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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

Based on the review of facility policy, observations, clinical records, and staff interviews, it was determined 
that the facility failed to accurately document meal consumption for six of seven residents observed. 
(Residents R1, R2, R3, R4, R5, and R6).

Findings include: 

Review of the facility policy, Charting and Documentation dated 1/2/24, indicated Documentation in the 
medical record will be objective (not opinionated or speculative), complete, and accurate.

During an observation on 6/29/25, at 12:40 p.m. Resident R1's meal was noted to be approximately 25% 
consumed. 

Review of Resident R1's Task List history indicated that on 6/29/25, at 11:42 a.m. NA Employee E1 
documented Resident R1's meal consumption was 75%.

During an observation on 6/29/25, at 12:47 p.m. Resident R2's meal was noted to be approximately 75% 
consumed. 

Review of Resident R2's Task List history indicated that on 6/29/25, at 11:41 a.m. NA Employee E1 
documented Resident R2's meal consumption was 100%.

During an observation on 6/29/25, at 12:48 p.m. Resident R3's meal was noted to be approximately 25% 
consumed. 

Review of Resident R3's Task List history indicated that on 6/29/25, at 11:42 a.m. NA Employee E1 
documented Resident R3's meal consumption was 75%.

During an observation on 6/29/25, at 12:50 p.m. Resident R4's meal was noted to be approximately 100% 
consumed. 

Review of Resident R4's Task List history indicated that on 6/29/25, at 12:29 p.m. NA Employee E2 
documented Resident R4's meal consumption was 75%.

During an observation on 6/29/25, at 12:51 p.m. Resident R5's meal was noted to be approximately 25% 
consumed. 
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Review of Resident R5's Task List history indicated that on 6/29/25, at 12:27 p.m. NA Employee E2 
documented Resident R5's meal consumption was 75%.

During an observation on 6/29/25, at 12:52 p.m. Resident R6's meal was noted to be approximately 25% 
consumed. 

Review of Resident R6's Task List history indicated that on 6/29/25, at 12:27 p.m. NA Employee E1 
documented Resident R6's meal consumption was 75%.

During an interview on 6/29/25, at 12:53 p.m. when asked why she had charted Resident R1's meal 
consumption prior to the meal being consumed, NA Employee E1 stated, Maybe that's the one I charted too 
fast.

During an interview on 6/29/25 at approximately 1:00 p.m., the Nursing Home Administrator confirmed that 
the facility failed to accurately document meal consumption for six of seven residents observed.

28 Pa. Code: 211.5(f)(g)(h) Clinical records.
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