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Prepareresidentsfor a safetransfer or discharge from the nursing home.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview and record review, the facility failed to document preparation and orientation for transfer to the
hospital for two residents (Resident #38 and #87) out of 12 sampled residents. The facility's census was 36. 1. Record
review of Resident #38's progress notes showed: - The resident transferred to the hospital on [DATE] and not readmitted

to the facility. Record review of the resident's medical record did not contain documentation which showed the resident was
prepped and oriented for transfer out of the facility. 2. Record review of Resident #87's progress notes showed: - The
resident transferred to the hospital on [DATE] and readmitted to the facility on [DATE]; - The resident transferred to the
hospital on [DATE] and readmitted to the facility on [DATE]. Record review of the resident's medical record did not contain
documentation which showed the resident was prepped and oriented for transfer out of the facility. During an interview on
10/9/20 at 10:45 A.M., the Director of Nursing (DON) said she was sure the staff were doing that and it isjust not
documented but they will start doing that. Record review of the facility's policy titled, Discharge/Transfer of Resident,
dated March 2015, showed the policy did not address documentation for preparation and orientation for transfer.

Ensure each resident receives an accur ate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, the facility failed to ensure the accuracy of assessments for one

resident (Resident #10) out of 12 sampled residents. The facility's census was 36. 1. Record review of Resident #10's

medical record showed: - A quarterly Minimum Data Set (MDS), afederally mandated assessment to be completed by facility
staff, dated 6/30/20, showed the resident had an indwelling urinary catheter (aflexible tube that drains urine from the

bladder to a collection bag); - A physician's orders [REDACTED]. Observation on 10/06/20 at 1:33 P.M. showed Resident #10
had no indwelling urinary catheter. During an interview on 10/06/20 at 2:55 P.M., the Director of Nursing (DON) said the
resident no longer had a urinary catheter. During an interview on 10/08/20 at 3:45 P.M., the MDS Coordinator said the
urinary catheter should not have been on that MDS. He/she had looked through the nurse's notes but had not seen where the
catheter had been discontinued. During an interview on 10/09/20 at 10:45 A.M., the DON said she would expect the MDS
assessment to be accurate. Record review of the facility's policy titled, Resident Assessment Instrument, dated October

2019, showed Federal regulations require the assessment accurately reflect the resident's status.

Develop and implement a complete care plan that meetsall the resident's needs, with

timetables and actions that can be measured.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to develop and implement an individualized comprehensive care

plan with specific interventions for two residents (Resident #32 and #87) out of 12 sampled residents. The facility's

census was 36. 1. Record review of Resident #32's physician's orders [REDACTED)]. Record review of the resident's quarterly

the Minimum Data Set (MDS, afederally mandated assessment instrument completed by the facility) dated 8/15/20, showed: -
Limited physical assistance of one staff for bed mobility, transfers, and toileting; - Extensive physical assistance of one staff for
locomotion (moving from one place to another), dressing, personal hygiene, and bathing. Record review of the

resident's Fall Risk Assessment, dated 5/22/20, showed moderate fall risk. Record review of the resident's progress notes,

dated 8/23/20, showed resident found lying on the floor, able to move all extremities with no pain or discomfort. Resident

stated he/she had a bump on his’/her head that hurt. Hematoma noted to |eft side of the resident's head. No other injuries

noted. Record review of the resident's comprehensive care plan, updated 3/20/20, showed no interventions or plan of care

for falls. 2. Record review of Resident #87's POS, dated 10/1/20 through 10/31/20, showed: - [DIAGNOSES REDACTED]. Record
review of the resident's progress notes, dated 5/22/20, showed readmit: - Resident on way back to facility; - New

[DIAGNOSES REDACTED]. Record review of the resident's comprehensive care plan, updated 3/20/20, showed no interventions or
plan of care for [MEDICAL CONDITION]. During an interview on 10/9/20 at 10:45 A.M., the Director of Nursing (DON) said she
would expect aresident at risk for falls to have a care plan addressing falls. She would expect aresident with [MEDICAL
CONDITION] to have acare plan addressing [MEDICAL CONDITION]. Record review of the facility's policy titled, Care Plan
Comprehensive, dated March 2015, showed: - An individualized comprehensive care plan that includes measurable goals and

time frames will be developed to meet the resident's highest practicable physical, mental, and psychosocia well-being; -

The comprehensive care plan will be based on a thorough assessment that includes, but is not limited to, the Minimum Data

Set (MDS, afederally mandated assessment instrument completed by the facility); - Assessment of each resident isan

ongoing process and the care plan will be revised as changes occur in the resident's condition.

Develop the complete care plan within 7 days of the compr ehensive assessment; and

prepared, reviewed, and revised by a team of health professionals.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, the facility failed to revise and update comprehensive care plans with
specific interventions to meet the individual needs of two residents (Resident #10 and #87) out of 12 sampled residents.

The facility's census was 36. 1. Record review of Resident #10's physician's orders [REDACTED].M. showed Resident #10 did
not have an indwelling urinary catheter. Record review of Resident #10's care plan, last reviewed 3/31/20, showed a care

plan in place for an indwelling catheter and did not reflect the catheter had been discontinued. 2. Record review of
hResident #87's POS, dated 10/1/20 through 10/31/20, showed: - [DIAGNOSES REDACTED].), [MEDICAL CONDITION],

ypertension,

muscle weakness, toxic metabolic encephalopahy ((MEDICAL CONDITION] from failure of other internal organs)and [MEDICAL
CONDITION] (acondition causing damage to the major blood vessels that supply the heart with blood, oxygen, and nutrients.)
Record review of the resident's nurse's progress notes showed: - On 5/22/20, readmit, - New [DIAGNOSES REDACTED]. - New
order for 1500 milliliter (ml) fluid restriction; - On 8/17/20, resident refused [MEDICAL TREATMENT] today; - On 8/19/20,
resident isrefusing to go to [MEDICAL TREATMENT] again today; - On 8/26/20, resident refusing to go to [MEDICAL
TREATMENT] on thisday; - On 8/27/20, resident does not want to go to [MEDICAL TREATMENT] again on this day. Resident
sent to hospital for altered mental status and [MEDICAL CONDITION]; - On 9/14/20, resident left [MEDICAL TREATMENT] on
9/11/20 before time

to be done, stating he/she didn't feel good. Guardian called with concerns that resident continues to be at times non

compliant with this; - On 9/22/20, resident found sitting on bottom in floor, beside bed. No apparent injuries noted. When

asked what happened, the resident said he/she slid out of bed onto the floor because the wheelchair doesn't lock right.
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Denied striking head. Record review of the resident's comprehensive care plan, updated 3/20/20, showed: - Care plan not

updated with new order for fluid restriction and not placed on intake and output monitoring; - Care plan not updated for

refusals of [MEDICAL TREATMENT]; - Care plan not updated with new interventions following fall on 9/22/20. During an
interview on 10/08/20 at 3:45 P.M., the Minimum Data Set (MDS, a federally mandated assessment completed by the facility)
Coordinator said he/sheis responsible for several homes. Some things may have been missed, but any nurse can update the

care plans. During an interview on 10/9/20 at 10:45 A.M., the Director of Nursing (DON) said she would expect the care plan to be
updated for aresident with anew order for fluid restriction, refusals of [MEDICAL TREATMENT], new interventions

after afal and after an indwelling urinary catheter had been removed. The MDS Coordinator calls on the phone for updates

on the residents and makes the residents’ changes. The DON said she had not been shown how to make changes in the computer
charting and would expect any nurse to be able to update the care plan. Record review of the facility's policy titled, Care Plan
Comprehensive, dated March 2015, showed the interdisciplinary care plan team is responsible for the periodic review

and updating of care plans when a significant change in the resident's condition has occurred, at least quarterly, and when changes
occur that impact the resident's care. Record review of the facility's policy titled, [MEDICAL TREATMENT], Care of

a Resident Receiving, dated March 2015, showed: - Residents with fluid restrictions due to [MEDICAL TREATMENT]: The
resident will be placed on |& O to monitor the resident's fluid intake and output. The physician will be notified of

non-compliance. All the above will be addressed on the care plan as indicated.

Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to follow physician's orders for one resident (Resident #87) out

of 12 sampled residents. The facility's census was 36. Record review of the facility's policy titled, [MEDICAL TREATMENT],
Care of aResident Receiving, dated March 2015, showed: - Checking the Thrill Sensation: Nurses will check the thrill daily and
document daily. Thiswill be documented on the resident's treatment record. If no thrill sensation isfelt, notify the

physician; - Residents with Fluid Restrictions due to [MEDICAL TREATMENT]: The resident will not have awater pitcher in
their room. The resident will be placed on 1& O (intake and output) to monitor the resident's fluid intake and output. The
physician will be notified of non-compliance. All of the above will be addressed on the care plan as indicated. Record

review of Resident #87's Physician's Order Sheet (POS), dated 9/01/20 through 9/30/20, showed an order written [REDACTED].
Record review of Resident #87's POS, dated 10/01/20 through 10/31/20, showed: - [DIAGNOSES REDACTED].), [MEDICAL
CONDITION], hypertension, muscle weakness, toxic metabolic encephalopahy ((MEDICAL CONDITION] from failure of other
internal organs)and [MEDICAL CONDITION] (a condition causing damage to the major blood vessels that supply the heart with
blood, oxygen, and nutrients); - an order written [REDACTED]. Record review of the resident's Treatment Record showed: -

For August 2020, four out of 31 opportunities to check bruit and thrill missed on day shift, 21 out of 31 opportunities

missed on evening shift, and three out of 31 opportunities missed on night shift; - For September 2020, four out of 27
opportunities missed on day shift, 19 out of 27 opportunities missed on evening shift, and one out of 27 opportunities on

night shift; - For October 2020, no treatment to check bruit and thrill in right arm every shift for 10/1/20 through

10/9/20. During an interview on 10/9/20 at 10:45 A.M., the Director of Nursing (DON) said she would expect treatment orders to be
followed as written. She would expect the nurse to check the new POS to make sure it was correct.
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