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The following reflects the findings of the

-Department of Public Health during a complaint

Investigaticn,
Caimplgint number: CAD0454548

Representing the Dapartment:

| Health:Facility Evaluator Nurse: 22458, RN
i The inspection was limited to the specific.

nt invastigation and does no! represant

complai
{ the fmdings of a full jnspection of the fadkty;
QOna deficiency was wiitten as a rasult of

‘T22 DIVS CH3 ART3-72315() Nursing

Service<Patient Care

{h) Each patient shalf be provided with good
rulrition and with necsssary flulds for hydration.

This Statita is not mat as evidenced by:
Basadan observation, Inferview, and recard

review, the faciily feilad 1o ensure residents

'} yecaived adagquate: hydration in arder to maintain
| proper body functions by failing to-place the

| resident's walsr pitcher within reach.

This:deficlent practics had the potential 0
contributing to the residents’ dehydration (body
water nteke less ﬂ'lanompm)

Findings:
1. Amview of Residan? 1's clgsed racord

 indicated Resident 1 was admitted 0 the faciity
cne(ms Resident 1s diagnoses incluxied
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| hypothyroidism (undem'vemwold is a condiion
'Iin which your thyrold gland dossa®t produce

| enough of certain crucial hormones), eepals: {the

| body nomally relaases chismicels into the

| blaodstream to Bght:an infection), and deprassive
| disarder {a persistent feeling of sadness and loss
of interast and cen intarfere with your daity
functioning).

| Areview of Resldent 1's physiclan's discharge

summary, from GAGH 1, datéd 8/4/15, indicated

| that dwing Resident 1's hospital slay from
7/28/15 to 8/416, 1he resident recelved IV’
aiitiblotics for UTI, was hydrated with intravenaus
(v} fuid, andt was continued on proper hydration
herepy. The discharge sumimary indicated .

- Resldent 1'was transfomsd baek to the facility in

' stable condition.

‘Anayiew of the GACH 1 laborstosy restits, ddted

| August 4, 2015 (dsy of disgcharga) indlcated

“Resident 1's blood chemistry levels ware within
noma) ﬂnﬁls(WNu ‘Sodiax 142 mEq/n);

‘| Potassium: 3.7 mEg/ml; Chiotide: 106 mEq/mi;

arnid BUN: 15.8 mg/dL..

Areview of the facility’s Resident Data Collsction
[ntrsing assessment) document, dated B/4/15,
and fimed at 9:45 p.m., Indicated Resldant 1 was
readmitted to the faciity alert and criented-to
person end place. Accerding o the aursing

| assessment, Resident 1 required a one-person

| assist for transfening and ambulation, was

} iIndapendant for eating, but required assistance

| with dreasing, bathlig, and mobiitly.

| Aravisiv of a physician's order, daled 8/8/15,

{ indicated &n onder for a machianieal soft, no
added sugar diet with a beverage preferance was
fisted as julca and mik.
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allegation ofcampiiance for (e deflclevicy nofed. |

Royif Oaks Criz Cunter makes fts best effnt to perate
in Rl cornpliance with both Federat and State haw.
Nething @eloded in this Plan of Comectiss s en
admission oiherorise Royat Gaks Care Cener has

" submitted this Plao of Comection in order to comply
wigh its regudiory obligation ind does notwaive any.
objections & the mesits or form oy flegaions
contiined hecein.

c1s nsano
Gfew 08052020

Resident I is nn bouger & resident 2t this faeility s ihis W
vmmckphwiums. Hevm soesideotpriortothe |
changs of ownership 37200

For sl residents | 06M5n020 :

mwMuwlkadeMdm
all meals, med pass-end tirqyghout the. day. Wikter
Pirchers shall be w'iﬂthﬂd\brﬂcm!dm

In September 2018 a water dispenser was added to the
activity roea azd rehabr room in additioa fo'glis juice
&minemwkmulﬂlbillyomuids for all

Residents aro otfored aad enoouragoed to drink water Y
during afl meals, mad'pess sod throughout the day and. i
will'be offered s vwlm of Muld options {a.order to
incresses residents. fluid datoe,

Suaff will repory whon vestdens ars refirsing viater inabs :
uhmmzummmmmmmm:
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‘ :,mm” ol ! rswuyu. st Rk On S/20/18; /24718, 92718, S24/18; 129R01S,
Rmm“"’; "wﬁs‘"’“’a mk“" t;m, e:sqs v ndicated SH2019, SH9R019, 10113019, 7282020 the divestor
dafydrallon (cocurs of staff development (DSD) in-scrviced CNA's varions
'whmycwbodybsestoomehﬁmm - amwmmm;gﬂm
| Areview of Resident 1's preprinted care pidn, hydration/derpdration exid intakegnd Goiput
titted, "Rasident at Moderata Risk for N
Deliyéfation,"datsd BIB/S indloaled the goal or | bydion i gament e exconeagig g
| Rasldant'{ was to famain hydrated, as evident by ' drink fluitls during misd pass, with meals and Citughout
- good skiny turgos {elasticity cf the- “Mlﬁl! of - tieday. On 671409, 9f19119 rnd 1/8/2¢; Hoensed nurses
skin to'change shape andreium io.normal),ang m‘m‘“ Inekiv aad outgut
melst mucous membranes {ares inside of ‘ : e |
mouth). The staffs:plan of pproach was to ' |
| observe Resident  for'signs and symptoms (S/8) . .
| of detigdration. such-as-poor skin turgor, dry 4.
mucosa {dry momh), and eoncenfrated wrine,
Ancther staff approach Indicated for the staff to
provids Residant € with adequate fiulds dally, and
to notily the phyudanfaranysiguﬂomehangu. Manltoring of e acdh
Tha care plan had no documanted evidenca to DSD and DON vwill euske roonds o cnsuro e adequate| 061052020 :
indicate what *Adeguate fluida® meant, or that the flalds gre ayzilable to cach resident DON will- report.
staff would consistantly monltored Resident 1 for negative fiadings to QA edmahrce fiv follow up
adlequate fluld intake; especially since Resident 1 reeammendaion
was readmitted from the: GACH with.a dimgnosis
that Includad:dehydeation.
‘Areview of Residerit 1's Nursing Asststartt Dally
Flow.Sheet from-8/5-8/9/5, indicated fluids were
oftered on all thres shifts. However, there was no
' Indloation of how much fluid the resident
consumed,
The facilty waa unabia to iscate the resident's
records of registéred distfan's (RD) inttial
assessmont and the dletary service eupervisor's
notes, acconding to tha diréct staft daveloper
-(DSD).
Licansing o GerEiceton OMSian
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Anurses nata ntry, dsted 8/10/15, aind timod at
8:25 a.m,, inicated Residenti:1, whose baseline

{ mentation had baan glart, odented to persan and
. place, and was able i follow commiands, waa

now non-verhal, and unable to follow commenda,
Resident 1's. oxygen saluration {the- amount ef

 oxygen present in the bioodstream), was 75

percent{%) (NRRIs 86-100%). A nurse's note

| entry, dated 8/10/15, and imsd at 8:30 3:m,,
{indleated Resident 1 was transforred th GACH 2
1 via 91 ambulance.

Areview of the GACH 2's Emergency

‘Department (ED) dated 8/10/15, Indicated
-Rasident 1's primary diagnosis was AMS.
‘Rasldent 1'g vital signs were 127/70, pulse 102,
‘and 8 respiratory rate of 24, The H/R Raport,
‘dated 81015, indicated Resident 1 presented

with ALOC gecondary to possible sapsis,
hypemalremia (abnoymally kigh sodium level),

| and appeared to be dehydrated and
1-malnourished. The physician's assessment-
| inciuded diagnoses of sopsls {overwhelming
| infaction of the biocdstream), leukocytosis

(increase of numberof white blood celis), acite
ronal fallure: (kidneys suddenly (csa the ability to
etiminate excess 4aits, fulds, and waste
materials from the blood), hypernatremia, end

failure to thrive {2 state of decline that included
[ waightfoss, dacrensed appefite, poor nutrition,

and inactivity).

|} Resident 1's vitel signs In the ED were as follows:
| Blood prassura (BP) 143/78, heart rate at 78 per
{ minuts, resplratofyralaatwmmute anda

-Atevidw of Resldent 1's biood.chemistry
‘laboratory resulls, dated 8/10/15 indicated

elevatad lovels: sadium- 172 mEq/L, potassium-
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| 5.4 mEQiL; thionidé- 127 mEqR., WBC- 3684
| WL, BUN-76 mg/dL, and creatinine- 3.0 mg/dL.

According to the ED's récord, Rosidant
received two 1000 ml boluses (InMsod rapldly) of
nonmal saline intravenously AV into the vein)

1and 1V antbiotics (used for treatment of
; mfecﬁons) The:ED nctes also indicated

Resident 1, whobad no piior history of selzures
(define) had:a total of two possible sekzures, while
inthe ED. Resident 1 was transferred 1 the
intensive care unit {ICU).

Araview-of GACH 2 discharge summary
document, datedAugust 28, 2015 (18 days after
admission), Indicated Resident 1 was treated with
IV fluld hydration and v antibioties with
improvemerit, did well dufing the course of his
sdmission, and was transferred to another long

| veimi.care facility, per resfdent request.

:On August 28,2015 at 11:46 a.m., during an
intarview, the director of rumsing (DON) stated

she had raceived a call from GACH 2 shortly after
Reaident 1 was transferred, inquiing about the

rosident's fluld Intake: during tho resident's etay at
the facllity. The DON further stated the CNA flow

sheet for August 8, 2015-August 9, 2015,
indicated the resident consumed 80-100% of his
‘meals,

| On August 28, 2015 at 4:35 p.m,, durfng an
| Interview, RN 2 stated he recaiied that Rasident 4

usually ate averything on his tray.

| 2.On August. 28, 2015 at 8:55 a.m., the following
| obsarvations were made during-a tour of the

1 tacttity:
'Rocm 88- The water pitcher was on the overbad

{OB)table, which was located at'tha-end of the

1050
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;reddsm‘sbad. When the resident was asked if

" she was eble toreach her watey, the resident
‘shack. her haad.

} Room 8C- Thie OB table was next tp the window,
‘ mdappemdtohnmtomamabalﬂeel
-from the resident's bed.

‘Room TA- A viaier piicher was {ocated on top of

| the aresser adjacent to'the resldant's bed. The
residant was on a low bed, and would not have
been ablato reach the waler,

AL9:16 8.m., duﬁng an obssrvation and intarview:
with CNA 2, Resident 2 was sitting up in bed. A
“water pitcher was locatad on the OB table, at the
furthast peint from the resident.. During an
imtarview-at the sams time, GNA 2'statad the
sesident woukd not be able to reach the watsr,

- Rodm 8B~ The water plicher was on top.of the
-dresser, which was out of reach of the bed.

-An obsérvetion of Resident 3’5 reomi Indicatad
there was na OB labls, and that the water pitcher
was on a shelf, locatad approximateiy five faat

] fromhe:bed. At9:55 a/m. that moming, during

J 'observatlon and {htarviow with RN 1 and CNA 3,
RN 1 stated Rosident 3 was unable to pour her
own water, and that tha resident should have an
OB table. RN 1 then stated the CNAS obtained
and filled claan water pitciters-at tha start of each
shift, and afferad water ta the rasidents evéry o
hours,

' An observation of Resident 4's roon revealed the
:| water piicher was on a ghelf adfacent fo the bed,
1and out of the resident’s reach.

1 An cbaervation of Resident §'s room revealed a

1 wajer pilcher.on the OB febla; but the tabla was
out of fhe résidanf's reach, There was no water
pitchercor OB table abserved for the resident in

| the nent bed. During an interviow at the same

| time, cartified mesing assistant (CNA) 1 stated
the facility was in'the process of changing to new
| OB tables, then slated each resident should have
‘Licensing and Catiication DMB%nn o
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a table, and she would immedlately get a table for
the resident: |
Room 284- Thare was o water at the resident's
tadsids,

Room 288--A walsr pitchar was on the OB.table,
which was out of teach ofthe resident. There

‘Was no water cup presant.
|3, Areview of Restdent 26 recond indicated the

resident was dmitied to ihe faciliy on Juna 23,

2015, with diagnoses that Includad diabetes and

hypertension (high blood pressure-long-term
force of the blood against the artery walla that is
high enough that it may evenitually causa health
problems).

{ Areview of Resldant 2's MDS indicated tha

residant was minimally cognitively impalred, and
reqitired exiensive staff assistance with most

-activities of daily living.

A review of the Hydration Assessment documsnt,

| dated Jume 23, 2015, indicated Resident 2. was at
rigk for dehydration.

Apre-printed nutritional care plan, dated June 30,
2015, ndlicated to-obseirva for signs and
symploms of dehydration, and to encoursge to
consuma fluids daily.

4. Areview of Resldent 3's clinical record

indicatad tho resident was admitted to.the faciiity
-on March 28, 2013. The resident's dlagnoses

included dysphagia (difficuity swallowing), and
anemia (rot enough red hlood calls in tha body,
laading to a lowarad abifity of the blood to cany
oxygen}.

| Arevigw of the Dehydration Risk Assessment,
| dated August 20, 2018, indicated Resident 3 was

c150
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Apro-printed nidtritiona care pian, dated August
20, 2015, indficated to observa for signs of
dehydration, and encouraga to congume Auids
daily,.

| 4. Areview of Resident 4's clinical recond

| indicated the resident wes re-admitied to the
-faciity on March 22, 2016 with diagnoges that

Included Alzhelmer's dementia (a progressive

brain dissase that skowly desiroys memory and

‘thinking skills),

The MDS, dated June 26, 2015, indicated

- Resident4 was mederately cognitively impalred,

and'was totally dependait on stsff for all activitios
‘ot dafly fiving

| Asvordar, dated June 2, 2015, Indicated to

adminster tube feading of Javity 1.2 at a.rate of
45 milfiters {fvl) per hour to provide 1080 mi
dally, and to provide a pureed diet (common
faods that are blended'ta become smocth).

Aréview of the quarterly Hydration Assessmant
docurgent, dated June 25,2015, indicated
Resident 4 was at risk for dehydration.

The Nutritional Risk care plan, re-evaluated.Juyiis,

2018, Indicated the resident will be free of any
 signs ofdehyd:aﬁm One of the approach plany
' indicatad for tube (eeding administralion, and to

| Rush gastmstnmy tube (GT- a plastic tubing that
| 18 surgicaly inserted inta the stomach for

| purposes:of providing nulriten; dnd for

medication administration) with 200 mil of water
every shift,

§. A review of Resident 5% clinical record
indicated the residant was admitied to the facifily
oh August 5, 2015, The resident's diagnosas
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‘included high biead préssure and anxiety.
| Areview of the' Hydlation Assessment document,

| cated August 8, 2015, indicated the resident was
| righvisk for dabydration.

Amiawofa Nulrlﬂnnal Risk care plan, dated

dehydration, and encourage o Gonsime ﬂulda ,

4 daily.

A review of the facility's p&l‘q. titlad, “Rasldent
Hydration and Prevention of Dehydration”,

revisad December 2011, stipulated the foRlowing:
| TThe} faciiity will endeavor to provide adequate

hydration, and will provent and treal(

T dehiydration,. Nurstng will assess for signs and

Symptoms of dehydration.during daily
care...Nurses aides will provide and encourage
intak of bedside, snack, and meal flulds on a
daily and routine basis: as part of daily
care...Nursing will menitor end document fluid
tntgks..{The} Inferdiscipiinary Team wiill update
care plan and documsat resident response-to

j inteventions...®
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