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F 0573 Let each resident or theresident'slegal representative access or purchase copies of all

theresident'srecords.
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 provide medical record copies within two working days of the
harm request for one of two sampled residents (2). As aresult, Resident 2's RP (Responsible Party) did not receive a copy of
Resident 2's medical records for more than six working days. Findings: Per the facility's Resident Face Sheet, Resident 1

Residents Affected - Few was admitted to the facility on [DATE] and expired on [DATE]. On [DATE] at 10 A.M., an interview was conducted with the
MRD (Medical Records Director). The MRD stated, Resident 2's RP requested medical records on [DATE]. The MRD further
stated, she had not provided Resident 2's medical records, but planned to do so within 15 days of the request. Per the

MRD's forwarded email, Resident 2's RP requested medical records from the MRD on [DATE], and on [DATE] the MRD emailed
Resident 2's conservator to request permission to release medical records to the responsible party. Per the facility's

General Record Release Log, dated [DATE]-[DATE], Resident 2's RP requested 52 pages of documents on ,[DATE], which was not
accurate to the date of the email request of [DATE], and the documents were mailed out on ,[DATE]. On [DATE] at 11:20A.M., a
telephone interview was conducted with the MRD. The MRD stated, Resident 2's RP made the medical records request on

[DATE], and the facility received permission from Resident 2's conservator to release the medical records on [DATE]. The

MRD further stated, she should have documented ,[DATE] as the date Resident 2's RP requested records on the General Record
Release Log. Per the facility's Palicy, titled Release of Information, revised [DATE], .10. A resident may obtain

photocopies of his or her records by providing the facility with at least aforty-eight (48) hour (excluding weekends and

holidays) advance notice of such request .

F 0656 Develop and implement a complete care plan that meets all the resident's needs, with
timetables and actions that can be measured.

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

harm or potential for actual | Based on interview and record review, the facility failed to follow a physician's order for one of three residents (1). As
harm aresult, Resident 1's blood sugar level was unknown on the day of admission. Findings: Per the facility's Resident Face

Sheet, Resident 1 was admitted to the facility on [DATE] at 7:30 P.M., with [DIAGNOSES REDACTED]. Per the facility's

Residents Affected - Few Medications Flowsheet, dated 2/1/18 through 2/28/18, there was an order to check Resident 1's blood sugar at 9 P.M. There
was no blood sugar recorded for 9 P.M. on the day of admission. Per the facility's Resident Progress Notes, dated 2/22/18,

there were no notes to indicate the facility checked Resident 1's blood sugar on the day of admission. On 5/14/19 at 10:40

A.M., aconcurrent interview and record review was conducted with the MRA (medical records associate). The MRA stated, the
Medications Flowsheet (arecord to document medication administration and checks) for Resident 1 did not have any entries
for blood sugar on 2/22/18. The MRA further stated, the Medications Flowsheet was the only place for staff to record blood
sugar checks. On 5/14/19 at 11:15 A.M., an interview was conducted with LN (Licensed Nurse) 1. LN 1 stated, if aresident
needed a blood sugar check, but the LN had not yet entered the order onto the Medications Flowsheet, then the nurse should
have checked the blood sugar and documented the blood sugar results in the nursing notes. On 5/14/19 at 11:40 A.M., an
interview was conducted with the DON (Director of Nursing). The DON stated LN 2 was the nurse that admitted Resident 1 on
2/22/18 at 7:30 P.M., and LN 2 was responsible for entering the blood sugar order. The DON further stated, the order was
entered at 11:14 P.M., which was | ate, and the blood sugar should have been checked at 9 P.M. LN 2 was unavailable for
interview. The facility's policy, titled Fingerstick Glucose Level, revised October 2014, did not address the timing of

checking aresident's blood sugar.
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