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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49780

Residents Affected - Few Based on interview, medical record review, and facility P&P review, the facility failed to develop the
comprehensive plan of care to address the IV hydration and clogged nephrostomy tube for one of two
sampled residents (Resident 1). This failure posed the risk of not providing appropriate individualized care to
Resident 1.

Findings:

Review of the facility's P&P titled Hydration dated 12/19/22, showed the facility will utilize a systematic
approach to optimize the resident's hydration status: developing and consistently implementing pertinent
approaches, and monitoring the effectiveness of interventions and revising them as necessary. The
resident's goals and preferences regarding hydration will be reflected in the resident's plan of care, and the
interventions will be individualized to address the specific needs of the resident.

Review of the facility's P&P titled Nephrostomy and Cystostomy Tube Care and Maintenance dated
12/19/22, showed the resident's goals and preferences for care and treatment of the tube(s) will be used to
formulate a plan of care. Interventions will include but are not limited to: Monitoring for symptoms of blockage
or dislodgement.

Review of Resident 1's medical record was initiated on 9/27/24. Resident 1 was admitted to the facility on
[DATE], and readmitted on [DATE].

Review of Resident 1's Order Summary Report dated 9/27/24, showed a physician's order dated 7/8/24, for
the right flank area, nephrostomy site.

Review of Resident 1's Order Listing Report showed a physician's order dated 9/19/24, for sodium chloride 0.
45% IV solution 50 ml/hr intravenously every shift for dehydration for 1 liter until 9/20/24.

Review of Resident 1's progress notes dated 9/20/24 at 0919 hours, showed Resident 1's nephrostomy tube
was not flushing and clogged.

Review of Resident 1's SBAR Communication Form dated 9/20/24, showed Resident 1's nephrostomy tube
was clogged, unable to flush.

(continued on next page)
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F 0656 Review of Resident 1's Plan of Care failed to show any documented evidence a care plan problem was
developed to address administration of IV solution for dehydration on 9/19/24, and clogged nephrostomy
Level of Harm - Minimal harm or tube on 9/20/24.

potential for actual harm

On 9/27/24 at 1042 hours, an interview was conducted with LVN 1. LVN 1 stated Resident 1 had a change of
Residents Affected - Few condition with new order for IV hydration on 9/19/24, and another change of condition on 9/20/24, regarding
clogged nephrostomy tube. LVN 1 further stated when there was a change of condition, the licensed nurses
needed to contact the physicianr and family member, conduct an assessment, develop a care plan,
document in the progress note, and monitor the resident.

On 10/1/24 at 1540 hours, an interview and concurrent medical record review for Resident 1 was conducted
with the DON. The DON verified there were no care plans addressing the administration of IV hydration on
9/19/24, and clogged nephrostomy tube identified on 9/20/24. The DON further stated the nurses should
have initiated the care plans for the IV hydration and clogged nephrostomy tube.
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