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M 000 Initial Comments M 000

The State Agency conducted complaint
investigations, CI MS #17099, ClI MS #17168, ClI
MS #16807, Cl MS #16818, CI MS #16690, and
CIMS # 16784 from 01/26/2021 through
01/28/2021. The facility was found to be in
compliance with infection control regulations and
has implemented the Centers for Medicare and
Medicaid (CMS) and the Centers for Disease
Control and Prevention (CDC) recommended
practices to prepare for COVID-19. CI MS
#17099 was not substantiated for Quality of Care
and Resident Rights, Cl MS #17168 was not
substantiated for Quality of Care and Resident
Neglect, CI MS #16807 was not substantiated for
Infection Control and Quality of Care, CI MS
#16818 was not substantiated for Quality of Care,
CI MS #16690 was not substantiated for Resident
Abuse and Quality of Care. Cl MS #16784 was
substantiated for failure to maintain accurate
medical records. The census at the time of the
survey was 113.

M 735 45.25.1 Medical Records Management M 735 2/28/21
SS=D

Medical Records Management.

1. A medical record shall be maintained in
accordance with accepted professional standards
and practices on all residents admitted to the
facility. The medical records shall be completely
and accurately documented, readily accessible,
and systematically organized to facilitate
retrieving and compiling information.

2. A sufficient number of personnel, competent to
carry out the functions of the medical record

service, shall be employed.

3. The facility shall safeguard medical record
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information against loss, destruction, or
unauthorized use.

4. All medical records shall maintain the following
information: identification data and consent form;
assessments of the resident's needs by all
disciplines involved in the care of the resident;
medical history and admission physical exam;
annual physical exams; physician or nurse
practitioner/physician assistant orders;
observation, report of treatment, clinical findings
and progress notes; and discharge summary,
including the final diagnosis.

5. All entries in the medical record shall be signed
and dated by the person making the entry.
Authentication may include signatures, written
initials, or computer entry. A list of computer
codes and written signatures must be readily
available and maintained under adequate
safeguards.

6. All clinical information pertaining to the
residents stay shall be centralized in the
resident's medical records.

7. Medical records of discharged residents shall
be completed within sixty (60) days following
discharge.

8. Medical records are to be retained for five (5)
years from the date of discharge or, in the case of
a minor, until the resident reaches the age of
twenty-one (21), plus an additional three (3)
years.

9. Aresident index, including the resident's full
name and birth date, shall be maintained.

This Statute is not met as evidenced by:
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Level Il

Based on record review and staff interview, the
facility failed to, in accordance with accepted and
professional standards and practices, maintain
accurately documented medical records for four
(4) of four (4) resident's records reviewed out of a
total of 116 residents in the facility with potential
for adverse outcome. Resident #1, Resident #2,
Resident #3, and Resident #4.

Findings include:

The facility was not able to provide a policy for
maintaining accurate medical records with
specifics to Certified Nurse Aide documentation.

Resident #1

Review of Resident #1's medical record revealed,
he was admitted to the facility on 07/01/2019, and
was discharged from the facility on 07/20/2020 to
the hospital where he expired. He was admitted
with diagnoses of Severe protein calorie
Malnutrition, Diabetes Type 2, End Stage Renal
Disease with dialysis, Dementia without
Behavioral Disturbance, Atherosclerotic Heart
Disease, and Epilepsy.

Review of Resident #1's "Documentation Survey
Report" for nurse aide task completion for the
month of March 2020 revealed eight (8) days in
which bed mobility assistance every shift was not
documented. There was no documentation for all
three shifts for one day reviewed, and for seven
(7) days there was missing documentation for
one of three shifts for bed mobility. There were
also 8 days in which turning and repositioning
assistance documentation was not complete. For

1.Initiated education on 1/28/2021, by the
Director of Nursing, for all Certified
Nursing Assistants staff including staff for
Residents #3, & #4. Resident #1 and
Resident #2 were discharged from the
facility. The Education included proper
documentation by entering bed mobility
along with repositioning and turning into
the electronic record and requirement to
complete all documentation each shift.
This with completion date on 2/1/2021.
2.0ne hundred and sixteen (116)
Residents residing in facility on 1/28/2021,
had the potential to be affected by this
alleged deficient practice.

3.0n 1/28/2021 Education was completed
by the Staff Development Coordinator for
Licensed Nurses to monitor point of care
documentation in Resident’s electronic
health record each shift to ensure
completion and accuracy regarding
Activities of daily living (ADL) care by the
Certified Nursing Assistants. On the week
of 2/1/2021 Licensed Nurses began
monitoring each shift for point of care
documentation in Resident’s electronic
health record to ensure completion and
accuracy regarding Activities of daily living
(ADL) care by the Certified Nursing
Assistants. Beginning the week of
2/1/2021, Licensed Nurses will turn in a
end of shift report involving any concerns
noted related to activities of daily living
(ADL) care by the Certified Nursing
Assistants. Any findings will be addressed
immediately.

4 .Beginning on the week of 2/1/2021,
Director of Nursing, Assistant Director of
Nursing, and Staff Development
Coordinator conducted audits of point of
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1 day there was no documentation present for all
three shifts, and for 7 days there was missing
documentation for one of three shifts for turning
and repositioning.

Review of Resident #1's "Documentation Survey
Report" for nurse aide task completion for the
month of April 2020 revealed, 7 days in which
documentation for bed mobility was not complete.
There was no documentation for all three shifts
for one day reviewed, and for six (6) days there
was missing documentation for one of three shifts
for bed mobility. There were also 7 days in which
turning and repositioning assistance
documentation was not complete. For 1 day there
was no documentation present for all three
shifts, and for 6 days there was missing
documentation for one of three shifts for turning
and repositioning.

Resident #2

Review of Resident #2's medical record revealed
he was admitted to the facility on 01-08-2021 with
diagnoses of a Fractured Left Femur.

Review of Resident #2's "Documentation Survey
Report" for January 2021 revealed 19 shifts in
which bed mobility was not documented as done
every shift. Of those 19 days, 2 days had no
documentation for all three shifts, 5 days had
documentation for one shift of three shifts, and 12
days had documentation for 2 of 3 shifts
completed. Further review revealed 19 shifts in
which turning, and repositioning was not
documented as completed every shift. Of those
19 days, 2 days had no documentation for all
three shifts, 5 days had documentation for one
shift of three shifts, and 12 days had
documentation for 2 of 3 shifts completed.

care documentation within electronic
health record with use of Residents
electronic dashboard to ensure completion
and accuracy of bed mobility, turning and
repositioning documentation each shift.
Any findings were addressed immediately.
Audits will be conducted by the Director of
Nursing and Assistant Director of Nursing
weekly on 2/26/2021 for twenty-five (25)
Residents for four (4) weeks and then
fifteen (15) Residents monthly for three (3)
months regarding activities of daily living
(ADL) care by the Certified Nursing
Assistants. Beginning 2/26/2021, the
Director of Nursing will report findings to
the Quality Assurance Performance
Improvement committee monthly for three
(3) months for review and further
recommendations. The Director of
Nursing is responsible for monitoring and
compliance.
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Resident #3

Review of Resident #3's medical record revealed
he was admitted to the facility on 5/4/2018 with
diagnoses of Stroke, Aphasia, and Diabetes.

Review of Resident #3's "Documentation Survey
Report" for January 2021 showed 22 days in
which bed mobility was not documented as
completed. Of those 22 days, one day had no
documentation for all three shifts, nine (9) days
had documentation for one of three shifts, and 12
days had documentation for 2 of 3 shifts. Further
review for turning and repositioning revealed 22
days in which documentation was not completed
that the resident had been turned and
repositioned every shift. Of those 22 days, one
day had no documentation for all three shifts,
nine (9) days had documentation for one of three
shifts, and 12 days had documentation for 2 of 3
shifts.

Resident #4

Review of Resident #4's medical record revealed
he was admitted to the facility on 10/01/2019 with
a Stage Il pressure ulcer to his right lateral
malleolus, Aphasia, and Diabetes.

Review of Resident #4's "Documentation Survey
Report" for January 2021, showed 17 days in
which bed mobility was not documented as
completed every shift. Of those 17 days, 2 days
had documentation for 1 of 3 shifts, and 15 days
had documentation for two of three shifts
completed. Further review revealed 17 days in
which turning, and repositioning was not
documented as completed every shift. Of those
17 days, 2 days had documentation for 1 of 3
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shifts, and 15 days had documentation for two of
three shifts completed.

On 01/28/2021 at 2:30 PM during an interview
with the Director of Nursing (DON), she agreed
there was missing documentation for his bed
mobility and turning and repositioning and stated
those items should be documented every shift by
the aides so that there was proof of Residents #1,
#2, #3, and #4 being turned and repositioned and
being assisted with bed mobility. She agreed that
failure to chart the care given would make it
impossible to prove the facility had provided the
care.
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