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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44728

Residents Affected - Few Based on observation, interview and record review, the facility failed to ensure residents have the right to
formulate an advance directive for 1 of 24 residents (Resident #279) reviewed for advanced directives.

The facility failed to maintain medical records on each resident that are complete, and accurately
documented for Resident #279.

This failure could affect residents by not having their preferences honored concerning advanced directives .
Findings included:

Record review on [DATE] of Resident #297's electronic face sheet revealed an [AGE] year-old female,
admitted on [DATE] with a DNR status and a diagnosis of, unspecified fracture of right femur, and heart

disease. Resident #297's

Record Review on [DATE] of Resident #297's MDS Section C Cognitive Status, indicated the residents BIMS
was 13 (cognitively intact).

Record review on [DATE] of Resident #297's physician's orders dated [DATE] revealed there was an order
for DNR. Resident #297's CP (Care Plan) dated [DATE] revealed she had a MPA (Medical Power of
Attorney) on file with a Full Code status.

Record review on [DATE] of Resident #297's electronic health record from [DATE] through [DATE] revealed
there was no evidence of the following:

*Advanced Directive for Out of Hospital Do Not Resuscitate Order (OOH-DNR) form;

*Progress notes related to the DNR status;

*Preadmission Advanced Directive Information form;

*Advanced Directive for Out of Hospital Do Not Resuscitate Order (OOH-DNR) verbal assessment.
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During an interview and Record Review on [DATE] at 10:30 AM the DON stated Resident #297's code status
was DNR and had documentation of the Physician order in the electronic chart. The DON stated there was a
book at the nurse's station that revealed if residents had a DNR code status DNR, indicated by a RED paper,
and Full code status, indicated by a green paper. She stated the SW may have the signed consent on her
desk if she was a new admission. The DON reviewed Resident #297's CP and stated the resident was a Full
Code status, she must have placed the DNR order on the wrong resident and would go take it out of PCC
(electronic charting) immediately.

During an interview on [DATE] at 10:48 AM the SW stated Resident #297 was a Full Code and did not have
a DNR status or a consent form for her. She stated Resident #297's CP also revealed a Full Code status.
The SW stated she did not know what the floor nurses looked at during a code, whether it be the book at the
nurse's station or the electronic charting.

Record Review of the DNR book dated [DATE] revealed Resident #297 had a green paper that indicated a
full code status.

During an interview on [DATE] at 11:05 AM, LVN A stated when a resident had a code she looks at the
electronic charting for that resident. She revealed in PCC where she would have looked for the resident code
status (DNR/Full code) under resident name. LVNA stated, if the resident was sent to the ER, the code
status would then have looked at the code status book. She stated if there was a DNR status for that
resident there would have also been an order, which would verify a consent that the status would be correct.
LVN A stated there would be a negative impact to resident with time lost to being resuscitated.

During an interview on [DATE] at 1:15 PM the DON stated she was at home and misunderstood her SW
when she called to place the code status order and was a mistake on her part. The DON stated the negative
impact for resident would have been, residents have not gotten the correct medical treatment such as CPR if
a Full code. She stated it was a typo on her (DON) part, as she misunderstood the SW's text message to
place an order for DNR status for Resident #297. The DON stated her expectations was for the resident to fill
out the paperwork on admission as well as not relying on texts. She stated the nurse placing the order for the
DNR status would be present to verify the consent form.

Record review of the facility's undated DNR policy on [DATE] revealed there was no evidence that
addressed entering the wrong code status on a Resident.
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