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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each

resident that arein accor dance with accepted professional standards.

Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on interview and record review, the facility failed to ensure one resident's (1) clinical record included accurate

harm documentation related to urine output. This failure had the potential to result in miscommunication of accurate urine

output, delayed necessary care and treatment, and affect Resident 1's health and well-being. Findings: Resident 1 was

Residents Affected - Few admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. of Admission. Per the history and physical examination
[REDACTED]. An interview was conducted with the director of nursing (DON) on 9/28/17 at 5:18 P.M. The DON stated that on
9/1[DATE]7, there was a concern of decreased urine output in Resident 1's Foley, so Resident 1 was sent to the hospital for
evaluation. A review of Resident 1's record was conducted. The SBAR (situation, background, appearance, review)

Communication Form dated 9/1[DATE]7, included documentation that Resident 1 was noted with .no urine output in the catheter
bag. Resident 1's record titled, Intake & (and) Output (I & O) Fluids, dated 9/1[DATE]7 included the following documented

fluid intake and output in cubic centimeters (cc; also referred to as milliliters): 11-7 (night shift) fluid intake 120

fluid output 100 7-3 (day shift) fluid intake 600 fluid output 600 3-11 (evening shift) fluid intake 240 fluid output 200

Resident 1's record titled, CNA (certified nursing assistant) Flow Sheet, dated 9/1[DATE]7, included the following

documented output in cc: N (night shift) output (blank; not completed) D (day shift) output O P (evening shift) output 200

A concurrent interview and review of Resident 1's| & O record and CNA Flow Sheet was conducted with the DON on 9/28/17 at
5:30 P.M. The DON stated that alicensed nurse completed the | & O form, and the CNAs completed the CNA Flow Sheet. The DON
stated the fluid amounts recorded on the | & O record were usually the same as the CNA Flow Sheet. The DON did not know why the
| & O record dated 9/1[DATE]7 for the night shift indicated an output of 100 cc, and the CNA Flow Sheet was |eft blank. In addition,
the DON could not explain why the | & O record for the day shift indicated a 600 cc output, but the CNA Flow

Sheet output indicated 0 cc. The DON stated that because of the discrepancies, she could not say which record indicated

Resident 1's true fluid output. The DON acknowledged that Resident 1's record did not include accurate documentation.
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