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August 9, 2023

Douglas Hawkins, Administrator

Asbury Park Nursing & Rehabllltatlon Center
2257 Fair Oaks Blvd.

Sacramento, CA 95825

RE: ENFORCEMENT CYCLE START August 4, 2023 '

Dear Administrator,

Your plan of correction from an abbreviated survey completed on 07/21/2023 for
complaint #CA008456311 " has been accepted and you have corrected all deflc;lenc:es
noted during the survey effectfve 08/04/2023.

If you have any questions concerning this letter, please contact Dtane Bradley , Heafth
Facilities Evaluator Superwsor at (916) 263-5800.

Slncerely,

Emi!q Lim, Program Techniciam I

For Daniel Schut
Acting District Manager
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTICN |x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . ABUILGING " COMPLETED
. R-C
555673 B. WING : _ 08/07/2023
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIP CODE
2257 FAIR OAKS BLVD,
ASBUBY PARK‘NURSING & REHABILITATION CENTER SACRAMENTO, CA 95825 |
(X4} 1D 'SUMMARY STATEMENT OF DEFICIENCIES ID ~ PROVIDER'S PLAN OF CORRECTION (*5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX © (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING'INFORMATION) TAG . CRO$S-REFERENGED TC THE APPROPRIATE DATE
o DEFICIENGY} :
{F 000} | INITIAL COMMENTS {F 000}
An off-site revisit survey was conducted on
08/07/2023 for all pervious deflciencles cited on
07/21/2023. All deficiencies have been corrected,
and ne new noncompliance was found. The
facility is in compliance with all regulations
surveyed 08/04/2023
LABORATORY DIRECTOR'S OR_PROVIDER!SUPI‘DL!ER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

- Any deflciency statement endmg with an astersk (*) denotes a deflclency which the institution may be excused from correcting providing It is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing hemas, the findings statad above are disclosable 90 days
following the date of survey whather or not a plan of cerraction Is provided. For nursing homes, the above findings and plans of correation are disclosable 14
days following the date these documents are made avallable to the facility. If deficiencles are clted, an approved.plan of correction is requisite to continued

program partlcfpat!on
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555673 B 06/21/2023

""NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
2257 FAIR OAKS BLVD.

ASBURY PARK NURSING & REHABILITATION CENTER :
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(X4) ID i SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
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. DEFICENCY)
F 000 | INITIAL COMMENTS F 000

- The following reflects the findings of the

| California Department of Public Health during an

~ abbreviated survey for the Investigation of
complaint #CA00845311. .

| Representing the Department of Public Health:

) Health Facilities Evaluator Nurse, 43247

| The inspection was limited to the specfﬂc F 690 Bowel/Bladder Incontinence,
| complaint investigated and does not represent Catheter, UTI
the findings of a full inspection of the facility.
F 690 Bowel/Bladder Incontinence, Catheter, UT]| F 690 Facility appoints a unit clerk (UC) to
58°D) CRRE)4ps2nieiliHe); - schedule appointments outside of the -
LT facility related to indwelling catheters.
§483.25(e) Incontinence. , _ f
§483.25(e)(1) The facility must ensure that Although residents have th.e potential to
resident who is continent of bladder and bowel on be affected by the alleged incident, No
admission receives services and assistance to residents were harmed.
maintain continence unless his or her clinical .
| condition is or becomes such that cantinence is UC reviewed all residents withan -~ 1. 45
- not possible to maintain. | -indwelling catheter to ensure outside [
| §483.25(0)(2)For a resident with urinary APRRiNIMAREE ars sEesklas &
incontinence, based on the resident’s necessary.
comprehensive assessment, the facility must s 2D
ensure that- : DON gave in-service to UC and SSD .1
(i) A resident who enters the facility without an related to appointments. UC will
" indwelling catheter is not catheterized unless the continue to schedule outside
resident’s clinical condition demonstrates that appointments and continue to assist
catheterization was necessary; - residents. If there is an order for an
(i) A resident who enters the facility with an appointment, and the facility cannot —
| Indwelling catheter or subsequently receives one * arrange appointment, UC and Soc Sves
is assessed for removal of the catheter as soon Ditactor (SSD) will dié;cuss alternate
. as possible unless the resident's clinical condition e y
demonstrates that catheterization is necessary, ZLF|2H§§?fg$2:snadwapgglgtr:geggowﬂﬁfn
and FRe =
(i) A resident who is incontinent of bladder also include attending MD as needed.
..; J k
LABORATORY DIRECTOR'S OR PROVIDCR/S 2 um’ {EP;‘,E_‘"ENTATI'VE'S SIGNATURE w TITLE 046) DATE
{ { Wi A /VH! z.ShfZ for G 7*%

Any deficiency slalamanl andrn‘fﬁﬂtf"_ erisk () denoles a deficiency which the insfitution may ‘be excused from corecting providing it is determined thal
other safeguards prowde sufficient pro “tion to the palients. (See instructions.) Except for nursing hames, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of comreetion Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If dsficiencies are clted, an approved plan of correction is reqursnta to continued

program participation.
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F 69 i ‘ 390 ‘ ~
0§ Continued From page 1 Fa90; S8D wIII audit for pending referrals ow- ”&m%'

- and arrange with Unit Clerk to ensure
- appointments are scheduled and
documentation is entered
i - . accordingly. SSD will include
§483.26(e)(3) For aresident with fecal - outcomes during facility quarterly QA
Tincontinence, based on the resident's S :
. Teomprehensive assessment, the facillty must
1 ensure that a résident who is incontinent of bowael -
-receives appropriate treatment and services to
‘restore as much normal bowel function as
possible,
This REQUIREMENT s not met as evldenced
by,
.| Based on intarview arid record review, the facility
failed to provide appropriate urinary catheter
{tube Inserted Into the bladder to drain urine) care
for ong of five sampled residerils (Resident 1)
when a referral to an urologist (physician who
spacializes in tha urinary system) was not done
as ordarad for evaluation of neurogenic bladder
-1 (lack of bladder control due to neurclogical
damage)'and urinary catheter ramoval,

recalves.appropriate treatment and services to
| prevent urinary tract infactions and {o restore
continence o the extent possible,

This failure had the potential to resuit tn bladdar
dysfunction or Infection. .

Findings:

Araview of Resident 1's "Admission Record"
indlcated Resident 1 was admitted to the facility In
| May 2022 with multiple diagnoses including
| cerapral infarction (stroke- disrupted blood flow to
the brain), aphasia (loss of abliity to understand
or express speach), dysphagia (difficulty |
"t swallowing foods or liquids), hemiplegla (paralysis
on one side of the body), and dlabetaa {toc much
sugar in the blood),

Areview of Resident 1's Mlnimum Data Set . :
EvertiDiLQJFH1  Faclly ID:GAOS000000T -~ If continuation sheet Page 2 of 16
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oY T 8UMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENGY MUBT BE PRECEDED BY FULL
TAG REGULATO RY OR L&C IDENTIFYING INFORWTI(}NJ

o PROVIDER'S PLAN OF CORRECTION L x|
PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) .

F 880 Continued From page 2
| {MD&- an assessment tool), Cognifive Patterns,
-1 datad £/20/22, indicated Resident 1 had short-
1and tong-term memory problems and was
moderately Impaired to make daclsions regarding
{asks of dally life. A review of Resident 1's MDS,
-Functional Status, deted 5/20/22 Indicated .
 Resident 1 was totally dependent for foilet use. A
i review of Resident 1's MDS,.Bladder and Bowsl,
| dated 5/20/22, Indicated Resident 1 was
frequently Incontinent of urine and always
incaritinant of bowal.

A reviesw.of Resldent 1's "Order Sum mary‘ Report"
‘indicated orders:

" “..Foley cathater [type of urinary catheter] 14 FR
.[French-su:a of cathater] with. 10 mL. [milliliter]
‘balloon secondary té urinary retention {bladder
does not empty all the way] r /t [related to]
Naurogenic bladder, Change Foley cathater every
"I night shift atarting on the 26th and snding on tha

| 26th avery month .Order Date 05/26/2022..."

Referral to Urolngy-for avaluation of neurogenic
i bladder and foley catheter removal...Order Date

: 0@/27/2022 "

Araview of Res|dent 1's “Change in Ct)rldltmn
| Evaluation,” dafed 6/24/22, indicated “...Signs- &
| Symptoms...UTI [urinary tract Infectlon]
..Recomméndation of Primary Clinician(s):
, Lavoﬂoxacin [an antibiotic medication] 500 mg
 [miligrams] PO [by mouth) once dally for UTEx
+ {times] 7 days...Describe genitourinary
| changes... Decreased urine output...Abnormal
 Results... Urinalysis [urine test] ...06/24/2022..."

A raview of Resldent 1' Care Plan "The resident
has a Urinary Tract lnfectlon rft chronio e [foley

F 690

. FORM CM8.2667(02+ BB) Previous Versions Obsdlate ' Event (D LOJFH
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PREFIX
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F 690 | Continued From page 3 o F 890
catheter," inlttated 8/24/22, Indivated
"...Interventions. ..Obtain and monitor
Iab/dlagnostic worlk as ordered, Repart results to
1 MD [medical doctor] and follow up as- indicated...”

Areview of Resldent 1's "Nurse Progress Note,”
dated 5/26/22, Indicated *...Resident unable to
fully produce urination during shift < [less than)
1 30mi witnessed. Upon bladder scanned, 517ml

i retention, Writer notifled NP [nurse praciitioner]
+and obtained order to start Foley Catheter. tx
[tredtment] dit [due to]'bladder nelrogénic vt CYA
[cerebrovascular accident] F/C 14§ 10 mi
i succassiully inserted...”

1 Areview of Residant T's "Physlclan Vislt Note,"
dated 5/27/22, ndicated *...examifiad today
far,..review of ieukocytasis Thigh ‘white'blood cell
count] and urinary reterition...asymptamalic
except for urinary retention, Per facllity staff,
patient uhable to produce any urine yesterday
despite multiple attempts from patient to urinate
. [using urina! and follet, Per sfaff, patient only
having small drops of. uring far.the past 12 hours
at that time. Bladder scan was petfored and
pationt relaining 517 ml of urine...Foley Catheter
Insertion, which.patient immedfateiy felt relief and
> [greater than].500 ml immediate-
ouiput...Neurogenic Rlagdder: dye to stroke
causlng urfnary fetention...Referral to Urotogy...”

Araview of Residenl 1'3 "Physiclan Visit Nnte," - : |

{ dua to sfroke causlng urlnary retantlan Folay

| Catheler inserted 5/26/22 without any”
complications. Foliow-up with, UrOIogy Per fagility
| staff, pending Uroiogy appointment Continue

[ Cathatar Care . o

FORM cmwssnuz-ss) Previous Versions,Obsolets ~ Event IDiLQJFA1 Facihity ID; GA030000001 if continuation sheet Page 4 of 16
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) T
F 690 Continued From, page 4 F 690

| Areview of Resident 1's "Physician Vis:t Note," ] ‘ .
i dated 7113/22, indicated "...Neurogenic Bladder: ) j
due to stroke causing urinary retention, Foley : '
| Catheter Inserled 5/26/22 without any.
complications, Follow-up with. Uroiogy Per faclllty
1 staff, pending Uroiogy appointment Continua

i Catheter Care...

.| Areview of Resident 1's "Physiclan Visit Note,"
dated 8/4/22, Indicated *...Neurogenlc Bladder;

1 due 1o stroke causing ur!nary reientlon. Foley

Catheter Inserted 6/26/22 withdut any. ;

‘compliations. Follow-up with Urology. Per facliity

“staff, pending Urology appointment. Gontinue

‘Catheter Cara...”

-Areview of Resident 1's "Soclal Services Note,"
‘dated 6/15/22, Indicated "...Wrlter qall [sic]) and
left massage with finsurance miedical provider
physiclan] requesting Urology reférral for -
evaluation of neurogenis bladder and foley

catheter removal..."

A mvlew of Residant 1's “Soclal Services Note,"
dated 7/7/22, indicated *...per clinlc.patient is not
a [insurenca medical provlder] membar; no full
scope coverage; only Medicare A for hospital
stay...dtr [daughter] notified via phohe’ call,.."

dA rev!ew of Resldant 1's "Social Services Note,"
| dated 7116123, Indicated *.; Neurology referral for : o
' ischamic CVA sent to. [alternate medlcal group} : T

Buring a talaphone. interview on 6/20/23 at 10:37
1 a.m, with Regldent 1's Resgonsible Party (RP),

| the RP stated that Resident 1.had urinary
catheter placed, It became inf’acted and that led
1 to a hospitalization, Resident 1 s RP stated that

~ Event ID: Lcw:ﬂ '

Faclllty ID; CADB00D0001 i continuation sheet Page 6 of 16

FORM cms«2557<oz 99) Previuus Versians Obgo!ete




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/28/2028
FORM APPROVED

CENTERS FOR MHE&DICARE,_&.MEQICAED.QQRVICES ot R OMB NO, 0938-0391 .
STATEMENT OF DEFICIENGIES X1} PROVIDER/ISUPPLIER/GLIA (%23 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER! 1 A suiLoING o N  COMPLETED

: ‘ . ‘ c
. . _ 558673 JBWNG . . L. -peIz1/2023.
"NAME OF PROVIDER OR SUPPLIER T STREET ADDRESS, OITY, STATE, ZIP CODE " e
: - ' 2367 FAIR DAKS BLVD, '
ASBURY PARK NURSBING & RE ILITATION CENTER
NG & REHABILITATION CEN SAGRAMENTO, CA 95825
{4y I SUMMARY. STATEMENT OF DEFICIENGIES - i PROVIDER'S PLAN OF CORREGTION o8
PREFIX (EAGH DEFICIENCY MUST AE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD B - COMPLETION
TAG REGULATORY OR L5G IDENTIFYING INFORMATION) TAG - CROSS-REFERENGED TO THE APPRDPRIATE DATE
A ™ , ~ DEFIGIENCY) - '
F 660 | Continued From page § F 6901

the staff did not properly parform’ cathotar care,

did not émpty the catheter dralnage as frequently

as it should have been, and had cloudy urine in

.| the catheter tubing. The RP stated that Resldent
i 1 did not-need a catheter placed.

During an interviaw on 6/21/23 at 10:35 am, with

the Director of Nursing (DON), the DON stated

urinary catheters ate placed for urinaty retention

| and neurogenlc bladder and |s the only real

- { reason'to place a catheter. Catheter dralnage
‘bags are’ emptied by the CNA [ceitified nursing

assistant] or nursing every shift or as needed

During an fntervlew on 6/21/23 at 1.10 p.m, and a
subsequent Interview at 1:28 p.m. with the DON,
the DON stated If rasident has an MD arder for
| referral to urclogy for follow up appelintment, the
unit clerk sets up the appointment. Reviewad with
the DON Resident 1's order dated 5/27/22 for
_urology evaltiation. The DON acknowredgad that
Resldent 1 did not have a urclogy fallow up
appointment scheduled, The DON stated, "The
facility is to make sure it happens.” Reviewed
‘I "Soclal Sérvices Notes” dated 6/16/23 and 7/7/23,
The DON stated thal there was no further follow
up to schedule a urology appoiniment after It was
i determined that.Resident 1 was not going to be
seen at insurance medical provider] ¢hinle, The
DON stated, "Should have baen scheduled at
lalternate medical grotp) like hie was-for
‘| heurology.” Tha. DON further stated, "My
1 expectation Is that the urology appmnlmentwould
+ have been followed up."

| During an Interview on. 7/ 17/23 at 11:59 a,m. with
1 the NP, the NP stated Resldant 1 had a urinary
catheter placed due to urinafy retention and

| neuragenic bladder caused by stroke, NP stated

FORM CMS 2667 (02 ﬂﬁ) Previous Versions Obsclete Event ID, LQJF11

Faclity J; GA0S0000001 If continuation sheet Page 6 of 16
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+ an order was placed for Resldent 1 fa follow up Z

| with a urologlst for neurogenic bladder evaluation
and urinary catheter removal, The NP atated who
would foliow up depended on Residant 1's
. | Insurance and NP was told thé referral was:

panding because he did not have insurance., The
NP stated the facliity was not able to gstabliah ‘
. Resident 1 with a physiclan or medical group so - o _ . ' T
follow up appoifitment was not scheduled. NP ' - _ |
acknowladged Resident 1 had a urinary tract , : i
infection in June 2022 and stated, “Any patient : ' ‘
- with a cathetar fs at high risk for infaction:" _ _ C ’ i

Dring a c:oracurrent telephone interview and

record review on 7/20/23 at 8:58 d.m. with the

PON, ths DON dclnowledged there was ai delay

! belween when the order was placed for urology

reforral for Resident 1 on 5/27/22 and the only

| referral attompt. mada on 8/16/22, The DON

stated, “The expectation Is find out-what the

barrier Is to scheduling appolntment. f it's

Insurance, then try to work.out the lhsurance

Issue. The expectatlon Is that thiere would have

1 been further follow up to schodule the,

7 appointment, "The DON cdnﬁrmad that NP and

"} MD continued tq document that'the Jurology-

| consult was panding-after the placemant of the
urinary cathéter on 5/26/22. Tée DON stated a

{ volding trial {a trfal of voiding o asses$ if the
bladder can empty without.the urnary, catheter)

1 should have been done. The DON stated, "Why
didn't thay do a’voiding trial? You typlca[ly rentove

‘[ foley and try velding trial, If falls can put back-In."

The DON stated.a. possml@ wufcome of a

continued urlnary cathster Is infection.

1 During a concurreni interview.on 7/20/23 at4:30
p.m. with the Social Servicgs Director, (35D), the
188D stated thai. themit cletk handles referrals

FORM CVS-2567(02-95) Previdus Versions Ofadlato. Event ID:LGJF11
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F 690 Continued From page 7 F 690 |

1 and transportation for residents.

During & telephione interview on 7/2‘1!33 at 1017
a.m. with the Businesa Office Assistant (BOA),

| the BOA stated in Juhe 2022 she was the unit

- Lolerk and was In charge of reforrals to speclalties, |
-arranging appointments, and setting up t
transportation services for residents. Reviewed
‘order for referral fot urology follow up for

Resldent 1 placed on 5/27/22 and the "Social
Services Note," dated 6/15/22. The BOA stated
that she does not recall why there was a delay

" |:between the afdsr. and the refertal. The BOA.
‘stated, " was sending multiple referrals and
maklng multiple eppointments at that time. | was
tfocused on immadiate noads and what, needed to
be done right away., If- fi was, urg@nttha nurse or
MU would have asked fhe- Lcn whrk on it right
away.” When asked why there Was not any other
{follow up documented for Resident 1's urology
referral after 6/15/22, the BOA «stated. 1 followed

1 up a8 much as | could but had alot to ‘do at that

| time."

Areview of the *faciittys pblicy and: pracedure

E (P&F—*) litted "Catheter Care,’ Lirinary,” revised
8/22, the P&F indlcated "The purpuse af this

| procedure Is to prevam urinary "

: cathetar—asaoc!ated complicathns. mcludlng

| urlnary tract Infections...Review and document

the clintcal indications for catheter use-prior to

inserting...Nursing and the ir‘itardisciplinary team

| should assess ang dpoument the ongoing need

1for a catheter that ig'in plade., Remove the

| catheter as sooh as 1 is o Jonger neatled...”

A review of the fac!ilty's P& titled “Refen‘als
Soctal Services,". ravised ']2/2008 indicatéd
| "w.Soclel services personnel shail coordinate
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most resldent referrals with outside agencles.... i
Referrals for madical services must ba based on :
1 physlcian evaluation of resident need.and a
' telated physlelan order...8ocial sarvices wil
{ document the referral In the resident's medical
Trecord..." _
F 692 | Nutrition/Hydration Status Maintenance F 692 _ F 692 Nutrition/ Hydrat:on Status
$$=D | CFR(s): 483.25(g)(1)-(3) Malntenance

§483,25(g) Assisted ndtrition and hydration,
(Includes naso-gastric and gastrostomy tubes,
both percutaneous endoscoplc gastrostomy and
percutaneous endoscopic jejunostomy, and

| enteral flulds). Based on a resident's
‘comprehensive assassment the facmty must
ensure that a resident-

$483.25(g)(1) Mairtaing acceptable parameters
of nutritional status, such a5 usual body weight or
desirable body weight range and etectroiyte

' 'halance, unless the resldent’s clinical condition
demonstrates that this is rot pcssible or resident
praferences indicate othervise;

§483.25(0)(2) Is offered sufficlant fluid intake to
-maintain proper h'ydratioh'and health;

"1 5483, 25(9)(3) ls offeared a lherapeutlc diet when
1 there is a nutfitional problem and the heaith care
| provider orders a. therapeuﬂc diet.

This REQUIREMENT is not met'ag awdenced
by:

Based oh interwaw dnd record revlaw. the facllity
failed to ensure that.proper f Mitritional status was
" maintained for one of five sampled residents

{Resldent 1) when documentation.did not reflect
| that medizal providers’ were notified of welght
logs. :

‘were reviewed by the registered
“dletitlan (RD). No other residents have

1 During the weekly and monthly weight
1 reviews, RD will discuss any significant -
1 welght changes and the potential root
1+ cause. RD will make recommendations-

All remdents with significant weight'loss

% 51 '1»%

been affected by the alleged incident,

AD reviews weekly and morithly .
“weights of each resident with significant. o cgmni::
- waight changes. RD then makes ' :
i recommendations to DON and MD

when appropriate,

RD will continue to review weekly and
monthly welghts of each resident with
significant welght changes. DON,

' 'uwﬂaﬁmé

“ conducted in-service with LNs related
" to significant weight changes and
- proper documentation.

egprg

to MD and DON as appropriate.
Medical Records will sonduct an audit,
to confirm recommendations and care
plans are In place. RD will report

] findings at the facllity quaﬂerly QA
; meetlng
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F 692 Continued From page 9

This fallure resulted.In Resident 1 experiencing
significant welght loss which had the potential to
calise nutritional deficiencies and impede

1 recovery.

i Findingst

Araviaw of Resident 1's "Admissgion Record"
indlcated Resldent 1 was admitted to the faclilty In
May 2022 with muiltiple diagnoses. Including

' cerebral infarction (stroke- disrupted blood flow to |
- i the braln), aphasia (loss of abllity to understand

or express speach), dysphagia (difficulty :
swallowing foods or llquids), hemiplegla (paralysis
on ong side of the body), and dlabates (’too miich
sugar in the Blood).

- Areview of Resjdent 1's Minimum Data Set

1:{MI38- an agsessment ipol), Cognitive Patlerns,

dated 5/20/22, indicated Resident 1 had short-

.and long-term memory problems and was

‘moderately Impaired to rhake decisions regarding

taska of daily lifo. A review of Resldant 1's MDS,

Functional Status; dated 5/20/22, indicated

Resident 1 requlred limiled-assistance for eating.

- Areview of Resldant 15 MDS,

1 Bwallowing/Nutritional Status, dated 5/20/22,
indicaled, Residant 1's weight was 156 pounds
and was an.a mechamcally aftered diet (change

in texture of food'or liquids): - _

Areview of Rasident 's "{)rdér‘summar'y Report"
'} indicated prders!

| "CCHO [carbohydrate controlled] NAS {no addad
sali} Gontrolled Carb, No Added Salt diet Puree
texture, REGULAR (THIN LIQUIDS) . -
congistency...Order Date:..5/1 3/22

F 892

1
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F 692 Continued From page 10

| NAS (No Added Salt} dist Puree texture,
REGULAR (THINLIQUIDS) consistency .Order
Date...06/01/2022..,

NAS {No Addad Salt) diet Machanicai Soft .
texture, thin liquids conslstenay, pureed veqgles,
and bread...Order Date,,.07/22/2022...

Mad Pass (No Sugar Added) [supplement to add
protein and calories] 1.7, 120 ml [millliters] po [by
mouth] four timas a day for. Supplement Order

| Date...06/1 8!2022

'Magic Cup [supplamant to add proteln and
calorlas] two times a day Order

| Date...07/05/2022...

No SBuger Added Actlve LIqud pmteln 30 ml
Imilliliters] orie time a day may mix wllh Med Pass
| 1.7...Order Date...07/15/2022... . .

Glugerna [nutritional health shake]'t can no four
times a day for Supp!emenl Qrder.
Date...07/29/2022...

;er‘tazapine Tablet [antidapresaant medmation-
‘appetite stimulant) 16MG [miitigrams] Give 1
tablet by mouth at bedtime for depresslon M/B

. [manifasted by] poor appetité...Order. |
Date...08/02/2022...)

1 Areview of Resldent 1's "Wejghts and Vitalg
Summary;” indicated Resident 1 Weighed'

1 155.8 pounds on 5/16/22

| 148.6 pounds on 6/14/22

i1129.2 pounds oh. 7/11/22.

| 126 poundis on B/1/22 -

i Araview'of Resldant 1's "Regiétered Dietitian

1 (RD) Evaluation," dated 5/18/22, indicated
1,..Resldent Is 8t nutritional and/or hydratton

: rlsk Resident requires. tharapeuttc diet, CCHO
| [carbohydrate contralled), NAS, ragularl{hms
texture- with fair/goad PO intake Squa with

F 692
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nurse who states resident sleaps "a loth and likely
requires tray set up and cuing’ asslstémce at
meals...currentintakes averdging < [less than]

70% of meals...RD will monitor walghts PO
| intake, labs-and fu [follow up] PRN [as
; needadl " -

Areview of Resident 1's “Dietary Nutntlon Note."
| duted 6/94722, Indicated "RD. NoteilDT Weekly

| Weight Review Resldant has slgnMcant welght
loss -5.87# (3. 9%) x 1 weak, Current wt. fwelght]
142,84 [pounds}.. Resldent ct;;ntlnuﬂst with diet
order NAS, pureadfthlns taxture With good PQ
intake: 65-70% x previous 7 days...RD):
-recommendations: staff to continbie $6 encourage
-iand cua res‘ident at all moals.; "

Araview of Resldent 1's "Distary Nutrition Note,”
dated 7/15/22, indicated "...RD Noté/IDT Monthly
 Weight Review Resident has significant welght
‘loss ~16.8# (-11.1%)'x 1 rdnth. Current welght
134.4 #...Resldont continues with-igt order NAS,
| puréad/thins taxture witty falr PO intake: 40-45% x
‘previous 7 days...RD recommendations: draw
labs for Vit B12.Ifolate and roplace as needed,
add Prosourée [llqu:d proteit] 30 ml dally *

Arevisw of Rasident 1’ "Dletary Nutrltion Note,"
dated 8/4/22, indieated "...Residant has

| significant welght loss - 10 2.8 (-7.6%} x [Umes] 1
| menth, Current wt. 124.24 ... Resident continues
4 with diat ordar NAS, puread?thins taxtura with

| good/gsicallent PO intake: 70-76% %previous 7
days..Appetite stimulant'en bosr, PD intakes

: Improvmg "

| Arevisw of Resident 1's "IDT [Interdigcipiinary
Team] Review-Waight Vatiance,” dated 6/30/22,
indicated ", Weight Loss o »8 6 Ibs,-

FQRM GMS-%B?(OZ—DQ) Pr«vmua Varsions Gbaolbte
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[pounds]... Feeling not hungfy...Meal: lntake this
{week...Fair (5C; ?5%) Rp [Responslble Part;,r]
| aware-and will 'encolrage-the resident,..*

| Areview of Residant 1's "Phystclan Visit Note,"

dated 8/3/22, indicated “., Patient was seen by

Paych [psychlafry] MD... today and ordered to

starl Mirtazapine due to-poor PO intake and

i weight loss, However, per staff nurse, patient's

RP/daughtaer did not want medication:started untll

 she furthar discusses medication with cther

_ {family members...did not start patient on i o
Miriazapine..." - : '

A taview of Resident 1's Care Plan "Resrdsnt has
welght loas r/t [relatéd to] dosressed fnf:akas "
date Inftiated 8/8/22, indicated

.. Interventions...Notify MD [riedicil doctor] and
RPof any SlgﬂlfIC’mt wolght rhanges "

A review of Resident 1's Care Plan‘_-"lThEa resident
is at nutrdtional risk...Resldent at risk for welght
l088...,” gate revisad 5/24/22, Indicatéd .

. Interventions RO to, evalua‘t& intake and make
dfat changa recommondations PRN ;"

During # telaphone interview. on'6/20/23 at 10:37
a.m. with Resident 1's RP, the" RP stated
‘Residant 1 Josl 35 pounds during’his- siay af the
facility. The RP stated that Resldent 1 needed
.Fassistance 1o eat.and no one asslsted hlm If
1 farnily- was not there,

Durlng an Inferview on 6/21/23 &t 1 4{) p.m, with
the RD, reviewed Resident'1's waightloss from
165.8 pounds on 5/16/22'to 125 pounds on
18/1/22. The RP acknowledged that Resldent 1 _
| had slgnfficant weight loss, The RD’ stai’sd that : oy
| Resident 1's'PO Intake was below the ' ' ‘ _

Event ID: LQJFT1 Facifity 10: CAG30000004 : If conlinuation shaet Paga 13 0f 16
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F 692
- { recommendation and supplements were added

Conlinued From page 13

including Med Pass, ProSource [liquid protein),
Magic Cup, and health.shakes, The RI siated
Resldent 1 was losing welght due to poor intake.
The R stated that regldents weré welghad by

i the RNA (Restorative Nursing Assistant} who

notified the nurse who than-notifled-the MD. The

- | RD acknowledged that thera was not -
- docuinientation that the MD weis riotified of welght
| foss by the RD or by niirging. The RD stated she

would have reconmended snacks between
maals dnd laba Including aibumin (& protein in the
blood)) and praabumin (a proteln used. to, make
other proteins, proalbimin screaning is a blood

" Jtest to see if adequate nuirition In‘the diet). The
‘RD eonfirmed these had not been ordered

Reviewed with the RD Resident 1s “Dietary
Nutrition Note,"” dited 8/4/22, that. indicated
Resident { was on a puresd ‘diot and that
Resident 1 had started an appetité stimulant
medigation, Reviewed with the RD ardar dated

"§7/22/22 that Indicatod Resident 1 was on a
‘mechanicdl soft dist and the "Physicidn Visit

Note," dated 8/3/23, th4l indicated Résident 1's
RP had doclined the” appetite stimulant .
madication. The RD acknowledgad that the RD

1 note was incorfect regarding Resident,1's dist
Jand the use of appet!te stimulant madicatlon

| Durlng G concurrent Interview- and racord review

on 6/21/23 at 2:51 pim. with the Director of

| Nursing (DON), the DON arknawledgad that
| Resident 1's MD'(med! cal doctar) pd\NP (nurse
1 practitioner} notes prior m B/322 dld ‘ot address

.| Resident 1 s Weight loss

Dunng an Interview on 6f21l23 gt 4; 23 p:n. with

| Licansed Nursa (t:-N} 1, LN 1 stated:that RNAs
1 welgh residents and repcrt the. wmght to the

F 692]
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charge nurse. The charge nurse reparts the
weight to the physmnan and the RD

1 During an Interview on 8/21/23 at 4*34 p.m. with
{LN 2, LN 2 stated if a resident had weight Joss it
{ was reported to the MD:and the MD would.

| evaluate, The MD may ordarsupplaments
including Med Pass and health shakes.

I_Jurlng a talaphp’ne interview on 7/17/23 at 11:50

Fa.m, with NOrse Practitionér (NPP), the NP stated

that she was aware that Resident 1 fiad welght

' logs and-the RD followed for digt ch#jngas and

i supplements, The NP:stated she was likely

| notified of weight loss by the dietitian. The NP
slated Rasldant 1 had weight loss die to medical

| reasons. Reviewed lack of documentation by the

NP and MD of Resident 1's weight loss In

"Physiclan Visit Notes" prior to nofe-on 8/3/23,

The NP siated the weight loss shculd have been

docurmanted in the diaghoses or reviaw of

‘ _sy&tearns

During 2 mncurrent te]aphona rntérvlew and
regerd review on 7/20/23 at 8:55 a.m. with the
DON, the DON acknowledgad that the only
dooumehtallon of Rasident 1's weight loss by the
NP or MD was in the "Physician Visit Note," dated
.| 8/3/22. The DON slatad that Resldent;1's waight
{loss had not bean documented prlor to 8/3/22 by
tha MD or NP. The DON conflrmed:that the
"Distary Nutrition Notes", mmplﬁtad by the RD did
| not indicate the MD or NP had been notifiad of
/| Resident 1's wmqht loss duri ng his stay A raview
of the, *Dletary Nutrition Note," dati&d B/4[23, with
. the DON, indicatod Résident 1 was'on & pureed
diet and had started appetite stlmulant
madication. The DON confirmad that:Resident 1's
ciet was mechamra! soft, had not kean started on

FORM CMS-2.:BT(02 -89} Provious Vnrsmn'a Obacipty Evont 10: LAJFH
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appetite stimulant medication, and that tha RD's
note was inaccurste. The DON acknowlsdged
that & possible outcome of Iricomplete

+ documentation or inaccurate documantatlon was
continued welghit loss. The DON statad "More
shauld tiave been dene to determine why weight
lovass contlnued Maybe could hava tri@d snacks or
’ offered appellte stimulant sooner.™

__A review of the facllity's polley and procedurs

" L{P&P) tiflad "Nulrition (impaited) Unplanned
Welgtit Loss-Clinical Protacol,” revised 947,
Indicated *...The staff will monitor @i document
the welght and diatary intake of residents In a
format which permits comparisoris over -

time.. The staff will report to the, physlcian

| significant welght galns or losses or any abrupt or
persistent change from baseling appetite or food
Intake...The physician wilt reviewformedical
causes of weight gain, anorexla and welght loss
hefora ordering mtervantionts,..'rha physlcian and
‘staff will monitor nutritional 'status, an individual's
‘response (o mtewentions and pogalhle
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