PRINTED: 04/11/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES APR 9o 20U OMB NO. 0938-0391
STAIUMENT OF DEFICIENCIES X1y PROVIDERISUPPLIERICUA {X2HAMUL HIPLE CONSTRUCTION {X3) DATE SURVEY
AND PEAN OF {ZORRECTION INENTHFICATION NUMBER: COMPLETED
A BHIEDING
{3 WING C
345517 ” o T 04103/2012
NAME OF PROVIDER OR SUPPIIER STREETADDRESS, CHY, STATE, ZiP CODE
3830 BLUE RIDGE ROAD
BLUE RIDGE HEALTH CARE CENTER
RALEIGH, NG 27612
EX SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 16
PREFIX IFACH DEFICIENCY MUST BE PRECEDED BY FHILL PREFIX IEAGH CORRECTIVE ACTION SHOULD 8E SOMPLETION
IAG HEGUL ATORY QR LSC IDENTIF YING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE BAFE
DEFICIENCY)
* Preparation and/or execution of this plan
F OG0 INITIAL COMMENTS F 000 of correction does not constitute admission
or agreement by the provider of the truth of
o . . the facts alleged or conciusions set forth in
The Division of Health Service Regulation the statement of deficiencies. The plan of
(DHSRY), Nursing Home Licensure and correction is prepared and/or executed
Certification Section conducted a complaint sotely becausae it is required by the
investigation survey on 3/29/12 through 04/03/12. provisions of federal and state law.”
It was determinead the facility had provided
substandard qualily of care at the immediate
jeopardy level. A partial extended survey was F 15.7 .
. Resident #1 was discharged from the
conducied on 04/0212 and an exit conference facilit March 20, 2012 An i e
held with the facility on 04/03/12. The actity on Mareh 20, 2012. An investigation
was nel 3f16}12 di was conducted, led by the Director of
Immediate Jaopardy began on O anals Nursing (DON). The investigation inciuded 4
present and on-going. but was noi limited to; facts surrounding 5 \"l‘\cl
F 157 483.10(b){11) NOTIFY OF CHANGES F 157  the incident involving Resident #1, facility
ss=J {INJURY/DECLINE/RQOOM, ETC) processes for communicaltion of resident

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident’s legal representative
or an interested family member when there is an
accident involving the resident which resulls in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (l.e., &
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need lo alter treatment
significantly {i.e., a need to disconlinue an
existing form of treatment due to adverse
consequences, or o commence a new form of
treatment}; or a decision to transfer or discharge
the resident from the facility as specified in
§483.12({a).

The facility must also promptly notify the resident
and, if known, the resident's legal represeniative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in

changes in condition to the physician and/
or Medical Directors, nursing, respiratory
and the IDT, review of the resident’s
inedical record to determine evidence of
potential risk factors for decannulation.
Following the completion of the
investigation, based on an analysis of the
findings, the facility developed and
impiemented corrective action directed at
areas identified with quality improvement
opportunities. For residents residing in the
facitity in similar siluations as Resident #1
and Resident #2, the following actions
would be taken. The licensed nurse would
initiate One-to-One supervision of the
resident followed by: {a) inform the
physician or Medical Director of the change :
in the resident’s condition and the
behaviors exhibited, (b} obtaln an order for
one-to-one supervision and any other
intervention the physician or Medical
Director deems necessary. (¢) charge
nurse complete an SBAR (Situation,
Background, Assessment/ Appearance
and Request) report , {d) document the

Fl

LABORATORY DiR SUPPNER REPRESENTATIVE'S SIGNATURE

il 51z

Any deficiency statement ending with an asierisk {*) denotes\a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the palients. {See instructions.) Except for nursing hemes, the findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disctosable 14
days folfowing the dale these documents are made avaitable to the facility, | deficiencies are cited, an approved plan of correction is requisite lo continved

program participation.
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F 157 Continued From page 1

resident rights under Federal or State law or
regulations as specified in paragraph (b}1} of
this saction.

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

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and interviews with
facility staff, the physician, and respiratory
therapists, the facility failed to notify the physician
of a resident decannulating the fracheostomy
{trach} iube and disconnecting the ventitator 9
times in the same night {(Resident #1). The
facility failed to notify the physician about
discontinuing the one-on-one supervision of a
ventilator dependent resident who was attempting
lo get out of bed (Resident #2). This was evident
in 2 of 5 residents with tracheotomies.

Immediate jeopardy began on 03/16/12 for
Rasident #1 when the resident removed her trach
and resulted in a critical oxygen saturation rate.
The administrator was notified of the immediate
jeopardy on 04/01/12 at 12:13 pm. The
immediate jeopardy is present and ongoing.
Example 2 {Resideni #2 lack of physician
notification} was cited at a D level deficiency {an
Isolated deficiency that constitutes no actual harm
with potential for more than minimal harm that is
not immediate jeopardy).

Findings include:

Review of the policy titled, "Ventilator {vent)

change in the resident’s condition on the

F 157 24 hour report and the one-to-one :
supervision being provided, (e) the 24 hour :
report and the SBAR report would be given
to the 10T for discussion, action item
development and monitoring of the
resident’s progress. ‘
The resident would remain on the 24 hour |
report until his/her condition improved. As
the resident's condition improved, or
declined, the IDT would make
recommendations to the physician or
Medical Director to modify or discontinue
one-to-one supervision for the resident and
place the resident on Resident Monitoring.
Resident #2 was discharged from the
facility on March 28, 2012 and was
readmitted on March 30, 2012. Following
readmission Resident # 2, ventilator
dependent at night, upon readmission was
provided a new tracheostomy collar and
was observed for behaviors, Resident # 2
did not exhibit any "at risk” or "emergent”
behaviors. Resident #2 has had orders
obtained and implemented for continuous
puise oximetry, anti-disconnect device at
night, and Resident Monitoring which
continues at this time.

2. Residents with tracheostomies with
changes in condition have the potential to
be affected by the same alleged deficient
practice. On March 31, 2012 residents
with tracheostomies had their
tracheostomies checked for proper
placement by the Respiratory Therapy
Director or hisiher designee. Of the 21
residents with tracheostomies all were
properly placed. On March 31, 2012 the
prasence of a replacement tracheostomy
at the bedside was validated for all
residents with tracheostomies to ensure a

FORM CMS-2567{02-99) Previous Versions Obsclete Event ID:20R211

Facility I0: 20020003 if cortinuation sheet Page 2 of 62




PRINTED: 04/11/2012

DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STALEMENT OF DEFICIENCIES (X1 PROVIDERISUPPLIERICER 1X2Y MULTIPLE CONSTRUC THTON {X3} DATE SURVEY
ANE} PLAN ©F CORRFCTION IDEMHFICATION NUMBER- COMPLETED
A BUILDING
T WING C
345517 - 04/03/2012
NAME OF PROVIDER OR SUPPE 183 STREETADDRESS. CITY, SFAIE, 2P CODE
3830 BLUE RIDGE ROAD
BLUE RIDGE HEALTH CARE CENTER
RALEIGH, NC 27612
1y D SHMMARY STAIDMENT OF DEFICHENCIES T PROVIDER'S PLAN OF CORRECHION 145}
PREFIX HACH DEFICIENCY MUST 8E PRECEDEDR BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
IAG REGULATORY (R 1.5€ IDEMTIFYING INFORMATION) IAG CROSS-REFERENCED TO THE APPROPRIATE DATE

LEFICIENCYY

F 157 Continued From page 2

Patient with Agitation”, which was nol dated,
indicated

“identify: Pulling at equipment, unconirolled
moving, crying, combative, altempts to get oul of
hedfchair."

"Interventions: CNA /RT (nurse aidefrespiratory
therapist} atert nurse. Attempt {o calm resident.
Reposition. Meet any need that is acceptable,
Stay wilh resident during crisis {do not leave an
active agitated resident} Nurse - Pain
medication/Antianxiety meds {medications} may
be appropriate -check for recent medication use
first.”

"Monitor: Maintain a 1:1 staff observation while
resident is actively agitated. If medicated, ensure
that the post effectiveness is documented. Never
leave an agitated resident alone! Document,
Document, Document.”

NOTE: Ensure physician is notified in the change
of condition. Ensure resident's responsible party
is notified."

Resident # 1 was admitted to the facility on
08/29/11 with cumulative diagnoses including
respiratory failure that required the use of artificial
ventilation, pulmonary insufficiency, dysphasia,
hypertension, diabetes mellitus and renal
insufficiency.

The quarterly Minimum Data Set dated 1/22/12,
revealed Resident #1 had moderately impairad
long and short term memory. The resident
rasponded to direct simple communication and
was limited in har ability to make needs known.
Her behavior was identified to put the resident at
a significant risk for physical iliness or injury to
herself. She was totally dependant on staff for all
of her activities of daily living. She was

raplacement was immediately available.

F 157 On March 30, 2012 the interdisciplinary
Team reviewed the medical records for
each of the 21 residents in the facility with
tracheostomies to identify residants with
behaviors that put them at fisk for
decannulation. "At risk” behaviors include
but are not limited to: restlessness,
emotional distress or cognitive changes
resulting in confusion, weeping or objective
or subjective signs of pain of discomfort.
Nine (9} of the 21 residents reviewed were
identified with “al risk” behaviors, All 9
residents were placed on “Resident
Monitoring” to provide increased
supervision. During the record review
residents’ care plans were raviswed
updated, as necessary to reflect the
residents’ current care needs.

On March 30, 2012 the facility's pharmacy
consultant conducted a review of the
madication regimen of current residents,
with tracheostomies, with behaviors to
ensure that the residents were receiving
appropriate medication and dosages.
During the month of April the Medicai
Director has assessed each resident
residing on the Medicai Specialty Unit
(MSU) and is aware of any recent changes
In the residents’ conditions,

3. On April 12, 2012 the facility modified its
policy titled “Status Changes: Notification
of “, The modification explicilly adds the
following situations when the physician is
to be notifled: {a) Resident attempting to
remove or successfully removing
tracheostomy tube, (b) resident attempling
to or actually turning off ventilator, (¢) new,
worsening or change in behavior or mental
status, {d) altempts at or risk of harm to
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incontinent of bowel and required an indwelling
catheter, She was adminisiered lube feedings
daily.

The care plan dated 1/19/12 indicated the
"Problem/Strength: Alterations in behavior AEB
(as evidenced by) Disruptive Behaviar Altempting
multiple times to throw feet oob /(out of bed)
trying to gef oob even after redirection.
Interventions/Approaches (specify behavior)
increased anxiety and restlessness

Keep resident safe and do not attempt to provide
care while combative

notily the nurse Assesses Behavior, attempt to
redirect and educate resident

Determine need for PRN, (as needed
medications), administer (medications) per order,
monitor for effectiveness of the medication.
Redirect resident care

Reapproach when calm

Keep resident safe. Nofify family, M.D.
{physician). and Psych {psychiatry) service of
changes in behavior."

Nurses' notes, dated 02/04/12 at 7:35 pm
revealed in part, "pt( patient)was found sitting on
the floor @ {(at) the side of the bed and she was
noted to be decannulated. RT (respiratory
therapist) was called to the resident's room. The
trach tube was reinserted and the resident was
bagged.{ manual artificial ventilation performed
with a respirator bag). Family and MD were
made aware. A silter was placed at the bedside
until the family arrived.”

Nurses' notes, dated 02/09/12 at 4:30 pm,
indicaled the resident " resident sliding out of the
geri chair and had the OZ{oxygen )tubing pinched

failure, arrest, {f) requirement for or
discontinuation of one-to-one supervision
or change in Resident Monitoring and {g)
development or resolution of “at risk” or
"emergent” behaviors.

Additional systemic changes include; (1)
The MSU charge nurse on each shift will
add an entry to the 24 hour repor for a
particular resident whenever a physician is
notified of a change in that resident’s
condition. The charge nurse, or House
Supervisor will notify the physician of
changes in the resident’s condition and
obtaining appropriate orders by placing a
telephone call to attending physician or the
Medical Director. (2) SBAR reports
(Situation, Background, Assessment/
Appearance, and Request) will be required
to be completed by the licensed nurse for
situations requiring physician notification.
The SBAR report will remain with the 24
hour report until the actions noted on the
SBAR report have been accomplished
ensuring communication of required
actions to each shift until the SBAR is
resolved. The SBAR reports wiil be
forwarded to the IDT with the 24 hour
report to ensure that any situation where a
physician is called is communicated. (4} A
new physicians log book has been initiated
on M3U for attending physicians and the
psychiatrists, the charge nurse will make
entries in the book when a phone call is
placed to the physician also to ensure that
any siluation is communicated back to the
physician so the resident may be evaluated
as indicated on the next visit , the
physician signs off on each entry when
reviewed (3) The 24 hour report and any
SBAR reports are reviewed by the off-
going and on-coming nurses during each
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in between the chair and the night stand. 02
tubing fixed res.(resident} put {o bed.1:1 sitter
began." ( The resident had a one-on-cne
supervison.).

Nurses' noles dated 02/24/12 at 5:10 pm,
indicated the resident "altempted to crawl out of
bed shift and was pulling at the trach tube. The
note also indicated the resident was given Ativan
with effectiveness."

Nurses' netes, dated 03/03/12 on the 7 am-7 pm
shift, indicated the resident was agitated and was
pulling at her trach and irying lo get out of bed,
The note alse indicated the resident was given
Ativan with effectiveness.

The respiratory note (written by RT #6) dated
3/16/12 revealed Resident #1 was on an aerosol
fracheostomy collar {ATC) during the first
raspiratory therapist {RT) walkthrough at 1:45am.
Resident #1 decannutated herself (removed the
tfrach tube that kept the airway open) at 5:43 pm.
The oxygen saturation rate dropped to 71%
(normatl values 92%-96%) because of the
decannulation. The resident was suctioned, the
tracheostomy was replaced and the resident was
oxygenated back to 100%. She was then placed
back on full ventitator support at 5:50 pm. There
was no evidence that the physician was nolified.

Nurse #5 was interviewed on 03/31/12 at 3:43 pm
via telephone. Nurse #5 indicated she worked on
3716112 during the sacond shift (3 pm -11 pm).
MNurse #5 sald she was across the hall with
another resident. Nurse #5 stated, "l heard
(Resident #1) banging on the side of the chair.
saw her with the trach and the ties in her hand.

STAI MENT OF DEFICIENCIES (X1 FROVIDERSUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION 1X3) BATE SURVEY
AN PEAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILBING
ING €
B WING e o
345517 04/03/2012
NAME OF PRIMDER OR SUPPLIER STREET ADDRESS, CITY. STATE. 2P GODE
3830 BLUE RIDGE ROAD
BLUE RIDGE HEALTH CARE CENTER
RALEIGH, NC 27612
(XEI SUMMARY STAFEMENT OF DEFICIENCIES 3] PHOVIBER'S PLAN OF CORRECTION an)
PREUFEX (HFACH DEFICIFNGY MUST BE PRECEDED BY FULL PREFIX {ZACH CORRECTIVE ACTION SHOULD BE CUKPL ﬁjusN
IAG REGUI ATORY 0OR LSC IDENTIFYING SNFORMAFTION) TAG GROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 157 Continued From page 4 F 157 shift change. Once resolution is obtainad

the SBAR form will be placed in the

resident’s medical record.

Beginning April 25, 2012 re-education, with

a new curricuium, will be completed with
nurses and respiratory therapists working
MSU on:

1YThe new policy titled “Status Changes:
Notification of". :
2yThe Why, How, and When of the SBAR |
tool i
3)The 24 hour report process

4)Clinical Communication Process
Licensed nurses and Respiratory
Therapists working on the MSU that have
not received the above fraining and
education by May 7, 2012 will not be
permitted to work until such re-education
has been completed. Education and/or
training will be provided at the baginning of
their next scheduled shift, prior to providing
resident care. The training will be provided
by the MSU Unit Manager, House
Supervisor, andfor DON at the beginning of |
each shift for persons that have not

received the training, including agency

staff. The above described training will be
incorporated into the new hire crientation.
New hires will not be permitted to provide
resident care on the MSU until the training

is completed.

4, The facility has developed and
implemented new audit processes to
access the effectiveness of the above plan
related to supervision of residents with
tracheostomies. (a) On a daily basis, the
DON, Assistant Director of Nursing
{ADON), MSU manager, or House
Supervisor will review the 24 hour reports
from the MSU to verify appropriate
information is being communicated shift to
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F 157 Continued From page 5 E 157 shift and that respiratory therapy and

The banging was just for about 20 seconds. She
was not banging for very long. She {the resident}
was mouthing 'l can't breathe.' She had her
hand up to her neck. | didn't ask her what
happened. She looked scared at that moment
because she didn't have a full airway. | put the old
trach back in and then respiratory came in and |
wenl to tell her nurse what happened. She was in
the gerichair. Normaily the call bell was by her
side. | cannot remember. Her nurse was off the
floor, and | was walching her patients.”

On 04/02/12 at 9:39 am respiratory therapist {RT)
#4 was interviewed, She stated Resident #1
needed the trach to be able to breathe and also
for suctioning. The RT was on duty when the
resident decannulated herself on 03/16/12. She
said Resident #1 had been messing with the
oxygen collar all day, was fidgety.

On 03/30/12 at 8:41 am respiratory therapist #4
was interviewed again. She said Resident #1
would move her oxygen mask and RT #4 told her
not to mess with it. RT #4 stated "When the trach
was out she did have trouble breathing, i felt she
would rest more comfortably if she had a night on
the vent.”

RT #6 was interviowed at 12: 11 pm on 03/30/12,
RT #6 said Resident #1 had anxiety problems. RT
#86 said that on 03/16/12, the resident looked very
much in distress (after she decannulated herself)
and it took just a couple of minutes to resolve the
issue. The RT said, "When her secretions would
get going (increased) she would get anxious.”

Review of the respiratory note dated 03/17/12,

nursing are collaboratively reporiing
changes in resident condition and incidents
via the 24 hour report. (b} On a daily
basis, the DON, Assistant Director of
Nursing (ADON), MSU Manager, or House
Supervisor will review the 24 hour reports
from the MSU 1o verify that an SBAR form
has been completed appropriately for each
itern entered.

{c} On a daily basis, the DON, Assistant
Director of Nursing (ADON}), MSU
Manager, or House Supervisor will observe
shift to shift report to verify that information
from the 24 hour report is being
communicated to the on-coming shift nurse
by the off-going nurse.

The daily audits will continue for 30 days
and then will be completed weekiy unless
concerns are identified in which case daily
audits will continue until a time determined
by the QA & A committee.

The DON will report to the facility's Quality
Assessment and Assurance (QA&A)
Commilttee weekly with the results of the
verification review of the above identified
audits. Issues identified by the DON as a
result of these audits will be reported to the
QA&A Committee within one husiness day.
The QA&A Committes will evaluate the
effectiveness of the plan on a weekly
basis, for 2 months and then every two
weeks for 2 months, then monthly based
on trends identified and develop and
implement, additional interventions as
needed to ensure continued compliance.
On a weekly basis the Administrator, DON,
Respiratory therapy Director, and MSU
manager will meet to review the plan and
ensure there are no issues with
communication.

FGRM CMS-2567(02-99) Previous Versions Chsolete

Event]D;:20R211

Facility 1D: 26020003

If continuation sheet Page 6 of 62




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

PRINTED: 04/11/2012
FORM AFPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (A1) PROVIDERISUPPLIER/CLIA {X2} MULHIPLE CONSTRUCHON tX3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: COMPLETED
A BUILBING
B, WING ©
345517 ’* 04103712012
NAME DF PROVIDER R SHPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
3830 BLUE RIDGE ROAD
BLUE RIDGE HEALTH CARE CENTER
RALEIGH, NC 27612
{%iD SUMMARY STATLMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH NFFICIENCY MUST BE PRECEDED BY FULE PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
NG REGULATORY OR LSC NENTIFYING INFORMATION) TAG CROS55-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 157 Continued From page 6

revealed Resident #1 was still on artificial
ventilation at 12:37 am (since 5:50 pm on
03/16/12). The oxygen saluration rate at that
time was 98%. The trach became discennected
from the ventilator at 1:52 am, 2:01 am, 2:12 am,
2:30 am, 3:05 am, 4:10 am, 5:50 am, 6:05 am,
and 6:25 am. Resident #1 was removed from
artificiat ventilation to ATC at 8:35 am. She
continued on the ATC untll 11:45 pm when she
was returned to adificial ventifation. There was
no evidence the physician was notified of the
resident disconnection from the vent.

On 03/30/12 al 4:02 pm RT #3 was interviewed.
RT #3 worked with Resident #1 on 03/16/12 and
03/17/12 from 6:30pm until 7 am. RT #3 sald she
was aware that {he resident decannutated herself
earlier in the day on 03/16/12. The RT said the
resident was on the vent that night. RT #3 said
the early morning of 03/17/12, there were several
disconnections of ihe resident from the vent, the
circuit became disconnected at the nack each
tima., The nurse was aware of the
disconnections. Many of the nurses know how to
reconnect circuit. The RT said, "1 felt like the
resident was agitated.”

On 03/31/12 at 11:12 am, Nurse #3 was
interviewed. Nurse #3 said she worked on
Saturday, 03/17/12 from 7am to 7pm {after the
resident decannulated herself and disconnected
herself from the vent). Nurse #3 stated "l was
assigned o {Resident #1). She was on the
oxygen mask. She was in the geri chair. | wasn't
informed that she had pulled out her trach on
Fricay. | should have found out from the 24 hour
report sheet. The sheet stayed on the medication
cart for 24 hours. The decannulation should have

F157  Weekly the Administrator will report
progress on the corrective action plan
including any issues identified in the
reviews with achieving or sustaining
compliance to the governing board of the
facility. The board will take any other
actions they deem necessary based on the:
reports.

Twice monthly, for 3 months, the Vice
President of Clinical Services will attend
the facility QA & A meetings and provide
input on plan effectiveness as well as
ensure continued compliance.

The Administrator is responsible for
ongoing compliance.
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been on the sheel. [t was not on the sheet. | got
report frorm {Nurse ff4})." MNurse #3 said the
respiratory therapists were supposed o tell the
nurses when a resident had agitation issues.
Nurses would assess the resident, to determins
what they needed. Once they were cleaned, or
suctioned, the nurses would use medications (to
treat agilation}. If that didn't help the nurses
should call the nursing supervisor and cail the
doctor.

On 03/30/12 at 9:48 am, Nurse #2 was
interviewed. The nurse said she worked during
the 3 pm -11 pm shift on 03H7/12 as the tsam
leader. She reported that she was not aware that
Resident #1 had decannulated herself on
03/16/12. Nurse #2 said no one tald her that
Resident #1 had disconnected herself 9 times
earlier that morning. Respiratory therapists did
not report {o the supervisors unless it was
something such as decannulation.

The respiratory note (written by RT #3) dated
03/18/12, revealed Resident #1 was stili on
artificial ventilation and her oxygen saluration rate
was 98% at 1:42 am. The {racheostomy became
disconnected from the venlilator at 4:16 am, 6:00
am and 6:05 am. At 7:00 pm her oxygen
saturation rate fell to 82%. The cuff of the
tracheostomy was deflated and she was
suctioned and oxygen saturation returned io 97%.

On 03/30/12 at 4:02 pm RT #3 was interviewed.
RT #3 worked with Resident #1 on 03/18/12 from
6:30pm untit 7 am. The RT said "on the early
marning of the 18th she disconnected (the circuit)
3 times. | asked her if she was tired and | asked
her if she wanled 1o 9o on the frach collar and

F 157
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she said, 'No.' She looked very worn out to me.

somewhat agitated. When she got secretions
she would panic when she would cough and the
mucous would go into the cannula.”

On 03/30/12 at 9:48 am, Nurse #2 was
interviewed. Nurse #2 stated she was assigned

MNurse #2 said she was nol made aware by the
outgoing nurse that Resident #1 had
disconnecied herself from the ventilator 9 times
on 03/17/12 and 3 times on 03/18/12. Nurse #2
stated, "Had | known about the 9 disconnections
on the 17th and the 3 disconnections on the 18th
(Resident #1) would not be sitting alone.”

On 03/30/12 at 3:15 pm Nurse #7 was
interviewed. Nurse #7 stated sha worked on
03/18/12 on the 3pm-1ipm shift as a ieam leader
{term used when nurse supervisor is a licensed
practical nurse as opposed to registered nurse).
Nurse #7 stated she was not aware that the
resident has pulled out her trach on 03/16/12.
Usually, when there was a decannulation, the
nurse would tet the supervisor know and she
would put it on the 24-hour supervisor's report.

Review of the respiratory note dated 03/19/12,

oxygen saturation rate was 97%. Bilateral breath
sounds were recorded as diminished. The FiO2
was increased to 70% at 7:30am. The respiratory

am that Resident #1 was tachypneic (very rapid
breathing) and the oxygen saluration rate was
found to have fallen fo 85%. Rhonchi {sounds
caused by secretion and narrowed airway) were

She was wide awake from 3 {am) uniil 6 (am) and

to Resident #1 on 03/18/12 on the 7am-3pm shift.

revealed Resident #1 was on ATC at 1:50 am and

therapist was notified by the unit secretary at 7:40

F 157
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heard. Resident was suctioned at that time. Al
9:10 am, the oxygen saluration rate dropped to
86%. The resident was suctioned, Breath sounds
were recorded as "coarse” and she was
suctioned for blood tinged "mucoid” at 8:00 pm.

MNurses notes dated 3/20/12, indicated the
resident was cbhserved at 3:00 am in a recliner.
An aide (NA#2) went to the room at 3:20 am, and
found the resident unresponsive with the
tracheostomy lying on the chest. Resident #1 was
movad to the bed and CPR was initiated.
Paramedics pronounced Resident #1 dead at
3:36 am. The physician, family and director of
nursing were notified.

On 03/30/12 at 11:30 am, nurse #4 was
interviewed. Nurse #4 worked onthe 11 pm -7
am shift on 03/19/12. Nurse #4 said, " | didn't
know that she had pulled out her cannula before
until the cop told me she had decannulated on
Friday." MNurse #4 said if she had known that the
resident decannulated herself, she might have
decided to call and get one-on-one supervision.”

The medical director was interviewed on 03/29/12
at 8:57 am. The medical director stated, "The
nurses call when they want a sitter {a facility
employee sits by the bedside and monitor a
patient), or we recommend to the nurse. A patient
needs a sitter if they exhibit danger to
themselves. Unfortunately she was sitting up in
the chair and when it was pulled out, her
positioning could have been such that, (indicating
chin to chest) the airway became blocked. There
was 14 minutes between periods when she was
checked by the staff. She was heing seen by a
psychiatrist, for her behaviors of wanting 1o get
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out of bed. She was not depressed. A few months
ago she did want palfiative care, and we honored
her wishes then she decided she wanted to live
and she was given a peg {feading) lube and she
perked up."

During an interview on 4/2/12 at 3:05 pm the
medical director indicated, the nursing staff
"should contact me, when (Resident #1) exhibited
a different pattern or a significant change in
behavior {referring to the 9 disconnections on
3M1712). My expectation was if a patient had a
significant change of behavior then | shouid be
notified.”

2. Resident # 2 was admiited o the facility on
0111712, with cumulative diagnoses of chronic
raspiratory failure, obstructive sleep apnea,
cirronic ohstructive pulmanary disease, ischemic
cardiomyopathy, dementia, and chronic kidney
disease.

The most recent Minimum Data Set (MDS) dated
3/16/12, revealed Resident #2 was moderately
cognitively impaired, had no behaviors, required
extensive physical assistance of 2 persons with
toileting and was totally dependent on staff for
activity of daily living, including transferring and
bed mobility. He required oxygen and artificial
ventilation through a tracheostomy (trach) (a
surgically created hole through the front of the
neck and into the windpipe).

Review of the last available respiratory note dated
03/2712, indicated Resident #2 was put on
aerosol tracheosiomy collar (ATC) at 2:45 pmin
an attempt to begin weaning him from artificial
ventilation. At 9:25 pm, the resident's oxygen
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saturation rate was 86% on the ATC. The
rasident was returned to artificial ventilation and
oxygen saturation rate increased to 94%.

Review of the nurses' notes, dated 03/27/12,
indicated at 3:28 pm, Resident #2 was placed on
venlilator {vent} to help blow off the carbon
dioxide which contributed to a change in mental

The facility was not able to provide the respiratory
therapy shest dated 03/28/12.

Nurses' noles, dated 03/28/12 at 1:55 am,
indicated Resident #2 had increased agitation
with several attempts to get out of bed. Ativan (an
antianxiety medication) 0.5mg was given at 12:00
midnight. The resident was altempting to get out
of bed at 2:45 am. The supervisor was notifled
and a silter was placed in the room with the
rasident.

Review of the medication administration record
{MAR) on 03/28/12, indicated the resident was
given Ativan 0.5mg at 12:00 midnight and 12:00
noon for agilation. There was no documentation
of the effectiveness of the medication.

A physician's order dated 03/28/12 at 3:35 am
read:

"1.Give Alivan 0.5mg po {by mouth) now x1 {1
time}.

2.Call physician {named) after 7 am 03/28/12 for
patient evaluation follow up.

3.0k for patient to have one on one {1:1) sitter for
safety.”

Nurses' notes, dated 03/28/12 at 7:16 am,

status. At 10:35 pm Resident #2 was off the vent.

F 157
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indicated the family was made aware of Resident
#2's agitation.

MNurses' noles, dated 03/28/12 at 9:40 am,
indicated the resident was incontinent and
raquired assisiance with feeding. At 12:00 noon,
the family was at the bedside, voicing concerns of
Resident #2's increased lethargy and agitation.
The physician was called and gave an order for
Risperdal {antipsychotic medication) and a
consull with behavioral medicine. Family
raquested to send Resident #2 to the hospital
emargency room for evaluation. The physician
was telephone for an order and the resident was
transported {o the hospital by Emergency Meadical
Services.

During a telephone interview on 04/03/12 at 7:18
am, Nurse #10 said she worked the day shift on
03/28/12 starting at 7 am. She indicated
Resident #2 was on a trach collar, on the day he
went out. Nurse #10 sald he had fo be sent out
because he was having confusion. Nurse #10
said, "The nurse who worked the 11pm -7am
indicated to me he required ons-on-one." Nurse
#10 said there was no body sitting with the
resident when she came to work on the 7 am- 3
pm shift. Resident #2 was asleep. Nurse #10
said "His family came in that afternoon and they
ware upset that he had no sitter, they were told
he had a sifter." The family wanted the resident
to go to the hospital. EMS was called. Nurse #10
indicated that a resident needed one-on-one
supervision when they tried to get out of bed,
were anxious and agitated, and the prn {(as
needed) medications didn't work. Nurse #10 said,
"Fhen she would tell the supervisor that she
needed someone {0 do one-on-one supervision.
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The physician would be called. Nurse #10 did not
know if a physician order was needed for the
ong-on-one supervision, She did not know the
policy on one-on-one. Nurse #10 said, "I have
never had anyone who was on one-on-one, The
supervisor will pull someone fo sit {with the
resident). Usually an aide.”

During an interview on 4/3/12 at 10:18 pm, NA #5,
indicated she came in at 7:00 am on 03/28/12
and was assigned to Resident #2. NA ##5 said,
"He did not have a sitter. He was aslesp. He was
on a trach collar. He was breathing hard. He was
moving his legs off the bed like he wanted to get
up. { redirected him to stay in bed and asked him
if he was ok. He followed my directions. | fet the
nurse know he was trying to get up." NA # 5 said
that a resident had one-on-one supervision when
they {residents} won't stay in bed, or were a risk
lo themselves. NA# 5 said, "we work with four
aides, When we have to pull one of our persons,
we have to work with only three {aides). It is
horrible to onty work with three (aides) during the
day. The load is heavy on the vent unit. The 200
hall {vent) was a heavy unit, There isn't enough of
us to do the care we need to do. The residents
are more acute, and it requires two persons to
manage each patient because the majority of
residents need the hoyer. | don’t know how they
manage on the 3rd shiff with only two aides. !
have been assigned to do a one-on-one. | stay
until someone comes {o relieve me."

During an interview on 03/30/12 at 2:20 am, the
Director of Nursing indicated the physician was
not notified when the facility discontinued 1:1
supervision. it was a nursing judgment.

During an interview on 04/02/12 at 3:05 pm the
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medical direclor indicated, the nursing staff
“should contact me, wien (Resident #1} exhibited
a different paliern or a significant ¢change in
behavior. My expeciation was if a patienthad a
significant change of behavior then i should be
notified. He indicated he should be more specific
in the physicians order how leng 1:1 should
take place."
F 323 483.25(h} FREE OF ACCIDENT F 323 F 323 ru] l
s8=3 HAZARDS/SUPERVISION/DEVICES 1. Resident #1 was discharged from the 2 T2

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each residenl receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and interviews with
facility staff, the physician and respiratory
therapists, the facility failed to implement
interventions for two of five oxygen dependent
tracheostomy (trach) residents {Resident #1 and
#2) who both had agitation. Resident #1
removed her tracheostomy and died. Resident #2
was sent to the hospital for increased agitation
and shortness of breath.

Immediate jeopardy began on 03/16/12 for
Resident #1 when the resident removad her trach
and resulted in a critical oxygen saturation rate.
The administrator was notified of the immediate
jeopardy on 04/01/12 at 12:13 pm. The
immediate jeopardy is present and ongoing.

facility on March 20, 2012. An investigation
was conducted, led by the Director of
Nursing (DON). The investigation included
but was not limited to; facts surrounding
the incident involving Resident #1, facility
processes for communication of resident
changes in condition to the physician and/
or Medical Directors, nursing, respiratory
and the 1DT, review of the resident’s
medical record to determine evidence of
potential risk factors for decannulation.
Foliowing the completion of the
Investigation, based on an analysis of the
findings, the facility developed and
implemented corrective action directed at
areas identified with quality improvement

opportunities.

For residents residing in the

facility in simifar situations as Resident #1
and Resident #2, the following aclions
would be taken. The licensed nurse would

initiate One-to-

One supervision of the

resident followed by: (a) inform the
physician or Medical Director of the change
in the resident’s condition and the
behaviors exhibited, (b) obtain an order for
one-to-one supervision and any other
intervention the physician or Medical
Director deems necessary, (¢) charge
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Exampie 2 (Resident #2 lack of supervision) was
cited at a D level deficiency (an isolated
deficiency that constitutes no actual harm with
potential for more than minimal harm that is not
immediate jeopardy).

Findings include:

Tracheostomy (frach) is a surgical incision inlo
the trachea {windpipe) that forms a temporary or
permanent opening. The opening is called a
stoma. A iube {tracheostomy lube} is inserted
through the stoma 1o allow passage of air and
removat of secretions. Instead of breathing
through the nose and mouth, the person will now
breathe through the tracheoslomy tube. Some
people can not breathe on their own through the
stomartrach, therefore oxygen Is supplied through
an oxygen mask to assist with breathing. The
concentration of the oxygen needed depends on
the person's condition. Some people need
mechanical ventitation (vent) to assist or replace
spontansous breathing.

Review of the policy titted "Ventilator {vent)
Patient with Agitation,” which was not dated,
indicated
"identify: Pulling at equipment, uncontrolled
moving, and crying, combative, attempts to get
out of bad/chair.
interventions; CNA/RT (nurse aide/respiratory
therapist) alert nurse.
Altempt to calm resident.
Reposition.
Meet any need that is acceptable.
Stay with resident during crisis {do not leave
an active agitated resident}
Nurse-Pain medicalionfAnti-anxiaty meds
tmedications) may be appropriate -check for

{Situation, Background, Assessment/
Appearance and Request) repost, (d}
dacument the change in the resident’s
condition on the 24 hour report, and the
one-lo-one supervision being provided.

(e) the 24 hour repoit and the SBAR repoit
would be given to the IDT for discussion,
action itern development and monitoring of
the resident’s progress. The resident would
remain on the 24 hour report untit histher
condition improved. As the resident's
condition improved, or declined, the IDT
would make recommendations to the
physician or Medica! Director to modify or
disconiinue one-to-one supservision for the
resident and place the resident on
Resident Monitoring.

Resident #2 was discharged from the
facility on March 28, 2012 and was
readmitted on March 30, 2012. Following
readmission Resident # 2, ventilator
dependent at night, upon readmission was
provided a new trachecstomy collar and
was observed for behaviors. Rasident # 2
did not exhibit any “at fisk” or “emergent’
hehaviors. Resident #2 has had orders
obtained and implemented for continuous
pulse oximetry, anti-disconnect device at
night, and Resident Monitoring which
continues at this time.

2. Residents with racheostomies with
changes in condition have the polentiai to
be affected by the same alleged deficient
practice. On March 31, 2012 residents
with tracheostornies had their
tracheostomies checked for proper
placement by the Respiratory Therapy
Director or his/her designes, Of the 21
residents with tracheostomies all were
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recent medication use first.
Monitor:

Maintain a 1:1 staff observation while resident
is actively agilated.

i medicated, ensure that the post
effectiveness is documented.

Never leave an agitated resident alone!
Document, Bocument, Document.
NOTE: Ensure physician is notified in the change
of condition. Ensure resident’s responsible parly
is notified."

1. Resident # 1 was admitted to the facility on
08/29/11 with cumulative diagnoses including
respiratory failure that required the use of artificial
ventilation, pulmonary insufficiency, dysphasia,
hypertension, diabetes mellitus and renal
insufficiency.

Psychiatry notes dated 9/12/11 read "Creative
with dangerous behavior pulling at trach
(tracheostomy) and g-tube. Patient has poor
insight in har disabilities and worse judgement
when it comes to pulling at devices. If she is to be
weaned we must temper this behavior.,” Seroquet
{antipsychotic medication to treat behaviors) and
Zoloft {antidepressant) to temper behaviors were
recommended.

Reviaw of the most current physician orders
dated 01/04/12, revealed "tracheostomy {{rach
coliar {oxygen mask) settings of FiO2 (Fraction of
Inspired Oxygen Is the percentage of Oxygen that
is inspired} 40%. May wean per protocol.
Tracheostomy collar, patient and SpO2 (the
amount of oxygen in the blood} monitoring Q 4
hours {every 4 hours). Full ventilator, patient and
Sp02 monitoring Q 4 hours, Respiratory

presence of a replacement tracheostorny
at the bedside was validated for all
residents with tracheoslomies to ensure a
replacement was immediately available,
On March 30, 2012 the Interdisciplinary
Team reviewed the medical records for
each of the 21 residents in the facility with
tracheostomies to identily residents with
behaviors that put them at risk for
decannuilation. “At risk" behaviors include
but are not limited to; restlessness,
emotional distress or cognitive changes
resulling in confusion, weeping or objective -
or subjeclive signs of pain of discomfort.
Nine (9} of the 21 residents reviewed were
identified with “at risk” behaviors. All 9
residents were placed on "Resident
Monitoring” to provide increased
supervision. During the record review
residents’ care plans were reviewed
updated, as necassary to reilect the
residents’ current care needs,

On March 30, 2012 the facility's pharmacy
consultani conducted a review of the
medication regimen of current residents,
with tracheostomies, with behaviors to
ensure that the residents were receiving
appropriate medication and dosages.
During the month of April the Medical
Director has assessed each resident
residing on the Medical Speciafty Unit
{MSU) and is aware of any recent changes .
in the residents’ conditions.

3. The facility developed a new policy

titted "One-tg-One supervision of Residents
on the Medical Specialty Unit {MSU)" .

The facility policy titled "Pulse Oximetry”
and “Trachostomy tube change” will be
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Therapist may replace \racheostomy lube
routinely and for emergently for dislocation,
plugging or inadvertent decannufation.”

The quarterly Minimum Data Sel dated 1/22/12,
revealed Resident #1 had moderately impaired
long and short term memory. The resident
responded lo direct simple communication and
was limited in her ability to make needs known.
Her behavior was identified to put the resident at
a significant risk for physical illness ar injury to
harself. She was tolally dependant on staff for all
of her activities of daily living.

The Care ptan dated 1/19/12 indicated the
resident had inappropriate disruptive behavior,
was altempting multiple times to throw faet out of
bed, and was trying to get out of bed even after
redirection. The interventions included:

Monitor for increased anxiely and restiessness,
notify the nurse, determine the need for PRN (as
neaded medications), administer (medications)
per order, monitor for effectiveness of the
medication.

Assess behavior, attempt to redirect and educate
resident.

Keep resident safe. Notify family, MD {physician)
and Psych {psychiatry} service of changes in
behavior. 2 /27/12 Enrichment program
dayfevening as tolerated.

Nurses' notes, dated 02/04/12 at 7:35 pm
revealed the resident was found sitting on the
ftoor at the side of the bed and she was noted to
be decannulated {her trach lube was removed
from the stoma). RT {respiratory therapist) was
called to the rasident's room. The trach was
reinserted and the resident was bagged. Family

reviewad by the {acilily QA & A commiltee
F323  and modify if indicated.
The facility has contracted the services of
an additional Pulmonologist to evaluate the
residents on MSU and to consuit with the
atiending physican regarding the residents
care need for a period of 6 months. These
services began on April 23, 2012.
The facility has coniracted the services of
an additional Psychiatrist to provide an
initial assessment of the residents on MSU
and any new admissions and periodically
as deemed appropriate for each
individual's plan of care for a period of 6
months. This contract was signed on April
24, 2012,
The facility has contracted with a
Respiratory Therapist to provide oversight
ta the on-site Respiralory Therapy staff to
evaluate current practices, make
recommendations and provide training on
systems utilized by the facility for a pericd
of 8 months. These services were began
on April 11, 2012,
The facility has contracted with System
Electronics o install a new call system that
enables plug in of the ventilator and pulse
oximeter to allow alarms to be audible at
the nurses station. The system has been
purchased and is scheduled for install
upon delivery.

The 24 hour report process has been
modified to include paricipation from
Hespiratory therapy and charge nurses.
The 24 hour report is maintained in a book
on MSU. The 24 hour report and is used
to communicate changes in resident
condition and incidents that occur during a
24 hour period to other MSU nursing and
respiratory therapy staff members on
different shifts and to the Interdisciptinary
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F 323 Continued From page 18

and MD {medical doclor) were made aware. A
sitter was placed at the bedside ur;g% the family

Nurses' noles, dated 02/0%/12 at 4:30 pm,
indicated the resident slid out of the geri chair and

Team (IDT}, thereby ensuring that changes
F 323 in the resident conditions are timely
recognized and interventions are timely
and consistently implemented. The charge
nurse for every shift will be responsible for
making entries to the report regarding
changes in resident condition, including but
not limited to, new and escalaled "at risk”
behaviors. The Respiratory Therapist (RT)

had the oxygen fubing pinched in between the
chair and the night stand. The resident had
one-{o-one silter.

Nurses' notes dated 02/24/12 at 5:10 pm

for every shift will be required to make
simitar entries on the 24 hour repon. The
24 hour report is reviewed, discussed and
action items identified by the IDT in

day.

indicated the resident attemptled to crawl out of
bed this shift and was pulling at the trach. Ativan
was given and was effective.

Review of the physician's orders dated 03/01/12,
revealed the resident was prescribed Ambien
Smg by mouth or via tube at bedtime as needed
for sleep (a narcotic used 1o induce sleep), Ativan
0.5mg via tube every 6 hours as needed for
anxiely, Percocet 5/325mg {a narcolic pain
reliaver) by mouth via tube every four hours as
needed for pain. Seroquel 25 mg {an
antipsychotfic medication) via {ube every evening
and Seroquel 12.5 mg at 8:00 am and 1:00 pm,
Zoloft 50 mg {an antidepressant} via tube every

Nurses' notes, dated 03/03/12 on the 7 am-7 pm
shift, indicated the resident was agitated and was
pulling at her trach and trying to get out of bed.
Afivan was given and was effective,

The nurses notes dated 03/16/12 revealed the
resident was agitated and confused during the
evening. An antianxiety medication was given at
5:30 pm and was effsclive. Resident #1
remained in a reclined chair.

morning meeting, Monday through Friday.
The Weekend Supervisor will review the
completed 24 hour reports and follow-up
on any items that require attention during
weekend hours. The 24 hour reports from
the weeskends will also be reviewed by the
DT during the marning meeting on
Monday following the weekend. (b) SBAR
reports (Situation, Background,
Assessment/ Appearance, and Request)
will be required to be completed by the
licensed nurse or RT for situations
requiring physician notification. The SBAR
reports will remain with the 24 hour report
until the actions noted on the SBAR report
have been accomplished ensuring
cammunication of required aclions to each
shift until the SBAR is resolved. The
SBAR repoits will be forwarded to the IDT
with the 24 hour report fo ensure that any
situation where a physician is calfed is
communicated. {c) A new physicians log
book has been initiated on MSU for
altending physicians and the psychiatrists,
the charge nurse will make entries in the
book when a phone call is placed to the
physician atso to ensure that any situation
is communicated back to the physician so
the resident may be evaluated as indicated
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Nurse #5 was interviewed on 03/31/12 at 3:43 pm
via telephone. Nurse #5 indicated she worked on
316/12 during the second shift (3 pm -11 pm).
Nurse #5 said she was across the hait with
another resident. Nurse #5 stated, "l heard
{Resident #1) banging on the side of the chair. |
saw her with the trach and the ties in her hand.
The banging was just for about 20 seconds. She
was not banging for very tong. She {the resident)
was mouthing 'l can't breathe.! She had her
hand up to her neck. | didn't ask her what

- happened. She locked scared at that moment

because she didn't have a full airway. | put the old
trach back in and then respiratory came in and |
went to teli her nurse what happened. She was in
the gerichair. Normaily the call bell was by her
side. | cannot remember. Her nurse was off the
floor, and | was walching her patients."

The respiratory note dated 3/16/12 revealed
Resident #1 was on an aerosol tracheostomy
coltar {ATC) during the first respiratory therapist
(RT) walkthrough at 1:45am. Resident #1
decannulated herself at 5:43 pm. The oxygen
saturation rate dropped to 71% {normal values
92%-96%) because of the decannulation. The
resident was suctioned, the tracheostomy was
replaced and the resident was oxygenated back
to 100%. Sha was then placed back on full
ventilator support at 5:50 pm.

On 04/02/12 at 9:39 am respiratory therapist (RT)
#4 was interviewed, She stated Resident #1
needed the trach to be able 1o breathe and also
for suctioning. The RT was on duty when the
resident decannulated herself on 03/16/12, She
said Resident #1 had been messing with the

on the next visit , the physician signs off on |
F 323 each entry when reviewed (d) The 24 hour |
report and any SBAR reports are reviewed |
by the off-going and on-coming nurses 4
during each shift change. Once resolution
is obtained the SBAR form will be placed in
the residents’ medical record. (e) A new
MSU clinical stand down meeting has been !
implemented to provide additionat
opporiunity for close communication
between nursing and respiratory teams
regarding the care and treatment of
tfracheostomy residents. The stand down
meeting will be conducted to discuss the
MSU residents’ conditions, follow-up on the:
completion status of the action items
identitied by the IDT during morning
meeting and to ensure that information
regarding “at risk™ behaviors is clearly
communicated to the nursing and
respiratory team. Participants in the MSU
clinical stand down meeting include the
Director of Mursing {DONY), the Director of
Respiratory Therapy, the MSU manager
and the Staffing Coordinator. The stand
down meeting will cccur each afternoon,
Monday through Friday, The clinical stand
down meeting includes staffing levels for
the next 24 hours, Monday through
Thursday, and for the following 72 hours
during Friday’s stand down meeting. The
Staffing Coordinator will arrange for
additional staffing, as needed, based on
diseussion during the stand down meeting.
(d) As part of the moming meeting, the iDT
discusses the residents with
tracheostomies identified as exhibiting
“smergent” behaviors and new and
escalated behaviors to determine if such
residents are responding to the
implemented interventions and whether
such residents require implementation of

FORM CMS-2587(02-99) Previcus Versions Obsolste

Event 1D:20R211

Facility {D: 20020003 if continuation sheet Page 20 of 52



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

PRINTED: 04/1122012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
ANL PLAN OF CORRECTION IBENTIFICATION NUMHFR:
345517

{X2) MULTIPLE CONSTRUG TION (X3) DAFE SURVEY
COMPLETED
A BUILDING
C
BWING
04/03/2012

HAME OF "ROVIDER OR SUPPLIER

BLUE RIDGE HEALTH CARE CENTER

STREETADDRESS, CITY, STATE. ZIP CODE

3830 BLUE RIDGE ROAD
RALEIGH, NC 27612

PN
PREFI
IAG

SHMMARY STATEMENT OF DEFICIENCIES
HHACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULAFORY DR LSCIDENTIFYING INFORMATIGN)

HYJ
PREFIX
NG

PROVIDER'S PLAN OF CORRECTION (x5}
(FAGH CORRECTIVE ACTION SHOULD BE COMPLERON
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 323 Continued From page 20

oxygen mask ail day. When the resident
decannulated herself, she pulled out the trach
tube and the oxygen mask. The RT put the irach
lube back into the stoma, The RT indicated there
should be some lype of a monitoring system in
place on residents who were on a frach coltar.

On 03/30/12 at 8:41 am RT #4 was interviewed
again. She said Resident #1 would move her
oxygen mask and RT #4 told her not to mess with
it. RT #4 stated "We put her back on the vent as
a precaution. When the trach was out she did
have frouble breathing, | felt she would rest more
comfortably if she had a night on the vent.”

RT #6 was interviewed at 12: 11 pm on 03/30/12.
RT #6 said Resident #1 had anxiety problems. RT
#6 said that on 03/16/12, the resident locked very
much in distress {after she decannulated herself).
The RT indicated the resident didn't indicate why
she decannulated herself, she didn’t have enough
strength to get the words out. RT stated, "We
educated her and she seemed to understand.
When her secretion would get going {increase)
she would get anxious.”

interview with nurse #12 on 03/30/12 at 2 pm
revealed the nurse was assigned to the resident
on the 3 pm-11 pm shift on 03/16/12. The nurse
said, before the decannulation on 03/16/12, the
resident was in her geri chair sleeping. When the
resident putled out her trach, the nurse gave her
sedation. The nurse said she called the
supervisor. The nurse said the Ativan worked
and she {the resident} slept the rest of the night.
Nurse #12 said she let the oncoming nurse
{nurse #4) know of the decannulation.

additional interventions. {e) To further

F 323  enhance resident satsty, an audible alarm

sysiem to immediately alert staff of
potential changes in the condition of
racheostomy residents not on ventilator
assistance was obtained. The lacility
purchased 10 Continuous Pufse Oximetry
units for Non-Ventilator Dependent
residents with tracheostomies. The new
pulse oximeters are programmed to sound
an alarm if the pulse oximeter becomes
distodged or if the residents’ oxygen
saturation level falls below 93% or settings
specilically ordered by the physician. The
pulse oximeters are housed in protective
bags with a clear window through which
the pulse oximeter controls are visible and
a large Velero flap that securely closes the
hag. The facility has covered the control
buttons on the pulse cximeters, including
the On/Off button, so a resident would not
ba abla to visualize the On/Off button and
to prevent the machines from being
infentionally or unintentionally turned off by
staff or residents, Residents have the right
to refuse treatment, including the use of
continuous pulse oximetry. In the event a
resident refuses the use of the continucus
puise oximelry, the residert and their
family will, again, be educated on the
purpose of continuous pulse oximetry and
the risks related to the refusal of such
treatment. Resident refusals and
subsequent education will be documented
in the resident’'s medical record. The
resident's physician or the Medical Director
will be notified of the resident’s refusal and
an order obtained, as appropriate, for
aiternate interventions. The IDT will be
nolified as welt of the resident's refusal.

If a resident is exhibiting “emergent” or “at
risk” behaviors, the staff member
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During an interview with nurse #4 on 03/30/12 at
14:30 am, she said she was assigned to Resident
#1 on 03/16/12 on lhe 11 pm - 7 am shift, Nurse
#4 said she was not made aware of the
decannuiation on 03/16/12, Nurse #4 said she
found out about the decannutation on 03/20/12
when the resident decannulated herself again
and died.

Review of staffing for the Medical Specialily Unit
(MSU) for 03/16/12 revealed staffing was 4.59
hours per patient per day (PPD} and there was no
Registered Nurse coverage for that day, This did
not mest the State Licensure requirement of 5.5
PPD and having a Registered Nurse on staff at all
time.

On 03/30/12 at 4:02 pm RT #3 was interviewed.
RT #3 worked with Resident #1 on 03/16/12 and
03/17/42 from 6:30 pm untit 7 am. RT #3 said
she was aware that the resident decannulated
herself earlier in the day on 03/16/12. The RT
said the resident was on the vent that night. RT
#3 said the early morning of 03/17/12, there were
several disconnections of the resident from the
vent, the circuil became disconnected at the neck
each time. The RT said when there were that
many disconnections, usually it was because the
resident was taking it off. Residents disconnected
the vent instead of using the call bell to get the
nurse. It was used for attention. The nurse was
aware of the disconnections, Many of the nurses
know how to reconnect cireuit, [ felt tike the
resident was agitated. This (behavior) was not
like her to do this for attention by disconnection.

Review of the respiratory note dated 03/17/12,
revealed Resident #1 was still on artificial

bedside and uses the nurse call bution to
call for help. {(h} The RN charge nurse will
perform an assessment of the resident's
condition. Based on assessment findings
the charge nurse, if warranted, will
implement one-to-one supervision, or
Resident Monitoring and notify the
attending physician or the Medical Director:
of the change in the ventilator dependent
resident’s condition and obtain orders for
the intervention implemented by the charge!
nurse and any other intervention the
physician or Medical Director deems
necessary.

Newly admitted residents to the MSU will
routinely be placed on Resident Monitoring:
for the 1* week of their admission and will
be reviewed by the IDT. If at any lime
during the 1*' week of admission an “at
risk” behavior is identified, the physician
will be notified and the leve! of supervision
may be increased. The Nursing and
Respiratory assessments will determine an’
appropriate level of ongoing supervision,
based on available information. Care plans.
will be reviewed by the 1DT and updated as!
needed to reflect the residents’ current

care needs.

Respiratory therapist working on MSU are
CPR cedified.

Beginning April 26, 2012 re-education, with:
a new curticutum, will be completed with
nurses and respiratory therapists working
on MSU on:

1)The new policy titled "Status Changes:
Notification of”.

2The Why, How, and When of the SBAR
tool

3)The 24 hour report process

4)Clinical Communication process
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venlilation at 12:37 am {since 5:50 pm on
03/16/12). The trach became disconnected from
the ventilator at 1:52 am, 2:01 am, 2:12 am, 2:30
am, 3:05 am, 4:10 am, 5:50 am, 6:05 am, and
6:25 am. Resident #1 was removed from artificial
vaniifation to ATC at 8:35 am. She continued on
the ATC untif 11:45 pm when she was returned lo
artificial ventitation.

An interview with nurse #13 (RN supervisor) on
03/30/12 at 11:54 am, revealed the nurse worked
11 pm -7am on 03/16/12. The nurse said that
nurse #4 has called her and told her that
Resident #1 was agilated. Nurse #13 said she
did riot recall being fold that Resident #1
decannulated herself prior to the RN supervisor's
arrival at the facility on 03/16/12. The nurse on
the second shift would write it on the supervisor
stieet and then pass it on to the supervisor. While
on duty as a shift supervisor, the information
would be documented on the supervisor's
24-hour note. Nurse # 13 said she was told that
Resident #1 had been medicated around 11 pm
or 12 am and then she slept, Nurse #13 said "]
wasn't aware of any problem during the night. |
was not aware of the multiple disconnections that
occurred during the early morning hours of
INTHM2." Nurse #13 said that one-to-one
supervision was required "if a patient disconnects
from the vent, or is agitated (ie pulling at tubing,
climbing out of the bed), we {the supsrvisor or
team leader) have to assign the patient to an aide
or a nurse to sit in the room with the patient. Then
the supervisor will call the doctor to get an order.
Someane has o stay with the patient.,” Nurse
#13 said, "f she (Resident #1) disconnected even
once, | would have someone sitting with her."
Nurse #13 again denied she was aware of any

F 323 5)Physician Log process
6)Puise Oximeter
7)}Resident Manitoring, including new
admissions.
8)0One-to-One Supervision
SAnti-disconnect devicesfirach tie
11} At risk vs, Emergent behavior and
appropriate slaff actions when identified.
12)Resident decannulation
13)Stafting MSU for direct care, Ona-to-
One, and Resident monitor,
Licensed nurses and Respiratory
Therapists working on the MSU that have
not received the above training and
education by May 7, 2012 will not be
permitted to work until such re-education
has been completed. Education and/or
training will be provided at the beginning of
their next scheduled shift, prior to providing:
resident care. The training will be provided
by the MSU Unit Manager, House ‘
Supervisor, andfor DON at the beginning of
each shift for persons that have not
received the training, including agency
staff, The above described training will be
incorporated into the new hire orientation.
New hires wilt not be permitted to provide
resident care on the MSU until the training
is completed.
Beginning April 25, 2012 re-education, with
a new curriculum, will be completed with
Cettitied Nursing Assistants (CNA) on:
1)Resident Monitoring, including new
admissions,
2)One-to-One Supervision
3)At risk vs Emergent behavior and
appropriate staff actions when identified.
4 Pulse oximeter observations
5)Resident decannulation
working on the MSU that have not received
the above training and education by May 9,
2012 will not be permitted to waork until
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such re-education has been completed.

F 323 Continued From page 23 Faz3. Education andfor training will be provided
disconnections during her shift. if she knew she at the beginning of their next scheduled
would absolutely call the doctor. shift, prior to providing resident care. The

training will be provided by the MSU Unit
On 03/31/12 at 11:12 am, nurse #3 was Manager, House Supervisor, and/or DON
interviewed. Nurse #3 said she worked on at the beginning of each shift for persons
Salurday 03/17/12 from 7am to 7 pm (after the that have not received the training,
resident decannulated herself and disconnected including agency staff. The above :
herself from the vent). Nurse #3 stated "l was described training will be incorporated into
assigned to (Resident #1). She was on the trach lhe new .hire oriental.ion. Nt?w hires will not |
collar, She was in the geri chair. | wasn't be permmed'to prov;ge; re§:dent care on
informed that she had pulled out her trach on the MSU until the training is completed.
Friday. | should have found oul from the 24 hour In addition to the above listed fraining the .
report sheet, The sheet stayed on the medication 'contracled Resplratory'Thefap 'St. “.’"“ DT .
cart for 24 hours. The decannulation should have invalvement began a didactic traiplng :
) hest. | got course for MSU nurses that consists of 18 |
baen on the sheet. it was not on the sheet. | g hours of training followed by competency
report from (nurse #4). She told me that . testing on care of a ventilator patient. Thisi-
(Resident #1} was trying to get out of bed during training is being conducted a minimum of
the night and that was why she was in the geri ‘ monthly for 8 months. :
chair. On the 17th | didn't give (Resident #1) any 4. The facliity has developed and
Ativan.” Nurse #3 said the fespiratory therapisis : implemented new audit processes to
. were supposed to tell the nurses when a resident access the effectiveness of the above plan {
had agitatfon Issues. Nurses would assess the related to supervision of residents with :
resident, to determine what they needed. Once tracheostomies. (a) On a dalily basis, the i
they were cleaned, or suctioned, the nurses DON, Assistant Director of Nursing |
would use medications ({o treat agitation). If that (ADON), MSU manager, or House ‘
didn't help the nurses should call the nursing Supervisor will review the 24 hour reports
supervisor and call the doctor. A resident has a from the MSU to verify appropriate :
sitter when they were disconnecting the vent or information is being communicated shift to
" deca nnulating the trach.” shift _and that resplratqry therapy ‘and
nursing are collaboratively reporting :
changes in resident condition and Incidents|
On 03/30/12 at 9:48 am, nurse #2 was Vot o b roport. (b)On & daily
interviewed. The nurse said she warked during basis, the DON, Assistant Director of
the 3 pm -1 pm shift on 03/17/12 as the team . Nursing (ADON’), MSU Manager, or Housa |
leader. She reported that she was not aware that : Supervisor will review the 24 hour reports ;
Resident #1 had decannulated herself on from the MSU to verify that an SBAR form
03/16/12. Nurse #2 said no one lold her that has been complsted appropriately for eachi
Resident #1 had disconnected herself from the item entered.
vent 8 times earlier that morning. Respiratory
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323 Continued From page 24 F 323  Director of Nursing (ADON}), MSU

therapists did not report to the supervisors unless
it was something such as decannulation.

Nurse #6 was interviewed on 03/30/12 at 11:20
pm. Nurse #6 said she worked with Resident #1
on 03/17/12 from 7pm -7am. Nurse #8 said
Resident #1 moved around a lot, was fidgely and
she would throw her leg over the edge of the bed.
The nurse stated that most of the time the
resident tried to get out of the bed and the biggest
concern was her falling. Nurse #6 said the
resident had a mat and her bed was in the low
position. The nurse stated the resident got her
Alivan early in the shift {around 1:30 am) for
agitation. The nurse said the resident was being
monitored. The hall was busy with staff and
never empty. Nurse #6 said if the resident didn't
respond to the Ativan and the vent was going off
canstantly then the nurse would have an aide sit
by the room. Nurse #6 said, even with her frach
being pulled out on Friday, the resident's behavior
was not that required to be monitored on a one to
one supervision. The family would be called if the
resident was agitated to a point and a suparvisor
would be notified. Nurse #6 said there was no
set way to monitor the resident.

Review of staffing for the Medical Speciality Unit
{(MSU) for 03/17/12 revealed staffing was 4.8
hours per patient per day {FPD) and there was no
Registered Nurse coverage for the 7 am - 7 om
shift. This did not meel the State Licensure
requirement of 5.5 PPD and having a Registerad
Nurse on staff at ail time.

Review of the nurses notes dated 03/18/12,
indicated Resident #1 was restiess on the 1st

Manager, or House Supervisor will observe:
shift to shift report to verify thal information -
from the 24 hour report is being ‘
communicated to the on-coming shift nurse:
by the ofi-going nurse, {d) On a daily basis,:
the DON, Assistant Director of Nuising
(ADON), MSU manager or House
Supervisor will verify that the Pulse
oximeters and resident monitor (15 minute -
check} documentation on the MAR has
been completed by each charge nurss, (e}
On a daily basis, the DON, Assistant
Director of Nursing {ADON), MSU manager
or House Supervisor will review the '
documentation and interventions and verify:
that ihe resident monitor {15 minute check)
sheets are completed, (f } On a daily basis:
a Respiratory therapist will conduct an

audit of Pulse oximeter bags, controls _
covered, and anti disconnect devices are in’
place. {g) On a daily basis M — F the
Administrator (NHA} will review the staffing
sheet for the prior day(s} to verify stafling
ratios and per patient day (ppd) hours are
met. The daily audits will continue for 30
days and then will be campleted weekly
uniess concerns are identified in which
case daily audits will continue until a time
determined by the QA & A committes.

The NHA/DON/Respiratory Therapy
Director will report o the facility’s Quality
Assessment and Assurance {QA&A)
Committee weekly with the results of the
verification review of the above identified
audits. 1ssues identified by the
NHA/DON/Respiratory therapy director as
a result of these audits will be reponted to
the QA&A Committee within one business
day. The QA&A Committee will evaluate
the effectiveness of the plan on a weekly
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F 323 Continued From page 25 F 323 . "

shift (7:00am-3:00pm) and 2nd shift (3pm- 11pm).
While sitting in a recliner chair at 10:30 am she
was altempting to get out of the recliner because
she was incontinent of a large amount of stool,
resulting in the resident falling o the ficor. The
physician and family were notified.

On 03/30/12 at 4:02 pm RT #3 was interviewed.
RT #3 worked with Resident #1 on 03/18/12 from
6:30 pm until 7 am. The RT said "on the early
morning of the 18th she disconnected {the circuit)
3times. |asked her if she was tired and | asked
her if she wanted to go on the oxygen mask and
she said 'No." She needed a sitter for a long
time. |think with all the disconnection she was
bound to be doing it herself and that night | really
felt she needed a silter. There is no alarm on the
trach collar. There could be (an alarm) if there
was a conlinuous pulse ox {oximeler) to notify
staff when they (residents) are gelting a low
{oxygen) saturation rate.”

On 03/30/12 at 9:48 am, nurse #2 was
interviewed. Nurse #2 siated she was assigned
to Resident #1 on 03/18/12 on the 7am-3pm shit.
Nurse #2 said she was not made aware by the
oufgoing nurse that Resident #1 had
disconnected herself from the ventilator 9 times
on 03/17/12 and 3 timas an 03/18/12. Resident
#1 was already on the oxygen mask sitting in the
geri chair. She had soiled herself heavily. Nurse
#2 stated, "Had | known about the 9
disconnections on the 17th and the 3
disconnections on the 18th (Resident #1) would
not be sitting alone."

Review of the medication administration record
{MARY) on 03/18/12 revealed Resident #1 was

weeks for 2 months, then monthly based
on trends identified and develop and
implement, additional interventions as
needed to ensure continued compliance,
On a weekly basis the Medical Director,
Administrator, DON, Respiratory therapy
Director, and MSU manager will mest to
review the pilan and ensure there are no
issues with communication.

Weekly the Administrator wili report
progress on the corrective action plan
including any issues identitied in the
raviews with achieving or sustaining
compliance to the governing board of the
facility. The board will take any other
actions they deem necessary based on the -
repors.

Twice monthly, for 2 months, and then
monthly for 2 months, the Vice Prasident of:
Clinical Services will attend the facility QA
& A meetings and provide input on plan
effectiveness as well as ensure continued
compliance,

The Administrator is responsible for
ongoing compliance.
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administered promethazine 25myg for nausea,
{time unknown}, Ativan 0.5mg at 1:30 am for
agitation, and a narcolic pain reliever at 4:00 am.

On 03/30/12 at 3:15 pm nurse #7 was
interviewed. Nurse #7 stated she worked on
03/18/12 on the 3 pm-11pm shift as a team
leader (term used when nurse supervisor is a
licensed practical nurse as opposed to registered
nurse). Resident #1 fell and her feet were
hanging off the bed. Tha nurse told the aide to
transfer the resident {o lhe chair and to make
sure she was clean and dry. She had no injury.
The nurse revealad she did not document her
assessmant of the resident after the fail because
there was no injury. Nurse #7 stated she was not
aware that the resident has pulled out her trach
on 03/16/12. Usually, when there was a
decannulation, the nurse would let the supervisor
know and she would put it on the 24-hour
supervisor's report.

Review of staffing for the Medical Speciality Unit
{MSU) for 03/18/12 revealed staffing was 4.8
hours per patient per day (PPD) and there was no
Ragistered Nurse coverage for the 7 am - 3 pm
shift. This did not meet the State Licensure
requirement of 5.5 PPD and having a Registered
Nurse on staff at all time.

Review of the medication administration record
(MAR} on 3/20/12, revealed Ativan 0.5mg was
given at 1:45am and noted to be effective at 2:30
am.

Nurses' notes dated 3/20/12 indicated Alivan
0.5mg was given at 12:30 am, and was noted to
be effective at 1.00 am. The resident was
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observed at 3:00 am in a recliner. An aide (NA#2)
went to the room at 3:20 am, and found the
resident unresponsive with the tracheostomy lying
on the chest. Resident #1 was moved to the bed
and CPR was initiated. Paramedics pronounced
Resident #1 dead at 3:36 am. The physician,
family and director of nursing were notified.

Review of the respiratory note for 63/20/12
revealed the RT #1 did a walkthrough at 1:45 am.
Resident #1 was on the ATC. The resident was
not suctioned from 8 pm on 03/19/12 until 1:45
am on 03/20/12. At that time, the resident was
suctioned for large amount of mucoid secretions.
Breath sounds were recorded as coarse. RT #1
observed Resident #1 from the hallway at 3:05
am and no sound was heard from the room.
Respiratory therapy was called to the room by a
nurse aide (NA#2) at 3:20 am. Resident #1 had
removed her tracheostomy which was observed
in her left hand. The fracheostomy was reinserted
into the stoma site and Resident #1 was bagged
with good chest rise. She was moved 1o he bed
and cardiopulmonary resuscitation (CPR) was
started. Emergency Medical Services (EMS)
arrived and pronounced Resident #1 dead at 3:36
am.

During a telephone interview on 03/31/12 at 5:15
am, NA #1 said she was assigned lo Resident #1
on 03/19/12 from 11 pm-7 am. The aide slated,
"When 1 came to work, | was told {Resident #1)
had fallen on the 2nd shift, and that we were to
keep our eyes on her and watch her closer.
Instead of the two hour rounds, we were to go
and check on her every 30 minutes. | would go
inlo her room and {urn on her gospel music and
she would be fine. She was aiready up in her

FORM CMS-2567(02-99) Previous Versions Obsolete Event [D:20R211 Facility :D: 20020003 If centinuation sheet Page 28 of 62



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

PRINTED: 94/11£2012
FORM APPROVED
OMB NG, 0938-0391

STATEMENE OF DEHCIENCIES (X1} PROVIDERISUBPEERICE A (X2) MULTIPLE CONSTRIICTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER- COMPLETED
A BUILDING
B. WING €
. 3 e —
345817 04/03/2012
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STALE, 2iP CODE
3836 BLUE RIDGE ROAD
BLUE RIDGE HEALTH CARE CENTER
RALEIGH, NC 27612
HAV D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREC TIOM x5
PREEIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE £OMPIERION
1AG REGULAFORY 0OR | SC IDENTIFYING INFORMATION) FAG CROSS-REFERENCED TO THE APPROPRIATE DALE

DEFICIENCY)

F 323 Conitinued From page 28
chair. She didn't sleep well in bed.”

During a telephone interview on 03/31/12 at 5:39
am, NA #2 said she worked on 03/19/12 on the
t1 pm -7 am shift. The NA stated, “We had
been lold to watch her closely. When we watch
her closer, we actually go into the room. We got
to her room {Resident #1) on rounds about 11:30
{pm}-12 {midnight}. The nurse was on the hall
passing medications. She gave (Resident #1)
something 10 calm her down. Then the next time
wea went in was about 1 am. Her trach was in
place, she was asleep. | was sure she was alive,
she moved her feet. We made our next sei of
rounds and started on the 160 hall, then to the
200 hall. We were also doing vital signs. { went
1o {(Resident #1) room around 3:20 am and she
didn't ook right to me. | looked at her face and
her tongue was not pink. She usually stept with
her mouth open. She was in the recliner with her
feet up. The trach collar was in the right place.
Then [ tapped her on the face, she didn't respond
to her name. Her head flopped back and that is
whert | realized the trach was entirely out. The

left leg. 1 ran to get the nurse. {(Nurse #1) came
back with me, the raspiratory therapist (RT #1)
came and he put the trach back in and bagged
her, we picked her up and put her on the bed on
the board. Then | got out of the way, while they
coded her.”

On 03/30/12 at 11:30 am, nurse #4 was
interviewed. Nurse #4 worked on the 11 pm -7
am shift on 03/19/12. Resident #1 had a fail
earlier in the shift and she said she had slid onto
her mat. She was given medication for agitation.
Murse #4 said, "She did the shaky {shaking her

trach with the straps was in her left hand near her
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hands} movement and | knew that meant she felt
anxiety. She was in her recliner resling with her
eyes closed about 1:45 am -2 am. | had another
resident that had called. |1 went to that room. |

front desk. About 20 minutes later the aide (NA
it2) came and got me. We went in and | saw her
trach on her chest. Her head was down and

told me her chin was over the stoma, and she
{NA) moved her head. | called respiratory, and
{RT #1) came in. He inseried another trach, we

#4 said RT #1 “had the {rach in by the fime {
called the code blue. |didn't know that she had
pulfed out her cannula befare until the cop told
me she had decannulated on Friday." Nurse #4
said if she had known that the resident
decannulated herself, she might have decided to
call and gel one-cn-one supervision. There was
no formal way of monitoring (through an alarm or
device). The supervisor will decide who to pull to
do the one-on-one or to call someone from home
or pull some one from the unit. Nurse #4 said,

aide or nurse are not able to sit. The supervisor
decides what to do.”

RT #1 was interviewed on 03/30/12 at 1:15 pm

031912 from 6:30 pm until 7 am. RT #1 said
when Resident #1 "was aclive she had a lot of
secretions. She was able to cough into the trach
and you could hear her. She couldn't put the
trach in by herself. She was aclive. She was
always trying to gel out of bed. She would slide

that ihe resident had decannulated herself (on

tooked into her room at 3:00 am then | weni to the

loward the right. Her eyes were closed. The aide

had to get her out of the chair to do CPR." Nurse

“We anly have one aide on each hall at night. The

and again on 03/31/12 at 4:00 pm. RT worked on

aut of the bed witih her feel hanging. | was aware

F 323
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03/16/12). She was doing well on the trach on
03/19/12. She didn't need to be on the vent. She
did not have signs of hypoxia. She was more
agitated {on 03/20/12) than usual. | saw her with
her legs between the rails and her feet were on
the floor. She pulled out the lrach sponge at 8:10
pm that shift and 1 changed it. | suctioned her at
1:45am. |told the nurse she needed something
about 1:45 am and that she needed someane lo
sit with har. There was a shortage of staff, and
that is why she didn't have a silter. | heard the
nurse {ell the supervisor we needed a sitter.
Between 1:45 (am) and 3 {am) there was 110 one
to sit. She got her sedation at 1:45 am and she
needed more sedation. She could not take any
more of her prn {as needed) medication {for
agitation) because she took the maximum she
can take. | didn't feel that the Alivan she received
was effective. | thought she needed to be
restrained but they told me that she could not be.
i passed by the resident's room at 3:05 am. She
was laying to the right side with her head Jaying to
the right side. From the daor all that is visible
was the trach collar. So | didn't go in and check
her. She appeared to be sleeping. The trach
collar was in the correct position. She was
already dusky when | arrived. We do trach care
because there may be secretions build up in the
trach. My point is {hat she wasn't monitored
because they were short staffed that night. If
thare was a continuous pulse oximeter, or a
telemetry, or one-on-one (human supervision)
then that waould alert staff if the trach was pulled.
The temperature of her body was only a degree
from her normal body temperature. She had
cyanosis when | got there. When residents
disconnect from a vent the alarms would atert the
staff, When residents decannulate from a trach,
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there are no alarms to aleri stalf. it takes about
3-5 minutes without oxygen for a resident to die.”

An interview wilh the psychiatry nurse practitioner
(NP) was conducted on 04/02/12 at 10:40 am.
The resident was referred to psychiatry because
she was pulling the trach out. The resident was
impulsive.

Review of staffing for the Medical Speciality Unit
{MSU) for 03/19/12 revealed staffing was 4.8
hours per patient per day (PPD) and there was no
Registered Nurse coverage for the 4 pm -7 am
shift. This did not meet the State Licensure
requirement of 5.5 PPD and having a Registered
Nurse on staff at all time.

During an interview on 03/30/12 at 9:13 am, NA
#3 said Resident #1 messed with her trach all the
time. She would try to pour water over it. She
waould pull at it quite a bit. She would aler the
nurse and tell respiratory (therapist).

On 04/2/12 at 10:08 am, RT #5 was interviewed.
RT #5 said Resident #1 required suctioning, and
she was in no way able to breaihe without oxygen
or the trach. Resident #1 would 1ake off her trach
colfar {oxygen mask) often. She would move it to
the side, she would take it off and she would
throw it on the floor. When the resident was
educated about the risk of pulling on the trach,
she would faugh and smite, But she would do it
again. She would climb out of bed. RT said that
the resident's oxygen saturation would fall quickly
without her oxygen. She needed a silter, a lof of
people needed sitters, and they did not have
them on the MSU (Medicat Speciality Unit). RT
said he reported the behavior and oxygen
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saluration rate to the nurses. The MSU unit
neaded a monitoring system that would attach
trach residents with [eads 10 a device at the
nurses’ station. A technician would sit at the
nurse’s siation and monitor the residents 24

irach got pulled out or when ihe oxygen
saturation would fall below a safe level.

The Respiratory Therapy Director was
revealed he conducted his investigation about
Resident #1's decannulation. She had been
weaned off the vent since February 26, 2012,
She had the habit of moving her trach collar

about her neck. She liked the cool air on her

out accidentally on 03/16/12 at about 5:30 pm.
Her blood oxygen saturation level had fallen to

bagged her and she returned to 100% oxygen

saturation in 2 minutes. The stoma was patent
which allowed easy insertion of the trach tube.

and the breathing pattern every 6 hours. Any

crilical. 71% is an immediate response issue.

at 8:57 am. The medical director stated, “The
nurses call when they want a sitler, or we

if they exhibit danger {o themselves.

hours a day, 7 days a week to alert staff when the

interviewed on 03/29/12 at 4:09 pm. The direclor

neck. He determined Resident #1 pulled her frach

71%. The respiratory therapist reinseried it and

On 04/2/12 at 2:48 pm the Respiratory Therapy
Director was interviewed. He indicated there was
no policy for monitoring oxygen dependent trach
residents. The respiratory therapist checked heart
rate, oxygen saturation rate, and respiratory rate

oxygen saturation rate below 87% is considered

The medical director was interviewed on 03/29/12

recommend to the nurse. A patient needs a sitter

F 323

FORM CMS-2567(02-89) Previous Versions Obsolate Event iD: 20R211

Facility {D: 20020003 If conlinuation sheet Page 33 of 62




PRINTED: 04/11/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
SEATEFMENT OF DEFICIENCIES A1}y PROVIDERYSUPPLIER/CLIA (X2} MULTIPEE CONSTRUC HON X3} DATE SURVEY
AND PLAN OF CORRECHON IDENFFICATION NLIMBER: COMPLETED
A BUILEING
3 WING ¢
345517 o e 04/03/2012
HAME OF PROVIITFER OR SUPPLIER SIREET ABDRESS, CITY. STATE, ZiP CODE

3836 BLUE RIDGE ROAD

BLUE RIDGE HEALTH CARE CENTER
RALEIGH, NC 27612

o< 1 SUMMARY SIAFEMENT OF DEFICIENCIES I PROVIDER'S PIAN OF CORRECTION e
PREFIX IEACH DEFICIENCY MUST BE PRECEDED BY RULL PREFIX { ACH CORRECTIVE ACTION SHOULD BE GOMPEE FON
IAG HEGUEATGRY OR LSU IBENFIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
BDEFICIENCY)
F 323 Continued From page 33 F 323

Unfortunately she was sitting up in the chair and
when it was pulled out, her positioning could have
been such that, {indicaling chin o chest) the
airway became blocked. There was 14 minutes
between periods when she was checked by the
staff. She was being seen by a psychiatrist, for
her behaviors of wanting to get out of bed. She
was not depressed. A few months ago she did
want palliative care, and we honored her wishes
ihen she decided she wanted to live and she was
given a peg (feeding) tube and she perked up."

During an inferview on 04/03/12 at 11:31 am, with
the staff coordinalor, she indicated staffing was
always 4 aides and 3 nurses {either RN or LPN},
on the first and second shift. On the third shift
{11p-7am) 2 nurses and 2 aides were scheduled
to work, The nurses worked 8 hour shifts and the
aides worked 7.5 hour shifts. The number of
hours per patient per day on the MSU was 4.3,
When a resident is agitated the staffing
coordinator will fook for a sitter . Sometimes, the
staff on duty on the 400 Hail were reassigned to
be sitters for agitated residents. Otherwise, the
supervisor would call someone to come on duty
and sit with an agitated resident. On the 11pm
-7Tam shift it was very hard to get a sitter. The
staff coardinator stated, "We would pull from the
400 hall, and that would cause a staff shortage on
the 400 hall. If it was more than one resident who
needs a sitter then one person will rotated and
not stay in the rcom continuously. The staff
coordinator said that the silters are added to the
staffing schedule. Some times we have two
sitlers per week, One person from the 400 hall
would have 1o sit wilh however many people need
lo be on one-on-one. We keep the PPD at 4.39
for the MSU but it will go below it and it may go
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up if | have to add a sitter.”

2. Resident # 2 was admilted to the facility on
01717112, with cumulative diagnoses of chronic
respiratory failure, obstructive sleep apnea,
chronic obstructive pulmonary disease, ischemic
cardiomyopathy, dementia, and chronic kidney
disease.

The most recent Minimum Data Set (MDS) dated
3M16/12; revealed Resident #2 was moderately
cognitively impaired, had no behaviors, required
aexlensive physical assistance of 2 persons with
toileting and was totally dependent on staff for
activity of daily living, including transferring and
bed mobility. He required oxygen and artificial
ventilation through a tracheostomy (trach) (a
surgically created hole through the front of the
neck and into the windpips).

Review of the last available respiratory note dated
03/27/12, indicated Resident #2 was put on
aerosol tracheostomy collar (ATC) at 2:45 pmt in
an altempt to begin weaning him from artificial
ventilation. At 8:25 pm, the resident’s oxygen
saturation rate was 86% on the ATC. The
resident was returned to artifictal ventilation and
oxygen saturation rate increased to 94%.

Review of the nurses' notes, dated 03/27/12,
indicated at 3:28 pm, Resident #2 was placed on
ventilator {vent) to help blow off {remove carbon
dioxide from the blood) ihe carbon dioxide which
contributed to a change in mental status. At
10:35 pm Resident #2 was off the vent.

Nurses' notes, dated 03/28/12 at 1:55 am,
indicated Resident #2 had increased agitation
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with several attempts lo get out of bed. Alivan (an
antianxiety medication) 0.5mg was given at 12:00
midnight. Tha resident was attempting to get out
of bed at 2:45 am. The supervisor was nolified
and a sitter was placed in the room with the
resident.

Review of the medicalion administration record
{(MAR) on 03/28/12, indicated tha resident was
given Ativan 0.5mg at 12:00 midnight and 12:00
noon for agitation. There was no documentation
of the effectivenass of the medication.

A physician's order dated 03/28/12 at 3:35 am
read:

" 1.Give Ativan 0.5mg po {by mouth) now x1 (1
time).

2.Call physician (named) after 7 am 03/28/12 for
patient evaluation follow up.

3.0k for patient to have ong on one (1:1) sitter for
safely. "

Nurses' notes, dated 03/28/12 at 7:15 am,
indicated the family was made aware of Resident
#2 agitation.

Nurses’ notes, dated 03/28/12 at 9:40 am,
indicated the resident was incontinent and
required assistance with feeding. AT 12:00 noon,
the family was at the bedside, voicing concerns of
Resident #2's increased lethargy and agitation.
The physician was cailed and gave an order for
Risperdal (antipsychotic medication) and a
consult with behavioral medicine. Family
requested to send Resident #2 to the hospital
emergency room for evaluation. The physician
was telephone for an order and ihe resident was
transported to the hospital by Emergency Medical

F 323
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Review of hospital history and physical dated
3/28/2012 indicated the resident went to the
hospital "agitated and short of breath,” and
returned 3/30/12. Medication changed
recammended by psychiatry.

During a telephone interview on 4/03/12 at 7:18
am, nurse #10 said she worked the day shift on
03/28/12 starting at 7 am. She indicated
Resident #2 was on a trach collar, on the day he
went out. Nurse #10 said he had to be sent out
because he was having confusion. Nurse #10
said, "The nurse who worked the 11pm -7am
indicated to me he required one-on-one." Nurse
#10 said there was no body sitling with the
resident when she came to work on the 7 am- 3
pm shift. Resident #2 was asleep. Nurse #10
said "His family came in that afternoon and they
were upset that he had no sitter, they were told
he had a sitter.” The family wanted the resident
to go to the hospital. EMS was called. Nurse #
10 indicated that a resident ngeded one-on-one
supervision when they tried to get out of bed,
were anxious and agitated, and the prn {as
needed) medications didn't work. Nurse # 10
sald, "Then she would tell the supervisor that she
needed someone to do one-on-one supervision.
The physician would be calted. Nurse # 10 did
not know if a physician order was needed for the
one-on-gne supervision. She did not know the
policy on one-on-one. Nurse # 10 said, "l have
never had anyone who was on one-on-one. The
supervisor will pull someone to sit (with the
resident). Usually an aide."

During an interview on 4/3/12 at 10:18 pm, NA #5,

F 323
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indicated she came in at 700 am on 03/28/12 and
was assigned (o Resident #2. NA#5 said, "He
did not have a sitlter. He was asleep. He was on
a trach collar. He was breathing hard. He was
moving his legs off the bed like he wanted to get
up. | redirected him to stay in bed and asked him
if he was ok. He followed my directions. | et the
nurse know he was irying to get up,” NA# 5 said
that a resident had one-on-one supervision when
they {residents} wont stay in bed, or were a risk to
themselves. NA# 5 said, "we work with four
aides. When we have to pull one of our persons,
we have to work with only three (aides), It is
horrible to anly work with three {aides) during the
day. The load is heavy on the vent unit. The 200
hall {vent} was a heavy unit. Thers isn'l enough of
us to do the care we need to do. The resident
are more acute, and it requires two persons to
manage each patient because the majorily of
residents need the hoyer. | don't know how they
manage on the 3rd shift with only two aides. !
have been assigned lo do a one-on-one. | stay
untit someone comes lo relieve me."

During an interview on 04/03/12 at 11:31 am, with
the staff coordinator, she indicated staffing was
always 4 aides and 3 nurses (either RN or LPN),
on the first and second shift. On the third shift
(11p-7am) 2 nurses and 2 aides were scheduled
to work. The nurses worked 8 hour shifts and the
aides worked 7.5 hour shifts. The number of
hours per patient per day on the MSU was 4.3.
When a resident is agitated the staffing
coordinator will look for a sitter . Sometimes, the
staff on duly on the 400 Hall were reassigned to
be sitters for agitated residents, Otherwise, the
supervisor would call someone to come on duty
and sit with an agitated resident. On the 11pm

F 323
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-7am shift it was very hard to get a silter. The
staff coordinator stated, "We would pull from the
400 hall, and that would cause a staff shortage on
the 400 hali. If it was more than one resident who
needs a sitter then one person will rotated and
not stay in the room continuously. The staff
coordinator said that the sitters are added to the
staffing schedule. Some times we have two
silters per week. One person from the 400 hall
would have to sit with however many people need
to be on one-on-one. We keep the PPD at 4.39
for the MSU but it will go below it and it may go
up if | have to add a sitter.:

During an interview on 04/03/12 at 12:25 pm, the
administrator indicated, "A RN was on every
shift. 1 don't know what the ratio for the MSU unit.
This was my first unit of this type. They should
bring someone in who is off duty {o cover a
one-on-one. Right now they are using light duty
nurses.” The administrator said that in "an
emergent ona-en-one, the resident can be pulled
to the nurses station. When a physician had
ordered a one-on-one, we should have individuat
peaple to sit with each individual resident. {do
not expect an aide to be pulled off from another
unit to cover the MSU unit.”

During an interview on 04/03/12 at 9:27 am, the
director of nursing {DON) indicated that she did
not know what the staffing ratio for the MSU
{Medical Specialty Unit) should be and referred all
questions to the staffing coordinator. The DON
stated she used light duty staff for one-on-one
supervision. There was no sign off sheet, and no
documentation to show who sat with which
resident and for how long. The DON stated, "
expect the nurses to decument in the chart when
one-on-one supervision had been put into place.
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The nurses make the determination when to
discontinue the one-on-one. The doclor was not
notified when we discontinued the one-on-one."
F 328 483.25(k) TREATMENT/CARE FOR SPECIAL F328 Faog |- l
58=4 NEEDS 1. Resident #1 was discharged from the el iiyd

The facility must ensure that residents receive
proper freatment and care for the following

Parenteral and enteral fluids;

facility on March 20, 2012. An investigation
was condueted, led by the Director of
Nursing {(DON). The investigation included
but was not limited to; facts surrounding
the incident involving Resident #1, facility
processes for communication of resident
changes in condition to the physician and/

Colostomy, ureterostomy, or iteostomy care;
Tracheostomy care;

Tracheat suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and interviews with
facility staff, the physician, and respiratory
therapists, the facility failed to provide an effective
monitoring system to alert staff to tracheostomy
residents’ lack of airway patency and loss of
oxygen supply resulting in one of five oxygen
dependent residents decannulating herself and
expiring {Resident #1).

Immediate jeopardy began on 03/16/12 when
Resident #1 removed her trach resulting in a
critical oxygen saturation rate. The administrator
was notified of the immediate jeopardy on
04/01/12 at 12:13 pm. The immediate jeopardy is
present and ongoing. Findings include:

Review of the policy fitled "Ventilator (vent}

or Medical Directors, nursing, respiratory
and the 10T, review of the resident's
medical record to determine evidence of
potential risk factors for decannutation.
Following the compietion of the
investigation, based on an analysis of the
findings, the facility developed and
implemented corrective action directed at
areas identified with quality improvement

opportunities. For residents residing in the

facility in simitar situations as Resident #1
and Resident #2, the following actions

would be taken. The licensed nurse would

initiate One-to-One supervision of the
resident followed by: (a) inform the

physician or Medical Director of the change

in the resident’s condition and the

behaviors exhibited, {b) obtain an order for

one-to-one supervision and any other
intervention the physician or Medical
Director deems necessary. (¢} charge
nurse complete an SBAR {Situation,
Background, Assessment/ Appearance
and Request) report , {d) document the
change in the resident’s condition on the
24 hour report and the one-to-one

supervision being provided, (e} the 24 hour
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Patient with Agitaticn,” which was not dated,
indicated

"ldentify: Pulling at equipment. uncontrolied
moving, and erying, combative, attempts to get
out of hed/chair,
fnterventions: CNA /RT {nurse aide/respiratory
therapist}) alert nurse. Attempt to calm resident.

. Reposition. Meet any need thal is accepiable.

Stay with resident during crisis (do not leave an
active agitated resident) Nurse-Pain
mecdication/Antianxiety meds (medications) may
be appropriate -check for recent medication use
first.

Monitor:

Maintain a 1:1 staff observation while resident is
aclively agitated. if medicated, ensure that the
post effectiveness is documented. Never leave an
agilated resident alone! Document, Document,
Document.

NOTE: Ensure physician is nofified in the change
of condition, Ensure resident’s responsible party
is notified."

The Respiratory Care Department policy, dated
06/G1/06, read in part "Protocol for Management
and Weaning of Patient from Prolonged
Mechanical Ventilation. " This policy indicated
that one of the physical signs of respiratory
fatigue or failure was agitation.

Ventilator Weaning Protacol revealed the
weaning procedure is comprised of consistent
steps In which the patient moves one step each
day from fuil venlitatory support to 24 hours of
spontaneous unassisted breathing. The patient
should not be fatigued during this assessment.
The patient should not unduly be anxious, fearful,
agitated or in pain.”

report and the SBAR report would be given
F 328" (5'the 1DT for discussion, action item
development and monitoring of the
resident’s progress.
The resident would remain on the 24 hour
report until his/her condition improved. As
ihe resident's condition improved, or
declined, the IDT would make
recommendations to the physician or
Medical Director ta modify or discontinue
one-to-one supervision for the resident and
place the resident on Resident Monitoring.
Resident #2 was discharged from the
facility on March 28, 2012 and was
readmitted on March 30, 2012, Following
readmission Resident # 2, ventilator
dependent at night, upon readmission was
provided a new trachsostomy coliar and
was observed for behaviors. Resident # 2
did not exhibit any “at risk” or “emergent”
behaviors. Resident #2 has had orders
obtained and implemented for continuous
pulse oximetry, anti-disconnect device at
night, and Resident Moniloring which
continues at this time.

2. Residents with tracheostomies with
changes in condition have the patential to
be affected by the same alleged deficient
practice. On March 31, 2012 residents
with tracheostomies had their
tracheostomies checked for proper
placement by the Respiratory Therapy
Director or hisiher designee. Of the 21
residents with trachecstomies all were
properly ptaced. On March 31, 2012 the
presence of a replacement tracheostomy
at the bedside was validated for all
residents with tracheostomies to ensure a
replacement was immediately available.
On March 30, 2012 the Interdisciplinary
Team reviewed the medical records for
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Weaning Procedure Summary read in part,
"Evaluate patient daily prior to attempting the
next weaning step. Do not aitempt next weaning
step if any one is present:

2. Pulse <50 or 130 beats/minule

8. 3p02 < 92% (the amount of the oxygen in
the blood).

11. Diaphoresis, agitation, etc.”

Tracheostomy (trach) is a surgicat incision into
the trachea (windpipe) that forms a temporary or
permanent opening. The opening is called a
stoma. A tube (tracheostomy tubse) is inserted
through the stoma to allow passage of air and
removal of secretions. Instead of breathing
through the nose and mouth, the person will now
breathe through the tracheostomy tube. Some
people can not breathe on their own through the
stoma/lrach, therefore oxygen is supplied through
an oxygen mask to assist with breathing. The
concenlration of the oxygen needed depends on
the person's condition. Some people need
mechanical ventilation (vent) to assist or replace
spontaneous breathing,

An interview with the Respiratory Therapy
Director on 03/29/12 at 4:09 pm revealed
complete ventiltator checks were done at 7 am, 1
pm, 7 pmand 1 am. Walkthroughs were
conducted every 2 hours. Trach care (the inner
cannula were cleaned, sponges were changed
and the resident was suctioned) was done daily.

Resident # 1 was admilted to the facility on
08/29/11 with cumulative diagnoses including
respiratory failure that required the use of artificial
ventilation, pulmonary insufficiency, dysphasia,

tracheostomies lo identify residents with
behaviors that put them at risk for
decannulation. “At risk” behaviors include
but are not limited to: restlessness,
emotional distress or cognitive changes
resulting in confusion, weeping or objective
or subjective signs of pain of discomfort.
Nine (9) of the 21 residents reviewsd were
identified with “at risk” behaviors, All 9
residents were placed on “Resident
Monitoring” lo provide increased
supervision. During the record review
residents’ care plans were reviewed
updated, as necessary io reflect the
residents’ current care neads.

On March 30, 2012 the facifity’s pharmacy
consultant conducted a review of the
medication regimen of current residents,
with tracheostomies, with behaviors to
ensure thal the residents were receiving
appropriate medication and dosagss.
During the month of Aprit the Medical
Director has assessed each resident
residing on the Medical Specialty Unit
(MSU) and is aware of any recent changes
in the residents’ conditions.

3. The facility developed a new policy titled
"One-to-One supervision of Residents on
the Madical Specialty Unit (MSU)".

The facilily policy titled “Pulse Oximetry”
and “Trachostomy tube change” will ba
reviewed by the facility QA & A commiltee
and modify i indicated.

The facility has conlracled the services of
an additional Pulmonologist to evaluate the
residents on M3U and to consult with the
attending physican regarding the residents
care need for a period of 6 months, These
services began on April 23, 2012,

FORM CMS-2567(02-89} Previous Varsions Obsolete

Event ID: 20R21t

Facility iD: 20020003

if conlinuation sheet Paga 42 of 62



PRINTED: 04/11/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03M1
STAFE MENT OF DEFICIENGIES (X 1) PROVIDERISUPPLIERICHA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER- COMPLETED
A BUILDING
B WING c
= . -
345517 04/03/2012
NAME OF PROVIDER 1R SUPPEHER STREET ADDRESS. CHY, STATE. ZIP CODE
3830 BLUE RIDGE ROAD
BLUE RIDGE HEALTH CARE CENTER
RALEIGH, NC 27612
(X6} D SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAFE

DEFICIENCY)

F 328 Continued From page 42

hyperiension, diabetes mellitus and renal
insufficiency.

Psychiatry notes dated 8/12/11 read "Crealive
with dangerous behavior puiling at trach
(tracheostomy) and g-tube. Patient has poor
insight in her disabilities and worse judgement
when it comes to pulling at devices. If she is o be
weaned we must temper this behavior." Seroquel
{antipsychotic medication to treat behaviors) and
Zoloft {antidepressant) to temper behaviors were
racommended.

Psychiairy notes on 10/17/11 revealed the
resident pulled out trach recenily. No medication
changes were recommended.

An interview with the psychiatry nurse practitioner
{NP} was conducted on 04/02/12 at 10:40 am,
The resident was referred to psychiatry bacause
she was pulling the trach out. The resident was
impulsive. The RN did not feel ihere was any
suicidal intent or ideation. She was typically
dapressed and had anxiely as any resident with a
trach.

The quarterly Minimum Data Set dated 1/22/12,
revealed Resident #1 had moderately impaired
long and short term memory. The resident
responded to direct simple communication and
was limited in her abilily to make needs known.
Her behavior was identified 1o put the resident at
a significant risk for physical illness or injury to
herself.

Review of the most current physician orders
dated 01/04/12, revealed "tracheostomy (trach)
collar settings of FiO2 {Fraction of Inspired

The facility has contracted the services of
an additional Psychiatrist to provide an

initial assessment of the residents on MSU .
and any new admissions and periodically
as deemed appropriate for each
individual's plan of care for a period of 6
months. This contract was signed on April
24, 2012,

The facility has contracted with a
Respiratory Therapist to provide oversight i
to the on-site Respiratory Therapy staffto -
gvaluate current practices, make ;
recommendations and provide training on
systems utilized by the facility for a period |
of 6 months. These services were began !
on April 11, 2012, :
The facility has contracted with System
Electronics to install a new call system that -
enabies plug in of the venlitator and pulse -
oximeter to allow alarms to be audible at

the nurses station. The system has been
purchased and is scheduled for install

upon delivery.

F 328

The 24 hour report process has been
rodified to include pariicipation from
Respiratory therapy and charge nurses.
The 24 hour report is maintained in a book
on MSU. The 24 hour report and is used
to communicate changes in resident
condition and incidents that occur during a
24 hour period to other MSU nursing and
respiratory therapy staff members on
ditferent shifts and fo the Interdisciptinary
Team (IDT), thereby ensuring that changes
in the resident conditions are limely
recognized and interventions are {imely
and consistently implemented. The charge
nurse for every shift will be responsible for
making entries lo the report regarding
changes in resident condition, including but
not limited to, new and escalated “at risk”
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Oxygen is the percentage of Oxygen that is
inspired) 40%. May wean per protocol.
Tracheostomy collar, patient and SpO2 (the
amount of oxygen in the blood} monitoring G 4
hours (every 4 hours). Full ventilator, patient and
5p02 monitoring Q 4 hours. Respiratory
Therapist may replace tracheostomy lube
routinely and /or emergently for dislacation,
plugging or inadverient decannutation.”

Nurses' notes, dated 02/04/12 at 7:35 pm
revealed the resident was found silling on the
floor at the side of the bed and she was noled to
be decannulated. RT {respiratory therapist) was
called to the resident's room. The trach was
reinserted and the resident was bagged. Family
and MD were made aware. A siller was placed at
the bedside unlil the family arrived.

Nurses’ notes, dated 02/09/12 at 4:30 pm,
indicated the resident slid out of the geri chair and
had the oxygen fubing pinched in between lhe
chair and the night stand. The resident had
one-to-one sitter.

Nurses’ notes dated 02/24/12 at 5:10 pm,
indicated the resident altempled to crawl out of
bed this shift and was pulling at the trach, Ativan
was given with effectiveness.

Review of the physician's orders dated 03/01/12,
revealed the resident was prescribed Ambien
5mg by mouth or via iube at bedtime as nesded
for sleep (a narcotic used to induce sleep), Ativan
0.5mg via tube every 8 hours as needed for
anxiety, Percocet £/325mg (a narcotic pain
reliever) by mouth via tube every four hours as
needed for pain. Seroquel 25 mg {an

F 328 behaviors. The Respiratory Therapist (RT)
for every shift will be required to make
similar entries on the 24 hour report. The
24 hour report Is reviewed, discussed and
action items identified by the IDT in
morning meeting, Monday through Friday.
The Weekend Supervisor will review the
completed 24 hour reporis and follow-up
on any items that require aitention during
weekend hours, The 24 hour reporis from
the weekends will also be reviewed by the
IDT during the morning meeting on
Monday following the weekend. (b} SBAR
reports (Situation, Background,
Assessment/ Appearance, and Request)
will be required to be completed by the
licensed nurse or RT for situations
requiring physician natification. The SBAR
reports will remain with the 24 hour report
untit the actions noted on the SBAR report
have been accomplished ensuring
communication of required actions to each
shift until the SBAR is resolved. The
SBAR reports will be forwarded to the IDT
with the 24 hour report fo ensure that any
situation where a physician is called is
communicated. (c) A new physicians log
book has been initialed on MSU for

~ attending physicians and the psychiatrists,
the charge nurse will make entries in the
book when a phone call is placed to the
physictan also to ensure that any situation
is communicated back to the physician so
the resident may be evaluated as indicated
on the next visit , the physician signs off on
each entry when reviewed (d) The 24 hour
report and any SBAR reports are reviewad
by the off-going and on-coming nurses
during each shift change. Once resolution
is obtained the SBAR form will be placed in
the residents’ medical record. {e} A new
MSU clinical stand down meeting has been
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anlipsychotic medication) via tube every evening
and Seroquet 12.5 mg at 8:00 am and 1:00 pm,
Zoloft 50 mg (an antidepressant) via tube every
day.

Nurses' notes, dated 03/03/12 on the 7 am-7 pm
shift, indicated the resident was agilated and was
pulling at her trach and trying to get out of bed.
Ativan was given and was effective.

Nurse #5 was interviewed on 03/31/12 at 3:43 pm
via tetfephone. Nurse #5 indicated she worked on
3/16/12 during the second shift {3 pm -11 pm).
Nurse #5 said she was across the hail with
another resident. Nurse #5 stated, "! heard
(Resident #1) banging on the side of the chair. |
saw her with the trach (tube) and the ties in her
hand. The banging was just for about 20
seconds, She was not banging for very long. She
(the resident) was mouthing 'l cant breathe.” She
had her hand up to her neck. | didn't ask her what
happened. She loocked scared at that moment
because she didn't have a full airway. | put the
old trach back in and then respiratory came in
and | went to tell her nurse what happened. She
was in the gerichair. Normally the call bell was by
her side. { cannot remember. Her nurse was off
the floor, and | was watching her patients.”

The respiratory note dated 3/16/12 revealed
Resident #1 was on an aerosol tracheostomy
colfar (ATC) during the first respiratory therapist
{RT) walkthrough at 1:45am. The resident was
suctioned at that time and then again at 4:40 am,
11:15 am, 1:20 pm, and 2:10 pm. There was no
oxygen saturafion rate (the amount of oxygen in
the blood) or pulse recorded from 12:01 am on
03/16/12, until the walkthrough at 2:23 pm when

Fapg implemented to provide additional
opportunity for close communication
between nursing and respiratory teams
regarding the care and treatment of
tracheostomy residents. The stand down
meeting will be conducted to discuss the
MSU residents’ conditions, follow-up on the
completion status of the action items
identified by the IDT during morning
mesling and to ensure that information
regarding “at risk" behaviors is clearly
communicated to the nursing and
respiratory team. Participants in the MSU
clinical stand down meeting include the
Director of Nursing {DON), the Director of
Respiratory Therapy, the MSU manager
and the Stafting Coordinator. The stand
down mesting will occur each afternoon,
Monday through Friday. The clinical stand
down meeting includes staffing levels for
the next 24 hours, Monday through
Thursday, and for the following 72 hours
during Friday’s stand down meseting. The
Stafting Coordinator will arrange for

. additional staffing, as needed, based on

- discussion during the stand down meeting.

. (d} As part of the morning meeting, the iDT
discusses the residenis with

- tracheostomies identified as exhibiting
“emergent” behaviors and new and

- escalated behaviors to determine if such
residents are responding lo the

- implemented interventions and whether

" such residents require implementation of

. additlional Interventions. (e} To further
enhance resident safety, an audibla alarm
system to immediately alert staff of
potential changes in the condition of
tracheostomy residents not on ventilator
assistance was obtained. The facility
purchased 10 Continuous Pulse Oximetry

~ units for Non-Ventilator Dependent
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the oxygen saluration rate dropped down to 91%.
The resident was suctioned at 3:57 pm. There
was no documentation of a recheck of the oxygen
saturation rate to determine if it had improved.
The next walkthrough was at 5:01 pm. Resident
#1 decannutaled herself (removed the trach tube
that kept the airway open) at 5:43 pm. The
oxygen saturation rate dropped to 71% {normal
values 92%-96%) because of the decannulation.
The resident was suctioned, the trach tube was
replaced and the resident was oxygenated back
o 100%. She was then placed back on full
ventilator support at 5:50 pm. The resident was
suctioned at 9:19 pm and at 11:15 pm.

On 04/02/12 at 9:39 am respiratory therapist {RT)
#4 was interviewed. She stated Resident #1
needed the Irach to be able lo breathe and alsc
for suctioning. She needed a high amount of
oxygen that was in the range of 40%- 50%
{oxygen should be 28% or fess for the resident to
breathe independently). The RT was on duty
when the resident decannuiated herself on
03/16/12. She said Resident #1 had besan
messing with the oxygen mask all day, and was
restless. When the resident decannulated
{removed the trach tube from the stoma) herself,
she pulled out the frach tube and the oxygen
masK. The RT put the trach tube back into the
stoma. The RT stated it would be impossible to
pull out the trach tube without pulling off the
oxygen mask. The RT indicated there should be
some type of a monitoring system in place on
residents who were on a trach.

On 03/36/12 at 8:41 am respiratory therapist #4
was interviewed again. She said Resident #1
would move her oxygen mask and RT #4 told her
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pulse oximeters are programmed to sound .
an alarm if the pulse oximeter becomes
dislodged or if the residents’ oxygen ,
saturation level falls below 93% or settings !
specifically ordered by the physician. The
puise oximeters are housed in protective
bags with a clear window through which
ihe pulse oximetar controls are visible and
a farge Velcro flap that securely closes the |
bag. The facility has covered the control
buttons on the pulse oximeters, including
the On/Oft button, so a resident would not
he able to visualize the On/Off buttan and
to prevent the machines from being
intentionaily or unintentionally turned off by
stalf or residents. Residents have the right
to refuse treatment, including the use of
continuous pulse oximetry, in the event a
resident refuses the use of the continuous
puise oximetry, the resident and their
family will, again, be educated on the
purpose of continuous pulse oximetry and
the risks related to the refusal of such
treatment. Resident refusals and
subsequent education will be documented
in the resident's medical record. The

i resident’s physician or the Madical Direclor
will be notified of the resident’s refusal and
an order obtained, as appropriate, for
afternate interventions. The IDT will be
notified as well of the resident's refusal.
if a resident is exhibiting “emergent” or “at
fisk” bahaviors, the staff member
identifying this will remain at the resident’s
bedside and uses the nurse call button to
call for help. {h) The RN charge nurse will
perform an assessment of the resident’s
condition. Based on assessment findings
the charge nurse, it warranted, will
implement one-to-one supervision, or
Resident Monitoring and nolify the
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not to mess with it. RT #4 stated "We put her
back on the vent as a precaution. When the trach
was out she did have trouble breathing, 1 felt she
would rest more comfortably if she had a night on
the vent. There is a protocol to go by; 1 used the
vent setting she was on previously.”

RT #6 was interviewed at 12:11 pm on 03/30/12.
RT #6 said Resident #1 had anxiety problems

and her oxygen saturation rate was in the
ninetles. RT #6 said that on 03/16/12, the resident
{ocked very much in distress (after she
decannulated herself) and it took just a couple of
minutes {0 resolve the issue. The RT indicated
the resident didn't indicate why she decannuiated
herself, she didn't have enough strength to gat
the words out. RT stated, "We educated her and
she seemed to understand. When her secretion
would get going {increased) she would get
anxious."

Review of slaffing for the Medical Speciality Unit
(MSU} for 03/16/12 revealed staffing was 4.59
hours per patient per day (PPD) and there was no
Registered Nurse coverage for that day. This did
not meet the State Licensure requirement of 5.5
PPD and having a Registered Nurse on siaff at all
time,

Review of the respiratory note dated 03/17/12,
revealed Resident #1 was still on artificial
ventitation at 12:37 am {since 5:50 pm on
03/16/12). The oxygen saturation rate at that
time was 98%. The lrach became disconnected
from the ventilator at 1:52 am, 2:01 am, 2:12 am,
2:30 am, 3:05 am, 4:10 am, 5:50 am, 6:05 am,
and 6:25 am, Resident #1 was removed from
artificial ventilation to ATC at 8:35 am. The

attending physician or the Medical Director ;
of the change in the ventilator dependent
resident’s condition and obtain orders for
the intervention implemented by the charge |
nurse and any other intervention ihe !
physician or Medicatl Director deems
necessary.

Newly admitted residents to the MSU will
roulinely be placed on Resident Monttoring
for the 1! week of their admission and will
be reviewed by the IDT. If at any lime

during the 1*' week of admission an “at

risk” behavior is idenlified, the physician

will be notitied and the ievel of supervision
may be increased. The Nursing and
Respiratory assessments will determine an
appropriate level of ongoing supervision,
based on available information. Care plans
will be reviewed by the IDT and updated as
needed to reflect the residents’ current

care needs,

Respiratory therapist working on MSU are
CPHR cerified.

The facility investigated the tracheostomy
eollars available on the market to

determine if a collar was available that
would enhance resident satety and security
of the tracheostorny. Respiratory therapists
changed all trachactomy collars to a new
coliar that is constructed out of a singls
piece of foam and has only 2 fastening
points.

To increase safoty for tracheostomy
residents that are veniilator dependent,
facility RT staff has implemented the use of
TrachStay™ anti-disconnect devices for all
tracheostomy residents who are ventilator
dependent. The TrachStay™ device
stabilizes the ventilater connection and

aids in the prevention of the diseonnection
from the ventiiator.

F 328
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oxygen saturation rate was 94% (at 8:35 am) and
the resident required suctioning at 8:35 am, 10:30
am, 11:30 am, 1:40 pm, 2:50 pm, 5:28 pm, 7:25
pm, and 9:3¢ pm, Tracheostomy care was
completed at 11:25 am, 12 noon and 11:45 pm.
The oxygen saturation rate was 95% and puise
was 39 at 1:40 pm, and 98% at 7:20 pm. She
cantinued on the ATC until 11:45 pm when she
was returned to artificial ventilation.

On 03/30/12 at 4:02 pm RT #3 was interviewad.
RT #3 worked with Resident #1 on 03/16/12 and
03/17/12 from 6:30pm uniil 7 am. RT #3 said she
was aware that the resident decannulated herself
garlier in the day on 03/16/12, The RT said the
resident was on the vent that night. RT #3 said
the early morning of 03/17/12, there were several
disconnections of the resident from the vent, the
circuit became disconnected at the neck each
lime. The RT said when there were that many
disconnections, usually it was becauss the
resident was taking it off. Residents disconnected
the vent instead of using the call bell to get the
nurse. [t was used for altention. Sometimes
residents don't sleep, because thers is always
something going on even in the middle of the
night. RT #3 said Resident #1 could be confused
at {imes and other times she wasn't confused,
The nurse was aware of the disconnections.
Many of the nurses know how to reconnect
circuit. | felt ke the resident was agitated.” During
an interview on 3/31/12 at 2 pm, RT #3 indicated
on the 17th Resident #1 disconnected and
shared it with the nurse (Nurse #6). Everyone
was aware of the alarm. Medication was
discussed with the nursing staff; they determine
when the doctor should be called. The respiratory
therapist doesn’t page the doctor, nursing staff

F 328:

on MSU on:
- 2)The Why, How, and When of the SBAR

- 4)Clinical Communication process

(X410 SUMMARY STATEMENT OF BEFICIENCIES [Fs] PROVIDER'S PLAN OF CORRECTION
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Beginning April 26, 2012 re-education, with
F 328 Continued From page 47 g 9 ; :

a new curriculum, will be completed with
nurses and respiratory therapists working

1}The new policy litled “Status Changes:
Notification of”,

tool
3)The 24 hour report process

5}Physician Log process

6)Pulse Oximeter

7)Resident Monitoring, including new
admissions.

8)One-ta-One Supervision
9)Anti-disconnect devices/trach tie

11) At risk vs. Emergent behavior and
appropriate staff actions when Identified.
12)Resident decannulation

13)Statfing MSU for direct care, One-to-
One, and Resident monitor.

Licensed nurses and Respiratory
Therapisis working on the MSU that have
not received the above iraining and
education by May 7, 2012 will not be
permitted to work untif such re-education
has been completed. Education andfor
training will be provided at the beginning of
their next scheduled shift, prior to providing
resident care. The training will be provided
by the MSU Unit Manager, House
Supervisor, and/or DON at the beginning of
each shift for persons that have not
receivad the training, including agency
staff. The above described training will be
incorporated into the new hire orientation.
New hires will not be permitted to provide
resident care on the MSU until the training
is completed.

Beginning Aprit 25, 2012 re-education, with
a new curriculum, will be comptetad with
Certified Nursing Assistants (CNA) on;

i
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do. I would recommend to the staff when | fell the
nurse needs 1o call the doctor. They don't tell me
if they have called or not."

On 03/31/12 at 11:12 am, nurss #3 was
interviewed. Nurse #3 said she worked on
Saturday 03/17/12 from 7am to 7pm (after the
resident decannulated herself and disconnected
herself from the vent). Nurse #3 stated " was
assigned to {Resident #1}. She was on (oxygen
mask}. t wasn't informed that she had pulled out
her trach on Friday. | should have found out from
the 24 hour report sheet. The sheet stayed on the
medication cart for 24 hours. The decannulation
should have been on the sheet. 1t was not on the
sheet, On the 17th | dida't give {Resident #1)
any Ativan.” Nurse #3 said the respiratory
therapists were supposed to tell the nurses when
a resident had agitation issues. Nurses would
assess the resident, to determine whal they
needed. Once they were cleaned, or suctioned,
the nurses would use medications (to treat
agitation). If that didn't help the nurses should
call the nursing supervisor and call the doctor. A
resident has a sitter when ihey were
disconnecting the vent or decannulating the
trach."

Review of staffing for the Medical Speciality Unit
(M3U) for 03/17/12 revealed staffing was 4.6
hours per patient per day (PPD} and there was no
Registered Nurse coverage for the 7 am - 7 pm
shift. This did not meet the State Licensure
requirement of 5.5 PPD and having a Registered
Nurse on staff at all ime.

The respiratory note dated 03/18/12, revealad
Resident #1 was still on artificial ventilation and

admissions.

2)Cne-to-One Supervision

3)At risk vs Emergent behavior and
appropriate staiff actions when identified.
4)Pulse oximeter observations

5)Resident decannulation

working on the MSU that have not received
the above training and education by May 9,
2012 will not be permitted to work until
such re-education has been completed.
Education andfor training witi be provided
at the beginning of their next scheduted
shift, prior to providing resident care. The
training will be provided by the MSU Unit
Manager, House Supservisor, andfor DON
al the beginning of each shift for persons
that have not received the iraining,
including agency staff. The above
described training will be incomporated into
the new hire orientation. New hires will not
be permitted to provide resident care on
the MSU until the training is completed,

In addition to the above listed training the
contracted Respiratory Therapist with IDT
involvement began a didactic training
course for MSU nurses that consists of 18
hours of training followed by competency
tesling on care of a ventilator patient. This
training is being conducted a minimum of
monthly for 6 months,

4. The facility has developed and
implemented new audit precesses to
access the effectiveness of the above plan
refated to supervision of residents with
tracheostomies. {a) On a daily basis, the
DON, Assistant Director of Nursing
{ADON}, MSU manager, or House
Supervisor will review the 24 hour reports
from the MSU to verify appropriate
information s being communicated shitt to
shift and that respiratory therapy and
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her oxygen saturation rate was 98% at 1:42 am.
She was suctioned at 2:40 am and 3:10 am. The
tracheostomy bacame disconnected from the
ventilator at 4:10 am, 6:00 am and 6:05 am. At
7:55 am, her oxygen saturation rate was 98%.
She required suctioning at 8:10am. Resident #1
was placed back on the ATC at 9:20 am. There
was no oxygen saturation rate or pulse recorded
belween 7:55 am until 7 pm. At 7:00 pm her
oxygen saturation rate fell to 82%. The cuff of the
tracheostomy was deflated and she was
suctioned and oxygen saturation returned to 97%.
No tracheostomy care was recorded for the whole
24 hours on 03/18/12.

On 03/30/12 at 4:02 pm RT #3 was interviewed.
RT #3 worked with Resident #1 on 03/18/12 from
6:30 pmuntll 7 am. The RT said "on the early
morning of the 18th she disconnected (the circuit)
3 times. 1 asked her if she was tired and | asked
her if she wanted 1o go on the trach collar and
she said 'No.' She looked very worn out to me.
She was wide awake from 3 (am) until 6 (am) and
somewhat agitated. When she got secretions
she would panic when she would cough and the
mucous would go into the cannula. | gave report
o oncoming RT who took over (and) told him the
resident stated she was tired. She needed a sitter
for a fong time. { think with all the disconnection

" she was bound to be doing it herself and that

night 1 really felt she needed a sitier, Thereis no
alarm on the trach callar. There could be (an
alarmy} if there was a continuous pulse ox to notify
staff when they {residents) are getling a low
{oxygen) saturation rate. She was a rare patient
who liked to be on the vent. Most patients like
being off the vent and on the trach collar.”

F 328 hursing are coltaboratively reporting
changes in resident condition and incidents
via the 24 hour report. (b) On a daily
basis, the DON, Assistant Director of
Nursing (ADON), MSU Manager, or House
Supervisor will review the 24 hour reports
from the MSU to verify that an SBAR form
has been completed appropriately for each
item entered.

{¢) On a daily basis, the DON, Assistant
Diractor of Nursing (ADON), MSU
Manager, or House Supervisor will cbserve
shift to shift repod to verify that information
from the 24 hour report is being
communicated to the on-coming shift nurse
by the off-going nurse, (d} On a daily basis,
tha DON, Assistant Director of Nursing
(ADON}), MSU manager or Houss
Supervisor will verify thal the Pulse
oximeters and resident monitor (15 minute
check) documentation on the MAR has
been completed by each charge nurse, (e)
On a daily basis, the DON, Assistant
Director of Nursing (ADON}), MSU manager
or House Supervisor will review the
documentation and interventions and verify
that the resident monitor {15 minute check)
sheets are completed, { f ) On a daily basis
a Respiratory therapist will conduct an
audit of Pulse oximeter bags, controls
covered, and anti disconnect devices are in
place. {g) On a daily basis M — F the
Administrator (NHA) will review the staffing
sheet for the prior day(s) to verily staffing
ratios and per pallent day {ppd) howrs are
met. The daily audils will continue for 30
days and then wili be completed weekiy
unless concerns arae identified in which
case daily audits will continue until a time
determined by the QA & A commiltee.

The NHA/DON/Respiratory Therapy
Director will report to the facility's Quality
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On 03/30/12 at 9:48 am, nurse #2 was
interviewed. Nurse #2 stated she was assigned
lo Resident #1 on 03/18/12 on the 7am-3pm shift,
Murse #2 said she was not made awars by the
outgoing nurse that Resident #1 had
disconnected herseif from the ventilator 9 times
on 03/17/12 and 3 times on 03/18/12. Nurse #2
stated "Had | known about the 9 disconnections
on the 17th and the 3 disconnections on the 18th
(Resident #1} would not be silting alone.”

Review of staffing for the Medical Speciality Unit
{MSU) for 03/18/12 revealed staffing was 4.8
hours per palien{ per day (PPD} and there was no
Registered Nurse coverage for the 7 am - 3 pm
shift. This did not meet the State Licensure
requirement of 5.5 PPD and having a Registered
Nurse on staff at all time.

Review of the respiratory note dated 03/19/12,
revealed Resident #1 was on ATC at 1:50 am and
oxygen saturation rate was 97%. Bilateral hreath
sounds were recorded as diminished. The
resident was suctioned at 1:50 am 4:10 am, and
6:05 am. The FiO2 was increased to 70% at
7:30am. The respiratory therapist was notified by
the unit secretary at 7:40 am that Resident #1
was tachypnsic (very rapid breathing} and the
oxygen saturation rate was found to have fallen to
85%. Rhonchi {sounds caused by secretion and
narrowed airway) were heard. Resident was
suctioned at that time. The oxygen saturation
rate went up to 98%. The resident was suctioned !
again at 8:29 am. AL19:10 am, the oxygen
saturation rate dropped to 86%. The resident was
suctioned. The oxygen saturation rate was not
rechecked to determine if it had improved. At
11:15 am, the resident was suctioned. The

F 328 Assessment and Assurance (QA&A)
Committes weekly with the results of the
verification review of the above identifisd
audits. Issues identified by the
NHA/DON/Respiratory therapy director as
a result of these audits will be reported to
the QA&A Commitlee within one business
day. The QA&A Committee will svaluate
the effectiveness of the plan on a weekly
basis, for 2 menths and then every two
weeks for 2 months, then monthly based
on trends identified and develop and
implemant, additional interventions as
needed to ensure continued compliance.
On a weekly basis the Medica! Director,
Administrator, DON, Respiratory therapy
Director, and MSU manager will maet to
review the plan and ensure there are no
issues with communication.
Weekly the Administrator will report
progress on the corrective action plan
including any issues identified in the
reviews with achieving or sustaining
compliance to the governing board of the
- facility. The board will take any other
© actions they deem necessary based on the
" repods.
~ Twice monthly, for 2 months, and then
monthly for 2 months, the Vice President of
Clinical Services will attend the facility QA
& A meetings and provide input on plan
effectiveness as well as ensure continued
compliance,
The Administrator is responsible for
. ongoing compliance.
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oxygen saturation rate had increased to 93% and
pulse was 58 at that time. The resident was
suctioned at 1:20 pm, 1:50 pm, 3:10 pm, 5:30 pm
and 8:00 pm, No oxygen saturation rale was
recorded at 8:00 pm. Breath sounds were
recorded as "coarse" and she was suctioned for
blood tinged "mucoid” at 8:00 pm.

Tracheostomy care was done at 10:15 am and at
8:10 pm.

Review of the nurses' notes dated 03/19/12,
revealed at 8:45 pm, Resident #1 felt from the
bed to the floor with no injury. Family and
physician were notified. Nurses notes at 9:30 pm
revealed, Resident #1 was observed to be
anxious and was redirected and responded to
1:1. She fell a second time and was assisted to
the recliner.

Review of the medication administration record
{MAR} on 3/19/12, revealed acelaminophen
650mg was given at unknown time for pain and
resllessness. Zolpidem 5 mg was given at 9:00
pm for insomnia and restlessness. Ativan 0.5mg
was given at 9:00 pm for resilessness.

Review of the medication administration record
(MAR} on 3/20/12, revealed Ativan 0.5mg was
given at 1:45am and noted to be effective at 2:30
am.

Nurses' notes dated 3/20/12, indicated Ativan
0.5mg was given at 12:30 am, and was noted to
be effective at 1:00 am. The resident was
observed at 3:00 am in a recliner. An aide (NA#2)
went to the reom at 3:20 am, and found the
resident unresponsive with the tracheostomy lying
on the chest. Resident #1 was moved to the bed

F 328

FORM CMS-2567{02-99) Previous Versions Obsolete

Event ID: 20R2H

Facility 1D: 20020003

i continvation sheet Page 52 of 62




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

PRINTED: 04/11/2012
FORM APPROVED

OMB NG. 0938-0391

STALEMENE OF DEFICIENCIFES 1X1) PROVIDERISUPPHERIGLIA (X2 MUETIPLE CONSTRUCTICN (X3} DATE SURVEY
AND PIAN OF CORRECTION INENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING ¢
345517 ’ 04/03/2012
NAME OF PROVIDER OR SUPPLIFR STREET ADDRESS, CITY, STATE, ZIP CODE
3830 BLUE RIDGE ROAD
BLUE RIDGE HEALTH CARE CENTER
RALEIGH, NC 27612
(X3 ) SUMMARY SEATEMENT OF DEFICIENCIES D PROVIGER'S PLAN OF CORRECTION 1x5)
PPREFIX (EACH DEFICIENGY MUST B3E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTON SHOULD BE COMPLETION
IAG REGULATORY OR 1.5¢ IBENTIFYING iNFORMAFION) AG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

F 328 Continued From page 52

and CPR was initiated. Paramadics pronounced
Resident #1 dead at 3:36 am. The physician,
family and director of nursing were notified.

Review of the respiratory note for 03/20/12
revealed the RT #1 did a walkthrough at 1:45 am.
Resident #1 was on the ATC. The resident was
not suctioned from 8 pm on 03/19/12 until 1:45
am on 03/20/12. Atihat time, the resident was
suctioned for large amount of mucold secretions.
Breath sounds were recorded as coarse. RT #1
observed Resident #1 from the hallway at 3:05
am and no sound was heard from the room.
Respiratory therapy was called lo the room by a
nurse alde (NA#2) at 3:20am. Resident #1 had
removed her tracheostomy which was observed
in her leit hand. The tracheostomy was reinserted
inlo the stoma site and Resident #1 was bagged
with good chest rise. She was moved to the bed
and cardiopulmonary resuscitation {(CPR) was
started. Emergency Medical Services (EMS)
arrived and pronounced Resident #1 dead at 3:36
am. The resident was not suclioned from 1:45 am
until around 3:20 am when she was discovered
unresponsive. No oxygen saturation rate or pulse
was recorded since 8:00 pm on 03/19/12 until the
resident's death.

During a telephone interview on 03/31/12 at 5:15
am, NA #1 said she was assigned to Resident #1
on 03/19/12 from 11 pm-7 am, The aide stated,
"When i came to work, { was told (Resident #1)
had fallen on the 2nd shift, and that we were to
keep our syas on her and watch her closer.
Instead of the two hour rounds, we were to go
and check on her every 30 minutes. | would go
inte her room and turn on her gospel music and
she would be fine. She was already up in her

F 328
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chair. Sha didn't sleep well in bed.”

Quring a tefephane interview on 03/31/12 at 5:39
am, NA #2 said she worked on 03/19/12 on the
11 pm -7 am shift. The NA stated, "We had
been told to watch her more closely. When we
walch her closer, we actually go into the room.
Earlier that night she had banged on her chair,
that was how she got attention. We got to work
at 11:00 pm. As soon as we got there we started
answering call bells. We got to her rcom
{Resident #1} on rounds about 11:30 (pm)-12
{midnight). The nurse was on the hall passing
medications. She gave (Resident #1) something
to calm her down. Then the next time we went in
was about 1 am. Her trach was in place, she was
asleep. | was sure she was alive, sha moved her
fael. We made our next set of rounds and started
on the 100 hall, then to the 200 hall. We were
also doing vital signs. | went {o (Resident #1)
reom around 3:20 am and she didn't took right to
me. | looked at her face and her tongue was not
pink. She usually slept with her mouth open.
She was in the recliner with her feet up. The
trach collar was in the right place. Then | tapped
her on the face, she didn't respond to her name.
Her head flopped back and that is when ! realized
the trach was entirsly out. The trach with the
straps was in her left hand near her left leg. | ran
lo get the nurse. (Nurse #1) came back with me,
the respiratory therapist (RT #1) came and he put
the trach back in and bagged her, we picked her
up and put her on the bed on the hoard. Then |
got out of the way, while they coded her. "

On 03/30/12 at 11:30 am, nurse #4 was
interviewed. Nurse #4 worked on the 11 pm -7
am shift on 03/19/12. Resident #1 had a fall
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earler in the shift and she said she had slid onlo
her mal. She was given medication for agitation.
Nurse #4 said, "She did the shaky (shaking her
hands) movement and | knew that meant she felt
anxietly. She was in her recliner resting with her
eyes closed about 1:45 am -2 am, | looked into
her room at 3:00 am then | went 1o the front desk.
About 20 minutes later the aide {NA #2) came
and got me. We went in and | saw her trach on
her chest. Her head was down and toward the
right. Her eyes were closed. The aide told me
her chin was over lhe stoma, and she (NA)
moved her head. | called respiratory, and (RT
#1) came in. He inserted another trach; we had
to get her out of the chair to do CPR." Nurse #14
said RT #1 "had the frach in by the time 1 called
the code blue, | didn't know that she had pulled
out her cannula before untit the cop told me she
had decannulated on Friday." Nurse #4 said if
she had known that the resident decannulated
herself, she might have decided fo call and get
one-to-one supervision. There was no formal way
of moniloring {through an alarm or device). The
supervisor will decide who 1o pull to do the
one-to-one or to call someone from home or pull
some one from the unit. Nurse #4 said, “We only
have one aide on each hall at night. The aide or
nurse are not able to sit. The supervisor decides
what to do."

RT #1 was interviewed on 03/30/12 at 1:15 pm
and again on 03/31/12 at 4:00 pm. RT worked on
031912 from 6:30 pm until 7 am, RT #1 said
when Resident #1 “was active she had a lot of
secrelions. She was able to cough into the trach
and you could hear her. She couldn't put the
trach in by herself. She was aclive. She was
always trying to get out of bed. She would slide
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oul of the hed with her feet hanging. | was aware
that the resident had decannulated herself (on
03/16/12). She was doing well on the trach on
03/19/12. She didn't need to be on the vent.
She did not have signs of hypoxia. She was
more agitated (on 03/20/12) than usual. | saw her
with her fegs between the rails and her feet werg
an the floor. She pulled out the trach sponge at
8:10 pm 1hat shift and { changed it. | suctioned
her at 1:45am. {told the nurse she needed
something about 1:45 am and that she needed
someone to sit with her. There was a shorage of
slaff, and that is why she didn't have a sitter. |
heard the nurse tell the supervisor we needed a
sitter. Between 1:45 (am) and 3 {am) there was
no one to sit. She got her sedation at 1:45 am
and she needed more sedation. She could not
lake any more of her prn (as needed) medication
{for agilation) because she took the maximum
she can take. 1didn't feel that the Ativan she
received was effective. | thought she needed to
be restrained but they told me that she could not
be. | passed by the resident's room at 3:05 am.
She was lying to the right side with her head lying
to the right side. From the door all that was
visible was the trach collar. So | didn'l go In and
check her. She appeared to be sleeping. The
trach coflar was in the correct position. She was
already dusky when | arrived. We do trach care
because there may be secretions build up in the
trach. My point is that she wasn't monitored
because they were short staffed that night. if
there was a continuous pulse oximeter, or a
telemetry, or one-to-one (human supervision)
then that would alert staff if the trach was pulled.
The temperature of her body was only a degree
from her normal body temperature. She had
cyanosis when | got there. When residents

F 328
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disconnect from a veni the alarms would alert the
staff. When residents decannulate from a trach,
there are no alarms to alert staff. It takes about
3-5 minutes without oxygen for a resident to die.”

Review of staffing for the Medical Speciality Unit
{MSU) for 03/19/12 revealed staffing was 4.8
hours per palient per day {(PPD) and there was no
Registered Nurse coverags for the 4 pm- 7 am
shift. This did not meet the State Licensure
requirement of 5.5 PPD and having a Registered
Murse on staff at ali time.

Buring an interview on 03/30/12 at 9:13 am, NA
#3 said, "She messed with her trach all the time.
She would try to pour water over it. She would
pull at it quite a bit. | would alert the nurse and tell
respiratory (therapist). | would sit with her and
she would calm down and it would be an easy
day."

On 04/2/12 at 10:08 am, RT #5 was interviewed.
RT #5 said Resident #1 required suctioning, and
she was in no way able to breathe without oxygen
or the trach. Resident #1 would take off her trach
collar {oxygen mask) often. She would move it to
the side, she would take it off and she would
throw it on the floor. When the resident was
educated about the risk of pulling on the trach,
she would laugh and smile. But she would do it
again. She would climb out of bed. RT said that
the resident's oxygen saturation would fall quickly
without her oxygen. She needed a silter, a lot of
people needed sitters, and they did not have
them on the MSU {Medical Speciality Unif). RT
said he reported the behavior and oxygen
saturation rate to the nurses. The MSU unit
needed a moniloring system that would attach

F 328
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trach residents with leads to a device at the
nurses' station. Atechnician would sit at the
nurse's station and monitor the residents 24
hours a day, 7 days a week to alert staff when tha
trach got pulled out or when the oxygen
saturation would fall below a safe fevel. Oxygen
saturalion rate must be at 97%. The minimum
amount of oxygen delivered through the
resident's trach (FiO2) was 28%. If a resident
needed less than 28%, then they were a
candidate for weaning off the oxygen.

On 04/2/12 at 2:48 pm the Respiratory Therapy
Director was interviewed. He indicated there was
no policy for monitoring oxygen dependent trach
residents. The respiratory therapist checked heart
rate, oxygen saturation rate, and respiratory rate
and the breathing patiern every 6 hours. Any
oxygen saturation rate below 87% is considered
critical. 71% is an immediate response issue.

The medicat director was interviewed on 03/29/12
at 8:57 am. The medical director stated, "The
aurses call when they want a sitter. A patient
needs a sitter if they exhibit danger to
themselves. Unfortunately she was sitting up in
the chair and when it was pulled out, her
positioning could have been such that, (indicaling
chin to chest) the airway became blocked. There
was 14 minutes between periods when she was
checked by the staff. She was being seen by a
psychiatrist, for her behaviors of wanling to get
out of bed. She was not depressed” During an
interview on 4/2/12 at 3:05 pm the medical
director indicated, the nursing staff "should
contact me, when {Resident #1) exhibited a
different pattern or a significant change in
behavior."

F 328
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During an interview on 04/01/12 at 2:13 pm, RT
#1 indicated a new respiratory sheet was initiated
for every trach resident at midnight every day.
The sheets were kept at the bedside for 24 hours.
At the end of the 24 hours, the sheets were
consclidated in the daily note chart in the
respiratory therapy room. They were kept in the
respiratory therapy room in a large note book for
respiratory therapy lo refer to.

During an interview on 04/01/12 at 2:16 pm,
nurse #8 stated the respiratory sheets were filed
in the resident’s charl on Sunday morning by the
Saturday night shift respiratary therapy staff,

During an interview on 03/31/12 at 12:45 pm
nurse #8 indicated nursing and the respiralory
therapist needed 1o have belter way of
communicalion. The nurse said nurses didn't
have access to the respiratory therapist reports
{the dally sheets. Upon reviewing the respiratory
notes about the 9 disconnections, nurse #3
indicated the therapist shoufd have shared that
information with the nurse on duty. The nurse
said that If some one was on a trach collar they
should be on a continuous pulse ox. it would
alarm if the oxygen sat had dropped, That would
be the only way to monitor. We have alarm for the
vent and nothing for the trach collar.

During an interview on 04/03/12 at 11:31 am, with
the staff coordinator, she indicated staffing was
always 4 aides and 3 nurses {either RN or LPN),
on the first and second shift. On the third shift
(11p-7am) 2 nurses and 2 aides were scheduled
to work. The nurses worked 8 hour shifts and the
aides worked 7.5 hour shifts. The number of

F 328
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the 400 hall. if it was more than one resident who
needs a sitter then one person will rotated and
not stay in the rcom continuously. The staff
coordinator said that the siiters are added to the
staffing schedule. Some times we have two
sittars per week. One person from the 400 hall
would have to sit with however many people need
to be on one-to-one. We keep the PPD at 4.39
for the MSU but it will go below it and it may go
up if  have to add a sitter.”"

F 353 483.30(a) SUFFICIENT 24-HR NURSING STAFF

35=3 PER CARE PLANS

The facility must have sufficient nursing staff to
provide nursing and related services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being of each resident, as
determined by resident assessments and
individual plans of care.

The facility must provide services by sufficient
numbers of each of the following types of
personnet on a 24-hour basis to provide nursing
care to all residents in accordance with resident
care plans:

Except when waived under paragraph (¢} of this
seclion, licensed nurses and other nursing
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hours per patient per day on the MSU was 4.3.
When a resident is agitated the staffing
coordinator will look for a sitter . Somelimes, the
staff on duty on the 400 Hall were reassigned to
be sitters for agitated residents. Otherwise, the
supervisor would call someone to come on duty
and sit with an agitated resident. On the 11pm
-7am shift it was very hard 1o get a sitter. The
staff coordinator stated, "We would puit from the
400 hall, and that would cause a staff shortage on
F 353

1. Resident #1 was discharged from the
tacility on March 20, 2012, An investigation
was condugcted, led by the Director of
Nursing (DONj). The investigation included
but was not limited to; facis surrounding
the incldent involving Resident #1, facifity
processes for communication of resident
changes in condition to the physician and/
or Medical Directars, nursing, respiratory
and the iDT, review of the resident's

F 353 medical record to determine evidence of
potential risk factors for decannulation.
Fallowing the compietion of the
investigation, based on an analysis of the
findings, the facility developed and
implemented corrective action directed at
areas identified with quality improvement
opportunities. For residents residing in the
facility in similar situations as Resident #1
and Resident #2, the following actions
would be taken. The licensed nurse wouid
initiate One-to-One supervision of the
resident followed by: (a) inform the
physician or Medical Director of ths change
in the resident’s condition and the
behaviors exhibited, (b) obtain an order for
one-to-one supervision and any other
intervention the physician or Medical
Director deemns necessary. (c) chargs

: 5}7}]2.
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personnel.

Except when walved under paragraph (¢} of this
section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of
duty.

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and interviews with
facility staff, the physician, and respiratory
therapists, the facility failed to provide adequate
staffing to monitor and supervise tracheostomy
residents with agitation. Resident #1
decannulated herself and expired. The facility
{ailed to provide one-on-one supervision as
ordered by the physician for Resident #2 who was
agitated and trying 1o get out of bed. This was
evident in 2 of 5 residents (Resident #1 and 2).

Immediate jeopardy began on 03/16/12 when
Resident #1 removed her trach resulting in a
critical oxygen saturation rate. The administrator
was notified of the immediate jeopardy on
04/01/12 at 12:13 pm. The immediate jeopardy is
present and ongoing. Findings include:

1. Cross referencing to lag F 157. Based on
record reviews and inlerviews with facility staff,
the physician, and respiratory therapists, the
facility failed to notify the physician of a resident
decannulating the tracheostomy (trach) tube and
disconnecting the ventitator 9 times in the same
night {Resident #1). The facility failed to nofify
the physician about discontinuing the one-on-one
supervision of a ventifator dependent resident
who was attempling to get out of bed (Resident

nurse complete an SBAR {Situalion,

F 353 Background, Assessment/ Appearance
and Request) report , {d) document the
change in the resident’s condition on the
24 hour report and the one-to-one
supervision being provided, {(e) the 24 hour .
report and the SBAR report would be given !
to the IDT for discussion, action item '
development and monitoring of the
resident’s progress.

The resident would remain on the 24 hour
report untit his/her condition improved. As
the resident’s condition improved, or
declined, the IDT would make
recommendations to the physician or
Medical Director to madify or discontinue
ane-to-one supervision for the resident and
place the resident on Resident Monitoring.
Resident #2 was discharged from the
facitity on March 28, 2012 and was
readmitted on March 30, 2012, Following
readmission Resident # 2, ventilator
dependent at night, upon readmission was
provided a new tracheostomy collar and
was observed for behaviors. Resident # 2
did not exhibit any “at risk” or "emergent”
behaviors. Resident #2 has had orders
obtained and implemented for continuous
pulse oximelry, anti-disconnect device at
night, and Resident Monitoring which |
continues at this time.

2. Residents on the Medical Speciatty Unit
{MSU) have the potential {o be affected by
the same alleged deficient practice based
on a review of the North Carolina nursing
home licensing regulations as it relates to
ventilator dependent residents and a
review of the facility's direct care nursing !
for the weeks of the incidents identitied. :
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#2). This was evident in 2 of 5 residents with
fracheotomies.

2. Cross referencing to tag F 323. Based on
record reviews and interviews with facility staff,
the physician and respiratory therapists, the
facility failed to implement interventions for two of
five oxygen dependent iracheostonty residents
{Resident #1 and #2)} who both had agitation.
Resident #1 removed her fracheostomy and died.
Resident #2 was sent out to ihe hospital for
increased agitation and shortness of breath.

3. Cross referencing to tag F 328. Based on
record reviews and interviews with facility staff,
the physician, and respiratory therapists, the
facility failed o provide an effective monitoring
system to alert staff to tracheostomy residents’
fack of airway patency and loss of oxygen supply
resulling in one of five oxygen dependent
residents decannulating herself and expiring
{Resident #1).

Direct Care Staffing Levels-the facility has
increased their daily stafting ratios on the
MSU to meet the state requirement of 5.5
hours per patient day, including RN
coverage for each shift. The increased
staffing ratios will continue for @ minimum
of 30 days for the entire MSU, though non-
ventilator residents also reside on the unit.
The facility will review staffing again after
30 days and make adjustments to maintain
a 5.5 hours per tracheostomy resident day
(ventilator and non-ventilator dependent)
and an adequate level of staffing for all
residents on the MSU that do not have a
tracheostomy. Individuals who are
performing one-to-one resident supervision
and the Resident Monitor for each shift are
not included in the daily direct care nursing
hours when scheduling or confirming the
direct care nursing staft for each shift. (b)
The facility has 3 (three) back-up plans to
ensure the lavel of direct care staff on the
each shift on the MSU is maintained. In the
event additional direct care nursing staff is
needed for a shift on the MSU, the Staffing
Coordinator (Monday through Friday for
the afternoon shift) or the House
Supervisor (morning, night and weekend
shifts) will contact the following in the order
given; (1)} MSU staff not scheduled to work
that shift; (2} slafling agencies (the facility
has existing agreements with such
agencies) and if unable te locate staff by
one of these two methods, the on-call
management nurse will be called in to staff
that shilt. The on-call management nurses
include the DON, the Facility Educator, the
House Supervisors and the Unit Managers.
To the extent staffing agency personnel
are utilized to maintain the staffing levels
on the MSU, such personnel will receive
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training on generat facility orientation,
MSL), and 1)The new policy titled "Status
Changes: Notification of”. 2)The Why,
How, and When of the SBAR tool 3)The 24
hour report process 4)Clinical
Communication process 5)Physician Log
pracess 6)Pulse Oximeter 7)Resident
Monitoring, including new admissions.
8)One-to-One Supervision 9)Anti-
disconnect devicesftrach tie 11) Al risk vs.
Emergent behavior and appropriate stalf
actions when identified. 12}Residant
decannulation 13)Staffing MSU for direct
care, One-to-One, and Resident monitor.
The training for agency personnel will be
provided by the Facility Educator, Director
of Respiratory Therapy, the DON and/or
the House Supervisor at the beginning of
the first shift scheduled to work on the
MS3U if training has not already beean
completed. (¢) New One-to-one resident
supervision staffing plan, policy and one-
to-one form has been implemented. One-
to-one resident supervision is ordered by
the attending physician or the Medical
Director to provide continuous supervision
to residents exhibiting emergent behaviors
that conslitute a risk to their continued
safety. In one-to-one resident supervision,
a person remains at the bedside on a
continuous basis until an order to modify or
discontinue one-to-one supervision is
written by the physician or Medical
Director. In situations where a
tracheostomy resident displays ‘emergent”
behaviors that put the resident at risk for
decannulation, the ficensed nurses on the
MSU are authorized to institute one-to-one
supervision, in addition to any other
appropriate interventions, followed by a call
to a Medical Director to inform himvher of
the new or escalated behavior and to



obtain an order for one-to-one supervision.
“Emergent” behaviors that indicate the
need for one-to-one supervision are overt
behaviors that pose an immediale threat lo
the integrity and stability of the resident’s
tracheostomy tube {such as pulling at the
tracheostomy tube, or climbing or
altempting to climb out of bed) in addition
to other behaviors that indicate the resident
is at risk for decannufation such as
verbalization of respiratory difficully or
distress, objective and subjeclive signs of
distress/pain, heart rate elevation o
abnormal levels for that resident, oxygen
saturation levels below 85% and resident
handling or pulling at the tracheostomy.
One-to-one supervision will be provided by
a licensed nurse, C.N.A. or RT who will not
be counted in the direct care nursing hours
for the MSU. In emergent situations, one-
to-one supervision will be performed by
personnel available at the facility when the
need is identified until another licensed
nurse, C.N.A. or RT can be called in to
provide such supervision. For subsequent
shifts, a C.N.A. will be scheduled to
provide the one-to-one supervision. in the
eveni additional one-to-one staff are
needed for a shift ( or a person scheduled
for to provide such supervision does not
report as scheduled) the Staffing
Coordinator {Monday through Friday for
the afternoon shift) or the House
Supervisor (morning, night and weekend
shifts) will contact the following in the order
given; (1) MSU staff not scheduled to work
that shift; (2) staffing agencies (the facility
has existing agreements with such
agencies} and if unable to locate staff by
one of these two methods, the on-cal
management nurse will be called in to stalff
that shift. The on-call management nurses



include the DON, the Facility Educator, the
House Supaervisors and the Unit Managers.
Gne-to-one supervision will continue until
the physician deems the resident's
emergent behavior has improved to the
point that such supervision is no longer
required or such supervision can be
modiffed and the physician writes an order
for discontinuation or modification of such
supervision. The physician or Medical
Director is responsible for making the
determination of whether modification or
discontinuation of continuous one-to-one
supetvision is clinically appropriate, based
on review of the resident’s condition and
the one-to-one supervision documentation
forms. If a physician or Medical Director
ordars modification of one-to-one
supervision, he / she will wrile a specific
order, indicating the time period(s) that
continuous one-to-ocne monitoring must be
provided. In those situations, the physician
or medical director will also write an order
for continuous Resident Monitoring during
the times the resident does not have one-
to-one supervision. Any orders for
modification or discontinuation or gne-to-
one supervision (and associaled orders for
Resident Monitoring) will be noted on the
24 hour report {in the designated area
associated with that resident's name) by
the charge nurse. (d) New Position
Created-Resident Monitor. The Resident
Monitor position provides a solely
dedicaled staff member on each shift to
perform continuous regularly scheduled
(15 minute intervals) rounds on all non-
venlilator dependent tracheostomy
residents (include all tracheostomy
residents that do not require 24 hour
ventilation support) exhibiting new or
escalating “at risk” behaviors and ventilator



dependent tracheostomy residents
exhibiting at risk behaviors. Nen-ventilator
tracheostomy residents were placed on
continuous Aesident Monitoring. “At risk
behaviors include, but are not limited to,
restlessness, emolional distress, or
cognitive changes resulting in confusion,
weeping or objective or subjective signs of
pain or discomfort. Unlike "smergent”
behaviors, a resident with “at risk”
behaviors does not exhibit overt behaviors
that pose an immediate lhreat to the
integrity and stability of the resident's
tracheostomy tube (such as pulling at
tracheostomy tube or climbing, or
attempting to climb out of bed). The
Resident Monitors performing this
monitoring are dedicated to suppont
resident safety and well-being through
direct observation and interaction on an
assigned shift. Prior to performing this
monitoring, each Resident Monitor
received specific training described below.
Resident Monitoring is order for a residant
by one of the attending physicians or the
Medical Director. In situations where a
resident exhibits new ‘at risk” behaviors,
the licensed nurses are authorized to
institute Resident Monitoring, followed by a
call to a Medical Director to inform him/her
of the new “at risk” behavior and to obtain
an order for Resident Monitoring. The
Resident Monitor wilt document the
monitoring he/she performs on resident-
specific Resident Monitoring check sheets,
During the monitoring performed at 15
minute intervals, the Resident Monitor
checks the tracheostomy collar to verify
that the collar is properly secured and the
pulse oximeter i turned on and properly
placed. In addition, the Resident Monitors
have been trained to observe for any



changes in the tracheostomy resident's
behavior that may indicate the resident is
exhibiting emergent behaviors. If a
Resident Monitor observes a tracheostomy
resident with emergent bahaviors, the
Resident Monitor will remain with the
resident and notify the nurse via the nurse
call system or BT of the emergent
behaviors. The nurse or RT will evaluate
the resident and take appropriate action.
The tracheostomy resident’s primary
C.MN.A. will take the Resident Monitors
place at the bedside as soon as possible
and will remain with the resident while the
Resident Monitor resumes his/her dutles.
The resident's physician will be informed
by the nurse when emergent behaviors are
identified or when escalated at risk
behaviors are not lessened or refieved by
the interventions initiated by the nurse or
respiratory therapist. The Resident Monitor
is not calculated in the direct care hours on
the MSU. (e) The DT performs a weekly
review of alf MSU residents that have been
placed on Resident Monitering. The 10T
will make recommendations to the
physician regarding discontinuing of
Resident Monitor when the resident is no
fonger exhibiting at risk behavior. The
physician then assesses the resident and
determines whether discontinuation of
Resident Monitoring is appropriate. {f)
Monitoring of Direct Care Nursing Staffing
Levels and One-to-one supervision (New).
To ensure that direct care staffing fevels
are maintained and that a sufficient
number of one-to-one supervisors are
present for al} residents for whom such
supervision is ordered, the facility has
implemented monitoring at the beginning of
every shift. At the onset of each shift in the
MSU, Monday through Friday, the charge



nurse calls the DON or ADON to inform
them of the direct care nursing levels,
verify a registered nurse is included in the
shilt's staffing on the MSU, and to confirm
that in addition to the direct care nursing
staff, an adequate number of one-to-one
supervisors are present to meet the needs
of the residents. During weekend hours the
Weekend Supervisor performs the same
function for every shift. In the event direct
care nursing levels are below those
scheduled and/or needed the DON or
Weekend Supervisor will begin the back-up
plan described above. The process for
calling in additional direct care nursing staff
and the phone numbers for MSU direct
care nursing staff are maintained in the
staffing book an the MSU. In addition, the
facility's Administrator will review staffing
levels for the prior day{s) on a daily basis,
Monday through Friday.

Beginning Aprit 26, 2012 re-education, with
a new curricutum, will be completed with
nurses and respiratory therapists working
on MSU on:

1)The new poficy titled “Status Changes:
Nottfication of”,

2)The Why, How, and When of the SBAR
tool

3)The 24 hour report process

4)Clinical Cornmunication process
5)Physician Log process

6)Pulse Oximeter

7)Resident Monitering, including new
admissions.

8)One-tg-One Supervision
MAnti-disconnect devices/trach tie

11) At risk vs. Emergent behavior and
appropriate staff actions when identitied.
12)Resident decannulation

13)Slafting MSU for direct care, One-to-
One, and Resident monitor.



Licensed nurses and Respiratory
Therapists working on the MSU that have
not received the above training and
education by May 7, 2012 will not be
permilted to work until such re-education
has been completed. Education and/or
training will be provided at the beginning of
their next scheduled shift, prior to providing
resident care. The training will be provided
by the MSU Unit Manager, House
Supervisor, and/or DON at the beginning of
each shift for persons that have not
received the training, including agency
staff. The above described training will be
incorporated into the new hire orientation.
MNew hires will not be permitted to provide
resident care on the MSU until the training
is completed.

Beginning April 25, 2012 re-education, with
a new curriculum, will be completed with
Certified Nursing Assistants (CNA) on:
1)Resident Monitoring, including new
admissions.

2)One-to-One Supervision

3)Al risk vs Emergent behavior and
appropriate staff actions when identified.
4}Pulse oximeter observations

5)Resident decannulation

working on the MSU that have not received
the above training and education by May 7,
2012 will not be permitted to work until
such re-education has been completed.
Education and/or training will be provided
at the baginning of their next scheduled
shilt, prior to providing resident care. The
training will be provided by the MSU Unit
Manager, House Supervisor, and/or DON
at the beginning of each shift for persons
that have not received the training,
including agency staff. The above
described training will be incorporated into
the new hire orientation. New hires will not



be permitted to provide resident care on
the MSU until the training is completed.

tn addition to the above listed training the
contracted Respiratory Therapist with IDT
involvement began a didactic training
course for MSU nurses that consists of 18
hours of training followed by competency
testing on care of a venlilator patient. This
training is being conducted a minimum of
monthly for 6 months,

4. The facility has developed and
implemented new audit processes to
access the effectiveness of the above plan
related to supervision of residents with
tracheostomies. {a} On a daily basis, the
DON, Assistant Director of Nursing
{ADON), MSU manager, or House
Supervisor will review the 24 hour reports
from the MSU to verify appropriate
information is being communicated shift to
shift and that respiratory therapy and
nursing are colfaboratively reporting
changes In resident condition and incidents
via the 24 hour report. (b) On a daily
basis, the DON, Assistant Director of
Nursing (ADON), MSU Manager, or House
Supervisor will review the 24 hour reports
from the MSU to verify that an SBAR form
has been completed appropriately for each
item entered.

{¢) On a daily basis, the DON, Assistant
Director of Nursing {ADON), MSU
Manager, or House Supervisor will observe
shift to shift report to verify that information
from the 24 hour report is being
communicated to the on-coming shift nurse
by the off-going nurse, {d) On a daily basis,
the DON, Assistant Director of Nursing
{ADON]), MSU manager or House
Supervisor will verify that the Puise
oximeters and resident monitor (15 minute
check) documentation on the MAR has
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10A-13D.3003 (3) Direct nursing care
staffing shall be in accordance with ‘ !
Rule. 3005 of this Section. !

This Rule is not met as evidenced by: |
10A-13D.3005 Direct care nursing personnel 1
staffing ratios established in Rule .2303 of this ‘
Subchapter shall not be applied to nursing
services for patients who require brain injury
long-term care. The minimum direct care nursing
staff shall he 5.5 hours per patient day, allocated
on a per shift basis as the facility chooses, to
appropriately meet the patients’ needs. ltis also
required that regardless of how low the patient ,
census, the direct care nursing staff shall not fall i
below a registerad nurse and a nurse aide | at :
any time during a 24-hour period. i

Based on observation, record reviews and staff :
interviews, the facility failed to ensure sufficient | |
nursing staff was assigned to the medical : !
specialty unit MSU (Ventilator Unit) on 4 of 4 days
audited and lacked 24 hour Registered Nurse |
coverage 3 of 4 days audited.

Review of the staffing time sheet and schedule on
the MSU (vent unit) dated 3/16/12 through
3/19/12 revealed:

Mo Registered Nurse worked on the MSU unit
3/16/12, Shift 1st shift, 2nd shift and 3rd shift.

MNo Registered Nurse worked on the MSU unit
3MT7M2, 7:.00am-7:00pm.
No Registered Nurse worked on the MSU unit
311812, 7:00am-3:00pm.
No Registered Nurse worked on the MSU unit
31912 4:00pm-7:00am.

The patient census/PPD (per patient day) was as

1.No resident was named in this citation. 5’ 1 ) 1z

2. Residents on the Medical Specialty Unit
{MSU) have the potential to be affected by
the same alleged deficlent practice based
on a review of the North Carolina nursing
home licensing regulations as it relates to
ventilator dependent residents and a
review of the facility's direct care nursing
for the weeks of the incidents identified.

3. Systemic Changes include(a) New
Direct Care Staifing Levels-the facility has
increased their daily staffing ratios on the
MSU lo meet the state requirement of 5.5
hours per patient day, including RN
coverage for each shift. The increased
staffing ratios will continue for a minimum
of 30 days for the entire MSLUJ, though non-
ventilator residents also reside on the unit.
The facility will review staffing again after
30 days and make adjustments to maintain
a 5.5 hours per tracheostomy resident day
{ventilator and non-ventilator dependent}
and an adequate level of staffing for all
residents on the MSU that do not have a
tracheostomy. Individuals who are
performing one-to-one resident supervision
and the Resident Monitor for each shift are
not included in the daily direct care nursing
hours when scheduling or confirming the
direct care nursing staff for each shitft. (b)
The facility has 3 (three) back-up plans to
ensure the level of direct care staff on the
each shift on the MSU is maintained. In the
event additional direct care nursing staff is
needed for a shift on the MSU, the Stalfing
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pag Coordinator (Monday through Friday for
foltows: I the afternoon shift) or the House

3/16/12 30 residents, actual hours of direct care
staff: 137.75 = 4.69 PPD

3117412 32 residents actual hours of direct care
staff: 148.25 = 4.6 PPD

3/18/12 32 residents actual hours of direct care |
staff: 156.75 = 4.89 PPD :
319/12 39 residents actual hours of direct care

staff: 154 = 4.81 PPD

During an interview on 3/31/12 at 5:36 pm, Nurse

#11 worked on 3/16/12, from 7:00 pm-11:00 pm,

as the leam leader she indicated, an LPN

{licensed practical nurse) wio was assigned and
worked as a 24 hour stupervisor were referred to
as a "team leader” not as a supervisor. :
During an interview on 4/2/12 at 5:03 pm, the

Director of Nursing indicated, the facility S ,
calculated the unit manager or the charge nurse
as parl of the direct care staff. This nurse did not
have a direct care assignment. She indicated the
nurse may do direct care at some poini, and gave
the example performing an assessment.

During an interview on 4/3/12 at 9:27 am, the
Director of Nursing indicated, on MSU (vent unit)
the staffing was as follows, 1st shift (¥ am-3 pm)
had 3 nurses and 4 aides , on 2nd shift (3 pm-11
pm} had 3 nurses and 4 aides, and 3rd shift ;
(1ipm-7am)} had 2 nurses and 2 aides. Nurses ;
work 8 hours and aides work 7.5 hours. Eight

nurses a day work 8 hours and 10 aides a day

work 7.5 hours. When asked what was {he ratio i
for the vent unit, she replied, ") do not know, the
staffing coordinator does it."

During an interview on 4/3/12 at 11:31 am, Slaff ;
Coordinator, indicated the staff on the MSU {vent

unit) was as follows: 3 nurses (either RN/or

LPN) worked 8§ hours, and an RN on every shifl. :
Four (4) aides on the st shift (7 am-3 pm)

Supervisor {morning, night and weekend
shifts) will contact the following in the order
given; (1) MSU staff not scheduled to work
that shift; (2) staffing agencies (the facility
has existing agreements with such
agencies) and if unable to focate staff by
one of these two methods, the on-call
management nurse will be called in to staff
that shift, The on-call management nurses
include the DON, the Facility Educataor, the
House Supervisors and the Unit Managers.
To the extent staffing agency personnsl
are ulilized to maintain the staffing levels
on the MSU, such personnel wili receive
training on general facility orientation,
MSU, and 1)The new policy titled “Status
Changes: Notification of”. 2)The Why,
How, and When of the SBAR toal 3)The 24
hour report process 4)Clinical
Communication process 5}Physician Log
process 8)Pulse Oximeter 7)Resident
Monitoring, including new admissions.
8)One-10-One Supervision 9}Anti-
disconnect devices/trach tie 11) At risk vs.
Emergent behavior and appropriate staff
actions when identified. 12)Resident
decannulation 13)Staffing MSU for direct
care, One-to-One, and Resident menitor,
The training for agency personnal will be
provided by the Facility Educator, Director
of Respiratory Therapy, the DON and/or
the House Supervisor at the beginning of
the first shift scheduled to work on the
MSU if training has net already been
completed. {c) New One-ta-one resident
supervision staffing plan, policy and one-
to-one form has been implemented. One-
to-one resident supervision is ordered by
the attending physician or the Medical
Director to provide continuous supsrvision

Division of Heaith Service Regulalion

STATE FORM 893 a3M211 If continuation sheet 2 of 4




PRINTED: 04/11/2012

FORM APPROVED
Oivision of Heallh Service Requlation
STATI MEMT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {X2¥ MULTIPLE CONSTRUGTION {X3) DAFE SURVEY
AND PEAN UF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
BWING
NH0428 04/03/2012
MAME OF BROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
GE E 3830 BLUE RIDGE ROAD
BLUE RIDGE HEALTH CARE CENTER RALEIGH, NC 27612
(X)L SUMMARY SEATEMENT OF BEFICIENGIES D PROVIGER'S PLAN UF CORRECTION 1X5)
PREFI (EACH DEFICIENCY MUST BE PREGEGED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULB BE GOMPLEFE
AG REGULATORY ORLSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
L 183 Conlinued From page 2 L 183 }

worked 7.5 hours. 3 nurses worked 8 hours and
4 aides worked 7.5 hours on the 2nd shift. On the
3rd shift {(11pm-7am shift) 2 nurses worked 8
hours and 2 aides worked 7.5 hours. When staff
called out (did not come fo work) , staff was
tefephoned to come in. During the week the
staffing coordinator replaced staff during 1st shift
to fill the absence. The shift supervisor made
calls for 2nd and 3rd shifts. The patient per
day(PPD) for the MSU unit {vent unil} was 4.39.
The slaffing program used guided the daily
staffing based on the census. She indicated if
those staff positions are fillad on the spread
shest there was enough people to work. The
silter schaduled was counted as part of the PPD.

be used orwould somebody was called and
asked to work, Usually we would use someone
on who was already on the the hall. On the
11pm-7am shift it was very hard to get a sitter,
We would pull from the 400 hall, and that would
cause a staff shortage on the 400 hall. If more
then one resident needed a sitter then one
persen would rotate and not stay in the room
continugusly. Thirty minute in one room :30
minutes in an other. One person from the 400
hall would have to sit with how ever many people
need to have 1:1 supervison. When the facility
added a sitter it was calculaled on the PPD
sheet. We keep the PPD at 4.39 for the vent unit,
somsatimes it was below the 4.39 PPD , if a sitter
was added the PPD increased.

During an interview on 4/312 at 12:25 pm, the
Administer indicated the MSU (vent unit )
staffing ratio of 3 nurses {(RNor LPN) working 8
hours and 4 aides working 7.5 hours During
the 1stand 2nd shifts(7am-11pm). During the
3rd shift (11pm-7am} there were 2 nurses
working 8 hours (RNor LPN) and 2 aides

To provide a sitter a staff who was on duty would

to residents exhibiling emergent behaviors
that conslitute a risk to their continued
safety. In one-to-ona resident supervision,
a person remains at the bedside on a
continuous basis until an order to modify or
discontinue one-to-one supervision is
written by the physician or Medical
Director. In situations where a
tracheostomy resident displays ‘emergent”
behaviors that put the resident at risk for
decannulation, the licensed nurses on the
MSU are authorized o institute one-to-one
supervision, in addition to any other
appropriale interventions, followed by a calt
to a Medicat Director to inform him/er of
' 1he new or escalated behavior and o
- obtain an order for one-to-one supervision,
“Emergent’ behaviors that indicate the
. need for one-lo-one supervision are overt
- behaviors that pose an immediate threat to
- the Integrity and stability of the resident's
. tracheostomy tube (such as pulling at tha
~ tracheostomy tube, or climbing or
attempting to climb out of bed) in addition
to other behaviors that indicate the resident
is at risk for decannulation such as
verbalization of respiratory difficulty or
distress, objective and subjective signs of
distress/pain, heart rate elevation to
abnormat levels for that resident, oxygen
saturation levels below 85% and resident
handiing or pulling at the tracheostomy.,
One-lo-one supervision will be provided by
a licensed nurse, G,N.A. or RT who will not
be counted in the direct care nursing hours
for the MSU. In emergent situations, one-
to-one supervision will be performed by
personnel available at the facility when the
need is identified until another licensed
nurse, C.N.A, or RT can be called in to
provide such supervision. For subsequent
shifts, a C.N.A, will be scheduled to
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working 7.5 hours. He expected there was an
RN on every shift. He indicated he was not
aware of the 5.5 PPD {stale licensure} staffing
ratio for the (vent unit),

During a tefephone interview on 4/10/12 at 3:18
om, the Administrator indicated during the survey
period 3/29/12- 413112, the RN coverage was
assigned anywhere not necessarily on the MSU
{vent unit }. There was no Registered Nurse (RN)
coverage for the vent unit on 3/18M12, 1st, 2nd
or 3rd shifts and partiat RN coverage on
3/17.3/18, and 3/19.

provide the one-to-one supervision. In the
event additional cne-lo-one staff are
needed for a shift { or a person scheduled
for to provide such supervision does not
report as scheduled) the Staffing
Coordinator {Monday through Friday for
the afternoon shift) or the House
Supervisor (morming, night and weekend
shitts) wilt contact the following in the order
given; {1) MSU staff not scheduled to work
that shift; {2) staffing agencies {the facility
has existing agreementis with such
agencies) and if unable to [ocate staff by
one of these two methods, the on-call
management nurse will be called in to staff
that shift. The on-call management nurses
include the DON, the Facility Educator, the |
House Supetrvisors and the Unit Managers.
One-to-ane supervision will continue untit
the physician deems the resident's
emergent behavior has improved to the
point that such supervision is no longer
required or such supervision can be
modified and the physician writes an order
for discontinuation or modification of such
supervision. The physician or Medical
Director is responsible for making the
determination of whether modification or
discontinuation of continuous one-to-one
supervision is clinically appropriate, based
on review of the resident’s condition and
the one-to-one supervision documentation
forms. if a physician or Medical Director
orders modification of one-to-one
supervision, he / she will write a specitic
order, indicating the time period(s} that
continuous one-to-one monitoring must be
provided. In those situations, the physician
or medical director will also wiite an order
for continuous Resident Monitoring during
the times the resident does not have one-
to-one supervisicn. Any orders for
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modification or discontinuation or one-to-
one supetvision {and associated orders for
Resident Monitoring) will be noted on the
24 hour report {in the designated area
associated with that resident’s name) by
the charge nurse. {d)} New Position
Created-Resident Monitor. The Hesident
Monitor position provides a solely
dedicated staff member on each shift to
perform continuous regularly scheduled
{15 minute intervais) rounds on all non-
ventitator dependent tracheostomy
residents (include all tracheostomy
residents that do not require 24 hour
ventilation support) exhibiting new or
escalating “at risk” behaviors and ventilator
dependent tracheostomy residents
exhibiting at risk behaviors. Non-ventilator
tracheostomy residents were placed on
continuous Resident Monitering. “At risk
behaviors include, but are not fimited to,
restlessness, emotional distress, or
cognitive changes resulting in confusion,
weeping or objective or subjective signs of
pain or discomfort. Unlike "emergent”
behaviors, a resident with “at risk”
behaviors does not exhibit overt hehaviors
that pose an immediate threat to the
integrity and stability of the resident’s
tracheostomy tube {(such as pulling at
tracheostomy tube or climbing, or
attempting to climb out of bed). The
Resident Moenitors performing this
monitoring are dedicated to support
resident safety and well-being through
direct observation and interaction on an
assigned shift. Prior to performing this
rnonitoring, each Resident Monitor
received spacific training described below.
Resident Monitoring is order for a resident
by one of the attending physicians or the
Medical Director. in situations where a



rasident exhibits new ‘at risk” behaviors,
the licensed nurses are authorized to
institute Resident Monitoring, followed by a
call to a Medical Director to inform him/her
of the new “at risk” behavior and to obtain
an order for Resident Monitoring. The
Resident Monitor will decument the
monitoring he/she performs on resident-
specific Resident Monitoring check shests.
During the monitoring performed at 15
minute intervais, the Resident Monitor
checks the tracheostomy collar to verify
that the collar is properly secured and the
pulse oximeter if turned on and properly
placed. In addition, the Resident Monitors
have been trained to observe for any
changes in tha tracheostomy resident's
behavior that may indicate the resident is
exhibiting emergent behaviors. If a
Resident Monitor observes a tracheostomy
resident with emergent behaviors, the
Resident Monitor wili remain with the
resident and notify the nurse via the nurse
call system or RT of the emergent
behaviors. The nurse or BT will evaluate
the resident and take appropriate action.
The tracheostomy resident’s primary
C.N.A. will take the Resident Monitors
place at the bedside as scon as possible
and will remain with the resident while the
Resident Monitor resumes his/her duties.
The resident’s physician will be informed
by the nurse when emergent behaviors are
identified or when escalated at risk
behaviors are not lessened or relieved by
the interventions initiated by the nurse or
respiratory therapist. The Resident Monitor
is not calculated in the direct care hours on
the MSU. {e) The IDT performs a weekly
roview of all MSU residents that have bsen
placed on Resident Monitoring. The IDT
will make recommendations to the



physician regarding discontinuing of
Resident Monitor when the resident is no
longer exhibiting at risk behavior. The
physician then assesses the resident and
determines whether discontinuation of
Resident Monitoring is appropriate. (f)
Monitoring of Direct Care Nursing Stalfing
Levels and One-to-one supervision (New).
To ensure that direct care staffing levels
are maintained and that a sufficient
number of one-to-one supervisors are
present for all residents for whom such
supervision is ordered, the facility has
imptemented monitoring at the beginning of
every shift. At the onset of each shift in the
MSU, Monday through Friday, the charge
nurse calls the DON or ADON to inform
them of the direct care nursing levels,
verify a registered nurse is included in the
shift's staffing on the MSU, and to confirm
that ih addition to the direct care nursing
staff, an adequate number of one-to-one
supervisors are present o mest the needs
of the residents. During weekend hours the
Weekend Supervisor performs the same
funetion for every shift. in the event direct
care nursing levels are below those
scheduled and/or needed the DON or
Woeakend Supervisor will begin the back-up
ptan described above. The process for
calling in additional direct care nursing staft
and the phone numbers for MSU direct
care nursing staff are maintained In the
staffing book on the MSU. In addition, the
facility's Administrator will review staffing
levels for the prior day{s) on a daily basis,
Monday through Friday.

Beginning April 26, 2012 re-education, with
a new curriculum, will be completed with
nurses and respiratory therapists working
on MSU on:



1)Resident Monitoring, including new
admissions,

2)COne-to-One Supervision

3) At risk vs. Emergent behavior and
appropriate siaff actions when identified.
4)Stafling MSU for direct care, One-to-
One, and Resident monitor.

Licensed nurses and Respiratary
Therapists working on the MSU that have
not received the above training and
education by May 7, 2012 will not be
permitted to work until such re-education
has been compieted, Education and/or
training wilt be provided at the beginning of
their next scheduled shift, prior to providing
resident care. The training will be provided
by the MSU Unit Manager, House
Supervisor, and/or DON at the heginning of
each shift for persons that have not
received the training, including agency
staff. The above described training will be
incorporated into the new hire orientation.
New hires will hot be permitted to provide
resident care on the MSU until the training
is completed.

4. The facility has developed and
implemented new audit processes to
access the effectiveness of the above plan
related to supervision of residents with
tracheostomies.

On a daily basis M ~ F the Administrator
{NHA) will review the siaffing sheet for the
prior day(s) to verify staffing ratios and per
patient day (ppd) hours are met. The daily
audits will continue for 30 days and then
will be completed weekiy unless concerns
are identified in which ease daily audits will
continue untif a time determined by the QA
& A committee.

The NHA/DON/Respiratory Therapy
Director will report 1o the tacilily's Quality
Assessment and Assurance (QASA)



Committee weekly with the results of the
verification review of the above identified
audits. Issues identified by the
NHA/DON/Respiratory therapy director as
a result of these audits will be reported ta
the QA&A Commiltee within one business
day. The QA&A Committee wilt evaiuate
the effectiveness of the plan on a weekly
basis, for 2 months and then every two
weeks for 2 months, then monihly based
on trends identified and develop and
implement, additional interventions as
needed to ensure continued compliance,
On a weekly basis the Medical Director,
Administrator, DON, Respiratory therapy
Director, and MSU manager will mest to
review the plan and ensure there are no
issues with communication.

The Administrator is responsible for
ongoing compliance.



