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Ensure that residents are fully informed and understand their health status, care and treatments.

19106

Complaint NJ00166888

Based on interview and record review it was determined the facility failed to notify a resident's responsible 
party of a change in condition and a room change for 1 (#11) of 16 residents reviewed. 

The deficient practice is as follows.

The surveyor reviewed Resident #11's electronic progress notes during the period of 8/23/23 through 9/4/23. 

The nurse documented in an 8/23/23 electronic progress note that the resident had tested positive for 
COVID 19 and was on isolation precautions. The resident was noted to be residing on the second floor at 
that time.

An 8/25/23 nurse progress note indicated the resident was relocated to the third floor and continued on 
isolation precautions. There was no documentation in the progress notes that the responsible party had been 
notified of the resident's COVID 19 status or of the change to another nursing unit. 

A 9/4/23 progress note written by the social worker indicated the resident's daughter had been notified that 
her mother would be transferred back to her room on the second floor nursing unit. 

On 2/04/25 at 11:33 AM, the surveyor interviewed the Registered Nurse Charge Nurse who stated when a 
resident is to be moved to another room, the responsible party is notified of the reason for the move and 
when the move will occur. She stated this is done by either the unit nurse or the social worker.

On 2/05/25 at 9:51 AM, the surveyor interviewed the Social Worker. She stated either the social worker or 
the nurse notifies the responsible party of a room change. She stated it is usually done by phone prior to the 
change.

The surveyor interviewed the Licensed Nursing Home Administrator (LNHA) on 2/10/25 at 11:32 AM. The 
LNHA stated she remembered the resident's daughter had come to her complaining that she was not notified 
of her mother's room change. The LNHA stated the resident's daughter was notified when her mother tested 
positive for COVID 19, however, she did not provide evidence that the responsible party received notification 
of the positive COVID result. 
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