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W 000 INITIAL COMMENTS W 000

 No deficiencies were cited as a result of a 
complaint survey conducted on 4/5/19 for Intake 
#NC00149963.

 

W 338 NURSING SERVICES
CFR(s): 483.460(c)(3)(v)

Nursing services must include, for those clients 
certified as not needing a medical care plan, a 
review of their health status which must result in 
any necessary action (including referral to a 
physician to address client health problems).

This STANDARD  is not met as evidenced by:

W 338

 Based on record review and interviews, the 
nursing staff failed to document health status 
changes needed for referral for care.

The nursing staff did not document change of 
status for client this affected 2 of the 3 audit client 
( #1,#5).The findings are:

1. Review on 4/5/19of the facility incident 
response improvement system (IRIS) report 
dated 2/26/19 revealed client #1 expired on 
2/26/19 . Further review of client #1's record did 
not include nursing assessment at the time of 
expiration.

Interview on 4/5/19 with the facility's nurse 
revealed, the client was terminally ill. The client 
was regularly assessed but there was no 
documentation of assessment. The nurse further 
confirmed the documentation should be done with 
each assessment.

Interview on 4/16/19 with the qualified intellectual 
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disabilities professional (QIDP) confirmed the 
change of health status should be documented 
every time the assessment is completed.

2. Review on 4/5/19 of facility IRIS report 
revealed client #5 had a fall on 3/9/19 and was 
taken to the hospital. While at the hospital, X-rays 
were taken and revealed broken hip. The client 
was later diagnosed with metatis cancer and died 
while at the hospital on 3/22/19.  Further review 
revealed no nursing assessment documented 
during the fall or until time the client was 
transported to the hospital. Additional review 
revealed, nursing staff did not follow- up with the 
client while on the hospital.

Interview on 4/5/19 with the facility's nurse 
revealed she called the hospital to follow-up with 
the care butthere was no documentation of 
follow-up.

Interview on 4/16/19 with the QIDP  confirmed 
the change of health status should be 
documented every time the assessment is 
completed.
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