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F GO0 | INITIAL COMMENTS £ 000
: T.00D - Please accept this Plancs
) Corrzsction (POC) as our Credible
The followlng reflects ths findings of the . Allegation Package. The deficiencizs
Departmant of Plibiic i-{esﬂh d,unr)ﬂgda Complain! |, enumerated in the Statement of
Invesiigation CONTUTIET on 12725713, Deiciencies wili be correctad to prevent
recurrence no later than 01/23/2016.
Compleint number: GA00470403 - Preperation and/or execution of this Plan
Unsubstantiafed. of Correction does not constitute
admission or agreement by the provider of
Complaint number, CA00470385 - Subslantiated. the truths of the facts alleged or
conclusions set forth in the Statement of
There were two deliciancies izsued-es e resuitof .1 <Deficiencics. The Provider subraits this
complaint # CA00470385. Plan of Comection with the intention that
it is inadmissible by any third party in any
The inspaction was limited lo the specific civil or criminal action or proceedings
complalnts investigaled and daes hotrepres=nl 1 i‘%&“‘;‘ ﬂﬁiﬁiﬁvﬁdir; ;;15:3131}3};‘355“
a 3 he faC"l ) : d ‘ p3atat "%, Qi ors &¢ho 5. 2.US
the findings of a full inSp otion of ¢ y Plan of Correction is prepared solely
) . L1 | because Tt is required by provisions of the
Reptesenting lhe-Department; Health and Safety Code,

Survevor ID #:14042, RN, HFEN

Sample slze: 3
¥322 483.25(0) (NG

Highest Severlty and Scope: £ : TREATMENT/SERVICES-RESTORE
F 322 | 483.25(g)(2) NG TREAYMENT/SERVICES - F 322 EATING SKILLS
5s=€ | RESTORE EATING SKILLS A ‘ 3
[t is the policy of the facility 10 ensure

thet licensed nurses are knowledgeable

Based on lhe comprehensive asssssment of a ‘
about monitoring the residents enteral

resident, the facillty must ensure that --
° Y feeding formula as ordered by the
(1) Aresident who has baan able to eal enough physician.
alone or with azsistance ig.nol fad by naso gaslic
tube unless the resident’ s clinical condition N .
demonstrales that use of a naso gastric lube was A) Upon recetving notification of the ]
voidable: and delicient practice, the dietician and DON
una ‘ held an in-service with all licensed nurses
i i to cducate the licenszd nurses on how to
2) Arssidsnt who is fed by a naso-gaslric or how
g(;astrostomy tube receives the appropriate calculate the amount of formula infased.
THELE. e . (X8) DATE

LABORATORY OIRECTOR'S OR Pﬂg__v,znﬁn‘fsu»tfER*REPRESENTMWE‘-S&SNATURE.u

ing willraf Bslerlsk (") denotes a deficloncy which the Instliutlon may be sxcuscd ffom corracling providing il is dotermined Ihal

en . .
Q(?Lg 22?:;2? slalemde swHicient prolsction 1o (he palients. (See Inelrucllons.) Excapl for nursing homes, lhg findings slaled sbove are disclosable BO days
following the dalo of survey whethsr or not & plan of correctlon |6 provided. For nursing homes, jhe above findings and plans of ceritcllon are dlaclosabls 14

days lollowing the date theso documenls are made avallable to Ihe faclfly. If geficiencies are cled, an spprovad plan of correction (s requisita to continued

program participstion,
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F 322

lreatment and senvices o pravent aspfrapon
pneurnonta, diarrhea, vomiting, dehydralion,
matabolic abnormalilies, and nazsl-pheryngeal
plcars and o reslore, if possible, normal saling

skillz,

This REQUIREMENT s nol met a5 evidenced
by:
Byased on observalion, interview and record
review, the fasilily failsd fo-ensure the licensed
nursas were knowledgeable about monitoring the
resident's enteral feeding formula as ordered by
the physiclan for one out of three sampled
resldsnts (2).

This deficient practice placed residents at tisk for
incorract dosage of feeding formula with polential
to cause weight loss/gain, dehydration, and or
fluid overload.

Findings:

On 12/29/15 at 1:30 p.m., an unannounced visit
was made to the facility to Investigate allegations
of weight loss, dshydratlon, and Infeclions
resulling In the resident’s death. The Direclor of

Nursing (DON) was informed of the natura of the |

visil.

Oon 12/29/15 al 1,50 p.m., during the tour
accompanled by the DON Resjdent 2 was
observed receiving continuous nutrition through a
gastrostomy tube (GT - Inserted through the

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENTY)
Continued From page 1 322

4 that no other resident
was af ficicnt practice, the
DON and the MDS nurss reviewed all G
tube patients in the facility and no other
resident was found 1o be affected by this

deficient practice.

C) To prevent the deficient practics
from recurring, the DON will randomly
check all G-tube patients daily as she
makes her rounds and will report all
negative findings to the administrator.

D) The Administrator will submit
‘reports during the quarterly Quality
Assurance meeting to discuss 1idings
and 1o ensure that the current plan of
correction if effective. .

E) This plan of correction was
completed on 12/31/2016
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F 322 Contihued From page 2
abdomen that deiivers viriion directiy o-ing
slomach). The GT wes connacted to a externa!
mechanical pump. The formula bottie was 1500
milliiters {ml) capacity that was hung on the sems
day at 5115 a.m. The machanical pump indicated
there was 850 ml Infuzed at the rats of €0 mi par
hour, with 1060 mi of formula Jefl in the bollle.

During concurrent interview the DON was asked
If the resident received the right amount of
formula per physlelan's order, DON siated she
could not calculals the amount, Seme day at 2

g.m., in an inlerview with the ficensed vacations)
nurse 1 (LVN 1) who was in charge of the
resldant, sheslaled she accldentally cleared the
mechanlcaf pump and was not gbleto resel the
machine and manually calculais to ensura the
resident rgcslved the right amount of feeding .
formuia. Ouring concurrsnt injerview iha ditacior
of staff development {DSD) alzo was not abls to
manually calcuats the correct amount of feedmg
formula delivered {o tha residatt.

Areview of the facilily census Indicated lhere
were 11 rasldanta recelving enteral feading that
was connéected to mechanical pumps.

Areview of Resldent 2's clinlcal racords indicated
the residen! was admifted 1o tha facility on 9/7/08,
and readmitled on 3/8/13, with diagnosas which
included GT end hypertension (high blood

pressure).

There was a physlcian's order dated 7/10/15, for
Residenl 2 16 recelve Diabetisource AC 1.2
enteral formula al 60 mi per hour for 20 hours to
provide 1200 ml (1440 calories) in 24 hours

through a machanical feeding pump. Tha start
lime was at 2 p.m., or un{ll dose was completed.

F 322
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Areviaw of the Minimum Data Set (MDS), a
sizndardized assessment and cars screshin
o0, deted §/28/15, lndicated Ratidant 2 had
short and long-farm memory problems, severely
impgired In cognitive skills for dally declslon
maKking, totally dependent cn the staff for
ransferring, dressing, tollet use, personal
hyglens, and always incontinant (no conlrol) with
bowel and bladder {funetions.
Areview ¢f the mechanical pumps' Operating
Instructions Indlcated to resst tola| accumulated
volume dellverad 1o 0 - press dose check, then
press and hold olezr whhin throe sacends. The
pump will beep on¢e, pause, besp twice, and
displays clears. To raview the tolai volume
delivered press dose check. Thara was no policy. |. P41 483.65- INFECTION CONTROL,
addressing how to manusily caiculate & residenis PREVENT SPREAD, LINENS
GT (eading orders. _ It is the poli < fucil ;
F 441 | 483.65 INFEGTION CONTROL, PREVENT Faat)  IH ;hdg;i};ﬁﬁ“ﬁhgmﬁﬁ;ﬁm
$$=E | SPREAD, LINENS designed to provide a saf, samitary, and
cemfortable environment and to help
The facliity must eslablish and malnlaln an prevent the development and transmission
Infection Control Program designed fo provide & of disease and infection,
safe, sanitary and comfortable srvirenment and
to help prevent the developrnent and transmission
of disease and Infection. A.  Upon receiving repost of the deficient
practice, the Director of Staff
(a) Infectlon Control Program development held an in-service on
The facility must establish an Infeclion Control 12/3072016 to educats all staffon
Program under which It - ) infection contro! and hand washing
(1) Investigales, eontrols, end prevents infections techniques,
in the fscility, ) . o ) .
(2) Decldes what procedures, such as :sol'auon', B. ﬁ%‘iﬁﬁ”&ﬁ ut!rlscl f;nzsgcxgiscrécgcg,f
should ba _appned (a an individual resident; and Stafr Development made rounds o
(8) Maintains a record of Incldents and correclive observe licensed siaff es they
actions related lo fectlons. J
Evenl 10 HRXH1Y 1 Fadliy RrTASTI00800% C o estltnuntian theelfage 4 of 7
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(b) Preventing Spread of infection
(1) When the Infection Conlrel Program C. adminisrered medications and treatments
delarmines thal 2 resident n2ads [solation lo and the CNAs ag they provide cers and ne
nravent the spread of Infection, the facility must other resident was affectzd by the
isolate the rasidant. deficient practice.
(2) Tne f.aciii:y must p mhm.“ ermyp onegs WK?’ a D, To enswre that the deficient practice does
communicable dlseage or lr_xfecled eKin Jasions not recur, the Director of Nursing, DSD
rom direct contact with residents or thelr food, If and Administrator will make random
dlrect conlact will transmit (he dissase. rounds to observe staff as they provide
{3) The facility must requke sla'f.to wash thelr A ~care 1o ensurs. thet tais deficient practics
hands after each direct resldent contact for which " does not reoceur,
s Indic ceepled .
hanfdyi'asm?gr";lgg;eted by accep E. The Administrator will report all negative
pralessional pracce. findings 10 the Quality Assurance
. committee Quarierly far review and,
(c) Linens recommendation.
Personnel must handle, slore, process and .
ransport finens so as lo pravent the spread.of . B This cameachive.action was completed.op
infection. 12/30/2016.
This REQUIREMENT Is not met as evidenced
by:
Basad on observation and racord review, the
facility falled o ensure the license nurses would
sanitize andfor wash their hands bafore and after
each resldent contact for ong out of three
sampled residents (2). '
The deficient praclice has the polential to spread
infeclions 1o othar persannel's, residents, and
vigitors.
Findingsa:
On 12/29/15 &t 1:30 p.m., an unannounced visit
was made lo Lhe facility to investigale allegallons
of weight loss. dahydration, and Infections
resulting In the resident's death. The Director of
Evont 1D HRXML Facllity 10! CAB{XIC005E fountinugtfan-shast Page §ol 7
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F 441 Centinued From paga 5 F 441
| Nursing (DON) was [ntarmed oV ihe nature ofthe |
visil.

Cn 12/28/15 & 1:85 p.m,, Residant 2 was

gestroslomy tube (GT - insarled through the
abdomen thal delivers nutriilon directly to the

intravenous pela (V). Afthe sams ims the
dirgctor of nursing (DON) and lhe licensed

and fhe counter space.

includsd GT, and hypertensicn (high bicod
prassure).

assessment and care screening lool, dated
8/28/15, Indicaled Resident 2 had shorl and

toilet use, personal hyglene, and always

funclions.

observed recaiving continuous nutrition through a

| stomach). The GT formuta was connscted fo a

external mechanlcal pump (controls the rate of
the feeding formula) which was hanging o4 an

vocatlonal nursa (LVN 1) ware obsarved walking
in to the resident's rcom without first sanifizing
and or washing thair hands. The DON.and the
LVN 1 were ubserved touching the resident; the
resident's bed shaats, mechanical pump and the
infravensus (V) pole. Both the.DON, and LVN.1
were observed iefl the resident's room withoul
sanitizing and/or washing their hands, stood by
the nurses station touching the clinical records,

A revisw of Resident 2's clinlcal records Indicafed
(ha tesidant was admittad o the faciiity on 9/7/09,
and readmilled on 3/8/13, with diagnoses which

The Minimum Data Set (MDS), e slandardized

long-term memory probisms, seversly fmpairad ity
cognltive skills far dally declsion making, totally
dspendent on tha staff for lransferring, drassing,

incontinsnt (no control) with bowel and bladder

[
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F 441 Cenlinued From page 6
Areview of lis undaisd faciily's pol
proceduras titted Handwsshing/Hand Hygiene
indicated that &il personnet shai {ofiow the
handwashing/hand hyglene procsdures to help
prevent the spread of Infeclions to oiher
ersonnel, residents, and visitoss, |f hands ara
not visibly solled use an aleohel-besed head rud
containing 60-95 percent ethanol or Isopropancl
for all lhe following siluations: before diract
contact wilh the residenhts, afier contact with the
resldant’s intact skin, and affer contact with
objacts in the immedizte vichlty of the resldent.
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