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Ensure services provided by the nursing facility meet professional standards of quality.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 C#: NJ:  4 Based on interviews, and record review, as well as review of pertinent facility documents on 6/10/20, it was
 determined that the facility failed: 1) to administer medications and timely according to physician's orders [REDACTED].#2)
reviewed for physician's orders [REDACTED].#1, #2, and #3) reviewed for ADLs. This deficient practice is evidenced by the
 following: 1. According to the Admission Record (AR) Resident #2 was admitted to the facility on [DATE], with [DIAGNOSES
 REDACTED]. The Minimum Data Set (MDS) an assessment tool dated 4/14/20, Resident #2 was cognitively intact and required
 extensive assistance of one (1) staff with Activities of Daily Living (ADL). The Order Summary Report (OSR) dated 6/9/2020
 showed the following orders: On 4/7/2020 showed an order for [REDACTED]. The MAR further showed the following: Pain score
 every shift to be monitored 7:00 am to 3:00 pm, 3:00 pm to 11:00 pm, and 11:00 pm to 7:00 am. There was no documentation on the
MAR indicated [REDACTED]. [MEDICATION NAME] 20 mg capsule to administer at 6:00 am. There was no documentation on the
 MAR indicated [REDACTED]. [MEDICATION NAME] Sodium ([MEDICATION NAME]) Solution was scheduled to be
administered at 9:00 am and 9:00 pm. However, the Location of Administration Report (LAR) showed the following: On 4/15/2020
was administered at
 2:05 pm instead of 9:00 am which was not according to the scheduled time on the MAR. On 4/19/2020 was administered at 11:55 pm
instead of 9:00 pm which was not according to the scheduled time on the MAR. On 4/20/2020 was administered at 11:17 am
 instead of 9:00 am which was not according to the scheduled time on the MAR. On 4/22/2020 was administered at 1:38 pm
 instead of 9:00 am which was not according to the scheduled time on the MAR. On 4/25/2020 was administered at 10:56 am
 instead of 9:00 am which was not according to the scheduled time on the MAR. The Progress Notes (PN) for the month of
 4/2020 showed that there was no documentation to indicate why the aforementioned medications were not administered an hour
 before and an hour after as indicated on the facility's policy. The Documentation Survey Report v 2 (Version 2) (DSR) dated 4/2019
showed that it was not documented that Resident #2 was assisted with bed mobility, bowel movement and continence
 care, dressing, turn and repositioning, hygiene, and eating on the following shift. The DSR dated 4/2020 showed the
 aforementioned ADLs. The DSR further showed that it was not documented that the aforementioned ADLS were documented on the
 following dates and shifts: On 4/8/20 and 4/18/20 during 11:00 pm to 7:00 am shift, on 4/8/2020, 4/9/2020, 4/11/20 to
 4/17/20, 4/19/20 to 4/23/20, and 4/25/20 during 3:00 pm to 11:00 pm shift, and on 4/8/20 to 4/23/20 during 7:00 am to 3:00
 pm shift. The PN for the month of 4/2020 showed that there was no documentation to indicate that the ADLs were performed to
Resident #2 on the aforementioned dates and shifts. 2. According to the AR, Resident #1 was admitted to the facility on
 [DATE], with [DIAGNOSES REDACTED].#1's cognitive function was alert to self, confused, had memory problem, and required
 assistance from staff with ADLs. The Care Plan (CP) initiated on 6/3/2020, showed that Resident #1 had ADL self care
 deficit related to physical limitations. Interventions included but were limited to: Assist with daily hygiene, grooming,
 dressing, oral care as needed. The DSR dated 6/2020 showed that it was not documented that Resident #1 was assisted with
 bed mobility, bladder continence and toilet use, bowel movement and continence and toilet use, dressing, hygiene, turn and
 repositioning, and eating on the following shift. The DSR dated 6/2020 showed the aforementioned ADLs. The DSR further
 showed that it was not documented that the aforementioned ADLS were documented on the following dates and shifts: 6/2/20
 and 6/6/20 during 11:00 pm to 7:00 am shift, on 6/2/20 and 6/5/20 during 3:00 pm to 11:00 pm shift, and on 6/3/20, 6/4/20,
 6/6/20, and 6/7/20 during 7:00am to 3:00 pm shift. The PNs for the month of 6/2020 showed that there was no documentation
 to indicate that the ADLs were performed for Resident #1 on the aforementioned dates and shifts. 3. According to the AR,
 Resident #3 was admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. According to the RECS, an admission
 assessment tool, dated 6/2/20, Resident #3's cognitive function was oriented to time, place, and person, and dependent from staff with
ADLs. The CP initiated on 6/2/2020, showed that Resident #3 had ADL self care deficit related to physical
 limitations. Interventions included but were limited to: Assist with daily hygiene, grooming, dressing, oral care, and
 eating as needed. The DSR dated 6/2020 showed that it was not documented that Resident #3 was assisted with bed mobility,
 bladder continence and toilet use, bowel movement and continence and toilet use, dressing, hygiene, turn and repositioning, and
eating on the following shifts: The DSR dated 6/2020 showed the aforementioned ADLs. The DSR further showed that the
 aforementioned ADLS were not documented on the following dates and shifts: On 6/3/20 to 6/8/20 during 11:00 pm to 7:00 am
 shift, on 6/3/20, 6/5/20, 6/7/20 and 6/8/20 during 3:00 pm to 11:00 pm shift, and on 6/3/20, 6/6/20, and 6/7/20 during
 7:00am to 3:00 pm shift. The PNs for the month of 6/2020 showed that there was no documentation to indicate that the ADLs
 were performed for Resident #3 on the aforementioned dates and shifts. The surveyor conducted an interview with Certified
 Nurse Assistance (CNA) on 6/9/20 at 10:27 am. The CNA stated that CNAs have to document on Resident care and ADLs every
 shift on the facility's computers. The surveyor conducted an interview with Director of Nursing (DON) on 6/9/20 at 1:04 pm. The
DON stated that CNA must document when the medications were administered and ADLs provided (such as but were not
 limited to: toileting, bed mobility, turning and repositioning, assistance with meals) every shift on the computer. She
 further stated that if the ADL task was not documented or signed, it did not happen or was not provided to the residents.
 The Job Description titled, Certified Nursing Assistant dated 2003, under Duties and Responsibilities .Record all entries
 on flow sheets, notes, charts, etc., in an informative and descriptive manner . The facility's policy titled Administering
 Medications revised 4/2018 and edited on 5/21/19, showed that: under Policy Statement Medication are administered in a safe and
timely manner, and as prescribed .#7 Medications are administered within one (1) hour of their prescribed time, unless
 otherwise specified . The facility's policy titled Charting and Documentation revised 7/2017 and edited on 2/27/2018,
 showed that under Policy Statement All services provided to the resident, progress toward the care plan goals, or any
 changes in the resident's medical, physical, functional or psychosocial, shall be documented in the resident's medical
 record. The medical record should facilitate communication between the interdisciplinary team regarding the resident's
 condition and response to care. Same policy under Policy Interpretation and Implementation 1. Documentation in the medical
 record may be electronic, manual or a combination . NJAC 8:39-11.2(b) NJAC 8:39-27.1(a)
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