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195643 09/03/2025

Cornerstone Post Acute Care of Bossier 4900 Medical Drive
Bossier City, LA 71112

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interview, the facility failed to maintain medical records in accordance with
accepted professional standards and practices for 1 (#6) of 7 (#6, #12, #14, #15, #16, #17, #18)
sampled residents. The facility failed to ensure nursing staff maintained the integrity of Resident #6's
medical record.Findings:Review of the facility's policy Nursing Documentation, policy number POL
1008 with an effective date of 10/01/2009 and a reviewed and approved date of 01/11/2023 revealed
in part:1.0 Purpose:1.1 The purpose of Nursing policy is to:1.1.1 Define standard of performance for
quality patient care2.0 Policy:2.5 Incorrect Entry:2.5.1 Handwritten Documentation: when an incorrect
entry is made the nurse shall draw a single line through the incorrect material, making sure it is still
legible, date and initial, NEVER obliterate the incorrect entry with overwrites, whiteout, markers, or
scratching out, rewrite the correct entry/order underneath the original. Review of Resident #6's
medical record on 09/02/2025 revealed in part, Resident #6 was admitted to the facility on [DATE].
Review of Resident #6's orders on 09/02/2025 revealed in part, a telephone order dated 08/25/2025
at 12:20 p.m. which read as follows:Discontinue continuous enteral feeding. Start ensure after meals
if eats less than 50%. TORB (Telephone Order Read Back) S3Registerd Dietician/S4Medical
Doctor/S2Registered Nurse. Further review of Resident #6's telephone order dated 08/25/2025 at
12:20 p.m. revealed a liquid correction fluid had been used at the beginning of the order and the words
Discontinue continuous had been written on top of the dried liquid correction fluid completely
concealing what was underneath the liquid correction fluid. During an interview on 09/02/2025 at 4:49
p.m., S1Administrator reported S2Registered Nurse wrote Resident #6's telephone order dated
08/25/2025 at 12:20 p.m. S1Administrator acknowledge the use of a liquid correction fluid on
Resident #6's telephone order dated 08/25/2025 at 12:20 p.m. and confirmed the use of liquid
correction fluid did not follow the facility's policy regarding documentation and an incorrect entry.
S1Administrator confirmed S2Registerd Nurse should not have used a liquid correction fluid to correct
an order in Resident #6's medical record.
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