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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.

Level of Harm - Minimal harm
or potential for actual harm 48617

Residents Affected - Few Complaint# NJO0174037

Based on interviews, record review, and review of other pertinent facility documentation on 05/30/24, it was
determined that the facility failed to maintain a complete Medical Record (MR) which contained the New
Jersey Universal Transfer Form (NJUTF) for a resident who was sent out for an emergent hospitalization .
This deficient practice was identified for Resident #4, 1 of 5 sampled residents, and was evidenced by the
following:

According to the Admission Record, Resident #4 was admitted to the facility with diagnoses which included
but were not limited to: Benign Neoplasm of Cerebral Meninges, Hypertension, Atrial Fibrillation, Chronic
Obstructive Pulmonary Disease (COPD), and Diabetes Mellitus type 2.

A review of the Resident #4's Progress Notes (PN) revealed that on 05/13/2024 at 09:45, Licensed Practical
Nurse (LPN) #1 documented Resident was noted yelling | can't breathe, | can't breathe. Bp-126/78, R-18,
T-97.5, Sp02- 75% on 2L of O2, wheezing noted to bilateral lungs upon auscultation. Call place to
[physician] n/o [new order] received to send resident to ER [emergency room ] for eval [evaluation] and treat
[treatment] .Call place to 911 EMTs [emergency medical technicians] arrived stat [immediately] resident
transported to MMSC [hospital] .

A further review of the Resident #4's PN, dated 05/13/2024 at 14:20 and documented by LPN #1, revealed
as follows: Call place to MMSC-ER [hospital-ER] for status on resident .spoke with RN [nurse] made aware
resident being admitted dx: Pneumonia. Call place to [physician] and wife [resident's wife] to make aware .

A review of Resident #4's MR revealed no NJUTF for the 05/13/2024 transfer to the hospital.

During an interview with the surveyor on 05/30/24 at 2:57 p.m. and at 4:57 p.m., the Director of Nursing
(DON) stated she was unable to locate the 05/13/2024 NJUTF for Resident #4. The DON further stated
she/he did not see the Resident when he was transferred out. At which point, the DON affirmed that
Resident #4's NJUTF was not made.
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F 0842 A review of the facility policy titled, Transfer or Discharge, Emergency, revealed under the Policy

Interpretation and Implementation #2 Should it become necessary to make an emergency transfer or
Level of Harm - Minimal harm or discharge to a hospital or other related institution, our facility will implement the following procedures: .c.
potential for actual harm Prepare the resident for transfer; d. Prepare a transfer form to send with the resident .
Residents Affected - Few NJAC 8:39-35.2 (d) 12
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