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COMPLAINT#: NJ00187516 / 402411Based on interview and review of medical records and other pertinent 
facility documents it was determined that the facility failed to maintain an accurately documented and 
complete medical records in accordance with acceptable standards and practice.This deficient practice was 
identified for 1 of 3 residents (Resident #2) reviewed and was evidenced by the following: A review of 
Resident #2's admission Record revealed that that the resident was admitted to the facility with diagnoses 
that included but were not limited to: quadriplegia, neurogenic bowel (a condition where the nerves that 
control bowel function are impaired, leading to abnormal bowel movements), and neuromuscular dysfunction 
of bladder. A review of the comprehensive Minimum Data Set (MDS), an assessment tool dated 6/30/25, 
indicated that Resident #2 had a Brief Interview for Mental Status (BIMS) score of 15 out of 15, indicating 
that the resident's cognition was intact. A further review of Resident #2's medical record revealed that the 
resident filed a grievance on 4/30/25, which indicated that a nurse had changed their wound dressing. A 
review of Resident #2's Treatment Administration Record (TAR) for April 2025 revealed an order dated 
4/4/25, that the wound vacuum dressing was to be changed, along with an order for the application of skin 
prep dated 3/8/25. Both indicated that they were to be completed as needed for soilage. A further review of 
the TAR revealed no documentation that the dressing was changed nor the that the skin prep was applied on 
4/30/25. A review of Resident #2's Progress Notes did not reveal any documentation that the resident's 
treatments were completed or not completed on 4/30/25. During an interview with Resident #2 on 8/26/25 at 
2:35 P.M., the resident recalled filing the grievance because the primary nurse did not change the wound 
vacuum after a bowel movement, but that the next shift had taken care of it. The resident stated that they 
could not recall the exact date of the grievance at the time of the interview. During an interview with the 
Licensed Practical Nurse (LPN) Shift Supervisor on 8/26/25 at 3:55 P.M., in the presence of the surveyor, 
she reviewed the grievance for Resident #2 dated 4/30/25. The LPN stated that she recalled the incident and 
that while completing her rounds, she was approached by a Certified Nursing Assistant (CNA) who stated 
that there was a concern with Resident #2. The LPN stated that she immediately went to the resident's room, 
where the resident told her that wound care needed to be provided due to a bowel movement. The LPN 
stated that she immediately gathered the necessary supplies and went in with another nurse to provide the 
treatment. The LPN also stated that it was important to document all care provided to a resident, because 
others may think it wasn't done if it wasn't documented. In the presence of the surveyor, she also reviewed 
the Resident's TAR for April 2025 and stated, I made sure it got done and with it being change of shift, I 
forgot to document it. She further stated that she should have signed the TAR. During an interview on 
8/26/25 at 4:16 P.M., the Director of Nursing (DON) stated that she expected that all care provided to a 
resident to be documented as done, So that everyone knows it was done. In the presence of the surveyor, 
the DON reviewed Resident #2's TAR for April 2025, and stated that the nurse should have signed a 
treatment if it was done. A review of the facility's Charting and Documentation policy, revised July 2023, 
revealed that all services provided to the resident would be documented in a resident's medical record, 
including, . Treatment or services performed. N.J.A.C. 8:39-27.1(a)
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