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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** 45666

Based on interview and record review, the facility failed to ensure a resident's medical record was complete 
and accurate related to incontinence care logs, for 1 of 3 residents reviewed for incontinence care. (Resident 
B)

Finding includes: 

Resident B's closed record was reviewed on 4/15/24 at 10:37 a.m. Diagnoses included, but were not limited 
to, acute respiratory failure, heart failure, and bipolar disorder. The resident was admitted to the facility on 
[DATE] and discharged on [DATE]. 

The Discharge Minimum Data Set (MDS) assessment, dated 1/18/24, indicated the resident was cognitively 
intact for daily decision making, was occasionally incontinent of bowel and bladder and required assistance 
with toileting. 

A Care Plan, dated 12/22/23, indicated the resident had an activity of daily living (ADL) self-care 
performance deficit related to activity intolerance, chronic obstructive pulmonary disease, and respiratory 
failure. Interventions included, but were not limited to, the resident required staff participation for use of the 
toilet, transfers, repositioning and turning in bed, and eating.

The January 2024 Tasks indicated ADL-Toilet Use had a frequency of every shift. There were no entries on 
1/10/24. There was one entry on 1/5/24, 1/6/24, 1/9/24, 1/13/24, 1/14/24, and 1/18/24. There were two 
entries on 1/2/24, 1/3/24, 1/7/24, 1/8/24, 1/12/24, 1/17/24.

During an interview on 4/15/24 at 12:20 p.m., the Nurse Manager indicated the resident was incontinent and 
required incontinence care provided by the staff. The staff should have documented at least every shift for 
incontinence care provided, which would include how much assistance they required and whether they were 
continent or incontinent. At a minimum, documentation should have been three times a day at the end of 
each shift. 

During an interview on 4/15/24 at 12:37 p.m., the Director of Nursing indicated she had no further information 
to provide. 
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During an interview on 4/15/24 at 12:57 p.m., the Administrator indicated the staff had reported that charting 
was not always accessible during their shifts, so the facility had implemented a tablet to use for charting. She 
was unable to provide any additional information. 

This citation relates to Complaint IN00428577. 
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