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! A, Each residence shall provide services with

: adequate professional and ancillary smployees
; and in accordance with appilcable state law.

| Further, the residence shall assure that all

i services are rendered in a safe and effective

: manner and consistent with the requirements

{ herein. The rasidence shall provide all care and
i services to all residents in accordance with the

i prevailing community standard of care,

"B, The residence shall have a policy and

: procedure manual that Is reviewed and-updated
: by the administrator at intervais not to excead

| twelve {12) months, and shall include, but not be

i limited to, the following items:
i

1 1. Awritten description of all services available

! to residents that shall be designed to promote the
! resident's efforts to maintain independencs,

12, Awiitten statement of admission criteria that
{ shall include, at a minimum, the following

I information regarding the resident population:

fa. Nature and extent of disabling condition(s)

; served; and

. b, Restrictions (if any).

i {1} The statement of admission criteria shall

; include a statement that no otherwise qualified
. applicant shall be denied admission io the

| residence solely on the basis of race, creed,

i color, refiglpn, sexual orientation, or national
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.| 5/17/2023. See Attached.

An in-service was conducted on 1/25/2023 with all
Med Techs and Nurses. They were informed that
they are to document and notify family and
physician when a resident refuses medication and/
or freatment. Refusals need to be documented
and nofified {o both parties on every occasion.

See Aftached. i

\Beginning 2/15/2023, the nurse on duty will run an
"Exceptions Report” daily on the EMAR system.
The nurse will follow up with any refused
medications noted on the report fo ensure docior
and family members are notified of any refusals of
the medication and/or treatment. The ref)ort will
be run daily from 2/15/2023 through 3/15/2023.
Then, 3 times weekly from 3/16/2023 thrbugh
4116/2023. Then Weekly from 4/17/2023 through

Y/ This resident's family member will be changing
pharmacy to accommodate auto refills and
delivery. :

{

i
Y Beginning 2/15/2023, family members will be

informed of procedure when changing

pharmacies to accommodate auto-refills and
delivery to the facility. :
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" This Raguirement is not met as evidenced by:

. Based on record review, resident, and staff
*interview, it has been determined that the

: residence failed to provide care and services in
accordance with the prevailing cormmunity
standards of care refative to following physiclan's
orders far 1 of 1 sample resident reviewed, 1D #1.

Findings are as follows:

According to Mosby's 4th Edition, Fundamentals
" of Nursing, page 314 states in part, ".. The

" physician is responsible for directing medical

. treaiment. Nurses are obligated to follow

: physiclan's orders unlass they believe the orders
* are in error of would harm the clients..."

. Record review revealed the resident moved info

" the residence in October of 2022, Sfhe has

. diagnoses Including, but not fimited to, Chrahie

* Obstructive Pulmonary Disease (COPD, a
chronie inflammatory lung disease that catses

- phstructed airflow to the |ungs), and respiratory

: fatlure,

" Record review revealed the resident has the
following physician orders.

. - "Weigh resident daily in the morning, call (NP,
" Nurse Practitioner}...if there is a 2 # [pound] gain
- or loss in 24 hours or 5# gain in 1 week,"

- "Symbicort Budesonide-Formaterol Furmarate (a
* medication used to conirol and prevent
* symptoms such as wheezing and shortness of
i breath caused by lung disease) 80-4.5 MCG
i {microgram}...”
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* Record review of the Electronlc Medication

; Administration Record (EMAR) for December
 falled fo reveal evidence that the resident's

' weights were obtained on 12/3, 12/12, 12/26, and
" 2031/2022.,

Record review of the EMAR for January 2023
 failed to reveal evidence that the resident's
. welghts were obtained on 1/1, 1/6, 1/8, 1/9, 1110,
- and 1/11/2023 and failed to reveal evidence that
- the resident missed 7 doses of the
i above-mentioned medication as ordared from
i 1/9/2023-1/12/2023,

. Additional record review falled to reveal avidence
. that the NP was notified when the resident did not
- recelve the above-mentioned medication as

. ordered, and that the resldent's weights were not
: obtained as ordered.

. Record review of a continully of care consultation
. and referral form dated 1/11/2023 completed by

" the NP during histher visit with the provider states
_in part, “...Pt [patient] presented to my offlce today
¢ in acute CHF [congestive heart fallure, a

- waakened heart condlition that causes fluid built
up] due to you not chacking [hisfher] welght...
[s/he] Is in respiratory distress.”

During a surveyor interview with the Residence
Wellness Coordinator on 1/24/2023 at
approximately 12:45 PM, she acknowledged the

: resident did not racelve the above-mentioned
meadications as ordered and weights were not
obtained as ordered on the above-mentioned
dates due to the resident refusal. Additionally, she
» acknowledged the NP was not notified when the

: rmedication was nat administered and when the

| weights wera not cbitained. She indicated that she
: would have expected the NP fo have been
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