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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 - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36292

Residents Affected - Few Based on interview, and record review, the facility failed to ensure one of three sampled resident's (Resident
2) medical record was complete and accurate when

a. the facility failed to document an assessment after an allegation of suspected drug use was made
regarding Resident 2.

b. the facility failed to enter the correct date and time of a weekly assessment completed for Resident 2.
This deficient practice resulted in an inaccurate depiction of Resident 2's care and health status.
Findings:

During a review of Resident 2's Admission Record, the admission record indicated Resident 2 was originally
admitted to the facility on [DATE] with diagnoses including Opioid dependence (physical and psychological
reliance on opioids, a substance found in certain prescription pain), blood clots (mass of blood that forms to
stop bleeding) in the arms and legs, substance abuse (Excessive use of psychoactive drugs, such as
alcohol, pain medications, or illegal drugs), paraplegia (unable to move legs and lower body), and one sided
weakness.

During a review of Resident 2's Minimum Data Set (MDS), a standardized assessment and care-screening
tool, dated 2/21/2024, the MDS indicated Resident 2 had moderately impaired cognition, and needed
supervision with eating, oral hygiene, and toilet hygiene, and upper body dressing. Resident 2 needed partial
assistance with showering, and lower body dressing.

During a review of Resident 2's progress notes, the notes indicated on 4/15/2024 at 3:11 p.m., kitchen staff
saw Resident 2 allegedly injecting himself with the syringe but quickly hid what he was doing when noticed
the kitchen staff was around.

During a review of Resident 2's medical records, no documented evidence of a completed assessment was
made on 4/15/2024 after the incident was reported.

During a review of Resident 2's progress notes, the notes indicated:
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F 0842 a. On 4/16/2024 at 7:54 p.m., Resident 2 left the facility at 7:45 p.m. via easy transport in stable condition.
Level of Harm - Minimal harm or b. Late entry on 4/19/2024 at 5:16 p.m. Weekly summary notes indicated Resident 2 was assessed. The
potential for actual harm entry did not indicate when the assessment date and time.

Residents Affected - Few During a phone interview on 4/25/2024 at 3:10 p.m., with Licensed Vocational Nurse 1 (LVN 1), LVN 1 stated

the assessment for Resident 2 was not documented after the incident of alleged drug use was reported but it
was completed.

During a phone interview with the Director of Nursing (DON) on 4/25/2024 at 4:30 p.m. the DON stated staff
should have documented an assessment after the alleged drug use was reported. The DON stated the late
entry on 4/19/2024 should have indicated the date and time the assessment was completed, because the
resident was already discharged .

During a review of the facility's policy and procedure titled Charting Documentation undated, the policy
indicated any notable changes in the resident's medical, physical, functional, or psychosocial condition
observed by staff, should be documented in the resident's medical record. Documentation of procedures and
treatments should include care-specific details, including items such as: the date and time the
procedure/treatment was provided; the name and title of the individual(s) who provided the care, the
assessment data and/or any unusual findings obtained during the procedure/treatment, if applicable.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 056378 Page 2 of 2



