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F 000 | INITIAL COMMENTS | F 000

‘ emergency preparedness survey was conducted

at this facility from November 27, 2018 through

December 6, 2018. The deficiencies contained in |

this report are based on observations, interviews, |

review of clinical records and other |

' documentation as indicated. The facility census
the first day of the survey was 98. The survey | .
sample size was 54. |

|
An unannounced annual and complaint and ‘
|

Abbreviations / definitions used in this report are

| as follows:

1:1 Supervision - one staff person assigned direct
supervision of a resident;

Abate - lessen, reduce, or remove;

ADON - Assistant Director of Nursing;

Advance Directive - a written statement of a
person's wishes regarding medical treatment,

often including a living will, made to ensure those

wishes are carried out should the person be
unable to communicate them to a doctor;

Altercation - a noisy argument or disagreement,

especially in public;

Alzheimer's disease - degenerative disorder that

attacks the brain's nerve cells resulting in loss of
memory, thinking and language;

Ambulate - walk, move around:; |

Ammonia level - a blood test that lets your doctor

measure how much ammonia is in your blood.

| Bacteria in your gut and in your cells create
ammonia when your body breaks down protein.
Ammonia is a waste product that leaves your
body in your urine. In certain health conditions,
like liver failure, your body cant get rid of of the
waste product and ammonia builds up. This can

| cause a number of problems, like confusion, | |

i extreme tiredness, and in some cases, comaor | | ‘

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/24/2018

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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| even death: ‘

' Anemia - a condition that develops when your
blood lacks enough healthy red blood cells or
hemoglobin (Hgb). Hemoglobin is a main part of
red blood cells and binds oxygen. If you have too

| few or abnormal red blood cells, or your

| hemoglobin is abnormal or low, the cells in your
body will not get enough oxygen,;

| Anticoagulant - medication that work to prevent
the coagulation (clotting) of blood;

Anxiety Disorder - general term for several
| disorders that cause nervousness, fear, |
| apprehension and worrying;

Ativan - medication used to treat anxiety;

Atrial Fibrillation - irregular and often rapid heart

' rate that commonly causes poor blood flow to the
body OR irregular heart rhythm; |
B12 - Vitamin B12 is essential in the development |

of healthy blood cells, nerve cells, and proteins in |

|
|
|

the body;
‘ Bipolar Disorder - mood disorder,;
Blood Transfusion - the process of receiving
blood or blood products into one's circulation
intravenously;
BMP - set of eight tests that measure blood sugar |
and calcium levels, kidney function, and chemical
' and fluid balance;
| BUN- blood urea nitrogen;
| Cardiology - a branch of medicine dealing with
| disorders of the heart as well as parts of the
circulatory system;
CBC - complete blood count is a test that
evaluates the cells that circulate in blood. Blood '
' consists of three types of cells suspended in fluid '
called plasma: white blood cells, red blood cells, : ‘
|
|

and platelets;

CNA - Certified Nurse's Aide;
| Code Status - refers to the level of medical ‘
| interventions a patient wishes to have started if | |
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their heart or breathing stops;
| Cognition/cognitive - mental process; thinking;
Colonoscopy - an exam used to detect changes
or abnormalities in the large intestine (colon) and
rectum;
| Contingency - a provision for an unforeseen
| event or circumstance;
| Corporal punishment - physical punishment
intended to cause physical pain on a person;
Covered Individuals - anyone who is an owner,
operator, employee, manager, agent or contractor
of the facility,
CPR - Cardiopulmonary resuscitation, an
| emergency procedure that is done when
someone's breathing or heartbeat has stopped in
hopes of providing time for first responders to
arrive;
' Delusions - a belief held with strong conviction |
| despite evidence to the contrary;
| Dehydration - a condition in which the body has i
| less than normal fluid;
| Diuretics - medicines that help reduce the amount
of water/excess fluid in the body;
DON - Director of Nursing;
Dorsal aspect - surface of a body viewed from the |
' back;
| DNR - A do-not-resuscitate order, or DNR order,
| is a medical order written by a doctor. It instructs
| health care providers not to do cardiopulmonary
resuscitation (CPR) if a patient's breathing stops
or if the patient's heart stops beating;
ED - Emergency Department;
|EGD Esophagogastroduodenoscopy/an

endoscopic examination of the esophagus,
stomach and duodenum (the uppermost part of
the small intestine) for hiatal hernias, uicers,
bleeding sources, tumors or other problems;
Empathetic - showing an ability to understand and
share the feelings of another,;

F 000|
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EMR - Electronic Medical Record: |

Enulose/lactulose - used by mouth or rectally to
treat or prevent complications of liver disease ( !
hepatic encephalopathy). It does not cure the |
| problem, but may help to improve mental status.
| Lactulose is a colonic acidifier that works by
| decreasing the amount of ammonia in the blood. |
The goal is to have 2-3 soft stools each day.
| Dosage is based on your medical condition and |
| response to therapy (i.e., the number of soft |
stools each day); . | |
ER - emergency room; | |
Exploitation - the action or fact of treating |
someone unfairly in order to benefit; ‘ ‘
| Flank - area between the ribs and the hip; ‘ |
Folic acid - one of the B vitamins used to treat : ‘
anemia; |
Forensic Team - trained medical specialists using | ‘
technology or science to collect evidence and '
prove something legally; ‘
Full Code - Full Code - is a designation that
means to intercede if a patient's heart stops | |
| beating or if the patient stops breathing; - |
Gastritis - an inflammation, irritation, or erosion of | |
the lining of the stomach; ; ‘
| Gl - gastrointestinal, ' |
Groin - an area of your hip between your stomach |
and thigh. It is located where your abdomen ends |
| and your legs begin; . ‘
‘ Guaiac - stool guaiac test looks for hidden (occult
) blood in a stool sample. It can find blood even if
| you cannot see it yourself, when positive confirms
' there is blood in the stooal;
| Hematochezia - also called rectal bleeding, refers
to the passing of blood from the anus mixed with
stools or sometimes blood clots;
Hematocrit (HCT)- ratio of red blood cells to the
total volume of blood; blood test that determines
 the percentage of red blood cells in the blood;
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|
|

Hemoglobin (Hgb) - protein in red blood cells that ‘
| carries oxygen from the lung's to the body's ‘
| tissues;

Hepatic failure - liver failure/a life-threatening ' ‘

condition that demands urgent medical care. ‘
| Most often, liver failure occurs gradually and over ‘

many years,

Hgb - hemoglobin/the protein molecule in red !

blood cells that carries oxygen from the lungs to ‘

the body's tissues and returns carbon dioxide |
from the tissues back to the lungs;

H&H - shorthand for hemoglobin and hematocrit, ‘
| two very common and important blood tests; |
| IDT - Interdisciplinary Team/professional from ‘ |

|
|

|
|
|
| different fields and departments who work
| together with the resident to develop and | | ‘
implement an individualized plan of care; i
Immediate Jeopardy (1J) - situation in which the | '
provider's noncompliance with one or more ‘
requirements of participation has caused, or is :
| likely to cause, serious injury, harm, impairment i
or death to a resident;
Iron deficiency anemia - may be caused by blood
| loss from the Gl tract; symptoms of iron-
| deficiency anemia are related to decreased
oxygen delivery to the entire body and may
include: unexplained fatigue or lack of energy; |
shortness of breath or chest pain, especially with |
activity; unexplained generalized weakness; or |
rapid heartbeat;
fron study - a set of blood tests to measure and |
i estimate the amount of elemental iron carried in
| the blood and stored in the body tissues. Ironis |
an essential component of hemoglobin, and iron ‘ .
o
| |
|
|

deficiency is a common cause of anemia (low
blood count);
Lab Form - document where ordered lab work
was listed by the facility and where the lab

| technician signs off when the blood is drawn;
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Labile - liable to change; easily altered;
Lethargic - abnormal drowsiness; |
MAR - Medication Administration Record;
Metabolic encephalopathy - an alteration of brain
function or consciousness due to failure of other
internal organs;
MD - medical doctor;
| MDS - Minimum Data Set/standardized !
| assessment tool used in Long Term Care; | |
| Mechanical Ventilation - method to mechanically | ‘ |

|

|

|

|

| assist or replace spontaneous breathing;

| Mg - milligrams- unit of weight; |
Misappropriation - the intentional, illegal use of |
the property or funds of another person for one's
own use or other unauthorized purpose;

| mls - milliiter:

| NHA - Nursing Home Administrator; |

‘ Nitroglycerin - medication given under the tongue |
used to treat or prevent attacks of chest pain; '

| NP - Nurse Practitioner, |

OLTCRP - Office of Long Term Care Resident '

Protection;

Packed red blood cells (PRBC) -are red blood

cells that have been separated for blood i

transfusion. They are typically used in anemia ,

that is either causing symptoms or when the :

hemoglobin is less than usually 70-80 g/L (7-8 g/ :

dL); .

| Peri area - area between the thighs, the external ‘

|
|

genitals and anus;
POA - Power of Attorney/someone appointed to
make decisions on your behalf;

' PRN- as needed; ‘ , ‘
Prone - the body when lying face down;
Pseudobulbar Affect (PBA) - a condition that is
characterized by episodes of sudden
uncontrollable and inappropriate laughing or '
crying. Typically occurs in people with certain
neurological conditions or injuries, which might
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affect the way the brain controls emotion;

Psychiatrist - a physician who specializes in the

diagnosis and treatment of mental disorders;

Psychologist - someone who studies the mind

and behavior,

| Psychotropic (medication)- any medication

capable of affecting the mind, emotions and

behavior;

QA - Quality Assurance;

| Resuscitate - revive (someone) from
unconsciousness or apparent death;

RN - Registered Nurse;

SW - Social Worker:; .
| TAR - Treatment Administration Record; |
| Topically - relating or applied directly to a part of
' the body;

Transdermal - refers to medications applied

directly to the skin or in time-release patches;
| Trazadone - a medication used to treat
| depression;

Unsubstantiated - not supported or proven by
evidence,
X - times;
Xanax - medication used to treat anxiety and
panic attacks;
Xarelto - anticoagulant/blood thinner; keeps bIood I
from forming clots; |
24 Hour Chart Check - a check to ensure that all |
| orders have been accurately transcribed, entered
and executed from the preceding 24 hours;
& -and.
F 558 Reasonable Accommodations Needs/
SS=D ' Preferences
CFR(s): 483.10(e)(3)

§483.10(e)(3) The right to reside and receive
services in the facility with reasonable
accommodation of resident needs and

F 000

1/24/19
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preferences except when to do so would
endanger the health or safety of the resident or
other residents.

This REQUIREMENT is not met as evidenced by

Based on observation and interview, it was | 1. R9 was not negatively impacted by
| determined that the facility failed to provide this deficient practice.

reasonable accommodation of an individual 2. All residents have the potential to be

needs for one (R9) out of 54 sampled residents, impacted by this deficient practice. Future

by not having the call bell within reach. Findings residents will be protected from this
include: deficient practice by taking the corrective
actions outlined below in #3.

Observation on 11/27/18 at 3:28 PM, revealed R9 | | 8. The root cause of this deficient
| seated in a wheelchair in her room near her bed. | practice was determined to be that when

R9's call bell was observed clipped on the | the resident was placed in her wheelchair, |

opposite side of her bed up against the wall | the call bell was not maintained within
| where she was unable to reach it. E5 (LPN) was | | reach. The Staff Educator/ designee will

called into R9's room and confirmed that the | educate staff on placement of call bells.

resident was capable of using the call bell when 4. The Unit Managers/ designee will

requiring assistance. E5 confirmed that the call randomly audit placement of 10 resident

bell was out of reach and proceeded to place it I call bells to evaluate if call bells were

within R9's reach. accessible to the residents. The audits will
! be performed daily or until 100%

Findings were reviewed with E2 (DON) on 12/5/ ' compliance is achieved for 3 consecutive
|18 at 1:50 PM. , days. Random audits will continue once |
| - weekly or until 100% compliance is

On 12/6/18 at approximately 7:45 PM, findings achieved for 3 consecutive weeks. Audits
were reviewed with E1 (NHA), E2, E3 (ADON}), will continue monthly until 100%
and E14 (QA) during the exit conference. | compliance is achieved for 1 month. Once

100% compliance is met, the deficient |

practice will be considered resolved. All |
| | audits will be reviewed by the Quality I
Assurance Committee.

F 600 | Free from Abuse and Neglect ‘ F 600 1/24/19

ss=G | CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and |
. Exploitation ‘
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The resident has the right to be free from abuse,

| neglect, misappropriation of resident property,

| and exploitation as defined in this subpart. This
includes but is not limited to freedom from

| corporal punishment, involuntary seclusion and |
any physical or chemical restraint not required to |
treat the resident's medical symptoms. |

| §483.12(a) The facility must-

| §483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or |
involuntary seclusion;
Th|s REQUIREMENT is not met as evidenced by

Based on record review, observations, and
review of other facility documentation as
indicated, it was determined that for 2 (R31 and R |

| 52) out of 54 sampled residents, the facility failed
to ensure that residents were free from abuse.
For R31, the facility failed to ensure R31 was free
from potential physical, emotional and verbal

‘ abuse and for R52, the facility failed to ensure R
52 was free from actual physical, emotional and

| verbal abuse from resident to resident
altercations. For R31, another resident in the
same hallway (R15), has wandered into R31's
room during the night which has the potential for
abuse. R52, who resides in the same hall as R31

' and R15, has been emotionally, verbally and

| physically abused by R15 as evidenced by
cursing, yelling, hurtful remarks, hitting, and being
accused of things. As a result of this abuse, R52
has experienced feeling fearful, upset, sad,
anxious, and at times, R52 isolates herself in her
room to avoid R15. This is a harm level deficiency
for R52. Findings include:

|
l Review of the facility policy entitled Abuse, |

related to this deficient practice.

Immediate corrective action will include
discussion with resident to assure that he
is not feeling fearful, upset or anxious at
this time. Resident will be followed by
Licensed Social Worker for one month to |
assure that he is free from feelings of
upset or worry related to other residents
behavior. Late entry note was written by
contract Psychiatric provider documenting
visit with R52 on Nov. 28, 2018.

2. Allresidents have the potential to be
impacted by this deficient practice. Future
residents will be protected from this
deficient practice by taking the corrective
actions outlined below in #3.

3. The root cause of this deficient |
practice revealed the facility failed to |
adequately monitor and supervise the .
wandering behavior of R15 which could |
have negatively impacted R31. R15 is |
currently at an inpatient psychiatric facility |

|
|
|
1. R31 has not sustained any injuries ‘
|

| for evaluation and treatment. Upon return, :

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION (X5)
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\ |
|
F 600 | Continued From page 8 F 600
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Neglect, Mistreatment, Misappropriation, and

| Exploitation, effective April 2017, stated, "...

| Purpose: To ensure that all patients and residents

| will be free from abuse, neglect, mistreatment,

| misappropriation and exploitation of funds and
resources... a. Physical abuse by unnecessarily
inflicting pain or injury to a patient or resident.
This includes but is not limited to, hitting, kicking,
punching, slapping, pulling hair, or corporal

‘ punishment of any kind... ¢. Emotional Abuse

' which includes, but is not limited to, ridiculing,
demeaning, humiliating, or cursing at a patient or
resident , or threatening a patient or resident with
physical harm.... Staff Responsibilities... b. If an

| act of abuse, neglect, mistreatment or property |

| misappropriation is witnessed, the witness must

| act to first remove the source of the act, whether

| it is a staff member or a visitor, and then take |
steps to protect the resident...".

' 1. Review of R52's clinical record revealed the
following:

| R52 was admitted to the facility in 2015.

| A quarterly MDS assessment, dated 10/4/18,

| coded R52 on a scale of 0-15, with 0 being never/
| rarely made decisions and 15 being the highest

‘ level of cognition (decisions consistent/

| reasonable), as a 15.

Review of an incident report for R52, dated 11/25/
18 and timed 3:30 PM, stated, "Resident involved

| in incident with another Resident (R15) in which
she was slapped on right arm... Resident (R15)

‘ noted verbally aggressive/physically aggressive

| towards another Resident (R52)." The incident

! occurred in the lounge near the nurses station.

R15 will be moved to the secured
dementia unit for closer monitoring and a
sleep diary will be initiated. FacilityOs
Resident Council will address ResidentOs
Right to be free from abuse and |
encourage reporting to the appropriate |
staff member. Staff Educator/ designee |
will educate staff on reporting
requirements and signs and symptoms of
potential abuse, reporting requirements
identifying potential abuse and protecting
possible victims. Both R31 and R 52 will
be followed weekly for one month by |
Licensed Social Worker to monitor for |
emotional upset or fear of other residents
behavior. this follow up will continue
beyond one month if the resident ‘
complains of any feelings of fear or
emotional upset.

4. The Director of Nursing/ designee will
complete resident interviews and/or
observational audits to monitor for signs
and symptoms of potential abuse. The
audits will be performed, including R31

| and 52 daily or until 100% compliance is
achieved for 3 consecutive days. Random
audits of 10 residents weekly will continue
once weekly or until 100% compliance is
achieved for 3 consecutive weeks. ,
Included in the audit will be any concerns |
or reported allegations of abuse, neglect
or mistreatment. Units will be rotated to
assure that entire facility is audited. Audits
will continue monthly until 100% |
compliance is achieved for 1 month. Oncei

100% compliance is met, the deficient
practice will be considered resolved. All
audits will be reviewed by the Quality

| Assurance Committee.
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|

: out of her room yelling at (R52). | walked over as |

| she (R15) was hitting (R52) [she (R15) smacked
her (R52) on her arm once]."

| A progress note, dated 11/25/18 and timed 5:05 |
PM, was written for R15 (the resident involved in

| the incident) and it was included in the incident

| report. The progress note, written by a nurse,

stated, "At approx. (approximately) 1530 (3:30

PM), resident (R15) noted standing in lounge

area, agitated while shouting 'you stole my

money' headed towards another resident (R52).

CNA approached (R15) and (sic) a very calm

| therapeutic manner, however resident continued

| to be verbally aggressive [towards other resident]

I'and quickly slapped the resident's left (sic) arm.
Attempts to redirect made, resident (R15)
escorted to her room... remains A&OX1 (alert to
person only, not to place or time); to self, per

| established baseline. Nursing staff to monitor...".

! A progress note, dated 11/25/18 and timed 5:05 i
PM, stated, "At approximately 15630 (3:30 PM) (R |
52) was involved in an incident with another

| resident (R15). Another resident became verbally |

| aggressive towards (R52), and quickly slapped |

‘ her on the right arm. (R52) was removed from
scene immediately, and assessed by Nurse...

| Resident stated, 'l don't know why she did that',
when asked if she knew anything that could have
contributed to the incident...". There was no
obvious injury to R52's arm.

‘ R52 was interviewed by the state surveyor on 11/
| 28/18 at 9:15 AM. R52 expressed that R15, who |
| resides down the hall a few doors from her room

! curses and hits her. When asked how long this |

1. Immediately upon notification from the
survey team, R52 was interviewed and
stated she felt much better and slept like a
baby. She has felt comfortable on the unit.
She attends the dining roomand hasa |
good appetite. Subsequent visits over the
next week confirm there were no signs of
| emotional distress.

| 2. Allresidents have the potential to be

| impacted by this deficient practice. Future
| residents will be protected from this

| deficient practice by taking the corrective
actions outlined below in #3.

3. The root cause of this deficient
practice revealed the facility failed to
adequately monitor and supervise the
wandering behavior of R15 which could
have negatively impacted R52. R15 is
currently at an inpatient psychiatric facility
for evaluation and treatment. Upon return,
R15 will be moved to the secured

| dementia unit for closer monitoring and a |
i sleep diary will be initiated. R52 is seen |
‘ routinely by the psychologist. FacilityDs
|

Resident Council will address ResidentOs
Right to be free from abuse and
| encourage reporting to the appropriate
| staff member. Staff Educator/ designee
I will educate staff on reporting
| requirements and signs and symptoms of
‘ potential abuse.
4. The Director of Nursing/ designee will |
| complete resident interviews and/or i
| observational audits to monitor for signs |
| and symptoms of potential abuse. The
audits will be performed daily or until
| 100% compliance is achieved for 3
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Review of a CNA statement on 11/25/18 and
timed 3:30 PM, stated, "l witnessed (R15) come F600 #2
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has been going on, R52 stated since she (R52)
has been in the facility for 3+ years. R52 stated

| that R15 slapped her in the face previously, but
has not caused her "bodily injury." R52 further

stated that R15 has accused her (R52) of stealing
R15's money and buying clothes. R52 stated that

she was not the only person R15 abuses and

stated when R15 walks down the hall, she'll use

her walker to hit anyone in her way. R52 stated

that if she see's R15 in the hall where they reside,

she'll go into her room, close the door and turn

down the television sound "so she (R15) won't

know I'm there." R52 stated that staff have

observed these behaviors from R15 and advised

her not to hit R15 back, however, she stated, "I'd

really like to hit her back.”" When asked if she's

| talked to staff about her concerns regarding R15,
R52 stated that she talked to E1 (NHA) a few

| days ago and was told that they'd try to remove

' sitting chairs in the hall so if R15 sits, it will be in
the area by the nurses station. E52 became
tearful several times when discussing R15 and

| stated "I don't even look in her (R15's) room

| when | walk by and the CNA's are afraid of her."

| When asked how all this makes her feel, R52

| stated, "l can't take it anymore. | feel terrible, it !
upsets me. Sometimes | feel like pulling my hair
out by it's roots." R52 also stated that she didn't
want to have a "nervous breakdown... | don't want |
to have... one because of her (R15)." R52 denied
any further incidents with R15 throughout the

‘ survey from 11/28/18- 12/6/18. .

| Record review revealed that R52 has received
counseling from a psychologist (E15) on an
ongoing basis since at least December 2017.

! On 11/28/18 at 11:43 AM, R52 was seen by E15.
| R52's mood was described as depressed and

consecutive days. Random audits will
continue once weekly or until 100%
compliance is achieved for 3 consecutive
weeks. Audits will continue monthly until |
100% compliance is achieved for 1 month
. Once 100% compliance is met, the
deficient practice will be considered
resolved. All audits will be reviewed by the
Quality Assurance Committee.
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anxious. The progress notes stated, "... Pt ( |
patient) discussed how she had an altercation
with another resident and how the situation is

| being handled... Psychologist provided supportive

‘ and empathetic listening and feedback to pt(

| patient)...".

| A progress note, dated 11/28/18 and timed 4:32

| PM, was written by E2 (DON). The note stated, |

"... Spoke with resident after interaction on 11/25/ |

18. Resident states she feels much better today |

and that she slept 'like a baby' last night. Resident
states she has felt comfortable on the unit and

continues to sit and converse with peers... AAO x |

| 3 (alert and oriented to person, place and time). |

|

|

|

| Verbally able to make needs known. Continues to
attend the dinning (sic) room for meals with good

| appetite... right arm... no marks or bruises...

| denies pain... Continues to self propel w/c (wheel
chair) on and off unit without difficulty... Continues |

| to participate in activities. "

A progress note, dated 11/28/18 and timed 5:51
PM, written by E2, stated, "Spoke to resident
daughter regarding resident status. Daughter

I pleased to hear resident doing well. Will continue
to monitor."

The 5 day follow up, written by E2 (DON), was
| submitted to the state agency on 11/30/18 for the
| 11/25/18 incident. The follow up stated, "...

Spoke with (R52) on 11/26 and 11/28 following

interaction on 11/25. (R52) remains AAOX 3.

Verbally able to make needs known... Seen by

psychologist with no further interventions

necessary. Resident (R15) with no further
episodes of physical aggression towards other
residents. Has dx (diagnosis) depression,

| pseudobulbar affect (neurological condition
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characterized with uncontrollable laughing and

crying) and dementia. Has known behaviors
| related to physical aggression and receives
counseling. Continues to ambulate (walk) on unit
with RW (rolling walker)... ADON spoke with
resident regarding programing on the dementia
unit and potential benefits. Family in agreement
to trail (sic- trial) unit during day before making a
decision." R52 stated that R15 had not bothered | |
her during the survey period of 11/28/18 through
12/6/18.

On 12/5/18 at 2:35 PM, findings were discussed

| with E2 (DON) and she was advised that this was

i a harm level deficiency.

! The facility failed protect R52 from emotional,

| verbal and physical abuse from R15. R15 has a
history of physical aggression towards staff and
other residents, verbal aggression including

| yelling and cursing at staff and other residents,
and false beliefs/accusations, including that
someone stole her money and other belongings.
R52, who is cognitively intact, stated that R15

| curses at her, says hurtful things to her, and hits
her, even going out of her way to do so, at times. |
R52 was most recently hit by R15 on 11/25/18. !
As a result of R15's behaviors towards R52, R52 |
 stated that she secludes herself in her room l
' when she see's R15 in the hall (both reside in
same hall) by shutting her bedroom door and !
turning down the volume on her tv so R15 won't

| know R52's in her room. R52 also reported that

| she feels sad, upset and afraid due to R15's
abuse. R52 stated that she doesn't want to have
a nervous breakdown because of R15.

|
| 2. Review of R31's clinical record revealed the :
 following: |
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R31 was admitted to the facility in 2014.

|
Review of a quarterly MDS assessment, dated 9/
| 13/18, coded R31 on a scale of 0-15, with 0 being '
| never/rarely made decisions and 15 being the |
highest level of cognition (decisions consistent/ !
reasonable), as a 15. f |
|
|
|

' R31 was interviewed by the state surveyor on 11/ |

1 28/18 at 9:58 AM. R31 stated that R15 wandered |
into his room last night about 2:00 AM and she |
was asking where someone was. R31 further
stated, "l feel like she doesn't belong on this floor, |
but family doesn't want her to go to 3rd floor." R | |

| 31 further stated this was not the first time R15 | : ‘
had done this, but it's the first time "in awhile." R |
31 stated that his roommate likes the door open, | |

| so R15 see's it open and wanders in. '

Findings were reviewed with E2 (DON) on 12/5/

18 at 2:35 PM and advised this has the potential |

for harm. |
|
|

The facility failed to ensure R31 was free from |
‘ potential abuse when R15 wandered into R31's
| room due to lack of adequate monitoring and I
supervision on 11/28/18 at approximately 2:00
AM. R15 has a history of distressed behaviors,
| including verbal and physical abuse of staff and
| other residents. R31 stated that R15 had |
| wandered into his room previously, too.
| .
Findings were reviewed with E1 (NHA), E2 (DON)
, E3 (ADON), and E14 (RN/QA) on 12/6/18 at
approximately 7:45 PM during the exit conference I

|- |
F 678 Cardio-Pulmonary Resuscitation (CPR) F678 1/24/19
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|
§483.24(a)(3) Personnel provide basic life
support, including CPR, to a resident requiring

| such emergency care prior to the arrival of

‘ emergency medical personnel and subject to

| related physician orders and the resident's

| advance directives.
This REQUIREMENT is not met as evidenced by |
Based on record reviews, interviews and review |

of other facility documentation as indicated, the

facility failed to ensure that the residents' code

status (advanced directives) listed on the

individually printed "Resident Face Sheets", kept

in binders in the ground floor reception area and

| the second floor nurses station, matched the
electronic medical record (physician orders and

‘ consent forms). For 6 (R7, R20, R54, R73, R83,
and R96) out of 97 sampled residents, the

Resident Face Sheets were inconsistent with the

electronic medical records (EMR). For 2 residents

(R54 and R96), their electronic medical '

documents failed to match the "Emergency Face !

Sheets" binder located in the ground floor

reception area. For 4 residents (R7, R20, R73,

| and R83), their EMR's failed to match the "2nd
Floor Face Sheets" binder located in the second
floor nurses station. The facility no longer uses

 charts. Furthermore, interviews with multiple staff

! revealed inconsistencies regarding where to find
the backup information on each resident's code

| status in the event of an EMR system failure. The

| facility failed to have a system in place for staff to
obtain the residents' accurate code status in the
event of an EMR system failure which placed
these residents in an immediate jeopardy
situation. The IJ was identified on 11/29/18 at 10:
55 AM and was abated on 11/29/18 at 3:30 PM.
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SS=K | CFR(s): 483.24(a)(3)

’l
|

1. The code status for R7, R20, R54, R |
73, R83, and R96 were corrected at the
time of survey to ensure that consent,
order, and face sheet were accurate.

2. A whole facility audit was completed |
to reconcile code status forms, orders,
and face sheets on all current residents.
No further discrepancies were found. All
residents have the potential to be
impacted by this deficient practice. Future |
residents will be protected from this
deficient practice by taking the corrective
actions outlined below in #3.

3. Root cause analysis of code status
inaccuracies between orders, consent
form and printed face sheet determined
that the facility policy did not include
specific instructions for filing copy of face |
sheet in a manual each time code status

is documented/updated. The facility |
policy on code status was updated. See
attached. The Code Status Consent Form
will be scanned into the Documents |
section of the Electronic Medical Record.
A physicianUs order will be obtained, '
which will automatically update the code ‘
status on the face sheet. A printed copy of
the residents face sheet will be

maintained on each unit. ResidentOs
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Findings include:

The facility's Advance Directives policy (undated)

stated, "Every resident has the right to accept or ‘

| refuse medical care. Advance Directives |
communicate your choices of care in the event ‘
that you become physically or mentally unable to
communicate yourself... specific types of
Advance Directives include: 1. Do Not
Resuscitate (DNR) which means that if a resident |

| is found not breathing or non-responsive,
measures would not be taken to try to start the
heart pumping again. 2. Cardio-Pulmonary
resuscitation (CPR) is the act of applying force to
the chest with the hand, compressing the heart,
and breathing into the resident's mouth, filling the
lungs with air in an attempt to restart the heart

! beating again."

| The facility's Consent Form Code Status policy (

! undated) stated, "At some point... a catastrophic
event may occur (for example, the resident's
heart or breathing may stop). At that point, the
question of whether to begin extraordinary
measures to attempt resuscitation arises (for
example, cardiopulmonary resuscitation (CPR)

| attempts, electric shock potentially leading to

| chest surgery, artificial breathing machines...)
Without written instructions to the contrary, these
invasive procedures must be attempted... some

| residents decide either independently or through

their substitute Decision maker that they do not

wish for resuscitation measures in cases of heart |

or breathing failure. In those cases the doctor will

write a DO NOT RESUSCITATE or 'DNR' order.

Once that order is written, no measures will be |

|

| taken to restart the heart or respirations (no CPR

; or mechanical ventilation...".

code status for residents will be accurate
and congruent in all facility documents.
Facility nursing staff were able to
articulate how to find the code status for
all residents. The Staff Educator/
designee will educate staff on the updated
code status policy, ensuring accuracy and |
congruency in facility documents, and
where to find code status. Code status
binder will be audited once weekly.

4. The Director of Nursing/ designee will
conduct code status audit daily or until
100% compliance is achieved for 3
consecutive days. Random audits will |
continue once weekly or until 100%
compliance is achieved for 3 consecutive |
weeks. Audits will continue monthly until |
100% compliance is achieved for 1 month |
. Once 100% compliance is met, the
deficient practice will be considered |
resolved. All audits will be reviewed by the |
Quality Assurance Committee.

Additionally, the Director of Nursing/
designee will conduct random audits of
nursing staff to evaluate if they know ,
where to find the code status. The audits |
will be performed daily for one month.
Random audits will continue once weekly |
on ten residents on each unit on an ‘
ongoing basis. All audits will be reviewed

| by the Quality Assurance Committee. ‘
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1. Review of R7's clinical record revealed:

| During the initial pool record review, a code status |
form (scanned into the EMR), dated 9/7/17, |
| stated that R7 was a no code or DNR and there
was a current physician order (unsure of date as
the facility updated the order on 11/29/18) for
' DNR in the EMR. The emergency book in the
reception area listed R7's code status as DNR. R
. 7 resided on the 2nd floor.
| In contrast to the code status form, physician
I order and the book in the receptionist office, the 2
| nd floor binder had a Face Sheet for R7,
| generated on 7/29/15, that listed the resident's
code status as a full code (full cardiopulmonary
resuscitation). ‘
|
|

2. Review of R20's clinical record revealed:

| During the initial pool record review, a code status

| form, dated 9/15/16, stated that R20 was a DNR

| and there was a current physician order (unsure
 of date as the facility updated the order on 11/29/ ‘
18) for DNR in the EMR. The emergency book in
the reception area listed R20's code status as

| DNR. R20 resided on the 2nd floor.

| In contrast to the code status form, the physician
order and the book in the receptionist office, the 2
nd floor binder had a Face Sheet for R20,

| generated on 7/29/15, that listed the resident's
code status as a full code.

The remainder of resident's were identified when
code status' were checked for all residents that |
did not have record reviews during the initial pool. |

i 3. Review of R73's clinical record revealed: i
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|

Review of R73's code status form, dated 5/19/17,
stated that R73 was a DNR and there was a
physician order, dated 7/10/18, for DNR in the
EMR. The emergency book in the reception area
listed R73's code status as DNR. R73 resided on
the 2nd floor.

' In contrast to the code status form, the physician

nd floor binder had a Face Sheet for R73,
generated on 7/29/15, that listed the resident's
| code status as a full code.
|

| 4. Review of R83's clinical record revealed:

Review of R83's code status form, dated 3/14/18,
| stated that R83 was a full code and there was a
| current physician order, dated 3/14/18 for full
code in the EMR. The emergency book in the
reception area listed R73's code status as full
code. R83 resided on the 2nd floor.

|
| In contrast to the code status form, the physician

nd floor binder had a Face Sheet for R83,
generated on 1/2/18, that listed the resident's
! code status as a DNR.

5. Review of R54's clinical record revealed:
Review of R54's code status form, dated 10/1/18,
stated that R54 was a no code or DNR. There
was a current physician order in the EMR, dated

R54 resided on the 3rd floor of the facility.

In contrast to the code status form and the
physician's order, the emergency face sheet

order and the book in the receptionist office, the 2

| order and the book in the receptionist office, the 2

| 10/1/18, for DNR and that an RN may pronounce.

F 678
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binder located in the ground floor reception area,
had a face sheet for R54, generated on 9/21/18,
that listed the resident's code status as a full code

|
i
| 6. Review of R96's clinical record revealed:
|

Review of R96's code status form, dated 10/30/
18, stated that R96 was a no code or DNR.
There was a current physician order dated 11/13/
18 for DNR in the EMR. The 2nd floor face sheet
binder listed R96's code status as DNR. R96
resided on the 2nd floor.

In contrast to the code status form and the
physician's order, the emergency face sheet
- binder located in the ground floor reception area,
| had a face sheet for R96, generated on 11/12/18,
| that listed the resident's code status as a full code

‘ 11/28/18 9:16 AM - E2 (DON) was interviewed on
the 2nd floor. E2 stated that resident code status
was in the EMR. When asked how staff would

| obtain a resident's code status if the EMR was

| down, E2 stated staff would call the ground floor

| receptionist office where a book was kept with

| everyone's face sheet and code status. E2 stated |

' there was someone in the reception area 24
hours a day. E2 stated there was not a code
book on the 2nd floor.

11/28/18 9:50 AM - E20 (reception clerk) was
interviewed. E20 stated that someone was at the
reception desk from 8 AM to 8 PM, however, the
office was not locked when there was noone at |
the desk.

11/28/18 11:45 AM - E13 (LPN on 2nd floor) was |

F 678
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interviewed. When E13 was asked how she

would obtain a resident's code status if the EMR
was down, E13 stated that when the receptionist
 was there, she'd call the receptionist (on the
| ground floor) to obtain a resident's code status (
have binder of all resident's face sheets listing |
code status' in the receptionist office). E13 stated |
' on night shift, staff use the "2nd floor Face
Sheets" binder that's kept in the 2nd floor nurses
| station. The emergency book in the reception
area contained face sheets for each resident.
|

| 11/28/18 4:47 PM - E19 (LPN) was interviewed
on the third floor. When asked how she would
obtain a resident's code status if the EMR was ‘
| down, E19 stated she would ask someone who
| was familiar with the resident for the code status.
| E19 stated there was no code status binder on
the third floor.

[ 11/29/18 10:55 AM - Findings were reviewed with
E1 (NHA) and E2 (DON) and they were advised |

‘ that an IJ was identified when 6 current residents ‘
were found to have inconsistent advance
directives related to their code status'. |

11/29/18 3:15 PM - Review of the 2nd floor binder ‘
and the Emergency book at the receptionist office |
verified that the incorrect code status' for the 6
residents were corrected. Additionally, the survey |

| team interviewed 2 nurses from the 3-11 shift for |

| each floor and confirmed they were aware of

| where and how to obtain current code status' for

| residents.

|
11/29/18 3:30 PM - At this time, we also received
an approved plan of correction that included:

| correction of code status' on identified residents
after a whole facility audit of consent forms,
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orders and face sheets, the facility policy on code

| status was updated, all new residents and
residents with code status changes are to be
discussed at High Risk Meetings Monday-
Fridays, in-services are to be done including: use ‘
of Unit Book/Front office book to verify code

| status in event of power outage, on hire, a

| competency verification regarding code status
and contingency plan will include nurses, activity,
admissions, social service and rehabilitation staff,

| and annual training will be updated to include

| review of the policy and process. Additionally,
shift report will include communication related to
new and/or changes in code status and
monitoring will be done on the above measures.
The IJ was abated at this time.

‘ F 678

| The facility failed to maintain consistent
documentation of residents' code status leading
to the possibility that the incorrect code status
could be implemented during an emergency
event resulting in immediate jeopardy to the
residents.

F 684 | Quality of Care

ss=G | CFR(s): 483.25

F 684

|

| § 483.25 Quality of care
Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure

| that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered

| care plan, and the residents' choices. '

| This REQUIREMENT is not met as evidenced by

|
Based on record reviews, interviews, review of

1/24/19

1. The facility cannot retroactively
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facility documentation and hospital records, it was
determined that the facility failed to ensure that |
treatment and services were provided in |
accordance with professional standards of
practice for two (R85 and R99) out of 54 sampled |

I residents. For R85, the facility failed to ensure

that treatment and services were provided in

i accordance with professional standards of

| practice. The facility failed to have lab (laboratory)

| results available for physician review and failed to

| ensure that the physician was notified of
abnormal lab results per facility policy. The facility
failed to ensure that an H&H ordered to be drawn

| on 9/21/18 was completed. Additionally, the

| facility failed to identify that on 9/27/18, R85's
episode of chest pain and shortness of breath
could be related to low Hgb and failed to notify
the physician when R85 exhibited these
symptoms. This resulted in harm to R85 when

| she had to be emergently sent to the ER and |

| subsequently hospitalized requiring emergency |

| transfusion of 2 Units of PRBCs. For R99, the !
facility failed to ensure that the physician was
notified when R99 refused Enulose doses
resulting in lost opportunities for the physician to
adjust medication if he/she desired. The facility |
failed to notify the physician in a timely manner
when R99 experienced a significant change in
mental status and was deemed unsafe

swallowing medications. Findings include:

| The facility policy titled, Laboratory and

| Radiologic Services, dated December 2015,
stated, "Abnormal labs and x-rays are called to
the charge nurse, who in turn, will notify the

| physician of the results. Physician notification will
be documented in the electronic medical record."

' The facility policy titled, Physician-Notification of
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F 684 ‘
address the lab results for R85.
2. All residents have the potential to be ‘
impacted by this deficient practice. Future
residents will be protected from this '
deficient practice by taking the corrective |
actions outlined below in #3. ‘
3. Root Cause analysis of incident '
involving missed lab determined that the |
nurse did not contact the MD with the lab |
result on 9/15/18. A system change was |
made so that a report with all lab orders is
| run. The evening supervisor/ designee
reconciles all labs from the day against
the orders to ensure labs were drawn,
results were received, and physician
notified. If a lab is missed, the evening
supervisor/ designee will notify the
physician. Staff Educator/ designee will
educate nursing staff on notifying the
provider of abnormal labs including |
positive guaiacs. |
4. The Director of Nursing/ designee will
audit lab orders to ensure labs were ‘
drawn, results received, and physician
notified. The audits will be performed daily
| on all residents with lab orders until 100% |
compliance is achieved for one week. !
| Random audits of 10 residents on each i
unit with lab orders will continue once |
weekly or until 100% compliance is
achieved for 3 consecutive weeks. Audits |
| will continue monthly on an ongoing basis.
See attached. All audits will be reviewed
‘ by the Quality Assurance Committee.

‘ F684 #2

‘ 1. The facility cannot retroactively
address the lab results for R99.

| 2. Allresidents have the potential to be |
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Abnormal Test Results, effective May 2016, N impacted by this deficient practice. Future |
stated, "...2. Results of laboratory...tests shall be residents will be protected from this
reported in writing to the resident’s attending deficient practice by taking the corrective
physician from the testing source. 3. Abnormal actions outlined below in #3.
results will be called and/or faxed to the physician 3. Root cause analysis determined that ‘
| upon receipt. Normal and abnormal test results the nurse did not notify the MD of a
| provided to the facility will not be filed in the refused medication which was treating an ‘
| resident's chart before the physician reviews and acute change in condition. A system '
signs the printed results. The results can be change was made so that the physician is ‘
placed in a doctor's box for review and signature. notified for medication refusals. Staff
The attending physician will initial and date the Educator/ designee will educate nursing ‘
| results when reviewed...5. The Unit Manager/ staff on notifying the provider for refused
| Charge Nurse/Nurse Supervisor receiving medications.
| abnormal results shall be responsible for notifying ' 4. The Director of Nursing/ designee will
\ the physician of such test results...The nurse will | audit refused medications for provider
| enter date and time, and sign the report as | notification. The audits will be performed
| reported to the physician. 6. Signed and dated daily or until 100% compliance is achieved|
reports of all diagnostic tests shall be made a part ‘ for 3 consecutive days. Random audits ‘
of the resident's electronic medical record." | will continue once weekly or until 100%
| compliance is achieved for 3 consecutive
The facility policy titled, "Provider Notification of ' weeks. Audits will continue monthly on an
' Resident Change in Medical Condition," effective | ongoing basis. All audits will be reviewed
| April 2017, stated, "...staff communicates | by the Quality Assurance Committee.

| changes in a resident's medical condition to

| providers in a timely and accurate manner... - |

Changes in Resident Condition Staff will notify the | |
provider...of:...Significant change in condition in

physical, mental, or psychosocial status (i.e., | '

deterioration in mental health, mental, or |

psychosocial status in either fife threatening or |

5 clinical components)..." |

|

|

‘ 1. Review of R85's clinical record revealed:
|
8/7/16 - R85 was admitted to the facility with

| diagnoses that included heart disease with an .
irregular heart rhythm and kidney disease. ‘ |

7/14/17 - R85 was prescribed the medication |
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: H65F 11 Facility ID: DE00125 If continuation sheet Page 24 of 63




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

PRINTED: 01/15/2019
FORM APPROVED
OMB NO. 0938-0391

Xarelto 20 mg daily, used to prevent blood clots in
individuals with atrial fibrillation.

8/28/17 - R85's care plan was updated and stated
that she had the potential for bleeding due to
anticoagulation therapy. Interventions included to |
monitor lab work as ordered, and to assess for
signs of abnormal bleeding.

| 1/29/18 - A lab report revealed R85's hemoglobin ‘
; (Hgb) was 12.6 (Normal range: 11.8-14.8). |
| 8/17/18 - There was a physician's order for a
I hemoglobin and hematocrit (H&H) to be drawn on
8/20/18 for a diagnosis of gastritis with bleeding
and to guaiac stool x 3. There was no
documentation in the EMR signifying whether R
85 was having any signs or symptoms of bleeding

I
8/19/18 - On the day shift, the TAR documented
' R85 had a guaiac positive stool.

| 8/20/18 - On the evening shift, the TAR
documented R85 had a guaiac positive stool.

‘ 8/20/18 - The lab results for the H&H revealed R

| 85's Hgb was 10.5. This was a decrease of 2.1
points when compared to the 1/29/18 result of 12.
| 6.

8/21/18 at 4:25 PM- A physician's progress note i
stated R85 was seen for anemia with 2 out of 3

| positive stool guaiac tests. The physician noted
that R85 had weight loss, never had a |
colonoscopy, and had a first relative with a |
diagnosis of colon cancer in their 60's. The plan |
was to consult a Gl physician for EGD and
colonoscopy, repeat a CBC, check iron study,

F 684
|
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vitamin B12, and folic acid in 1 week.

8/21/18 - Review of the EMR revealed that R85
was scheduled for a Gl consult on 10/1/18 at 2:00
PM for anemia with positive guaiac stools and a
family history of colon cancer.

' stated that R85 had a third guaiac positive stool,

| and that the physician would review on the next

| rounds. R85's clinical record lacked evidence that
the physician reviewed her chart following this
finding.

| |

8/22/18 at 3:42 PM - A nurse's progress note ‘ ‘
|

|
|

8/29/18 - The TAR revealed a signature signifying | |

that R85 had a CBC, iron study, vitamin B12 level |
| and folic acid drawn. Review of the EMR revealed
there were no results scanned into the record for ‘
‘ these blood tests. Upon surveyor request on 12/4
/18, the facility provided the blood test results |
after obtaining them via fax from the lab. Results |
| of R85's Hgb revealed the level was 9.8, a further | |
decrease from the 10/5/18 Hgb result of 10.5 and | |
the iron level was 24 (normal range 35-165). '
There was no documented evidence stating that
 the physician was notified of the results, nor was |
there any evidence showing that the physician :
had reviewed the results (no physician dated and | ' |
i initialed copy).
1 9/13/18 - A physician's order stated for R85 to
| have an H&H drawn on 9/15/18.

9/15/18 - Lab results revealed R85's Hgb was 7.9 |
, again signifying a decrease from 8/29/18 when '
it was 9.8. There was no documentation that the
physician was notified of this abnormal result per I
| facility policy. |
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9/17/18 at 12:18 PM - A physician's progress note
stated that R85's labs were reviewed and

| acknowledged that the Hgb was 7.9. The note
stated that R85 was asymptomatic (no symptoms
), had a prior history of gastritis, and had no |
abdominal pain or dark/tarry stools. The note |
stated the plan was to guaiac stools, check CBC |
and monitor for any Gl bleeding.

and guaiac stools x 3.

9/19/18 - The CBC result revealed R85's Hgb

|

9/17/18 - A physician's order stated to check CBC
| was 7.4, down from 7.9 on 9/17/18. |
|

9/19/18 11:15 PM - A nurse's progress note
stated R85's Hgb level was 7.4 and that the NP |
was notified. The note stated a new order was '
received to check an H&H on Friday (9/21/18)

and that the order was input.

9/21/18 - Review of the TAR revealed it was
initialed by nursing staff signifying that the H&H
| was completed. Review of the Lab Form revealed ;
| that nursing staff had written in that R85 was due I

for an H&H and that it was signed off and dated ‘

as completed by the lab technician on 9/21/18. _

|
There were no results found for the 9/21/18 H&H. | |
The was no evidence that the facility followed up
with the lab to determine why there were no
results sent to the facility.

9/22/18 - During the day shift, the TAR '
documented R85 had a guaiac positive stool. i
There was no documented evidence that the

physician was notified.

|
| 9/25/18 - During the day shift, the TAR
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documented R85 had a guaiac positive stool. |
There was no documented evidence that the ‘
physician was notified.
9/27/18 2:10 PM - A nurse's progress note stated
that during lunch time R85 complained of
shortness of breath and chest pain. The note
stated sublingual Nitroglycerin was administered |
along with a nebulizer (medicated breathing '
treatment) and after 5 minutes the resident stated
she felt better. There was no evidence that the
nursing staff considered these symptoms could

| be related to R85's low Hgb and there was no
evidence that the episode of chest pain and

| shortness of breath was reported to the physician

9/28/18 2:27 PM - A nurse's progress note stated

| that while out at a cardiology appointment, the
facility was notified that R85 had a large bloody
bowel movement and was being sent to the ER
for further evaluation. i

|

Review of hospital records revealed that on

arrival to the ER, R85's Hgb was 6.7. R85

required transfusion of 2 units of PRBC, was |
| admitted to the hospital and was found during a |
| colonoscopy to have multiple polyps.

DON) stated that the process was for the facility

| to receive lab results via fax. The evening shift
supervisor reviews the lab results and ensures
that the physician is notified of any abnormalities. |
E2 stated it would have been the responsibility of |
the evening supervisor to inquire about the

| missing H&H results on 9/21/18.

|
| 12/4/18 at 1:00 PM - During an interview, E2 (

12/6/18 approximately 8:10 AM - An interview
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| was conducted with E1 (NHA), E2, E3 (ADON)
and E4 (Medical Director). E4 stated that the
current standard of practice was to transfuse ‘

| when the Hgb was below 7 and the patient was |

| symptomatic. E4 stated that previously the

' standard was to transfuse when the Hgb was I
below 8. E4 stated the facility was monitoring for
symptoms and/or if R85's blood pressure
dropped the resident would have been sent out to
the ER. It was discussed with E4 that the facility
failed to identify that results from the 9/21/18 H&H
were never received and that the Hgb level might
have decreased further. E4 nodded her head. |

The facility failed to ensure that treatment and
services were provided in accordance with

| professional standards of practice for R85. The |

| facility failed to document what precipitated R85's

| 8/17/18 H&H and stool guaiac orders, and failed
to have lab results available for physician review.
The facility failed to ensure that the physician was

| notified of abnormal lab results per facility policy,

| failed to document that the physician was notified
of an abnormal lab result per facility policy, and
failed to provide evidence that an H&H ordered
for R85 on 9/21/18 was completed. Additionally,

| the facility failed to identify that on 9/27/18, R85's
episode of chest pain and shortness of breath

| might be related to the low Hgb and failed to

notify the physician when R85 exhibited these

symptoms. This resulted in harm to R85 when '

she had to be emergently sent to the ER and

subsequently hospitalized requiring emergency

transfusion of 2 Units of PRBCs.

Findings were reviewed with E2 (DON) on 12/4/
18 at 1:00 PM.

Findings were reviewed on 12/6/18 at
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| approximately 7:45 PM during the exit conference '

i with E1 (NHA), E2 (DON), E3 (ADON), and E14 ( |
QA).

|

2. Review of R99's EMR revealed the following:
5/17/18 - R99 was readmitted to the facility post

hospitalization with diagnoses that included
metabolic encephalopathy and hepatic failure.

6/16/18 - A quarterly MDS assessment stated R |
| 99 was alert and able to make decisions '
| independently. I

|

| 9/5/18 - A physician's order stated R99 was to
| have a blood ammonia level drawn on 9/7/18.

9/7/18 - The ammonia level results revealed a
| value of 93 (normal range: 0-60).
|

| 9/7/18 - A physician's order stated to hold the
| Enulose 30 mls three times a day and Enulose 45 |
| mis once a day. The order further stated to
administer Enulose 45 mls three times a day and ! |
Enulose 30 mis once daily (a total of 4 doses per |
| day) x 3 days and to obtain an ammonia level on
9/14/18.

| 9/8/18 through 9/10/18 - Review of the MAR
| revealed the following: | |
- 9/8/18 - all four doses of Enulose were
administered; |
- 9/9/18 - two doses of Enulose were refused by |
: R99 and two doses were administered,;
- 9/10/18 - one dose of Enulose not administered
due to refusal and one dose documented R99
was LOA (Leave of Absence). Review of the
| EMR lacked evidence that the facility attempted '
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to administer the missed dose when R99

returned from the LOA. Additionally, there was no

documented evidence that the facility notified the
| physician when R99 refused doses.

9/11/18 - Review of the EMR revealed that the
| previous orders for Enulose were resumed (30
‘ mis 3 times a day and 45 mls once a day).

1 9/11/18 through 9/14/18 - Review of the MAR
| revealed the following:
- 9/11/18 - all four doses administered,;
- 9/12/18 - all four doses administered;
- 9/13/18 - one dose of Enulose refused and no
| evidence of physician notification;
| - 9/14/18 - all doses administered.

9/14/18 - Review of laboratory results revealed

that the ammonia level, ordered on 9/7/18, was

not drawn. Review of the 24 Hour Report for 9/8/
| 18 lacked evidence that a 24 hour chart check

| was completed.
|
| 9/14/18 3:59 pm - A nurse's progress note stated
| the resident was due for an ammonia level, but
the draw was not completed because the test
was not ordered. The progress note stated the

| lab was called and rescheduled the ammonia

| level for 9/15/18.

I 9/15/18 - Review of the Lab Form revealed that |
although an ammonia level was entered for R99,
it was not signed off by the lab technician as |
completed. A notation stated "Must be called in

| for Monday 9/17/18."

| 9/15/18 - Review of the MAR revealed that two
| doses of Enulose were refused by R99 and for
one dose it was noted the resident was LOA.
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| There was no evidence the facility attempted to
administer the Enulose upon R99's return from |
LOA and there was no evidence of physician |

| notification. |

|

| 9/16/18 - A quarterly MDS assessment stated R
99 was alert and able to make decisions
independently.

| 9/16/18 - Review of the MAR revealed one dose
| of Enulose was refused and there was no
evidence of physician notification.

9/17/18 - Review of the MAR revealed that all
doses of Enulose were administered as ordered.

| 9/17/18 - An ammonia level was drawn (ordered
| to be drawn on 9/14/18) with a value of 133.
|

‘ 9/17/18 8:36 pm - A nurse's progress note stated
R99's ammonia level was 133, the physician was

notified, there were no new orders, and that the |
| physician would review when in the facility. .

|
| 9/18/18 - Review of the MAR revealed that all !
| doses of Enulose were administered as ordered. ‘

|

9/19/18 - Review of physician's orders revealed
that the Enulose was increased to a higher
dosage. However, Enulose orders were then
changed back to the prior doses. Further review

| revealed that the consultant pharmacist
completed a medication review to determine if R
99's medications were causing an increase in the

| ammonia level. There were no irregularities found

| by the pharmacist. |

9/19/18 - Review of the MAR revealed that the 9
AM and 2 PM doses of Enulose were
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| administered as ordered. The 7 PM dose was not
administered and documented in the MAR

section "Not administered/Not completed” that the
"Patient lethargic/drowsy." Further review of the
MAR revealed that multiple other medications
| were not administered at 8 PM and 9 PM
because the resident was lethargic/drowsy. |
I Despite this change in R99's mental status, the
facility failed to notify the physician.

9/19/18 3 PM to 11 PM shift - Review revealed ;
there were no nurse's progress notes despite the
fact that R99 was too lethargic to be given oral
| medications. '
|
| 9/20/18 - The MAR revealed that the 12 AM dose | '
of Enulose was not given because the resident
‘was lethargic. l
| |
9/20/18 3:23 AM - A nurse's progress note stated |
to send the resident to the emergency room for |
further evaluation and management.
| 9/20/18 3:39 AM - A nurse's progress note stated, ! |
"Resident noted for increase (sic) lethargy...(
| Nurse Practitioner) made aware at 3:00am with |
new order to send resident to hospital for further I |
| evaluation and management...Call placed to 911. |
| Transferred to the hospital at 3:30am."

Review of the Resident CNA Documentation

Record from 9/1/18 through 9/19/18 revealed a |
| total of 10 days on which R99 had no bowel !
| movements. Although R99 was administered a |

Dulcolax suppository on 9/19/18 at 3:25 PM, ' |
| there was no evidence that it was effective. | |
| Review of progress notes lacked evidence of the |

physician having been notified of R99's lack of |
| bowel movements as was desired with the
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