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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.

F 000 | INITIAL COMMENTS F 000

Complaint # NJ00163045 & NJ00163818
SURVEY DATE: 05/31/23

CENSUS: 128

SAMPLE SIZE: 31 plus 3 closed records

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

During a Standard Survey conducted on
05/31/23, it was determined that effective
05/16/23, the Facility was found to have been in
Immediate Jeopardy for F689J, Part A. During a
Standard Survey conducted on 05/31/23, it was
determined that effective 05/24/23, the Facility
was found to have been in Immediate Jeopardy
for F698J, Part B.

F698, s/s J, PartA

On 05/16/23 at 12:25 PM, the facility failed to
ensure Resident #22, a resident with a history of
Ex Order 26. 4B1 received the
appropriate REe LIl N3] diet. This
resulted in an Immediate Jeopardy (IJ) situation
that began on 05/16/23 at 12:25 PM, when

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 06/22/2023

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Resident #22 was served the incorrect Sk
sauerkraut without staff verifying the accuracy of
the meal ticket at the time of meal plating and
service to the resident.

The facility's administration was notified of the IJ
on 05/16/23 at 4:29 PM. The facility submitted an
acceptable written Removal Plan on 05/16/23 at
7:37 PM. The survey team verified the
implementation of the Removal Plan through
observation and interview during the continuation
of the on-site survey on 05/17/23.

F689, s/s, Part B

On 05/24/23 at 9:23 AM, the Life Safety Code
(LSC) surveyor toured the RO EIPINEI:)]

unit in the presence of the Maintenance Director
(MD). At 10:18 AM, the LSC surveyor in the
presence of the MD tested the water temperature
in resident room [ on the il unit. The
water temperature read 152 degrees Fahrenheit
in the resident's bathroom. At 10:20 AM, the LSC
surveyor in the presence of the MD went to
another resident room and tested the water
temperature. The facility's failure to maintain
appropriate water temperatures placed residents
on the pisaille Unit at a likelihood of scalding or
skin burns which could result in serious harm,
impairment, or death. Vulnerable residents are
more prone to burns due to decreased skin
thickness, decreased skin sensitivity, peripheral
neuropathy (loss of sensation in arms, hands,
and lower limbs), reduced reaction time,
decreased cognition, decreased mobility, and
decreased communication.

The facility's administration was notified of the IJ
on 05/24/23 at 3:54 PM. The facility submitted an
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acceptable written Removal Plan on 05/25/23 at
12:26 PM. The survey team verified the
implementation of the Removal Plan during the
continuation of the on-site survey on 05/25/23.
F 609 | Reporting of Alleged Violations F 609 6/14/23
SS=D | CFR(s): 483.12(b)(5)(i)(A)(B)(c)(1)(4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, record review, Element 1:
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and review of other pertinent facility
documentation, it was determined that the facility
failed to report an allegation of

26. 4B1 to the New Jersey
Department of Health (NJDOH) in accordance
with state and federal guidelines. This deficient
practice was identified for 2 of 5 residents,
(Residents #31 and Resident #96) reviewed for
abuse and was evidenced by the following:

Ex Order

Areview of the facility's deficient practice citation
history from a survey that was conducted on
10/18/22 revealed the facility submitted a Plan or
Correction (POC) to the NJDOH with a
completion date of 11/07/22. The facility's POC
indicated that staff were educated on abuse
prevention and timely reporting. The POC further
reflected that on 10/13/22 signage was posted
throughout the facility and at the nurses' station to
reinforce instructions on mandatory reporting of
suspected or witnessed abuse, and who it should
be reported to.

On 05/22/23 at 10:37 AM, during a Resident
Council meeting, Surveyor #1 met with Resident
#96 who stated that while the residents were
outside during activities, another resident came
up to him/her and hit him/her on the pitaEt
The resident could not remember the details of
the event but was upset and felt that nobody did
anything about it. The resident added that a
"proctor” was outside with the residents during
the activity, however, could not remember the
staff member's name.

On 05/22/23 at 11:15 AM, Surveyor #2 reviewed
Resident #96's medical record which revealed the
following:
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R31 and R 96s incident was reported to
the New Jersey Department of Health
(NJDOH) and the New Jersey
Long-Term-Care ombudsman on May 22,
2023. Emotional support was provided for
both residents and are free from any
signs/symptoms of distress related to the
event.

Element 2:

All residents have the potential to be
affected by this deficient practice. An
audit was initiated on 5/23/2023 on
incidents/unusual occurrences and
allegations of abuse, neglect and/or
misappropriation of property, and no other
residents were affected.

Element 3:

On 5/23/2023 education was initiated for
staff on reporting abuse/neglect
immediately. On 5/23/2023 education
was initiated for nursing
supervisors/licensed nursing staff to
ensure that all alleged violations involving
abuse, neglect, exploitation, or
mistreatment, including injuries of
unknown origins and misappropriation of
resident property are reported
immediately, but no later than two hours
after the allegation is made or abuse is
witnessed.

Element 4:

Executive Director/DON will audit all
allegations of abuse to ensure compliance
with F 609 and timely reporting
requirements of alleged abuse allegations
weekly for 4 weeks then monthly for one
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According to the Admission Record (AR), month. The results of these audits will be
Resident #96 was admitted to the facility with the reviewed during the monthly QAPI

diagnoses which included, but were not limited to, meetings.

Review of Resident #96's admission Minimum
Data Set (MDS), an assessment tool used to
facilitate the management of care dated
02/24/2023, reflected that the re5|dent had

Ex Order 26. 4B1 , ol i and
required (NRSCINCIGII DI NEI \ith ADLs
(activities of daily living).

Review of Resident #96's Care Plan (CP)
reflected that the resident had a
Ex Order 26. 4B1 on 05/20/23 and

new interventions included a SEEEEEERE consult,
a [BYCRERIEN consult, g Bes in the
lounge and a\IISCNCIEEPIENERI conducted on
05/22/23.

Review of Resident #96's Nursing Progress Note
(NPN), dated 5/20/2023 at 09:30 AM, indicated
that Licensed Practical Nurse (LPN)#1 was in the
hallway passing out medlcatlons and observed
Resident #96 B arguing with Resident #31
der 2 . LPN#1 documented that she rushed
to separate the two residents when Resident #31
touched the jjjiiij of Resident #96. Resident #96
was assessed by LPN#1 and there was no
. noted on
Resident #96's . Resident #96 was educated
by the nurse to keep his/her distance from
Resident #31. LPN#1 documented that Resident
#96 was in the dining area being supervised and
that she initiated 15-minute checks for Resident
#31.
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Surveyor #2 reviewed the medical records for
Resident #31 which revealed the following:

According to the AR, Resident #31 was admitted
to the facility with the diagnoses which included,

but were not limited to,

Review of the resident's quarterly MDS, dated
04/18/2023, reflected that the resident had

Ex Order 26. 4B1 . The MDS also
indicated that the resident had | e that
occurred one to three days for & er 26:4.b.
directed toward others and otherjg ‘

not directed toward others. The MDS
further indicated that the resident required
VIRSCReIG IR A \vith ADLs.

Review of Resident #31's CP dated 11/07/2022,
indicated a focus area that the resident had a risk
for actual el related to I LRI NES:S|

as evidenced by NJ Exec. Order 26:4.b.1
IR EPLWIN directed toward
others, placing items in the toilet and pacing. The
CP also indicated that new interventions were
initiated after the RO LT3
of 05/20/23. The immediate interventions
included separation of the two residents,
15-minute checks, Consult,
SRECEREY Consult, telehealth conference with
the attending physician, and medications
changes. ANSCROGEPINNE \was conducted
on 05/22/23.

Review of Resident #31's NPN, dated 05/20/2023
at 15:29 (03:29 PM), indicated that while LPN#2
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was in the hallway conducting a medication pass,
she observed Resident #31 arguing with another
resident (Resident #96). As the nurse rushed to
separate them, Resident #31 touched the jjijilj of
Resident #96. The nurse documented that she
educated the residents to keep their distance and
that she initiated every 15-minute checks for
Resident #31 throughout the shift. Family and
primary care physician were notified.

Review of a RER/R, dated 05/22/2023, reflected
that on 05/20/2023 at 09:30 AM, while the Charge
Nurse was in the hallway of the Court |j Hallwayjif
administering medications, she observed
Resident #96 arguing with Resident #31. The
nurse rushed to the residents to separate them,
and the nurse observed Resident #31 touch
Resident #96's [jjjiij- According to the RER/R the
residents were immediately separated, physical
assessments were completed, Resident #31 was
placed on 15-minute checks, both residents were
to be seen by ZEEEEEEEY and [RXCRERLEEN and
NSO ITPIR NN were to be completed on
both residents.

On 05/22/23 at 12:18 PM, Surveyor #2
interviewed the Certified Nursing Aide (CNA) who
stated that she had been employed in the facility
for 15 years. The CNA stated that Resident # 96
Ex Order 26. 4B1 but able to voice their
needs and wants. She added that Resident #96
did not like anyone to touch his/her stuff and did
not like other residents going in or out of his/her
room. The CNA stated that Resident #96 did not
complain or mention to her any incidents that
might have occurred with the resident in the past
couple of days. The CNA stated that when she
received report that morning, the nursing staff did
not report to her about any incident that may have

F 609
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occurred with Resident #96 over the weekend
(05/20/23-05/21/23). The CNA stated, "They just
gave report regarding the care of the resident."
She continued to add that Resident #96 would
WEVWEIN] Exec. Order 26:4.b.1 when
any other resident would wander into his/her
room. At this time Surveyor #2 observed a fixed
Bl sion attached across the resident's
doorway. She described the jjjiilij sign as a
deterrent for wandering residents and was an
attempt to prevent residents that wander from
entering Resident #96's room.

On 05/22/23 at 12:39 PM, Surveyor #2
interviewed LPN#2 who stated that she had been
employed in the facility for three months and had
been working on Courtf-unitj§ side. She stated
that she had worked the 7:00 AM - 3:00 PM shift
and the 3:00 PM - 11:00 PM shift on 05/21/23.
She stated that on Saturday, 05/20/23 she was
informed that Resident #31 was an Z&
and jjij Resident #96 on the She contlnued
to add that Resident #96 wa! on the el and
therefore the nursing staff was performing [
checks (assesses an individual's EEZEEEEES:H

Ex Order 26. 4B1 , and level
of a2l 3] ) for 72 hours. She also
revealed that Resident #31 was put on 15-minute
checks and that the nurses were signing it out on
the Q15 minute check list. LPN#2 showed the
surveyor 15-minute check list. LPN #2 stated that
she was not sure how long the resident would

there had been no further incidents between the
two residents. LPN#2 further stated that all
SR of abuse should be reported
immediately and investigated.

On 05/22/23 at 12:54 PM, Surveyor #2

remain on every 15-minute check. She stated that

F 609
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interviewed the Director of Activities (AD) who
stated that she was the manager on duty (MOD)
for the weekend of 05/20/23 and 05/21/23. She
stated that when an employee was MOD on the
weekend that the MOD conducted rounds in the
facility, assured that staffing was adequate, units
were clean, and that residents were provided with
the care that they needed. She stated that if
anything happened with the residents while she
was MOD, that she would handle it. The AD
stated that no one reported to her on 05/20/23,
that there was a XX LI NET:]

between Resident #96 and Resident #31. She
stated that when she came into work on Monday
05/22/23, Resident #96 informed her that another
resident BIZZELEIN and that the resident
reported the abuse to one of the CNAs (male)
and the CNA walked away and said they would
take care of it. She continued to add that if
anything did happen while she was MOD over the
weekend (05/20/23-05/21/23) then it should have
been reported to her. She stated that she took
the residents outside over the weekend with two
other activities aides and there were no incidents
with Resident #96 nor Resident #31 that occurred
outside at activities. The AD stated that she

reported the SEEEEERE of abuse to the Director Of
Nursing (DON) at the morning meeting on
05/22/23.

On 05/22/23 at 01:04 PM, Surveyor #2
interviewed the Activities Aide (AA #1) who
indicated that she had supervised activities
outside on 05/20/23 and 05/21/23 on the 7:00 AM
- 3:00 PM shift. She stated that Resident #31 and
Resident #96 were outside together but sitting
apart and were a distance from each other. She
stated that she was not aware of any SEEEEEE
between the two residents and if she did then she
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would have reported it. She stated that the
residents were making flower arrangements and
were getting along well and had a pleasant day.

On 05/22/23 at 01:09 PM, Surveyor #2
interviewed the AA #2 for Courtl§ who stated that
she was not aware of any between
Resident #31 and Resident #96 outside at
activities, however Re5|dent #96 reported to her
that Resident #31 gl the other day (not
specific about what day) and the resident asked
her why that resident got to Sl (did not exactly
know what the resident meant). AA #2 stated that
she did not report Resident #96's [SEEEERE Of
abuse to anyone today because the resident
stated that a staff member witnessed the

SRR and she thought the resident was just
voicing frustratlons over the matter because it
happened a couple days ago. AA #2 stated that if
she witnessed an SEEEEEEE she would have
written an incident report. AA #2 also stated that
any Rl of abuse should be reported to the
DON immediately.

On 05/22/23 at 01:52 PM, Surveyor #2
interviewed the DON who stated that she was
made aware of the SEEEEEEEH between Resident
#96 and Resident #31 by reviewing incident
reports the morning of 05/22/2023. The DON
stated that the nursing supervisor that was in the
facility on 05/20/23 should have notified her that
OECNYETELVE Order 26. 4B1
between Resident #96 and Resident #31 on
05/20/23 so that she could have notified the
NJDOH and a RER/R could have been
completed. The DON stated that the

Ex Order 26. 4B1 should have been
called into the NJDOH within two hours of the
incident.
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On 05/22/23 at 02:22 PM, Surveyor #2 conducted
a telephone interview with the Registered Nurse
Supervisor (RNS) who worked the weekend of
05/20/23 to 05/21/23 for the 7:00 AM - 3:00 PM
shift. She stated that she was called to Court j§
unit and the nurse reported that Resident #31 had
il Resident #96 in the jjjjlj. She stated that both
re5|dents were immediately separated and that
e were performed on both residents.
She stated that Resident #96 had denied any
pain or discomfort. She stated that Resident #31
was put on 15-minute checks and Resident #96
was started on -checks for 72 hours
because of being g in the jjiiilij- She added that
both families were notified by the nurse caring for
the resident. She also stated the primary care
physicians for both residents were notified
regarding the incident. She then admitted that
she did not notify the DON regarding the
Ex Order 26. 4B1 between Resident
#96 and Resident #31. She stated that she
thought that the nurse on duty was going to notify
the DON about the abuse. She added that she
guessed it was just poor communication and that
she should have notified the DON regarding any
abuse incidents between two residents. She
further stated that she did document the incident
in the shift report.

On 05/22/23 at 02:32 PM, Surveyor #2 attempted
to conduct a telephone interview with LPN who
worked 05/20/23 7:00 AM - 3:00 PM on Courtl
unit and witnessed the SEEEEEEE between the
two residents however there was no answer. The
surveyor left a message.

On 05/24/23 at 08:59 AM, Surveyor #2
interviewed the ED who stated that the facility
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was responsible to report within two hours after
R of abuse.

Review of the facility policy, "Abuse Prevention,"
dated May 2008, indicated that all employees are
expected to immediately report any sign of injury
sustained by a resident whether the nature of the
injury is known. Any employee witnessing any
form of abuse is required to promptly report the
incident to the nurse or nurse supervisor. The
policy indicated that the facility must assure that
any incidents of substantiated abuse and neglect
are reported and analyzed and appropriate
corrective, remedial, or disciplinary action occurs
with applicable local, state, or federal laws. The
policy indicated that the New Jersey Department
of Health and Senior Services must be called
immediately to report that the facility is
investigating and allegation of abuse, neglect etc.

NJAC 8:39-9.4 (f)
Accuracy of Assessments
CFR(s): 483.20(9)

F 641
S§S=D

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined that the facility failed to
accurately code the Minimum Data Set (MDS), an
assessment tool used to facilitate the
management of care, in accordance with federal
guidelines for 2 of 34 residents (Resident #22 and
Resident #57) reviewed for accuracy of MDS
coding.

F 609

F 641

6/14/23

Element 1:

R57 Minimal Data Set (MDS) was
corrected, and smoking status was
updated on 5/18/2023. R22 Minimal Data
Set was corrected on 5/23/2023, updating
that he/she had [EESEREEEEEE ordered.

Element 2:
An audit was conducted on 5/23/2023 to
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This deficient practice was evidenced by the
following:

1.) On 05/17/23 at 09:32 AM, the surveyor
observed Resident #57 seated in his/her

. The resident told the surveyor that
he/she had resided at the facility for about two
and a half years, smoked cigarettes, and the
facility's designated smoking times were 9:30 AM,
1:30 PM, 4:00 PM, and sometimes 6:30 PM
depending on when dinner was done being
served. The resident further told the surveyor that
the facility staff kept his/her cigarettes and lighter
when he/she wasn't smoking.

On 05/18/23 at 01:36 PM, the surveyor observed
the resident outside smoking with three other
residents. Two staff members were present in the
area helping the residents at the time of the
surveyor's observation.

The surveyor reviewed the medical record for
Resident #57.

Areview of the resident's Admission Record (an
admission summary) reflected that the resident
was admitted to the facility in March 2017 and
had diagnoses which included, but were not
limited to

A review of the resident's most recent annual
MDS, dated 02/08/23, reflected that the resident
had a Brief Interview for Mental Status (BIMS)
score of jfi§j out of 15 which indicated the resident
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ensure that no other re5|dentDs MDS
were coded incorrectly for ks

other residents were affected. On
5/23/2023 residents who smoke audit was
completed to ensure the MDS reflected
smoking status. No other residents were
affected.

Element 3:
On 6/9/2023 the RNAC department were
educated on F 641 and the facility policy
on smoking and g

Element 4:
The RNAC/designee will audit residents
who smoke monthly for two months to
ensure MDS reflect smoking status. The
RNAC/de5|gnee will audit all resident

) g to ensure MDS reflects
m orders monthly for two months to
ensure compliance. The results of the
audits will be reported to the QAPI
committee monthly until the committee
determines that the issue is resolved or
stable. The results will be used for
additional training and system changes if
necessary.
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XA LRI . A further review of the

Use indicated that the resident did not smoke.

Areview of the resident's
Quarterly/Annual/Significant Change Nursing
Evaluation Packet, dated 05/03/23, indicated in
Section IX Smoking/Nicotine Devices that the
resident smoked cigarettes.

Areview of the resident's
Quarterly/Annual/Significant Change Nursing
Evaluation Packet dated 02/07/22 indicated in
Section IX Smoking/Nicotine Devices that the
resident smoked cigarettes.

Areview of the resident's Care Plan (CP), dated
03/21/22, reflected a focus area that the resident
was a smoker. The goal of the CP was the
resident would not smoke without supervision

the resident's CP included that the resident
required supervision while smoking and the
resident's smoking supplies were stored with
activities.

On 05/18/23 at 01:59 PM, the surveyor
interviewed the resident's Certified Nursing Aide
(CNA #1) who stated the resident was |l

I - ¢ smoked cigarettes.

On 05/18/23 at 02:00 PM, the surveyor
interviewed the resident's Licensed Practical
Nurse (LPN) who also stated that the resident
WZIIN) Exec. Order 26:4.b.1 , and smoked

cigarettes.

On 05/18/23 at 02:01 PM, the surveyor
interviewed Registered Nurse/Minimum Data Set

resident's MDS, section J1300 - Current Tobacco

through the next review date. The interventions in
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Coordinator (RN/MDSC) #1 who stated that
Resident #57's MDS was coded in error because
the resident was a smoker.

On 05/31/23 at 09:38 AM, in the presence of the
survey team, the surveyor interviewed the
facility's Executive Director (ED) who stated that
the resident's MDS was updated to reflect that the
resident smoked.

Areview of CMS RAI Version 3.0 Manual, Section
J - Health Conditions indicated in J1300: Current
Tobacco Use, that the negative effects of
smoking can shorten life expectancy and create
health problems that interfere with daily activities
and adversely affect quality of life. In planning for
care, this item opens the door to negotiation of a
plan of care with the resident that includes
support for smoking cessation. If cessation is
declined, a care plan that allows safe and
environmental accommodation of resident
preferences is needed. Facility staff is to conduct
an assessment and ask the resident if he or she
used tobacco in any form during the seven (7)
day look-back period. If the resident states that
he or she used tobacco in some form during the
7-day look-back period, code 1, yes. If the
resident is unable to answer or indicates that he
or she did not use tobacco of any kind during the
look-back period, review the medical record and
interview staff for any indication of tobacco use by
the resident during the look-back period. Coding
Instructions indicated to code "0" for no,
indicating the resident did not smoke and "1" for
yes, indicating that the resident did smoke.

2.) On 05/19/23 at 10:35 AM, the surveyor
observed Resident #22 self-propelling his/her
Ba on the unit. The resident did not have
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According to the Admission Record, Resident #22
had diagnoses which included, but were not
TG RN Order 26. 4B1

Review of the resident's quarterly MDS, dated
03/22/23, included the resident had a BIMS score
of |j out of 15, which indicated that the resident's
cognition was IZXOFELEEIE  Further review
of the MDS revealed the resident had a g

I used less than daily.

Review of the resident's Care Plan did not
indicate the resident had a i

Review of the resident's Physician's Order Form,
dated 05/2023 did not include a physician's order
for a

Review of the resident's MDS Kardex Report,
undated, did not indicate the resident had a

Review of the resident's RSPl REV M and
Ex Order 26. 4B1 Discharge Summaries,
dated 01/19/23 04/04/23 did not indicate the
resident had 3@

On 05/22/23 at 8:15 AM, the surveyor interviewed
CNA#2, who was assigned to Resident #22, who
stated that the she did not have any residents

i Bl on her assignment. CNA #2 further
stated that she would know which residents had a
N g based on the Kardex.

On 05/23/23 at 10:44 AM, the surveyor
interviewed RN/MDSC #1 who stated she
determined which residents had a i

based
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on the documentation in the resident's medical
record and from communication with th
Director, who kept a log of resident s |
When asked about Resident #22, RN/MDSC #1
stated the resident never had 3 g and that
RN/MDSC #2 may have "miscoded"” the MDS
assessment.

On 05/23/23 at 10:56 AM the surveyor
interviewed the g i
that Resident #22 did not have a |

On 05/24/23 at 8:57 AM, the surveyor interviewed
RN/MDSC #2 who stated Resident #22 never had

i and that she, "clicked the wrong button
by mistake".

On 05/26/23 at 10:48 AM, the surveyor
interviewed the Director of Nursing (DON) who
stated the RN/MDSCs should complete the MDS
assessments accurately.

Review of CMS RAI Version 3.0 Manual, Section
P - Restraints and Alarms indicated in P0100:
Review the resident's medical record (e.g.,
physician orders, nurses' notes, nursing assistant
documentation) to determine if physical restraints
were used during the 7-day look-back period.

Review of the MDS Coordinator Job Description,
revised 11/2015, included, "Be familiar with
residents' condition and care needs," and,
"Complete reports and assignments accurately
and adhere to established time schedules."

NJAC 8:39-11.2(e)1
F 644 | Coordination of PASARR and Assessments
SS=E | CFR(s): 483.20(e)(1)(2)

F 641

F 644

6/14/23
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§483.20(e) Coordination.

A facility must coordinate assessments with the
pre-admission screening and resident review
(PASARR) program under Medicaid in subpart C
of this part to the maximum extent practicable to
avoid duplicative testing and effort. Coordination
includes:

§483.20(e)(1)Incorporating the recommendations
from the PASARR level Il determination and the
PASARR evaluation report into a resident's
assessment, care planning, and transitions of
care.

§483.20(e)(2) Referring all level Il residents and
all residents with newly evident or possible
serious mental disorder, intellectual disability, or a
related condition for level Il resident review upon
a significant change in status assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of pertinent facility documentation it
was determined that the facility failed to conduct
a new Preadmission Screening and Resident
Review (PASARR) Level 2 (two) assessment
after residents who were diagnosed with a it
Il after admission to the facility for 2 of 2
residents (Residents #20 and #57) reviewed for
the PASARR requirement and was evidenced by
the following:

1.) On 05/18/23 at 09:00 AM, the surveyor
observed Resident #20 in his/her room and was
SRRl dependent. The resident indicated that
he/she felt ok and had no complaints or
concerns.
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Element 1

R20s assessment was completed
6/15/2023 with kSR Who is the

Ex Order 26. via telehealth video
conference} N assessment is
currently in gl medical record.

R57 assessment for gutaal will be
conducted iR at 2:00pm via
telehealth. After the information is
received from the 2ECEEEER it will be
sent to the state for review.

Element 2

On 5/18/2023 the YUY
department initiated an audit on all Skl
PASRRs to ensure accuracy and

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

Event ID:EEL111

Facility ID: NJ60407 If continuation sheet Page 18 of 81




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

PRINTED: 12/15/2023
FORM APPROVED
OMB NO. 0938-0391

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

The Admission Record (AR) indicated that
Resident #20 was admitted to the facility with
diagnoses which included, but were not limited to,
Ex Order

26. 4B1

The Annual Minimum Data Set (MDS), an
assessment tool that is utilized to facilitate care
for residents dated 04/12/23, indicated that the
resident was not considered for the PASARR

or related condltlon, however the MDS

reﬂected that the resident had the diagnoses of
26. 4B1

. The MDS also reflected that the resident

was RSNl and usually understood

verbal and nonverbal expression.

On 05/18/23 at 09:18 AM, the surveyor reviewed
the PASARR ghdslll \which was completed

01/17/2018, and indicated that the resident did
. s such as

not have any majorsis
NJ Exec. Order 26:4.b.1

lead to chronic disability.

The surveyor reviewed the Medication
Management Assessment/Psychiatric Consult
(MMAPC) dated 09/20/2019, which reflected that
the ZCECEEEN had examined the resident and
diagnosed the resident with RO P NEI:)]
The MMAPC also indicated that the resident had
Ex Order 26. 4B1
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The surveyor reviewed the medical record for completion.
Resident #20.
Element 3

The facility reviewed the policy on
PASARRs and revised the PASARR
process. A group email will be initiated to
alert all members of the Interdisciplinary
Team (IDT) that a GEEEEEREE diagnosis
has been added or changed. This will
alert the RNAC, Nursing, and the Social
Services Department to initiate the
appropriate gl PASARR process.
The RNAC, Admission Department,
External Liaisons, and Social Services
Department were educated (initiated on
5/31/2023) on F 644 to ensure the
appropriate coordination with State
designated authority, to ensure that
individuals with a

or related condition
receives care and services in the most
integrated setting appropriate to their
needs.

Element 4

The Social Services Director/designee will
audit 4 residents weekly for 8 weeks

NJ Exec. Order 26:4.[).1 to ensure any
medication or diagnosis changes that
require a PASARR are reflected
and a PASARR will be initiated if
applicable. The results of these audits will
be reported to the QAPI committee
monthly. Results of audits will be reported
to the QAPI committee until the
committee determines that the issue is
resolved or stable. The results will be
used for additional training and system
changes if necessary.
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A further review of the resident's AR diagnoses
information section reflected that Resident #20
was diagnosed with a RS e aplaEy:]|
on 06/30/2020.

The surveyor reviewed Resident #20s most
recent SEEEEEERE consult dated 05/18/23 which
indicated that Resident #20 continued to have

—

On 05/18/23 at 09:26 AM, the surveyor
|nterV|ewed he Reglstered Nurse Unit Manager

resident would frequently ask the staff gk
(4 Order 26. 4B1

. She also stated that the resident had
NJ Exec. Order 26:4.b.1 . She stated that the
resident would FASCCEEPEEEN at times. She
stated that the resident also had IREeFLIERLNE: 3}
and worried a lot. She continued to explain that
the resident experienced

On 05/18/23 at 10:19 AM, the surveyor
interviewed the Director of Social Work (DSW)

who indicated that Resident #20 should have had
a PASARR Order 20,381 completed after being

perform the PASARR ghdslll that she would then

F 644

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:EEL111 Facility ID: NJ60407

If continuation sheet Page 20 of 81



PRINTED: 12/15/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
c
315280 B. WING 05/31/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1417 BRACE ROAD

SILVER HEALTHCARE CENTER CHERRY HILL, NJ 08034

(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 644 | Continued From page 20 F 644

contact the appropriate state- desngnated authority
and send the completed PASARR gl to the
Division of Developmental disabilities (DDD)
and/or the Division of Mental Health and Addiction
Services (DMHAS) as appropriate. She stated
that since she started employment in the facility,
she started ality |mprovement Qi) about

dlagnosed with a RN
admission to the facility.

On 05/23/23 at 11:20 AM, the surveyor
interviewed the MDS Coordinator who stated that
when the resident was diagnosed with a new
kdabeg] - the SW should have notified her
so that a new PASARR Bl could have been
completed She stated that after the PASARR

B was completed, that it would have
triggered a PASARR giislld to be completed and
sent to the appropriate authority. She stated that
it would have been important to make sure that
these were completed to ensure that the resident
received the appropriate services. The MDS
Coordinator stated that she could not speak to
what happened in the past but moving forward all
resident PASARRs would be checked to assure
that there were no newly diagnosed residents
with a major BXCZEPLEEN in the faC|I|ty that
would have required a PASARR gl to be
completed.
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On 05/31/23 at 09:30 AM, in the presence of the
survey team the Executive Director (ED) stated
that Resident #20 was originally admitted in il
and could not speak to what happened back in
that time and d|d not know if the resident had a

B or PASARR ghill back in
2010, but going forward the SW had identified
that there were issues with residents having been
diagnosed with a major Ex Order 20. 4B1 Vi (g
admission and gl PASARRSs that needed to
be completed.

On 05/31/23 at 09:51 AM, in the presence of the
survey team, the surveyor interviewed the DSW
who stated that the importance of the PASARR

e \vas to make sure the resident was
suitable for the nursing home placement and to
see if the resident had SEEEEER diagnoses that
may have required special services or care

& diagnoses. The DSW

related to their EKESEEEES
stated that if a resident was diagnosed with a
major IBXCEEREEH after admission then a
change of condition would have to be completed
and the PASARR g \would be updated to
reflect the specific [2degL@MN diagnoses. She
continued that if the new diagnoses was given in
the facility that a new CP would be instituted to
reflect the new diagnoses. The DSW further
stated, "We did see this as a concern and an
ongoing Quality Assurance & Performance
Improvement (QAPI) was being done."

2.) On 05/17/23 at 09:32 AM, the surveyor
observed Resident #57 seated in his/her

2. The resident told the surveyor that
he/she had resided at the facility for about two
and a half years.

The surveyor reviewed the medical record for
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Areview of the resident's Admission Record (an
admission summary) reflected that the resident
was admitted to the facility in SEEEEEEEN and
had diagnoses which included but were not
limited to

Areview of the resident's most recent quarterly
MDS dated 05/03/23, reflected that the resident
had a Brief Interview for Mental Status (BIMS)
score of il out of 15 which indicated the resident
was . A further review of the
resident's MDS, Section | - Active Diagnoses
revealed that the resident had a diagnosis of

Areview of the resident's PASARR g

M Screen

dated 03/15/17, indicated the resident did not
have any major NJ Exec. Order 26:4.b.1 Such as
Ex Order 26. 4B1

Areview of a Report of Consultation dated

04/07/17, indicated that the resident had been
suffering from IRROR LA NRI:]]
type for many years and was currently s

Areview of the Medication Management
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Assessment completed by a EEZEEEREEY
practitioner dated 11/19/19, further indicated that
the resident had a history of I2S@EEINES3

for many years and had
been under the care of a ZELEEEEEN for
approximately 10 years. The Medication
Management Assessment further discussed the
resident's personal SEEEEEEEE history and the
medication he/she was receiving to treat their
Ex Order 26. 4B1}}

Areview of the resident's Care Plan dated
02/20/23, indicated a focus area that the resident
had a diagnosis of

. The goal of the

EEREERRS by reporting adequate
rest or documented episodes of GEEEER less
than weekly through the next review date. The
interventions in the resident's Care Plan included
to monitor the resident's ERROR L IRI:D]

I 2nd report to medical doctor.
On 05/22/23 at 11:09 AM, the surveyor

was diagnosed with a [ ZXCXEERRTY after
admission to the facility, during the quarterly care
conference the team would go back and usually
change the PASARR. The DSW stated that the
MDS Coordinator would notify her of the change,
and she would initiate a new PASARR. The DSW
further stated the importance of completing the
PASARR gidslll Was to ensure that the
resident's needs were being met related to a
SEELREY diagnosis and care would be
implemented and performed related to that.

On 05/22/23 at 12:18 PM, the surveyor
interviewed the MDS Coordinator who stated that

resident's Care Plan was the resident would have

interviewed the DSW who stated that if a resident
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the resident was admitted to the facility with a
Ex Order 26. 4B1
and although it was not on the PASARR gid
it was documented on the resident's first MDS.

The MDS Coordinator further stated ha if it was

completed. The MDS Coordinator told the
surveyor that if she identif ed the resident had a

notify the DSW. The MDS Coordlnator stated that
she couldn't speak to why a PASARR sl \vas
not performed for the resident and that the

B should have been completed.

On 05/31/23 at 09:40 AM, the surveyor
interviewed the ED who stated that he did not
think it was a concern because the [2XZZEREAEI]
diagnosis was captured on the initial MDS. The
ED further stated that he was unable to explain
why the PASARR giésll \was not completed for
Resident #57.

Areview of the facility's Preadmission Screening
and Annual Resident Review (PASARR) Policy
revised 08/22 indicated, "This facility promotes
and supports a resident centered approach to
care. The purpose of this policy is to define and
set expectations regarding the appropriate
preadmission assessment of all individuals with a
and individuals with ke

It is the policy of the facility to
coordinate the assessment process with the
preadmission screening and annual resident
review (PASARR) program under Medicaid in
Subpart C to the extent practicable to avoid
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duplicate testing and effort. This includes
|ncorporat|n the recommendations from the
Bl determination and evaluation of
the residents’ assessment, care plan, and
transition of care; and referring all
residents and all residents with new or evident
conditions related to g j review upon
significant change in status assessment.” The
facility's PASARR Policy further indicated, "The
facility will refer all jjjiiiilil] residents and all
re5|dents W|th newly evident or possible serious
3] , or related
condition for a s review upon a 5|gn|f icant
change in status assessment to the State
PASARR representative.”

NJAC 8:39.5.1(a)
Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)(3)

F 656
SSs=D

§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

F 644

F 656

6/14/23
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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)-

(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:

Complaint #NJ00163818

Based on interview, record review and review of
pertinent facility documentation it was determined
that the facility failed to develop a Comprehenswe
Care Plan for the care of a resident's it

This deficient practice was identified for 1 of 34
residents, (Resident #232) reviewed for the
Comprehensive Care Plans and was evidenced
by the following.

Element 1:
facility.

Element 2:

have a care plan in place.

Element 3:

Resident 232 no longer resides at the

Any resident can be affected by the
deficient practice. All residents with
dentures were audited to ensure they
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On 05/25/23 at 10:49 AM, the surveyor
interviewed the Licensed Practical Nurse/Unit
Manager (LPN/UM) who stated that when a
resident was admitted to the facility, an inventory
sheet would be included in the resident's medical
record documenting all the personal items that
the resident brought into the facility. The LPN/UM
did not speak to personal items that would be
documented on the resident's Admission
Assessment. The LPN/UM stated that after
Resident #232 was discharged from the facility,
the resident representative visited the facility for
the resident's belongings, and she provided the
resident representative with SEESEEE that she
thought belonged to Resident #232.

On 05/25/23 at 11:07 AM, the surveyor conducted
an interview over the telephone with the resident
representative who stated that the resident was
admitted to the facility with and
came to the facility wearing them. The resident
representative stated that after the resident was
discharged from the facility, the LPN/UM provided
the resident representative with IR
that she thought could have been the residents,
but unfortunately, they did not fit the resident and
according to the resident representative, they
must have belonged to someone else. The
resident representative stated that he/she had not
been in contact W|th the facility but was going to

bring back the SEEEEEE that didn't fit the resident.

The surveyor reviewed the closed medical record
for Resident #232.

Areview of the resident's Admission Record (an
Admission Summary) reflected that the resident
was admitted to the facility on Sldsled = had since
been discharged from the facility and had
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The ADON in-serviced the nursing staff on
the facilities protocol of care plannlng
residents that come in with SEEEEEE . This
in-service was conducted on 6/2/23.

Element 4: ADON/Designee will audit 5
residents weekly x 4 weeks new/ re
admissions with SESEEE to ensure a care
plan is in place then monthly x 1 months.
These results will be reviewed at the
facilities QA meeting monthly. The QA
committee will identify any trends or
patterns and make recommendations to
revise the plan of correction as indicated.
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diagnoses which included but were not limited to

Areview of the resident's admission Minimum
Data Set (MDS), an assessment tool used to
facilitate the management of care dated, 04/03/23
indicated that the resident's cognitive skills for
decision making were 2N EIPINFIN

Areview of the resident’ s New Jersey Universal
Transfer Form dated Sl indicated that the
re5|dent was not sent from the facility to the

er 26:4.9 Wlth Order 20. 4B1 .

Areview of the resident's Admission/Readmission
Nursing Evaluation, Section X. dated 03/28/23,
Oral/Dental Evaluation indicated that the resident

had full BXEREFLR:H When he/she was

admitted to the facility.

Areview of the resident's Comprehensive Care
Plan dated 03/29/23, indicated that the resident
did not have a Care Plan in place for the care of

On 05/25/23 at 12:09 PM, the surveyor
interviewed Certified Nursing Aide (CNA)#1 who
had cared for the re5|dent CNA#1 saed that the

the surveyor that if the resident wore
the staff would put them in for the resident in the
morning. CNA#1 told the surveyor that if the
resident's pkdalll went missing, she would
inform the nurse.

F 656
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On 05/25/23 at 12:12 PM, the surveyor
interviewed CNA#2 who remembered the
resident when the surveyor showed her a picture
of him/her. CNA#2 stated that the resident was
pleasant and would feed himself/herself during
meals. CNA#2 told the surveyor that she was
unsure if the resident had SEESEE . CNA#2 told
the surveyor that if a resident had gkl . the
7 00 AM - 3:00 PM CNA would receive the

BB from the nurse and put them in the
resident's mouth. CNA#2 further explained the
3:00 PM - 11:00 PM CNA would remove them
from the resident's mouth, clean them, and give
them to the nurse to lock up in the medication
cart.

On 05/25/23 at 12:17 PM, the surveyor
interviewed CNA#3 who stated that she never
took care of the resident but recalled that the
resident was§ B and would walk around
urveyor that if a resident
# would be soaked and
cleaned at nlghttlme and then put into the
resident's mouth in the morning. CNA#3 stated
that for the most part, the SREEEEH were kept in
the resident's s. CNA#3 further stated that if
aresident's i@ were lost, she would notify
the LPN/UM and g i would be included in
the residents Care Plan.

On 05/26/23 at 10:02 AM, the surveyor
interviewed the resident's Licensed Practical
Nurse (LPN) who stated that if a re5|dent came
into the facility on admission and had ksl , i
would be captured in the admission evaluation in
the section that assessed oral and dental health.
The LPN explalned that the process for when a

resident had gl was the CNAs would help
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the resident put them in their mouth in th

the medication cart at night. The LPN further
stated that it was easy for the residents on the
un|t to lose their giiislel due to their diagnoses
The LPN stated that if a resident

o , the care of them would be
expected to be documented in the resident's care
plan.

On 05/26/23 at 10:13 AM, the surveyor conducted
a follow up interview with the LPN/UM who stated
that if the resident wore il | it would be
included in their plan of care

On 05/26/23 at 12:25 PM, the surveyor
interviewed the Executive Director in the
presence of the survey team who stated that if
the facility was culpable of losing the item, they
would do a, "check request reimbursement” and
the facility's corporate office would provide
reimbursement to the resident and family.

On 05/31/23 at 09:48 AM, the surveyor
interviewed the facility's Dlrector of Nursing who
stated that the care of the SN \ould be
something that should be included in the plan of
care and the admitting nurse or unit manager
were responsible for creating the care plan for the
resident.

Areview of the facility's Care Plan Policy and
Procedure dated May 2022, indicated that it was
the policy of the facility, "that all residents
admitted to the facility would be provided
adequate person-centered care plans that
provide for all their needs in a timely manner."

NJAC 8:39-11.2(e)1,2
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F 684
S§S=D

Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced
by:

Complaint #NJ00163818

Based on interview, facility closed record review,
and hospital record review it was determined that
the facility failed to remove a hospital bracelet
from a resident's wrist. This deficient practice was
identified for 1 of 34 resident's, (Resident #232)
reviewed for quality of care and was evidenced by
the following:

On 05/25/23 at 11:07 AM, the surveyor
interviewed Resident #232's resident
representative who told the surveyor that he/she
was present in the Emergency Room (ER) when
the resident was sent from the facility to the
hospital. The resident representative further
stated that the resident's hospital bracelet from
their previous hospitalization was still attached to
the resident's wrist and had not been removed at
the facility.

The surveyor reviewed the facility's closed
medical record for Resident #232.

Areview of the resident's Admission Record (an
Admission Summary) reflected that the resident

F 684

6/14/23

Element 1:
Resident # 232 no longer resides at this
facility.

Element 2:

Any resident admitted/readmitted from the
hospital can be affected by the deficient
practice. All residents admitted/readmitted
to the facility within the last 30-days were
audited.

Element 3:

The ADON in-service nursing staff on the
facilities protocol of removing arm bands
upon admission/readmission. This
in-service was conducted on 4/24/23.

Element 4:

ADON/Designee will audit 5 residents’
admission/readmission weekly x 4 weeks
than 8 residents monthly.
Audits/Observations will be conducted
randomly. DON/Designee is responsible
for the compliance audit. Findings will be
presented to the QA committee monthly
until 100% compliance is achieved x 3

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

Event ID:EEL111

Facility ID: NJ60407 If continuation sheet Page 32 of 81




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

PRINTED: 12/15/2023

FORM APPROVED

OMB NO. 0938-0391

was admitted to the facility on SisEslEia . and had
since been discharged from the facility. The
Admission Record further revealed the resident
had diagnoses which included but were not
limited to

Areview of the resident's admission Minimum
Data Set (MDS), an assessment tool used to
facilitate the management of care dated 04/03/23,
indicated that the resident's cognitive skills for
decision making were IO PRI

Areview of the New Jersey Universal Transfer

Form reflected that the reS|dent was sent from

the facility to the |l
EWelEx Order 26.

12:24 PM.

Areview of the resident's Progress Notes (PN)
reflected a PN written by the Nurse Practitioner
(NP) dated il and timed at 15:33 (3:33 PM).
The PN revealed that the Licensed Practical
Nurse (LPN) notified the NP that the resident had
WREEYel £ Order 26. 4B1

. The PN further indicated that the NP
called another physician to discuss the resident's
condition and the two physicians' along W|th the
family agreed to send the resident to the il

for an evaluation.

Areview of the resident's Care Plan dated

03/29/23, reflected a focus area that the resident
was at nsk il Zx Order 26. 4B1  Order 20,951
related to medications that IRReEaLR:I8 and
IR NIl . The goal of the residents Care
Plan revealed that the resident would not develop

of correction as indicated.

consecutive months. The QA committee
will identify any trends or patterns and
make recommendations to revise the plan
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IR LRIl till the next review date.
Interventions within the residents Care Plan
included to keep M= ERelf CIgvisR: N ]

A further review of the resident's Care Plan
reflected that the resident was on an

W. The goal of the residents Care Plan

indicated that the resident would be free from
discomfort or adverse reactions related to
PREEEF use through the next review date.

The interventions in the resident's Care Plan
inc'uded dally NJ Exec. Order 26:4.b.1 and report
abnormalities to the nurse.

A complete review of the resident's closed facility
medical record did not indicate that the facility
staff removed the resident's hospital bracelet
upon admission to the facility or that facility staff
was evaluating the resident's skin on his/her

Ex Order 26. 4B1 daily as the resident's

Care Plan specified.

The surveyor reviewed the closed hospital
medical record for Resident #232.

Areview of the resident's Emergency
Departments Admission Record reflected that the
resident was admitted to thejiiilii on .
dlagnoses whlch included but were not limited to

Areview of the initial Emergency Department
History and Physical (H&P) indicated that per
Emergency Medical Services (EMS), Resident

#232 was found at the facility RSO AL NE:T}
I "he Emergency Department H&P
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further indicated that the EMS told the medical
personnel working in the ER the resident was
wearing an old hospital bracelet.

A reV|ew of the ER Registered Nurse (RN) notes
dated SR and time at 1323 (1:23 PM)
W[ =\CC M Ex Order 26. 4B1 noted
after removal of old patient ID [identification]
bracelet with name no longer visible. Awaiting
diagnostic studies.". This PN indicated that the
re5|dent s hospltal bracelet was located on the

¢ Order 26. 1

reﬂected that the resident's had no

of the @

Areview of the closed hospital record did not
reflect that the resident had an il taken of

A review of the Medical Doctor's (MD) H&P dated
R ot 8:46 PM, reflected that the resident
was wearing an old hospital bracelet upon
admission to the ER and when the hospital
bracelet was removed there was BYUEEIFEEN
on the resident's galll. The MD documentatlon
did not specify which wrist the hospital bracelet
was located on and removed from.

Areview of the Licensed Social Workers (SW)
evaluation and PNs dated il at 9:00 AM,
reflected that the ER documentation indicated
that the resident had EYOREPIAIF] related to
the hospital bracelet that was not removed at the
facility.

Areview of a black and white picture of Resident
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#232 s hospltal bracelet taken in the ER on

il . revealed a white, long, rectangular
hospital bracelet that had been cut off the
resident's jjiilili- There was a gloved hand in the
picture. The gloved hands thumb was at the
bottom of the hospital bracelet and the middle
finger was stretched out, touching the top of the
hospital bracelet. The picture indicated that the
white hospital bracelet had black smudges
throughout, where it had been in contact with the
resident's Jjjiilij- The picture revealed that the
hospital bracelet had to be stretched out to
prevent it from curling up at the edges. This was
evident in the picture due to the area in front of
the gloved hands thumb curling at the top.

The surveyor contlnued to review the pictures
taken in the ER ongaskialsas an additional picture
reflected the hospital bracelet placed on a
counter and curled up. The outside of the hospital
bracelet was white and depicted fewer black
smudges then the previous picture. There was no
observable writing on the hospital bracelet. The
inside of the resident's hospital bracelet revealed
that the hospital bracelet had black smudges
throughout, the same as the previous picture.

Areview of a picture of Re5|dent #232's il and
Bl taken in the ER on SN . indicated
that there was [ZROX PRI ONn the resident's
- The outline of the |SXOREFIIEED] \vas
consistent with the shape and size of the pictures
of the hospital bracelet.

NJAC 8:39-27.1(a)
Increase/Prevent Decrease in ROM/Mobility
CFR(s): 483.25(c)(1)-(3)

F 688
SS=D

F 684

F 688

6/14/23
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§483.25(c) Mobility.

§483.25(c)(1) The facility must ensure that a
resident who enters the facility without limited
range of motion does not experience reduction in
range of motion unless the resident's clinical
condition demonstrates that a reduction in range
of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of
motion receives appropriate treatment and
services to increase range of motion and/or to
prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility
receives appropriate services, equipment, and
assistance to maintain or improve mobility with
the maximum practicable independence unless a
reduction in mobility is demonstrably unavoidable.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of facility documentation, it was
determined that the facility failed to appropriately
apply physician ordered RSe7aplaEr:34 to a
resident with I3 26. 4B1 related to

x Order
Ex Order 26. 4B1

This deficient practice was identified for 1 of 2
re5|dent s, (Resident #68) reviewed for position
Bl and was evidenced by the following:

On 05/17/23 at 09:24 AM, the surveyor observed
Resident #68 lying in bed on an ZXZZEEEEEN The
surveyor further observed that the resident was
wearindUE e EFEEE on both of his/her
hands. The surveyor did not observe the resident

wearing alXXe LRl on his/her aldaStied . At

the time of the observation, the surveyor
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Element 1:
Resident # 68 was provided witHijil
Il o adverse effect was noted.

Element 2:

Any resident can be affected by the
deficient practice. All residents with
were audited to ensure they had
on.

Element 3:

The ADON will in-service the nursmg staff
on the facility protocol of

6/14/23.

Element 4.

The therapy Department will audlt weekly
x four weeks residents with jas

ensure the resident is wearing the il
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attempted to interview the resident. The resident
wash B \with his/her eyes, [o{§1{\) Exec. Order 26:4.b.1
communicate.

On 05/18/23 at 11:30 AM, the surveyor observed
the re5|dent Iaylng in bed ‘with ElEx Or ,.;C, 26. 4B1

observation, the surveyor did not observe that the
resident was wearing a B OREEIREg] on his/her

Ex Order 26. 4B1

The surveyor reviewed the medical record for
Resident #68.

Areview of the resident's Admission Record (an
admission summary) reflected that the resident
was admitted to the facility in RO EEPIAI:)
and had diagnoses which included but were not
limited to |RN@FEE /

J

Areview of the resident's quarterly Minimum Data
Set (MDS), an assessment tool used to facilitate
the management of care dated 04/12/23,
indicated that the resident's cognitive skills for
decision making were IRROZEIPLIFEIM . A further
resident's MDS, Section G0400 - SaEEEied

I incicaied hat the

then monthly x 1 month. These results will
be reviewed at the facilities QA meeting
monthly. The QA committee will identify

any trends or patterns and make

recommendations to revise the plan of

correction as indicated.
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resident had [k Bl in their

Ex Order 26. 4B1

Areview of the resident's February 2023
Physician Order Sheet (POS) reflected a
Physician Order (PO) dated 02/19/23, for

. Donn (put on) in the AM and remove prior
to PM care. Monitor EESSEESEEEE and provide
hand hygiene.

A review of the March 2023 POS revealed a PO

dated 03/30/23, for the resident to tolerate'

daily after AM care as tolerated,
nighttime. Nursing to provide jus B and
hand hygiene.

Areview of the May 2023 Physician Order Form

did not indicate a PO for the use of thew

Areview of the resident's May 2023 Treatment
Administration Record (TAR) revealed a PO

dated 03/30/23, for the resident to tolerate'

daily after AM care as tolerated. Remove at
nighttime. Nursing to provide jubssiaiaias and
hand hygiene. A further review of the May 2023
TAR reflected that the nurses were signing for the
treatment for the

on the 7:00 AM - 3:00 PM
shift, the 3:00 PM - 11:00 PM shift, and the 11:00

PM - 7:00 AM shift.
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A review of the resident's &S
Evaluation & Plan of Treatment
dated 03/16/23, indicated that the resident had
Ex Order 26. 4B1 in
WEREREx Order 26. 4B1

A review of the resident's IREOR AL}
Discharge Summary (OTDS) dated 03/16/23,
indicated that a RO EEPLEEY:Y]

wearing schedule was appropriate for the
resident for BRROF P and to
prevent further 2 . 4B1
recommended REeeLIaph 437
Ex Order 26. 4B1

Areview of the resident's Care Plan dated
04/29/19 revealed a focus area that the resident
had

. The goal of the resident's Care Plan
reflected that the resident would have no injury
related to 2EckElBA during the review period.
The interventions in the resident's Care Plan
included that the resident was dependent on staff
for putting on and off the [GSslll. The Care Plan

reflected that the resident had a
. The Care Plan intervention instructed

staff to put on gl in the AM and remove prior
to PM care.

On 05/19/23 at 11:03 AM, the surveyor
interviewed the resident's Certified Nursing Aide
(CNA) who stated that the resident could

The CNAtold the

surveyor that either he or the nurse put the gl
on the resident's IRROXEIRI:IN because the
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resident had ZXCEEEEEEHN The CNA further

stated that the resident did not remove the S

on his/her own. The surveyor asked the CNA

what il the resident wore? The CNA

explained that the resident wore a il on

WG E Order .

On 05/19/23 at 11:07 AM, the surveyor entered
Resident #68's room with the CNA. The CNA
observed that the resident did not have a hand
on his/her SEEEEERE and told the surveyor
that he thought that he had seen one on the
resident's SEEEEEREE before but couldn't find one
to put on the resident. The CNA then opened the
top drawer of the resident's nightstand in front of
the surveyor and stated, "l couldn't find it." The
surveyor did not observe the ZXZZEEEEEH in the
drawer.

On 05/19/23 at 11:11 AM, the surveyor
interviewed the resident's Licensed Practical
Nurse (LPN) who stated that she worked with a
staffing agency, and it was her first time caring for
the resident. The LPN further stated that she
received report that the resident was
and received a [ ZXZEEELESH for
their nutrition. The surveyor asked the LPN if she
received information on report regarding
I The LPN stated, No. To be honest | did
not know if the resident had :

On 05/19/23 at 11:22 AM, the surveyor entered
the resident's room with the LPN who looked
through the resident's drawers in the presence of
the surveyor and was unable to find the

for the resident's SEEEEEEY
stated, "Yeah, | don't see no [ZESECELEEN "

On 05/19/23 at 11:42 AM, the surveyor
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interviewed the Rehab Director (RD) who stated
that he was familiar with the resident because he
made weekly rounds throughout the facility to
make sure the resident's that had POs for il
were wearing them. The RD further stated that
the resident was picked up for X EFIIN
services on 03/16/23 for |2 gelagi:y]
‘ and the evaluation revealed that the

resident was to wear a lRROR L

to prevent against further 2eegtel®eN The RD
told the surveyor that the resident should have
been wearing the 2ECEEELREN and 2AZCEEEREY as
prescribed by the physician. The RD stated that
the nursing department was responsible for the
application of the ZXZZEELEEH and if the nurses or
CNAs could not find a 2EcC@SEEN they could
have come to him to ask for one and he could
have supplied it to the resident.

On 05/31/23 at 09:50 AM, the surveyor

interviewed the Director of Nursing (DON) who
stated that the appropriate @RIl NEs:3|
should have been placed on the resident per the
PO to prevent further [2XZgEELEN

Areview of the facility's Orthotic Management
Pollcy and Procedure dated 07/20/22, indicated,

6 management is a
procedure designed to prevent
worsening Rk © 2 il to increase
range of motion, and/or to prevent [l

" The facility's Orthotic Management
Policy and Procedure further indicated, '§
will collaborate with nursing to get an order in
pla e once trial has completed for ongoing
Bl \vearing schedule. At which time the
" i may be donned [put on] and doffed

[removed] by nursing staff or certified nursing
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§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of pertinent facility documentation, it
was determined the facility failed to ensure the
appropriate RO P AET:Y] diet for a
resident who was at risk for IRSeREIPLEFL)]

This deficient practice was identified for 1 of 5
residents reviewed for accidents and accident
prevention (Resident #22).

According to the resident's medical record,
Resident #22 had an individualized
comprehensive care plan and physician's order
@V Order 26. 4B1 due to |u——

However, on 05/16/23 at 12:25 PM, Surveyor #1
observed a meal ticket for Resident #22 on their

Part A

Element 1
R22s tray was removed from resident. A
new tray was provided with pureed
sauerkraut. R22 was assessed by a
Registered Nurse on 5/16/2023. R22
absent of signs and symptoms of

: . Vitals are stable and will
continue to monitor. PRI}
assessed R22 on 5/16/2023 and as a
precautionary measure, accepted R22 on
caseload for

. The registered
Dietitian will evaluate R22 and update the
plan of care as necessary. Nursing staff
education on checking tray tickets prior to
serving residents tray initiated on
5/16/2023 and is ongoing. Dietary staff
re-educated on tray line accuracy and
checking tray tickets prior to placing tray
on cart initiated on 5/16/2023 and is
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assistant, or other designated trained personnel.
NJAC 8:39-27.1(a)
F 689 | Free of Accident Hazards/Supervision/Devices F 689 6/1/23
S$S=J | CFR(s): 483.25(d)(1)(2)
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lunch tray which indicated pureed sauerkraut. At ongoing.
that time, the Surveyor #1 observed the resident
eating a regular textured sauerkraut from his/her Element 2
lunch tray. The sauerkraut was long and stringy Any resident with an order for a il
in appearance. I -roduct is at risk for the same
deficient practice. An audit was initiated of
The facility staff did not verify the meal ticket with aII reS|dents with current orders for a
the contents on the lunch tray prior to delivering B dict with pureed vegetable
the lunch tray to Resident #22 to ensure safety consistency and no other residents were
and dietary accuracy to prevent SEEEEEEEE affected.
The facility's failure to ensure a resident with a Element 3
WIS WA - Order 26. 4B1 The facility reviewed the policy and
received the appropriate RSOl N3] diet procedures for RAEE@RE diets. Nursing
posed a serious and |mmed|ate threat for an staff re-educated on the policy and
adverse outcome including SR and procedures of EEZEEEEEY diets and
: B, which is likely to result in serious checking the tray tlcket to ensure the
harm, impairment, or death. residents tray corresponds with the dietary
order was initiated on 5/16/2023. Food
This resulted in an Immediate Jeopardy (IJ) service staff re-educated on tray line
situation that began on 05/16/23 at 12:25 PM, procedure, checking the tray ticket orders
when Resident #22 was served the incorrect with the completed tray prior to placing
textured sauerkraut without staff verifying the tray on cart for delivery was initiated on
accuracy of the meal ticket at the time of meal 5/16/2023.
plating and service to the resident.
Element 4
The facility's administration was notified of the IJ DON or Designee will observe the meal
on 05/16/23 at 4:29 PM. The facility submitted an service of 10 residents per week for 60
acceptable written Removal Plan on 05/16/23 at days to ensure that the residents tray
7:37 PM. The survey team verified the ticket food consistencies match the food
implementation of the Removal Plan through being served to the residents beginning
observation and interview during the continuation on 5/17/2023. Dietary staff will audit 5
of the on-site survey on 05/17/23. trays daily to ensure tray accuracy prior to
food leaving the kitchen for 2 weeks, then
This deficient practice was evidenced by the 5 trays weekly for 6 weeks to ensure
following: accuracy initiated on 5/17/2023. The
results of these audits will be reported to
On 05/16/23 at 12:25 PM, Surveyor #1, who was the QAPI committee monthly. Results of
standing approximately five feet away, observed audits will be reported to the QAPI
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Certified Nursing Assistant (CNA) #1 deliver a
lunch tray to Resident #22 in the Courtjj dining
room. The resident immediately picked up the
fork from the tray and began eating the
sauerkraut, which was long and stringy in
appearance. The facility staff in the dining room
were not observed directly supervising or
assisting the resident with his/her meal. The
surveyor approached Resident #22 and observed
the resident's tray further consisted of a gt
meat, mashed potatoes, but it had regular
textured sauerkraut. The surveyor reviewed the
resident's meal ticket and before the resident
took another bite of sauerkraut, the surveyor
immediately called over CNA#1 to check the
resident's meal ticket against the lunch tray. CNA
#1 then verified the resident's meal ticket
indicated the resident was on a BEGEERIGS
diet and should have received "Pureed
Sauerkraut (Soft & Drained) - 4 0z." When asked
about the texture of the sauerkraut on the
resident's tray, CNA#1 stated, "It's not pureed.”
The CNA then removed the lunch tray from
Resident #22 and Licensed Practical Nurse
(LPN)#1 took the lunch tray to the kitchen. When
LPN#1 returned, she delivered a new lunch tray
to Resident #22, and stated the sauerkraut on the
original lunch tray was not pureed and that the
resident was supposed to receive al23SgElaEs:)

I dict to preventj

According to the Admission Record (an
admission summary), Resident #22 had
diagnoses which included, but were not limited to,
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committee until the committee determines
that the issue is resolved or stable. The
results will be used for additional training
and system changes if necessary.

F 689

Part B

Element 1

The water for residents in rooms i and
were shut off at the hot water valve
immediately. As a precautionary
measure, the hot water valves in rooms
RO NNl \Were also shut off.
There were no residents in the rooms
during the time of this event. The facility
contacted GE Mechanical to assess the
situation. It was found that the return
circulator pump malfunctioned. The
mechanics shut down the hot water
return. Temperatures were taken
throughout the facility and no other
rooms/area were affected. All rooms
recorded temperatures between 95-102
degrees Fahrenheit.

Element 2

Temperatures were obtained from all
patient care areas/rooms to ensure
temperatures did not reach above 110
degrees. No other rooms were affected.

Element 3

Direct care staff were educated on the
policy of water temperatures, and
notification of maintenance/supervisor if
water temperatures are above 110
degrees F. Education started on 5/24/23.
Maintenance staff will continue to monitor
water temperatures daily to ensure all
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facilitate safety and efficiency, it is recommended
the patient use the foIIowmg strategles and/or

Further review of the dlscharge
summary included, "Supervision for &

Review of the quarterly Minimum Data Set
(MDS), an assessment tool used to facilitate the
management of care, dated 03/22/23, revealed
Resident #22 had a Brief Interview for Mental
Status (BIMS) score of @& out of 15 which
indicated that the resident's cognition was

IR RPNy I M . Further review of the MDS

diet
which required a change in texture of food or
liquids.

Review of the Medical Nutrition piasss
Assessment, dated 03/24/23, included the
resident had a diagnosis of

. Further review of the nutrition
assessment included a note from the Registered
Dietician (RD) which indicated Resident #22

Review of the resident's individualized.
comprehensive Care Plan included a focus of,
"[Resident #22] has a nutritional problem or
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] mechanical systems are in proper working
order.
;" and, "Swallow Strategies/Positions: To Element 4

Maintenance director/designee will
monitor water temperatures in 3 rooms
per unit daily to ensure water
temperatures are below 110* F. The
results of these audits will be reported to
the QAPI committee monthly. Results of
audits will be reported to the QAPI
committee to ensure compliance. The
results will be used for additional training
and system changes if necessary.
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potential nutritional problem r/t [related to] need
(M4~ Order 26. 4B1 diet and EEEEEEEE
" initiated on 09/17/20, with an intervention
to, "provide and serve diet as ordered: regular,

Ex Order 26. 4B1j{Ex s liquids.”

Further review of the individualized,
comprehensive Care Plan included a focus that

"[Resident #22] has
" initiated on 01/31/22, and

that "Re5|dent is at I'ISk (o]~ Order 26. 451 related to:

Review of the Physician's Order Form, dated
05/2023, included a diet order for, 'k

Ex Order 26. 4B1 ," with an order
date of 01/20/23.

Review of the May 2023 Medication
Administration Record (MAR) included the
corresponding physician's diet order for '

During an interview with Surveyor #1 on 05/16/23
at 12:57 PM, CNA#1 stated that during meal
service, the CNAs passed out the trays and were
supposed to check the resident's meal ticket
against the meal tray to ensure it was correct.
CNA#1 further stated that the meal tickets
included the residents' prescribed diet texture and
that it was important that the resident received
the correct diet texture to prevent choking. When
asked about Resident #22's lunch tray, CNA#1
stated that Resident #22's lunch tray did not
match the meal ticket and had to be sent back to
the kitchen and replaced with the correct tray.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:EEL111 Facility ID: NJ60407 If continuatio

n sheet Page 47 of 81




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/15/2023

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
315280 B. WING 05/31/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SILVER HEALTHCARE CENTER 1417 BRACE ROAD
CHERRY HILL, NJ 08034
(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 689 | Continued From page 47 F 689

During an interview with Surveyor #1 on 05/16/23
at 1:01 PM, LPN#1 stated that during meal
service, the nurses and CNAs passed out the
trays. She further explained that the nurse was
supposed to check the meal ticket against the
meal tray to ensure the resident's diet matches
the texture of the food on the tray. Afterwards, the
CNAs checked the meal ticket against the meal
tray again before serving the resident. LPN#1
also stated that it was important to ensure
residents received the correct diet texture to
prevent B When asked about Resident
#22's lunch tray, LPN#1 stated that CNA#1 took
the meal tray from the meal cart before she could
check the ticket against the tray.

During an interview with Surveyor #1 on 05/16/23
at 1:04 PM, the Registered Nurse/Unit Manager
(RN/UM) stated that during meal service, the
kitchen aides brought the meal cart to the unit
and then the nurse or CNA checked the meal
ticket against the meal tray before serving the
resident. The RN/UM further explained that the
meal ticket included the resident's allergies,
prescribed diet texture, and the food items
included on the tray. The RN/UM then stated that
multiple checks were performed to prevent the
resident from receiving the wrong diet texture and
choking. When asked about Resident #22, the
RN/UM stated the resident has a diagnosis of
and was on a prescribed it
with BRI liquids to

During an interview with Surveyor #2 on 05/16/23
at 1:04 PM, the Registered Dietician (RD) stated
that during meal service, dietary staff delivered
the meal cart to the unit and then the unit staff
passed out the trays to the residents. The RD
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further explained that the UM would check the
meal ticket against the meal tray to ensure that
the resident's name, allergies, and [2XeCELEs:H
Il food matched appropriately. The RD also
stated that it was important that residents
received the correct diet texture to prevent

During an interview with Surveyor #3 on 05/16/23
at 1:06 PM, the IR EaPI Y]

(SLP) explained the different types of diet
textures included

The SLP
further stated that the importance of serving the
correct aItered con5|stency diet was to prevent

i i . When asked about the
resident meal serwce, the SLP stated it was the
dietary staff's responsibility to ensure they were
preparing the correct consistency diet and the
nursing staff's responsibility to ensure they were
serving the correct consistency diets by verifying
the meal tickets against the meal trays.

During an interview with Surveyor #4 on 05/16/23
at 1:14 PM, the Dietary Aide (DA) stated that
during meal service, the dietary staff were
supposed to read the meal ticket before putting
food on the meal tray to ensure it was the correct
diet texture. The DA further stated that it was
important to make sure the diet texture was
accurate to prevent residents from s

During an interview with Surveyor #4 on 05/16/23
at 1:19 PM, the Cook stated that during meal
plating in the kitchen the first dietary staff told the
Cook the resident's diet based on the meal ticket.
Then a second dietary staff would check the meal
tray to ensure it matched the meal ticket; a third

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
315280 B. WING 05/31/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SILVER HEALTHCARE CENTER 1417 BRACE ROAD
CHERRY HILL, NJ 08034
(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 689 | Continued From page 48 F 689

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:EEL111

Facility ID: NJ60407

If continuation sheet Page 49 of 81



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

PRINTED: 12/15/2023

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

315280

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

Cc
05/31/2023

NAME OF PROVIDER OR SUPPLIER

SILVER HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1417 BRACE ROAD
CHERRY HILL, NJ 08034

dietary staff would follow up with a triple check.
The Cook further stated that if a resident was on
EVEx Order 26. 4B1 diet due to o
concerns, the resident was at risk fo
The Cook added that any residents on a
diet would be req ired to have pureed
sauerkraut to prevent '

During an interview with Surveyor #5 on 05/16/23
at 1:31 PM, the Certified Dietary
Manager/Certified Food Protection Professional
(CDM/CFPP) stated that it was important that the
dietary staff ensure the meal tray matched the

meal ticket to prevent a re3|dent with a
NJ Exec. Order 26:4.b.1 from e

During an interview with Surveyor #4 on 05/16/23
at 1:33 PM, the Food Service Director (FSD)
stated that during meal plating, the DA would call
out the food listed on the resident's meal ticket
and that the meal ticket included the resident's
name, type of diet, texture/consistency of the food
and drinks, and the resident's allergies. The FSD
further explained that after the DA called out the
food, the meal tray would go to a second dietary
staff who would add dessert to the tray, then the
tray would go to the Cook who plated the food
according to the meal ticket. The FSD stated that
lastly the tray would go to another dietary staff
who added the juice items before the tray was
placed on the meal cart. The FSD also stated that
it was important to prowde the appropnate food
textures to preven i E .

During an interview with Surveyor #4 on 05/16/23
at 1:42 PM, the Assistant Food Service Director
(AFSD) stated that during meal service, there
was a DA that would review the resident's meal
ticket on the tray line and call out the food items
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listed. The ASFD further explained that the meal
tray would go down the line to a second dietary
staff who would put desserts and lids on the tray,
then the tray would go to the Cook who would put
the food onto the tray. The AFSD added that
lastly the tray would go to another dietary staff
who would put the beverages on the tray and
review the meal ticket to ensure it matched the
tray before being placed on the meal cart. The
AFSD stated that nurses and CNAs were also
responsible for checking the meal ticket against
the meal tray to ensure it matched, because if the
resident was on a r diet, the
resident could g ey received the incorrect
food texture.

During a follow-up interview with the survey team
on 05/16/23 at 2:43 PM, the SLP stated that a
re5|dent on a2l diet would require
il sides if it were specified on the meal
ticket. The SLP further stated that because
sauerkraut was more of a raw vegetable,"
would need to be gl due to the tougher
fibrous-nature of the skin of the vegetable for

someone on al2YerLl LI diet to prevent

During an interview with Surveyor #1 and #5 on
05/16/23 at 2:54 PM, the Director of Nursing
(DON) stated the dietary staff checked the meal
trays prior to leaving the kitchen, then the nurse
on the unit checked the meal ticket against the
meal tray for accuracy, and lastly, the CNA
serveed the meal trays to the residents. The
DON further stated that it was important to make
sure the re5|dent recelved the correct diet texture
to prevent .

During an interview with Surveyor #1 and #5 on
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05/16/23 at 2:59 PM, the Executive Director (ED)
stated the dietary staff delivered the meal cart to
the unit, then the nurse on the unit checked to
make sure the meal tray matched the meal ticket,
and lastly, the CNA served the meal trays to the
residents. The ED further stated that the dietary
tray line is the first line of defense, and the
nursing staff are the second line of defense to
ensure the meal trays are accurate to prevent any
"safety risks."

Re5|dent #22 did not have any incidents of

Ik during the 05/16/23 lunch observation,

and review of the resident's medical record

indicated the re5|dent did not have any previous
B in the past.

On 05/16/23 at 4:29 PM, the facility's
administration was notified that the facility's
failure to ensure a resident with a history of
received the appropriate EXCEEFIEEY
diet posed a serious and immediate threat
fora senous adverse outcome, including [
Ex , Which are likely to result in serious
harm, impairment, or even death.

An acceptable Removal Plan was received on
05/16/23 at 7:37 PM and verified by the survey
team though observation and interview during the
continuation of the on-site survey on 05/17/23.

Review of the facility's Nutritional Services policy,
last reviewed 02/01/23, included, "Remove one
tray at a time from the food cart; check tray card
for the resident's name and room number; type of
diet, consistency, food preferences; check for
utensils and appropriate condiments."

Review of the facility's National EiEEaEaes
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(NDD) document, undated, included a section
titled "Food Textures for NDD Level|§: §
I hich indicated to avoid, "broccaoli,
cabbage, brussels sprouts, asparagus, or other
fibrous, non-tender or rubbery cooked
vegetables."

Part B

Based on observation, interview, record review,
and review of pertinent facility documentation, it
was determined that the facility failed to ensure
water temperatures were within an appropriate,
safe range to prevent scalding and burns to
residents' skin.

This deficient practice was identified for 3 of 3
residents reviewed (Resident #16, #62 and
#128) on 1 of 4 nursing units (the gl unit)
when resident room water temperatures when
tested ranged from 142 to 152 degrees
Fareinheit, which was outside the acceptable
water temperature ranges and not in accordance
with the facility's water temperature policy.

Interviews with the Certified Nursing Aides
(CNA)s, Licensed Practlcal Nurses (LPN) and a
housekeeper on the jplisle unit indicated that at
times there were temperature incon