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W 339 NURSING SERVICES W 339
CFR(s): 483.460(c)(4)

Nursing services must include other nursing care
as prescribed by the physician or as identified by
client needs.

This STANDARD is not met as evidenced by:
Based on record review and interviews the
facility failed to provide nursing services in the
areas of assessment, monitoring, documentation,
and communication with the facility physician.
This affected 1 of 3 deceased clients (#1) in the
group home. The finding is:

Client #1 did not receive nursing care after a visit
to the emergency room.

Record review on 12/12/19 revealed client#1 was
treated in the emergency room on 6/27/19 for
shortness of breath with a primary diagnosis of
congestion of upper respiratory and returned to
the group home the same day. Client #1's chart
did not reveal any documentation indicating the
facility's nurse had assessed any vital signs a
upon return. Further review revealed the facility's
nurse contact the physician on 6/2/19 regarding
unstable condition of the client. The order was
given to assess vital signs every 2 hours for 24
hours. The records indicated only blood pressure
was assessed every two hours.

Record review on 12/12/19 revealed client #1 was
admitted to emergency room on 6/29/19 due to,
"unresponsiveness ...and hypoxia and
intubated.... he was admitted to ICU for further
evaluation...he was febrile to as high as 103
degrees."
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Interview on 12/12/19 with a the facility nurse that
was on duty on 6/28/19 (via phone) revealed the
physician gave her a verbal order of blood
pressure only and added she might have wrote
with an error for vital sign. The facility nurse did
not perform the full vital sign and reported to the
oncoming nurse that the order was given for
blood pressure only.

Interview on 12/12/19 with the director of nursing
(DON) revealed the facility nurse did not follow
the pyscian order as given or the documented the
order with an error .
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