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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, medical record review and review of pertinent facility documents on 10/20/2025 and 10/24/2025, 
it was determined that the facility failed to: a.) ensure that pressure ulcers were initially documented, 
assessed, and measured weekly as required by professional standards of practice; b.) implement and 
update care plans (CP) after a change in condition; c.) provide treatment and services to prevent two facility 
acquired pressure ulcers; one stage 3 and one stage 4.A review of Resident #3's Electronic Medical Record 
(EMR) revealed the resident arrived to the facility with no evidence of a pressure ulcer. Additional review of 
the EMR revealed a lack of adherence to physician orders, lack of monitoring, a failure to implement CP, and 
a lack of assessments resulting in Resident #3 developing a stage 3 and a stage 4 pressure ulcer within 9 
days of admission.This deficient practice occurred for 1 of 3 residents reviewed for pressure ulcers (Resident 
#3). This deficient practice was evidenced by the following:A review of the admission Record (an admission 
summary) reflected that Resident #3 was admitted to the facility with diagnoses that included but were not 
limited to; Acute osteomyelitis (bone infection) of the right ankle and foot, and orthopedic aftercare following 
surgical amputation (removal of body part).A review of the admission Minimum Data Set (MDS), an 
assessment tool used to facilitate the management of care dated 07/22/2025, reflected that Resident #3 had 
a Brief Interview for Mental Status score (BIMS) of 11 out of 15, indicating that the resident was moderately 
impaired. Section M0210 revealed no pressure ulcer/injuries.A review of the the universal transfer form dated 
07/15/2025 revealed a surgical wound and did not identify any pressure ulcers when Resident #3 transferred 
to the facility.Review of Resident # 3's admission assessment dated [DATE] revealed that no pressure ulcers 
were identified on admission to the facility. During an interview on 10/20/2025 at 1:40 P.M., the Unit Manager 
(UM) stated Resident #3 did not have pressure ulcers on arrival. A review of Resident # 3's CP reveals a 
focus of Resident has a potential to develop Pressure Injury related to decreased/limited mobility with an 
initiated date of 7/17/2025 and an intervention of Weekly skin assessment and document. Report any 
changes. A review of Resident #3's EMR showed no evidence of weekly skin assessments. During an 
interview on 10/20/2025 at 1:40 P.M., the UM stated [Resident #3] does not have a completed skin 
assessment weekly like he should.A facility document labeled #1636 Pressure Skin Injury Date 7/24/2025 
11:30 revealed [Resident #3] has a pressure wound to [their] bilateral buttock. A review of Resident #3's 
EMR showed no evidence of an initial wound assessment. During an interview on 10/20/2025 at 1:40 P.M., 
the UM stated there is no skin only eval [evaluation] from 7/24, when the wound was found. During an 
interview on 10/20/2025 at 2:18 P.M., the Director of Nursing (DON) stated that if a wound is found the nurse 
should complete a skin eval [evaluation] every time.if it's not documented, it's not done.A review of Resident 
#3's Progress Notes (PNs) from admission revealed no communication regarding a pressure injury until a PN 
dated 07/24/2025 at 2:40 P.M., when LPN #4 documented Writer was notified by nursing aide [certified 
nursing assistant] that resident [Resident #3] has wounds on [their] buttock that needed to be dressed. 
[Resident #3] does not have any current orders to administer wound care. Writer went to assess patients' 
buttock. [Resident #3] has a pressure wound to [their] bilateral buttock.MD notified of wounds. In an interview 
with UM on 10/20/2025 at 1:40 P.M., the UM said it's rare for a person to find a stage 4 wound for the first 
time and that Resident #3 did not have a pressure ulcer on arrival.A review of Resident #3's Order Summary 
Report (OSR) from 07/15/2025 through 08/12/2025 showed an order placed on 7/25/2025 for Secura 
Protective External Cream 10% (Zinc Oxide (Topical)). Apply to right buttock topically every shift for Skin 
integrity and Medihoney Wound/Burn Dressing External Gel (Wound Dressings) Apply to left buttock topically 
every day shift for wound care cleanse wound with NSS [normal saline solution], pat dry. Apply medihoney 
and cover with optifoam dressing. The OSR revealed an order placed on 7/27/2025 for Medihoney 
Wound/Burn Dressing External Gel. Apply to bilateral buttock topically every day shift for wound care 
cleanse wound with NSS, pat dry. Apply medihoney and cover with optifoam dressing. A review of Resident 
#3's EMR showed no evidence of daily wound assessments or daily wound care was provided. A review of 
the PN dated 8/09/2025 at 5:08 A.M., revealed Dressing done to sacral wound. There was no further 
evidence that daily wound assessments or daily wound care was provided.In an interview on 10/20/2025 at 
11:34 A.M., Licensed Practical Nurse (LPN) #1 stated wound care is done daily. In an interview on 
10/24/2025 at 10:06 A.M., the UM stated that nurses should document every wound care daily in the nurses' 
notes or the Treatment Administration Record (TAR). The UM further stated no I don't see daily wound 
documentation in [Resident #3's] chart, no the policy was not followed.A review of Resident # 3's CP 
revealed a focus of I have PRESSURE INJURY OF STAGE 4 ON MY RT (right) BUTTOCK AND STAGE 3 
ON MY LT (left) BUTTOCK r/t [related to] Decreased/limited mobility., Incontinence, AND BKA [below knee 
amputation] with an initiated date of 7/29/2025 and an intervention of Assess/record/monitor wound healing 
(SPECIFY FREQ) Measure length, width and depth where possible. Assess and document status of wound 
perimeter, wound bed and healing progress. Report improvements and declines to the MD. Date Initiated: 
07/31/2025. During an interview on 10/20/2025 at 1:40 P.M., the UM stated the incident report was put in on 
7/24/2025 and the CP was not put in until 7/29/2025 but there should be a CP from the start.A review of 
Resident #3's TAR from July 2025 and August 2025 revealed no evidence the wound care treatments were 
implemented for Resident #3's bilateral buttocks wounds from 07/24/2025 through 08/12/2025.A review of 
the Documentation Survey Record (DSR) V2 for July 2025 indicated an intervention/task of Barrier Cream 
after incontinence care. The review revealed that this task was not initialed as completed for:9 of 16 day 
shifts as follows, July 16, 17, 21, 22, 25, 26, 28, 30 and 31, 2025.9 of 16 evening shifts as follows, July 16, 
17, 19, 20, 22, 25, 26, 27, and 31, 2025.6 of 17 night shifts of July 21, 22, 25, 26, 27, and 31, 2025.Further 
review indicated an intervention/task of MONITOR - Turn and reposition. The review revealed that this task 
was not initialed as completed for:9 of 16 day shifts as follows, July 16, 17, 21, 22, 25, 26, 28, 30 and 31, 
2025.9 of 16 evening shifts as follows, July 16, 17, 19, 20, 22, 25, 26, 27, and 31, 2025.6 of 17 night shifts of 
July 21, 22, 25, 26, 27, and 31, 2025.A review of the DSR V2 for August 2025 indicated an intervention/task 
of Barrier Cream after incontinence care. The review revealed that this task was not initialed as completed 
for:3 of 12 day shifts as follows, August 1, 5, & 7, 2025.9 of 11 evening shifts as follows, August 1, 2, 3, 5, 6, 
7, 8, 9, & 11,2025.9 of 11 night shifts as follows, August 1, 2, 3, 5, 6, 7, 9, 10, & 11, 2025.Further review 
indicated an intervention/task of MONITOR - Turn and reposition. The review revealed that this task was not 
initialed as completed for:3 of 12 day shifts as follows, August 1, 5, & 7, 2025.9 of 11 evening shifts as 
follows, August 1, 2, 3, 5, 6, 7, 8, 9, & 11,2025.9 of 11 night shifts as follows, August 1, 2, 3, 5, 6, 7, 9, 10, & 
11, 2025.A review of Resident #3's EMR showed no evidence the orders were implemented as ordered.In an 
interview on 10/20/2025 at 9:02 A.M., Certified Nursing Assistant (CNA) #2 stated they check residents every 
2 hours, and more frequently if needed, for incontinence and it is documented at the end of their shift in the 
POC (Plan of Care), or the Documentation Survey Report (DSR). In an interview on 10/20/2025 at 1:40 P.M., 
when questioned about documentation, the UM stated the CNAs document in the POC for incontinence and 
repositioning and if it is not documented, then it is not done. In an interview on 10/20/2025 at 2:18 P.M., 
when questioned about documentation, the Director of Nursing (DON) stated the CNAs should get report 
from the nurses and the CNAs are expected to document in the POC. The DON further stated if it's not 
documented, it's not done.A review of Resident #3's EMR reveals wound evaluations for both wounds were 
initially documented with measurements on 7/29/2025. In an interview on 10/20/2025 at 1:40 P.M., the UM 
stated it's not typical to wait 5 days for wound evaluations and that there should be skin evaluations 
completed after the wound is identified from the start of the wound.A review of Resident #3's EMR revealed 
no documentation of notification to Resident #3's family. In an interview on 10/24/2025 at 10:06 A.M., the UM 
stated I don't have anything documented that the [representative] was notified. In an interview on 10/20/2025 
at 2:18 P.M., the DON stated when a wound is identified the family should be notified.A review of Resident 
#3's Weekly Wound Evaluation V2 with an effective date of 7/29/2025 and electronically signed on 7/31/2025 
by the UM revealed the following:Wound #1Wound Location: RT ButtockEtiology: AcquiredType: 
PressureStage: IVOverall impression: First observation, no reference, epithelial tissue present 
(pink)Drainage: Moderate SerousWound measurements length X width X Depth: 4.0X2.0X0.7 [unit of 
measure not specified]Peri-wound tissue: Normal, irregularTreatment: Medihoney and daily dressing 
changes - offload when possible Wound #2Wound Location: LT ButtockEtiology: AcquiredType: 
PressureStage: IIIOverall impression: First observation, no reference, epithelial tissue present 
(pink)Drainage: Moderate SerousWound measurements length X width X Depth: 4.0X1.0X2.0 [unit of 
measure not specified]Peri-wound tissue: Normal, irregularTreatment: Medihoney and daily dressing 
changes - offload when possible Review of Resident #3's Weekly Wound Evaluation V2 with an effective 
date of 8/05/2025 and electronically signed on 8/6/2025 by the UM revealed the following:Wound #1Wound 
Location: RT ButtockEtiology: AcquiredType: PressureStage: IVOverall impression: Improving, epithelial 
tissue present (pink)Drainage: Moderate SerousWound measurements length X width X Depth: 3.0X1.0X0.4 
[unit of measure not specified]Peri-wound tissue: Normal, irregularTreatment: Medihoney and daily dressing 
changes Wound #2Wound Location: LT ButtockEtiology: AcquiredType: PressureStage: IIIOverall 
impression: improving, epithelial tissue present (pink)Drainage: Moderate SerousWound measurements 
length X width X Depth: 2.0X1.0X0.2 [unit of measure not specified]Peri-wound tissue: Normal, 
irregularTreatment: Medihoney and daily dressing changes In an interview on 10/24/2025 at 10:06 A.M., the 
UM stated based on the review of the CP and facility policy that Resident #3 was not being properly 
monitored for wounds. In an interview on 10/24/2025 at 11:20 A.M., the DON stated that Resident #3 did not 
have a pressure ulcer on arrival to the facility and that an assessment should have been completed when the 
wound was discovered. She further stated the nurses are expected to provide care as described in the 
physician's orders and are expected to be documenting based off the policy; indicating that the 
documentation should be thorough and should reflect what's going on in real time. When questioned if 
Resident #3's wound was monitored according to the facility's policy the DON stated, No.In an interview on 
10/20/2025 at 11:12 A.M., CNA #1 stated that when a resident is admitted to the facility the CNA and a nurse 
will complete a skin assessment on arrival to evaluate any skin concerns and the nurse will document the 
concerns.In an interview on 10/20/2025 at 11:34 A.M., LPN #1 stated for new residents admitted to the 
facility they complete a skin assessment and document it in the skin assessment profile.A review of the 
facility's policy titled Pressure Injury Risk Assessment with a revised date of March 2020 revealed under 
General Guidelines: 7. Repeat the risk assessment weekly for the first four weeks, if there is a significant 
change in condition, or as often as is required based on the resident's condition, under Documentation: The 
following information should be recorded in the resident's medical record utilizing facility forms: 2. The date 
and time and type of skin care provided, if appropriate . 4. Any change in the resident's condition if identified. 
5. The condition of the resident's skin (i.e., the size and location of any red or tender areas), if identified .13. 
Documentation in medical record addressing family, guardian or resident notification if new skin alteration 
noted with change of plan of care, if indicated, and under Reporting: 4. Notify Family, guardian or resident 
update if new skin alteration noted.A review of the facility's policy titled Prevention of Pressure Injuries with a 
revised date of April 2020 revealed under Skin Assessment: 1. Conduct a comprehensive skin assessment 
upon (or soon after) admission. 3. Inspect the skin on a daily basis when performing or assisting with 
personal care of ADL's (Activities of Daily Living).A review of the facility's policy titled Wound Care with a 
revised date of October 2010 revealed under Preparation: 1. Verify that there is a physician's order for this 
procedure and under Documentation: The following information should be recorded in the resident's medical 
record: 1. The type of wound care given. 2. The date and time the wound care was given. 3. The position in 
which the resident was placed. 4. The name and title of the individual performing the wound care. 5. Any 
changes in the resident's condition. 6. All assessment data (i.e. wound bed color, size, drainage, etc) 
obtained when inspecting the wound.A review of the facility's policy titled Care Plans, Comprehensive 
Person-Centered with a revised date of March 2022 revealed under Policy Interpretation and 
Implementation: 11. Assessments of residents are ongoing and care plans are revised as information about 
the residents and the residents' conditions change. 12. The interdisciplinary team reviews and updates the 
care plan: a. when there has been a significant change in the resident's condition.
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Have a registered nurse on duty 8 hours a day; and  select a registered nurse to be the director of nurses on 
a full time basis.

Complaint #: 2638834Based on interview and review of facility documents on 10/20/25, it was determined 
that the facility failed to ensure a Registered Nurse (RN) worked for at least eight consecutive hours a day for 
2 of 14 days reviewed. This deficient practice was evidenced by the following: Review of the Nurse Staffing 
Reports completed by the facility for the weeks of 09/28/25 through 10/11/2025, revealed that the facility 
failed to provide RN coverage for all shifts on 09/28/25 and 10/06/2025.The surveyor reviewed the facility's 
policy titled Staffing updated October 2017 which indicated under Policy Statement: Our facility provides 
sufficient numbers of staff with the skills and competency necessary to provide care and services for all 
residents in accordance with resident care plans and the facility assessment and under Policy Interpretation 
and Implementation 1. Licensed nurses and certified nursing assistants are available 24 hours a day to 
provide direct resident care services.NJAC 8:39-25.2(h)
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