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On 4/23/24, an unannounced on-site visit was
conducted at Forest Hill Manor for the purpose of
investigating a facility reported incident,
#MEQ0047091 and to determine if the facility was
in compliance with the Medicare and Medicaid
Federal Conditions of Participation requirements
for nursing homes. There were regulatory
deficiencies identified as a result of the 4/23/24
investigation of facility reported incident
#MEO00047091.

F 684 Quality of Care F 684 1 provider discontinued order to obtain
SS=D CFR(s): 483.25 U/A on 04/25/24. 04/25/24

§ 483.25 Quality of care
Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
' that residents receive treatment and care in
' accordance with professional standards of

2. Education provided to all nursing staff = 05/15/24
to place orders within EMR to be
completed daily until obtained.

' practice, the comprehensive person-centered 3. Monitor all one time orders. Audit 05/06/24
care plan, and the residents' choices. orders entered into EMR_for peElley:
This REQUIREMENT is not met as evidenced Results reported at ongoing Forest Hill
by: QAPI Meeting.

Based on interview and record review, the facility
failed to follow physician orders to obtain a urine
sample for 1 of 2 residents reviewed for resident
to resident abuse (Resident #24 [R24]).

Findings:

Review of Resident #24's medical record
contained a provider order dated 4/18/24 to
obtain an u/a (urinalysis, or urine sample to rule
out urinary tract infection), due to change in
mental status.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it fs defermined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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On 4/23/24 at 11:46 a.m. in an interview with the
Administrator, a surveyor confirmed that a urine
sample was not obtained, as ordered, 5 days
after the provider's order, and there is no record
of attempt or completion of urine sample.
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