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Comprehensive Metabolic Profite (RCMP),
Urinalysis (UA), chest x-ray, intravenous fluids
{V), Normal Saline at 80 cubic centimeters (cc)
per hour (hr}, and IV Flagyl (an antibiotic) 500
miiligrams (mg) three times a day (TID). There
was no documented evidence RN #1 conducted
ongoing assessments to include monitoring vitals
signs, for signs and symptoms of dehydration,
change In level of consclousness, shortness of
breath, and cyanosis per Resident #1's plan of
care from the time RN #1 came on duty on
11/29/13 at 7.00 PM untif the day shift LPN
assessed the rasident on $1/30/13 at 7:30 AM, in
addition, there was no documented evidence RN
#1 initiated the physician ordered IV therapy
timaly. The IV therapy was not initiated untif 7:00
AM when Licensed Practical Nurse (LPN) #2 (day
shift LPN) arrived at the facllity, LPN #2 initiated
the IV in the resident's right arm and Normal
Saline was started at 80 cc's an hour. LPN #1
{day shift nurse) entered the resident's room at
7:30 AM to implement the physician's order for
the UA. LPN #1 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 and conducted an in and out
catheterization for urine for the UA.
Approximately five to seven ccs of dark tea
colored urine was obtained. The resident's blood
pressure (B/P} was 55/24 (normal range is
120/70), O2 saturation was 81% (nomat range
98-100%) before O2 started, Resident #1 was
mouth breathing, pulse was 47 (normal range
70), respirations were 24 {normat 20}, and
temperature was 7.1 {normal 88.6). The
physiclan was called and the resident was sent to
the emargency room for evaluation. The
Paramedic's initial assessment at the facility at
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8:30 AM revealed Resident #1 |V fluids were not 1. Resident # | was discharged from the
infusing. The resident was diagnosed with facility on 11-30-2013,
Respiratory Failure, Dahyd.ration, Hypotension . 2, All current residents of the facility were
and Gastrolniestinal Bleeding per rectum, reviewed by the Interdisciplinary Team to
Resident #1 was admitted to the Intensive Care include the Director of Nursing Unit

i : M. i .

Unit, Coded and passed away at 4:42 Managers for halls one and two and Assistant
An acceptable Allegation of Compliance {(AoC}) ' ]S?(!)f;;;osre?'iilt\j:sr -:ljr:rg, ht‘iDtS Coordu:[z:t(t)r and
was recelved on 12/19/13 afleging the removal of v ector 1o assure that any
the Immediate Jeopardy on 12/20/13. The State current resident who is experiencinga
Survey Agency validated, on 12/20/13, the significant change in condition had physician

notification. Any identified as having had a

Immediate Jeopardy had been removed on otit
significant change incondition in the past

12/20/13, as alleged. The scope and severity

was lowered to a "D" at 42 CFR 483.10 Resident thirty (30) days without physician
Rights, F157; 42 CFR 483.20 Resident notification had immediate physician
Assessment, F281; and 42 CFR 483.25 Quality of notification. This included a set of vital signs
Care, F309 while the facliity develops and and visual examination of the resident for
implements the Plan of Correction (PoC) and the apparent acute distress by the Director of
facilty's Quality Assurance (QA) monitors the -1+~ || Nursing, Assistant Director of Nursing or
effectiveness of the systemic changes, T I Unit Managers and a review of the medical
record for the past thirty (30) days by the

The investigation was reopened on 01/16/14 and ~ Interdisciplinary Team. This was completed
concluded on 01/23/14 and determined deficient on 12/14/2013. All concerns were
practice also existed at 42 CFR 48?.!20 Resident immediately addressed.
Assessmenf at F282 at a $/S of a"J". 3. On 12/14/2013 the Regional Nurse

F 157 | 483.10(b){11} NOTIFY OF CHANGES F 157 Consultant re-educated the Director of

§s=J | (INJURY/DECLINE/ROOM, ETC) Nursing, Assistant Director of Nursing and

Unit Managers for hail one and two on the
interact process and timely notification of the
physician and using the Medical Director if
unable to reach the attending physician
timely including calling 911 in an emergency
situation. The Interact process is evidence

A facliity must immediately inform the resident;
consult with the resident's physician; and if
known, nolify the resident's legal representative
or an interested family member when there is an
accidant involving the resident which results In

injury and has the potential for requiring physician !
intervention; a significant change in the resident's based practice program developed at the

physical, mental, or psychosoclal status {f.e., a request of the Centers for Medicaid and
deterioration in health, mental, or psychosocial Medicate Services to reduce unnecessary
status In either life threatening conditions or return hospitalizations. The Regional Nurse
Consultant also re-educated the Director of
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Nursing, Assistant Director of Nursing and

F 157 { Continued From page 3 F 157 | Unit Managers for units one and two on
chinical complications); a need to alter treatment . notification of the physician if the nurse was
significantly {i.e., a need %o discontinus an - . unabie to follow MD orders in a timely ‘
existing form of treatment dus to adverse ' : manner. Beginning 12/14/2014 all licensed I
consequences, or lo commence a new form of staff was re-educated on immediate
treatment); or a decision to transfer or discharge notification of the physician with a
the resident from the facility as specified in ' significant change in condition using the
§483.12(a). _ interact process as a guideline, but not to
» L . supersede the judgment of the nurse in
The facility must also promptly notify the resident attendance. In addition. the education
and, if known, the residents legal representative inciuded nofification o)f the Medical Director
or intarested family member when thers Is a if they were unable to reach the attending

change in room or roommate asslgnment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph {b)(1)} of
this seclion.

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 12-14-2013 without
having received this education,

On 12/14/2013 the Regional Nurse
Consultant provided education to the Director
of Nursing and the Unit Manager for hall one

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.

. , , related to skil procedures for I'V insertion,
This REQUIREMENT is not met as evidenced |t emergency oxygen administration, and
by: . . : airway obstruction with competency testing.
Based on Interview and review of the rasident's The Director of Nursing or Unit Manager for

record, nursing notes, interdisciplinary Team hali one will provide training to ali licensed
Note, physician's orders, hospital's Emergency . nurses on IV insertion, emergency oxygen
Depariment Physician Chart, and faclity's administration and airway obstruction with
policy/procedure, it was determined the facility competency testing. No staff will work afler
failed :; Immediatei:/ C?f,nSUE: w'ith the‘physlzie;n 12/19/2013 without having received this
when there was a slgnificant change in condition; : . ca
and the Registerad Nurse's {RN) inabllity to star education and validation competency.
?::;32:: ;c;r)one (1) of five (5) sampied residents 4, The Director of Nursing or Unit Manager

' for hall one will review the twenty four hour

report and all physician orders daily for two

Certified Nurse Aide (CNA) reported fo RN #1 (2) weeks, followed by five (5) times per
week for at least ten (10) wceks to assure all

that Resident #1 was having diarrhea, did not . - o )
want to drink and was not easily aroused. RN #1 changes in condition have appropriate :

On 11/30/13 at approximately 5:00 AM, a

FORM CMS-2567(02-89} Previous Verslons Obsolale Event ID:RWQ 11 . Faclity 10 00175 . il continuaticn sheet Page 4of 74



From:

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

02/12/2014 08:31

#529 P.006/075

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

called the physiclan and feft a message between
5:30-6:00 AM. However, RN #1 discussed the
physician not calling them back with RN #2 and
they declded not to attempt to notify the physician
again. Al 6:00 AM, RN #1 received orders for a
Complete Bloed Count {CBC), Comprehensive
Metabolic Profile {CMP), Urinalysis (UA}, chest
x-ray, Infravenous Fluids (iV} Normal Saline at 90
cubic centimeters {cc) per hour {hr), and IV Flagyl!
{an antlblotic) 500 milligrams {mg) three times a
day (TID). RN #1 falied to notify the physician
that she did not attempt to start the IV because
she felt she couldn't starl it because the resident
was so dehydreted. When Licensed Practical
Nurse (LPN) #1 {day shift nurse) went to the
resident's room between 7:00 AM-7:30 AM to
carry out the physician's orders, she noled
Resident #1 was having difficulty breathing. The
resident's feet, knees and hands ware mottied
and the resident was nof responding. LPN #1
initiated oxygen (02) af two (2) liters and
performed an in and out catheterlzation for urine
for the UA. The nurse oblained approximately
fiva to seven {5-7) cc's of dark tea colored urine,
The resident's blood pressure (B/P) was 55/24
{normal range:120/70), O2 saturation was B1%
(nomal range: 98-100%) before the oxygen was
started. Resident#1 was mouth breathing, pulse
was 47 {normal range: 70), resplretions were 24
{normal range 20}, and his/her temperaturs was
97.1 (nomal 98.6). LPN #2 initiated the IV in the
resident’s right am and starled Normal Sallne at
90 cc's per hour. LPN #1 attempted to contact
the physictan at 7:30 AM to send the resident out
to the hospital with no success, The LPN did not
call the physiclan back unfil 8:00 AM-8:156 AM and
at that time, she received orders to send the
resident to the emergency room for evaluation.
The resident was admitied to the hospital with
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physician notification, assessment and follow
F 157 { Continued From page 4 F 167 | up. In addition the Director of Nursing,

leach shift,

Assistant Director of Nursing, or Unit
‘Manager for hall one will contact the faculty
ieach shift to review with each nurse any
!signiﬁcant changes in resident coadition to
|assure licensed staff are assessing and
,notifying the physician timely. This occurred
idaily for two (2) weeks followed by five (5)
itimes per week for at least ten (10) weeks on

:weekly by the Quality Assurance Committee
{for further recommendations if needed until
substantial compliance is achieved. Ifat any
time concerns are identified, a Quality
IAssurance Committee meeting will be
iconvened to make further recommendations.
The Quality Assurance Committee will
‘consist of the Administrator, Director of
Nursing, Social Services Director Unit
Managers for hali one and two, Dietary
Service Manager with the Medical Director
attending at least Quarterly.

All monitoring will be reviewed

01/24/14
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diagnoses of Respiratory Fallure, Dehydration,
Hypotension and Gastrointestinal Bleeding per
rectum. Resident #1 was admifted {o the
Intensive Care Uni{, Coded and passed away aft
4:42 PM.

The facility's fallure to immediately notify the
resldent's physician of a significant change in
condition and the inability to start treatment has
caused or is likely to cause sarlous injury, harm,
impairment, or death to a resident. immediate
Jeopardy was identified on 12/13/13, and was
determined to exist on 11/30/13. The facility was
notified of the Immediate Jeopardy on 12/13/13.
An acceptable Allegation of Compliance (AoC)
was recsived on 12/19/13 and the State Survey
Agercy validated the Immediate Jeopardy had
been removed on 12/20/13, as alieged. A partiai
extended survey was conducted on 12/20/13.
The scope and severity was lowered to a "D"
while the facility develops and implements the
Plan of Cotrection {POC) and the facility's Quality
Assurance monitors the effectiveness of the
systemic changes.

The findings inciude:

Review of tha faciiity's policy and procedure
"Change in Condition", dated 01/11, revealed a
change of condition in a rasident should target
many areas of the Interdisciplinary Team {IDT)
function. To ensure the optimal cutcome for the
resident, the nursing process of Assessment,
Pian, intervention, and Evaluation will be used.
Physlclan involvement Is always required, as Is
follow-up assessment per Faderal Guidellnes.
Process: Interact 11 system is to be used with
this protocol. Change in condition Assessment
Guidelines will be followed by the licensed nurse
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for the initial, and when necessary the follow-up
_assessment to detect change in condition by
symptoms and categories. Intaracf tool
"Immediate NotHlcation" revealed any symptom,
sign or apparent discomfort that is acute or
sudden in onset, and a marked change (more
savere) In relation to usual symptoms and signs,
or unrelieved by measures already prescribed.
All information triggers in this reference wili be
used when notifying the physician. A
Situation-Background-Assessment/Appearance
Request (SBAR) form is to be used for
documentation prior to notifying the physician,
This form will contain information gathered when
doing an agsessment and is to be utilized as a
Nursing Note in the medical record. Notification
of Resident Change in Condition: Clinicians will
Immediately consult with the resident’s physician
when there is a significant change in condition,
Document in the Nurses' Notes the times
notification was made and the nemes of the
person(s) io'whom you spoke,

Record review revealed the facilily admitted
Resident #1 on 12/31/08 with diagnoses which
Included Cerebrovascular Accident (CVA),
Hypertension {(HTN} Not Other Specified (NCS),
Chronic ischemic Hearl Disease, Senlle
Dementia Uncomplicated, Depressive Disorder
NEC, Anemia NOS, Urinary incontinence NOS,
Tubercuiosis (TB) of Bronchus, unspecified.
Review of the Minimum Data Set (MDS)
assessment, dated 10/07/13, revealed the facility
assessed Resident #1's cognition as sevarely
impaired. Revlew of the physician orders, dated
41/01/13 through 11/30/13, revealed Resident #1
was a full code.

Interview with CNA #1, on 12/13/13 af 7,05 AM,
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revealed she reported {o RN #1, on 11/30/13 at
approximately 5:00 AM, that Resident #1 was
having diarrhea, did not want to drink anything,
and was not easily aroused.

Review of the nursing notes for 11/30/13 revealed
there was no evidence the physiclan was notifisd
of the resident's change In condition.

Interview with RN#1, on 12/10/13 at 12:42 PM,
and on 12/13/13 at 7:36 AM, revealed CNA#1
had reported to her that Resident #1 was having
diarchea and was not wanting to {ake fluids. RN
#1 stated around 5:00 AM, she assessed and
checked Resident #1's vital signs. RN #1 staled
Resident #1's biood pressure was eighty
something over fitty something; however, she
could not remember the specifics and she did not
documaent this assessment. RN #1 stated she
confacted the on-calt physician and left a
message batween 5:30 AM and 6:00 AM. RN #1
stated she then started administering the morning
medlcations and did not call the physician back
when he did nof return hor cail. Further interview
revealed she discussed the physlician nof calling
her back with RN #2 and they decided not {o call
the physician again. The RN stated she received
a return call from the physician at 6:00 AM with
orders for labs, an x-ray, IV fluids, and
medications. RN #1 stated she did not start the
IV because Resident #1 was dehydrated and
wasn't drinking and she did not have a lot of
gxperience with starting an IV on someong that
was dshydrated. Another reason she did not start
the {V was due to not having “gocd feeling” in her
fingertips. She stated in the past when she
starfed an IV in the facility she always had
another nurse with her. The RN revealed she did
not notify the physiclan she was unable to start
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the IV. She stated sha knew the day shift nurse
would assist when she arrived. RN #1 stated she
asked RN #2 for assistance a faw different times
during her shift; however, RN #2 could not help
due to having issues going on with her residents
and she was in the middle of a medication pass.
She stated she asked RN #2 what to do since
when was unable to contact the physician and
they decidad to wait for the physician to call back.
The RN stated everything was happening eround
5:00 AM-5:30 AM, and she felt overwhelmed. RN
#1 stated she was not famillar with the interact
process related to the gathering of information to
notlfy the physician.

interview with RN #2, on 12/12/13 at §:03 PM,
revealed she worked the night Resident #1 was
sick and had {o be sent to the hospital. She

stated RN #1 had came over and told her
Resident #1 was confused and had a changs in
condition. RN #2 stated she toid RN #1 to obtain -
the resident's vital signs and call the physician.
The RN stated thls was before 6:00 AM and RN

#1 never cams back aftar that.

Review of a physician's telephone order, dated
11/30/13 at 8:00 AM, revealed orders for a CBC,
CMP, a UA now, chest x-ray, IV Normat Saline a{
90 c¢'s hr, and IV Flagyl 560 TID.

Review of the Interdisciplinary Team Notes, dated
11/30/13 al 1:13 PM, raveaied at 7:30 AM, LFPN
#1 cailed mobile x-ray for a stat chast x-ray.
Further review revealed when LPN #1 entered
Residant #1's room to obtain the urine for the UA
she obsgrved Resldent #1 was having difficulty
breathing. The resident's feet, knees and hands
were mottled and the resident was not
responding. LPN #1 initiated axygen (02) at two
Evoni ID: RVVQH1 Faciity ID; 109175 If continualion sheel Page S0l 74
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(2) liters and conducted an in and out
catheterization for urine for the UA. The nurse
obtained approximately five to seven cc's of dark
tea colored urine. The resident’s blood pressure
(B/P) was 55/24 (normal 120/70), 02 saturation
was 81% {normal 98-100%) before 02 started,
and Resident #1 was mouth breathing. Another
nurse initiated the IV in the resldent’s right arm,
Normal Saline was started at 90 cc's an hour.
LPN #1 continued to take the resident's B/P and it
was down fo 55/24, pulse was 47 {normat 70},
respirations 24 {normal 20}, temp 97.1 {normal
98.7). The physlician was called at 8:15 AM and
advised of Resident #1's condition and code
status. The Physician stated to send Resident #1
to the emergency room for evaluation.

Interview with LPN #1, on 12/10/13 at 10:30 AM
and on 12/12/13 at 4:10 PM, revesied she arrived
at work at shift change and was told by RN #1 an
IV needed to be starled. LPN #1 stated RN #1
stated Resldent #1 wasn't doing well. The LPN
stated she could see that RN #1 was really
overwheimed and behind so she started helping.
She stated when she entered Resident #1's
room, the reskdent was pale, wouid not respond
to staff, but would moan when touchad. Tha LPN
stated she checked the resident's vital signs after
she did the in and out catheter to obtain the urine
for the UA. The LPN stated the vital signs were
abnormal. She stated the resident's B/P was
“like 55 over something” and she noted Resident
#1 had mottling. The physictan was called fo get
an order {o send Resident #1 to the hospital at
approximately 7:30 AM with no response from the
physician. LPN #1 stated she did not call the
physician back until 8:00 AM or 8:15 AM and at
that tima, she received orders to send Resident
#1 1o the hospital for evaluation.
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Review of the hospital's Emergency Department
Physiclan Chart revealed Resident #1 was
admitted to the hospital on 11/30/13, with
diagnoses of Respiratory.Failure, Dehydration,
Hypotension and Gastrointestinal Bleeding per
rectum. Interview with the Hospital Social
Worker, on 12/10/13 at 9:03 AM, revealed the
resident was admitted to the Intensive Care Unit,
Ceded and passed away at 4:42 PM,

Interview with the Director of Nursing {(DON}), on
12/11/13 at 2:15 PM, revealed if the nurse was
unabile to reach a physician, the nurse should
have tried again to notify the physician. She
stated she expected a return cell from the
physician within thirty (30) minutes. The DON
stated the facility did not have a policy with a
specific ime, nursing was to use their judgement,
She stated there was no documentation as o the
time the physician was notified.

Interview with the on-call physiclan, on 12/10/13
at 3:04 PM, revealed hé was contacted regarding
Resident #1 and orders were glven to the nurse.
He stated the RN fold him Resident #1 was
having diarrhea ard loose watery stools.

**The facility implemented the following actions 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 o
include menitoring of the Director of Nursing
related fo the supervision of nursing staff. On
12/14/13, the Administrator re-educated the
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Director of Nursing on'the requirements to
supervise nursing staff to include guldance and
direction for new nurses as well as follow up
questions in communications with the nursing
staff, On 12/14/13, the Regional Nurse
Consultant re-educated the Diractor of Nursing,
Assistant Director of Nursing and Unit Managers
for hall one and two on the ineract Process,
timely nollftcation of the physician and using the
Medical Pirector if unable to reach the attending
physiclan timely including calling 911 in an
emergency situatlon. The Interact Process is an
evidence based practice program developed at
the request of the Centers for Medicald and
Medicare Services o reduce unnecessary return
hospitalizations. The Reglonal Nurse Consultant
also 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. itincludes
suggestions for nurses on when to notify the
physician and what recommendations for
treatments to make, but does not override the
judgement of the nurse at bedsidea.

Resident #1 was discharged from the fachlty 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 end two, Asslstant Director of
Nursing, MDS Coordinetor 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
physlcian notification had immediate physician
nodfication. This review included a set of vital
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signs and visual examination of the resident for
epparent 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. This was
completed on 12/14/13.

The IDT, which Included the Director of Nursing,
Unit Managers, MDS Coordinator ang Social
Services Director, reviewed all current residents*
care plans on 12/14/13 fo assure that the care
plan was up fo date end met the needs of the
resident, and that the care plan interventions
were in place. Any resident whose care plan was
not up {o date to meet the needs of the resident
had the cara plan updated. Any interventions not
in place wera implemented.

Beginning 12/14/13, all licensed staff was
re-educated on immediate notification of the
physiciap with a significant change In condition
using the Interact Process as a guideline, but not
to supercede the judgement of the nurse in
atlendance. In additlon, the education inciuded
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 ona. No licensed staff
will work after 12/14/13 without having received
this education.

Beginning on 12/14/13, all llcensed staff was
re-educated on the completion of appropriate
nursing assessmants with follow up based upeon
the resident's condition with examples of
abnormal vital signs, respiratory and
gastro-intestinal using the interact guidelines and
pathways as a guide, not to supercede the
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judgement of the nurses in attendance. This .
‘| re-education was completaed by the Director of
MNurslng, Assistant Director of Nursing or Unit
Manager for hall number one. No licensed staff
will work after 12744413 without having received
this re-aducation,

On 12/14/13, the Regional Nursg Consuftant wiil
provide education to the Director of Nursing and
the Unit Manager for hall one related fo skill
procedures for IV insertion, emergency oxygen
administration, and airway obstruction with
competency testing. The Diractor of Nursing or
Unit Manager for hall one will provide training to
all icensed nurses on iV insertion, emergency
oxygen administration and-airway obatruction 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
(QPI)ywas held on 12/14/13 to revlew the alleged
daficient practice as well as the plan for removal
to include audits for care plans and care plan
{nterventions to assure care plans mest the
needs of the residents and interventions are
followed, and all fraining material presented to
licensed staff. The discussion aiso Inciuded
training completed for the Administrator and the
Director of Nursing and how the facility will
monitor corrective actions, In attendance was the
Administrator, the Direclor of Nursing, the
Assistant Director of Nursing, Unit Manager, MDS
Nurse and the Soclal Service Director. The
Medical Director aftended via conference calt. No
further recommendations were made by the
committee. The Quality Assurance Committes will
meet weekly to review the removal plan as well
as monitoring of aclions weekly until substantiat
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compliance s achieved. '

Monitoring of the allegation of compliance will be
conductad by doing the following: The Director of
Mursing or Unit Manager for hali one will review
the Twenty Four Hour Report and all physician
orders daliy for two weeks, foliowed by five times
a week for at least ten weeks to assure all
changes in condition had appropriate physiclan
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 to review
with each nurse any significant changes in
rasident condition to assure ficensed staff are
assessing and nofifying the physictan timely. This
will oceur dally for two weeks, followed by five
times per week for at least ten weekKs on each
shift. The Administrator will speak with ali new
nurses within the first thirty (30) days of
employment and at least five nurses par month
for three months to assure training needs are met
as well as to assure comrmunication with the
Director of Nursing is open and appropriate. The
Director of Nursing will audit five resldent records
per week for twalve weeks lo ensure that the care
ptans meet the needs of the resident and care
plan interventions are foliowed,

All monitoring wil ba received weekly by the
Quality Assurance Commitlee for further
recommendations if needed until substantial
compliance is achleved. If at any ime concerns
are Identified, a Quality Assurance Committee
meeting will be convened o make further
recommendations. The Quality Assurance
Commiltee will consist of the Administrator,
Director of Nursing, Social Services Director, Unit
Managers for hali one and two, the Dietary
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Services Manager and the Medical Director
attending at least quarterty. Faiiure to comply
with any of the ebove will resuit in individual
re-training and as appropriate disciplinary action.
The Center alleges by the above actions that the
Immediate Jeopardy was abated for all residents
on 12/20/13.

**The GState Survey Agency validated the
corrective action taken by the facility as follows:

Review of an in-service provided to the
Administrator on 12/14/13 revealed the
Administrator was inserviced on the
Administration, Supervision and monitoring 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
rmonitoring.

Review of an in-service provided te nursing staff
on 12/14/13 revealed it included physician
notification regarding a resident change in
condition, completion of appropriate nursing
assessments and foliow up, Interact Process
review, nolification of the physician, call the
Medical Director i unable to reach the attending
physician timely and to call 911 in an emergency,
with no need to call the physician first.

Review of the Reglonal Director Cfficer'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 inciude guidance and direction for
new nurses and follow up communication,

Review of the Regional Nurse Consultant's
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re-education of the DON, ADON and Unit
Managars for halls one and two on 12/14/13
reveated it included; the Interact Process, timely
notification, using the Medicai Director, and
calling 811 if unable fo follow physician orders,

Review of all residents’ assessments performed
on 12/14/13 revealed an assessment was
canducted which included vital signs and visual
axaminations. Physician notification was
completed if needed for a change in condition by
the DON, ADON and Unil Managers. The results
were reviewed by the IDT. :
Review of inservices conducted on 12/14/13
revealed all staff received the inservices, except
for two slaff 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 to reach the physician, Staff who
had not completed the in-service will not work
until the in-service has been completed. The Unit
Manager on hall one, who is present at the start
of each shiff, will ensure no one works until they
have been in-serviced. The Unit Manager on hall
one begins each shilt by providing education on
the completion of appropriate nursing
assessments.

Review of the In-service that was provided to the
DCN on 12/18/13 by the Regional Nurse
Consultant revealed it inciuded IV insertion,
emergency oxygen, and airway obstruction, The
Unit Manager on hall one will ensure staff who
have not complaled the in-service will not work
until in-serviced. Further review revealed all staff
had been inserviced. Skills checks were also
completed with staff refated to IV insertion,

emergency oxygen and airway obstruction. All
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staff scheduled to work after 7:00 PM Sunday -
had completed the skilis chack 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 condltions, timely notification of the
physician and/or the Medical Director, or to call
911 in an emergency. In addition, the staff
revealed thay were in-serviced on the Interact
Process, accurate chart documentation, 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 Ceonsuttant which included
educating the nurses to ensure they were
comfortable with doing their job and completing
their skilis. In-services included education on
documentatfon, emergency procedures, oxygen
administration, physiclan notification, the Interact
Process, and SBAR. The nurses were also
strongly encouraged to not let these guidelinas
override thelr nursing judgement. The DON
stated she will be more involved with nurses so
she can identily thelr skill needs, and what
aducation they may need. She stated the staff
was insfructed on timely nofification, the Interact
System, how {o treat emergencies as
emergencies and {o err on the side of caution.
The facllity's expectatlion Is for physician orders to
be implemented and residents be sent ouf of the
facllity, if needed. Orders should be done timely
and staiff should be proaciive and prevent
emergencies instead of trying to hustle to get a
resident out to the hospital. The assessment
procass should prevent those emargencies from
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happening. She stated sha 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
ware completed, the Information was
documented, the charls were reviewed and
compared with the care plans. All care plans
were updated to ensure the residents' needs
ware being met. The Process now is to have a
daily clinical meeting which includes (DON,
ADON, and UM} to review new orders, cara
plans, and resident conditions. if needed, they will
have an afternoon meeting to review anything
that needed to be followed up on from the
morning mesting. Any resident who had a
significant change in the past thirty (30} days
without physlician notification had immadiate
physician nofification. Further Interview revealed
medical records were reviewed on all residents
for tha last thirty (30} days beginning 12/14/13.
All licensed staff was re-educated on the
immediata notification of the physician with a
sudden change in condition using the Interact
Process, as a guide. [f staff was unable to reach
the physician, 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 Regional Nurse Consultant
provided education to her and the acting
ADON/UM for hali one. Education included the
procedura for picking an iV site and insartion of
the IV, follow up assessmants every shift, slgns
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 to notify the physician to get a
order. Competency validation with no staff
working after 12/19/13 without having the
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education and the validated competency., A :
Quality Assurance meeting was held on 12/14/13,
they discussed the concems and issues with the
Medical Director and began making plans of
correction that included in-servicas and
education, assessments of residents, updatad
care plans and significani changes that the
physician would need to be notified about. She
stated they were monitoring for corrective actlons
and it was her responsibility to monitor the Twenty
Four Hour Reporis dally and to call the facility
three (3) times a day on each shift to speak with
the nurses and get a report on their residents.
She stated she raviewed orders and care plans
daily in the clinical mesting and she was suditing
ali admissions. Further interview revealed she
would audit flve records daily right now to ensure
everything was in place then will audit weekly.
Monitering was reviewed by the Quality
Assurance team.

Interview with the Administrator, on 12/20/13 at
4:10 PM, revealed he was re-educated by the
Regional Director Officer on 12/14/13. His
education included understanding administrative
duties, federal reguiations, supervision of the
Director of Nursing and other direct reports, They
also reviewed 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 educatlon also included Information
to follow up with and communicate with nursing
staff. He reviewad the DON's administrative
duties, supervision of direct reports and method
and frequency of system monitoring. He stated he .
waes involved in the Quality Assurance meeting on
12/14/13 with the IDT members and the Medical
Director via a conference call. Further interview
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revealed he reviewed all findings of the
F281

immediate Jeopardy survey and the abatement.
He stated he was overseeing audits, twenty four
hour reperts, physician orders review and daily
shift reviews for significant changes in conditions.
He stated ha Is also speaking with all new nurses
within thirty (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.

F 2811 483,20(k){(3)(i} SERVICES PROVIDED MEET
ss=J | PROFESSIONAL STANDARDS

The services provided or arranged by the facifity
must meet professional standards of quality.

This REQUIREMENT s not met as evidenced
by:

Based on interview and review pf the resident's
record, Minimum Data Set (MDS) assessment,
physician orders, nursing and Interdisciplinary
Team notes, Ambulance Run Report, hospital's
Emeargency Depariment Physiclan’s Char,
Kentucky Board of Nursing (KBN) Advisory
Opinlon, KBN iniravenous Therapy Course
Content, and KBN Licensure Validation it was
determined the facility failed to provide services
that met professional standards of quality for one
{1) of five {5) sampled residents {Resident #1).
The facility failed to ensure Registered Nurse
{RN) #1 was able to provide care within her
scope of practice related fo initlating physician
ordered Intravenous fluids (1VF) on 11/30/13 at
6:00 AM, for Resident #1 due to a significant
change in condition (diarrhea, not drinking and
not easlly aroused).

1. Resident # 1 was discharged from the
facility on 11-30-2013,

2.0n }2-18-2013 the Director of Nursing
and Unit Manager for hall 1 reviewed all
residents’ physician orders to assure that
physician orders were being followed, any
identified concerns were immediately

F 281} corrected.

3. The Regional Nurse Consultant 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. On
12/14/2013 the Regional Nurse Consultant
! provided education to the Director of Nursing
! and the Unit Manager for hall one related to
!g skill procedures for IV insertion, emergency
! oxygen administration, and airway
| obstruction with competency testing. The
| Director of Nursing or Unit Manager for hall
| one will provide training to alt licensed
i nurses on IV insertion, emergency oxygen
" administration and airway obstruction with
competency testing. No staff will work afler
12/19/2013 without having received this
education and validation competency.
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On 11/30/13 at approximately 5:00 AM, a
Certified Nurse Aide (CNA) reported to RN #1
that Resident #1 was having diarthea, did not
wart to drink and would 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 received a return call from the
physician at 6:00 AM with orders received for a
Complete Bloed Count (CBC), Comprehensive
Matabolic Profile (CMP), Urinalysis {(UA), chest
x-ray, intravenous Fluids (IV) Normal Saline at 90
cubic centimeters {cc) per hour {hr), and 1V Flagy}
(antiblotic) 600 milligrams {mg) three times a day
{TID). RN #1 failed to provide the IV therapy
which was in an RN's scope of practice and failed
to notify the physician she was unabile fo initiate
the tV. Licensed Practical Nurse (LPN) #1 (day
shift nurse) went to the resident's room at 7:30
AM to carry out the physician's orders, 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 and
performed an in and out catheterization {o obtain
urine for the UA. The resident's blood pressure

-(B/P) was 55/24 (normal range;120/70) and 02

saturation was B1% (normal range:98-100%).
Residont #1 was mouth breathing, pulse was 47;
respliations were 24; and, temperature was 97.1
degrees Fahrenheit. LPN #2 initiated the IV in
the resident's right arm and started Normal Saline
at 90 c¢'s an hour. The physician was called and
the resldent was sent to the emergency room at
approximately B:00 AM for evaluation. The
Paramedic's initial assessment at the facility at
8:30 AM revealed Resident #1's IV flulds were not
infusing. The resident was trensferred to the
hospital and diagnosed with Respiratory Fallure,

resident records per week to assure all

: physician orders were followed timely. All

| monitoring will be reviewed weekly by the

- Quality Assurance Committee for further

i recommendations if needed until substantial
+ compliance is achieved. If at any time

. concerns are identified, a Quality Assurance
- Committee meeting will be convened to
make further recommendations. The Quality
- Assurance Committee will consist of the
Administrator, Director of Nursing, Soeial
Services Director Unit Managers for hall one
and two, Dictary Service Manager with the
Medical Director attending at least Quarterly.

01/24/14
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Dehydration, Hypotension and Gastrointestinai
Bleeding per rectum. The resident was admitted
to the Intensive Care Unit and passed away at
4:42 PM.

The facility's failure {o ensure RN #1 provided
care within her scope of practice related to
initiating physician ordered 1V therapy has caused
of is likely to causs serious injury, harm,
impairment, or death to a resident. Immediate
Jeopardy was identified on 12/13/13, and was
determined to exist on 11/30/13. The facllity was
nofified 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 vaildated the Immediate Jeopardy was
removed on 12/20/13, as alleged. A pariial
extended survey was conducted on 12/20/13.
The scope and severity was lowered to a "D*
while the facllity develops and implements the
Plan of Correction {(POC) and the facility's Quality
Assurance monitors the effectiveness of the
systemic changes, '

The findings include:

Review of the KBN Advisory Opinlon Statement,
last revised 10/2010, revealed KRS 314.011{G)
deflnes "registered nursing practice" as the
performance of acts requiring substantial
specialized knowledge, judgement and nursing
skills based upon principles of psychological,
biological, physical and soclal sciences in
application of the nursing process to include the
adminlstration and treatment as prescribed by the
physician. Components include but are not
limited to: Preparing and giving medication in the
prescribed dosage, route and frequency. '

FORM CMS-2567(02-99) Previous Versions Obsoleto Event ID:RVVQ1 Facliity 1; 100175 If continuation sheet Page 23 of 74




02/12/2014 08:36 #529 P.025/075

From:

' ) : S ‘ ‘ . PRINTED: 01/27/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES ) : C ) FORM App?,iovgo
CENTERS FOR MEDICARE & MEDICAID SERVICES . ' : - OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ({1} PROVIDER/SUPPUER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {0ENTIFICATION NUMBER: A BUILD: COMPLETED
' NG
) C
186402 8. WING 01/23/2014
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2500 NORTH ELM ST,
HENDERSON NURSING AND REHABILITATION CENTER N
: o HENDERSON, KY 42420 .
%4 ID SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION sy
PREFEX (EACH DEFIGIENCY MUST BE PRECEOEO BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAaG CROSS.-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY}
F 281 | Continued From page 23 F 281

Review of KBN Recommended Course Content
for IV Therapy for Registered Nurseés and
Licensed Practical Nurses, last revised 02/2010,
ravealed the nurses should ba able to initiate,
maintain, monitor and/or discontinue IV therapy.
This includes: accurately interpreting medieal
orders for IV therapy, selecting the appropriate
sites and infusion devices, assembling and
setting up of IV soiutions with tubings and
needles, correctly and aseptically starl a
perpheral IV infusion, calculate flow rate
correctly, use IV equipment including infusion
pumps and mechanical controfiers and patient
controlled administration systems, and
discontinue IV therapy safely.

Review of the KBN Licensure Validation, dated
06/28/13, revealed RN#1 had heen licensed to
practice as an RN for approximately six (6}
months at the time of the incident. RN #1's RN
License was issued on 06/03/13 and the faclity
hired har on 07/09/13.

Record review revealed the facility admitted
Resident #1 on 12/31/08 with diagnoses which
included Cerebrovascular Accident {CVA),
Hypertension (HTN) Not Other Specified (NOS),
Chronic Ischemic Heart Diseasa, Senile
Dementia Uncomplicated, Depressive Disorder
NEC, Anemia NOS, Urinary Incontinence NOS,
Tuberculosis (TB) of Bronchus, unspecified.
Review of the MDS assessment, dated 10/07/13,
revealed the facllity had 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 fulf code.

Review of a telephone physician order, dated
11/30/13 at 6:00 AM, revealed an order for a
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Complete Blood Count {CBC), Comprehensive
Metabolic Pane! (CMP), and Urinalysis {(UA} now,
chest x-ray, Normal Saline IV at 80 cc's per hour
and Flagy! {antibiotic) 500 mg {V threa timas a
day. '

interview with RN #1, on 12/10/13 at 12:42 PM,
12/13/13 at 7:38 AM, and on 01/20/14 &t 6:00 PM
revealed CNA #1 had reported Resident #1 was
having diarrhea and not wanting to take fluids.
RN #1 stated around 5:00 AM she assessed and
checked Resident #1’s vital signs and the
resident's blood pressure was "alghty something
over fifty something”. RN #1 stated she -
contacted the on-call physician and feft a
message between 5:30 AM and 6:00 AM and
then started the morning medication pass. The
RN stated at approximately 6:00 AM, the
physician called with orders for labs, an x-ray, IV
fluids, and medications. Further interview
revealed she did not start the IV hecause
Resident #1 was dehydrated and she did not
have a lot of experience with starting an IV on
someone that was dehydrated. She stated
another raason she did not start the IV was
because she did not have good feeling in her
fingertips. She stated she had problems with
stanting {Vs in nursing school because of not
having good feeling in fingertips as she would
have problems locating the vein with her fingers
so the nursing instructor would have to help her.
RN #1 stated she had started Vs in the facllity
before but avery me she started an IV she
always had another nurse with her. The RN .
stated she asked RN #2 for heip a few different . ' : R
times during her shift, but she couidn't help her
because she was having problems with her
residents and she was In the middie of har
medicatlon pass. RN #1 stated everything was
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happening around 5:00 AM and 5:30 AM and she
was ovarwhelmed. She stated after she recaived
the physician’s order at 6:00 AM, she called the
Director of Nursing {DON), who was on call to let
her know what was golng on. She stated she
knew the day shift nurse would be coming on and
told the DON she would ask for help with the (V
when the nurse got there. RN #1 revealed there
was a pharmacy IV team but they were only
supposed to call them when there were no othar
altarative’'s. She stated she continued to work on
passing her medications. Further interview
revealed when she saw LPN #2 come in she
flagged her down and toid har she needed help to
start an IV. The RN stated LPN #2 clocked in
and starled the IV.

Interview with the DON, on 12/41/13 at 215 PM,
on 12/12/13 at 5:15 PM, on 12/13/13 at 3:05 PM,
and on 01/16/14 at 10:30 AM revealed RN #1 had
only been a nurse for approximately six (6} {o
eight (8) months. She stated RN #1 had
orientation on the floor but the faciiity had
provided no fraining or skills check offs to ensure
the licensed staff was comfortable with and eble
to Inittate tvs, The DON stated it was in the RN's
scope of practice to start an v and RN #1 had
started IVs In the facility. The DON ravealed the .
RN was only in charge of her hall and should
have initiated the v immediately. She stated if
RN #1 was unable to stari the 1V, tha RN could
have asked RN #2 to assist, called the IV Team
or sent Resident #1 to the hospital. Further
interview revealed she was not sure if RN #1
asked for assistance to start the IV, She stated
she recsived a call from RN #1 at 6:30 AM with
an update about transfers and the RN had told
her Resident #1 wasn't doing well. The DON
stated she did not ask RN #1 If she neaded help
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| Interview with LPN #1, on 12/10/13 at 10:30 AM,

and If she had sounded like she needed help the
DON would have asked RN #1 what was going
on and what she needed. ' -

Interview with LPN #2, on 12/10/13 at 11:47 AM,
on 12/12/43 at 4:50 PM, and on 01/21/14 at 3:08
PM revealed she was asked by RN #1 {o stari
Resident #1's IV because RN #1 didn't think she
could start it since Resident #1 was dehydrated.
She stated she gathered the supplles and starled
Resident #1's |V around 7:00 AM. LPN #2 stated
Resident #1 did no{ look good, his/her eyes were
sunken and hefshe looked dehydrated. LPN #2
stated she had witnessed RN #1 attempt to start
an |V on another resident when she first started
working at the facilify and the resident's vein blew
so she started the IV,

and on 12/12/13 at 4:10 PM, revealed she arrived
al work at shift change and was told by RN #1
that Resident #1 wasn't doing well. The LPN
revaealed she could see that RN #1 was reaily
ovenvhelmed and behind so she starled helping.
She stated when she eniered Resident #1's
rcom, the resident was pale, would not respond
to staff, but would meoan when touched . The LPN
stated she checked the resident's vital signs and
they were abnormal. The B/P was "like 55 over
somathing”. She stated she noted Resldent #1
had mottiing and the physician was called to get
an order to send Resident #1 to the hospital at
approximately 7:30 AM. She stated she got the
order around 8:00 AM or 8:15 AM to send
Resident #1 1o the hospital,

Review of the Nurse's Notes and interdisclplinary
Team Notes, dated 11/20/13 at 1;13 PM, revealed
at 7:30 AM, LPN #1 (day shift nurse) entered the

!
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resident’s room and noted Resldent #1 was
having difficulty 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 safuration was -
B1% before 02 was starled; and, the resident
was mouth breathing. The resident's pulse was
47, respirations 24, and temperature was 97.1
degrees Fahrenheit. LPN #2 initiated iV therapy
for the resident per physician's order, The '
physiclan was called and advised of Resldent
#1's condition and code status. The Physlclan
stated to send Resident #1 to the emergency
room for evaiuation.

Review of the Ambulance Service Run Reporl
and narrative, dated 11/30/13, revealed the .
Paramedic’s initial agsessment at the facllity at
8:30 AM revealed Resldent #1 was unresponsive,
cold and pale and the 1V fluids were not infusing.

Review of the hospital Emergency Depaitment
Physician's Chart, dated 11/30/13, revealed
Resident #1 was diagnosed with Respiratory
Failure, Dehydration, Hypotension and
Gastrointestinal Bleeding, per rectum. interview
with the Hospital Soclal Worker, on 12/10/13 at
9:03 AM, revealed the resident was admitted to
the intensive Care Unit and passed away at 4:42
PM.

Interview with the Administrator, on 12/43/13 at
3:25 PM, reveaied he expected the DON to make
sure the nurses were ok, He stated the nurses
working both third shift and day shift were

working together to attend to the resldents, He
stated there was no distress in the conversation
that was made to him around 8:00 AM or 8:30 AM.
and the nurses were handling everything very
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well. He stated he feit lke the nurses had used
good judgement up to and including sending
Resident #1 to tha hospital. The Administrator
slafed the DON and the nurses had everything
under control. He stated there was no distress or
concern on the nurses’ part, who relayed the
situation to the DON,

**The facllity implemented the foliowing acllons to :
remove the Immediate Jeopardy:

On 12/14/13, the Regionai Director of Operations
re-educated the Administrator related {o the
responsibility of the Administrator to overses the
facllity in accordance with Federal regulations to
inciude monitoring of the Director of Nursing
related {o the supervision of nursing staff. On
12114/13, tha Administrator re-educated the
Director of Nursing on the requirements to
supervise nursing staff to Include guidance and
direction for new nurses as well as follow up
questions in communications with the nursing
staff. On 12/14/13, the Reglonal Nurse
Consultant re-educated the Director of Nursing,
Assistant Director of Nursing and Unit Managers
for halt ohe and two on the interact Process,
timely notification of the physician and using the
Medical Director if unablie o reach the attending
physlcian timely including calling 811 in an
emergency situation. The Interact Process is an
evidence based practice program developed at
the request of the Centers for Medicaid and
Medicare Services to reduce unnecessary return
hospltalizations. The Regional Nurse Consuifant
also 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
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orders in a timely manner, It includes
suggestions for nurses on when fo notify the
physician and what recommendations for
trealments to make, but does nbt override the
Judgement of the nurse at bedside,

Resident #1 was discharged from the fadllity on
11/30/13. Al Current residents of the facility have
been reviewed by the Interdisciplinary Team (IDT)
to include the Director of Nursing, Unit Managers
for halls one and two, Assistant Director of
Nursing, MDS Coordinator and Soclal Services
Director, to assure that any current resident who'
is expenencing 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 notilication had immedlate physician
notification. This review included a set of vital
signs and visual examination of the resident for
apparent acule distress by the Director of
Nursing, Assistant Director of Nursing or Unit.
Managers; and, a review of the medical record for
the past thirly (30) days by the IDT. This was
completed on 12/14/13.

The IDT, which Included the Director of Nursing,
Unit Managers, MDS Coordinator and Social
Services Director, reviewed all current residents’
care plans on 12/14/13 10 assure that the care
plan was up to date and met the peeds of the
resident, and that the care plan interventions
were in place. Any resident whose care plan was
not up to date to meet the neads of the resident
had the care plan updated. Any interventions not
in place were implermented.

Beginning 12/14/13, all licensed stafl was

re-educated on immediate notification of the
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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. In addition, the education included
notification of the Medlcatl Director if they were
unable to reach he attending physician timely.
This re-education was completed by the Director
of Nursing, Assistant Director of Nursing or Unit
Manager for ball number cne, No licensed staff
will work after 12/14/13 without having recelved
this education.

Beginning on 12/14/13, all licensed staff was
re-educaled 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 Interact guidelines and
pathways as a gulde, not to supercede the
judgement of the nurses in attendance. This
re-education was complated by the Director of
Nursing, Assistant Director of Nursing or Unit
Maneger for hall number ona. No licensed staff
will work after 12/14/13 without having received
this re-education,

On 12/14/13, the Regional Nurse Consuftant wiil
provide education to the Director of Nursing and
the Unit Manager for hall one related to skill
procedures for IV Insertion, emergency oxygen
administration, and airway obstruction with
compelency testing. The Director of Nursing or
Unit Manager for hall one will provide fraining to
all licensed nurses on iV insertion, smergency
oxygen administration and alrway obstruction with
competency testing. No staff will work after
12/19/13, without having received this education
and validation competency.
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An Ad Hoc Quality Assurance Committee meeting ‘ ‘
{QPI1} was held on 12/14/13 to review the alleged
deflcient practice as well as the plan for removat
to include audits for care plans and care pan
interventions to assure care plans meet he
needs of the residents and intarventions ara
followed, and ali training materiai presented to
licensed staff. The discussion also included
training completed for the Administrator and the
Director of Nursing and how the facility will
monior corrective actions. In attendance was the
Administrator, the Director of Nursing, the
Asslstant Director of Nursing, Unit Manager, MDS
Nurse and the Social Servica Director, The
Medical Director attended via conferenca call. No
further recommendations were made by the
committee, The Quality Assurance Commitlee will
meet weekly to review the removal plan as well
as monitoring of actions weekly untii substantial
compfiiance is achleved.

Monitoring of the allegation of compitance will be
conducted by doing the following: The Director of
Nursing or Unit Manager for hali 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 to assure all
changes In condition had appropriate physician
nofification, assessment and follow up. In
addition, the Director of Nursing, Assistant
Director of Nursing or Unit Manager for hall one
wiill contact the facillly once each shift to review
with each nurse any significant changes in
resident condilion to assure licensed staff are
assessing and notifying the physician timely. This
willl occur daily for two weeks, followed by five
times per week for at lqast ten weeks on each
shift. The Adminisirator will speak with alt new
nurses within the first thirty (30) days of
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employment and at east five nurses per month
for three months to assure training needs are met
as well as lo assure communication with the
Director of Nursing is open and appropriats. The
Director of Nursing will audit five resident records
per week for twelve weeks to ensure that the care
plans meet the needs of the resident and care
plan interventions are followed.

All monitoring will be received weaskly 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 Committee
meeting wifl be convened fo make further
recommendations. The Quality Assurance
Commitlee will consist of the Administrator,
Director of Nursing, Social Services Director, Uni{
Managers for hall one and two, the Dletary
Services Manager and the Medical Director
attending at least quarterly. Failure to comply
with any of the above will result in individual
re-fralning 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 valldated the
corrective action taken by the facility as follows:

Review of an in-service provided {o the
Administrator on 12/14/13 revealad tha
Administrator was Inserviced on the
Administration, Supervision and monitoring of
system Implementation to understand
admin]strative dutles and Federal regulations.
The supervision of the DON and other direct
reports and the method and frequency of system

monitoring.
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Review of an in-service provided o nursing staff
on 12/14/13 revealed it included physiclan
notification regarding a resident change in
condition, completion of appropriate nursing
assessments and follow up, Interact Process
review, notification of the physician, call the
Medicai Director if unable o reach the attending
physictan timely and to call 911 in an emergency,
with no need to calf the physician first.

Review of the Regional Director Qfficer's
education of the Administrator reveafed the
Administrator was educated on 12/14/12 related
{0 monttering 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 Consultant's
re-educatton of the DON, ADON and Unit
Managers for halls one and two on 12/14/13
revealed itincluded: the Interact Process, fimely
notlfication, using the Medical Director, and
calling 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
examinations. Physician nolification was
completed if needed for a change in condition by
the DON, ADON and Unit Managers. The results
were reviewed by the IDT,

Review of inservicas conducted on 12/14/13
revealed all staff recelved 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 to reach the physician. Staff who
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had not completed the in-serviceé will.not work
untll the in-service has been completed. The Unit
Manager on halt one, who is present-at the start
of each shift, will ensure no one works until they
have been in-sehviced. The Unit Manager on hail
one begins each shift by providing education on
the completion of appropriate nursing
assessments,

Reaview of the in-service that was provided to the
DON on 12/19/13 by the Ragional Nurse
Consullant revealed It included 1V insertion,
emergency oxygen, and airway obslruction. The
Unit Manager on hall one will ensure staff who
hava not completed the in-service will not work
until in-serviced. Further review revealed ail staff
had been inserviced. Skills checks were also
completed with staff related fo 1V insertion,
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
physiclan angfor the Medical Director, or to call
811 in & emergency. In addition, the staff
revealad they were in-serviced on the Interact
Process, accurate chart documantation, 1V
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 Consuliant which included
educating the nurses to ensure they were
comfortable with doing their job and completing
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their skiifs. In-services included education on
documentation, emergency procedures, oxygen
administration, physician notification, the Interact
Process, and SBAR. The nurses were also
strongly encouraged {o not let these guldelines -
override their nursing judgement. The DON
stated she will be more involved with nurses so
sha can identify thelr skill needs, and what
education they may need. She stated the staff
was instructed on timely notlfication, the interact
System, how {o treat emergencles as
emeigencies and o emr on the side of caution,
The facility's expectation is for physiclan orders to
be implemented and residents be sent out of the
facillly, if needed. Orders should be done timely
and staff should be proactive and prevent
emergencles instead of trylng to hustls to get a
residant out to the hospitael. The assessment
process should prevent those emergencies from
happening. She stated she assisfed the Assistant
Director of Nursing and the Unit Manager and
assessed all residents to ensure ell needs were
being met. Vital signs and visual essessments
were completed, the information was
documentad, the charts were reviewed and
compared with the care plans. All care plans
were updated to ensure the residents’ neads
were being met. The Process now is {o have a
dally clipical meeting which includes (DON,
ADON, and UM) to review new orders, care
plans, and resident conditions. if naeded, they wili
have an aflernoon meeting {o review anything
that needed to be followed up on from the
morning meeting. Any residant who had a
significant change in the past thiny (30) days
without physiclan notification had immediate
physiclan notification. Further Intarview revealed
medica! records were reviewed on all residents
for the last thirly {(30) days beginning 12/14/13. .
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All licensed staff was re-educated on the
immedlata notification of the physician with a
sudden change in condition using the Interact
Process, as a guide. if staff was unable to reach
the physician, they may call the Medical Director.
if the Medical Director doesn't answer within ten
to filean minutes to send the resident out to the
hespital. The Regional Nurse Consultant
provided education to her and the acting
ADON/UM for hall one. Education included the
procedure for picking an iV slte and insertion of
ths IV, follow up assessments every shift, 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 al, sfay with
the resident and to notify the physlcian to get a
order. Competency validation with no staff
working after 12/19/13 without having the
education and the validaled competency. A
Quality Assurance meeting was hald on 12/14/13,
they discussed the concerns and issues with the
Medical Director and began making plans of
correction that included in-services and
education, assessments of resldents, updated
care plans and significant changes that the
physician would need {o be nofifted about. She
stated they were monitoring for correctlve actions
and it was her responsibility to monitor the Twanty
Four Hour Reports daily and to call the facility
thres (3) times a day on each shift to speak with
the nurses and get a report on their residents.
She stated she reviewed orders and care plans
dally in the clinlcal meeting and she was auditing
all admissions, Further interview revealed she
would audit five records daily right now o ensure
everything was in place then will audit weekly.
Monitoring was reviewed by the Quality
Assurance {eam. -
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Interview with the Administrator on 12/20/13 at F232
4:10 PM, revealed he was re-educated by the | ‘
Regional Director Officer on 12/14!13. His 1. Resident # | was discharged from the
education Included understanding administrative facility on 11-30-2013
duties, federal rt_agulat[ons, supfzrwswn of the 2. The IDT, which included the Director of
Director of Nursing and other direct reports. They : . .
also reviewed their method and frequency of iNursing, Unit Managers for halls one and
|two and the MDS Coordinator and Social

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

1Services Director, reviewed all current
iresidents’ 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
iwhose care plan was not up to date to meet
ithe needs of the resident had the care plan

was Involved in the Quality Assurance meeting on updated Any interventions not in place were
12/14/13 with the IDT members and the Medical {tmpiemented
Director via a conference call. Further interview 13. Beginning 12/14[2013 all licensed staff
revealed he reviewed all findings of the lwas re-educated on the lmmcdlate
Immediate Jaopardy survey and the abatement. _ Inotification of the physician with a
He stated he was overseeing audits, twenty four significant change in condition using the
hour reports, physician orders review and dally Interact Process as a guideline, but not to
shift reviews for significant changes in conditions. supersede the judgment of the judgment of
He stated he Is also speaking with all new nurses the nurse in attendance. In addition, the
within thirty (30) days of hire; and, a total of five ‘education included notification of the
?F:irzz‘sgp:;e’;‘gmgrg’;)z‘i:zen?:t”::; to ensure their Medical Director if they were unable to reach
communication with the DON was open and . : : ithe attgndmg physician timely. Thl.s re-
appropriate. _ _ : =educ§tlon was comp{eted by the Director of
F 282 | 483.20(k)(3){Il) SERVICES BY QUALIFIED F 262 | \uising, Assistant Director of Nursing or
5ot | PERSONS/PER CARE PLAN : Unit Manager for hall one. No licensed staff
w1ll work after 12/14/13 without having
a < this education.
The services provided or arranged by the facility ‘receive .
p ‘Beginning 12/14/2013, all licensed staff was

must be provided by qualified persons in
accordance with each resident’s written plan of
care.

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