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

43739

 Based on interview, and record review, the facility failed to ensure Licensed Nurses (LNs) documented in 
the electronic medical record for one of six sampled residents (Resident 1) when Resident 1 had a change of 
condition and was transferred to the acute hospital.

These failures resulted in an inaccurate record and had the potential to affect developing an accurate 
resident plan of care when a change of condition was not documented in the record.

Findings:

During a review of the facility's policy titled, Change of Condition Notification , revised 4/1/2015, at the 
section of Documentation , indicated:

a. A Licensed Nurse (LN) will document the following:

- Date, time, and pertinent details of the incident and the subsequent assessment in the Nursing Notes.

- The time the Attending Physician was contacted, the method by which he was contacted, the response 
time, and whether or not orders were received.

- The time the family/responsible person was contacted.

- The incident and brief details in the 24-Hour Report.

- If the resident is transferred to an acute care hospital, complete an inter-facility transfer form.

- Complete an incident report per Facility policy.

b. A LN will communicate any changes in required interventions to the CNAs involved in the resident's care.

c. A LN will document each shift for at least seventy-two (72) hours.
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d. Documentation pertaining to a change in the resident's condition will be maintained in the resident's 
medical record and on the Twenty-Four-Hour Report 

During a review of Resident 1's clinical record, indicated that Resident 1 was admitted to the facility originally 
on 3/7/23 with diagnoses which included chronic kidney disease, diabetes (high blood sugar), and acquired 
absence of right leg below knee (the right leg below the knee was amputated). Resident 1 was his own 
healthcare decision maker.

During a review of Resident 1's Minimum Data Set (MDS - an assessment and care screening tool), dated 
3/14/23, the MDS indicated that Resident1 had a brief interview for mental status (BIMS) score of 12 out of 
15, at section C Cognitive Patterns indicating that her cognition (ability to make decisions and memory recall) 
was mildly impaired.

During an interview on 1/7/24 at 11:57 am, with Family A, the Family A stated that she was informed that 
Resident 1 was transferred to the acute hospital on 5/29/23.

During a review of Resident 1's medical record titled, Skilled Nursing Facility (SNF)/Nursing Facility (NF) to 
Hospital Transfer Form , indicated Resident 1 was transferred to Hospital B on 5/29/23 at 1:35 am, due to 
Altered Mental Status (a noticeable change in a person's mental function, including their level of 
consciousness, awareness, cognition, or attention, which can manifest as confusion, disorientation, lethargy, 
or unusual behavior, often indicating an underlying medical condition requiring prompt evaluation).

During a concurrent interview and record review on 1/8/25 at 12:30 pm, with the Director of Staff 
Development (DSD), Resident 1's medical record was reviewed, the DSD confirmed there was no 
documentation found in the nursing progress note about Resident 1's change of condition and was 
subsequent transfer to the acute hospital on 5/29/23. The DSD stated the nurses were required to assess 
the resident whenever there's a change of condition and document the findings in the resident's record.

During a concurrent interview and record review on 1/8/25 at 12:55 pm, with the Medical Record Supervisor 
(MDS), in the medical record office, Resident 1's medical record was reviewed. The MDS confirmed that 
Resident 1 was transferred to the hospital due to an altered mental status, based on the information provided 
on the form titled, Skilled Nursing Facility (SNF)/Nursing Facility (NF) to Hospital Transfer Form , dated 
5/29/23. However, the MDS confirmed that she could not find any nursing note in Resident 1's record that 
was related to this transfer. The MDS stated that the nurses were required to complete the change of 
condition assessment and document the findings in Resident 1's record when Resident 1 had a change of 
condition on 5/29/23.

During a concurrent interview and record review on 1/8/25 at 2:20 pm, with the Director of Nursing (DON) in 
the DON's office, the DON confirmed there was no documentation found in the nursing progress note about 
Resident 1's change of condition and subsequent transfer to the acute hospital on 5/29/23. The DON stated 
the nursing staff were required to assess the condition of the resident and document the findings in the 
resident's record whenever there is a change of condition.
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