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' For the resident offected: On 8/3/15 Resident # 2's B24/15
F 000 INITIAL COMMENTS F 000 oxygen was reapplied as ordered. A respiratory
assessment was completed by a licensed nurse and the
AMENDED physiciun sotified of the nssessment findings. Oxygen
is currently heing administered per physician orders.
An Abbreviated Survey investigating Complaint The care plan has been reviewed by the
KY #23548 was conducted on 07/31/15 through imterdisciplinary tcam (IDT) and was noted as current
08/04/15. Complaint KY #23549 was and compliamt per physician orders retated to oxygen
unsubsiantiated wilh unrelated deficlencies cited administration, The IDT is composed of a Registered
at the highest SIS of a "D". Nurse, Activities Director, Social Services Director,
l;:ss :gzs%ﬁgﬁig: gzglﬁcngBNY QUALIFIED F 262 and a Dietary Manager. For other residents possibly

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each residenl's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, racord review
and facility policy review, it was determined the
facility falled to implernent the care plan for one
(1) of three (3) sampled residents {Resident #2),
Resident #2 was care planned for Oxygen per
physiclan's orders; however, observation
revealed Rasident #2's oxygen concenlrator was
not turmed an. The resident's 02 saluration was
75% {normal 95-100%).

The findings include:

Review of facility policy titled, “Comprehensive
Care Plan”, not daled, revealed it was the policy
of the facility to develop a comprehensive care
plan for each resident lhat includes measurable
objeclives and timetables to meet a resident’s
medical, nursing, and mental, and psychosocgfal
needs that are identified in the comprehensive

impacted: On 8/3/15, all residents with physician
orders for oxypgen were assessed for oxygen
adminisiration delivery according to physician's orders
and all were compliant. Additionally the residents’ care
plans were reviewed by the IDT per physician orders
related to oxygen administration and all were
compliont. Systemic Changes: By 8/12/15,
respiralory policies and procedures were reviewed and
updated to clarify oxygen administration is (o be
performed by licensed nursing personnel. By 8/12/15
all ficenscd nursing sinfT were educated by the RN
Staff Developmen Coondinator (SDC) on oxygen
adminisiration, folloiving physician orders related 1o
oxygen, and monitoring the resident receiving oxygen.
By B/12/15, all unlicensed direct care staff were
educated by the RN SDC on the revised respiratory
policies and procedures specifically that only licensed
nurses are to administer oxygen. During the
orientation process, all ficensed nurses and unlicensed
direct care siafT will be educaled on the respiratory
policies and procedures. Licensed nurses will be
required 1o demonsirate competency in oxygen
delivery per physicians' orders, perform a therough
respiratory assessment, demonsirte required
documentation of the assessment. and demonsirate
aceepluble critical
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Any deliciency statemant endi

th an asterisk (*) denctes a deficiency which the Institution may be excused from comecting providing it is determined that

olher safeguards provide sufficient prolection to the patlants. {See instruclions.) Except for nursing homes, the findings staled abovae are disclosabla 90 days
follawing the date of survey whether or not a plan of comection Is provided. Far nursing homes, ihe abiove findings and plans of comection are disclosable 14
days following the date these documents are made availoble 1o the facility, Il deficiencias are ciled, an approved plan of correction Is requisite (o continued

program participalion.
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thinking processes relate to physician and family
F 282 Continued From page 1 F 282

assessment.

Record review revealed the facility admitted
Resident #2 on 06/05/15 with diagnoses which
included Congestive Haart Failure, Asthma, and
Unspecified Acute Edema of Lung. Review of the
Quarterly Minimum Data Set (MDS) assessment,
dated 06/05/15, revealed the facility assessed
Resident #2's cognition as intact with a Brief
Interview of Mental Status (BIMS) scare of fifteen
"15" and he/she required total assistance with
aclivities of dally living {ADLs).

Review of Rasident #2's Comprehensivae Cara
Plan for Oxygen (O2) Therapy with a target date
of 09/1415, and review of the July 2015
Physiclan’s Orders, revealed an lo administer
oxygen (02) at three (3) liters par minute {lpm)
per nasal cannula {N/C).

Observation on 08/03/15 at 12:50 PM revealed
Resident #2 with a N/C in hisfher nose but the 02
concenlrator was not turned on.

Interview with Resident #2, on 08/03/15 at 1:05
PM, revealed he/she had been in the room over
an hour,

Observation on 08/03/15 at 1:04 PM wilh
Licensed Practical Nurse (LPN) #1 revealed her
placing pulse oximeter on Resident #2 fingers
with Oxygen leve! rising to 75%.

Interview with Certified Nurse Aide (CNA) #3, on
08/03/15 at 1:12 PM, revealed sha had forgotten
to turn on the oxygen concentralor when she had
taken Resident #2 back to the rooin and she
needed to make sure it was working before she
left the room.

aotification, Monitoring: On 8/3/15 and ongoing
therealier, licensed aurses will monitor all their
assigned residents with orders for oxygen every shifl.
Physiciuns' orders will be reviewed daily by the DON
or RN designee for new or changing physiciuns'
orders related (o oxygen. Daily audits of current order
and any order changes will be performed by the DON
or RN designee to ensure the orders are accurately
reftected on the Medication Administration Record
{MAR) and the cure plan as well as assess the residemt
for axygen administration delivered according to the
change. The DON will bring the result of the andits
10 the Performunce improvement Team Monthly x 3
months for any revision or plan recommendations
based on audit results, The Performance
[mprovement Teum consists of the Adminisirator,
Director of Nursing, MDS Coordinator,
Environmental Services, Social Services Director,
Activitics Dircctor, Dictary Manager, und o Licensed
Therapy representative.
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' ' For the resident affected: On 8/3/15 Resident # 2's T
F 282 Conlinued From page 2 F 282 oxygen was reapplied as ordered. A respiratory -
ussessment was completed by a licensed nurse and the
Interview with the Assistant Director of Nursing, physician notificd of the assessment findings, Oxygen
on 08/03/15 at 2:18 PM, revealed the nurse is currenily being administered per physician orders.
should make sure the oxygen is tumed on and it .
The care plan has been reviewed by the
is ulimately the nurses responsibility. She slated ) L i o
the CNA should not leave the room without mlcnllscm.lmary leam (!D.'I') and was noted as current
making sure the resident was receiving oxygen. and compliant per physician orders related 10 oxygen
wlministration. The IDT is composed of a Registered
Interview on 08/03/15 at 1:50 PM with Director of Nurse, Activities Dircctor, Sociul Services Director.
Nursing (DON) revealed Oxygen should be and a Dietory Manager. For other residents possibly

turned on for Resident #2. impacted: On 8/3/15, uil residents with physiciun orders

F328 483.25(k) TREATMENT/CARE FOR SPECIAL F328 lor oxygen were asscssed for oxygen administration

§s=p NEEDS delivery sccording to physician’s orders and all were
The facility must ensure that residents receive compliant. Additionally the residents' care pluns were
proper treatment and care for the following reviewed by the IDT per physician orders reluted to
special services: oxygen administration and all were compliant,
Injections; Systemic Changes: By 8/12/15, respiratory policies
Parenteral and enteral fluids; and procedures were reviewed and updated 10 clarify

Colostomy, ureterostomy, or lleostomy care;
Tracheostomy care;
Tracheal suctioning;

oxygen administration is to be performed by licensed
nursing personnel. By 8/12/15 all licensed nursing

Respiratory care; stulf were educied by the RN Siaff Development
Foot care: and Coordinator (SDC) on oxygen administration,
Prostheses. following physician orders rclated to oxygen, and

monitoring the resident receiving oxygen, By 8/12/15,
ol unlicensed direet care staff were cducuted by the RN

This REQUIREMENT is not met as evidenced SDC on the revised respiratory policies und procedures

tg;se d on observation, Interview, record review specifically that anly licensed nurses are 10 administer
and facility policy review It was determined the oxygen. During the orientation process, all licensed
facility failed to ensure one (1) of three (3) nurses and unlicensed dircet care stofT will be educated
sampled residents (Residenl #2) received the on the respiruory policies and procedures, Licensed
proper ireatment and care related lo respiratory nurses will be required 1o demonstrate compelency in
care. Observation revealed Resident #2's oxygen oxygen delivery per physicians' orders, perform a

cannula was in place; however, the oxygen
concenlrator was nol tumed on. The resident's
oxygen saturation was 75%.

thorough respiratory assessment, demonsirate required
documentation of the assessment, and demonstrie
acceptable critical
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The findings include:

Review of facllity policy litled, "Respiratory Care
Services Policy & Procedura: Oxygen
Concentrator Management, last revised July
2000, revealed a concentrator was the oxygen
source used to relieve hypoxia, decrease the
work of brealhing, and decrease myocardial work.
The procedure for use of an oxygen concentralor
was (o abtain physician order, plug concentrator
into electrical scurce and turn concentrater on.
Place nasal cannula in resident’s nose.

Record review revealed the facility admilted
Resident #2 on 06/05/15 with diagnosas which
included Congestive Hear Failure, Asthma, and
Unspecified Acutle Edema of Lung. Review of the
Quarterly Minimum Data Set (MDS) assessment,
dated 06/05/15, revealed the facilily assessed
Resident #2's cognition as intact with a Brief
Interview of Mental Status (BIMS) scaore of fifleen
"15" and he/she required tolal assistance with
actlvities of dally living (ADLs).

Review of Resident #2's Comprehensive Care
Plan for Oxygen (O2) Therapy with a target date
of 09/14/15, revealad an intervention for O2 per
nasal cannula (N/C).

Review of Resident #2's July 2015 Physician
Orders and Treatment Administralion Record
revaaled an order for oxygen (O2) at three (3)
liters per minute (lpm) per nasal cannula {N/C}.

Observation on 08/Q3/15 at 12:50 PM ravealed
Resident #2 with a N/C in his/her nose but the 02
concentrator was not turned on.

thinking processes relate to physician and fumily

F 328 paiification. Monitoring: On 8/3/15 and angoing
thercufier. licensed nurses will monitor all their
ussigned residents with orders for oxygen every shifi.
Physiciuns' orders will be reviewed daily by the DON
or RN designee for new or changing physiciuns'
orders reluted to oxygen. Duily audits of current order
and uny order changes will be performed by the DON
or RN designee to ensure the orders are accorately
reflected on the Medication Administration Record
(MAR) and the care plan as well us assess the
resident for oxygen administration delivered
according 1o the change. The DON will bring the
resull of the audits 1o the Performance [mprovement
Team Monthly x 3 months for any revision or plan
recommendations based on awdit results, The
Performance Improvement Team consists of the
Administrator, Director of Nursing, MDS
Coordinator, Environmental Services, Social Services
Direvtor, Activities Director, Dietary Manager, and u
Licensed Therapy representative,
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Interview with Resident #2, on 08/03/15 at 1:05
PM, revealed ha/she had baen In the room over
an hour,

Interview and observation, on 08/03/15 at 2:00
PM, with Licensed Practical Nursa (LPN} #1
revealed the LPN was tumning the oxygen
concentrator on and placing a pulse oximeter on
the finger of Resident #1. The pulse oximeter
reading was 75%, and the LPN stated Resident
#2 was supposed to have continuous oxygen and
the concentrator was not tumed on because staff
had not turned it on after bringing the resident
back to his/her room, LPN #1 administered a
duoneb treatment lo Resident #2. LPN #1 further
stated the lack of oxygen could be potentially fatal
. and the resident could have shortness of breath,
and any kind of respiratory issue could happan,

Interview with Certified Nurse Aide (CNA) #3, on
08/03/15 at 1:12 PM, revealed she had forgotten
1o turn on the oxygen concentrator when she had
laken Resident #2 back to the room and she
needed 1o make sure it was working before she
left the room.

Interview with the Assistant Director of Nursing,
on 08/03/15 at 2:18 PM, revealed the nurse
should make sure the oxygen Is tumed on and it
is ultimately the nurses responsibility. She stated
the CNA should not leave the room without
making sure the resident was receiving oxygen.

Interview on 0B/03/15 al 1:50 PM wilh Director of
Nursing (DON) revealed Oxygen should be
lurned on for Resident #2.
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