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Npsthchsse Mussing and Rehabilittion Center
F 241 | 483.15() DIGNITY AND RESPECT OF F 241 ncknowledges recoipt of the Statemont of Deficiencies
ss=g | INDIVIDUALITY andd proposes this Plan of Correction to the extent that
e surmmary of findings is factundly correct and in
The facility must promote care for residents in a _ 0““1“ to maintain compliance with applicable rules
manner and in an environment that maintains or g?c&?:i::i;if: fl;mhtgdo f care ”.Etwmi?m' The I;hm
. S . 3 18 2 Al 3
enhances each residents dignity and respect in R mitted as a written aflegation o

full recognition of his or her individuality.

Morthehase Nursing and Rehabilitalion Clentar's
esponsg to this Statemment of Deficiencies does not

i ; denote wereement with e Staromen] ot Belicioneles
This REQUIREMENT is not mat as evidenced ney dm::fi | constilute an admission that sny deficioney
by . . } is accuente. Farthor, Beifthaven reserves hie vight-to
Based on observation; record review and refute any of the deficiencies on this Statement.of
interviews, the facility failed to feed residents ‘

\ Preficiencies through Hiformal Dispute Rasolation,
while being seated, staff member stood over the formal tppest procedure und/or any other

residents while feeding for & of 7 residents sdminisiativer el progesding.
(Resident #1480, #1173, #1568, #20, #449), and the 1 esident #1148, #173, #1859, #20,
facility sttowed 1 of 7 regidents 1o diink from a #49, and 870 wiil continue to be fed

glass anothar tesident drark fronry and st in wet
clothing whila being fed (Resitent#137).
Eindings included:

1. a. Review of the clinical record of Resident
#149 indicated e resident was admitted to tinue not to sit In wet clothi
facility 10/30/2014 with diagnoses which included continue not to sit in W ne
Dermentia with behaviors. The resident's while belng fed.

Minimum Data Set (MDS) dated 1/10/2016
indicated the resident had moderate cognitive
impaiment and reguired supervision of one

while staff member s seated. .
Resident #137 will contlnue to not
drink from a glass that another
resigent drank from and will

2.The RN supervisor, Assistant
Director of Nursing, Quality

person with eating. ; Improvement Nurse, and

1. b. Record review indicated Resident #173 was Treatment Nurse conducted 100%. -
admitted to the faciiity on 9/21/2014 with round of all residents to include
diagnoses which included Aphasia and Dementia. residents #149, #173, #159, #20,
The residents Minimum Data Set (MDS) dated #49, # 137, and #70 during meal
1/8/20186 indicated the resident had ssvere time to ensure residents’ clothing
cognitive impairment and required extensive dry, staff were in a seated position
assistance of one person for asting, while feeding residents, and no

A continuous dining observation was conducted resident’s noted to be drinking
shortly after entry irto the facility on 201442016 froma giass that another resident
and revealed the following events: Rk

’ draink frim on 3/4/16. No conterns
At 5:00 P, 7 residents were observed seated at were identified during the audit.

4 different tables in the small 300 hall dining The Social Workers, receptionist, :
z.ﬁf}@w)wm DIREGTORS OF PROVIDER/SUPPLIER REPRESENTATIVE™S SIGNATURE TNE 2:% [XB) DATE

& *?‘?M s o L & o };‘ i j i
C 57 4 N 2/l
xxﬁf} deficloncy statement ending with an asterisk (") denotes a deficisncy which fhe institufion may be excused from correcting providing 1t is determined that

other safeguards provide sufficlent protection to ths patients. (See instructions.) Except for nursing homes, e findings stated above are disclosable 90 days

foliowing the date of survey whather or nota plan of corraction is provided, For nursing homes, the above findings and plans of correction are distlosable 14

days foliowing the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction s requisite to continued
program participation.
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room, One MNursing Assistant #1 (NA) was
present in the room and passed out dinner irays
to each resident. The staff member stood over
Resident #148 (io the left of the resident) and fed
her 4 bites of food from her eating utensil. The
staff member then proceeded to another table at
512 PM, sat down beside a male resident inthe

! room and began feeding im, At 5:47 PM, the NA

moved to Resident #173 and stood to the right
side of Resident #173 and fed her several bites
fror her plate. :

On 211712016, Resident #1439 was approached
for an Interview. The resident did not respond to
interview questiops. Resident #173 was not
intarviewed due to severs cognitive impairment.
On 2/17/2016 at 5:45PM, NA#1 was interviewed.
The NA was asked about the dinner observation
on 12/14/2018. When asked about standing over
the residents When feeding them, the NA
responded 1 should have sat down when
feeding them, 1 know | am not supposed to stand
up when feading them. *

1 Review of the clinical record of Resident #1137
indicated the resident was admitted to the faclity
on 127312014 following & Cerebrovascuilar
Accident (CVA/Stroke). The resident's Minimum
Data Set (MDS) dated 12/2/2015 indicated the
resident had severe cognitive impaiment and
was tolally dependent of 1 stafl for feading.

A confinuous dining obsrvation was corghucted
shorly after entry into the facility on 2THIONE
and revealed the follawing avents:

ALS-OD PR, T residents were observed seated at
4 different tables in the small 300 hall dining
roor. One Nursing Assistant #1 (NA) was
present in the room and passad out dinner trays
to sach resident. At 5:10 PM, Resident #173
reached over to Resident #137 tray and took her

full glass of water and started drinking 1t from the

supply, and the treatment aide
conducted 100% audit of all
resident’s rooms to include
residents who requires assistance
with feeding to include #149, #173,
#159, #20, #49, #70, and #137t0
ensure chalrs were available in the
room to ensure staff member is
seated while feeding the resident
on 2/18/16. Chairs were placed in
the room by The Soclal Workers,
receptionist, bookkeeper, medical
records department, scheduler,
centrgl supplyyand the treatment
aide on 2/18/16 during the audit

T apy identified areay of coneer.

3,100% nseevicns was initisted by
the staff development coordinator
on 2/17/16 for ali licensed nurses
and certifled nursing assistants,
including NA#2, NA#S, and Nurse
#2, regarding resident dignity to
include being in a seated position
facing resident when assisting with
eating meal and ensuring that the
resident is appropriately groomed,
clean, and dry at meal time, NA# 1
is no longer employed at the
facility. The inservice to bhe
completed by 3/17/16. 100%
inservice was initiated on 3/4/16 by
the staff facilitator for ali licensed
nurses and certified nursing
assistants including, NAHZ, NAKS,
and Nurse #2 regarding the need
to monitor residents during meal
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rim. NA#1 then walked over to the table and
removad the glass from Resident #173 ' s hand
and placed the glass back in front of Resident
#137. At 5:25 PM, Resident #137 picked up the
glass of water and began to drink it and spilled
the entire contents on her shirt and pants and the
fisor around her wheelchalr. At 5:32 P, the NA
walked over to Resident #137, sat beside her and
fed her. The resident’ s shirt and pants were
ohserved wet during the meal, and water was
observed on the floor around the resident’ s
wheslchair.

On 211712016 at 5:45PM, NA#1 was interviewed,
The NA was asked about the dinner ohservation
on 121472016, When asked about giving
Resident #137 the glass of water Resldent #173
was drinking, she stated she remembered taking
it from her hapnd and giving it back to Resident
#4137, but she didn ' t recall seelng Resident #173
drinking from the glass.

Whien asked about Resident #137 spilling her
whole glass of water on herself, the NA stated
she didn ‘ t notice her spill it. She also stated she
didn * t notics the resident’ s wet clothes or the
wet fioor around her wheelchair when feeding her
dinner on 2/14/2016. The NA also stated she
should have changad the resident’ s wet clothes
hefore she fed her.

The Director of Nursing (DON) was interviewed
on 271712016, She stated her sxpectations were
staff should be seated when feeding residents,
staff should not give another resident a drink from
another resident * ¢ hands, and staff should clean
up wet residents before feeding them.

1.6. Review of the clinical record of Resldent #70

| indicated the resident had diagnoses which

included Alzhsimer ' s disease, abnormal posture,
failurs fo thrive and muscle weakness,
Heview of the quarterly Minimum Data Set dated

|

licensed nurses and certified

during orientation by the staff

ensuring that the resident is

dry at meal time, and need fo

drank from.

4.\Wwhen feeding & resident, to

#20, $49, #70, and #137 the

glass that another resident has
drunk from, The Nursing

meal observations on 10% of
#1713, #1589, #20, #48, #70, and

a Resiflent Care Audit Tool 5 x
week, to include weekends, x4

resident drank from. Inservice to be
completed on 3/17/16. All new

nursing assistants wili be inserviced

development cnordinatoir; regarding
resident dignity to include being in
a seated position facing resident
when asslsting with eating meal,

appropriately groomed, claan, and

monitor residents during meal thne
to ensure that no resident drinks
from a glass that another resident

inciude residents #149, 4173, #159,

licensed nurse or certifiad nursing
assistant will sit facing the resident
while providing assistance with
eating, ensure residents’ clothing

, dry and immadiately changed for

" any spllis, and ensure that residents.
are not sliowed to drink from

Supervisor, ADON, Ol Nurse, 50C,
and Treatient Nurse will conduct
residents to include resident #1459,

#1387 during all three.meals utilizing
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01/26/16 indicated Resident #70 was severely
cognitively impaired and required extensive
assistance with eating.

feview of Resident #70 ' s Care Plan, which was
fast updated 02/09/18, indicated Resident #70
was unable to fead herself independently. The
Care Plan indicated an intervention for staff to
provide total feeding.

During a dining ebservation on 02/14/16 at 5:30
p.m., Resident #70 was observed lying on her
bexd awake. Nursing Assistant (NA)#3 brought
Resident #70 's dinner tray into resident 's room
and placed the tray on the resident’ s over-bed
table. NA#3 pointed her right index finger at
resident and stated, "she's a feeder” and left the
room without acknowledgement to the resident.
An observation on 02/14/18 at 5:54 p.m. revealed
Nurse #2 standing beside Resident#70 " s bed
feeding the resident.

in an interview with NA #3 on 02/18/16 at 12:05
p.m., NA#3 stated she should not have called
Resident #70 a feeder, especially in front of the
rasident. When asked why she left the room
before setting up the dinner tray, NA#3 stated
she deliverad ali the trays on tha meal cart first
and then returned to the rooms of the residents
who needed to be fed.

in an interview with Nurse #2 on 02/18/18 at 427
p.m., Nurse #2 stated she stond to feed Resident
#70, because there was no chalr in the regident’
s room and she wanted to fead the resident while
her food was still warm,

In an interview with the Director of Nursing (DON)
on 02/18/16 at 2:55 p.m,, the DON stated it was
her expectation for nursing staff to pass meal

| trays to the residents who need tobe fed at a

fime when staff were able foed them. The DON
stated staff should sit when they are fesding
residents. ‘

monthly x 2 months to ensure staff
are sitting facing the resident whille
providing assistance with eating,
residents’ clothing dry and
immediately changed for any spills,
and that residents arg not allowed
to drink from @ glass that another
tesident has drunk from, fny
concerns will be immediately
addressed by the Nursing
Supervisor, ADON, G} Nurse, SDC,
and Treatment Nurse with

reeducation of staff during the time

of the audit. The DON will review

and initial the audit tool weekly x 8

weeks then monthly x 2 monthsto
ensure compliance, The DON wil
comptie the results of the Resident
Care Audit Tool and prasent to the
Executive Quality improvement
Cornmittee monthly x 4 months,
identification of trends will
determine the need for further
action ant/or change in frequancy
of required monitoring.

v
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14 Beview of the clinical record of Resident i
#1580 indicated the resident had diagnoses which |
included dysphagia, abnormal posture, dementia
with Lewy bodies, and muscle weakness.

Review of the quarterly Minimum Data Set dated
14/40/8 indicated Resident #159 was severely

| cognitively Impaired and required extensive
assistance with eating.

During & dining observation on 02714118 st 544
p.m., Resident #1589 was lying on ner bed with
her eves closed. Nursing Assistant (NA#3
brought Resident #1858 * s dinner ray into the
resident ' s room and pleced the tray on the
resident ' s ovar-bed table, NA®3 left the room
without setting up the tray.

An ohservation on 02/14/16 at §:58 pm. ravesalad
| NA#3 standing beside Residert $158 ' s bed
 feeding the resident,

Fn an interview with NA #3 on 02/18/16 at 12:08
p.m., NA#S stated she deliverad all the trays on
the meal cart firat and then refurned to the rooms
of the residents who neaded to be fed. NA#3
stated she stood to feed the Resident #158,
hacause there was not & chalr in the room. NA
#3 stated the room had never had & chalr in it.
NA £3 stated she knew she should have sal while
ahe fad Resident #159 and stated she probably
should have gotten & chair from another location.
in an Intervisw with the Director of Nursing {(3ON)

on 0218116 at 2:55 p.m., the DON stated it was

trays to the residents who needivbhe fed ata
time when stalt were able to feed them, The
DON stated staff should sit when they are feeding
rasidents.

1 6. Resident # 49 was admitted on 3/ 4202

her expectation for nursing stalf to pass meal

| with diagnoses of heart fallure, stroke and

|
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! ‘ 1. Allcommonly used
F 241 Continued From page 5 F 241 pa{sana[ items for
demantia, { resident # 25, including
the water pitcher, were
The annua! Minimum Data Set dated 7/4/2015 arranged so that they
assessed Residint # 29 ;o bte geverely impaired were within reach of the
far cognition, and needed set up help for eating. .
Resident # 40 needed extensive assistance for all ] _{?St}dem on 2/18 /m by
other Activities of Daily Living (ADLS) 3 ; the medical records - -
: 7 “dirdetor dng malniendnce
On 211412016 at 5:00 PM, an observation was ~odimgtor. T
' made of Resident # 49 In the bed, with the béd 2. A100%audit of al
raised to a high position, and a Nursing Assistant residents, to Include
(NA) standing at the bedside, feeding her. resident #25, was
conducted by the Nursing
In an interview on 2/18/2016, an NA who worls Supervisor on 3/7/16 to
on Resident # 46 's hall and regulary provided ensure residents’
care for Resident # 48, stated Resident # 48 was individual needs and
unable to feed herself a meal, the Resident did personal preferences
feed herself some food, but needed to be . were by ensuring
encouraged and cued. The NA stated Resident # commeonly used items
49 was not left alone to feed hersalf. were withn reach to
On 211912016 at 3:41 PM, NA# 2 stated he fed include water pitchers. Al
Resident # 48 on 2/14/2016 and indicated he was ttems were placed in
standing at the bedside. The NA indicated he reach per the resident’s
should have been sitting down to feed Resident # preference and special
49, neads during the time of
the audit for any
On 21192016 at 415 PM, in an interview, the identified areas of
Diractor of Nursing (DON) stated residents concern by the Nursing
should have been at eye level when fed. Supervisor,
100% of ail staff to
On 2/15/2016 at 4:15 PM, in an interview, the include litensed nursing
Adnjtlnist(ator &fated there should have been & staff, certified nursing
chair avgsiable in each i‘OQﬂ:i. becauss staff assistants to include NA
| should sit down to feed residents. #3, housekeeping
F 246 | 483.15(8)(1) REASONABLE ACCOMMODATION F 246 th;mw and a dmlissms
ggan | OF NEEDS/PREFERENCES N ‘
; chordinator were
!
4

CORM GMS-2567(02-99) Previous Versions (bsolete

Evant 10; 828H11

Facilty 10: 923038

If continustion shest Page € of40




PRINTED; 03/03/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & IEDICAID SERVICES B NO, 08380381
STATEMENT OF DEFICIENCIES K13 FROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABULOING COMPLETED
G
345118 BOWING e — QFSI201E

STREET ADDRESS, CITY, STATE, ZIP CODE
3016 ENTERPRISE DRIVE
WILINGTON, NC 28408

NAME OF PROVIDER OR SUPPLIER

NORTHCHASE NURSING AND BEHAB!LITATEON CEMTER

preferences, except when tha health or safety of
the individual or other residents would be i
endangerad. !

This REQUIREMENT is not met as evidenced
by .

Based on observations, resident and staft
interviews and record review, the facility failad o
placs a resident’ s water pitcher within reach for
1 of 3 residents reviewed for accommodation of
needs. (Resident #28).

Findings Included:

A review of the clinical record of Resident #25
indicated the rbsident was admitted to the facility
on 03/09/15 with diagnoses which included
slindness of both eyes, heart failure, muscle
woaknass, ostecarthritis and chronic pain.

A review of Resident #25 ' s quarterly Minimum
Data Set (MDS) dated 01/02/16 indicated the
rosident was cognitively intact and required
extonsive assistance with bad mobility and
wansfers. The MDS indicated the resident hati
impairment on one side in regards to functional
limitation in range of motion. The MDS indicated
the resident had severely impaired vision.
Review of Resident #25 ' s Care Plan, last
updated on 01/15/18, revealed Resident #25's
environment should have been adapted fo ensure
the resident was able to recognize objects ard
her own environment refated to her blindness.
“The Care Plan indicated Resident #26' s
commonly used items were to be within easy

reach related to her visual deficit.
During an observation of Resident #25 on

4,

within reach according to
special resident needs
and preferences. |
Inservice initiated on
3/8/16 to be complated s
by 3/37/16.
When & resident is
admitted to the facliity
the MDS Nurse will
determine If the resident
has any special neads or
preferences related
regarding placement of
personal items, to include

. water pitchers, and

update the resident care
gulde accordingly. The RN
Supervisor, Staff
Facilitator, O Nurse,
Treatment Nurse, and
ADON will conduct
resident rounds and room
ohservations to include
resident #25 o ensure
cammonly used items are
within resident’s reach, to
inclutie water pitchers,
and that special needs
and preferences are belng
met using a 0
Accommodation of
Needs/ Preferences Audit

"
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inserviced by the staff
F 246 | Continued From page 8 F 248 facilitator regarding
A resident has the right to reside and recaive ensuring that resident’s 03/18/16
services In the facility with reasonable coramonly used items 10
accommodations of individual needs and include water pitchers are
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Tool 5x per week K 4
F 246 iContinued From page 7 F 246 weeks then weekly x 4
02118016 at 3:15 p.m., Resident #25 was lying on weeks, then monthly x 2
her back in her bed. The right side of the months to ensure
resident ' s bed was pushed up against 2 wall. A compliance. All concerns
3-drawer nightstand was near the head of the bed will be immediately
on the left side"sf the bed. {\n over-bed fable was addressed by the RN
pushed up against the left side of the bed. A Supervisor, Staff .
Styrofoam water pitcher containing ice and water Facilitat ' al Nl;rse
had been set on top of the 3-drawer nightstand. acifitator, .5 ’
The water pitcher lid had no openings for a straw. Treatment Nurse, and
There were no cups or straws observed on thé ADON by placing
mightstand or ovar-had table. ! cormonly used items
in an interview with Resident #25 on 0211816 at within resident’s reach,
3:15 p.m., Resident #25 stated she had a bad left reeducation of staff as
shoulder and stated she tried notto use her left needed, and/ or updating
arm because of pain. When asked whers her of care guide to reflect
water pitcher was located, Resident #25 raised rasident’s preference,
her right amm and pointed to the wall behind the The BOM will review angd
headboard of her bed. When it was explained initial the audit tool
the area she pointed to was a wall, she raised her weekly x 8 weeks then
right arm aa_wd po?pt&d towards the foot of her bed. monthly x 2 months to
in an interview with NA #3 on 02/18/16 at 3:356 )
) ensure compliance.
p.m,, NA#3 stated water pitchers were usually The DON will complle the
placed within the reach of the resident. When
asked why Resident #25 ' s water pitcher was results of the Q
placed out of her reach, NA#3 did not offer an Accommodationof
explanation, NA#3 confirmed there were no Needs/ Preferences Audit
cups on Resident #25 ' s side of the room. Tool and present to the
In an interview with the Director of Nursing (DON) Executive Quality
on 0211 8/16 at 4:40 p.m., the DON stated it was improvement Committee
her expectation nursing staff place ftems for monthly x 4 months,
Resident #25, who is blind, within her reach on identification of trends
her right side. will determing the need
F 253 | 483.18(h)(2) HOUSEKEEPING & F 253 for further action and/or
s8=0 | MAINTENANCE SERVICES change In frequency of
3 required monitoring.
The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.
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1. The air vent and surrounding area near raom
F 253 | Continued From page 8 £ 953 314 was cleaned by the maintenance director on
2/19/16. 103/18/16
2. 100% sudit was conducted on 3/4/16 by the
This REQUIREMENT is not mat as evidenced Activity Director of all cefling air vents and
by surrounding area to Include the vend near room
Based on observation, record review and staff 314 to ensure the vents and surrounding areas
interview, the facility failed to provide a safe | were clean of black smudges and black specks.
interfor by faifing to clean black smudges and The maintenance Director cleaned all areas
specks, ground an air vertt on one of six halls in identified with concerns‘on 3/7/15.
ths facility. ! 3, The mairtenance director and assistant was
Findings inciuded: ' Ny ) L )
| inserviced by the administrator regarding the
On 2/44/2016 at 5:30 PM, during an initial our of need to provide a safe interlor by ensuring the
the facility an observation was made of the ceiling facility is free of black smudges and specks to
on the 300 hall near resident room 314. Around inchude around air vents and ceiling on 3/2/16.
and on an air vent wers black smudges and 4. The maintenance director or malnterance
multiple small black specks on the celling around  psslstant will ingnect and clgan vents and the.
the air vent, Other sir vents on the hall were surrounding areas to include the air vent near
observed to be clean. coom 314 on a weekly basis to enstre they
' rernain free of black smudges and specks. The
On 21712016 at 10:59 AM, an observation was Activity Director will conduct an audit to ensure
made of the ceiling on the 300 hall, near resident air vents and surrounding areas to Include the air
room 314. Obsarved were black smudges on and vent near room 314 are clean using a Q1 Alr Vent
around the air vent and many black specks on the Audit Tool weekly x 8 weeks then monthly x 2
ceiting around the air vent. months. The Activity Director will complete a
wark order for maintenance notification for any
0? 219/ 2616, at 3:90 PM, The Maintenance identified areas of concern during the audit, The -
Director was mterv;evt;'e,jd, and wi‘«en he looked at administrator will review the audit toal weekly %
the_seslmg he a{;ated .lts.mold. The . 8 weeks then monthly x 2 months and initial. The
Maintenance Director indicated he would clean it o ) :
with bleach. The Maintenance Director stated he a:;lmmxstratolr will compile the results of the ?‘i
tried to check on the ceflings when he walked air Vent Audit Tool and present to the Execut.eve
around and took care of any problems that he 0 Committee Monthly x4 months. Trends wil
found, but he was vary busy and had a lot of determine if further action or manitoring is
tasks. The Maintensnce Director stated he was needed. | . : : g
‘responsibie for cleaning the heat and alr vents, 1 Resident #137 will cantinue 10 bef 03/18/16
F 312 483.25(2)(3) ADL CARE PROVIDED FOR Fai2)  fed )Nith dry clothing,
s9=0 | DEPENDENT RESIDENTS 2,100% audit of all residents,
inciuding resident # 137 was
FORM CMR-2567{02-89) Previous Versiors Obsolete Event 10: 828011 Fraility £ 523038 if continuation sheet Page 8 of40
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cenducted by the KN Nursing
¥ 312 | Continued From page 9 Fai2 Supervisor, Resource Nurse,

A resident who is unable fo carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by :

Based on observations, record review and staff
interviaw, the facility failed to assist a totally
dependent resident with care for 1 of 1 residents
{Resident #137) when facility staff fed the
resident a meal while the resident’ s clothing was
wet,

Findings included.

Review of the clinical record of Resident #137
indicated the resident was admitted to the facility
on 12/317/2014 following a Cerebrovascutar
Accident (CVA/Stroke). The resident's Minimum
Data Set (MDS) dated 12/2/2015 indicated the
resident had sevars cognitive impairment and
was totally dependent of 1 staff for hygiene and
feading.

Adinner dining observation was conducted
shortly after entry into the facility on 2/14/2016 in
the 300 Hall dining room observation at 5:00PM.
AL 5:00 PM, 7 residents were observed seated at
4 different tables in the dining room with ong staff
assisting all the residents.  Nursing Assistant

(NA) #1 passed out trays fo the residents in the
room. At 5:25 PM, Resident #137 picked up her
glass of water and began to drink it and spilled
the entire contents on the front of her shirt and
pants and the fioor around her wheelchair. The
Tesident ' s shirt and pants were noticeably wet.
AL 5:32 PM, tha NA walked over (o Resident
| #137, sat baside and fad the resident until
5:47PM.

during the audit.

s

licensed nurses and certified

resident’s clothing if spills are

meals being served and to

provided and placed on the

license nurse as needed, The

Traatment Nurse, QI Nurse, and
Assistant Director of Nursing on
3/4/16 to ensure all residents were
clean and dry and no spills were
noted on residents clothing at meal
time. No problems were ig{,entiﬁed

3.An inservice was initiated by ?he
staff facilitator on 3/4/16 for 100%

nursing assistants regarding the
need to ensure a resident Is clean
and dry prior to meal being served
and to Immediately change the

noted, Insgrvice $o be completediby
3/17/16. All new licensed nurses
and certified nursing assistants will
be inserviced during orientation
regarding the need to ensure a
resident is clean and dry prior to

imemadistaly change the resident’s
'.cécthmg i spills are noted, NA#L s
'no longer employed at this facllity. .
4 Prior to assisting a resldent with
eating, licensed nursing staff and
certified nursing assistants will
ensure that the resident is clean

and dry. Clathing protectors will be
residents by the nursing assistant or
Nursing Supervisar, ADON, G

Nursa, SDC, dnd Treatment Nurse
will conduct meal observations on

FORM CMS-2567(02-88) Previous Versions Chaalets
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: 10% of residents to include resident
F 312 | Continued From page 10 F 342 #137 during-all three meals utilizing,
The NA was interviewed on 2/17/2016 at 5:45 PM a Resident Care Audit Tool 5 x
about the dinner observation an 12/14/2018. week, 10 include weekends, x 4
When asked about Resident #137 spilling her weeks, weekly, x 4 weeks then
whole glass of water on herself, the NA stated monthly x 2 months to ensure
she didn ' t notice her spill it. She also stated she residents’ clothing dry and
didn * t notice the resident ' s wet clothes when immediately changed for gny spills.
foeding her dinner on 2/14/2016, The NA further Any concerns will be Emmédiately
stated she should have f:hanged the resident ' 5 addressed by the Nursing 5
wet clgthmg hefore fgedmg her. o supervisor, ADON, QI Nurse, SDC,
The Director of Nursing (DON) was interviewsd and Treatment Nurse with
following the interview with the NA on 2/1“{/2018 reeducation of staff during the time
at 6:00 PM. The DON stated the expectations of the audit. The DON will revi
were staff ware expected to clean up wet and initial the audit tool o
residents before feeding them. weeks then monthi o wee!;iy X8
F 325 | 483.25() MAINTAIN NUTRITION STATUS Fa25) onthiy x 2 months to
ss=D | UNLESS UNAVOIDABLE wsure compliance. The Qf Nurse
wili compile the results of the Q

Based on a ragident's comprehensive
assessment, the facility must ensure that a
resident -

(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

{2} Recaives a therapeutic dist when thereis a
nutritional problem,

This REQUIREMENT Is not met as evidenced
by:

Based an observation, record review and staff
interviews, the facility failed to follow physician
ordars for a follow up appointment and failed to
feed o resident according to the resident’ s plan
of care for 1 of 18 residents reviewed for weaight
logs {Resident #137), and the facility failed 1o

present to the QI Executive

identification of trends will

of reguired monltoring,

12/3/2015. Resident #137 will
continue to be fed by staff

welghts for resident #169 and

Resident ADL Care Audit Tool and
Commitiee monthly X 4 months,

determine the need for further
action andfor change in frequency

1.Resident #137 was seen by the
physician on a follow up visiton

following the resident’s plan of
care, NA #1.is no longer employed
by this facility. A current weight
was obtained for Resident # 169
and resident # 33 on 3/9/16 by the
Restorative Aide. The physiclan was
made aware of the missed waeakly

resident #33 by the treatment
nurse on U3/10/16 snd updated on

03/18/16
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( the residents’ current welght
F 325 Continued From page 11 F 325

follow physician orders and dietifian
recammendations for weekly weights for2 of 18
residents {resident # 169 and resident # 33)
reviewed for weight loss.

Findings included:

| Racord review indicated Resident #137 was

admitted to the facility on 12/31/2014 foliowing a
Cerebral Infarct (Stroke). The resident ' s
adnission diagnoses ncluded Heart Disasse,
Cognitive Communication Deficits, Deep Vein
Thrombosis Lower Extremity and Dementia with
Lewy Bodies. The record also indicated the
resident was readmitted to the faciity on

| 03132018,

i
Review of the admission Minimum Data Set

dated 3/30/2015 indicated the resident had
savers cognitive impalrment and required
extensive assistance with eating times 1 person.
The MDS alsd indicated the resident was 67
inches in height and weighed 184 pounds.
Review of a 4/27/2015 Quality Improvement (Q1)

| note indicated the resident was referred to

restorative dining on 2/13/2015 for breakfast and
lunch. The resident was placed back info the
regular dining room for meals. The resident’ s
dist was mechanical soft, The nole also indicated
the resident ' s meal inlake was 25.78%. The
racord also indicated the resident was referrad to
therapy on 04/24/2015 due to not consistently
putting food on spoon without spilling it, falling
asleep in the middie of maals even with cusing
and prompting.

The resident ' s welghts were revigwed from
March 2015 through February 2016 and indicated
the following:

Raview of the resident ' s clinical record indicated
on 04/01/2015, the resident ' s weight was 192
pounds.

. Review of the resident” clinical record indicated

1

status,
| 2.100% audit was initiated by the
| Treatment Nurse, (i Nurse, ADON,
and RN Supervisor on 3/7/1610
review all physician’s orders and
clinician prograss notes, to Include
the Registered Dietician, for gasft 30
days to ensure all orders, to'include
waekly weights, recommandations,
and follow up appointments were
initlated/conducted as ordered,
Audit to be completed by 3/17/16.
Any missed orders will be
addressed by notifying the
physician and completing a a
Incident Report. 100% audit was
conducted of all resident care plans
and care guides by the ¢
administrator and DON on 2/17/16
to ensure that spedial instructions
for assisting a resident with eating
were reflectad on the resident care
plan and care guide. Audit was
compieted on 2/26/16. Resldent
care plans and care guldes were
iramediately updated by the MDS
Nurse as indicated during the audit. -

3 100% inservice was initiated by
the staff facilitator on 3/8/16 for all
ficensed nursing staff, Including the
Ol Nurse regérdiné the
implementation of physiclan’s
orders, to include weekly welghts.
inservice ta be completed by
3/17/16. All new ficensed nursing
staff will be inserviced by the Staff
facilitator during orientation
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on 05/2072015, the resident ' s weight was 156
pounds,

Review of a Qf (Qualily improvement) weight
review on 08/25/2015 indicated the resident ' s
weight was 175 pourds, a 5% change over last
30 days. The resident ' s intake was 28-75%.
The resident was referred to the Registerad
Dietitian (RD}.

A progress note by the RD on 7/6/15 indicatad the
resident ' s weight was 175 pounds on 6/25/2015,
& 6% change {11 pourids) in one month. The RD
racommended to start the digtary supplemeant

| Resource 2.0, 80 cublc centimeters {cc) by mouth

(PO) between meals and badtims.

Review of a Nurse Practitioner (NP) progress
note on 7/13/2015 indicated the RD
resommendation was not agreed by the Nurse
Practitioner (NP}, as " resident is within ideal
body welght (IBW) at this time. *

On 2119720186 at 3:05 PM, the NP was
interviewed and stated she would not have
agreed for a supplement for a resident in ideal
weight parameters especially at a welght of 175.
Review of the resident ' s clinical record indicated
on 07/24/2015, the resident’ s weight was 165
pounds.

Review of the resident ' s clinical record indicated
on 8712015, the resident experienced edema
from middle thigh to toes in left leg. Following

 x-rays and laboratory work, thie diuretic Lasix 10

milligrams {mg) was ordered times threa days.
The rasident* s glinical record indicated on
8/10/2018, the resident was evaluated by the NP
who addressed swelling in leftleg. The NP
ordered weekly welghts times 4 weeks.

‘Review of an RD note on 8/14/2015 indicated the
- RD recommended fo start a dietary supplement

Resourcs 2.0 80 ml three times a day between
meals.

PROVIDER'S PLAN OF CORRECTION
{EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFIGHENGY}

(X5)
COMPLETION
(TR

regarding the implementation of
physician’s orders, to include
weekly weights. A 100% inservice
was initiated on 2/17/16 by the
staff facilitator for ail licensed
nursing staff and certified nursing
assistants regarding the need 1o
review the resident care gulde for
special feeding instructions priorio
feeding a tesldent. Inservicesto be
completed by 3/17/16. Allnew
licensed nursing staff and CNAs will
be inserviced by the staff facilitator
during orlentation regarding the
need to review the resident care
gulde for special feading
instructions prior to feeding a
resident. The Q) Nurse was
inserviced by the director of '
nursing on 3/9/16 regarding the
need to ensure that weekly welghts
are being obtained as ordered by
the physician. A 100% inservice
was Initiated for all licensed speech
and occupational therapy staff by
the therapy manager on 2/17/16
regarding the need to notify the
MDS Nurse of any special feading
instructlons for dependent
residents so that the care plan and
care guide can be updated to
reflect the resident’s needs. All new
Therapy staff will be inserviced by
the therapy manager dusing
orientation regarding the need to
notify the MDS Nurse of any special
feeding instructions for dependent
residents so that the care plan and
care guide can be apdaied to
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Review of physician crders indicated the
supplement Resource 2.0 80 c¢ three times a day
was ordered on B/18/2015.

Record review indicated on 8/24/2015; the
resident ' s weight was 167 pounds.

Review of physician orders on 812412015
indicated the diuretic Lasix was ordersd 10 g
three times a day for adema.

Review of a Ql weight review for Resident #137
indicated on 9/2/2015, the resident was ramoved
from restorative breakfast to see if resident would
eat more and be more atert. The resident’s
respansible party and facility physician were
notified. The resident‘ s responsible parly volosd
concern over the resident ' s welght loss. Milk
was addad to each meal tray.

Review of the resident’ s plan of care indicated a
plan was initiated on 9/4/2015 for " Requires
assistance for eating related to cognitive defici.
Unahle fo feed self. Intarventions included
provide total feading, feed resident slowly, without
distractions. Start with liquids, offer sweets next,
small bites of food with sweets on the tip of
spoon. ”

Record review indicated on 09/30/2015, the
resident' s weight was 136 pounds.

Review of the resident ' s clinical record indicated
the facility physician saw the resident on
10/1/2015 and addressed the weight loss. The
assassment indicated " Nursing requested

| evaluation of resident secondary to waeight loss.
She was noted to have a significant weight loss of
approximately 32 pounds in the last month, On
raview of her cumulative weights between April
_and August, she had an additional 30 pound
waight loss. This makes a total of approximatsaly
80 pound weight loss in the last & months.

Review of her chart shows she was started on
Lasix 10 mg dally. She has advanced demeantia.

WILMINGTON, NG 28408
oD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x8)
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reflect the resident’s needs,
F 325 | Continued From page 13 F 325 A&When a physician writes an order,

to include orders for weekly
weights and follow up
appointments, the licensed nurse
will note the order and ensure that
the resident’s MAR and TAR are
updated as Indicated and orders for
foliow up appoiniments are relayed
ta the scheduler to placé onthe 4
appointment calendar 5o that
arrangements can be made, Al
orders for weekly weights will also
be relayed to the Of Nurseto be |
placed on the weekly walghts
schedule, The QI Nurse and/for
ADON will review allRD
recommendations monthly per
protoco! to ensure that ail
recommendations were relayed 0
the physician. Therapy staff will
relay any special feeding needs to
the MDS Nurse and the rasident’s
care guide and care plan will be
updated as appropriate to inform
staff of the resident’s special needs.
Prior to feeding a resident, the
ficensed nurse or CNA will review  *~
vhe resident’s care guide for any
spacial feeding needs. A binder will
he kept at each nurses’ station with
a copy of the current care guide for
sach resident that has spacial
teeding needs. The CNA assigned to
the dining room will take this
pinder to the dining room 50 that
special feeding instructions can be
reviewed by staff assigned to the

FORM CMS-2567(02-98) Previous Versians Ohsolete Evant {D: 828011
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She is assisted with all her meals. Shels
documented to have usually 25% of her meals in
the mornings otherwise 50-75% of her meals.
She was also started on Resource
supplementation three times a day last month,
She sppears asymptomatic. ©  The physician
plan indicated " resident with significant weight
ioss. | have reviewed her medications. [ will
request for her t¢ be on dally weights times 2
weeks and then wesldy weights fimes 2 weeks. |
also do not fest she would benefit from an
appetite stimulant. She is documentad to be
sating appropriately. Her documentad weight
loss is not consistent with her significant weight
foss. Will request complete blood count with
differential, comprahensive metabolic panel and
thyroid stimulating hormona tests. Certainly
differential diagnosis includes possibility of
malignancy. Request to follow up with resident in
2-3 weeks. ©

Review of the resident ' s weights indicated on
10/24/2015 134 pounds, 10/27/2018 131 pounds,
1042712015 131 pounds and 11/23/2015 124
pounds.

An RD progress note on 11/23/2015 indicated
CBW {current body weight) 131 pounds (10/27) 4
pound foss X 1 month 34 pounds in 3 months
{20%) 56 pound loss X & months (30%)
Significant weight loss X 3.6 months but
stabilizing arcund 135 pounds X 1 month. Dist
Mechanical soft with Resource 2.0 60 millifiters
(mi) three times a day PO: but mostly 25-76% of
meals. Meds; Multivitamin, Lasix, Lipitor. No
edema at this time. Weight loss likely
complicated by diuretic use and varlable PO
‘ntake. Currently receives supplementation to aid
with mesting nutritional needs. Recommend
Prostat 30 mi twice a day to aid with meeting
nutritional needs.

'ger plan of care. Any cancerns will

‘Nurse, RN Supervisor, Treatment
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by the MDS Nurse weekly and with
any changes in resident. The Q}
Nurse, RN Supervisor, Treatment
Nurse, and ADON will audit
physicians orders and cliniclan
progress notes daily Mondgy-Friday
¥ 4 weeks then waekly x 4 weeks
then monthiy x 2 manths using &
Physician’s Orders/Progress Notes
audit Teol to ensure orders are
being followed, Any concerns will
be immediately addressed by the
0l Nurse, RN Supervisor, Treatment
Nurse, and ADON by notifying the
physician, The QU Nurse, RN
Supervisor, Treatment Nurse, and
ADON will conduct audit of 10% of
residents with special feeding
needs to include resident #137
using a Resident Care Audit Tool 5x
week, to Include weekends x4
weeks the waekly x 4 weeks then
morthiy x 2 months to ensure
compllance with feeding regident

be immediately addressed by O

Nurse, and ADON with reeducation
of staff at time of audit. The Qf
Nurse will audit PCC weekly x 16
weeks using A Q1 Weekly Weight
Audit Tool to ensure that weekly
welghts are being obtained and
recorded in PCC as per physiclan’s
orders. Anny concerns Will be
addressed by the O Nurse by
nmediatsly obtaining the
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Review of the physician visit on 12/02.2015
indicated * Right now starting Remeron (appstite
stimulant) 7.5 mg at bedtime as patient felt to
have some slement of depression and this may
also help her appetite. Discussed plan with
resident ' s daughter. Patient does have
advanced dementia and expected decling in
overall function and weight. "

The resident ' s record indicated the resident' s
weight on 12/30/2015 was 124 pounds.

The resident * s record indicated the resident’ s
weight on 01/21/2016 was 124 pounds.

Review of an RD note on 1/27/2016 indicated "
Resident noted to refuse meds at imes and likely
refuses supplements as well as they are provided
with medication pass. Continue plan of care and
encourage PO intake. " ‘

On 2/3/2016, an RD note indicated " Significant
weight loss but stabllizing x 3 months between
124126 pounds. Continues o receive an
mechanical soff diet with Resource 2.0 60 ¢o
between meals and Prostat 30 cc BID-lkely with
variable PO intake of supplements as resident
commaonly refuses meds too, PO mostly 50-76%
with recent decline to 25% for the last few days.
Recommend to continug plan of care monitor
waights and encourage PO intake. *

A continuous dining observation was conducted
during the dinner meal on 0201 4/20186 in the 300
hall gining room. NA#1 was the lone staff person
assisting seven residents with the meal,

Resident #4137 was observed seated at a table.
The resident was awake and quist and did not
respond to questions, Noted on the tray of
Resident #1357 was a plate of food, ona glass of
‘water and one 240 co can of ginger ale. While
the NA assisted other residents, the resident
picked the glass of water up and spilied the entire
contents. At 5:32 PM, NA#1 walked over to

of the physician. The DON will
review the Resident Care Audit
Toal, Physiclan’s Qrders/Progress
Notes Audit Tool and O Weekly
Weight Audit Tool weekly x 8 weeks
then monthly x 2 months to ensure
compliance. “

The 0l Nurse will compile the
results of the Resident Care Audit
Tool, Physician’s Orders/Progress
Notes Audit Tool and Qf Weekly
Welght Audit Tool and present o
¢he Executive Q) Committee
monthly x 4 months, Trends will
determine the need for further
action gngl/or change in the |
frequency of monitoring.
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Resident #1537, sat beside and began feeding the

resident. The resident chewed food slowly, As
soon as the NA placed food in the resident 'S
mouth, the NA refilled the fork and within SECONIS
and tried to get the resident to take more while

| the resident was chewing. This continued untl

&47 PM. The rosident repeatedly iurned away
from the fork when more food was offered and
only took a small bite from the fork each tme,
When timed, the NA offered the fork 18 seconds
or less each time the resident took food from the
sork and confinuad fo fry to get the resident o
take food while the resident was chewing.
Fallowing the e, the NA hancled the small can
of ginger ale onthe tay 1o e resident, and the
resident bagan o drink L. AL ST PM, the MA
mioved fo anolher resident. ALBE0 P, Resident
#137 bagan shaking the soda can with the straw
in it and trying to get drink from The resident
shook the can for approximately 2 minutes
repentadly sucking on the slraw. The NA stood
dirgetly in front of the residsnt ciuring this tme.
There wera no other fluids observed ont {hw tray
of Resident #1537, AL5:55 PM, the NA picked up
the tray from the resident and raturned i to the
dining cart.

Review of the resident ' s recorded weighis
indicated on 02A185/2016, the resident’ s wedght
wag 122 pounds.

| Agecond dinner observation was condustad on
| 2/47/2016 and began at 510 PM in the 300 hall

small dining room.  Five residents were seated at
3 tables. Two staff members were assisting
residents with their meal,

NA# was observed seated fo the right of
Resident #137. Fluids cbsarved on the resident’
s tray were an unopened carton of milk, 8
covered glass of water and & smail unopened
soda. The NA was observed offering food fo the
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‘ resident, and the resident was tading the solid

| foods readity. By 526 M, the resident was el

| all solid foods from her fray. A 528 PR the NA
Capaned 1o oo of soda ad placed 8 sraw i ihe
| pan and gave Resident #1 37 the soda. MBS

‘i PR, the WA stoad up rom the tabt o phaced

| the plastic cover o he resident ' & tray witioh
 eontained the unopened il and water, During
% the meal observation, the NA did not offer

' Resident #137 the milk or the water, AlS:40PM,
| NA#1 whesled Resident #4137 out of the dining
| ro0m.

On 274772016 at 545 PM NAF was interviewsd.
Wihon questionad ois how she knew what care {0
give tospecific residents, the NA reported " we
just have to fearn, and if itis not one of my
rasidents, 1 have to-ask thele nurse, oF 1 can ook
at the care plan. ® The NA also stated she was
assigned to assist Resident #137 often with the
dinner meal.

The NA was asked what kind of care Rasident
#1357 required ot meal g, e NA stated "1
have to feed har, because she cannot feed
nerself. | naed to make sre she aets something
to drinic, | have fo wips her mouth and nose. | can
't think of anything else. "
When asked the reason she did not offer
Residant #137 her mitk and water during her

. dinner meal on 2/17/2016, the NA stated " She
" drank all her ginger ale, and | thought that was
enough. ”
 When asked If Resident #137 was supposad fo
nave milk on her maal trays, the NA stated she
was. When asked if she ohserved no mikk on the
rasident ' & tray on 2/14/2016 at dinnet, the NA
atated she noticed and should have contacted the
- kitchen.

The Director of Nursing {(DON) was imervewed
on 21712016 2t 5:00 PM, The DON stated the

| ¥

i
i

|
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| offer sl the food and fluids on mesl rays, and
% staff should know what kind of care 1o deliver o
! individual residents when assisting with a el
| The faclity physiclan/Medical Director was
| interviewed on 2/18/2016 at 3:00 PM. The facility
physiclan stated he saw e restclent on
LiiR0IG o addrass significant weight oss, The
| phystcian stated when @ 18 ident wag svaluated
- for wedght less, he toked at the percentages of
fooct and Tl rdake dooimentadt and
supptements taken. He stated no one aver okl
him fhie resident refused the supplaments, o that
would have been taken into consideration, Ha
alsa siated he wrote an order on 101112018 10
follow up with the resident in 210 3 wenls for
waight loss and did not see Her again yndll
121912045, bevauss e order was not put on the
catendar a8 1t should have Desn-on his pend Vsl
He statad he did not know why or how this wes
missed. He also stated he did not agree with an
" increase in supplements recommended by the
dietician, as he was making racommendations
baged on what was documentsd baing taken in
by the resident. The physician siso stated he was
concarmnad on 1012015 the resident might have
s rylignancy based on the weight foss that was
reported cormpared to e senestrt of drfake that
was repored. He stated thatis wiy he ordered
urther aborsiony work torule that out. The
physician also reported Resident#137 had a
diagnosis of Advanced Dementia, and some of
the resident’ & weight loss probably was
avoidable based on current information, but the
physician also stated some weight loss for the
| resident at the present stage of dementia was
- unavoidabie.
{ On 21872018 at 3:25 PM, the RO was
1 interviewed. She stated she caloulated the
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resident’ s required caloric intake and began
reviewing her in 11/2018 after a return from
mecical leave. She stated she made her
recommendations based on staff documentsd
percentages of the resident” s fluid and food
intake daily. She stated the resident was on
supplements due to the weight loss. She also
statad bassd on her caleulations, if the resident
received what was dosumented as well as
supplements, the resident should not have
| pontinued fo lose weight She stated she
recommenced an increase in the amount of
supplements on 12/3/2015, but the facility
physician did not approve the incraase, She also
| stated the resident’ s welght seamed stabilized
now In the 120s for several week,
Review of the resident” s olinical record revealed
during the weight loss period, the resident had no
major medical linesses or huspital visity
associated with loss of weight. Laboratory tests
wers ordered and carmied out fraquently and
reviewed with no major negative outcomes noted.

Resident # 160 was admitied to the facility on
123002015 with disgnoses which included
displaced fracture of upper and right humerus,
anemia, hypertension and lymphooylosis
{increass in white bicod cells).

The most recent Minimum Data Set (MDS) dated
/2712046 indicated the resident was cognitively
intact. The resident was coded as independent
with eating and only required assistance with set
up. The MDS listed the resident ' s diet as ragular
and indicated welght lossiweight galn was
unknown.

The resident' s care plan dated 12/31/2018 and
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rovised on 171512018 indicated a foous on state of
noudshment characterized by potential excess
weight loss. Interveniions included regular diet as
ardered, refer fo dietitian for
evaluationfrecommendations and weigh per
factlity protocol. The care plan goal included the
resident would not experiance weight Joss of
more than 5% in 30 days, 7.5% in 90 days, or
10% in 180 days.

" Araview of the resident * s clinical record
rovesled the resident was on & regular distand
waights were obtained on the foliowing dates:
12630/2015- 181.5 pounds

04/12/20186- 181 pounds

047182016~ 158 pounds

The Registered Distician (RD) progress note
dated 01/20/20186 indicated & 3 pound weight loss
in 3 days and a 23 pound weight loss in 2 wesks.
The RD note raported a significant weight loss in
3 waeks and questionad the accuraey of the
1273002015 welght. The RD ealculated the
rasident” s nubritional needs as 1800 calores, 72
grams of protein, and 2160 milliliters of fluild. The
RD note reportad resident had mostly moderate
to good intake and no adema noted. The R note
stated to continue wesldy weights to monitor with
recommendations/Plan of Care: Continue POC
(plan of cars)-monitor welghts and encourage
good oral (PO} intake.

Observation and interview with resident # 168 on
Q2MTIR016 gt 105 PM revealed the resident in &
chair in her room with the bedside fable
positionad In front of the chair. The resident was
atert and oriented. The resident indicated
although the food at the facility was palatable,
*and she nomally did not eat averything on her
plate. The resident reported steff provided

- encouragement at meals and offered sitematives,
| The resident did not remember when she was
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tast weighed. ; {
An interview with restorative rursing assistent !
(RNAY #11 on 821 S0t at 9:22 AM ravegled
weights wers oblsined upon adrmigsion and
wesgkly Tor 4 we e then monthly unless
otherwise specified. The BNA {nchicated the
Cuality Indicator (Gl mrse supplied the names of
fesitents et noetded daty of weakly weighis,
The BRATepeded the weights are writben in
waight bogks and recotled i the computer. A , :
review of the weight books from 12/30/2015 o : : 5
AABEIO1G roveaterd weights eoorded for resident
# 169 on 12/30/2015, 1/12/16 and 1/16/18. The
resident was listed on the weekly welght shest for
January with no weights recorded for the weeks
of 113018, 1117116 and 1/24/16. The rasident was
not listed on the weslkly weight sheet for ‘
Febyuary, The RNA did not know why the resident
- was not welghed weekly in January and reported
| no notification of weakly weights for resident # |
| 160 after tha last week In January. !
An interview was conducted with facility RD o |
21812016 at 4:15 PM. The RD indicated the ,
resident experienced weight loss, but the { i
admission welght was questionable. The weakly
 weights had not been available for review, The i
RD revealed since the resident had moderate to ‘
good intake, the recornmendation would have | ‘
heen fortified foods or some other form of altered :
: diet to prevent further weight 1oss. The RD f i
| indicated the impodance of completed and
documentad weights for dietary %
resommendations. The RD reported after | %
recommendations were writlen, thay weare given
{o the Q1 nurss for follow up.
| An interview with the Q1 nurse on 2/18/2016 at
| 4:30 PM revesled the restorative aides were
: responsibla for the facility weights. The Qi nurse
| reported the printed RD recommaendations and |

i
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medical doctor (MD) orders were reviawsd inthe
dally clinical mmesting. The G nurse indicated
when orders for waighis were received, the
orders were delivered to the RNAs immediately.
The Qf nurse Indivated all new admissions were
waighed upon admission and weekly for 4 wesks
unless otherwise specified by the physiclan. The
QI nurse did not know why the weekly weights for
resident # 168 were not obtained. The G nurse
indicated the restorative program had been her
responsibility for about a month, and the person
praviously responsible was no longer an

- employes in the facility.

An interview with the facility Administrator on
2812016 st 5:00 PM rovealed her expectation
was weekly weights to be oblained weekly and
the weights documented and Yollowsd up
completely, ‘

An interview with the Director of Nursing on
2812018 af 5:00 PM revealed ber expectation
was waskly weights to be obtained weekly and
the weights documented and followed up
compiletaly, The DON indicatad the follow up
should include distary recommendations or
physiclan orders for continued weight monitoring
and dietary changes if nesded.

3 Resident # 33 was admittad to the facility on
101272010 and had cumulative diagnoses which
included heart diseass, hypertension and
hypothyroidism,

Tha most recent Minimum Data Set (MDS) dated
12712018 indicated resident was rarelynaver
undsratood and moderately impaired for dally
decision making. The resident was coded as
having » feeding fube and requiring supervision
with 1 person assist for eating. The MDE
indicated the resident recelved 25% or less of
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 total calories through tube feading.

*the resident’ s care plan updated on 112812018
indicated a change in feeding mechanics due to
unstable mental health condition, weight
fuctuations with manic and depresaive phases of
bipotar disaider and rasidernt fuctuatad betwaan
tube feadings and orad intake, Interentions
inchides diatas orgerad, provide presciibed digt
of regular nechanicet soft aod oo Sty
cluring preal Tmes, weigh per faeility protouol and
pesidient s weight witt Suttuste with dilfergnt

| phases of bipolar,

A review of the resident ' s ofinicat racord
reveated weights were obteined on the following
dates:
L0927 2015 173 pounds
L jonnees 197 pounds
11052018 101 pounds
112042018 168 pounds
121802016 171 pountls
1202312016 178 pounds
0111372016 178 pounds

| The medical record indicated an order on
- 10/28/2015 from the physician to increase the
resident’ & divretic (metlication that helps Loedy
gt viel of excess Auid) to40 rilligrams (mg) bvice
a ey and for resident to be walghed weekly for 8
wasks, A progress note dated 11 FAR015 and
‘ signied by nurse #3 raported a welght warning for
weight on 10028715 with follow up frond ME fuor
| inersased diuretic o 40mg bartee & day and 10
Lweigh regident weeldy for 8 wesks.

A RD progress note deted REEIE v
z rosident had 4 significant waight toss for 2 wenke
{ang 1 maonth with wo overgll significent weighit
l gain times 6 montha. Tha progroes nole includod
i’ a recarmnendation for weekly weights geaondary
o weight fluctuations with orat and ube feeding
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An RD progress note dated 12/18/2015 reporied
the pravious recommendations were approved by
physician. Progress note Indicated weskly
welghts were pending. The progress note stated
for continued plan of care and to follow up with
weights. Recommendation was to continue
waakly waights,

- A Nurse Praclitioner (NP) progress note dated
12118/2015 stated resident’ s oral intake had
improved for 2 waeks and resident had
consumad 28% o 100% of her meals.

Review of MD order dated 12/18/2015 reduced
rasident * s diuretic to 40 mg dally and to continue
waekly weights for § wesks.

Resident # 33 was obsarved iy ber room on
2172016 & 12:20 PM. Resident was sitting up in
bed and RNA #2 was seated in & chalr at badsids
with rasident ' s meal tray on bedside table. RNA
#2 conversed with rasident and ehcouraged
resident to sat during the observation. Resident
consumed approximately 35%. RNA#2 reporied
the amount consumed to nurse #1 and nurse #4
administered tube fesding supplement as
orderad.

An interview was conducted with the facility RD
on 2118/2018 at 4:05 PM. The RD indicated the
waeekly weights were not avallable in the meadical
record on 12/16/2018. The RD recalled making
the recommandation fo continue weskly waights
for resident # 33, The RD stated she did not know
why the weights were not oblained as ordered,
The RD revealed the O nurse received the RD -
recommendations and foliowed through with the |
physician orders,
An inferview with the QI nurse on 21812016 at :
4:30 PM revesled the restorative aldes were
responsible for the facility weights. The Gl nurse
reported the printed RD recommendations and
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