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F 000 INITIAL COMMENTS F 000

 Complaint #: NJ00154618
Census: 70
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 837 Governing Body
CFR(s): 483.70(d)(1)(2)

§483.70(d) Governing body. 
§483.70(d)(1) The facility must have a governing 
body, or designated persons functioning as a 
governing body, that is legally responsible for 
establishing and implementing policies regarding 
the management and operation of the facility; and

§483.70(d)(2) The governing body appoints the 
administrator who is-
(i) Licensed by the State, where licensing is 
required; 
(ii) Responsible for management of the facility; 
and 
(iii) Reports to and is accountable to the 
governing body.
This REQUIREMENT  is not met as evidenced 
by:

F 837 6/6/22
SS=D

 C#: NJ00154618

Based on interviews, and record review, as well 
as review of pertinent facility documentation on 
5/12/22, it was determined that the facility failed 
to consistently implement their policy on Charting 
and Documentation for 2 of 3 residents (Resident 
#1 and #2) reviewed for documentation. This 

 F837 Governing Body

It is the practice of the facility to 
consistently implement the policy on 
Charting and Documentation. 

•Resident 2 and 3 POC have blanks in 
multiple dates and shifts with no 
signatures for the months of April and 

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

05/26/2022Electronically 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 837 Continued From page 3 F 837
During 3:00 pm-11:00 pm shift on 5/10/22
During 11:00 pm - 7:00 am shift on 5/2/22

On Personal Hygiene the following date was 
blank as evidenced by:
During 3:00 pm-11:00 pm shift on 5/10/22
  
The surveyor conducted an interview with 
Certified Nursing Assistant (CNA #1) on 5/12/22 
at 3:45 pm. The CNA stated that CNAs should 
document care provided to the Resident to 
indicate that it was done.

The surveyor conducted an interview with the 
Nurse Supervisor (NS #1) on 5/12/22 at 11:50 
am. The NS stated that CNAs should document 
and the NS should ensure that they document to 
indicate that the care was provided to the 
residents.

The Job Description for Nurse Supervisor, dated 
2003, showed "The primary purpose of your 
position is to supervise the date-to-day nursing 
activities of the facility during your tour of the 
duty.  Such supervision must be in accordance 
with current federal, state, and local standards, 
guidelines, and regulations that govern our 
facility, and as may be required by the Director of 
Nursing Services, to ensure that the highest 
degree of quality care is maintained at all 
times...As Nurse Supervisor you are delegated 
the administrative authority, responsibility, and 
accountability necessary for carrying out your 
assigned duties...Ensure that all nursing service 
personnel comply with the procedures set forth in 
the Nursing Service Procedure Manual...Ensure 
that all nursing service personnel are in 
compliance with their respective job 
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F 837 Continued From page 4 F 837
descriptions..."

The facility's policy titled "Charting and 
Documentation" edited on 2/27/2018, showed 
"Policy Statement All services provided to the 
resident, progress toward the care plan goals, or 
any changes in the resident's medical, physical, 
functional or psychosocial, shall be documented 
in the resident's medical record. The medical 
record should facilitate communication between 
the interdisciplinary team regarding the resident's 
condition and response to care...1. 
Documentation in the medical record may be 
electronic, manual or a combination..."

NJAC 8:39-27.1(a)
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