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An abbreviated standard survey (KY22245) was - S € OX to&‘f\

initiated on 08/22/14 and concluded on 09/23/14,

The complaint was subsatantiated with daficiant

practica Identified at "D* lavel. |
F 281 483.20(k)}(3)() SERVICES PROVIDED MEET F281'
55=p0 PROFESSIONAL STANDARDS

The servicea provided ar arranged by the facility
must meet professienal standards of quality.

This REQUIREMENT is nat met as evidenced
by:

Based on cbservation, interview, record review,
review of Centers for Disease Control (CDC)
guidelines, and a raview of tha facility's pollcy, it
was detarmined that the facility failed to change a
Groshong catheter (an intravenous catheter used
for central venous access) dressing for one (1) of
threa (3) sampled residents {Resident #1) avery
seven days per CDC guidelines. A review of
Resident #1's medical record revaaled the
resident was readmitted to the facility on 08/25/14
with a Gresheng cathetar in the resident's right
upper chest. The facility failed to change the
dressing ta the Groshong catheter insertion site
from 08/25/14 uniil 08/16/14 (22 days), when the
Ombudsman brought it to the facility's attention
that the dressing had not been changed,

The findings include;

A review of The Centers for Disease Control and

Prevention (CDC) guidelines, dated 2011,

revealed transparent dressings on central venous J
catheter sitas should be replaced avery seven

days.
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Ay ency statement ending with an asterisk () denotes a deficlency which the Instiution May ba excused fram comecting providing i is determined that
other safeguards peovide suficient protection to the patients. (See insiructions,) Except for nursing homes, the findings stated above are disclasable 80 days
following the dete of survey whether or not a plan of correction Is provided. Fot nutsing homes, the above findings and plans of comection are disciosable 14
days followlngd the date these documents are made available to the facility. if deficlencies ore clied, an approved plan of corection Ia requisite o continued
pragram partic!pation,
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A raview of the facility's palicy titied "Protacaol for
Care and Access of IV Devices (Central Line,
Groshong Catheters, PICC, & Madi-Ports,”
revised Septembar 2014, revealad dressings on
Groshang catheters were to be changed wagkly
and as needed by a Registered Nurse (RN) using
sterile technique.

A review of Resident #1's medical record
revealad the facllity readmitted the resident on
08/25/14 with diagnoses that Included recurrent

diabates, A review of Resident #1'a readmission
nursing assessment, dated 08/25/14, revealed
the resident had a Groshong catheter in the

#1's quariery Minimum Data Set (MDS)
assessment, dated 0872714, revealed the
residant had a Briaf intarview for Mental Status
(BIMS) acora of 15, which revealed the resicent
was cognitively intact.

A ravlew of Resident #1's readmission physician
orders, dated 08/25/14, revealed the resident had
orders for tha Groshong catheter to be flushed
prior to and after all blood draws and for the right
upper chest to be monitored for signs and
sympioms of infaction evary shift. A review of
physiclan orders, dated 09/18/14, revaaled a
physician order for the Groshong dressing to be
changed every week and as needed by an RN
using sterile technigus,

Areview of Resldent #1's Treatment
Administration Records, dated August 2014 and
Septamber 2014, revealed no documented
evidence the dressing for the Groshong catheter
| was changed until 09/16/14, 22 days after

urinary tract infactions, hypertension, anemia, and

resident's right upper chest, A review of Resident
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Interviews on 08/23/14 with Licensed Practical
Nurse {LPN) #1 at 10;11 AM and LPN #2 at 10:28
AM revealed the LPNs were not responsible for
tha care providad to Resident #1's Groshong
cathetar; howaver, the 1.PNs did manitor tha area
for signs and symptoms of infection and thers
was alwaya a transparent dressing in place,
which was always clean and intact,

Interview on 09/23/14 at 2:44 PM with the
Director of Nursing (DON) revealed the DON
provided care such as blaod draws, replacing and
cleaning the capa, and fiushing Resldent #1'a
Groshong catheter. The interview further
revealed the physician had not given an order for
the Groshong dressing to be changad.

Cantinued interview revealed an order was
cbtained fram the resident's physician on
0811614 to bagin weekly dressing changes of the
Groshang catheter. Prior to 09/16/14, dressing
changes were not conducted according to the
DCN's knowledge.

Interview on 09/23/14 at 3:05 PM with the Nurse
Consultant, the DON, and the Administrator
ravealed Resident #1's Grashong site had been
monitared daily for signs and aymptoms of
infaction and the dresaing was always clean and
intact. The interview further revealed the
Ombudsman reviewed the chart on 08/18/14 and
brought It to the attention of the faciiity that there
wes hot an order for Resident #1's dressing to be
changed, After the Ombudsman made tha faciiity
aware, tha physician was nofified and an order to
changa the dressing weakly and a3 needed was
obtained. Continued interview revealed a policy
was put in placa after the incident to ensure the
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The faclilty must provide or obtain laboratory
services to meet the needs of its residents, The
facllity is responsible for the quality and timeliness
of the sarvices.

This REQUIREMENT s not met as evidenced

by:

The facifity failed to provide laboratory services
to meet the needs of residents in a timely manner
for one (1) of three (3) sampled residants
(Resident#1). Resident#1 had a physician order
for a PT/INR {Prothrambin Timea/Intamational
Ratio is [ab test that measguras haw lang it takes
for a clot o form in a sample of blood) to be
drawn weekly on Monday. A review of Resident #
1's laboratory results revealed a PT/INR was not
obtained for Resldent #1 on Monday, 08/01/14.
Tha PTANR was obtained twa days |ater on
Weadnesday, 09/03/14.

The findings include:

A review of Resident #1's medical racord
revealed the lacility readmitted the regidant to tha
faclitty on 08/25/14 with diagnoses that included
recument urinary tract infections, hypertension,
anemia, and diabates. A review of Resident # 1's
physician orders, dated September 2014,
revealed the resident had an order for a PT/INR
1o be obtained weekly on Monday.

A review of Resident #1's laboratory results

revealed a PT/INR was not abtained on Maonday, i
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* 08/01/14; however, a PT/INR was obtained on

09/03/44 with no arders glven by the physiclan
based an the reaults of the PT/ANR,

Interviaw on 09/23/14 at 3:05 PM with the Nurse
Censultant, tha Direclor of Nursing, and the
Administrator revealed Resident #1's PT/INR was
nat abtained on Monday, 09/01/14, because it
was a holiday, Tha interview further revesled the
Clinical Coordinator reviewed laba on Tuesday,
08/02/14, and found the lab had not been done.
The PT/INR was obtained on 08/03/14 and there
ware no changes in the resident’s medication
basad an tha results of the PT/INR,
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Resident #1 no longer resides at the facility. Physician of Resident #1 was notified of IV access
site. Care and treatment was performed per RN to meet the professional standards of quality.

Currently there are no residents with an IV; however, should a resident be admitted they will
receive the professional standard of quality.

In-service conducted on 9-16-14 by Director of Nursing for all Nurses regarding facility’s policy
on access and care to IV devices and the Centers for Disease Control guidelines with specific
attention to protocol for changing intravenous insertion site dressings. To ensure intravenous
insertion site dressings are changed according to the professional standard of quality, the
Clinical Coordinator will review all Resident treatment records weekly. Any Resident that has an
IV device requiring care an access by an RN, the Clinical Coordinator will review that Resident’s
Physician orders, IV Flow Sheets, treatment record, and visualize the labeling of the intravenous
insertion site dressing for confirmation of accurate completion of dressing change and
transcription of Resident clinical recards follows the facility’s palicy and the Centers for Disease
Control guidelines for intravenous insertion site dressing changes that meets the professional
standard of quality.

The CQI Committee designee will review five resident records that are selected at random and
will focus on IV devices if available. The review wili be conducted weekly for one month and
then monthly for one quarter to ensure treatment and services are being followed by direct
resident observation and the review of the clinical record to maintain the professional standard
of quality. Direct resident observation will monitor the accurate completion of the intravenous
insertion site dressing is changed according to the facility’s policy and the Centers for Disease
Control's guidelines. Review of the Resident’s clinical record will monitor accurate transcription
of the Physician orders, medication and treatment orders, care plan, and IV Flow Sheets to
ensure the professional standard of quality is met. Any irregularities will be reported to the CQl
Committee for further review and follow-up.

Completion Date: September 25, 2014
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The Physiclan of Resident #1 was notified and orders were received. Resident #1 no longer
resides at facllity

All resident records reviewed and all are currently receiving timely laboratory services.
physiclans were notified as indicated.

In-services were conducted on 9-16-14 by the Director of Nursing with all Nursing staff including
Administrative Nurses regarding providing and obtaining laboratory services timely to meet the
needs of the Residents. Implementation of notation of Instruction on the twenty-four hour
change in condition report for both Nurses on duty to review the lab orders indicated on lab
calendar together to ensure all labs are obtained and completed for that day timely. The in-
service addressed the measure taken to ensure resident’s labs are obtained timely along with
the importance of ensuring labs are obtained timely and reconciled to ensure results are
received and Physicians notified in a timely manner. Procedures on reconciliation were
reviewed with Clinical Coordinators.

The €Ql Committee designee will raview five residents’ records that are selected at random to
ensure laboratory services were obtained timely to meet the needs of the residents, The review
will be conducted on a weekly basis for one month and then monthly for one quarter, The
review of the Residents clinical records will monitor the Physician arders and ensure accurate
scheduling of 1ab on lab calendar, timely receiving of results, and notification to Physician for
ensuring resident laboratory services are provided and obtained timely. Any irregularities will
be reported to CQl Committee for further review and follow-up.

5. Completion date: September 25, 2014



