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F000000
This visit was for the Investigation of F000000 This Plan of Correction
Complaint INO0139385. constitutes my written allegation
of compliance for the deficiencies
This visit was in conjunction with the tcr:tizdﬁ:?\z? \éir;rzggg:sizlﬁgtogn
Recertification and State Licensure admission that a deficiency exists
Survey. or that one was cited correctly.
This Plan of Correction is
Complaint INO0139385 submi.tted to meet requirements
. established by state and federal
Substantiated. Federal/State law.
deficiencies related to the allegations
are cited at F309, F314, F315, and
F328.
Survey dates: November 14, 15, 18,
19, 20, 2013
Facility number: 000097
Provider number: 155687
AIM number: 100290970
Surveyor:
Karen Lewis RN, TC
Betty Retherford RN
(November 15, 18, 19, 20, 2013)
Ginger McNamee RN
Tina Smith-Staats RN
Jason Mench, RN
(November 14, 15, 18, 2013)
Angela Selleck, RN
(November 19, 20, 2013)
Census bed type:
SNF/NF: 94
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds 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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Total: 94
Census payor type:
Medicare: 5
Medicaid: 69
Other: 20
Total: 94
Sample: 6
These deficiencies also reflect state
findings cited in accordance with 410
IAC 16.2.
Quality review completed by Debora
Barth, RN.
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FO00309 | 483.25
SS=D PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING
Each resident must receive and the facility
must provide the necessary care and
services to attain or maintain the highest
practicable physical, mental, and
psychosocial well-being, in accordance with
the comprehensive assessment and plan of
care.
Based on record review and F000309 F-309 It is the policy of this facility 12/20/2013
interview, the facility failed to ensure to ensure that residents that are
the nursing staff provided peritoneal receiving peritoneal dialysis wil
dialvsi . ing th t receive the proper solution as
!a ys!s serV|.ces using the (_:O'Te'c directed per the physician orders
d|a|yS|S SO|UtI0n for 1 Of 1 dla|ySIS and that orders for rectal tubes
resident reviewed (Resident #D) and are clarified for diagnosis and
failed to ensure rectal tube orders use. At this time both Resident #
were clarified with the physician to D and Resident # C have been
. discharged from the facility. At
prevent the continued pllacement ofa this time, there are no other
rectal tube for 1 of 1 resident residents that are receiving
reviewed who had been admitted with peritoneal dialysis or rectal tubes.
a rectal tube in place. (Resident #C) To enhance currently compliant
operations and under the
. . _ direction of the Director of
Findings include: Nursing, on 12/19/2013, licensed
nursing staff will receive
1.) The clinical record for Resident in-service training regarding state
#D was reviewed on 11/18/13 at and federal requirements for
10:40 ensuring that residents receive
Ava.m. proper dialysis solution and
continued use for rectal tubes,
Diagnoses for the resident included, with emphasis on clarifying and
but were not limited to, chronic kidney verifying orders as needed by the
disease stage 5 with end stage renal Director of CllnlcaI.Educatlon. On
di th | . 12/19/2013, a quality assurance
|sea§e, coronary a e_rosc €erosis, program will be implemented
anemia, and hypertension. under the supervision of the
Director of Nursing to monitor
Admission orders, dated 10/23/13, residents on peritoneal dialysis or
indicated the resident was to have rectal tubes to ensure compliance
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machine:

110

110-160

were noted:

been 2.5%

continuous ambulatory peritoneal
dialysis (CAPD) per cycler with
exchanges of 17.9 liters of fluid daily.
The orders indicated the strength of
the dextrose solution would vary
based on the resident's blood
pressure at the time of the treatment.

The admission CAPD order was
clarified on 10/24/13 to the following:

Peritoneal dialysis per Cycler

Use 1.5 % [dextrose] solution if sbp
(systolic blood pressure) less than
Use 2.5 % [dextrose] solution if sbp

Use 4.25% [dextrose] solution if sbp
greater than 160

Note bp and solution being used. Do
every evening and night shift.

During a review of the October and
November 2013 treatment
administration records (TAR) for
Resident #D the following concerns

10/25/13 evening shift: Bp 118/68
1.5% solution used- should have

of orders five times a week x four
weeks, then three times a week
for weeks, then weekly for four
weeks with any deficiencies
corrected, and the results
reported to the quality assurance
committee meeting for further
review or corrective action.
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10/26/13 evening shift: Bp 118/72
1.5% solution used- should have
been 2.5%

10/26/13 third shift: Bp 120/74 1.5%
solution used- should have been
2.5%

10/27/13 third shift: Bp 123/70 1.5%
solution used- should have been
2.5%

11/2/13 evening shift: Bp 110/72
1.5% solution used- should have
been 2.5%

11/3/13 evening and third shift-no
information

11/4/13 evening shift (no Bp on TAR)
-1.5 % solution used-Nursing note
entry of 11/4/13 at 6:40 p.m. indicated
the resident's Bp was 150/89. 2.5%
solution should have been used.

The Acting DoN and RN #7 (the Unit
Manager for Resident #D's hall) was
interviewed on 11/19/13 at 2:45 p.m.
Concerns were addressed related to
the wrong solution having been used
for the peritoneal dialysis on the
noted dates and times. RN#7
indicated some of the solution used
had been brought in from the
resident's home and some had been
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provided by the dialysis center. She
indicated the facility had also ordered
solution for the resident. She
indicated she had no information to
provide related to why the wrong
solution was documented.

A nursing note entry, dated 11/3/13
at 6:03 p.m., indicated LPN #3 had
called the on-call physician at that
time and an order had been obtained
for her to use the 1.5% dextrose fluid
thru the cycler for "tonights" dose
only.

This was the only entry noted for the
dates and times noted when the
wrong dextrose solution was used.

LPN #3 was interviewed on 11/20/13
at 11:45 a.m. She indicated she had
called the on call physician on
11/3/13 to get an order to use the
1.5% solution because she did not
have any 2.5% solution in supply on
the unit. She indicated the resident
should have received the 2.5%
solution based on his blood pressure,
but she did not have any to use. She
indicated she did not know why
nothing was charted on the TAR for
that date.

The Administrator and Acting DoN
were interviewed on 11/19/13 at 2:55
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p.m.

colon .

p-m. Information was requested
related to the wrong solution of
dextrose solution having been used
on the dates noted.

The facility failed to provide any
additional information related to why
the wrong solution was used.

2.) The clinical record for Resident #
C was reviewed on 11/18/13 at 1:45

Diagnoses for the resident included,
but were not limited to, congestive
heart failure, coronary
atherosclerosis, chronic kidney
disease, acute and chronic
respiratory failure with tracheostomy,
toxic encephalopathy, and malignant
carcinoid tumor of the descending

A nursing note entry, dated 11/1/13 at
4:30 p.m., indicated Resident #C was
admitted to the facility with a rectal
tube, foley catheter, gastrostomy
tube, and gallbladder drain in place.
The note indicated "resident
sometimes opens eyes to physical
stimuli; otherwise is unresponsive..."

Admission orders, dated 11/1/13,
indicated "Maintain rectal tube.
Check placement every shift and
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empty contents of container every
shift related to malignant carcinoid
tumor of the descending colon."

A nursing note entry, dated 11/3/13 at
1:46 p.m., indicated "...rectal tube in
place, slight leakage from tubing...
will continue to monitor to see if
resident needs to be assessed for
re-placement of rectal tube...
Weekend manager aware of
'leakage’...."

A nursing note entry, dated 11/4/13 at
1:22 a.m., indicated "... rectal tube in
place with stool noted in tubing. Stool
noted coming out around tube...."

A nursing note entry, dated 11/4/13 at
1:32 p.m. indicated "rectal tube in
place, slight leakage from tubing.
Resident cleaned up, tubing
repositioned and will continue to
monitor to see if resident needs to be
assessed for re-placement of rectal
tube. DON aware of situation with
rectal tube leakage and stated would
be down to re-insert."

The clinical record lacked any other
physician's orders related to the rectal
tube until 11/5/13 at 3:33 p.m. An
order, at that time, indicated "May
discontinue rectal tube." This order
was entered by RN #12.
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A nursing note entry, dated 11/5/13 at
3:57 p.m., indicated "rectal tube
removed per medical doctor order-45
milliliters normal saline obtained from
bulb..."

RN #7 (the unit manager for Resident
#C's unit) was interviewed on
11/19/13 at 10:00 a.m. Additional
information was requested related to
Resident #C's need for an indwelling
rectal tube from 11/1/13 through it's
removal on 11/5/13. RN #7 indicated
she was unaware Resident #C was
being admitted with a rectal tube in
place until he was enroute to the
facility. She indicated she talked to
the dismissing nurse at the hospital
when he was enroute to the facility.
She was told he had an indwelling
rectal tube (a tube inserted into the
colon that had a cuff like balloon filled
with normal saline to hold the tube in
place) that had been placed due to
multiple surgeries from colon cancer
and was needed to prevent skin
breakdown from frequent loose
stools. She indicated she had asked
the dismissing nurse if the rectal tube
could be discontinued after the
resident was admitted to the facility.
She indicated the hospital nurse told
her the resident still needed the tube
due to loose stools and the facility just
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needed to monitor the collection bag
and empty it every shift.

RN #7 indicated she had written the
need for the rectal tube up as an
admission order and had not clarified
the continued need for the tube with
the resident's physician.

She indicated the resident's nursing
home physician had been contacted
on 11/5/13 after the resident began to
have stool noted coming out around
the tube. She indicated the
physician did not know why the tube
was needed and he had called the
hospital physician related to the need
for the rectal tube. She indicated the
resident's physician had called the
facility back and told them to
discontinue the tube. He indicated
the resident's rectal tube was
supposed to have been discontinued
at the hospital prior to transfer to the
facility.

This Federal tag relates to Complaint
IN0O0139385.

3.1-37(a)
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SS=D TREATMENT/SVCS TO PREVENT/HEAL
PRESSURE SORES
Based on the comprehensive assessment of
a resident, the facility must ensure that a
resident who enters the facility without
pressure sores does not develop pressure
sores unless the individual's clinical
condition demonstrates that they were
unavoidable; and a resident having pressure
sores receives necessary treatment and
services to promote healing, prevent
infection and prevent new sores from
developing.
Based on observation, record review, F000314 F314 — It is the policy of this 12/20/2013
and interview, the facility failed to facility to provide treatments as
ensure 2 of 3 residents reviewed for directed for prevention of
. pressure ulcers. Residents #B
pressure ulcer wound care preventlon and #G orders have been
and services received those services reviewed for administration times
in accordance with their plan of care and treatment orders. Licensed
to prevent the development of and/or nurses will be educated on the
encourage healing of pressure areas. five rights of medication and
. treatment administration on
(Resident #B and #G) 12/19/2013. Because all residents
that are receiving treatments are
Findings; potentially affected by the cited
deficiency, on 12/06/2013, the
1.) Wound care provided by LPN #11 Director of Nursing will revi.ew all
- treatment sheets for all residents
to Resident #B was observed on having treatments. Under the
11/20/13 at 11 a.m. The area was direction of the Director of
above the resident's coccyx/right Nursing services, licensed nurses
buttock area. The wound bed was ﬁg;?ﬁ?::;tfi;‘;‘::gﬁ‘;‘t‘zﬁ]es
cleah. The wound measured .2.5 as directed per the treatment
centimeters (cm) by 3.8 cm with a administration records. Nursing
depth of 3 cm. The treatment was staff was also observed to ensure
Comp|eted per the current order that devices that are to be utilized
without any concerns noted. to aide in the prevention of
pressure ulcers were in place on
the residents as ordered. No
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  S|VL11 Facility ID: Q00097 If continuation sheet Page 11 of 34
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The clinical record for Resident #B other issues were identified. To
was reviewed on 11/19/13 at 4 p.m. enhance currently complaint
operations under the direction of
. . . the Director of Nursing, on
Diagnoses for the resident included, 12/13/2013 nursing staff will
but were not limited to, acute receive in-service training
osteomyelitis, diabetes mellitus, iron regarding state and fedefal
deficiency anemia, and history of :)‘arg:gjgir:éz :‘S’mtrs‘;i”t'“g
pres§ure ulcer debrldgment with emphasize of providing
surgical flap and ongoing wound treatments at times directed per
treatment. physician, by the Director of
Clinical Education Effective
A health care plan problem, dated ;fé;?fr:l\iﬁ is lilnit,?;:qsesnutznce
10/30/13, indicated R.es@ent #B had under the supervision of the
a pressure ulcer on his right buttock. Director of Nursing to monitor
One of the interventions for this treatment administration for
problem was "Treatments as accuracy of time complgteq and
ordered.” appropriate pressure relieving
) devices, such as bunny boots,
twice a week for four weeks then
A wound clinic order, dated 9/27/13, weekly for four weeks, checking
indicated the resident had been seen residents who require dressing
at the wound center for pressure Zha”?eds or b“h””Y boots Z‘s A
. .. irected per physician orders. Any
Yvoynd dehlscencg. The clinic order deficiencies will be corrected, and
indicated the previous treatment had the findings of the quality
been discontinued and a new assurance checks will be
treatment initiated. A physician's documented and submitted at the
order, dated 9/27/13, indicated the monthly quality assurance
. committee meeting for further
new order was for Polymem wic to the review or corrective action.
wound on the right buttock. The staff
were to cleanse the area around the
wound bed, but not cleanse the actual
wound bed. The staff were to apply
Polymem wic to wound bed and cover
with Polymem max and apply
abdominal gauze and coverall. The
staff were to change the dressing
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before visible soilage was present as
needed. The staff were to not leave
the dressing on any longer than 7
days. The wound site was to be
monitored every shift. The note
indicated the pharmacy was aware.

The September and October 2013
treatment administration records
(TAR) indicated the staff checked the
site every shift, but did not have a
method to indicate the exact dates
the wound treatment was completed
in order to not exceed the 7 day time
period.

There were no nursing note entries,
dated 9/28 or 9/29/13 related to the
wound dressing ordered on 9/27/13.
A nursing note entry, dated 10/2/13 at
11:26 p.m., indicated "Foam dressing
and abdominal pad applied per
wound center orders." The treatment
sheet lacked any information related
to this order being completed or why
the order was obtained. The
physician's orders lacked any
information related to this order
having been written or how often it
was to have been done.

LPN #11 was interviewed on 11/20/13
at 1:00 p.m. She indicated the nurse
who took the order was no longer
employed by the facility. She
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indicated that nurse had obtained the
order because the resident's dressing
was soiled and needed to be changed
and they did not have any of the
Polymem wic in supply.

LPN #11 and RN#10 reviewed the
clinical record at that time and were
unable to find any order for the
treatment completed on 10/2/13.

A nursing note entry, dated 10/3/13 at
3:10 a.m., indicated the nursing staff
were "awaiting pharmacy" in regards
to the wound treatment.

A nursing note entry, dated 10/3/13 at
9:58 p.m., indicated "Dressing to right
hip clean, dry, and intact. Awaiting
new dressing supplies."

A nursing note entry, dated 10/4/13 at
8:49 a.m., indicated "Spoke with
[name of staff] at wound center
regarding resident's new treatment
supplies. Her suggestion was to
order the Polymem online. If we can't
get it that way, we are to call her back
to see what other options may be
available."

A nursing note entry, dated 10/4/13 at
9:36 p.m., indicated "awaiting
pharmacy to deliver."
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A nursing note entry, dated 10/5/13 at
11:05 a.m., indicated "Waiting
pharmacy" in regards to the wound
treatment.

The October TAR lacked any
information related to the treatment
ordered on 10/2/13 having been done
from 10/3/13 through 10/6/13.

A nursing note entry, dated 10/6/13 at
12:48 a.m., indicated "Received new
order from MD. Hold Polymem
treatment times 7 days or until comes
in. Start wet to dry. Cleanse wound
bed with normal saline soak gauze
pack into wound bed cover with
abdominal [pad] and secure with
cover-all...."

The clinical record indicated the
resident was admitted to the hospital
from 10/7/13 through 10/29/13 for
treatment of a urinary tract infection
and hypotension.

RN#10 and LPN#11 were interviewed
on 11/20/13 at 1 p.m. LPN #11
indicated she did not know why the
nurse who took the new 10/2/13 order
had not written the order so it would
appear on the treatment sheet.
RN#10 indicated she had no
information to provide related to any
treatment having been completed
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from 10/3/13 through 10/6/13.

2.) During an observation on
11/19/13 at 9:25 a.m., the resident
was resting in bed. The bunny boots
were not on the resident while in bed
per order.

During an observation on 11/20/13 at
10:00 a.m., the resident was resting
in bed. The bunny boots were not on
the resident while in bed per order.

The clinical record for Resident #G
was reviewed on 11/18/13 at 12:30
p.m.

Diagnoses for Resident #G included,
but were not limited to, hypertension,
urinary tract infection, post operative
pain, esophageal reflux, history of hip
fracture, paranoid state, depressive
disorder, psychosis.

A health care plan problem, initiated
on 8/23/13 and revised on 9/28/13,
"Altered skin integrity non pressure
related to: capillary fragility" indicated
Resident #G was at risk for skin
impairment. Interventions included
but were not limited to, "bunny boots
to bilat (bilateral) feet, place pillow
under legs to off load pressure to
heels when in bed", initiated 6/10/13.
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Resident #G had a physician's order
for "bunny boots to bilateral feet,
place pillow under legs to off load
pressure to heels when in bed". The
original order date was 1/9/11.

The Skilled Wing - Hall 2 Certified
Nursing Assignment Sheets, provided
by the Administrator on 11/20/13 at
12:40 p.m., indicated "bunny boots in
bed, use pillows under legs to off load
pressure..." under the devices and
special needs section for Resident
#G.

During an interview on 11/19/13 at
9:30 a.m., LPN #1 indicated she was
unaware the bunny boots were not on
the resident and indicated she was
aware of the order for the bunny
boots to be worn while the resident
was in bed.

During an interview on 11/20/13 at
10:00 a.m., LPN #1 indicated she was
unaware the bunny boots were not on
the resident and indicated she was
aware of the order for the bunny
boots to be worn while the resident
was in bed.

3. The revised 2/25/10, "Clinical
Guideline: Skin Integrity" Policy was
provided by the Administrator on
11/20/13 at 2:35 p.m. The Skin Care
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Guidelines indicated:

"Purpose: To provide a systemic
approach and monitoring process for
skin. To decrease pressure ulcer
formation by identifying those
residents who are at risk and
developing interventions.

Objective: Decrease the prevalence
and incidence of residents that
develop pressure ulcers. Provide
guideline for optimal care to promote
healing to residents with all identified
alterations in skin integrity...

...General Policy: ...DNS (Director of
Nursing Services) or designee will be
responsible to implement and monitor
the skin integrity program. Wound
status is monitored on a weekly
basis...

...Documentation and Care
Interventions for Skin Integrity: ...If
identified risk present the
interventions will be documented in
the Immediate Plan of Care or
Comprehensive Care Plan...."

This Federal tag relates to Complaint
IN0O0139385.

3.1-40(a)(2)
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F000315 | 483.25(d)
SS=D NO CATHETER, PREVENT UTI, RESTORE
BLADDER
Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless
the resident's clinical condition demonstrates
that catheterization was necessary; and a
resident who is incontinent of bladder
receives appropriate treatment and services
to prevent urinary tract infections and to
restore as much normal bladder function as
possible.
Based on observation, record review, F000315 F-315 It is the policy of this 12/20/2013
and interview, the facility failed to facility to provide adequate
ensure 2 of 3 residents (Resident #C catheter care to minimize odors
. and other possible catheter
and #G) reviewed for care and related complications. Resident #
SeI’VICGS related tO the|r need fOI’ an C and #G order was corrected on
indwelling Foley catheter had 11/29/2013 to provide the
complete orders for and/or received appropriate size of catheter and
catheter care services to prevent a bulb size, catheter care orders
. . and maintaining catheter care.
strong urine odor and possible Resident # G had foley catheter
catheter related Complications. changed per physician orders on
11/19/13 at 11 am due to
Findings include: leakage. Because all residents
that have foley catheters are
L . potentially affected by the cited
1.) The clinical record for Resident # deficiency, on 12/29/2013 , the
C was reviewed on 11/18/13 at 1:45 Director of Nursing will review all
p.m. residents that have foley
catheters to ensure that all orders
. . . include foley catheter and bulb
Diagnoses for. the resident mcIulded, size, catheter care orders, and
but were not limited to, congestive orders for maintaining foley
heart failure, coronary catheter. No other residents were
atherosclerosis, chronic kidney affected. To enhance currently
disease. acute and chronic compliant operations and under
. . . the direction of the Director of
respiratory failure with tracheostomy, Nursing, on 12/13/2013, licensed
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toxic encephalopathy, and malignant nurses will receive in-service
carcinoid tumor of the descending training regarding state and
lon federal requirements for obtaining
co ) appropriate orders for foley
catheters to include size of
A nursing note entry, dated 11/1/13 at catheter and bulb, catheter care
4:30 p.m., indicated Resident #C was orders, and orders for maintaining
admitted to the facility with a rectal foley catheters. Nursing staff will
t b f | th t t t receive in-service tralnlng
ube, loley catheter, gas ros omy regarding proper catheter care.
tube, and ga”bladder drain in place. Nursing staff will be checked off
The note indicated "resident on catheter care on 12/13/2013 .
Sometlmes opens eyes to phyS|Ca| Inservice training to be Comp|eted
; . fen ; " by Director of Clinical
stimuli; otherwise is unresponsive... i .
. . education. Effective 12/19/2013,
The note Iackeq any information a quality assurance program wil
related to the size of the catheter and be implemented under the
bulb in place at the time of the supervision of the Director of
admission. Nursing to monitor residents with
catheters to ensure appropriate
o physician order and to ensure
A physician's order, dated 11/1/13, that catheter care is provided as
indicated "Maintain foley catheter directed. Orders and catheter
each shift. Drain and record amount care are to be monitored five
|n Catheter bag eaCh Shlft " The times a week for two weeks then
linical d lacked inf fi weekly for four weeks. Any
clinical recor .ac €d any information deficiencies or deficient practice
bulb to be maintained, how often the quality assurance committee
catheter care was to be provided, meeting for further review or
and/or when the catheter was to be corrective images.
changed or reanchored.
RN #7 (Unit Manager for Resident
#C's unit) was interviewed on
11/19/13 at 9:50 a.m. Additional
information was requested related to
the lack of catheter care orders and
services provided. RN #7 reviewed
the resident's computerized chart and
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hard chart and indicated the facility
only had the admission order related
to maintaining the catheter and
measuring the urine every shift as
noted above. She indicated the
facility had not called the physician to
clarify or obtain any other catheter
care orders for the resident.

RN #4 (also identified as the Nurse
Clinical Educator) was interviewed on
11/19/13 at 9:50 a.m. When queried
regarding basic orders needed for
catheter care and maintenance, she
indicated she would expect the size of
the catheter and bulb to be in the
order. She indicated orders should
be obtained for how often catheter
care is to be provided and when the
catheter is to be changed or
reanchored.

2.) During an observation on
11/18/13 at 1:15 p.m., CNA #5 and
CNA #6 were transferring Resident
#G from wheelchair to the bed by a
mechanical lift. There was a strong
urine odor in the room. CNA #5
indicated Resident #G had a Foley
catheter and thought the urine odor
came from urine leaking from the
catheter due to positioning. The
resident was placed in bed and the
incontinence brief was removed. The
inside of the brief appeared damp
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and slightly discolored. CNA #5 and
CNA #6 wiped the outer perineal area
of the resident with a damp cloth then
patted the area dry. A clean brief was
positioned under the Resident. At no
time during the observation did the
CNAs open the labia and clean the
catheter tubing. The urine in the
catheter collection bag was dark
yellow/brown with some sediment
observed.

During an observation on 11/19/13 at
11:00 a.m., LPN #1 performed a
Foley catheter change on Resident
#G. The current order dated 9/20/13,
indicated "#18 Foley catheter with 30
cc bulb to gravity drainage, change as
needed for accidental removal or not
draining as needed." A dried
discolored substance was noted on
the tubing and at the tip of the
catheter. Thick greenish yellow urine
was noted in the catheter tubing.
LPN #1 stated, "the tip had a lot of
calcification." LPN #1 also indicated
she had last changed the Foley
catheter approximately three weeks
ago. There was a strong urine smell
in the room.

The clinical record for Resident #G
was reviewed on 11/18/13 at 12:30
p.m.
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Diagnoses for Resident #G included,
but were not limited to, hypertension,
urinary tract infection, post operative
pain, esophageal reflux, history of hip
fracture, paranoid state, depressive
disorder, and psychosis.

The medical record review indicated
an order for a #18 Foley catheter with
30 cc bulb to gravity drainage, change
as needed for accidental removal or
not draining as needed was initiated
on 9/20/13. There was also an order
for the U/D bag (urinary drainage) to
be changed every 2 weeks initiated
on 7/17/13. The urinary bag was to
be emptied after every shift and
amounts recorded. No other catheter
care orders were present.

In the Nurses notes dated 10/10/13 at
10:29 p.m., documentation indicated
the Foley catheter had been changed.
The Treatment Record indicated the
urine bag had been changed 11/6/13
and was due to be changed again on
11/20/13.

The resident had a care plan problem
"Alteration in elimination of bowel and
bladder indwelling Urinary
Catheter/due to wound". Problem
originated 7/24/13 and was last
revised 9/28/13. Interventions
included, but were not limited to,
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avoid excessive tugging on the
catheter during transfer and delivery
of care, change catheter bag every
two weeks and as needed, change
Foley catheter as needed, check
catheter tubing for proper drainage
and positioning.

In an interview with LPN #1 on
11/18/13 at 1:15 p.m., LPN #1
indicated the order for the Foley
catheter was changed as needed only
and would have been documented in
the nurses notes.

In an interview on 11/19/13 at 1:48
p-m., RN #7 stated "I couldn't find any
orders for cath (catheter) care prior to
the one hospice wrote today." She
indicated she had looked back
through past orders and could not find
any catheter care orders.

3. The 2006, "Catheter Care,
Indwelling Catheter" policy was
provided by the Nurse Clinical
Educator on 11/19/13 at 10:40 a.m.
The policy indicated:

"...Purpose: To prevent infection. To
reduce irritation.

...Procedure: Wash perineum well
with soap and warm water, taking
care to wash from front to
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back...Cleanse area well at catheter
insertion, taking care not to pull on
catheter or advance further into the
uretha. All debris must be removed
from the catheter at insertion site.
Rinse well with warm water and pat
dry gently with clean towel...

...Documentation Guidelines:
Documentation may include: Date,
time, procedure, condition of the
perineum and catheter insertion site.
Any unusual condition or change in
the condition. Color, amount,
consistency and odor of urine.
Notification of the physician of any
condition change. Intake and output
and evaluation of intake and output
per facility procedure. Signature and
title...."

4. The undated policy for "Perineal
Care" was provided by the
Administrator on 11/20/13 at 1:06
p.m. The policy indicated:

"...Purpose: The purpose of perineal
care is to: Cleanse the perineum.
Prevent infection and odor...."

5. The 2006, "Perineal Care"
Procedure was provided by the
Administrator on 11/20/13 at 2:45
p.m. The procedure indicated:
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"...Female perineal care:

...e. Ask resident to separate her legs
and flex knees. If she is unable to
spread her legs and flex knees, the
perineal area can be washed with the
resident on the side with legs flexed...

...h. Dry the area well, remove
bedpan, and position resident on
back...."

This Federal tag relates to Complaint
INO0139385.

3.1-41(a)(2)
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interview, the facility failed to ensure
2 of 3 residents (Resident #C and #E)
reviewed for tracheostomy care and
services had complete orders for
tracheostomy care resulting in a build
up of secretions requiring the need for
hospital evaluation and treatment for
one of the residents.(Resident #C).

Findings include:

to ensure that orders are

to provide adequate tracheotomy
care and services. Resident #C
and #E orders were reviewed by
the Director of Nursing services

complete to include, suctioning,
dressing changes, inner cannula
maintenance. All orders were
corrected on 11/29/2013 under
the direction of the Director of
Nursing. Because all residents
that have tracheotomy care are
potentially affected by the cited
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F000328 | 483.25(k)

SS=G TREATMENT/CARE FOR SPECIAL NEEDS

The facility must ensure that residents

receive proper treatment and care for the

following special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;

Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

Based on clinical record review and F000328 F-328 It is the policy of this facility 12/20/2013

p.m.

heart failure, coronary

1.) The clinical record for Resident #
C was reviewed on 11/18/13 at 1:45

Diagnoses for the resident included,
but were not limited to, congestive

atherosclerosis, chronic kidney
disease, acute and chronic
respiratory failure with tracheostomy,
toxic encephalopathy, and malignant
carcinoid tumor of the descending

deficiency, on 11/29/2013, the
Director of Nursing services to
ensure that orders were complete
to include, suctioning, dressing
changes, inner cannula and
maintenance. No other issues
were observed. To enhance
currently compliant operations
and under the direction of the
Director of Nurses, on 12/13/2013
licensed staff will receive
in-service training appropriate
tracheotomy care in-services by
the Director of Clinical Education.
The training emphasized the
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colon . The clinical record indicated importance of obtaining
the resident was unable to take food appropriate tracheotomy orders to
include, suctioning, dressing
orally_ and had g gastrostomy tube for changes, inner cannula
nutritional feedings. maintenance. Licensed nurses
were in-serviced on how to
A nursing note entry, dated 11/1/13 at provide appropriate tracheotomy
4:30 p.m., indicated Resident #C was care with return
dmitted to the facilit ith tal demonstration. Effective
admitted fo the facility with a recta 12/19/2013, a quality assurance
tube, f0|ey Catheter, gaStrOStomy program will be imp|emented
tube, and gallbladder drain in place. under the direction of the Director
The note indicated "resident of Nursing to.monltor residents
sometimes opens eyes to physical that are receiving tracheotomy
. . L . " care. The Director of Nursing or
stimuli; otherwise is unresponsive... designated quality assurance
representative will perform audits
Admission orders, dated 11/1/13, on all residents that currently
indicated "Oxygen at 21% via trach have tracheotomy care orders.
. s e . Audits will be completed on all
collar with humidifier. Trach is a #9 e ;
" new admissions with tracheotomy
Porter Trach.” The orders also care orders for four weeks and
indicated the resident was to have an then monthly for three months
Albuterol (a inhalation medication with any deficiencies found will be
given to help improve respirations) Corrécted- The findings of th.e
nebulizer treatment every 8 hours quality assurance checks will be
ry ; documented and submitted on at
related tO aCUte and ChrOﬂIC the month|y qua“ty assurance
respiratory failure. committee meeting for further
review or corrective action.
The admission orders lacked any
information related to how often the
resident's tracheostomy dressing was
to be changed, how often the
resident's inner cannula was to be
cleansed and/or changed, or any
information about the possible need
to suction the inner cannula to
prevent secretion build up and
decreased patency of the airway.
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A nursing note entry, dated 11/3/13 at
10:59 p.m., indicated "...Trach midline
and patent. Trach care provided with
deep tracheal suctioning, site care
per sterile technique...."

A nursing note entry, dated 11/4/13 at
1:22 a.m., indicated "...trach midline
with no redness or drainage.
secretions noted clear and yellow...."

A nursing note entry, dated 11/4/13 at
3:32 p.m., indicated "Trach care
provided... Inner cannula suctioned
for increased secretions... Drsg
[dressing] changed...."

A nursing note entry, dated 11/6/13 at
10:22 a.m., indicated "...trach care
done..." The note did not indicate
what was included in the trach care
provided.

These were the only documentation
of trach care services noted from
11/1/13 through 11/6/13.

A nursing note entry, dated 11/7/13 at
11:19 a.m., indicated "Received
clarification for trach cannula
orders.... Change #9 inner trach
cannula once a day..." The clinical
record lacked any information related
to the inner cannula being changed
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until 11/8/13.

A nursing note entry, dated 11/9/13 at
11:02 a.m., indicated "frequent trach
care done this shift, moderate sputum
yellowish/greenish noted, inner
cannula changed as ordered...."

A nursing note entry, dated 11/10/13
at 3:32 a.m., indicated "res with thick
yellow/tan secretions suctioned with
large amounts of secretions obtained
res diaphoretic... trach care
completed with inner cannula
changed."

A nursing note entry, dated 11/10/13
at 4:24 a.m., indicated "MD notified of
change in resident received new
order to send to [initials of hospital] to
be evaluated and treated...."

The clinical record indicated the
resident returned to the facility on the
same date and had pleural effusions.
The record indicated the physician
was not going to put the resident on
an antibiotic at that time.

A new order was obtained following
the resident's readmission, dated
11/10/13 at 8:07 a.m., that indicated
"Assess for secretions every four
hours for possible suctioning and
humidified oxygen every 4 hours as
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needed for trach related to acute and
chronic respiratory failure."

RN #7 (Unit Manager for Resident
#C's unit) was interviewed on
11/19/13 at 9:30 a.m. Additional
information was requested related to
the lack of trach care orders and
services provided. RN #7 reviewed
the resident's computerized chart and
hard chart and indicated the facility
only had admission orders for the size
of the trach and the oxygen content at
time of admission. She was unable to
find any additional trach care orders
other than the ones obtained on
11/7/13 and 11/10/13 noted
previously.

RN #4 (also identified as the Nurse
Clinical Educator) was interviewed on
11/19/13 at 9:40 a.m. When queried
regarding basic orders needed for
tracheostomy care, she indicated she
would expect orders for site care,
suctioning as needed, cannula size,
cannula cleaning and/or changing
information in addition to any oxygen
orders.

2. The clinical record for Resident #E
was reviewed on 11/18/13 at 12:19
p.m.

Diagnoses for Resident #E included,
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but were not limited to, dysphagia,
hemiplegia affecting non-dominant
side, hypertension, and diabetes.

The clinical record lacked an order for
suctioning of the tracheostomy.

During an interview with Medical
Records #2 on 11/20/13 at 8:10 a.m.,
additional information was requested
related to suctioning orders for
Resident #E.

During an interview with the acting
Director of Nursing and LPN #3 on
11/20/13 at 2:10 p.m., they indicated
Resident #E had no order for
tracheostomy suctioning.

3. The undated policy for
"Tracheostomy Care" was provided
by Nurse Clinical Educator on
11/19/13 at 12:10 p.m. The policy
indicated:

"...Purpose: To provide adequate
tracheostomy site care: Maintain a
patent airway, to facilitate the
therapeutic exchange of gases.
Prevent the transmission of
pathogenic microorganisms thus
decreasing nosocomial infections.

Policy: Stoma care for tracheostomy
should be done every shift and PRN
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(as needed) unless otherwise
ordered.

Assessment: General guidelines for
assessment may include, but not
limited to:

...Observe characteristics of
secretions increase/decrease,
thick/thin, color, blood
tinged...Observe for signs or
symptoms of respiratory distress...."

4. The undated policy for
"Tracheostomy Suctioning" was
provided by Nurse Clinical Educator
on 11/19/13 at 12:10 p.m. The policy
indicated:

"Responsible: The following
individuals may have responsibility for
tracheostomy suctioning, consistent
with state specific professional
licensing requirements. Only licensed
nurse per MD (Doctor of Medicine)
orders.

Purpose: To provide adequate
tracheostomy suctioning: Maintain a
patent airway, to facilitate the
therapeutic exchange of gases...

Policy: Tracheostomy suctioning
should be done PRN (as needed).

Assessment: General guidelines for
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assessment may include, but are not
limited to: ... Observe characteristics
of secretions increase/decrease,
thick/thin, color, blood
tinged...Observe for signs or
symptoms of respiratory distress...."
This Federal tag relates to Complaint
IN0O0139385.
3.1-47(a)(5)
3.1-47(a)(4)
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