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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 BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on record review and interviews, the facility failed to ensure that aresident's clinical record was accurately

harm documented related to their advance directive status for 1 of 20 sampled records reviewed. Resident #37 medical record was

documented as being a Do Not Resuscitate (DNR) due to ared page in front of chart indicating (DNR) with no other DNR

Residents Affected - Few information in chart. The June, July and August 2020 cumulative orders signed by the physician indicated the resident was a full
code. Thefindingsincluded: The facility admitted Resident #37 on 9/15/16 and readmitted the resident on

6/15/20 with [DIAGNOSES REDACTED)]. A review of the paper medical record on 8/19/20 at approximately 10 AM revealed an 8.5

by 11 red tab that indicated in large print DNR (Do Not Resuscitate) in front of the record. There was no other information in the

medical record to indicate the resident or his/her responsible party requested DNR as the advance directive of

choice. Further record review revealed typed monthly cumulative orders for June, July and August 2020 which were signed by

aphysician that indicated the resident was a full code. An interview on 8/19/20 at approximately 10:04 AM with Licensed

Practical Nurse (LPN) #1, who looked in the medical record revealed he/she could not find a signed documentation of the

advance directive for DNR. LPN #1 stated he/she would notify medical records to locate the documentation for the advance

directive. An interview on 8/19/20 at approximately 10:56 AM with LPN #1 revealed staff was still looking for the advance

directive information signed by the resident and his/her responsible party. An interview on 8/19/20 at approximately 12:25

PM with the Social Services Directive revealed the facility had to contact the doctor's office to obtain a copy of the DNR

signed by the resident and his/her responsible party. The documentation was faxed to the facility on [DATE]. A review of

the DNR documentation revealed the resident's Advance Directive Acknowledgement was signed on 6/24/20 and the South

Carolina Emergency Medical Services form was signed by the resident and his’her responsible party on 6/24/20. An interview

with the facility Administrator on 8/20/20 at approximately 11:25 AM revealed he/she was aware that the monthly cumulative

orders signed by the physician indicated the resident was a full code and that the resident should have been documented as
DNR. -
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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