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F 0842 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review, interview, and document review, the facility failed to have a complete and accurate medical
Level of Harm - Minimal harm or record for three out of 32 (Resident (R) 126, R164, and R191) sampled residents. This failure had the

potential for actual harm potential to adversely affect the care of these residents with inaccurate information in the medical record.
Findings include: 1. Review of R126's undated Face Sheet, located under the Profile tab in the electronic
Residents Affected - Few medical record (EMR), indicated R126 was admitted to the facility on [DATE] with diagnoses that included

heart failure, hypertension, and stroke. Review of R126's admission Minimum Data Set (MDS), located under
the MDS tab in the EMR and with an Assessment Reference Date (ARD) of 06/04/25, indicated R126 had a
Brief Interview of Mental Status (BIMS) score of five out of 15, which indicated R126 was severely cognitively
impaired. Review of R126's Nursing Progress Notes, located under the Progress Note tab in the EMR,
indicated on 07/17/25 at 2:49 PM, . During medication pass, patient noted to be lethargic, BP [blood
pressure] 71/54, P [pulse] 86. Responds to verbal stimuli. Call placed to [name of medical doctor (MD)],
informed of current status. Orders received . 12 PM [sic]patient seen by wound NP [nurse practitioner],
patient noted with left facial droop, slow to respond. Call placed to [name of medical doctor (MD)], order
received to send patient to [name of hospital] for eval [evaluation] . Review of R126's Notice of Emergency
Transfer, provided by the facility and dated 07/17/25, indicated the reason for transfer was General
Weakness. 2. Review of R164's undated Face Sheet, located under the Profile tab in the EMR, indicated
R164 was admitted to the facility on [DATE] with diagnoses that included bilateral above the knee
amputation. Review of R164's MDS could not be completed as the admission MDS had not been completed
at the time of transfer to the hospital on [DATE]. Review of R164's Nursing Progress Notes, located under
the Progress Note tab in the EMR, indicated on 06/08/25 at 12:40 PM, . Writer met with patient and spoke to
daughter via [by] video call. [sic] regarding pain management and patient's constant complaint of pain 10/10
despite pharmacological and non-pharmacological interventions. Both expressed extreme desire to go back
to the hospital as oral medications are not helping her mom's pain. [Name of MD] notified with orders to send
patient out to [name of hospital] . Review of R164's New Jersey Universal Transfer Form, dated 06/08/25
and provided by the facility, indicated the reason for transfer was Unrelieved Pain - Lt [left] leg [sic]. Review
of R164's Notice of Emergency Transfer, provided by the facility and dated 06/08/25, indicated the reason for
transfer was for Evaluation. During an interview on 07/31/25 at 5:30 PM, the Social Services Director (SSD)
stated, | read in the notes where the patient was admitted to the hospital and put the reason why the patient
was admitted for the reason for transfer. During an interview on 07/31/25 at 5:30 PM, the Administrator
stated, We are doing this paperwork in retrospect, and we thought the reason for admission was the reason
the resident was being transferred to the hospital. Review of the facility's policy titled, Transfer and
Discharge (including AMA [Against Medical Advice]), dated with a revision date of 03/10/25, indicated, . The
facility's transfer/discharge notice will be provided to the resident and resident's representative. in a language
and manner in which they can understand. The notice will include all of the following at the time it is
provided: a. The specific reason and basis for transfer or discharge . 3.Review of R191's undated Face
Sheet, located under the Profile tab in the EMR, indicated R191 was admitted to the facility on [DATE] with
diagnoses that included unstageable pressure ulcer of the sacral region. Review of R191's admission MDS,
located under the MDS tab of the EMR and with an ARD of 05/19/25, indicated R191 had a BIMS score of
six out of 15, which indicated R191 was severely cognitively impaired. There was no documentation of the
unstageable pressure ulcer to the sacral region on this form. Review of R191's Nursing Progress Notes,
located under the Progress Note tab in the EMR and dated 05/20/25 at 2:16 PM, indicated, . 2nd [sic] skin
check -pressure sore noted to sacrum -redness noted to bony premises on back -dryness to BLE [bilateral
lower extremities [sic] . During an interview on 07/31/25 at 2:29 PM, Licensed Practical Nurse (LPN) 2
stated, | should have documented the appearance of what | was seeing regarding the pressure sore. During
an interview on 07/31/25 at 4:30 PM, the Director of Nursing (DON) stated, The nurse should document the
description of the wound if the resident has one. Review of the facility's policy titled, Skin Assessment, dated
09/01/24, indicated . Documentation of skin assessment . Describe wound . NJAC 8:39-4.1(a)NJAC 8:39-35.
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