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An abbreviated survey wag initlated and
concluded on 09/12/11 for complaints KY168541
and KY16507. The Division of Health Care
Services found KY16541 unsubstantiated with no
regulatory violations. KY165(17 was found
unsubstantiated; however, unrelated regulatory
violations were identified with deflciencies cited.
F 309 | 483.25 PROVIDE CARE/SEMVICES FOR F 309
ss=c | HIGHEST WELL BEING o

Each resident must receive and the facllity must |- Resident #2 was discharged from the facility 10/12/11

provide the necessary care ghd services to attain on 9/16/2011.

1 or maintain the highest. practibable physical, Resident #3 chart review and assessment
mental, and psychosocial well-being, in was completed on 9/26/2011. Orders were
accordance with the compraPkiensive assessmant ‘ received in regard to oxygen. Orders are for
and plan of care, Licensed Nurse to check oxygen cvery 2

hours for placement and function. Orders
were placed on residents treatment
administration record. SRNA’s assignment

Zhis REQUIREMENT s not inet as evidenced sheets were reviewed and updated

Y. ingly. Resi

Based on observation, intenvew, record review, f\:&rx&ﬁ{] dﬁ?ﬁfg ésazz;ergil:gly 8

and review of the facility's Pracedure and the Resi dent #4 chart review and assés' sment

Amendment to the Resplratotry Therapy Services was completed on 9 95/201 1. Orders wero

Agreement, It was determiney the facility failed to received ih regard to ox en" Orders are for

provide the necessary care and services to attain Licensed Nurse £ checl? gen. eve ) 5

or maintain the highest practivable physical well . UEe 10 OXYECD overy 2
ours for placement and function. Orders

being for three (3) of (4) samjiled residents,
Residents #2/, #3 and #4. Eirch resident had a LA ) )
Physiclan's order for oxygen. - Resident #2 had an administration record. SRNA’s assignment:
order for cantinuous oxygen dnd was observed sheets were reviewed and updated

without his/her oxygen. Resigent #3 had an order accordingly. Residents care plan was

for continuous oxygen and was found with an reviewed and updated accordingly.

empty tank of oxygen attache!i to the nasal
cannula ha/she was wearing. Resident #4 had no
oxygen attached to histher nasal cannule and
tubing while worn In place to the nose,

MBORATOSY(QIRECTO@'SOR’PROVEE‘R:WIENL REPRESENTATIVE'S SIGNATURE TITLE ; /0 / 5 ///
Q—..,‘.; gl ﬁ Al e M &/} A

Any deﬂclar(cy)tatement epdin \Z/ithwsn asterisk (" denotaes a defielency which the Inatitution may be excused from aorrecting pro'vldln{ tis detsm;lned’lhat
ont protactioh to tha patients. (See instructions.) Exeapt for nursin

were placed on residents treatment

othetsafeguards provide Su g homes, the findings stated above are disclosable 80 daya
following tha date of sy whethat or not a plan of correction is provided. For nursing homes, tha above findings and plans of correction are dissiosable 14
days following the date these documants afe made avallabla fo tha facllity. If doficlancies are clled, an approved plan of carrection ls requilsita ta continvad
program participation, :
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The findings include:

Review of the facility's procetlure on Filling Liquid
Oxygen (Revised 04/28/10) rzvealed staff would
be able to identify the level of oxygen in the
cylinder and recognize whertithe tank was full,

An additional statement written by the Assistant
Director of Nursing (ADNS) ¢in the prosadure
revealed all new hires are chizcked off on this
procedure during orientation.

Review of the Amendment Ripspiratory Therapy
Services (Effective 06/10/06)irevealed there
would be preventative mainteinance on respiratory
equipment.

Interview with the Activity Dirgector on 09/12/11 at
2:10 PM, revealed the nurses are responsible for
the oxygen and to check the fevel of oxygen in
the tank,

interview, on 08/12/11 at 2:14 PM,with the MDS8
coordinator revealed the nurarzs should check the
oxygen tank when they put a jesident in a
wheelchair,

Interview, on 09/12/11 at 2:20 PM, with
Registered Nurse (RN) #2 reitealed the nurse on
the shift was responsible to egl)sure a resldent
was attached to oxygen wherj.in their room.

Interview, on 09/12/11 at 2:25|IPM, with RN #3
revealed It was the nurse's relsponsibility to put
oxygen on residents while in fleir room. When a
resident was out of thelr roont, the Certified
Nursing Assistant (CNA) was o put the oxygen
on the resident,
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Continued From page 1 F 30| ATl residents in facility with orders for Y

oxygen were reviewed by DNS and Unit
Managers on 9/26/201 1. Orders were
received and implemented as appropriate to
reflect the monitoring of oxygen every 2
hours by the Licensed Nurse. SRNA
assignment sheets were reviewed for
accuracy with changes made as appropriate.

Education on usage of portable oxygen tanks
will be completed with all nursing staff by
DNS/SDC oxygen supply by
10/12/2011.Education on Licensed Nurse
monitoring of oxygen usage every 2 hours
will be completed with all nursing staff by
DNS/ADNS/SDC and will be completed by
10/12/2011.

Residents with orders for oxygen will be
reviewed weekly by DNS/ IDT team weekly
for accuracy and compliance. Residents with
orders for oxygen will have assignmeont
sheets reviewed weekly by DNS/IDT team
for accuracy and compliance with changes
made accordingly.

Al residents with new oxygen orders will be
reviewed daily by DNS/Unit Managers to
ensure accuvacy and compliance. All
residents with new- oxygen orders will have
SRNA assignment sheots reviewed within 24

accordingly.

hours by DNS/Unit Managers to ensure
accuracy and compliance with changes made (
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Record review for Resident #]2 revealed the DNS/ADNS/Unit Managers 10/12/11
facility admitted the resident {»n 09/02/11 with a will conduct random audits 3 days every
diagnosis of Chronic Obstrudtive Pulmonary week of residents with oxygen orders to
Disease (COPD) and had a fihysician's order for ensure compliance. Results of audits will be
continuous oxygen. The Carfz Plan for Resident presented to the Performance Improvement
#2 included oxygen use as oidered. Committee maonthly x 3 months with

appropriate action as indicated,
Observation, on 09/12/11 at 10:45 AM, revealed
Resident #2 sitting in a wheel chair with no
oxygen in use. The oxygen fitbing and nasal
cannula were observed on thw bedside table.
The oxygen concentrator was running; however,
no oxygen tubing was fn placa to the resident's
nose.

Interview, on 09/12/11 at 10:45 AM, with Resident
#2 revealed he/she was not given portable
oxygen when he/ghe was out of the room. The
resident stated "It won't go ncrwhere" referring to
his/her oxygen tank. A portatile tank was not
observed in the resident's room, The resident
voiced he/she had just returnid from being out of
the room.

Record review for Resident #3 revealed the
facility admitted the resident cn 12/14/10 with
diagnozes of Hypertension, Diiabetes and
Pneumonia. The care plan notad Resident #3
had a physician's order for continuous oxygen
related to the past Pheumonis.

Interview, on 09/12/11 at 11:11) AM, with Resident
#3 revealed the portable oxygen tank on the back
of the wheelchair was empty. The resident
placed his/her fingers over the prongs of the
nasal cannuta and couid not fizel any oxygen
flowing, The tank registered empty.
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Interview and observation, or: 09/12/11 at 2:00

1 PM, with Resident #2 revealad the resident in
his/her room in bed and statad " am just going to
lay down." No oxygen was abserved on the
resident and no staff was present in the room.

Observation, on 09/12/11 at 2:10 PM, revealed
Resident #4 sitting in a wheelchair in a common
area with oxygen tubing and the prongs of the
nasal cannula in his/her nose without the portable
oxygen tank on the back of the chait connected to
the tubing,

Continued interview, on 09/12/11 at 2:10 PM, with
the Activities Director revealed the oxygen tank of
Resldent #4 was empty. She was bringing a full
oxygen tank to Resident #4 in the common area.
Nursing staff often fail to fill the oxygen tank for
Resident #4 and it was not uncommon for her to
have to fill the tank.

Continued Interview, on 09/12/11 at 2:12 PM, with
the MDS coordinator revealed] by evidence of the
empty oxygen cylinder, it was not being checked
by the nurses when the resident was leaving thelr
room in a wheelchair.

Continued interview, on 09/12,/11 at 2:20 PM, with
Registered Nurse (RN) #2 revealed prior to a
resident leaving the building "we would make
sure it was full". A drop in bland oxygen
saturation would be a conseqilence should the
nurse fail to ensure a full tank,

Continued Interview, on 09/12/11 at 2:25 PM, with
RN #3 revealed any member of the staff that
happens to be caring for the rixsident was to
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ensure the tank was full. When a resident leaves
the building, the nurse signing| out the resident
was responsible to ensure a full tank of oxygen.
The gauges on the portable axygen tanks do not
work. She stated "l don't know a resident that
has a gauge that works" propwerly. To know the
oxygen tank is full "we have to adjust It and Jiggle
it". The Amendment Respiratory Therapy
Services was not performing preventative
maintenance as evidenced by oxygen tanks that
do not have working gauges.

Interview, on 09/12/11 at 2:36 PM, with Certifled
Nursing Assistant (CNA) #1 rewvealed both the
nurses and the CNAs are to make sure the
portable oxygen tanks are full. They are checked
every shift. There are gauges that do not work.
She stated those have been "hung up and the
oxygen supplier notified",

Interview, on 09/12/11 at 2:45 PM, with the
Assistant Director of Nursing {ADON) revealed
training for the staff on the portable oxygen tanks
included being able to read thw gauges and know
the level of oxygen in the tank. The one
responsible to ensure the portable oxygen tank
was full when a resident leaves the building was
tha nurse. She stated the nurse's "usually do It",

Interview, on 09/12/11 at 6:35 PM, with the Unit
Manager for Unit Three (3) and Four (4) revealed
the charge nurse on the unit was responsible to
make sure oxygen was on tha resident If there
was an order. "They sign the treatment book"
the resident had the oxygen cn. The CNAwas
aware the resident was to have oxygen because
it was noted on the CNA assignment sheet.
However, a review of the CNA, assignment sheet
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for Resident #2 revealed thers was no oxygen
listed for use by the resident, even though the
physician's order stated contihuous oxygen.

Interview, on 09/12/11 at 8:40 PM, with the Unit
Manager for Unit Five (5) and Six (6) revealed the
charge nurse was responsible to make sure the
oxygen was in use by the resident. The nurse
accomplished this through maonitoring the record
and visualizing the oxygen on the resident. The
CNA would know if a resident was to have oxygen
by checking their assignmenlt shest. However,
the assignment sheet for Restdent #2 failed to fiat
the ordered oxygen. If a resiclent was to go
without the ordered oxygen it would be
"potentially harmful”. Also, thin CNA or the charge
nurse was responsible to ensiyve the portable
oxygen tank was filled for resirient use.

Interview, on 09/12/11 at 7:18 PM, with the Unit
Manager for Unit Ona (1) and Two (2) revealed
the nurses and the CNAs are responsible to
engure the oxygen tanks are filled, as are the unit
managers. )

Interview, on 09/12/11 at 7:45 PM, with CNA #2
revealed the CNAs are responsible to have
oxygen on rasidents, if an order for oxygen is
available, when the resident was out of their
room. The CNA was responsible to make sure it
(the oxygen tank) was full. The tank was
checked during the shift and also checked if the
resident was going out of the building. She
revealed the charge nurse wais to make sure the
oxygen was full when a resident leaves the
building.
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