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NOGOO INITIAL COMMENTS NOOOs 08/31/2025
An re-licensure survey in conjunction with a complaint
survey for comptaint #2025008860 was conducted at Blue
Heron Health and Rehabilitation on 7/28/2026 through
7/31/2025. Deficiencies were identified at the time of
survey.
NOOT2 Comprehensive Care Pians NGO72 | 1) Resident #58's plan of care updated to reflect at 08/31/2025
ss=p risk for dehydration on 8/5/2025 with appropriate
CFR(s): 59A-4.109(2), FAC; interventions.
59A-4.109 FAC
2} An audit of current residents’ quarterly hydration
(2) The nursing home licensee develop a comprehensive risk evaluation was conducted on 08/20/2025 by Director
care plan for each resident that includes measurable of Nursing, Nurse Management team, or designee to
objectives and timetables to meet a resident's medical, verify residents to be at risk for dehydration. Care
nursing, mental and psychosocial nesds that are plavi reviews with intervention updated 1o include
identified in the comprehensive assessment. The care providing necessary assistance, encouragement and
plan must describe the services that are to be offering of fluids throughout shift, as clinically
furnished to attain or maintain the resident's highest indicated,
practicable physical, mental and social wel-being. The
care ptan must be completed within 7 days after
completion of the resident assessment. 3) An in-service education was conducted on 08/19/2025
by the Administrator, Director of Nursing, or designee
This LICENSURE REQUIREMENT is NOT MET as evidenced by: with all licensediregistered nurses addressing the
significance of hydration risk evaluation completed on
Based on interviews, observations, and record review admission, quarterly, and/or significant change, and
the facility falled to implement a plan of care for a the implementation of & plan of care for a resident at
resident at risk for dehydration for one resident (#58) risk for dehydration.
of one resident reviewed.
Findings included: 4) The nursing management team, Registered Dietitian,
and/or Dietary Manager will review each resident with
risk factors for dehydration to ensure appropriate
On 07/29/25 at 09:40 AM an observation revealed interventions are implemented and an updated plan of
Resident #58 lying in bed, eyes closed and did not care is complete.
respond to verbal or tactile stimuli. There was no
hydration or fluids observed at bedside. The Director of Nursing (DON), or designee, wifl
complete five (5) random weekly chart audits for six
During an observation on 07/29/25 at 03:00 PM, Resident (6) consecutive weeks to review quarterly hydration
#58 was observed lying in bed. There was no hydration risk vatuations and verify that appropriate
cup or fluids at bedside, interventions have been put in place to reduce the risk
of dehydration. Audits will assure that care plans
On 7/29/2025 at 2:45 PM an interview was conducted with remain updated to reflect these interventions.
Office of Primary Gare and Health Systems Management
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Continued from page 1

Resident #58's family member who stated Resident #58
needed extra care and could not get a drink of water on
their own. The family member stated staff should check
on the resident more frequently than they do and offer
fluids.

During an observation on 07/30/2025 at 9:07 AM, at
12:00 PM and at 4110 PM, Resident #58 was observed in
room. A water cup was observed on the bedside table
dated 7/30125, 11 am. -7 p.m. shift, at 04:14 AM. The
up was observed full of ice water.

©On 07/31/25 at 08:35 AM Resident #58 was observed
sitting up in a reclining wheelchair, eyes opened,

awake alert and non-verbal. A water cup was observed on
the bedside table dated 7/31/25 on 11-7 a.m. shift.

This surveyor marked the water oup indicating the water
level on cup o monitor how much water resident was
drinking. (Photographic Evidence Obtained).

©n 07/31/2025 at 11:28 AM an observation was made of
Resident #58 sitting up in wheelchair awake, alert and
attending activities in activity room. There was no
hydration or fluids observed being offered at this

time. Upon entering Resident #58s room, an observation
was made of the water cup sitiing on bedside table with
water observed at same level from an earlier
abservation where this surveyor marked the hydration
oup.

Review of resident #58's medical record revealed
diagnoses of Quadriplegia, Preumonitis, Moderate
-protein calorie malnutrition, Dementia, Chronic Kidney
Disease stage 3B and an lleus. The plan of care
revealed Resident #58 required assistance with ADLs
(Activities of Daily Living) related to activity

intolerance, dementia, impaired cognition,

quadriplegia; with a goal that the resident wil

maintain current level of ADL function. The

interventions included, I require staff to feed me my
meals.” Another foous in Resident 58's cere pian showed
the resident has chronic urinary tract infections

(UTis) with interventions to observe for changes in

urine characteristics, ...frequent urination and change

i urgency to void.

Review of a quarterly risk assessment for Resident #58
competed on 7/10/25 revealed the resident was at high
risk for hydration/dehydration.

Resident 58's MDS (minimum data assessment) dated of
7/10/25, section GG revealed - resident has impairment
10 bilateral upper and lower extremities and is totally
dependent for eating and drinking.

Noo72Z

Continued from page 1

The results of the audit will be forwarded o the
Quality Assurance Committee for review monthly for at
ieast three months with a goal of 100% compliance. Upon
completion and 100% compliance for at least three
months is achieved, frequency of further review and
ongoing need for review will be determined by the QAP
committee.
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An interview was conducted with staff member A,
Registered Nurse/Unit Manager (RN/UM) on 7/31/25 at
1:38 PM. Staff A revealed Resident #58 is not able to
ask for anything, requires total assistance and cannot
hold & cup fo get own drink of flud. Staff A stated

for a resident with reaceur ring UTIS, the expectation
was o monitor for changes it their bowel movements,
administer medications as ordered, if constipated or
hasn't had a bowel movement, monitor urine output and
changes in color, and providing foley catheter care
daily and as needed. Staff A stated the staff know to
offer fluids to alleviate constipation andior urinary

tract infections. Staff A, RN/UM stated they do
quarterly assessments and any resident with a score of
10 or higher is considered at risk for hydration

issues. Staff A stated they immediately get a physician
order to encourage and offer fluids every two hours.

Review of Resident #58's medical record revealed there
was no care plan focus initiated for Resident #58 being
at risk for dehydration, and there were no physician
orders to encourage fluids every two hours.

The facility did not provide a dehydration policy.
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CFR(s): 483.20(e)(1)(2)
§483.20(e) Coordination.

A fadility must coordinate assessments with the
pre-admission screening and resident review (PASARR)
program under Medicaid in subpart C of this part to the
maximum extent practicable to avoid duplicative testing
and effort. Coordination includes:

§483.20(e){ Yincorporating the recommendations from the

PASARR level il determination and the PASARR evaluation

report into a resident's assessment, care planning, and
transitions of care.

§483.20(e)(2) Referring all level I residents and il
residents with newly evident or possible serious mental
disorder, intellectual disabilty, or a related

condition for level If resident review upon a

significant change In status assessment.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and interview the facility
failed to complete the Pre-admission Screening and
Resident Review (PASARR) Levet If for residents with
qualifying mental health diagnosis for three residents
(#17, #16, #8) of five residents reviewed for PASARRS.

Review of Resident #17's medical record revealed the
resident was admitted to facility on 12/11/2022 with
diagnoses to include Alzheimer's Disease, Unspecified;
Dementia in other diseases classified elsewhere, Mild,
without ioral di psychotic di

#17 PASARR was updated on 08/20/2025.

2) An audit of all current residents was completed on
08/20/2025 by the Director of Nursing, o designee, to
verify the PASARR Leve! Il for residents with
qualifying health diagnosis.

3) Admissions team in-serviced by the Executive
Director on 08/20/2025 to verify the PASARR Level I
for residents with qualifying health diagnosis.

interdisciplinary team in-serviced by the Executive
Director and Director of Nursing, on 08/20/2025 to
wverify the PASARR Level Il for residents with
qualifying health diagnosis.

4) The Director of Nursing, or designee, wilt conduct a
random audit of five (5) residents per week to vetify
the PASARR Level Il for residents with qualifying
health diagnosis for four (4) consecutive weeks, then
once a week for four (4) weeks, then once a month for
two months, or until substantial compliance is
achieved. After substantial compliance, it will be
reviewed at a minimurm quarterly by Director of Social
Services.

The results of the audit will be forwarded to the

Quality Assurance Committes for review monthly for at
least three months with a goal of 100% compliance. Upon
completion and 100% compliance for at least three
months is achieved, frequency of further review and
ongoing need for review will be determined by the QAP
committee.
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F0000 INITIAL COMMENTS F0000 08/3112025
An if survey in i
with @ complaint survey for complaint 2025008860 was
conducted at Blue Heron Health and Rehabilitation on
712812025 through 7/31/2025. The facility was not in
compliance with 42 CFR 483, Requirements for Long Term
Care.
F0644 Coordination of PASARR and Assessments 0644 |} 1) Resident #8 PASARR was updated on 08/20/2025. 08/31/2025
SS=E Resident #16 PASARR was updated on 08/20/2025. Reside

Any deficiency statement snding with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that ofher
safequards provide sufficient protection to the patients. (See reverse for further 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 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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mood disturbance, and anxlety; unspecified psychosis
not due 1o a substance or known physiological
condition; schizoaffective disorder, unspecified,
Encephalopathy.

Review of Resident #17's PASSAR level | scroen dated
12/12/2022 revealed the qualifying diagnoses were not
checked and recommendations for a level Il PASARR were
not acted upon.

Review of Resident #16's medical record revealed the
resident was adnitted to the facility on 1/7/2025.
Review of the resident's diagnoses active as of 7/31/25
reveated the resident hiad diagnoses to include
Sohizoaftective Disorder, Bipofar Type and Other
Bipotar type.

Review of Resident #16's PASARR level | screen dated
01/24/2025 revealed the qualifying diagnoses were not
checked and recommendations for a level Il PASARR were
not acted upon.

Review of Resident #18's medication orders revealed the
resident was receiving Ziprasidone HCI 20 MG BID (twice
daly).

An interview with the DON was conducted on 7/31/2025 at
3:14 PM. The DON stated it Is her responsibility to

ensure the PASARRs completed by the hospital are
accurate, and if the PASARR is not accurate, it is the
facility's responsibifity to complete the assessment

again and submit a new PASARR. Upon review of Resident
#17's PASSAR, The DON stated Resident #17°s PASARR did
not have all of the diagnoses and needs another PASARR
with correct diagnoses submitted. Upon review of

Resident #16's PASARR dated 1/24/2025, The DON stated
the PASARR should have diagnosis of Schizoaffective
Disorder, bipolar type, and Other Bipolar Disorder, and

the resident #16 needs another assessment completed
with the correct diagnoses.

Resident #8 was admitted 1o the facility with diagnoses
of Parkinson’s disease, CHF {congestive Heart Failure),
metabolic encephalopathy, generalized anxiety, bipolar
disease, pseudobutbar affect, insomnia, and
schizoaffective disorder.

Review of a Medication Discharge Report dated 12/22/24
revealed Resident #8 was taking Seroquel 100 mg
(miligrams) twice a day, Olanzapine 7.5 mg at bedtime,
Lorazepam 0.5 mg at bedtime, Nuedexta 20-10 mg twice a
day and Depakote 125 mg / 4 capsules at bedtime.
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Continued from page 2

Review of Resident #8's level | PASARR completed on
12122124 revealed the resident did not have mental
illness or suspected mental liness. The diagnoses
boxes were unchecked.

An interview with the DON conducted on 7/31/25 at 03:30
PM revealed when a resident is admitted or readmitted

1o the facility, they review the PASRR for correctness

and if needed submit a new PASRR or complete a level it
PASRR if indicated. The DON stated Resident #8's PASARR
should have been corrected and updated and reported not
being at the facility during that time.

The facifity did not provide a PASARR policy.
Developfimplement Comprehensive Care Plan
CFR(s): 483.21(b)}1)(3)

§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and implement a
comprehensive person-centered care plan for each
resident, consistent with the resident rights set forth

a1 §483.10(c)(2) and §483.10(c)(3), that includes
measurable objectives and imeframes to meet a
resident's medical, nursing, and mental and
psychosocial needs that are identified in the

The
must describe the following -

care plan

(i) The services that are to be furnished fo attain or
maintain the resident's highest practicable physical,
mental, and psychosocial well-being as required under
§483.24, §483.25 or §483.40; and

(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not provided
due to the resident’s exercise of rights under §483.10,
including the right to refuse freatment under
§483.90(c)(B).

(iil) Any specialized services or specialized
rehabilitative services the nursing facility wilf

provide as a result of PASARR recommendations. If
facility disagrees with the findings of the PASARR, it
must indicate fts rationale in the resident's medical
record,

(iv)in consultation with the resident and the
resident's representative(s)-

(A) The residents goals for admission and desired

F0B44

F0856

1) Resident #58's plan of care updated to reflect at
risk for dehydration on 8/5/2025 with appropriate
interventions.

2} An audit of current residents’ quarterly hydration
risk evaluation was conducted on 08/20/2025 by Director
of Nursing, Nurse Management team, or designee o
verify residents to be at risk for dehydration. Care

plan reviews with intervention updated to include
providing necessary assistance, encouragement and
offering of fluids throughout shitt, as clinically

indicated.

3) An In-service education was conducted on 08/19/2025
by the Administrator, Director of Nursing, or designee
with all icensed/registered nurses addressing the
significance of hydration risk evaluation completed on
admission, quarterly, and/or significant change, and

the implementation of a plan of care for a resident at

fisk for dehydration.

4) The nursing management team, Registered Diettian,
andjor Dietary Manager will review each resident with
fisk factors for dehydration to ensure appropriate
interventions are implemented and an updated plan of
care is complete.

The Director of Nursing (DON), or designee, wil
complete five (5) random weekly chart audits for six
(6) consecutive weeks to review quarterly hydration
risk evaluations and verify that appropriate
interventions have been put in place to reduce the risk
of dehydration. Audits will assure that care plans
remain updated fo reflect these interventions.

08/31/2025
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Continued from page 3 FOB56
outcomes.

(B) The resident's preference and potential for future
discharge. Facilities must docurnent whether the
resident's desire to return to the community was
assessed and any referrals to local contact agencies
andfor other appropriate entities, for this purpose.

(C) Discharge plans in the comprehensive care plan, as
iate, in with the requi set
forth in paragraph (c) of this section.

§483.21(b)(3) The services provided or arranged by the
faility, as outlined by the comprehensive care plan,
must

(iif} Be culturall and t 1 .
This REQUIREMENT is NOT MET as evidenced by:

Based on interviews, observations, and record review
the facity falled to implement a plan of care for &
resident at risk for dehydration for one resident (#58)
of one resident reviewed,

Findings included:

On 07/29/25 at 09:40 AM an observation revesied
Resident #58 lying in bed, eyes closed and did not
respond to verbat or tactile stimuli. There was no
hydration or fiuids observed at bedside.

During.an observation on 07/20/25 at 03:00 PM, Resident
#58 was observed lying in bed. There was no hydration
cup or fluids at bedside.

On 7/26/2026 at 3:45 PM an interview was conducted with
Resident #58's family member who stated Resident #58
needed extra care and could not get a drink of water on
their own. The family member stated statf should check
on the resident more frequently than they do and offer
fhiids.

During an observation on 07/30/2025 at 9:07 AM, at
12:00 PM and at 4:10 PM, Resident #58 was observed in
room. A waler cup was cbserved on the bedside table
dated 7/30/25, 11 am. -7 p.m. shift, at 04114 AM. The
cup was observed full of ice water.

On 07/31/25 at 08:35 AM Resident #58 was observed
sitting up in a reclining wheelchair, eyes opened,

awake alert and non-verbal. A water cup was observed on
the bedside table dated 7/31/25 on 11-7 am. shift.

Continued from page 3

committee.

The results of the audit will be forwarded io the

Quality Assurance Commiftes for review monthly for at
least three months with a goal of 100% compliance. Upon
completion and 100% compliance for at least three
months is achieved, frequency of further review and
angoing need for review will be determined by the QAP
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This surveyor marked the water cup indicating the water
level on cup to monitor how much water resident was
drinking. (Photographic Evidence Obtained).

On 07/31/2025 at 11:28 AM an observation was made of
Resident #58 sitting up in wheelchair awake, alert and
attending activities in activity room. There was no
hydration or fluids observed being offered at this

time. Upon entering Resident #58's room, an observation
was made of the water cup sitting on bedside table with
water observed at same level from an earlier
observation where this surveyor marked the hydration
cup.

Review of resident #58's medical record revealed
diagnoses of Quadriplegia, Pneumonitis, Moderate
-protein catorie malnutrition, Dementia, Chronic Kidney
Disease stage 38 and an fleus. The plan of care
reveated Resident #58 required assistance with ADLs
(Activities of Dally Living) related to activity
intolerance, dementia, impaired cognition,
quadriplegia; with a goal that the resident will

maintain current level of ADL function. The
interventions included, 't require staff to feed me my
meals” Another focus in Resident 58's care plan showed
the resident has chronic urinary tract infections

(UTis) with interventions to observe for changes in
urine characteristics, ... frequent urination and change
in urgency to void.

Review of a quarterly risk assessment for Resident #58
completed on 7/10/25 revealed the resident was at high
tisk for hydration/dehydration.

Resident 58's MDS (minimum data assessment) dated of
7110125, section GG revealed - resident has impairment
1o bilateral upper and lower extremities and is totally
dependent for eating and drinking.

An interview was conducted with staff member A,
Registered Nurse/Unit Manager (RN/UM) on 7/31/25 at
1:38 PM. Staff A revealed Resident #58 is not atle to
ask for anything, requires total assistance and cannot
hold a cup to get own drink of fluid. Staff A stated

for a resident with reaccur ring UTls, the expectation
was to monitor for changes in their bowel movements,
administer as ordered, it or
hasm't had a bowel movement, monitor urine output and
changes in color, and providing foley catheter care
dailly and as needed. Staff A stated the staff know 1o
offer fluids to alleviate constipation and/or urinary

fract infections. Staff A, RN/UM stated they do
quarterly assessments and any resident with a score of
10 or higher is considered at risk for hydration

FO656
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CFR(s): 483.25(g)(1(3)
§483.25(g) Assisted nutrition and hydration.

(includes naso-gastric and gastrostomy tubes, both
i and

Nursing Services and Registered Diefitian reassessed
the hydration status and fluid needs for resident #58
on 08/21/2025. All fluids provided on the resident tray
at mealtime and at the resident's bedside were

luated and were 3
revisions were made 1o the care plan(s) fo

endoscopic jejunostory, and enteral fluids). Based on a
resident's comprehensive assessment, the facility must
ensure that a resident-

§483 25(g)( 1) Maintains accepiable parameters of
nutritional status, such as usual body waight or
desirable body weight range and electrolyte balance,
unless the resident's clinical condition demonstrates
that this is not possible or resident preferences
indicate otherwise;

§483.25(g)(2) Is offered sufficient fluid intake to
maintain proper hydration and health;

§483.25(g)(3) Is offered a therapeutic diet when there
is & nutritional problem and the health care provider
orders a therapeutic diet.

This REQUIREMENT is NOT MET as evidenced by:

Based on interviews, observations, and record review
the facllty falled 1o ensure proper hydration was
provided for one resident (#58) of one resident
sampled.

Findings included:

On 07/29/25 at 09:40 AM an observation revealed
Resident #58 lying in bed, eyes closed and did not
respond to verbal or tactile stimuli. There was no
hydration or fluids observed at bedside.

reflect current hydration interventions, The revised
care plans were reviewed with staff involved in the
care of the resident.

2) An audit of current residents” hydration risk

ions was on by Director of
Clinical Services, and Nurse Management tean to verify
a resident tc be at risk for dehydration. Care plan
reviews with intervention updated to include providing
necessary assistance, encouragement and offering of
fluids throughout shift, as cfinically indicated.

3) An in-service education was conducted on 08/18/2025
by the Adminisirator, Director of Nursing, or designee
with all direct care staff addressing the significance

of acourate reporting of fluids consumed during meals,
the need to encourage fluid intake, and the provision

of sufficient intake between meals to maintain adequate
hydration. The in-service also addressed the importance
of reporting conditions that after a resident's fiuid

needs.

4) The nursing management team, Registered Dietitian,
andfor Dietary Manager will review each resident with
risk factors for dehydration to ensure appropriate
interventions are implemented and an updated plan of
care is complete.

The Director of Nursing (DON), or designee, wilt
complete five (5) random resident observations or
resident and staff interviews on varying.shifts and
varying days weekly for fluid consumption for six (6)
consecutive weeks and review all fluid intake records
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FOB56 Continued from page 5 FOB56
s5=p | issues. Staff A stated they immediately get a physician

order to encourage and offer fluids every two hours.

Review of Resident #58's medical record revealed there

was no care plan focus initiated for Resident #58 being

atrisk for dehydration, and there were no physician

orders to encourage fluids every two hours.

The facility did rot provide a dehydration poficy.
F0692 Nutrition/Hydration Status Maintenance F0692 | 1) Resident #58 was assessed on 08/05/2025 by Licensed | 08/31/2025
$$=D Nurse, with no adverse effects noted, The Director of
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#58 was observed lying in bed. There was no hydration
cup or fluids at bedside.

On 7/29/2025 at 3:45 PM an interview was conducted with
Resident #58's family member who stated Resident #58
needed extra care and could not get & drink of water on
their own. The family member stated staff should chieck
on the resident more frequently than they do and offer
fuids.

During an observation on 07/30/2025 at 9:07 AM, at
12:00 PM and at 4110 PM, Resident #58 was observed in
room. A water cup was observed on the bedside table
dated 7/30/25, 11 a.m. -7 p.m. shift, at 04114 AM. The
cup was observed full of ice water.

On 07/31/25 at 08:35 AM Resident #58 was observed
sitfing up in a reclining wheelchair, eyes opened,

awake alert and non-verbal. A water cup was observed on
the bedside table dated 7/31/25 on 11-7 am. shift.

This surveyor marked the water cup indicating the water
fevel on cup to monitor how much water resident was
drinking. {Photographic Evidence Obtained).

On 07/31/2025 at 11:28 AM an observation was made of
Resident #58 sitting up in wheelchair awake, alert and
attending activities in activity room. There was no
hydration or fiuids observed being offered at this

time. Lipon entering Resident #58's room, an observation
was made of the water cup sitting on bedside table with
water observed at same level from an earlier
observation where this surveyor marked the hydration
aup.

Review of resident #58's medical record revealed
diagnoses of Quadriplegia, Preumonitis, Moderate
-protein calorie malnutrition, Dementia, Chronic Kidney
Disease stage 3B and an lleus. The plan of care
revealed Resident #58 required assistance with ADLs
(Activities of Dally Living) related to activity
inolerance, dementia, impaired cognition,
quadriplegia; with a goal that the resident wi

maintain current levat of ADL function, The
interventions included, I require Staff to feed me my
meals.” Another foous In Resident 58's care plan showed
the resident has chronic urinary tract infections

(UTis) with interventions to observe for changes in
urine characteristics, ...frequent urination and change
in urgency to void.

Review of a quarterly risk assessment for Resident #58
completed on 7/10/25 revealed the resident was at high
risk for hydration/dehydration.
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FO692 Continued from page 6 F0892 | Continued from page &
ss=p | During.an observation on 07/29/25 at 03:00 PM, Resident 10 ensure that appropriate interventions have been put

in place to reduce the risk of dehydration. Audits will
assure that care plans remain updated to reflect these
interventions.

The results of the audit will be forwarded to the
Qualily Assurance Commitiee for review monthly for at
least three months with a goat of 100% compliance. Upon
completion and 100% compliance for at least three
months is achieved, frequency of further review and
angoing need for review will be determined by the GAP!
committee,
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Continued from page 7

Resident 58's MDS (minimurn data assessment) dated of
7110125, section GG revealed - resident has impairment
1o bilateral upper and lower extremities and is totally
dependent for eating and drinking

An interview was conducted with staff member A,
Registered NursefUnit Manager (RN/UM) on 7/31/25 at
1:38 PM. Staff A revealed Resident #58 is not able to
ask for anything, requires total assistance and cannot
hold a cup to get own drink of fluid. Staff A stated

for a resident with reoccur ring UTIs, the expectation
was to monitor for changes in thelr bowel moverments,
administer medications as ordered, if constipated or
hasn't had a bowel movement, monitor urine output and
ohanges in color, and providing foley catheter care
daily and as needed. Staff A stated the staff know to
offer fluids to alleviate canstipation andfor urinary

tract infections. Staff A, RN/UM stated they do
quarterly assessments and any resident with a score of
10 or higher is consicered at risk for hydration

issues. Staff A stated they immediately get a physician
order to encourage and offer fiuids every two hours.

Review of Resident #58's medical record revealed there
was 1o cate plan focus initiated for Resident #58 being
at risk for dehydration, and there were no physician
orders to encourage fluids every two hours.

“The facility did not provide a dehydration policy.

F0692
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