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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47460

Based on clinical record review, facility documentation review, and interviews for one of three residents 
(Resident #4) reviewed for abuse, the facility failed to ensure the clinical record was complete and accurate 
to include documentation of every 15-minutes observations. The findings include:

Resident #4's diagnoses included dementia, and schizoaffective disorder. The quarterly Minimum Data Set 
(MDS) assessment dated [DATE] identified that Resident #4 was severely cognitively impaired and had no 
behaviors. 

Review of the facility Reportable Event Form dated 7/22/2024 at 8:35 PM identified Resident #4 was 
involved in a resident-to-resident incident on 7/22/2024 at 7:15 PM. The residents were separated, and 
Resident #4 was placed on every 15-minute checks. 

A nursing note dated 7/22/2024 at 9:02 PM identified Resident #4 was involved in a resident-to-resident 
incident on 7/22/2024 at 7:15 PM. The residents were separated, and Resident #4 was placed on every 
15-minute checks. 

Review of facility Every 15-minute Flowsheet dated 7/23/2024, directed the reason for observation was an 
altercation with another resident. Review identified during the 7 AM to 3 PM shift, LPN #2 failed to document 
every 15-minute checks were completed at 1:30, 1:45, 2:00, 2:15, 2:30, 2:45 and 3:00 PM, (7 out of 32 
times). 

Interview and clinical record review on 8/7/2024 at 1:48 PM with LPN #2 stated he/she completed the every 
15-minute checks on 7/23/2024 during the 7 AM to 3 PM shift. LPN #2 stated she forgot to complete the 
documentation for 1:30, 1:45, 2:00, 2:15, 2:30, 2:45 and 3:00 PM, and stated he/she should have completed 
the form.

Interview and clinical record review with the DNS on 8/7/2024 at 2:06 PM identified LPN #2 should have 
documented the every 15-minute checks on the form.

Although a documentation policy was requested, interview with RN #1 on 8/7/2024 at 10 AM identified the 
facility did not have a documentation policy. 
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