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Procure food from sources approved or considered satisfactory and store, prepare, distribute and
serve food in accordance with professional standards.

Based on observation, interview, and review of pertinent facility documents it was determined that
the facility failed to maintain sanitation in a safe and consistent manner to prevent food borne illness.
This deficient practice was evidenced by the following: On 7/16/25 at 9:27 AM, the surveyor, in the
presence of a Kitchen Supervisor/Cook (KS/C) observed the following during the initial kitchen tour:1.
A milk chest which contained beverages including milk, juices and soda, the internal thermometer
reading was observed at 49 degrees. The KS/C stated the cook was in refrigerator (ref) stocking
items and that was why the temperature (temp) was high. The KS/C acknowledged the ref temp
should be below 41 degrees. A temp log on the ref also indicated the ref temp should be 41 degrees or
less. 2. A walk-in ref which stored food items, the internal thermometer was observed at 52 degrees.
The KS/C stated the temp should below 40 degrees. The KS/C that staff had entered the ref, the door
was open, the kitchen was warm, and that's why the temp reading was higher. The KS/C went for a
new thermometer placed in ref to be rechecked. 3. The stove top had three of twelve burners in use
with large pots. The stove top was observed soiled in multiple areas with dry, crusted debris. The
KS/C stated the stove was cleaned after every use and the burners looked like that as the stove was
in use. The surveyor discussed areas which had a buildup of crusted, burned debris and the
observation that not all of the burners were in use. The KS/C provided no additional verbal response.
4. In a storage room on top of a freezer chest, there was an open cardboard box with two exposed
loaves of bread. In the box there were other types of bread that were secured in a plastic bag. The
surveyor asked the KS/C about the two exposed loaves in the box. The KS/C stated they just
received the delivery from the vendor and that was how some of the bread was received. The KS/C
further explained that she believed kitchen staff had already spoken to the vendor about it, and
sometimes it was still received uncovered. The KS/C stated staff would secure uncovered items with
plastic wrap before storing the deliveries. The KS/C acknowledged the loaves of bread should be
covered for proper storage, to protect the food items and help preserve its freshness.5. On a drying
rack there were a stack of two-inch half pans. Two of the pans were observed wet inside. The KS/C
stated washed items should be stacked when completely dry to prevent wet nesting (stacking of wet
dishes before completely dry which can lead to bacteria growth due to trapped moisture, potentially
contaminating food and causing illness) and the FSD (Food Service Director) always educated staff
about wet nesting. On 7/16/25 at 10:10 AM the surveyor with the KS/C re-checked the ref temp for
the milk chest and the walk-in refrigerator. The milk chest's internal thermometer was observed with
a temp of 38 degrees. The walk-in ref's internal temp was observed with a temp of 42 degrees,
indicating the temp had decreased. On 7/17/25 at 11:07 AM, the surveyor, in the presence of the FSD
conducted a follow up tour in the kitchen.6. The walk-in ref's internal thermometer was observed with
a temp of 46 degrees. The surveyor discussed with the FSD about the temp concerns observed during
the initial tour in the kitchen. The surveyor asked the FSD what the expected ref temp was. The FSD
replied that the ref temp should be below 41 degrees and believed the temp reading was due to the
staff going in and out of the ref for lunch preparation.On 7/17/2025 at 12:01 PM, the surveyor with the
FSD rechecked the internal thermometer of the walk-in ref which read 40 degrees. On 7/17/2025 at
(continued on next page)
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12:14 PM, the surveyor informed the Licensed Nursing Home Administrator (LNHA) about concerns in
the kitchen during the initial and follow up tours. The LNHA stated he would review and discuss with
the FSD. On 7/22/25 at 10:47 AM, the surveyor inspected the nutrition ref near the East unit with a
Registered Nurse (RN). The RN stated outside food items were to be dated and labeled with the
resident's name when placed in the ref by staff. The RN stated dietary staff were responsible for
checking the ref temp. The surveyor inspected the ref with the RN and observed the following:6. On
the front of the ref was a ref temp log. The entries for 7/21/25 (PM) and 7/22/25 (AM) were blank
and unsigned. 7. In the freezer, there was a 1.5-quart container of ice cream secured in a clear plastic
bag which was unlabeled and had no date. The RN could not say who the ice cream belonged to. The
RN acknowledged the item should have been dated and labeled with a resident's name. 8. In the
freezer, was a container of a tomato feta soup which was red-orange colored liquid. The item was not
dated or labeled with a resident's name. The RN could not say who the item belonged to. The surveyor
and RN checked the container's manufacturers date which had a use by date of 4/15/24. The RN
removed and stated she would dispose the food item. 9. In the freezer, there was a small foil
disposable container with a clear top. Inside the container was a whip cream with red colored center
topping dessert. The item was undated and unlabeled. On the bottom of the container was a sticker
which had a printed date of 7/14.The RN could not say who the food item belonged to. The RN
removed the food item and stated she would dispose it.On 7/22/25 at 11:25 AM, the surveyor
interviewed the FSD about nutrition refrigerators (refs). The FSD stated dietary would remove
outdated items and checked the ref's temp. The FSD stated it was a group effort between dietary and
nursing staff. He further explained outside food items should be clearly labeled and dated with the
resident's room number, their name, date brought in and placed in ref. The FSD stated food items
would be disposed after 48 hours, and the nurses were responsible for ensuring items were labeled
and not expired. The surveyor discussed the observed concerns with the nutrition ref. On 7/22/2025
at 1:31 PM, the surveyor notified the LNHA and Director of Nursing (DON) of the kitchen tour and
nutrition ref concerns. On 7/24/2025 at 8:47 AM, the LNHA provided the surveyor with the following:-
In-service education to staff regarding ref temperatures (temps), caution leaving the doors open for
prolonged periods, and entering refs too often. The LNHA stated that they have been monitoring ref
temps closely after surveyor inquiry with no concerns, believed it was very warm on those specific
days and staff going in and out of refs for items and the door being open while storing deliveries
contributed to the out-of-range temp findings. -In-service education for stove cleanliness and ensuring
the stove top was clean after each mealtime. The LNHA stated that the stove had some oatmeal from
breakfast and that the staff were preparing for the next meal, lunch at the time of the surveyor's
observation. -In-service education to staff of ensuring delivered bread items were covered, if items
were received uncovered staff were to discard them immediately and the FSD would contact vendor.
The LNHA provided email communication between the FSD and the vendor requesting that all items
be securely packaged for delivery in which they responded and were agreeable. -In-service education
to dietary staff about wet nesting and appropriately drying items prior to storing them. The LNHA
stated the FSD readily reminds and educates staff about wet nesting and ensuring items were stored
when completely dry. -In-service education to staff about completing the ref log for nutrition refs. The
LNHA stated that the dietary staff checked the temp but forgot to complete the ref temp log. There
was no additional information provided by facility management. A review of the facility's Labeling and
Dating System Protocol Policy with a last revised date of May 2023, indicated opened sliced, or
shredded cheese were good for 1 week from their open date. A review of the facility's Refrigerator,
Reach-in Policy with a last revised date of August 2008, under Procedure revealed,.13. Replace food
items when temp inside ref reaches 41[degrees Fahrenheit] .A review of the facility's Refrigerator,
Walk-in Policy with a last revised date of August 2008, under Procedure revealed,.9. When temp is
down to 41[degrees Fahrenheit], replace all food.A review of the facility's Stove Top-solid Top Policy
with a last revised date of August 2008, under Policy revealed,.Solid top stove tops shall be cleaned
(continued on next page)
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and sanitized after each use.A review of the facility's STOVE - RANGE Policy with a last revised date
of August 2008, under Policy revealed,.All stoves and ranges shall be cleaned and sanitized as needed
or at a minimum weekly.A review of the facility's Foods brought in By Family or Visitor Policy with a
last revised date of January 2025, under Procedure revealed,.2. The food will be clearly labeled with
the patient's name and room number, as well as the date and time the food was brought into the
facility. Food items will be stored the pantry ref using proper sanitation, temp, light, moisture,
ventilation and security. If not eaten within 24 hours, the refrigerated foods will be discarded.A review
of the facility's Warewashing Policy with a last revised date of 2/10/2025, under Procedure
revealed,.10. Do not stack wet items. Do not wipe dry with towels or cloths to prevent
contamination.NJAC 8:39-17.2(g)
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Assure that each resident?s assessment is updated at least once every 3 months.

Based on interview and record review, it was determined that the facility failed to complete the
Quarterly Minimum Data Set (MDS), a periodic and federally mandated, standardized assessment tool,
within the specified timeframe as required. This deficient practice was identified for 1 of 21 residents
(Resident #74), whose MDS assessments were reviewed and was evidenced by the following: The
Centers for Medicare and Medicaid (CMS) MDS Version 3.0 Resident Assessment Instrument (RAI)
Manual classified the Observation (Look Back) Period as the time period over which the resident's
condition or status was to be captured by the MDS. The Assessment Reference Date (ARD) referred
to the last day of the observation (or look back) period that the assessment covered for the resident.
The Quarterly assessment was considered timely if 1). The Assessment Reference Date (ARD) of the
Quarterly MDS was within 92 days after the ARD of the previous MDS and the completion date was no
later than 14 days after the ARD. On 7/17/25 at 8:40 AM, the surveyor asked the Licensed Nursing
Home Administrator (LNHA) and the Director of Nursing (DON) for the transmission reports of
Resident #74, and both stated that they would get back to the surveyor. A review of the provided MDS
Transmission Activity for Resident #74, with start date of 2/1/24 and ending 7/17/25, revealed: ARD
11/29/24 Entry=was accepted and was uploaded on 12/2/24.ARD 12/6/24 Admission-5 day=was
accepted and was uploaded on 12/12/24.ARD 3/6/25 Not OBRA=was accepted and was uploaded on
3/19/25. A review of the resident's MDS revealed there were no further MDS done for Resident#74.
There was no quarterly 1 for March 2025 and quarterly 2 for June 2025 as per RAI Manual. On 7/22/25
at 9:24 AM, the DON informed the surveyor that Resident#74 was admitted to the facility on skilled
services, the last MDS was on December 2024, a discharge MDS was done from skilled to non-skilled.
The DON stated that what had happened was, for Resident#74, last year, the facility transitioned to a
new electronic medical records (eMR), new program was set up, when the resident was changed from
skilled to nonskilled in order for an OBRA (Omnibus Budget Reconciliation Act, an assessment is due
no less frequently than every 92 days) schedule to kick in, it did not switch. She further stated that
after surveyor's inquiry, she contacted the outside vendor responsible for the switch, the vendor told
the DON that someone from the facility's finance department should have switched the skilled to
nonskilled residents, therefore as a result Resident#74 missed the quarterly MDS for March and June
2025. The DON further stated that we did an audit and all residents were okay except for Resident#74.
On 7/22/25 at 12:57 PM, the survey team met with the LNHA and DON, and the surveyor notified them
of the above findings and concerns that Resident #74 did not have two quarterly MDS's. A review of
the facility's MDS Policy that was provided by the DON, with a revised date of 2/6/25, revealed under
Policy: to ensure that each resident has a complete medical record, the RAI coordinator will ensure
that each MDS (Entry, Initial, Quarterly, Annual, Discharge (d/c), and Significant Change) are
completed and submitted within the regulation guidelines. Under Procedure .4. On OBRA assessment
the following schedule is done on the 1st quarter, 2nd quarter, 3rd quarter, Annual assessment,
significant change as needed and d/c. IDCP (Interdisciplinary) team has 14 days from the ARD to
complete and close their assessment. MDS is to be submitted within 14 days of the completion date
.12. DON/MDS Coordinator will obtain weekly MDS missing report monthly to ensure all MDS are
completed and submitted . On 7/24/25 at 11:28 AM, the survey team met with the LNHA and the DON,
and the LNHA did not provide additional information. N.J.A.C. 8:39 - 11.1; 11.2(h)
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Develop the complete care plan within 7 days of the comprehensive assessment; and prepared,
reviewed, and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, it was determined that the facility failed to update and
revise the comprehensive care plan of a resident. This deficient practice was identified for 1 of 21
residents reviewed, Resident#34, and as evidenced by the following: 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 registered professional nurse is defined as diagnosing and
treating human responses to actual and 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 regimens 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.The surveyor
reviewed Resident #34's electronic Medical Record (eMR).A review of the resident's Face Sheet (an
admission summary) reflected that the resident was admitted to the facility with diagnoses which
included but not limited to; hypertension (high blood pressure), chronic kidney disease (a condition
where the kidneys do not function fully), and schizoaffective disorder bipolar (a chronic mental health
condition characterized primarily by symptoms of mood changes and hallucinations or delusions).A
review of the resident's comprehensive Minimum Data Set (cMDS), an assessment tool, with an
assessment reference date (ARD) of [DATE], had a Brief Interview of Mental Status (BIMS) score
that could not be completed which indicated the resident was rarely/never understood. Section N:
Medications, reflected that the resident was taking an antipsychotic medication (med), a med that is
primarily used to manage symptoms in schizophrenia or bipolar disorder.A review of the resident's
med list reflected an order for olanzapine 2.5 mg (milligram) tablet (tab) 1 tab oral one time daily
(Zyprexa), an antipsychotic med, with a diagnosis of schizo-affective bipolar disorder.A review of the
resident's Psychiatrist Consult, dated [DATE], reflected a plan to continue Zyprexa as an adjunct for
anti-depressant. The consult did not reflect any diagnosis of schizoaffective or bipolar disorder.A
review of the resident's Comprehensive Care Plan (CCP), with a date last revised [DATE], did not
reflect any mention of the use of anti-psychotic medications (meds) or olanzapine for schizoaffective,
bipolar, or other diagnosis. A review of a current Care Plan Report (CPR), a document that highlights
changes in the resident's CCP. The CPR did not reflect any use of anti-psychotic meds or olanzapine
for any diagnosis. The CPR reflected that the resident was taking antidepressant meds, but did not
reflect use of olanzapine. On [DATE] at 12:08 PM, the surveyor interviewed the Nursing Supervisor
(NS). The surveyor asked the NS who was primarily responsible for updating the CCP. The NS stated
the MDS Coordinator was and that they were currently out on leave. The NS further stated that, in
their absence, the Director of Nursing (DON) and the 3 to 11 shift NS, along with the nursing staff
would work on the CCP. The NS could not locate Resident #34's CCP. The surveyor asked the NS if
olanzapine and schizoaffective disorder should be included in the resident's CCP. The NS stated yes,
they should be part of the CCP.On [DATE] at 12:58 PM, the survey team met with the Licensed
Nursing Home Administrator and DON and the surveyor discussed the concern with the CCP for
Resident #34.On [DATE] at 9:00 AM the surveyor asked the DON if antipsychotic med use should be
included in the CCP along with the diagnosis and/or indication for use. The DON stated yes, they
should be. The DON also stated that the olanzapine was ordered [DATE], and the resident had a
significant change [DATE], so the CCP would be updated on the next Quarterly MDS which was due
(continued on next page)

195315377

07/18/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

315377 07/24/2025

Actors Fund Home 175 West Hudson Ave
Englewood, NJ 07631

F 0657

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

[DATE]. The DON stated it should be updated as needed if appropriate. The DON also stated that the
diagnosis/indication for olanzapine was now updated to match the Psychiatrist Consult (after
surveyor inquiry) as an adjunct for antidepressant.A review of the facility's Care Plans Policy, dated
as revised [DATE], reflected, under policy, .the care plan (CP) is a living document. Under process: 4.
The CP plan will be reviewed by each discipline prior to an Interdisciplinary Care Plan Team meeting
and amended as needed. 5. The CP will be reviewed and revised as need as the residents' care needs
are updated. Any updates or changes in the CP should be done as needed.The facility did not provide
any further pertinent information. NJAC 8:39-11.1
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Ensure services provided by the nursing facility meet professional standards of quality.

Based on observation, interview, record review, and review of other pertinent facility provided
documentation, it was determined that the facility failed to; a.) follow the physician order with regard
to application of an ointment and b.) ensure the skin assessment was accurate and completed in
accordance with professional standards of practice and facility's policy and procedure, for 1 of 21
residents (Resident #8) reviewed.This deficient practice was evidenced by the following: 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. On 7/16/25 at 10:50 AM, the surveyor observed Resident #8 seated in a
wheelchair with a leg rest and left leg immobilizer in use. The surveyor also observed a zinc oxide
ointment tube on top of the nightstand which the resident claimed that it was being applied to their
back sacral area due to rashes and redness which they obtained from the hospital, and now getting
better. The surveyor reviewed the medical records of Resident #8, and revealed the following: A
review of the resident's Face Sheet (an admission summary) reflected that the resident was admitted
to the facility with diagnoses (dx) that included but were not limited to; aftercare following
explantation of knee joint prosthesis (in which surgical revision was performed. Explantation was
carried out and a cement spacer was introduced), infection following procedure, other surgical site,
unspecified osteoarthritis, essential hypertension (elevated blood pressure), and muscle weakness. A
review of the most recent comprehensive Minimum Data Set (MDS), an assessment tool, with an
assessment reference date (ARD) of 6/26/25, under Section C Cognitive Patterns revealed a brief
interview for mental status (BIMS) score of 15 of 15, which reflected that the resident had intact
cognition. A review of the active Resident Medication Profile of Resident #8, included but not limited
to the following: -A physician order (PO) with a start date of 6/20/25, zinc oxide 20% topical ointment,
apply to sacral/buttocks area 3x/day (three times a day). -A PO with a start date of 6/20/25,
klayesta 100,000 unit/gram topical powder apply under breasts, abdominal folds, bilateral groin
3x/day starting 6/20/25. The above PO for zinc oxide ointment and klayesta topical powder were
transcribed to June and July 2025 electronic Treatment Administration Record (eTAR) signed by
nurses as administered every shift at 11:30 PM-7:30 AM (11-7 shift), 7:30 AM-3:30 PM (7-3 shift), and
3:30 PM-11:30 PM (3-11 shift). A review of the Care Plan (CP) Report, with an effective date of
6/20/25 to present, that was provided by the Director of Nursing (DON), included but not limited to the
following: -A CP for urinary incontinence, the resident was occasionally incontinent r/t (related to)
muscle weakness/need for assistance with personal care, impaired bed
mobility/transfers/ambulation, dx: explantation of joint prosthesis s/p (status post) left TKR (total
knee replacement) with spacer The interventions included but not limited to; check for incontinence,
change if wet/soiled, clean skin with mild soap and water, and apply moisture barrier, with frequency
of 3x/day starting 6/23/25. -A CP for at risk for impairment skin integrity r/t bladder incontinence,
muscle weakness/need for assistance with personal care, impaired bed
mobility/transfers/ambulation, dx: explantation of joint prosthesis s/p left TKR with spacer. The
interventions included but not limited to zinc oxide to sacrum/buttocks as ordered. Further review of
the above CP for urinary incontinence and at risk for impairment skin integrity revealed that the
disciplines tab was blank and did not indicate the responsible staff for the interventions mentioned for
CP urinary incontinence as indicated on other CP. A review of the Nursing admission Assessment
Comprehensive (NAAC) that was done and electronically signed by Licensed Practical Nurse #1
(LPN#1) on 6/20/25, revealed that the resident's time of arrival at the facility was at 5:12 PM. The
NAAC, under skin included that the resident upon assessment had a surgical wound, other skin
(continued on next page)
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problems: erythema and rash. Under comments section, there was no documented evidence to further
describe the erythema and rash. On 7/17/25 at 12:20 PM, the surveyor interviewed Licensed
Practical Nurse #2 (LPN#2), who claimed that she was the assigned nurse of Resident #8. LPN#2
informed the surveyor that the resident was cognitively intact, on IV ABT, rehab, and pain
management. The surveyor notified LPN#2 of the above concern that on the 1st day of tour, the
surveyor observed the zinc oxide on top of the nightstand table, and the LPN responded that it was
probably the Certified Nursing Aide (CNA) who left it. LPN#2 further stated that it was the CNA who
applied the zinc ointment to the resident, and it was LPNs responsibility just to make sure it was
done, and then LPN#2 sign it off in the eTAR. She acknowledged that it should have been stored
properly. On 7/17/25 at 12:35 PM, the surveyor interviewed the CNA regarding resident's zinc oxide.
The CNA informed the surveyor that every continence care she applied the zinc oxide as preventative,
and the nurse will sign the record that it was applied. The surveyor notified the concern that it was on
top of the nightstand table yesterday (7/16/25) during the initial tour, and the CNA had no response.
On 7/22/25 at 8:43 AM, the Director of Nursing (DON) informed the surveyor that if the order to apply
ointment was in the eTAR the nurse should administer the ointment unless if it was a standard of
care it would of the CNA, the ointment could be zinc oxide and any type of lotion OTC (over the
counter). The DON also stated that we do encourage the CNA after incontinence care to apply
ointments especially when changing them. On that same date and time, the DON stated that there
should be an actual skin assessment, what kind of redness, the nurse should identify if it was a
pressure wound or not, monitor and refer them. The DON further stated that if it was MASD
(Moisture-Associated Skin Damage, is the general term for inflammation or skin erosion caused by
prolonged exposure to a source of moisture such as urine, stool, sweat, wound drainage, saliva, or
mucus) or stage 1 pressure, the wound protocol should be followed. At that same time, the surveyor
asked the DON if it was appropriate for the CNA to apply the ointment if it was ordered and
transcribed in the eTAR, and the nurse to sign once done by the CNA. The DON stated, yes and no, if
the nurse signed the eTAR, the nurse should be the one to apply the ointment. The DON further stated,
it was a yes a problem because it should be the nurse to apply the ointment. She added, as facility's
practice, it there was no pressure ulcer or skin impairment and it was a preventative being done for
every incontinence, the CNA could apply the cream, then it was a no not a problem. Furthermore, the
DON stated that she would get back to the surveyor regarding the surveyor's concern with LPN#1's
documentation on 6/21/25 for redness in b/l buttocks and other areas and the discrepancy in the
assessment on 6/20/25, and what was in the progress notes. On 7/22/25 at 12:57 PM, the survey
team met with the Licensed Nursing Home Administrator (LNHA) and DON. The surveyor asked the
DON if the admission assessment had no skin impairment upon admission and there was a redness in
the b/l buttocks, perineal area the following day what would be the process, and the DON stated that
the facility monitor them and did not need to measure them. The DON further stated that after
surveyor's inquiry, she checked resident's buttocks and there was no redness. The surveyor notified
the LNHA and DON of the above concerns regarding Resident#8's order for zinc oxide and discrepancy
with documentation and assessment was incomplete. On that same date and time, the DON confirmed
there was a discrepancy with resident#8's skin assessment on 6/20/25 versus the progress notes on
6/21/25, which the DON claimed the continuation of LPN#1's assessment. The DON confirmed that it
was LPN#1 who did the assessment on 6/20/25 and 6/21/25 notes. The DON also stated that
education will be provided to LPN#1 regarding skin assessment. The DON stated that area in the skin
assessment should have been documented and specified what location for redness and rash. The DON
also reviewed the progress notes and acknowledged that the notes should have been clearer. A
review of the facility's Skin Assessment Policy with a revised date of 9/19/24, that was provided by
LNHA, revealed under policy statement that the facility is committed to maintaining optimal skin
health for all residents by conducting thorough skin assessments upon admission and performing daily
skin checks. On 7/22/25 at 1:50 PM, the surveyor asked the DON about the facility's Skin
(continued on next page)
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Assessment Policy and notified that there was no mention about measurements of wound and skin
impairment as part of the parameters of comprehensive skin assessment, and the DON stated that
there should be something about measurements in the policy. On 7/24/25 at 12:10 PM, there was no
additional information provided by the LNHA and DON. NJAC 8:39-11.2(b)
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Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart,
following irregularity reporting guidelines in developed policies and procedures.

Based on interviews, record review, and a review of pertinent facility documents, it was determined
that the facility's Consultant Pharmacist (CP) failed to identify irregularity for 1 of 21 residents
(Resident #8) reviewed. This deficient practice was evidenced by the following: On 7/16/25 at 10:50
AM, the surveyor observed Resident #8 seated in a wheelchair with a leg rest and left leg immobilizer
in use. The surveyor also observed an IV (intravenous) pole. The resident stated that they had an
order for IV ABT (antibiotic) daily, on skilled nursing for their infected left surgery, and rehabilitation
(rehab). The surveyor reviewed the electronic medical records (eMR) of Resident #8, and revealed the
following: A review of the resident's Face Sheet (an admission summary) reflected that the resident
was admitted to the facility with diagnoses (dx) that included but were not limited to; aftercare
following explantation of knee joint prosthesis (in which surgical revision was performed.
Explantation was carried out and a cement spacer was introduced), infection following procedure,
other surgical site, unspecified osteoarthritis, essential hypertension (elevated blood pressure), and
muscle weakness. A review of the most recent comprehensive Minimum Data Set (MDS), an
assessment tool, with an assessment reference date (ARD) of 6/26/25, under Section C Cognitive
Patterns revealed a brief interview for mental status (BIMS) score of 15 of 15, which reflected that
the resident had intact cognition. Section J: Health Condition revealed that the resident had pain and
was coded frequently. Section N: Medications (meds) included ABT, diuretic (water pill), opioid
(controlled pain medication), and convulsive meds. A review of the June 2025 electronic Medication
Administration Record (eMAR) revealed the following: -A physician order (PO) with an order date of
6/20/25, oxycodone 5 mg (milligram) tablet (tab) oral as needed (PRN) every 8 hours (hrs), for
moderate pain. The eMAR was electronically signed as administered: On 6/21/25 at 9:06 AM, by
Registered Nurse #1 (RN#1).On 6/21/25 at 1:49 PM, by RN#1.On 6/22/25 at 6:00 PM, by RN#1. -A PO
with an order date of 6/20/25, oxycodone 5 mg, 2 tablets (tabs) (total 10 mg) oral PRN every 8 hrs,
for severe pain. The eMAR was electronically signed as administered: On 6/20/25 at 5:48 PM, by
Licensed Practical Nurse #1 (LPN#1).On 6/21/25 at 5:54 AM, by LPN#2.On 6/22/25 at 5:17 AM, by
RN#2.On 6/22/25 at 1:51 PM, by RN#1.On 6/22/25 at 3:00 PM, by RN#1.On 6/23/25 at 9:15 AM, by
LPN#3. Further review of the above June 2025 eMAR revealed that the PO to administer oxycodone 5
mg tab PRN every 8 hrs for moderate pain was not followed on 6/21/25, when it was administered at
9:06 AM and then at 1:49 PM, which was 4 hrs apart. The PO to administer oxycodone 5 mg, give 2
tabs (total 10 mg) PRN every 8 hrs for severe pain was not followed on 6/22/25, when it was
administered on 6/22/25 at 1:51 PM and 3:00 PM, which was an hour apart. A review of the CP's EPIC
(Electronic Pharmacist Information Consultant) review done by Consultant Pharmacist #1 (CP#1) on
6/24/25, revealed, there was no documented evidence that the above irregularities for oxycodone
PRN was identified. On 7/17/25 at 11:09 AM, the surveyor notified the Director of Nursing (DON) of
the above concerns and findings. The DON after reviewing the June 2025 eMAR, stated that there
were no reports from CP#2 about the irregularities from PRN oxycodone. She acknowledged that the
above irregularities should have been identified by the CP. On 7/22/25 at 11:34 AM, the surveyor
interviewed CP#2, who stated that she was responsible for monthly MRR (medication record review)
of residents, review declining sheets for controlled meds, the eMAR, and compare them with the PO.
She further stated that if she found discrepancies or irregularities, she would notify the Nurse
Manager and submit an inspection reports. CP#2 also stated that for new admission or re-admission,
EPIC review will be done with same protocol. She added that PO should be followed and if not, that
should be identified as an irregularity, and should be part of the CP's reports. She acknowledged that
she was not the CP who reviewed the resident's meds on 6/24/25. On 7/22/25 at 12:57 PM, the
survey team met with the Licensed Nursing Home Administrator (LNHA) and DON. The surveyor asked
the LNHA and the DON what the facility's process was with regard to EPIC review. The DON stated
(continued on next page)
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that the facility send resident's face sheet, order sheets, eMAR via fax to the CP for remote review.
The DON further stated that the CP had access to their eMR as part of their remote EPIC review. At
that same time, the surveyor notified the LNHA and DON of the above findings and concerns regarding
Resident#8's PRN oxycodone irregularities and that it was not identified in 6/24/25 EPIC review. The
surveyor asked the LNHA and DON of facility's policies with regard to EPIC and MMR review. On
7/22/25 at 1:50 PM, the Director of Operations (DoO) of the CPs called back and informed the
surveyor that CP#1, who was responsible for the 6/24/25 EPIC review was unable for an interview.
The surveyor asked the DoO of the EPIC process, and he stated that EPIC review was being done
remotely and unsure if the CPs had an access remotely to the facility's eMR and would have someone
from the EPIC department to speak with the surveyor. On 7/22/25 at 2:04 PM, the Director of EPIC
Division (DoEPICD) called and informed the surveyor that CP#1 was unable for an interview. The
DoEPICD stated that the EPIC review was done remotely for new admission and re-admission
residents. She further stated that CP review medication (med) list from the hospital, POs, eMAR,
electronic Treatment Administration Record (eTAR) that were faxed by the facility. She also added
that the CP had access to the facility's eMR. The DoEPICD stated that EPIC review done within 48
business hours unless there was a holiday it will be later. On that same date and time, the surveyor
notified the DoEPICD of the above findings and concerns with PRN oxycodone. The surveyor asked
DoEPICD if that should that be considered an irregularity and should have been identified, and she
responded that she was unsure and would get back to the surveyor. A review of the undated facility's
provided EPIC Consultant Pharmacist Responsibilities Policy that was provided by the DON, revealed
that the EPIC CP will perform a drug regimen review with the information provided by the POs, MAR,
and Medication Discharge List (if available) and will report any drug regimen irregularities. A review
of the undated facility's Consultant Pharmacist Responsibilities Medication Regimen Review Policy
that was provided by the DON, revealed that the monthly reviews of the drug regimen of each
resident, if not done by EPIC department, with reports of any irregularities. On 7/24/25 at 12:10 PM,
there was no additional information provided by the LNHA and DON. NJAC 8:39-29.3(a)(1)
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Ensure that residents are free from significant medication errors.

Based on interview, record review, and review of other pertinent facility documentation, it was
determined that the facility failed to ensure that the medications were administered in accordance
with the physician's order, facility's policy, and accepted professional standards of practice. This
deficient practice was identified for 1 of 21 residents reviewed for medications (Resident #8).The
deficient practice was evidenced by the following: 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.
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. On 7/16/25 at 10:50 AM, the surveyor observed Resident #8
seated in a wheelchair with a leg rest and left leg immobilizer in use. The surveyor also observed an
IV (intravenous) pole. The resident stated that they had an order for IV ABT (antibiotic) daily, on
skilled nursing for their infected left surgery, and rehabilitation (rehab). The surveyor reviewed the
medical records of Resident #8, and revealed the following: A review of the resident's Face Sheet (an
admission summary) reflected that the resident was admitted to the facility with diagnoses (dx) that
included but were not limited to; aftercare following explantation of knee joint prosthesis (in which
surgical revision was performed. Explantation was carried out and a cement spacer was introduced),
infection following procedure, other surgical site, unspecified osteoarthritis, essential hypertension
(elevated blood pressure), and muscle weakness. A review of the most recent comprehensive
Minimum Data Set (MDS), an assessment tool, with an assessment reference date (ARD) of 6/26/25,
under Section C Cognitive Patterns revealed a brief interview for mental status (BIMS) score of 15 of
15, which reflected that the resident had intact cognition. Section J: Health Condition revealed that
the resident had pain and was coded frequently. Section N: Medications included ABT, diuretic (water
pill), opioid (controlled pain medication), and convulsive medications (meds). A review of the June
2025 electronic Medication Administration Record (eMAR) revealed the following: -A physician order
(PO) with an order date of 6/20/25, oxycodone 5 mg (milligram) tablet (tab) oral as needed (PRN)
every 8 hours (hrs), for moderate pain. The eMAR was electronically signed as administered: On
6/21/25 at 9:06 AM, by Registered Nurse #1 (RN#1).On 6/21/25 at 1:49 PM, by RN#1.On 6/22/25 at
6:00 PM, by RN#1. -A PO with an order date of 6/20/25, oxycodone 5 mg, 2 tablets (tabs) (total 10
mg) oral PRN every 8 hrs, for severe pain. The eMAR was electronically signed as administered: On
6/20/25 at 5:48 PM, by Licensed Practical Nurse #1 (LPN#1).On 6/21/25 at 5:54 AM, by LPN#2.On
6/22/25 at 5:17 AM, by RN#2.On 6/22/25 at 1:51 PM, by RN#1.On 6/22/25 at 3:00 PM, by RN#1.On
6/23/25 at 9:15 AM, by LPN#3. Further review of the above June 2025 eMAR revealed that the PO to
administer oxycodone 5 mg tab PRN every 8 hrs for moderate pain was not followed on 6/21/25,
when it was administered at 9:06 AM and then at 1:49 PM, which was 4 hrs apart. The PO to
administer oxycodone 5 mg, give 2 tabs (total 10 mg) PRN every 8 hrs for severe pain was not
followed on 6/22/25, when it was administered on 6/22/25 at 1:51 PM and 3:00 PM, which was an
hour apart. A review of the Controlled Drug Administration Record (CDAR), also known as the
declining sheet for controlled meds, with date received on 6/12/25, included information for
oxycodone tab 10 mg, 30 tabs, and resident's name. The following were documented in the declining
sheet from 6/20/25 to 6/23/25: -6/20/25 at 5:48 PM, signed by LPN#1.-6/21/25 at 5:54 AM, signed
(continued on next page)
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by LPN#2.-6/21/25 at 2:00 PM, signed by RN#1. The medication (med) was dropped and wasted with
presence of another nurse.-6/22/25 at 5:17 AM, signed by RN#2.-6/22/25 at 2:00 PM, signed by
RN#1.-6/22/25 at 6:00 PM, signed by RN#1. The med was dropped and was wasted with presence of
another nurse. -6/22/25 at 10:30 PM, signed by RN#1.-6/23/25 at 9:15 AM, signed by LPN#3. Further
review of the declining sheet for oxycodone 10 mg tab revealed that the CDAR was filled out by RN#1
on 6/22/25 at 10:30 PM, and there was no documented evidence that the eMAR was signed for the
same date and time. There were no CDAR for 5 mg tab oxycodone. A review of the CP's EPIC
(Electronic Pharmacist Information Consultant) review done by Consultant Pharmacist #1 (CP#1) on
6/24/25, revealed, there was no documented evidence that the above irregularities for oxycodone
PRN was identified. On 7/17/25 at 11:09 AM, the surveyor notified the Director of Nursing (DON) of
the above concerns and findings. The DON after reviewing the June 2025 eMAR, stated that there
were no reports from CP#2 about the above concerns. The DON also stated that there were no reports
from nurses and subacute unit that there were discrepancies with PRN oxycodone. She further stated
that she was unaware of the med error until surveyor's inquiry. On that same date and time, the DON
informed surveyor that RN#1 was a part time nurse, and no previous disciplinary action. The DON
stated that it was considered a med error, and it will be investigated. The surveyor asked for the
oxycodone reports from June 2025 to current, policies for med error, med administration, and
controlled meds. On 7/17/25 at 12:10 PM, the surveyor interviewed Resident #8 inside their room. The
resident informed the surveyor that when they returned to the facility in June 2025, after the surgery,
they had terrible pain to the left surgical site and infection. The stated that pain was better now. The
resident further stated that they were on oxycodone PRN, used to be every 8 hrs. The resident also
stated that due to terrible pain, they were getting it even before 8 hrs, and eventually the order was
changed to every 4 hrs PRN. At that same time, the resident stated that they went for a follow up
ortho (orthopedic) consult last week, 7/10/25, and the stitches were removed. The resident further
stated that they were still on NWB (no weight bearing) status to the left foot. On 7/17/25 at 12:20 PM,
the surveyor interviewed LPN#3, who informed the surveyor that Resident #8 was cognitively intact,
on IV ABT, rehab, and pain management. LPN#3 stated that the resident's pain was getting better.
The surveyor asked LPN#3 about the PRN oxycodone, and she stated that the nurse should follow the
order. She further stated, if the med will be administered beyond the required time, the physician
should have been notified, and the physician will order for stat (immediate) order. LPN#3 also stated
that the nurse should document in the progress notes (PN). At that same time, the surveyor and
LPN#3 reviewed the CDAR for oxycodone 10 mg. LPN#3 informed the surveyor that there were no
CDAR for oxycodone 5 mg since the resident was admitted and up to this time, it had been oxycodone
10 mg. On 7/22/25 at 8:43 AM, the DON informed the surveyor that as soon as the surveyor notified
the DON of the above concerns, she investigated (after 27 days) the med error with PRN oxycodone of
Resident #8. The DON stated that she spoke to the RN/Unit Manager (RN/UM) and found out that the
RN/UM was unaware of the above findings and concerns, and that there was no report about it. The
DON further stated that she reviewed the resident's notes and assessments of the resident, found no
ill effects from the med error. She also reached out to the physician and notified the med error; the
physician documented that resident continued on pain management and no ill effects. On that same
date and time, the DON informed the surveyor that after the investigation of the med error, RN#1 was
suspended pending investigation, and eventually terminated. The DON stated that RN#1 was unable
for interview. On 7/22/25 at 11:34 AM, the surveyor interviewed CP#2, who stated that she was
responsible for monthly MRR (medication record review) of residents, review declining sheets for
controlled meds, the eMAR, and compared them with the PO. CP#2 stated that the orders should be
followed, and the order should be clarified if we had 10 mg order for oxycodone and there was an
available 10 mg tab, the order should be clarified to prevent confusion. CP#2 acknowledged the med
error for above findings and concerns. She also stated that CP#1 was unable for an interview. She
further stated that she was unaware of the med error report. On 7/22/25 at 12:57 PM, the survey
(continued on next page)
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team met with the Licensed Nursing Home Administrator (LNHA) and DON. The surveyor notified the
LNHA and DON of the above findings and concerns regarding Resident#8's PRN oxycodone med error.
A review of the facility's Medication Errors Policy with a revised date of 1/23/25, that was provided
by the DON, revealed under policy, a medication error must immediately be reported to the resident's
physician and Medication Error Form (MEF), must be initiated by the nurse discovering the error. The
type of error and cause of error must be indicated on the MEF. A copy of the MEF is to be sent to the
pharmacy within 24 hours .Medication Errors are categorized as follows:Medication OmissionWrong
doseExtra dose Wrong Dosage form/route Wrong timeIncomplete Documentation. On 7/24/25 at 12:10
PM, there was no additional information provided by the LNHA and DON. NJAC 8:39-11.2(b); 27.1 (a);
29.2(d)
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Dispose of garbage and refuse properly.

Complaint NJ#186231Based on observation, interview, and review of facility documentation, it was
determined that the facility failed to dispose of garbage and refuse properly in a manner to maintain a
sanitary environment and prevent potential pests for 1 of 2 days of observation. This deficient
practice was evidenced by the following:On 7/16/25 at 10:06 AM, the surveyor in the presence of the
Kitchen Supervisor/Cook (KS/C), toured the designated garbage disposal area outside the facility.
The surveyor observed an enclosed white privacy fence, which the KS/C indicated the dumpster for
recyclable items such as cardboard was disposed and picked up by the garbage company. The KS/C
unlatched the fence, and the surveyor observed that there was one dumpster with both of its lids
opened. Scattered on the floor around the dumpster were plastic items such as bottles, plastic bags,
gloves; a #10 metal can; an empty plastic milk crate; a few paper items; and four mop/broom sticks to
the side of the dumpster. The KS/C was unsure who was responsible for cleaning the dumpster area
but believed it was maintenance. On 7/17/25 at 11:24 AM, the surveyor in the presence of the Food
Service Director (FSD) conducted a follow up tour of the garbage disposal area. The dumpster
enclosed by white fence was observed clean with no debris on the floor and the lids were closed. The
FSD stated it was cleaned yesterday by staff. The surveyor and the FSD were joined by the
Housekeeping Director (HD). The surveyor asked the FSD and HD who was responsible for
maintaining the garbage disposal area. The FSD and HD stated that both housekeeping and the dietary
staff were responsible for ensuring that the area was clean.On 7/17/25 at 12:14 PM, the surveyor
notified the Licensed Nursing Home Administrator (LNHA) about the observed concerns at the
garbage disposal area. The LNHA was made aware by staff after the surveyor's observation and
stated that the staff were always on top of the garbage disposal area to ensure that it remained
orderly and clean. On 7/22/25 at 1:31 PM the surveyor notified the LNHA and the DON of the concern
with the garbage disposal area. On 7/24/25 at 8:47 AM, the LNHA provided in-service education that
dietary staff received regarding the maintenance of the recycling dumpster area. The LNHA stated
that he was surprised as that have been on top of maintaining the disposal area clean and that there
may have been a recent pick up by the garbage company as was left in that condition as observed.
There was no additional information provided by facility management. A review of the facility's
Cardboard Recycling Policy which was last updated on 2/15/25, under Procedure revealed, .2. Once
pick up is complete dietary/housekeeping needs to thoroughly check the fenced in enclosure for any
boxes or debris that fell out and on the ground.3. In addition, a daily check of the area should be done
to ensure no cardboard or other debris is on surrounding ground.4. Lid to recycled container must be
closed when not in used.NJAC 8:39-19.7
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

Based on interview, record review, and review of other pertinent documents, it was determined that
the facility failed to maintain a complete, accurate and readily accessible medical records. This
deficient practice was identified for 1 of 21 residents reviewed, Resident #25.This deficient practice
was evidenced by the following: On 7/16/25 at 10:48 AM, the surveyor observed Resident #25, sitting
on a wheelchair (w/c) by the nursing station, with a tab alarm (personal safety alarm which alerts
caregivers if someone attempts to get up from a bed or chair) attached to the back of their w/c. The
resident was alert, pleasant and stated that they fell about 1 to 2 months ago, I slid on the floor, and
broke something. The resident further stated that they were on therapy, healing, doing good and I'm
just being careful.On 7/17/25 at 1:00 PM, the surveyor requested from the Licensed Nursing Home
Administrator (LNHA) fall investigations in the last four months for Resident #25.On 7/21/25 at 11:28
AM, the surveyor reviewed the electronic Medical Record (eMR) for Resident #25, which revealed:The
Face Sheet (a summary of important information about the resident) revealed Resident #25 had
diagnoses (dx) which included but were not limited to; left femur fracture, encounter for closed
fracture with routine healing, encounter for orthopedic aftercare, dementia, unspecified macular
degeneration, history of falling, muscle weakness, and difficulty in walking.A review of the
physician's orders (PO) revealed:-A PO dated 2/12/25, for pain assessment, document location in
notes 3x/day (three times a day).-A PO dated 3/4/25, for Tylenol 325 mg (milligram) tablet (tab), 2
tablets (tabs) [equals 650 mg] orally every 6 hours PRN (as needed) for pain.-A PO dated 6/17/25 at
11:55 PM, for x-ray 2 views left hip dx r/o (rule/out) fracture.A review of the modified quarterly
Minimum Data Set (qMDS), an assessment tool, with an assessment reference date (ARD) of
5/15/25, revealed a Brief Interview of Mental Status (BIMS) score of 6 out of 15, which indicated the
resident's cognition was severely impaired. A review of the current care plan (CP) of Resident #25
revealed a focus for pain related to (r/t) history of falls and recent fall resulting in a left hip fracture
and ORIF on 6/20/25. Interventions included document pain assessment particularly location, nature,
intensity and duration of pain. On 7/21/25 at 11:31 AM, the surveyor interviewed License Practical
Nurse #1 (LPN#1), who cared for Resident #25 at the time of their fall. LPN#1 stated the resident was
trying to ambulate in their room on their own, did not see well, and was found sitting on the floor.
LPN#1 further explained the resident at the time of the fall complained of left hip pain and was
guarding their left hip. LPN#1 stated the physician was called, gave order for a STAT (means
immediately) left hip x-ray and depending on the results would determine the next step for the
resident.At that same time, LPN#1 explained that the diagnostic services vendor (DSV) did not come
STAT. The resident was given pain medicine, transferred to the hospital the next morning, and
admitted to the hospital with a fracture, and had surgery. LPN#1 could not recall any additional details
regarding the resident's fall incident. On 7/21/2025 at 2:30 PM, the surveyor reviewed the facility
investigation, Adverse Event Documentation of Resident #25's fall on 6/17/25, which was provided by
the LNHA, and revealed the following:- On 6/17/25 at approximately 8:43 PM, during routine rounds,
LPN#1 found the resident sitting on the floor next to the foot of their roommate's bed with both legs
extended and the resident was guarding their left hip. The resident complained of left hip pain. The
resident was assessed, vital signs were stable, the resident denied hitting their head and there was
no visible injury to the resident. The resident was assisted back to bed.- On 6/17/25 at 8:45 PM, the
physician was made aware of the fall incident and the resident's condition with an order to complete a
left hip x-ray.-On 6/17/25 at 8:50 PM, the resident's representative (RR) was made aware about the
fall incident. -On the following day, 6/18/25 at 12:23 PM, the Advance Practical Nurse (APN) visited
the resident in which the left hip x-ray was not completed and ordered for the resident to be sent to
the emergency room (ER) for further evaluation due to the resident being non-compliant with bedrest
and had been complaining of left hip pain.A review of eMR revealed the following progress notes
(continued on next page)
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(PN):-A PN dated 6/17/25 at 9:08 PM, by LPN#1, revealed, at 8:35 PM, Resident #25 was observed
very anxious while sitting at their bedside.-At 8:42 PM, LPN#1 administered PRN Atarax and the nurse
encouraged the resident to rest. LPN#1 documented the resident stated, Just get out my room. -At
8:43 PM, LPN#1 found the resident sitting on floor at bedside. A head-to-toe assessment was
completed. The resident was noted to be guarding their left hip and complained of left hip pain. The
resident was also noted with a left knee abrasion which was treated with normal saline, patted dry,
xeroform (non-adherent treatment dressing for wounds) dressing applied, and covered with a band
aid. -At 8:45 PM, the physician was notified of the fall incident and with a new order for X-ray to left
hip 2 views (STAT). A confirmation number from the DSV was obtained for the x-ray. The resident
was assisted into bed.A review of the eMR revealed a PN dated 6/18/25 at 9:04 AM, by LPN #2 (the
11:00 PM-7:00 AM nurse), that the resident was received resting in bed s/p [status post] fall day # 1,
with pain and discomfort to left hip, Tylenol 650 mg was given, and all meds [medications] rendered
and tolerated. Vitals taken and recorded. Resident was waiting for XRAY to be done and Staff
continued to monitor resident's progress. (the pain assessment revealed pain level of 3 out of 10)
Further review of LPN#2's PN on 6/18/25 at 9:04 AM, did not include documentation that the
physician was notified of continued complaint of pain, and was still waiting on stat x-ray to be done.A
review of PN dated 6/18/25 at 9:42 AM, written by LPN#1, revealed, the resident was received in bed,
still waiting for the left hip x-ray to be completed. The resident was assessed as having pain 5 out of
10 (with 10 being the worst pain) on a numerical pain scale. At 8:51 AM, the resident was
administered Tylenol 650 mg. LPN#1 documented the resident was non-compliant with remaining in
bed, was having episodes of being very anxious, and was given PRN Atarax with positive effect. A
review of the eMAR revealed the Tylenol was given on 6/18/25 at 8:50 AM, and the effective result at
9:50 AM.A review of PN dated 6/18/25 at 11:30 AM, written by LPN#1, revealed, the DSV was called
at 11:23 AM to request the estimated time of arrival (ETA) for the x-ray. The DSV stated the request
was assigned to a technician, and the facility requested they call back with the ETA. The PN did not
include documentation that the physician was notified that the stat x-ray was not done.A review of
the PN dated 6/18/25 at 12:55 PM, by LPN#1, revealed:-At 12:23 PM, the APN saw the resident, due
to the stat x-ray not completed by the DSV, the APN ordered the resident be sent to the hospital for
further evaluation.-At 12:35 PM, transport was arranged for the resident's transfer to the ER.-At 12:41
PM, the RR was made aware of Resident #25 being sent to the ER for further evaluation.A review of
the APN's PN dated 6/18/25 at 12:41 PM, revealed, the resident was seen and examined in bed,
attempting to get up with injured left extremity from fall yesterday. The left hip x-ray remained
pending, followed up by the primary nurse with multiple calls to the DSV since yesterday. The APN
further documented the resident continues to c/o [complain of] left hip pain, noted slight abduction
[movement of a limb away from the midline of the body] to left lower extremity. The APN wrote the
resident had dementia, was forgetful, and unable to comply with fall and hip precautions currently.
The APN recommended to send the resident to the ER for evaluation and treatment. A review of the
PN dated 6/18/25 at 4:28 PM, by LPN#1, indicated the resident was admitted to the hospital for a
closed left hip fracture.A review of pain assessment documentation on 6/17/25 and 6/18/25, under
the vitals section were as follows:-On 6/17/25 at 1:25 AM, the resident's pain level was documented
as 0 by LPN#1.-On 6/17/25 at 11:12 AM, the resident's pain level was documented as 0 by LPN#3.-On
6/17/25 at 5:15 PM, the resident's pain level was documented as 0 by LPN#1.-On 6/17/25 at 11:02
PM, the resident's pain level was documented as 0 by LPN#1.-On 6/18/25 at 3:56 AM, the resident's
pain level was documented as 3 by LPN#2.-On 6/18/25 at 8:51 AM, the resident's pain level was
documented as 5 by LPN#1.A review of June 2025 electronic Medication Administration Record
(eMAR) revealed:-June 2025, a PRN Tylenol entry, was administered a dose on 6/18/25 at 8:50 AM.
There was no additional documentation of the resident being administered Tylenol PRN on 6/17/25
and 6/18/25 according to what were documented in the PN.-Further review of the above eMR
revealed that there was no documented evidence that the resident received a pain medication (med)
(continued on next page)
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when the resident's pain assessment resulted for pain level of 3 as documented by the LPN#2 on
6/18/25 at 3:56 AM, in the vital sign section of eMR.On 7/22/2025 at 11:15 AM, the surveyor
interviewed the Director of Nursing (DON) about Resident #25's fall incident and fall incident
procedures. The DON did not recall details of the resident's fall. The DON stated if a resident
complained of pain after a fall incident the resident should have been sent out, and it would be
expected for the nurse to call the physician again to notify that the resident was in pain and the
resident should be sent for further evaluation. The DON acknowledged that the nurse should have
documented in the resident medical records. The DON stated that she would further review to provide
additional information.On 7/22/25 at 1:27 PM, the surveyor notified the LNHA and the DON about the
above concerns with 6/17/25 fall incident that revealed concerns with continued complaint of pain by
the resident, pain management of Tylenol for 2 shifts not documented, and no documentation that the
physician was notified of the delay in x-ray. There was no documentation by nurses on 6/17/25 on
the evening and night shifts of the resident receiving Tylenol as indicated in their PN. The LNHA and
DON had no verbal response at this time. On 7/23/25 at 2:37 PM, the surveyor placed a call to LPN#2,
who cared for the resident on 6/17/25 on the 11-7 shift. There was no answer, and the surveyor left a
message for a return call.On 7/23/25 at 2:50 PM, the surveyor interviewed LPN#1, who stated that
the resident was administered PRN Tylenol after their fall and the resident was compliant with
bedrest. LPN#1 stated that at the end of her shift, approximately 11:30 PM, she called the physician
and spoke with an on-call physician covering and informed them that the x-ray had not been
completed. LPN#1 continued that the on-call physician instructed her to follow up with the RR about
their preference and the RR wanted the resident to have the x-ray completed at the facility first.
LPN#1 stated she called the physician and the RR again in the morning that the DVR did not come.
LPN#1 further explained that the APN happened to be rounding on the unit, and LPN#1 asked her to
see the resident. LPN#1 stated the APN then ordered for the resident to be transferred to the
hospital.On that same date and time, LPN#1 acknowledged that she did not document any of the
discussions or notifications in the resident's medical record and that it was expected for the nurses
to document everything in their PN. LPN#1 stated she documented on the 24-hour report (shift to shift
report of important resident information). At that same time, the surveyor asked LPN#1 what the
protocol for documentation was when administering a med (med). LPN #1 stated a med was signed in
the eMAR at the time of administration and a follow up assessment for effectiveness of the pain med
would be conducted and documented in the eMR. LPN#1acknowledged she did not document and sign
the eMAR when she administered PRN Tylenol to the resident on 6/17/25. On 7/23/25 at 4:40 PM, the
surveyor interviewed the primary physician over the phone about Resident #25's fall incident. The
primary physician could not recall details from that day, would check her records and return a call to
the surveyor.On 7/23/25 at 4:50 PM, the primary physician called the surveyor back. The primary
physician informed the surveyor that they reviewed their phone records in which she did receive a
phone call and a text message from the facility that day. The primary physician further stated she
ordered for an x-ray and for the resident to be transferred. The physician recalled that the APN
followed up on the resident.On 7/23/25 at 4:55 PM, the surveyor interviewed LPN#2 over the phone.
LPN#2 stated she received report from LPN#1 that the RR wanted the x-ray to be done at the facility
first prior to sending the resident out to the hospital. LPN#2 recalled that she gave the resident
Tylenol for pain and that it was effective. LPN#2 acknowledged she did not document the Tylenol
administration in the eMAR and that she wrote it on the 24-hour report. On 7/24/25 at 8:53 AM, the
DON informed the surveyor that she followed up with LPN#1 on 7/22/25, after surveyor inquiry. The
DON stated she was informed by LPN#1 that the resident was not sent to the hospital as the RR
requested to wait for the in-house x-ray results. The DON stated LPN#1 did not document discussions
with the RR in the resident's eMR and only documented it on the 24-hour report. The DON stated she
followed up with the RR who confirmed that she had the discussion with LPN#1. The DON provided a
written statement from the RR. On that same date and time, the DON stated it was expected for
(continued on next page)
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nurses to document meds administered to a resident in the eMAR. The DON added that LPN#1 and
LPN#2 would receive disciplinary action for not documenting the administration of Tylenol to the
resident, as well as, not documenting follow up communication with the RR and the physicians.On
7/24/25 at 8:50 AM, the DON provided an undated statement from the RR, and the 24-hour report
which revealed in the RR's written statement that they were called on the 6/17/25 about the fall
incident, the complained of pain, and delayed in the xray of the resident. The RR's statement also
included that would be beneficial for the resident to stay at the facility until the xray was done for
resident's safety and comfort. A review of the provided 24-hour report dated 6/17/25, revealed that
LPN#1 documented that the RR was made aware of fall and primary physician's stat x-ray order. It
also included that at 11:00 PM, LPN#1 documented STAT x-ray was not done, and covering MD
[medical doctor] made aware.[RR] made aware.; LPN #1 documented conversation with RR which
indicated [RR] wants to wait for in house x-ray to be done. As [RR] does not want [Resident #25]
waiting in ER alone. Further review of the 24-hour report, revealed, did not include documentation of
pain assessment or level of pain for 3:00 PM -11:00 PM, 11:00 PM-7:00 AM and 7:00 AM-3:00 PM
shifts.On 7/24/25 at 11:31 AM, the survey team met with the DON and the LNHA and there was no
additional documentation provided by the LNHA and DON. The surveyor asked the DON if the 24-hour
report was part of the resident's medical record. The DON replied that it was a legal facility
documentation but not included as part of the resident's medical record. A review of the facility's
Incident and Accidents Policy with a revised date of 2/18/25, revealed under Procedure.When a hip
fracture is suspected, the resident is not moved.If the injury appears serious or questionable, the
individual will be sent to the hospital via 911.ambulance.A review of the facility's Pain Management
Policy with a revised date of 1/7/25, revealed, under policy, Control of pain is essential in order to
assist each person to achieve his or her highest practicable level of function .Under procedure of the
policy, for electronic charting documentation revealed .Date and time of physician notification and
change of treatment .NJAC 8:39-35.2(d)5
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