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Majestic Care of Southport 8549 S Madison Ave
Indianapolis, IN 46227

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.

44849

Based on interview and record review, the facility failed to ensure a resident's transfer to the emergency 
department was documented in the medical record for 1 of 3 residents reviewed for documentation. 
(Resident B)

Findings include:

During an interview on 2/26/25 at 8:10 a.m., Resident B's daughter indicated, on 2/21/25 at approximately 
3:00 p.m., she noticed Resident B was lethargic, so she called 911 to have Resident B sent to the 
emergency department. 

The clinical record for Resident B was reviewed on 2/26/25 at 8:20 a.m. The diagnoses included, but were 
not limited to, bladder cancer, asthma, and chronic atrial fibrillation.

A hospital palliative care note, dated 2/23/25 at 2:19 p.m., indicated, on 2/21/25, Resident B presented to the 
emergency department with altered mental status and was admitted to hospital. 

During an interview on 2/26/25 at 9:10 a.m., the Director of Nursing indicated the nurse that was caring for 
Resident B, when she was transferred to the emergency department, should have documented a note in 
Resident B's record regarding the transfer.

On 2/26/25 at 11:57 a.m., the Administrator provided a copy of facility policy, titled Transfer Discharge, dated 
1/2/24, and indicated this was the current policy used by the facility. A review of the policy indicated 
document relevant information regarding the transfer in the medical record.

This citation relates to Complaint IN00454230.
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