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D 00% Initial Comments D noo
The Adult Care Licensure Section conducted an
annual survey and complaint investigation an
June 28, 30 - July 1, 2016.
D 276‘ 10A NCAC 13F .0902(c)(3-4) Health Care D 276 Hlpn:
The facility will ensure implementation of any
10A NCAC 13F .0902 Health Care i
; procedures, physician orders and/or orders
(c) The facility shail assure documentation of the from other Jicensed healthcare professionals are
following in the resident's record: documented and maintained in the resident record.
(3) written procedures, treatments or orders from N
a physician or other licensed health professional; The facility will ensure all physician orders are
and implemenled as written to include orders for taking
: ident's weight, record and reporting the
{4) implementation of procedures, treatments or AT laE - o il
: . information to the physician. The facility will and has|
orders specified In Subparagraph (c)(3) of this re~trained staff on the proper procedures for
Rule. weighing residents who require the use of a
wheelchair to ensure accurate weights are recorded
and reported accordingly.
This Rule is not met as evidenced by; Monitoring:
Based on record review, observation and ‘ . ! "
interview, the facility failed to assure }’“‘- Resident Care :’“E““"’ R‘?st‘:i‘,“ f-;:“":
documentation of accurate physician arders for 1 m‘;‘:;‘::::;‘l':v::'{v‘::' ::;f;f‘:;;’mi':;:s et
gf ? 3““?9::;’ tr: ﬂ:in‘? (#1) ;mc had grderilmr proper implementation of the procedures for
T?!ieyf;?;iﬁgs P aken and reparted weekly. collecling the resident weipghts.
Responsible Party:
Review of Resident #1's current FL-2 dated
02/29/16 revealed diagnoses included chronic Excculive Director and Resident Care Director 115/16
kidney disease, strake, hypertension and )
dementia.
Review of a physician nate for Resldent #1 dated
4/4/16, revealed an order for daily weight to be
faxed weekly.
Review of the May 2016 Medication
Administration Record (MAR) for Resident #1
revealed:
-There was documentation of daily welghts
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recorded each day, for Resident #1.
-Documentation of Resident #1's welghts
fluctuated from 138 Ibs. to 189 Ibs. during the
month of May.

-On 5/2/16 his weight was documented as 138
Ibs. and on 5/3/16 his weight was documented as
168 lbs.

-His weight remained 168 Ibs. wilh a 1-2 lh,
variance 5/3/16 - 5/11/16.

-On 5/11/16 his weight was documented as 168
lbs. and on'5/12/16 it was documented as 182
lbs,

-His weight was documented 178 on 5/13/16 with
1-3Ib variances 5/13/16~ 5/16/16, on 5/17/16 his
weight was documented as 168 Ibs.

-On 5/18/16 his weight was documented as 178
Ibs.

-On 5/24/16 his welght was documented as 178
Ibs’

-On 5/25/16 his weight was documented as 189
Ibs. R
-On 5/26/18 his weight was documented as 146
Ibs, and on 5/27/16 his weight was documented
as 177 lbs.

Review of the June 2016 MAR for Resident #1
revealed:

-There was daily documentation of weights for
Resident #1.

-Documentation of Resident #1's weights
fluctuated from 158 Ibs. to 186 Ibs. during the
month of June,

-On 6/1/18 his weight was documented as 180
and remained with a 1lb varlance through 6/4/16.
~-On 6/5/16, and 6/6/16 his weight was
documented as 168, on 6/7/16 It was
documented as 1566 and on 6/8/16 it was
documented as 167.

-On 6/10/16 it was documented as 168, on
6/11/16 it was 176, on 6/12/16 it was 182 and on
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6/13/16 It was documented as 167.

-On 6/14/16 and 6/15/16 it was documented as
187 Ibs.

-On 8/16/16 it was documented as 183, with a
documented refusal on 6/17/16 and 180 on
6/18/16 and 6/19/18,

-His welght was documented as 176 on 6/20/18
and 187 on 8/21/16.

-On 6/22/16 and 6/23/16 it was documented as
182, and on 6/24/16 it was documented as 166,
-His weight was documented as 186 on 6/25/186,
183 on 6/26/16, 178 on 6/27/16, 180 on 6/28/16
and 186 on 6/30/16.

Interview with the Resident Care Coordinater ‘
(RCC) on 6/30/16 at 4:05pm revealed: r ;
-The medication aide was responsible far
weighing residents. ‘
-If the weight was "off" the medication aide was to
reweigh the resident, and figure out why the
weight was “off" or If it was fluid build-up.
-Sometimes an initial weight would vary because
they would not have subtracted the weight of the
wheelchair or the foot rest.

-The wheelchair and or foot rest, pillows, etc.,
was to be weighed emptly (without the resident In
it) and the weight of the resident in the wheelchair
and ar foot rest, pillows, etc., was to be
subtracted from the weight of the resident prior to
documentation on the MAR,

-The weight documented on the MAR should
reflect the actual weight of the resident.

-The Nurse was responsible for pulling the weekly
reported weights and faxing them tothe -
physlcian,

Interview with the Asslstant Resident Care
Director ARCD on 7/1/16 at 10:20am revealed:
-She was the facility nurse.
-The supervisor or medication aide was
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responsible for faxing weights to the physician,
she was only informed when the physician wrote

a response.

-They were supposed to make her aware if there
was a significant change in the weight of a
resident.

-She had not been made aware of any significant
changes in weight for Resident #1.

-Resident #1 gol a new wheelchair 2-3 weeks
ago.

-His weight also fluctuated if the foot rest was on
and It depended on how he was placed on the
scale.

-The weight documented on the MAR was
supposed to reflect the residents’ weight after the
wheelchair or foot rest was subtracled.

Confidentlal interviews with staff revealed: .
-When they weigh wheelchair bound residents ‘ E
they weigh the empty chair after the resident, and
subtract the weight of the wheelchair before they
document theresident's weight on the MAR.

-If the resident has a foot rest or cushion on the
wheelchair, they weight that along with the
wheelchair, so that when they subtract the weight
of those items from the resident's weight, they will
have a true weight.

-Resident #1 was weighed with the weight
documented on the MAR daily.

-His weights were faxed to the physician weekly.
-Sometimes he would not stand on the scale and
they would have to weigh him In his wheelchair.
-Sometimes the medication aides have forgotten
to subtract the weight of the wheelchair from thelr
documentation.

Interview with the Resident Care Director (RCD)
on 7/1/16 at 11:00am revealed:

-Resident #1 had a dietician, and the dietician
informed her the physician reviewed Resident
Divislon of Health Service Regulaiion
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#1's weights daily.

-The medication aides were fo weigh residents
with their wheelchair and document the weight
with the wheelchair subtracted.

-Everyone needs to be consistent with the
documented weights.

-She had just in-serviced the medication aides on

7711186, on how to be consistent when
documenting resident welghts.

Interview with the Administrator on 7/1/16 at
11:48am revealed:

-Resident #1 was not always compliant removing
his shoes, prior to being weighed.

-Resldent #1 did not transfer out of his chair to be

weighed,

-Resident #1's wheelchair was weighed
separately. .
-Resldent #1 has had a cushion In his chair a
number of times. it could have been the gel
cushion. b

Interview with Resident #1's Dietician on 7/1/16 at

12:05pm revealed:

-She had just weighed Resident #1 today
(7/1/16), he stood on a scale.

~Resident #1's weight was 163lbs on 7/1/18.
~This was her second visit with Resident #1, she
did not weight him on her previous visit on
5/18/16.

-Resident #1 was carrying a "couple extra pounds

on his legs, but he was still in the ball park of his
daily weight”.

-She had not seen Resident #1 at a time when he

looked to weigh 189 Ibs.

-She had not seen the weekly weights, but his
physician had informed told her about the "very
big discrepancies” in Resident #1's weight,
-The physician was concermned about the
fluctuations.
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-She felt the fluctuations In Resident #1's weights
were refated to the manner in which he was
weighed.

-She thought maybe the wheelchair was not
being deducted.

-Resident #1 was being weighed daily to monitor
fluid status, he has a history of fluid retentlon.

Interview with a family member of Resident #1 on
7/1/18 at 12:15pm revealed:

-The physician had mentioned to her the last time
they were there, that Resident #1's welghts had
not been accurate.

-Resident #1 had not ever appeared to have lost
weight down to 138 Ibs. or to have gained weight
to 189 |bs.

-Resident #1's weights had been consistently
around 168 Ibs. throughout his [Ife.

-She was present when the diefician weighed
Resident #1 (7/1/16) His weight was 5 Ibs. lower
than usual today, but nothing to be alarmed
about,

Attempts to reach Resldent #1's physician for
interview were not successful,
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