the bedside
meal tray table. The meal tray table was also
located on the left-hand side of the resident's
bed. The [l was empty and had visible small
amount of liquid residue.

On 1/4/24 at 12:03 PM, the SIEEEIPIG)

and the surveyor entered the resident's
room, and both observed the resident's meal tray
was next to the ||l that was on the left-hand
side of bedside meal tray table. The [jjiili
removed the‘ and cleaned the table.

t that time, the resident was unable to teII te
and the surveyor who had placed the il
on his/her meal tray table.

On 1/4/24 at 12:04 PM, the surveyor interviewed
the il The jililll stated that the Jjjjiil§ next to
the resident's meal tray was inappropriate and
unsanitary. The jfiiff and the surveyor reviewed
the electronic Medical Record (eMAR) for the
resident. The il stated that they were trying to
B for the resident who had
and thought he/she received a

order 26.4b1f

F 557
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NSRRI but could not locate the order.

At that time, the stated that the resident
moved the around his/her room and that
she had just emptied the [jjjjij but could not
recall where she had placed it last.

On 1/4/24 at 1:09 PM, during an interview with
the surveyor, the Certified Nursing Assistant
(CNA #1) stated all the CNAs passed the trays to
the residents. The CNA # 1 stated when a [N

INJ Exec

is observed she would move the clean the
tray table then place the meal tray. She stated
she did not pass the meal tray for the resident on
that day.

On 1/4/24 at 1:19 PM, during a follow-up
interview with the resident, the resident stated
they did not want to get the CNA in trouble, but
felt the staff should have been aware of his/her

NJ Exec Order 26.4b1

On 1/4/24 at 2:01 PM, in the presence of the
survey team, the UISHIROIIN(OXBGN . the
U.S. FOIA (b) (6) , and the
URSHIZOILN(JN(), the surveyor discussed the

concern regarding Resident #102's meal tray that

NJ Exec O

was served next to the resident's f on the

meal tray table.

On 1/5/24 at 10:05 AM, during an interview with
the surveyor, CNA #2 could not recall passing the
tray to Resident #102 yesterday. CNA #2
confirmed she was familiar with the resident and
stated that she received directions from the nurse
regarding the resident's care plan.

On 1/5/24 at 10:19 AM, during an interview with

F 557
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SS=E | CFR(s): 483.10(f)(5)(i)-(iv)(6)(7)

§483.10(f)(5) The resident has a right to organize
and participate in resident groups in the facility.
(i) The facility must provide a resident or family
group, if one exists, with private space; and take
reasonable steps, with the approval of the group,
to make residents and family members aware of
upcoming meetings in a timely manner.

(i) Staff, visitors, or other guests may attend
resident group or family group meetings only at
the respective group's invitation.

(iii) The facility must provide a designated staff
person who is approved by the resident or family
group and the facility and who is responsible for
providing assistance and responding to written
requests that result from group meetings.

(iv) The facility must consider the views of a
resident or family group and act promptly upon
the grievances and recommendations of such
groups concerning issues of resident care and life
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the surveyor, CNA #3 stated that she could not
recall passing the tray to Resident #102
yesterday.
No additional information was provided by the
facility staff.
A review of the facility policy titled Quality of Care
and Dignity, revised/reviewed on 12/2023,
reflected under Policy Statement: Each resident
should be cared for in a manner that promotes
and enhances his or her sense of well-being,
level of satisfaction with life, feeling of self-worth
and self-esteem.
NJAC 8:39-4.1(a)12
F 565 | Resident/Family Group and Response F 565 1/23/24
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in the facility.

(A) The facility must be able to demonstrate their
response and rationale for such response.

(B) This should not be construed to mean that the
facility must implement as recommended every
request of the resident or family group.

§483.10(f)(6) The resident has a right to
participate in family groups.

§483.10(f)(7) The resident has a right to have
family member(s) or other resident
representative(s) meet in the facility with the
families or resident representative(s) of other
residents in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to consistently
demonstrate and communicate their response to
the residents for the issues/concerns presented
during the monthly resident council meetings for

NJ Exec Order 26.4b1

This deficient practice was evidenced by the
following.

On 12/28/23 at 9:00 AM, the surveyor requested
the Resident Council meeting minutes.

1.) A review of the Resident Council Meeting
minutes from [N included the following:

The date, location, time, facilitators, prior minutes
reviewed was marked accepted as written,
discussion of old/unfinished business to include
resolution referred to the department response
form, and discussion of new business.

1) No residents were directly affected by
this deficient practice

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

3) The facility department heads have
been educated on the proper
documentation and follow up of all
resident concerns/grievances that are
brought up during resident council and
food committee.
4) The administrator or designee will audit
resident council/food committee meeting
minutes for proper documentation and
follow up of concerns/grievances monthly
x3 months. The results of the audit will be
reviewed monthly during the QAPI
meeting.
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The section for compliments, ideas, preferences,
concerns, and suggestions were divided into
facility departments, signatures of the recorder
and Resident Council President was reflected.

Further review of the minutes under dining
services referred to Food Committee notes
(FCN).

According to the FCN "many complaints
consisted of meals being delivered late." In
response, the facility placed a log of cart delivery
into place to ensure timely delivery.

Further review of the FCN indicated that the
residents requested for an option of a substitution
for the dessert served and was concerned about
the decline of stock from before. Residents who
attended night activities requested for their meals
to be delivered first, which would enable the
residents who attended their night activity to be
on time.

The minutes did not include the number of
council members in attendance, and the names
of the non-council members in attendance.

The minutes did not show the roster of names
who had attended or who had concerns/issues.

The Department Response Form reflected an
Unsampled Resident's request for double
portions.

2.) Areview of the Resident Council Meeting
minutes from RN
included the following:
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The date, location, time, the number of council
members in attendance,

prior minutes reviewed was marked accepted as
written, discussion of new business, signature of
the recorder and Resident Council President was
reflected.

Further review of the minutes under dining
services referred to FCN.

According to the FCN, a request for more food,
delivery log copy, a resident who wanted to be on
the first cart for all meals.

The minutes did not include the facilitators, and
the names of the non-council members in
attendance. The minutes did not show the names
of the residents who had concerns/issues and the
discussion of old/unfinished business to include
resolution of previous concern was blank.

The Department Response Form did not include
a documented action/response for the dining
services concern.

3.) Areview of the Resident Council Meeting
minutes from [
included the following:

The date, location, time, the facilitators, prior
minutes reviewed was marked accepted as
written, discussion of old/unfinished business
referred to the department response form, new
business, signature of the recorder and Resident
Council President was reflected.

Further review of the minutes under dining
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services referred to FCN.

According to the FCN, the resident discussed
their concerns regarding cold food, requested for
bigger serving portions, and the concern with the
activities food cart not arriving on time.

The minutes did not include the number of
council members in attendance, the names of the
non-council members in attendance. The minutes
did not show the names of the residents who had
concerns/issues.

The Department Response Form did not include
a documented action/response for the dining
services concern.

4.) Areview f the Resident Council Meeting
minutes from [
included the following:

The date, location, time, the facilitators, the
number of council members in attendance,
discussion of new business, signature of the
recorder and Resident Council President.

Further review of the minutes under dining
services referred to, Food Committee notes
(FCN).

According to the FCN, the residents discussed
their concern regarding cold food, the concern for
the delayed trays for the residents who attended
activities, cold sandwiches that arrived on a hot
plate.

The minutes did not include the names of the
non-council members in attendance, that prior
minutes were reviewed, discussion of
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old/unfinished business and the resolution for
previous concern.

The Department Response Form indicated a
Quality Assurance Performance for Improvement
(QAPI) was initiated on [l due to the
second complaint of cold food.

During the resident council meeting that was
conducted by the surveyor on 1/3/24 at 10:00
a.m., the il and i residents in
attendance stated that the food concerns was not
a big secret and that they have had multiple
discussion with the facility regarding their meal
trays arriving late, and even later for those who
used to dine in the café. The meal trays were not
delivered at the same time in the resident's floor,
and when it was found, the meal trays arrived
cold. The meal tickets did not match the meals
received and often had missing items. The
kitchen would eventually send the missing item
but the remainder of the items that were correct
on the meal tray would be then cold.

On 1/4/24 at 10:44 AM during an interview with

the surveyor, the [UISHIEOIINGOXEG)
stated that she was usually

in attendance during the resident council
meetings. The SISHIZOIIY(OXE@)) should
have maintained a list of the residents who
attended but was not reflected in the minutes
provided to the surveyor. The prior minutes were
discussed with the resident council.

The [SlR also stated that after the resident
council meeting, the spoke with each
department who were made aware of the
concerns discussed about their department. Each
department would implement their own
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intervention.

At that time, the surveyor asked the if the
resident's food concerns such as late meal trays,
cold food, serving size, and mismatched tray
tickets were also grievances. The il stated
yes, the concerns were grievances and that they
were working very hard to address the resident's
concerns. The facility recently started a Quality
Assurance Performance for Improvement (QAPI)
on, the second day of the recertification

survey.

At that time, the could not provide the
surveyor a written documentation of the prompt
resolution made towards the resident's food
concern and or grievances.

At that time, the [l did not have a roster of the
residents who had attended the resident council

U'S.FOIA (b)

meeting. The was unable to demonstrate
how she reconciled, the resident against the
concern/grievance, and how their specified
concern was addressed promptly. The il
confirmed the process could be improved and
admitted the follow-up was not consistently
documented.

At that time, the surveyor discussed with the
the concern regarding the failure to
consistently demonstrate and communicate with
the residents promptly to address their food
concerns.

On 1/5/24 at 12:00 PM, the facility did not provide
additional information regarding the concerns

discussed yesterday.

A review of the provided facility policy, Resident
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Council Meetings reviewed and revised on
06/2023, included the following:

Under Policy Explanation and Compliance
Guidelines section 7, The facility shall act upon
concerns and recommendation of the Council,
make attempts to accommodate
recommendations to the extent practicable and
communicate its decisions to the Council.

NJAC 8:39-4.1 (a)(29),13.2(c), 27.1(a)
F 656 | Develop/Implement Comprehensive Care Plan F 656 1/23/24
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
(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
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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, interview, and record
review, it was determined that the facility failed to
develop or initiate a comprehensive,
person-centered care plan to address a.)

B Usage, b.) activities of daily living (ADL)
with RESCERCICEEREE | pdate/revise the care
plan for a new [\NESCITROIG IR X1 :
and c.) i usage. This deficient practice was
identified for 3 of 27 residents (Resident #79,
#102, and #54) reviewed for a comprehensive
Care Plan (CP) and was evidenced by the
following:

1. On 12/27/23 at 11:18 AM, the surveyor

1) Resident # 79, #102, and #54 care
plans were immediately updated to reflect
the patients most current status.

2) All residents have the potential to
be affected by this deficient practice. All
resident care plans  were reviewed and
updated as needed.

3) All licensed nursing staff have
been re-educated on the comprehensive
care planning process.

4) An audit of 5 resident care plans
per week will be conducted by DON or
designee x 3 months. The results of the
audits will be reviewed monthly during
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observed Resident #79 sitting in bed, |
NJ Exec Order 26.4b1

The surveyor reviewed the Electronic Health
Record (EHR) of Resident #79.

The resident's Admission Record documented
that Resident #79 was admitted with diagnoses

that included but were not limited to
ﬂ)

The annual Minimum Data Set (MDS), an
assessment tool used to facilitate the
management of care Wlth an assessment
reference date of SN, indicated that the
facility assessed the resident s cognitive status
using a Brief Interview for Mental Status (BIMS)
score of il out of 15, which indicated that the
resident had an NJ Exec Order 26.4b1 .

The Order Summary Report (OSR) with the start
order date of - 4 stated ENJ Exec Order 26.4b]]

. Give 1 capsule by mouth one
INJ Exec Order 26.4b1}

time a day to

The resident's comprehensive CP review for
US FOIA (b)(6) revealed that no CP was initiated

R therapy. The [REMBRIR stated that
there should be a CP for S therapy .

On 1/4/24 at 02:00 PM, the team met with
administration

ini ion: VISHIESIINOXE) ),
ENE]U.S. FOIA (b) (6)

FORM CMS-2567(02-99) Previous Versions Obsolete
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EERCIYOIO) and discussed the abovementioned
issues and concerns.

The facility policy with the reviewed date of
2/2023 stated under "Procedure: 2) Include such
initial needs/problems such as ADLs, falls, skin
tears, risk for skin breakdown, nutritional status,
behaviors, pacemaker, anticoagulants,
psychotropic medication use, etc. Include a care
plan related to the resident's primary diagnosis."

2.0n 01/03/24 at 10:00 AM, the surveyor
conducted the group meeting with seven
residents. During the meeting, Resident #102

informed the surveyor that he/she had no use of
NJ Exec Order 26

BR . The resident verbalized being
upset that his/her meal trays were at times,
delivered on his/her bedside meal tray table,
without NNIECEECICEERAN -nd without
disinfecting the table. The resident admitted to
not informing the staff as he/she felt that they

NJ Exec Order 26.4b1 }

The surveyor reviewed the medical records for
Resident #102.

A review of the resident's Admission Record (an
admission summary) reflected that the resident
was admitted to the facility with diagnoses that
included but were not limited to [ESSESIEEIEEEE
e NJ Exec Order 26.4b1
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NJ Exec Order 26.4b1

According to the admission Minimum Data Set
(aMDS), an assessment tool used to facilitate
management of care dated, § | the resident
was documented as having a Brief Interview for

Mental Status score of g out of 15, indicating
that the resident wa .

A review of the resident's Progress Notes (PN)

mcluded the following:

Rl ot 10:48 PM, reflected a nursing

documentation of the reason for the resident's

ey \\J Exec Order 26.4b1 INJ Exec Order 26.4b1
ANJ Exec Order 26.4b1

NJ Exec Order 26.4b1

at 1:40 PM, social services documented

that a meeting was held, for the development of

the resident's baseline person-centered care

plan. The attendees included the nurse, social

serwce and rehabllltatlon services.

-On at 12:00 AM, the physician
documented that the reS|dent was belng followed
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A review of the NERSCINOIGEIIPISRARN ) Evgluation
. the initial

B than

INJ Ex{

IREY\J Exec Order 26.4b1]

INJ Exec Orde

documented that "would be deferred
pending a physician consult.

A review of the resident's CP did not reflect a
focus, goal or intervention for the resident's‘

mresident's and the

On 1/4/24 at 12:00 PM, the surveyor walked to
Resident #102's room and observed the
resident's meal tray was next to the [

was on the left-hand side of bedside meal tray
table. The meal tray table was also located on the
left-hand side of the resident's bed. The ||l
was empty and had visible small amount of liquid

residue.

On 1/4124 at 12:03 PM, the SR INOIG)
I 2c the surveyor entered the
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resident's room, and both observed the resident's
meal tray was next to the |l that was on the
left-hand side of bedside meal tray table. The
removed the [jjiil] and cleaned the table.

At that time, the resident could not inform the
and the surveyor who had placed the il
on his/her meal tray table. The [l and the
surveyor exited the resident's room.

On 1/4/24 at 12:04 PM, the surveyor interviewed
the next to the |8 medication cart. The

[ stated that the [l next to the resident's
meal tray was inappropriate and unsanitary. The
Bl and the surveyor reviewed the electronic
Medical Record (eMAR) for the resident. The
Bl stated that they were trying to promote
MR for the resident who had use of
R 1 (] thought EYEEY | Exec Order 26.4b1
but could not locate the order.

At that time, the stated that the resident
moved the around his/her room and that
she had just emptied the [jjjiiij but could not

recall where she had placed it last. The
was not in the CP.

On 1/4/24 at 1:19 PM, during a follow-up
interview with the resident, the resident stated |
do not want to get my Certified Nurisng Assistant
(CNA) in trouble but felt the staff should have

been aware of his/her [ NEESXCISNOIGERZRAN]

On 1/4/24 at 2:01 PM, in the presence of the

survey team met with the [SISISOIIN(OXEN .
the UISHIZSINOXG)
the (UASIIZOIV (NI ). the surveyor

discussed the concern regarding Resident #102's
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meal tray that was served next to the resident's
urinal on the meal tray table.

On 1/5/24 at 10:05 AM, during an interview with
the surveyor, the CNA could not recall passing
the tray to Resident #102. The CNA confirmed
she was familiar with the resident and received
direction from the nurse regarding the resident's
CP.

On 1/5/23 at 10:22 AM, during an interview with

the surveyor, the [[ISHIZOIINOION)

confirmed that there were no care plans for the
resident's [NNESCIROI AR N1
IR confirmed that

the CP should have been patient centered for
Resident #102's needs. The jijjiiilil§ informed
the surveyor that she would speak with the

U'S. FOIA (

resident and the

At that time, the stated all nurses were
responsible for updating the resident's CP.

On 1/5/24 at 11:22 AM, during an interview with

the surveyor, the UISHEOIINGOIG) )

stated that she was not part of the CP creation
since she was NNISGCROIGEIRZRIN | the
resident was admitted.

U.S. FOIA

At that time, the stated the §

I sHould have been care planned at
admission, and updated when the resident was

found to have aMMISCEESICEIPEREN |t should

have been care planned."

On 1/5/24 at 12:00 PM, the facility did not provide
additional information regarding the concerns
discussed yesterday.
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3. On 12/28/23 at 12:15 PM, the surveyor
observed the resident #54 walking in their room
and S|tt|ng down on their bed The re3|dent is

surveyor noted a REESAERIEEIERREE on the
bedside table and the [ on the back of
their wheelchair.

On 12/29/23 at 12:10 PM, the surveyor observed
the resident sitting up on her bed with SN

The resident was
NJ Exec Order 26.4b1 and watching television The

''''

NJ Exec Order 26.4b1
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use was coded in the MDS.

The surveyor reviewed the care plan. The
surveyor received copies of the resident's original

care plan from the UISHEOI/NGOIG)

on 1/2/24, which revealed no care plan

for The surveyor noted the [l
intervention added to the care plan on 1/3/24
after surveyor inquiry.

On 01/02/24 at 11:20 AM, the surveyor observed
resident lying in bed with glasses on and
at Exec Oldel 26.4b1 , is

On 01/02/24 at 11:25 AM, the surveyor

interviewed the [l on the second floor, who has
NJ Exec Order 26.4b1 The

been working at the facility
nurse stated, '|§SS Was changed to as needed

because the resident iS\NESCISNOIGLEIIVISRIN

On 01/02/24 at 11:50 AM, the surveyor
interviewed the CNA, who has been working in

On 01/03/24 at 10:40 AM, the surveyor observed
the resident leaving with spouse for an
appointment. The reS|dent was sitting on the
wheelchair with Sl on, near the elevators.
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was in [RESCRICIEERZEREN 5 \hile back and came
back from the hospital with |#SS The resident
is using |l every day. The UM does the
care plans, and we can update them. [l
should be part of the comprehensive care plan.”

On 01/03/24 at 11:02 AM, the surveyor
interviewed the [l who stated, "The [l and |

complete the care plans. They get updated during
care conferences. The residents should have

care plans if they have
and [ "

On 01/03/24 at 11:40 AM, the surveyor reviewed
the facility Policy and Procedure for Care Plan
dated 2/2023 and it stated, "the facility will
develop a comprehensive, resident centered care
plan for each resident."

On 01/04/24 at 02:00 PM, the surveyor met with
s-FOAHY S, FOIA (b) (6)

=

the facility administration:
ENLEGEIU.S. FOIA (b) (6)

inform them of the failure to care plan forj

A review of the provided facility provided policy
titled Care Plans, Comprehensive
Person-Centered updated 10/2023, included the
following.

Policy Statement, A comprehensive,
person-centered care plan that includes
measurable objectives and timetables to meet the
resident's physical psychosocial and functional
needs is developed and implemented for each
resident.

Policy Interpretation and Implementation

2. The care plan interventions are derived from a
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§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 other pertinent facility documents, it was
determined that the facility failed to a) follow the
physician's order and b) carry out the
recommendation of another consultant for i

consult for one (1) of two

(2) residents, Resident #51, reviewed for SR
use according to adherence to accepted
standards of clinical practice, as 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

1) Resident # 51 had an appointment
immediately scheduled as ordered.

2) All residents have the potential to
be affected by this deficient practice. All
resident orders  were checked to ensure
appointments have been scheduled as
ordered.

3) Licensed nurses and unit
secretaries have been educated on
scheduling appointments per physicians

orders.

4) An audit of 3 residents that require
outpatient appointments will be conducted
by the DON or  designee weekly x 3
months. Results will be discussed at QAPI
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thorough analysis of the information gathered as
part of the comprehensive assessment.
9. Areas of ¢ concern that are identified during
the resident assessment will be evaluated before
interventions are added to the care plan.
13. Assessment of residents are ongoing and
care plans are revised as information about the
residents and the residents' condition change.
NJAC 8:39- 11.2(d),(e) 1,2; 27.1(a)
F 658 | Services Provided Meet Professional Standards F 658 1/23/24
SS=D | CFR(s): 483.21(b)(3)(i)
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professional nurse is defined as diagnosing and meeting monthly.

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."

On 01/03/24 at 8:53 AM, the surveyor
interviewed the [UISHIROIIYOXE)
regarding the resident's

current medical status. The SEMERE stated that
the resident was on NEESCERCICEZEREHE (for 5|
patient care - perform hand hygiene, use
personal protective equipment (PPE) whenever
there is an expectation of possible exposure) for

RN Exec Order 26.4b1
INJ Exec Order 26.4b1

At that same time, the ESlMERER further stated that
the resident had a [NNISGCROIGEIRIN
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NJ Exec Order 26.4b1

onsult regarding EY\J Exec Order 26.4b1
NJ Exec Order 26.4b1

On 01/03/24 at 8:57 AM, the surveyor observed
the resident seated in a regular chair.

The surveyor reviewed the hybrid medical
records(include paper-based, scanned, and
electronic medical records) of Resident #51.

The resident's Admission Record (or face sheet;
an admission summary) revealed that the
resident was admitted to the facility with
diagnoses that included but were not limited to
NJ Exec Order 26.4b1

According to the most recent comprehensive
Minimum Data Set (cMDS), an assessment tool
used to facilitate the management of ca i

indicated that the resident's ks
NJ Exec Order 26.4b 1Ryt cMDS also showed

that the resident had .

The Admission Nurse to Nurse Report showed
that the admission date was on j§ with a
chief complaint/diagnosis of a | RaeIEEIZEREE
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NNASCINOIGEIPIRANI ) |nformation also included
that there was a INJ Exec Order 26.4b1NJ Exec Order 26.4b1]]

, and f/u (follow up)
Assessment/Plan: [HRSEEEREEE as placed in
the ED (Emergency Department) when removed,
the patient failed the [HESEREREEER and will be d/c
(discharged) with a [NNESNCCIoR@] e [Tg2Ac A1 ok]

INJ Exec Order 26.4b]]

[l 2vrointment was needed for
placement.

A review of the Phys ian's Progress Notes (PNN)
showed that on B, the physician
documented that the A/P (assessment/plan):

NJ Exec Order 26.4b1

appointment.

A review of the EESERIEEECEEE consult showed a
recommendation for referred to§ ‘ consult
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that was signed and acknowledged by the
physician at the facility on [§

Further review of the hybrid medical records
showed that there were no further consultations

why it was not followed.

On 01/03/24 at 11:55 AM, the surveyor asked the
U.S. FOIA (b) (6)  JEEeEICTeRuL

i “ B consult order and if there
was documentation regarding the
consult, and she stated that she will get back to
the surveyor.

On 01/03/24 at 01:25 PM, the survey team met

The surveyor notified the facility
management of the above findings and concerns.
The [l stated that it was the resident's
responsible party (RR) that set up the resident's
appointments.

At that same time, the surveyor then asked the
facility management what was the facility's
respon3|b|I|ty with regard to foIIowmg the

consult to make sure it was done. The
stated that the facility should have followed
up and documented. The il acknowledged
that the facility staff should followed up and
followed the physician's order and
recommendations of another phyS|C|an for the
resident to be seen by the |
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A review of the facility's Attending Physician
Responsibilities that was provided by the il

H]E(:Ul(lr 26.4b1}

with a revised date o included that
the attending physician will provide timely and
appropriate medical orders.

On 01/04/24 at 02:01 PM, the survey team met
with the [UISIIZOIINN(IXE) ,, and
The [l stated that there was no documented
evidence that the facility staff followed up on the
order for [RESEEISIEEIEREE consult order and

called by the |fiiiiIRRRY to follow up about theljiilj
Il consult after the surveyor's inquiry.

NJAC 8:39-11.2(b)
F 678 | Cardio-Pulmonary Resuscitation (CPR) F 678 1/23/24
SS=J | CFR(s): 483.24(a)(3)

§483.24(a)(3) Personnel provide basic life
support, including CPR, to a resident requiring
such emergency care prior to the arrival of
emergency medical personnel and subject to
related physician orders and the resident's
advance directives.

This REQUIREMENT is not met as evidenced

by:

Based on interview, review of facility records, 1) Resident #112 | EEERN. bY this

and other pertinent facility documents on deficient practice

12/29/23, it was determined that the facility failed 2) All residents with Full code status

to NNE=Ele Oldel PASRANSNN for a resident who have the potential to be affected by this

was found st @ and was designated by
the facility as a [ NNE=S GO CIgZARAN]

practice. All resident medical records
audited to ensure code status orders are
in place and accurate.

as well as failed to follow the facility policy 3) All licensed nurses have been
MECANJ Exec Order 26.4b1 reeducated on the facilities policy for
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and failed to call emergency services/911. This
deficient practice was identified for 1 of 2
residents who were reviewed for |[ASSEISIEEREREE
and were deemed a NJ Exec Order 26.4b1| (Resident
#112). On |l at 6:05 AM, Resident #112
was found by Llcensed Practlcal Nurse (LPN #1)

at 6:25 AM, \BE=XC Order 26.4b1]

the resident or call emergency
services/911. This was not in accordance with
the resident's wishes as documented in the
medical record, as stated by the resident's
physician, or according to the facility's policy. In
addition, there was no documentation in the
medical record to explain LPN #1's decision to
NJ Exec Ordel RIS . The facility's fallure to
honor the | B Of a resident and [ e

the resident and continued until the initial removal
was provided to the surveyor on 12/29/23 at 9:43
PM. The removal plan was adjusted and was
verified on-site on 1/2/24 at 1:48 PM during
survey.

Reference:
The American Heart Association (AHA) 2010...
guidelines every five years for CPR and

initiating CPR (Cardiopulmonary

Resuscitation), calling emergency
services, and change in condition
documentation.

4) DON or designee will audit code
status orders and facility deaths to ensure
the policy for initiating Cardiopulmonary
Resuscitation including alerting
emergency services was initiated as
appropriate. In addition, the
DON/Designee will audit residents with a
change of condition for required
documentation and follow up. These
audits will be conducted 2 times weekly x3
months. Results of the audits will be
reviewed monthly during QAPI.
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Emergency Cardiovascular Care (ECC). These
guidelines reflect global resuscitation science and
treatment recommendations... In the guidelines,
AHA has established evidenced-based
decision-making guidelines for initiating CPR
when cardiac or respiratory arrest occurs in or out
of the hospital. AHA urges all potential rescuers
to initiate CPR unless: 1) a valid Do Not
Resuscitate (DNR) order is in place; 2) obvious
clinical signs of clinical death (e.g., rigor mortis,
dependent lividity, decapitation, transection, or
decomposition) are present; or 3) initiating CPR
could cause injury or peril to the rescuer. AHA
guidelines for CPR provide the standard for the
American Red Cross, state EMS agencies,
healthcare providers, and the general public.

The evidence was as follows:

On 12/29/23 11:29 AM, the surveyor reviewed the
electronic and paper copies of the medical
records for Resident #112 which revealed the
following:

NJ Exec Order 26.4b1 noted. Neur0|OgiCa| system
reviewed Mental Status: | RIECEISICEFEREN!
Vision
Reviewed Hearing and Speech reviewediilil

A review of the note by the SESIECIEN(HN()

) c-t<d i =t 10:45 PM,
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revealed Resident #112 was admitted with
diagnoses that included but were not limited to

NJ Exec Order 26.4b1

[e]3)\) Exec Order 26.4b1]
was treated in the hospital for RakSSEE RS

A review of the Physician's Ord
(PO) included an [ order for RSN

ers

RN notified. |
Bl notified." This note
was electronically signed by UM/LPN #2 at 7:09
AM.

On 12/29/23 at 01:55 PM, the surveyor
interviewed Certified Nursing Assistant (CNA #1).
The CNA #1 stated that they were the normal
CNA for Resident #112 during the 11 PM to 7 AM
shift. The CNA #1 further stated that during the
shift on |jilllll at 4:30 AM, the Resident #112
rang their call bell, and upon entering the room,
Resident #112 stated that EEEERIEEEEEE and the
CNA #1 observed that the resident St

on at that time. Also, the CNA # 1 stated
that the resident [ NNISGCROICEIARAN. The
CNA #1 observed that the resident had an

NJ Exec Order 26.4b1 , which she

stated was not normal for Resident #112, as they
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WEEINJ Exec Order 26.4b . The CNA
#1 informed the LPN #1 of the itttk

The CNA #1 stated that they
last checked on Resident #112 at 6 AM and the
resident was observed sleeping and |l

On 12/29/23 at 2:19 PM, the surveyor interviewed
the LPN #1 who stated that Resident #112 had
been a [ASEEREEEEERE  The LPN #1 stated that
the CNA #1 had informed him of the resident's

NJ Exec Order 26.4b1 but could not provide an
explanation of why an assessment was not
completed at that time. The LPN #1 stated, "l was
going to give him/her their morning medications
and noted [ NISCIEISIEEIFRER . | told the
Registered Nurse Supervisor (RN #1) that the
resident (RESSCISIEEIZEREE  The RN #1 said

because he/she NMASCROIGEPEREN The RN #1
e\ J Exec Order 26.4b1  REIERYEER
called."

On 12/29/23 at 2:25 PM, the surveyor interviewed
RN #1. The RN #1 stated, "The LPN #1 informed

status, but changed my mind as | determined the
e [2lald |~ Exec Order 26.4b1 02NN [there was]
NESETIRICERREE | checked everything, there was
NJ Exec Order 26.4b1 ." The surveyor
asked, "as an RN when do you initiate

The RN #1 stated, "when the patient is

and you think NEESXCNCIGEILRIN |, this case
[reS|dent's name] BN | don't know why we
Bl |t looked like [resident's name]
had ANESCROIGEPLRENE On that night | was
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assigned as a nurse because we had callouts.
The UM/LPN#2 came in, they took care of the
notes and contacting the family."

On 12/29/23 at 2:40 PM, the survey team
interviewed the UM/LPN #2. The UM/LPN #2
stated, "The resident was , but
was performed because would have been
R " The surveyor asked which
nurse [NNESCIOIGETIZIRAINN

UM/LPN #2 stated, RN #1 NNR=XCIROIGETRZISRINI
and | wrote the progress notes." The UM/LPN #2
was unable to explain why 911 was not called.

On 12/29/23 at 4:20 PM, the surveyor interviewed
the NSO (NI ) in the presence of
the surveyor team as well as the SR and
R The Bl stated, "All resident's
need to be followed as ordered. In the
case of Resident #112, the staff should have
performed |88l and called 911."

On 12/29/23 at 4:25 PM, the surveyor reviewed
the facility's policy and procedure titled,
"Cardiopulmonary Resuscitation (CPR)" dated
2/2023. Under Policy it reads; "It is the policy of
this facility to adhere to residents’ rights to
formulate advance directives. In accordance to
these rights, this facility will implement guidelines
regarding cardiopulmonary resuscitation (CPR)."
Under "Policy Explanation and Compliance
Guidelines" it reads; "1. The facility will follow
current American Heart Association (AHA)
guidelines regarding CPR. 2. If a resident
experiences a cardiac arrest, facility staff will
provide basic life support, including CPR, prior to
the arrival of emergency medical services, and: a.
In accordance with the resident's advance
directives."
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The IJ was identified on 12/29/23 and the SRS
was notified of the |J at 4:20 PM. A removal plan
was received the same day at 9:43 PM. It
included: all licensed nurses being educated on
the facility's policy and procedure for initiating
B alerting emergency services, residents'
ANASERISIREIRNI  audits on new admissions to
compare the resident's [RESSSIEEEERIOIE to the
physician orders for accuracy, the facility updated
all resident wrist bands with the new process of

identification, and all residen
orders being verified.

The implementation of the Removal Plan was
verified on-site on 1/2/24, through observations,
interviews with facility staff, and a review of
in-service education and revised facility's
Cardiopulmonary Resuscitation policy.

The F689 continues at a "D" level, for no actual
Harm with potential for more than minimal Harm
that is not Immediate Jeopardy.

NJAC 8:39-4.1(31)iii

NJAC 8:39-9.6(g)

F 695 | Respiratory/Tracheostomy Care and Suctioning
SS=D | CFR(s): 483.25(i)

§ 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,

F 678

F 695

1/23/24
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and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
other pertinent provided facility documents, it was
determined that the facility failed to ensure that:
a) |l care and services were provided
according to the standard of clinical practice and
b) the physician orders were followed for one (1)
of two (2) residents (Resident #38) reviewed for

This deficient practice was evidenced by the
following:

On 12/27/23 at 11:59 AM, the surveyor observed
Resident #38 asleep, WNISGCROI IR NI

On 12/29/23 at 11:36 AM, the surveyor observed
the resident in bed watching TV (television) with

NJ Exec Order 26.4b1

On 01/03/24 at 8:47 AM, the surveyor observed
Resident #38 seated in a wheelchair, on

NJ Exec Order 26.4b1

The surveyor reviewed the medical records of
Resident #38.

The resident's Admission Record (or face sheet;
an admission summary) revealed that the
resident was admitted to the facility with
diagnoses that included but were not limited to

NJ Exec Order 26.4b1
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1) Resident #38 immediately received

ordered by the physician.

2) All residents that receive oxygen
therapy can be affected by this deficient
practice. All other residents that receive
oxygen were confirmed to have had
tubing labeled properly and settings
checked to ensure compliance with the
physician's order.

3) Alllicensed nursing staff have been
reeducated on the proper labeling of
oxygen tubing and following physician(s
orders for oxygen administration.

4) An audit of 5 residents on oxygen
therapy will be completed by the DON or
designee one time per week for 3 months
to ensure that the oxygen tubing is
properly labeled and at the setting per the
provider(Js order. All findings will be
reported and reviewed by the QAPI
committee monthly.
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NJ Exec Order 26.4b1

According to the most recent comprehensive
Minimum Data Set (cMDS), an assessment tool
used to facilitate the management of care with an

|nd|cated that the resident's i

. The cMDS also showed that

NJ Exec Order

the resident had used while a resident.

NJ Exec Order 26.4b1 Order Summary

label each component with date and initials, every
day shift every Tue (Tuesday), label each
component |t date and initials with an order

Further review of the above orders revealed that

the order for REUIEEEECIEEFERIN weekly was

transcribed to the electronic Treatment
Administration Record (eTAR) and was signed by
Licensed Practical Nurse #1 (LPN #1) on

(Tuesday).

The personalized care plan (CP) with a focus on

the resident had [NNESXCCROIL CIAREINN r/t
(EEEEGINI Ex Order 26.4(b)(1)
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NJ Exec Order 26.4b1

created on NS The CP interventions
included i Setlngs I Exec Order 2

Order 26.4b1

revision date o

On 01/03/24 at 9:12 AM, the surveyor observed
LPN#2, the assigned nurse of Resident #38 in
front of her med (medication) cart, next to the
resident's room, and informed the surveyor that
she was busy at that time and cannot help the
surveyor for inquiries.

On that same date and time, the surveyor asked
) where was the KEEaSION0)
of the | -floor unit, and the [l stated that the
EESEQIO)] was busy at that time.

On 01/03/24 at 9:15 AM, both the surveyor and

3U.S. FOIA (b) (6)
went inside the resident's room. The

ked the [EHRERI to check what was
of the resident. The [ElEaRR

confirmed to the surveyor that the
B cate was - Then. LPN #2 entered

NJ E

the resident's room and set up the
machine.

if it was

what was the resident's order for and
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in the care plan. The il checked the order
in the electronic records and stated that the order

wes RESREIR orered on N
She further stated that the care plan was

At that same time, the surveyor asked the

why the [ was on - The R

stated that it was ultimately the responsibility of
the assigned nurse to make sure the order was

foIIowed for S and did not know why it was
on . The |§ R further stated that the
order and care plan for Sl should have been

followed.

At that time, the [jjiililil§ went back to the
reS|dents room and assessed the resident. The

'  informed the surveyor that there was.
R on the resident and the vital signs

INJ Exec Orde

After exiting the resident's room, in the presence
of the §iiilllll- the surveyor interviewed the
assigned LPN regarding the resident's [l LPN
#1 stated that when she came in this morning, the
reS|dents. was at [l . At that time, both the
surveyor and the R notified the LPN that it
was afill when both observed it. The
surveyor also notified both the (SR and LPN
#2 that it was previously obse by

another surveyor on two different dates.

On 01/03/24 at 01:25 PM, the survey team met

surveyor notified the facility management of the
above findings and concerns.

On 01/04/24 at 10:19 AM, LPN #1 called back
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and was interviewed by the surveyor in the
presence of the survey team. The LPN informed
the surveyor that she was a regular nurse at the
7-3 shift in the‘ floor unit, and she was off
today. The LPN stated that as per facility policy
and standard of practice, the 7-3 shift nurse
B - B ey Tuesday where she
’ the

M She

wrltes the date and time when she §

NJ Exe

§ and wrapped it around the
acknowledged that she worked on

On that same date and time, the surveyor notified
LPN #1 of the above concerns regarding the
I tat was dateci when the surveyor
and the SRR observed the resident on

BN The surveyor asked the LPN why the

M was dated when she signed
the eTAR on , and the LPN stated that

she probably did not change the tape. Then the
surveyor asked the LPN why she had to change

the tape if their facility policy and practice was to
NJ Exec Order 26.4b1]

change the set up weekly. The LPN
had a long pause and stated later on "l don't
know."

A review of the facility's Oxygen Administration
Policy that was provided by the il with an
updated date of 02/2023 included that the
purpose of this procedure is to provide guidelines
for safe O2 administration. Preparation: Verify
that there is a physician's order for this
procedure. Review the physician's orders or
facility protocol for O2 administration. Review the
resident's care plan to assess for any special
needs of the resident. Steps in the procedure
included to observe the resident upon setup and
periodically thereafter to be sure O2 is being
tolerated.
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On 01/04/24 at 02:01 PM, the survey team met
WGORGEU.S. FOIA (b) (6) B "EWEl ™™
The surveyor followed up if the facility
management regarding the above findings and
concerns that were mentioned on

regarding the resident's il The stated that
"we went in and talked to the resident" and found
out that it was the resident who changed the
setting from NJ Exec Order 26.4b1] because the
resident thought the order was at and that
the facility did not know until surveyor's inquiry.
The jjili] acknowledged that the nurse should
followed the orders for {88 and changed the
B s ordered. She further stated
that the nurses should have checked the
resident's- setup as ordered as they signed the
eTAR and had recognized that the was not in

NJ Exec Orde

NJAC 8:39-25.2(c)3
F 698 | Dialysis F 698 1/23/24
SS=E | CFR(s): 483.25(l)

§483.25(1) Dialysis.

The facility must ensure that residents who
require dialysis receive 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:

Based on observation, interview, and record 1) Resident #35 was immediately
review, it was determined that the facility failed to
a.) provide ongoing assessment for complications

upon return from the [RESECESICEIEEREE conter noted.

and b.) failure to monitor ANESCROI SRR o 2) All residents who receive dialysis

1 of 1 resident (Resident #35) reviewed for services have the potential to be affected
care. by this deficient practice. The facility has
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no other residents who receive dialysis at
The deficient practice was evidenced by the this time.
following: 3) All licensed nursing staff have been
educated on post dialysis assessments
On 1/4/24 at 9:35 AM, the surveyor observed and documentation.
Resident #35 sitting in the wheelchair, ||l and 4) An audit of all dialysis residents will
BESEEEEEE the surveyor's inquiry. be conducted weekly x3 months to ensure
that post dialysis documentation including
On 1/4/24 at 9:45 AM, the Licensed Practical assessment is completed. Results of the
Nurse (LPN #1) stated that Resident #35 goes to audits will be reviewed at QAPI meeting
the clinic every Monday, Tuesday, and monthly.

Wednesday. The LPN #1 stated that an
assessment of the resident's vital signs and an
assessment of the R before leaving
for the [jji§ clinic and upon return from the |
clinic was documented in the electronic treatment

administration record.

NJ Exec Order 26

The surveyor reviewed the hybrid medical record
for Resident #35.

A review of the resident's admission record
revealed diagnoses that included but were not

(MERREIN\J Exec Order 26.4b1

A review of the quarterly Minimum Data

Assessment (MDS), an assessment tool used to
facilitate the management of care, with an
assessment reference date of |EREEEEEEES
reflected that the resident had a brief interview for

mental status (BIMS) score of @ out of 15,
indicating that the resident had

The Order Summary Report with an order date of
B <\ caled a physician order for

NJ Exec Order 26.4b]] M'W'F at [Name Redacted]."
There was no order to monitor the |l
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documented a_ assessment.

On 1/4/24 at 9:58 AM, the surveyor interviewed
LPN#2{VESHIIOIRN(IN(S)), who stated that the
nurse who is assigned should document the
resident status and [NEE= GOl ClgeioRiley
before and after the resident receives
in the electronic progress notes but
only if there were any |NNESYEIROI(CIgeisRAeN] in
the resident's [N

On 1/4/24 at 1:29 PM, the surveyor interviewed
the (VASHIIGI ()X (S) I ) regarding pre- and
post AN assessment. The llall stated that
it's standard of care to assess the resident and
have an episodic document only if there is a
problem. If there is no problem, it does not need
to be documented.

On 1/4/24 at 2:00 PM, the team met with the

B®TUS. FOIA (b) (6)

and discussed the above mentioned issues and
concerns.
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§483.30(b) Physician Visits
The physician must-

§483.30(b)(1) Review the resident's total program
of care, including medications and treatments, at
each visit required by paragraph (c) of this
section;

§483.30(b)(2) Write, sign, and date progress
notes at each visit; and

§483.30(b)(3) Sign and date all orders with the
exception of influenza and pneumococcal
vaccines, which may be administered per
physician-approved facility policy after an
assessment for contraindications.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to ensure that
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The facility policy titled "Dialysis Management
(Hemodialysis)" with the revised date of 8/2023
stated under "Procedure: If dialysis is provided at
off-site Dialysis Center: 8. Post dialysis, assess
access site every hour for 4 hours. Document
bleeding, pain, redness and swelling" and "14.
Evaluate and document Arteriovenous Fistula
daily for thrill and bruit and any signs and
symptoms of infection. Evaluate CV catheter daily
for any signs and symptoms of infection and
document.”
NJAC 8:39-2.9
F 711 | Physician Visits - Review Care/Notes/Order F 711 1/23/24
SS=E | CFR(s): 483.30(b)(1)-(3)

1) Residents # 115, 79, 35, and 51 had
physician orders immediately signed by
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the residents' primary physician signed and dated
monthly physician orders to ensure that the
residents' current medical regimen was
appropriate. This deficient practice was observed
for 4 of 27 residents (Resident #115, 79, 35, 51)
reviewed.

This deficient practice was evidenced by the
following:

The surveyors reviewed the hybrid medical
records (paper and electronic) for the residents
listed above which revealed the residents' primary
physician had not hand signed the Order
Summary Reports (monthly physician's orders)
located in the residents chart. In addition,
electronic signatures under the physician's orders
in the electronic medical record were inconsistant
for the following residents:

1. Resident #115's hybrid medical records
revealed the resident's physician had
electronically signed the monthly physician's

orders for RRAEEEEEEEREE The physician did not
Sign fOI' NJ Exec Order 26.4b1] M.J Exec Order 26.4b1]

2. Resident #79's hybrid medical records
revealed the resident's physician had not
hand-signed or electronically signed the monthly

physician's orders from
NJ Exec Order 26.4b1

NJ Exec Order 26.4b1] to

3. Resident #35's hybrid medical records
revealed the resident's physician had not
hand-signed or electronically signed the monthly

physician's orders from m to
||

the Provider.

2) All residents have the potential to
be affected by this deficient practice. All
residents have been reviewed to ensure
monthly orders have been signed.

3) Licensed nursing staff have been
re-educated on the requirement of the
provider signing the orders monthly.

4) An audit will be conducted on 5
resident charts monthly x 3 months to
ensure compliance with signing of
monthly physician orders. Results will be
discussed at QAPI meeting monthly.
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4. Resident #51's hybrid medical records
revealed the resident's physician had not
hand-signed or electronically signed the monthly

physician‘s orders from NJ Exec Order 26.4b1] to
NJ Exec Order 26.4b1]

On 01/03/24 at 12:01 PM, the surveyor
interviewed the [UISHIROII(OXE)

i |-floor nursing station
in the presence of the USHRSIYONG)) The
surveyor asked the process of the facility
regarding signing off the monthly orders of the
resident and who was responsible to ensure that
the orders were signed monthly. The il
stated that she found out only yesterday

and cannot remember who told her
that the monthly orders should be printed out so
the doctor can sign them, especially for the
resident's group of doctors. She further stated

that she started to work at the facility last
NJ Exec Order 26.4b1]

and that she was not aware that
the monthly orders should have been printed out
and signed by the doctor.

At that time, the |8l informed the surveyor in the
presence of the [RMaRIR that she was "only" told
also yesterday by Human Resources that it was

her responsibility a<iiiRMMRRN t© Print out the
orders. The il further stated that she was

unsure when she had to print the orders because
that information was not provided to her. The

informed the surveyor that she started working at
NJ Exec Order 26.4b1

U.S.F

the facility in

Furthermore, both the and the [l stated
that they were not aware of the facility's practice
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of printing the orders and have the doctor sign the
orders not until yesterday. The |l
confirmed that the last signed Order Summary
Report (or physician's orders) was on

for Resident #51 which was the admission orders
and that there were no further signed monthly
orders.

A review of the facility's Attending Physician
Responsibilities Policy that was provided by the
VIS /NOXGM) ith a revised date of
August 2014 did not include information about
monthly signed orders.

On 01/04/24 at 02:01 PM, the survey team met

WialEU. S. FOIA (b) (6) B ™"
, and the |l . The

surveyor notified the facility management of the
above findings and concerns that the monthly

orders of Resident #51 form and

NJ Exec Order 26.4b1 were not signed.

NJAC 8:39-23.2(b)
F 759 | Free of Medication Error Rts 5 Prcnt or More F 759 1/23/24
SS=E | CFR(s): 483.45(f)(1)

§483.45(f) Medication Errors.
The facility must ensure that its-

§483.45(f)(1) Medication error rates are not 5
percent or greater;
This REQUIREMENT is not met as evidenced

by:

Based on observation, interview, and record 1) No residents were affected by this
review, it was determined that the facility failed to deficient practice

ensure that all medications were administered 2) All residents have the potential to
without error of 5% or more. During the be affected by this deficient practice.
medication observation on 1/3/24, the surveyors 3) All licensed nurses have been
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observed three (3) nurses administer medications re-educated on medication administration.
to four (4) residents. There were thirty-three (33) 4) Medication administration
opportunities, and five (5) errors were observed, evaluations will be completed on three
which calculated a medication administration licensed nurses weekly by DON or
error rate of 15.1%. This deficient practice was designee for 3 months. Results will be
identified for three (3) of three (3) unsampled reviewed at QAPI meeting monthly.

residents and one (1) sampled resident #38, who
were administered medications by three (3) of
three (3) nurses who were observed.

The deficient practice was evidenced by the
following:

1. On 1/3/24 at 8:07 AM, during the morning
medication pass, the surveyor observed the
Licensed Practical Nurse (LPN #1) preparing
eleven (11) medications which included
of

NJ Exec Order 26.4b1

unsampled resident #1. The surv
LPN #1 select a stock bottle of

from the
medication cart, remove 1 tablet and place the
tablet in a plastic medication dose cup. As LPN
#1 turned and entered the doorway to the
resident's room, the surveyor stopped LPN #1
and asked LPN #1 if they were confident that they
had the correct dose and or medications for the
resident and if they wished to continue. LPN #1
stated that they were unsure of the |HRESREEEE

tablet. The surveyor observed LPN #1 remove

INJ Exec Order 26.4b1

tablet from the medication dose
cup, waste the tablet and state that they would
clarify the medication with another nurse. The
surveyor observed LPN #1 proceed to administer
the remaining medications to the resident.

At the conclusion of the observation, the surveyor
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observed LPN #1 clarify the medication order for

NJ Exec Order 26.4b1

with their unit manager. LPN #1 stated to the
surveyor that they gave the resident

NNESCIOITe [ST@ZARZI N per the physician's

order.

A review of the Order Summary Report (OSR) for
unsampled resident #1 revealed a physician
order (PO) for the following:

NJ Exec Order 26.4b1 Reldls
RN ' give 1 tablet by mouth one time a day

"house stock".

A review of the electronic Medication
Administration Record (eMAR) revealed
consistency with the above PO.

2. On 1/3/24 at 8:33 AM, during the morning
medication pass, the surveyor observed the
Licensed Practical Nurse (LPN #2) preparing six
(6) medications which included eight

for unsampled
resident #2. The surveyor observed LPN #2
select a bottle of NNESGIROIGEIA R X1
and pour the medication into a plastic medication
dose cup. The surveyor observed that the plastic
medication dose cup reflects graduated
measurement markings of Rl
As LPN #2 turned to enter the resident's room,
the surveyor stopped LPN #2 and asked LPN #2
if they were confident in administering the correct
dose of NNISGCEROIGEIRZSRAN to this resident
and if S8l could be accurately measured in the
plastic medication dose cup. LPN #2 stated that
she was unsure of the measured dose and would

F 759
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clarify it with the MD. The surveyor observed LPN

NJ Exec Order 26.4b1}

#2 waste the poured amount o
liquid. The surveyor observed LPN #2 proceed to
administer the remaining medications to the
resident.

At the conclusion of the observation, LPN #2 was
able to locate in the medication cart, a graduated
el J Exec Order 26.4b1

. The surveyor observed that
the graduated medication dosing |EREE.
reflected markings that would allow for a
measurement of ll|. The surveyor observed

MENEZRNCEEITEY g Exec Order 26.401]
with the graduated medication dosing
and administer the dose to the resident.
A review of the OSR for unsampled resident #2
revealed a PO for the following:

A review of the eMAR revealed consistency with
above PO.

On 1/3/24 at 11:40 AM the SIS INOIB)

Il orovided the surveyor with the facility
policy for Medication Administration adopted
11/2023. The policy reflects, under "Policy
Explanation and Compliance Guidelines”, #11,
"Compare medication source (bubble pack, vial,
etc.) with MAR to verify resident name,
medication name, form, dose, route, and time."
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On 1/2/24 at 1:30 PM the survey team met with

medication observation results. No further
information was provided by the facility.

3. During the medication pass on 1/3/24 from
8:19 AM until 8:36 AM, the surveyor observed
LPN #3 administer medications to Resident #38.

On 1/3/24 at 8:30 AM, the surveyor observed that
LPN #3 B the medication NNIECECICEEERINI

The
package instructions from the bottle indicated not

to the medication. At the same time, LPN

#3 crushed the [NNE=NEIoNOITe [TgIc RN ok
before administering the medication to
Resident #38. The printed cautionary on the

bubble pack for- revealed, '§

On 1/3/24 at 8:33 AM, the surveyor observed
LPN #3 instruct the resident to SRR

. Then, the nurse administered
and asked the
through the |l

resident to B After
giving the medication, LPN #3 covered the [j
and returned it to the cart. LPN #3 did not offer

Resident #38 water to [NIESSCEIFEREN

The surveyor reviewed the electronic medical
record for Resident #38.

A review of the resident's admission record
revealed diagnoses that included but were not

Mali=eRey\J Exec Order 26.4b1
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NJ Exec Order 26.4b1

A review of the quarterly Minimum Data
Assessment (MDS), an assessment tool used to
facilitate the management of care, with an
assessment reference date of“ reflected
the resident had a brief interview for mental
status (BIMS) score ofi out of 15, which
indicated that the resident had a [

tablet by mouth two times a day for |

an order date of“.

On 1/3/24 at 8:36 AM, the surveyor interviewed
LPN #2, who stated that the warning label from
the bingo card could barely be seen and did not
provide further information.

On 1/3/24 at 1:25 PM, the survey team met with
BRU.S. FOIA (b) (6)
regarding the above issues.

The facility policy is titled "Crushed Medications"
with the adopted date of 11/2023 under "Policy
Explanation and Compliance Guidelines: 6.
Medications that typically should not be crushed
include but are not limited to: b. Enteric-coated

medications, c. Sustained-release or
extended-release medications."
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The facility policy is titled "Medication
Administration" with the adopted date of 11/2023
under "Policy Explanation and Compliance
Guidelines: 11. a. Refer to drug reference
material if unfamiliar with the medication,
including its mechanism of action or common
side effects, and 14. Administer medication as
ordered in accordance with manufacturer
specifications."

NJAC 8:39-11.2(b), 27.1(a), 29.2(a)(d)
F 812 | Food Procurement,Store/Prepare/Serve-Sanitary F 812 1/23/24
SS=D | CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents
from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced

by:
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Based on observation, interview, and review of
facility policies, it was determined that the facility
failed to maintain proper kitchen sanitation
practices as well as store, label, and discard
potentially hazardous foods in a manner to
prevent food borne illness.

This deficient practice was observed and
evidenced by the following:

On 12/27/23 at 09:36 AM, the surveyor in the

presence of the [UISHIZOIIN(JN(®)] ) and
VIOV NY(OK(3)) observed the following

during the kitchen tour:

1. In the dry storage area, the surveyor observed:

a. One, 280z box of cream of wheat, the box
was opened without an open or use by date
label.

b. Two, 5 Ib. bags of egg noodles, both opened
without an open or use by date label.

c. One, 3Ib bag of penne pasta, opened with an
open date, but the date was unclear. The il
nor the could accurately say what the date
was on the label.

d. One, 3 Ib. bag of breadcrumbs, the bag was
opened without an open or use by date label.
Bl stated, everything in the dry storage area
should be labeled with the delivery date, open
date and/or use by/discard date. No further
explanation given for missing labels provided.
2. In the walk in refrigerator, the surveyor
observed:

a. Two fans with a black sticky substance.

b. Deli ham wrapped in plastic wrap, without an
open or use by date label.

c. Swiss cheese wrapped in plastic wrap,
without an open or use by date label.

d. Two, one gallon whole milk, both opened

1) No residents were affected by this
deficient practice. The unlabeled items in
the dry storage room (box of cream of
wheat, 2-5Ib bags of egg noodles, 3lb bag
of penne pasta, 3Ib bag of breadcrumbs)
were immediately disposed of. In the walk
in refrigerator, the two fans with a black
sticky substance were cleaned, the
unlabeled deli ham, Swiss cheese, milk,
and prune juice were immediately
disposed of. The crates of milk were
relocated to be stored appropriately on a
shelf. The unlabeled pie crust in the
walk-in freezer was immediately
discarded. The 3 compartment sink
sanitizer levels were immediately adjusted
and will continue to be monitored for
proper levels between 200-400PPM. All
items displaying wet nesting were
rewashed and placed on a designated
drying rack to ensure thorough drying
before being stored.

2) All residents in the facility can be
affected by these deficient practices. All
other areas in the kitchen were inspected
to ensure a clean and sanitary
environment.

3) All dietary staff have been reeducated
on the proper manner to store, prepare,
distribute, and serve food in accordance
with professional standards for food
service safety.

4) An audit will be completed by the food
service director or his/her designee
weekly for the three months. The audits
will consist inspection of the receiving
area, the dry storage area, proper food
storage, storage and sanitation of the
walk-in refrigerator, and proper cleaning
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without an open or use by date label.

e. One, half gallon low fat milk, open without an
open or use by date label.

f. Three, 48 ounce prune juice bottles, open
without an open or use by date label.

g. 7 crates of assorted milk all stored on the
floor.

stated, the fans are cleaned by the
maintenance staff and will alert them to clean the
fans. Also, everything in the walk in refrigerator
should be labeled with the delivery date, open
date and/or use by/discard date and all items
should be stored 6 inches from the ground and
18 inches from the ceiling. No further explanation
given for missing labels provided.

3. In the dishwashing area:

a. the 3 compartment sink, surveyor observed a
IEESQIQ)) use a [l sanitizing test
strip to check the concentration of the sanitizer,
which showed 500 parts per million (PPM). '
stated, "that's the normal concentration."
stated, "the concentration should be between
200-400 ppm,"

b. On a four shelf storage unit, the surveyor
observed assorted pots, pans and utensils on the
unit. M stated, all items on this shelf unit are
dry and ready for use. Surveyor observed 3 full
tray pans with wet nesting.

stated, the sanitizing concentration should
be between 200-400 ppm and there should not
be any wet nesting of the pots, pans and utensils
on that storage unit.

4. dual door standing freezer:
a. One, open frozen pie crust, open without an
open or use by date label.

practices. The results of these audits will
be reported at QAPI monthly.
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stated, everything in the freezer should be
labeled with the delivery date, open date and/or
use by/discard date. No further explanation given
for missing labels provided.

On 12/28/23 at 1:45 PM the surveyor team met
with the UISHIZOIINOXEG)
U.S. FOIA (b) (6)

to discuss initial
concerns and request facility policies.

On 12/29/23 at 9:14 AM, the ETIASENOIQI
provided the surveyor
with copies of facility policies for Dining Service -
Food Storage, Manual Warewashing, and
Warewashing.

A review of the facility policy titled, "Food
Storage", with a revised date 2/2023 revealed
under procedures section, 1. "All food items will
be stored 6 inches above the floor and 18 inches
below the sprinkler unit." 5. "All foods will be
stored wrapped or in covered containers, labeled
and dated, and arranged in a manner to prevent
cross contamination." A review of the facility
policy titled, "Manual Warewashing" with a
revised dated of 10/2022 revealed under the
procedures section, 1. "The Dining Service staff
will be knowledgeable in proper technique
including: Chemical sanitizer testing and
concentrations. 2. Appropriate test strips will be
utilized to measure the concentration of the
sanitizer solutions." A review of the policy titled,
"Warewashing" with a revised dated 2/2023
revealed under the procedures section, 4. All
dishware will be air dried and properly stored."

NJAC 8:39-17.2(g)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
315316 B. WING 01/05/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
290 RED SCHOOL LANE
COMPLETE CARE AT BRAKELEY PARK, LLC
PHILLIPSBURG, NJ 08865
(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 812 | Continued From page 56 F 812

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

Event ID: EFJB11

Facility ID: NJ62106

If continuation sheet Page 57 of 57



New Jersey Department of Health

PRINTED: 07/18/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
C
062106 B. WING 01/05/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
290 RED SCHOOL LANE
COMPLETE CARE AT BRAKELEY PARK, LLC
PHILLIPSBURG, NJ 08865
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S 000| Initial Comments S 000
The facility is 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 1/23/24
(a) The facility shall comply with applicable
Federal, State, and local laws, rules, and
regulations.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and review of 1) No residents were immediately
pertinent facility documentation, it was affected by this deficient practice.
determined the facility failed to maintain the 2) All residents have the potential to be
required minimum direct care staff-to-resident affected by this deficient practice.
ratios as mandated by the state of New Jersey. 3) BEAEOPIB) has completed an
This deficient practice was evidenced by the in-service with Staffing Coordinator on
following: appropriate staffing levels. Additional per
diem, part-time and full-time were
Reference: NJ State requirement, CHAPTER scheduled to meet minimum staff to
112. An Act concerning staffing requirements for resident ratios. The facility has advertised
nursing homes and supplementing Title 30 of the open jobs through online recruitment
Revised Statutes. platforms. The facility has conducted job
Be It Enacted by the Senate and General fairs and have partnered with local schools
Assembly of the State of New Jersey: C.30:13-18 for newly licensed or certified staff.
Minimum staffing requirements for nursing homes 4) The Director of Nursing or designee
effective 2/1/21. will audit staffing levels three times a week
1. a. Notwithstanding any other staffing for
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/19/24
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S 560

Continued From page 1

requirements as may be established by law,
every nursing home as defined in section 2 of
P.L.1976, ¢.120 (C.30:13-2) or licensed pursuant
to P.L.1971, ¢.136 (C.26:2H-1 et seq.) shall
maintain the following minimum direct care staff
-to-resident ratios:

(1) one certified nurse aide to every eight
residents for the day shift;

(2) one direct care staff member to every 10
residents for the evening shift, provided that no
fewer than half of all staff members shall be
certified nurse aides, and each staff member
shall be signed in to work as a certified nurse
aide and shall perform certified nurse aide duties:
and

(3) 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
certified nurse aide and perform certified nurse
aide duties
b. Upon any expansion of resident census by
the nursing home, the nursing home shall be
exempt from any increase in direct care staffing
ratios for a period of nine consecutive shifts from
the date of the expansion of the resident census.
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
midnight census for the day in which the shift
begins.

d. Nothing in this section shall be construed to

S 560

3 months. All findings will be reported and

reviewed by the QAPI committee monthly.
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Continued From page 2

affect any minimum staffing requirements for
nursing homes as may be required by the
Commissioner of Health for staff other than direct
care staff, including certified nurse aides, or to
restrict the ability of a nursing home to increase
staffing levels, at any time, beyond the
established minimum ...

A review of "New Jersey Department of Health
Long Term Care Assessment and Survey
Program Nurse Staffing Report" for the period
beginning December 10, 2023 and ending
December 23, 2023 revealed the following:

The facility was not in compliance with the State
of New Jersey minimum staffing requirements of
CNAs during the 7:00 AM - 3:00 PM shift on
12/10/23, 12/11/23, 12/12/23, 12/14/23, 12/15/23,
12/16/23, 12/17/23, 12/18/23, 12/19/23, 12/20/23,
12/22/23 and 12/23/23.

The facility was not in compliance with the State
of New Jersey minimum staffing requirements of
CNAs during the 3:00 PM - 11:00 PM shift on
12/23/23.

The facility was not in compliance with the State
of New Jersey minimum staffing requirements of
CNAs during the 11:00 PM to 7:00 AM shift on
12/10/23 and 12/22/23.

On 1/5/24 at 10:49 AM, the surveyor discussed
the staffing ratio concerns with the Administrator,
Director of Nursing and Regional Administrator
who stated they were aware of the staffing ratio
criteria and that they are actively trying to recruit
more CNAs and are conducting their own classes
to train and certify new CNAs. The Regional
Administrator additionally stated that the
geographical area has a shortage of CNAs.

S 560
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{F 000} | INITIAL COMMENTS {F 000}
An onsite revisit was conducted on 02/07/2024 to
verify the facility's Plan of Correction (POC).
Based on observation, interview and record
review, the facility was found to be in compliance
with their POC and 42 CFR Part 483,
Requirements for Long-Term Care Facilities.
Census: 112
Sample: 3
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0557 Correction ID Prefix  F0565 Correction ID Prefix F0656 Correction
483.10(e)(2 483.10(f)(5)(i)-(iv)(6)(7 483.21(b)(1)(3
Reg. # ()2 Completed Reg. # MEI-INKE)T) Completed Reg. # ®X13) Completed
LSC 01/23/2024 LSC 01/23/2024 LSC 01/23/2024
ID Prefix F0658 Correction ID Prefix F0678 Correction ID Prefix  F0695 Correction
483.21(b)(3)(i) 483.24(a)(3) 483.25(i)
Reg. # Completed Reg. # Completed Reg. # Completed
LSC 01/23/2024 LSC 01/23/2024 LSC 01/23/2024
ID Prefix F0698 Correction ID Prefix  FO711 Correction ID Prefix  F0759 Correction
483.25(1) 483.30(b)(1)-(3) 483.45(f)(1)
Reg. # Completed Reg. # Completed Reg. # Completed
LSC 01/23/2024 LSC 01/23/2024 LSC 01/23/2024
ID Prefix  F0812 Correction ID Prefix Correction ID Prefix Correction
483.60(i)(1)(2)
Reg. # Completed Reg. # Completed Reg. # Completed
LSC 01/23/2024 LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY 1| (NITIALS)

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1| (NITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [] cHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

1/5/2024 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? dvyes [ no
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This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such

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

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

report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix  S0560 Correction ID Prefix Correction ID Prefix Correction
8:39-5.1(a)

Reg. # Completed Reg. # Completed Reg. # Completed
LSC 01/23/2024 LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
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LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
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REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO D (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON D CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

1/5/2024 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES |:| NO
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E 000 | Initial Comments E 000

This facility is in substantial compliance with
Appendix Z - Emergency Preparedness for All
Provider and Supplier Types Interpretive
Guidance 483.73, Requirements for Long Term
Care (LTC) Facilities.

K 000 | INITIAL COMMENTS K 000

A Life Safety Code Survey was conducted by the
New Jersey Department of Health, Health Facility
Survey and Field Operations on 01/02/2024 and
Complete Care at Brakeley Park, LLC was found
to be in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
483.90(a), Life Safety from Fire, and the 2012
Edition of the National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
EXISTING Health Care Occupancies.

Complete Care at Brakeley Park is a three-story
Type Il (111) construction that was built in 1992.
The facility is fully sprinklered with smoke
detection in resident rooms, corridor detection,
and spaces opened to the corridor. The facility
has 6 smoke compartments on the 2nd and 3rd

floor.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/27/2024

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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: EFJB21 Facility ID: NJ62106 If continuation sheet Page 1 of 1





