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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.
Level of Harm - Potential for

minimal harm Based on interviews and record reviews, the facility failed to ensure documentation was complete and
accurate for residents' activities of daily living (ADL) for 3 (Resident #1, Resident #2, Resident #3) of 3
Residents Affected - Some (Resident #1, Resident #2, Resident #3) sampled residents investigated for ADLs.
Findings:

Review of the facility's Charting and Documentation policy, dated July 2017, revealed, in part, all services
provided to the resident, progress toward the care plan goals, or any changes in the resident's medical,
physical, functional or psychosocial condition, shall be documented in the resident's medical record.

Resident #1

Review of Resident #1's Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of
03/18/2025 revealed Resident #1 required supervision and set up help with transfer. Further review of
Resident #1's MDS revealed Resident #1 required partial to moderate assistance with personal hygiene.
Review of Resident #1's Care Plan with a documented goal date of 06/19/2025 revealed, in part, Resident
#1 had an ADL self-care performance deficit. Further review revealed Resident #1 required supervision or
touch assistance with chair/bed-to-chair transfers and partial to moderate assistance with personal hygiene.

Review of Resident #1's March 2025 Documentation Survey Report revealed, in part, the following:

-Personal Hygiene: no documented evidence personal hygiene assistance was provided on the 6:00AM -
6:00PM shift on 03/21/2025; and,

-Transfers: no documented evidence transfer assistance was provided on the 6:00AM - 6:00PM shifts on
03/12/2025, 03/13/2025, 03/21/2025, or on the 6:00PM - 6:00AM shifts on 03/13/2025, 03/14/2025, and
03/31/2025.

Review of Resident #1's April 2025 Documentation Survey Report revealed, in part, the following:

-Personal hygiene: no documented evidence personal hygiene assistance was provided on the 6:00AM -
6:00PM shifts on 04/02/2025 or on the 6:00PM - 6:00AM shift on 04/05/2025 and 04/11/2025; and,
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F 0842 -Transfers: no documented evidence transfer assistance was provided on the 6:00AM - 6:00PM shift on
04/01/2025, or on the 6:00PM - 6:00AM shifts on 04/04/2025 and 04/11/2025.
Level of Harm - Potential for

minimal harm In an interview on 06/09/2025 at 2:55PM, S3MDS Coordinator confirmed Resident #1's transfer and personal
hygiene assistance was not documented as provided on the above mentioned dates. S3MDS Coordinator
Residents Affected - Some further indicated the Certified Nursing Assistants (CNAs) were responsible for documentation of assistance

provide to Resident #1 for transfers and personal hygiene.

Resident #2

Review of Resident #2's MDS with an ARD of 05/23/2025 revealed Resident #2 was dependent for transfers.
Further review of Resident #2's MDS revealed Resident #2 required partial to moderate assistance with
personal hygiene.

Review of Resident #2's Care Plan with a documented goal date of 08/29/2025 revealed, in part, Resident
#2 had an ADL self-care performance deficit. Further review revealed Resident #2 required total assistance
of 2 staff persons for transfers.

Review of Resident #2's May 2025 Documentation Survey Report revealed, in part, the following:
-Personal Hygiene: no documented evidence personal hygiene assistance was provided on the 6:00AM -
6:00PM shifts on 05/02/2025, 05/16/2025, 05/17/2025, 05/18/2025, and 05/31/2025 or on the 6:00PM -
6:00AM on 05/21/2025; and,

-Transfers: no documented evidence transfer assistance was provided on the 6:00AM - 6:00PM shifts on
05/02/2025, 05/16/2025, 05/17/2025, 05/18/2025, and 05/31/2025 or on the 6:00PM - 6:00AM shift on
05/21/2025.

Review of Resident #2's June 2025 Documentation Survey Report revealed, in part, the following:

-Personal Hygiene: no documented evidence personal hygiene assistance was provided on the 6:00AM -
6:00PM shifts on 06/04/2025 and 06/05/2025; and,

-Transfers: no documented evidence transfer assistance was provided on the 6:00AM - 6:00PM shifts on
06/04/2025 and 06/05/2025.

Resident #3

Review of Resident #3's MDS with an ARD of 03/21/2025 revealed Resident #3 was dependent for transfers
and personal hygiene.

Review of Resident #3's Care Plan with a documented goal date of 06/30/2025 revealed, in part, Resident
#3 had an ADL self-care performance deficit and required assistance with transfers and personal hygiene.

Review of Resident #3's May 2025 Documentation Survey Report revealed, in part, the following:
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F 0842 -Personal Hygiene: no documented evidence personal hygiene assistance was provided on the 6:00AM -
6:00PM shifts on 05/03/2025, 05/12/2025, 05/13/2025, 05/16/2025, 05/17/2025, 05/21/2025, 05/22/2025,

Level of Harm - Potential for 05/26/2025, 05/27/2025, 05/30/2025 or on the 6:00PM - 6:00AM shifts on 05/20/2025, 05/30/2025, and

minimal harm 05/31/2025; and,

Residents Affected - Some -Transfers: no documented evidence transfer assistance was provided on the 6:00AM - 6:00PM shifts on

05/03/2025, 05/12/2025, 05/13/2025, 05/14/2025, 05/16/2025, 05/17/2025, 05/18/2025, 05/21/2025,
05/22/2025, 05/26/2025, 05/27/2025, and 05/30/2025 or on the 6:00PM - 6:00AM shifts on 05/02/2025,
05/20/2025, 05/30/2025, and 05/31/2025.

Review of Resident #3's June 2025 Documentation Survey Report revealed, in part, the following:

-Personal Hygiene: no documented evidence personal hygiene assistance was provided on the 6:00AM -
6:00PM shifts on 06/1/2025 and 06/04/2025; and,

-Transfers: no documented evidence transfer assistance was provided on the 6:00AM - 6:00PM shifts on
06/01/2025 and 06/04/2025.

In an interview on 06/10/25 at 11:29AM, S2Director of Nursing (DON) indicated the CNA staff were
responsible for ADL documentation. S2DON confirmed Resident #1's, Resident #2's, and Resident #3's
transfer and personal hygiene assistance was not documented as provided on the above mentioned dates
and should have been documented.
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