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F 000 INITIAL COMMENTS

- On9/27/2013, the facllity submitted an
acceptable credible allegation for the removal of
~the immediate jeopardy for the deficiency cited on
9/20/2013 in the area of Notification of physician
(F157)and the area of care and services (F309).
The facility allegad that immediate jeopardy for

residents was removed on 9/24/2013.

- The Division of Health Service Regulation
conducied a follow up visit on 10/7/2013 to
determine if the facility had removed the
immediate jeopardy identified during the survey of
9/20/2013.

The survey found that immediate jeopardy was
removed for the area Nofification of physician
(F157) and the area of care and services (F 309)

_on 9/21/2013. The facility remains out of

compliance at the D level {No Actual Harm with

: Potentiat for More than Minimal Hann that is not
: Imimediate Jeopardy), to implement monitoring
" systems and complete employee education.
{F 157},
§5=D

483.10{b}(11) NOTFY OF CHANGES
(INJURY/DECLINE/ROOM, ETC)

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 results in

injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial

- status in either life threatening conditions or
. clinical complications); a need to alter treaimant
. significantly (i.e., a need to discontinua an

E 000 " Preparation and/or execution of this Plan of Correction
does not constitute admission or agreement of the
. provider of the truth of the facts alleged or concluslons
set forth in the statement of deficiencies. The Plan of
. Correction Is prepared and/or executed solely because
© jtis required by the provisions of federal and state law.

1. Resident #188 was admitted 30/3/12 with the
diagnosis of end stage renal disease requiring
hemodialysis three times a week, generalized
weakness requiring physical therapy and
occupational therapy, Cornelia delange
syndrome, Gout, hypertension, dyslipidemia,
asthma, hypothyroidism, obstructive sleep
apnea, and obesity. Resident #188 was noted
at 2:30 a.m. on 2/7/13 as being nonverbal
and fluttering eyelids. Nursing assistant
reported this to the nurse. Nurse assessed
resident as belng lethargic, both eyes radden
and matted with yellowish green matter,
cheeks flushed and warm, temperature taken
and noted to be 100.6, blood pressure
100/60, pulse 66, respiration 20, resident
thrashing both arm s and moaning during

? examination, oxygen saturation 84%, nasal

{F 157) ; cannuta reappited, oxygen sta‘ts increased to
! 98%. Murse checked finger stick blood sugar

‘ and read high. At 3:30 a.m. temperature

recheck 99.1, no nausea ot vomiting. On

2/7/13 at 9:45 a.m. vital signs were

! temperature 98.6, pulse 60, respiration 18,

: blood pressure 90/52, oxygen saturation 84%,
resident noted o be unresponsive, skin is dry
to touch, moans with movement, lung sounds

} clear, finger stick blood sugar reading 57.

: Nurse Practitioner notified of resident’s
condition at 10:30 a.m,, give order to
transport to hospital for evaluation. The
responsible party was call at 9:45 a.m. and
2:45 p.m, but ficense nurse unable to contact
as no one answered the phone.,
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Any deﬁvéncy 1a€ement eéding’with anastery,

(*} denotes a deficiency which the institution may be excused from correcting providing it is determined that /

other safeguards provide sifficient protection io the patients ., (See instructions.) Except for nursing homes, the findings slaied above are disclosable 80 days
foliowing The date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. f deficiencies are cited, an approved plar of carrection is requisile to continued
program padicipation.
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* resident rights under Federal or State law or
requilations as specified in paragraph {(b}(1) of
this section.

The facility must record and pericdically update
the address and phone number of the resident's
. legai representative cr interested family member.

This REQUIREMENT is not met as evidenced

" by

- Based on observation, record review, physician,
nurse practitioner, staff and Emergency Medical

- Services (EMS) interviews, the facility failed to

immediately notify the physician of a significant

i change in a resident’s condition for 1 of 4

. residents, Resident #188, reviewed for
netification of changes.

: Immediate Jeopardy began on 2/7/13 when
 facility staff became aware of Resident #188's
change in condition including: lethargy, pericdic
thrashing, moaning, and elevated blood sugar,
and failed to notify the physician. The Immediate
* Jeopardy is present and ongoing.

; Validation of the facility's credible allegation was
. conducted on 10/7/13. Residents on all halls

i

38 of 38 licensed nurses were re-educated by
Nursing Administration by 9/21/13 on
guldelines for physician notification by
telephone and after office hours physician on
call to notify by telephone. The education
included notitying physician of abdominal
| pain that is severe or lasting more than one
hour, any new pain or self-imited by
; vomiting, change in blood pressure greater
i than 210/120 or less than 80/50 er per
patient baseline, blood sugars greater than
4000r lass than 70 or per physician’s
parameters, any new chest pain with
shortness of breath, nausea or diaphoresis,
diarrhea more than four times in two hours or
if oceurring with associated frank blood, any
; new onset with swallowing or speaking, pain
new onset, or not responsive to prescribed
medication, pulse greater than 120 less than
50 or change from baseline of resident,
respivations greater than 24 or less than 8 and
any new occurrence of shortness of breath,
vomiting more than once in 24 hours or if any
' bright red blood is present, new onset of
' weakness of arm or leg. Any licensed nurses
who were unavailable for re-education will
! not be alfowed to work until the education is

FORM CMS-2567(02-29) Previous Versions Cbsolete

Evenl ID:4D3512

FaclilyD: 8 completed.

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CGRRECTION 38
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Residents reslding in the Facllity had their
157 i : . )
F } Cont-inued From page 1 {F 157} medical records reviewed for any change of
existing form of freatment due fo adverse condition to ensure that the physician had
consequences, or t‘? ?Ommenoe anew f.orm of been notified. This review was done on
ireatment); or a decision to {ransfer or discharge 9/20/13 by Assistant Director of Nurses, the
the resident from the facility as specified in 1" Shift Registered Nurse Supervisor and the
§483.12(a). Registered Nurse Reimbursement
» . ) - Coordinator. During the review on 9/20/13
The facility must also promptly notify the resident onfy one resident was noted to have a change
- and, if known, the resident's legal representative of condition, compained of pain. Resident’s
of interested family member when there isa physician was notified on 9/20/13 by
change m_ room OF foommate asagnmeqt as Assistant Director of Nurses, obtained an
specifiedin §483.15(2)(2); or a change in order forx-ray and fab wark. 9 } As / 13
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38 of 38 licensed nurses were re-aducated by
{F 157} Continued From page 2

{100, 200, 300, 460, and 500} in the facility
records were reviewed and observations were
conducted on residenis whe had changes in
conditions. The observations included
interventions associated with change in
cenditions , staff reporling/communication
process from shift to shit, siaff documentation of
observed changss in condition in accordance with
the facility newly developed guidelines/tocls
(2/21/13). The SBAR (Situation, Background,
Assessment and
Recommendation/Request)/Changs in Conditien
Review Audit form for all residents from $/21/13

107113 were reviewed.

Record reviews were completed {o verify the
implementation of the assessment tools and the
functional process of staff communication
regarding resident change of condition use of the
Stop and Waich ool and glucometsr training with
all shifts of medical staff.

Siaff interviews were conducted with all three
shift to verify the implemeantation of the newly
developed SBAR(Situation, Background,
Assessment, Recommendation/Request) form,

- Guidelines for Change in Condition form |
~Glucometer training ,Early Warning " Stop and
-Waich " and the SBAR form indicafing revisw of
- the assessment and knowledge of the resident

change of condition had been completed by

9/24/13 per the Credible Aliegation. Direct Care,

and Management Staff interviews were
conducted to verify current staff and agency staff

i had been in-serviced in the new systemic

" changes and protocols. The complation date for
" all in-services for nursing and nursing assistant
. became effective 10/7/13.

{F 157} 9/21/13 by Nursing Administration on solving
problems when using the glucose monitoring
system including the codes that may appear:
“H" indicates that the blood glucose reading
is above 600 mg/dl and “Lo” blood glucose
reading is below 20 mg/dl. Education included
that when these codes appear they shoutd
wash and dry hands of the resident and
repeat the test with a new test strip. tf results
still are “HI* or “Lo” contact physician. The
Facility uses only one brand of glucometer. In
the future, if the brand of glucometeris
changed, licensed nurses will be educated on
usage from the manual that is provided with
the glucometer. The manual for the currently
used glucometer are located on each
medication cart. Administrative Nurses will
Fompfete competencies on licensed nurses
when to notify physican on condition change,
assessing change of candition, the use of the
Interventions to Reduce Acute Care Transfers
{INTERACT) Tools and troubleshooting
glucose readings. Starting 9/21/13 five
I licensed nurses per week across all three
‘ shifts will complete their competencles
weekly for one month, then monthly for two
' months. Licensed nurses will sign the
education record at the time of completing
i competencies and a copy of competencies
! will be placed in the individual employee
: education file located in the Staff
i Development Coordinater’s office, q/a ’/}3
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{F 157} Confinued From page 3 {F 157} | 50 of 57 Certified Nursing Assistants were re-

The Quality Assurance Audit reports since
9/22/13 through 10/6/13 were reviewed along with
alf the supportive documentation of tha Credible
Allegation of Compliance, to verify the
implementation of the facility's Credible Allegation
of Compliance.

The survey found that immediate jeopardy was
removed for the area of noftification of the
physician of a significant of Cendition as & result
of lethargy, periodic thrashing, moarning, and

' elevated blood sugar, (F157) on 9/21/13. The
facility remains out of compliance atthe D level
{No Actual Harm with Potential for More than
Minimal Harm that is not Immediate Jeopardy}, in
order to continue implementation of the process
and monitor systems.

l Findings included:

. Resident #188 was admitied o the faciity on
10/3/12. Her diagnoses included hypertension,
diabetes, anemia, end stage renal disease,
clostridium difficile, muscle weakness, muscle
wasting, dialysis, and asthma.

i The quarterly Minimum Data Set (MDS)

i assessment dated 1/4/13 indicated the resident

"was cognitively infact, did not reject care,

i participated in the assessment, needad extensive
assistance with activiies of daily living (ADLs),
was on oxygen, and received dialysis.

* Ateview of the February 2013 physician orders
revealed there were no orders for blood glucose

| monitoring, oral or subcutaneous glucose

i medications. There was an order originally

| dated 1/2/13 for Vicodin 5-500 mitligrams {mg)
orally, as needed every 6 hours for pain.

educated on 9/21/13 on the INTERACT Early
Warning Tool “Stop and Watch” that asks the
Nursing Assistants to circte the noted resident
change and discuss with their charge ficense
nurse. Changes iisted are Seems different
; than usual, Talks or communicates tess than
usual, Overall needs more help than usual,
participated in Activities less than usual, Ate
less than usual, Brank less than usual, Weight
change, Agitated or nervous more than usual,
I Tired, weak, confused or drowsy, Change in
skin color or condition and Help with walking,
transferring, toiléting more than usual. Any
Certified Nursing Assistants who are
unavailable for re-education will not be
allowed to work unti] the education is
completed. Starting 9/22/13, Competency for
the use of the Early Warning Tool will be
completed on 15 Certified Nursing Assistants
across the three shifts weeldy for ane month
then monthly for two months. Certified
Nursing Assistants will sign the education
‘ record at the time of completing
: competencies and a copy of the
{ competencies will be placed in the individual
employee education file located in the Nurse
Educator’s office.

! ‘?Ill]lS
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{F 157} Continued From page 4 {F 157} 4,  Mursing Administration wili review 24-hour

“ The nurse's note daied 2/6/13 at 9:30 am
indicated the resident had a temperature of 100.3

" degrees, was alert and verbal, made her needs
known, and was up in her wheelchair.

The nurse's note dated 2/6/13 at 10:30 am
_indicated the resident was transported to dialysis
with no complainis of nausea or pain.

Other than the Change of Condition
Documendation, there were no other nurse’s

- notes written on Resident #188 from 2/6/13 at
10:30 am 10 2/7/13 at 9:45 am.

The Change of Condition Documentation form,
completed by Nurse #1 and dated 2/7/13, stated,
"At 2:30 am [Nurse Aide #1] reported resident

- non-verbal and fiuttering eye lids. Nurse noted
resident lethargic, both eyes reddened with]
yeliowish green matter. Cheeks flushed [and}
warm. Temp 100.6. Periodically thrashing both
arms during examination [and] moaning {with)
sound similar to a cat ' s meow. Nasal cannula
out of nosirils [and oxygen saturation] 84%.

5 Reapplied [oxygen atj 4 L [with oxygen saturation
increased to] 98%. Bipap replaced. Cleansed
eyes, removing matier. Gave Vicodin 5-500mg

i forally}. Crushed [due to] decreased [leve!l of

‘ consciousness]. Checked blood sugar due to
quality of moaning [with] reading Hi. Decreased
stimulus, Resident said 2-3 words but stilt not

E clear headed. At 3:45 am [temperature] 99.1,

+ [Noj nausea or vomiting. Continue to moan jand])
throw arm slowly at times." Vitals signs were

, documented at 2:30 am as; blood pressure

- 100180, pulse 56, temperature 100.8, respirations

i 20, and biood sugar "HI".

report and resident’s clinical record for any
documented change of condition and
documentation of notification of physician
daily for 30-days, then weekly for 60-days. A
monitoring tool was developed to record the
completion of the audits of the 24-hour
report, resident’s clinical record and
documentation of notification of physician.
This monitoring tool wilt be maintained in the
Director of Nurses office. The Director of
Nurses will present to the Performance
: improvement Committee the results of the
monitaring of medical records for
notification, results of license nurses

competencies for notification of physicians, q/:ullfj

assessing change of conditlon of residents *
490

and troubleshooting giucometer for 90-days, o 1 ™ ?

|
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{F 1567} . Continued From page 5 {F 157}

The Medication Administration Record {(MAR)

- dated 2/7/13 indicated at 2:30 am Resident #188
was given Vicodin 5-500mg by mouih for pain.
There was no documentaiion indicating if pain
medication was effective.

Nurse #2's note daled 2/7/13 at 8:45 am stated,
"Resident unresponsive. Opens eves then roll
back in head. Moans with movement of any kind
by staff. Unabie o verbalize anything. [Blood
giucose level] 57. Refused breakfast this a.m.
Hands cold to fouch.”

A Physician order dated 2f7/13 at 10:14 am
stated, "Send 4o Jemergency department] for
[evaluation] unconsciousness.”

The nurse's note dated 2/7/13 at 10:15 am ‘
_stated, "Nurse notified supervisor at 9:45 am that t i
 resident was non responsive. Assessed |patient] @

' - decreased [level of consciousness) noted. .

Pupils equal, reactive to light, sluggish.” i E
| E
- Nurse #2's note dated 2/7/13 at 10:30 am

indicated Emergency Medical Services (EMS)

, was at the facility to ransport the resident to the
- hospital and the Nurse Practitioner was notified.

- The Emergency Medical Service (EMS) fransport
| report dated 2/7/13 staled, "Per nursing staff at

| nursing home, [Resident #188] began

" experiencing decreased [leval of consciousness)
| last [night]. She is a dialysis [pafient] and

f [non-insulin-dependent diabelic]. She had her

* dialysis yesterday then early this [morning]

. {around 2 am) began experiencing decreased

- [level of consciousness] with fever. Per nurse her
[blood glucose level] at that time was over 400.

i This [morming], [resident] is not responding. Lies
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{F 157}  Conlinued From page 6

in bed and yells and moans (nc words). Nursing
staff calis 911." The chief complaint indicated on
the report was "Unresponsive patient. Duratien: 9
hours” and the diagnosis was "Altered level of

. consciousness, Diabetic symptoms.™

During a telaphone interview with the EMS
Supervisor, on 9/22/13 at 5:40 pm, he indicated
"Duration” time on an EMS report was "the
amount of fime the signs and symptoms had
been occurring prior to EMS being called.”

A review of the hospital discharge summary,
dated 2/12/13, indicated Resident #188 was
admitted on 2/7/13 and passed away on 2/11/13
from cardiopulmonary arrest secondary o septic
shock. Tha discharge summary stated, "Int ithe
emergency department] [patient] was found to be

. agitated, yelling nonsensically, and had muitiple

- loose stocls. She was subsequently intubated
and adimitted to the medical [intensive care unit].
She was partially resuscitated, requiring

| vasopressor suppart (medication ko maintain her

bloed pressure), and a surgical consuliation was
obtained. Due to evidence of peritonitis

+ {inflammation of the lining of the abdomeny, an

| exploratory laparctomy (incision to examine the

- inside of the abdominal cavity) was perfermed,
which demonsirated bowel perforation. Bowel

| resection was performed and the patient was

I transferred io the surgical intensive care unit.
Aggressive atlempts at resuscitation and

| stabilization were unsuccessful. Abdominat

t compartment syndrome {elevated
intra-abdominal pressure) was recoghized and z

; bedside laparctomy {incision into the abdominal

: cavity} was performed with refisf of

" intra-abdominal pressure. However, the patient

: was not able to recover, and she expired.”

{F 157}.
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{F 157} Continued From page 7

During an interview on 9/19/13 at 12:05 pm,
Nurse #2 stated, "Her blood sugar was low that
morning that she was sent to the [emergency
room). | had goften report from [Nurse #1] that
she was acting different and her biood sugars
were eleveted. [Nurse #1] said she filled out a
Change In Condition form. When you fill out the

form, you attomatically notify the physician. The
resident had behaviors that morning. She was
usually very alert and orienied and would answer
guestions appropriately. She took her medicing
for me that morning but didr't eat breakfast.
When | talked to her after breakfast, she was not
talking to me as much as before breakfast so |
checked her blood sugar. She wouldn't respond
when [ said her name. | don't recall [Nurse #1)

! saying anything other than she had filled out the

" change in condition form."

' During an interview on 9/19/13 at 12:30 pm, the

- Director of Nursing stated, "Intenmittant [biood
glucose monitoring] would be documented in the

nurse’s notes because it would not be on the

I MAR. if the reading said “HI', | would expect the
biood sugar to be rechacked. If it remained 'HY', |
would expect the physician to be contacted,

: depending on the resideni's condition and level of

| consciotsness or a change for that particular

: resident. When | came in the nurse told me

. about her change in mental status and that the

| Nurse Practitioner was cailed and EMS was
called.” The DON indicated that had she known

| of the resident's condition, including change In

+ behavior and elevated blood sugar, at 2:30 am

| she would have cailed EMS. She further

i indicated the change in behavior and low bicod

* sugar that resulted in transport to the hospital on

. 217113 at 10:30am would have been the same

{F 157}
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reason to transport the resident on 2/7/13 at 2:30
" am when she had a documentad change in
behavior and high blood sugar,

During an interview with the Assistant Director of
Nursing (ADON) on 9/19/13 at 11:39 am, she
stated, "if there was an elevated blood sugar,
there would be a dogstor's note staling to give
insulin. If someone was in distress and a blood

. sugar was checked, it would be documented in
the nurse's notes. [ see a blood sugar of 57 on
2/7/13. 1 do not see any documentation of an

; elevated blood sugar." "The night nurse would
have faxed the change in condition to the
physician. We don't keep the face sheeis as part
of the record so there is no way fo know what

- time the physician was notified by fax. There is
an on-call 50 1 would expect the physician would

. have been called, not just a fax sent, since it was

' 2:30 in the morning when the change occurred.”

During a telephone interview with Nurse #1 on
: 9/19/13 at 12:00 pm, she stated, "l think
. [Resident #188's] behavior led me to check her
"blood sugar. She wasn't really talking. This was
| different for her. She usually spoke in full
. sentences and was easy {o understand. | fook
- her blood sugar as a vital sign. 'HI* would mean it
“was over 500. She was not diagnosed with
i diabetes so | just checked because she was
. acting like other diabetics with high sugar. She
“started acting normal about an hour tater and
! maintaining eye contact so [ faxed the doctor the
! change in condition form. | did not call because
she started acting betler. | did not get an order
* for insulin or give any insulin or other medication
. related fo her high blood sugar. If her behavior
\ had not improved, 1 would have called the doctor,
+ | can't remember wrifing a note about her

+

{F 157}
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conditien improving. | did nof recheck her biood
sugar because she did not have an order for
{blood glucose monitoring) or a diabetes
diagnosis."

During a telephone interview with the Nurse
Praciitioner on 9/19/13 at 3:39 pm, she indicated
when she is in the office, and not in the facility,
she may not immediately receive an incoming fax
and further stated, "If there is a changa in a
resident at night they should call the on-call
provider. Thare is always someone on call. That
is the expectation especially if the resident is
; acting differently. Even if they can't contact a
provider, they should go ahead and call EMS with
a high blood sugar and the resident being
symptomatic. The expeciation is the same if the
blood sugar is low and they are symptomatic.
. They sheuld call the physician and call EMS.
They should not wait on & response from a fax
that may not even get seen right away. |
remember that day | was calied and told she was
sent out and { did not receive the faxed change in
_condition until after she had already left the
facility.”

. During a telephone interview with the Physician
on 9719413 at 3:51 pm, he stated, "Hthere is a
change in a resident’s condition, the facility
* should immediately contact EMS and contact the
" on-call physician. My group policy is a 10-15
minute call back. They should never wait. if the
nurse is filling out a change in condition form,
| they should be calling the physician. They have
my primary contact, secondary contact, and even
' my cell phone. | can aiways be contacted.” The
. physician indicated, regarding Resident #188, the
nurse should have called the physician at 2:30

am when the change in condition was recognized.
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During an interview with the Administrator on

9/20/13 at 1:25 pm, he stated, "l would expest in

a change of condition for the nurss to follow
protocol and procedure and follow her nursing

judgment and then contact the physician an
family."

The Administrator was nofified on 9/20M3 a

d or

t1:40

pm of the Immediate Jeopardy. The Immediate

. Jeopardy is present and ongoing.

{F 253} l 483.15{h)(2) HOUSEKEEPING &
ss= MAINTENANCE SERVICES

* The facility must provide housekeeping and

{F253}i Qmawcfeol ?{GN o‘Q ar‘f’?ﬂr’br\’

maintenance services necessary 1o maintain a

sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced

by

| Based on observations, record reviews, staff and

resident intervisws the facitity failed to provi

de '

. maintenance services necessary to maintain a
" safe, orderly, and comfortable interior on 5 of 5

resident halls {100, 200, 300, 400 & 500).

j The findings inctuded:

On 9/17/2013 during a facility tour from 2:30 PM

to 4:00 P the following observations were
, on five resident halls.

' resident halls 100 and 400 was observed

unlocked and unused with pipes exposed and not

. covered in the main shower bay.

" In the 500 hall shower room the sink water was '

made

| The main community shower room between ’

. running. The faucet and the mounted sink were

The Maintenance Director ordered parts on 9/23/13
and the exposed pipes in the main community
shower rcom between 100 and 400 halls were
removed and 3 door lock was installed by the
Maintenance staff on 10/8/13.

The Maintenance staff repaired and secured the 500
hail shower room sink on 9/27/13.

The Maintenance staff repaired the door knob for
Room 413 on 9/27/13.

The Maintenance Director ordered all appropriate
material to correct the Room 206 deficiency on
9/23/13. The sheetrock work was completed and the
cefling panel was scheduled to be Installed, as the
ordered materials arrived, by 10/8/13.

The Maintenance Director ordered the appropriate
materials to correct the Room 209 deficiency on
89/23/13 and the sheetrock in Room 209 was
scheduled to be repaired, as ordered materials were
delivered, by the Maintenance staff on 10/8/13,
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, hot secure and both had a one inch movement.
. The main door knob fo residents’ room 413 was
. not secure exposing a sharp edge.
Holes were observed in the walls. In residents’
' room 208 there was a hole through the sheetrock
. i the corner of room and the ceiling panel was
" drooping. 208 had 4 holes in sheetrock in the
residents’ room and 3 holes in the sheet rockin
. the bathroom, all at eye level. In room 404 the
" floor melding was pulling away from the wall
- providing a hole.
The residents' room 311 bathroom was cbserved
in disrepair with broken tile around the toliet and
no door strip at the transition befween room and
. bathroom.
In residents' room 203 there were gouges in the
wall and in resident room 511 there were gouges
" in the wall at both headboard locations.
" Exposed cables were observed. |n residents’
room 103 a television cable was observed
hanging out of wall for a length of approximately 2
feet with a sharp edge exposed. Inroom 208 a
television cable was observed hanging out of wall
for a fength of approximately ten feet knotted vp
1 and not in use.
, In residents’ rooms 201, 207, 211, 212, 306, 307,
| 314, 315, 316 and 404 was observed with the
folding closet doors off frack and freely swinging.
In residents’ rooms 109, 202, 206, 316, 406, 410,
: and 415 the folding closet door knob was missing
" or leose and dangling.
. Observations of wall patches that were not
sanded or painted were found in residents *
: raoms 208 506 and 507. And in residents' room
. 412 the wall was observed patched with the
! un-matching paint.
Observation of a third shower room bheing used
| for storage across from the 400 hall nurse station.
' The room was locked labeled shower room.
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8/24/13 and the floor molding in Room 404 was
repaived, by the Maintenance staff on 10/4/13.

The Maintenance Director ordered the appropriate
materials on 9/24/13 and the bathroom floor in
Room 311 was repaired by the Maintenance staff on
10/1/13

The Maintenance Director ordered the appropriate
materials on 9/23/13 and the sheetrock in Room 203
and 511 was scheduled to be repaired, as the
ordered materials were delivered, by the
Maintenance staff by 10/8/13.

The television cables in Room 103 and 209 were
removed on 9/28/13 by the Maintenance staff.

The Maintenance Director ordered the appropriate
parts on 9/23/13 for the folding closet doors. The
folding closet doors in Room 201, 207, 211, 212, 306,
307, 314, 315, 316, 404 were scheduled to be
repaired, as ordered parts were delivered, by the
Maintenance staff on 10/8/13 :
The folding closet door knobs in Room 109, 202, 206,
316, 406, 410, and 415 were repaired by the |
Maintenance staff on 9/25/13.

The Maintenance Director ordered the appropriate ?
materials on 9/23/13 and the in-progress sheetrock
repairs in Room 206, 412, 506 and 507 were

continued and schedufed to be completed, as the
ordered materials were delivered, by the
Maintenance staff. Completed 10/8/13

The shower room across from the 400 hall nurse
statfon was re-labeled as a storage room by the
Maintenance Director, Completed 9/24/13
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A second tour of the facility was conducied on
- 9/19/2013 from 10:00 Al to 11:00 AM. The same
. observations were made con resident halls 100,
200, 300, 400 and 500 excluding room 507. The
" patched sections of the walls in resident room
507 had besn sanded and painted.

On 9719/2013 11:18 AM the Director of Nursing

" {DON) revealed the staff filled cut a maintenance
request forms or verbally told maintenance about
needed repairs. Maintenance was on call for an

* immediate need like a water leak or a broken
emergency door. The smeall things could wait tili

- the next day ke a broken wheelchair. The DON

: reported the staff knew how to fix the call lights.
She had an expectation of her staff {6 notify her,

_fill out the form, or tell maintenance for facility

" disrepair. The DON revealed her staff was focus

. on call lights, beds and wheelchairs and

i maintenance went around and painted. She

" reported not knowing what maintenance system

" was for building repairs. The DON's expectation

| was for maintenance to handle structurat

" concerns and the nurses were focused on

| equiprrent failures.

© A Resident interview on 9/19/2013 at 3:51 with

! Resident #73, who resided in room #2089,

i revealed he reported the holes in the bathroom

| had been present for seven to eight months.

" On 9/19/2013 at 3:54 PM Resident #39, who

| resided in room # 316, who was cognitively intact

 revealed the closet door in the room had been off

i track and the kncb missing for weeks.

i On 97192013 at 3:57 PM Resident #136, who

‘ resided on in room #410 and was cognitively

- intact revealed the closst door knobs in the room

| had been toose for over a year. The resident

! explained the maintenance staff tightened the

. door knobs up but they are worn out.
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2. The Maintenance Director, Maintenance Assistant, .
Housekeeping Supervisor and Administrator
conducted a tour of all facility resident rooms,
shower rooms, dining rooms and activity areas and
idantified any facitity environmental repair needs.
Completed 9/23/13

3. The facility's Maintenance Work Order progess was
re-organized by the Administrator and Maintenance
Director. There are now four distinct locations within
the facility, the main Nurses Station, the laundry, the
kitchen and the 500 hall where Work Order forms
may be obtained and placed when complete. The
facility’s Maintenance staff will chack the Work
Order locations at least twice daily on weekdays. The
facility's Nurse Superviser will check the Work Order
locations at least twice daily on weekends and notify
the Maintenance staff of needed repairs as
appropriate. Completed $/20/13 and Ongoing

The facllity Administrator will receive a copy of each
Work Order when Initially reported and then a copy
of the Work Order when the work is completed. The
Administrator will monitor the progress of each
Work Order. Completed 09/23/2013 and Ongoing

Alf facility staff was in-serviced on the facility’s Work
Order process including what and when to complete
2 Work Order and the locations for the Work Orders.
Completed 9/20/13

The facility's Maintenance Director, Housekeeping

! Supervisor and Adrministrator will conduct rounds
weekly of the facility, including alf restdent rooms,
shower raoms, dining rooms and activity areas.
Utilizing a facility auditing tool, environmental issues

! will be identified and scheduled for attention as

[ appropriate, Completed 09/27/2013 and Ongoing.
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On 8/19/2013 at 4:01 PM Resident #24, who
resided in room 103 and was cognifively intact,
revealed the exposed unused television cable in
“room 103 had been hanging out of the wall for
over a year,
On 8/19/2013 at 4:06 PM Resident #160, who
resided in room 203 and was coghitively intact
revealed he was trying to create a homelike
“environment and the facility did not patch the wall
in the room prior to his last roommate's arrival.
He reported one of he shower rooms was being
used for storage. He wanted to bring &
- refrigerator but was told by the staff the electrical
" system would not hold the bed and a refrigerator.
And the handicap button for access to the
courtyard had not been working since July 2013.
An interview with the Maintenance Supervisor on
9419/2013 at 10:40 AM revealed he completed
work orders received from staff with in 2 weeks if
. not sooner. He reported the facility was 44,000 sq
feet and maintenance was busy with clogged
toilets and sinks. There were constant holes in
the walls from beds and wheelchairs. The
maintenance Supervisor revealed he looked at
stuff as he walk down the halls but he did not go
into the resident rooms. The staff was always
verbally asking for stuff to be fixed. He did not
always write the staff request down!

1 Arecord review of the current maintenance work

" orders reveated reqguest on 9/18/2013 for repair of
the wall af the head of bed in room 306; on
9/1712013 a wall needed repair at the head of bad

finroom 101; on 8/10/2013 a wheelchair request;

and on 9/10/2013 the closet door was off track

i and bathroom needed a light bulb. The

. Maintenance Supervisor did not indicate there
was a failure in the system.

4, The facility's Maintenance Director will present
monthly reports to the facility’s Performance
Improvement Committee on 1, A summary of the
month’s Work Orders, identifying any trends and
timeline rates for completion; and, 2. The results of
the facility Weekly Rounds, including environmentat
trends and actions taken. Completed 10/4/2013 and
Ongoing.
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On 9/19/2013 a tour was conducted with the

~ Administrator viewing the inferior of residents '

: rooms. The Administrator did not have a problem
" with the exposed television cable hanging out of
_the wall in room 103 and reporied he was aware

of the bathroom floor in reom 341. During an
interview with the Administrator he revealed there
was a process in place and the facility address

rissues as they were confronted with them. The

requests for repairs were done verbally and if not
then requesi were made through a work order.
He felt the staff would report anything they feit
they needed to report. The Administrators
expecied time frame for completing work orders
was & week's time. Maintenance does not need a
work order to patch walls. The maintenance
superviser does initiate projects on his own, " just
if he notices them ™.

483.25 PROVIDE CARE/SERVICES FOR |
HIGHEST WELL BEING

Each resident musi receive and the facility must
provide the necessary care and services to atfain
of maintain the highest practicable physical,
mental, and psychosocial well-being, in

" accordance with the comprehensive assessment
“and plan of care.

This REQUIREMENT Is not met as evidenced
by:

Based on record review, physician, nurse
practitioner, siaff and Emergency Medical

' Services (EMS) interviews, the facility failed to
" identify and assess the need for medical

- intarvention for a resident with a significant

“ change of condition; and failed to immediately

{F 253}'
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initiate ernergency medical services for 1 of 4

residents (Resident #188) reviewed for change of
condition.

immediate Jeopardy began on 2/7/13 when

" facllity staff became aware of Resident #188's
acute change in condition inciuding: lethargy,
periodic thrashing, meaning, and elevated biood
sugar, failed to identify and assess her need for
emergency medical interventions, and delayed
calling EMS for 30 minutes after acute change In
condition was recognized (receiving hospital was
approximately an hour away).

Immediate jeopardy began on 2/7/2013 and was
identified on 9/20/13 at 1:40 PM.

Validation of the facility's credible altegation was
conducted on 10/7/13. Residents on ali halis
(100, 200, 300, 400 and 500) in the facility
records were reviewed and observations were
conducted on residents who had changes in

. conditions. The observations included

" inferventions associated with change in

. conditions , staff reporting/communication
process from shift to shiff, staff documentation of
cbserved changes in condition in accordance with
the facility newly developed guidelines/tools

" (8/21/13). The SBAR (Situafion, Background,

- Assessment and '
Recommendation/Reguesty/Change in Condition
Review Audit form for all residents from 9/21/13

| -10/7/13 were reviewed.

Record reviews were completed to verify the
i implementation of the assessment tools and the
| functional process of staff communication
" regarding resident change of condition use of the
- Stop and Watch tool and glucometer training with

diagnosis of end stage renal disease requiring
hemodialysis three times a week, generalized

i weakness requiring physical therapy and
occupational therapy, Cornelia detange
syndrome, Gout, hypertension, dyslipidemia,
asthma, hypothyroidism, obstructive sleep

. apnea, and obesity. Resident #1838 was noted

; a1 2:30 a.m., on 2/7/13 as being nonverbal
and fluttering eyelids. Nursing assistant
reported this to the nurse. Nurse assessed
resident as being lethargic, both eyes redden
and matted with yellowish green matter,
cheeks flushed and warm, temperature taken
and noted to be 100.6, blood pressure
100/60, pulse 66, respiration 20, resident
thrashing both arm s and moaning during
examination, oxygen saturation 84%, nasal
cannula reapplied, oxygen stats increased to
93%. Nurse checked finger stick blood sugar

| and read high. At 3:30 a.m. temperature

1 racheck 99,1, no pausea or vomiting. On

i 2/7/13 at 9:45 aum, vital signs were

I temperature 98.6, pulse 60, respiration 18,

| blood pressure 90/52, oxygen saturation 84%,

resident noted to be unresponsive, skin is dry

to touch, moans with movement, lung sounds

clear, finger stick blood sugar reading 57.

1 Nurse Practitloner notified of resident’s

condition at 10:30 a.m,, give order to

transpert to hospital for evaluation, The

| responsible party was ¢all at :45 am. and

2:45 p.m. but license nurse unable to contact

i as no one answered the phane.
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all shifts of medical staff.

. Siaff interviews were conducted with alt three shift

. to verify the implementation of the newly
developed SBAR{Situation, Background,

- Assessment, Recommendation/Request) form,

Guidelines for Change in Condition form |
Glucometer training ,Early Warning " Siop and

-Watch" and the SBAR form indicafing review of

2. Residents residing in the Facility had their

medical records reviewed for any documented

: change of condition on 9/20/13 by Director of

: Nurses, Assistant Director of Nurses, and first
shift registered nurse. During the review one
resident noted to have complained of painon
9/20/13, in her legs, the resident was assessed
by the Assistant Director of Nurses and

physician called with new orders for x ray and 9] {
-the assessment and knowledge of the resident lab work to be obtained. aoh3
" change of condition had been completed by
8/21/13 per the Credible Allegation. Direct Care,
s and Management Staff interviews were 3. 380f38 licensed nurses were re-educated by
conducted to verify current staff and agency staff Nursing Administration by 9/21/13 on the
had been in-serviced in the new systemic Interventions o Reduce Acute Care Transfers
changes and protocols. The completion date for {INTERACT) Tools Including the Care Paths,
all in-services fDr nursing and nursing assistant : guidelines for physician notification, which is
became effective 10/7/13. ; i notification by telephone and after office hours
;Th Quality A Audit e s notify by telephone the on-call physician,
I ine Guality AssSuranoe AUGIH repors since | templates which include but not limited to
9/22/13 through 10/6/13 were reviewed along with abnormal pain, abnormal pulse, abrasion,
* all the supportive documentation of the Credible
‘ Allegahon Of_ Compliance,. ?0 :"enfy tf}e ) agitation, confusion and lethargy, weakness of
implementation of the facility's Credible Allegation arm o leg, cardio-pulmonary arrest, cough,
of Compliance. diabetes, fa!l and hematuria, Any licensed
: Th ; d that i diate | . . nurses who were unavailable for re-educatif'm
© sufvey :oun atimmeciaie jeoparcy \‘Jas 1 wilt not be allowed to work until the education
-removed for the area of Assessment of Resident i is completed. Licensed nurses were re-
1 Chgnge of Con'dltlon as 5} result of lethargy, f educated 9/21/13 on solving problems when
- periodic thrashing, moaning, and el,e.vatec{ b%OOd t using the glucose monitoring system including
- sugar, (F30§3) on 9/21/13. The facility remains I the codes that may appear: “HI” indicates that
_ Ol:tt of comphance atthe D Ie\r?l '(No Actual Han"n . the blood glucose reading Is above 600 mg/d!
} with Poten?tal for More thafw Minimal Harn} that is ! and “Lo” blood glucose reading Is below 20
! not Immediate Jeopardy), in order to continua : 1 mg/dl. Education included that when these
' implementation of the process and monitor ' codes appear they should wash and dry hands
systems. i of the resident and repeat the test with a new
Findi included: ' test strip. I results stilf are “Hi” or “Lo” contact |
naings inclldec. ; physician immediately by telephone. The ‘ 4/2. I/’ 3
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{F 308} . Continued From page 17 {F 300} Facllity uses enly one brand of glucometer. In
Resident #1688 was originally admitted {o the the future, if the brand of glucometer is
facility on 10/3/12 and readmitted on 12/28/12. changed, licensed nurses will be educated on
. Her diagnoses included hyperiension, diabetes, usage from the manual that is provided with
. anemia, end siage renal disease, clostridium the glucometer, The manuals for the currently
difficile, muscle weakness, muscle wasfing, used glucometer are focated on each
dialysis, and asthma. medication cart. Starfing 9/21/13,
Administrative Nurses will complete
. There was a physician order dated 12/28/12 for competencies on licensed nurses for glucose
" Zofzan 4 mitligrams {mg) orally, as needed every readings weekly for one month, then monthly
4-6 hours for nausea or vomiting. for two months, The Staff Development
Coordinator will provide education on the
" The January Medication Administration Record ; INTERACT Tool beginning on 9/20/13 and will
(MAR) indicated Resident #188 received 17 continue weekly until sl licensed nurses can
doses of Zofran for nausea, demonstrate understanding through
competency testing. Licensed nurses will sign
There was 2 physician order dated 1/2/13 for the education record at the time of compteting
Vicodin 5-500mg orally, as needed every 6 hours the competencies and a copy of the
for pain, competencies will be placed in the individual
employee education file located in the Staff
: The guarterly Minimum Data Set {MDS) Davelopiment Coordinator’s office. Director of
i assessment dated 1/4/13 indicated the resident Murses and/or Assistant Director of Nurses will ;
was cognitively intact, did not reject cars, review the INTERACT Yools weekly for 1
participated in the assessment, needed extensive consistency and accuracy. A monitoring tool
. assistance with activities of daily living (ADLs), ! was developed to audit the consisteney and .
. was on oxygen, and received dialysis.’ " accuracy of the INTERACT Tools and will be :
maintained in the Director of Nurses office. Q/a.!/)a

The social work note dafed 1/4/13 indicated the
: resident had no delirium or behaviors, was tired
+ all the time with occasional lack of interest in

deing things, "is understood and understands.”

| The Medication Administration Record dated
1/15/13 indicated Resident #188 was given

. Vicadin 5-500mg by mouth once for pain. There

- was no documendation indicating tocation of pain

" or if pain medication was effective.

- The nurse's note dated 1/21/13 indicated

i Resident #188 had decreased nausea after her
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. Renvela {phosphorus-binding medication) was
" disconiinued on 118113,

~The nurse's note dated 1/24/13 at 2:00 am
stated, "[Resident] continues fo refuse
[appointment] for [upper gastrointestinal exam).
{Physician] in facllity and in fo assess [resident
regarding] refusal. [Resident] continues to refuse
despite discussion with [physician].”

The physician assessment dated 1/24/13 stated,

" "Patient is being seen for routine monthly
examination. Palients case and care discussed
with nursing staff. Patient is seen and examined.
Patient expresses no concerns or new issues.
Patient is doing welt and no complaints.”
Diagnoses included: "hypertension, diabetes
mellitus without mention of complication, fyps il
not stated as uncontrolled.”

The Medication Administration Record (MAR)

dated 1/30/13 indicated Resident #188 was given

Vicodin 5-500mg by mouth once for pain. There

was no docurmentation indicating location of pain
- or if pain medication was effective.

A review of the February 2013 physician orders
revealed there were no orders for blood glucose
. monitoring, orai or subcutaneous glucose
; medications.

1
A review of the Behavior Monthly Flow Sheet for

i February 2013 revealed the resident exhibited no
| behaviors.

~The nurse's note dated 2/6/13 at 9:30 am

- indicated the resident had a temperature of 100.3
- degrees, was alert and verbal, made her neads

" known, and was up in her wheelchair. Theré were

50 of 57 Certified Nursing Assistants were re-
educated on 9/21/13 on the INTERACT Early
Waraing Fool “Stop and Watch” that asks the
Nursing Assistants to circle the noted resident
thange and discuss with thelr charge license
nurse. Changes listed are Seems different than
usual, Talks or communicates less than usual,
Overall needs more help than usuat,
Participated in Activities less than usual, Ate
fess than usual, Drank fess than usual, Weight
change, Agitated or nervous more than usual,
Tired, weak, confused of drowsy, Change in
<kin color or condition and Help with walking,

transfersing, toileting more than usual. Any
Certified Nursing Assistants who are
unavatlable for re-education will not be
allowed to work until the education is
completed. Starting 9/21/13, Competency for
the use of the Early Warning Tool will be
completed on 15 Certified Nursing Assistants

. across the three shifts weekly for one month,
Certified Nursing Assistants will sign the
education record at the time of completing
competencies and a copy of the competencies
will be placed in the Individual employee
education fite iocated in the Staff Development
Coordinator’s office.

Yaalsz
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no physician orders for a fever reducer, no
nurse's notes of interventions for the resident's
elevated temperature, or reassessment of

" Resident #188's temperature on 2/6/13.

The nurse's nole dated 2/6/13 at 10:30 am
indicated the resident was fransporied to dialysis

- with no complaints.

The February MAR indicated Resident #188
received Zofran 4mg orally for nausea on 2/6/13
at 5:00 pm.

The Change of Cendition Documentation form,
completed by Nurse #1 and dated 2/7/13, stated,
"At 2:30 am {Nurse Aide #1} reported resident
non-verbal and fluttering eye lids. Nurse noted

- resident lethargic, both eves reddened [with}

yellowish green matter. Cheeks flushed [and)
warm. Temp 100.8. Pericdically thrashing both
arms during examination [and] moaning fwith}

- sound similar to a cat’ s meow. Nasal cannuia

out of nostrils fand oxygen saturation) 84%.
Reapplied [oxygen at] 4 L [with oxygen safuration
increased to] 98%. Bipap replaced. Cleansed

. eyes, removing maiter. Gave Vicodin 5-500mg
forally]. Crushed [due 10} decreased [level of

! consciousness]. Checked blood sugar dus to

- quality of moaning [with] reading Hi. Decreased

stimulus. Resident said 2-3 words but still not
clear headed. At 3:45 am {temperature} 98.1.
[No] nausea or vomiting. Continue o moan [and)
throw zrm slowly at times." Vitals signs were
documented at 2:30 am as: blood pressure
100/60, pulse 58, temperature 100.8, respirations

20, and blood sugar "HI",

The Medication Administration Record (MAR)
dated 2/7/13 indicated at 2:30 am Resident #188

i
i

4. Administrative Nursing will review 24-hour
report and conduct resident rounds to assess

the residents for change daily for 30-days, then

weekly for 60-days. The facility designed a
monitoring tool to be used which will include
, appearance of resident, facial expression,
speech, odors, breathing, aleriness, comfort
level, extremities/skin color,
posture/positioning, gait, medical equipment
and safety. This monitoring tool will be used on
routine rounds, episodic events and new
admissions with any noted change the resident
' is to be assessed more thoroughly to include
hut not fimited to vital signs, lung sounds and
howel sounds. The Director of Nurses will
present to the Performance Improvement
Committee the results of the monitoring of
medical records for notification, results of
license nurses competencles for notification of
physicians, assessing change of condition of
residents and troubleshooting glucometer for
80-days.

' Cj‘joh 13
!Ov\qm‘n,

i
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was given Vicodin 5-500mqg by mouth once for
generalized pain. The as-needed Pain

- Management Flow Sheet indicated the resident
was cognifively impaired and in mild pain at 2:30
am and cognitively impaired and in no pain at

. 6:30 am.

Buring a telephone interview with Nurse Alde #1

on 9/20/13 at 10:15 am, when asked about

. Resident #188's usual mental status and how she
was different an 2/7/13, she stated, "That night
she seemed like she was in 2 lof of pain. She
complained a lot about pain that night and was
screaming so loud she was waking up other
residents. | reported it io the nurse (Nusse #1).
{The resident] was not acting like herself that
night.”

During a telephoene interview with Nurse #1 on
- 94189713 at 12:00 prn, she stated, "l think
. |Resident #188's} behavior led me to check her
blood sugar. She wasn't really talking. This was
. different for her. She usually spoke in full
: sentences and was easy to undersiand. | iook
her blood sugar as & vital sign. 'HI' would mean it
was over 500. She was not diagnosed with
dizbetes so i just checked because she was
acting like other diabetics with high sugar. 1 did
not check her sugar with another machine, |
cannot remember if | ran controfs on the
machine. She started acting normal about an
hour later and maintaining eye contact so | faxed
the doctor the change in condition form. | did not
- call because she started acting better. | did not
" get an order for insulin or give any insulin or other
: medication related to her high blood sugar. If her
" behavior had not improved, 1 would have called
the doclor. | can't remember writing a note about

her condition improving. | did not recheck her

{F 300}
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blood sugar because she did not have an order
for [blood glucose monitoring] or a diabetes
_diagnosis.”

Cther than the Change of Conditien
Documentation, there were no other nurse's
notes written an Resident #188 from 2/6/13 at
10:230 am o 277113 at 9:45 am,

Nurse #2's note dated 2/7/13 at 9:45 am stated,
"Temperature] 98.6, {puise] 60, {respirations] 18,
hlood pressure] 90/52, [oxygen saturation) 84%.
Resident unresponsive. Opens eyes then roll
back in head. Moans with movement of any kind
by staff. Unable to verbalize anything. [Blood
glucose levell 57 on facility accucheck machine.

Buring an inferview on 9/18/13 at 12:05 pm,
Nurse #2 stated, "Her blood sugar was low that
morning that she was sent to the [emergency
room]. [ had gotten report from [Nurse #1} that
she was acting different and her blood sugars
were elevated. [Nurse #1] said she filled outa
Change In Condition form. When you fill ouf the

. form, you aufomatically notify the physician. The
resident had behaviors that morning. She was
usually very alert and oriented and would answer

| questions appropriately. She fook her medicine

. for me that morning but didn't eat breakfast.

' When 1 talked to her after breakfast, she was not
falking to me as much as before breakfast so |
checked her blood sugar. She wouldn't respond

I'when | said her name, | know [Nurse #1] didn't

| give any insulin because we would have fo have

Ian order for that. | don't recall {Nurse #1] saying
anything other than she had filled out the change
in condition form."

Refused breakfast ihis a.m. Hands cold io touch.”

;
1
|
i
.
l
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A Physician order daied 2/7/13 at 10:14 am
stated, "Send to [emergency depariment} for
[evaluation} unconsciousness.”

The nurse's note dated 2/7/13 at 10:15 am
stated, "Nurse notified supervisor at 9:45 am that
resident was non responsive. Assessed [patient]
- decreased flevel of consciousness] noted.
Pupils equal, reactive to light, sluggish.”

Nurse #2's note dated 2/7/13 af 10:30 am
indicated Emergency Medical Services (EMS)
was af the facility {o transport the resident to the
hospital and the Nurse Practitioner was nofified.

The Emergency Medical Service (EMS) fransport
report dated 2/7/13 stated, "Per nursing staff at
nursing home, [Resident #188] began
- experiencing decreased {level of conscicusness]
last [night]. She is a dialysis [patiant] and
[non-insulin-dependent diabetic]. She had her
dialysis yesterday then early this fmorning]
(around 2 am) began experiencing decreased
{level of consciousness] with fever. Per nurse her
[blood glucose level] at that ime was over 400.
This fmorning], {resident] is nof responding. Lies
- in bed and yells and moans (no words). Nursing
- staff calls 911." The chief complaint indicated on
the report was "Unresponsive patient. Duration: 9
hours" and the diagnosis was "Altered level of
consciousness, Diabetic symptoms."

A review of the EMS assessment, dated 2/7/13
} indicated:
I At 10:18 am EMS raceived cali

EMS arrived at 10:24 am.
- At 10:25 am, the resident was agitated and
- combative, "eyes open but does not converse.
| {Patient] moans and yelis", decreased level of
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consciousness, pulse 112, biood pressure

-104/80, and had a blood glucose of 34.

! AL 10:35 am, EMS gave an intramuscuiar
injection of Giucagon 1mg.

At 10:40 am, the resident’s biood glucose was
rechecked and was 20, Vascular access was

_started at 10:45 am.

" At 10:48 am, Dexirose 25grams was
administered through {he vascuiar access.

Al 10:50 am, the resident's blood glucose was
rechecked and was 211.

At 11:05 am, there was no change in the
resident's condition. She confinued io not

- respond, yell, and moan.

At 11:25 am, the resident's blood glucose was
rechecked and was 200.

At 11:45 am, the resident was released to the
care of the emergency depariment and there was
"no change in {patient] staius throughout EMS
care."

1
During a telephong interview with the EMS3

- Supervisor, on 9/22/13 at 5:40 pm, he indicated
"Duration" time on an EMS report was "the

i amount of fime the signs and symptorns had

* been cccurring prior to EMS being called.”

. A review of the emergency depariment

. assessment, dated 2/7/13 at 11:51 am indicated

' Resident #188 was anxious, appeared to be in
pain, was agitated, had a biood pressure of

© 82/39, heart 1ale of 120, respiratory rate of 26,

temperature of 99, oxygen saturation of 96% on 2

*liters of oxygen, had a soft, nontender abdomen,
cool skin, was "confused, combative and

| disoriented to person, place and time.", had

l incoherent responses, and inappropriate speech.

. A review of the hospital discharge summary,

|
|
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dated 2/12/13, indicated Resideni #188 was

“admitted on 2/7/13 and passed away on 2/11/13
from cardiopulmonary asrest secondary to septic

- shock. The discharge summary stated, "In {the
emergency departiment] [patient] was found to be
agitated, yelling nonsensically, and had multiple
loose sivols. She was subsequently intubated
and admitted to the medical {intensive care unit].
She was parfiaily resuscitated, requiring
vasopressor support (medication to maintain her
blood pressure), and a surgical consultation was
obtained. Due to evidence of peritonitis

" (inflammation of the lining of the abdomen), an
exploratory laparotomy (incision {o examine the
inside of the abdominal cavity) was performed,

~which demonstrated bowel perforation. Bowel
resection was performed and the patient was

- transferred to the surgical iniensive care unit.

- Aggressive atiempis at resuscitation and

. stabilization were unsuccessful. Abdominal
compartment syndrome {elevated

lintra-abdominal pressure) was recognized and a

" bedside laparotomy (incision into the abdominal
cavity) was performed with relief of

. intra-abdominal pressure. Howaver, the patient
was not able to recover, and she expired.”

During an inlerview on 9/18/13 at 12:30 pm, the
' Director of Nursing stated,"Intermittant [blood
. glucose monitoring} would be documented in the
' nurse's netes because it would not be on the
- MAR. H the reading said ‘HI', | would expect the
i blood sugar to be rechecked. If it remained HY',
would expect the physician to be contacted,
depending on the resident's condition and level of
_ consciousness or a change for that particular
 resident. When | came in the nurse told me
about her change in mental status and that the
Nurse Practitioner was called and EMS was

{F 308}
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|
|
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called.” The DON indicated that had she known
of ihe resident's condition, including changs in
behavior and elevated blood sugar, at 2:30 am
she would have called EMS. She further
indicated the change in behavior and tow blocd
sugar that resulted in fransport to the hospital on

C 21713 at 10:30 am would have been the same
reason to transport the resident on 2/7/93 2t 2:30
am when she had a2 documented change in
behavior and high blocd sugar.

During an interview with the Assistant Direcior of

. Nursing (ADON) on 9/19/13 &1 11:39 am, she
stated, "I there was an elevated blood sugar,
there would be a doctor's note stating 1o give
insulin. if someeons was in distress and a blood
sugar was checked, it would be documented in
ihe nurse's notes. | see a blocd sugar of 57 on
2/7113. | do not see any documantation of an

- elevated blood sugar.” “The night nurse would

. have faxed the change in condition {o the

. physician. We don't keep the face sheets as part
of the record so there is no way {o know what
time the physician was nofified by fax. There is

- an on-call so | would expeact the physician would
have been called, not just a fax sent, since it was
2:30 in the morning when the change occurred.”

Puring a telephone interview with the Nurse

~ Practitioner on 9/19/13 at 3:39 pm, she indicated

; when she is in the office, and not in the facility,

' she may not immediately receive an incoming fax
and furiher siated, "f there is a change in a
resident af night they should call the on-call
provider. There is always someone on call. That

: 15 e expectation especially if the resident is

. acting differently. Even if they can' confact a

" provider, they should go ahead and call EMS with

a high blood sugar and the resident being

’t
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symptomaiic. The expectation is the same if the
blocd sugar is low and they are symptomatic,
They should call the physician and call EMS.
They should not wait on a response from a fax
that may not even get seen right away. |
remember that day 1 was cafled and told she was
sentout and  did not receive the faxed change in
condition until after she had already left the

. facility.”

During a telephone interview with the Physician
on 9/19/13 at 3.51 pm, he siated, "lfthere is a
change in a resident's condition, the facility
should immediately contact EMS and contact the
on-call physician. My group policy is a 10-15
minute call back. They should never wait. f the
nuse is filling out a change in condition form,
they should be calling the physician. They have

. my primary contact, secondary contact, and even

my cell phone. 1 can always be contacted.” The
physician indicated, regarding Resident #188, the
nurse should have called the physician at 2;30

~am when the change in condition was recognized.

During an interview with the Administrator on
8/20/13 at 1:25 pm, he stated, "] would expect in
a change of condition for the nurse to foliow
protocol and procedure and follow her nursing

judgment and then contact the physician and or
. family."

i
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x4y 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION [
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE 3 DATE
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K 000 | INITIAL COMMENTS K 000 Preparation andfor execution of this Plan of Correction ".
does not constitute admission or agreement of the
L provider of the truth of the facts alleged or conclusions ;
This Life Safety Code(LSC) survey was . set forth in the statement of deficiencles. The Plan of ;
conducted as per The CZOde of Federal _Re_ngte{ Correction Is prepared and/or executed solely because
al 42CFR 483.70(a); using the 2000,EX'5tmg it is required by tha provisions of federal and state law,
Health Care section of the LSC and its referenced
publications. This building is Type I (111} o i
canstruction, one story, with a complele o o
automatic sprinkler systam, i.‘ .
The deficiencies determined during the survey : NOY 12 7013
are as follows:
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K025 ;
SSE y |
Smoke barriers are constructed to provide at ‘ 1. The hole and penetration, above the corvidor doors
feast a one half hour fire resistance rating in and slong the wall above the celling tile, was sealed
accordance with 8.3. Smoke barriers may by the Maintenance staff In order to maintain the
terminate at an atrium wall, Windows are requlred fire resistance rating of the smoke barrier.
protected by fire-rated glazing or by wired glass Complated 10/28/13 { 0/13‘/ 13
panels and steel frames. A minimum of two
separate compariments are provided on sach 2. The facifity’s Maintenance staff conducted a visual
floor. Dampers are not required in duct inspection of all the facility's smoke walls for holes
penetrations of smoke barriers in fully ducted and penetrations. Holes and penetrations were
heating, ventilating, and air conditioning systems, sealed if discovered. Completed 11/30/13 7] / 30 /)3
19.3.7.3, 18.3.7.5, 19.1.6.3, 18.1.64
3. The facility’s Malntenance staff will conduct monthly
visual inspactions of the facility's spaoke walls for
holes and penetrations, for three months and then
ongoing quarterly visual inspections. Completed
This STANDARD is not met as evidenced by: 11/30/13 and Ongoing i /S‘ 3/?3
Based on observation on Tuesday 10/22/13 at
approximately 8:30 AM onward the following 4. The Matntenance Director wili present 2 report of
deficiencies were noled: the results of the facility visual smoke wall
1) The smoke wall located on 400 hall at the Inspactions to the facility’s Parformance
nurse station has holes and penetration above Jmprovement Committee monthly for three months
the corridor doors and along the wall above the and then quarterly on an ongelng basis. The i
ceiling tile in the dinning room on the 400 hall the performance Improvement Cammittee wil make
were not sealed in order to maintain the required , recommendations 2s appropriate. Completed
fire resistance rating of the smoke barrier. l 11/7/13 and Ongoing 71 /7/]3
L ABORATORY DIRECTOR'S OR $PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Qadlorur Lot Admaslcala B /813

Any Jeﬁciér(cy statément"ending fin an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it isﬁetefmlned ihat
other safeguards provide sufficiert protection Lo the patients. (See Instructions.) Excepl for nursing homes, the findings staled abeve are disclosable G0 days
following the dale of survey whether or nol a plan of correclion Is provided. For nursing homes, the above findings and plans of corraclion are disclosable 14
days following the date hese documenis are made available to the facility. If deficiencles are cited, an approved pfan of correction is requisite fo continued
progeam participation.
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I 1
. !
K 025 | Continued From page 1 K 0251 l
f |
i !
42 CFR 483.70(a} i ; i
K 029 ] NFPA 101 LIFE SAFETY CODE STANDARD K 029 o . .
5G-F 1. The facility's Maintenance staff removed the barriers
" | One hour fire rated construction (with % hour preventing the Ceatral Supply foom from closing on
fire-rated doors) or an approved automatic fire 10/22/13. The corsidor door to the kitchenwas
extinguishing system in accordance with 8.4.1 repaired so that it will latch and seat on 10/22/13. A
andfor 19.3.5.4 protects hazardous areas. When replacernent door between the kitchen and dining
the approved automatic fire extinguishing system room had been ordered on 10/24/13 and wili be
option is used the areas are separated from installed upon its arrival. The corridor doarto the
other spaces by smoke resisting partitions and Laundry Room was repalred so that it will Tatch and
doors. Doors are self-closing and non-rated or seal on 10/22/13. Completed 11/30/13 H/ 30}13
field-applied protective plates that do not exceed .
48 inches from the bottom of the door are 2. The Maintenance staff Inspected all facility doors on;
permitted 19.3.2.1 10/23/13 to ensure that they will fatch and seal as i -
‘ required. Completed 10/23/13 ! fo/g.a{? 3
3, The facility’s Malntenance staff will conduct weekly i
inspections of all facility doors, o ensure that they
This STANDARD is not met as evidenced by latch and seal, for one month and then monthly
Based on observation on Tuesday 10/22/13 at ongoing. !
approximately 8:30 AM onward the followin "
dgi’}idencies \zere noted: fo ¢ The facllity’s Staff Development Coerdinator and
1) The corridor door to .the central supply room Malntenance Director/Safety Coordlnator provided
was wedged open preventing the door from facillty staff education on fire safety and the
closing. The central supply room corridor door Importance of doors. Completed 13/22/13 i ! '11]?3
did not close latch and seal, . X .
2) The cotridor door to the kitchen din not close 4, The Maintenance Director will present 3 repart of
latch and seal the results of the facility door Inspections to the
3)  The door belween the kitchen and dinning facility's Performance Improvement Commitiee
room did not latch and was not in gocod repair monthly for three months and then quarteriy on an
gl)ozzeiaigt{}rff? é igca)lf- to the faundry room did not ongoing basls, The Performance Improvement
) Committee will make recommendations as
42 CFR 482.41(a) appropriate. Completed 11/7/33 and Ongolng i I!f?/lj
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
88=D
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: "1,  The facility had 2 sprinkler head installed sbove the'
K 056 | Continued From page 2 K 056] dryers In the Jaundry room. Completed 11/04/13. M /@"’/%3
if there is an automatic sprinkler system, it is * .
installed in accordance with NFPA 13, Standard l The faclfity Malntenance staff inspected the sprinkler
for the Instailation of Sprinkler Systems‘ I : heads In the kitchen and faundry reom to ensure
provide complete coverage for all portions of the that they were clean and In good repaic. Aty _
building. The system is properly maintained in sprinkler heads discovered to be in need of repair il
accordance with NFPA 25, Standard for the il be replaced. Completed 11/30/13 fxofis
[nspection, Testing, and Maintenance of o .
Waler-Based Fire Protection Systems. H is fully The facility Maintenance staff checked the sprinkler
supervised. There is a reliable adequate water heads in the bedroom closets for 18 Inch clearance
supply for the system. Required sprinkler around the head, Completed 11/30/13 / f/ “ﬂ/ ¥
systems are equipped with water flow and tamper
Sr'vitches Whicc; aﬁ'g electrically connected to thpe 2. The facility Malnterance staff inspected alf facitity
bullding f'ire alarm system 19.3.5 sprinkler heads to ensure that they were clean and
’ o in good repair. Any sprinkler heads discovered to be
R in need of repair witl be replaced. Completed J
11/30/13 / ’/i'@ /’3
i"his STANDARD is not met as evidenced by: 3. The facility's Malntenance staff will inspect all facility
Based on observation on Tuesday 1022113 ét sprinkler heads to ensure that they are ¢leanand ln
approximately 8:30 AM onward the following good repair menthly and for 18 inch clearance for
deficiencies were noted: : three months and then quarterly ongoing.
1) A sprinkler head will need to be added above Completed 11/30/13 and Ongoing (;/36 3
fhe dryers in the laundry room, . "
2) The sprinkler heads in the Kitchen and 4,  The Maintenance Director will present a report of
Laundry room were not clean and in good repair the results of the facility sprinkler head inspections
3) Throughout the facifity in the sprinkler heads to the facllity's Pehrf";ma::e 1mp!°v: mer: h
in the bedroom closets did not have the 18 inch Comealttee monthly for three mont sr:" then
clearance around the head to allow for proper quarterly on an ongoing basis. The Perfarmance
coverage. Improvenent Committee will make
recommendations as appropriate. Completed
42 CFR 482.41(a) 13/7/2013 and Ongolng bR / 7 /13
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
S$S=F y )
Electrical wiring and equipment is in accordance
with NFPA 70, National Eilectrical Code. 9.1.2
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This STANDARD is not met as evidenced by.
Based on observation on Tuesday 10/22/13 at
approximately 8:30 AM onward the following
deficiencies were noled:

1) Throughout the facility surge protector/mulii
outlet power strips were found to be in use in
f_esident rooms andfor patient care areas for
lights, large TVs and other equipment.

42 CRT 483.70(2)

K 147

2. ‘the facliity's Malntenance staff will checkthe

and Ongoing

and then quarterly on an ongoing basis. The

recommendatlons as appropriate. Completed
11/7/13 and Ongolng

1. Using the Life Safely surveyor's recommendations as
2 gulde, the facility Malntenance staff checked eath
facliity surge protector/multi outiet power strip 10
ensure that fights, large TVs and other equipment
were not attached for use. Completed 11/30/13

faciiity’s surge protectors/multl outtet power strip
for recommended tife Safety usage weekly for four
weeks and monthly ongoing. Completed 11/23/13

3. The Maintenance Director will presenta report of
the results of the facility surge protector/muiti outlet
power strip inspections to the facility’s Performance
lmprovement Committee monthly for three months

performance Improvement Committee will make
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x4y 1D SUMMARY STATEMENT OF DEFIGIENCIES B PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY} |
K 000 | INITIAL COMMENTS K000 Ii
t
This Life Safety Code(L.5C) survey was
conducted as per The Code of Federal Register ;
at 42CFR 483,70(a); using the 2000 Existing i
Health Care section of the LSC and its referenced |
publications. This building is Type 1 (111) .
construction, one siory, with a complete ;
automatic sprinkler systern, l
1
The deficiencies determined during the survey
are as follows:
K 056 NFPA 101 LIFE SAFETY CODE STANDARD K 058 .
88=D 1. The facility Maintenance and Housekeeping
If there is an auiomatic sprinkler system, it is staff replaced the solld shower curtalns in the
installed in accordance with NFPA 13, Standard 500 Hall shower reom with shower curiains
for the Inslallaiion of Sprinkler Systems, {o : with a mesh top and were adeguately
provide complete coverage for all portions of the positioned. Completed 11/15/13 1 ﬁS 13
building. The systern is properly maintained in
accordance with NFPA 25, Standard for the 2, The facility Maintenance and Housekeeplng
Inspection, Testing, and Maintenance of staff checked afl fachlity shower rooms to
Water-Based Fire Protection Systems. H is fully ensure that eath shower curtain had a mesh
supervised, Thereis a reliable, adequale water top and was adequately poshtioned. Completed / / 7
. X Hisft
supply for the system. Required sprinkier 13/15/13
systems are eqifpped with water flow and tamper :
switches, which are elecirically connected to the 3. The faciity Housekeeping staff will check all ,:
building fire alarm system. 19.3.5 ; facility shower curtalns to ensure that they !
! have 3 mesh top and are adequately positioned | ;
waekly for four weeks and monthly ongoing. ! '
Completed 11/15/13 and Ongolng o I 8 / 13
This STANDARD is not met as evidenced by: 4. The Maintenance Director will present a report
Based on observation on Tuesday 10/22/13 at of the results of the facllity shower curtain
approximately 8:30 AM onward the following inspections to the facllity’s Performance
deficiencies were noted: Improvement Committee monthly for three
1) The shower curlain to the shower room on 500 months and then guarterly on an ongoing
hall is a solid curtain installed at ceiling haight. A basls. The Performance Improvement
mesh curtaln top is need in order to allow for Committee will make recommendations as ,
coverage of the shower stalls, appropriate. Completed 11/7/13 and Ongotng ¢ ¢¢ {,7/',3
|

LABORATORY DIRECTOR'S OR%%RESEWATNES SIGNATURE THTLE {X6) DATE
oy AdsinisTEals e

Any deﬁcien%lalemeﬂl endfng with ar{fasterisk {7} denotes a deficlency which the Instilution may be excused from correcting providing itis detbrmined that
other safeguards provide sufficient protection to the patisals. (See Instructions,) Excepl for nursing homes, the findings stated abovs are disclosable 90 days
foliowing the dale of survey whether or not & plan of correction is provided. For nursing homas, the above findings and plans of correction are disclosable 14

days following the date these documenis are made avaltable lo the facility, I deficiencies are ciled, an approved plan of correction is requisite to conlinued
pregram padicipation,
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Generators are inspected weekly and exercised 1. The facllity Maintenance Director arranged for

under load for 30 minutes per month in
accordance with NFPA 9%, 3.44.1.

This STANDARD is not met as evidenced by;
Based on observation on Tuesday 10/22/13 at
approximately 8;30 AM onward the following
deficiencies were noted:
1} The remote annunicator for the generator
located on 500 hall did not show Emergency
Power Supplying (EPS)} load when the
emergency power was transferred from normal lo
amergency power,

42 GFR 483.70(a)

the facility's vendor, Atlantic Power Systems o
check the remote anauaglator for proper
operation. Completed 10/29/13

2, The facillity’s remote annunclator 1s operating
properly, Completed 11/8/13

3. The facitity will continue its monthly checkand
inspection of the remote annunclator as part of
the facility monthly fire afarm system and
emergency generators checks, Completed
11/30/13 and Ongolng

4. The Malntenance Director will present areport
of the results of the facility remote annunclator
Inspections to the faciilty’s Performance
Improverneat Committee monthly for three
months and then quarterly on an ongoing
basls, The Performance Improvement
committee will make recommendations as
appropriate, Completed 11/7/13 and Ongoing
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