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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Complaint #: 
398977Based on record review, interview, and document review, the facility failed to notify the physician of a 
resident's refusal to have an immediate (STAT) laboratory test on [DATE] and [DATE]; failed to obtain a 
Urine with Culture and Sensitivity (C&S) test when ordered on [DATE]; failed to monitor the resident after 
reports of nausea without emesis for three days, decreased appetite secondary to the nausea, and continued 
diarrhea; and failed to act upon a critically high white blood cell (WBC) count for one of 16 sampled residents 
(Resident (R) 7). These failures caused serious harm or death to R7.The facility's Director of Nursing (DON) 
and the Regional Nurse Consultant (RNC) were informed on [DATE] at 8:00 PM an Immediate Jeopardy (IJ) 
existed at F684: Quality of Care related to the failure of notifying the physician of the resident's refusal of 
laboratory tests, failing to monitor the resident after reports of nausea without emesis for three days, 
decreased appetite secondary to the nausea, and continued diarrhea; and failing to act upon a critically high 
WBC count. The Immediate Jeopardy began on [DATE], the date of the R7's first refusal of the laboratory 
test.The facility provided an acceptable Removal Plan on [DATE] at 4:32 PM. The Removal Plan consisted of 
the facility educating the licensed nurses on the documentation and provider notification requirements when 
residents refuse diagnostic testing or exhibit changes in condition, acute changes in condition protocol and 
documentation requirements, and honoring resident's /family rights to transfer to hospital when requested, 
including the obligation to inform the providers and document the decision in the electronic medical record 
(EMR). Through interviews and review of staff education documentation, the survey team removed the IJ, 
effective [DATE] at 5:00 PM.Review of R7's New Jersey Department of Health Certificate of Death, revealed 
the resident's causes of death were, . Immediate Cause a. Suspected Sepsis .Due to (or as a consequence 
of) b. diarrhea . Due to (or as a consequence of) c. hypokalemia . It was recorded the interval between the 
onset of the suspected sepsis and diarrhea and death was two days.Review of R7's undated Face Sheet, 
located under the Profile tab in the EMR, indicated R7 was admitted to the facility with diagnoses that 
included myelodysplastic syndrome, anemia, and acute congestive heart failure.Review of R7's AUTM 
Admit/Readmit Screener 1.0 -V 8, dated [DATE] and located under the Evaluation tab of the EMR, indicated 
R7 had a Brief Interview for Mental Status (BIMS) score of 15 out of 15, which indicated R7 was cognitively 
intact.Review of R7's Provider Progress Note, located under the Progress Note tab in the EMR and dated 
[DATE], revealed R7 was seen by Physician's Assistant (PA) 1. PA1 documented R7's [NAME] Blood Count 
(WBC) was 2.5. PA1 documented, . healthy-appearing, well-nourished . no acute distress . monitor CBC .
Review of R7's Physician's Order, located under the Orders tab in the EMR and dated [DATE], indicated an 
order for a STAT Complete Blood Count (CBC) and Basic Metabolic Panel (BMP).The review of laboratory 
logs, dated [DATE] at 7:29 PM and [DATE] at 6:01 AM, provided by the facility, revealed that R7 refused the 
laboratory draw on both dates.Review of R7's entire EMR revealed no documented evidence that the 
physician was notified of the refusals.Review of R7's Provider Progress Note, dated [DATE] and located 
under the Progress Notes tab of the EMR, revealed R7 reported abdominal pain to PA2. The PA recorded 
the patient reported lower abdominal pain, nausea, and mild dysuria. A urinalysis (UA) with culture and 
sensitivity was ordered.Review of R7's entire EMR revealed no documented evidence that a specimen was 
collected for the UA or that the physician was notified that the specimen was not collected.Review of R7's 
Nursing Progress Note, dated [DATE] at 11:08 AM and located under the Progress Note tab in the EMR, 
indicated R7 had . decreased appetite for 2 days, and diarrhea for 3 days . It was recorded that the on-call 
provider was called, and Imodium was ordered for use after every diarrhea episode.Review of R7's Nursing 
Progress Note, dated [DATE] at 11:16 AM and located under the Progress Notes tab of the EMR, revealed, . 
on call physician ordered STAT labs cbc, bmp .Review of R7's Lab Results Report, dated [DATE], with a 
collection time of 11:31 AM and provided by the facility, revealed R7 had a WBC count of 26.4 thousand per 
cubic millimeter (K/CU.MM). The normal reference range was documented as 3.5 to 11.0 K/CU.MM. The lab 
result report indicated the results were called to Licensed Practical Nurse (LPN) 10, who then read the 
results back to the laboratory staff member.Review of R7's Nursing Progress Note, dated [DATE] at 6:58 PM 
and located under the Progress Notes tab of the EMR, revealed, . stat labs completed . WBC Count . 26.4 .
Review of R7's Nursing Progress Note, input by LPN9 on [DATE] at 12:16 AM as a late entry for [DATE] at 
7:03 PM, revealed, . patient endorses loose watery stool w/ [with] loss of appetite, [positive] nausea [without] 
emesis x 3 days . patient further endorsed decreased appetite 2/2 [secondary to] nausea .Review of a Nurse 
Practitioner (NP) Note, dated [DATE], revealed, . Pt's [family member] states patient has had nausea and 
vomiting but nursing staff taking care of patient state . has not vomited once . Elevated WBC expected with 
PMH [past medical history], Recommend repeat labs, Imodium 2mg x 1 dose and PRN [as needed] for 
diarrhea. If no further symptoms, provider to follow-up in AM . There was no documented evidence that the 
NP completed a physical assessment of the resident. Review of R7's Orders and Progress Notes tabs of the 
EMR revealed no documented evidence follow-up laboratory tests were ordered as recommended by the NP.
Review of R7's entire clinical record revealed no documented evidence that R7 was assessed or monitored 
for changes in condition after the late entry dated [DATE] at 7:03 PM through [DATE] at 8:06 AM.Review of 
R7's General Nurses Note, dated [DATE] at 1:29 PM, revealed, . At approximately 08:06 [AM] [sic] it was 
reported by primary nurse that the above noted patient was unresponsive. This nurse immediately checked 
patient chart to confirm code status, called code blue and began CPR [cardiopulmonary resuscitation] at 
08:09 [AM] [sic] 911 notified. Compressions performed, Breaths administered AED [Automated External 
Defibrillator], and no shock advised, no signs of life noted, CPR continued and unsuccessful. Provider made 
aware, Patient was pronounced at 8:22am by ER provider via phone, Family made aware .During an 
interview on [DATE] at 11:57 AM, PA1 stated, I saw R7 as a follow up visit on [DATE]. When I saw R7 . had 
no complaints and was feeling well. It was a very benign assessment. PA1 was asked if she would have sent 
the resident to the hospital when the results of the resident's WBC came back as 26.4 if she had been 
working. PA1 stated, In reviewing R7 labs from the hospital, white count had been 1.1 and then there was an 
increase to 26, then yes, I would have sent R7 to the ER for further evaluation because I would not have 
known where R7 real problem was coming from. I would come in and have a conversation with the resident 
and family explaining the plan of keeping a resident and doing everything here or sending R7 out for further 
evaluation. But I was not the one that was working on [DATE] so I really can't answer to as why this was not 
done.During an interview on [DATE] at 9:48 AM, the Director of Nursing (DON) was asked about the process 
nurses used to order laboratory tests. The DON stated during the day there was a desk nurse. The DON 
stated the MD (Medical Doctor), PA, or NP (Nurse Practitioner) would enter the orders into PCC (Point Click 
Care, the EMR system), and then the nurse could look into the pending confirmation report to see what 
orders were still pending. The DON stated that if the lab came out and the resident had been a hard stick or 
the lab technician (tech) did not come out, then the desk nurse would write and hand off in the shift report 
that the lab was not drawn, and the staff would need to add the resident to the next day lab draws.During an 
interview on [DATE] at 12:40 PM, the DON stated that she had called the lab company and obtained the log 
that showed on [DATE] at 7:27 PM, the lab tech documented Refused, and then on [DATE] at 6:01 AM, the 
lab tech again documented Refused. The DON was asked if this was documented in the EMR, and she 
stated, No, it wasn't. The DON was asked if this should have been documented by the staff, and the DON 
stated, Yes, it should have been documented. The DON was asked how the staff would know if a resident 
refused a lab stick, and the DON stated, The lab tech would have to tell the nurse.During an interview on 
[DATE] at 2:35 PM, the DON stated, I have looked into the Urine with C&S test that was ordered on [DATE]. 
I don't know if it was not obtained due to the patient having a lot of diarrhea that day. The DON confirmed 
there was no documented evidence in the nursing notes to reflect this.During an interview on [DATE] at 4:08 
PM, the Medical Director stated, If a resident refuses to have blood drawn for a STAT lab, then I expect the 
lab staff to tell the nurses and then come back and try again. If after the second time the resident refuses, I 
expect the lab staff to tell the nurses and get the nurses to talk to the resident to see what their reasoning is 
behind this. Then if the resident continues to refuse after the nurse talks to them, then the nurses should 
notify the provider that ordered the lab.During an interview on [DATE] at 6:08 PM, the Regional Customer 
Support (RCS)1 for the laboratory company confirmed on [DATE] and [DATE], it was documented by the lab 
tech the resident refused, and nurse was made aware of the resident's refusal to have a CBC with 
Differential and BMP drawn. The RCS1 was asked if there was documentation to show which nurse was 
made aware of the resident's refusals. The RCS1 stated, No, there is not. RCS1 confirmed the Urine test 
with C&S ordered on [DATE] was documented by the lab staff as No specimen.During an interview on 
[DATE] at 9:03 AM, Family Member (FM) 2 stated when she visited R7 on [DATE], there was a horrible odor 
in the resident's room. FM2 stated R7 was afraid to have visitors because she did not want anyone to get the 
stomach bug that she had. FM2 stated the staff was giving R7 Imodium for diarrhea, and she informed the 
staff R7 should not have Imodium because of her previous history of diverticulitis. FM2 stated she and 
another family member requested 911 to be called for R7 to go to the hospital but were told by staff that the 
physician had said that it was just a virus and she (R7) didn't need to go to the hospital for a stomach virus 
and he would not approve it. FM2 stated if she had known that she could have called 911 herself and had R7 
transferred, she would have done just that. FM2 stated, [R7] was perfectly fine when .left the hospital and 
then got there and died. I just feel no one was paying attention to [R7] decline.During an interview on [DATE] 
at 9:42 AM, FM3 stated, [FM2] and I called the facility on 01/01/ [25]. We had to call several times because 
the phone kept ringing, and no one would pick up. Finally, a nice nurse on the second floor answered [,] and 
we explained the situation to her about [R7]. She said she would walk upstairs and tell the nurse on the third 
floor to call us back. We called the third floor back ourselves, and a nurse . answered the phone . I explained 
that [R7] had developed diarrhea and now was confused and not doing very well. We explained that we 
wanted 911 called and [R7] taken to the hospital. The nurse said, 'Oh, I can't do that, I don't have the 
authority to do that.' She [nurse] said she would call the doctor on call and give us a call back. She [nurse] 
called me back and wouldn't give me any information, so I called [FM2] and got her on the line with us. The 
nurse said she called the doctor on call, and he said there was no reason for [R7] to be taken to the hospital. 
I [FM3] said, 'Oh, so did you tell him that [R7] has diarrhea and is being given Imodium which [R7] shouldn't 
have because they had diverticulitis?' The nurse said I told him that [R7] was nauseous and vomited . I [FM3] 
said so you didn't tell him that [R7] has been declining and now is confused with this also. The nurse didn't 
answer me back. I [FM3] told her [nurse] that it wasn't good practice for a doctor to take the nurse's word on 
what is wrong with the patient and not even come into see [R7] to see if he/she needs to go to the hospital 
before refusing to have him/her transferred there. Had I had known [,] I could have called 911 and had taken 
R7 to the hospital, I would have done that . I feel that no one was watching R7 and paying attention to his/her 
needs.During a phone interview on [DATE] at 4:24 PM, LPN10, who was identified on the lab results as 
receiving the results, stated, I don't remember [R7].During a phone interview on [DATE] at 10:25 AM, LPN12 
stated, I admitted [R7] when she came in. [R7] wasn't having diarrhea on admission that I can remember, but 
did complain of minor pain all over. I was off and then I came back to work on 01/02, and the nurse told me 
[R7] had passed away that morning.Review of the undated facility's policy titled, Laboratory Services and 
Reporting indicated, . The facility must provide or obtain laboratory services to meet the needs of its 
residents. The facility is responsible for the timeliness of the services .::NJAC 8:39-27.1
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Complaint #: 398975Based on record review, interview, and document review, the facility failed to 
consistently provide pain management for one of 16 sampled residents (Resident (R)16). R16 was admitted 
to the facility with diagnoses including pancreatic adenocarcinoma and had admitting orders for pain 
medications, in particular Dilaudid (an opioid pain medication used to treat moderate to severe pain), and 
staff failed to administer the medication as ordered. R16 had pain levels up to a 10 (on a zero to 10 scale, 
with 10 being the most intense pain possible). This failure of R16 not receiving the ordered medication for 
pain caused harm and increased the likelihood for a painful death.The facility's Administrator, Director of 
Nursing (DON) and Regional Nurse Consultant (RNC) were informed on 09/25/25 at 7:40 PM an Immediate 
Jeopardy (IJ) existed at F697 Pain Management related to the failing to manage R16's pain when they did 
not consistently provide physician ordered pain medications as ordered to R16. The Immediate Jeopardy 
began on 12/31/24, when R16 was admitted to the facility with physician orders for Dilaudid.The facility 
provided an acceptable Removal Plan on 09/26/25 at 11:45 AM. The removal plan consisted of education to 
the licensed nurses on the facility's policy for Pain Management, what to do when physician ordered 
medications are unavailable for administration, the use of Pyxis for the immediate availability of narcotics on 
admission, documenting pain scores before and after the pain medication administration and documenting 
the effectiveness within the required timeframes for PRN medications used for pain, and education on any 
resident experiencing unmanaged pain, the nurse will call the physician for alternate orders, and the resident 
will be provided alternate physician ordered medications to ensure relief until the prescribed narcotic is 
available. An acceptable removal plan was verified onsite on 09/26/25 at 2:40 PM. Findings Include: Review 
of R16's undated Face Sheet, located under the Profile tab in the electronic medical record (EMR), and 
review of the Hospital Discharge Summary, located under the MISC (Miscellaneous) tab in the EMR, 
indicated R16 was admitted to the facility in 12/2024 at 10:30 PM with diagnoses that included pancreatic 
adenocarcinoma, an upper gastrointestinal bleed, portal vein thrombosis, esophagitis, unspecified without 
bleeding, and esophageal varices without bleeding. The resident had a [NAME] Roth I Gastroduodenostomy 
(surgical procedure where the lower portion of the stomach is removed and then connected to the duodenum 
(first part of small intestine), which was complicated by a biliary leak.Review of R16's admitting Physician 
Orders, located under the Orders tab in the EMR, revealed orders for medications including Dilaudid 2 
milligrams (mg), give 0.5 tab (tablet) every four hours as needed for pain, and acetaminophen 325 mg three 
tabs every four hours as needed for mild pain.Review of R16's Medication Administration Record MAR, 
dated 01/2025 and located under the Orders tab of the EMR, revealed R16's Dilaudid 2mg every four hours 
was to be administered at 1:00 AM, 5:00 AM, 9:00 AM, 1:00 PM, 5:00 PM, and 9:00 PM.Review of R16's 
Nursing Progress Note, located under the Progress Note tab in the EMR and dated 01/01/25 at 1:35 PM, 
revealed, . patient stating in high level of pain. Called pharmacy at 1300 [1:00 PM] to confirm they received 
the patient's medication Rx [prescription]. medication should be delivered no later than 1800 [6:00 PM]. On 
call physician . prescribed a PRN [as needed] for Tramadol [an opioid pain medication used to treat 
moderate to severe pain] 50 mg PO [by mouth] q 6hr [every six hours] .Review of R16's MAR, dated 
01/01/25 at 1:35 PM, revealed R16 received three 325mg acetaminophen tablets for a pain level of 8. The 
MAR indicated the medication was ineffective. However, further review of R16's entire clinical record 
revealed no documented evidence that the resident received the Tramadol at this time.Review of R16's 
eMAR Medication Administration Note, dated 01/01/25 at 2:48 PM, revealed, . Follow-up Pain Scale was: 3 
minimal relief noted . Review of R16's MAR, dated 01/02/25 at 1:20 AM and located under the Orders tab of 
the EMR, revealed the resident's pain level was noted to be a 7. It was recorded that R16 was administered 
Tramadol 50 mg one tab. This was documented as being effective at 1:42 AM, but no pain level was 
documented. This was the first documented evidence that R16 received Tramadol, approximately 12 hours 
after receiving the order. Further review of R16's MAR, dated 01/02/25 at 11:51 AM and located under the 
Orders tab of the EMR, revealed the resident's pain level was noted to be 10. It was recorded that the 
resident was administered Dilaudid, 2mg, give 0.5 tab. This was the first documentation that R16 had been 
administered Dilaudid, and it was approximately 35 hours after arriving at the facility. Review of R16's 
Practitioner Note, with a date of service of 01/02/25 at 9:56 PM and located under the Progress Notes tab of 
the EMR, revealed, . Presented to [hospital name] ED with coffee ground emesis. Was found in work up to 
have esophagitis but no bleeding, and had an open G [gastrostomy] tube done. During the procedure was 
found to have changes suggestive of recurrence of cancer and [an] Interventional Radiology biopsy was 
positive for recurrent pancreatic CA [cancer] . Patient c/o [complained of] abdominal pain . Nsg [Nursing] 
concerned about coffee ground emesis, uncontrolled pain . Dilaudid 1 mg not managing pain. Increased 
dilaudid to 2mg q4 [every four hours around the clock] . Chronic pain due to malignant neoplastic disease - 
increased dilaudid to 2mg q [every] 4 . Script written . Awaiting . evaluation for pain management 
recommendations . Review of a Provider Note, dated 01/03/25 at 8:10 PM and located under the Progress 
Notes tab of the EMR, indicated, . feels much better today than . did yesterday. is very appreciative that .pain 
medications have been adjusted along with . Zofran which are really controlling .symptoms .Review of R16's 
MAR, dated 01/04/25 at 1:00 AM and located under the Orders tab of the EMR revealed the following:1:00 
AM - A 5 was documented where R16's Dilaudid was supposed to be documented as administered. The 
MAR indicated 5 meant Hold/See Nurse Notes. No pain level was documented. The MAR indicated 5 meant 
Hold/See Nurse Notes. Review of R16's Progress Notes for 01/04/25, located under the Progress Notes tab 
of the EMR, revealed no documented evidence of why the Dilaudid was held.3:42 AM - Tramadol 50 mg was 
administered to R16. It was recorded that the resident's pain level was 9 and the medication was ineffective.
5:00 AM - A 5 showed that R16 had a pain level of 9.Review of R16's eMAR-Medication Administration Note, 
dated 01/04/25 at 5:01 AM and located under the Progress Notes tab of the EMR, revealed, . Dilaudid . 2 mg 
. medication unavailable, Tramadol given, proven effective . The eMAR revealed at 6:27 AM, . tramadol 50 
mg . PRN Administration was: Ineffective Follow-up pain scale was: 7 . This was recorded as a follow-up to 
the 3:42 AM note. Further review of the eMAR at 9:07 AM, revealed, . awaiting pharmacy delivery of 
medication . SEE NOTES . There was no documented evidence why Dilaudid was held or why Tramadol 
was not given.Review of R16's Progress Note, dated 01/04/25 at 5:02 AM and located under the Progress 
Notes tab of the EMR, revealed, . Dilaudid 2 mg . pharmacy needs script from physician, PRN Tramadol 
given . Review of R16's MAR, dated 01/04/25 at 1:00 PM and located under the Orders tab of the EMR, 
revealed documentation Dilaudid 2mg was administered. There was no pain scale documented.Review of 
R16's Progress Note, dated 01/04/25 at 2:29 PM and located under the Progress Notes tab of the EMR, 
revealed, . Wound Management was unable to perform due to the resident staying [sic] to the resident of 
experiencing extreme pain . There was no documented evidence that pain medications were given.Review of 
R16's MAR, dated 01/04/25 at 5:00 PM and located under the Orders tab of the EMR, revealed the resident's 
Dilaudid was not administered as ordered. There was no documented evidence the resident's pain level was 
evaluated.Review of R16's eMAR - Medication Administration Note, dated 01/04/25 at 5:07 PM and located 
under the Progress Notes tab of the EMR, revealed, . Dilaudid . 2 mg Awaiting Pharmacy delivery of 
medications, Shift Supervisor made aware of the situation. SEE NOTES . There were no notes documented 
in the EMR, and no documented evidence that R16 was provided any pain medication.Review of R16's 
General Nurses Note, dated 01/04/25 at 5:15 PM and located under the Progress Notes tab of the EMR, 
revealed, . resident currently prescribed Dilaudid 2 mg and Marinol 5 mg. Medications are currently on order. 
Resident did not mention pain to the writer earlier on the shift whilst awaiting pharmacy delivery of 
medication. However, at this time, the resident is requesting pain meds . Doctor was called for an 
intervention around 1645 [4:45 PM], voicemail was left to return call .Review of the Pyxis report, dated 
01/04/25 at 6:24 PM and provided by the facility, revealed Tramadol 50 mg was removed for R16; however, 
there was no documented evidence that the medication was administered to R16.Review of R16's General 
Nurses Note, dated 01/04/25 at 7:19 PM and located under the Orders tab of the EMR, revealed, . Writer 
called the pharmacy to get info regarding the resident's Controlled Substances . resident did not receive 
Dilaudid or Marinol on 0700-1900 shift. [Name of pharmacy] notified the writer that these medications were 
not listed with them. NP from . stated to the writer that shed [sic] be contacting [name of pharmacy] to rectify 
this matter .Review of the Pyxis system report, provided by the facility, revealed on 01/04/25 at 7:31 PM, one 
Dilaudid 4 mg tab was removed from the Pyxis system for R16.Review of R16's General Nurses Note, dated 
01/04/25 at 8:02 PM and located under the Orders tab of the EMR, revealed, . resident was given Tramadol 
50 mg tablet as a breakthrough for pain without relief. At 1900 [7:00 PM] [the] oncoming shift nurse located 
Dilaudid [sic] 4 mg tab and provided 1/2 tab to the resident. Supervisor also aware of each stage of this 
situation . This was the first Dilaudid administered since 01/04/25 at 1:00 PM, seven hours earlier.Review of 
R16's MAR, dated 01/05/25 at 1:00 AM through 01/06/25 at 9:00 AM and located under the Orders tab of the 
EMR, revealed R16 received Dilaudid 2 mg every four hours as ordered. Review of R16's Progress Note, 
dated 01/06/25 at 1:31 PM, revealed, . approx. 1054 [10:54 AM] writer was called to patient room by CNA. 
Writer found patient unresponsive . Physician made aware and assessed and pronounced patient .During an 
interview on 09/24/25 at 3:51 PM, the Director of Nursing stated, Everyone has access to the Pyxis except 
for the new employees in their first 90 days. I feel it is hard enough to learn the medication cart and the 
procedures for giving medications. There is always someone working with them that has access, along with 
a nursing supervisor who is here that can get medications that they may need out of the Pyxis.Attempts to 
call Licensed Practical Nurse (LPN) 9 were made on 09/24/25 at 4:22 PM and on 09/26/25 at 9:29 AM. Voice 
messages were left with a callback number. There was no return call received from LPN9 prior to the exit 
conference on 09/26/25.During a phone interview on 09/24/25 at 4:24 PM, LPN10 stated, I don't remember 
[R16].During an interview on 09/24/25 at 4:30 PM, the Pharmacist stated, The facility can call us and ask for 
a STAT order to be delivered, and we will do that even if it is a holiday. The Pharmacist stated the pharmacy 
did not receive a written prescription for Dilaudid when R16 was admitted to the facility, and did not receive a 
written prescription on 01/02/25. The Pharmacist confirmed the first script received from the facility for R16 
was on 01/05/25 at 8:09 AM, four days after admission.During an interview on 09/25/25 at 11:30 AM, the 
DON stated, I do not recall being made aware of this resident's medications not being available from the 
pharmacy. But the nurses and the nursing supervisor, once they noted the medications were not being 
delivered, they should have called the pharmacy back to ask about them. But to the specifics of this case 
regarding the pain, I will have to review this further and get back to you.During a phone interview on 09/26/25 
at 10:25 AM, LPN12 stated, I do remember there was a time we had to wait for pharmacy because there was 
no Dilaudid in the building. I didn't have access to the Pyxis because I was within my first 90 days of being 
employed at the facility. During that time, if medicines were taken out of the Pyxis, another nurse would have 
to go and get them for me.During an interview on 09/26/25 at 1:16 PM, LPN13 stated if a resident did not 
have pain medications available, staff should notify the Physician for an alternative medication so the 
resident could have relief from the pain. LPN13 stated pain should be assessed, documented, and 
reassessed for effectiveness after pain medication was given. She stated if the medication was not effective, 
the Physician should be notified to see what else could be done.During an interview on 09/26/25 at 1:56 PM, 
the DON was asked if she had any additional information after reviewing R16's chart on 09/25/25 after our 
interview, as documented above. The DON stated she did not have any additional information.During an 
interview on 09/26/25 at 2:17 PM, LPN3 stated that if medications were not available for a resident, staff 
should pull the medications from the Pyxis, call the doctor, and call the pharmacy. LPN3 stated you could not 
just leave the residents in pain.Review of the undated facility's policy Pain Management indicated, . to help 
the resident attain or maintain his/her highest practical level of physical, mental and psychosocial well-being 
and to prevent or manage pain, the facility will: a. Recognize when the resident is experiencing pain and 
identify circumstances when the pain can be anticipated. b. Evaluate the resident for pain and the cause(s) 
upon admission, during ongoing scheduled assessments, and when a significant change in condition or 
status occurs . Manage or prevent pain, consistent with the comprehensive assessment and plan of care, 
current professional standards of practice and the resident's goals and preferences .NJAC 8:39-27.1(a)
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safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Complaint #: 
398975Based on record review, interview, and document review, the facility failed to acquire pain 
medications as ordered by the physician for one of 16 sampled residents (Resident (R)16). R16 was 
admitted to the facility with diagnoses including pancreatic adenocarcinoma and had admitting orders for 
pain medications, in particular Dilaudid (an opioid pain medication used to treat moderate to severe pain), 
and staff failed to acquire the medication. This failure of R16 not receiving the ordered medication for pain 
caused harm and increased the likelihood for a painful death.The facility's Administrator, Director of Nursing 
(DON), and Regional Nurse Consultant (RNC) were informed on 09/25/25 at 7:40 PM an Immediate 
Jeopardy (IJ) existed at F755 Pharmacy Services related to the failure of not acquiring physician ordered 
pain medications which R16 had ordered since admission to the facility on [DATE]. The Immediate Jeopardy 
began on 12/31/24, the date of R16's admission to the facility.The facility provided an acceptable Removal 
Plan on 09/26/25 at 11:45 AM. The removal plan consisted of education to the licensed nursing staff on the 
Medication Procurement and Pharmacy Services Policies, timeframes for pharmacy notification when 
medications are not delivered, if ordered pain medications are unavailable, the nurse will immediately notify 
the Supervisor; if unresolved, the issue will be escalated to the DON, and if still unresolved, the Medical 
Director will be contacted without delay, use of the Pyxis for immediate availability of narcotics at admission, 
and for any resident experiencing unmanaged pain, the nurse will place a call to the physician for alternate 
orders, and the resident will be provided alternate physician ordered medication to ensure relief until the 
prescribed narcotic is available. Through interviews, and review of staff education needs, the survey team 
removed the IJ, effective 09/26/25 at 2:40 PM. Review of R16's undated Face Sheet, located under the 
Profile tab in the electronic medical record (EMR), and review of the Hospital Discharge Summary, located 
under the MISC (Miscellaneous) tab in the EMR, indicated R16 was admitted to the facility on [DATE] at 
10:30 PM with diagnoses that included pancreatic adenocarcinoma, an upper gastrointestinal bleed, portal 
vein thrombosis, esophagitis, unspecified without bleeding, and esophageal varices without bleeding. The 
resident had a [NAME] Roth I Gastroduodenostomy (surgical procedure where the lower portion of the 
stomach is removed and then connected to the duodenum (first part of small intestine) with this being 
complicated by a biliary leak.Review of R16's admitting Physician Orders, located under the Orders tab in 
the EMR, revealed orders for medications including Dilaudid 2 milligrams (mg), give 0.5 tab every four hours 
as needed for pain and acetaminophen 325 mg three tabs every four hours as needed for mild pain.Review 
of R16's Nursing Progress Note, located under the Progress Note tab in the EMR and dated 01/01/25 at 1:35 
PM, revealed, . patient stating in high level of pain. Called pharmacy at 1300 [1:00 PM] to confirm they 
received patient's medication Rx [prescription] . medication should be delivered no later than 1800 [6:00 PM]. 
On call physician . prescribed a PRN [as needed] for Tramadol 50 mg PO [by mouth] q 6hr [every six hours] .
Review of R16's entire clinical record revealed no documented evidence that the resident received Tramadol 
at that time.It was documented that the resident received three 325mg acetaminophen tablets which 
decreased the pain to a three at 2:48 PM. The nurse documented . minimal relief noted . The resident's pain 
was assessed to be a 7 on the day and night shifts on 01/01/25.Review of R16's Medication Administration 
Record (MAR), dated 01/02/25 at 1:20 AM and located under the Orders tab of the EMR, revealed the 
resident's pain level was noted to be 7, on a zero to 10 scale. It was recorded R16 was administered 
Tramadol 50 mg. This was documented as being effective at 1:42 AM, but no pain level was documented.
Review of R16's MAR, dated 01/02/25 at 11:51 AM and located under the Orders tab of the EMR, revealed 
the resident's pain level was noted to be 10. It was recorded the resident was administered Dilaudid, 2mg 
give 0.5 tab. This is the first time the resident was provided Dilaudid, and it was approximately 35 hours after 
arriving at the facility.Review of the facility's Pyxis system (computerized medication dispensing machine 
used for emergency, first-dose, and other situations where medications are not readily available from the 
pharmacy) report, provided by the facility, revealed this dose of Dilaudid was taken from the facility's Pyxis 
system to administer to R16 at the documented time.Review of R7's Practitioner Note, with a date of service 
of 01/02/25 at 9:56 PM and located under the Progress Notes tab of the EMR, revealed, . Presented to 
[hospital name] ED with coffee ground emesis. Was found in work up to have esophagitis but no bleeding 
and had open G tube done. During procedure was found to have changes suggestive of recurrence of 
cancer and IR biopsy was positive for recurrent pancreatic CA [cancer] . Patient c/o [complained of] 
abdominal pain . Nsg [Nursing] concerned about coffee ground emesis, uncontrolled pain . Dilaudid 1 mg not 
managing pain. Increased dilaudid to 2mg q4 [every four hours around the clock] . Chronic pain due to 
malignant neoplastic disease - increased dilaudid to 2mg q [every] 4 . Script written . Awaiting . evaluation for 
pain management recommendations .Review of R16's MAR, dated 01/2025 and located under the Orders 
tab of the EMR, revealed R16's Dilaudid 2mg every four hours was to be administered at 1:00 AM, 5:00 AM, 
9:00 AM, 1:00 PM, 5:00 PM, and 9:00 PM.From 01/02/25 at 2:32 PM through 01/03/25 at 9:00 PM, it was 
recorded R16 received the Dilaudid as ordered by the physician. Review of the Pyxis system report revealed 
all of these doses of Dilaudid came from the Pyxis in the facility.Review of a Provider Note, dated 01/03/25 at 
8:10 PM and located under the Progress Notes tab of the EMR, indicated, . feels much better today than . 
did yesterday . is very appreciative that .pain medications have been adjusted along with .Zofran which are 
really controlling .symptoms .Review of R16's MAR, dated 01/04/25 at 1:00 AM and located under the 
Orders tab of the EMR revealed:1:00 AM - A 5 was documented where R16's Dilaudid was supposed to be 
documented as being given. The MAR indicated 5 meant Hold/See Nurse Notes. No pain level was 
documented. There was no documented evidence of why the Dilaudid was not administered.3:42 AM - 
Tramadol 50 mg was administered to R16. It was recorded the resident's pain level was 9 and the 
medication was ineffective.5:00 AM - A 5 was documented where R16's Dilaudid was supposed to be 
documented as being given. It was recorded R16 had a pain level of 9.Review of R16's eMAR-Medication 
Administration Note, dated 01/04/25 at 5:01 AM and located under the Progress Notes tab of the EMR, 
revealed, . Dilaudid . 2 mg . medication unavailable, Tramadol given, proven effective .Review of R16's 
Progress Note, dated01/04/25 at 5:02 AM and located under the Progress Notes tab of the EMR, revealed, . 
Dilaudid 2 mg . pharmacy needs script from physician, PRN Tramadol given .Review of R16's eMAR - 
Medication Administration Note, dated01/04/25 at 6:27 AM, revealed, . tramadol 50 mg . PRN Administration 
was: Ineffective Follow-up pain scale was: 7 . This was recorded as a follow-up to the 3:42 AM note. Review 
of R16's eMAR - Medication Administration Note, dated 01/04/25 at 9:07 AM, revealed, . awaiting pharmacy 
delivery of medication . SEE NOTES . There was no documented evidence why the Dilaudid was held or 
why no Tramadol was given Review of R16's MAR, dated 01/04/25 at 1:00 PM and located under the Orders 
tab of the EMR, revealed documentation Dilaudid 2mg was administered. There was no pain scale 
documented. Review of the Pyxis system report revealed no documented evidence Dilaudid was removed 
from the Pyxis system during this time period for R16.Review of R16's Progress Note, dated 01/04/25 at 2:29 
PM and located under the Progress Notes tab of the EMR, revealed, . Wound Management was unable to 
perform due to resident staying [sic] to the resident of experiencing extreme pain . There was no 
documented evidence pain medications were given.Review of R16's MAR, dated 01/04/25 at 5:00 PM and 
located under the Orders tab of the EMR, revealed the resident's Dilaudid was not administered as ordered. 
There was no documented evidence the resident's pain level was evaluated.Review of R16's eMAR - 
Medication Administration Note, dated01/04/25 at 5:07 PM and located under the Progress Notes tab of the 
EMR, revealed, . Dilaudid . 2 mg Awaiting Pharmacy delivery of medications, Shift Supervisor made aware of 
the situation. SEE NOTES . There were no notes documented in the EMR and no documented evidence R16 
was provided any pain medication.Review of R16's General Nurses Note, dated 01/04/25 at 5:15 PM and 
located under the Progress Notes tab of the EMR, revealed, . Resident currently prescribed Dilaudid 2 mg 
and Marinol 5 mg. Medications are currently on order. Resident did not mention pain to the writer earlier on 
the shift whilst awaiting pharmacy delivery of medication. However, at this time, the resident is requesting 
pain meds . Doctor was called for an intervention around 1645 [4:45 PM], voicemail was left to return call . 
Review of the Pyxis report, dated 01/04/25 at 6:24 PM and provided by the facility, revealed Tramadol 50 mg 
removed for R16; however, there was no documented evidence the medication was administered to R16.
Review of R16's General Nurses Note, dated 01/04/25 at 7:19 PM and located under the Orders tab of the 
EMR, revealed, . Writer called the pharmacy to get info regarding the resident's Controlled Substances . 
Resident did not receive Dilaudid or Marinol on 0700-1900 shift. [Name of pharmacy] notified the writer that 
these medications were not listed with them. NP from . stated to the writer that shed [sic] be contacting 
[name of pharmacy] to rectify this matter .Review of the Pyxis system report, provided by the facility, 
revealed on 01/04/25 at 7:31 PM, one Dilaudid 4 mg tab was removed from the Pyxis system for R16.Review 
of R16's General Nurses Note, dated 01/04/25 at 8:02 PM and located under the Orders tab of the EMR, 
revealed, . Resident was given Tramadol 50 mg tablet as a breakthrough for pain without relief. At 1900 
[7:00 PM] oncoming shift nurse located Dilauded [sic] 4 mg tab and provided 1/2 tab to the resident . 
Supervisor also aware of each stage of this situation . This was the first Dilaudid administered since 01/04/25 
at 1:00 PM, seven hours earlier.Review of R16's MAR, dated 01/04/25 at 9:00 PM and located under the 
Orders tab of the EMR, revealed R16's pain was rated at 8, and Dilaudid 2mg was administered.Review of 
R16's MAR, dated 01/05/25 at 1:00 AM and located under the Orders tab of the EMR revealed R16 received 
2mg Dilaudid.Review of R16's MAR, dated 01/05/25 and located under the Orders tab of the EMR, revealed 
on 01/05/25 at 5:00 AM, 9:00 AM 1:00PM, 5:00PM, and 9:00PM, R16 received 2mg of Dilaudid.Review of 
R16's Manifest Delivery, provided by the pharmacy and dated 01/05/25, indicated Dilaudid was received 
from the pharmacy at 10:21 PM, as evidenced by a nurse's signature present on this manifest.Review of 
R16's MAR, dated 01/05/25 at 1:00 AM through 01/06/25 at 9:00 AM and located under the Orders tab of the 
EMR, revealed R16 received Dilaudid 2 mg every four hours as ordered. Review of R16's Progress Note, 
dated 01/06/25 at 1:31 PM, revealed, . approx. 1054 [10:54 AM] writer was called to patient room by CNA. 
Writer found patient unresponsive . Physician made aware and assessed and pronounced patient .During an 
interview on 09/24/25 at 3:51 PM, the Director of Nursing stated, Everyone has access to the Pyxis except 
for the new employees in their first 90 days. I feel it is hard enough to learn the medication cart and the 
procedures in giving medications. There is always someone working with them that has access along with a 
nursing supervisor that is here that can get medications that they may need out of the Pyxis.During an 
interview on 09/24/25 at 4:30 PM, the Pharmacist stated, The facility can call us and ask for a STAT order to 
be delivered, and we will do that even if it is a holiday. The pharmacist stated the pharmacy did not receive a 
written prescription for Dilaudid when R16 was admitted to the facility and did not receive a written 
prescription on 01/02/25. The pharmacist confirmed the first script received from the facility for R16 was on 
01/05/25 at 8:09 AM, four days after admission.During an interview on 09/25/25 at 11:30 AM, the DON 
stated, I do not recall being made aware of this resident's medications not being available from the 
pharmacy. But the nurses and the nursing supervisor, once they noted the medications were not being 
delivered, they should have called the pharmacy back to ask about them. But to the specifics of this case 
regarding the pain, I will have to review this further and get back to you.During a phone interview on 09/26/25 
at 10:25 AM, LPN12 stated, I do remember there was a time we had to wait for pharmacy because there was 
no Dilaudid in the building. I didn't have access to the Pyxis because I was within my first 90 days of being 
employed at the facility. During that time, if medicines were taken out of the Pyxis, another nurse would have 
to go and get them for me.During an interview on 09/26/25 at 1:16 PM, LPN13 stated if medications are not 
available for residents, there are supervisors to help. LPN13 stated you would call the pharmacy, notify the 
physician for an alternative medication, call the DON, and call the Medical Director if you had no results.
During an interview on 09/26/25 at 1:30 PM, LPN7 stated if an ordered medication was not available, staff 
should go to the Pyxis for that one time, but you do not give scheduled medications out of the backup. LPN7 
stated you should call the pharmacy, obtain a prescription if one if needed, and ask for a STAT delivery if 
required.During an interview on 09/26/25 at 1:56 PM, the DON was asked if she had any additional 
information after reviewing R16's chart on 09/25/25 after our interview, as documented above. The DON 
stated she did not have any additional information.During an interview on 09/26/25 at 2:17 PM, LPN3 stated 
if medications were not available for a resident, staff should pull the medications from the Pyxis, call the 
doctor, and call the pharmacy. LPN3 stated you could not just leave the residents in pain.Review of the 
Pharmacy policy Providing Pharmacy Services dated February 2023 indicated, .When medication is needed 
prior to the next scheduled delivery and is not contained in the back-up box/ stat/ emergency kit drug supply, 
the pharmacist arranges for both the dispensing and delivery of medication to the facility within the time 
frame specified by contract; . Medication may be dispensed by either [Name of Pharmacy] or a back-up 
pharmacy and delivered by either a [Name of Pharmacy] driver, back-up pharmacy, or a courier service . 
NJAC 8:39-29.2(d)
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, interview, and document review, the facility failed to have an ongoing quality assurance and 
performance (QAPI) program demonstrating systematic identification, reporting, investigation, analysis, and 
prevention of adverse effects; and documentation demonstrating the development, implementation, and 
evaluation of corrective actions or performance improvement activities to address systematic failures in 
recognizing a decline in a resident's change in condition for one of 16 residents (Resident (R) 7) and failing 
to consistently provide pain management and failing to have Dilaudid pain medication ordered upon 
admission for one of 16 residents (R) 16). These incidents created serious harm for R7 and R16. The lack of 
acknowledging the failures had the potential to affect all residents at the facility. Review of the undated 
facility's policy titled, Quality Assurance and Performance Improvement (QAPI) indicated, . it is the policy of 
the facility to develop, implement, and maintain an effective, comprehensive, data-driven QAPI program that 
focuses on indicators of the outcomes of care and quality of life and addresses all the care and unique 
services the facility provides . 'Adverse Event' is an untoward, undesirable and usually unanticipated event 
that causes the death or serious injury, or the risk thereof . Medical errors and adverse events are routinely 
tracked. Facility staff monitor residents for medical errors and adverse events in accordance with established 
procedures for the type of adverse event . An investigation will be conducted on each identified medical error 
or adverse vent to analyze causes . Preventive actions and mechanisms will be implemented to prevent 
medical errors and adverse events, including feedback and education . Monitoring will be conducted to 
ensure desired outcomes are achieved and sustained .1. Review of R7's undated Face Sheet, located under 
the Profile tab in the electronic medical record (EMR), indicated R7 was admitted to the facility in 12/2024 
with the diagnosis of myelodysplastic syndrome, anemia, and acute congestive heart failure.Review of R7's 
AUTM Admit/Readmit Screener 1.0 -V 8, dated 12/30/24, indicated R7 had a Brief Interview for Mental 
Status (BIMS) score of 15 out of 15, which indicated R7 was cognitively intact.The facility failed to notify the 
physician of R7's refusal to have an immediate (STAT) laboratory test on 12/30/24 and 12/31/24; failed to 
obtain a Urine with Culture and Sensitivity (C&S) test when ordered on 12/31/25; failed to monitor the 
resident after reports of nausea without emesis for three days, decreased appetite secondary to the nausea, 
and continued diarrhea; and failed to act upon a critically high white blood cell (WBC) count for R7.In an 
interview on 09/22/25 at 12:50 PM, the Director of Nursing (DON) was asked the definition of an adverse 
effect and the DON stated, You don't get the expected outcome of a situation. The DON was asked if the 
event with R7 which occurred on 01/02/25 was an adverse outcome and the DON stated, Yes, it would. At 
this time, the surveyor requested the QAPI meeting minutes for January 2025. The DON returned at 1:00 PM 
and brought in a copy of the Performance Improvement - project assignment tool dated 01/28/25. The DON 
stated that the facility implemented a Performance Improvement Plan (PIP) through their quality assurance 
and performance improvement (QAPI) program regarding the unexpected death of R7 which had occurred in 
the facility on 01/02/25.Review of this PIP indicated the facility identified lack of documentation regarding 
adequate interventions and appropriate follow up in the EMAR [electronic medical administration record] 
system and PCC [Point Click Care] progress notes.Further review of the PIP identified Process to be 
implemented to reach an acceptable level of performance: 100% were to:-Re-educate staff on the timelines 
and accuracy of resident change in condition recognition-Re-educate staff on proper documentation and 
communication with MD [Medical Doctor]/NP [Nurse Practitioner]/PA [Physician Assistant]-Strengthening 
communication protocols between nursing, providers, and families-Implement clinical monitoring audit with 
IDT [Interdisciplinary Team] for each death-Strengthen 24-hour report review process by Unit Managers and 
DON-Initiate mortality review meetings with IDT for each death-Implement death log to be maintained and 
reviewed monthly in QAPIWith the results of these audits will be reviewed monthly by the Director of Nursing 
and will be reported monthly to the QAPI committee. Findings tracked, trends identified, and corrective 
actions revised as needed.Review of the Case Review Form (complete for EACH death) indicated the review 
for R7 indicated a review was conducted in the following areas:- .Date/Time of Death indicated 1/2/25 
[sic]-Location Facility was marked-Code Status indicated FC [Full Code]-Advance Directives on file Yes was 
checked-Hospice/Palliative Care involved No was checked-Immediate Notifications & [and] [sic]-Provider 
Notified at 1/2/25 [sic] was written in-Next of Kin/Representative notified at 1/2/25 [sic] was written in by was 
left blank-Hospice notified at was marked through-Coroner/Medical Examiner notified at family notification - 
1/2/25 [sic] at 10:30 was written in-State reportable event determination completed at was marked 
through-Post-mortem care provided per policy at 1/2/25 [sic] was written in by [Licensed Practical Nurse 
(LPN)4 and LPN3]-Medication secure/Accounted for (controlled count completed) was 
checked-Room/Belongings secured and inventory initiated was checked-Clinical Synopsis MDS was written 
in-Medication and Treatment Review Attached was written in-Systems Reviewed was written in-Root Cause 
Analysis (RCA) MDS, [arrow pointing up] WBC [White Blood Count] [unable to make out abbreviation], 
diarrhea, nausea was written in-Family Communication & Support was left blank-IDT [Interdisciplinary] 
Review Meeting Summary labs review + [and] symptom management was written in-Action Plan per PIP 
[Performance Improvement Plan was written in.Written in on the side of the review page was the following 
notation: MDS [myelodysplastic syndrome] - Gradual decline in bone marrow function - sudden death can 
occur, Risk mainly r/t [related to] complications of disease rather than marrow fx [function] itself. WBC [with 
an arrow pointing up] 26.4. During an interview on 09/23/25 at 4:56 PM, the DON was asked if she had direct 
interviews with the nursing staff that took care of R7 on 01/01/25. The DON stated, We worked backwards 
when it initially happened. I talked with the day shift nurses that were taking care of [R7], and then I talked 
with the overnight supervisor and to [PA2]. Asked what was found out during these interviews with the staff 
members and the DON stated, There was not much information outside of the diarrhea she was having. The 
supervisor stated that on 3-11 pm shift there as a call to the on-call provider for the lab results and the 
ongoing diarrhea. But nothing other those issues. Asked if the DON would expect her night shift nurse to 
document on her shift the condition of the resident when it was reported to her that the patient had watery 
stools with loss of appetite for three days, stat labs were performed and there were orders to give Imodium 
after each watery stool and to encourage fluids? The DON stated, Yes, there should have been 
documentation of this. The DON denied interviewing the night shift nurse that worked the 7 pm - 7 AM shift 
with R7 on 01/01/25.During an interview on 09/23/25 at 5:42 PM, the DON presented Case Study Question 
for documentation and change in condition and made this interactive with staff. The case studies provided 
the nurses with scenarios that they could encounter while working on the units. The studies were discussed 
with staff by presenters that were either the DON or the two unit managers. The DON stated, I didn't go and 
copy anyone's record or notes to go over. We just took these scenarios and discussed why you would add 
more to your nursing notes to show the clinical picture you are seeing of a resident that is having a change in 
condition for example. With this resident [R7] documentation and change in condition were the areas that 
were identified as weak or needed improvement in her record.2. Review of R16's undated Face Sheet 
located under the Profile tab in the EMR and the Discharge Summary from the hospital dated 12/31/24 and 
located under the MISC tab in the EMR indicated R16 was admitted to the facility on [DATE] at 10:30 PM 
with diagnoses that included pancreatic adenocarcinoma, an upper gastrointestinal bleed, portal vein 
thrombosis, esophagitis, unspecified without bleeding, and esophageal varices without bleeding. The 
resident had a Billroth I Gastroduodenostomy (surgical procedure where the lower portion of the stomach is 
removed and then connected to the duodenum (first part of small intestine) which was complicated by a 
biliary leak.Review of R16's Nursing Progress Note located under the Progress Note tab in the EMR 
indicated a note dated 01/01/25 at 12:46 AM which indicated, .Pt [patient] is alert and oriented x [times] 2 
[sic] [person, place and time]. Pleasant and cooperative with care.The facility failed to consistently provide 
pain management for R16. R16 was admitted to the facility with diagnoses including pancreatic 
adenocarcinoma and had admitting orders for pain medications, in particular Dilaudid (an opioid pain 
medication used to treat moderate to severe pain), and staff failed to administer the medication as ordered. 
R16 had pain levels up to a 10 (on a zero to 10 scale, with 10 being the most intense pain possible). This 
failure of R16 not receiving the ordered medication for pain caused harm and increased the likelihood for a 
painful death.During an interview on 09/24/25 at 4:30 PM, the Pharmacist stated this written script for 
Dilaudid, as well as one for the admission order for Dilaudid, was not received at the pharmacy until 01/05/25.
During an interview on 09/25/25 at 11:30 AM, the DON stated, I do not recall being made aware of this 
resident's medications not being available from the pharmacy. But the nurses and the nursing supervisor 
once they noted the medications were not being delivered, they should have called the pharmacy back to 
ask about them. But to the specifics of this case regarding the pain, I will have to review this further and get 
back to you.Review of the Case Review Form (complete for EACH death) indicated the review for R16 
indicated a review was conducted in the following areas:-.Date/Time of Death indicated 1/6/25 [sic]-Location 
Facility was marked-Code Status indicated DNR [Do Not Resuscitate]/DNI [Do Not Intubate]/DNH [Do Not 
Hospitalize]-Advance Directives on file Yes was checked-Hospice/Palliative Care involved No was 
checked-Immediate Notifications & [and] [sic] Actions-Provider Notified at 1/6/25 [sic] was written in by 10:55 
was written in-Next of Kin/Representative notified at 11 A [sic] [AM] was written in by was left blank-Hospice 
notified at was marked through-Coroner/Medical Examiner notified at was marked through and written was 
family notification - [name of funeral home] was written in-State reportable event determination completed at 
was marked through-Post-mortem care provided per policy at 1/2/25 [sic] was written in by [name of 
LPN4]-Medication secure/Accounted for (controlled count completed) was checked-Room/Belongings 
secured and inventory initiated was checked-Clinical Synopsis MDS was written in-Medication and 
Treatment Review Reviewed w/ [with] IDT Team was written in-Systems Reviewed Attached was written 
in-Root Cause Analysis (RCA) Pancreatic CA [cancer], Esophageal Varicies [sic], Cirrhosis was written 
in-Family Communication & Support via [by] telephone + bedside was written in-IDT [Interdisciplinary] 
Review Meeting Summary 1/28/25 was written in-Action Plan PIP was written in.During an interview on 
09/25/25 at 4:00 PM, the DON stated, We did a mortality review, but it wasn't an in-depth review of the 
Dilaudid specifically being available.During an interview on 09/26/25 at 10:19 AM, the Medical Director stated 
his expectations of the DON and the IDT Team in regard to the PIP for the unexpected death, was to Be able 
to pinpoint the breakdowns and failures that have occurred and fix these along with providing education to 
the staff. Then after the education piece and failures have been fixed; go back and access how it is or is not 
working and consistently be aware of all of this to make sure the staff is properly implementing the changes. 
In other words, you have to drive the bus to make sure it doesn't happen again and to monitor that 
everything is being carried out by the staff properly. Asked what his role was in the PIP process for the 
unexpected death and the Medical Director stated, They ran thing by me saying this is what we are doing 
and is there anything else you can think of that would help in this situation.During an interview on 09/26/25 at 
1:00 PM, the Administrator stated, We go over the reviews that the DON and the IDT team do for the deaths 
that occur in the building for each month. The PIP for this was started before I came in February, so I was 
told there was an unexpected death is the reason we were doing the PIP. The DON does the initial review of 
each death and brings to QAPI each month where we discuss the mortality reviews and he findings for each. 
I expect the DON to see the weaknesses that we had with each death to see what we can do better and then 
initiate these changes to reflect better quality of care.Review of the DON's job description indicated, . 
Develop, implement, and maintain an ongoing quality assurance program for the nursing service department 
. Assist the Quality Assurance Committee in developing and implementing appropriate plans of action to 
correct identified deficiencies . NJAC 8:39-33.1
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The Subacute at Autumn Lake Healthcare 113 Route 73
Voorhees, NJ 08043

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on observation, record review, and interview, the facility failed to ensure infection control was 
maintained during observation of medication administration for two of five residents (Resident (R)14 and 
R13) observed out of a total sample of 15 residents. This failure had the potential to introduce infections to 
the residents.1.Review of R14's undated Face Sheet located under the Profile tab in the electronic medical 
record (EMR) indicated R14 was admitted to the facility in 9/2025.Observation on 09/11/25 at 5:40 AM, 
revealed Licensed Practical Nurse (LPN)1 was observed with her bare index and middle finger inside of the 
medication cup which contained R14's medication. LPN1 administered the medications from the cup to R14. 
2.Review of R13's undated Face Sheet located under the Profile tab in the EMR indicated R13 was admitted 
to the facility in 08/2025.During an observation on 09/11/25 at 5:49 AM LPN1 was observed with her index 
finger touching the inside of the medication cup. LPN1 administered the medications from the cup to R13. 
LPN1 did not have gloves on during this observation.During an interview on 09/11/25 at 5:50 AM, LPN1 
stated, I should not have touched the inside of the medication cup with my bare fingers.During an interview 
on 09/11/25 at 9:48 AM, the Infection Preventionist (IP) stated, The nurse should never touch the inside of 
the medication cup with her bare hands or fingers prior to giving the medication.During an interview on 
09/12/25 at 12:10 PM, the Director of Nursing (DON) stated, She [LPN1] should not have touched her bare 
fingers inside of the medication cup.NJAC 8:39-19.4 (a)(1)
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