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A standard health survey was conductad on
09/23-25/14. Delficient practice was identilied
with tha highest scope and severity al "D" leve!
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The rosident has the right, unless adjudged
incompetent or otherwise found 1o be
incapachated under the laws of the Slale, o
pariicipate in planning care and treatment or
changes in care and {reatment.

| A comprehensive care plan must be developed

| within 7 days after the complalion of the
comprehensive assessmont; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other eppropriate statff in
disciplines as determined by the resident's neads,
end, to the extent practicable, the participation of
the residant, the resident's family or tha resident's |
lagal represantative; and perindically reviewed
end rovised by a team of qualified porsons after ‘
each assessment

This REQUIREMENT Is not met as evidencod
by:

Based on chservation, interview, record review,
and facllity policy mview, it was delermined the
facitity failled to revise the comprehensive plan of
care for ono (1} of fourteen (14) sampled
rasidents (Resident #4) related to physician's
orders for oxygen therapy. Resident #4 had a
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Any aandenfy stotemenl onding with an astanak {*) denoles o deficiency which the Institubon may be excused Itor tarracling previdmg it is datarminas thai
other snloguands provide sufficient protaction 1o e paionts . {See instructons.) Excepl forf auising homas, the findings statad abave are discksatic 90 duys
Tolluwing the date of survey whether ot nol a plan of comection is provided. Fer nussing homes, tho abova findings and pians of sorection e disciosable 14
days lollowing the: dote theso documents ara mada avallsbie to the laciily. I daficiancias ata cfied, an spproved plu of conoclion is raquisite to continuad
peagram policpution,
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physician's order dated D8/18/14, for oxygen lo
be delivered at 2 lilers per nasal cannula
continuously. However, review of Resldent #4's
comprehensive plan of care revealad oxygen
therapy was not addressod as a care need for the
resident, nor was Resident #4's noncompliance
with wearing hisfher oxygen as ordered by tho
physiclan addressed in the care plan.

Tha findings Include:

Raview of Lhe facility's policy titted
*Comprehensive Cara Plans,” with a revision date
of 06/03/13, ravealed the facility would develap
comprehensive care plans for each resident that
includad measurable objectives and timelables
that would asslst with the residant attaining or
maintalning the resident's highest practicable
physical, mental, and psychosocial well-beirg.

Review of the medical racord for Resident #4
revealed the facility admilled the residant on
05/12114, with diagnoses thal included Domenlia,
Congestive Heart Failure, and Hyperiansion.

Review ol the most recent quarterly Minimum
Data Set (MDS) assessment dated 08/1214
revealed the resident had baen assessed by the
facllity to have severely impaired cognition with a
Brief Interview for Mantal Stetus (BIMS) score of
6. and to recaive oxygen therapy. '

Observations on 09/23/14 at 2:55 PM, 3:55 PM,
4:30 PM, and 5:30 PM, and on 09/24/14 at B:45
AM, 8;15 AM, 10:15 AM, 11:00 AM, 11:30 AM,
1:00 PM. 2:00 PM, and 3:00 PM, ravealed ihe
oxygen was turned on, the nasal cannula lying on
the bed, and nat chservad to be on the resident.
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Review of the physician’s orders for Resident #4
dated 08/18/14 revealed an order for axygen to
be delivered at 2 liters per nasal cannuta
continugusly,

Roview of the plan of care for Residant #4 dated
08/15/14 revealed no care plan interventions had
been developed by the facility {0 address the
administration of oxygen for Resident #4. The
facifity also had not addressed that the resident
removed tha oxygen frequently and did not wear
continuously as ordered.

intorview conducted with Registerad Nurse (RN)
#1 on 0B/26/14. at 10:05 AM, revealed she was
responsible for monitoring and ensuring all
residents in the facillty who were receiving oxygen
were receiving oxygen as ordered by the
physician. The RN stated Resident #4 takes off
histher oxygen and only wesrs/uses oxygon
ogcasionally, The RN stated she had not notified
the MDS Coordinator thet Resident #4 did not
have a care plan to address oxygen therapy and
nencompliance with wearing hisfher oxygen as
ordered by the physician,

Interview with the MDS Coordinator on 09/25/14,
at 10:30 AM, revealed she was responsible lor
developing and rovising the care plan for
Resident #4. The MDS Coordinator slated a care
plan should have been developed that addressed
the resident's oxygen usage, The MDS
Coordinator revealed she was not aware
Resident #4 was not wearing histher oxygen
confinuously. She staled a care plan should have
also been developed related to the residant's
noncompliance with wearing oxygon.

Interview conducled with the DON on 09/25/14, al
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1:45 PM, revealed sha made rounds several
times daily to ensure residents were being
providad the care they required. The DON slaled
the physician should have been nolified il
Rasident #4 was not usingfwearing oxygen as
ordered. According io the DON, she atlends
maming meelings in which resident care plans
were roviewed with any new arders. Tha DON
statod she slso allended resident care plan
mestings. The DON stated a care plan should
have been developed o address Residen! #4's
oxygen therapy and far the resident's
noncompliance with weating cxygen,
4B3.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

The facility must onsure that residenis receive
proper trealment and care for the following
special services:

Injections;

Parenteral and antaral fluids:;

Colostomy, uratarostomy, or ileostomy care;
Tracheostomy care;

Trachea! suctloning;

Resplratory care;

Foot care; and

Prostheses.

This REQUIREMENT s not met as evidencad
by:

Based on observation, interview, record reviesw,
and facility policy raviaw, it was delermined the
facility falied to ensure one (1) of fourteen {14)
sampled residents (Resident #4) received proper
carn and treatment related to oxygen
adminisiration. Reslident #4 had a physician's
order dated 08/18/14, for oxygen to be delivered
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at 2 fiters par nasal cannula cantinuously.
Howevor, chservations on 09/23/14 and 09/24/14
revealed the resident was not wearing the oxygan
and the oxygen tubing was lying on the residants
bed.

The findings include:

Review of the facility's policy titled *Oxygen,” with
a revision date of 10/20/13, ravealed il was the
policy of the facility to provide axygen 10 residents
as ordered by the physician,

Review of the madical record for Resident #4
revesled tho facility admitted the resident on
05/12{14, with diagnoses thet includad Dementia,
Hyperiension, and Cangestive Heart Fallure. ;

Review of the most recent quartedy Minimum
Data Set (MDS) assessment dated 08112114,
revealed the resident had been assessad by the
facility to have received oxygen therapy and to
have severely Impaired cognition with a Brief
intorviaw for Menta) Status (BIMS) score of 6.

Review of the plan of cara for Resident #4 dated
08/15/14 revealed not care plan inlerventions had
been developed by the facilily lo address the
administration of oxygen for Resident #4.

Review of tha physician's orders for Residant #4
dated 08/18/14 revealed an order for oxygen to
ba deliverad at 2 liters per nasal cannula
continuously.

Observallons on 08/23/14 at 2:65 PM, 3:65 PM,
4:30 PM, and 5:30 PM, and on 09/24/14 at 8:45
AM, 9:15 AM, 10:15 AM, 11:00 AM, 11:30 AM,
1:00 PM, 2:00 PM, and 3:00 PM, revealed tho
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oxygen was turned on, the nasal cannula lying on
the bed, and not obsarved to be on the resident.

Inlarview conducled with Registered Nurse (RN)
#1 on 09/25/14 at 10:05 AM ravealed she was
responsible (or monitoring and ensuring residents
receiving oxygen wera racelving oxygen as
ordered by the physiclan. The RN staled
Resident #4 takes off his/her oxygen and only
wears oxygan occasionally. The RN stated she
had not notifisd the physician and stated she
should hava.

Interview conducted with Liconssd Practical
Nurse (LPN) #1 on 09/2514, at 10:20 AM,
revealed she weas respansible for making rounds
on all residents in the faclity every hour to ansure
they wera being provided the care thoy required.
The LPN stated she had not identified a problem
or concarn with Resident #4's oxygen or that the
oxygen was not being provided as ordered.

Interview conducted with the DON on 08/25/14 at
1:45 PM revealed she made rounds soveral times
daily to ensure residents were balng provided the
care they required. The DON stated the

physician should have baen notified if Resident

#4 was only kesping hiser oxygen on
occasicnally. Tho DON stated she was not

aware that Rosident #4 was no! receiving oxygen
as ordorod by the physician.
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