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Level of harm - Potential
for minimal harm

Residents Affected - Some

Safeguard resident-identifiable information and/or maintain medical records on each
 resident that are in accordance with accepted professional standards.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview, medical record review, and facility document review, the facility failed to ensure the accuracy of the
 discharge records for two of two sampled residents (Residents 1 and 2). Residents 1 and 2 were documented as independent in their
functional status. This had the potential for the residents' discharge care needs not being met as their medical
 records were inaccurate. Findings: 1. Closed medical record review for Resident 1 was initiated on 2/13/20. Resident 1 was
 admitted to the facility on [DATE], and discharged on [DATE]. Review of Resident 1's PT Discharge Summary dated 11/1/19,
 showed Resident 1 was totally dependent for bed mobility and transfers. Review of Resident 1's OT Discharge Summary dated
 11/3/19, showed the resident needed supervision with feeding, stand-by assistance with daily hygiene care and grooming, and
maximum assistance with upper body dressing. Resident 1 was assessed to be totally dependent on others for dressing their
 lower body, daily bathing, toileting, and daily homemaking skills. However, review of Resident 1's Discharge
 Summary/Comprehensive assessment dated [DATE], showed Resident 1 was independent in dressing, eating, personal hygiene,
 transfers, bed mobility, toilet use, and ambulation. Resident 1 was assessed as needed assistance with bathing. On 2/27/20
 at 1300 hours, a telephone interview was conducted with LVN 1. LVN 1 stated she completed the Discharge
 Summary/Comprehensive Assessment for Resident 1 and then printed out the medication list. When asked where LVN 1 referenced
the information for Resident 1's functional status. LVN 1 stated she could not recall. On 3/4/20 at 1138 hours, a telephone interview
and concurrent closed medical record review for Resident 1 was conducted with the DON. The DON reviewed the
 medical record and verified the above findings. The DON verified the assessments did not match and the information in the
 Discharge Summary was incorrect. 2. Closed medical record review for Resident 2 was initiated on 2/21/20. Resident 2 was
 admitted to the facility on [DATE], and discharged on [DATE]. Review of Resident 2's PT Discharge Summary dated 11/1/19,
 showed Resident 2 required setup assistance with transfers. Review of Resident 2's OT Discharge Summary dated 11/1/19,
 showed Resident 2 required supervision for eating, minimal assistance with dressing their upper body, moderate assistance
 for brushing their teeth, bathing, toileting and dressing their lower body. However, review of Resident 2's Discharge
 Summary/Comprehensive assessment dated [DATE], showed Resident 2 was independent in dressing, eating, personal hygiene,
 transfers, bed mobility, toilet use, and ambulation. Resident 2 needed assistance with bathing. On 3/4/20 at 1138 hours, a
 telephone interview and concurrent closed medical record review for Resident 2 was conducted with the DON. The DON reviewed
the medical record and verified the above findings. The DON verified the assessments did not match and the information in
 the Discharge Summary was incorrect.
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