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F 000 INITIAL COMMENTS F 000

 STANDARD SURVEY: 10/18/2021- 10/20/2021

CENSUS: 191

SAMPLE: 53

The facility was 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.

In addition, a COVID-19 Focused Infection 
Control Survey was conducted.

 

F 759 Free of Medication Error Rts 5 Prcnt or More
CFR(s): 483.45(f)(1)

§483.45(f) Medication Errors. 
The facility must ensure that its-

§483.45(f)(1) Medication error rates are not 5 
percent or greater;
This REQUIREMENT  is not met as evidenced 
by:

F 759 12/14/21
SS=D

 Based on observation, staff interviews, record 
review, and facility policy review, it was 
determined the facility failed to maintain an error 
rate of less than 5%. There were two medication 
errors out of 30 opportunities which resulted in a 
6% medication error rate. Medications given by 
Licensed Practical Nurse (LPN) #1 exceeded the 
time frame for medication administration. LPN #1 
also failed to follow medication instructions by not 
giving medication with food as prescribed.  

Findings included:

1. A medication administration pass was 

 Corrective Action 483.45(f) Medication 
error are not 5% or greater.
-#56 was affected by this deficient 
practice.
-The facility will receive 
carbidopa/levodopa 25/100 Milligram 
Tablet and potassium chloride 10
mill equivalents (MEGA) tablets with food.
-The nurse will provide cracker or milk, 
which are on the medication cart, when a 
medication was ordered to be taken with 
food and the breakfast hour had passed 
per The New Jersey Administrative Code 
8:39-29.2(d).

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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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 759 Continued From page 1 F 759
observed on 10/18/2021 at 9:20 AM, with LPN 
#1. LPN #1 administered medication to Resident 
#56 which included 

 
. No food was 

administered at that time.  

Following the medication pass, a medication 
reconciliation (a review of physician orders 
compared to what medications were given) was 
conducted. The physician orders, dated 10/2021, 
indicated 1)  

s 
 at 7:30 AM, 11:30 AM, and 4:30 PM. 2) 

 to be given 
 at 7:30 

AM.

On 10/18/2021 at 10:51 AM, an interview was 
conducted with LPN #1. The LPN stated he knew 
those two medications were given late, and the 
only reason was because of the number of 
residents the LPN had to pass medications to. 
The LPN stated the breakfast trays came to the 
floor at 7:30 AM. LPN #1 stated he did not know 
how much or what the resident had eaten for 
breakfast.

On 10/18/2021 at 3:24 PM, an interview was 
conducted with Nursing Supervisor (NS) #1. The 
NS stated the breakfast trays came up to the 
floor at 7:30 AM, but if the medication was given 
later, then the resident should have been given 
something to eat with it. NS #1 stated she 
expected the LPN to call the physician if the 
medications were given late.

On 10/19/2021 at 3:43 PM, an interview was 

-The LPN #1 is expected to call the 
physician if the medication is given late.

Potential To Affect
  -This deficiency has the potential to 
affect all residents, staff and families 
POAs in the facility.

Systemic Change
-The Nursing staff was in-serviced to 
ensure that medications are to be given 
within the "Medication Pass Safety and 
Infection Control Reminders, "undated, 
indicated, "14: Administer all medications 
within time frame (one hour 
before-to-one-hour after)." 
Ensure implementation of already 
established Facility Standards of Practice 
and Medication Pass Protocol to include:
-All medications must be passed within 
one hour before or one hour after 
scheduled time. 
-The physician will be consulted by the 
LPN or RN if the medication was unable 
to be given in allotted facility time frame 
(1 hour before time due or 1 hour after 
time due)
-If medication is ordered to be given with 
food, nurse will ensure that crackers and 
milk will be given if breakfast hour/meal 
time has already passed

Monitoring:
-Pharmacy consultant will review med 
pass during the quarter bi-weekly and 
report results to the quarterly QAPI 
Committee for further action planning as 
needed.
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conducted with the Director of Nursing (DON). 
The DON stated medications were to be given 
within a one-hour window of the ordered time. 
The DON stated she expected the nurse to give 
crackers or milk, which are on the medication 
cart, when a medication was ordered to be taken 
with food and the breakfast hour had passed. 

A review of the facility procedure, titled, 
"Medication Pass Safety and Infection Control 
Reminders," undated, indicated, "14: Administer 
all medications within time frame (one hour 
before-to-one-hour after)." 

New Jersey Administrative Code § 8:39-29.2(d)

-Pharmacy consultant/nurse 
educator/designee will Continue to 
observe med pass LPN #1 every week for 
3 months. Then will continue to observe 
med pass monthly for 4 months. And then 
monitor LPN #1 quarterly.
-Pharmacy consultant and nurse educator 
will continue to assess nurse performance
with medication pass audits and provide 
re-education on the spot as needed.
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