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F 0842

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

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 and record review, the facility failed to ensure the physician's history and physical (H/P) was updated
 for one of four sampled residents (Resident 1). Resident 1 did not have an updated H/P for over 19 months. This deficient
 practice had the potential to result in Resident 1 not receiving the necessary care and services. Findings: A review of
 Resident 1's Admission Record (face sheet), indicated Resident 1 was admitted to the facility on [DATE]. Resident 1's
 [DIAGNOSES REDACTED]. A review of Resident 1's Minimum Data Set ((MDS) a standardized assessment and care-screening
tool),
 dated 7/17/18, indicated Resident 1 cognition (thought process) was intact, required extensive to total assistance with a
 one- person assistance from the staff for transfers, dressing, toileting, and personal hygiene. During a review of Resident 1's History
and Physical (H/P), revealed a documented H/P dated 3/17/16 which indicated Resident 1 was not able to make
 needs known, but could make medical decisions. Further review revealed there was no updated H/P for 3/2017 or 3/2018. A
 review of a social services note, dated 1/25/18 indicated the physician saw Resident 1 and ordered an Otolaryngology (a
 physician who specializes on the ears, nose, and throat (ENT)) consult due to Resident 1 verbalizing having difficulty with hearing.
On 11/2/18 at 11:59 a.m., during a telephone interview, the Medical Records Director Coordinator (MRC) stated
 residents are required to have an annual H/P, including when residents were readmitted     to the facility. The MRC stated
 she kept a log of completed H/Ps and would notify the physician when the H/P due date is approaching. The MRC stated
 according to her log, Resident 1's last recorded H/P was completed on 3/17/16.
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