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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to maintain clinical records in accordance with accepted 
professional standards and practices that were complete and accurately documented for 2 of 5 residents 
(Resident #1 and Resident #2) reviewed for medical records accuracy. The facility did not accurately 
document every time Resident #1, and Resident #2 was provided with incontinent care or checked for 
incontinence on the CNA flow sheet dated November 2025. This failure could affect residents whose records 
are maintained by the facility and could place them at risk for not receiving needed care and treatment. The 
findings included: Record review of Resident #1's face sheet indicated she was admitted on [DATE] was a 
[AGE] year-old female with diagnosis including stroke and high blood sugar. Record review of the significant 
change MDS assessment dated [DATE] indicated Resident #1 required total care for toileting hygiene per 
staff. She was always incontinent with bowel and bladder. Resident #1's BIMS was 03 which indicated 
severely impaired cognition. Record review of Resident #1's care plan dated 10/13/25 indicated she was 
incontinent of bladder and bowel and required routine rounding to include incontinence care and brief 
changes. Record review of Resident #1's November 2025 CNA flowsheet had documentation to indicated 
she was frequently checked however with no documentation to indicate she was provided with incontinent 
care. Record review of Resident #2's face sheet indicated a [AGE] year-old female admitted to facility on 
11/30/2018, with diagnosis including stroke and gastric tube feedings. Record review of the annual MDS 
assessment dated [DATE] indicated Resident #2's BIMS score was 00, which indicated severe impairment 
for cognitive abilities. Resident #2 required total care for toileting hygiene per staff. She was always 
incontinent with bowel and bladder. Record review of Resident #2's care plan dated 08/05/25 indicated a 
history of bladder and bowel incontinence and required routine rounding to include incontinence care and 
brief changes. Record review of Resident #2's CNA flowsheet dated November 2025 indicated interventions 
of clean peri-area with each incontinent episode, check resident frequently and assist with toileting as 
needed and provide peri care after each incontinent episode. During an interview and record review on 
11/24/25 at 1:00 p.m., CNA A said she checked Resident #1 and Resident #2 every 2 hours and provided 
incontinent care as needed and said there was no place to chart each. She said you could chart one or two 
times per shift. She said there had been updates to electronic records in the past few months and she was 
not sure when it changed. She said she never asked about where to chart. During an interview on 11/24/25 
at 1:30 p.m., the DON said the electronic record program had updates and incontinent care must have been 
removed. She said she was not sure how long the CNAs was not able to chart their checks every 2 hours for 
incontinent episodes and when they provided incontinent care. She said she was responsible for ensuring 
medical records were complete and accurate. She would have get with technical support to fix it so the CNAs 
would be able to chart the care given to the residents so the record would reflect care. Record review of the 
undated policy Electronic Medical Records indicated Electronic medical records are an acceptable form of 
medical record management and should be used in lieu of paper records when applicable.
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