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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.

Based on review of clinical records and investigation documents, as well as staff interviews, it was 
determined that the facility failed to ensure that clinical records were complete and accurately documented 
for one of three residents reviewed (Resident 3).

Findings include:

An admission Minimum Data Set (MDS) assessment (a mandated assessment of a resident's abilities and 
care needs) for Resident 3, dated April 29, 2025, indicated that the resident was cognitively impaired, was 
dependent on staff for daily care tasks, and had a history of falls. 

A nursing note for Resident 3, dated May 19, 2025, at 4:47 p.m. revealed that it was a follow-up to a fall 
earlier in the day, and the resident was now complaining of shoulder pain. 

Facility investigation documents for Resident 3 revealed that the resident fell on May 19, 2025, at 9:00 a.m. 
and had a skin tear on the back of the left hand. The investigation document included an assessment of the 
resident's fall and injury; however, there was no documented evidence of this assessment in the resident's 
clinical record. 

Interview with the Nursing Home Administrator on May 28, 2025, at 11:27 a.m. confirmed that although a 
registered nurse assessed Resident 3 on May 19, 2025, at 9:02 a.m. and documented the assessment in the 
investigation documents, the investigation documents were not part of the resident's clinical record. 

28 Pa. Code 211.5(f) Clinical Records. 

28 Pa. Code 211.12(d)(1) Nursing Services.

395891 1

11/21/2025


