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COMPLAINT # NJ149075, NJ149176

THE FACILITY IS NOT IN COMPLIANCE WITH
THE REQUIREMENTS OF 42 CFR PART
483,SUBPART B, FOR LONG TERM CARE
FACILITIES BASED ON THIS COMPLAINT
VISIT.

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

Survey date: 11/01/21

Survey dates: 10/8, 10/12, 10/18, 10/19, 10/20,
10/21, 10/22, 10/24, 10/25, 10/26, 10/27 and
11/1/2021.

CENSUS: 142
SAMPLE SIZE: 81

The facility is not in substantial compliance with
the requirements of 42 CFR Part 483, Subpart B,
for long term care facilities. Deficiencies were
cited for this survey.

The following immediate jeopardy (1J) situations
were identified for F689, F700, F760, F880, F835
and F908:

During a Standard Survey conducted 10/8/21
through 11/01/21, the survey team identified the

following:
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/06/2021

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F689 s/s L

The survey team identified that an 1J situation
began on 07/18/21 when a resident sustained a
fall due to a broken handrail that had been in
disrepair since 7/18/2021 on the Pavilion unit.
The immediacy was removed upon verification by
the survey team on 11/1/2021.

The NJ Department of Health sent a Notice of
Determination of Immediate Jeopardy to the
Facility Administrator on 10/08/2021, including the
Immediate Jeopardy Template.

The Facility failed to:

-Provide a safe physical environment by not a.)
ensuring that hallway handrails (used by
residents as mobility enablers and assist with
ambulation or standing) were securely mounted
to the walls for 15 of 25 handrails and that
hallway handrails were in good repair and free
from sharp and jagged edges, missing pieces,
and exposed nails for 26 of 50 handrails on the
I it Vit and ensuring that
electrical outlets were covered with outlet covers
in 6 of 6 resident rooms (rooms_,

, and-) and that there was proper
covering and protection on a bathroom light
fixture so that live wires were not exposed in 1 of
36 rooms (room-) from vulnerable residents
on a dementia unit, 1 of 5 unit reviewed -).

-Ensure a safe environment for residents
throughout the facility when an active gas leak
was identified in the facility laundry room (later
verified by the gas company to by in the flex line
of dryer #40 which was not out of service.
-Securely safeguard hazardous chemicals, chef
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knives, over-the-counter medications, and
potentially dangerous equipment (self-closing
door device) and devices (belts) from vulnerable
and ambulatory residents by ensuring a functional
locking mechanism was installed, maintained, or
utilized on the respective doors to keep residents
on 3 of 5 units (-- and- Unit)
safe and free of serious injury, harm, impairment,
or death.

-Ensure that 2 supply closets were securely
locked and free from the likelihood of resident
access. The 2 supply closets were observed to
be in unsafe, unsanitary conditions and contained
items that would be detrimental to the health and
safety of the residents for 2 of 25 residents
(Resident- and , who were

impaired and ambulated independently on the

- unit.

-The facility's failure to identify the environmental
hazards posed a serious and immediate threat to
the safety and wellbeing of all residents on all the
units and resulted in an immediate jeopardy
situation that began on 7/18/21 when Resident.
on the [Jij Unit had a fall caused by a broken
handrail which was not corrected by the facility
and the facility handrails continued to be in
disrepair until 10/26/21 during the standard
survey.

-The facility's failure to ensure that electrical
outlets in 6 of 6 resident rooms ( ,

and ) and exposed liv
wiring in 1 resident room ( ) posed a serious
and immediate threat to vulnerable residents and
resulted in an immediate jeopardy situation was
identified on 10/08/2021 at 5:14 PM. The facility
provided an acceptable IJ Removal Plan on
10/12/2021 at 4:00 PM. The IJ removal plan was
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verified on-site on 10/12/2021.

-The faulty ill-maintained conditions of the dryers
(see F908) in combination with the active gas
leak posed a serious and immediate threat to all
residents that began on 10/19/21 at 9:10 AM and
continued until 10/19/21 at 10:15 AM when the
gas company responded and a violation from the
gas company was subsequently issued.

-This presented an immediate jeopardy (1J)
situation for the identified residents for the
likelihood that the residents would access the
unsecured supply closets. The facility
administrator was made aware of the 1J on
10/19/2021, a removal plan was submitted on
10/20/2021 and verified by the surveyors on
10/20/2021.

The non-compliance remained on 11/1/21 for no
actual harm with the potential for more than
minimal harm that is not immediate jeopardy
based on the following; reference F689 s/s F.

F700 s/s K

The facility failed to ensure side rails were
installed and maintained in a safe, secure
manner and without gaps between the side rails
and the mattress to prevent entrapment risks for

3 residents (Resident ,and #.) on2of5
units (ij and Unit). In addition, the

facility failed to reduce additional entrapment
risks when durable medical equipment (a

and a wheelchair) were locked and
adjacent to the bed frames on the low ends of the
bed. The surveyors observed one of the residents
with his/her head in the gap between the mattress
and the side rail, the side rail padding was
covering his/her face and the resident was
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screaming. None of the residents were assessed
for an entrapment risk with the use of the side
rails.

This posed a serious and immediate risk for all
residents who use side rails. which was was
identified on 10/19/21 and again on 10/24/21 (for
2 additional residents). The department received
an acceptable removal on 10/29/21 and was
verified by the survey team on 10/29/21.

The non-compliance remained on 10/29/21 for no
actual harm with the potential for more than
minimal harm that is not immediate jeopardy
based on the following; reference F700.

F760 s/s J

The facility failed to protect residents from the
potential for significant medication error by not
following the standards of practical administration
of medication and also not following the facility
policy for Medication Administration when 1 of 5
nurses (Agency LPN) on 1 of 4 units (Jji)
observed during medication pass observation
prepared to give medications
mg and mg, an
anticoagulant , and a medication to
- levels in the blood,- to the
wrong resident. The Agency LPN did not follow
the five rights of medication administration by
identifying the correct resident with the correct
medications. The 5 rights are the following: the
right patient, the right drug, the right dose, the
right route, and the right time. The surveyor
intervened before the medications could be
administered to Resident-. Interviews with the
Agency LPN revealed it was her first day at the
facility and was not trained/oriented or completed

(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 000 | Continued From page 4 F 000

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YZV011

Facility ID: NJ60407 If continuation sheet Page 5 of 359



PRINTED: 06/24/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
315280 B. WiNG 11/01/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1417 BRACE ROAD
CHERRY HILL, NJ 08034

SILVER HEALTHCARE CENTER

(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 000 | Continued From page 5 F 000

a med pass competency at the facility. This
posed a serious and immediate threat for all the

residents on -

The immediate jeopardy (IJ) began on 10/19/21
at 9:50 AM and continued until 10/20/21.

The Director of Nursing (DON) was notified of the
IJ on 10/19/21 at 2:40 PM. The lack of training
and orientation for an agency nurse that never
worked at the facility previously and the failure of
LPN#1 for not following the five (5) rights that
should be used to reduce the risk of medication
errors and harm (identifying a resident prior to
administering medications) constituted to
Immediate Jeopardy due to the potential for injury
or death to the residents on [ unit.

An acceptable removal plan was received on
10/20/2021 and verified by the survey team on
10/20/2021.

The non-compliance remained on 10/21/21 for no
actual harm with the potential for for more than
minimal harm that is not immediate jeopardy
based on the following; reference F760.

F835s/s L
reference F689, F700, F760, F880, F908

The facility Licensed Nursing Home Administrator
(LNHA) failed to ensure: a.) the residents
environment was safe and free from
accidents/hazards by ensuring all handrails were
properly secured throughout the facility after the
LHNA was made aware that improperly secured
handrails caused a fall on [ and during
survey on i} surveyors observed 15 of 25
handrails were not secured to the walls and 26 of

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YZV011 Facility ID: NJ60407 If continuation sheet Page 6 of 359



PRINTED: 06/24/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
315280 B. WiNG 11/01/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1417 BRACE ROAD
CHERRY HILL, NJ 08034

SILVER HEALTHCARE CENTER

(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 000 | Continued From page 6 F 000

50 handrails were free from jagged edges, b.)
exposed outlets and electrical wires were covered
to prevent serious injury, c.) provide effective
environmental, housekeeping, pest control
measures to limit the spread of infections, d.)
staff follows a system to inform the |}
I of contagious infection diseases upon
resident transfer, e. staff adhered to the
appropriate transmission based precautions
during resident care and environmental cleaning
for the ||l ) ensure a system to
install and maintain bed rails in a safe and secure
manner was followed, g.) a system was for
identifying an active gas leak was in place in the
facility laundry room, h.) the facility clothes dryers
were maintained in a safe operating manner.

The failures of the LHNA to ensure the facility
operated in manner that ensured residents were
cared for in a manner and in an environment that
enabled residents to maintain or attain their
highest practicable physical, mental, and
psychosocial well-being posed a serious and
immediate threat to the health, safety and welfare
of all residents who resided in the facility and
resulted in an initial immediate jeopardy(s) (1J)
that were identified on 10/08/21 at 5:00 PM. An
additional deficient practice that rose to the 1J
level was identified during and on-site visit on
10/12/21 and the facility was notified on 10/14/21
at 1:30 PM. A removal plan was received by
e-mail on 10/14/2021.

However, the LNHA administrator of record
resigned on [ li] and a new administrator

of record was in place on |||

The removal plan was verified by the survey team
on 11/1/2021 during an onsite removal plan

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YZV011 Facility ID: NJ60407 If continuation sheet Page 7 of 359



PRINTED: 06/24/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
315280 B. WiNG 11/01/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1417 BRACE ROAD
CHERRY HILL, NJ 08034

SILVER HEALTHCARE CENTER

(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 000 | Continued From page 7 F 000

verification survey.

The non-compliance remained on 11/1/21 for no
actual harm with the potential for more than
minimal harm that is not immediate jeopardy
based on the following; reference F835.

F880 s/s L

It was determined on 10/08/21, an |J situation
was identified for F880, which began on 10/08/21,
and continued through 10/12/21. The facility was
notified of the continued 1J situation after further
off-site investigation on 10/14/21 at 1:30 PM.

In addition on 10/18/21, during survey, the survey
team determined the IJ situation for F880
remained.

The facility submitted an acceptable removal plan
via electronic mail (e-mail) on 10/22/21 at 5:38
PM.

The IJ removal plan was verified as implemented
during an on site re-visit on 11/1/21.

The facility failed to ensure:

-effective housekeeping and environmental
services were provided for 5 of 5 units

-a system for communication was followed to
inform the prior to transferring two
residents who had a contagious infectious
disease

), for 2 of 2 residents (Resident &
Resident ) who were transferred from the
facility Unit to the ||| GGGG_

-staff wore appropriate personal protective
equipment upon entering residents rooms who
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were on transmission based precautions for 3
staff (Respiratory Therapist, Certified Nurse Aide
& Housekeeping Staff), on 2 of 5 units (] &
Unit), d.) an effective pest control
program was in place for 5 of 5 units
-the facility policy was followed to ensure the
process for isolation was followed for 2 of 2
residents (Resident and-) who had a
suspected case of (a contagious-
), f. vital sign monitoring
was completed for signs and symptoms of
COVID-19 as indicated during a Covid-19
outbreak for 5 of 5 residents (Resident #-, #
B A < ) reviewed for
Covid-19 monitoring, g. proper infection control
measures were followed during a meal
observation when staff used bare hands to cut up
a food item prior to a resident's consumption for 1

of 5 nursing units (R Univ.

The facility's failure to identify the housekeeping
and environmental hazards posed a serious and
immediate threat to the safety and wellbeing of all
residents who resided on the [ Unit. A
serious adverse outcome was likely to occur as
the identified non-compliance occurred on a unit
identified by the facility as having 58 residents
diagnosed with dementia, and 33 out of the 58
residents that resided on the [JJfij Unit
ambulated independently.

The non-compliance remained on 10/29/21 for no
actual harm with the potential for more than
minimal harm that is not immediate jeopardy
based on the following; reference F880

F 908 s/s L

The facility failed to ensure that clothes dryers,
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located inside the laundry department, are
maintained in safe operating conditions. On
10/19/21 at 11:45 the life safety code surveyor
and Surveyor #5 toured the laundry area and
observed 3 of 4 large commercial grade clothes
dryers that were operational. The interior of the
clothes dryer drums had large areas located in
the dryer drums of embedded potentially
combustible debris. The surveyor observed
various color of brown and white potentially
combustible debris that was embedded and
blocking the air flow pockets of the drum. The Life
Safety Code (LSC) Surveyor identified by smell a
gas like odor, the surveyor instructed the MD to
contact [the gas company-name redacted]
immediately, and it was determined by the gas
company representative that the dryer was
positive for an active gas leak due to a gas valve
that was in disrepair. At that time, the LSC
surveyor interviewed the maintenance director
regarding a procedure to maintain the integrity of
the interior of the dryer drums and gas supply
lines. The maintenance director stated there was
no policy, procedure, or process in place to
ensure the dryer drums were regularly maintained
or regularly monitored for condition or to monitor
the gas supply lines.

The facility's failure to maintain the commercial
grade clothes dryers (dryers), located inside the
laundry department, in safe a safe operating
condition by ensuring the dryer drum air vents
remained free of embedded potentially
combustible debris that blocked the air flow for 3
of 4 operational dryers. This deficient practice
posed a serious and immediate threat to the
safety and wellbeing of all residents who resided
in the facility.
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This resulted in an Immediate Jeopardy (1J)
situation that began on 10/19/21.

The facility submitted an acceptable removal plan
via electronic mail (e-mail) on 10/22/2021.

The IJ removal plan was verified prior to receipt
of the facility's written removal plan and verified
by the survey team as implemented during the
survey on 10/20/2021.

The non-compliance remained on 10/22/21 for no
actual harm with the potential for more than
minimal harm that is not immediate jeopardy
based on the following; reference F908.

Resident Rights/Exercise of Rights

CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services inside and
outside the facility, including those specified in
this section.

§483.10(a)(1) A facility must treat each resident
with respect and dignity and care for each
resident in a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of life, recognizing each resident's
individuality. The facility must protect and
promote the rights of the resident.

§483.10(a)(2) The facility must provide equal
access to quality care regardless of diagnosis,
severity of condition, or payment source. A facility
must establish and maintain identical policies and
practices regarding transfer, discharge, and the

F 000

F 550

12/28/21
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provision of services under the State plan for all
residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resident has the right to be
free of interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
rights and to be supported by the facility in the
exercise of his or her rights as required under this
subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined that the facility failed to
provide a dignified environment for 11 of 38

resident's, (Resident ,
. 2o Q) reviewed for a dignified

existence.

The deficient practice was evidenced by the
following:

1. On 10/18/21 at 9:18 AM, Surveyor #1
observed Resident [JJjj on the i} Unit with
his/her breakfast tray set up on the bed and
he/she and was eating his/her meal on the bed
(using the bed as a table). Surveyor #1
interviewed the resident at this time, and he/she
stated that he/she has been eating on the bed for
a month because someone took his/her bedside

the truth of the facts alleged or

disagrees with these findings,
been taken:

F550

This response to findings outlined in the
Statement of Deficiencies CMS 2567 is
the facilityJs credible allegation of
compliance. Preparation and/or execution
of this response does not constitute
admission or agreement by the provider of

conclusions set forth in the Statement of
Deficiencies. The response is prepared
and/or executed solely because it is
required by the provisions of federal and
state law. The facility respectfully

notwithstanding the following actions have

Element One — Corrective Actions
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table. The resident further stated that he/she
asked the staff for a bedside table, but that they
did not provide one to him/her. The resident
stated that he/she got "used to eating like this."

On 10/19/21 at 9:30 AM, Surveyor #1 interviewed
the Certified Nursing Assistant (CNA) who stated
that she was employed in the facility for. years.
She stated that not all the residents have bedside
tables and half of the bedside tables were broken.
She stated that she had asked facility
management for bedside tables for over a year,
and they haven't provided the tables that the
residents need. She stated, "We told the
Administrator, and he does nothing about it."

On 10/19/21 at 9:40 AM, Surveyor #1 interviewed
another CNA who stated that Resident - has
not had a bedside table and added that she knew
that some of the other residents didn't have
bedside tables requiring them to eat on the beds
or with the tray on the seat of a chair. She stated
that she notified maintenance and administration,
but they have not provided the bedside tables that
she requested.

On 10/20/21 at 10:53 AM, Surveyor #1
interviewed Resident- who stated that he/she
still did not have a bedside table and continued to
eat his/her meals on the bed. Surveyor #1
observed that there was no bedside table in the
resident's room.

On 10/20/21 at 11:22 AM, Surveyor #1
interviewed the Licensed Practical Nurse (LPN)
who stated that she knew that the resident did not
have a bedside table and that there were some
other residents that did not have them either.

She added that the administration knew about the
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+ The bedside table for Resident [JJjj
was replaced. Resident- was
interviewed by social services to confirm
their wish to eat in their room and to use a
bedside table. The care plan was
reviewed and updated to reflect the
residents dining preferences. The
exterminator conducted repeated visits to
eradicate the flies

*  The bedside table for Resident

was replaced. The care plan of Resident
[l vas reviewed and updated to reflect
this residents dining needs to assure the
resident was served and ate -meals in
a dignified manner. The exterminator
conducted repeated visits to eradicate the
flies

*+  The MDS assessments of

and i for Resident [Jjwere
reviewed and modified to reflect the
cognitive status of the resident. The nails
of Resident were immediately
trimmed by nursing staff . Resident-
was re-evaluated by therapy for proper
positioning when OOB. The IDT
reviewed and updated the care plan of
Resident. to reflect positioning,
grooming, and showering to assure the
resident’s care needs were met. The
B company was contacted to
assure the [JJij aides reported to the
facility nurse the care provided to
Resident. prior to leaving the facility.
The exterminator conducted repeated
visits to eradicate the flies

*  The wheelchair of Resident- was
repaired. The room and bathroom of
Resident [Jjwas cleaned as was the
bedside commode. Repairs were made
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problem and did not provide the bedside tables
as the staff requested. She stated that she would
ask the Maintenance Director (MD) to get the
resident a bedside table. She also confirmed that
it was a dignity issue for the resident and that all
residents should have the equipment that they
needed to be able to eat their meals with dignity.

On 10/21/21 at 11:08 AM, Surveyor #1
interviewed the MD who stated that residents
should never be without a bedside table. He
stated that bedside tables were on order and that
some units did receive new bedside tables. He
further added that he was not made aware that
any bedside tables were missing on the

unit and that he would get the residents bedside
tables if they were missing.

The surveyor reviewed the medical record for
Resident which revealed that the Admission
Record (AR) face sheet (an admission summary)
indicated that Resident was admitted to the
facility with the diagnoses that included but were
not limited to;

The resident's Care Plan (CP) dated || il|
indicated that Resident [JJj
had an ADL self-care performance deficit related
to disease process and reflected a goal that
Resident- would maintain a current level of
function in Bed Mobility, Transfers, Eating,
Dressing, Toilet Use and Personal Hygiene
through the review date of . The CP
indicated the current interventions that were in
place:

-Encourage the resident to fully participate
possible with each interaction.

in the bathroom of Resident. including
the cracked walls and wood on the sink.
The exterminator conducted repeated
visits to eradicate the flies

*  The trash on the floor in Resident.’s
room was cleaned, and the floor was
mopped to remove the sticky surface.

The toilet in the bathroom of Resident.
was cleaned. A new mattress was
provided to Resident il and the bedding
was changed. Staff that provide care to
Resident.on the night shift were
re-educated about the need to change
soiled linens prior to the end of their shift.
The exterminator conducted repeated
visits to eradicate the flies

*  The exterminator conducted repeated
visits to eradicate the flies in the room of
Resident and the dining area where
Resident eats.

*  The dayroom on the unit was
immediately cleaned and any furniture
ripped, in disrepair or visibly soiled was
replaced or repaired as appropriate.

«  The toilet in the bathroom of Resident
- was repaired. The exterminator
conducted repeated visits to eradicate the
flies.

«  The toilet in the bathroom of Resident
- was repaired. The exterminator
conducted repeated visits to eradicate the
flies.

F550

Element One — Corrective Actions

*  The toilet in the bathroom of Resident
[l vas repaired. The exterminator
conducted repeated visits to eradicate the
flies.
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-Bathing: the resident required assistance with
bathing/showering as necessary.
-Dressing: Requires staff participation to dress.

2. On 10/18/21 at 9:00 AM, Surveyor #1
observed Resident [JJJJj eating breakfast off a
folding chair. He/she was utilizing the folding chair
as a table. The resident was unable to be
interviewed at this time due to

[l Surveyor #1 observed that there was no

bedside table in the resident's room.

On 10/18/21 at 10:30 AM, Surveyor #1
interviewed the CNA who stated that he set
Resident 's breakfast up on a folding chair
because the resident did not have a bedside
table. The CNA then stated that he would try and
find a bedside table for Resident. and that he
should have notified the maintenance department
so that Resident- could have had a bedside
table to eat on instead of eating on a folding
chair. The CNA also admitted it was a dignity
issue and that residents should not be eating on
folding chairs.

On 10/21/21 at 11:32 AM, Surveyor #1 observed
that Resident- still did not have a bedside
table in his/her room. Surveyor #1 interviewed the
CNA who stated that she told the Director of
Nursing (DON) and MD the other day that the
resident needed a bedside table, however the
table was never provided.

On 10/21/21 at 11:03 AM, Surveyor #1
interviewed the MD who stated that the resident
not having bedside tables and resident's eating
off of folding chairs and beds because they do not
have a bedside table should "never happen-ever".

*  The toilet in the shower room on the
I it was repaired. The
exterminator conducted repeated visits to
eradicate the flies.

+  The mattress in Resident-’s room
was replaced. The common area floor
where Resident [JJeats was cleaned as
was the bathroom floor in Resident s
room. The care plan for Resident

was reviewed and revised to address the
negative behaviors of and
I o the floor. The exterminator
conducted repeated visits to eradicate the
flies. Staff were re-educated about the
proper disposal of soiled diapers and the
approaches to use with Resident- to
avoid [Jion the floor and a toileting
plan was implemented.

*  The common area floor where
Resident eats was cleaned as was
the bathroom floor in Resident 's
room. The care plan for Resident

was reviewed and revised to address the
negative behaviors o and
I o the floor. The exterminator
conducted repeated visits to eradicate the
flies.

+  Staff were re-educated about the
proper disposal of soiled diapers and the
approaches to use with Resident- to
avoid [Jij on the floor and a toileting
plan was implemented.

*  Nursing staff received re-education
regarding the proper process for disposal
of soiled diapers and linens, cleaning of
the floor when a residen{fjjjjf] on the floor
and contacting housekeeping to disinfect
the floor, and toileting residents who tend

to- on the floor.
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He also revealed that it should never be like that
ever and that he had requested all kinds of things
and the old owners would not provide.

On 10/21/21 at 11:36 AM, Surveyor #1
interviewed the MD who stated that he would
obtain bedside tables for any resident on the

unit that needed them. Surveyor #1 gave
the MD the room numbers for the residents that
were missing bedside tables and he stated he
would obtain them.

The surveyor reviewed the medical record for
Resident which revealed in the AR that

Resident was admitted to the facility with the
diagnoses that included but were not limited to;

The resident's CP dated
reflected that the resident had
issues associated with and required
limited to extensive assistance with ADL's.

The CP dated also indicated that
Resident- had an self-care performance
deficit with interventions that included the
following:

-To encourage the resident to fully participate
possible with each interaction.

- To encourage the resident to use the call bell to
call for assistance.

- Staff were to monitor/document/report to
Medical Doctor (MD) any changes or any
potential for improvement,

The CP dated indicated that Resident [JJj
had to and
deficits related to the diagnose of

The interventions on the CP included the

*  The exterminator has made repeated
visits to the facility to eradicate the flies.
Fly lights were also purchased and placed
throughout the facility based on the
recommendations of the exterminator.

Element Two — Identification of at Risk
Residents

» All residents have the potential to be
affected by these practices.

«  Audits were conducted to identify any
areas in need of cleaning, any furniture in
need of replacement or repair, and to
identify sources of flies.

*  Audits of resident care needs were
conducted to identify residents in need of
bathing and grooming to assure their
needs were met.

«  Furniture audits were conducted to
identify which rooms required over bed
tables or other furniture.

»  Therapy conducted audits of all
resident wheelchairs and adaptive devices
to ensure they were in proper and safe
working condition.

Element Three — Systemic Changes

*  Audits were conducted throughout the
facility to identity areas in need of cleaning
and or repair. A monthly carbolization
schedule was developed by the
housekeeping director in conjunction with
the Administrator.

*  The management company
contracted with [ to provide
housekeeping oversight supervision and
train employees. The director of
housekeeping was replaced.

«  The management company

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 11/01/2021
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 550 | Continued From page 15 F 550

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

Event ID: YZV011

Facility ID: NJ60407

If continuation sheet Page 16 of 359




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

PRINTED: 06/24/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
315280

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING COMPLETED
C

B. WING 11/01/2021

NAME OF PROVIDER OR SUPPLIER

SILVER HEALTHCARE CENTER

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

following:
-The resident will demonstrate improve and
skills.

-Skilled Speech Therapy (ST) evaluation and
treatment 3-5 week for
treatment and

- insight, recall resident, caregiver, staff
education and compensatory strategies.

3. On 10/19/2021, Surveyor #3 reviewed
Resident [Jj's medical record. Resident [JJjjjj was
admitted to the facility with diagnoses which

Quarterly MDS an assessment tool dated
developed by the facility to identify resident's
needs and implement care interventions,

revealed that Resident- was totally dependent
on staff for all activities of daily living (ADL's).
referring to was left
blank on both a comprehensive Significant
Change MDS dated ||l and the Quarterly

of I

On 10/19/21 at 9:30 AM, Surveyor #3 observed
Resident [ in bed screaming. Flies were
observed in the room. Surveyor #3 further

observed that the resident's_ and

On 10/20/21 at 9:30 AM, Surveyor #3 toured the
Unit. Resident- was screaming.
Surveyor #3 knocked on the door and went to the
room. The resident had flies landing on all areas
of his/he ] Surveyor #3 left the room and
asked the nurse to call the Director of Nursing
(DON). Surveyor #3 accompanied the DON to
the resident's room, and both observed the
resident screaming, flaring his/her [ on both
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contracted with [ to inspect and
assist with repair of facility equipment as
needed with maintenance issues. A new
maintenance director was hired.

«  The procedure for completing work
orders was reviewed and revised.
Nursing and housekeeping staff received
re-education about the process to notify
maintenance and administration of any
missing furniture to facilitate timely
replacement.

F 550

Element Three — Systemic Changes

*  Nursing staff received re-education
regarding the provision of dignified care to
the residents.

«  Therapy will conduct monthly audit of
all wheelchairs and adaptive equipment
issued to residents to be sure it is
maintained in proper and safe working
condition.

*  The facility infection control
preventionist conducted re-education for
both housekeeping and nursing staff
regarding proper infection control
techniques for cleaning and handling of
soiled linens.

Element Four — Quality Assurance

* Root cause analysis was conducted
and a QAPI performance improvement
project team was formed to address
resident dignity issues. Weekly, for three
months, the nursing supervisor/designee
will conduct rounds to ensure residents
are provided with dignified care including
bathing, grooming hygiene, and eating
and shall report results of the audits to the
administrator for three months. Quarterly
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directions to swat away the flies. The DON stated
that "l never see something like that."

Surveyor #3 reviewed the shower log with the
Unit Manager (UM). According to the shower log,
Resident was scheduled to be assisted with
a showerhby the [JJi] Aide. The
process according to the UM, was the nurse
would sign the shower log based on the schedule.
The UM went on to add that the Aide left
before he reported to the unit and there was no
documentation from on what care was
provided. Staff could not account if Resident
received a shower on . Later on that
day the DON delegated two CNAs to shower the
resident.

On 10/21/2021 at 10:30 AM, the surveyor went to
the room and observed multiple flies on the bed.

An interview with the DON on 10/21/2021 at
11:30 AM, revealed that the pest control company

. However, a vast amount of flies were
still noted by the surveyor in the common areas
and in resident's rooms.

was in the facility on both days, || ] ¢

On 10/22/21 at 1:15 PM, Surveyor #3 interviewed
the Infection Preventionist (IP) regarding the flies
on the Unit during the breakfast meal. The IP told
Surveyor #3 that the former Administrator was
made aware of the flies. She went on to state that
the facility needed to get an exterminator and
nothing had been done about it. It is not
acceptable to have staff swatting flies while
assisting residents with their meals. Flies can lay
eggs causing "maggots."

On 10/26/21 at 1:02 PM, Surveyor #14 observed

the Director of Nursing will report
aggregate findings and actions taken to
the QAPI committee for review and further
direction as appropriate.

* Root cause analysis was conducted
and a QAPI PIP team formed to address
the issue of flies. Weekly, for three
months, the housekeeping
director/designee will conduct rounds and
shall report results of his inspections to
the administrator. Quarterly the
Housekeeping Director will report
inspection findings and actions taken to
the QAPI committee for review and further
direction until the problem is resolved.

* Root cause analysis was conducted
and a QAPI performance improvement
project team was formed to address
maintenance issues. The maintenance
director/designee will conduct rounds,
assess the condition of furniture, and
identify any areas in need of repairs. The
results of the rounds shall be reported to
the administrator monthly for three
months. Quarterly the Maintenance
Director will report inspection findings and
actions taken to the QAPI committee for
review and further direction as
appropriate.

* Root cause analysis was conducted
and a QAPI PIP team formed to address
the issue of cleanliness of resident rooms,
bathrooms, and common space areas.
The housekeeping director/supervisor
shall conduct daily and weekly rounds for
three months and report corrective actions
taken because of the rounds to the
Administrator weekly. Housekeeping
issues will be discussed at daily operation
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Resident with his/her eyes closed in a
reclining in the sunroom on the
Unit. The surveyor observed that the resident
was scrunched up in the with his/her
[l resting on a pillow. Surveyor #14 observed
flies circulating around the resident's [Jjone
of the flies landed on the resident's closed eye
and remained there for approximately 30
seconds. Surveyor #14 pulled the Recreation
Aide on the unit aside and the Recreation Aide
swatted the fly off the resident. At that time, the
surveyor observed two more flies, flying around
the resident's lunch tray. Surveyor #14 conducted
an interview with the Recreation Aide at that time
who stated that the flies on the unit were a new
thing and maybe started a week ago.

On 10/26/21 at 1:08 PM, Surveyor #14
interviewed Resident s Licensed Practical
Nurse (LPN) on the unit who stated that
he noticed the flies about a month ago. The LPN
stated that the facility's former Administration who
included the Administrator, Maintenance Director,
Housekeeping Director, and Exterminator were
fully aware of the concern regarding the flies but
did nothing to resolve the issue. The LPN stated
that the Exterminator was at the facility that
morning, but he didn't think he did anything. The
LPN further stated that the Exterminator told him
that the flies were coming from the soiled linen
room on th unit. The LPN stated that he
did not know how frequently the soiled linen room
was cleaned. The LPN stated, "I'm not a huge fan
of the flies landing on the residents and a lot of
the residents." The LPN further stated that he did
not think it was a dignified existence to have flies
landing on residents who were physically
incapable of swatting them away.

meeting and at weekly management
meetings. The Administrator will review
and act upon issues reported. Quarterly
the Housekeeping Director will report
housekeeping inspection findings and
actions taken to the QAPI committee for
review and further direction as
appropriate.

* Root cause analysis was conducted
and a QAPI PIP team formed to address
the issue of resident wheelchairs and
adaptive equipment. Therapy will
conduct monthly audits of all wheelchairs
and adaptive equipment issued to
residents on an ongoing basis to be sure
it is maintained in proper and safe working
condition. The results of the audits shall
be reported to the

administrator weekly for three months.
Quarterly the Therapy Director will report
audit findings in aggregate and actions
taken to the QAPI committee for review
and further direction as appropriate.

Completion Date: 12/28/21
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4. On 10/18/21 at 10:29 AM, during the initial
tour, Surveyor #4 observed Resident- in bed
resting. The resident's meal tray was still on the
bedside table with an unopened container of milk
and vanilla shake. The resident'

wheelchair had cracks in both arm rests. At that
time, Surveyor #4 observed flies on the resident
while he/she was lying in bed.

Surveyor #4 reviewed the medical record for

Resident-.

A review of the Admission Record face sheet (an
admission summary) included that the resident
was admitted with diagnoses which included:

A review of the most recent MDS, dated
reflected that the resident had a Brief Interview of
Mental Status (BIMS) score of which
indicated the resident had a
. It further reflected that the resident
required extensive assistance with most activities
of daily living, including, transferring, dressing and
toileting.

On 10/20/21 at 9:08 AM, Surveyor #4 entered
Resident room and observed the resident's
bed covered with flies, and the bathroom had

on the floor and on the toilet seat. A
staff member reported to surveyor #3 that
Resident- was soiled With- Resident-
was escorted to the shower by two (2) nursing
aides.

On 10/20/21 at 10:17 AM, Surveyor #4 observed
a housekeeper cleaning Resident-s room.
The housekeeper stated she was sent from other
facility to assist with cleaning and concluded by
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stating she did not understand much English.

On 10/21/21 at 11:06 AM, Surveyor #4 observed
Resident sitting in a wheelchair at
a table in the dayroom‘ participating in the
activity. At that time, surveyor #4 observed two
(2) flies on the resident's [}

On 10/21/21 at 11:09 AM, Surveyor #4 went
inside the room of Resident and observed
three (3) flies on his/her pillow and then flying all
around . bed.

On 10/22/21 At 8:59 AM, Surveyor #4 observed
several flies inside the room of Resident-. The
floors were sticky, the bathroom had a strong
smell of_ on the toilet, wood exposed
on the bathroom sink and cracks in the bathroom
walls.

On 10/25/21 at 8:52 AM, Surveyor #4 observed
inside the room of Resident-, his/her bedside
commode (portable toilet) which had

inside of it with flies in the room and on the
bedside commode.

On 10/25/21 at 9:44 AM, Surveyor #4 interviewed
the CNA. He stated the aides were responsible
for cleaning the commode and then
housekeeping will also come in to clean it. He
further stated he did not get to Resident-s
room yet because he had to stop and assist with
breakfast. He concluded "it's just not enough
staff."

On 10/26/21 at 11:47 AM, in the presence of
Surveyors #3 and #4, the Infection Preventionist
(IP) stated on all units the nursing staff have
disinfectant wipes. She further stated the nursing

F 550
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staff are supposed to empty, rinse, and clean the
commode and then the housekeeping staff will
follow behind to sanitize it. The IP emphasized it
was a joint effort, but the cleaning of the
commode was the nursing staff and
housekeeping staff disinfect and sanitize.

5. On 10/18/21 at 12:35 PM, Surveyor #4
entered in the room of Resident il and observed
trash on the floor and the toilet dirty with [

On 10/18/21 at 1:52 PM, Surveyor #4 observed
Resident. in the hallway sitting in his/her
wheelchair. The resident did not acknowledge the
surveyor at that time.

Surveyor #4 reviewed the medical record for
Resident [JJjj

A review of the Admission Record face sheet
revealed that the resident was admitted with
diagnoses which included:

A review of the quarterly MDS, dated
reflected that the resident had a BIMS score of.

which indicated the resident had a

. It further reflected
that the resident required extensive assistance
with some activities of daily living, including,
personal hygiene, dressing and toileting.

On 10/20/21 at 11:25 AM, Surveyor #4 observed
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Resident. lying in bed fully dressed and resting.
Surveyor #4 attempted to interview the resident,
but he/she only waved and told surveyor #4 "good
morning."

On 10/21/21 at 11:13 AM, Surveyor #4 entered
the room of Resident. and observed the floors

still- and- stains on the toilet.

On 10/22/21 at 9:04 AM, Surveyor #4 observed
Resident.s bathroom with two (2) flies on the
toilet seat and the- stains still on the toilet
seat from the day prior.

On 10/25/21 at approximately 9:34 AM, Surveyor
#3 and #4 observed soiled sheets and flies in

Resident_ room.

On 10/25/21 at 9:36 AM, both surveyors in the
presence of the CNA, observed Resident

room with the soiled sheets and flies. The CNA
stated Resident. was able to get himself/herself
out of bed. The CNA stated it was common for
the 11 PM - 7 AM shift to not change the sheets.
He further stated when they are working short
staff and short with supplies it's hard to get to
these rooms and change the resident's sheets.
He concluded he "always" reports it but "we don't
complain a lot because we are used to it." The
CNA acknowledged he did not report the
condition of the room to the nurse.

On 10/25/21 at 9:41 AM, the CNA in the presence
of the LPN, entered Resident- room. In the
presence of Surveyor #3 and #4, the LPN stated
she was a full-time staff nurse and no one had
reported the condition of the resident's room to
her. The LPN further stated Resident. was
common to refuse care. At that time, the CNA
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applied gloves and removed the soiled linens.
Both surveyors observed the bed on the zipper
side was ripped. The CNA turned over the
mattress and the surveyors observed the blue
side of the mattress stained and ripped with holes
in it. Both the LPN and the CNA stated they
continued to report these conditions.

6. On 10/22/21 at 9:08 AM, Surveyor #3 and #4
observed Resident [JJjj sitting in dayroom |Jjj
eating breakfast. Both surveyors observed flies
on the residents coffee cup, on the spoon that
was inside of the oatmeal as well as on top of the
oatmeal. In addition, there were flies on the
resident's [Ji)j and chair he/she was sitting
in.

Surveyor #4 reviewed the medical record for

Resident-

A review of the Admission Record face sheet
included that the resident was admitted with
diagnoses which included:

A review of the Admission MDS dated [}
reflected that the resident had a BIMS score ofl
which indicated the resident had a
cognition. It further reflected
that the resident required supervision with
one-person assistance with activities of daily
living, such as eating.

On 10/22/21 at 10:51 AM, in the presence of the
survey team the DON stated it was not
acceptable for flies to be on the resident's food
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because "it is not hygienic." She acknowledged it
posed an infection control issue but was unable
to elaborate on it.

On 10/25/21 at 9:03 AM, Surveyor #3 and #4
observed Resident- siting at the table in
dayroom. eating his/her breakfast. While the
resident was eating there were flies on the
utensils and flying around the resident.

7. On 10/18/2021, Surveyor #3 toured the

I U 2 noted he

following:

On 10/18/2021, the dayroom Surveyor #3
observed with stained flooring and [JJjjjj on the
left side of the [Jilj- The residents appeared
disheveled and unkempt. There was a strong
odor in resident rooms,- noted in

, and furniture in disrepair, ripped and
visibly soiled. There were residents sitting in the
dayroom and water was observed puddled on the
floor. There were some rooms observed to be
covered with debris and flies were observed all
over the residents rooms.

Surveyor #9 made the following observations
regarding Resident [}

On 10/21/21 at 8:50 AM, Surveyor #9 observed
Resident- sitting up in his/her wheelchair
eating breakfast. The resident stated that the
toilet in the room was clogged. At that time,
Surveyor #9 observed the toilet in the resident's
room was clogged with a ||| N 2n<
there were multiple flies flying around the toilet.
Resident- further stated that every time the
toilet is fixed, it breaks again. The resident also
stated the toilet has been currently broken for the
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last one to two days and that the resident will just
use the toilet even if it is clogged with

. Surveyor #9 further observed there
were multiple flies flying around the resident while
he/she was eating breakfast and a fly landed on
his/her Styrofoam water cup. The resident stated
that the flies have been in the room for about a
month and that it was worse when the toilet is
broken. The resident further stated that
sometimes the flies landed on his/her food.

On 10/21/21 at 11:11 AM, Surveyor #9 observed
Resident lying in bed and a fly landed on the
resident's

Surveyor #9 made the following observations
regarding Resident [JJjj:

On 10/21/21 at 8:55 AM, Surveyor #9 observed
Resident- sitting up in bed. The resident
stated every time the toilet is fixed, it works for a
day or two before clogging again. The resident
further stated the odor in the bathroom was
"terrible." The surveyor then observed a fly land
on the resident's- and the resident stated
the flies have been "bad all summer."

On 10/22/21 at 9:08 AM, Surveyor #9 observed
Resident- sitting up in his/her wheelchair next
to the bed which had two flies on the pillows and
one fly on the privacy curtain.

Surveyor #9 made the following observations
regarding Resident [}

On 10/21/21 at 9:00 AM, Surveyor #9 observed
Resident- sitting on the side of bed. The
resident stated he/she can't use the toilet in the
room because it is broken and that he/she has to
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use the bathroom "across the hall" which was
"very inconvenient." The resident further stated
the flies are "a pain."

During an interview with Surveyor #9 on 10/21/21
at 9:05 AM, the CNA stated she reported the
broken toilet to maintenance this morning and
that they should be coming down shortly to fix it.
The CNA further stated the toilet gets clogged
"every so often." The CNA also stated that if the
toilet is clogged, they take residents into an empty
resident room to use the toilet. She further stated
the shower room toilet was broken so residents
can't use it. The CNA also acknowledged that the
unit has had an issue with flies within the last few
weeks and that pest control was on the unit a
couple weeks ago.

Surveyor #3 observed, interviewed and reviewed
the following for Resident [JJjjj

On 10/25/21 at 11:37 AM, Surveyor #3 observed
Resident- sitting in the dayroom
were observed on the resident's

. Surveyor #3 went to Resident-s room
and observed multiple flies in the room and on
the bed. The sheets were removed exposing a
visibly soiled wet and stained mattress. Surveyor
#3 accompanied the nurse to the room where the
nurse observed and acknowledged the flies and
the visibly soiled mattress.

An interview with the LPN assigned to the unit at
that time, revealed that he didn't know who was
responsible for cleaning and changing the
mattresses or whom to contact regarding the
mattress.

Resident ] was admitted to the facility with
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diagnoses which included

The Quarterly MDS, dated
that Resident [JJJJj scored
indicated the resident was
. Resident. was rarely/never
understood, and could respond adequately to
simple direct communication only. A further
review of the resident's MDS reflected that
Resident- was totally dependent on staff for
care.

revealed
on the BIMS which

On 10/26/21 at 9:50 AM, Surveyor #3 toured the

Unit and observed Resident- eating
the breakfast meal in the dayroom. Flies were
observed on the table, on the plate and on the
toast while Resident- was eating. Surveyor #3
called the nurse over to the table and he
observed and acknowledged the same. The
nurse swatted some of the flies away.

The surveyor observed the common area,
dayroom [J]] where both residents (Resident [Jjjj
and the roommate ) would sit and eat. The
surveyor observed the floor was wet and soiled.
The nurse confirmed that both residents had a
behavior of on the floor. The
floor was not cleaned after the roommate finished
the breakfast meal, prior to Resident- sitting
for the breakfast meal. The nurse confirmed that
the roommate had just finished breakfast and
was observed [Jij on the fioor.

On 10/26/21 at 9:55 AM, Surveyor #3 entered

room -and noted that Resident-
bathroom was_, a soiled diaper was
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observed on the floor in the bathroom. Surveyor
#3 conducted an interview with the CNA at that
time who revealed that she provided incontinence
care to the resident that morning.

An interview with the Infection Control
Preventionist (IP) on 10/26/21 at approximately
11:40 AM regarding the flies noted in the common
areas and resident's room revealed the following:
the IP indicated that had been an issue since she
started one month ago in another Unit and
overheard the Unit manager reported it during
morning meeting for the [j unit. She stated
clearly, " It is not acceptable to have staff swatting
flies while assisting with meals.

An interview with the IP and the Housekeeping
Director on 10/26/21 at approximately 11:45 AM,
regarding residents on the
floor revealed the following: the IP told the
surveyor that nursing staff were to first clean the
floor then call housekeeping for disinfecting. Staff
was not aware of the protocol.

On 10/26/21 at 12:09 PM, Surveyor #3 returned
to the unit and noted that the bathroom was

with ] The soiled diaper was still on the floor.
Surveyor #3 observed the Administrator was on
the unit. Surveyor #3 accompanied the
Administrator to Resident room where he
observed and acknowledged the wet floor and the
soiled diaper in the room.

Review of the Pest Management log obtained
from revealed pest control was on the
unit and [J with "No Reports"
documented.

During an interview with Surveyor #9 on 10/21/21
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at 11:26 AM, the Maintenance Director stated the
maintenance work orders are notified through the
TELS computer application which goes straight to
the maintenance staff's phone. He further stated
that an outside contractor came the day prior to
evaluate the toilet in room [Jfjand will be
replacing it "soon."

The facility policy titled, "Resident Rights" with a
revised date of August 2009, indicated that
employees shall treat all residents with kindness,
respect and dignity. The policy indicated the
following:

-Residents are entitled to exercise their rights and
privileges to the fullest extent possible.

-The facility would make every effort to assist
each resident in exercising his/her rights to
assure that the resident was always treated with
respect, kindness, and dignity.

-Orientation and in-servicing training programs
were conducted quarterly to assist the employees
in understanding resident rights.

A review of the facility's policy Resident Rights
from Med-Pass revised 8/2009 included,
"Employees shall treat all residents with kindness,
respect and dignity ....."

A review of the Housekeeping In-Service training
dated_, included, ...."clean and
sanitize toilet (including raised toilet seats) using
disinfectant cleaner. Use toilet brush for inside
and cloth for the outside.

A review of the Dignity In-Service - All Staff, dated
. that was provided by the Licensed
Nursing Home Administrator (LNHA) included,
"Maintaining our resident's dignity is an important
aspect of providing quality care ...."
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A review of the Job description for the Director of
Housekeeping, updated 5/2020 included,

..... "Develop job descriptions sand orientation
checklist for the housekeeping and laundry staff
..... supervise purchasing, storage, and distribution
of all housekeeping, cleaning and laundry
supplies .... Maintain inventory of all facility linen
in order to provide a continuous supply to the staff
and residents (at a ration of 3:1), proper
distribution of bed linen and towels on all wings to
ensure continuous services to the residents,
supervise the disposal of bio-hazardous waste in
accordance with regulatory procedures.

The undated and unsigned facility form titled,
"Admission Agreement" indicated that the facility
would provide the resident with services in
accordance with State and Federal regulations.
Such services included: room and board, general
nursing care and nursing treatments such as
administration of medication, preventative skin
care, assistance with bathing toileting, feeding,
dressing, mobility, housekeeping services,
recreational activities and social programs and
certain personal care services and as may be
required for health, safety, and well-being of the
resident among other services.

NJAC 8:39-13.2(c),31.4(f), 31.5(a)31.8(c)(3)
F 558 | Reasonable Accommodations Needs/Preferences
SS=F | CFR(s): 483.10(e)(3)

§483.10(e)(3) The right to reside and receive
services in the facility with reasonable
accommodation of resident needs and
preferences except when to do so would
endanger the health or safety of the resident or

F 550

F 558

12/28/21
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other residents.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review it was determined that the facility failed to
ensure an adequate supply of linens (towels, bed
linens, wash cloths, bed pads and gowns) were
provided to accommodate the needs and
maintain the dignity and well-being of all residents
who resided in the facility for

Unit and
Unit) resident units.

The deficient practice was evidenced by the
following:

10/18/21

At 1:07 PM, Surveyor #5 toured [JJjj#1 and
interviewed a Certified Nurse Aide (CNA)
regarding the facility. The CNA stated the
residents did not have soap, linens and we went
through shifts without towels for the residents.

10/19/21
Surveyor #3 & #4:

- 9:18 AM, Surveyor #3 & #4 toured the facility
Laundry Department in the presence of the
Housekeeping Director (HD). The laundry staff
stated there was not enough supply of linens for
the residents and stated the laundry detergent
was received once per month. The laundry staff
showed surveyor #4 a towel that was cut in half
by the laundry staff for the purpose if increasing
the amount of towels for the residents. At that
time, Surveyor #3 & #4 interviewed the HD
regarding the facility linens. The HD stated he
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Element One — Corrective Actions

» Linens, towels, gowns, bed pads, lift
pads, and soap were immediately
purchased and distributed to every unit in
adequate amounts to ensure proper and
timely resident care.

. Par levels of linens, towels, gowns,
bed pads, lift pads, and soap were
established for each unit for each shift
and laundry personnel educated about the
correct number of linens to supply daily
based on the par levels.

»  Diapers, pull ups, and disposable
wipes were immediately ordered and
received in sufficient amounts to meet the
care needs of the resident.

Element Two — Identification of at Risk
Residents

All residents have the potential to be
affected by this practice.

Element Three — Systemic Changes

*  Laundry was outsourced due to dryer
issues and the contract vendor instructed
to provide sufficient linens and towels to
meet the facility required par levels with
additional linen as a backup.

«  Nursing staff were informed about the
par levels to ensure they have adequate
supplies of linens towels, gowns, lift pads,
and bed pads to provide care to residents
and the process to follow in the event they
need additional linens.

*  Par levels of diapers, pull ups and
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started the position in_, and has

received "only one" shipment of linens since then.

The HD stated there were three scheduled linen
deliveries to the units daily, at 7AM, 3 PM, and 11
PM. Surveyors #3 and 4 observed the facility
linen delivery shipment log which revealed the
last linen delivery was documented as received
on . The document further revealed that
the shipment consisted of 20 towels, 20
bed pads, 20 gowns, 20 flat sheets, 20 fitted
sheets, 20 pillowcase, 20 wash clothes, and 15
bags of blankets. The HD, in the presence of
Surveyor #3 & #4, proceeded to count the current
linen stock which confirmed, 16 pillowcases, 4
were counted as unopened and another 12 were
in a packet that was ripped open. Both surveyors
observed the linen storage shelves were empty
and were labeled for wash clothes, bath towels
and bed pads. The HD stated that he "constantly"”
told the facility Administrator (LHNA) that he
needed a shipment of linen supplies and he still
has yet to receive anything. At 9:37 AM, the HD
confirmed and acknowledged the facility did not
have enough linen supplies for the residents and
stated there was no system in place to account
for the linens and or verify what was delivered.
The HD stated he did not have an accurate
number of gowns and linens he currently had in
stock in the facility.

- 9:45 AM, Surveyor #4 interviewed a CNA on
regarding the availability of linen on
. The CNA stated some days there was
not enough linen to provide care for all of the
residents. She stated there was 25 residents on
the unit and she had 11 on her assignment. she
stated she only used one was cloth per resident.

- 9:59 AM, Surveyors #3 and 4 interviewed the

disposable wipes were established by unit
by shift and nursing staff re-educated to
contact the nursing supervisor in the
event additional supplies are needed.

«  The nursing supervisor has access to
extra supplies and linens towels, gowns,
lift pads, and bed pads if needed beyond
the par levels sent daily to the units.
Nursing staff were re-educated to contact
the nursing supervisor in the event
additional supplies are needed.

»  The facility policy for provision of
linens, towels, gowns, lift pads, and bed
pads to meet resident care needs was
reviewed and revised to reflect the
inclusion of par levels to ensure adequate
supplies of linens, towels, gowns, lift pads,
and bed pads and personal care items
including diapers, pull ups, and wipes.

Element Four — Quality Assurance

* A QAPI root cause analysis was
conducted to determine the correct
number of linens, towels, gowns, bed
pads and soap required by shift to care for
residents. Based on the analysis weekly
audits will be conducted for three months
by the housekeeping director/designee to
ensure enough linens, towels, gowns, lift
pads, and bed pads are available on all
shifts for the provision of resident care.
Findings of the audits will be reported by
the housekeeping director monthly to the
Administrator and quarterly in aggregate
to the QAPI committee for review and
further action as appropriate.

* A QAPI root cause analysis was
conducted to determine the correct
number of diapers by size, disposable
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Unit Manager UM/LPN, on the [JJij Unit inside
the clean utility room laundry area. The UM/LPN
stated the unit received very little linens. He
stated he received mainly flat sheets but needed
towels for the residents. The UM/LPN took
surveyors #3 and 4 into the clean utility room and
he counted two fitted sheets, seven pillowcases,
no blankets, no gowns, no washcloths, and no
bed pads. The UM/LPN stated there was not
enough linen to care for the residents. At 10:06
AM, the surveyors interviewed a CNA, who stated
stated he would have to cut towels in half to make
enough and split between staff. He stated he
never went to another unit to get supplies
because they were short there too.

Surveyor #2:

- 9:28 AM, Surveyor #2 interviewed a CNA on the
- The CNA stated that the [||ll-

was "short" on laundry such as pillowcases,
towels, and gowns and that it was "most
problematic." The CNA also added that she had 5
towels for every 10 residents when she really
needed 2 to 3 towels for every resident. She
further added that she did report this to
management but felt as though she was "talking
to a wall."

- 9:43 AM, Surveyor #2 interviewed a CNA on the

Unit who has been employed 5
months on the [JjUnit. The CNA stated that
sometimes the laundry was backed up from the
night before. The CNA stated it gets backed up
and | have not changed anybody yet today.

Surveyor #1:

- 9:21 AM, Surveyor #1 interviewed a Nursing
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wipes, and pull ups required by shift to
care for residents. Based on the analysis
weekly audits will be conducted for three
months by Central Supply to ensure
enough diapers by size, disposable wipes
and pull ups are available on all shifts for
the provision of resident care. Findings of
the audits will be reported by Central
Supply monthly to the Administrator and
quarterly in aggregate to the QAPI
committee for review and further action as
appropriate.
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Assistant (NA) on [JJli] ha''way who stated
she had been employed at the facility for one
month. She stated that she took the NA class
online. She stated that she always had issues
obtaining linens and supplies for the residents.
The NA added that sometimes they had issues
obtaining diapers, pull-ups of different sizes, and
there were no disposable wipes. She added the
washcloths were scarce and that the Certified
Nursing Assistants (CNAs) have used sheets,
pillowcases, or other linen to wash the residents.
She stated that she usually worked the 7-3 shift
and had 8-10 residents a day to care for. The NA
#1 accompanied the surveyor to the unit linen
supply room and there were 10 sheets, 3
blankets, no washcloths and a minimum number
of diapers were observed in the supply closet of

thef] hallway.

- 9:30 AM, Surveyor #1 interviewed a CNA
employed in the facility for 17 years and worked
on the ] Unit. She revealed that the staff
did not receive linen until 8:30 AM, and
sometimes not until 10:30 AM. She also stated
that they must call laundry every day to find out
when the linen would be delivered. "If a resident
is incontinent and we don't have linen we have to
use anything that's available. Sometimes we
have to cut up bath blankets or cases [pillow] to
be able to wash and clean the residents." She
stated that she was assigned 15 residents today
and confirmed by Surveyor #1.

- 9:40 AM, Surveyor #1 continued to interview the
CNA who then accompanied the surveyor to the
linen supply room on the [ij hallway|}.
Surveyor #1 observed that there were no
washcloths, only two towels, some sheets and
approximately 5 blankets and a few diapers in the
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linen closet. At that time, the CNA stated that the
staff must cut up blankets and sheets to be used
as washcloths to wash the residents. She stated
that there were a lot of incontinent residents on
that unit that required frequent changing, but they
never had enough linen or incontinent briefs. The
CNA accompanied the surveyor to the supply
closet and there was no soap, deodorant, or
toothbrushes. "This happens every day" and she
stated that the linen should be stocked before
they start the day however the laundry
department would tell us that they were "short
handed" the night before and they didn't have any
linen for us to use in the morning and stated,
"this happens constantly."

-9:55 AM, Surveyor #1 toured the [JJJJij Unit
interviewed the Registered Nurse (RN) who
worked on the ot for ] years part
time and stated she has never seen the facility so
dirty. She stated that there was a lack of paper
towels, and supplies (linen, gowns, washcloths,
soap). She added that the unit had enough
dressing supplies and respiratory supplies and
stated it was the basic care need supplies that
were lacking. She stated that there was only
housekeeping on the day shift, and not on 3-11
PM or 11-7 PM shifts. She further stated that the
facility had only one floor tech for the entire
building. The RN stated "we put in work orders in
the computer and they don't respond to the work
orders. We must call the front desk and then they
don't show up either." She also revealed that the
facility did not have enough || racs.
She stated, "they go to get laundered and don't
come back." The RN stated that if we don't have
enough | rads. then we can't get
the residents out of bed. She stated that there
was a census of 10 residents however the
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residents on the [Jij- unit all required
complete care with activities of daily living
(dressing, bathing, feeding and all areas of
personal hygiene).

- 10:11 AM, Surveyor #1 interviewed a CNA who
stated she was employed since
and worked on the unit. She stated that
she was the primary care CNA on the
unit and she was the only CNA on the
Unit for three hours that morning and had 25
residents. She stated that someday's they had
more linen than other days and "if we don't have
enough linen, | would go to other units to see if
they had any spare linen, and then | would go
down to the laundry room. Sometimes they told
me in the laundry room to take the linen from the
3-11 linen carts, and then the 3-11 shift would be
short linen." She stated that she addressed it
with the HD and that he would try to address the
issue.

10/20/21
Surveyor #3 & #4:

- 8:50 AM Surveyor #3 & #4 interviewed the HD
regarding the availability of linens in the facility.
The HD stated he received a shipment of linens
from another facility, and an overnight shipment
was placed. He further stated some linens were
given and he was not sure of the exact amount.
The HD escorted the surveyors to the linen
storage room and proceeded to count the linens.
There were nine 9 pillowcases, 20 flat sheets, no
towels, and no fitted sheets. The HD brought both
surveyors into the main laundry area and located
on a table were 25 additional pillowcases. At that
time, the HD counted the amount of linen on a
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cart that was to be sent to a unit. There was 35
pillowcases, 11 flat sheets and 3 fitted sheets on
the cart. He further stated the facility census was
142 and did not offer a par for each unit, and if
there was sufficient linens on the cart.

- 8:59 AM, Surveyor #4 interviewed a CNA on
The CNA stated the census was 25 on

and she had not received the linen cart
yet. She stated a housekeeper came and
removed the empty the linen cart at 7:30 AM and
still had not returned. She further stated she has
not been able to perform morning care, or get the
residents out of bed because there was no linen
on the unit. The CNA stated there were no towels
or bed sheets either, to provide care for her
assigned residents. The CNA stated there was
always a shortage of linens and she worked at
the facility 3 days per week. She further stated
she would have to cut bath towels to provide care
to the residents and there were not enough
supplies to provide resident care.

- 9:13 AM, in the presence of Surveyor#4, a
Housekeeper brought the linen cart to

The CNA #2 proceeded to count the linens for
Surveyor #4. The linen cart contained: 10 bed
pads, 6 blankets, 11 towels, 35 pillowcases (she
stated that was the most she ever seen), eight (8)
fitted sheets, 15 flat sheets and no resident
gowns.

Surveyor #1:

- 8:50 AM, Surveyor #1 toured the [ iy Unit.
and the surveyor interviewed the Registered
Nurse who stated that there was no linen on 11-7
shift. She stated that when she got report from
the 11-7 nurse, the nurse told her that there was
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no linen delivered, and the nurse also reported to
her that she went to the Laundry Department and
no-one was working and there was no access to
linen.

- 9:15 AM, the a CNA accompanied Surveyor #1
to the linen closets located on the[] and | halls of

Surveyor #1 observed: 3 flat sheets, 2
towels and 2 blankets, 10 gowns on thel hall,
and onl hall there were no towels or wash
cloths, 5 gowns, 7 pillowcases and 3 sheets. The
CNA stated that there was "hardly any linen" to
change the beds or to wash the residents which
was verified by Surveyor #1.

-9:25 AM, Surveyor #1 interviewed the CNA, and
in the presence of the Surveyor, the CNA called
to the laundry department for linen. The CNA had
the laundry attendant on speaker phone and the
surveyor could hear the conversation between the
CNA and the laundry attendant (LA) staff. The LA
told the CNA that there was no linen because "the
state" shut the dryers down. The CNA then
reiterated that there was no linen to wash the
residents or to change the beds and the LD loudly
exclaimed to the CNA "There is NO LINEN",
"There is nothing | can do!" The surveyor then
interviewed the LA who also confirmed that there
was no linen to provide to

. so that the staff could provide care to the
residents.

10/21/21
Surveyor #2:
- 9:04 AM, Surveyor #2 interviewed Resident

in the presence of the CNA on the
Unit. Resident [JJJj] stated that ] had requested
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clean clothes for over two weeks and - had not
been provided them. The CNA stated she had
waited for lines to be provided to complete her
morning care and no pillow cases were provided.

The survey team requested a facility policy for
linen regarding process and distribution.

On 10/26/21, the LHNA provided the survey team
with a policy dated 07/19/21, titled [management
company name] Healthcare Management, Linen-
Handling of...

The policy did not reveal a process for providing a
PAR linen level to ensure the units and residents
were provided with the appropriate amount of
linens. The policy did not reveal a process for
ripping various linen items to use as wash cloths
and other needed linen items when an adequate
supply of linens was not provided by the facility.

The undated and unsigned facility "Admission
Agreement” indicated that the facility will provide
the resident with services in accordance with
State and Federal regulations. Such services
included: room and board, general nursing care
and nursing treatments such as administration of
medication, preventative skin care, assistance
with bathing toileting, feeding, dressing, mobility,
housekeeping services, recreational activities and
social programs and certain personal care
services and as may be required for health,
safety, and well-being of the resident among
other services.

N.J.A.C 8:39-21.3(a)(b), 21.4
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SS=E | CFR(s): 483.10()(1)-(7)

§483.10(i) Safe Environment.

The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483.10(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are
in good condition;

§483.10(i)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
1990 must maintain a temperature range of 71 to
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other facility documentation it was determined
that the facility failed to a.) maintain the resident's
environment, equipment and living areas in a
safe, sanitary, and homelike manner. This was
cited at an E level. This deficient practice was
cited at a lower level at the last annual survey of
3/12/21. A plan of correction submitted by the
facility at the time failed to maintain cleanliness in
the facility.

This deficient practice was identified for 3 of 5

units and i Units) and

was evidenced by the following:

Surveyor #1 conducted a tour of the]JJj Unit
on 10/8/21 at 9:15 AM. Surveyor #1 interviewed
a staff member who was sitting at the nursing
station who identified herself as the LPN/UM. The
LPN/UM stated that the Unit was
comprised of all
residents and some residents that had
. She stated that
the census was 58 residents and that 33 of the
residents ambulated independently. The LPN/UM
identified the two hallways as [JJj hallway and [Jjj
hallway

During the tour Surveyor #1 identified the
following:

1.) Hallway floors in front of the nurse's station

The handrail by the staffing office was

repaired.

" The handrails in the staffing hallway

were repaired

" The handrail near the nursing station

near the double fire doors was repaired

" The broken air conditioning units in

the small sitting room in front of the

nursing station were repaired.

" The dining room wallpaper was

repaired.

" The ceiling tiles in the dining room

were replaced and the cobwebs cleaned

" The air conditioning unit in the TV

room was repaired

" The edges of the handrail between

the janitors closet and the soiled utility

room was repaired.

" The call bell system in resident rooms
,and were

repaired and tap bells were provided until

repairs were completed.

" The toiletin Room - was repaired.

The fish tank was removed.

Tap bells were provided to all

residents that had call bell issues.

" The toiletin room- of Resident

[l vas repaired. The exterminator has

treated the room to eliminate the flies.

" The toiletin Resident. [Js room
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81°F; and
§483.10(i)(7) For the maintenance of comfortable
sound levels.
This REQUIREMENT is not met as evidenced
by:
Complaint# NJ149075, NJ149176 F584
Element One ] Corrective Actions
Based on observation, interview, and review of Court One
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on the]] and | hallways were sticky, dirty with
brown dried substance that the staff
(Housekeeping and Certified Nursing Assistant)
identified as . It appears that someone
walked in the‘ and tracked it through the
unit. There were pieces of trash, orange needle

covers, tissues and cups on the floors throughout
the halls.

2.) The resident bathroom that was located on the
I hallway had dried feces on the toilet and cups
and trash were on the floor.

3.) Room #jjjjjj floor was wet with black
substance and debris and tissues were on the
floor. The resident was confused and laying in
bed and was not able to be interviewed.

4.) Room |Jjij there were black skid marks and
scuffs over the entire floor and under the beds.
There were_ all over the floors
and walls and some trash located on the floors.
The mattress on the bed was faded, ripped with
foam coming out the side. The trim on the wall
behind the bed was broken and coming off the
walls. _ were observed smeared on the
walls.

5.) Room [JJjjj and i} the air conditioning unit
covers were missing, and the inside of the air
conditioning units were exposed and were full of
dust and debris.

6.) Room [JJJjj there was a large brown spill with
dried drips running down the wall and the floor
was covered in brown dried debris, food particles
and red stains.

7.) Room [JJjjjj there were deep gouges in the
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was repaired. The exterminator has
treated the room to eliminate the flies.
" The toiletin Resident-s room
was repaired. The exterminator has
treated the room to eliminate the flies.

" TheI andl hallways floors in front of

the nursing station and down the hallways
were washed, waxed and all trash
removed.

" The resident bathroom in thel
hallway was cleaned and trash removed
from the floor.

" The floor in roon ] was leaned and
all debris discarded.

" The skid marks on the floor in room
- were cleaned and the walls were
wiped clean. Trash on the floor was
discarded. The mattress in room- was
replaced. The trim on the wall behind the
bed was repaired.

" The air conditioner unit covers in
rooms [JJj and ] were immediately
replaced.

" The wall and floor in Room- were
immediately cleaned and all debris
discarded.

" The gouges in the walls in Room

& Room were repaired. The floor in
Room was cleaned.

" The gouges in the walls and the torn
wallpaper in Room [Jjwere repaired.

" The side rail in room ] bed was
repaired and the resident evaluated for
the need for a side rail.

" The floor and walls in Room- were
immediately cleaned.

" An audit of the furniture in resident
rooms on each unit was completed to
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walls and floors were dirty. 8.) Room [ the
walls had deep gouges. Some gouges were
observed to be spackled but unpainted.

8.) Room [JJjjj] the walls had deep gouges and
the wallpaper was torn in multiple areas.

9.) Roo , the siderail at the top of the
resident's bed on the left side near the top of the
bed was loose and twisted.

10.) Room [ the floor was dirty, discolored
with scuff marks, on the floor in
multiple areas and there were

smears observed on the wall near the door.

11.) The furniture in residents' rooms such as
beds, cabinets were worn, broken, chipped, and
rust on the bedframes.

12.) The wallpaper located in front of the nurse's
station and throughout the]] and [fhallways were
torn and peeling off the walls.

13.) The resident's wheelchair in room [JJfjwas
dirty, dusty with a torn seat cushion and torn arm
rest with foam coming out from the tears.

14.) Rooms [JjJjj and ] had broken blinds and
bed sheets were being utilized as curtains.

15.) The privacy curtains in most rooms were
stained, dirty and unclean.

16.) Room had in and
around the toilet from 10/8/21 until 10/12/21.

17.) In rooms [JJjjjj and [} the window blinds
were broken and bed sheets were being utilized

immediately replace and/or repair any
beds, cabinets, or bedframes that were
worn, broken, chipped, or rusted.
" The wallpaper in front of the nursells
station and throughout[] and [fjhallways
that was torn, or peeling was repaired.
" The wheelchair of the Resident in
Room [ was repaired and the cushion
replaced.
" The broken window blinds in Rooms
[l znd ] were replaced and the
bedsheets removed.
" The privacy curtains throughout the
facility were cleaned and/or replaced.
F584
Element One (1 Corrective Actions
" The toilet in Room [Jfjwas
immediately cleaned.
" The housekeeper interviewed on
received re-education regarding
their role and responsibilities for cleaning
resident rooms and bathrooms and
common space areas.
" An audit of housekeeping equipment
was completed, and all required
equipment and supplies were ordered to
effectively clean and carbolize resident
rooms, bathrooms, and common space
areas.
" The resident room floors and hallways
on [l were all terminally cleaned
and carbolized and a monthly schedule
set up for stripping and waxing of all
floors.
" Nursing staff received re-education
related to use of the TELS app for
requesting work related to identified
maintenance issues. Paper work orders
are also available to staff to complete.
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as curtains. The process for requesting work was
reviewed and staff re-educated about how
On 10/8/21 at 9:30 AM, Surveyor #1 interviewed to request repairs or other maintenance
a Certified Nursing Assistant (CNA) who services.
acknowledged the uncleanliness and unsanitary " The administrator of record during the
condition of the.hallways floors and resident surveyor has been replaced effective
bathroom and stated that it was the 10/22/21.
housekeeper's responsibility to clean those areas. " - was hired to provide
She identified that the- dried substance that housekeeping oversight and supervision
was located on the floor of the hallway was- and assist with staff education and
- She stated that it was there that morning systems corrections.
and she reported it. During this interview the " the aluminum cover on the
housekeeper for [Jij ha''ways approached double doors leading to resident rooms
Surveyor #1 who conducted an interview with her was repaired.
at that time. " Blinds were purchased and installed

in Room-.

The | hallway housekeeper confirmed that the " All handrails on Hallway ] and [} were

hallway floors were dirty with food, debris, and inspected and repaired. New end caps
of-. She also accompanied were ordered and are being replaced as

Surveyor #1 to the resident's bathroom on the received.

hallways and confirmed that the toilet had " The air conditioning units in Rooms

all over the seat and trash on the floor. She - and -were cleaned and the covers

explained that she came in late and did not have were replaced.

a chance to clean the unit. She added that she " The electrical outlets in Rooms-

used a string mop to clean the floors but that it and -were immediately covered.

was the floor technician's responsibility to deep " The clogged toilet in Room -was

clean the floor with an electric floor scrubber, but repaired.

they did not have a floor scrubber at this time. " The mattress in Room- was

She also added that any staff member could have replaced.

wiped up the || li] that was located " The wall and floor in Roonjjjjjfj was

throughout the halls. (during the interview, cleaned

Surveyor #1 observed multiple staff members
walking throughout the halls and past the

The floor in room- was cleaned
Ads have been running for

that was located on the hallway floors). housekeeping staff. In the interim
The housekeeper did not have an explanation additional contracted housekeeping staff
about the cleanliness of the unit. were hired to clean all resident units.
" Soiled linen bags were purchased and
On 10/8/21 at 10:15 AM, Surveyor #1 conducted placed on all units for use by aides.
a tour of the ] andff] hallways of the [Jjunit " Additional housekeepers were hired

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YZV011 Facility ID: NJ60407 If continuation sheet Page 45 of 359



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

PRINTED: 06/24/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

315280

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING COMPLETED
C

B. WING 11/01/2021

NAME OF PROVIDER OR SUPPLIER

SILVER HEALTHCARE CENTER

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

with the housekeeper from thel hallway and the
Housekeeping Director (HD). At the time of tour,
the HD could not locate the housekeeper from
thel hallway. During the tour, the HD confirmed
that the hallways and the resident room floors
were "very, very" dirty and unsanitary. He stated
that he relayed his concerns to "corporate office"
that he needed the proper supplies and
assistance to sanitize and scrub the floors in the
halls and the resident's rooms. He stated that he
only had string mops instead of microfiber mops.
He said that the microfiber mops were effective at
preventing cross contamination. He also added
that resident rooms were supposed to be
carbolized (deep cleaned), but that it has not
been done for months. He said that when a
resident's room was carbolized that all the
furniture from the resident's room was removed,
bedside curtains were cleaned and that floors
were stripped and rewaxed. He revealed that this
had not been done in months because he didn't
have the staff to do the job and he didn't have a
floor scrubber to be able to clean the floor
properly. He added that the floor scrubber broke
a few months ago and that he has been asking
the cooperate office for a new one but has not
received yet.

On 10/8/21 at 10:25 AM, the Director of Nursing
(DON), the Infection Preventionist (IP), the
LPN/UM and the Maintenance Director (MD)
accompanied Surveyor #1 to tour unit, A
andl hallways. All disciplines agreed that that
they were very concerned about the cleanliness
of the hallway's floors and floors in the resident's
rooms. All disciplines also agreed and confirmed
that the cleanliness of the floors and walls in the
hallways and in resident rooms were
unacceptable. The MD confirmed that the facility

for 3-11 and 11-7 shift to perform all
required cleaning of resident rooms and
common space areas.

" Housekeeping supplies were ordered
to ensure sufficient cleaning and
disinfecting products are available in the
facility to thoroughly clean and maintain a
sanitary environment.

" Laundry detergent was ordered, and
par levels discussed and implemented
with the vendor. Laundry is currently
outsourced until the facility laundry is back
in service.

" Linens and towels were ordered and
received and placed in use. Laundry is
currently outsourced with linens and
towels supplied by the vendor until the
facility laundry is back in service. until the
facility laundry is back in service.

" Aninventory of all linens was
completed, and par levels were developed
for all linens and towels by unit by shift.
An offsite laundry service is providing all
needed linens until the facility laundry is
back in service.

" The toilet in Room- was replaced.
The housekeeping director reviewed
the laundry delivery schedule with the
facility administrator and revised the
schedule and linen amounts and
re-educated laundry staff regarding all
changes.

F584

Element Two [ Identification of at Risk
Residents

" All residents have the potential to be
affected by these practices.

" Audits were conducted on all units to
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has not had a floor scrubber, but that it was identify all areas in need of cleaning, all
ordered. The IP stated that it was an infection blinds in need of replacement, all air
control issue because of the excessive amount of conditioners in need of repair, all
fecal matter present and urine on the floor within bathrooms in need of cleaning and toilets
the resident's environment posed an infection in need of repair, all broken equipment in
control issue. need or repair or replacement and all

supplies needed.
On 10/8/21 at 11:30 AM, Surveyor #1 interviewed " Call bell audits were conducted to
CNA who stated that maintenance issues were identify any with functional issues and
reported through a computer system and the provide tap bells if needed.
maintenance department were supposed to " Blinds throughout the facility were
check the system and fix the concerns. She checked to identify any in need of repair
stated that she was unsure on how to enter the or replacement.
concerns in the computer system, but that she " Side rail audits were conducted to
would report it to the nurse so the nurse could identify any in need of repair or
notify maintenance. She added that the replacement.
environmental conditions on the [JJJij were " Bedding was checked to identify any
"horrible" and that even when issues were beds or mattresses in need of repair or
reported nobody does anything about it. replacement.

" Electrical outlets and lighting fixtures
On 10/8/21 at 11:35 AM, Surveyor #1 interviewed were inspected to identify in need of repair
the Licensed Practical Nurse (LPN) who had or replacement.
been employed in the facility forl years and who
worked on the [Jij Unit. The LPN stated that Element Three 0 Systemic Changes
she reported concerns to the maintenance staff " Aroom carbolization and cleaning
directly about the broken handrails however they schedule was established for each unit
don' fix them. The LPN also revealed that the and staff re-educated to ensure
resident rooms have not been carbolized for compliance.
months. " Par levels of supplies, all types of

linens, and equipment were established,

On 10/8/21 at 2:30 PM, Surveyor #1 interviewed and any needed items were purchased
the Licensed Nursing Home Administrator and placed in use or are being provided
(LNHA). The LNHA stated that he and the by the outsourced laundry service.
Regional Directors of Operations conducted an " Floor stripping and waxing schedules
"environmental round" together on 10/4/21. The were implemented, and staff re-educated
LNHA stated that a few "dirty" rooms were to ensure compliance.

identified but admitted that they did not go into all " Daily housekeeping rounds are

the resident rooms. conducted to ensure the facility is

maintained in a clean and safe condition.
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The LNHA provided Surveyor #1 with an email
dated 10/5/21 at 11:13 AM from the Regional
Director of Operations (RDO) and titled,
"Housekeeping Rounds". The email contained the
following information:

1.) Room needs better floor cleaning.
2.) Room needs cleaning.
3.) Room needs to be carbolized ASAP (as

soon as possible)

4.) Room needs to be carbolized ASAP

5.) Room total carb needs to be done ASAP
6.) Vent hallway needs to be stripped.

7.) Room total carb needed ASAP.
8.) Room total carb needed ASAP.
9.) Room total carb needed ASAP.

The email indicated that the work needed to be
done by the end of the week, however this was
not done and this was confirmed by the LNHA.

The LNHA admitted that the environmental and
housekeeping concerns identified by himself and
the RDO were not rectified because the facility
did not have the proper floor scrubber. The LNHA
then provided Surveyor #1 with a receipt dated

for a floor scrubber. The LNHA could not
provide Surveyor #1 with any documentation as
to when the residents rooms on the [JJj Unit
were last carbolized.

On 10/12/21 at 9:30 AM, Surveyor #1 interviewed
the LNHA who stated that he did not have the
staffing to carbolize resident rooms and stated
that he was not a, "Slum Lord". He then stated
that it would be important to assure that resident
rooms were carbolized and deep cleaned to
prevent the spread of "germs" and admitted that
the rooms were dirty but did not give a detailed

Administration conducts walking
rounds a minimum of weekly with the
housekeeping director/designee to inspect
all facility areas including resident rooms,
bathrooms, and common space areas to
ensure all areas are clean and safe for
use by Residents.

" Cleaning and housekeeping policies
were reviewed and updated as necessary,
and staff received re-education as
appropriate.

" Anew housekeeping director was
hired and was trained by [ who is
contracted to provide oversight
supervision and staff education.

Element Four [ Quality Assurance

" Root cause analysis was conducted
and a QAPI performance improvement
project team was formed to address
maintenance issues. The maintenance
director/designee will conduct rounds
weekly and inspect the condition of
furniture, handrails, blinds, call bells, and
electrical outlets to identify and correct
any areas in need of repairs. The results
of the rounds shall be reported to the
administrator weekly for three months.
Quarterly the Maintenance Director will
report inspection findings and actions
taken to the QAPI committee for review
and further direction as appropriate.

" Root cause analysis was conducted
and a QAPI PIP team formed to address
the issue of cleanliness of resident rooms,
bathrooms, and common space areas.
The housekeeping director/supervisor
shall conduct daily and weekly rounds for
three months and report corrective actions
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explanation as to why. He did indicate that he felt
that "someone" was doing it on purpose because
he did make sure that things were fixed and
cleaned but had no evidence to this claim.

Surveyor #1 interviewed the RDO on 10/12/21 at
9:42 AM who stated that when "environmental
rounds" were conducted on 10/4/21 he provided
the LNHA with a list of concerns. He could not
answer as to why the environmental concerns
were not fixed but felt that it was "sabotage" or
"vandalism" but had no evidence to this
statement. He then stated that the rooms should
have been carbolized and cleaned as per the
carbonization schedule and that a lack of staff
was a "huge" factor as to why the environment
was not clean or sanitary. He then added that it
was not an excuse and that a lot of work needed
to be completed in the facility.

Surveyor #1 conducted a tour o Unit on
10/18/21 at 12:31 and observed the following:

1.) The "staffing office" hallway had broken
handrail. The surveyor touched the handrail, and
a piece of the handrail broke off.

2.) The surveyor observed that there were
multiple loose handrails in the "staffing hallway".
3.) On [l the surveyor observed a loose
handrail near the nurse's station near the double
fire doors.

4.) Both air conditioning units were broken in the
small sitting room in front of the nurse's station.
5.) The push bar on fire doors had pieces missing
which exposed sharp edges on both doors.

6.) The wallpaper in the dining room was peeling
off the walls, cobwebs were observed in the
corners of walls and water stains were observed
on the ceiling tiles.

taken because of the rounds to the
Administrator weekly. Housekeeping

F584

Element Three [1 Systemic Change

" issues will be discussed at daily
operation meeting and at weekly
management meetings. The
Administrator will review and act upon
issues reported. Quarterly the
Housekeeping Director

Element Four [ Quality Assurance

" will report housekeeping inspection
findings and actions taken to the QAPI
committee for review and further direction
as appropriate.

" Root cause analysis was conducted
and a QAPI performance improvement
project team was formed to address the
safety and condition of mattresses, bed
frames, and side rails. A QAPI team was
formed to conduct rounds and inspect the
condition of beds, mattresses, and side
rails to identify and correct any in need of
repair or replacement. The results of the
rounds shall be reported by the QAPI
team leader to the administrator weekly
for three months. Quarterly the
Administrator will report inspection
findings and actions taken to the QAPI
committee for review and further direction
as appropriate.

" A QAPI root cause analysis was
conducted to determine the correct
number of linens, towels, gowns, bed
pads and soap required by shift to care for
residents. Based on the analysis weekly
audits will be conducted for three months
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7.) The air conditioning unit in the TV room was

broken on the wall.

8.) Broken handrail with sharp edges located

between the janitor's closet and soiled utility

room.

9.) The call bell system was not functioning in

resident rooms and bathrooms in rooms-,
,and

10.) The toilet in room was not flushing

correctly. The resident in that room stated that

he/she was manually pouring water down the

toilet so that it would flush.

11.) The fish tank in the "staffing" hallway was

without a proper filtration system. The water was

stagnant and dirty with algae. There was a live

fish in the tank.

On 10/18/21 at 01:57 PM, Surveyor #1
interviewed the MD in the presence of the life
safety surveyor who stated that the call bell
system on [Jj unit has been broken for a
month due to faulty wiring in the walls. He stated
that administration knew that the call light system
was not working, and that the unit was not ready
for residents to live there. He also stated that the
Administrator was supposed to provide the
residents with tap bells but does not know why he
didn't provide them to the residents.

On 10/08/2021 at 10:30 AM, Surveyor #3
conducted the tour after the breakfast meals and
observed the following:

1.) Hall[Jjon the | Urit (N ) the

double door leading to the resident rooms, the

further action as appropriate..

Completion Date: 12/28/21

by the housekeeping director/designee to
ensure enough linens, towels, gowns, lift
pads, and bed pads are available on all
shifts for the provision of resident care.
Findings of the audits will be reported by
the housekeeping director monthly to the
Administrator and quarterly in aggregate
to the QAPI committee for review and

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 11/01/2021
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 584 | Continued From page 49 F 584

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

Event ID: YZV011

Facility ID: NJ60407

If continuation sheet Page 50 of 359




PRINTED: 06/24/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
315280 B. WiNG 11/01/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1417 BRACE ROAD
CHERRY HILL, NJ 08034

SILVER HEALTHCARE CENTER

(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 584 | Continued From page 50 F 584

Aluminum cover was missing exposing a jagged
sharp edges creating a potential for injury.

2.) Observation on 10/08/2021 at 10:45 AM, Hall
Arevealed flooring with - stains, stained
wallpaper, and furniture in disrepair.

3.) Observations on 10/08/2021 at 11: 00 AM,
revealed missing blinds in room [Jj-

4.) Observations on 10/08/2021 at 11:15 AM,
revealed hands rails not mounting properly on the
wall. 15 of the 25 handrails on HaIII were not
properly mounted to the wall. 12 of the 25
handrails were broken exposing jagged edges.

5.) Observations on 10/08/2021 at 11:30 AM, of

room- and #- revealed 2 broken air

conditioning. The air conditioning covers were
missing, large amount of dust and debris were
noted inside the air conditioning units.

6.) Observations on 10/08/2021 at 11:35 AM, of
Resident rooms #- and #-revealed 2
uncovered electrical outlets.

7.) Observations on 10/08/2021 at 11:40 AM, of
Resident room #jjjJjj] revealed a clogged toilet
covered with feces. The toilet was observed in
the same condition on 10/12/2021 at 08:30 AM.

8.) Observation on 10/08/2021 at 11:45 AM,
revealed a discolored, torn mattress in room #

9.) Observation on 10/08/2021 at 11:50 AM, of
Resident room- revealed a
substance splattered on the wall and

substance on the floor.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YZV011 Facility ID: NJ60407 If continuation sheet Page 51 of 359



PRINTED: 06/24/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
315280 B. WiNG 11/01/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1417 BRACE ROAD
CHERRY HILL, NJ 08034

SILVER HEALTHCARE CENTER

(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 584 | Continued From page 51 F 584

10.) Observations on 10/08/2021 at 11:55 AM, of
Resident room #- a- substance on the
floor.

Surveyor #3 conducted an interview with a CNA
assigned to the | ij o 10/08/2021 at
12:05 PM who stated, "Life is nasty here. Since |
start working here, no trash bag to place the dirty
linen. You cannot get clean linen every day. We
do not have gown or wash cloth. We had

on the floor since [Jij: We had asked
housekeeping to clean the floor, we were told , |
am not assigned to this hall. We are working
short of staff every day."

Surveyor #3 conducted an interview with the
LPN/UM assigned to the Unit
on 10/08/2021 at 12:15 PM. The LPN/UM stated
that the“been on the floor on |l
Unit since . The LPN/UM stated that the
housekeeping staff were informed but she did not

reach out to the Housekeeping Director (HD) for
follow up.

On 10/08/2021 at 12:30 PM, Surveyor #3
observed a housekeeping staff in the soiled utility
room. An interview with the staff revealed that
housekeeping staff were scheduled to work the
day shift only. There was no staff assigned on
the 3:00 PM-11:00 PM shift. The housekeeping
staff went on to state that the facility did not have
the staff to perform the required cleaning. We do
not have the supplies".

Surveyor #3 interviewed the HD on 10/08/2021 at
1:15 PM. The HD stated that he scheduled eight
staff for work that day, but only 4 staff reported to
work. The HD further stated that housekeeping
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staff were expected to clean resident rooms and
common areas daily and follow a cleaning
schedule. However, he indicated that staff failed
to report to work almost every day. He
acknowledged that the floor had not been
scrubbed because the facility did not have the
equipment needed to clean the floor. Upon further
inquiry, the HD revealed that he did not have the
staff to complete the work.

During a follow up interview on 10/08/2021 at
2:30 PM, the HD stated that he was aware of the
condition of the [Jffunit and he kept
requesting supplies from the Administrator and
was left empty handed. He went on to say, "ltis a
travesty, imagine having a family member living
in that condition. Behaviors or not the condition
of the room, fully all operational things, the simple
décor, cracking walls, over all the customer
service. The facility needed to be staffed better.
These are nursing issues, cannot speak for
them".

Additionally the HD stated, "I do not have the
equipment needed, such as an auto scrubber. |
had asked the corporate administrator and the
Administrator for an auto scrubber it falls on deaf
ears. | have been told numerous times, 'We are
working on it." It had been seven weeks."

Surveyor #9 made the following observations in

Room N on NN

On 10/21/21 at 8:50 AM, Surveyor #9 observed
Resident- sitting up in his/her wheelchair

eating breakfast. The resident complained that
the toilet in the room was clogged. At that time,
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the surveyor observed the toilet in the resident's
room was clogged with a ||| ¢
there were multiple flies flying around the toilet.
Resident- further stated that every time the
toilet is fixed, it breaks again. The resident also
stated the toilet has been currently broken for the
last one to two days and that the resident will just
use the toilet even if it is clogged with

The surveyor further observed there
were multiple flies flying around the resident while
he/she was eating breakfast and a fly landed on
his/her Styrofoam water cup. The resident stated
that the flies have been in the room for about a
month and that it is worse when the toilet is
broken. The resident further stated that
sometimes the flies land on his food.

On 10/21/21 at 8:55 AM, Surveyor #9 observed
Resident- sitting up in bed. The resident
stated every time the toilet is fixed, it works for a
day or two before clogging again. The resident
further stated the odor in the bathroom is
"terrible." The surveyor then observed a fly land
on the resident's forehead and the resident stated
the flies have been "bad all summer."

On 10/21/21 at 9:00 AM, Surveyor #9 observed
Resident- sitting on the side of bed. The
resident stated he/she can't use the toilet in the
room because it is broken and that he/she has to
use the bathroom "across the hall" which is "very
inconvenient." The resident further stated the
flies are "a pain."

On 10/21/21 at 11:11 AM, Surveyor #9 observed
Resident lying in bed and a fly landed on the
resident's .

On 10/22/21 at 9:08 AM, Surveyor #9 observed

F 584
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Resident [ sitting up in his/her wheelchair next
to the bed which had two flies on the pillows and
one fly on the privacy curtain.

During an interview with Surveyor #9 on 10/21/21
at 9:05 AM, the Certified Nursing Assistant (CNA)
stated she reported the broken toilet to
maintenance this morning and that they should
be coming down shortly to fix it. The CNA further
stated the toilet gets clogged "every so often."
The CNA also stated that if the toilet is clogged,
they take residents into an empty resident room
to use the toilet. She further stated the shower
room toilet is broken so residents can't use it.
The CNA also acknowledged that the unit has
had an issue with flies within the last few weeks
and that pest control was on the unit a couple
weeks ago.

Review of the Pest Management log obtained
from revealed pest control was on the

unit.and- with "No Reports"

documented.

During an interview with Surveyor #9 on 10/21/21
at 11:26 AM, the Maintenance Director stated the
maintenance work orders are notified through the
TELS app which goes straight to the maintenance
staff's phone. He further stated that

came the day prior to evaluate the toilet in room
[l 2nd will be replacing it "soon."

Melody

On 10/19/21 at 9:18 AM, the laundry staff stated
there was not enough supply; laundry detergent
comes once a month; and there was barely
enough towels and linens for the residents.
Surveyor #4 observed a towel that was cut in half.

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 11/01/2021
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 584 | Continued From page 54 F 584

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

Event ID: YZV011

Facility ID: NJ60407

If continuation sheet Page 55 of 359




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

PRINTED: 06/24/2022
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

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 11/01/2021
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 1D 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

F 584 | Continued From page 55

On 10/19/21 at 9:22 AM, the HD stated since
he had only received one shipment of
laundry detergent.

On 10/19/21 at 9:25 AM, the HD stated there are
three deliveries 7 AM, 3 PM, and 11 PM.
Surveyors #3 and #4 observed the last delivery
log which revealed on [JJJjj there were 20
towels, 20 bed pads, 20 gowns, 20 flat sheets, 20
fitted sheets, 20 pillowcases, 20 wash clothes,
and 15 bags of blankets delivered. At 9:32 AM,
the HD, in the presence of the surveyors, counted
the inventory in the storage room. The inventory
count revealed 16 pillowcases and shelves were
observed to be empty but labeled for wash
clothes, bath towels, and bed pads. The HD
stated he constantly told the LNHA he needed a
shipment of supplies and still had not received
any. The HD acknowledged there were not
enough supplies for the current residents. The
HD stated there was not a system in place to
account for the linens or to verify what was
delivered. The HD acknowledged he did not have
an accurate number of gowns and linens he had
in the facility.

On 10/19/21 at 9:45 AM, an agency CNA,
working on [Jij. stated there was always a
shortage of linens. The CNA stated some days
there were not enough to care for all the
residents. The CNA further stated that she had 11
residents on her assignment today and only had
enough to use one wash cloth per resident.

On 10/19/21 at 9:59 AM, the LPN/UM on the

unit stated the unit received very little
linens. He stated they receive mainly flat sheets
but needed towels. The LPN/UM took the

F 584
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surveyors into the unit clean utility room and the
surveyors observed two fitted sheets, seven
pillowcases, no blankets, no gowns, no
washcloths, and no bed pads. The LPN/UM
further stated there was not enough linen to care
for the residents.

On 10/19/21 at 10:06 AM, the CNA on the
Pavilion unit stated he would have to cut towels in
half to make enough and split them between the
staff. He stated he never went to another unit for
supplies because the other units are short as
well.

On 10/20/21 at 8:50 AM, the HD stated he
received a shipment of linens and placed an
overnight shipment. The HD stated some linens
were given but he was not sure of the exact
amount. In the presence of the surveyors, the HD
counted the linens in the storage room. The count
revealed nine pillowcases, 20 flat sheets, no
towels, and no fitted sheets. In the main laundry
area and in the presence of the surveyors, the
HD counted 60 more pillowcases, 11 flat sheets
and 3 fitted sheets. The HD stated the facility
census was 142 residents.

On 10/20/21 at 8:59 AM, a second agency CNA,
working on i stated she had not received
the linen cart yet and that she was unable to
perform morning care or get the residents out of
bed yet because there was no linen on the unit.

On 10/20/21 at 9:07 AM, a third agency CNA,
working on i stated she was not able to
get the residents on her assignment out of bed or
perform morning care yet because there were no
linens on the unit. The CNA stated there were no
towels or bed sheets.
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On 10/20/21 at 9:10 AM, the second agency
CNA, working on stated there was
always a shortage of linens and that she worked
3 days a week. The CNA further stated she would
have to cut bath towels in order to provide care to
the residents.

On 10/20/21 at 9:13 AM, a housekeeper
delivered a linen cart to The second
agency CNA counted the linens in the presence
of surveyor #4. The linen count revealed 10 bed
pads, six blankets, 11 towels, 35 pillow cases,
eight fitted sheets, 15 flat sheets and no gowns.

The job description titled, "Facility Administrator"
with a date of May 2020 indicated that the primary
purpose of the position is to direct the day-to-day
functions in the facility in accordance with current
federal, state, local standards, guidelines, and
regulations that govern long-term care facilities to
assure that the highest degree of quality of care
can be provided to residents at all times. The
duties and responsibilities include the following:
-Review the policies and procedures that govern
the operations of the facility.

-Review job descriptions and performances
evaluations of each staff position.

-Create and maintain an atmosphere of warmth,
personal interest, positive emphasis, as well as a
calm environment throughout the facility.

-Make routine inspections of the facility to assure
that established policies and procedures are
being implemented and followed.

-Consult with department directors the operation
of their departments and assist in
eliminating/correcting problem areas, and/or
improvement of services.
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-Assure that the building and grounds are in good
repair.

-Assist the Maintenance Director in developing
and implementing waste disposal policy and
procedures.

-Assure that the facility is maintained in a clean
and safe manner for resident comfort and
convenience.

-Assure that all residents receive care in a
manner and in an environment that maintains or
enhances their quality of life without abridging the
safety and right of other residents.

The job description titled, "Maintenance Director"
and dated May 2020 indicated that the primary
purpose of this position is to maintain the orderly
functioning of all equipment in the facility
including the kitchen, laundry, heating, air
conditioning and elevators as well as purchasing
the necessary supplies for repair, maintenance,
and emergencies within the budgetary guidelines.
The main duties include the following:

-Assure the proper maintenance and running of
all electricity and plumbing in the entire building.
-Assure the proper maintenance and running
condition of all equipment in the building.
-Perform all repairs that do not fall under the
purview of housekeeping.

-Supervise repairs and routine maintenance of
the building and all departmental equipment.

The undated "Maintenance and Repair" policy
provided to Surveyor #1 on 10/12/21 at 3:46 PM
indicated the following:

-existing structures should be replaced or
repaired as needed.

The job description titled, "Director of
Housekeeping" with a of May 2020 indicated that

F 584
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the Director of Housekeeping was responsible for
planning, organizing, staffing, directing,
coordinating, reporting, budgeting and physical
management of the housekeeping departments
employees and equipment in a way that
maximum cleanliness and order throughout the
building and laundry services for both resident
clothing and facility linen are maintained. The HD
must

- Be physically and mentally capable of
performing job duties.

-Must have compassion, tolerance and
understanding for the elderly.

-Update and correct personnel policies pertaining
to the housekeeping and laundry staffs and
submit to the Administrator for approval.

To staff and residents (at a ratio of 3:1).
-Supervise the laundry staff to ensure proper
handling of isolation linen and clothing,
laundering, and drying all delivered linen and
clothing, proper distribution of clean clothing to
residents, and proper distribution of bed linen and
towels on all wings to ensure continuous service
to residents.

-Implement any plan of corrections as required by
state and federal surveys in the housekeeping
department.

-Provide monthly, quarterly, and annual reports
including recommendations for changes in center
practice for the Quality Assurance and
Performance Improvement Committee.

The facility policy titled, "Cleaning
Methods-Housekeeping", updated on 05/17/21
indicated that the facility will develop a cleaning
schedule utilizing the same procedure for rooms
on isolation precautions. Clean the room
thoroughly once the resident had been
discharged. Terminal cleaning of the walls,
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blinds, curtains are not recommended unless they
are visibly soiled. High touch cleaning surfaces
will be cleaned and disinfected on a more
frequent schedule compared to minimal touch
housekeeping surfaces. High touch surfaces
include, but are not limited to:

-bed rails

-call bells

-doorknobs

-faucet handles

-light switches

-surfaces in and around toilets in resident rooms
Cleaning of resident rooms will be performed
daily to include:

-high dusting

-spot-cleaning the walls

-windows

-doors

-light fixtures

-ledges

-tables

-chairs

-beds

-call bells

-floors

-vacuuming carpets

The policy also indicated that curtains were to be
cleaned on a routine basis and when visible
soiled, bathrooms daily and that equipment was
to be maintained in good repair.

The facility undated and unsigned "Admission
Agreement” indicated that the facility would
provide the resident with services in accordance
with State and Federal regulations. Such
services included: room and board, general
nursing care and nursing treatments such as
administration of medication, preventative skin
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care, assistance with bathing toileting, feeding,
dressing, mobility, housekeeping services,
recreational activities and social programs and
certain personal care services and as may be
required for health, safety, and well-being of the
resident among other services.

The facility undated form titled, "Housekeeping

Carbed Room Schedule" indicated that terminal
cleaning of room would be done on a revolving

schedule and the following cleaning would take
place:

-Remove waste

-High dust

-Clean and disinfect all flat surfaces

-dust mop

-Disinfect the bathroom

-Stock supplies

-Wet mop the floor

The facility policy dated March 2016 and titled,
"Bathroom Cleaning" indicated that housekeeping
was to be provided with a complete outline of the
equipment and supplies necessary to perform
daily routine cleaning of the bathrooms. The
policy specified that daily cleaning would be done
to ensure optimum levels of cleanliness and
sanitation, prohibit the spread of infection and
bacteria and maintain the outward appearance of
the facility.

NJAC 8:39-4.1 (a), 11, 12, 21.3 (a) (b), 27.2 (j),
31.2 (a-e), 31.3, 31.4 (a-f),

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 11/01/2021
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 584 | Continued From page 61 F 584

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

Event ID: YZV011

Facility ID: NJ60407

If continuation sheet Page 62 of 359




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

PRINTED: 06/24/2022
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

C
11/01/2021

NAME OF PROVIDER OR SUPPLIER

SILVER HEALTHCARE CENTER

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

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X5)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 609
SS=E

Reporting of Alleged Violations
CFR(s): 483.12(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 interviews, review of the medical
records, and review of other pertinent facility
documentation, it was determined that the facility
failed to report to the New Jersey Department of
Health (NJDOH) a facility reportable event (FRE)
for a resident that sustained a serious injury of an
unknown origin. This deficient practice was

F 609

F609
Element One — Corrective Actions

- Resident ] no longer resides at

the facility.
+  The investigation documents

regarding the incident involving Resident
[l that were found by the Administrator

12/28/21
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identified for 1 of 38 residents reviewed (Resident
Il and was evidenced by the following:

During the tour of the ventilator unit on 10/21/21
at 10:47 AM, Surveyor #2 observed Resident

Il 'ving in bed with his/her eyes opened and
the resident was
The surveyor observed that there were pillows

placed beneath the resident'|| | | GcNR
I (o both sides).

According to the Admission Record (AR),
Resident was admitted to the facility in

with diagnosis which included but
were not limited to:

Further review of the AR revealed that
, the resident's diagnosis
information was updated to include an

- that occurred during the resident's stay

at the facility.

Review of Resident Quarterly Minimum
Data Set (MDS), an assessment tool used to
facilitate the management of care dated
, revealed that resident was
readmitted to the facility from an acute hospital on
. Further review of the MDS revealed
that the resident had a |||
I (couired total dependence of two
persons for bed mobility and transfers and had a
functional impairment of the

) on both sides.

at the time of the survey were provided to
the survey team noting the event should
have been reported due to the nature of
the injury. Based on staff interviews
during the survey the location of the
incident was not able to be clearly
identified.

*  An AAS 45 reportable event form was
completed and NJDOH notified of the
investigation of the incident involving
Resident #127.

Element Two — Identification of at Risk
Residents

All residents who sustain injuries of
unknown origin may be affected by this
practice.

Element Three — Systemic Changes

»  Staff received re-education regarding
investigating and reporting of injuries of
unknown origin to the NJDOH as
required.

+  The DON and Administrator of record
at the time of the occurrence were no
longer employed at the facility at the time
of the survey.

* Allincidents are discussed during
morning operations meetings to ensure
proper investigations are completed timely
to rule out and prevent abuse or neglect
and reported as required within regulatory
timeframes and in compliance with facility
policies.

+  The DON/designee/Administrator are
notified immediately of any injuries of
unknown origin and notifies NJDOH as
required. The DON completes the AAS45
reportable event form and reviews all
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Review of Resident [JJJjj's individualized,
comprehensive Care Plan (CP) included an entry
which indicated that the resident

. Review of an entry dated
, illustrated that the resident was
totally dependent on staff for all ADL's (activities
of daily living) and transfers via the ||| | | |
with a two-person physical staff assistance.
Further review of the CP revealed an entry dated
, which detailed that the resident had a

and was ordered a-

to the affected area.

Review of the Progress Notes revealed an entry
dated at 4:27 AM, written by the
Registered Nurse (RN) who documented that the
CNA (Certified Nursing Assistant) noted a
to Resident while doing
care. The nurse documented that he/she was
notified, and a complete assessment was done.
The RN documented that there was no history of
trauma and noted a of the
skin on the resident's . Further
review of the Progress Notes revealed a
Post-Incident Follow-up note dated the next day
on at 10:10 PM, in which the RN
documented that [Jj were still present with
swelling and the Nurse Supervisor was made
aware. The RN documented that the physician

was called and ordered a- of the

The Progress Notes further revealed that the the
Unit Manager (UM) documented on ||l ot

6:23 PM, that the ||| GG v2s
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incident investigation documents to
determine the cause of incidents and
actions that need to be taken to prevent
further incidents.

Element Four — Quality Assurance
Incidents are reviewed daily Monday
through Friday at morning operations
meetings. The DON/designee reviews
incident investigations to rule out abuse
and/or neglect and to ensure timely
notification of NJDOH as required. Trend
analysis of incidents is being conducted
weekly for the next month then monthly
going forward by the DON/designee.
Findings are discussed with the
Administrator and reported quarterly in
aggregate to the QAPI committee for
action as appropriate.
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completed and showed a
. She documented that the Physician's
Assistant (PA) and resident's responsible party
(RP) were notified of the resident's condition and
transfer, and he/she was sent to the ED
(Emergency Department) for evaluation of.

Further, the PA documented on at 12:32
PM that the resident was readmitted to the facility

on after admission to acute care hospital
on after an rof the ||

was ordered on and the resident was
found to have a large amount of in the

revealed

The PA documented that the
resident was treated for a
. The PA also documented that
there was no clear mechanism of injury; and
suspected that this may have occurred related to
transfers in the as there was no
documented fall or injury within the resident
record. The PA also documented that
) was noted on
). The PA documented that a left
was placed by
and a follow-up appointment was scheduled in
one week. Further review of the Progress Notes
revealed that on- at 2:01 PM, the PA
documented that she awaited a full report from
the ER and Administration as to the details of the

even that caused the resident‘s_

On 10/25/21 at 12:19 PM, the surveyor attempted
to phone the PA who was not available for
interview.

On 10/22/21 at approximately 9:00 AM, the
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surveyor requested all investigations and facility
reported events that pertained to Resident

from the last quarter of from the Licensed
Nursing Home Administrator (LNHA).

On 10/25/21 at 8:45 AM, the LNHA furnished the
surveyor with seven investigations dated |}
through [Jli]- He stated that he was not able
to locate any documented evidence that the
facility reported any incidents related to the
resident to the NJDOH. The surveyor reviewed
the information that was provided which failed to
contain documented evidence that the facility
reported the event to the NJDOH regarding the
resident's

and which was identified as
an injury of an unknown origin.

On 10/25/21 at 11:06 AM, the surveyor
interviewed the MDS Coordinator who stated that
she believed that she learned that Resident
had sustained a and learned of it in the
morning Clinical Report Meeting. She stated that
she spoke with the former Unit Manager (UM)
who informed her that her resident had
sustained . She further stated that she
knew that there was an investigation done and it
should have been in the nursing office.

On 10/25/21 at 4:04 PM, the surveyor interviewed
the former UM via telephone. She stated that an
investigation into Resident

was conducted
by either the former Director of Nursing (DON) or
former LNHA. She stated that it was established
that the resident's injury likely occurred at the

I U o o mprope: [N

transfer when the residents- was not properly
secured in the [Jfjrior to transfer. She stated
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that she was unsure how it was determined that
the injury occurred in the Unit
versus the facility's Unit where the

resident resided. She stated that it was her
understanding that the injury should have been
reported to the NJDOH.

On 10/26/21 at 11:39 AM, the surveyor
interviewed the Interim DON who stated that the
nurse who noted a [JJJj on the Resident

[l should have called the physician for an

right away stat since the resident was not able to
say what happened. She further added that, "We

are here to help the residents and not to hide
things."

She stated that the process for an injury of an
unknown origin would include an investigation to
determine if the injury was from an incident
involving possible abuse. She confirmed that the
facility protocol was to notify the NJDOH within
two hours when a resident had a serious injury of
unknown origin. She stated that a written
investigation would follow and should have
included a summary of the event, resident
behaviors, the resident's care plan, medications,
and a look-back which would have included staff
interviews when a difference was noted in the
resident's condition. She stated that a left
humerus fracture was a major injury and the
facility should have reported it to the NJDOH. She
stated that she was "flabbergasted" that the injury
of unknown origin was not reported. She further
stated that both the former DON and LNHA were
responsible.

The surveyor attempted to phone the RN for an
interview on 10/26/21 at 12:23 PM but the RN
was unavailable for the interview.
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On 10/26/21 at 3:02 PM, the LNHA provided the
surveyor with an Incident Investigation that
pertained to Resident that was dated

. He stated that it was located within the
former DON's office and he was unable to explain
why he was unable to locate it previously. He
stated "one hundred percent" of all injuries of an
unknown origin or abuse should be reported to
the NJDOH immediately or within two hours of
notification. He stated that the facility would first
report to the NJDOH and then investigate the
incident. He was unable to provide documented
evidence that it was reported to the NJDOH.

The surveyor reviewed the facility policy, "Abuse
Policy & Procedure" dated 08/2014, "Accident
and Incident Reports" dated 01/05, and "Abuse
Investigating and Reporting" (undated policy)
which revealed the following:

The facility requires that any allegations of abuse
be addressed immediately in accordance with all
Federal and State regulations. All allegations will
be evaluated in a prompt and thorough manner.

Definitions of Abuse and Neglect:

The supervisor/Nurse Manager/Director of
Nursing/designee will interview all staff who have
provided care in the case of a physical injury,
such as a fracture. Staff members will be asked
to provide a written statement before leaving their
shift.

The Director of Nursing/designee will gather
supporting documentation to include the
medication and treatment records, 24 hour report,
History and Physical, progress notes, nurses'
notes, doctors' orders, X-rays, labs, etc.
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Any injuries or bruises will be measured and
documented.

The Administrator or designee will be apprised of
all relevant information. The Director of Nursing
/designee will then place a call to the office of the
Ombudsman and the DOHSS regarding all
allegations. The Medical Director will be notified
of all allegations of abuse.

The Administrator/designee will be provided with
the results of all the investigation within five
business days.

Policy: It is the policy of this facility to document
all accidents and incidents occurring to residents,
employees and visitors.

Procedure: Definition of Accident/Incident is any
unusual occurrence, e.g., fall or abuse. Nursing
observations such as skin tear or hematoma are
not unusual occurrences ...hematomas need to
be documented in the interdisciplinary notes and
appropriate action taken for treatment or findings.

Procedure: All alleged violations involving abuse,
neglect, exploitation, or mistreatment, including
injuries of unknown origin ...will be reported to the
facility administrator, or his/her designee to the
following persons or agencies:

The state licensing certification agency
responsible for serving or licensing the facility.
The resident representative of record. Law
enforcement officials. The residence attendant
physician. The facility medical director.

Verbal or written notices to agencies may be
submitted via special carrier, fax, email or by
telephone. Notices will include, as appropriate:
The name of the resident, The number of the
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§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(2) Have evidence that all alleged
violations are thoroughly investigated.

§483.12(c)(3) Prevent further potential abuse,
neglect, exploitation, or mistreatment while the
investigation is in progress.

§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, interview, record reviews
and review of pertinent documentation obtained

F610
Element One — Corrective Actions
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room in which the resident resides, The type of
abuse that was committed for example verbal,
physical, neglect, etc., The date and time the
alleged incident occurred, The name or names of
all persons involved in the alleged incident, What
immediate action was taken by the facility.
The administrator, or his/her designee, will
provide the appropriate agencies or individuals
listed above with a written report of the findings of
the investigation within five working days of the
occurrence of the incidents.
NJAC 8:39-43.5(a)2
F 610 | Investigate/Prevent/Correct Alleged Violation F 610 12/28/21
SS=D | CFR(s): 483.12(c)(2)-(4)
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from the facility, it was determined that the facility
failed to: a) thoroughly investigate an allegation of
a staff-to-resident abuse in a timely manner, and
b) thoroughly investigate an injury of unknown
origin. This deficient practice was identified for 2
of 28 sampled residents, (Resident ] and [}
and was evidenced by the following:

1. During the Recertification Survey, on
10/22/2021 at 8:33 AM, the Licensed Nursing
Home Administrator (LNHA) reported to the
survey team that an allegation of staff-to-resident
abuse occurred on [i|j in the evening and
he was not made aware until that morning. The
resident involved was Resident-. The LNHA
further stated that the Nursing
Supervisor/Registered Nurse (RN), sent the
employee home but did not report the incident
immediately. He also stated that he would collect
statements and report his findings to the survey
team.

On 10/22/2021 at 9:30 AM, the surveyor
reviewed Resident-'s clinical record and
according to the Admission Record (AR),
Resident [Jjwas admitted to the facility with
diagnoses which included but were not limited to;

The Quarterly Minimum Data Set (MDS), a
resident assessment tool used to facilitate the
management of care dated reflected
that Resident. scored on the Brief
Interview for Mental Status (BIMS) which
indicated the resident had a

_ The MDS also revealed that the
resident was_ and could

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

*  The incident that occurred with
Resident was re-investigated by the
DON and Administrator and witness and
staff statements obtained.

« Alate entry notation was made in
Resident-s medical record by the
nurse that included an assessment of the
skin made at the time of the incident.

*  The staff involved in the incident
received re-education regarding timely
completion of investigation documents
including written witness statements,
resident assessment, and progress notes
that reflects results of resident
assessment, notification of responsible
party and physician, and actions taken to
protect the resident.

*  The incident that occurred with
Resident. was re-investigated by the
DON and Administrator and witness and
staff statements obtained. The
investigation documents were revised to
reflect the statement of LPN who
showered Resident[JJJj. Staff that
provided care to Resident- on
I rcceived counseling and
re-education regarding assessing
residents and documenting findings when
incidents occur, and completing
statements as required by facility policy
and regulatory requirements.

*  The LPN who showered the resident
without assistance was counseled and
re-education about following the care plan
when transferring residents.

*  The MDS assessment of and

- for Resident- were corrected

and resubmitted to accurately reflect their

Il stctus. Late entry notations
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2. J—

On 10/22/2021 at 8:50 AM, the surveyor along
with the survey-Team Coordinator (TC) went to
the unit and observed Resident- sitting quietly
in the dayroom. A skin assessment was
conducted by the nurse in the presence of the
surveyor at 9:08 AM which revealed no redness
noted on Resident There was no
entry made regarding the incident in the
resident's clinical record. A review of the
documents provided by the facility on 10/22/2021
revealed the following:

A medical transport staff documented the
following:

"l was standing at door looking through window. |
saw two patients standing in front of the desk
bickering. The staff in pink grabbed a pt [patient]
by the shirt and dragged the resident by shirt to
wheelchair. [The resident] came back to desk and
again she grabbed a fist full of shirt and dragged
[resident] back down the hallway."

A review of an undated statement from the
Certified Nursing Assistant (CNA) involved with
the alleged abuse revealed the following: "
Resident- was bothering another resident, the
other resident was gettin-, ..the
nurse was sitting behind the desk and can vouch
that the statement that was written was
inaccurate. | was telling Resident to leave the
other resident alone from behind the desk.
[Resident-] tried to follow the other resident
again as the other resident was walking away. |
grabbed [his/her] shirt sleeve and escorted
[him/her] through the double door, [he/she] then

were made in Resident-’s medical
record by the nurse. The care plan was
reviewed and revised as appropriate.

*  The staff involved in the incident
received re-education regarding timely
completion of investigation documents
including written witness statements,
resident assessment, and progress notes
that reflects results of resident
assessment, notification of responsible
party and physician, and actions taken to
protect the resident.

Identification of at Risk Residents
All Residents have the potential to be
affected by these practices.

Element Three — Systemic Changes
Staff received re-education related to the
facility policies and regulations for
conducting timely investigations to rule out
abuse or neglect, obtaining witness
statements, and documenting the results
of resident assessment and actions taken
because of an incident in the medical
record including notification of the
responsible party and physician, and
revision as appropriate of the resident
care plan.

Element Four — Quality Assurance
Incidents are reviewed daily Monday
through Friday at morning operations
meetings. The DON/designee reviews
incident investigations to rule out abuse
and/or neglect and to ensure timely
notification of NJDOH as required. Trend
analysis of incidents is being conducted
weekly for the next month then monthly
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came back and | did the same thing again only going forward by the DON/designee.
this time, | walked [him/her] all way to the other Findings are discussed with the
side." Administrator and reported quarterly in
aggregate to the QAPI committee for
On 10/22/2021 at 9:30 AM, the surveyor reviewed action as appropriate.

the electronic progress notes. There was no entry
made regarding the incident in the clinical record.
There was no documentation that the family and
the physician were contacted.

On 10/25/2021 at 1:30 PM, a telephone interview
with the supervisor who was on duty that day
revealed that she was made aware of the alleged
staff-to-resident abuse and requested a
statement from the witness. She indicated that
she assessed the resident but did not follow-up
with any documentation.

The facility protocol was for the Nursing
Supervisor (NS) on duty to notify the
administrator immediately. She was to collect
statements from all witnesses and initiate the
investigation. The NS did not report the alleged
violation until the next day. The NS did not
attempt to interview or assess any other residents
on the involved CNA's assignment. The NS
indicated that she was aware of the protocol to
follow but did not follow the facility's policy. The
NS further stated that she was in-serviced on
abuse but could not recall the date. She also
indicated that she was aware of the timeframe
required to inform the LNHA of any allegation of
abuse.

The following entries were entered in the
electronic clinical record on the following date and
times regarding Resident [JJjj.

A review of the Nurse's Note written on
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at 15:53 [3:53 PM], indicated that
Resident jJii]'s ] was made aware of the
alleged incident of abuse from a staff member
and that Resident- was noted to have no new
injury. The note also indicated that the resident
had no complaints of pain and the Medical Doctor
(MD) was made aware. No new orders at this
time.

Areview of a note dated
at 22:58 [10:58 PM], indicated that the resident
had a [fjon thjl] and that it was
acquired [i.e. hospital, in-house]. (The note did
not specify where the [JJJj was acquired).

An interview on 10/27/21 at 10:10 AM, with the
CNA involved with the alleged abuse revealed
that she was inside the nursing station; Resident
was bothering another unsampled resident
(Resident-). Resident was getting upset
and was crying. Resident came and reported
the incident and Resident followed Resident
- to the nursing station. She stated that while
she was still inside the nursing station with the
nurse, she grabbed the resident by the tip of the

shirt near the and escorted
Residentithrough the double door.
According to the CNA, the second time she did
not have the time to re-enter the nursing station.
The CNA told the surveyor she was at the gate
when she observed Resident returning and
was walking toward Resident . She told the
surveyor that she placed her arms under
Resident [Jilij and escorted him/her to the
double door to the other side. She further stated
that she had been working through an agency for

the facility and had never been involved in any
incident.
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On 10/28/2029 at 12:30 PM, the LNHA e-mailed
some documents regarding the allegation
investigation, which were reviewed by the survey
team. There was no statement from the nurse
who witnessed the incident. According to the
interview with the CNA involved in the incident,
the nurse was sitting at the nursing station and
observed the encounter with Resident-. There
was no statement from that nurse. There were no
entries in the clinical record regarding the
incident. The CNA file provided by the facility
signed on 1-, indicated that the involved
CNA received an annual in-service orientation on
Elder Justice Act.

There was no late entry in the clinical record
regarding the Nursing Supervisor assessment.
The family and the physician were notified the
next day around 3:53 PM.

1.) Areview of the facility's abuse policy dated
01/05 and last updated 08/2014, documented the
following:

Policy: this facility will not tolerate any form of
resident abuse or neglect. This facility requires
that any allegations of abuse be addressed
immediately in accordance with all Federal and
State regulations. All allegations will be evaluated
in a prompt and thorough manner. Measures to
reduce the likelihood of abusive behavior will be
mandated from the pre-employment period
throughout the employee's length of service.
Abuse and neglect in-servicing will be done at
least annually.

The following were noted under Procedure.
The RN Supervisor will contact the Director of
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Nursing (DON) immediately upon suspicion or
confirmation of abuse. If the DON is unable to be
contacted, the Administrator will be contacted.
Staff members will be asked to provide a written
statement before leaving their shift.

Confused residents will be interviewed with a
witness present.

The DON/designee will gather supporting
documentation to include the medications, and
treatments 24 hours report, history and physical
progress notes, nurse's notes, doctor's orders,
X-rays, labs.

Any injuries or bruises will be measured and
documented.

Employee statement form will be filled out
completely. The employee must sign the
statement notes.

An incident form will include the following
information:

Name of involved resident

Date and time the incident occurred.

The circumstances surrounding the incident.
Where the incident took place.

The name (s) of those participating in the act.
Physician and family notification.

Treatment rendered.

The " Resident Interview Form" attached to the
Abuse policy was not filled out and submitted with
the investigation as directed in the policy. The
facility's investigation included no statement from
the nurse that was present at the nursing station.
On the nurse indicated that a bruise
was present on Resident ||| . the
- was not measured, an incident report was
not completed.

2. On 10/19/2021 the surveyor reviewed

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YZV011 Facility ID: NJ60407 If continuation sheet Page 77 of 359



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

PRINTED: 06/24/2022
FORM APPROVED

OMB NO. 0938-0391

Resident ] clinical record. Resident
[l was admitted to the facility with diagnoses
which included

The quarterly MDS, revealed that Resident
was totally dependent on staff for all activities of
daily living (ADL's), || referred to as
cognitive status was left blank on both significant
change MDS dated and the quarterly
. Resident had a
According to the MDS
Resident [JJJrequired a
2-person physical assist for surface-to-surface
transfers.

On 10/22/2021 at 9:15 AM, the surveyor went to
the unit and could not locate Resident-. The
door was closed. The surveyor approached the
Licensed Practical Nurse (LPN) and inquired
about Resident-. The LPN told the surveyor
that he gave a shower to Resident. this
morning and the CNA dressed Resident -
The LPN informed the surveyor that Resident-
was in dayroom ]

On 10/22/2021 at 9:24 AM, the surveyor
observed Resident [JJjj in dayroom ] being
assisted by a second LPN with the breakfast
meal. Resident- had a short sleeve shirt on.
The surveyor observed a

area which was raised on Resident

. The second LPN indicated

that she was not aware of the A CNA who
was working on the unit approached the resident,
looked at the area and told the surveyor
that he did not know anything about it. An
interview with the first LPN revealed that he was
not aware of there being a [JJj- The surveyor
accompanied the first LPN to the dayroom and

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 11/01/2021
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 610 | Continued From page 77 F 610

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

Event ID: YZV011

Facility ID: NJ60407

If continuation sheet Page 78 of 359



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

PRINTED: 06/24/2022
FORM APPROVED
OMB NO. 0938-0391

observed the LPN observed and acknowledged

the same large and ] area on the
resident's

On 10/22/2021 at 9:25 AM, an interview with the

CNA assigned to Resident revealed that she
was not aware of the The CNA further

stated that when she reported to the unit this
Resident

morning [referring to
was already dressed and sitting in the dayroom.

On 10/22/2021 at 9:30 AM, an interview with the
Unit Manager (UM) revealed that he was not
made aware of a . The surveyor
accompanied the UM who approached the
resident and observed the area and
acknowledged that it appeared to be a [Jjj-

The surveyor reviewed the active Treatment
Administration Record (TAR) for ||| |
which reflected that the skin assessment was
signed by the first LPN this morning. There were
no entries regarding the [JJj: The surveyor
asked the first LPN about the skin assessment.
The first LPN indicated that he did not have the
time to fully assess the resident. The surveyor
again asked the first LPN about the shower that
morning. The first LPN told the surveyor that the
CNA dressed up Resident [JJjafter the shower.

That same day at 10:15 AM, the surveyor again
interviewed the first LPN who assisted Resident
with the shower. The LPN told the surveyor
he showered Resident early before 7:00 AM
and stated that he did not assess Resident
for any skin abnormality. He went on to state that
he did not have the time to fully assess Resident
[l The surveyor inquired about the transfer
mode during the shower. The LPN indicated that
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he transferred the resident without assistance.

On 10/22/2021 at 10:17 AM, the surveyor
escorted another surveyor who observed and
confirmed evidence of the of the
arm appearing to be a Resident-
could not explain what had happened and the
Unit Manager indicated that he was not made

aware of the-

The surveyor reviewed the progress notes (PN)
at 2:59 PM, there was no documentation

regarding the [}

The above concerns were discussed with the
LNHA and the Director of Nursing (DON) that
same day and the facility indicated that an
investigation would follow. No further information
or investigation was provided by the facility on exit
day.

On 10/28/2021 at 12:30 PM, the LNHA e-mailed
the investigation to the TC. The surveyor
reviewed the forwarded document and could not
find any statement from the first LPN who
showered and dressed Resident- that
morning.

During the second interview on 10/22/2021 at
10:15 AM, the first LPN told the surveyor that he
transferred Resident. to the recliner chair
without assistance. He showered the resident and
transferred Resident back to bed. He then
dressed the resident and transferred the resident
back to the recliner chair without assistance.
None of this information was entered in the
investigation. According to the MDS dated
Resident- was a two-person
physical assist for surface-to-surface transfers.
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The following entry on the clinical record dated

at 10:35 AM, indicated the following:
"Note Text: Resident reported to have [JJjjon

. Supervisor notified. Resident
assessed, VSS [vital signs stable]. No s/s [signs
and symptoms] of pain or discomfort. color
_. MD notified, ordered )

Voicemail left for family."

The surveyor reviewed the facility's policy titled, "
Changes in a Resident's Condition or Status",
dated 01/05 which indicated the following:

Policy: Changes in a Resident's Condition or
Status

It is the facility policy except in medical
emergencies, to notify the resident, his/her
attending physician and representative (sponsor)
of changes in the resident's condition and/ or
status.

Under procedure #5

All changes in the resident's medical condition will
be recorded in the resident's medical record in
accordance with the facility's charting and
documentation policies and procedures".

NJAC. 8:39-4 (a) 12
F 623 | Notice Requirements Before Transfer/Discharge
SS=F | CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.
Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's

F 610

F 623

12/28/21
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representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or
(E) A resident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
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must include the following:

(i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.
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§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(1).

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to: a.) notify the
representative of the New Jersey State
Long-Term Care Ombudsman about a resident's
transfer to the hospital, and b.) have a facility
Policy and Procedure in place for the notification
of the New Jersey State Long-Term Care
Ombudsman. This deficient practice was
identified for 4 of 4 residents reviewed for
notifications during hospitalization (Resident-,

SR )

This deficient practice was evidenced by the
following:

A review of the progress note dated ] at
4:31 PM, revealed that Resident
was sent to the Emergency Room and
admitted to the hospital with a diagnosis of
)- The progress
notes revealed that the resident was re-admitted

to the facility four days later on [ dvring
the evening shift. Further review of a progress

note dated at 1:23 AM reflected that
Resident was sent to the Emergency Room

again and admitted with a diagnosis of

F623

Element One — Corrective Actions
»  The Office of the NJ State Long-Term
Care Ombudsman was provided with
notification in writing of the transfer of
Resident on [l to the hospital
due to , the admission to the
hospital for on as
required by regulations.

«  The Office of the NJ Ombudsman
was provided with notification in writing of
the transfer of Resident # on
to the hospital due to
status, the admission to the hospital for

on
as required by regulations.

»  The Office of the NJ State Long-Term
Care Ombudsman was provided with
notification in writing of the transfer of
Resident on to the hospital
then transferred to another facility after
discharge from the hospital as required by
regulations.

«  The Office of the NJ State Long-Term
Care Ombudsman was provided with
notification in writing of the transfer of

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
315280 B. WING 11/01/2021
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 623 | Continued From page 83 F 623

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

Event ID: YZV011

Facility ID: NJ60407

If continuation

sheet Page 84 of 359




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

PRI

NTED: 06/24/2022

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

315280

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

COMPLETED

C
11/01/2021

NAME OF PROVIDER OR SUPPLIER

SILVER HEALTHCARE CENTER

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

An additional progress note dated

written during the evening 3 PM-11 PM shift,
revealed that the resident was re-admitted to the
facility on that date. There was no documentation
in the medical record that the New Jersey State
Long-Term Care Ombudsman representative was
notified in writing regarding the unplanned
hospitalizations.

A review of the progress note dated [JJJij at
11:41 PM revealed Resident [JJJjJj was sent to the
hospital and admitted with a diagnosis of ||}

. The progress notes revealed that
the resident was re-admitted to the facility three
days later on during the evening shift.
Further review of a progress note dated

at 9:11 AM, reflected that Resident was sent
to the hospital again and admitted with a
diagnosis of .An
additional progress note dated on the 3
PM-11 PM shift revealed the resident was
re-admitted to the facility on that date. There was
no documentation in the medical record that the
New Jersey State Long-Term Care Ombudsman
representative was notified in writing regarding
the unplanned hospitalizations.

A review of the progress note dated [JJJij 2t
3:00 PM revealed Resident [JJjj was sent to the
hospital and would then be sent to another facility
when discharged from the acute hospital. Further
review of the progress notes reflected Resident

did not return to the facility. There was no
documentation in the medical record the New
Jersey State Long-Term Care Ombudsman
representative was notified in writing regarding
the hospitalization.

Resident [Jjon to the hospital
with a diagnosis o as

required by regulations.

. The Social Worker, Admissions
Director and LNHA received re-education
regarding the regulation to notify the
Office of the NJ State Long-Term Care
Ombudsman of all transfers and
discharges from the facility per regulatory
requirements.

Element Two — Identification of at Risk
Residents

All Residents have the potential to be
affected by this practice.

Element Three — Systemic Changes

* A Notification of the Office of the NJ
State Long-Term Care Ombudsman policy
was written and implemented that
addresses all the regulatory requirements
for providing copies of the notice of
resident transfer and/or discharge and the
reason for the move to the Office of the
Ombudsman. Staff were educated about
the policy.

+  The Admissions department will notify
the Office of the NJ State Long-Term Care
Ombudsman of all transfers and/or
discharges in compliance with regulatory
requirements as outlined in the policy and
maintain a log of all notifications.

Element Four — Quality Assurance
Weekly for the next four weeks then
monthly for the next three months
Admissions will provide the Administrator
with a copy of the Office of the NJ State
Long-Term Care Ombudsman notification
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A review of the progress note dated at
6:27 PM revealed Resident [JJJjjj was sent to the
hospital and admitted with a diagnosis of a

). The
progress notes revealed that the resident was
readmitted to the facility on [Jij during the
evening shift. There was no documentation in the
medical record that the New Jersey State
Long-Term Care Ombudsman representative was
notified in writing regarding the unplanned
hospitalization.

On 10/21/21 at 12:05 PM, Surveyor #4
interviewed the Social Worker (SW) who stated
she was never trained on the process of
notifications to the ombudsman's office and was
never told she was supposed to notify the New
Jersey State Long-Term Care Ombudsman's
office.

During an interview in the presence of the
surveyor team on 10/22/21 at 1:38 PM, the
administrator (LNHA) stated that the facility did
not notify the Ombudsman'’s office because they
did not know they had to do it. He further stated,
"Is it a regulation?" Adding that he was "not aware
of that."

During an interview with Surveyor #7 on 10/22/21
at 2:08 PM, the Admissions Director (AD) stated
that she did not send notification of the
discharges to the New Jersey State Long-Term
Care Ombudsman's office. The AD further stated,
"l have worked in nursing homes for the past.
. years and | have never heard of notifying the
ombudsman office of transfers or discharges."

During a follow-up interview in the presence of

F 623

log of all transfers and/or discharges of
residents. Admissions will provide
statistics in aggregate at the quarterly
QAPI committee meeting for action and
further guidance as appropriate.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YZV011

Facility ID: NJ60407 If continuation sheet Page 86 of 359




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

PRINTED: 06/24/2022
FORM APPROVED
OMB NO. 0938-0391

§483.20 Resident Assessment

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

§483.20(b) Comprehensive Assessments
§483.20(b)(1) Resident Assessment Instrument.
A facility must make a comprehensive
assessment of a resident's needs, strengths,
goals, life history and preferences, using the
resident assessment instrument (RAI) specified
by CMS. The assessment must include at least
the following:

i) Identification and demographic information

ii) Customary routine.

ii) Cognitive patterns.

iv) Communication.

v) Vision.

vi) Mood and behavior patterns.

vii) Psychological well-being.

viii) Physical functioning and structural problems.
ix) Continence.

x) Disease diagnosis and health conditions.

Py
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the survey team on 10/22/21 at 2:54 PM, the
LNHA stated that the facility did not have a policy
for notification of the New Jersey State
Long-Term Care Ombudsman's office for
discharges.
No additional documentation was provided to the
survey team during the survey to refute the
surveyor's findings.
NJAC 8:39-4.1(a)(32)
F 636 | Comprehensive Assessments & Timing F 636 12/28/21
SS=D | CFR(s): 483.20(b)(1)(2)(i)(iii)
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(xi) Dental and nutritional status.

(xii) Skin Conditions.

(xiii) Activity pursuit.

(xiv) Medications.

(xv) Special treatments and procedures.

(xvi) Discharge planning.

(xvii) Documentation of summary information
regarding the additional assessment performed
on the care areas triggered by the completion of
the Minimum Data Set (MDS).

(xviii) Documentation of participation in
assessment. The assessment process must
include direct observation and communication
with the resident, as well as communication with
licensed and nonlicensed direct care staff
members on all shifts.

§483.20(b)(2) When required. Subject to the
timeframes prescribed in §413.343(b) of this
chapter, a facility must conduct a comprehensive
assessment of a resident in accordance with the
timeframes specified in paragraphs (b)(2)(i)
through (iii) of this section. The timeframes
prescribed in §413.343(b) of this chapter do not
apply to CAHs.

(i) Within 14 calendar days after admission,
excluding readmissions in which there is no
significant change in the resident's physical or
mental condition. (For purposes of this section,
"readmission” means a return to the facility
following a temporary absence for hospitalization
or therapeutic leave.)

(iii)Not less than once every 12 months.

This REQUIREMENT is not met as evidenced

by:

Based on interview and record review, it was F636

determined that the facility failed to complete the Element One — Corrective Actions
Comprehensive Minimum Data Set (MDS), an *  The annual MDS assessment for
assessment tool used to facilitate the Resident. was completed and
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management of care, in a timely manner for 3 of
36 residents (Residents |JJil] 2l
reviewed for completion of MDS assessments.
This deficient practice was evidenced by the
following:

According to the Centers for Medicare and
Medicaid Services (CMS) Long-Term Care
Facility Resident Assessment Instrument 3.0
User's Manual, dated October 2019, Version
1.17.1, indicated that Comprehensive
Assessments (Annual) should be completed no
later than 14 calendar days after the Assessment
Reference Date (ARD) of the MDS.

On 10/21/21, the surveyor attempted to review
the MDS assessments for Resident

I =<l \hich revealed the following:

A review of the MDS section of the Electronic
Medical Record (EMR) for Resident. revealed
that the Annual MDS on was still "in
progress." The EMR did not reflect that the facility
completed the annual MDS assessment for the
resident. According to the ARD, the MDS
completion date should have been [Jij- The
resident's last comprehensive Annual MDS

assessment was-

A review of the MDS section of the EMR for
Resident revealed that the Annual MDS on
was "in progress." The EMR did not
reflect that the facility completed the annual MDS
assessment for the resident. According to the
ARD, the MDS completion date should have been
Il The resident's last comprehensive
Annual MDS assessment was [}

A review of the MDS section of the EMR for

submitted or- The IDT team

reviewed the care plan on

*  The annual MDS assessment for
Resident jl was completed and
submitted on [fj The IDT team met
and reviewed the care plan on ||l

+  The annual MDS assessment for
Resident- was completed and
submitted on The IDT team met
and reviewed the care plan on

+  The new MDS Coordinator was
provided with required education and a
computer to complete MDS assessments.
Element Two — Identification of at Risk
Residents

All Residents have the potential to be
affected by this practice.

Element Three — Systemic Changes

« The was contracted
with the conduct an audit of all MDS
assessments to identify those that were
late and required completion and
submission and will conduct monthly
audits on an ongoing basis.

« Additional MDS staff were brought in
by the management company to complete
all late assessments while the facility hired
and trained an additional MDS
coordinator.

*  Nursing staff received re-education
regarding the requirement to complete
and submit MDS assessments timely in
compliance with regulations.

Element Four — Quality Assurance
Weekly for the next four weeks then
monthly for the next three months the
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Residen{fjJj] revealed that the Annual MDS on

was "in progress." The EMR did not
reflect that the facility completed the annual MDS
assessment for the resident. According to the
ARD, the MDS completion date should have been
Il The resident's last comprehensive
Annual MDS assessment was |||

During an interview with Surveyor #8 on 10/21/21
at 11:59 AM, the MDS Coordinator stated there
are "quite a few" MDS assessments that were
overdue because both MDS coordinators worked
part time and were not able to complete them all
in a timely manner. The MDS Coordinator stated,
"The facility just hired a full-time MDS coordinator
two weeks ago, who was waiting for a computer,
so she can be more productive. The facility had
two part-time MDS Coordinators working on the
overdue MDS list until the full time MDS
Coordinator can get up to speed." All overdue
residents: Residen{ill, Resident , and
Residen on the resident assessment list were
"in progress" but not completed. The part time
MDS Coordinator stated the facility was aware of
the number of overdue residents' MDS
assessments and the MDS Coordinators are
trying to "catch up." The part time MDS
Coordinator and the full time MDS Coordinator
would do all the "overs." The part time MDS
Coordinator stated, "The facility had no unit
managers so the MDS assessments had been
difficult to do."

On 10/25/21 at 12:40 PM, Surveyor #8
interviewed the Director of Nursing (DON) about
when the MDS assessments are supposed to be
completed. The DON stated that the quarterly
assessments should be done every three months
so the facility would know what kind of skilled

MDS Coordinator will provide the
DON/designee with a copy of the MDS
assessment report generated by the
electronic Health Record to substantiate
timely completion and submission of MDS
assessments in compliance with
regulations. The DON/designee will
provide MDS completion statistics in
aggregate at the quarterly QAPI
committee meeting for action and further
guidance as appropriate.
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care the residents would need. The DON stated
there were "problems" with the MDS
assessments; "they are quite behind." The DON
stated, "We only had a part-time person working
on them, but we just hired a full-time person. |
just know they are catching up, I'm not aware how
many are overdue. Hopefully, anytime something
comes up, we're care planning them for emerging
problems."

A review of the facility's MDS policy, "MDS
Implementation and Review" dated 1/05,
reflected the following: "It is the policy of this
facility to implement the Minimum Data Set
(MDS) on each resident within a designated
period of time. (New admissions within 14 days).
To update the minimum data set every 90 days or
whenever a significant change is evident., 3.
Quarterly updates are to be done on residents
according to current federal guidelines, and 4.
Annual MDS's will completed within 7 days prior
to and by the anniversary date (365th day) of the
most recent full assessment."

N.J.A.C. 8:39-11.1
F 641 | Accuracy of Assessments F 641 12/28/21
SS=D | CFR(s): 483.20(g)

§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 interview and record review, it was F641

determined that the facility failed to accurately Element One — Corrective Actions
complete the Minimum Data Set assessment for *+  The MDS assessment of- was
1 of 7 residents reviewed for accidents/falls corrected and resubmitted to reflect the
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(Resident -

This deficient practice was evidenced by the
following:

According to the Centers for Medicare and
Medicaid Services (CMS) Long-Term Care
Facility Resident Assessment Instrument 3.0
User's Manual, dated October 2019, included
instructions to accurately assess falls within the
Minimum Data Set (MDS) Assessments. The
manual included when recording data to Section
J, staff are to: "Review all available sources for
any fall since the last assessment," and, "review
nursing home incident reports and medical record
(physician, nursing, therapy, and nursing
assistant notes) for falls and level of injury." The
manual further included to "Determine the
number of falls that occurred since
admission/entry or reentry or prior assessment
and code the level of fall-related injury for each."

Throughout the day on 10/25/21, the surveyor
reviewed the medical record for Resident i
which revealed the following:

A review of the Admission Record face sheet (an
admission summary) revealed that Resident
was admitted to the facility with diagnoses that
included but were not limited to:

A review of the resident's Quarterly Minimum
Data Set (MDS), and assessment tool used to
facilitate the management of care, dated-,
included in Health Conditions that the
resident had one fall with injury since the last
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falls experienced by Resident [JJjjjj on

and i The MDS nurse
who failed to properly code the MDS was
counseled and re-educated.

Element Two — Identification of at Risk
Residents

All residents have the potential to be
affected by this practice.

Element Three — Systemic Changes

*  The Charts Group was contracted
with the conduct an audit of MDS
assessments to identify those that were
inaccurate and required modification and
resubmission. The Charts group will
conduct monthly audits on an ongoing
basis.

«  Additional MDS staff were brought in
by the management company to assist
with MDS assessment corrections
identified by the Charts Group audit.

«  The facility hired and trained an
additional MDS coordinator who reviews
MDS assessments to ensure they are
accurately coded.

*  Nursing staff received re-education
regarding the requirement to review the
record during the look back period when
completing MDS assessments to assure
they are accurately coded.

Element Four — Quality Assurance
Weekly for the next four weeks then
monthly for the next three months the
MDS Coordinator will provide the
DON/designee with an audit of 25% of
MDS assessments to substantiate
accurate coding in compliance with MDS
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MDS assessment, and no other falls. (Prior to the
resident's quarterly MDS dated there
was a Quarterly MDS dated according to
the MDS assessment list for 2021 pertaining to

Resident-.

A review of the resident's individualized,
comprehensive Care Plan (CP), revised on
included that the resident was a risk for
problems,

poor safety awareness, and
use. The CP also included that the resident had

falls on - and -

A review of a Progress Note dated i at
3:44 AM, reflected that the resident had a fall in
the facility and the note included that the resident
was found sitting on the floor next to the bed in
the resident's room.

A review of a Progress Note dated i at
11:37 PM, reflected that the resident had a
second fall and included the Nurse Practitioner
was notified of the resident's fall.

During an interview with Surveyor #9 on 10/25/21
at 12:06 PM, the MDS Coordinator stated the
information used for the MDS assessments was
obtained from the resident's medical record,
resident interviews, and staff interviews. The
MDS Coordinator further stated that Section J
was completed by the MDS nurses and that the
department responsible for the section should
ensure that it is coded accurately. The MDS
Coordinator then reviewed Resident-s
medical record and acknowledged there was
documentation related to two falls on -and

. The MDS Coordinator further stated that
the MDS nurse who completed the [l
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instructions. The DON/designee will
provide MDS coding statistics in
aggregate at the quarterly QAPI
committee meeting for action and further
guidance as appropriate.

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

Event ID: YZV011

Facility ID: NJ60407 If continuation sheet Page 93 of 359




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

PRINTED: 06/24/2022
FORM APPROVED
OMB NO. 0938-0391

8S=D | CFR(s): 483.21(b)(1)

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

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
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Quarterly MDS for Resident [JJJj should have
coded in- that there were two falls, a fall
with no injury and a fall with injury, since the last
MDS assessment on |l
During an interview with Surveyor #9 on 10/25/21
at 12:41 PM, when asked if the MDS nurses
should complete the MDS assessments
accurately, the Director of Nursing stated, "I
would hope that they would." No additional
documentation was provided to refute the
surveyor's findings prior to surveyor inquiry.
The facility did not provide any additional
information.
NJAC 8:39-11.1

F 656 | Develop/Implement Comprehensive Care Plan F 656 12/28/21
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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.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined that the facility failed to
implement Care Plan interventions to address
residents with known maladaptive behaviors such
as |G o the floor in their
bathroom and common areas of the facility. This
deficient practice was identified for 2 of 38
residents reviewed for care planning (Residents
-, and-), and was evidenced by the
following:

During the tour of the [Jij Unit on
10/18/2021, Surveyor #3 observed that the
dayroom had stained flooring, [Jfjon the floor in

the sunroom,- in dayroom, and- on the

F 656
Element One — Corrective Actions
* Resident was reassessed by the
interdisciplinary team to determine
probable causes for the behaviors of
I o the foor. The
care plan was reviewed, and additional
specific interventions added to address
the negative behaviors of and
on the floor.

- Resident [Jjwas reassessed by the
interdisciplinary team to determine
probable causes for the behaviors of

on the floor. The
care plan was revised to include the
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furniture. The above concerns were addressed
with the nursing staff which revealed that both
residents, Resident and shared a room
and had behaviors of and -on the
floor.

1. According to the Admission Face Sheet,
Resident JJJj was admitted to the facility with
diagnoses which included

The Quarterly Minimum Data Set (MDS), an
assessment tool used to facilitate the
management of care dated revealed
that Resident. scored out o on the Brief
Interview for Mental Status (BIMS) which
indicated the resident had
. A further review of the MDS revealed
Residen was rarely or never understood,

and could responds adequately to |||

communication only.

Further review of the clinical record revealed that
Resident ] was totally dependent on staff for
care.

On 10/26/2021 at 10:11 AM, two surveyors
observed Residen{jjj] on the floor at
the entrance of the nursing station. Housekeeping
was called to mop the floor, Resident- was
escorted to the room for care after the episode.

An interview with the nurse confirmed that

Resident- had a behavior of- and
-on the floor.

Resident #95's Comprehensive Care Plan

probiem of NN o e

floor and interventions were implemented
to address these negative behaviors.

Element Two — Identification of at Risk
Residents

All residents have the potential to be
affected by this practice.

Element Three — Systemic Changes

*  The report titled “Care Plan Reviews
Due” in Point Click Care, the facility
electronic medical record, was run to
identify residents whose care plans
required review.

+  Staff received re-education related to
behavior management techniques to
consider for residents who display
negative behaviors.

*  The psychologist and/or psychiatrist
treating Residents who display negative
behaviors will assist nursing staff with
identification of interventions that may be
affective in curbing negative behaviors.

Element Four — Quality Assurance
Weekly for the next four weeks then
monthly for the next three months the IDT
will provide the DON/designee with an
audit of 25% of behavioral care plans to
substantiate negative behaviors are being
addressed. The DON/designee will
provide the behavioral care plan statistics
in aggregate at the quarterly QAPI
committee meeting for action and further
guidance as appropriate.
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initiated on was reviewed. There was
no identified focus/ goals or interventions related
to the maladaptive behavior of [ jand

on the floor in the room and common
areas of the facility. The behavior was not
addressed in the care plan. There was no
directive in place for the staff to manage the
behavior.

2. Resident
Resident

shared the room with Resident
displayed behaviors of

on the floor. Resident [Jjj
had a care plan that addressed the behavior as
follows:

Care Plan focus area noted the following:

Resident ] had a behavior problem of |l
on the floor; yelling/cursing disrupting

others related to

- & decreased

The goal was: Resident will have fewer
episodes of Specify: on the floor initiated

since-.

Interventions for the resident's Care Plan
included:

- Resident will have fewer episodes of
Specify: on the floor. - Anticipate

and meet needs.

- Document behaviors, and resident response
to interventions.

- Housekeeping to clean bathroom twice a
day.

- If reasonable, discuss behavior.
Explain/reinforce why behavior inappropriate

and/or unacceptable.

-Praise any indication of

progress/improvement in behavior.
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The Care Plan was not revised to implement
specific intervention on how the behavior would
be addressed. Surveyor #3 observed Resident

on the floor during meals, staff
confirmed the behavior. According the Infection
Preventionist the nursing staff were to initiate
cleaning and call housekeeping for disinfecting
the area. The care plan did not include how
Resident- would be educated or redirected to
curtail the behavior. There were no meaningful
interventions in place for the staff to manage the
behavior.

The facility policy dated 01/05 and titled, "Care
Plans-Comprehensive" reflected that the policy of
this facility is to develop a individual and
comprehensive care plan for each resident which
includes measurable objectives and timetables to
meet the resident's medical, nursing and
psychological needs. The policy specifically
indicated that in the [JJj Unit that the team
would meet and review the resident's plan of care
on admission and weekly and that Care Plans
were also reviewed and updated as changes in
the resident's condition dictates

The undated and unsigned facility "Admission
Agreement” (AA) indicated that the facility would
provide the resident with services in accordance
with State and Federal regulations. Such services
included: room and board, general nursing care
and nursing treatments such as administration of
medication, preventative skin care, assistance
with bathing toileting, feeding, dressing, mobility,
housekeeping services, recreational activities and
social programs and certain personal care
services and as may be required for health,
safety, and well-being of the resident among
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§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i) Meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the nursing staff failed
to a.) document the administration of medications
on the Medication Administration Record (MAR),
and b.) ensure the reconciliation, accountability,
and notification of the physician for the use of a
floor mat. This deficient practice was identified for
3 of 5 residents, (Resident ], i and [l
reviewed for documentation and was evidenced
by the following:

Reference: New Jersey Statutes, Annotated Title
45, Chapter 11. Nursing Board. The Nurse

F658

Element One [ Corrective Actions

Resident
" The
correctly

medications on the medication
administration record at the time of
administration for Resident- were
counseled and re-educated.

Resident

The physician wrote an order for the use
of floor mats at bedside when in bed on
Il steff that provide care for
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other services. The AA also indicated that the
resident and the resident designees are
encouraged to participate in the development of
the resident's Care Plan. The Resident's care
plan was to be developed upon admission and
updated throughout the resident's stay based on
the resident's medical condition and personal
needs and lays out specific care and assistance
to be provided to the resident by the facility's staff
members. The AA specified that as the resident's
wishes or needs change, the resident's care plan
would be updated.
NJAC 8:39-11.2e2.
F 658 | Services Provided Meet Professional Standards F 658 12/28/21
SS=D | CFR(s): 483.21(b)(3)(i)

LPN and RN who failed to
document the administration of
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Practice Act for the state of New Jersey states:
"The practice of nursing as a registered
professional nurse is defined as diagnosing and
treating human responses to actual or potential
physical and emotional health problems, through
such services as case finding, health teaching,
health counseling and provision of care
supportive to or restorative of life and wellbeing,
and executing medical regimes as prescribed by
a licensed or otherwise legally authorized
physician or dentist."

Reference: New Jersey Statutes, Annotated Title
45, Chapter 11. Nursing Board. The Nurse
Practice Act for the state of New Jersey states:
"The practice of nursing as a licensed practical
nurse is defined as performing tasks and
responsibilities within the framework of case
finding, reinforcing the patient and family teaching
program through health teaching, health
counseling and provision of supportive and
restorative care, under the direction of a
registered nurse or licensed or otherwise legally
authorized physician or dentist."

According to the Resident Face Sheet, Resident
was admitted to the facility with medical
diagnoses that included,

Review of the resident's Quarterly Minimum Data
Set (MDS), an assessment tool used to facilitate
the management of care, dated-
revealed that Resident

was identified with
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Resident. received re-education about
obtaining orders prior to the use of bed
mats when in bed for Residents that need
them. The care plan was reviewed and
includes an intervention for the use of the
bed mat for Resident-when in bed.

Element Two [ Identification of at Risk
Residents
All residents may be affected by these
practices.

Element Three [1 Systemic Changes

" Nursing staff received re-education to
assure the MAR/TAR is signed for the
administration of medications at the time
of administration and to obtain a physician
order as required for bed mats prior to
their use.

" Anew consultant pharmacist was
engaged and is auditing all charts making
notations of missing signatures on the
MARSs or TARs as part of the monthly
audits.

" The policy for administration of
medications was reviewed to ensure the
procedure includes the requirement to
sign for all medications and treatments at
the time of administration. A copy of this
policy is at every nursing station as a
reminder.

" The policy to obtain physician orders
prior to the use of adaptive devices as
required such as floor mats at bedside
was reviewed and staff re-educated as
noted above.

with Element Four [J Quality Assurance
behaviors that occurred daily, needed limited " Monthly for the next three months the
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assistance from staff for Activities of Daily Living
(ADLs) and identified with no impairment of upper
or lower extremities.

On 10/21/2021 at 10:41 AM, the Surveyor #3
reviewed Resident [Jjs MAR for the month of

. During the review of the MAR,
Surveyor #8 observed 15 signature areas on the
MAR that were not completed by the Registered
Nurses (RN) and Licensed Practical Nurses
(LPNs) across all shifts. Resident #JjJjj
medications included:

I iligrams (mg) || tablet by mouth

every 6 hours for [Jijtc be given at 12AMm,
6AM, 12PM and 6PM. The dates and times of
missing signatures were as follows: 12AM on
10/18/21; 6AM 10/18/21; 12PM on 10/6/21,
10/7/21, 10/8/21, 10/12/21, 10/13/21, 10/18/21,
10/19/21, 10/20/21; 6PM 10/1/21, 10/2/21,
10/16/21, 10/17/21, 10/20/21.

mg J] tab by mouth at bedtime for
bipolar disorder to be given at 9PM. The dates of
missing signatures on those dates were 10/7/21
and 10/16/21.
tablet[jmg ] tab by mouth at bedtime
(9PM). The dates for the missing signatures were
10/1/21, 10/4/21, 10/7/21, 10/19/21.

tab ] mg ] tablet by mouth once
daily (9AM) - missing signature date 10/3/21.

mg tabletl tablet by mouth every
morning and bedtime (9AM & 9PM) - missing
signatures 9PM 10/1/21, 10/2/21, 10/7/21.

No other documentation was observed noting
why the medications were not given or signed by
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DON/UM/designee will audit 10 random
charts to ensure the MARs and TARs are
properly completed and there are no
missing signatures for ordered
medications. The DON will provide the
audit statistics in aggregate at the
quarterly QAPI committee meeting for
action and further guidance as
appropriate.

" Monthly for the next three months the
DON/UM/designee will audit the charts of
residents who sustain a fall to ensure
there are physician orders for bed mats or
other adaptive devices prior to their use.
The DON will provide the audit statistics in
aggregate at the quarterly QAPI
committee meeting for action and further
guidance as appropriate..
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Continued From page 101
the nursing staff.

On 10/21/2021 at 10:58 AM, the surveyor
interviewed the LPN on [JJj who worked the
day shift. The MAR was not signed for eight days
of the [l MAR during the day shift. The LPN
stated signing the MAR indicated that a
medication was given. The LPN also stated, "My
job is to give the medications and sign for it.
There is no reason the MAR didn't get signed, but
| know | gave it to him every day. | just forgot to
sign the MAR."

On 10/25/21 at 11:03 AM, the surveyor
interviewed the Infection Preventionist (IP)
regarding medication administration. The IP
stated that she expected documentation on the
MARs immediately after the resident was
administered the medications. The IP stated, "If
the MAR is not signed, it means you didn't give
the medications. If not signed for multiple times,
there needs to be a one-on-one meeting with the
staff member, because it meant it was probably a
routine occurrence." The surveyor informed the
IP, the LPN informed Surveyor #8 she was too
busy to sign the MAR after giving the
medications. The IP stated, "How are you too
busy to sign the MAR? It's a part of your job."
The IP further stated, "Yes, she was supposed to
sign the MAR. Everyone should sign the MAR
immediately after giving medication, on all shifts."

On 10/26/21 at 11:17 AM, the surveyor
interviewed the Interim Director of Nursing (DON)
regarding medication administration. The DON
stated she would expect the LPN to read the
order, identify the resident, right dose, right route,
then stand next to resident to make sure they
take the meds and were not choking. The DON

F 658
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further stated if there were [Jjmedications
given, the LPN must check to make sure the-
medication was effective. After the medications
were given, the LPN should sign for the
medications after administration. The DON stated
"If there are missing signatures, | would assume
that the med [medication] wasn't given. If it isn't
signed, it isn't done. If a medication error
occurred, the staff would have to call the
physician to let him know." The DON stated her
expectation was the LPN would give the
medication to the resident and sign the MAR
immediately after administering the medications
to the resident.

On 10/27/21 at 1:30 PM, the surveyor conducted
a follow up interview with the IP regarding the
LPN on the night shift who didn't sign the

2021 MAR for Resident [JJJj- The IP stated she
would be getting a statement from the LPN about
why the MAR wasn't signed. The IP did not
provide the surveyor with any statements from
the staff regarding failure to sign the MAR.

A review of the facility policy titled, "Medication
Administration - Policy and General Guidelines",
dated 5/02. Under the heading "Documentation:
Charting the Administration of a Medication - a.
The individual who administers the medication
dose records the administration on the resident's
MAR directly after the medication is given. At the
end of the medication pass, the person
administering the medications reviews the MAR
to ensure necessary doses were administered
and documented. In no case should the
individual who administered the medications
report off-duty without first recording the
administration of any medications. Charting of
medication administration shall be kept current
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and shall be completed immediately following the
administration of the drug; and d. The resident's
MAR is initialed by the person administering the
medication, in the space provided under the date,
and on the line for that specific medication dose
administration. Initials on each MAR are verified
with a full signature in the space provided."

On 10/18/21 at 10:04 AM, during the initial tour,
the surveyor interviewed the Unit
Manager/Licensed Practical Nurse (UM/LPN) on
the n unit who stated she had started on

. The UM/LPN stated Resident- had a
fall recently with no major injuries.

The surveyor reviewed the medical record for

Resident-

A review of the Admission Record face sheet
revealed the resident was admitted with
diagnoses which included:

A review of the annual MDS, dated 10/4/2021,
reflected that the resident had a Brief Interview of
Mental Status (BIMS) score of which
indicated the resident had

I 't further reflected that the resident
required extensive assistance with most activities
of daily living, including transferring, dressing and
toileting. In addition, in [ ij Heath
conditions that the resident had two (2) or more
falls since admission.

A review of the resident's individualized care plan

revised , included that the resident had
falls on
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and- with an intervention which included
the use of floor mats to bedside initiated on

A review of the current physician's Order
Summary Report (OSR) dated |||

reflected there was not a physician's order (PO)
for the floor mats.

On 10/18/2021 at 10:29 AM, the surveyor
observed Resident. lying in bed resting. The
left side of the resident's bed was against the wall
with the half side rail up on the right side. There
were no floor mats (made from high-impact foam
to help prevent injury from potential falls)
observed in the resident's room while Resident

[l s lying in bed.

On 10/22/2021 at 10:58 AM, the surveyor
observed Resident- in bed and no fall mats on
the side of the bed.

At approximately 11:00 AM, the surveyor
interviewed the UM/LPN who stated Resident-
had fall mats in the room.

At approximately 11:05 AM, the surveyor
interviewed the LPN, who stated Resident
never had fall mats and had not fallen recently.

At approximately 11:10 AM, the surveyor
interviewed the CNA, who stated Resident-
never needed fall mats.

On 10/26/21 at 12:35 PM, the surveyor observed
Resident-'s bed against the wall and no floor
mats in the room. Resident was observed
seated in the dayroom. ina

wheelchair. At that time, surveyor #14 interviewed
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a second CNA #2. The CNA #2 stated that she
got the resident up out the bed that morning and
did not see any floor mats in the resident's room.

On 10/27/21 at 10:58 AM, the surveyor
interviewed the UM/LPN. The UM/LPN
acknowledged if there was a floor mat
intervention on the care plan then the resident
should have the floor mats. He stated Resident
was a high fall risk so he/she should have the
floor mats while in bed. He further stated he was
not familiar with any interventions put in place
prior to him starting at the facility but knows since
he started, Resident-s falls have been from
the wheelchair and not out of the bed. The
UMV/LPN stated he was not sure if there was an
order for the floor mats but if so, it would be on
the Treatment Administration Record (TAR). The
UM/LPN and surveyor #4 reviewed the TAR and
the UM/LPN acknowledged there was no
evidence for the reconciliation, accountability, or
notification to the physician for the floor mats.

On 10.27.21 at 9:53 AM, the Survey Team
Coordinator (TC) requested the facility policy for
the policy for "Charting and Documentation”
policy. The facility did not provide the policy.

NJAC 8:39-11.2(b), 29.2(d)
F 684 | Quality of Care F 684 12/28/21
SS=D | 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
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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:

Based on observation, interview, record review,
and review of pertinent facility documentation, it
was determined that the facility failed to: a.) notify
appropriate personnel within the facility of a

b.) appropriately implement
physician orders for the treatment of a suspected
I cizonosis; c.) notify a resident's physician
of a change in condition; and, d.) document in the
resident's medical record the change in condition.
This deficient practice was identified for 3 of 38
residents, (Resident- and-
reviewed for quality of care and was evidenced by
the following:

1. According to the Admission Record (AR),

Resident [Jjwas admitted to the facility with
medical diagnoses that included but was not
limited to;

Review of the quarterly Minimum Data Set

(MDS), an assessment tool used to facilitate the
management of care, dated revealed
Resident was identified with a

and
needed limited assistance from staff for activities
of daily living (ADLs). The quarterly MDS further

F684

Element One — Corrective Actions

- Resident ] was treated with the
as ordered on [ -

. The staff who failed to notify
the facility IC Preventionist and follow
treatment procedures for a resident with
suspected scabies received counseling
and re-education by the facility IC
Preventionist including notification of the
IC Preventionist and DON/Supervisor of a
contagious infection, implementing
physician treatment orders, following
proper treatment procedures, and
documenting actions taken in the medical
record.

- Resident [Jjwas treated with the
I = ordered on R with
good response per the physician. The
staff that failed to properly document
notification to the physician about the
delay in receipt of the cream
and failed to follow proper procedures for
a resident with suspected |||}
received counseling and re-education by
the facility IC preventionist regarding
notification of the ICP and DON of a
contagious infection, implementing
physician treatment orders, following
proper treatment procedures, and
documenting actions taken in the medical
record. The appointment
scheduled was canceled due to insurance
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reflected that the resident was identified with an

I -t

On 10/22/2021 at 9:30 AM, Surveyor #8 reviewed
Resident-'s progress notes which revealed a
Physician's Order (PO) by the Nurse Practitioner
(NP) dated , for cream (is
a medication and an ) to be applied at
night and washed off eight hours later. The
diagnosis for the medicated cream was i}
No isolation precautions were ordered by the NP
at that time.

During an interview with the Infection
Preventionist (IP) on 10/22/2021 at 1:53 PM, the
IP stated she received a text message from the
(Director of Nursing) DON on 10/22/2021 at 9:52
AM, about a resident in the facility with possible
scabies. The IP showed Surveyor #8 the text
message from the DON on her cell phone. The IP
stated that she first became informed of the
scabies diagnosis for Resident- when she
received the text message from the DON.

On 10/22/2021 at 2:35 PM, Surveyor #8
conducted a telephone interview with the NP
about Resident ||l diagnosis. The NP
stated no test were performed for , but it
looked like a and the diagnosis
was her "best guess" based on her assessment
of the resident. The NP stated the resident would
have to be sent to for

for a "definitive" diagnosis, which could take
months. The NP ordered the topical
to be applied to all body parts, use
as a one time dose,

and order with the day shift LPN the day she

The NP stated that she discussed the treatment
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issues. Resident was discharged to
the hospital on prior to
rescheduling the visit.

*  Alate entry note by the LPN was
entered into PCC the EHR on at
13:01 noting that on || at 12:53 the
nurse was told by the activity aide of the
c/o of |l oy Resident i who
then refused assessment indicting-
had no . No redness noted by
nurse. There is follow up skilled note on
by another LPN who assessed

no or_ and resident

refused meds — MD aware. There is a
subsequent note on about c/o of
- and offer of refused and

MD made aware.

Element Two — Identification of at Risk
Residents

All Residents have the potential to be
affected by this practice.

Element Three — Systemic Changes

*  Nursing staff received re-education
regarding notification of the physician and
significant other when a resident
experiences any change in condition.

*  Nursing staff received re-education on
regarding immediate notification of the IC
preventionist and the DON/Supervisor of
any resident with a rash with a treatment
order for suspected [Jij or other
highly contagious infection and the facility
policies and protocols to be followed when
treating for possible |l

«  The facility policies and protocols for
scabies were reviewed by the Medical
Director & DON and dated and signed by
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prescribed the order.

On 10/22/2021 at 2:50 PM, Surveyor #8
interviewed the LPN who stated the NP told her
that the [Jfffon the resident looked lik
so the NP ordered the medicated
cream to treat the resident. The LPN further
stated that she faxed the physician order (PO) to
the pharmacy, documented the PO in the
treatment book, flagged it and passed it on to the
next shift before she left work that day. The LPN
also stated the resident was treated with

cream last evening at 9 PM. When
the surveyor observed the Treatment
Administration Record (TAR), the evening LPN
didn't sign for the application of the
cream on the TAR. The day shift LPN stated that
evening shift LPN said she did do the treatment
but didn't sign the TAR.

The LPN further stated," | did not know it was a

reportable condition. | was supposed to let the IP
know, but she could see the notes in my report. |
should've let the IP know when the NP told me it

was [N

On 10/25/2021 at 12:34 PM, Surveyor #38
interviewed the DON on what to do if a resident
had a suspected |Jij diagnosis. The DON
stated, " | would be expected to be notified, and
for the resident to be treated by the physician."
The DON further stated, "l don't know anything
that happened with the resident's treatment.”

On 10/26/2021 at 2:40 PM, Surveyor #8 received
a signed TAR for Resident

treatment dated |Jij which indicated the
treatment was completed the previous evening.
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the Administrator. A copy was placed in a
folder on each unit for easy reference by
the nursing staff.

Element Four — Quality Assurance
Monthly for the next three months the IC
Preventionist will audit 10 random charts
of Residents with reports of skin issues, to
ensure |l a0rointments are
scheduled as need, documentation that
the physician and IC preventionist were
notified timely, and assure ordered
treatments are provided per facility
policies or protocols as appropriate.
Findings from these audits will be
reported to the DON who will provide audit
statistics in aggregate at the quarterly
QAPI committee meeting for action and
further guidance as appropriate.
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On 10/27/2021 9:57 AM, Surveyor #8 interviewed
the day shift LPN who stated Resident- did
not receive the cream treatment for
the | on or [ because it
wasn't signed for on the TAR. Surveyor #8
reiterated that the LPN (from the previous day
shift) said that the LPN that worked the evening
shift on - performed the treatment for the
resident. The LPN stated that she had spoke to
the LPN who worked that evening shift on
-, who informed her the treatment was

never done until -

On 10/28/21 at 3:36 PM, Surveyor #8 received an
email from the IP with LPN's statement regarding
Resident- treatment. The LPN documented in
the statement, "l was given report by the 7-3
nurse that the resident was seen by the NP that
shift and diagnosed with [JJij ! asked if the
resident was treated and the 7-3 nurse stated,
'No the medication was ordered but isn't in yet." |
did not administer cream to the resident on

because it wasn't delivered and there
wasn't any available in the building on my 3-11
shift."

According to the facility policy, "PROCEDURE TO
BE FOLLOWED WITH SUSPECTE

the facility had not followed any of the procedure
from sections 1-6 for Resident [Jjjj

2. During the tour of Unit (identified as
unit) on 10/18/2021 at 09:30
AM, Surveyor #3 observed Resident- sitting in
a recliner chair in the dayroom. The resident was
screaming and continuously [ lif hisiher
- On 10/19/2021, the surveyor toured the unit
again and observed Resident [JJJJjj in bed

F 684
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B - - oo

On 10/20/2021 at 08:45 AM, Surveyor #3 went to
the |Jij Unit. The door was closed. From the
double door leading to the resident room, the
surveyor could heard the resident screaming. The
surveyor knocked at the door and entered the
room. Resident- was covered with flies. The
surveyor went to the nursing station and asked
the nurse to call the Director of Nursing ( DON ).
The surveyor accompanied the DON to the room
and we both observed the flies on the resident's
bed and on the resident's-. The DON stated, "
I've never seen something like that." That same
day, the DON delegated 2 aides from a sister
facility to shower Resident [JJjjj

Surveyor #3 reviewed Residen{fjjf]'s clinical
record on 10/20/2021, which reflected that
Resident had diagnoses which included

The Quarterly Minimum Data Set dated
(MDS), an assessment tool developed
by the facility to identify resident's needs and
implement care interventions, revealed that
Resident- was totally dependent on staff for all
activities of daily living ( ADL's ). Under "Section
which addressed activity of daily living
indicated that Resident- required extensive
assistance of staff for bed mobility and transfer.

On 10/20/2021 at 09:45 AM, Surveyor #3
reviewed the shower log with the Unit Manager
and according to the log Resident- was to be
showered on |} by the hospice aide.
The Unit Manager (UM) indicated that the nurse
would sign the shower log based on the schedule.

F 684
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There was no system in place to account for the
care provided by the aide. The UM told
the surveyor that the aide left before he
reported on the unit. There was no
documentation from about what care that
was provided. That same day, the DON
delegated 2 aides from a sister facility to shower

Resident-

On 10/20/2021 at 10:15 AM, the surveyor
interviewed the CNA's who reported that Resident
was cooperative with the shower and had a

. The aides also reported that

Resident were [ and they

applied a barrier cream.

On 10/20/2021 at 10:30 AM , the surveyor
interviewed the UM regarding Resident [JJJjjj
rash. The UM informed the surveyor that
Resident [Jjhad a treatment ordered for the
. The surveyor then inquired if Resident
had been seen or evaluated by a

for the . The UM indicated that the
had not been in the facility since

the pandemic.

The surveyor further reviewed the clinical record
and noted that Resident was treated with
B ceanmin for a

and again, in ] According to the physician
order the cream was to be applied after care. The
surveyor reviewed the clinical record with the UM

and could not find any || consut

On 10/20/2021 at 12:30 PM, during a second
interview with the UM, he stated that the
physician was notified of the ] again today.
The physician wrote an order for Resident- to
be treated with [ cream followed with a

F 684
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The following entries were entered in the medical
record, "Note Text: pt [referring to patient] seen

By MD this shift for f/u [follow up] OF

infection-will

treatment and
repeat after 2 weeks,if no improvement. cont

cream bid [twice a day] for 14
days. will f/u. eval."

On 10/25/2021 at 12:46 PM, Surveyor #3
interviewed the physician regarding the treatment
ordered for Resident . The physician
informed the surveyor that the facility was aware
of the protocol to follow. She did not elaborate
further.

On 10/26/2021 at 9:57 AM, during a telephone
interview with the UM, he confirmed that Resident
was being treated for a presumptive case of
The treatment was applied on
on the 03:00 -11:00 PM shift.
Resident
[l was showered on the morning of |||
The surveyor reviewed the Treatment
Administration Record ( TAR ) and confirmed that
the treatment was applied.

The surveyor asked the UM if he was aware of
the protocol to follow. The UM told the surveyor
the treatment was applied and Resident- was
showered the next day. He stated clearly that
he was not aware of any protocol to follow. No
directive was provided to the staff who applied the
treatment.

On 10/26/2021 at 11:45 AM, during an interview
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with the IP, she indicated that she was not aware
of any presumptive case of [Jj on the

Unit. She went on to state she had the
policy and the protocol to follow.

On 10/26/2021 at 02:07 PM the IP provided an

undated policy titled, " [JJij Policy." The
following were noted:

Prophylactic Treatment X 1
Lotion apply on entire
for 10 min. only

then rinse off) including

at HS (night) after a
shower. Shower prior to tx[treatment] is to
remove body lotion applied. Shower 8 hours after.

Wear gloves and gowns during close contact with
resident, clothing or bed linens, and during
treatment period.

All personal clothing's linens and privacy curtains
will be laundered by outsource only during the
treatment period.

Non washable items can be sealed in plastic
bags for a period of 7-14 days to | the

Prophylactic treatment to a suspicious resident
will include his/her roommate (s ) and
environmental cleaning of treated residents.

Social worker will be assisted by unit nurses in
notifying the resident's families/ responsible party
to explain the treatment and environmental
cleaning, including the laundry of personal
clothing.
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Infection Control Nurse will inform ancillary
departments on start date and end date of
quarantine.

This above protocol was not followed as the staff
were not aware on how to proceed with the
treatment. The IP was made aware only after the
treatment had been applied.

3. On 10/20/2021 at 9:58 AM, Surveyor #5
observed Resident ||| vas visioly
I and the resident stated both of his/her-

On 10/20/2021 at 10:37 AM, Surveyor #4
observed Resident in the activities room
with Activities Aide (AA) #1. The resident was
touching his/he' and their [JJfjj were visibly
. Resident then told AA #1 that his/her
were burning. AA #2 asked the resident if
he/she notified the nurse and the resident stated,
"no." AA#2 left to find the nurse but came back
stating she could not find the nurse. Resident

then told Surveyor #4 that his/her [JJJjj
started to [JJJJjjj that morning.

During an interview with Surveyor #9 on §0/21/21
at 12:46 PM, AA #1 stated Resident

complained of his/her ] hurting the day prior
and that AA #2 notified the nurse that same day.

On 10/22/21 at 8:58 AM, Surveyor #9 observed
Resident ] sitting up on the side of the bed
eating breakfast. The resident stated that both of
his/her [ij and was unsure if the physician
assessed him/her.

During an interview with Surveyor #9 on 10/22/21
at 10:50 AM, AA #2 stated that two days prior,
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Resident [Jjentered the activities room and
complained that his/her ||| | | | - ~~
#2 further stated that after receiving the
complaint, she notified the nurse.

During an interview with Surveyor #9 on 10/22/21
at 12:05 PM, the Licensed Practical Nurse (LPN)
stated that if a resident had a change in condition,
she would assess the resident, notify the
physician, and document the change in condition.
The LPN further stated that on 10/20/2021, the
AA notified her that the resident's

so she attempted to assess the resident, but the
resident refused. The LPN also stated that she
did n