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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 - Minimal harm
or potential for actual harm 40702

Residents Affected - Few Based on records reviewed and interviews for one of three sampled residents (Resident #1), the Facility
failed to ensure they maintained a complete and accurate medical record, although Resident #1 no longer
required the use of a bed alarm, nursing continued to document on it's function and placement on his/her
Treatment Administration Record.

Findings Include:

Review of the Facility's Policy tilted Nursing Documentation, dated as last reviewed September 05, 2024,
indicated the following:

-the Facility will ensure nursing documentation is consistent with professional standards of practice, the state
nurse practice act, and any state laws governing the scope of nursing practice

-long-term care facilities maintain clinical records for each resident and these records must be complete and
accurate

-document only the care actually provided

Resident #1 was admitted to the Facility in July 2024, diagnoses included myasthenia gravis (weakness and
fatigue of muscles under voluntary control), difficulty in walking, muscle weakness, hypertension, asthma,
and chronic obstructive pulmonary disease.

Review of Resident #1's Treatment Administration Records (TARS), dated 08/30/24 through 08/31/24 and
09/01/24 through 09/09/24, indicated that nursing initialed and signed off his/her TARs that the bed alarm
was checked for function and placement every shift.

During an interview on 09/24/24 at 2:39 P.M., Nurse #1 said Resident #1 had been cleared by therapy to
ambulate and toilet independently in his/her room (exact date unknown). Nurse #1 said Resident #1 did not
have a bed alarm on his/her bed and said the bed alarm order should have been discontinued because
he/she was now independent.

Review of Resident #1's Therapy Care Plan Communication Tool, dated 08/30/24, indicated he/she was
independent with toileting and independent in room with rolling walker for mobility/transfer.
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Nurse #1 reviewed Resident #1's TARs with the Surveyor, for the period of 08/30/24 through 09/09/24 and
Nurse #1 said that Resident #1's bed alarm order had not been discontinued, but should have been. Nurse
#1 said he should not have signed off on Resident #1's bed alarm on the dates and shifts he worked
(08/30/24 through 09/07/24) because Resident #1 did not use a bed alarm during that time frame.

During an interview on 09/25/24 at 9:39 A.M., Nurse #2 said Resident #1 was independent with ambulation
and toileting in his/her room and he/she did not use a bed alarm. Nurse #2 said she randomly checked off
the bed alarm order on Resident's #1's TARs on the shifts she worked in September 2024 and said she
should not have.

During an interview on 09/26/24 at 1:19 P.M., Certified Nurse Aide (CNA) #1 said Resident #1 did not have a
bed alarm in place. CNA #1 said Resident #1's bed alarm was removed after he/she was cleared by therapy
as independent with toileting and ambulation with a rolling walker.

During an interview on 09/24/24 at 1:30 P.M., the Unit Manager said Physical Therapy (PT) cleared Resident
#1 to be independent with toileting and ambulation using a walker in his/her room (exact date unknown). The
Unit Manager said when Resident #1 was cleared by PT his/her bed alarm was removed from the bed, but
said he was not sure if the physician's order had been discontinued. The Unit Manager said he and all
nurses were responsible to discontinue physician's orders and said the nurse assigned to Resident #1 the
day he/she was cleared should have discontinued the order for the bed alarm.

Review of Resident #1's Medical Record indicated there was no documentation to support nursing staff
discontinued his/her physician's order for the bed alarm after he/she was cleared as being independent by
therapy.

During an interview on 09/24/24 at 3:37 P.M., the Director of Nursing (DON) said Resident #1 was
independent with toileting and ambulation with a walker in his/her room. The DON said Resident #1 did not
use a bed alarm because he/she had been cleared by therapy to be independent in his/her room. The DON
said the nurses should not have been signing off on the bed alarm if Resident #1 was not using it and that
his/her physician's order for the bed alarm should had been discontinued.
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