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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 (continued on next page)

Residents Affected - Few
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F 0842 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
review of clinical records, interviews, and review of facility documentation and policies for one of three
Level of Harm - Minimal harm or residents (Resident #1) reviewed for change of condition, the facility failed to ensure the clinical record was
potential for actual harm complete and accurate to include timely notification of a change in condition. The findings included: Based
on review of clinical records, interviews, and review of facility documentation and policies for one of three
Residents Affected - Few residents (Resident #1) reviewed for change of condition, the facility failed to ensure the clinical record was

complete and accurate to include timely notification of a change in condition. The findings included: Resident
#1 had diagnoses that included anxiety disorder, and chronic systolic heart failure. Review of the medical
record on 9/2/2025 identified Person #1 was the court appointed Conservator of Person (COP). Review of
the Quarterly Minimum Data Set (MDS) assessment dated [DATE] identified Resident #1 had a Brief Mental
Interview for Mental Status (BIMS) score of zero (0), indicating severe cognitive impairment and was
dependent for personal hygiene. Review of the Resident Care Plan dated 7/23/2025 identified a self-care
deficit. Interventions directed to provide assistance as indicated, and to discuss with resident/family/power of
attorney any concerns. Respiratory Therapist's note dated 7/30/2025 identified Resident #1 was scratching
his/her eyes and they were red. Physician order dated 7/30/2025 directed to instill one (1) drop of Artificial
Tears Ophthalmic Solution (Artificial Tear Solution) in both eyes every four (4) hours as needed for reddened
sclera (white area of the eye) to both eyes. Review of the nursing notes dated 7/30 and 7/31/2025 failed to
identify the COP was notified Resident #1's eyes were noted to be red and failed to identify the COP was
notified of the new order for Artificial Tear eye drops. Nursing note dated 7/31/2025 at 7:43 PM identified the
COP requested Resident #1 be transferred to the hospital for evaluation of his/her eyes. Resident #1 was
transferred to the hospital at 8:07 PM. Review of a hospital Discharge summary dated [DATE] identified
Resident #1 was seen for eye swelling and was diagnosed with conjunctivitis (infection of the eye). The
hospital administered Ofloxacin (an antibiotic used to treat eye infections) eye drops and was discharged
with an order for Ofloxacin 0.3% eyedrops, one drop to both eyes four (4) times daily. Nursing note dated
8/1/2025 at 7:16 PM identified Resident #1 returned to the facility with a new order for Ofloxacin 0.3%
eyedrops. Record review failed to identify Resident #1's COP was notified of the conjunctivitis diagnosed at
the hospital, and failed to identify he/she was notified of the new orders for Ofloxacin eye drops. Interview
with APRN #1 on 9/2/2025 at 9:11 AM identified on 7/30/2025 he/she was notified that Resident #1's eyes
were red and irritated. APRN #1 stated she gave a new order to administer Artificial Tears, and informed
staff that he/she would see Resident #1 on 8/1/2025. Interview with RN #1 on 9/2/25 at 10:40 AM identified
Resident #1 was readmitted from the hospital on Ofloxacin eye drops. Further, the interview failed to identify
the COP was notified of the diagnosis of conjunctivitis and the new orders for eye drops. Although RN #1
stated the facility practice was to inform the family/resident of new orders, and she may have called the COP
to inform him/her, she stated she did not document any call was made. Interview failed to identify why the
COP was not notified. Interview with the ADNS on 9/2/25 at 11:02 AM identified the facility should have
contacted the COP regarding the new diagnosis and new eye drop orders, and it should have been
documented in the resident's chart. Interview failed to identify why the COP was not notified. Interview with
the Director of Nursing Services (DNS) on 9/2/2025 at 4:16 PM identified the COP had contacted the facility
prior to Resident #1's return from the hospital and informed him/her of Resident #1's conjunctivitis diagnosis
and treatment, however the DNS stated she did not write a nursing note to indicate she had notified the
COP. The DNS indicated a note should have been written in the resident's medical record. Review of the
undated Change of Condition Policy directed in part, the resident and/or responsible party will be notified of a
resident change of condition, and document in the nurse's notes regarding changes, physician notification,
and resident and/or responsible party notification.
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