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{A 000} | INITIAL COMMENTS {A 000}
A desk review revisit survey was conducted on
February 2, 2018 for all previous deficiencies
¢cited on 01/04/18. All deficiencies have been
cofrected and no new noncompliance was found.
The Facility is in compliance with 42 CFR Part
482, requirements for a hospital.
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Any deficiency statement ending with an asterisk (*) denotes a deficlency which the instifution may be excused from carrecting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 50 days
following the date of survey whether or not a plan of correction 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 deficiencies are cited, an approved plan of correction is requisite to continued
program participation. .
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A395 RN Supervision of Nursing Care

An entrance conference was conducted with CFR: 482'23“))(3) '

Facility Representatives at 9:45 AM on December AM .

5, 2017. The Representatives were informed the - Members of the quality department

purpose of the visit was to conduct a Complaint will audit the daily weights weekly

Survey. beginning January 5, 2018, Results of
» these audits will be sent to unit

managers/coordinators and directors,

An exit conference was conducted with Facility Auditing will conti : . 2/15/2018
Representatives at 3:30 PM on 12/07/17. The being built to as;st"&w:‘rgftzr‘:p‘?g 's
findings of the survey were discussed. The i . with a
. ; h daily audit.
Representatives were given an opportunity to ,
present additional information and none was . . \
presented. B. plrector of Quality or designee will
A 395 | RN SUPERVISION OF NURSING CARE A 395/ feview and revise the general and admit
CFR(s): 482.23(b)(3) order sets for clinical appropriateness of  (1/26/2018

daily weight orders.
A registered nurse must supervise and evaluate :

the nursing care for each patient. C. Director of Quality or designeé will
change the frequency of the outp: i of
This STANDARD is not met as evidenced by: the order viewqon thz orders tabptlcl; ©
Based on clinical record review and interview, it clarify th
was determined a Registered Nurse failed to ‘ staffizonfi;?;l: frequency and decrease 2/15/2018
supervise and evaluate the nursing care for two ’
of two (Patient #3 and #6) Patients in that nursing
staff failed to obtain and record dally weights. D. Regulatory specialist will review the
Failure to obtain and record daily weights did not policies and procedures regarding daily
ensure the Physician had information needed to weights and make any revisions ]
make decisions regarding patient care and had hecessary to address the above 1/26/2018
the potential to prolong the patient's mentioned changes '
hospitalization. The failed practice affected ges.
Patient #3 and #5 on 01/04/18. Findings follow:
A. Review of Patient #3's clinical record showed i
orders authored by Physician #1 at 5:51 PM on 3
12/23/17 for daily welghts at 6:00 AM. Review of K 5
the clinical record showed a weight of 100 '
pounds (lbs) documented on 12/23/17. Review of
LABCRATORY DIRE OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE X6 DATE
s - 26-/8

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the Institution may he excused from correcting providing it Is determined that
olher safeguards provide sufficient protection fo the patients. (See Instructions.) Except for nursing homes, the findings stated above ara disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correcticn are disclosable 14
days following the date these documents are made available to the facility. If deficlencles are cited, an approved plan of correction Is requisite to continued
program participation, .
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A 395 | Continued From page 1 A385| -
the clinical record showed no weights E. Director of Quality or designee will
documented from 12/24/17 through 01/04/18. create a report to assist the nursing
During an interview with the Regulatory managers/directors with auditing of
Compliance Officer at 10:20 AM on 01/04/17, she daily weigh order compliance. 1/26/2018
verified the above findings.
B. Review of Patient #5's clinical record showed :ei\:l a:]“;gzislﬁm{f? g{t)gs c;‘rtﬂls:‘ihg}'
orders authored by Physician #2 at 2:44 PM on 4 gh o ! ooltnedaily
12/26/17 for daily weights at 6:00 AM. Review of w";,',g orders gach da)f the _week of Jan.
the clinical record showed a weight of 175 Ibs on 29", Daily weigh audits will be
12/18/17. Review of the clinical record showed no conducted 3x week the week of Feb. §
weights documented from 12/26/17 through and will be done one day a week the
01/04/18. During an interview with the Regulatory week of Feb. 12. Random checks of the
Compliance Officer at 12;20 PM on 01/04/18, she daily weigh order compliance will
verified the above findings. continue by the managers/coordiantors
and the quality department to ensure
continued compliance. 2/16/18
G. Staff education will be done by the
managers/coordinators of each unit to
bpdate the staff on changes made to the
EMR concerning daily weigh orders,
documentation, and policy changes. 2/16/18
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INITIAL COMMENTS

An entrance conference was conducted with
Facility Representatives at 9:45 AM on December
8, 2017. The Representatives were informed the
purpose of the visit was to conduct a Complaint
Survey,

An exit conference was conducted with Facility
Representatives at 4:00 PM on 12/07/17. The
findings of the survey were discussed. The
Representatives were given an opportunity to
present additional information and none was
presented.

RN SUPERVISION OF NURSING CARE
CFR(s): 482.23(b)(3)

A registered nurse must supervise and evaluate
the nursing care for each patient.

This STANDARD is not met as evidenced by:
Based on clinical record review and interview, it
was determined a Registered Nurse failed to
supervise and evaluate the nursing care for two
of two (Patient #3 and #5) Patients in that nursing
staff failed to obtain and record daily weights.
Failure to obtain and record daily weights did not
ensure the Physician had information needed to
make decisions regarding patient care and had
the potential to prolong the patient's
hospitalization. The failed practice affected
Patient #3 and #5 on 01/04/18. Findings follow:

A. Review of Patient #3's clinical record showed
orders authored by Physician #1 at 5:51 PM on
12/23/17 for daily weights at 6:00 AM. Review of
the clinical record showed a weight of 100
pounds {Ibs) decumented on 12/23/17. Review of

A 000

A 395

2/16/18

LABORATORY DIRECTOR'S OR PROVIDER/SURPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

01/26/2018

Any deficiency statement ending with an asterisk (*) denotes a deficienc
other safeguards provide sufficient protection to the patients.

y which the institution may be excused from correcting providing it is determined that
(See Instructions.} Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing hornes, the above findings and plans of correction are disclosable 14

days following the date these documents are macde available to

program participation.

the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
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the clinical record showed no weights
documented from 12/24/17 through 01/04/18.
During an interview with the Regulatory
Compliance Cfficer at 10:20 AM on 01/04/17, she
verified the above findings.

B. Review of Patient #5's clinical record showed
orders authored by Physician #2 at 2:44 PM on
12/26/17 for daily weights at 6:00 AM. Review of
the clinical record showed a weight of 175 lbs on
12/16/17. Review of the clinical record showed no
weights documented from 12/26/17 through
01/04/18. During an interview with the Regulatory
Compliance Officer at 12:20 PM on 01/04/18, she
verified the above findings.
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