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Ensure services provided by the nursing facility meet professional standards of quality.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to ensure the services provided or arranged by the
 facility, as outlined by the comprehensive care plan meet professional standards of quality for 1 of 15 residents (CR#1)
 reviewed for professional standards: -The facility failed to ensure CR#1's orders were followed as ordered by the
 physician. The facility failed to identify when CR #1's order for monitoring was discontinued and did not seek
 clarification. This failure could affect all residents and place them at risk of decline in health and well-being. Findings include: CR#1
Record review of the admission sheet for CR#1 revealed an [AGE] year old female admitted to the facility on
 [DATE]. Her [DIAGNOSES REDACTED]. CR#1 was discharged    to the hospital on [DATE]. Record review of CR#1's annual
MDS
 assessment dated [DATE] revealed she had a BIMS of 08 out of 15 indicating that she was moderately impaired. Record review
 of CR#1's care plans initiated on 03/12/20 read in part, .I may be at risk for altered psychosocial well-being as evidence
 .due to COVID-19 precautions implemented .interventions .monitor/record/report .signs/symptoms . Record review of CR#1's
 physician orders [REDACTED].check temperature and assess respiratory status Q shift ., order dated 3/26/20. Record review
 of CR#1's MAR/TAR for May 2020 revealed, check temperature and assess respiratory status Q shift .respiratory assessment ., with a
D/C date of 5/10/20. Telephone interview with the ADON on 5/27/20 at 3:00 pm, she said CR#1 was sent to the hospital on [DATE]
due to her O2 sat dropping to 77%. When asked about the monitoring of signs and symptoms, she said all residents
 were being monitored for any s/s of COVID 19 as well as temperature checks. When asked why CR#1's MAR was DC'd on 5/10/20,
 she put surveyor on hold and came back approximately 4 minutes after and said that she checked the system and saw the same
 thing that it was D/C'd and that it did not pick back up. When asked if this was done in error, she said she did not know
 and that she was with the Regional Nurse and they were looking into it right now. In additional telephone interview with
 the ADON on 5/27/20 at 4:15 pm, she said she spoke with the NP regarding CR#1's D/C order and she said the NP said she had
 DC'd it. She said she asked the NP why it was DC'd and the NP said that it may have been done accidently. She said they
 were going over all the resident's order's now to ensure it was being followed. Record review of the facility's policy for
 strategies to prevent the spread of COVID-19 in Long-Term Care Facilities revised on 05/14/20 read in part, .monitor
 residents .for fever or respiratory symptoms .all residents will have vital signs, O2 sats, and COVID-19 common symptoms
 .assessed at lease every shift and documented on the MAR in the electronic health record .
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