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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
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‘ DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 02/21/14 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk {*) denoles a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
foilowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.
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Submisslon of this Plan of Correction does

F 000 | INITIAL COMMENTS F 0001 1ot constitute admission or agraement by the
provider of the truth or the facts alleged or
| An Abbrevialed Survey Investigaling #KY21228 conclusions set forth in the Statement of
was conducted on 01/28/14 through 01/30/14 to | Deficlencles. The Plan of Correction 18
determine the facllity's compllance with Federal submitted solely because it is required by the
requirements. #KY21228 was substantiated with provislon of fedoral and state law.

deflolencles clted at the highest scope and
- gaverity of a "E".

F 328 ! 483,25(k) TREATMENT/CARE FOR SPECIAL | F328| F328 02/21/14
ggup | NEEDS Corrective Measures for Restdent
Identified i ney:
The faallity must ensure lhat resldents recelve
proper treatment and care for the followlng Resident #2 was assessed by Licensed
spevial services: staff on 01/29/14 for signs and
Injaotions;

symptoms of respiratory distress and
none were identified,
Resident #4 was assessed by Licensed

Parentaral and anteral flulds;
Colostomy, ureterostomy, or lleostomy ocare;

Tracheostormy care;

Tracheal tsﬂocn;ng; staff on 01/29/14 for signs and
Resplratory cara; symptoms of respiratory distress and
Foot care; and none were identified.

Prosthesaes.

' How other residents who may have been

affected by this practice were identifled:

This REQUIREMENT |s not mat as evidenced

by: All resident receiving respiratory care
Based on ohservatlon, staff and resldent via portable 02 tanks and concentrators
Interview, and review of reapiratory phyelclan wore assessed for signs and symptoms
orders, reaplratory flow shests, nurss alde data of respiratory distress and none were
gheste, Minlmum Dala Set (MD8) asgasaments, identified.

care plans, and the facllity's "Oxygen

Management" pollcy/procedure, It was All residents utilizing portable 02 tanks

! determined the faclllty falled to ensure two (2) of and concentrators had their equipment
four (4) sampled residents (Resldent #2 and assessed to ensure portable 02 tanks and
Resldent #4) received resplratory care. The concentrators were at 50% or higher any
facllity falled to enaure Resldent #2's and identified as less than 50% were refilled
Resldent #4's porlable oxygen (O2) concentratara immediately by staff,

’ had 02 In them.

| |

'8 0 PROVIDEFJEUPPLIER HEPRESENTATNE‘B BIGNATURE TITLE {X0) DATH
J@V MHA Or T ARrslell]

followlng te date of aurvay whothar or not a plan of carracllon Ia provided, Por nureing hemas, the above findings ond plona of corractlon ara dlgclosable 14
days following lhe dete these documents ere mada avallahle lo the facllity. If deflclancles gra clled, en epproved plen of corraction fa raquisita lo continuad
program perilolpation,
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DEFICIENGY)
F 3281 Continued From page 1 F328! pagg 02121414
The findings Include:
Messures Implamented or Systetris Abgred to
Roviaw of the faclllty policy titled, ® Oxygen Ersvent Re-oceurrance:
Management”®, dated 10/24/12, ravealed "all liquld .
+ companlon tanks wiil bs flled by the asslgned All Nursing Staff re-educated by
i staff member/shift. When traneferring from : Directot of Nursing on 02/01/14 on
concentrator Yo companion, cheok lavel. If less policy of oxygen management,
than 50%, fill prior to ¢onnecting to companion Resident requiring utilization of 02
tank. Leave cannula connected lo the delivered via concentrator and or

soncentrator while flllng, Check for Oxygen tank
teval when repositioning, during cere, ptlor fo
{ransporte, or every 2 hours, whichever Is lass.

portabls 02 tank will have gauges
agsessed every 2 hours to ensure levels

Tum off oxygen when not In use ard sacure are maintained at 50% or higher.

lubing. Oxygen eaturations to be assessed each Director of Nursing will QI monitor
shiff, and as Indlcated, baged on clinlcal concentratorg and portable oxygen tanks
eesesement unless otherwise ordered by every shift Sdays per waek x 4 weeks
physiclan. Rssidents who are stable may requlte then weekly x 2 months to ensure to
legs fraquent monitoring. Oxygen E oylinder ensure o2 levels is 50% or more. Any
duration Ymesg, ong {1) Liter per minuts = aight (8} variance will be addressed immediately

hourg, 1.5 litera per minules = five {6} hours, two
{2) litera per minute = four {4} hours, 2,6 liters per
minute = three {3} hours, thras (3) iltera par

i minute = two (2) houra, four (4) lfers par minute =

through re-educetion .

two (2) hours, fiva (6) itera per minute =1 3/4 Moni ng Compll
hours, Oxygen tenks should be changed when nitoring for. Ongo '

H
the needis I3 In the red area (balow 800 pal) Findings of the Q monitoring will be
1. Record revlew rovaalod Reslident #2 was brought by the Director of Nutsing to
admitied to the tacliity on 06/01/13 with dlagnoses the QAPI meeting monthly x 3 months
which Included Chrenio Alrway Obstruction, | for review and development of action
Congestiva Hesr Fellure (CHF), Edema, and plan to ensure residents receive proper
diffioulty In walking, end muscla weakness, treatment and care receiving respiratory
Review of the quarteriy Minimum Dala Set care, '

{MD8), dated 01/10/14, ravezled the fagillty
assessad Resldent #2's tognition as moderately
Impaired with a Brief Intermittent Mental Slatue
(BIMS) score of & "10", The resldent requlred
extensive aeslsiance with aotivitles of dally living
| (ADLs) and required oxygen.
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F 328 | Continued From page 2 F 428

Review of Resldant #2's January 2014 resplralary
physiclan orders revealed the resident should
recalva continuous O2 at 2-4 Htars par minute
{m) per nasat cannula (N/C).

Review of Resldent #2's Comprehensive Care
Plan for CHF, dated 05/18/13, revealed the :
resident was at rigk for complicatlons with an i
intervention to admintsier O2 as ordarad, Review
of the Nuraa Alds Data Sheet, dated 11/10/13,
revesled O2 at 2-4 lfm continuous per NC.

Observation, on 01/28/14 at 5:31 PM, revealed |
Rasidant #2's was aliting In a chalr with tha Q2
per NIC &t 2 Mm. Further obssrvation of the
porteble 02 concentrator revealed It was In the
red zong and empty. Interview with the ADON
who was present at the lims revealed the
portable tank for Resident #2 was emply, |

Interview, on 01/30/14 at 4:40 PM with Resident !
#2, revesied he/ahe felt "whooooeese, dizzy"
before the OZ {ank was fliled up.

: Revlew of the January 2014 Respiratory Flow
Shest revealed 02 4l 2-4 Ifm per N/C contintious
and to oheck 02 cancentrator svary two hours,
raplaca az needed, Furthar review revealed the
tast Ums it was Inltlaled to Indioate the 02 had
been chacked was 4:00 PM,

Interview with Registered Nurse (RN) #1, on

, 01/30/14 at 5:04 PM, revealed she had Inltialed E
Resident #2's poriable tank had been checked for

02 on 1/26/14 at 4:.00 PM. The RN stated ahs

could not ramember how much oxygen was in the

tank, but the rasldent's tank uausally lasts 6-8

hours. Tha RN ravaaled [f the tank had besn less |
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than 1/2 full, she would have filled  up. Bhe
stated shs does not trust the tank if It Is balow 1/3
full,

Intatview, on 01/28/14 at 5:31 PM with the

Assistant Director of Nursing (ADON), revealed It

ghould be on Medlcallon Adminiatration Record

{MAR) to chack and see If not empty svery twe
{2) hours (Q2H),

2. Record reviaw revealed the facllity edmitied
Residant #4 on 08/18/18 with diagnoaes which
Included Asplration Syndrome, Neuropathy,
Chronic Heart Dizeass, Chronle Edema, :
Demenlis, end muscls waakness. Review of
quarterly MDS, datad 01/27/14, revesled the

- facllty aqoesced Rezident #4's cognitlon as
moderately impalred with a BIMS of "8", The
resldent raaulred extenalve ageist with ADL's and
oxygen,

Reviaw of the January 2014 respiratory physiclan i
ordera revealed Resldent #4 should recslved 02 -

at 2 ifm per N/C to kesp 02 saturation levels
greater than 90%,

Reviaw of the Comprahenelve Care Plan for
increased rlsk for cardfovascular ¢omplicallon |
and risk for Impalred gas sxohange, dated !
11/14/13, revaalad interventions to administer
medlcations as ordered per physiclan and ,

administer O2 at 3 lim via NG, as needed. j

! Ohservatlon, on 1/30/14 at 4:48 PM, revealed
Resldent #4 was tranaperted by staff to the dining
; room per his/her whesichalr with ne G2

- concenfrator on the chair, CNA#1 was observed
walking at the Hime down the hall with & poriable i
02 concanttator, Intervisw with the Cerlifiad ]
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F 328 | Continued From page 4 Faz8

Nurge Aide (CNA) #1, at the lime, revealsd she
was going te flll up Resident #4's portabls 02
concantrator because it was ampty.

! Interview on 1/30/14 at 4:51 PM with Resldent #4
! In dinlng roam revealed he/she was slegpy.

| Revlew of the January 2014 respimatory flow i
. sheet ravealsd there was no documentation to :
- show the resfdent's 02 concentrator should be
{ checked for the amount of O2.

* Interview, on 01/30/14 at 4:54 PM with Licensed
Practlcal Nurae (LPN) #2, revesled she had not
charcked Resident #4'a OZ tank ysl, and the las!
tims It was checked wae probably around 2:00
PM, LPN #2 further revsaled Resident #4 did not i
have fwa {2) hour checka of 02 concentrator
writters on hlsther respiratory flow sheel.

Intarviswa with ONA #3, CNA#E, CNA#9 and
CNA#13, on 01/30/14 at 10:48 AM, 11:30 AM,
11:48 AM, and 12:08 PM, revealgd only the
nurees ware able to rafill the portable 02
concentrators.

interview on 01/30/14 at 11:50 AM wilh
Raglsterad Nurse (RN) #2 revealed the nurge filis
tha 02 tanks but all staff nesds to look at them.

Intarvisw with the Assistent Director of Nursing
{ADON), on 01/30/14 at 3:01 PM, revealed the
nuraes were to fill the porlable Q2 concentrators
and the CNAs can fifl them if they have been
inserviced.

Interview, oh G1/30/14 at 2:16 PM with Director of
! Nursing (DON), revealsd all staff should monitor
! to ensure the O2 nasal cannula was In place on |
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¢
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(%4) 10 BUMMARY STATEMENT OF OBRICIENCIES ® PROVIDEA'S PLAN OF CORRECTION £d)
PREFIX {EACH DEFICIBNCY MUST BE PRECEDED BY FULL PREFIX {BACH CORRECTIVE AGTION BHOULD 2B COMPLETIGN
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DEFICIENGY)
F 328 Continued From page 6 F 328
‘i the resident’s ncse and the pertable O2
concentrator is on, Sha stated It was on the
Treaiment Administration Reeard {TAR} to ¢haok
i tha portable 02 concantratorg every two (2) hours i
to ensurs In placs, on and the amount of )2 In the !
congentrater. Tha DON siated alf nuraing elaff
oan reflil the O2 concenlrators If they are emply. . F441 02/21/14
F 441 | 483.65 INFECTION CONTROL, PREVENT | Fa41| correntye Measuves for Resident
gowg | SPREAD, LINENS Identifled i the defielenqy:
The faclltly must astablish and malnteln en Nebulizer tubing and face picces in roon}
Infactlon Coniral Program deslgned to provide a #2904 and 213 were discarded by
gafs, sanltary and comforlable environment and Director of Nursing on 01/31/14, They
to halp prevent the davalopmant and tranamlsslon bl d
of dlsease and Infection. was rqplaced with new dated_tu ng an
face plece and storad in plastic bag.
{a) Infection Canlrol Program Nebulizer tubing and face piece in room
The facllity must esiabiish an Infectlon Control ; 216 was discarded by Director of
Progrem undar which It - Nursing on 01/31/14. They was
(1) Invastigates, conlrols, and prevents Infeclions replaced with new dated tubing and face
I the fecillly; piece and stored in plastic bag,
{2) Decldea what procadures, susch ss Isolatlon, 02 tubing in room 112 was discarded by
should be applled to an Indlvidual resldent; and Direotor of Nursing on 01/31/14 and
{3) Malntalns a racord of Incidents and corrsolive fréclor o , ursing on
actions related to Infections. replaced with new dated tubing. Stored
in plastic bag when not In use, The 02
{b) Prevenling Spread of infedtion concentrator was set on current
{1) Whan the Infealion Control Program physician ordered settings.
determines that a rasldent neeads Isolation fo Nasal Cannula and tubing in room 114
pravant the spread of Infectlon, tha faciity must was discarded by Director of Nursing
: [solate the rasldant. :
{2) The facllity must prohlblt employeea with a on 01731/14. "I'hey \sas re;;]aced ‘rlt},}h
communloable disease or Infected skin leslons new dated tubing and nasal cannula, The
from diract contaot with fesidents or thalr food, If nebulizer tubing and face piece was
divast contact will transmit the disease, disearded at same time as nasal cannula
{3} The faality musl require slaff to wash thelr and replaced with new tubing and face
hands after each direct resldent contact for which piece and placed in plastic bag,
hend washing la Indicated by accepted
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DEFICIENCY)
F 441 | Continued From page 6 F 441
professional practica, F441 02/21/14
| () Linens Corrective [Measures for Resldent
Personnel must handle, slore, process and Ydentlfied in the deficiency:
{ranspoH lInens ao as to prevent the spraad of
| Iniection, The nebulizer hose, face mask, nasal
cannula and tubing in room 109 was
discarded by Director of Nursing on
This REQUIREMENT la not met as evidenced 01/31/14 and replaced with new
! by nebulizer hose, face mask, nasal
Based on observatlon, staff Interview, and review cannula and tubing and placed in plastic
of the facllity policy It was determined the facliity bag
Lalleld todrnalntam an lnfa?uon :‘onn}ol Progéam In room 106 the 02 concentrator hose
 designed to providle & safa end eanitary an and face piece was discarded by Director
i comfortable environment and to help pravent the TNutsing o 01/31/14 aud vepliced
development end tranamlselon of disease and o hursmg N bi d P 1
infectlon . The facllity falled to ensure nebullzer with new datedEOZ tu l_ﬂE and nasa
and Oxygen (02) tubing and masks were stored cannula stored in p!ast_lc bag,. _
coverad when not In use In rooms #165, 108, It room 105 the nebulizer tubing and
108, 112, 114, 204, 218, and 218. In addition, the face piece was discarded by Director of
facllity failed to ensure the nebullzer squipment Nursing on 01/31/14 and replaced with
! was cleaned prior o storage after use. | new dated tubing and face piece stored
a ’ : in plastic bag,
! fi lude: ! ' .
N NI EENE ' Residents identified were azsessed by 1D
Revlew of the faclilty polioy for Infection team to ensuro residents were free of
| Prevention and Control, dated 08/2011, revealed respiratory infeotions, MD was notified
. the faclllty was to pravide a aafe, senitary, and as Indicated, Comprehensive care-plans
comfortable envirornment. This faoility will and nurse aid data sheets
inveatigate, control, and atlempt to pravent the reviowed/rovised ag indicated.
development and transmisslon of Infectlons. The
facility will provide precautlonary measures to How other residents who may have been
prevent the spread of potential Infaction, while affecte identified:
monitaring resldent's progress,
. ) - ivi and
 Revlew of the facllity policy titled "Oxygen A’é ’T.Sidfrt;"t;::;‘t';"\ﬁaoi 3;22 :‘:ﬁ i
Therapy Concentrator Set-up", dated 01/01/2007, neoulizer . q Y »
revealed oannulas, masks, or other dallvery ID team for any signs and symptoms o
FORM GM3.2567]02.68) Pravious Vars'ons Obsolale Evan! ID:X30R11 Facilty ID; 100140 If conlinuation sheel Page 7 ¢l
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!

devige should be etored In a plastie bag or
container when not In uge to decresass the sk of

! coniamination,

1. Observaliong on 1/28/14 from 4:26 PM through
5:10 PM revealec:

A, Infoom #204 and roem #213, the nabulizer
tubing end face piace were not stored In a plastic
bag and were lylng on the badside teble,

8. In room #2186, the nebulizes tubing and facs
place wera not stored in a plastic bag and wers
lylng on the over bed tabls.

C. Inroom #112, the OZ tublng were not slored
In & bag and were on the bed with the 02
concentrator unlt running at aix (6) Iters & minute,

D. In room #114, the oxygen nasal cannula and
fublng were nol slored In & plastlc bag and were
on the fleer and the nebulizer lubing and face
place were not secured in plasilc bag and wers
on the floor,

E. Inroom #1089, the nebullzer hosse and face
pisce were not sacured In a plastio bag lying on
top of chest drawers. In addition, there was &
nasal cannula and tublng, dated 12/19/13, that
wae hanglng out of the lop drawer of cheat
drawers,

F. In room #108, the portable O2 concenlrator
hose and face plece wara not slored In a bag and
ware laylng In a wheslohair,

Q. Inroom #1086, the nebulizer tubing and facs
plece ware not gecured In a plastie bag and were
laylng on the bedslda fable,

interviews on 01/28/14 et 5:21 PM, on 01/29/14 at
0:06 AM and an 1/30/14 at 10:20 AM, 10:68 AM,
10 48 AM, 11:48 AM, 12:06 PM, 1:04 PM and
2:66 PM with LPN ##1, LPN #4, LPN #8, LPN #7,
CMA#3, CMA4 and CNA#1, ONA#2 and CNA

Fd4]

How gther residents who may have

heen aff hig practice were

identified:

respiratory distress/infection, MD
notified as indioated, and
comprehensive care plan, nurse aid data
sheets reviewed/revised as indicated.

Messures Implomented or Systems Altered to.
Prevent Re-ggcurrences

All Nursing staff re-educated on storage
of nebulizer equipment, oxygen
equipment and cleaning of nebulizer
equipment followlng use by the Director
of Nursing on 02/01/14,

Director of Nursing will QI monitor
placement of nebulizer equipment and
oxygen equipment for storage, cleaning,
and dating 3x per day x S days for

1 week then 2 x per day x 5 days for 1
week then daily x § days x 1 week then
weekly x 2 months then quarterly. Any
variances will be addressed immediately
through re-education.

Monitexlng for Qngotng Compliange:

Findings will be brought to the QAPI
meeting for review and developmont of
action plan to ensure 02 and nebulizer
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| #3 revealad oxygen equipment should ba storad

in & plastic bag when not In uss, Mougitoring for Ongolng Complinnge:

| Interviaw, on 0 1/30/14 st 2:15 PM wih Direator . equipment is maintained In & safe and
of Nursing (DON), revaalad oxygean equipmsnt sanitary manner to prevent
should be etored In a plaetle bag when not In uss, developmet/transmission of disease.

2. Obsarvation on 01/28/14 at 1213 PV of &
nebulizer treatment to Reslden! #2 revealed
Rsplstered Nurea {RN) #2 emptied the nebullzer
raaarvolr and pul nabulflzer ragarvolr back In the
plastio hag on the over the hed table without
washing the equipmant alier the traatmenl.

!Interview, on 01/28/14 at 12:20 PM with RN #1,
revaaled she did not wash out the nebultzer after
giving Regldant #2's traaiment and she should
tave {o prevent the sputum from sltting and
bacteria from growing In it

Intervisw, on 01/30/14 at 2:15 P with the DON
revealed he raservelr of nebulizer should have

been washad out, drfed and then placed back !
whers It belonged. !
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