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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 26142
or potential for actual harm
Based on clinical record review, staff interviews, and review of facility documentation, the facility failed to
Residents Affected - Few provide quality care by not timely responding to Resident 1's change in condition, including the failure to
implement appropriate interventions or timely transfer the resident to a higher level of care for one of 5
residents reviewed. (Resident 1).

Findings include:

Clinical record review revealed Resident 1 was admitted to the facility on [DATE], with diagnoses including
muscle weakness and hypertension. The resident was her own responsible party, as documented on
admission, with no designated representative or power of attorney.

A Quarterly Minimum Data Set assessment (Minimum Data Set - a federally mandated standardized
assessment conducted at specific intervals to plan resident care) dated [DATE], revealed a BIMS score of 10
(Brief Interview for Mental Status (BIMS) calculator checks the resident cognitive impairment, a score of ,
d+[DATE] indicates moderate, cognitive impairment) and required assistance with activities of daily living.
On [DATE], at 10:15 P.M., nursing documentation noted that the resident had not urinated since 2:00 P.M.,
had poor oral intake, a blood pressure of ,d+[DATE] mmHg, a heart rate of 113, and oxygen saturation of
94%. A call was placed to the attending physician; however, no interventions were documented at that time.
Laboratory results on [DATE], revealed significant abnormalities, including:

Elevated BUN (24 mg/dL; normal ,d+[DATE])

Elevated creatinine (1.9 mg/dL; normal 0XXX,d+[DATE].0)

Low estimated glomerular filtration rate (28 mL/min; normal ?60)

Hyponatremia (sodium 132 mmol/L; normal ,d+[DATE])

Hyperkalemia (potassium 5.8 mmol/L; normal 3XXX,d+[DATE].1)

Low CO2 levels (19 mmol/L; normal ,d+[DATE]).
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F 0684 These results indicated acute kidney injury and metabolic abnormalities, warranting immediate intervention.
Level of Harm - Minimal harm or Despite a documented change in condition, the facility failed to conduct timely or frequent monitoring of the
potential for actual harm resident's vital signs and symptoms. Vital sign documentation was limited to:

Residents Affected - Few [DATE]: BP ,d+[DATE] mmHg (baseline)

[DATE]: BP ,d+[DATE] mmHg
[DATE]: BP ,d+[DATE] mmHg at 8:45 A.M.; unable to obtain BP at 8:44 P.M. and 11:49 P.M.

On [DATE], at 9:03 P.M., documentation revealed the interim Director of Nursing initiated intravenous fluids
following a physician's order. The resident's emergency contact expressed a preference to avoid
hospitalization unless necessary, but there was no documentation indicating the resident's input as the
resident was her own responsible party.

On [DATE], at 11:49 P.M., the resident was lethargic, diaphoretic, pale, and exhibited continued poor oral
intake. No blood pressure could be obtained, yet there was no documented escalation of care or transfer to
the hospital.

On [DATE], at 12:59 A.M., the resident was found unresponsive without breath. A code was called, and
emergency services-initiated CPR, but the resident was pronounced deceased at 1:34 A.M.

An interview with the corporate nurse on [DATE], confirmed the facility was aware of the resident's change in
condition but failed to explain why the resident was not sent to the hospital for evaluation and treatment.

The facility failed to implement effective interventions or escalate care in response to Resident 1's
documented change in condition. This failure to provide timely and appropriate care resulted in a missed
opportunity to address the resident's acute medical needs.
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