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Continued from page 19 
facility's "processes will address the use of  
restraints. These processes will recognize and  
protect residents' rights and ensure that when used, 
the restraints are safe and appropriate based upon a 
documented medical symptom. These processes  
utilize the key elements of care planning and  
delivery of the individually established plan of care  
that includes thorough assessments by  
interdisciplinary team member."  
 
 
A review of the facility's policy titled, "Department  
of Nursing: Side Rails," dated 02/26/2009, revealed, 
"All residents will be assessed by the nurse for safe 
use of side rails upon admission and readmission." 
 
 
New Jersey Administrative Code 8:39-4.1(a) 6  
 

F0604  12/15/2021

F0656 
SS = E

Develop/Implement Comprehensive Care Plan  
 
CFR(s): 483.21(b)(1)  
 
§483.21(b) Comprehensive Care Plans  
 
§483.21(b)(1) The facility must develop and implement 
a comprehensive person-centered care plan for each 
resident, consistent with the resident rights set forth 
at §483.10(c)(2) and §483.10(c)(3), that includes  
measurable objectives and timeframes to meet a  
resident's medical, nursing, and mental and  
psychosocial needs that are identified in the  
comprehensive assessment. The comprehensive care 
plan must describe the following -  
 
(i) The services that are to be furnished to attain or  
maintain the resident's highest practicable physical, 
mental, and psychosocial well-being as required  
under §483.24, §483.25 or §483.40; and  
 
(ii) Any services that would otherwise be required  
under §483.24, §483.25 or §483.40 but are not  
provided due to the resident's exercise of rights  
under §483.10, including the right to refuse treatment 
under §483.10(c)(6).  
 
(iii) Any specialized services or specialized  
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)-  

F0656 Criteria 1: The facility failed to develop and  
implement a comprehensive care plan for 5 residents 
#134, #25, #96, #133 and #89 as evidenced by not  
indicating in the care plan the number of side rails  
in use. Care plans were reviewed and revised as  
necessary and staff education was provided.  
 
 
Criteria 2: All residents are at risk for this deficient 
practice.  
 
 
Criteria 3: Policies and procedures were reviewed  
and revised as necessary. Staff were provided  
education to ensure that each resident has a  
comprehensive care plan in place and that it is  
followed to meet each resident individual needs.  
MDS Coordinator, or designee, will review all  
resident care plans on admission and quarterly  
thereafter for compliance.  
 
 
Criteria 4: The Director of Nursing, or designee will 
conduct audits on all new admissions to ensure that 
care plans are in place and are followed.  
Additionally, the Director of Nursing, or designee,  
will conduct monthly audits to ensure care plans are 
in place, up to date and followed. These results will 
be reviewed during the facility's QAPI meetings  
monthly for three months and quarterly thereafter.
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Review of the facility's policy, "Extended  
Precautions", revised July 2019 indicated, "shared  
equipment (Accucheck [glucometer] machine, pulse  
oximeter, etc.) must be cleaned and disinfected (with 
Dispatch---see policy and procedure) according to  
the manufacturer's recommendation, prior to use  
with another resident."  
 
 
Review of the "Assure Platinum Blood Glucose  
Monitoring System" user instruction manual  
indicated on page 47, that the glucometer could be  
cleaned and disinfected using a "commercially  
available EPA-registered disinfectant detergent or  
germicidal wipe".  
 
 
2. On 11/08/2021, 11/09/2021, 11/10/2021, and  
11/11/2021, a plastic barrier curtain with a zippered 
opening was observed on the second floor on the  
right side of the elevator entrance. On the plastic  
curtain were signs that indicated the resident care  
area behind the plastic zippered curtain was an  
isolation area. Signs on the plastic barrier curtain  
indicated all personal protective equipment (PPE)  
should be used. A cart with PPE was observed  
sitting at the edge of the closed curtain. The cart  
was filled with gowns available for staff use. On the 
resident care side of the plastic zippered barrier was 
a large trash receptacle that was easily available for 
staff use.  
 
 
Observations were made during the initial tour of the 
isolation unit on 11/08/2021 of staff going in and out 
of the plastic barrier curtain without removing their  
PPE although there was a trash can on the "dirty"  
side of the plastic curtain.  
 
 
On 11/09/2021 at 2:45 PM, observations were made 
of Certified Nursing Assistant (CNA) #9 going from  
the resident care isolation area through the plastic  
zippered barrier without removing her gown. The  
CNA was observed going to the kitchen area of the 
unit and returned to the resident care isolation unit  
with the gown remaining in place.  
 
 
On 11/10/2021 at 9:26 AM, CNA #9 was observed  
leaving the resident isolation unit wearing her  
isolation gown. The CNA had a resident's water  
pitcher in her hand. The CNA unzipped the plastic  
barrier and took the water pitcher to the kitchen area 
of the unit and then returned through the plastic

F0880 12/15/2021
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Continued from page 37 
have access to the keys.  
 
 
§483.45(h)(2) The facility must provide separately  
locked, permanently affixed compartments for  
storage of controlled drugs listed in Schedule II of  
the Comprehensive Drug Abuse Prevention and  
Control Act of 1976 and other drugs subject to  
abuse, except when the facility uses single unit  
package drug distribution systems in which the  
quantity stored is minimal and a missing dose can  
be readily detected.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observations, interviews, and facility policy 
review, it was determined that the facility failed to  
keep medications separated by route of  
administration in two of four medication carts  
observed (cart 2A and cart 2B).  
 
 
Findings included:  
 
 
1. During a concurrent observation and interview  
regarding medication cart A on 11/09/2021 at 8:19  
AM, a container of suppositories was seen placed on 
top of a box of medication to be taken by mouth.  
Registered Nurse (RN) #1 stated that she always  
stored medications of different routes this way.  
 
 
On 11/09/2021 at 8:50 AM, an observation was  
made of the drawers inside medication cart B.  
 
 
Section 1 of cart B contained:  
 
 
- Ophthalmic (eye) ointment  
 
 
- Oral drops  
 
 
- Eye drops  
 
 
Section 2 of cart B contained:  
 
 
- Caltrate soft chews (calcium supplement)  
 
 
- Bioene mouth spray (for dry mouth)

F0761 Continued from page 37 
ADON/designee for three months and monthly  
thereafter. The pharmacy consultant will continue  
monthly audits related to proper labeling and  
storage of medications. All audits will be reported to 
the facility's QAPI committee by the DON/designee 
monthly for three months and quarterly thereafter.

12/10/2021
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Continued from page 39 
liquids, lotions and tablets. Eye medications are kept 
separate from ear medications."  
 
 
New Jersey Administrative Code § 8:39-5.1(a)  
 

F0761  12/10/2021

F0812 
SS = D

Food Procurement,Store/Prepare/Serve-Sanitary  
 
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.  
 
(ii) 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:  
 
Based on observations, interviews, policy review,  
and review of the New Jersey Administrative Code  
(NJAC) 8:24 for food sanitation, it was determined  
that the facility failed to handle food in a sanitary  
and safe manner on one of the four observed halls  
(B hall-second floor) during the lunch meal. Facility 
staff were observed handling ready-to-eat food with 
their bare hands.  
 
 
Findings included:  
 
 
Reference: NJAC 8:24-3.3 Protection from  
contamination after receiving  
 
 
"(a) Requirements for preventing contamination from

F0812 Criteria 1: The facility failed to handle food in a safe 
and sanitary manner as evidenced by a nursing  
assistant serving without gloves. The nursing  
assistant in question was in-serviced on deficient  
practice and educated on safe food handling.  
 
 
Criteria 2: All residents are at risk for this deficient 
practice.  
 
 
Criteria 3: All policies and procedures were reviewed 
and revised as necessary and all staff were educated 
on safe food handling practices. New employee  
orientation will include safe food handling education 
and protocols. Food handling education and  
protocols will be added to the annual mandatory  
education in-service calendar.  
 
 
Criteria 4: The Infection Control Preventionist or  
Food Service Director or designee will conduct safe 
food handling audits two times per week via direct  
observation during meal service. The results will be 
reviewed during the facility's QAPI meetings  
monthly for three months and quarterly thereafter.
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Initial Comments  
 
 
No Information  
 

S0000  
 

S0560 Mandatory Access to Care  
 
CFR(s): 8:39-5.1(a)  
 
(a) The facility shall comply with applicable Federal, 
State, and local laws, rules, and regulations.  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on interviews, facility document review, and  
New Jersey Department of Health (NJDOH) memo,  
dated 01/28/2021, it was determined the facility  
failed to maintain direct care staff-to-resident ratios 
as mandated by New Jersey State Law. This was  
evident for six out of 14 day shifts reviewed. This  
had the potential to affect all residents.  
 
 
Findings included:  
 
 
Reference: NJDOH memo, dated 01/28/2021,  
"Compliance with N.J.S.A. (New Jersey Statutes  
Annotated) 30:13-18, new minimum staffing  
requirements for nursing homes," indicated the New 
Jersey Governor signed into law P.L. 2020 c 112,  
codified at N.J.S.A. 30:13-18 (the Act), which  
established minimum staffing requirements in  
nursing homes. The following ratio(s) were effective 
on 02/01/2021:  
 
 
One certified nurse aid to every eight residents for  
the day shift.  
 
 
1. A review of the "Nurse Staffing Report,"  
completed by the facility for the weeks of  
10/24/2021 - 11/06/2021, revealed staff-to-resident 
ratios that did not meet the minimum requirements  
as listed below:  
 
 
10/24/2021: 14 CNAs for 137 residents on the day  
shift.

S0560 Criteria 1: The facility failed to maintain direct care  
staff to resident ratios. No residents were affected  
by this deficient practice on any of the identified  
days.  
 
 
Criteria 2: All residents have the potential to be  
affected by this deficient practice.  
 
 
Criteria 3: Facility will continue to advertise open  
positions, schedule interviews, and will continue to  
engage with staffing agencies to supplement staff as 
needed. Will also continue to converse with local  
educational institutions.  
 
 
Criteria 4: Staffing ratios will be reviewed by the  
DON or HR director on a daily basis. Results will be 
presented at the facility's QAPI meeting on a  
monthly basis for three months and quarterly  
thereafter.

12/15/2021
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10/25/2021: 16 CNAs for 137 residents on the day  
shift.  
 
 
10/26/2021: 16 CNAs for 137 residents on the day  
shift.  
 
 
10/29/2021: 17 CNAs for 137 residents on the day  
shift.  
 
 
11/01/2021: 17 CNAs for 140 residents on the day  
shift.  
 
 
11/03/2021: 17 CNAs for 141 residents on the day  
shift.  
 
 
During an interview with the Director of Nursing  
(DON), on 11/11/2021 at 11:26 AM, the DON stated  
Human Resources was offering incentives and  
higher pay, they were going to nursing schools to  
recruit, and the facility had signs posted in the  
community. She stated it had been difficult during  
the pandemic to retain nursing staff.

S0560 12/15/2021
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K0000 
Bldg. 01

INITIAL COMMENTS  
 
A Life Safety Code Survey was conducted by the  
New Jersey Department of Health, Health Facility  
Survey and Field Operations on 11/16/2021, and  
Daughters of Israel Pleasant Valley Home 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.  
 
 
Daughters of Israel Pleasant Valley Home is a 2  
story Type II Protected building that was built in  
1961. The skilled nursing facility is divided into 42  
smoke zones.

K0000

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 reverse for further 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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E0000 Initial Comments  
 
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.

E0000

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 reverse for further 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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