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The inspection was limited to the specific
complaint investigated and does not represent
the findings of a full inspection of the facility.
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§483.21(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i) Meet professional standards of quality.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure treatments
were administered for one resident (Resident 1)
of four sampled residents according fo physician
orders.

This failure reduced the facilities potential to
administer treatments for residents 1 as ordered.

Findings:

A review of the face sheet for Resident 1
indicated the resident was admitted to the facility
in late 2022 with multiple diagnosis including
heart failure (heart does not pump blood
adequately), chronic kidney disease stage 4
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' (kidneys are maderately or severely damaged

' assessment tool) dated 12/13/22 Indicated the

and are not working well enough to filter waste
from the blocd), anemia {lack of red blood cells),
dizziness, and giddiness. A review of the
Minimum Data Set (MDS, a comprehensive

resident has very mild memory problems,

During a concurrent observation and interview on
1/20/23, at 12:16 p.m., Resident 1 was observed
lying In bed with no compression socks and no
abdominat binder. Resident 1 stated the nurses
do not follow pysielan orders all the time.

During a record review of Resldent 1's physician
orders, dated 1/11/23, the orders indlcated,
"Every shift for hypotension [low blood pressure]
abdominal binder ...every shift for hypotension
compression socks..."

During a record review of Resident 1's Treatment
Administration Record (TAR), dated 1/1/23 to
1/31/23, physician orders pertaining to the
abdominal binder and the compression socks
indicated there were no treatments administered
on 1/13/23, 1/- 4/23, 1/15/23, 1/17/23, and
1119423,

During an Interview on 1/20/2023, at 2:38 p.m.,
the Licensed Murse 1 (LN 1) confirmed
treatments were not done. LN 1 stated the
expectation was all orders should be carried out
as the physician had written them.

During a telephonae interview on 1/23/23, at 1:21
p.m., LN 2 stated ha'was the charge nurse on
1/14/23. LN 2 confirmed the treatments were not
completed. LN 2 stated the treatments still
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needed to be completed for Resident 1. LN 2
acknowledged the orders should be completed
as written,

During an Interview on 1/20/2023, at 2:42 p.m,,
the Director of Nursing (DON) confirmed the
orders were not completed. The DON stated the
expectation is for the nurses to carry out the
orders as the physiclan orders are writien, The
DON stated if no treatment nurse is available
then the expectation is for the charge nurse to
complete the treatment orders.

During an interview on 1/20/23, at 2:45 p.m., the
DON stated physliclan orders should be carried
out in a timely manner,

A review of the facilily's policy and procedures
titled, "Medication and Treatment Orders,”
revised July 2016, Indicated, "Orders for
..Ireatmiarit ...shall be administered ... upon the
written ofder of a person duly licensed ..."

A review of the facility's policy and procedures
titled, "Administeting Medications,” revised April

1 2019, indicated, " ...administered in a safe and

timely manner ... as prescribed..."
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The filing of this plan of correction does not constitute an admission that the deficiencies
allegedly did, in fact, exist. This plan of correction is filed as evidence of the facility" efforts to
comply with the requirements of participation and to continue to provide quality resident care.

¥ 658

1. How corrective action will be accomplished for those residents affected:

* Resident 1 does not currently reside in the facility, She was transferred to the hospital
on 1/23/2023.

2. Identify other residents having the potential to be affected and what corrective action will be
taken:

*All residents can potentially be affected by this deficient practice. Reviewed residents
- with treatment order done and completed on 2/8/2023. No further findings noted.

3. Measures put in place to ensure deficient practice does not recur:

* Designated AM shift nurse supervisor to do treatment in the absence of the treatment
nurse,

*In service conducted with Licensed Nurses to ensure resident’s treatment is done as
ordered. Document reason why treatment is not.

4, How facility plans on monitoring its performance:

*Director of Nursing and/or designee will randomly check treatment administration
record for compliance,

*Medical Records will audit treatment administration records in a weekly basis for
compliance for 1 month and any findings will be reported during QA for any further
monitoring needed.

5. Include dates when corrective action will be completed:

¥March 31, 2023




