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. | fadilitys.campliancd with. Faderal requirements, . " f
.| The facility falled to mieet minimum FéGquirements. -+ '
| for récertification with the highest 8/8 of D" Ky s LA A R
#16234 was unsubstantiated with an unrelated F274 - Yo -1 05/13/2011
- | deflciency cited at K280, o ‘ 483.20(h)(2)(ii) Comprehensive Assessment | :
F 274 |-483.20(b)(2)(il) COMPREHENSIVE ASSESS F274| AfferSigdificant Chapge, h
It is the routine practice of Spring View Health

§6=D | AFTER SIGNIFICANT CHANGE and Rehab to conduct a comprehensive

assessmont of a resident within 14 days after

A facility must conduct a co.m;?rehensavm the facility has determined that there has been
assessmant of a resident within 14 days after the a significant ehange in the resident's physical
facility determines, or should have determined, or mental condition.

that thers has been a significant change in the

resldent's physleal or mental condition, (For Correetive Measuyes for Resident Identified

purpose of this section, a significant change in_the deficigncy:
means a major declihe or improvement in the

resident’s status that will not normally rasolve Resident #3 had a significant change MDS
itself without further Intervention by slaff or by éﬂmpl?md on 04/07/2011 by the MDS
Implementing standard disease-related slinical oardinator.

interventions, that has an impact on more than ‘ | How othicr residents wiyo may have heen

one area of the resident's health status, and affected by this practice were identifiod:
requires interdisciplinary review or revision of the . o o I
.care plan, orboth.) ; : 4T | The MDS's of tlic remaining residents in the

Sacility will be reviewed by the MDS
v ‘ ‘ : ‘ Coordinator and the Dircctor of Nursing to

-( This REQUIREMENT [$ not mat as evidenced: . verify that the cuirrent MDS-is aui accirate

by: : ' ' assessment type for the resident, Lo identify

. gk : ﬁe torview, it” : -others who may be at risk, This will be
Based-on record réviews and staff interview, | ‘ completed by 05/11/2011, | ‘

‘was determined the facillty failed to idantify

declines in the physical and mental status for one 'Mmm r'es Imuio enfedn vt Mtci‘c‘l _
. Gl plowm r Systems d.

resldent (#3), in the selected sample of seven, to Prevent Re-occurrence:

which required a Minlmum Data Set (MDS)

significant change assessment and {10775~ | The MDS Coordinator was re-educnted by the
Interdiseiplinary review and revision of the care - | CA N Director of Nurging and the Quality

plan. Y, ) Management Nurse on 05/02/2011 on the
Findings included: Sy {2 c ‘gcria that indicates a significant change
08 \cssmenl is fo be complcted for the resident

/& TITLE (X6} DATE

@nx_\j Y DIRECTOR'S OR PROVI UPPLIER REPRESENTATIVE'S sosngTﬁfiﬁ“’ ‘{)\” &
//%W %ﬁ ( IR/ f ) INHA I3y

—e . - o
fx%ﬂﬂclency ataterngr m an asterisk (*) denotos a rlaﬁden\xy.whlch the Inalltution may be excu.—éd from corweling providing itls determined thal
other ealeguards pro¥de sufficlant protaction to 1o pallants. (See |nstrustiona.) FExcopt farnursing homes! Ihe findings atated abova are dleclosable 00 days
followlng the dat survey whethor or hot a plan of ¢orraction I= provided." For nursing homes, tho Above ndlngs and plans of correction are dlsclosable 14
daya follawing the date these doguments are made aval'able to the facilty. If daficlonclas nre ¢ltetl, an Approved plan of correction I# raquisits to continued

profiram participation.
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A record review revealed Residenl #3 was

admitted on 06/29/10 and readmitted on by the MDS Coordinator In accordanee with

08/08/10, with dlagnoses to include End Stage the MDS manual,

?enal Dlsease and a History of Endometrial Mohitpring Measures to Maintain On-zoin
ancer. Compliance;

A review of the quarterly MDS, dated 10/117/10, The Director of Nursing will conduct an audit

revealed the resldent had experienced declines In of 6 (approximately 10%) residents MD®'s

the areas of cognition, behaviors, tranafers, monthly X 6 months to verify that the

ambulation, dressing, eating, parsonal hygmns sppropriate asgessment type has been

completed on those residents. The results of
~ the audits will be reporled to the administrator
and the facrl:sy'q Qual:ty Assurange

and continent status,

A review of the admission assessment, dated.

.1 07M0/10, revéaled the factllty identifiod Resident Committee, -
“#1 a8 indepandent in cognition. Areviewoffhe "~ - .. | .
If any argas arc.of coneer are ldem;f ¢d, thc
quarterly asséssmeht; dated 10/17/10, revealed ‘ -1 frequency and/or number of the audits heing
| the resident rarely to never understood and was . | _ | condveted wilf be incredsed, or conversely, i€
'| unable to complete the "Brief Interview for Mental . | - ‘ o aveas of concern are iddntified the fnumber "
Status” (BIMS.) The resident was previously g : and/or frequency may be decrcascd

assessed as free of symploms of delitium,
howavar, now the resident experiancad
inattention, disorganized thinking and an altered
fovel of congciousness, Resident #3 previousty
had ne behavior and was assessed during the
quarterly review as short tempered and easlly
annoyed, nearly every day and had rejected care,
one {o three days out of seven, The resident also
experlenced declines in transfer, ambulation In
the room and in the hallway, drosaing, eating,
personal hyglens and Incontinence,

An interviow with the MDS Coordinator, on
04/07/11 at 10:00 AM, revealed after a review of
the admission MDS, dated 07/10/10 and the
guarterly MDS, dated 10/17/10, a Slgnificant
Change Assessment should have been
completed as there had been a decﬂne iy !wo or
-‘more care sreas,
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- 280 483.20(0)3), 4830002 RIGHT TO. -

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of Ihe State, to
participate in planning case and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the complation of the
comprehensive agsassment; prepared by an

physician, a registered nurse with responsibliity
+for the resident, and other.appropriate staff in

‘and revised by a team of qualified persons after
6ach assessment. .

This REQUIREMENT I8 not met as evidensed
by: '
Based on interview and record review, it was
determined the facillty falled to ensure a
comprehensive care plan was initlated for three

the dlalysis conter.
Findings Include;

A review of the Nursing Home Dialysis Transfer

68=D | PARTICIPATE. PLANNING GARE-REVISE GP. -

interdisciplinary team, that includes the attending

disciplines as defermined by the.residanl's neads;

and, to thé ‘extent practicable, the paicipation-of - -

| the resident, the resident's famliy or.the resident's
legal representative; and periodically roviewed °

restdents (#1, #3 and #7), In the selecled sample
of seven, related to fluid needs as determined by

© R 2801 e 20iind) - 4R4107k (21 Riglitto Participiité. |-
o ‘ g!ﬁiy‘i_n"g'g;g're-llcx:jsc:Qn"r‘e'Pln‘n‘_ S

~ in the deficieney: .

‘Resident # 1 had cxp'iréci, 50 no corrective

* Resident # 3 lias since oxpited, so no

It is the normal practice of Spring View Health
and Rehab to develop a comprchensive care
plan prepared by the interdisciplinery tear,
that includes the attending physician, a
registered nurse with the responsibility for the
resident, and other appropriatc stafl'in
digciplines as determined by the residents
nceds, and to the extont practicable, the
perticipation of the resident, the resident's
family or the resident's legal Toprasentative:
and periodically reviewed and revised by a
team of qualified persons after each
assessment.

Corrective Measurog or Rm‘d_ent Idp tified

measures available,

corrective measures avalable.

Resident #7 wag discharged home and no
longer in the facility, so no corrective
measures. avaiighle, E

How other regidents who may hiove been

Affected by this practiee were identificd:

Residents who reocive dialysis have the
potential to be affested,

Currently there are no residents in the faci lity
that are receiving dialysis,

FORK CMS.2667{02-09) Pravisus Vorriens Obsalare

&vanl ID:U7aY$)
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Agreement, dated 04/01/1, revealed the dlalyms
+ | center was to-develop.and, Fmplerdant a cafe.plan '
'relative to: the brovision of diafysis: sarvices and 10
, have 8. desxgnated pierson at the. famhty ighe -
. _utHl?ed as an overssght of these prowsions

e Resldent #1 was admltted on 01!03;11 and

' readmnted on 0172811, wath dlagnoses to indlude
End Stage Renat Disease (ESRD), Renal Cell
Carcinoma and Renal Dialysls. A review of the
admission MDS, dated 01/16/11, revealed the
resident was fed through a feading tube and was
gssessed as fotally dependent on staff membaers
for ali care neads,

A review of the nutritional record, dated 03/03/11,
revealed the facility Identified the resident's
estimaled fluid need was bolween 1578 milliters
{ml) and 2250 mi per day.

A review of the of the care plans for "fiuld volums
overload" and “risk of dehydration”, dated
02/14/11, revealed interventions included
observation for signs and symptoms of adema,
shorness of air and dehydration, The resident

| Wednesday and Friday. However, the facllity did
‘not enslire the e dialysis center provided their
care plan with Identification of expestation for the
- reqldent 8 dauly fluld- nec:d

2. Resident # 3 was‘admltied o 06/20/10 and
readmittsd on 08/08/10, with d:agnoses to include
ESRD, Renal Dialysls and Chronic Heart Failure.
A review of the annusl MDS assessment, deted
01118711, revealad the resident was assessed as
requirlng extensive assistance with caré needs,

A review of the estimated fluid needs, datad

was scheduled for dialysls treatment on Monday,.

- Thc cnutmctcd dialysis center will provide a
" lipdated physiciafis ofdets rofated to fluld

‘the fasility to-be incorporated into the
resident's comprehensive plan of carc. The

: Comglmncc;
| The: director of nur ﬂng_,JADON or MDS

. residents.who arc réceiving: d:elys:s {o vcni‘y'

_Assurgnce Comnitiee, If any arcas of concern:
- arc identified, the mimber.andior, frequengy of: |

(X2} 1D SUMMARY STATEMENT OF DEFRICIENCIES D PROVIDER'S PLAN OF CORREGTION xa)
PREFIX (FACH DEFICIENCY MUST BE PREGEDED RY FULL PREFIX (EACK CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L8¢ IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APFROPRIATE baTe
DEFICIENGY)
F ‘280 Continued From page 3 F 280 FE280 (Continued)

Men.surgg Implemented or Svstents Altereq
1o Brevent Ré-sceurrence: .

copy-of the initigl physmtan orders and any

noeds for residents who receive dialysis, to

physician ordefs telated to fluid needs will be
sent back with the resident to the facility upon
transfer from the dialysis center,

All care plans that are provided will be
inteprated in the residents comprehensive plan
of care.

The licensed nursing staff will be in-serviced
on the new process by 05/12/2011 by the
director of nursing/ADON or LPN supervisor,
The DON will be responsiblc to provide or
arrange {or inscrvicing for any licensed nurse
who has not completed the session by
05/12/2011 prior to their next shift worked,

Maonitoring Measureg to Muintain On-going

Coordinator Will review the medical record
and eare plans weekly X 6 months, on

ongaing compliance, The results of the all -
eudits will'be-reported 16 the fagility's Quality

the audits wifl be-increased. Convergely, if no
{ssucs are ideritificd, the number and/or
frequency may be decreased.

FORM CMS-2567(02-08) Peovious Varslons Obsalata Svant 10;U76Y14
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F 280! Continued From page 4

02/17/11, ravealed the resident needed extensive
asaistance with meals, had a dacline in appetite,
needad much ehcotragement to consums foods
or fluids and required at least 11 98 ml of fluld a
day or greater,

A review of care plans for "luld volume at risk®
and "nutrition at risk”, dated 141/10, rovested
interventions dld not include the dialysis center's
axpectalions regarding the resident's dally fluld
hesd,

3, Resldent #7 was admitted on 08/13/10, with
dlagnoses to include Orthopedic Aftercare due to
a Motor Vishicle Accident (MVA,) Chronie Renal
Fallure and Fraotures of the Ribs and Right
Ankle. A review of tha admission MDS, datad
08/25/10, revealed tha resident was assessed to
require extensive assistance with bed mobility,
was unable to ambulate and was ahle to feed
him/herself with tray set-up,

A review of the dietician's estimated ftuid needs,
dated 08/20/10, revealed the resldent was on a
1200 ml per day, fluid resiriction, A review of the
oare plans for "nutriion and fluid volume at rigk",
dated 08/31/10, revealsd no care plans
developed by the dlalysls center was includag,

i An interview on 04/08/11 at 11:40 AM with the
Administrator and the Giractar of Nursing {DON,)
revealed she was unaware the dialysls was to
have provided a care and the faclity was to have
developed their care plan by utilizing the center's
recommendations,

F 280
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TLTAGT. |0 REGULATORY OR LSCIDENTIFYING INFORMATION) . - L TAG . CROSS-REFERENGCED TO THE APPROPRIATE =~ DATE
A e TSR g g ol T T ; dEF!CIENCY] ;
o B 000 .INiT.|:/r\L -G.OM_MENTS:’ 3 F 00| _.Submlwmn of this Plan of Corrcclioh does not’
E i B i ~ 4 constilutc admission-or sgreement by the ‘
il An abbrewated sur\rey (KY#16234) st e 8 2 e e provider of the1ith or the. facts, allcgcd or
< cionduicted on-04/05/14:04/12/11 to detarmmine - - ogndfifsians sef foyth inthe SlalEment of
lllt " ith Faderal 2 frhiies e | /' Deficieneigs,: The Plap: ofCoarccnan is
|fac yocomp ance wi ederal reaulrements o * I -‘311bm|l‘ttc1 miciy becaumn i requlred by Lh:, E
|/ The facllity- falleb' to meat minimum Fequirements.: i 5 provuswn Of‘fcdcmf and qtam law: L R
I 'for recertification with the highest SIS of D" Ky " | ‘ ‘ o
#16234 was unsubstantiated with an unrelated k274 05/13/2011
‘ deficiancy cited at F280, ' 483.20(M (i) Compr: ehenswe Asse.ssmont
F 274 |'483.20(b)(2)(Il) COMPREHENSIVE ASSESS F274| AfterSignificant Change
s8=p | AFTER SIGNIFICANT CHANGE It is the routine practice of Spring Vllc\\' Health
and Rehab to conduct a comprehensive
i assessment of a resident within 14 days afier
A facility mustfconduct @ comprehenslve the facility has determined that there has been
assessment of a resident within 14 days after the a significant change in the resident's physical
facility determines, or should have determinad, or mental condition,
that there has been a significant change in the
resident's physical or mental condition. (For Corrective Meagures (o Resident Xdentified
purpose of (hls section, a significant change in_the deficiency:
means a major decline or improvement in the i o
resident's status that will not normally resolve Resident #3 had a significant change MDS
Itself without further Intervention by staff or by Eomp{iptcf on 04/07/2011 by the MDS
Implementing standard disease-related clinical ESREHE
lmgNGnho?Eﬁ thal has aln Impact oh more than How othier pesidents who may have been
one area of the resident's heallh status, and affected by this practice were Identified:
requires interdisciplinary review or revislon of the j . . ‘ :
.care plan, orboth.) ‘ : The MD$'s of the remaining residents in the
' [facility will be reviewed by theé MDS
Coordinator and the Director of Nursing fo
This REQUIREMENT is not met as evidenced verlfy that the current MDS is an accurete
by: assessment type for the resident, to identify
| Bogadin record views and staff Interview, It ~others who may be at risk. This will bc
‘was determined the facllity falled to Identify .cnmplcted by 05“ [/201 I
?:;lcf!f;f (I;;? ?nprh@:;lei?:dn;?:r:?l; :Jaftiz\n['zrr'lone M“‘“S“"eﬂ_lmblememcd or Svs‘tcms Altered.
) C ' to Prevent Re-oecntrences
whleh required a Minimum Data Set (MDS) =
significant change assessment and The MDS Coordinator was re-cducated by the
Interdisclplinery review and revision of the cara Dircetor of Nursing and the Quality
plan. Management Nurse on 05/02/2011 on the
Findings included: criteria that indicates a significant change
assessment is to be completed for the resident
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIQNATURE TITLE {X8) DATE
Any deficlency statamont ending with an asterisk (*) danotes & daficlancy whieh the Institulion may be excused from carrecting providing It Is delermined Ihat
olher safeguards provide sulficlant preloclion lo the pationls. (Ses Instructions.) Excepl for nursing homes, the findings stated above aro disclosable 90 days
following the date of survey whethor or not a plan of corsection 1s provided. For nuralng homes, the above findings and plans of earrection are disclosablo 14
days following the dato these documonts ere mede avaliable to the faclity. If deficlencles ore chod, an approved plan of corraction Is ragqulsite Lo continued
program partlalpation.
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A record review ravealed Resident ##3 was
admifted on 06/28/10 and rgadmitted on
08/68/10, with diagnoses 10 Include End Stage
Renal Dlsease and a History of Endometrial
Caneer,

A review of the quarlerly MDS, dated 10/47/10,
revealed the resident had experlenced declines in
the areas of cognition, behaviors, transfers,
ambulation, drassing, eating, personal hyg[ene

1 and continent status,

A review oflihé‘ admission gssessment, daied_
07/10/10, revealed the facility identified Resident .

T#1 as Independent in cognition. A review of the

quarterly assessmeht, dated 10/17/10, revealed
the resident rarely {o never unhderstood and was

| unable to sompiets the "Brief Interview for. Mental

Status™ (BIMS.) The resldent was previdusly
assessed as free of symptoms of delirum,
howsaver, now the regident axperienced
Inattentlon, disorganized thinking and an aitered
tevel of conscloushess. Residant #3 previously
had no behavior and wes assessed during the
quarterly review as shor fempered and easily
annoyed, naarly every day and had rejected care,

| one to thrae days out of seven, The resident also

experienced daclines I {ransfer, ambulation in
the room and in tha hallway, dressing, eating,
personal hygiene and incontinence,

An inferview with the MDS Coordinator, on
04/07/11 al 10:00 AM, revesled after 3 review of
the admisslon MDS, dated 07/10/10 and the
quarterly MDS, dated 10/17/10, & Significant
Changse Assessment should have been
completed as there had been a decline In two o
fore care areas

the MDS manual,

hy the MDS Coordinator in aecordence with

Monitoring Measures to Maintain On-going

Compliance;

Committee,

The Director of Nursing will conduct an audit
of 6 (approximately 109 residents MD&'%
monthly X ¢ months 1o verify that the
appropriate assessment type has been
completed on those residents. The results of
the audits will be reported to the administrator
and the faclllty $ Quality Afsurance

If any areas arc of CONCEMN are ldentsﬁcd the
frequency and/or number of the audils. being

_conduetéd wil] be increased, or conversely, if -

- 1o arcas of concern are jdentificd the numbeir
and/nr {requency may be decreased.”
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Agreement, dated 01/01/1, revealed the dialysis
.center was to develop.and.implerient acaré.plan ' - -
_relaﬂve to the provision of dialysis: servicés and. !o SR

Mensures Xmplemanted or Svstemy Altored
fa Provent Ré-ovcurrence;

+ | have e, dewgnated porson at the faclhty tohe: " LT -T!;e;} éonlrécled dinlysis center will provide a
: -utlmzs:d as an. oversnghtof these prOVlsIons, - N O copy of the intial ;ihys:ctan orders and any
S ol dipdated pHysicians orders velatéd to fluid
. i. RQS[dCﬂt #1 was adml“ed ah 01{03/11 E!nd . needq for rezidents “uho receive dla!}!swl to
| readmitted on 01/28f11 w:th diagrsoc:es to include the facility to-be incorporatediinto the
End Stage Renal Dlsease (ESRD), Renal Cell - resident's comprehensive plan of care, The
Carclhoma and Renal Dialysis, A raview of the , physician orders related to fluid needs wilt be
admiasion MDS, daled 01/18/11, revesled the , sent back with the resident to the factiity upon

resident was fod through a feeding tube and was transter from the dialysis center.

' d as totally d dent on 5
ésessed as folally dependent on staff members All care plans that are provided wifl be

for &l care needs. ‘ ’ intcgrated in the residents comprehensive plan

A review of the nutrifional record, dated 03/03/11, of care.

ravealed the facliity identifled the residents The licensed nursing staff will be in-serviced

astimated fuid need was belween 1678 milliliters on {he now process by 05/12/2011 by the

{ml} and 2250 ml per day. dircetor of nursing/ADON or LPN supervisor,
The DON will be responsible to provide or

A review of the of the care plans for “fluid volume arrange for inscrvieing for any liconscd hurse

who has not completed the sesgion by

overioad” and "risk of dehydration”, dated
Y 03/12/2011 prior o ther next shift worked,

02/14/11, revealed intervantions inctuded

observation for signs and sympioms of edema, T , L ;
shortness of alr and dehydration, The realdent | . WW W
was scheduled for dialysis treatment on'Monday,. ..~ - | T . .
Wednesday and Friday. However, the faclilty did -+ 1" The tircetor of nursing/ADON or MDS .

rot ensuré the e dialysis center provided their 7| .. Coordinator will review the medical record
care plan with identification of expectation for the | and ¢care plang weekly X 6 months, on ‘
resident's daliy fluldnead; o .| - residents who are receiving dialysis to verify -
o o o ©.t{ + . | ongoing compliance, . The results of the all

7. Restdent # 3 was admitted-on 08/29/10 and o . 1 audits will'be reported to the facility's Quality

_Assurance'Committee. If any arcas of concern:

readmitted on-08/08/10, with dfagnoses to include

ESRD, Renal Dialysis and Chronic Hoart Fallure, - | . bre idemtified, the numbez ahd/or frequency of

A review of the annual MDS assossment, dated ' . the audits will be-increased. Convericly, if no
R issues are identified, the numbgr ahd/or

01/18/11, revealed the resident was assessed as frequency may bo decreased.

requlring extenslve assistance with care needs,

A review of the estimated fluid needs, dated
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LA interviewwith the Difebior of Nu sing; on- -
‘ ‘,04/0?/11 at10; 50 AM, revealed, it shou[d have o SRR e S b
- T T beendohet C T o St P P . -
F280'| 485.20(e0(3), 483, 10(ky(2} RIGHT 76" , i pago A0 L AN BRI e Prritialnt 0571372011
. 88=p 'F’ARTEGEPATE PLANNING CARE REVISE CP ‘ : o
The resident has the :;ght. untess adindged 1t is the normal practice of Spring View Health
fncompetent or otherwise found to be and Rehab to develop a comprehensive care
incapacitated under the laws of the State, to plan prepared by the interdiseiplinary team,
participate In planning care and treaiment o7 that includes the attending physician, a
changes in care and ireatment. registered nursc with the responsibility for the
‘ resident, and other appropriate staff in
disciplines as determined by the residents
hansl
aifﬁrgﬁa e:Saf\grct?: P 1?: ?;g;;boi ::Ihe:eloped needs, and to the extent practicahle, the
M ye o p_ db parlicipation of the resident, the resident's
comprenensive assmssm@n't, preparod by an family or the resident's logal roprosentative;
interdisciplinary team, that includes the attending and periodically reviewed and revised by o
physician, a registered nurse with responsibility team of qualificd persons after cach
for the resident, and other.appropriale staff in assessment.
disclplines as determiried by the regident's needs;
and, fo th extent practicable, the participation of - Cﬁl‘rcctwﬂ Mossures for RC?MN" “10""'{.&!
| the resident, the resident's famlly or.the resldent's infhe deficiency: . : ‘ -
tegal representative; and periodically reviewed :
| and revised by  team of qualified persons after E‘Z:‘f;r‘;‘q#ﬂifgl‘laﬂ%fgplmd 0 no cor mt"’“
sach assessment,
Resident # 3 has sinee expived; so'no-
corrective measures avallable.
Resident £7 was discimrg;:d home and no
This REQUIREMENT s not met as evidanced longerin the facility, so ne correcuve
by: measuies available. :
Based on interview and record review, It was )
datarminad the facility fafled to ensure a How atherr. ‘*3"""']‘5 who o have been
comprehensive care plan was inltlated for three nffected by this practice were identified:
r(:sld‘eints 5#'1'(#2 f n;i 1#67) ! m;he s;ecli:ct:;e:fs ar;lpbim Residents who recoive dinlysis have the
of seven, related to fluid needs a rmined by potential to be affected,
the dialysis center,
Findings include: Currently there arc no residents in the facility
that are receiving dialysis.
A revlew of the Nursing Home Dialysis Transfer
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02/17/11, revealed the resident heeded extensive
assistance with maals, had a decling in appetite,
needed much encouragement to consume foods
or fluids and required at least 1198 ml of fivid =
day or greater,

A roview of care plans for "Auid volume at risk”
ang "nulrition at riak”, dated 11/1/10, revealed
interventions did not inciude the dlalysis conter's
expectations regarding the residant's daily fluid
need.

3. Residant #7 was admitted on 08/13/10, with
dlagnoses to include Orthopedic Aftercara due to
a Molor Vehicle Accldent (MVA,) Chronic Renal
Fallure and Fractures of the Ribs and Right
Ankle. A review of the admission MDS, dated
08/25/10, raveaied the resident was assessed to
require extensive assistahce with bed mobility,
was unable to ambulate and was able to foed
him/herself with {ray sat-up.,

A revigw of the dietician's estimated fluid neads,
dated 08/20/10, revestad the residant was on a
1200 mi per day, fluld restriction. A review of fhe
care plans for “nutrition and fluid volume at risk”,
dated 08/31/10, ravealed no care plans
developed by the dialysis conter was ingluded.

An Iinterview on 04/08/11 at 11:40 AM with the
Adminilstrator and the Director of Nursing {DON,)
revenled she was Unaware tha dlalysis was to
have provided a care and the faclity was to have
developed fheir care plan by utilizing the center's
recommendations,
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