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This REQUIREMENT Is not met as evidenced
by:

Based on interview and review of the Minimum
Data Set (MDS) assessment, nursing and -
interdisciplinary Team Notes, physician's orders,
Comprehensive Care Plan, hospltal's Emergency
Department Physician Charl, and Death
Certificate it was datermined the facility failed to
provide care in accordance with the plan of care
of one (1) of five (5) sampled residents {Resident
#5). Registered Nurse (RN) #1 falled to monitor
vital signs, monifor for signs and symptoms of
dehydration, manltor for change in level of
consciousness, monltor for shoriness of breath,
monitor for cyanosis, administer oxygen (02) as
needed, provide Meds/treatmenis as ordered,
repori adventitious breath sounds, and update the
physician as needed per Resident #1's pian of
care.

On 11/29/13 when RN #1 came on duty at 7:00
PM she was made aware Resident #1 was a little
jethargic and she needed to obtain urine for an
Urinalysis because the physiclan thought the
resident might have a Urinary Tract infection
{UTI}. ON 11/30/13 at 5:00 AM, the Cerified
Nurse Alde (CNA) reported to RN #1 that
Resident #1 was not drinking, having diarrhea
and hard o arouse. RN #1 looked in on the
resident and obtained the resident’s vital signs
then called and laft a message for the physician
someatime between 5:30 AM-6:00 AM. At 6:00
AM, the physician called the facillty and RN #1
received orders for a Compiete Blood Count
(CBC}, Comprehansive Metabolic Profile )
{RCMP), Urinalysis (UA), chest x-ray, intravenous
fluids {iV}, Normai Saline at 90 cublc centimeters
{ce) per hour (hr), and IV Flagyl (an antibiotic)

. judgment of the nurses in attendance, This re-

i education was completed by the Director of

! Nursing, Assistant Director of Nursing or

: Unit Manager for hall number one. No

i licensed staff will work after 12/14/13

- without having received this re-education,

‘Ou 12/14/2013 the Regional Nurse

| Consultant provided education to the Director

+ of Nursing and the Unit Manager for hail one

| related to skill procedures for IV insertion,

i emergency oxygen administration, and
airway obstruction with competeacy testing.

{ The Director of Nursing or Unit Manager for

 hall one will provide training to afl licensed

. nurses on IV insertion, emergency pxygen

| administration and airway obstruction with

| competency testing. No staff will work afier

!i 12/19/2013 without having received this

j education and vatidation competency

‘4, The Director of Nursing will audit five (5)

‘resident records per week for twelve

1] (12)weeks to ensure that the care plans meet
i the needs of the resident and care plan

' interventions are followed. All monitoring

{ will be reviewed weekly by the Quality

| Assurance Committee for further

; recommendations if needed until substantial

| compliance is achieved. If at any time
concerns are identified a Quality Assurance
Commiitee meeting will be convened to

-make further recommendations. The Quality

.Assurance Comuittee will consist of the
Administrator, Director of Nursing, Social
Services Director, Unit Managers for hai! one
and two, and Dietary Services Manager and

i
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500 miiligrams {mg) threa times a day (TiD);
however, RN #1 falled to follow the care plan for
meds/treatments as ordered as she did not
initiate the IV per the physician's order. Further
record review and interview revealed there was
no documented avidence RN #1 monitored
Resident #1's vital signs, monitored for signs and 01/24/14
symptomns of dehydration, monitored for any . . . ‘ .

further change in level of consciousness,
monitored for shortness of breath, and cbtained
lung sounds per the resident’s care plan from the
time she came on duty on 11/29/13 at 7:.00 PM
until 11/30/13 at at 7:30 AM. Licensed Practical
Nurse (LPN) #1 (the day shift nurse) arrived at
the facility and whan she entered Resldent #1's
foom at 7:30 AM she noted Resident #1 was
having difficulty breathing, the resident's feet,
knees and hands were mottled and Resident #1
was not responding. LPN #1 initiated oxygen (02}
at two {2) liters. The resident's blood pressure
(B/P) was 55/24 {nomal range is 120/70), 02
saluration was 81% (normal range 98-100%)
before O2 started, Resldent #1 was mouth
breathing, pulse was 47 (normal range 70),
respirations were 24 (normat 20}, and
temperature was 97.1 (normat 28.6). The
physician was calfed and tha resident was sent to
the emergancy room for evaluation. The
resldent was diagnosed with Respiratory Fallure,
Dehydration, Hypotension and Gastrointestinal
Bleeding per rectum. Resident #1 was admitted
to the Intensive Care Unit, Coded and passed
away at 4:42 PM. Revlew of the Resident #1's
Death Certificate received 01/13/14, dated
12/16/13, revealed the immediate cause of death
was Pneumonia, secondary lo General Debility
with the underlying cause of Alzheimer's Disease.

The facility’s failure to provide care according to
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the plan of care has caused or is likely to cause
sarlous injury, ham, impairment, or death to a
resident. Immediate Jeopardy was identified on
12/13/13, and was determined to exist on
11/30/13. The facliity was notified of the
Immediate Jeopardy on 12/13/13. An acceptable
Allegation of Compliance (AoC) was received on
12/19/13 and the State Survey Agency valldated
the Immediate Jeopardy was removed on
12/20/13, as alleged. A partial extended survey
was conducled on 12/20/13. The scope and
severity was lowered to a "D" while the facility
develops and implements the Plan of Carrection
{POC) and tha facility's Quality Assurance
monitors the effectiveness of the systemic
changes.

The findings include:

interview with the Director of Nursing {(DON), on
01/21/14 at 4:10 PM revealed the facility did not
have a policy/procadure that addressed the
implementation of the care ptan by staff,

Record review revealed the facility admitted
Resident #1 on 12/31/08 with diagnoses which
inciuded Cerebrovascular Accldent {CVA),
Hypertension {HTN) NOS, Chronlc (schamic
Heart Diseass, Senile Dementia Uncomplicated,
Depressive Disorder NEC, Anamlia NOS, Urinary
Incontinence NOS, Tuberculosis {TB) of
Bronchus, unspecified, Review of the MDS
assessment, dated 10/07/13, revealed the facility
assessed Residant #1's cognition as severely
impairad.

Revlew of Resident #1's Comprehensive Carte
Plan for Potential for Alteration in Oxygen
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Exchange and Infection related to history of
pneumonia and bronchitis, dated 04/16/13,
revealed interventions to obtain vital signs as
ordered/needed, monitor for signs of dehydration,
monltor for change in level of consclousness,
monltor for shortness of breath, monitor for
cyanosis, fung sounds as ordered/needed,
medications/treatments as ordered, report
adventitibus breath sounds, and update physician
as needed.

interview with RN #1, on 12/10/13 at 12:42 PM,
on 12/13/13 at 7:36 AM, end on 01/20/14 at 6:00 -
PM, revealed when she came on duty on
11/29/13 she was told in report that she needed
{o obtain 8 UA because Resident #1 was a litlle
lethargic and might have a urinary tract infection.
RN #1 stated she had not reviewed Resident #1's
care plan but she told CNA #1 to push fluids
throughout the night. RN #1 statad CNA #1
reported to her on 11/30/13 at approximately 5:00
AM that Resident #1 was not wanting to take
fluids, was having diarrhea, and was not easily
aroused. RN #1 stated she assessed Resident
#1's vital signs and the resident's biood pressure
was "eighty something over fifty something".
However, there was no documented evidence RN
#1 obtained the resident's vital signs per the plan
| of care. Per interview, RN #1 called the on-call
physician and left a message between 5:30 AM
and 6:00 AM. The physician called at 6:00 AM
with orders for labs, an x-ray, 1V fluids, and
medications. However, there was no
documented evidence RN #1 provided Resident
#1 the medications and treatments ordered by the
physiclan per the resident’s plan of care. RN #1
stated she did not start the IV because "Resident
##1 was dehydrated, wasn't drinking” and she did
not have a iot of experience with starting an IV on
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someone that was dehydrated. However, per - : Co
interview and record review, RN #1 falled to
update the physiclan, per the plan of care, that
she was unable to start the IV fluids. The RN
stated she {ooked in on the resident around 6:30
AM and he/she was asteep. She stated the
resident opened his/her eyes but RN #1 did not
{ake his/har vita! slgns or assess the rasident,

Further record review which included the Nurses
Notes and Interdisciplinary Team Notes, dated
11/29/13 and 11/30/13, revealed there was no
documented svidence Resident #1's interventions
related to the resident’s history of pneumnonia and
bronchitis were implemented from 11/29/13 at
7:00 PM through 11/30/13 at 7:30 AM when LPN
#1 (day shift nurse) went to Resident #4's room.

Interview with LPN #1, on 12/10/13 at 10:30 AM
and 12/12/13 at 4:10 PM, revealed when she
entered Residant #1's room the resident was
pale, was not responding to staff, and would
meoan when touched. The resident's vital signs
were abnarmal and the resident's extremities
were mottiing, She statad the resident's 02 sat
was 81%, so she obtained an oxygen (02}
concantrator and placed the resident on 02 at
two {2} liters per minute per nasal cannula. LPN
#1 slated she called the physician at .
approximately 7:30 AM to send the resident to the
hospital with no response and she called the
physician agafn at 8:00 AM-8:15 AM and received
an order fo send the resident to the hospital for
evaluation,

Review of a Interdisciplinary Taam Note, datad

11/30/13 at 1:13 PM, revealed at 7:30 AM, LPN
#1 {day shift nurse) entered Resident #1's room
and noted Resident #1 was having difficulty
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breathing, the resident's feet, knees and hands.
were mottled, and the resident was not
responding. The resident's blood pressure (B/P)
was 55/24, O2 saturation was B1% before 02
was staried and the resident was mouth
breathing. LPN #2 placed the resident on oxygen
per nasal cannula and LPN #2 (day shift nurse)
initiated the 1V in the resident's right arm and
administered Normal Saline at 90 cc's an hour.
The resident's pulse was 47, respirations 24, and
temperature was 97.1 degrees Fahrenhsit. Thae
physician was calied and advised of Resident .
#1's condition and code status. The Physician : : . -
stated to send Resident #1 to the émergency
room for evatuation.

Review of the Hospital Emergency Depariment
Physician Charl, dated 11/30/13, revealed
Resldent #1 was diagnosed with Respiratory
Failure, Dehydration, Hypotension and
Gastrointestinal Bleeding per rectum. Review of
the Resldent #1's Death Ceriflcate, dated
12/16/13, ravealed the immediate cause of death
was Pneumonia, secondary to General Debility
with the underlying cause of Alzheimer's Disease.

Interview with the DON, on 01/21/14 at 10:28 AM,
ravealed she expected the nurse to follow the
care plan.

**The facilily implemented the foltowing aclions to
remove the Immediate Jeopardy:

On 12/14/13, the Regional Director of Operations
re-educated the Administrator related to the
responsibility of the Administrator to oversee the
facility in accordance with Federal regulations to
include monitoring of the Director of Nursing
related to the supervision of nursing staff. On
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12/14/13, the Administrator re-educated the
Director of Nursing on the raquirements to
supervise nursing staff to include guidance and
direction for new nurses as well as follow up
questions in communicatlons with the nursing
staff, On 12/14/13, the Regional Nurse
Consultant re-educated the Director of Nursing,
Asslistant Director of Mursing and Unit Managers
for hail one and fwo on the Interact Process,
timely notification of the physician and using the
Medica! Director if unabla to reach the attending
physician timely including caliing 911 in an
emergency siluation, The Interact Process is an
evidence based practice program developed at
the request of the Centers for Medicaid and
Medicare Services to reduce unnecessary retum
hospitalizations. The Regional Nurse Consultant
also re-educated the Director of Nursing,
Assistant Director of Nursing and Unit Managers
for units one and fwo on nofification of the
physician if the nurse was unable fo follow MD
ordars in a timely manner. It inciudes
suggestions for nurses on when to notify the
physician and what recommendations for
treatments to make, but does not overrids the
judgement of the nurse at bedside.

Resldent #1 was discharged from the facility on
11130/13. All Current resldents of the facitity have
been reviewed by the Interdisciplinary Team (IDT)
to Include the Director of Nursing, Unit Managers
for hafls one and two, Assistant Direclor of
Nursing, MDS Coordinator and Social Services
Director, to assure that any current resident who
is experiencing a significant change in condition
had physician notification. Any resident who was
deemed to have had a significant change in
condition in the past thirty {30) days without

physician nofification had immediate physician
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notification. This review included a set of vital
signs and visual examination of the resident for
apparent acute disfress by the Director of
Nursing, Asslistant Director of Nursing or Unit
Managers; and, a review of the medical record for
the past thirty {30} days by the IDT. This was
completed on 12/14/13,

The IDT, which included the Direcfor of Nursing,
Unit Managers, MDS Coordinator and Social
Services Director, reviewed aif current residents'
care plans on 12/14/13 to assure that the care
plan was up to date and met the needs of the
resident, and that the care plan interventions
were in place. Any resident whose care plan was
not up to date fo meet the needs of the resldent
had the care plan updated. Any interventions not
in place were implementad. ‘

Beginning 12/14/13, all licensed staff was
re-educaied on immediate notification of the
physician with a significant change in condition
using the Interact Process as a guideline, but not
to supercede the judgement of the nurse in
attendance. tn addlition, the education included
notification of the Medical Director if they were
unable to reach the attending physician timely.
This re-education was completed by the Director
of Nursing, Assistant Director of Nursing or Unit
Manager for hall number one. No licensed staff
will work after 12/14/13 without having received
this educatfon.

Beginning on 12/14/13, all licensed staff was
re-educated on the completion of appropriate
nursing assessments with follow up based upon
the resident’s condition with examples of
abnormat vital signs, respiratory and
gastro-intestinal using the Interact guidelines and
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pathways as a guide, not to supercede the :
judgement of the nurses in attendance, This -
re-education was completed by the Director of
Nursing, Assistant Director of Nursing or Unit
Manager for hall number one. No licensed staff
will work after 12/14/13 without having received
this re-education.

On 12/14/13, the Regional Nurse Consultant wili
provide education to the Director of Nursing and
the Unit Manager for hall one related to skilt
procedures for IV insertion, emergéncy oxygen
administration, and airway obstruction with
competency testing. The Director of Nursing or
Unit Manager for hail one will provids training to
all licensed nurses on IV insertion, emergency
oxygen administration and airway obstruction with
competency testing. No staff will work after
12/15/13, without having received this education
and validation competency.

An Ad Hoc Quality Assurance Committee meeting
{QPT1} was held on 12/14/13 to review the alleged
deficient practice as well as the plan for removal

to include audits for care plans and care plan
interventions to assure care plans meet the

needs of the residents and interventions are
followed, and all training material presented to
licenséd staff. The discussion also included
tralning completed for the Administrator and the
Director of Nursing and how the facility will

monitor cotrective actions. [n attendance was the
Administrator, the Director of Nursing, the
Assistant Director of Nursing, Unit Manager, MDS
Nurse and the Social Service Director. The .
Medical Director attended via conference call. No
further recommendations were made by the
committes, The Quality Assurance Committee will
meet weekly to review the removal pian as well
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as monitoring of actions weekly unfil substantial
compliance is achleved.

Monitoring of the allegation of compliance will be
conducted by doing the following: The Director of
Nursing or Unit Manager for hall one will raview
the Twenty Four Hour Report and all physiclan
orders daily for two weeks, foliowed by five times
a week for at least ten weeks to assure all
changes in condition had appropriate physician
notlification, assessment and follow up. In
addition, the Director of Nursing, Assistant
Director of Nursing or Unit Managar for hall one
will contact the facllity once each shift to raview
with each nurse any significant changes In
resident condition to assure licensed staff are
assessing and notifying the physician timely, This
wilk ocour daily for two weeks, followed by five
times per week for at izast tan waeks on each
shift. The Administrator will speak with all new
nurses within the first thirty (30} days of
employment and at laast five nurses per month
for three months fo assure training needs are mat
as well as fo assure communication with the
Director of Nursing s open and appropriate, The
Director of Nursing will audit five resident records
per week for twelve weeks to ensura that the care
plans meet the needs of the resident and care
plan intarventions are followed.

All monitoring will be received weekly by the
Quality Assurance Committee for further
racommendations if needed until substantial
compliance Is achieved. If at any time concerns
are identified, a Quality Assurance Commiliee
meeting will be convened to maka furlher.
recommendations. The Quality Assurance
Committee will consist of the Administrator,
Director of Nursing, Social Services Director, Unit
Ewvent [D: RYVQ1Y] Facllity fD: 100175 If continuation sheet Page 48 of 74
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Managers for hali one and two, the Dietary
Services Manager and the Medical Director
altending at least quarterly. Failure to comply
with any of the above will result in Individual
re-training and as appropriate disciplinary action.
The Center alleges by the above actions that the
immediate Jaopardy was abated for all residents
on 12/20/13. :

**The State Survay Agency validated the
corrective action taken by the facility as follows:

Review of an in-service provided to the
Administrator on 12/14/13 reveated the
Administrator was inserviced on the
Administration, Supervision and monitaring of
system Impiementation to understand
administrative duties and Federal regulations.
The supervision of the DON and other direct
reports and the methed and frequency of system
monitoring.

Review of an in-service provided to nursing staff
on 12/14/13 reveated it includad physician
notification regarding a resident change in
conditfon, completion of appropriate nursing
assessments and follow up, Interact Process
review, notification of the physician, call the
Medicat Director if unabis to reach the attending
physician timely and to call 911 in an emergency,
with no need to call the physician first.

Review of the Regional Director Officer's
education of the Administrator revealad the
Administrator was educated on 12/14/13 related
to monitoring the DON's supervision of the
nursing staff to include guidance and direction for
new nurses and foliow up communication.
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emergency oxygen and airway obstruction, All
staff scheduled to work after 7:00 PM Sunday
had completed the skills check off.

Interviews with LPN #1, LPN #2, LPN #3, LPN #4,.
LPN #5, RN #3 and RN #4 on 12/20/13 at 1:50
PM, 3:35 PM, 3:45 PM, and 4:10 PM, revealed
they had been in-serviced related to residents’ -
change In conditions, timely notification of the
physician and/or the Medical Director, or to call
911 In an emergency. in addition, the staff
revealed they were in-serviced on thé Interact
Process, accurate chart documentatlon, iV
techniques and oxygen administration In an
emergency.

Interview with the DON on 12/20/13 at 3:30 PM,
revealed she was re-educated on 12/14/13 by the
Regional Nurse Consultant which included
educating the nurses to ensure they ware
comforiable with doing their job and compleling
thelr skills. in-servicas included education on
documentation, emergency procedures, oxygen
administration, physician notification, the Interact
Process, and SBAR. The nurses were also
strongly encouraged to not let these guldelines’
override their nursing judgement. The DON
stated she will be more involved with nurses so
she can identify thelr skill needs, and what
education they may need. She stated the slaff
was Instructed on timely notification, the Interact
Systam, how to treat emergencies as
emergencles and to err on the side of caution.
The facllity's expectation is for physlclan orders to
be Implemented and residents be sent out of the
facility, if needed. Orders should be done timely
and staff should be proactive and prevent
emergencies instead of trying to husile to geta

rasident out to the hosplial, Tha assessment

F 282
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process should prevent those emergencies from
happening. She stated she assisted the Assistant
Director of Nursing and the Unit Manager and
assessed all residents to ensure all needs were
being met. Vital signs and visual assessments
were completed, tha information was
documented, the charts ware reviewed and
compared with the care pians. All care plans
were updated to ensure the residents' needs
ware being met. The Process now is to have a
daily clinical meating which includes (DON,
ADON, and UM) to revlew new orders, cars
plans, and resident condltions. If needed, they will
have an afternoon meeting to review anything
that needed to be followed up on from the
morning meeting. Any resident who had a
significant change In the past thitty (30) days
without physician notification had immediate
physician notification. Further interview revealed
medical records were reviewed on all residents
for the last thirty {30) days beginning 12/14/13.
All licensed staff was re-educated on the
immediate notification of the physician with a
sudden change in condition using the Interact
Frocess, as a guide. If staff was unable to reach
the physlician, they may call the Medical Director.
If the Medical Director doesn't answer within ten
to fifteen minutes to send the resident out to the
hospital, The Reglonal Nurse Consultant
provided education to her and the acting

.| ADON/UM for hatl one. Educalion included the
procedure for picking an IV site and insertion of
the IV, follow up assessments every shift, signs
and symploms of infection, notification of the
physiclan and documentation.-Gxygen
administration which included when to assess
and apply, what to starf the oxygen af, stay with
the resident and fo notify the physician to get a
order. Competency validation with no staff
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working after 12/19/13 without having the
education and the validated competency. A
Quafity Assurance meaeting was heid on 12/14/13,
they discussed the concems and issues with the
Medical Director and began making plans of
correction that included in-services and
education, assessments of residents, updated
care plans and significant changes that the
physician would need {o be notified about, She
stated they were monltoring for corrective actions
and t was her responasibility to monitor the Twenty
Four Hour Reports daily and to call the facility
threg (3) tirmes a day on each shift {o speak with
the nurses and gat a report on their residents,
She stated she reviewed orders and care plans
daily In the clinical meeting and she was auditing
all admissions. Further interview revealed she
wouid audit five records daily right now fo ensure
everything was In place then will audit weekly.
Monltoring was reviewed by the Quality
Assurance team.

interview with the Administrator on 12/20/13 a!
4:10 PM, reveated he was re-educated by the
Regional Director Officer on 12/14/13. His
education included understanding administrative
duties, federal regulations, supervision of the
Director of Nursing and other direct reports. They
atso reviewed their methed and frequency of
system monitoring. He stated he educated the
Director of Nursing which included supervision of
nursing staff on guidance and direction for all
nurses. The education also Included information
to fallow up with and communicate with nursing
staff. He reviewed the DON's administrative
duties, supervision of direct reports and method
and frequency of system monltoring. He stated he
was Involved in the Quality Assurancs meeting on
12/14/13 with the IDT members and the Medical _
Event i0: RvvQ11 Facility {D: 100175 If continuation sheet Page 530f 74 ’
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Director via a conference call. Further interview
revealad he reviewed all findings of the F309
immediate Jeopardy survey and the abatement. 1. Resident # | was discharged from the
He stated he was overseeing audits, twenty four facility on 11-30-2013,
hour reports, physiclan orders review and dally
shift reviews for significant changes in conditions. 2. On 12/14/2013 all current residents of the
He stated he is also speaking with all new nurses facility were reviewed by the
within thirty {30} days of hire; and, a total of five Interdisciplinary Team (IDT) to include the
nurses per menth for three months to ensure their Director of Nursing, Unit Managers for halls
3 3 3
training needs were being met and one and two, Assistant Director of Nursing,
communication with the DON was opan and MDS Coordinator and Social Services
appropriate. Di .
trector to assure that any current resident
F 309 ﬁ?éflg gs&;IFLEB%?EESERWCES FOR F30% who is experiencing a significant change in
58=J condition had physician notification. Any

Each resident must receive and the faclilty must
pravide the necessary care and services fo atlain
or maintain the highest practicable physical,
mental, and psychogocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by: .

Basad on interview and review of the Minimum
Data Set (MDS) assessment, physician's orders,
Comprehensive Care Plan, nursing and
Interdisciplinary Team Notes, resident transfer
form, Ambulance Service Run Report, hospital
physical, laboratory reports, hospital Emergency
Depantment Physician Chart, Death Ceirtificate
and faclility policy/procedure it was determined the
facility failed to provide the necessary care and
services {o attain or maintain the highest practical
physical, mental, and psychosocial well being, in

resident who was deemed to have had a
significant change in condition in the past
thirty (30) days without physician
notification had immediate physician
notification. This review included a set of
vital signs and visual examination of the
resident for apparent acute distress by the
Director of Nursing, Assistant Director of
Nursing or Unit Managers and a review of
the medical record for the past thirty (30)
days by the IDT.

The IDT, which included the Director of
Nursing, Unit Managers for halls one and
two and the MDS Coordinator and Social
Services Director, reviewed all current
residents’ care plans on 12/14/2013 to assure
that the care plan was up to date and met the
needs of the resident, and the care plan
interventions were in place. Any resident
whose care plan was not up to date to meet
the needs of the resident had the care plan
updated. Any interventions not in place were
implemented.
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. 3. On 12/14/2013 the Regional Director of
F 309 Continued From page 54 F 309 g o

accordance with the comprehensive assessmant
and plan of care for one {1) of five {5) sampled
residents (Resident #1),

On 11/29/13, when Registered Nurse (RN) #1
came on duty at 7:00 PM, she was made aware
Resident #1 was a litlle iethargic and she needed
to obtain a Urinalysis because the physiclan
thought hefshe might have a Urinary Tract
Infection (UTH). On 11/30/13 at approximately
5:00 AM, a Certified Nurse Alde {CNA) reported
to RN #1 that Resident #1 was having diarrhea,
did not want to drink and woulid not arouse easily.
RN #1 assessed the resident and called the
physician and left a message at approximately
5:30-6:00 AM. RN #1 proceaded to adminisier
other resldents' medication while she waited for
the return calf from the physician. The physician
called at 6:00 AM with orders for a Complete
Blood Count {CBC), Comprehensive Metebolic
Profile {CMP), Urinalysis (UA), chest x-ray,
intravenous Fluids (V) Normal Sallne at 90 cubic
centimeters {cc) per hour {hr}, and iV Flagyl
(antibiotic) 500 milligrams (mg) three times a day
(TtD). RN #1 failed to provide care according to
the care plan related to the physician's orders for
the IV which was in the scope of practice of an
RN and failed to notify the physician sha was
unable to Initlate the IV, In additlon, there was no
evidence the RN provided tha care and services
refated to conducling ongolng assessments and
monitoring of the resident from 11/28/13 at 7:00
PM when she was made aware of the residenf's
condition until 11/30/13 at 7:30 AM when the day
shift nurse arrived. When Licensed Practical
Nurse (LPN) #1 (day shifl nurse} wenl to the
resident's room at 7:30 AM to carry out the
physlcian's orders, she noted Resident #1 was
having difficulty breathing, the resident's feet,

Operations re-educated the Administrator
refated to the responsibility of the
Administrafor to oversee the facifity in
. accordance with Federal regulations to
| include monitoring of the Director of Nursing
i related to the supervision no nursing staff, On
] 12/14/2013 the Administrator re-educated the
. Director of Nursing on the requirements to
;; supervise nursing staff to include gnidance
i and direction for new nurses as well as
i follow up questions in communications with
| the nursing staff. On 12/14/13 the Regional
i Nurse Consultant re-educated the Director of
! Nursing, Assistant Director of Nursing and
. Unit Managers for hall one and two on the
i Interact Process, timely notification of the
! physician and using the Medical Director if
i Unable to reach the attending physician
| timely including calling 911 in an emergeney
]‘ situation. The Interact process is evidence
! based practice program developed at the
{ request of the Centers for Medicaid and
Medicare Services to reduce unnecessary
return hospitalizations. The Regional Nurse
Consuitant aiso re-educated the Director of
Nursing, Assistant Director of Nursing and
Unit Managers for units one and two on
notification of the physician if the nurse was
unable to follow MD orders in a timely
Manner It includes suggestions for nurses on
when to notify the physician and what
recommendations for treatment to make but
does not supercede the judgment of the nurse
at bedside.

Beginning 12/14/2013, all licensed staff was
re-educated on the immediate notification of

|
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the physician with a significant change in

F 309 Continuved From page 55 F 308 condition using the Interact Process as a
knees and hands were mottled and Residaent #1 guideline, but not to supersede the judgment
was not responding. The nirse iniliated oxygen of the judgment of the nurse in attendance. In

addition, the education included notification
of the Medical Director if they were unable

{02} at two (2} liters and conducted an in and out
catheterlzation for urine for the UA. The nurse

obtalned approximately five to seven cc’s of dark to reach the attending physician imely. This
tea colored wurine. The resident's blood pressure re-education was completed by the Director
(B/P) was 55/24 (normal range: 120/70), 02 : of Nursing, Assistant Director of Nursing or
saturatlon was 81% (normal range: 98-100%) Unit Manager for hall one. No licensed staff
before O2 started, Resident #1 was mouth will work after 12/14/13 without having
breathing, pulse was 47 (normal range: 70}, received this education

respirations were 24 {normal range: 20), and Beginning 12/14/2013, all licensed staff was
temperature was 97.1 {normal range: 98.7). LPN 5 :

re-educated on the completion of appropriate
nursing assessments with follow up based
upon the resident’s condition with examples
of abnormal vital signs, respiratory and

 #2 initiated the IV per the physician's order. The
physician was called at 7:30 AM for orders to
send the resident to the hospital with no response
from the physician. LPN #1 did not call the

physician back unti! 8:00-8:15 AM with orders gastro-intestinal using the interact guidelines
received to send the resident to the emergency and pathways as a guide, not to supersede the
room for evaluation at that time. Resident #1 was judgment of the nurses in attendance. This re-
diagnosed with Respiratory Fallure, Dehydration, - education was completed by the Director of
Hypotension and Gastrointestinal Bleeding per Nursing, Assistant Director of Nursing or
rectum. Resident #1 was admitted to the ' 4§ Unit Manager for hali number one. No
Intensive Care Unlt, coded and passed away at licensed staff will work after 12/14/13
4:42 FM. without having received this re-education.
On 12/14/2013 the Regional Nurse
Refer to F157, F281 and F282. Consultant provided education to the Director
of Nursing and the Unit Manager for hall one
The facility's failure to provide the necessary care related to skill procedures for IV insertion,
and services {o aftaln or maintain the highest emergency oxygen administration, and
practical physical, mental and psychosocial well airway obstruction with compelen’cy testing.

being fn accordance with the comprehenslve
assessment and care ptan has caused or is likely
to cause serious injury, harm, impairment, or
death 1o a resident. Immediate Jeopardy was
identified on 12/13/13, and was detemmined to
exist on 11/30/13. The facilily was nollfied of the
immediate Jeopardy on 12/13/13, An accaptable
Allegation of Compliance {AoC) was received on
12/19/13 and the State Survey Agency validated
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the Immediate Jeopardy was removed on
12/20/13, as alleged. A partial extanded survey
was conducted on 12/20/13. The scope and
severity was lowered to a "D" while the facliity
develops and implements the Plan of Correctlon
(PQC) and the facility's Quallty Assurance
monitors the effecliveness of the systemic
changes.

The findings include:

Review of the facility's policy and procedura
"Change in Condition", dated 01/11, revealed a
change of condition in a resident should target
many areas of the Interdisciplinary Team (IDT)
function. To ensurs the oplimal outcome for the
resident, the nursing process of Assessment,
Plan, infervention, and Evaluation will be used.
Physician involvement is always required, as Is
follow-up assessment per Federal Guidelines.
Process: Interact 11 systemn is fo be used with
this protocoel. Change in conditlon Assessment
Guldelines will ba foliowed by the licensed nurse
for the initial, and when necessary the follow-up
assessment to detect change in condition by
symptoms and categories. Intaract tool
"Immediate Notificelion" revealed any symptom,
sign or apparent discomfort that is acufe or
sudden in onset, and a marked change {more
severe} in relalion to usual symptoms and signs,
or unrelieved by measures already prescribed.
All information triggers In this reference will be
used when notifying the physician. A
Situation-Background-Assessment/Appearance
Reques! (SBAR) form is to be used for
documentation prior to notifying the physician.
This form will contain information gathered when
doing an assessment and is o be utilized as a
Nursing Note in the medical record. Notification

for hall one will review the twenty Four Hour
Report and alf physician orders daily for two
:(2) weeks, followed by five (5) times a week
‘for at least ten (10) weeks to assure all
changes in condition had appropriate
:phylelan notification, assessment and follow
up. In addition the Director of Nursing,
Assistant Director of Nursing or Unit
Manager for hall one will contact the facility
once each shift fo review with each nurse any
significant changes in resident eondition to
assure licensed staff are assessing and
notifying the physieian timely, This will
occur daily for two (2) weeks, followed by
five (5) times per week for at least ten weeks
on each shift, The Administrator will speak
with all new nurses within the first thirty (30)
idays of employment and at least five (5)
nurses per month for three months to assure
training needs are met as well as to assure
communication with the Director of Nursing
is open and appropriate. The Director of
Nursing will audit five (5) resident records
per week for twelve (12)weeks to ensure that
the care plans meet the needs of the resident
:and care plan interventions are followed. All
'monitoring will be reviewed weekly by the
Quality Assurance Comumittee for further
recommendations if needed until substantial
icompliance is achieved. If at any time
‘concerns are identified a Quality Assurance
iCommittee meeting will be convened to
?make further recommendations. The Quality
'Assurance Committee will consist of the
Administrator, Director of Nursing, Social
Services Director, Unit Managers for hall one
and two, and Dietary Services Manager and
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notification was made and the namas of the
person{s) {o whom you spoke.

Record review revealed the facility admitted
Resident #1 on 12/31/08 with diagnoses which
included Cerebrovascular Accident (CVA), |
Hypertension (HTN) NOS, Chronic 1schemic
Heart Disease, Senile Dementia Uncomplicated,
Depressive Disorder NEC, Anamia NOS, Urlnary
Incentinence NOS, Tuberculosis (TB) of '
Bronchus, unspecified, Review of the MDS
assessment, dated 10/07/13, revealed the facility
assessed Resident #1's cognition as severely
impaired. Review of the physician orders, dated
11/01/13 through 11/30/13, revealed Resident #1
was a full code,

Review of Resident #1's Comprehensive Care
Plan for Potentiaf for Oxygen Exchangs, Infection
refated to incontinence and Nulritional Risk, dated
10/10/13, revealed intarventions to obtain vital
signs as ordered/needed, O2 as ocrdered/needed,
ancourage fluid infake, monitor for signs of
dehydration, monitor for change in level of
consclousness, monitor for shortness of breath,
monitor for cyanosis, lung sound as
ordered/neaded, Meds/ireatmants as ordered,
report adventitious breath sounds, and update
physician as needed,

Interview with CNA #1, on 12/13/13 at 7:05 AM,
revealed sha reported to RN #1, on 11/30/13 at
approximately 5:00 AM, Reslident #1 was having
diarrhea, dld not want to drink anything, and was

not aeasily aroused,
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‘ of Resident Change In Condition: Clinictans will
immediately consult with the resident's physician
when there is & significant change in condition.
Document in the Nurses' Notes the times 0 1/24“4
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Record review revealed no documenied evidance

a Siuation-Background-AssessmentAppearance. -
Request was completed by RN #1 related to any
assessments of Resldent #1 by the nurse when a
change in condition was identified,

Review of a telephone physician order, dated
11/30/13 at 6:00 AM, revealed an order for a
Complete Blood Count {CBC), Comprehensive
Metabolic Panel (CMP), and Urlnalysis (UA) now,
chest x-ray, Normal Safine 1V at 90 cc's per hour
and Flagyl {antibiotic) 500 mg IV three times a
day.

Intarview with RN #1, on 12/40/13 at 12:42 PM,
on 12/13/13 a1 7:36 AM, and on 01/20/14 at 6:00
PM revealed when she repcrted to work on
11/29/13 at 7.00 PM, the off going nurse told her
that Resident #1 was a litlle lethargic and she
needed to obtain a Urinalysis because the
physlclan thought hefshe might have a Urinary
Tract Infection (UTI). She stated she instructed
the CNA fo push fluids. At 5:00 AM, CNA#1
reported that Resident #1 was having diarrhea
and not wanting to take flulds. RN #1 stated
around 5:00 AM she assessed Resident #1's vital
slgns and the resident's blood pressure was
“elghty something over fifty something”. RN #1
stated she documented the assessment and vital
signs on a nota pad and threw the note away
without documenting the information in the
resident's records, She stated she was not aware
of the Interact process and did not complete a
SBAR per the facllity's policy. RN #1 called the
on-call physician and left a message between
5:30 AWM and 6:00 AM. RN #1 revealed she then
administared the morning medications to other
residents until the physician called at 6:00 AM
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with orders for labs, an x-ray, {V flulds and ‘
medications. The RN stated she did not start the
tV because "Resident #1 was dehydrated, wasn't
drinking" and she did not have a lot of experience
with starting an IV on someone thal was
dehydrated. Another reason she did not start the
IV was due to not having "good feeling” in her
fingertips. She stated she had started IV's in the
facility in the past but she always had another
nurse with her. She stated she asked for
assistance a few different times during her shift
from RN #2; however, RN #2 could not help due
to having issuas going on with her residents and
shea was In the middle of a medication pass, She
stated she did not notify the physician sha was
unable to start the iV fluids. The RN stated
everything was happening around 5:00 - 5:30 AM,
and she felt overwhelmed. She stated after she
received the physician's order at 6:00 AM, she
called the Director of Nursing {DON), who was on
call after 6:00 AM, to let her know Resident #1
had a change In condition and what the physician
ordered, She stated she knew the day shift hurse
would ba coming In and she told the DON she
would ask for help with the IV when the nurse got
there. She stated she continued to work on
passing her medications. She stated when the
day shift LPN {LPN #2) arrived, she flagged her
down and fold her she needed help o start an V.
LPN #2 then clocked in and started the V.

interview with LPN #2, on 12/10/13 at 11:47 AM
and on 12/12/13 at 4:50 PM revealed she was
asked by RN #1 to start Resldent #1's IV becauss
RN #1 didn't think she could start it since the
resident was dehydrated. She stated she
gathered the supplies and started Resident #1's
IV around 7:00 AM. Resident #1 did not ook
good, his/her eyes weara sunken and looked
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dehydrated. She stated she filled out the transfar -
form around 8:00 AM and the vilals signs and an
assessmant were conducted before the resident
was transferred to the hospital. $he stated LPN

#1 called the physiclan and Resldent #1 was sent
out,

Review of an Interdisciplinary Team Note, dated
11130713 at 1:13 PM, revealed at 7:30 AM, LPN
#1 (day shift nurse} called the mobile x-ray
agency for a stat chest x-ray. When LPN #1
entered the resident's room to catheterize
Resident #1 to obtain the UA, she observed
Resident #1 was having difficulty breathing, the
resident's feet, knees and hands were mottled,
and the resident was not responding, LPN #1
initiated O2 at two (2) liters, and obtained urine
with an in and out catheter, She was able to
obtain approximately five (5) to seven {7} cc's of
dark tea colored urine. The resident's blood
pressure (B/P) was 55/24, O2 saturation was
81% before 02 was started and the resldent was
mauth breathing. LPN #2 initiated the 1V in the
resident’s righ! arm and administered Normal
Saline at 90 cc's an howr. The resident's pulse
was 47, respirations 24, and temperature was
97.1 degrees Fahrenheit. The physiclan was
called and advised of Resident #1°s condition and
code status. The Physician stated to send
Resident #1 to the emergency room for
avaluation.

Interview with LPN #1, on 12110/13 at 10:30 AM
and 12/12/13 at 4:10 PM, revealed she walked in
at shift change and was fold an IV needed to be
started. She stated RN #1 told her Resident #1
wasn't doing well. She stated she could see RN
#1 was really overwhelmed, behind and she
started helping. She stated when she entered
EventiD:RWQ1 Faclity ID: 100175 If continuatlon shaet Page 81 of 74
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Resident #1's room she noted Resident #1 was
pale, was not responding fo staff, and would

moan when touched. She stated the resident's
viial signs were abnormal and the resident's
extremilies were mottling. She stated the

resident's 02 sat was 81%, so she obtained an
oxygen {O2) concentrator and placed the resident '
on 02 at two {2) liters per minute per nasal
cannufa. LPN #1 stated she called the physiclan
at approximataly 7:30 AM o send the resident to
the hospital with no response and she called the
physician agein at 8:00 AM-8:15 AM and recelved
an order fo send the resident to the hospital for
evaluation.

Review of the physiclan telephone order, dated
11/30/13 at 8:15 AM, revealed an order to send
Resident #1 to the Emergency Room {ER) for
evaluation.

Review of a fransfer form, dated 11/30/13 (nho
time) filled out by LPN #1, revealed the reason for
transfer was decreased oxygen saturation, 8/P
63/25, pulse 0-43, O2 sat 72%, motftling of hands,
feet and knees, and dehydration. An IV of normat
saline was started at 7:00 AM at 90 ccs per hour.
The Physician was notified of Resident #1's
change in condition and oxygen saturation
continued dropping.

Review of the Ambulance Service Run Report
and narrative, dated 11/30/13, revealed a call was
received from the facility at 8:22 AM with the chief
complaint that Resident #1 was unrasponsive.
The ambulance arrived at the facility at B:28 AM
and the attendanis were at Resident #1's side at
8:30 AM. inltlal assessment revealed Resident #1
was unresponsive, cold and pale, the left and
right pupil were 2-mm non-reactive, fung sounds

FORM CMS-2567(02-99) Provious Varslons Obsolete Evonti0: RVva H Fagility 10: 100175 If continuation sheet Page 82 of 74



From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

02/12/2014 08:57

5

#529 P.064/075

PRINTED: 01/27/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIOER/SUPPLIERIGUA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
18B402

NAME OF PROVIDER OR SUPPLIER

HERDERSON NURSING AND REHABILITATIDN CENTER

41D SUMMARY STATEMENT OF DEFICIENCIES
PREFLX (EACH DEFICIENCY MUST BE PREGEDED BY FULL
TAG REGULATORY OR LSC 1OENTIFYING INFORMATION)

F 302} Continved From page 62
~ { of tha left and right upper and lower lungs were
decreased, and the resident was incontinent with
diarrhea. The resident's brachiat pulse, femoral
pulse, pedal pulse and radial pulse were absent.
The facility staff had started 02 and an |V 24
gauge with nommal saline was in place but was
not running. The resident was unresponsive and
nursing staff was at bedside. Vital signs were
checked, they wera unable to obtain B/P, the
carolid pulse was presant but very weak. They
were Unable to obtain SPD2 {oxygen saturation)
due to cold extremities. They increased 02 to non
rebreather mask at 15 liters per minute. Thay
established IV 20 ga to left forearm with Norma}
saline 0.9% initiated at opsn rate, They
established a second 1V to the laft anticubal with
Nomnal saline 0.9% at open rate. The resident's
skin was pale, cool and dry with poor skin turgor,
Respirations were shaliow and rapid, jung sounds
wara diminished in both upper and lower lobes.
They were unable to palpate distal pulses.

Review of the hospital physical, dated 11/20/13 al
8:30 AM, revealed Resldent #1 had dry mucus
membranes, was hypoxic (fack of oxygen), pale
and unresponsive. Review of the Hospital
Laboratory Report, dated 11/30/13 at 9:00 AM,
revealed Resident #1's BUN {Blood, Urea,
Nitrogen) was 149 (reference range 7-18) and
Creatinine 7.6 {referance range 0.8-1.4), Review
of the Hospital Emergency Depariment Physician
chailing, dated 11/30/13, revaaled Resident #1
was diagnosed with Respiratory Fallure,
Dehydration, Hypotension and Gastrolntestinai
Bleeding per rectum. Interview with the Hospitet
Social Worker, on 12/10/13 at 9:03 AM, revealed
the resident was admitted o the Intensive Care
Unit, Coded and passed away at 4.42 PM.
Review of Resident #1's Death Certificate
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received 01/13/14, dated 12/16/13, revealed the
immediate cause of death was Pneumonia,
secondary to General Debility with the undarlying
cause of Alzheimer’s Disease.

Interview with Residant #1’s physician, on
12/10/13 at 3:56 PM, revealed Rasident #1 had
diarrhea with a blood pressure that had dropped.
Resident #1 was infubated due to respiratory
distress and he/she had pneumonia.

Interview with the Director of Nursing {DON), on
12711713 at 2:15 PM, on 12/12/13 at 5:15 PM:;
and, on 12/13/13 at 3:05 PM, revealed if the
nurse was unabls to reach a provider, the nurse
should re-call the physician and should try again
within thirty (30) minutes. She stated there was
no policy with a specific time, nursing was to use
their judgement. She stated there was no
documentation as to the time the physician was
called. The DON reveaied sha would have
expected the nurse fo initiate the 1V immediately.
The DON stated she was on call and the nurses
call whoever is on call related to any Incidents,
changes In condition and keep them updated on
what is going on in the home. She stated when
RN #1 called her the second time she'was
preparing to come in to the facility and she gotto -
the facitity at 3:00 AM. She stated the nurses can
call administrative staff anytime they have Issues
and we will come in. The DON stated she did not
feel like she naeded to hurry up end go in. She
stated RN #1 could have asked RN #2 to assist,
catled the IV Team or sent Resident #1 to the
hospifal. She stated she was not sure if RN #1
asked for assistance to start the IV. She stated
she recelved a call from RN #1 al 6:30 AM with
an update about transfers and the RN had toid -
her Resident #1 wasn't doing well. RN #1 stated
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she had received orders from the physiclan for an
IV, stat labs and chest x-ray, UA and antibiotics,
The DON stated RN #1 never sald she was
overwheimed and needed help. ‘"The DON stated
she did not ask RN #1 i she needed hslp. She
stated she then received a call around 8:00 AM {o
8:45 AM about Resident #1 being sent out per -
911 emergency from LPN #1, The DON revealed
RN #1 was a falrly new nurse and had worked at
the facility six to seven months. She stated RN #1
had completed orientation; however; there was
no competency for IV's. She stated the RN was
trained on the Interact systemn and how fo use the
SBAR to document resident assessment findings
so when the physiclan was calied the information
could be relayed to the physician.

**The facility implemented the following actions to
remove the imrmedlate Jeopardy:

On 12/14/13, the Regional Director of Operations
re-educated the Administrator related to the
responsibility of the Administrator to oversee the
faclfity in accordance with Federal regulations to
include monltoring of the Director of Nursing
related to the supservision of nursing staff. On
12/14/13, the Administrator re-educated the
Diractor of Nursing on the requirements to
supervise nursing staff to Include guidance and
direction for new nurses as well as follow up
questicns in communications with the nursing
staff. On 12/14/13, the Reglonal Nurse
Consultant re-educated the Director of Nursing,
Aassistant Director of Nursing and Unlt Managers
for hali one and two on the Interact Process,
timety notification of the physician and using the
Medical Director If unable to reach the attending
physician timely including calling 211 in an
emergency situation. The Interact Process Is an
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evidence based practice program developed at
the requést of the Canters for Medicaid and
Medicare Services to reduce unnecessary return
hospitalizations. The Regional Nurse Consuitant
also ra-educated the -Direclor of Nursing,
Assistant Director of Nursing and Unit Managers
for units one and twe on netification of the
physician if the nurse was unable {o follow MD
orders in a timely manner. Hincludes
suggestions fof nurses on when to notify the
physician and what recommendations for
freatments to make, but does not override the
judgement of the nurse at bedside.

Resident #1 was discharged from the facility on
11/30/13. All Current residents of the facility have
been reviewed by the Interdisciplinary Team (IDT)
to include the Director of Nursing, Unit Managers
for halis one and two, Assistant Director of
Nursing, MDS Coordinator and Soclal Services
Diractor, to assure that any current resident who
is experlencing a significant change in condition
had physician notification. Any resldent who was
deemed to have had a significant change in
condition in the past thirty {30) days without
physician nofification had immediate physician
notification. This review included a set of vital
signs and visual examination of the resident for
apparent acute distrass by the Director of
Nursing, Assistant Director of Nursing or Unit
tvianagers; and, a review of the medical record for

‘the past thirly {30} days by the IDT, This was’

completed on 12/14/13.

The 1DT, which included the Director of Nursing,
Unit Managers, MDS Coordinator and Social
Services Director, reviewed all current residents’
care plans on 12/14/13 to assure that the care
plan was up to date and met the needs of the
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resident, and that the care plan interventions
were in place. Any resldent whose cara plan was
not up to date to meet the needs of the resident
had the care plan updatéd. Any interventions not
in place were implemented.

Beginning 12/14/13, all licensed staff was
re-educated on immedlate notification of the
physician with a significant change in condlition
using the Interact Process as a guideline, but not
to supercede the judgement of the nurse in
altendance. in addition, the education included
notification of tha Medicai Direclor if they wers
unable to reach the attending physician timely.
This re-education was complated by the Director
of Nursing, Assistant Director of Nursing or Unit
Manager for hall number one, No licensed staff
will work after 12/14/13 without having recsived
this education,

Beginning on 12/14/13, all licensed staff was
re-educated on the completion of appropriate
nursing assessments with follow up based upon
the resident's condition with examples of
abnormal vital signs, respiratory and
gastro-intestinal using the tnteract guidelines and
pathways as a guide, not fo supercads the
judgement of the nurses in attendance. This
re-education was compieted by the Director of
Nursing, Asslstant Director of Nursing or Unit
Manager for hali number onse. No licensed staff
will work after 12/14/13 without having received
this re-education, '

On 12/14/13, the Reglonal Nurse Consuifant will
pravide education to the Director of Nursing and
the Unit Manager for hall one related to skill
procedures for 1V insertion, smergency oxygen
administration, and airway obstruction with
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competency testing. The Director of Nursing or
Unit Manager for hall one will provide training to
all icensed nurses on IV Insertion, emergency
oxygen administration and airway obstruction with
competency testing. No staff will work after
12/19/13, without having received this education
and validation competency.

An Ad Hoc Quality Assurance Committee meeting
{QP1) was held on 12/14/13 to review the alleged
deficlent praclice as well as the plan for removal
to Include audits for care ptans and care plan
interventions to assure care plans meet the
needs of the residents and Interventions are
followed, and all training material presented to
llcensed staff. The discussion also ncluded
training completed for the Administrator and the
Director of Nursing and how the facility will
monitor corrective actions. In attendance was the
Administrator, the Director of Nursing, the
Assistant Director of Nursing, Unit Manager, MDS
Nurse and the Social Service Director. The
Medical Director attended via conference call. No
fuither recommendations were made by the
committes. The Quality Assurance Committee will -
meet weekly to review the removal plan as well
as monitoring of actions weekly until substantial
compliance Is achieved.

Monitoring of the allegation of compliance will be
conducted by doing the following: The Director of
Nursing or Unit Manager for hall one will review
the Twenty Four Hour Report and all physician
orders daily for two weeks, followed by five times
a week for at least ten weeks lo assure all
changes in conditlon hed appropriate physlcian
notification, assessment and follow up. In
additlon, the Director of Nursing, Assistant
Director of Nursing or Unit Manager for halt one
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will contact the facility once each shifi {o review
with each nurse any significant changes in
resident condition {o assure licensed staff are
assessing and notifying the physician timely, This
will occur daily for two weeks, folfowed by five
times per week for at least ten weeks on each
shift. The Administrator will speak with all new
nurses within the first thirty {30) days of
employment and at least five nurses per month
for three months to assure training needs are met
as well as fo assure communication with the
Director of Nursing is open and appropriate. The
Director of Nursing will audit flve resident records
per week for twelve weeks o ensure that the care
plans meet the needs of the resldent and care
plan Interventions are followed.

All monitoring will be received weekly by the
Quality Assurance Commitiee for further
racommendations if needed until substantiaf
compllance is achieved. if at any time concerns
are identified, a Quality Assurance Commiltee
meeting will be convened to make further
recommendations. The Quality Assurance
Committee will consist of the Adminisirator,
Director of Nursing, Social Services Director, Unit
Managers for hall one and two, the Dietary
Services Manager and the Medicai Director
attending at least quarterly. Failure to comply
with any of the above will result in individual
re-training and as appropriate discipiinary action,
The Center alleges by the above actions that the
immediate Jeopardy was abated for all residents
on 12/20/13.

“*The State Survey Agency validated the
cofrective action taken by the facility as follows:

Review of an in-service provided to the
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| Administrator on 12/14/13 revealed the )
Administrator was inserviced on the
Administration, Suparvision and monlitoring of
system implementation to understand
administrative duties and Federal regulations.
The supervision of the DON and other direct
reports and the method and frequency of system
monitoring.

Review of an in-service provided to nursing staff
on 12/14/13 revealed It Included physician
notification regarding a resident change in
condition, compiletion of appropriate nursing
assessments and follow up, Interact Piocess
review, notification of the physician, cali the
Medical Director if unable to reach the attending
physician imely and to call 911 in an emergency,
with no need to call the physician first.

Review of the Regional Director Officar's
education of the Administrator revealed the
Administrator was educated on 12/14/13 related
to monitoring the DON's supervision of the .
nursing staff to include guidance and direction for
new nurses and follow up communication.

Review of the Regional Nurse Consulfant's
re-education of the DON, ADON and Unit
Managers for halls one and two on 12/4413
revealed it included: the Interact Process, timely
nctification, using the Medicat Director, and
caliing 911 if unable to follow physician orders.

Review of all residents’ assessments performed
on 12/14/13 revealed an assessment was
conducted which included vital signs and visual
examinatlons. Physician notification was
completed if needed for a change In condition by
the DON, ADON and Unit Managers. The resuits
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were reviewed by the iDT,

Review of inservices conducted on 12/14/13
revealed all staff received the inservices, except
for two staff who were off for long extended
times. The staff was inserviced by the DON on
using the Interact Process and what to do if they
were unable fo reach the physictan. Staff who
had not completed the In-service will not work
until the in-servica has been completed. The Unit
Manager on hall one, who is present at the start
of each shift, will ensure no one works until they
have been in-serviced, The Unit Manager on hall
one begins each shift by providing education on
the completion of appropriate nursing ‘
assessments.

Review of the in-service that was provided to the
DON on 12/19/13 by the Regional Nurse
Consultant revealed it included IV Insertion,
emergency oxygen, and airway obstruction. The
Unit Manager on hall one wili ensure staff who
have not completed the in-service will not work
until in-serviced. Further review revealed all staff
had been inserviced, Skills checks were also
completed with staff related to IV insertion,
emergency oxygen and airway obstruction. All
staff scheduled to work after 7:00 PM Sunday
had compieted the skiils check off.

Interviews with LPN #1, LPN #2, LPN #3, LPN #4,
LPN #5, RN #3 and RN #4 on 12/20/13 at 1:50
PM, 3:35 PM, 3:45 PM, and 4:10 PM, revealed
they had been in-serviced related to residents’
change in conditlons, #imely notification of the
physician and/or the Medical Director, or to call
911 in an emergency, In addition, the staff
revealed they were In-serviced on the Interact
Process, accurate chart docume.ntation. v
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techniques and oxygen administration In an '
emergency. ‘

Interview with the DON on 12/20/13 at 3:30 PM,
revealed she was re-educated on 12/14/13 by the
Reglonal Nurse Consultant which included
educating the nurses to ensure they were
cemfortable with doing their job and completing
their skills. In-services included education on -
documentation, emergency procedures, oxygen
administration, physiclan notification, the Interact
Process, and SBAR. The nurses were also ’
strongly encouraged to not fet these guidelines
override their nursing judgement. The DON
stated she will be more involved with nurses so
she can Identify their skill needs, and what
education they may need. Sha stated the staff
was instructad on timely notification, the Interact
System, how to treat emergencies as
emergencies and to err on the side of caution.
The faciiity's expectation is for physician orders to
be implemented and residents be sent out of the
facility, if needed. Orders should be dona timely
and staff should be proactive and prevent
emergencies instead of trying to hustle to get a
resident out to the hospital. The assessment
process should prevent those emergencies from
happening. She stated she assisted the Assistant
Director of Nursing and the Unit Manager and
assessed all residents to ensure ali needs were
being met. Vital signs and visual assessments
ware completed, the information was
documented, the charls were reviewed and
compared with the care plans. All care plans
waere Updated to ensure the residents’ needs
were being met. The Process now is to have a
daily clinical meeting which includes (DON,
ADON, and M) {6 review new orders, care _
plans, and resident conditions. If needed, they will
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have an afterncon meeting to raview anything
that needed to be foliowed up on from the
morning meetfing. Any resident who had a
significant change in the pas! thirty (30).days
without physician notification had immediate -
physiclan nofification. Further interview revealed
medical records were reviewed on all residents
far the last thirly (30) days beginning 12/14/13.
All licensed staff was re-educated on the
imrmediate notification of the physician with a
sudden change in condition using the fnteract
Process, as a gulde, If staff was unable to reach
the physician, thay may call the Medica! Director.
if the Medical Director doesn't answer within ten
fo hfteen minutes to send the resident out fo the
hospital, The Regionat Nurse Consuitant
provided education to her and the ecting
ADON/UM for hall one. Education included the
procedure for picking an |V site and insertion of
the IV, folfow up assessments every shifl, signs
and symptoms of infection, notification of the
physician and documentation. Oxygen
administration which included when to assess
and apply, what to start the oxygen at, stay with
the resident and fo notify the physician to get a
order. Competency valldation with no staff
working after 12/19/13 without having the
education and the validated competency. A
Quality Assurance meeting was held on 12/44/13,
they discussed the cancerns and issues with the
Medical Direclor and began making plans of
correction that included in-services and
education, assessments of residents, updated
care plahs and significant changes that the
physician would need to be notified about She
stated they were monitoring for corrective actions
and It was her responsibility to monitor the Twenty
Four Hour Reporis dally and to call tha facility
three (3) times a day on each shift to speak with
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the nurses and get a reporl on their residents.
She stated she reviewed orders and care plans
daily in the clinical meeting and she was auditing
all admissions. Furlher interview revealed she
would audit five records daily right now to ensure
everything was in place then will audit weekly.
Monitoring was reviewed by the Quality
Assurance team,

intarview with the Administrator on 12/20/13 at
4:10 PM, revealed he was re-aducated by the
Regional Director Officer on 12/14/13, His
education included understanding administrative
duties, federal regulations, supervision of the
Director of Nursing and other direct reports, They
also reviewad their method and frequency of
system monitoring. He stated he educated the
Director of Nursing which included supervision of
nursing staff on guidance and direction for all
nurses., The education also inciuded information
to follow up with and communicate with nursing
staff, He reviewed the DON's administrative
duties, supervision of direct reports and method
and frequency of system monitoring. He stated he
was Involved in the Quality Assurance meeting on
12/14/13 with the IDT members and the Medicat
Director via a conferance call. Further interview
revealed he reviewed ail findings of the

immediate Jeopardy survey and the abatement.
He stated he was overseelng audits, twenty four
hour reports, physician orders review and daily
shift reviews for slgnificant changes in conditions.
He staled he is also spaaking wilh all new nurses
within thirly (30} days of hire; and, a total of five
nurses per month for three months o ensure their -
training needs were being met and
communication with the DON was open and
appropriate,
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