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Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

Complaint #2713977Based on observation, interview, and record review, it was determined that the
facility failed to maintain accurately documented, complete and readily accessible medical records.
This deficient practice was identified for 1 of 22 residents (Resident #125) reviewed.On 5/18/26 at
9:09AM, the surveyor reviewed the electronic medical record (EMR) of Resident #125. The resident no
longer resided at the facility.The admission Record (a summary of important information about the
resident) documented that the resident had diagnoses that included but were not limited to urinary
tract infection, acute on chronic congestive heart failure (a condition where the heart muscle is too
weak or stiff to pump blood efficiently), and polyosteoarthritis (chronic degenerative joint disease in
which the tissues in the joint wears down in five or more joints at the same time).A comprehensive
Minimum Data Set (MDS) assessment, a tool to facilitate the management of care, dated 12/1/25,
indicated the facility assessed the resident's cognition using a Brief Interview Mental Status (BIMS)
test. Resident #125 scored 15 out of 15, which indicated the resident was cognitively intact. Resident
#125 was coded as dependent on assistance for toileting hygiene; required substantial/maximum
assistance with personal hygiene and transferring; and was frequently incontinent of bladder. A
review of a physician progress note, by the primary medical doctor (PMD) dated 1/9/26 at 4:06 PM
documented Resident #125 had a right shin hematoma and was unaware if they hit it on something;
the area was tender but now it was better. In addition, the note documented the resident was last
seen by the PMD two days ago, marked, now looks less bluish, smaller, instructed for leg elevation,
ice pack, avoid physical contact to the site. The PMD documented they discussed with Resident
#125's [relation to the resident] at the bedside. A review of progress notes for January 2026 revealed
no nursing documentation regarding the resident sustaining a right shin hematoma or notification to
the PMD or emergency contact (EC).On 5/18/26 at 1:00 PM, the surveyor requested from the Director
of Nursing (DON), any investigations for Resident #125 for January 2026. The DON stated they were
not the DON in January 2026 and would review facility records to provide the requested information.
On 5/19/26 at 9:24 AM, the surveyor reviewed the facility provided investigation dated 1/6/26, which
indicated during rounds the (former) DON was notified the resident was found with a right shin
hematoma. The documents included a summary of the investigation including written staff
statements; an assessment of the resident's status; a review of potential causes and risk factors;
and a conclusion. The investigation under notification revealed notified resident representative
written as [relation to the resident]. There was no documented name of the EC, date or time of
notification.There was no documentation found in the resident's medical record to indicate
notification to the resident's EC regarding their right shin hematoma in January 2026.On 5/19/26 at
10:48 AM, the surveyor interviewed a Registered Nurse (RN) who cared for Resident #125. The RN
stated they recalled the resident had a discoloration, like a blood filled blister but could not recall
more details of what had occurred during that time. The RN acknowledged that if there was a change
in a resident's status, their EC/resident representative should be notified, and it should be
documented by the nurse.On 5/19/26 at 1:12 PM, the surveyor informed the Licensed Nursing Home
Administrator (LNHA) and the Director of Nursing (DON) of the concern there was no documentation of
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notification to Resident #125's EC regarding the right shin hematoma and there was no nursing
documentation related to the right shin hematoma.The surveyor additionally requested for review a
copy of December 2025 and January 2026 Resident #125's Tasks documentation report, a record
where the CNA's document and sign for care provided to the residents.On 5/20/26 at 11:02 AM, the
LNHA and the DON met with the survey team. The DON stated on the investigation provided
documented notification to Resident #125's EC. The DON with the surveyor reviewed the investigation
document which indicated the [relation to the resident] was notified. The DON confirmed there was
no name of the person notified, no date, and no time of the notification.The surveyor asked the DON if
the investigation was considered part of Resident #125's medical record. The DON replied that it was
not part of the resident's medical record. The surveyor informed the DON that there was no
documentation in the EMR by the nurses about the hematoma being identified or notification to an
emergency contact. There was no verbal response at this time.On 5/20/26 at 12:20 PM, the surveyor
interviewed over the phone an RN supervisor who worked at the facility in January 2026. The RN
supervisor stated that if an injury of unknown origin, such as a discoloration or hematoma identified,
part of the reporting and investigating process would be to notify the resident's EC/resident
representative. The RN supervisor acknowledged that notification to the EC should be documented in
a progress note in the EMR. The RN supervisor stated that even if a resident was cognitively intact,
the EC would be made aware of a resident's status change or condition.On 5/21/26 at 9:13 AM, the
surveyor reviewed the facility provided December 2025 (CNA tasks) Documentation Survey Report
which revealed unsigned and blank entries. The entries included but were not limited to:-The entry for
bladder elimination had 37 of 93 shift entries which were blank and unsigned.-The entry for bowel
elimination had 37 of 93 shift entries which were blank and unsigned. -The entry for toileting hygiene
had 37 of 93 shift entries which were blank and unsigned. The surveyor reviewed the facility provided
January 2026 (CNA tasks) Documentation Survey Report which revealed unsigned and blank entries.
The entries included but were not limited to:-The entry for bladder elimination had 15 of 29 shift
entries which were left blank and unsigned.- The entry for bowel elimination had 15 of 29 shift entries
which were left blank and unsigned.-The entry for toileting hygiene had 15 of 29 shift entries which
were left blank and unsigned.On 5/21/26 at 1:24 PM, the surveyor informed the LNHA of the concerns
of unsigned and blank entries for Resident #125's December 2025 and January 2026 documentation
survey report. There was no additional information provided by the facility. The surveyor reviewed the
undated facility provided policy titled Change in a Resident's Condition or Status which revealed
under Policy Interpretation and Implementation:4. Unless otherwise instructed by the resident, a nurse
will notify the resident's representative when: the resident is involved in any accident or incident,
including injuries of an unknown source.The policy did not further address documentation of the
notification about a resident's change in condition or status.The surveyor reviewed the facility
provided policy titled Activities of Daily Living, Supporting dated April 2025 which did not address
documentation of ADL or incontinence care.NJAC 8:39-27.1 (a) ;35.2
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