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 Based on interview and medical record review, the facility failed to ensure the medical record was complete 
and accurately documented for one of nine sample residents (Resident 1).

* The facility failed to ensure the documentation on the TAR for Resident 1 was complete and accurate. This 
failure had the potential for the resident's care needs not being met as the medical record was incomplete.

Findings:

Medical record review for Resident 1 was initiated on 1/24/25. Resident 1 was admitted to the facility on 
[DATE].

a. Review of Resident 1's TAR showed the following physician's order:

- dated 6/26/24, to monitor Resident 1's pain before, during, and after the treatment every day shift for wound 
care,

- dated for 2/28/24, for wound care to Resident 1's right buttock skin abrasion,

- dated 12/30/24, for wound care to Resident 1's right dorsal foot, and

- dated 5/10/24, for wound care to Resident 1's right heel.

Further review of Resident 1's TAR showed no documentation if the above physician's treatment orders were 
performed on 11/10, 12/14, 12/21, 12/27, 12/28/24, 1/7, 1/11, and 1/22/25, for the morning shifts (0700-1500 
hours).

b. Missing documentation for Resident 1's right lateral malleolus wound care as per the physician's order 
dated 8/29/24 (which was discontinued on 1/7/25), on 11/10, 12/14, 12/21, 12/27, 12/28/24, and 1/7/25, for 
the morning shifts.

c. Missing documentation for Resident 1's right lateral malleolus wound care as per the physician's order 
dated 1/7/25, on 1/11 and 1/22/25, for the morning shifts.
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d.Missing documentation for the following physician's orders: to apply Resident's 1 left knee immobilizer on 
at all times every shift (dated 6/16/24), monitor Resident 1's left lower extremity pitting edema (dated 
7/28/23),and off load Resident 1's right heel using pillows when in bed (dated 9/4/24), on the following dates:

- 11/3, 11/4, 11/5, 11/15/24, for the evening shifts (1500-2300 hours);

- 11/8, 11/11, 12/6, 12/7/24,for the night shifts (2300-0700 hours); and

- 11/10, 12/14, 12/21, 12/27, 12/28/24, 1/7, 1/11, and 1/22/25, for the morning shifts.

On 1/24/25 at 1105 hours, a concurrent medical record review and interview was conducted with RN 4. RN 4 
verified all above missing documentation on Resident 1's TAR for November 2024 through January 2025. 
RN 4 stated the TAR should have been completed by the licensed nurses, and not left blank.

On 1/24/25 at 1153 hours, an interview was conducted with the DON. The DON was informed and 
acknowledged the above findings.
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