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Complaint #409367Based on observation, interview, record review and review of pertinent facility 
documentation, it was determined that the facility failed to ensure a resident received treatment and care in 
accordance with professional standards of practice and the facility's policies and procedures for 1 of 2 
residents, Resident #1, reviewed for wound care. This deficient practice was evidenced by the 
following:Reference: New Jersey Statutes Annotated, Title 45. Chapter 11. Nursing Board. The Nurse 
Practice Act for the State of New Jersey states: The practice of nursing as a registered professional nurse is 
defined as diagnosing and treating human responses to actual and potential physical and emotional health 
problems, through such services as case-finding, health teaching, health counseling, and provision of care 
supportive to or restorative of life and wellbeing, and executing medical regimens as prescribed by a licensed 
or otherwise legally authorized physician or dentist.Reference: New Jersey Statutes Annotated, Title 45, 
Chapter 11. Nursing Board. The Nurse Practice Act for the State of New Jersey states: The practice of 
nursing as a licensed practical nurse is defined as performing tasks and responsibilities within the framework 
of case finding; reinforcing the patient and family teaching program through health teaching, health 
counseling, and provision of supportive and restorative care, under the direction of a registered nurse or 
licensed or otherwise legally authorized physician or dentist.On 11/7/25 at 10:30 AM, the surveyor reviewed 
the electronic medical record (EMR) of Resident #1. The admission Record (a summary of important 
information about the resident) documented the resident had diagnoses that included but were not limited to, 
type 2 diabetes mellitus, peripheral vascular disease (a circulatory condition in which narrowed blood vessels 
reduce blood flow to the limbs), hypertension (high blood pressure), heart failure, difficulty walking, and 
generalized muscle weakness.A quarterly Minimum Data Set (MDS), an assessment tool used to facilitate 
the management of care, dated 10/11/24, indicated the facility assessed the resident's cognition using a Brief 
Interview Mental Status (BIMS) test. Resident #1 scored a 15 out of 15, which indicated the resident was 
cognitively intact. In Section M (Skin Conditions) of the MDS, Resident #1 was coded as having diabetic foot 
ulcer(s). A nurse progress note by Licensed Practical Nurse (LPN) #1, dated 9/28/24, indicated the resident's 
left heel during wound care was noted with a foul odor and dark colored tissue inside the wound bed. LPN #1 
documented she informed the Assistant Director of Nursing (ADON) and the primary physician. The resident 
was to be seen by the Wound Care Consultant (WCC) on Monday (9/30/24). A WCC note dated 9/30/24 
revealed the resident was being treated for a left plantar heel diabetic ulcer and a right, medial, plantar heel 
diabetic ulcer. The wounds were both classified as chronic. The left plantar heel ulcer was assessed as 
being 6 centimeter (cm) x 10 cm x 0.3 cm in size with no odor and sero-sanguineous drainage (wound fluid 
that is a mixture of blood and a clear, yellowish fluid called serum) and noted as improving. The resident's 
right heel ulcer was assessed as being 4 cm x 3 cm x 0 cm in size with no odor or drainage. The WCC made 
additional recommendations to consult with the primary physician to consider antibiotics and a bone scan. A 
WCC note dated 10/7/24 revealed the resident was being treated for a left plantar heel diabetic ulcer and a 
right, medial, plantar heel diabetic ulcer. The left plantar heel ulcer was assessed as being 6 cm x 10 cm x 0.
3 cm in size with no odor and sero-sanguineous drainage; and noted with no change. The resident's right 
heel ulcer was assessed as being 4 cm x 3 cm x 0 cm in size with no odor or drainage; and noted with no 
change. The WCC made additional recommendations to consult with the primary physician to consider 
antibiotics and a bone scan. There was no follow up note to indicate communication with the primary 
physician regarding the WCC's additional recommendations. A nurse progress note by LPN #1 dated 
10/8/24 documented that during wound care the resident's wound [unspecified location] had worsened with 
dark color inside wound and odor. LPN #1 indicated the ADON was made aware and would reach out to 
wound care for orders. There was no follow up note to indicate communication with the primary physician or 
the WCC at this time regarding the resident's wound status. A WCC note dated 10/14/24 revealed the 
resident was being treated for a left plantar heel diabetic ulcer and a right, medial, plantar heel diabetic ulcer. 
The left plantar heel ulcer was assessed as being 6 cm x 10 cm x 0 cm in size with no odor and no drainage. 
The resident's right heel ulcer was assessed as being 0.5 cm x 0.5 cm x 0.1 cm in size with no odor or 
drainage. Both wounds were noted as improving. The WCC made additional recommendations to consult 
with the primary physician to consider antibiotics and a bone scan. There was no follow up note to indicate 
communication with the primary physician regarding the WCC's additional recommendations. A WCC note 
dated 10/21/24 revealed the resident's left plantar heel ulcer had a measurement of 8 cm x 10 cm x 0 cm in 
size with no odor and no drainage. The resident's right heel ulcer was assessed as being 1 cm x 0.5 cm x 0.
2 cm in size with no odor and small amount of serous drainage. The WCC recommended to continue current 
treatment orders with no additional orders.A WCC note dated 10/28/24 revealed the resident's left plantar 
heel ulcer had a measurement of 9 cm x 13 cm x 0 cm in size with a strong odor and no drainage. The 
resident's right heel ulcer was assessed as being 0.5 cm x 0.5 cm x 0.1 cm in size with no odor and small 
amount of serous drainage. The WCC recommended to change wound treatment to cleanse left heel wound 
with Dakin's solution; betadine; Flagyl (an antibiotic) powder; wrap with kerlix dressing daily and as needed 
(PRN); offload with heel booties; and monitor for changes. The WCC additionally recommended for a 
vascular consult. A nurse progress note dated 10/28/24 revealed the resident had a vascular consult with 
recommendation for angiogram to be done. An Infectious Disease (ID) consult note dated 10/30/24 indicated 
the resident was seen for possibly worsening wound. The ID Advance Practice Nurse (APN) indicated the 
resident's wound was assessed and did not appear acutely infected. The APN had no recommendations for 
antibiotic treatment; to monitor the resident off antibiotics at this time; pending angiogram with the vascular 
consultant, and to continue wound care treatment. A review of progress notes revealed there was no 
documentation of follow up with the primary physician regarding the WCC additional recommendations to 
consider antibiotics and a bone scan. There were no progress notes written by the primary physician found in 
the resident's medical record regarding follow up for their wounds. On 11/7/25 at 12:54 PM, the surveyor 
interviewed the ADON who stated if a resident had a worsening wound an incident report would be 
completed. It would be reported to the physician and the WCC for treatment orders and the resident 
representative (RR) would also be notified. The ADON explained a worsening wound was indicated by a 
wound larger in size, pus-like drainage, strong foul odor, new pain, and/or swelling. The ADON stated the 
physician should be notified as soon as possible regarding WCC recommendations to determine if they 
agreed or disagreed with the recommendations. Additionally, the notification to the physician should be 
documented in the EMR, under progress notes. The surveyor asked the ADON about Resident #1. The 
ADON recalled the resident's left wound had episodes of healing then worsened and the resident had a 
problem with edema (swelling). The ADON could not recall specifics from September and October 2024 
about the WCC's recommendation and communication with the physician. The ADON stated she would have 
to look in the resident's medical record to provide additional information. The ADON stated the WCC no 
longer consulted at the facility. On 11/7/25 at 1:06 PM, the surveyor interviewed LPN #1 who stated if a 
resident had a worsening wound it would be reported to the physician and the WCC for treatment orders. 
The LPN stated the ADON would conduct wound care rounds with the WCC and follow up on their 
recommendations. The surveyor asked LPN #1 about Resident #1. The LPN recalled the resident and that 
they had a left foot wound which received wound care; the WCC and ID was consulted. LPN #1 could not 
recall specifics from September and October 2024 regarding the WCC's recommendation and 
communication with the physician. On 11/7/25 at 1:15 PM, the surveyor interviewed the Director of Nursing 
(DON) who stated if a resident had a worsening wound an incident report would be completed; it would be 
reported to the physician and the WCC for treatment orders; and the resident and/or RR would be notified. 
The DON stated the physician should be notified regarding WCC recommendations to determine if they 
agreed or disagreed with the recommendations. The DON further explained the notification to the physician 
should be documented in the EMR under progress notes. The surveyor informed the LNHA of the concern 
there was no documentation of follow up with the physician regarding WCC recommendations and the 
resident's wound status. The DON stated she would review the resident's medical records to provide 
additional information. On 11/7/25 at 3:14 PM, the DON and the LNHA met with the surveyor. The DON 
stated she did not find any incident report for Resident #1's wound, physician progress notes, or 
documentation of notification to the primary physician regarding WCC recommendations for possible 
antibiotics and bone scan. There was no additional information provided by the facility. The surveyor 
reviewed the facility policy titled Physician Orders for Consultation with a last revised date of 1/5/22. Under 
Purpose revealed: .Ensure that attending physicians are timely apprised of the findings and 
recommendations of consultants and specialists.The surveyor reviewed the facility policy titled Physician 
Progress Notes with a last revised date of February 2008. Under Policy Statement revealed, Physician 
progress notes must be maintained for each resident. Under Policy Interpretation and Implementation 
revealed: .2. Physician progress notes reflect the resident's progress and response to his or her care plan, 
medications, etc.The surveyor reviewed the facility provided policy titled Pressure Ulcers/Skin Breakdown- 
Clinical Protocol with a last revised date of April 2018. Under Monitoring revealed: .1. During resident visits, 
the physician will evaluate and document the progress of wound healing-especially for those with 
complicated, extensive, or poorly-healing wounds.2. The physician will guide the care plan as appropriate, 
especially when wounds are not healing as anticipated or new wounds develop despite existing interventions.
N.J.A.C. 8:39-3.2 (a), (b); 19.4; 27.1 (a)
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