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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.

Level of Harm - Potential for
minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50003

Residents Affected - Some Based on observation, interview, medical record review, and facility P&P review, the facility failed to ensure
one of four sampled residents' (Resident 1) medical record was accurate and complete.

* The facility failed to ensure there was nursing documentation for 72 hours each shift for a COC. This failure
posed the risk for changes in Resident 1's health condition to go undetected and possibly delay necessary
care and treatment.

Findings:

Review of the facility's P&P titled Change of Condition Notification revised 4/2015 showed

a licensed nurse will document each shift for at least 72 hours for a change of condition.

Review of the facility's P&P titled Fall Management Program revised 3/2021 showed documentation of the
fall incident in the medical record may include the resident's condition.

Medical record review for Resident 1 was initiated on 4/4/25. Resident 1 was admitted to the facility on
[DATE], and readmitted on [DATE].

Review of Resident 1's H&P examination dated 12/28/24, showed Resident 1 could make needs known but
could not make medical decisions.

Review of Resident 1's medical record titled eINTERACT Change in Condition Evaluation - V 5.1 dated
2/21/25, showed Resident 1 had an unwitnessed fall on 2/20/25.

Review of Resident 1's Post Fall Evaluation dated 2/2025 showed Resident 1 had an unwitnessed fall on
2/20/25 at 2331 hours, with no evidence of an injury.

Further review of Resident 1's medical record failed to show the nursing staff had documented in each shift
for 72 hours post the unwitnessed fall on 2/20/25.
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F 0842 On 4/4/25 at 1007 hours, a concurrent interview and medical record review was conducted with LVN 4. LVN
4 verified Resident 1 had a history of an unwitnessed fall on 2/20/25. LVN 4 further verified the above

Level of Harm - Potential for findings. LVN 4 stated Resident 4 was transferred to the acute care hospital on 2/22/25. LVN 4 verified there

minimal harm should have been a COC documentation done every shift until the time of the transfer to the acute care
hospital. LVN 4 stated a change of condition including falls required the license nurses to document every

Residents Affected - Some shift for 72 hours. LVN 4 stated the 72 hours COC documentation every shift would ensure the staff

monitored the resident after a fall for the changes to their condition including neurological changes or pain.

On 4/4/25 at 1034 hours, a concurrent interview and medical record review was conducted with RN 1. RN 1
stated the COC monitoring after a fall included the COC documentation every shift for 72 hours to ensure the
residents after a fall were monitored for a change in health status. RN 1 stated any changes in the resident's
status or condition will be reported to the physician for further orders. RN 1 verified Resident 1 did not have
documented evidence of the COC documentation was conducted every shift for 72 hours status post the
unwitnessed fall on 2/20/25. RN 1 stated the 72 hours COC documentation every shift would ensure the
changes in the resident's condition were monitored.

On 4/4/25 at 1400 hours, a concurrent interview and medical record review was conducted with the DON and
Administrator. The DON acknowledged all the above findings.
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