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PARTICIPATE PLANNING CARE-REVISE CP this statement of deficiencies

_ does not constitute an

The resident has the right, uniess adjudged A
admission that the

incompetent or otherwise found to be

incapacitated under the laws of the State, to | deficiencies existed, were
| participate in planning care and freatmentor |} correctly cited and/or that S I
| changes-in care and treatment.. corrections are required,

A comprehensive care plan must be developed - However, this response is R

- |within 7.days affer the completionofthe — __ 1 . . being submitted as a

~~  Jcomprehensive assessment; prépared by an o condition of participation.
interdisciplinary team, that includes the attending o
*physician; & registered nirse with responstbility T '
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's F280
legal representative; and periodically reviewed .
and revised by a team of qualified persons after 1. Care plan for resident

#2 was updated to 3.3.11

each assessment.
include interventions
for weight loss
including nutritional
supplements. :
2. Careplans have been - |-

This REQUIREMENT is not met as evidenced

"|'Baséd on record review and staff interview, the - - reviewed of current -
| facility failed to revise a care plan fo include _ ) - : .
[ achiy Taler i /15! o residents with ol ;
--interventions for weight loss for-one-{1}-ofthree - - o . o , _
| (3 residents reviewed for weight loss (Resident significant weight loss 3.31-11
_ {#2). Findingsinclude:: . &} for appropriate 1 :
I i e if;f.*’."d---—tf dj ejé r_ —S——opeeesinterventions with  Ssfeeeeeamt 2
T T TEResident #2Was originally admitted tothe tacilly = P S S G
June 4, 2010. He was readmitted to the facility f;;leml‘? ?l?uond
on February 23, 2011 following a hospitalization en as indicated.
for Pneumonia and urinary tract infection.
| Cumulative diagnoses included: Anemia,
+ Dementia, Depression, Chronic Obstructive
.. }.Puimonary Disease and Protein malhutrition with -
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency stateménl ending with an aslerisk (*} denotes a deficiency which the institution may be excused from correcting providing # Is determined that
other safeguards provide sufficlent protection to the patients. (See instructions.) Except for hursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of corection Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaflable to the facility. If deficiencies are cited, an approved pltan of correction is requisile o continued

program participation.
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Eypgaig?;j;g;n;;a(lg&w ila?:ir:)ugsaggcumented on nurses have been re-
yPop P educated, by the 3.31-11

the October 27, 2010 history and physical from
(named) hospital.

7 J(MDS) dated 1/5/2011 indicated cognition and
' decision-making was moderately impaired.

“weight loss noted. -Resident #2 was not 6hva —
| physician-prescribed weight Ioss. program. No

i sWallowing disorders were noted.

Care Plans for Resident #2 dated 6/14/2010
through 2/23/2011 were reviewed. . All care plans
 indicated Nutfrition and hydration risk was a
problem due fo leaving 25 % or more of food and
fluids on his tray for most meals, Goals included
Resident #2 would maintain weight within three
pounds over ninely (90) days. Approaches
included monitoring laboratory results, vital signs,
percentages of meals eaten, weights, signs of
1-change in medical condition, dehydration,
-constipation and dental problems. Care plan
- 1.dated8/18/2010 indicated-goal wasnot:-met and -
“"continue for 90°days.“On 11/18/10,” goa! was not™
‘met with a decrease of 23 pounds. Care plan
- — —dated-+/13/2011 was revised 2/23/2011-and -

-problem. _Approaches.addedon- =~
HZ320inclided s W

Resident's Significant Change Minimum Data Set |

.| Resident #2 required supervision and set-up help |
~J only with-meals._ His weight wa&?ﬁspounds wqh_ :

included Dysphagia (difficulty swallowmg) asa '

- through this process._

Director of Nursing,
on updating resident
care plans when
orders are received
for new/changed
intervention. ' N .
Interdisciplinary team 7 o
will monitor care
plans through weekly
care manhagement
meeting for those
experiencing weight
loss with
interventions
mmplemented as
indicated. Monthly
and weekly weights

* will be monitored

|- T—"I'proBlems and aspiration precaut
© | supplements were net included as an approach
on any of the care plans.

Resident #2's weights were reviewed. Weight
" | September 1, 2010-187.0 pounds, October 1,
| 2010-182.4 pounds, November 9, 2010-164.0
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F 2807 Contintied From page 2 F 280 S -
pounds, December 3, 2010-167.6. pounds, 4. Will monitor care
January 5, 2011-167.6 pounds, February 2, plan updates weekly 3-31-11
2011-160.8 pounds, March 1, 2011-155.6 to assure appropriate
[pounds. This was 16.79% weight loss for the interventions are
past six months documented. Director
| On3/312011 at 11:20 AM., the Direcior of Nursing |~ of Nursing will report '
indicated all information wntten on Residents’ results of monitoring
__ | care plan'was done by the MDS Coordinator. | - | care plan updates and ———— -} g
. {:8he:said the nursing- staff did-not usuaiﬂmrrteon e S e - 1
i to 1dentify trends -
e care plans
. _ ' and/or need for
T On-3/3/2011 at 11:30 AM., the MDS coordinator further education to
stated she kept the care plans updated and the nurses monthly to
placed new interventions on the care plans. RMQI (Risk
When asked regarding Resident #2's weight loss, M i
she said she assumed he was still on the anagement Quality
supplement {MED-Pass 2.0). She indicated she Indicator) committee
did not put supplements oh as an approach for 12 months.
because they added and discontinued
‘I supplements all the time. She stated the
physician orders and.medication administration
record was also part of the resident care plan,
F 325 483.25(1) MAINTAIN NUTRITION STATUS - F 325
UNLESS UNAVO]DABLE
- _Based ona resu:tent‘s comprehenswe ' I -
assessment, { the facility must ensure thata . b
- “JTesident e R R B - i P W
(1) Maintains acceptabfe parameters ; of nutrstional
: -status;-such-as-body-weight and protein levels,-———— e e
Jo—— theresidents-clinicaFeondition——————-}-
-demonstrates-that thisis-not possibler-and————
{2) Receives a therapeutic diet when there is a.
nutritional problem.
Facility ID; 923156
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(named) hospital.

hypoproteinemia (low protein) as documented on
the Ocfober 27, 2010 history and physical from

Resident's Significant Change Minimum Data Set
1 (MDS).dated 1/5/2011 indicated cognition and.
decision-making was moderately impaired.

Resident #2 required supervision andset-up help

_|'only-with meals. His weight was 168 pounds with
_weight loss noted. Resident #2 was noton a

-physmlanprescnbed weight loss program. :No-

swallowing disorders were noted. Two stage two

- - -:pressure ulcers were documented with the date S B identify those
= lest-pressure dieer12/80/2090———————-—| - residents receiving —————rdoo
Care Plans for Re.srdent #2 dated 6/14/2010 7 nutritional
through 2/23/2011 were reviewed. Nutrition and SUpp 1en?ents for
appropriateness.

1 hydration risk was a problem due to leaving 25 %
-ormore of food and fluids on his tray for.most

‘meals,” Goals included Resident #2 would
I-maintain-weight within three pounds over ninety

Director of Nursing,
on significant weight
loss identification.
Review of supplement
orders will be
reviewed monthly, by
Director of Nursing or
designee, at time of
change over to

- XAy ID |~ -~ ———SUMMARY-STATEMENT OF DEFICIENCIES — D PROVIDER'S PLAN OF CORRECTION | sy — |——
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
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F3257 Continued From page 3 F 325 )
This REQUIREMENT s not met as evidenced 325 ) .
by: ‘ 1. Resident #2 is 3.3.11
‘Based on observation, record review, resident receiving nufritional
and staff interview, the facility failed fo reorder a supplement as
nufritional su th peri ordered

‘I (November through February) forfone (1) of three . 2 Cutr o
(3) residents who were reviewed for weight loss . Current residents
(Resident #2). Resident #2 had significant weight welghts have been
- Joss over a six month period. Findings include: ~ reviewed to identify 3-9-11
: significant weight | '
Resndent #2 was ongmaliy admntted to the facm!y gth o tg 088
| June 4, 2010, He was readmitted to the facility ML
“on February 23, 2011 following-a hospitalization mterventions initiated
for Pneumonia and urinary tract infection. as indicated,
gumule;tiveodiagnoses ir&c}iuded:o/l\}nemia* 3. Current licensed
ementia, Depression, Chronic Obstructive . :
Pulmonary Disease and Protein mainutrition with g}lses? aﬁf Certified
hypoalbuminemia {iow albumin) and tetary Manager have
been re-educated, by 3-31-11
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(90) days. On 11/18/10, goal was not met with a 4. DH?CfOl Of,N“fsmg o1
decrease of 23 pounds. Nutritional supplements designee will report 3-3] 11

were not included as an approach on any of the
care plans,

On 3/2!2011 at 11:40 AM., Resident #2 was

“observed eating lunch. Hls meal tray was
abserved at 12:05 PM and he had eaten a few
bites of grotind meat, green beans, biscuit and

_|-mashed pofatoes.” Resrdént#z -had-a.magic cup

| for dessért and had eaten three téaspoons. He

- vaned from-meal tc meal.- R B

e -W‘—ai:

‘had consumed approximately 14 ounces of
thickened liguids.

On 3/3/2011 at 8; 50 AM. and 9:35 AM.., NA #1
stated she encouraged Resident #2 to eat and he
had improved with food and fluld intake. She
stated he had eaten 25% of his breakfast tray,
An observation of his breakfast tray revealed he
had eaten his biscuit with sausage and gravy,
100% of a Magic Cup and 100% of his water and
juice, NA#1 stated Resident #2 did not like the
thickened liquids and his food and fluid intake

Oﬁn 3/3/2011 af 9;35 AM., Resident #2 stated his

“appetite was better and. h& was as trying fo eat more.
He said he did not like the thickened fluids but

| tinderstood that-he-needed hisliquidsthickened -| -

so he wouid not choke on them,

results of weight loss
and nutritional
supplement use
monthly to the RMQI
committee members
to identify trends
and/or need for
further education
and/or monitoring.

R T (]

'} On 3/2/2011 at 3:15 PM., Resident #2's medical
-| chart was reviewed and a readmission weight

"2/2312011=31112011Were Téviewsd. “Nursing
assistants documented that Resident #2
accepted less than 26% of food and fluids eight
out of twenty meais offered.

aka(food and ﬂurda) repoﬁs dated from - Lo
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. | did:not obtain Resident#2's weight when he was

| September, 2010-187.0 pounds, OGtober T,
|-pounds, December 3, 2010=167. 6pounds;”

* 1:204:1=160.8 pounds, March 1,2011-15616 -

was not noted for 2/23/2011. Nurse #1 stated the
readmission weight would be obtained by the shift
that readmitted the resident or the next shift.
Nurse #1 reviewed the chart and indicated the
weight was nof recorded.

On 3/2/2011 at 3:30 PM., Nurse #2 stated the
facility had twenty four hoars to obtain an
-admission/ readmission weight. She stated she

readmitted 2/23/2011 and had asked the evening
shlﬂ nurse fo obtain the weight. -

On 3/2/2011 at 3:20 PM., the Director of Nursing
stated weights aré done on admission/
readmission and if there was a recent weight on
the hospital discharge summary, the facility
sometimes used that weight for the admission/
readmission weight. She reviewed the chart.
There was not a hospital discharge weight or a
readmission weight noted in the medical record.
She said she did not know the weight had not
been obtained and the weight shouid have been
recorded in the medical chart.

Resident #2's weights were reviewed.- Weight

2010-182.4 pounds, November 9, 2010-164.0

January 5, 2011-167.6 pounds, February 2,

—_=pol ds=Thiswas-16.79% weightloss for the*“_ S S —— o "

B past's%months

Laboratory results were reviewed and revealed a
total protein lavel of 5.7 and albumin fevel of 2.8
on 10/27/2010, total protein level of 6,0 and

| alburmin lével of 2.9°'on'2/17/2011. On 37212071,
laboratory results revealed a total protein level of
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| readmission weight. She stafed she notified the

5.6 (normail 6.0-8.3) and atbumin level of 3.1
{hormal 3.5-5.2).

On 3/2/2011 at 3:40 PM., the Dietary Manager
indicated she had not compieted the readmission

Director of Nursing or the evening shift nursing

1 supplement)} two ounces twice daily from
1 8/8/2010 through 10/27/2010 when he was
"t discharged to the hospital. The Medication
| Administration Record for October indicated he
T consumed-100% of the"supplement most of the

regarding the readmission weight.” She said
‘Resident #2 received Med Pass 2.0 fwo (2)
‘ounces twice daily. The Dietary Manager stated a
physician's order was required: for Med Pass.

The order would be franscribed on the Medication
Administration Record (MAR) and administered
by the nursing staff. She reviewed his physician
orders and indicated there was not an order for
Med-Pass 2.0. The Dietary Manager stated she
thought it had been reordered when he returnsd
from the hospital on 2/23/2011.

A review of Resident #2's medical record _
‘revealed he received Med-Pass-2.0-(nutritional

time. Med-Pass 2.0 was not reordered on his
Jeadm!ssu)n to the fac;llty 11/5/201 0 —

note for Resident #2 because she did not havea |

i supervisor if a weight was not documented but |~
+-could-not remember-if-she -nofified=anyone—

1 Nutntaerrna’te&wnﬁewbythe—aletary Mdlldgb‘l

--at-164 pounds with ideal body weight of 172

from November, 2010 through March 1, 2011
were reviewed. On 11/5/2010, the Dietary

Manager indicated, on the nutrition data collection
tool, that Resident #2 was on Med-Pass 2.0 two
ounces twice daily. His current weight was noted
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' -when “asked regarding the notation written

-{ Diefician stated Resident #2 had a stage 2

[ {down™10.4% for thiree months. 14.3 % for six -

| was during:recent-hospitalization
(12/25-12/30/10). Current diet of No added salt
+ was continued. On 1/3/2011, the.nufrition.

pounds. Nufrition progress note dated 11/10/10
stated Resident #2 welghed 164 pounds on
11/6/10 that resulted in a welght loss of 10.09% in
one month and 11.92% in three months. The
note indicated he was on a supplement twice
_da;iy and offered a snack three times daily He
had-a"stage 2 pressure ulcer on hig lett heeland
a skm tear on his right upper forearm.

/32017 af 11:00 AM., the-Dietary Manager,

11/5/2010, stated she knew Resident #2 was on a
‘supplement before he was hospitalized on
10/27/2010 and filled that area out before she
saw his medical chart. ‘

Dietician notes from November through March-1,
2011 were reviewed. On 11/22/2010, the
Registered Dietician indicated Resident #2
continued to receive MP (Med-Pass) twice daily
and had a weight loss of 10% during his
hospitalization (10/27-11/5/2010). On 1/27/2011,
a nufrition progress note by the Registered

decubitus on the right and left gluteal (buttocks)
area, His January weight was 167.6. pounds

_months, up 2.2% for ohe month) Weight loss

ssnote-indicated asignificant-weighit-
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I

| stated-Resident #2 was in the hospital when she

“changeof 13:64% rsix-months-with 1 FESidem'i
eating 50-75% of meals and a snack accepted
three fimes daily. The type of snack was not

indicated.

On 3/3/2011 at 3:00 PM.,, the Registered Distician
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visited the facility in February. When asked
regarding the dietician note dated 11/22/2010,
she.indicated she looked at the intake of the
resident, caicuiated the nutritional needs and
woluld recommend a supplement based on that
information. She stated Resident #2 not rece:wng

recommendatlons

4 Méd-Pass woiild-have affected F her
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