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Based on record review, review of facility's policy and procedure, and staff interviews, the facility failed to 
ensure the medical record for 1 (Resident #1) of 3 residents reviewed was complete by failing to safeguard 
medical record information against destruction.The findings included:Review of the facility's policy and 
procedure titled, admission Assessment and Follow Up: Role of the Nurse revealed the steps in the 
procedure included, .Reconcile the list of medications from the medication history, admitting orders, the 
previous Medication Administration Record (if available), and the discharge summary from the previous 
institution, according to established procedures. 12) Contact the Attending Physician to communicate and 
review the findings of the initial assessment and any other pertinent information and obtain admission orders. 
Documentation: The following information should be recorded in the resident's medical record: 5) Orders 
obtained from the physician; 6) the signature and title of the person recording the data.Review of the facility's 
Policy titled, Retention of Medical Records revised 2006 revealed, Medical records shall be retained by the 
facility in accordance with current applicable laws. Policy Interpretation and Implementation: 1) Medical 
records of discharged residents will be retained for a period of 5 years. 2) Inactive medical records, those 
that extend beyond the above requirements, will be destroyed. 3) Persons delegated by the administrator 
shall witness the destroying of the medical records. 4) A record of the medical records destroyed shall be 
maintained and shall include at least the following: a) Date and time destroyed; b) medical record number; c) 
how records were destroyed; d) where medical records were destroyed e) signature of personnel destroying 
records; and f) others as appropriate or necessary.Review of the Medical Records Coordinator job 
description revealed the medical records secretary is responsible for the proper recording, filing and upkeep 
of the Health Center medical records.Review of the medical record for Resident #1 revealed an admission 
date of 7/4/25 from an acute care hospital. Diagnoses included hip fracture, post hip surgery, hypothyroidism 
(abnormally low activity of the thyroid gland), hypertension (high blood pressure) and arthritis.The medical 
record lacked documentation of signed admission physician's orders. There was no documentation the 
discharge summary and list of medications from the acute care hospital were reviewed and communicated to 
the attending physician.On 12/30/25 at 12:32 p.m., in an interview Unit Manager Registered Nurse (RN) Staff 
A said hospital discharge orders are sent with the resident from the hospital. She said the Unit Managers are 
responsible for entering new admission orders into the electronic medical record. She said the physician is 
notified to verify the orders. She said the nurse who calls the physician should write a progress note 
including date, time the physician was contacted and any new orders. Unit Manager RN Staff A said a 
second nurse checks the medications and initials the hospital discharge orders. She said the completed 
admission orders are placed in the physician's binder for signature. She said once the admission orders are 
signed, it goes to medical records for filing.On 12/30/25 at 12:50 p.m., in an interview the Medical Records 
Coordinator Staff B said the admissions orders for Resident #1 had been shredded. She said sometime 
around July an Interim Director of Nursing (DON) told her there would be no paper charts going forward and 
told her to shred the residents' records. Staff B said she shredded residents' records from July 2025 through 
October 2025 until the Administrator told her not to shred residents' records. She said there was no record of 
the medical records that were destroyed.On 12/30/25 at 2:30 p.m., in an interview the Director of Nursing 
(DON) said that she could not find any documentation or evidence that the nurse called the physician to 
verify Resident #1's admission orders. She said no progress note was written and Medical Record 
Coordinator Staff B shredded Resident #1's original hospital discharge orders. The DON said it was not the 
facility's current practice to shred residents' medical records. She said a prior interim DON had asked Staff B 
to shred the documents.On 12/30/25 at 4:30 p.m., in an interview, the Administrator said he was not aware 
until today that medical records were being shredded. Staff B told him she was following orders. He said, 
Shredding medical records is not our practice. The Administrator said they have to look at proper destruction 
procedures and the whole medical record retention process.
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