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Level of harm - Potential
for minimal harm

Residents Affected - Some

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 clinical record review, review of facility documentation, review of facility policy, and interviews for one of
 three residents (Resident #1), the facility failed to record/document the amount of intravenous fluids on the facility ' s
 input/output record in accordance with policy and procedures. The findings include: Resident # 1 ' s [DIAGNOSES REDACTED].
 Review of the quarterly MDS assessment dated [DATE] identified Resident #1 was moderately cognitively impaired and required set
up only with one person for eating. The Resident Care Plan (RCP) dated 5/11/20 identified a potential nutritional
 problem related to [DIAGNOSES REDACTED]. The nurse ' s note dated 6/3/20 at 4:12 PM identified that Resident #1 was alert
 and verbal. There was no respiratory of cardiac distress noted, was afebrile and denied pain. Resident #1 had no signs and
 symptoms of [MEDICAL CONDITION] infection. The note identified Resident #1 had increased confusion and the APRN was
 notified. an order for [REDACTED]. Review of the clinical lab collected on 6/6/20 at 1:32 PM identified that the resident ' s Blood
Urine and Nitrogen level (BUN) was elevated at 45, indicative of hydration status. Review of the Medication
 Administration Record [REDACTED]. Review of the Resident #1 ' s Input and Output documentation record failed to reflect
 that the shift to shift intravenous fluid input documentation from 6/5/20 to 6/13/20 was completed for every shift.
 Interview with The Director of Nursing (DNS) on 7/14/20 at 2:10PM indicated that the nurses should have documented the
 amount of input intravenously on the input and output record in the parental section of the input and output record for any resident
who is on intravenous fluids. Review of The Facility ' s Hydration Policy identified residents identified for a
 potential at risk for dehydration will be placed on intake and output monitoring until adequate hydration status is
 achieved.
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