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A standard health survey was conducted on

September 21-23, 2010. Deticient practice was :
identified with the highest scope and severity _
being at 'E’ level. ;

An abbreviated standard survey (KY15168,
KY15295) was also conducted at this time, Both
 allegations were unsubstaniiated with no deficient
i | practice identified. o
F 279 483.20(d), 483.20(k)(1) DEVELOP F27g:
558=D ; COMPREHENSIVE CARE PLANS !

1. The respiratory status of Resident #2 and

A facility must use the results of the assessment Resident #6 was immediately evaluated for
o develop, review and revise the resident's

: their oxygen use including an assessment of
comprehensive plan of care.

_ the resident and a review of their medical
The facility must develop a comprehensive care ‘ record. A care plan was then initiated to

pian for each resideni that includes measurable include their identified respiratory condition
objectives and timetables {o meet & resident's

medical, nursing, and mental and psychosocial \ hdividualized h
needs that are identified in the comprehensive oxygen use. A goal was individualized for eac

assassment. _ resident and then their specific interventions
were placed on each residents working care
plan and will be reviewed at least quarterly or

and any risk factors associated with their

The care plan must describe the services that are
to be furnished fo atfftain or maintain the resident's

highest practicable physical, mental, and L as their condition changes and updated with
psychosocial well-being as required under any new goals or interventions as deemed
§483.25, and any services that would otherwise | - necessary by the Physician and the IDT.

b required under ‘§483'25. but are nof provided 2. A list was obtained of all residents in the
due to the resident's exercise of rights under s .

§483.10, inciuding the right 1o refuse treatment facility that was currently using oxygen. Each
under §483.10(b)(4). resident was individually assessed and a

medical record review was conducted to

i . e At tabus,
| This REQUIREMENT is not met as evidenced determine their individual respiratory status

L by: : i The care plans were then reviewed to
Based on observation, interview, and record : determine if any updates or corrections were
review, it was defermined the facility faiied to use needed for their respiratory care plan.
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© Any deficiency statem ith an asterisk enotes a deficiency which the institution may be excused from corracting providing it is determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclesable 80 days
follawing the date of survay whather or not a plan of carrection is provided. For nursing hotnes, the akove findings and plans of correction are disclosable 14
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program participation.
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the results of the Minimum Data Set Assessment
to develop an individualized comprehensive care |
plan for two (2) of twenty-five (25) sampled
residents {resident #2 and resident #6). ReSIdent
#1 and resident #5 were assessed o have :
oxygen ordered without a care plan developed to |
identify quantifiable objectives for the highest '
level of functicning.

The findings include;

1. Resident #2 was readmitted to the faciiity on
August 24, 2018, with medica! diaghoses of
Hepatic Encephalopathy, Cryptogenic Cirrhosis
with history of Ascites, Diabetes Mellitus,
increased Ammonia Level, Hypersplenism,
Hyperiipidemia, Coronary Artenj Dlsease and
Aclite Bronchitis.

Observations conducted on September 21, 2010,
at 2:55 p.m. and 4:60 p.m., and on Sepfember
22,2010, at 9:45 a.m., revealed resident #2 in
bed with oxygen in use per nasal cannula at two
liters per minute.

An interview conducted on September 22, 2010,
at 3:45 p.m., with the MBS Coordinator (Minimum
Data Set Coordinatoer) revealed any time a
resident is admitted o the faciiity with & ‘
physician's order for oxygen, the oxygen should

be care planned as part of the master care plan |
or added as a care plan update with the resident's |
i admission care plan. The MDS Coordinator \
further stated resident #2 was assessed for
" oxygen therapy and had a physician's order for
- oxygen when admitted to the facility. The MDS

- Coordinator reveaied resident #2 did nothave a |
: care plan for cxygen however, resident #2 should |
- hiave had a care plan for oxygen therapy when
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review all admissions and"
readmissions from an acute hospital stay.
When a resident is identified to have a new
onset of a respiratory condition or an
exacerbation of an existing respiratory
condition, staff will initiate a care plan which
will include goals and interventions for that
resident specific problem and will be placed
with the working care plan for review. All Unit
Supervisors/MDS Coordinators were
inserviced 9/30/2010 by the Administrator on
the RAI/Care Planning Process as well as how
to care plan for residents with oxygen.

4. The facility will perform weekly chart audits of
residents with 02 orders that will consist of 3
resident charts per unit. The CQI! Committee
Designee will review these charts for medical
conditions requiring the use of oxygen and
check the care plan to ensure appropriate
interventions and attainable goals are in place
and individualized. Chart audits will be
conducted weekly for one month and then
monthly for one quarter. Any irregularities
will be corrected immediately and reported to
the CQI Committee for further follow up.

5. Completition Date: September 30, 2010

will new

i
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admiited to the facility.

Review of resident #2's record revealad a
physician's readmission order dated August 24,
2010, for oxygen at two liters per minute via nasal
cannula Further record review revealed a

current physician's order for resident #2 dated
September 1, 2010 through September 30, 2010, !
for oxygen at two liters per minute. Additionat
record review of the Minimum Data Set
Assessment dated September 6, 2010, revealed
resident #2 was assessed for oxygen therapy. '
However, record review of the resident's care
plans revealed no comprehensive care pian for
the oxygen.

2. A review of the medical record for resident #8
revealed the resident had been admitted to the
facility on September 4, 2003, with diagnoses to
include Parkinson's Disease, Alzheimer's
Disease, and Dysphagia. The record further
: revealed a physician's order dated September 1,
2010, for oxygen to be administered at two liters
per minute by nasal cannula. A review of the
“care pian for resident #6 revealed no care plan
had bean implemented to address the residenf's
required oxygen therapy. A review of the
comprehensive assessment for resident #6,
dated August 13, 2010, revealed the resident had
been assessed to require oxygen therapy.

Observations of resident #6 on September 21,
2010, at 2:40 p.m. through September 22, 2010,
at 4:30 p.m., revealed the resident was receiving
oxygen administered by nasal cannuia.

An interview was conducted with the MDS
Coordinater on September 22, 2010, at 3:40 p.m.
The MDS Coordirator revealed there had been
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no care plan developed to address the oxygen
therapy for resident #5. The MDS Coordinator
further revealed a care plan should have been
developed for resident #6 to address the
resident's oxygen therapy.

A review of the palicy titled Comprehensive Care
i Plans (not dated) revealed the facility is required
to develop a comprehensive care plan for each

: resident that includes measurable objectives and
fimetables to meet a resident’s medical, nursing,
and mental and psychoasocial needs that are
identified in the comprehensive assessment,
Record review of the resident's care plan
revealed no comprehensive care plan for the
oxygen.

483.70(h) :
SAFEFUNCTIONAL/SANITARY/COMFORTABL. |
E ENVIRON

The facility must provide a safe, functionat,
: sanitary, and comfortable environment for
 residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, it was
determined the facility failed to provide effective
‘housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comfortable interior. During the environmental !
tour of the facility on September 21-23, 2010, the |
foliowing areas were observed: a black
i substance on fioor tiles, broken electrical covers, |

: bathroom doors sticking, tomn plastic coverson |
i geri-chair arms, cracked plaster, shaky and torn |
 toilet seatls, chipped doors and sink countertops,

E loose sink faucets, sinks with missing caulk, and

|

F 279

F 465

All items and areas in need of repair have been
repaired or replaced when indicated. The black
substance on the floor tiles of rooms 101, 113,
120, 122, 123, 124, and 125 was removed. The
metal doorstops on the bathroom doors to room
103, 104, 113, 124, and 162 were replaced. The
chipped countertops in rooms 103, 104, 113,
124, and 162 were repaired. Caulking was
inserted around sinks in room 103 and 159
where it was missing. The toilet seats were
replaced in rooms 104, 160, and 162, Entry
doors to rooms 109, 113, 117, 118, 1185, 120,
121, 123, 124, 156, 161, and 165 were repaired.
Entry door to room 162 was repaired and
closesfopens easily. Electrical outlet covers were
replaced in rooms 113 and 165. The sink was
repaired in room 159 and faucet fixtures were
repaired. Plaster was repaired in room 165
where it was cracked. Geri chair was rgpaired in
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metal doorstops with exposed sharp ends in
resident rooms, Cracked tiles were observed in
the 1C unit haliway. The women's and the men's
bath on both the Skilled and the 1C units had wom
and dirty nonskid pads in the bathiubs, and grout
in need of replacing.

The findings include:

| Observations of the facility from September
1 21-23, 2010, revealed the following areas were in
need of rraintenance/housekeeping services:

-Resident rooms 101, 113, 120, 122, 123, 124,
and 125 were observed (o have a black
substance on the floor files in between the
resident beds.

doors of resident rooms 103, 104, and 117 with
plastic end pieces missing, leaving sharp metal
exposed.

-Resident rooms 103, 104, 113, 124, and 162 had

~-Metat doorstops were cbserved on.the bathreom s

chipped sink countertops in need of repair.

-Resident rooms 103 and 159 were missing the
caulking around the sinks.

-Resident rooms 104, 160, and 162 had toilet
seats noted to be shaky and had torn foam
padding. ‘

. -Resident rooms 109, 113, 117, 118, 119, 120,
121, 123, 124, 1586, 159, 161, and 165 were

" observed o have chipped rough entry doors in
: need of repair.

-Resident room 162 had an entry door that
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of the IC unit. The bathtubs in the men and
women'’s bath on I1C and Skilled units were
cleaned and non skid pads were removed. These
tubs are not used. The Corporate Foreman and
Housekeeping Supervisor verified all areas
mentioned have been corrected.

Al resident areas are safe functional and

sanitary. Thorough environmental rounds have
been conducted throughout the facility and
identified concerns have been corrected.

An in service was conducted on 9/30/10 by the
Administrator with all staff including
housekeeping and maintenance staff regarding
the importance of maintaining a safe functional
and sanitary environment. The in service
specifically addressed reporting items in need of
repair/replacement to the Maintenance
Department utilizing the CQl referral form or
Maintenance Repair Request Form.  Additional
in-services were conducted with housekeeping
staff on 9/30/10 by the Housekeeping Supervisor
regarding maintaining a safe, clean, sanitary
environment. Additional in-services were
conducted with maintenance staff on 9/30/10 by
the Maintenance Foreman regarding maintaining
a safe, functional and sanitary environment. This
in-service also included a review of the
Preventative Maintenance Log Sheet to ensure
tile, doors, sinks, electrical outlet covers, plaster,
bathtubs, chairs, toilet seats, etc. are periodically
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became stuck on'the fleor, and was hard to
closef/open. }

-Resident rooms 113 and 165 were observad to
have cracked/exposed electrical oullet covers

-Resident room 159 was observed to have a sink §
that was loose from the wall, and loose faucet !
fixtures.

-Resident rcom 166 had cracked piaster in the
cornier by the bathroom door.

-Resident room 173 had a geri-chair with the
plastic covering on the arms noted to be torn and ¢
rough. :

A h.urnp in the haliway was observed on the iC
unit of the facility. The floor tile over the hump
was observed to be cracked.

-The men's and wornen's Bath on the Skilled Unit
was observed {o have a bathtub with worn, faded, ‘
dirty noniskid pads in the bathtub

-The men's and women's Bath on the IC Unit of
the facility was observed {o have a bathtub with
worn, faded, dirty nonskid pads in the bathtub.

An interview was conducted with the Mamtenance
‘Supervisor (MS) and the housekeeping
Supervisor (HS) on September 23, 2010, at 10:30
a.m. The MS stated hefshe did make
maintenance rounds on a regular basis and if
staff found any areas needing repair they were
required to complete a maintenance request form
and send it fo the Maintenance Depaniment. The
HS stated hefshe made random chacks of

where the air conditfoner was plugged in. ]
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F465
working order and pose no danger to the
residents.

4. The CQY Committee designee will conduct
thorough walking rounds on a weekly basis for
one month, then monthly for one gquarter, then
guarterly thereafter to observe for items in need
of repair or replacement or areas in need of '
cleaning. These rounds will focus on resident
care areas as well as common areas and shower .
rooms. Any irregularities will be corrected ‘
immediately and reported to the CQl Committee
for further follow up and review. "

5. Completion: September 30, 2010.
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