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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** 49348

or potential for actual harm
Based on interview, medical record review, and facility P&P review, the facility failed to provide the
Residents Affected - Few necessary care and services to maintain the highest practicable well-being for one of two sampled residents
(Resident 1).

* Resident 1 had the OT recommendations for the built-up utensils from January 2024 through April 2024.
However, this recommendation was not addressed throughout the resident's therapy sessions. This failure
had the potential to negatively affect the resident's health condition and well-being.

Findings:

Review of the facility's P&P titled Notification of Changes revised 12/19/22, showed the facility must inform
the resident, consult with the resident's physician and/or notify the resident's family or legal representative
when there is a change requiring such notification. Circumstances requiring notification include
circumstances that require a need to alter treatment.

Review of the facility's P&P titled Activities of Daily Living (ADL) revised 12/19/22, showed the facility will,
based on the resident's comprehensive assessment and consistent with the resident's needs and choices,
ensure a resident's abilities in ADL cares do not deteriorate unless deterioration is unavoidable. Care and
services may consist of the following activities of daily living:

- Bathing, dressing, grooming and oral care;

- Transfer and ambulation;

- Toileting;

- Eating to include meals and snacks; and

- Using speech, language, or other functional communication systems.

Closed medical record review for Resident 1 was initiated on 6/12/24. Resident 1 was admitted to the facility
on [DATE], and discharged on [DATE].
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F 0684 Review of Resident 1's Admission MDS dated [DATE], showed Resident 1 had moderate cognitive
impairment and impairment on one side of his upper extremity. The MDS also showed Resident 1 required
Level of Harm - Minimal harm or supervision or touching assistance (helper provides verbal cues and/or touching/steadying and/or contact
potential for actual harm guard assistance as resident completes activity; assistance may be provided throughout the activity or
intermittently) with eating (the ability to use suitable utensils to bring food and/or liquid to the mouth and
Residents Affected - Few swallow food and/or liquid once the meal is placed before the resident).

Review of Resident 1's plan of care showed a care plan problem (undated) addressing the resident's risk of
malnutrition related to inadequate PO intake. The interventions included for the OT to screen and provide the
adaptive equipment for feeding as needed.

Review of Resident 1's OT Evaluation & Plan of Treatment from 1/13/24 through 2/11/24, showed the
following:

- STG #5.0 - New Goal for the resident to safely perform self-feeding tasks with CGA with the use of built-up
utensils for use of compensatory strategies in order to increase ability to eat in environment with minimal to
no supervision or assistance needs.

- LTG #5.0 - New Goal for the resident to safely perform self-feeding tasks with the set-up assistance with
the use of built-up utensils for use of compensatory strategies in order to increase ability to eat in
environment with minimal to no supervision or assistance needs.

Review of Resident 1's Occupational Therapy OT Recert, Progress Report & Updated Therapy Plan dated
2/12/24 through 3/12/24, showed the following:

- STG #5.0- Goal Met-Upgraded: for the resident to safely perform self-feeding tasks with CGA with the use
of built-up utensils for use of compensatory strategies in order to increase ability to eat in environment with
minimal to no supervision or assistance needs.

- LTG #5.0- Goal Met-Upgraded: for the resident to safely perform self-feeding tasks with the set-up
assistance with the use of built-up utensils for use of compensatory strategies in order to increase ability to
eat in environment with minimal to no supervision or assistance needs.

Review of Resident 1's Order Summary Report with active orders as of 4/1/24, did not show a physician's
order for the built-up utensils for self-feeding.

Review of Resident 1's Occupational Therapy OT Discharge Summary dated 4/15/24,showed the resident's
discharge status for self-feeding was assessed as modified independence.

On 6/11/24 at 1503 hours, a telephone interview was conducted with Resident 1. Resident 1 stated he could
not cut the chicken because | couldn't hold it.
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F 0684 On 6/20/24 at 0804 hours, an interview was conducted with the OTR for Resident 1. The OTR stated
Resident 1 was assessed as modified independence with self-feeding upon discharge from the facility on
Level of Harm - Minimal harm or 4/15/24. When asked what modified independence was, the OTR stated the resident was not fully dependent
potential for actual harm and needed the adaptive equipment which was utilized for the residents with decreased hand grip or
weakness. The OTR stated it was the OT's responsibility to notify the physician and request the orders for
Residents Affected - Few the built-up utensils. The OTR verified Resident 1 had the recommendations from the OTR from January

2024 through April 2024 to use the built-up utensils for self-feeding. The OTR verified there was no
documentation to show Resident 1 was provided or trialed for the use of built-up utensils throughout his
therapy sessions.

On 6/20/24 at 1052 hours, an interview was conducted with the RD for Resident 1. The RD stated she had
no knowledge that Resident 1 had theOT recommendations for the built-up utensils and verified there was no
physicians' order for the built-up utensils.

On 6/20/24 at 1510 hours, an interview was conducted with the DON and DSD. The DON and DSD were
informed and acknowledged the above findings.
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