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DEFICIENCYY:

S 003 Initigf Commients S 003

An unannounced camplaintincident Investigation

survay, ACTS reference number 94747, was

conducted at this residence o 04/03/2024.
Deficiencies were identifiad;

8 230) Organization And Management 2.4.13.A, i 8230

Management Of Services

| 24,13 (A/B) Management of Services

A. Each residence shall provide servicas with
adequate professional-and ancillary enployees.
| and-in sccbrdance with appliciible state law.
Further, thé residence shall assure that all
services are réndered In a safe and effeciive
manner and consistent with the requirements
hereln. The residence shall provide afl care and
services to ail residents in dceordance with the ; {
- prevailing community standard of care. E
|
5

N FAGIITIES REGULATION |
This Requirement is riot met as evidenced by; el
Based on record review and. staff interview it has
been determined the facility falled to provide all.
care and services to all residents in accordance
with the prevailing contmunity standard of care for
the singular resident reviewet for hospitalization,
HD 1. -

Findings are as follows:

Aceording to Mosby's-4th Edition, "Fundamentals

of Nursing” page 314, states in part, ... The

| physician is responsible for directing madical

treafment; Nurses are obligated o follow

physicians' orders tiriless they beiiove the orders
are in error or would hari the clients...*
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Record review révealed ID #1 was admifted to
| the hospifal from 3/11/2024-3/26/2024.
- Diiring the hospital admission, 1D-#1 experienced . :
- comiplications relatad fo-abnoral sodium levels._ | .
| According 1o the hospltal discharge paperwork.
| dated 8/26/2024, | #1 was d:scharged with. 8
© physiclan's crder foit 1 Liter fluid restriction, a,
high soluts diet and ensure plus 3 fimes a day.” $230 Otganization and Management
, o : Management of Services
| Record review failed to reéveal the: physician's anagement of Services
order from the hogpital was transeribed to the
residents readmission physician's orders, nor - Resident ID #1.care plan hias been updated fo
was there evidenge the resident's primary care |  reflect the discharge ordeis received on
provider declined to institute this physician's ' readmission; Resident discharge documents wilt

| order. bé immediately reviewed arid admitting orders

: Durifig an interview on 4/3/2024 at - sgpproximately added to-their care plans:

| 430 PM, the Assistant Administrator and the
Admlmstrator revealed Resident 1D #1 was sent
back out to the hospital on 4/2/2024, They
acknow!edged that the resident was nof on:a fluid
restriction or high solute diet from 3/26/2024:t0
4/2/12024, as drdéred.

S 365 Resideney Requirefents 2.4.16.D Resident | 8365
Assessment/Service Plans

2.4.16 (d} Resident Assessments and Service
- Plans

| D. The assessment shall be reviewed and at
intéivals not to exceed twelve (12) months and
each ime a resident's condition changes
significantly.

- This Reguirément is nof met as avidenced by
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- Based on record review and staff interview, it has :
-beern détermined the residence falled to review |
| the resident’s comprehensive assessment at
| intervals not o xceed twelve (12) menths and
each fime a resident's condifiorr changes
significantly for the sihgular resident reviewed
relative to hospitalization, Resident 1D #1,
Findings are as follows:
Record review revealed ID#1 was admitted to fg 5365 Residency Reguirements

-the hospital from 3/11/2024-3/26/2024. Resident Assessment/Service Plans

1 Duririg the hospitat admissio, 1041 eXpetienced

eomplications related to abnormal Sodilim levels. Resident ID-#1.comprehensive assessment
reflects the change'in diet. Comprehensive
ch‘gdég% }gégi ?S;El‘tai dlsdcha;ge Pzpei\'!:’m k assessments will be revieiwed each time a
PﬁYiICian 's arder for’ "1‘2’?tzr ';]?J?d ?‘g%fnc‘gén 2 I3 resident’s condition changes or at least yearly.
high solute diet and ensure plus 3 times aday® | v )
9 P v oo The Wellness Goordinator and/or the
T Ty . ¥y " ;
Record review of 1D #1's comprehensive 5 Administrator estabiished a weekly statis
agsessgne;nt C}:teg 3/32[202% failed tto retveal the teport starting 3/13/2024 to reflect all resident
ahove cletary/iiud orders-and a systém fo Incidents noted in the records. These reports
{ monitor the fiuid restriction and dist thanges. o will be circulated with the Per Diem Nurse both
During an interview on 4/3/2024 st approximately | | f\?é ;elgct_ronljf;_aifyr.agd in person“aqd will ensure to
4:30 PM, the Assistant Adinistrator and the e reflect any discharge summary
Admtmstrator reviaaled | Resadeznt 1D #1'was sent recommendations, Additisnally, thesa reports
back to the hospital on 4/2/2024, They will be used as part of the QAP quarter)
acknowledged that ID-#1's comprehensive reviews, P i b

assessment was not updated to reflect & fluid — —
restriction ot a high solute dief, as ordered.
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