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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to follow their policy and procedure when the facility did not
 update the weight of one of the three sampled residents (Resident A) the week after Resident A's admission. This failure
 could have resulted to more weight loss and improper interventions applied to the care of Resident A. Findings: An
 unannounced visit was conducted on November 14, 2019 to investigate a complaint regarding quality of care. A record review
 of the Admission Record for Resident A, indicated the facility admitted   Resident an on September 24, 2019 with [DIAGNOSES
REDACTED]. The record also indicated Resident A was discharged    on [DATE] to (name of general acute care hospital). A
 record review of the Weight Summary for Resident A, indicated Resident A weighed 135 pounds (lbs.) on September 25, 2019.
 The report indicated no other weigh done for Resident A. During an interview with the Director of Nursing (DON) on November 14,
2019 at 3:57 PM, the DON stated weight should be taken weekly from admission for four weeks, then monthly afterwards.
 She stated that this is their policy. The DON stated only one weight was recorded for Resident A for his admission, which
 was 135 lbs. She stated another weight should have been taken the week after Resident A was admitted  . A record review of
 the Dietary Nutritional Assessment for Resident A, dated October 2, 2019, indicated his admission weight was 121 lbs.
 (which was different from the 135 lbs. recorded on the Weight Summary on September 25, 2019, the day after his admission to the
facility). The report indicated the current weight for Resident A was 135 lbs. The section of the report, Summary of
 Resident Interview, indicated .RNA (resident nursing assistant) weighing today for weekly wt. (weight) . The indicated
 Resident Goals was stable weight or slow weight gain. During a concurrent record review of the Dietary Nutritional
 Assessment for Resident A, dated October 2, 2019, and telephone interview with the Director of Nursing (DON 2) on July 15,
 2020 at 10:07 AM, DON 2 stated if Resident A's weight was taken on October 2, 2019 as mentioned on the nutritional
 assessment report, it was not recorded in their system and not addressed by the RD (registered dietician). DON2 stated the
 entered weight of 121 lbs. as admission weight on the Dietary Nutritional Assessment for Resident A, doesn't seem right.
 DON2 stated the admission weight recorded on September 25, 2019 was 135 lbs. During a concurrent record review of the
 Dietary Nutritional Assessment for Resident A, dated October 2, 2019, and telephone interview with the Dietary Manager (DM) on
July 15, 2020 at 10:15 AM, the DM stated she creates the resident's dietary profile, so she (RD) can go over when she is here. The DM
stated she could not recall if she was the one who entered the weights on Resident A's Dietary Nutritional
 Assessment. The DM stated there was supposed to be another one taken after admission weight and there was none. A record
 review of the Triage (screening for urgency) Report of (name of general acute care hospital) for Resident A, dated October
 8, 2019 at 1:03 PM, indicated Resident A's weight was 45 kilogram or 99 pounds (a loss of 36 pounds in two weeks). A record review
of the facility's policy and procedure, Weight Assessment and Intervention, dated September 2008, indicated, .1. The nursing staff will
measure resident weights on admission and weekly for four weeks thereafter .2. Weights will be recorded
 . in the individual's medical record. 3. Any weight change of 5% or more since the last weight assessment will be retaken
 the next day for confirmation. If the weight is verified, nursing will immediately notify the Dietician in writing. Verbal
 notification must be confirmed in writing .
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