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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46486

Based on interview and record review, the facility failed to ensure the medical record was complete and 
accurately documented for 1 of 5 residents (Resident #3) reviewed for resident records. 

1. The facility failed to ensure LVN A documented emergency medical services notification when Resident 
#3's family member requested Resident #3 be sent to the hospital because she had not responded to verbal 
stimuli and looked lethargic.

2. The facility failed to complete an assessment of the resident. 

3. The facility failed to ensure physician orders for resident to go to the hospital were in electronic health 
record.

This failure could place residents at risk for not receiving appropriate care due to incomplete/inaccurate 
information being documented.

Findings included :

Record review of Resident #3's electronic health record indicated there was no emergency medical service 
notification in the chart.

Record review of Resident #3's electronic health record indicated there was no assessment in the chart

Record review of Resident #3's electronic health record indicated there was no orders for the resident to go 
to the hospital in the chart
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Record review of Resident #3's face sheet, dated 08/28/2024, indicated Resident #3 was an [AGE] year-old 
female, admitted to the facility on [DATE] with diagnoses which included Dementia (a decline in cognitive 
abilities that can make it difficult to perform daily tasks), stage 3 chronic kidney disease (kidneys have mild to 
moderate damage and they are less able to filter waste and fluid out of your blood), Insomnia (sleep 
disorder), nontraumatic chronic subdual hemorrhage (rare condition that occurs when blood leaks into the 
brain without a traumatic cause), Anemia 9blood disorder that occurs when your body doesn't have enough 
red blood cells or if red blood cells are not functioning properly), urinary tract infection (when bacteria enter 
the urinary tract through the urethra and begin to spread in the bladder), vitamin d deficiency, ventricular 
tachycardia (potentially life-threatening heart rhythm that occurs when the lower chambers of the heart beat 
too fast), depression (mental health disorder), other symptoms and signs concerning food and fluid intake, 
and Atherosclerosis native arteries of extremities w rest pain, right leg (disease that causes the arteries that 
supply the legs and feet to narrow and harden).

Record review of Resident #3's assessment and care screening MDS assessment dated [DATE] reflected 
she had a BIMS score of 5, which indicated severe cognitive impairment. Resident #3 did not have any mood 
issues, delirium, behavioral symptoms, or rejection of care issues. Resident #3 was totally dependent on 
staff for all her ADLs.

Record review of the clinical note entry created by LVN A, dated 12/09/2023, indicated Resident #3's family 
members requested that [LVN A] call 911 to send Resident #3 to the hospital because she looked lethargic 
and not responding to verbal stimuli, vital signs 163/66 pulse 130, temperature 97.8 Resident #3 not 
swallowing her food and spitting her dentures out, swelling noted to left wrist, physician, DON and supervisor 
notified. 

Record review of Resident 3's electronic heath record revealed the following vital signs for 12/8/23 were as 
follows blood pressure1138/84, pulse 76, temperature 98, vital signs for 12/7/23 were as follows blood 
pressure 133/81, pulse 89, temperature 97.2, vital signs for 12/6/23 were as follows blood pressure 122/69, 
pulse 95, temperature 98, and vitals for 12/05/23 were as follows blood pressure 129/90, pulse 77, and 
temperature 97.6. 

Record review of Resident 3's electronic heath record revealed Resident #3 labs that were completed on 
12/1/24 showed red blood cell were 3.26 normal range is 3.62, her hemoglobin was 9.1 and normal range is 
10.9, her hematocrit was 28.3 normal range is 31.2, lymph percentage was 14.6 and normal range is 16. All 
other lab results for Resident #3 were in normal range. 

During an interview on 08/28/2024 at 3:00 p.m., LVN A stated he was the Nurse on the long-term care hall 
who worked with Resident #3. LVN A stated that he could not recall 12/09/23. He said it had been a long 
time ago, and he could not recall how Resident #3 looked or if she responded to verbal stimuli. LVN A stated 
that he could not recall what time 911 was called or what time the emergency medical services arrived. LVN 
A stated that nurses were required to chart the time 911 was called and what time emergency medical 
services came to get the resident. 

During an interview on 08/28/2024 at 4:46 p.m., LVN B stated that if a resident needed to go to the hospital 
and emergency medical services picked them up the nurses' note would contain time resident left, what they 
left for and what symptoms they had. 
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During an interview on 08/28/2024 at 5:03 p.m., the ADON stated that his expectations of documentation 
were that the staff note assessment of resident, reason resident left, what time resident left and how the 
resident left the facility. The ADON stated that if there is no nurses note then there should be a SBAR. The 
ADON reviewed the nurses note and stated that the note was incomplete. The ADON stated that if you did 
not document you did not do it and it is unacceptable for staff not to complete the nurses note or SBAR. 

During an interview on 08/28/2024 at 5:15 p.m., the DON stated that her expectation of documentation for a 
resident who had a change in condition was for the nurses to put in either a nurses note, SBAR or a 
telehealth visit. The DON stated one of those three would need to be completed. The DON stated that if 911 
were called nurses would not have time to complete an SBAR as that would be considered an emergent 
situation, but the call to 911 for the resident to be sent to the hospital would require physician orders . The 
DON stated that nurses if able should conduct an assessment, call physician, get orders, place vitals in 
nurses note. The DON stated that there were no SBAR, no physician orders and the nurse note created by 
LVN A was incomplete for Resident #3 as note required at least the time 911 came and took the resident. 

Record review of the facility's policy titled, Change in Resident's Condition of Status, revised on 02/2021 
indicated, .2. Prior to notifying the physician or healthcare provider, the nurses will make detailed 
observations and gather relevant and pertinent information for the provider, including (for example) 
information promoted by the Interact SBAR Communication Form .6. The nurse will record in the resident's 
medical record information relative to changes in resident's medical/mental condition or status.
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