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F 000 INITIAL COMMENTS F 000

 C #: NJ00154986

Census: 110

Sample Size: 3

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 survey.

 

F 760 Residents are Free of Significant Med Errors
CFR(s): 483.45(f)(2)

The facility must ensure that its-
§483.45(f)(2) Residents are free of any significant 
medication errors.
This REQUIREMENT  is not met as evidenced 
by:

F 760 6/14/22
SS=D

 C #: NJ00154986

Based on interviews and record review, as well 
review of pertinent facility documents on 5/26/22, 
it was determined that the facility failed to 
administer medication according to physician's 
order and the facility policy on Medication 
Administration  for 1 of 3 residents (Resident #1) 
reviewed for medication error. This deficient 
practice is evidenced by the following:

According to Resident #1 Face Sheet, the 
Resident was admitted to the facility on  
with diagnosis that included but not limited to the 
following: 

The Minimum Data Set (MDS) an assessment 

 Plan of Correction for C Survey 
#NJ00154986 on 5/26/2022
Failure to ensure “Residents are free of 
Significant Med Errors” F760, 
CFR(s):483.45(f) (2) 

1. What Corrective Action will be taken 
for those residents found to have been 
affected by the deficient practice?
a. The resident was assessed upon 
identification of the error.  His/her blood 
glucose level was  and he/she 
was not experiencing any signs or 
symptoms of The medical 
provider was notified of the medication 
error and emergency response including 
hospital transfer was performed.  The 
resident continued to experience no signs 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

06/14/2022Electronically Signed

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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F 760 Continued From page 3 F 760
personnel was quick to take him/her to the .

Interviewed with RN #1 on 5/26/22 at 12:26 pm, 
she stated what was reported on the 
aforementioned FRE. She stated that RN #2 and 
her were discussing about the  medication 
and that was when RN #1 realized she 
administered  to Resident #1 
which was not according to the PP's order. RN 
#2 immediately reported  the medication error to 
their nurse supervisor while RN #1 rushed to the 
Resident's bedside.

The facility policy titled, "Medication 
Administration,..." dated 5/2021 showed "Policy: 
Medication Management...and safe 
administration...consistent with the state 
requirements. All medications will be 
administered...consistent  with the person 
centered comprehensive care 
plan...Procedure...2. Medication are administered 
in accordance with Nursing Standards of practice 
an in accordance with state law...3. Staff 
designated to administer medications will  
verify...using 5 Rights of Medication 
Administration...iii) right dose..."

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