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F 000 ' INITIAL COMMENTS
|
i AStandard Recertification Survey was conducted |
C 11112112 through 11/13/12. Deficient practice
i was Identified and a deficlency was cited at a -'
Scope/Severity of a "D, i
F 2811 483.20(k)(3){1) SERVICES PROVIDED MEET :
88=p, PROFESSIONAL STANDARDS
[

. The services provided or arranged by the facility i
| must meet professional standards of quality. .

!

i

| This REQUIREMENT is not met as evidenced
I by:

. Based on Inferview, record review it was

| determined the facliity failed to ensure services
i provided met professional standards of qual ity for
- two (2) of four (4) sampled residents (Residents

i #1 and #4). Resldent #1's oxygen was ordered io '
' be administered at three (3) liters per minute !

| (LPM), observation revealed the oxygen to be set

“at two (2) LPM. Resklent #4 had an order for
f

{ weights to be oblained every three (3) days:
however, the facility failed to obtain the weights

| every three (3) days. |

| The findings include:

| Interview, on 11/13/12 at 3:25 PM, with the !
. Adminisirator revealed there was no facillty policy
| on following Physician's Orders. She stated, "
following Physiclan's Orders was a standard of i
! practice for nurses. :
! 1. Review of Resident #1's medical record :
~ ; revealed the facility admitted the resident on !
' 11108/12 with diagnoses which incluced Chronic :

F oot Lorrective action — Reskdent #1 was affected direstly. The oxygen LPM
was immedistely adjusted to correct dose after surveyer brought it ta
attentlon of staff on 11/13/12, Doese and Oxygen saturation was

F 281 cuntinually checked on each nursing shift untti resident's discharge

on 11/20/13. RN and RT were counseled verhally by DON Immeciatety.

Other currgnt restdents usthg oxygen were identifled {1} and dose was

- It was scourate,

ent resldent oxygen orders sgainst dossge each
14/2012 untit marndatory unlt maeting on 11/28/1%

i

A manditory unit meeting was completed on 11/28/17 regarding
Nursing taw and regulations on foltowing of physician orders, and

regarding checking oxygan dosage durlhg head to too FsLezament par shift.

i Ay nursing staff not In attendance were required to read and sigh a writtan

summary of this by 12/7/12. The DON ensured this was dona,

Any staff not complying wil not be aflowed to work untlt this has taen

complated,

RY Dlrector ramediated the RT tnvolved, Their policy states that the 8T check
Oxygen dosags at each visht to make sure It folfows physiclan order O

the Resplratory Department's titration polley if orders are written to thrate.
i

(X&) DATE

]
ABORATORY DIRECTOR'S OR FROVIDE /S U

TITLE

shade—  12/7/12

™ deficiengy slalement ending wilh a

aslerisk (") denoles a deficiency which he melloion mom
Iha pallenls. (See nelrucliong.) Exoapl for rursin
@ abova findings and plans of coredllon ars disclosshls 14

y be excused from comreciing providing 1 1 dejermined thal
9 homes, Ihe findings slaed above ars disdosable BY days

afeguards provide sufiglen! profecion o
"G the dake of survay whelher or no| a plan of earreciion ts provided. For murstng homes, h
ade available lo e faci) Ny. Hf deficlencies are cijed, an Bpproved plan of correclion Is requisile lo conlinued
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The DON wm spot check oxygen dosage varsus ordered tfosaga during

é .
' !
F 281 Continued From page 1 ;'
Qbstructive Pulmonary Disease (COPD) and !

| Congestive Heart Failure (CHF). :

! Review of the Admission Assessment, dated j
1 11/08/12, revealed the resident was assessed as

being alert and oriented to person and piace. ,
! Review of the admigsion Physiclan's Orders
| revealed an order for the resident to recelve
' axygen at three (3) Iiters per minute (LFM) per f
! nasal cannula. .
| Observation, on 11/13/12 at 8:10 AM and 9:10 '
. AM revealed the residents oxygen flowmeter was |
t set on two (2) Iiters per minute. i

interview, on 11/13/12 at 9:10 AM, with the Nurse

| Manager revealed the resident's oxygen was set
on twa (2) liters per minute: however, should

i have been set on three (3) liters per minute as

" ordered, i

| Intarview, on 11713112 at 9:17 AM, with the '

| Respiratory Therapist (RT} revealed Resident
#1's oxygen was on two (2) liters as that was

| what he/she had been on at home, After
reviewing the resident's medical record the RT

| stated Resident £1's oxygen should have baen
, seton three (3) LPM as ordered by the Physician, :

intemew on 1113112 at 3:25 PM, with the ;
| Administrator revealed Resident #1's oxygen !
i should have bean set on three (3) LPM as }
! ordered by the Physician.,

| 2. Review of Resident #4's medical record ,
: revaaled the facillty admitted the resident on i
' 10/31/12 with diagnoses which included Diabetes . I

| | Mellitus and Multiple Scierosis.

j

DON morning rounds as a third check and remadiste staff Immediately

as neaded,

Findings will ba reported to the TCU QA committes that meats
Quarterly. The OA committez conslsts of the Admintstrator, BON, Medieat
Dlrector, RN, Activity Therapist, PT, Dietleian, Soctat Worker, MDS Cogrdinator,
Rigk and Compliance Manager, pharmacist and Adm Isstons Coardinator. Al audit
results are documented, analyzed and tranded by the TCU QA Committee

to identiy opportunities for Improverent and take appropriate and immadiate

action. The TOU QA Commiriee will develop and implament appropriats

ptans of action to correct tdentified quality deficienciys.

orde

Corrective action — Restdent #4 was affacted directly. The restdent was walghsd
immediately after surveyor Brought the error to the atéention of BONon 11/33/12,
Weigtts were chocked every third day by DON until restdent’s discharge

on 11/18/12.

Tha other current restdents’ (%) welght orders were checked for accuracy
frimediztely. DON checked alf current restdent welghts dally agalnst

orders each morning from 11/14/201% until mandatory unit meeting

on 11/28/12,

A mandatery unft meating was completed on 11/28/12 regarding 3

FORM CMS-2567(02.69) Previous Varsions Obsclele Event 0 4.P01

Nursing law and ragutations on followting of physician orders, and
regarding welghing of resident per physiclan orders. A whiteboard
Was Set up In the nurses station with reminders for eazh resident’s

seigh date. Charge nurse it to chack that it has been completed

exch shift,
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The Director of Informatics |RK) completed training for the staff on

| f
F 281 ' Continued From page 2 '
' Raview of the Admission Assessment, dated
' 10Q/31/12, revealed the resident was assessed as
! being alert and orlented to parson and place.
Review of the admission Physician's Orders,
‘ dated 10/31/12 revealed an order for the resident
" to be weighed every three (3) days. Further !
| record review revealed the facility obtained ‘
" Resfdant #4's welght on 11/02/12 and did rot
| obtain the next welght untll 1711412, nne (8) |
' days later. Further review revealed no _
l documented evidence Resident #4's welght was |
! obtalned on 11/05/12 or 11/08M2 which would be

f every three (3) days as per the Physician's Order. |

. Interview, on 11/13/12 at 4:15 PM, with the Nurse |
| Manager revealed the resident’s welghts should
have baen obtained every three (3) days as

| ordered.

| Interview, on 11/13/12 at 3:25 PM, with the '
 Administrator revealed there was no facility policy .
- on following Physictan's Orders. She siated that |
! was a standard of care, An additional interview,
fon 11/13/12 at 4:368 PM, with the Administrator |
| revealed Resident #4's weights should have been
' obtained svery three (3) days as ordered. !
According to the Administrator, this was z

f unaccéptable. |

i
:
1

I
| :
! i'
!
|

F entry of welghts Into the EMR system as there was some question as
towhether i was betng saved in the EMR correctly by the user, These
tralnlngs were completed on 13/13/12, 11/14/12, 11/158/12, 11/15/12
and 11/20/12.The training was also repeated at the unit meeting on

11/28/12, The Uirector of Informatics will be avaliable 35 needed ongolng.

The DON wilt continue to cheek welghts compared to order durlng

DOM morning rounds and remediate staff immediately
as naaded.

The weights have also been added to the chart budits that are completad

weekly by the admin asistant.. Actual weights taken will he checked agatnst

phystetan orders,

Al Findings witl be reported to the TCU QA cammititee that meets

quarterly, The 0A committee constats of the Administrator, DON, Medicat

Diractor, RN, Activity Therapist, PT, Bletician, Soclal Workar, MDS Coordinator,
Risk and Compliance Mangager, pharmacist and Admisslons Coordinator. All sudit

sults are documented, analyzed and trended oy the TCU GA Commlittee

to Identiy opportunities for improve ment and take appropriate and Immedlate

attion. The TCU QA Committee will davelop and Implement appropriate

ptans of action to correct identifled quality deflelensies,
I
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| CFR: 42 CFR 483.70(2) -5 ' ;
Building: 01 | ]'
{ Plan approval date: 1976 ? ! '
i j ! _
. Survey under: NFPA 101 (2000 Edition) | ! f
| Facility type: SNF ! !
 Type of structure: Seven story Type | (332) i
! Smoke Compartment: Two '
! ; r' f
. Fire Alarm: Complete fire afarm | I
5' Sprinkler System: Complete sprinkler system ’ j .
j i f
_Astandard Life Safety Code survey was i ! !
- conducted on 11/13/12. Saint Claire Medical !
| Center was found to be in compliance with the : ; !
_requirements for participation in Medicare and :
' Medicaid. The census on the day of the survey : ]
1 was five (5). The facllity is kcensed for fen (10) i ;
fr
| | ’
| . gy
; ! |
i f g’ |
?
I f ' }
: ; : !




