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Level of harm - Minimal
harm or potential for actual
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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 record review and interviews, the facility failed to ensure that a resident's clinical record was accurately
 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 a red page in front of chart indicating (DNR) with no other DNR
 information in chart. The June, July and August 2020 cumulative orders signed by the physician indicated the resident was a full
code. The findings included: 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
 a physician 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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