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Ensure services provided by the nursing facility meet professional standards of quality.

46049

Based on observation, interview, and record review it was determined the facility failed to consistently follow 
standards of clinical practice with regards to ensuring a medication was administered to a resident and not 
left at the bedside for 1 of 8 residents, Resident # 338, observed during medication administration.

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 registered professional nurse is defined as 
diagnosing and treating human responses to actual and potential physical and emotional health problems, 
through such services as casefinding, 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 casefinding; 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.

1. On 8/28/24 at 10:00 AM, the surveyor observed the Licensed Practical Nurse (LPN) #1 administer 
medication to Resident #338. The LPN #1 accompanied by the surveyor entered the resident's room and 
approached the resident's bedside. Resident #338 handed the LPN #1 a clear medicine cup with one red 
and white colored capsule taken from the bedside table. The resident stated they were handing it to the LPN 
#1 because they forgot to take the colace[docusate sodium]. The LPN #1 took the medicine cup from the 
resident and then administered the routine medications that the resident was scheduled to take. The LPN #1 
threw out the medicine cup in the garbage bin. 

The surveyor interviewed the LPN #1 outside of the room about the medicine cup with the capsule. The LPN 
#1 stated she did not know about the medication, and she did not give to the resident. The LPN #1 stated it 
could have been from last night's nurse, but she was not sure. The LPN #1 acknowledged medication should 
not be left at the resident's bedside. 

(continued on next page)
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The surveyor asked the LPN #1 about where the medicine cup with the capsule was. The LPN #1 
accompanied by the surveyor returned to the resident's room. The LPN #1 retrieved the plastic garbage bag 
that contained the medicine cup with the capsule from the garbage bin. The surveyor observed the capsule 
in the medicine cup in the plastic bag. The LPN #1 removed the plastic bag from the resident's room and 
disposed of the medication. 

On 8/28/24 at 11:00 AM, the surveyor interviewed the Director of Nursing (DON) who stated medications to 
be administered should not be left at the resident's bedside by the nurses. The surveyor informed the DON 
of the above concerns. The DON stated she would follow up and provide additional information. 

The Surveyor reviewed the electronic health record (EHR) of Resident #338. 

The Admission Record (a summary of important resident information), Resident #338 had diagnoses that 
included hypertension (high blood pressure), generalized muscle weakness, and chronic idiopathic (disease 
of unknown cause) constipation. 

A Comprehensive Minimum Data Set (MDS) assessment, a tool used to facilitate management of care, 
dated 8/24/24, indicated the facility assessed the resident's cognition using a Brief Interview Mental Status 
(BIMS) test. Resident #338 scored a 14 out of 15, which indicated the resident was cognitively intact. 

A physician's order dated 8/24/24 read: Docusate Sodium Capsule 100 MG Give 1 capsule by mouth in the 
evening for constipation

A review of the August 2024 Medication Administration Record (MAR) revealed for the entry of docusate 
sodium capsule it was signed by the nurse as administered on 8/27/24 at 1700 [5 PM]. 

On 8/28/24 at 1:44 PM, the surveyor, in the presence of the survey team, informed the Licensed Nursing 
Home Administrator (LNHA) and the DON of the above concern. There was no verbal response by the 
facility at this time. 

On 8/29/24 at 8:30 AM the facility provided a follow up investigation related to the Colace medication that 
was found at Resident #338's bedside. The investigation included a written statement by the LPN #2 who 
was the assigned nurse for Resident #338 on 8/27/24 in the evening. The written statement revealed that 
LPN #2 gave Resident #338 the colace capsule and did not observe the resident take the medication. The 
LPN #2 further revealed she did not know Resident #338 did not take the colace medication. 

The surveyor reviewed the facility's provided policy titled, Administering Oral Medications with a last revised 
date of October 2010. Under Steps in the Procedure it read, .21. Remain with the resident until all 
medications have been taken . Additionally it read Under Reporting, 1. Notify the supervisor if the resident 
refuses the procedure . 

NJAC 8:39-11.2 (b); 29.2(d)
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Provide safe and appropriate respiratory care for a resident when needed.

45208

Based on observation, interview, record review, and review of other facility provided documents, it was 
determined that the facility failed to maintain the necessary respiratory care and services for residents who 
were receiving nebulizer (neb) treatments according to standards of practice. This deficient practice was 
identified for one (1) of three (3) residents (Resident #35) reviewed for respiratory care. 

This deficient practice was evidenced by:

On 08/25/24 at 09:27 AM, the surveyor observed Resident #35 lying in bed with the oxygen Nebulizer 
treatment mask (NTM) was not dated. The surveyor asked Resident #35 if the NTM had been changed 
weekly. Resident #35 did not know if the NTM was being changed weekly. 

The surveyor reviewed the medical records of Resident #35

The resident's Admission Record (AR; or face sheet, an admission summary) reflected that the resident was 
admitted to the facility with diagnoses that included but were not limited to Congestive Heart Failure (CHF) 
and Pneumonia, unspecified organism. 

A review of the Comprehensive Minimum Data Set (CMDS), an assessment tool used to facilitate the 
management of care, revealed a Brief Interview for Mental Status (BIMS) score was 14, which indicated that 
the resident's cognition was intact. 

The August 2024 Order Summary Report (OSR) revealed an order date of 08/25/24 for Ipratropium Bromide 
Solution 0.02%, 1 vial, inhale orally via nebulizer every 6 hours shortness of breath (SOB). Document any 
abnormal lung sounds. 

A review of the Patient Center Care Plan (CP) revealed there was not a care plan in place for the nebulizer 
treatment, incentive spirometer, or any respiratory care plans. 

On 8/29/24 at 11:57 AM, surveyor interviewed the Infection Preventionist (IP), he stated, that all tubing is 
changed every Wednesday on night shift and that it should be labeled and dated to ensure all staff are aware 
of when it was done. My expectation of staff is to follow facility policy. The nurse should administer 
medication as ordered and then wash, dry and place treatment mask and equipment in a labeled and dated 
bag. Doing these tasks ensures that the resident is not overmedicated and keeps the equipment clean to 
prevent infection. During the interview the IP and surveyor observed the respiratory equipment not labeled 
and with medication sediment in the chamber. The IP acknowledge these findings. 

A review of a treatment administration record (TAR) dated 07/01/24 through and including 8/31/2024 
revealed the resident had an Incentive Spirometry ordered 5 sets times 3 times daily for SOB and CHF. 

(continued on next page)
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On 8/29/24 at 12:22 PM, surveyor interviewed the Director of Nursing, who stated, that the respiratory 
equipment should be labeled and dated, washed in between uses and stored in a patient care bag that is 
dated as per policy. Furthermore, she stated that a resident on a respiratory treatment should be care 
planned for that treatment or oxygen use. 

On 8/29/24 at 12:34 PM, the surveyor interviewed the Licensed Nursing Home Administrator (LNHA), who 
stated, I expect the facility policies to be followed by all staff. During the interview the LNHA and the DON 
reviewed Resident #35's CP and acknowledged that there was not a respiratory treatment care plan in place. 

A review of the policy Administering Medication through a Small Volume Nebulizer with a revision date of 
October 2010, provided by the LNHA read as follows:

Purpose: the purpose of this procedure is to administer aerosolized particles of medication safely and 
aseptically into the resident's airway. 

#27) Steps in the procedure: Rinse and disinfect the nebulizer equipment according to facility protocol, or:

a) wash pieces with warm, soapy water. 

b) rinse with hot water.

c) place all pieces in a bowl and cover with isopropyl (rubbing) alcohol, soak for 5 minutes.

d) rinse all pieces with sterile water (NOT tap, bottled, or distilled); and 

e) allow to air dry.

#29) When equipment is completely dry, store in a plastic bag with the resident's name and the date on it.

N.J.A.C. 8:39-27.1(a)
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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46049

Based on observation, interview, and review of pertinent facility documents, it was determined that the facility 
failed to: a.) follow appropriate infection control practices for personal protective equipment (PPE) use when 
exiting an enhanced barrier precaution (EBP) room to decrease the possibility of spreading infection for 1 of 
4 nurses observed during medication administration and, b.) follow appropriate infection control practices 
and perform appropriate hand hygiene as indicated during meal service observation in 1 of 4 units (South 
Unit) for 1 of 2 staff observed during meal service. 

This deficient practice was evidenced by the following: 

A review of the U.S. Centers for Disease Control and Prevention (CDC) guidelines, Clean Hands Count for 
Healthcare Providers, reviewed 1/8/2021, included, When cleaning your hands with soap and water, wet 
your hands first with water, apply the amount of product recommended by the manufacturer to your hands, 
and rub your hands together vigorously for at least 15 seconds, covering all surfaces of the hands and 
fingers. Rinse your hands with water and use disposable towels to dry.

1. On 8/28/24 at 9:28 AM, the surveyor observed the Licensed Practical Nurse (LPN) #1 administer 
medication to Resident #60. The door to the resident's room had an EBP sign. EBP indicated that PPE such 
as gloves and gown should be worn while providing high-contact care activating with a resident to reduce the 
spread of multidrug resistant organisms (MDROs). The surveyor observed the LPN #1 don gloves and gown 
prior to entering the resident's room to administer medication. the LPN #1 administered a nasal spray to the 
resident. The surveyor observed the LPN #1 put her gloved hands under her gown into her scrub top pockets 
and retrieve the plastic top for the nasal spray. The LPN #1 then applied a pain relief medication patch to the 
resident's back while the resident was lying in their bed. The LPN #1 gave Resident #60 the oral (by mouth) 
medications to be given. While the LPN #1 observed the resident take their medications, the LPN #1 with her 
gloved hands, searched through her scrub pockets without removing any items. Upon exiting the room, the 
LPN #1 at the doorway removed her gown and gloves disposing the items outside the resident's room in the 
medication cart garbage bin. 

At 8/28/24 at 10:00 AM, the surveyor observed the LPN #1 administer medications to Resident #338. The 
door to the room of Resident #338 had an EBP sign. The surveyor observed the LPN #1 don gloves and 
gown prior to entering the resident's room to administer medication. The LPN #1 administered medications to 
the resident and exited the room. The LPN #1 removed her gown and gloves outside doorway of the room 
and disposed of the PPE in the medication cart's garbage bin. 

On 8/28/24 at 12:45 PM, the surveyor interviewed the Licensed Practical Nurse (LPN) #1 about PPE use. 
The LPN #1 stated when removing used PPE gown and gloves, they should be disposed of inside the room. 
The LPN #1 further stated gloved hands shouldn't be put inside scrub pockets under PPE gown. The 
surveyor discussed observations during medication administration pass. The LPN #1 acknowledged she did 
not dispose of removed PPE prior to exiting the room and should not have disposed the used PPE in the 
medication cart garbage bin outside of the room. Additionally, the LPN #1 stated she should not have put 
gloved hands under her gown and into her scrub pockets. 

(continued on next page)
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On 8/28/24 at 12:51 PM, the surveyor interviewed the Infection Preventionist (IP) about PPE use and 
removal. The IP stated PPE should be disposed of in the resident's room, prior to exit and not outside the 
room in the hallway. The IP stated it was not ok to go into pockets with gloved hands while using PPE and in 
the resident's room. The surveyor discussed the above concerns observed during medication administration 
by the LPN #1. The IP acknowledged it was not appropriate protocol. 

On 8/28/24 at 1:44 PM, the surveyor, in the presence of the survey team, informed the Licensed Nursing 
Home Administrator and the Director of Nursing (DON) of the above concerns observed during medication 
administration. There was no verbal response by the facility at this time. 

On 8/29/24 at 8:30 AM, the facility provided competency of PPE use for LPN #1. There was no additional 
response provided by the facility. 

The surveyor reviewed the facility's policy titled Enhance Barrier Precautions with a last revised date of 
August 2022. The policy did not address removal and disposal of PPE. 

The surveyor reviewed the facility's policy titled Personal Protective Equipment with a last revised date of 
October 2018. Under Policy Interpretation and Implementation, it read, .5. Training on the proper donning, 
use, and disposal of PPE is provided upon orientation and at regular intervals . The policy did not further 
address removal and disposal of PPE. 

36419

2. On 8/28/24 at 12:05 PM, the surveyor interviewed the Licensed Nursing Home Administrator (LNHA) who 
stated that the facility had a communal dining area, but most of the residents preferred meals in their rooms. 

On 8/28/24 at 12:15 PM, the surveyor observed meal service in the South Unit. The surveyor observed the 
Certified Nursing Assistant (CNA) approached the food cart, removed a tray and entered room # 134. The 
CNA placed the food tray on the bedside table (BST) of the resident who resided in the right side bed and 
moved the BST closer to the resident. The resident requested a cup of ice. The CNA exited the room, went 
to the ice machine, used the scoop, removed the ice, reentered room [ROOM NUMBER] delivered the cup of 
ice, exited the room and returned to the food cart with no observed hand hygiene. 

The surveyor observed signage outside of Room # 132 which indicated the resident was on Enhanced 
Barrier Precautions (EBP) which included: everyone must clean their hands, including before entering and 
when leaving the room; wear gloves and a gown for the following High-Contact Resident Care Activities 
which included .dressing, bathing, showering, transferring, changing linens, providing hygiene, changing 
briefs or assisting with toileting, device care or use including central line, urinary catheter, feeding tube 
(Gastrostomy tube), tracheostomy; wound care including any skin opening requiring a dressing.
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On 8/28/24 at that same time, the surveyor observed the CNA removed a tray from the food cart, and with no 
observed hand hygiene, entered resident room # 132, placed the food tray on the BST of the resident who 
resided in the right side bed , removed the plastic coverings from the food items, and poured the thickened 
water into a cup. The CNA exited the room and went directly to the linen cart with no observed hand hygiene. 
The surveyor observed the CNA removed a pillowcase from the linen cart and reentered room # 132 right 
side. The CNA placed the pillowcase on top of the residents clothing which the CNA explained she used to 
protect the residents clothing. The surveyor observed the CNA then went directly to the resident in room # 
132 and put a towel on the resident which she again stated was used as a clothing protector. There was no 
observed hand hygiene when the CNA entered the room, exited the room or between visiting the residents. 

On that same date, at 12:45 PM, the surveyor discussed the breaks in infection control with the CNA who 
acknowledged she should have performed hand hygiene between residents. The surveyor showed the CNA 
the EBP signage. The CNA stated that she was not aware that she should have performed hand hygiene 
when entering and exiting a resident's room who was on EBPs. 

A review of the facility's policy entitled, Handwashing/ Hand Hygiene, dated as revised and edited on 
3/18/2024 revealed .the facility considers hand hygiene the primary means to prevent the spread of 
healthcare-associated infections .all personnel are trained and regularly in-serviced on the importance of 
hand hygiene in preventing the transmission of healthcare-associated infections .all personnel are expected 
to adhere to hand hygiene policies and procedures.

A review of the facility's policy entitled; Enhanced Barrier Precautions dated as revised 8/2022 revealed .the 
EBPs are utilized to prevent the spread of multi-drug resistant organisms (MDROs) to residents .staff are 
trained prior to caring for residents on EBPs.

A review of the facility's policy entitled; Assisting the Resident with In-room Meals revised 12/2013 revealed .
the purpose of this procedure is to provide appropriate assistance for residents who choose to receive meals 
in their rooms .place the tray on the overbed table .open cartons as necessary .assist resident as necessary .
wash your hands.

On 8/28/24 at 1:44 PM, the surveyor discussed the above observations and concerns with the LNHA and 
Director of Nursing (DON) who acknowledged that hand hygiene should be performed according to CDC 
regulations including before entering and exiting a resident's room who is on EBP and between residents 
during meal service assistance. No further information was provided.

NJAC 8:39 - 19.4(a); (n)
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