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Level of Harm - Actual harm

Residents Affected - Few

Complaint: 268245 Based on interviews, review of medical records, and review of pertinent facility 
documentation, it was determined that the facility failed to notify the resident's physician of a change in 
condition for 1 of 3 residents (Resident #3) reviewed. This deficient practice was evidenced by the 
following:A review of Resident #3's Closed Medical Record's admission Record revealed that Resident #3 
was admitted to the facility with diagnoses which included but were not limited to acidosis, unspecified 
(condition in which there is too much acid in the body fluids); major depressive disorder, recurrent, 
unspecified (mood disorder that causes a persistent feeling of sadness and loss of interest); difficulty in 
walking, not elsewhere classified; muscle weakness (generalized); need for assistance with personal care; 
other lack of coordination; and cognitive communication deficit (condition that affects a person's ability to 
communicate effectively and efficiently). A review of the Minimum Data Set (MDS), an assessment tool dated 
09/29/2025, revealed that Resident #3 had a brief interview for mental status (BIMS) score of eight out of 15, 
which indicated that the resident had moderately impaired cognition. A review the Care Plan (CP) for 
Resident #3 revealed a focus area of, RISK FOR PAIN: [Resident #3] needs pain monitoring/management 
[related to]: generalized discomfort. With an initiation date of 09/22/2025. Interventions initiated on 
09/22/2025 included to administer non-pharmaceutical pain relief measures; administer pain medications as 
per orders; encourage reporting of breakthrough pain to staff before it escalates; monitor for complaints of 
pain and encourage reporting of pain before it escalates; and monitor for effectiveness of pain interventions 
and, Notify physician if interventions are unsuccessful or if current complaint is a significant change from 
resident's past experience of pain. Further review of the CP for Resident #3 revealed a focus initiated on 
10/02/2025 that the resident had communication problems related to making their self understood and 
understanding others. Interventions initiated on 10/02/2025 included but were not limited to anticipating and 
meeting the resident's needs. A review of Physical Therapy Encounter Notes (PTEN) for Resident #3 with a 
date of service of 10/10/2025, revealed that Resident #3 stated that they had constant left hip pain rated as 
five out of ten at rest, and eight out of ten pain with movement. The PTEN further revealed that Resident #3 
was unable to move their left leg through its full range of motion due to pain. A review of the Progress Notes 
(PNs) for Resident #3 was conducted. The PNs included a Nursing Note (NN) written by a Licensed Practical 
Nurse (LPN #1), dated 10/10/2025 at 2:33 AM, which revealed that Resident #3 had an unwitnessed fall at 
1:45 AM, and denied pain. The PN further revealed that Resident #3's family and physician were notified. A 
late entry NN written by the Unit Manager (UM #1) dated 10/10/2025 at 11:17 AM, revealed that Resident #3 
complained of pain, and it was endorsed to the resident's primary nurse to obtain a physician order (PO) for 
pain medication, and administer pain medication as per doctor's orders. A PN by the Nurse Practitioner (NP 
#1) dated 10/10/2025 at 2:58 PM, revealed that Resident #3 had mild discomfort to their left hip and x-rays 
were requested. A PN by the Director of Nursing (DON) dated 10/10/2025 at 5:06 PM, revealed that a family 
member of Resident #3 reported that the resident was in pain that morning. The PN further revealed that 
Resident #3 reported five out of ten pain when attempting to move their left leg. A PN written by LPN # 2 
dated 10/10/2025 at 7:32 PM, revealed that Resident #3 was sent to the hospital for left hip pain at 
approximately 6:00 PM. The PNs revealed no documentation that a physician was notified that Resident #3 
developed constant left hip pain that worsened with movement and limited the resident's ability to move their 
leg as usual. A review of the Order Summary Report (OSR) for Resident #3 revealed the following POs: 
X-ray of the left hip and knee to rule out fracture (broken bones) after a fall. The order date was 10/10/2025. 
Send to the emergency department for evaluation of left hip pain. The order date was 10/10/2025. The OSR 
revealed no orders for pain medications or non-pharmaceutical methods for pain relief. On 11/05/2025 at 
1:16 PM, a telephone interview was conducted with LPN #3, the nurse assigned to care for Resident #3 on 
day shift on 10/10/2025. LPN #3 stated that on 10/10/2025 she was assigned to give medication at the 
facility and was assisted by UM #1. LPN #3 stated that she did not remember details related to Resident #3. 
On 11/05/2025 at 1:35 PM, a telephone interview was conducted with the Unit Manager (UM #1). UM #1 
stated that on 10/10/2025 he evaluated Resident #3 with NP #1 in the morning and the resident seemed to 
be in pain. UM #1 stated that he instructed LPN #3 to give pain medication to Resident #3 because the 
resident's family member reported that the resident was in pain. UM #1 stated that it was the responsibility of 
the resident's primary nurse to contact the resident's physician, inform them that the resident was in pain, 
and obtain POs for medication. UM #1 further stated that LPN #3 confirmed that she would notify the 
resident's physician that the resident was in pain and would get an order for pain medication. An interview 
was conducted with the DON on 11/05/2025 at 2:24 PM. The DON stated that it was LPN #3's responsibility 
to follow up with a physician about Resident #3's reports of pain. The DON stated that UM #1 could also 
have followed up with the resident's physician. The DON stated that physician notification of the Resident 
#3's pain was not documented, and no order was obtained for pain medication. The DON stated that LPN #3 
did not follow the policies and procedures that the facility had in place. The DON further stated that if those 
things were not done harm could have been caused to the resident. An interview was conducted with NP #1 
on 11/05/2025 at 3:46 PM. NP #1 stated that although her PN was timed at 2:58 PM, she had actually seen 
Resident #3 and ordered an x-ray in the morning. NP #1 could not recall if she had ordered pain medication 
for Resident #3. NP #1 further stated that at around dinner time on 10/10/2025 the DON called to request a 
prescription for tramadol (an opioid medication used to treat moderate to severe pain) for Resident #3, then 
asked her to disregard the request because the resident was going to the emergency department. A review 
of the facility policy, Change in a Resident's Condition or Status, with a date reviewed/revised of 06/23/2025 
was conducted. The facility policy revealed under Policy Statement, that the facility promptly notifies the 
resident, their attending physician, and the resident representative of changes in the resident's 
medical/mental condition or status. Under, Policy Interpretation and Implementation, the facility policy 
revealed, 1. The nurse will notify the resident's attending physician or physician on call when there has been 
a(an): [.] d. significant change in the resident's physical/emotional/mental condition; e. need to alter the 
resident's medical treatment significantly; [.] 2. A 'significant change' of condition is a major decline or 
improvement in the resident's status that: a. will not normally resolve itself without intervention by staff or by 
implementing standard disease-related clinical interventions (is not 'self-limiting'). A review of the facility 
policy, Pain Assessment and Management, dated 09/04/2025 was conducted. Under, Reporting, the facility 
policy revealed, Report the following to the physician or practitioner: 1. New pain or significant changes in the 
level of the resident's pain post incident; N.J.A.C. 8:39-13.1 (d)
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Provide safe, appropriate pain management for a resident who requires such services.
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COMPLAINT #: 2648245 Based on interviews, review of medical records, and review of pertinent facility 
documents, it was determined the facility failed to a.) assess and document a resident's pain level; b.) obtain 
orders for pain management; and c.) re-evaluate and document the effectiveness of pain management in 
accordance with professional standards of practice. This deficient practice was identified 1 of 3 residents 
reviewed for pain management (Resident #3), and was evidenced by the following:A review of Resident #3's 
Closed Medical Record's admission Record revealed that Resident #3 was admitted to the facility with 
diagnoses which included but were not limited to acidosis, unspecified (condition in which there is too much 
acid in the body fluids); major depressive disorder, recurrent, unspecified (mood disorder that causes a 
persistent feeling of sadness and loss of interest); difficulty in walking, not elsewhere classified; muscle 
weakness (generalized); need for assistance with personal care; other lack of coordination; and cognitive 
communication deficit (condition that affects a person's ability to communicate effectively and efficiently). A 
review of the Minimum Data Set (MDS), an assessment tool dated 09/29/2025, revealed that Resident #3 
had a brief interview for mental status (BIMS) score of eight out of 15, which indicated that the resident had 
moderately impaired cognition. A review of the Care Plan (CP) for Resident #3 revealed a focus area of, 
RISK FOR PAIN: [Resident #3] needs pain monitoring/management [related to]: generalized discomfort. With 
an initiation date of 09/22/2025. Interventions initiated on 09/22/2025 included to administer 
non-pharmaceutical pain relief measures; administer pain medications as per orders; encourage reporting of 
breakthrough pain to staff before it escalates; monitor for complaints of pain and encourage reporting of pain 
before it escalates; and monitor for effectiveness of pain interventions and, Notify physician if interventions 
are unsuccessful or if current complaint is a significant change from resident's past experience of pain. 
Further review of the CP for Resident #3 revealed a focus initiated on 10/02/2025 that the resident had 
communication problems related to making their self understood and understanding others. Interventions 
initiated on 10/02/2025 included but were not limited to anticipating and meeting the resident's needs. A 
review of the Order Summary Report (OSR) for Resident #3 revealed the following physician's orders (POs): 
X-ray of the left hip and knee to rule out fracture (broken bones) after a fall. The order date was 10/10/2025. 
Send to the emergency department for evaluation of left hip pain. The order date was 10/10/2025. The OSR 
revealed no orders for pain medications or non-pharmaceutical methods for pain relief. A review of the 
October 2025 Medication Administration Record (MAR) for Resident #3 revealed no documentation that pain 
medication was administered to Resident #3. A review of the October 2025 Treatment Administration Record 
(TAR) for Resident #3 revealed no documentation that non-pharmaceutical methods of pain relief were 
provided to Resident #3. A review of the Progress Notes (PNs) for Resident #3 was conducted. The PNs 
included a Nursing Note (NN) written by a Licensed Practical Nurse (LPN #1), dated 10/10/2025 at 2:33 AM, 
which revealed that Resident #3 had an unwitnessed fall at 1:45 AM, and denied pain. A late entry NN 
written by the Unit Manager (UM #1) dated 10/10/2025 at 11:17 AM, revealed that Resident #3 complained 
of pain, and it was endorsed to the resident's primary nurse to obtain a PO for pain medication, and 
administer pain medication as per doctor's orders. A late entry NN written by UM #1 dated 10/10/2025 at 
11:20 AM, revealed that Resident #3 expressed pain in their left leg and it was endorsed to the resident's 
primary nurse to assess for pain and administer pain medication. A PN by the Nurse Practitioner (NP #1) 
dated 10/10/2025 at 2:58 PM, revealed that Resident #3 had mild discomfort to their left hip and x-rays were 
requested. A PN by the Director of Nursing (DON) dated 10/10/2025 at 5:06 PM, revealed that a family 
member of Resident #3 reported that the resident was in pain that morning. The PN further revealed that 
Resident #3 reported five out of ten pain when attempting to move their left leg. Resident #3 and their family 
member agreed to have the resident sent to the emergency department for evaluation. A PN written by LPN 
# 2 dated 10/10/2025 at 7:32 PM, revealed that Resident #3 was sent to the hospital for left hip pain at 
approximately 6:00 PM. The PNs revealed no documentation that non-pharmaceutical pain relief methods or 
pain medications were provided to Resident #3 after facility staff became aware that the resident complained 
of pain on 10/10/2025 at 11:17 AM, prior to the resident's transfer to the emergency department at 6:00 PM 
that day. A review of Physical Therapy Encounter Notes (PTEN) for Resident #3 with a date of service of 
10/10/2025, revealed that Resident #3 stated that they had constant left hip pain rated as five out of ten at 
rest, and eight out of ten pain with movement. The PTEN further revealed that Resident #3 was unable to 
move their left leg through its full range of motion due to pain. A telephone interview was conducted with LPN 
#1 on 11/05/2025 at 12:29 PM. LPN #1 stated that after Resident #3 fell in the early morning of 10/10/2025 
no orders were obtained because the resident did not have any symptoms. LPN #1 stated that he did not 
recall who he endorsed the resident's care to the next morning but stated that he explained the resident's 
situation and needs. On 11/05/2025 at 1:16 PM, a telephone interview was conducted with LPN #3, the 
nurse assigned to care for Resident #3 on day shift on 10/10/2025. LPN #3 stated that on 10/10/2025 she 
was assigned to give medication and was assisted by UM #1. LPN #3 stated that she did not remember 
Resident #3 or whether she gave the resident pain medication. LPN #3 stated that if she had administered 
any medication, it would have been documented in the electronic medical record. LPN #3 further stated that 
if a medication administration was not documented in the electronic record that meant that she did not 
administer the medication. A telephone interview was conducted with UM #1 on 11/05/2025 at 1:35 PM. UM 
#1 stated that on 10/10/2025 he instructed LPN #3 to give pain medication to Resident #3 because the 
resident's family member reported that the resident was in pain. UM #1 stated that it was the responsibility of 
the resident's primary nurse to contact the resident's physician, inform them that the resident was in pain, 
and obtain POs for medication. UM #1 further stated that LPN #3 confirmed that she would notify the 
resident's physician that the resident was in pain and would get an order for pain medication. An interview 
was conducted with a Certified Nursing Assistant (CNA #1) on 11/05/2025 at 1:55 PM. CNA #1 stated that 
Resident #3 was in a lot of pain on 10/10/2025 and she informed UM #1. CNA #1 stated that when she 
attempted to sit Resident #3 up in bed the resident was, screaming ouch, and informed her and UM #1 that 
they had pain in their left hip and leg. CNA #1 stated that throughout the day on 10/10/2025, Resident #3's 
pain did not improve. CNA #1 further stated that the next day Resident #3's family member informed her that 
the Resident #3 had broken their hip. An interview was conducted with the DON on 11/05/2025 at 2:24 PM. 
The DON stated that it was LPN #3's responsibility to follow up with a physician about Resident #3's reports 
of pain. The DON stated that UM #1 could also have followed up with the resident's physician. The DON 
stated that assessment of Resident #3's pain was not documented, physician notification of the resident's 
pain was not documented, and no order was obtained for pain medication. The DON stated that LPN #3 did 
not follow the policies and procedures the facility had in place. The DON further stated that if those things 
were not done harm could have been caused to the resident. A review of the facility policy, Pain Assessment 
and Management, dated 09/04/2025 was conducted. Under General Guidelines, the policy revealed, 1. The 
pain management program is based on a facility-wide commitment to the appropriate assessment and 
treatment of pain, based on professional standards of practice, the comprehensive person-centered care 
plan, and the resident's goals and preferences related to pain management. Under Pain Management: the 
facility policy revealed, 1. The physician will order appropriate non-pharmacological and medication 
interventions to address the individual's pain. Under, Documentation the facility policy revealed, Document 
the resident's reported level of pain with adequate detail [.] as necessary and in accordance with the pain 
management program. Under Reporting, the facility policy revealed, Report the following to the physician or 
practitioner: 1. New pain or significant changes in the level of the resident's pain post incident; NJAC 8:39-27.
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