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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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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 Based on review of clinical records, facility documentation, and facility policy, and staff interview, it was
determined that the facility failed to maintain complete and accurate records for two of six residents reviewed
Residents Affected - Few (Closed Record Resident CR2 and Resident R5).

Findings include:

A facility policy entitled Assessing Falls and Their Cause dated 11/01/24, indicated that when a resident falls,
the following information should be recorded in the resident's medical record:

1. The condition in which the resident was found (e.g. resident found laying on the floor between bed and
chair).

2. Assessment data, including vital signs and any obvious injuries.

3. Interventions, first aid, or treatment administered.

4. Notification of the physician and family, as indicated.

5. Completion of a falls risk assessment.

6. Appropriate interventions taken to prevent future falls.

7. The signature and title of the person recording the data.

Resident CR2's clinical record revealed an admission date of 5/03/23, with diagnoses including Parkinson's
disease with dyskinesia uncontrollable (age-related degenerative brain condition with uncontrollable jerky
movements), paranoid schizophrenia (a severe mental iliness characterized by paranoia, delusions, and
hallucinations), anxiety, and generalized muscle weakness.

A departmental progress note dated 5/13/25, indicated that Resident CR2's family was informed that he/she
was currently at the hospital. The clinical record lacked documentation of the cause for Resident CR2 being

sent to the hospital.

Review of facility documentation revealed that on 5/13/25, at 4:30 a.m. Resident CR2 was being provided
personal hygiene and fell from the bed sustaining injuries to his/her face, right arm, and right foot and leg.
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Further review of Resident CR2's clinical record revealed no evidence of documentation of his/her fall, vital
signs, assessment and injuries, first aid or treatments administered, notification to the family and physician,
completion of the falls risk assessment, and signature and title of the person recording the data.

Resident R5's clinical record revealed an admission date of 6/06/25, with diagnoses including stroke with
left-sided weakness, muscle weakness, unsteady on feet, abnormal gait, mobility and posture, and history of
falling.

Review of facility documentation revealed that on 6/10/25, at 7:20 p.m. Resident R5 experienced a fall in
his/her room while self-ambulating.

Departmental progress note dated 6/11/25, indicated Resident R5 experienced a fall on 6/10/25. The clinical
record lacked documentation of his/her fall, vital signs, assessment and injuries, first aid or treatments
administered, notification of the family and physician, completion of the falls risk assessment, and signature
and title of the person recording the data.

Review of facility documentation revealed that on 6/13/25, at 1:50 p.m. Resident R5 experienced a fall in
another resident's room and sustained injuries to his/her left knee and elbow.

Departmental progress note dated 6/13/25, indicated Resident R5 experienced a fall and was assisted back
to his/her wheelchair by staff. The clinical record lacked documentation of his/her vital signs, assessment
and injuries, first aid or treatments administered, notification of the family and physician, and completion of
the falls risk assessment.

A provider note dated 6/27/25, indicated the presence of skin tear on Resident R5's left upper buttock, and
referenced that the clinical record lacked documentation regarding the cause of the skin tear.

Provider note dated 7/01/25, indicated the presence of dressings to Resident R5's to the left knee and elbow,
Resident R5 disclosed to the provider that he/she had fallen. There was no documentation in the clinical
record of a fall since last observed on 6/27/25, and the last noted fall in the clinical record was 6/13/25.
During an interview on 7/09/25, at 4:05 p.m. the Director of Nursing confirmed that Resident CR2's clinical
record lacked the required documentation regarding his/her fall on 5/13/25, and that Resident R5's clinical
record lacked the required documentation regarding his/her falls on 6/10/25, and 6/13/25.

28 Pa. Code 201.18 (b)(1)(3) Management

28 Pa. Code 211.5(f)(ii)(iv)(ix) Medical records

28 Pa. Code 211.12(d)(1)(3)(5) Nursing services
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