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' admission that a deficlency exists or that this
The following reflects the findings of the statement of deficiency was correctly cited and Is
California Department of Public Health during the I‘:"::h:;‘ a:ai::t f::‘,:;:,‘:y 3 an ;m:gt‘;': ::
Investigaﬂon ofa wmpmm‘ any employees, agents, or. other individual v;ho
be di in thi d plan of
Complaint number: CAO0S73974 comection. " in addtion, - proparatonand
. - submission of this plan of comrection does not
Representing the Department of Public Health: constitute an adm'lsslon or an agreement of any
| Health Facilties Evaluator Nurse ID: 36331 | &hogedof thecomeetness o any onclusions et
i The inspecton was limitad to the specfic Iha planof <orection witin the mo e
complaints Investigated and does not represent should in no way be considered or construed as
the findings of a full Inspection of the facility. agreemen: with ] u;ew allegag:msfadl of
non-compliance of admissions by the ity
This plan of tion shall constilute this
82(.30"887’]7%99"7?“8 Issued for complaint numbers facilitles cm%lblcam;el;gaﬂon of compllan?:e as -
outlined by Section 1280 of the California Health
F 777 Rediology/Diag Srvcs OrderedINoﬂfy Results F 777| and Safety Code. ’
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' ' How corrective action(s) will be
§483.50(b)(2) The facility must- - accomplished for those residents found
() Provide or obtaln radiology and other to have been affected by the deficient
dlagnostic services only when ordered by a 0 have been y
physician; physiclan assistant; nurse practitioner practice;
or clinical nurse specialist In accordance with
State law, including scops of practice laws. . )
(1) Promptiy notify the ordering physician, It is the policy and practice of Fireside
physiclan assistant, nurse practitioner, or ciinical Health Care Center to promptly notify
nurse specialist of results that fali outside of the resident’s physician of test resulis
clinical reference ranges In accordance with th side of the clinical reference
facility poficies and procedures for notification of a at are outside 0 !
practitioner or per the ordering physician's orders. range.  Resident (1), affected by the
This REQUIREMENT Is not met as evidenced - alleged deficient practice; is no longer
by: . a resident of the facility. The licensed
Based on Interview and record review, the facillty ided the resident's
falled to verbally notify the physician that one of T an dt‘l;:’ P e of the :’f;;':na
five sampled residents (Resident 1) had a colonic physician | rordeda |
lleus (a functional defect of the large intestine that fax. The licensed nurse was afforded a
can cause major dlgasﬁve Issues and abdominal 1:1 in-service provided by the Director
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pain) based on a radiology (branch of medicine
concerned with the use of radiant energy [such as
X-ray] or radioactive material in the diagnosis and
treatment of disease) report.

This failure resulted in no orders received from
the physician for Resident 1 who was later found
unresponsive and dead.

Findings:

On 1/31/20, an unannounced visit was made to
the facility to Investigate a complaint.

A review of the Record of Admission Indicated
Resident 1 was re-admitted on 10/7/19 with
diagnoses including Infection of Intervertebra! disc
(Inflammation that develops between the
Intervertebral discs of your spine), atrial fibrillation
(irregular and often rapid heart rate that can
Increase your risk of strokes, heart failure and
other heart-related complications), and atrial
flutter (type of heart rhythm disorder in which the
heart's upper chambers beat too quickly).

A review of Resident 1's Minimum Data Set (MDS
- an assessment and care planning tool), dated
8/30/19, Indicated Resident 1 had clear speech,
abllity to express ideas and wants, and clear
comprehension. The MDS indicated Resident 1
required extensive assistance with dressing, toilet
use, and personal hygiene.

A review of the Interdisclplinary (combining or
involving two or more academic disciplines or
fields of study) progress note, dated 10/14/19 at
10:56 a.m., indicated Resident 1 was complaining
of nausea and vomiting and was given Zofran 4
mg tablet every 6 hours by mouth as needed for

policy, procedure and practice of
reporting  abnormal  X-ray and
Diagnostic test results.

How the facility will identify other
residents having the potential to be
affected by the same deficient practice
and what corrective action will be
taken;

The facility has determined that all
residents have the potential to be
affected by the alleged deficient
practice. Therefore, actions were taken
to implement systems to reduce the
risk of future occurrence which 44720
included: #/6/20

An audit of current residents who
received x-rays within a 90-day period
was conducted on 4/4 & 6/2020 to
ensure the physician was properly
notified of the results, and 4/2/20
documentation was completed to |4/3/20
suppor! notification; and there was no
deficient practice noted.

Under the direction and leadership of
the Director of Nursing on 4/2-3/2020,
the licensed nurses were educated on
the policy, procedure and timeframe for
notifying a physician of
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nausea and vomiting as ordered by the physician.

A review of the clinical record indicated Resident
1 had a kidney, ureters, and bladder series (KUB
- an X-ray study that allows the doctor to assess
the organs of your urinary and gastrointestinal
systems). KUB series result, dated 10/14/19,
indicated Resident 1 had a colonic lleus with no
sign of obstruction. Result was faxed to the
physician 10/14/19 at 10:18 p.m.

Areview of the interdisciplinary (combining or
involving two or more academic disciplines or
fields of study) progress note, dated 10/15/19 at
1:24 a.m,; indicated at 12 midnight Resident 1
was found unresponsive, no pulse, unable to
obtain blood pressure, and no respirations. Skin
was warm/cool to touch. Resident 1 was a full
code and Cardiopulmonary resuscitation (CPR - a
lifesaving technique useful in many emergencies, .
including'a heart attack or near drowning, In
which someone's breathing or heartbeat has
stopped) was initiated at 12:02 a.m. Paramedics
were called and pronounced Resident 1 dead at
12:31a.m.

Areview of the certificate of death indicated
Resident 1 died on 10/15/19 at 12:31 a.m. The
death certificate indicated the Immediate cause of
death was cardiac arrest (heart suddenly stops
beating), atrial fibrillation, and coronary artery
disease (CAD - a serious condition caused by a
bulidup of plaque in your coronary arteries).

During an interview on 3/6/20 at 1:40 p.m., the
director of nursing (DON) stated she cannot find
in the medical record a physician order for the
KUB series. DON stated the KUB result was

abnormal and should have bsen called to the

. will review the weekly audits for any

- How the facility plans to monitor its

that are abnormal.

What measures we will put into place
or what systemic changes the facility
will make to ensure that the deficient
practice does not recur;

A concerted corrective action plan for
monitoring shall be conducted with
Medical Record’s Department and
Nursing Administration which will
commence on 4/6/2020 to ensure the
alleged deficient practice will not
reoccur. The Medical Record’s
Department shall audit the physician’s
order and nurses’ notes twice weekly
for 4 weeks, once ‘weekly for 8 weeks
to ensure appropriate notification to the
physician of x-ray results are noted in
the nurse’s notes per policy and
procedure.

1/6/20

The Director of Nursing or designee

trends, and additional

follow-up.

palterns

performance to make sure that
solutions are sustained. The facility.
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F777 s:;st::; ?‘d:;: rggilg:u?ther stated the lack of Frr correction is achieved and sustained.
calling the physician with the abnormal resuit may :‘hisc : la"“;:"“cze imf l;:“:i" tet:.’ a?t:
cause Resident 1 to experience an adverse ¢ corrective action evajuation for
effect. effectiveness. The POC is integrated
into the quality assurance system; and
During an interview on 3/31/20 at 10:50 a.m., and '
concurrent record review, the DON stated the .
facllity mc%;:gl t1he fa)B(ed results Tt':;‘n tg% irf'UB 4 The Director of Nursing will monitor
serles on 9 at 8:55 p.m.. The state the out f the data and report
the KUB results were faxed to the physician on tr :ng:: C%T;: 0 mim?h? anQXR‘;QZT’)l’
10/14/19 at 10:18 p.m.. The DON stated there . g y
was no documented evidence there was a follow meetings for 3 months and the plan
up from the staff by calling the physician. The will be adjusted if indicated for further
DON stated staff did not follow protocol by not recommendations or corrective action
calling the physician because a situation of this by the QAA/QAPI Committee until-
nature, staff-needed to verbally speak and get : : : :
verbal Inputs from the physician. substantial compliance is obtained.
A review of Resident 1's care plan titled "Cardlac include dates when corrective
Distress" indicated Resident 1 Is at risk for action ‘will be completed. The
[ cardiac distress related to cardiac artery disease, corrective action completion dates
hypertension, atrial fibrillation and atrial flutter. must be acceptable to the state
Nursing interventions included laboratory as agency.
ordered and report finding to physician promptly,
report any significant abnormal vital signs to :
physician promptly, and medication as ordered, Completion Date: 4//20
monitor/report effectiveness and side effects.
Areview of the facllity policy titled, “Lab and
diagnostic Test Results -Clinical Protocol,”
revised on September 2012, indicated "A nurse
will identify the urgency of communicating with
the Attending Physician based on physician
request, the seriousness of any abnormality, and
the Individual's current condition .... Nursing staff
will consider the following factors to help identify
situations requiring prompt physician notification’
concerning lab or diagnostic results: ... The result
is something that should be conveyed to a
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physician regardless of other circumstances (that |
is, the abnormal result is problematic regardless r
of any other factors) .... Direct voice ; '
communication with the physician is the preferred

means for presenting any results requiring ‘
immediate notification, especially when the !
resident's clinical status is unstable or current |
treatment needs review or clarification." !
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