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F 0842 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review the facility failed to ensure residents' medical records are complete and accurate
Level of Harm - Minimal harm or for two of three sampled residents (Resident 1 and Resident 2). The facility failed to:1. Document in Resident
potential for actual harm 1's medical record that a nurse-to-nurse report was given on 9/8/25 when Resident 1 was discharged to
Facility A on 9/8/25. 2. Document in Resident 2's medical record that a nurse to nurse report was given on
Residents Affected - Some 9/17/25 when Resident 2 was discharged to Facility B on 9/17/25. These deficient practices resulted in

inaccurate and incomplete records for Resident 1 and Resident 2. 1.During a review of the admission Record
indicated the facility admitted Resident 1 on 8/1/25 with diagnoses including cerebral infarction (a medical
condition that occurs when the blood flow to the brain is disrupted), diabetes mellitus (DM-a disorder
characterized by difficulty in blood sugar control and poor wound healing) and generalized muscle weakness.
During a review of the Minimum Data Set (MDS, a resident assessment tool) dated 9/6/25 indicated Resident
1 was cognitively intact. Resident 1 was dependent on toileting hygiene, shower/bathe, lower body dressing,
putting off footwear, substantial assistance (helper does more than the effort) with oral hygiene, upper body
dressing and moderate assistance with eating. During a review of the Physician Order dated 9/6/25 at 1:24 p.
m., indicated an order to transfer Resident 1 to Facility A on 9/8/25. The physician order indicated a nurse to
nurse report required, please call. and the telephone number was listed for Facility A. 2.During a review of
the admission Record indicated the facility admitted Resident 2 on 6/18/25 with diagnoses including spinal
stenosis (narrowing in the spine), DM and history of falling. During a review of the MDS dated [DATE],
indicated Resident 2 was cognitively intact. Resident 2 was totally dependent on toileting hygiene,
shower/bathe, upper/lower body dressing, putting on/taking off footwear and substantial assistance with oral
hygiene and eating. During a review of the Physician Order dated 9/17/25 at 8:30 a.m., indicated an order to
discharge Resident 2 on 9/17/25 to Facility B. The Physician order included nurse to nurse report required
and Facility B's phone number was listed. During a concurrent interview and record review on 9/26/25 at
9:27 a.m. with the assistant director of nursing (ADON 1), Resident 2's Nurses Notes dated 9/17/25 were
reviewed. ADON 1 stated Resident 2 was discharged to Facility B on 9/17/25. ADON 1 stated Resident 2 left
the facility at around 9 a.m. and she gave report at 10 a.m. to the receiving nurse at Facility B. ADON 1
stated she did not document that she gave report to the receiving nurse in Facility B. During an interview on
9/26/25 at 9:44 a.m., the discharge planner (DP) stated Resident 2 had a physician order (dated 9/17/25) for
discharge to Facility B. DCP further stated the physician order included to give nurse to nurse report. DCP
stated the purpose of the report is to ensure that Facility B was aware that Resident 2 was coming and the
nurse-to-nurse report would include what the medications Resident 2 was taking. During a concurrent
interview and record review on 9/26/25 at 10:48 a.m., with the ADON 2, Resident 1's Nurses Notes dated
9/8/25 were reviewed. ADON 2 stated Resident 1 was discharged to Facility A on 9/8/25. ADON 2 stated she
was unable to find documentation that a nurse-to-nurse report was given to Facility A on 9/8/25. ADON 2
stated the reason for giving nurse-to-nurse report was to ensure Facility A was aware that Resident 1 was
coming. ADON 2 stated the report would include the physician discharge instructions and what medications
Resident 1 was taking. ADON 2 further added the documentation was important to show .what we did. for
Resident 1.During a review of the facility Policy titled Charting and Documentation reviewed on 3/27/25,
indicated all services provided to the resident, progress toward the care plan goals or any changes in the
resident's medical, physical, functional or psychosocial condition shall be documented in the resident's
medical record. The medical record should facilitate communication between the interdisciplinary team
regarding the resident's condition and response to care. Documentation in the medical record will be
objective (not opinionated or speculative), complete and accurate. The same Policy indicated documentation
of procedures and treatments will include care-specific details including notification of family, physician or
other staff if indicated.
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