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Survey Date: 11/08/23
Census: 52
Sample: 15+3+ 5=25
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.
F 658 Services Provided Meet Professional Standards F 658 12/8/23
SS=D CFR(s): 483.21(b)(3)(i)
§483.21(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-
(i) Meet professional standards of quality.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review F658
and review of other pertinent documentation, it 1. The RN and the DON were
was determined that the facility failed to ensure a in-serviced on looking at the cautionary
medication was administered to the that was on the bingo card of the
manufacturer's cautionary specifications and in medication which contained the
accordance with professional standards of cautionaries for the medications for
clinical practice. The deficient practice was resident #35.
identified for one (1) of three (3) nurses
administering medications to one (1) of four (4) 2. The medication bingo cards of all
residents during the medication administration residents were checked for cautionaries
observation and was evidence by the following. and noted that those with similar
medications, i.e., , had
A review of the manufacturer's specifications for Take with meal on the label. Other
) under section 2.1 medications with cautionaries also had
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titlecm

Individualize the dosage of_ tablets.
qr tablets should be taken with or
|

mmediately following meals.

On 11/02/23 at 8:31 AM, during the medication
administration observation, the surveyor
observed the Registered Nurse (RN) prepare
medications for Resident #35. The RN prepared
seven medications which included

At 8:42 AM, the surveyor observed the resident
sleeping and the breakfast tray was not in the
room.

At 8:56 AM, the RN confirmed with the surveyor
that she was ready to administer the medications
to Resident #35, proceeded into the resident's
room and attempted to awaken the resident. The
surveyor requested to speak with the RN outside
the room.

At 9:01 AM, the surveyor and the RN reviewed
the resident's bingo card (a multidose card

containing individually packaged medications) for
H The bingo card had an
affixed cautionary label that indicated "Take with
Meal."

At that time, the surveyor and the RN reviewed
the electronic Medication Record (eMAR)

together. The eMAR included the order for
hwhich did not reveal a cautionary to
administer the medication with a meal.

At that time the RN stated she should not have
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the information on the label of the bingo
cards.

3. In order for the deficient practice not
to recur, the DON in-serviced staff to
document the cautionaries in the
Medication Administration Record and to
make sure that the nurses read the
instructions as they prepare to give the
residents medication.

4. The DON and/or designee will
monitor new medication orders to make
sure that cautionaries are included in
Medication Administration Record of the
individual residentOs orders. The
pharmacy consultant will review
medication orders including cautionaries
on a monthly basis. The DON, pharmacy
consultant, and/ or designee will report
the information in the daily meetings with
the nurse managers and administrator
and will also include the findings in QAPI
meetings, monthly for three months, then
two times quarterly. The QAPI committee
will determine if it requires to be
continued.

5. Completion Date: 12/8/23

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

Event ID:C9B311

Facility ID: NJ61424

If continuation sheet Page 2 of 58



PRINTED: 03/01/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
315329 B. WING 11/08/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

21 POCONO ROAD

OAKS AT DENVILLE, THE DENVILLE, NJ 07834

(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 658 Continued From page 2 F 658

attempted to administer the medication without
the resident having a meal. The RN stated that
the medication could be better absorbed with a
meal or decrease nausea when taken with a
meal. The RN stated that she missed the
cautionary on the bingo card.

At that time, the RN asked the RN/Charge Nurse
(CN) for Resident #35's breakfast tray.

At that time, in the presence of the surveyor and
the RN, the RN/CN confirmed that Resident
#35's breakfast tray was not in the room, the
hallway, or the dining room, but would speak with
the other staff about it.

At 10:22 AM, during an interview with the
surveyor, the Registered Nurse/Unit Manager
stated the cautionary on the bingo card should
have been followed.

On 11/03/23 at 11:17 AM, during a meeting with
the survey team, the Director of Nursing (DON),
the Licensed Nursing Home Administrator
(LNHA), the Clinical Implementation Analyst
(CIA), the Regional Nurse Consultant (RNC), and
the Executive Director (ED), the surveyor
discussed the concern regarding the nurse not
following the proper administration of_
by following the cautionary affixed to the
resident's bingo card.

On 11/08/23 at 10:49 AM, during a meeting with
the survey team, the LNHA, the CIA, the RNC #1,
the RNC #2, the Vice President of Clinical
Services, and the ED, the DON acknowledged

the cautionary for themshould have
been read and followed. The N informed the
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survey team that the cautionary would be added
to the Medication Administration Record to help
the nurses with proper administration of
medication.

A review of the facility provided policy
"Medication Administration and General
Guideline dated 11/21/22 included the following:
Policy; Medications are administered as
prescribed in accordance with State Regulations,
using good nursing principles and practices and
only by persons legally authorized to do so.
Personnel authorized to administer medications
do so

only after they have familiarized themselves with
the medication, monograph of all medications is
available in [drug reference] otherwise authorized
personnel should refer to Drug Reference
material provided by facility.

NJAC 8:39-29.2 (d)
F 689 Free of Accident Hazards/Supervision/Devices F 689 12/1/23
SS=D CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

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

§483.25(d)(2)Each resident receives adequate

supervision and assistance devices to prevent

accidents.

This REQUIREMENT is not met as evidenced

by:

Based on observations, interviews, record F689

review and review of other pertinent facility

provided documentation, the facility failed to a) 1. The incident of il of resident #35
ensure a root cause analysis conclusion was was revisited by the charge nurse and the
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included in a resident’s-investigation/incident DON. The incident report and an
report and b) implement and document in the addendum were noted in the conclusion.
resident's care plan a new intervention after a Resident's care plan was also updated to
resident’ in order to prevent any additional include the interventions that were
for one (1) of two (2) residents reviewed for implemented after the incident occurred.
(Resident #35).

2. Other incident reports with falls since
This deficient practice was evidenced by the June were reviewed by the DON to
following: assure that the root cause of the incident

is noted in the conclusion of the report
On 10/31/23 at 11:54 AM, the surveyor observed and that the individual care plans were
Resident #35 seated in a wheelchair at the end updated to include interventions taken
of the hall looking out the window. after the incident.
The surveyor reviewed Resident #2's medical 3. Inorder to ensure that the deficient
record. practice does not recur, the DON

in-serviced the nursing staff regarding the
The Admission Record (or face sheet; admission policy on incident reporting and the
summary) indicated that the resident was importance of updating the residents care
admitted to the facility with medical diagnoses plan to include the interventions after the
that included but were not limited to;h incident occurred.

followin

4. The DON, and/or designee will review
Risk Watch Analysis daily as per policy
and will continue to report incidents to the
interdisciplinary team during the daily
meeting to assure the completion of the
Resident #35's quarterly Minimum Data Set investigation and trends of possible
(MDS), an assessment tool used to facilitate the causative factors, and that the care plan
management of care, dated , indicated a is updated with current interventions. The

Brief Interview for Mental Status (BIMS) score of DoN or designee will audit all incident
out of 15, which reflected that the resident's reports weekly to ensure all incident
. Further reports are concluded with interventions
review Indicated the resident had a reentry into in place. In addition, the DON will report

the facility from an and that the the information during the QAPI meetings
resident had i} with a . monthly x3, then quarterly x2. The QAPI

committee will determine if it requires to
Areview of the New Jersey Universal Transfer be continued.
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Form dated “nindicated that Resident #35

was transferred 1o the hospital and the reason for 5. Completion Date: 12/1/23
vansier vas (SRR

A review of the facility provided "Full Occurrence
Report,” an investigation/incident report, dated
# revealed under the notes section that

esident #35 was and that the
resident had . I'he resident adm
F and was sent to the hospital. Under the

0

nclusion Statement section was "N/A" (not
applicable). Under the Recommendations section
was "None Noted." The investigation/incident
report did not contain a root cause analysis
conclusion or recommendations/interventions to
prevent any additional.

The Risk Assessment dated
indicated Resident #35 was

A review of Resident #35's individualized
comprehensive care plan (CP) reflected a
problem, with a created date of
risk fo! which included actua
was not listed. The interventions liste
additional interventions that were added after
each of th on and
m. There was no additional intervention
added after the‘ or any documented

evidence that the interventions already in place
were reviewed in order to prevent any additional

On 11/02/23 at 10:53 AM, the surveyor
interviewed Resident #35's assigned Certified
Nursing Assistant who stated that the resident
was h and had a bed that was low to the
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ground.

On 11/02/23 at 11:16 AM, the surveyor
interviewed the Registered Nurse/Charge Nurse
(RN/CN) of the floor unit regarding the
process after a resident had ﬁ The RN/CN
stated that the resident would be assessed, the
family and physician would be notified and the
resident would be sent to the hospital if
warranted. She then stated that the il would be
reported and that a risk watch (incident report)
assessment and risk assessment would be
done. The RN/CN stated that the unit manager
would do an investigation which included a
conclusion and that an intervention would be put
in place if one was needed.

On that same date and time, the surveyor asked

the RN/CN if Resident #35 had ajl. The RN/CN
stated that the residen
on and that he/she was evaluated at the

hospital but was not admitted. The surveyor then
asked who would update the CP and if the
expectation was to have an added intervention
after a The RN/CN stated that the CP was
done by the unit manager and that she would
expect an intervention. The RN/CP then stated
that Resident #35 received after
the Jlll to improve transfers, frequently was
reminded to ask for help, frequently checked, non
slip socks or shoes worn and bed in the lowest

osition. She added that the resident got
SRR o 2o s
On 11/02/23 at 11:26 AM, the surveyor
interviewed the RN/Unit Manager (RN/UM) of the

floor unit regarding the process for CP and
The RN/UM stated that every three (3)
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months the CP was updated and if there were
changes or an incident likefjjlf. She added that if
there was aFthen an intervention should be
added near the date of The RN/UM stated
that at morning meeting the interdisciplinary team
discussed thi and interventions. She stated
that th would be investigated, concluded and
an intervention added.

At that same time, the surveyor asked the
RN/UM to view Resident #35's CP and to confirm
that the“ was not listed and that an
additional intervention was not added. The
RN/UM confirmed the CP was not updated and
stated that during that time she was working the
3-11 shift and that there was a different UM. She
stated that whoever was in charge at that time
should have had th listed and then added an
intervention. The surveyor asked what the
importance of adding th and an additional
intervention was. The R stated that the
importance was so everyone would be alert to
prevent the resident from again. The
RN/UM stated that she knew the resident was
very but that they could try to stop the
resident from again.

Furthermore, the surveyor then showed the

RN/UM the investigation/incident report that had
no conclusion or recommendations. The RN/UM
stated that there should have been a conclusion.

On 11/02/23 at 01:14 PM, in the presence of the
survey team, the surveyor asked the Director of
Nursing (DON) if the investigation/incident report
provided was the full and complete investigation.
The DON stated that it was the full investigation
minus thej RN \Vhich would be in the

F 689
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computer. The surveyor asked where the
conclusion and statements would be. The DON
stated that the nurse would write it in the report.

On 11/03/23 at 10:28 AM, the surveyor
interviewed the DON regarding the process of
the CP and The DON stated that when a
resident had a then the CP should be ﬁdated

with an intervention that pertained to the " She
added that hopefully the CP would be updated by
the next morning but that sometimes the
investigation may take longer. The DON stated
that the conclusion should be done within 72
hours. The surveyor then showed the DON
Resident #35's CP and investigation/incident
report for the_. The DON confirmed
that there was no conclusion listed on the
investigation/incident report and that there was
no update to the CP after theF The
DON stated that there should have been a
conclusion and an added intervention to the CP
unless all possible interventions were already in
place and if that was the case then that should
have been documented.

On 11/03/23 at 11:30 AM, in the presence of the
survey team, the surveyor notified the Licensed
Nursing Home Administrator (LNHA), DON,
Regional Nurse Consultant #1 (RNC #1), Clinical
Implementation Analyst (CIA) and Executive
Director (ED) the concern that Resident #35's
investigation/incident report did not
contain a root cause analysis conclusion and the
CP was not updated to include an added
intervention to prevent another-

On 11/08/23 at 11:25 AM, in the presence of the
survey team, LNHA, CIA, RNC  #1, RNC #2,

F 689
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ED and Vice President of Health Services
(VPoHS), the DON confirmed that the Resident
#35's investigation/incident report for the’
.edid not have a conclusion and that the

was not updated. She added that she did not
have an explanation for why it had not had a
conclusion or why the CP was not updated. The
DON confirmed that there should have been a

conclusion and the CP should have been
updated.

A review of the facility provided policy titled,
"Incident Reporting," with a revised date of
02/01/2021, included the following:

Policy: It is the policy of the community that all
incidents are properly reported, recorded and
analyzed for causative factors and trends.
Corrective and/or preventative measures shall be
implemented as indicated ...3. Analyze all
incidents for risk potential implementing
corrective and/or preventative actions as required

Incident Report Investigation Forms:

1. An investigation shall be initiated on all
reported incidents. An Incident Investigations
Report form shall be completed at the time of the
incident.

2. Document in the "Comments/Conclusion”
section if facts relating to the cause of the
incident are actually known. Possible causes
may be investigated but not documented until
substantiated by facts ...

Quality Monitoring and Management:

1. The Executive Director/Administrator, Director
of Nurses/AL Nurse Manager will review all
Incident Reports which have occurred in the
community/facility, on a monthly basis.

2. A determination will be made as to what
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corrective and/or preventative measures, if any,
will be implemented by the facility staff.

3. Documentation of such determination will be
submitted to the Quality Improvement Committee

Risk Watch Reporting Process: ...

3. Administrator/DON or designee begins the
Review stage

a. Reviews Full Report ...

c. Review for appropriate recommendations, add
or modify as needed, and record whether they
have been implemented ...

4. Unit Manager/Supervisor, DON, or designee
generates Daily Safety Review or Occurrence
Log in RiskWatch (Analysis menu) for discussion
of recent occurrences at daily stand up meeting
(Ongoing)

a. Communicate relevant information to affected
staff

b. Update care plans as necessary ...

7. Risk Watch Incident Reports along with
Medical Charts will be reviewed by the
Administrator/DON or designee at the end of
each month.

a. All data entry will be reviewed i.e.
recommendations, interventions, etc. for
effectiveness and final outcomes.

A review of the facility provided policy titled,
"Falls Management Program," with a revised date
of 12/22/2022, included the following:

11. Post fall

a. The interdisciplinary team, at the daily report
or Falls Committee, will review the post-fall
assessment, incident report, any employee/elder
statements, post-fall investigation, post-fall
summary, and current interventions to evaluate if
they were appropriately implemented, still
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relevant, and effective. The ECP (elder care plan)
will be modified accordingly. All changes to the
ECO will be communicated to the direct
caregivers ...

12. All falls are investigated and trended for
possible causative factors utilizing the Risk
Watch Analysis and reported to the community
Quality Improvement Committee along with
appropriate action plans.

A review of the facility provided policy titled,
"Resident care Plan (RCP)," with a revised date
of 6/29/2023, included the following:

Policy: It is the policy ...to ensure that the care
planning process is systematic, comprehensive,
interdisciplinary and timely and directed toward
achieving and maintaining each resident's
optimal physical, psychosocial and functional
status.

Procedure: ...

9. The effectiveness of the RCP must be
regularly evaluated based on progress towards
goals. The RCP will be modified as necessary
based on the evaluation process ...

11. The RCP will be updated at the Resident
Care Conference and as necessary to address
the resident's needs.

N.J.A.C. 8:39-27.1 (a)
F 700 Bedrails F 700 12/1/23
SS=D CFR(s): 483.25(n)(1)-(4)

§483.25(n) Bed Rails.

The facility must attempt to use appropriate
alternatives prior to installing a side or bed rail. If
a bed or side rail is used, the facility must ensure
correct installation, use, and maintenance of bed
rails, including but not limited to the following
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elements.

§483.25(n)(1) Assess the resident for risk of
entrapment from bed rails prior to installation.

§483.25(n)(2) Review the risks and benefits of
bed rails with the resident or resident
representative and obtain informed consent prior
to installation.

§483.25(n)(3) Ensure that the bed's dimensions
are appropriate for the resident's size and weight.

§483.25(n)(4) Follow the manufacturers'
recommendations and specifications for installing
and maintaining bed rails.

This REQUIREMENT is not met as evidenced
by:
NJ00168293

Based on observation, interview, record review,
and review of other pertinent facility documents,
it was determined that the facility staff failed to: a)
properly assess bed rails (side rail/enabler)
safety to prevent harm to a cognitively impaired
resident by not screening the resident properly
during admission, ensuring correct installation,
usage, and maintenance, b) obtain a physician
order, c) educate and obtain consents from the
resident/responsible party regarding risk/benefit
of using bed rails, and evaluating alternatives
before using bed rails prior to installation, d)
monitor, inspect, and supervise the usage of bed
rails, and e) follow facility policy and procedures.

This deficient practice was identified for one (1)
of one (1) resident reviewed for bed rails and was
evidenced by the following:

F 700

1. Resident #251 has been discharged
from the facility.

2. C