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Rock River Health Care 707 West Riverside Boulevard
Rockford, IL 61103

F 0842

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.

Based on observation, interview, and record review the facility failed to ensure a resident's seizures
were documented in the resident's medical records for 1 of 3 residents (R1) reviewed for medical
records in the sample of 8. The findings include:On 6/2/26 at 10:36 AM, R1 was sitting in his
wheelchair on the patio of the facility. R1 was wearing a helmet on his head. R1 said he is epileptic
and has seizures all the time. R1 said he does not recall when he has them and can not feel them
coming on. On 6/2/26 at 12:20 PM, V9 Certified Nursing Assistant said R1 has seizures almost every
other day. V9 said R1 had a seizure yesterday (6/1/26). V9 said when R1 has a seizure they alert the
nurse. On 6/2/26 at 1:20 PM, V10 Licensed Practical Nurse said R1 has seizures almost every day.
V10 said R1 has a medication they give him when he is having a seizure (Valtoco) and if that doesn't
help, they have to call the paramedics. On 6/2/26 at 1:45 PM, V3 Assistant Director of Nursing said
nursing should be documenting R1's seizures in the progress notes and that Valtoco is administered in
the Medication Administration Record. R1's MAR for May and June 2026 shows an order for Valtoco
15 MG Dose Nasal Liquid Therapy Pack 2 x 7.5 MG/0.1ML (Diazepam Anticonvulsant) 1 spray in each
nostril every 12 hours as needed for seizure related to Post Traumatic Stress Seizures. Both of these
MAR do not contain documentation that R1 was administered Valtoco for seizures. R1's Controlled
Drug Receipt/Record/Disposition Form for Valtoco 15 MG spray shows R1 was given Valtoco on
5/15/26, 5/16/26, 5/17/26, and 5/26/26. R1's Progress Notes do not contain documentation
regarding R1 having seizures. The facility's Policy and Procedure Documentation dated 1/25 shows It
is the policy of the facility to maintain required and accurate documentation in the residents' chart:
The staff is responsible for making their own prompt, factual, concise, complete, and appropriate
entriesThe documentation shall include the resident's current status, changes in condition,
interventions, and appropriate notifications.
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