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47510

Based on record review and interview, the facility failed to ensure medical records were complete and 
accurate for 1 (R #14) of 3 (R #12, R #14, and R #15) residents reviewed for abuse. This deficient practice 
has the potential to negatively impact the care staff provide to meet residents' needs due to missing or 
inaccurate records and resident information. The findings are:

A. On 07/23/24 at 12:10 PM, during an interview, CNA #11 stated that R #14 had not had anything to eat for 
lunch or breakfast. CNA #11 said that R #14 had not eaten breakfast or lunch for a week. CNA #11 said that 
she had documented that R #14 was not eating. 

B. Record review of the CNA's documentation for ADL's (Activities of Daily Living) (meal task) dated 
07/23/24 for R #14, revealed the following:

 1. On 07/16/24 at 8:44 AM, staff did not document the amount of the meal intake.

 2. On 07/16/24 at 1:07 PM, staff did not document the amount of the meal intake.

 3. On 07/16/24 at 5:52 PM, staff did not document the amount of the meal intake.

 4. On 07/17/24 at 8:44 AM, staff did not document the amount of the meal intake. 

 5. On 07/17/24 at 2:06 PM, staff did not document the amount of the meal intake 

 6. On 07/17/24 at 6:04 PM, staff did not document the amount of the meal intake.

 7. On 07/18/24 at 8:59 AM, staff did not document the amount of the meal intake.

 8. On 07/22/24 at 8:40 AM, staff did not document the amount of the meal intake.

 9. On 07/22/24 at 2:13 PM, staff did not document the amount of the meal intake.

 10. On 07/22/24 at 5:59 PM, staff did not document the amount of the meal intake.

 11. On 07/23/24 at 8:02 AM, staff did not document the amount of the meal intake.
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 12. On 07/23/24 at 12:11 PM, staff did not document the amount of the meal intake.

C. Record review of R #14's medical record revealed the record did not contain any documentation that R 
#14 was not eating.

D. On 07/23/24 at 2:56 PM, during an interview, the DON confirmed that CNA #11 did not document that R 
#14 was not eating. She said that it should be documented that R #14 was not eating. 
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