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: : o This document will serve as a credlble
F000. lf\“TIAL GOMMENTS ot : Fi 000 allegation of our intent to correct L
h . [ deficient practices identified.
The followmg reflects the fmdmgs of the Preparation and/or execution of this
California Department of Public-Health durlng an Plan of Correctien does not constitute
abbrewated standard survey to mvestrgate a, ’ admission or agreement by the provider .

L

. ' Complalnt - [ of the truth of the facts alleged or
| ' T conclusions set forth on the Statement of
Complalnt number CA00552013 ' b { Deficiencies. This Plan of Correction is - ‘
: ’ prepared and/or executed solely because
Representmg the Caln‘ornla Department of Publlc it is required by the provisions of Heﬂlth -

. IT|eaIth Surveyor 34388, HFEN : } and Safety Code.

The inspection.was limited to the specific | - -;.r -
¢omplaint investigated and does not represent 1 ¥ -
the findings of a full inspection of the facility. | | n :’ -

| Three deficiencies were issued for complaint: | . ; o ;

. number: CAQ0552013 o lEars SIS -
F 315 | NO CATHETER, PHEVENT UTI, RESTORE . | F|315 How corrective action(s) will be =217 G o .
85=D | BLADDER i ' accomplished for those residents ﬁrnd toro - -

CFH(S)' 483.25(e)(1 ?’( . | [ have beéen affected by the def icient =

i ractice;
(e) Incontinence. F ’

(1) The facility must ensure that resident who is '
continent of bladder and bowel on admission l
receives services and assistance to maintain. o
continence unless his or her clinical condition is i How the facility will identify other

or becomes such that continence is not possible residents having the potential to be

t:O maintain. : } affected by the same deficient practice
e ' i "y and what corrective action will be taken;
(2)For a resident with urinary incontinence, based

Resident A drscharged from the facrllty on
9/6/2017. ;

on the resident’s comprehensive assessment, the All residents have the potential to be

facility must ensure that- affected by the identified practice.

(|) A resident who enters the facility without an ' What measures will be put into place or

mdwe[lmg catheter is not catheterized unless the - what systemic changes the facility will

resident's clinical condition demonstrates that : make to ensure that the deficient practice
, catheterization was necessary; ‘ does not recur;

|

LABORATORY DIRECTOR'S OR PROVIDER/SUFPLIER S ATIVE'S SIGNATURE TITLE - (X6) DATE
] | (Pefehis Mbraqa  (ZIg/o?

Any deficiency statement ending with an asterisk (*) deénstes’a deficiency which the institution may fe excused from correcting pm(liding‘it is deterrfiined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
following the date of survey whether ar not a plan of correction is provided. For nursing hames, the above findings and plans of correction are disclosahle 14
days following the date these documents are made available to the facility. It deficiencies are cited, an approved p!an of correction is requisite to continued

rogram participation.
prog R P B 38
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' ' ' licensed staff on p '
. D inservice to licensed staff on proper
F 315 | Continued From page 1 o F 315|DS prop

documentation of I&O will be conducted

i
(ii} A resident who enters the facility with an on 12/152017. ‘ ‘

tpdwelhng catheter or subsequently receives.one

is assessed for removal of the catheter as soon - Medical Records Director (MRD) will . '
as possible unless the resident’s clinical condltlon conduct regular audits on 1&0 _
| demonstrates that catheterization is necessary : documentation completion. ‘
and ! ! ; r
' ’ 1 ! How the facility plans to monitor its | -
' (ifi) A resident who is mcontment of bladder | * | performance to make sure that solitions | '
recelves approprlate treatment and services to are sustained. This plan must be . -

prevent urinary tract infections and to restore
contlnence to the extent pOSSIbIe !

implemented, and the corrective action :
evaluated for its effectiveness. The POC |
|
|
I

| is integrated into the quality assurance
(3) For a resident W|th fecal mcontlnence based system;
on the resident’s comprehensive assessment, the | -
facmty must ensure that a resident whois | | /
incontinent of bowel receives appropriate will be discussed in QA/QAPI meeting at
treatment and services to restore as much normal least quarterly.
bowel function as possible. . !
Thls REQUIHEMENT is not met-as evidenced " '
| by A
i | Based on interview and record review the facility B
falled to ensure that the staff followed the facmty‘s |
pohcy and procedure (P&P) for intake and output .
(qu1d intake and urine output) documentation for
| one of four sampled residents (ResidentA) in a
universe of 34 when it was determined that the
\%olume of ogutput from the resident's Foley -
catheter (a thin sterile tube inserted into the | ' "
bladder to drain urine) had not been documented. T . e !
This failure had the potential for changes in - -
hlydratlon or Kidney function to go unidentified. R

Results of the audits conducted by MRD

Ll

A

1

LU

'
ki

Ge:L

Findings:

On September 12, 2017, at 8:50 a.m., an
unannounced visit was made to the facility for the
investigation of a complaint regarding quality care
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PREFIX
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F 315 | Continued From page 2 F 315

and treatment.
| i '

f o ! . t
On September 12, 2017, a review of FlesmentA'
facmty medical record was conducted. Resident

[
|
|

: Awas admitted to the facility on July 19, 2017, | ' " % I
|

| w1th diagnoses that included acute osteomyelltls i
of right femur (infection in bone), pressure ulcer
stage 4 (injury to the skin and underlying tissue
tpat is deep and reaches into muscle and bone),
paraplegla (paralysis of the legs and lower bady),
neuromuscu[ar dysfunction of the bladder (]ack of
bladder control), dehydration, and gastroenteritis
and colitis (inflammation of the stomach or
mtestme due to infection). j

| ; .

|
'

i A review of Resident A's facility, "History and

; Physncals " (H&P) dated July 20, 2017, failed to
' indicate if the resident had capacity to understand , -
and make deC|S|0ns ' :

- . . I B
| . I
I [
|

F{e\new of Resident A's document tltled ' ‘ ' . BEEEEE
l‘Physwlan Orders for Life Sustaining Treatment," : ' ’
(POLST) dated July 20, 2017, indicated, "Attempt
Resuscitation/CPR," (lifesaving technique used in Lol
emergenmes when breathing or heartbeat have ‘
stopped). The POLST further indicated that |
medical interventions were to include, "Full
Treatment- primary goal of prolonging life by all »
medically effective means S ‘ . _ -

l‘; 1] l"l‘ \’J

Flie\new of Resident A's facility document titled, : -
"Order Summary Report," dated August 31, 2017, _ 1
indicated an order dated July 19, 2017, foran .
“INDWELLING CATHETER 16FR (French- size
of tubing)/10CC (cubic centimeter) BALLON

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:HS5L1 Facitity ID: CA240000095 If continuation sheet Page 3 of 15



. PRINTED: 11/29
. DEPARTMENT OF HEALTH AND HU.... .. SERVICES FORM Apéﬂé%oég

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING N COMPLETED

, G
555613 B. WING : " 11/27/2017
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP QODE

3401 LEMON STREET

THE GROVE CARE AND WELLNESS RIVERSIDE, CA 82501

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, ' - DEFICIENCY) ‘
| ) 1 i v !
- F 315 | Continued From page 3 : F 315

CLOSED DRAINAGE SYSTEM SECONDARY '
TO (sic) RELATED TO.STAGE 4 TO RIGHT ' : |
| ISHIUM (lower and back part of the hip bone) as ' .

. needed " \ ;

; | ' o » o R
| Further review of Resident A's facility medical R t | )
record found no documentation of intake or . b _ ‘

?utput.
[ ' : _ .
A request was made to the facility for

| documentation of Resident A's intake and output.
| A copy of the resident's intake was faxed by the 1_
o Taclhty and received on September 13, 2017, ‘ _

. After review of the faxed documentation it was : ‘ '

determlned that there was no output
documentation sent as had been requested. -
|

On September 14, 2017, at 11:10 a.m,, a call was
placed to the facility to again request output [ !
documentation for Resident A. At that time a

phone interview was conducted with the Minimum

Data Set nurse (MDS) (a nurse who conducts =
federally mandated assessments). The MDS ' 3 -
nurse was asked about the facility's policy for .7 -
documenting output for a Resident with a Foley i, ;
catheter. The MDS nurse stated that there | . - ¥
should have been'output documented for the’ Corn O :
resident. The MDS nurse further stated that it o T 3
was a normal process especially for residents o &2 !
with a Foley catheter to document output. The . X i

MDS nurse stated, "We have to monitor intake ' |
and output the entire stay." Arequest was made ’
again for output documentation.

L]

Additional facility records for Resident A were
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F 315,

F 502
§5=D

l
CI:ontlnued From page 4
received from the facility and reviewed on

. September 15, 2017. No documentation of

output was found.

On September 19, 2017, at 11:02 a:m., a phone
tnterwew was conducted with the facultys
Admlmstrator {(AD) and Director of Nursing
(DON) The AD and DON were asked about:
output documentation for Resident A. The DON

' stated that the facility was "informally”

documenttng the ocutput. The DON was asked if
that was the facility policy. The DON stated that
per the facility policy intake and output should
Have been recorded.

|

Review of the facility policy titled, "Intake &
Output Documentation,” revised May 2007, |
indicated, "It is the policy of this facility that fluid
intake and output shall be recorded for each
resident with an indwelling Foley catheter...2. The
intake and output (|1&0) information is to be
recorded at the end of each shift by a licensed
nurse..

ADMINISTHATION g
CFR(s): 483.50(a)(1)

{a) Laboratory Services ;
(1) The facility must provide or obtain laboratory
services to meet the needs of its residents. The
facility is responsible for the quality and timeliness
of the services. ] .
This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the facmty
failed to ensure a laboratory test was performed

F 315

F 502

MY

F 502 iR 1212617
How corrective action(s) willbe - 2
accomplished for those residents fouhd to’? !
have been affected by the defi crem g
practice;

Cid hdluld
J

Resident A discharged from the facility on
9/6/2017 date

How the facifity will identify other
residents having the potential to be
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i
: on the date ordered by the physmlan for one of . 1 and what corrective action will be “.Iken' |
|

four sampled residents (Resident A) in a universe ‘ . tential to b
' of 34. This failure had the potential to negatively ﬁéﬁihdﬁt;tfh};aﬂiﬁfﬁiﬂ ;‘al;i cg. ?
|‘rnpact the physical well- bemg of the resident. . . .

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
- : DEFICIENGY) ) ;
! i . i i | ’ !
F 502 Continued From page5 < -~ - - F,502 affected by the same defi c:em pract:ce -1 -
Cod

What measures will be put into p!aée or
| what systemic changes the facility will

|nvest|gat|on of a'complaint regarding quality care follow through of physician orders,
: and treatment. ) '

i
Findings: _ < ! : make to ensure that the deficient pracuce |
! : | - - - | - does not recur; r
\ {
a ' S '
On September 12,2017, at 8:50 am;an | | | DON inservice licensed staffon 12/14/17 | ,
unannounced visit was made to the faclhty for the : regarding 24 hour chart check to audit | i
i
H
i

MRD will conduct regular audits of|

i
| licensed staff 24 hour chart check of -

. - Lo e et b
I -

On September 12, 2017, a review of Resident A's f physician orders. ! ‘
facility medical record was conducted. Resident i _ '
Awas admitted to the facility on July 19, 2017, . | How the facility plans to monitor its
W|th diagnoses that included acute osteomyelitis performance to make sure that solutions
of right femur (infection in bone), pressure ulcer 4 are sustained. This plan mus! be
{ stage 4 (injury to the skin and underlying tissue ! implemented, and the corrective action
that is deep and reaches into muscle and bone), : evaluated for its effectiveness. The POC
paraplegia (paralysis of the legs and lower body), ¢ is integrated into the quality assurance r
neuromuscular dysfunction of the bladder (lack of system; ’ L
‘“ bladder control), dehydration, and gastroenteitis o , ) ’
and colitis (inflammation of the stomach or | - Results of the audits conducted by MRD
intestine due to infection). W ' of the licensed staff physician order i

, . completed audits will be discussed in |
! QA/QAPI meeting at least quarterly. !
1

Review of Resident A's facllity record found a
physician order dated August 26, 2017, at 1:19
p.m., that indicated, "Stool culture for cdiff
(Clostridium difficile- inflammation of the colon
caused by the bacteria) one time only for cdiff
until 08/27/2017 (sic) 23:59 Stool culture.”

Review of a facility progress note for Resident A, ' =3
dated August 26, 2017, at 2:53 p.m., indicated, , _ -
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F 502,

]
Contmued From page 6

"...patient still having loose stools, doctor notn‘led
pendlng stool sample on 8/28/2017. Still (sic) on
strlct contact precautions for c-diff pending stool
sample * , ;

Review of a facility progress note for Hesndent A,
dated August 26, 2017, at 3:36 p.m., mdlcated
"Patietn (sic) is status post antbiotic (sm) '
treatment for c.diff. Patient is noted to have
continued lose (sic) stool consitent (sic) with
C.diff. Physician notified and orders given for:
Stool culture for cdiff one time only for cdiff until
08/27/2017 23:59 Stool culture (sic) Continue
contact precautions until stool culture results are
reported. Start Date: 8/27/2017. End Date:
E}I27!201? "

F%urthér review of Resident A's facility record
found a progress note dated August 27, 2017, at
2:39 p.m.,, that indicated no stool was collected.

ﬁeview of a facility progress note for Resident A,
dated August 27, 2017, at 3:43 p.m., indicated,
...patient continues on strict contact precautlons

for c-diff pending stool sample...'
o -

No documentation was found that indicated why

the stool culture had not been obtained on August

27, 2017, as ordered by the physician.

Review of a facility progress note for Resident A,
dated August 29, 2017, at 1:03 p.m., indicated,
*...with x2 (two times} episode of loose stool

reported..."

F 502

EUA

it

P
iid
1
L]

i

i
]
-

Al

0Z:E w
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F 502 (llontlnued From page 7 . F 502 : , Y
i s ' 7 )
|

Heview of a Resident A's facility document titled, :
"Dlagnostlc Laboratories & Radiotogy," indicated : . . N
the C. Difficile toxin was collected on August 30, '
.2‘017, at2:15 a.m. '

f Review of a facllity progress note for Re5|dent A,
| : dated August 30, 2017, at 3:47 p.m,, indicated, '
l "Reported C-diff stool sample to MD (doctor). '
Stool is negative for C-diff at this time..." ‘ l

i ‘ : ‘ | ' o
i . | Further record review found no facility progrees ‘ ' '
note thatindicated when the actual stocl sample '

had been obtained or why it had not been done

onAugust 27,2017, as ordered. . 1
t

i . .
(Dn September 12,2017, at 1:38 p.m., a i '
concurrent interview and record review'were’ ’
| conducted with the facility's Director of Nursing

' (DON). The DON was provided a copy of the
physician's order for the stool sample to be
collected on August 27, 2017, and provided the
‘ Iéb documentation that indicated it had not been

done until August 30th. The DON was asked if it ~
was the facility's policy to follow a physician' 5! . } w3 3
order and if an order hiad called for a lab to be - =
done on August 27th should it have been done. T _“
“The DON nodded stated, "Uh huh." - )
: 1y =] d
| L . 2w '!

Review of the facility policy titled, "Physician s > ’
=

Order, Transcribing," revised May 2007,
indicated, “...7. Lab orders are transferred to the
Laboratory request computer and physician's
order sheet...All lab orders will be verified by Unit
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(i) Medical records.

' (iv) The results of any preadmission screening

LE
CFH(S). 483.70(|)(1_)(5)

P

(1) [n accordance with accepted professmnall

standards and practices, the facility must

malntaln medical records on each resident that
ire- : .

(i) Complete;

(ii) Alccurately documented,
(iii) Readily accessible; and
(;iv) Systémétically organiz,ed

(56) The medical record must contain-

(i) Sufficient information to identify the resident;

.| change of condition to physician. 5 -

('ii) A record of the resident's,assessr‘nents; DSD inservice to licensed staff" on . '_'] 7
I()iirié\"I;trjltt_;zdc;:omprehensive plan of care and services iiﬁg{ezilgo':u‘;:izigztﬁ accurate ar,li _; ' FJ
| MRD will conduct regular audits of: > X tl:) B

and resident review evaiuations and
determinations conducted by the State;

(v) Physician’s, nurse's, and other licensed
professional’s progress notes; and
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i K P |
F 502 (!.‘.ontinued From page 8 F 502 |
Nurse Manager. Alllabs are tc be charted in . ) i
Nursing Notes when drawn, including site where ’ F514 . : g
I;bs obta:m(ajd ?\l All new orders."are to be How corrective action(s) will be 11{/:{6/17
ocumented in Nursing Notes..." ..., accomplished for those residents foundto .
F514| RES. F.514| have been aﬂ'ected by the deficient |
55=D | RECORDS- COMPLETE/ACCUHATE/ACCESSIB -

praciice; ‘ I
i
i

Resident A discharged from the facility on ‘
9/6/2017 date

How the  facility will identify other
residents having the potential to be
affected by the same deficient practice

and what corrective action will be taken; 1

All residents have the potential to be -
affected by the identified practice.

What measures will be put into place or
what systemic changes the facility will |
make to ensure that the deficient practice ’
does not recur;

DSD inservice to licensed staff on
12/20/2017 regarding accurately
monitoring vital signs and notification of )

change of condition notification aifd of the,\_)
complete and accurate medical record” o
dacumentation by licensed staff.

How the facility plans to monitor its
performance to make sure that solutions
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(vi) Laboratory, radlology and other dlagnostlc
services reports as reqUtred under §483.50.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the fagility
failed to maintain complete and accurate clinical
records for one of four-sampled residents
(Hesndent A) in a universe-of 34, when:

1 Alow blood pressure of 98/61 (average is |
120/80) had been documented for three ;
consecutlve days without being rechecked or,
verlfled for accuracy; |
' I
2. A blood pressure had been documented as
79/58 and no documentation had been made that
mdlcated it had been rechecked for accuracy or
that the physician had been notified for a change
of condition; - ;

é The resident's pressure ulcer (injury to the skin
and underlying tissue) was inaccurately :
documented on facility medical records as a

sacrococcyX (tailbone) wound instead of a right
igchium (lower and back part of the hip) wound,

4 The resident's Treatment record (TAR) had
missing documentation that indicated treatments

were performed as ordered by the physician; and |

- é The TAR was missing documentation for

physician ordered monitaring of the indwelling
catheter (a thin sterilé tube inserted into the
bladder to drain urine). :

Findings:

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA "| (x2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING ' COMPLETED
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‘ . ' i s . i |
F 514 .Continued From page 9 F.514 /7€ sustained. This plan must be
: {9

implemented, and the corrective action |
evaluated for its effectiveness. The POC |
Is integrated into the quality assurance .
systent; '

Results of the audits conducted by MRD
of change of condition notification and the -
complete and accurate licensed staff : ‘} b
documentation will be discussed in the
QAPI/QA meeting at least quarterly".

J Y |
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'unannounced visit was made to the facnllty for the

ibladder controt), dehydration, and gastroenteritis
and colitis {(inflammation of the stomach or

mdacate if the resident had capacity to understand

On September 12,2017, at 8:50 a.m., an

mvestlgat:on of a complaint regarding quahty care
and treatment. .

On September 12, 2017, a review of Resident A's
facmty medical record was conducted. Resident
Awas admitted to the facility on July 19, 2017,
with diagnoses that included acute osteomyelitis
of right femur {infection in bane), pressure ulcer
stage 4 (injury to the skin and underlying tissue
that is deep and reaches into muscle and bone),
paraplegla (paralysis of the legs-and lower body),
neuromuscular dysfunction of the bladder (lack of

intestine due to infection).

review of Resident A's facility, "History and
Physmals " (H&P) dated July 20, 2017, failed to

and make decisions. The H&P further indicated,
"DIAGNOSIS: chronic decubular (pressure ulcer)
FT! (right) ischium..."

Review of a facility progress note for Resident A,
dated August 9, 2017, at 2:01 p.m., indicated,
",..VITAL SIGNS: BP (blood pressure) 98/61-
8/9/2017 (sic) 14:02 (2:02 p.m.) Position: Sitting r
(right)/arm..." There was no documentation found
that indicated the low BP was rechecked.

Review of a facility progress note for Resident A,

dated August 10, 2017, at 4:03 p.m., indicated,

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: A BUILDING COMPLETED
. C
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: : : DEFICIENCY) ‘
) : |
F514 E’530ntinued From page 10 F.514

—
—~4 -
= | -
S L]
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‘F 514, Contmued From page 11 : F 514 ‘ e

!, VITAL SIGNS: BP 98/61- B/9/2017 (sic) 14:02
- Posmon Sitting rfarm..." There was no
documentatlon found that indicated the low BP
was rechecked.

1 .| Review of a facility progress note for Resident A, | ' X

; : dated August 11, 2017, at 4:15 p.m., indicated, ' . . A
*VITAL SIGNS BP 98/61 8/9/2017 (sic) 14:02 . : |

Posmon Sitting rfarm..." There was no T : -

documentatlon found that indicated the low BP . . i

’ vlves rechecked. :

E ' ! t . [
) F ’ Review of a facility progress note for ResudenltA ‘ , R
dated August 24, 2017, at 11:33 p.m., indicated, . ,

"...vs: (vital signs) temp (temperature) 98.3 (sic)
pulse 69 (sic) resp (respirations) 18 {sic) 79/58..." : :
There was no documentation found that indicated ‘
the extremely low BP was rechecked or that the

, physman had been notified of a change in
condition.

Ii“teview of Resident A's facility record titled,
"ORDER SUMMARY REPORT " dated August
31,2017, indicated an order to, "CLEAN STAGE
FOUH TO SACROCOCCYX WITH WOUND
(:JLEANEH, PAT DRY AND APPLY NPWT - .
(negative-pressure wound therapy) Q3 (every 3)
DAYS AND PRN (as nesded), REASSESS X 21
(times 21) DAYS every 3 days (sic) every 3 days.".

L .
S L]

]
= S R

Lo L

1

HAY

1
i
4

02:€ wd DLl

Review of Resident A's TAR for July and August
of 2017, indicated, "CLEAN STAGE FOUR TO '

SACROCOCCYX WITH WOUND CLEANER, _ _ '
- PAT DRY AND APPLY NPWT Q3 DAYS AND
PRN, REASSESS X 21 DAYS every 3 days (sic)
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*  F 514| Continued From page 12 ‘ F 514
! .| every 3 days."

Further review of Resident A's TAR for the month i '
[ of August 2017, found blark boxes for the '

i ﬁhysician ordered treatments to the sacrococcyx

| for Monday August 7th, Wednesday August 16th, ' - , '

[ and Friday August 25th.. The blank boxes on the : ' -
! : TAH indicated the treatments had not been ‘

' performed as ordered. ! ' .

: . ' |
| r : | !
| Review of Resident A's facility care plan with an |

* | initiated date of August 23, 2017, indicated, I '
i "Focus: Has pressure ulcer of Right Ischium.!. |
‘ The care plan further indicated, ,

"Interventlons Administer treatments as ordered
and monitor for effectiveness...

Review of Resident A's facility record titled, :
"OHDEH SUMMARY REPORT," dated August
31 2017, indicated the following order,
“lNDWELLING CATHETER URINE ‘
MONITORING Q (every) SHIFT FOR $/8 (signs
and symptoms) OF INFECTION SUCH AS
IT'EVER !

Review of Resident A's TAR for the month of July
2017 found blank boxes for the physician
ordered monitoring on Monday July 24th and
Thursday July 27th for the PM (evening) shift.
These blanks indicated the resident's catheter i
had not been monitored as ordered on those two -
dates in July.

~ tli s
ol

-

02:C Hd A1 daudl

1N

Review of Resident A's TAR for the month of
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F 514 Contmued From page 13 :
@\ugust 2017, found blank boxes for the physician
. | ordered monitoring on August 5th, 6th and 15th
' for the NOC (night) shift, August 18th for the PM
shift, and August 24th and 25th NOC shift .

. These blanks indicated the resident's catheter
[ had not been monitored as ordered on those‘sm [
dates in August, : ! '
| .
Lo Review of Resident A's TAR for the month of - , ,
September 2017, found a blank box forthe . . | ‘
|
i
|

F514

; phyS|c:|ar1 ordered monitoring on the PM shift- of
Saturday September 2, 2017. This blank |

! indicated the resident's catheter had not been ,
! monitored as ordered on that one date in !
September.

: | |
I

On September 12, 2017, at 1:38 p.m,, an l

mterwew was conducted with the Dlrector of | |

I

|

|

Nursmg (DON). The DON was asked about ! |

! Resident A's bload pressure that had been |

| locumented as 78/68 on August 24, 2017, The
DON stated that the documentation was most
Ilkely a "typo." (mistake made in typed or pr:nted
text)

i

Vo

On September 14, 2017, at 3:51 p.m., a phone
' interview was conducted with the author of the ' sy
August 24th progress note that had documented ' 24
the Resident A's blood pressure of 79/58. The _ - L
LVN stated that the documentation "must have -

been a typo."

USIRETT AN
L)

e

¢ € Hd

On September 19, 2017, at 11:02 a.m., a phane L
interview was conducted with the facility's '
Administrator (AD) and DON. The AD and DON
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were asked about the documentation of Resident
A's blood pressure as 98/61 for three consecutive
days without being rechecked. The DON stated
that the blood pressure should have been |
rechecked The AD and DON were then asked
about the inaccurate documentation of the .
resident's pressure ulcer on facility records, about
the blanks on the TAR and were asked the
faC|I|ty's expectatlon for accuracy and
completeness in the medical record. The DON
stated that it was expected that the staff.

qlocument accurately.
|

Review of the facility policy titled, "Documentihg'
and Charting," revised May 2007, indicated, "It is
the policy of this facility to provide: 1. A complete
account of the resident's care, treatment,
response to the care, sngns symptoms, etc...C.
Do not leave blank lines...

r
I
i
i
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