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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident's preferences and
 goals.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to follow physician orders [REDACTED]. There was incomplete
 documentation, recording, and monitoring of Resident 1's daily intake and output and 2. There was no documentation of
 Resident 1's weight on admission or on a daily basis. These failures to follow physician orders [REDACTED]. Findings: The
 record for Resident 1 was reviewed. Resident 1 was admitted   to the facility on [DATE], with [DIAGNOSES REDACTED]. The
 physician orders [REDACTED]. Resident 1 was to have daily weights and I (intake) and O's (output) monitored and documented.
The care plan titled IV Antibiotic Care Plan, dated January 28, 2020, indicated I and O's would be recorded by nursing. The facility
document titled Vital Signs and Weight Record dated February 1 through 2, 2020, was reviewed and indicated there
 were no daily weights recorded. The facility document titled Intake and Output Record, dated January 27 through February 1, 2020,
was reviewed and indicated there were multiple areas left blank where no intake or output was recorded and there were no tallies of
the numbers at the end of the 24 period. There was no monitoring of over, under or equal totals of fluids
 taken in and excreted. The nursing notes for the period of January 28 through February 1, 2020, were reviewed and indicated
numerous entries of bilateral upper extremity [MEDICAL CONDITION] and scrotal swelling. The facility policy and procedure
 titled Intake and Output Recording, revised July 2018, was reviewed. The document indicated, .The facility will record
 intake and out as ordered by the physician . II. I and O will be monitored and recorded per physician's orders [REDACTED].
 The DON stated Resident 1 was readmitted     to the acute care hospital on February 1, 2020, for evaluation and treatment
 of [REDACTED]. The DON stated weights should be recorded on the ADL (activities of daily living) record and I and O's
 should be totaled at the end of each shift and after each 24 hour period. Resident 1 should have been weighed daily. The
 DON further stated, Maybe he (Resident 1) refused (to be weighed). There was no documentation of refusal or non-compliance
 in Resident 1's care plan or nursing notes.
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