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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

Complaint # 2656895 Based on interview, record review and review of other pertinent facility documents on 
11/6/25, it was determined that the facility failed to ensure that the nursing services were provided and 
documented consistently on the Medication Administration Record (MAR) and the Treatment Administration 
Record (TAR) in accordance with professional standards of practice. This deficient practice was identified for 
1 of 4 residents reviewed for standards of practice (Resident #1). The evidenced was as follows: Reference: 
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 otherwise legally authorized Physician or Dentist. A review of the facility's undated 
policy titled Charting and Documentation revealed that item 7 stated Documentation of procedures and 
treatments will include are-specific details, including: b) the name and title of the individual(s) who provide 
the care; g) the signature and title of the individual documenting. A review of the admission Record (AR) 
revealed that Resident #1 was admitted to the facility with diagnoses that included but were not limited to low 
back pain, depression, muscle weakness, and difficulty walking. A review Resident #1's comprehensive 
Minimum Data Set (MDS,) an assessment tool dated 7/17/25, revealed that the resident had a Brief Interview 
Mental Status (BIMS), of 15 out of 15, indicating that the resident's cognition was intact. A Review of the 
August 2025 Medication Administration Record (MAR) revealed blanks for the following medication orders: 
Normal Saline flush solution 0.9% (sodium chloride flush) use 10ml intravenously every 6 hours for flush 
before use on 8/11/25 at 0600. Normal Saline flush solution 0.9% (sodium chloride flush) use 10ml 
intravenously every 4 times a day for flush after use on 8/11/25 at 0630. A Review of the July 2025 TAR, 
revealed blanks for the following treatments: Skin assessment with bi-weekly showers scheduled every day 
shift for Tuesday, and Friday and document on 7/29/25 on the day shift. On 11/6/25 at 1:11PM an interview 
was conducted with the Director of Nursing (DON) who stated that the assigned nurse was responsible for 
signing the treatment record after each treatment completed. The DON further stated that the expectation is 
for the nurse to carry out the physician order and sign the treatment record, indicating that it is the only way 
to verify that the treatment has been completed. A review of the facility's policy titled Administering 
Medications with a reviewed date of 5/2/25 revealed under Procedure number 18 The individual 
administering the medication initials the resident's MAR on the appropriate line after giving each medication 
and before administering the next ones. NJAC 8:39-11.2(b)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

Complaint # 2656895 Based on interviews, medical record review, and review of pertinent facility 
documentation on 11/6/25 it was determined that the facility failed to consistently document Activities of Daily 
Living (ADL) as being provided to residents. This deficient practice was identified for 1 of 4 residents 
reviewed for ADLs (Resident #1).The findings were as followed: A review of the admission Record (AR) 
revealed that Resident #1 was admitted to the facility with diagnoses that included but were not limited to; 
depression muscle weakness, and difficulty walking. A review Resident #1's comprehensive Minimum Data 
Set (MDS,) an assessment tool dated 7/17/25, revealed that the resident had a Brief Interview Mental Status 
(BIMS), of 15 out of 15, indicating that the resident's cognition was intact. A review of the July 2025 
Documentation Survey Report v2, for Activity of Daily Living (ADL) care by the Certified Nursing Assistants 
(CNAs), revealed blanks for the following: Bed mobility on 7/28/25 on the evening shift. On 7/31/25 on the 
night shift. Dressing on 7/28/25 on the evening shift. Personal hygiene on 7/28/25 on the evening shift. Toilet 
use on 7/28/25 on the evening shift. Walk in corridor on 7/28/25 on the evening shift. Walk in room on 
7/28/25 on the evening shift. Bowel and bladder elimination on 7/28/25 on the evening shift.Eating on 
7/28/25 at 6:00 PM, on the evening shift. Nutrition, amount eaten on 7/28/25 at 6:00 PM, on the evening shift 
On 11/6/25 at 1:23 PM, an interview was conducted with the Director of Nursing (DON) who revealed that 
the CNA was responsible for documenting on the Activity of Daily Living (ADL). The DON further revealed 
that the Assistant Director of Nursing (ADON) and the DON were responsible for auditing MAR, TAR, and 
ADL documentation to ensure completion. A review of the facility's undated policy titled ADL Documentation 
Policy revealed under Procedure in item number 2 Documentation Requirements revealed in section a) 
ADLs shall be documented in real time or immediately after completion of care tasks for each shift. NJAC 
8:39, 27.2(b), (h).
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