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Investigation #82464-{ completed on 4/30/19 to
8/12/189, resulted in a deflclency written at W331,
W 331 [ NURSING SERVICES W 331

CFR(s): 483.480(c) :

The facliity must provide cllents with nureing
sarvices in accordance with thelr needs,

This STANDARD & not met as evidenced by:
Based on Interviews and record reviews, the
facliity fallad to provide eilents with nursing
sarvicas in gccordance with their nseds. This
affactad 1 of 1 sample client (Cllent #1) reviewad
during Invaestigation #82464-1, Finding follows:

Record review ravealed facllity investigation
dated 3/22/18, indlcated, "On 3/22/18, upon
waking (Cllent #1) for the moerming, (Direct
Support Professlonal (DSP) A) noticed that
{Cllent #1's} loft foot was swollen and he
appesred to have waakness in his jega, Vitala
ware taken per {Repisterad Nurse {RN)} raquest,
{DSP A and DSP B) assisted (Client #1) to the
bathroom to begin his shower, (DSP A noted
swelling in {Cliant #1's) lsft foot and stated that
{Client #1) was not acting llke himssif as he
continued through hls morning routine with (DSP
A's) eesislance. While {Client #1) was sliting at
the table for breakfast, (RN} atternpted to oblaln a
sacond set of vitals but zald that {Client #1) was
combative and would not allow her to do so,
(RN) determined that (Client #1) should be sean
at (he Emeargency Room, Aflar (Client #1)
refused breakfast, (DSP A) and (DSP B) asalsted
him to sit In a chair in the living reom. (Cllent #1)
seamad restlsss while sitting in the chalr, so
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Any dsficlency statemant snding wilh an eeteisk () dady’aa a defictancy which the institulion may bo excused from correcting providing it ie delarmined ihat
other safaguards provide sufficlent protection to the pallanis, {Sse instructions.) Excapt for nuraing homes, the findings stated abova ane disciosable B0 days
feflovdng the date of survay whather or not a plan of comeotion Is provided. For nursing homas, the abova findings and plens of caredtion are discliosable 14
days following ihe date {hese documanta are made avallable io the faciiity. If deficiencies are cited, an approved plan of comection is regulsite to contlaued
program participation,
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(PSP B) and (DSP A} began munitoring Mim more
closely, AtB;20 a.m., (DSP A) and (DSP B) were
beglinning to assist (Cllent #1) into 8 wheelchalr,
howaver {Client #1) was unresponsive at this
tima. (DSE B) and {DSP A) checked for a pulse
and hoth stated they found a faint pulse, {DSP B)
and (PSP A) moved {Cllent #1) to the fluor and
asked (RN) for assietance, (RN) began CPR,
(DSP A} calléd 911 at B:22 a.m, (Licensed
Practical Nurse {LPN)) was called for assistance,
(LPN) and (RN} continued CPR untll EMTs
arrvad, EMT's continued CPR on (Client #1),
continuing ta do o while going out the door to be
put on the ambulance. (Cllent #1) was
tranaportad via ambulance to Myriue Hospital in
Harlan where he was pronounced dead shortly
after his artlval.”

Additional record raview revealed the following:
a, Client #1, 42 years old, had diagnoses
including: profaund intellectuat disabiity, mixed
developmantsi disabllity, psychofic disorder - not
otharwlse specified, gastroasophageal reflux
disease, constipation, hisiary of seizure disorder,

b. Nurse's notes on 3/6/18 documented monthly
vitals as follows: temparature - 87,6 degress
Fahrenheit {F); pulse - 70; respirations - 16; blood
praesure - 130/90; oxygen saturation - 87%. The
note further doguments: "Sleeping more.
Continues to sat afl glven to him.

¢, Nurse's notes on 3/22/19 documented vitals
taken before Client #1 got up for ihe day:
temperature - 94.6 degrees F; oxygen saturation -
86%; pulse - B4; blood pressure - 152/80, Notes
furiher documented left padal edema, non-pitting
with no retdness ar warmth, Cllant #1 was noled
to be lathargic. The nurse documented she

W as
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attemnpted vitals again but Client #1 did not
cooperate, Client grabbed for drinks but refusad
food. The staff assisted client 1o easy chalr and
the ellant continued to bs letharglo,

d. The facliity's internal investigation documentsd
vitsl signs showad in 2018, Client #1's oxygen
saturation ranged 87% - 88%,.

VWhen intarvlewsd on 5/1/12 at 11;00 a.m. DSPA
repartad DSP B and DSP A got Cllent #1 out of
bed on 3/22/19. She slaled Cllent #1 had vomit
on his plilow. They completed vital signs on him
and his oxygen lavel was off, but sha could not
remember what the reading was, She assisted
Client #1 into the showar and noticed Client #1
had a swollan foot. Sha reported the swollen foot
{o the RN. DSP A bellaved that s when they
decided he nesded to go to the Emergency
Room. She assisted dressing Cllent #1 and got
him to the {able to eat breakfast, DSP A
ramembered Cllent #1 did not eat and would not
hold his cup, which was uhusual for him. The RN
fried to complete vitals on him, but he pushed her
away. DSP A and DSP B transferred Cllent #1
Into a chalr In the living room., DSP A siated
Cllant #1 ssemed uncomfortabls, by maving
around in the chalr. DSP A left the room, for
approximataly three minutes, to asslst ancther
cllant. Whan she returned to the room, Cllant #1
was unrasponsiva. DSP A and DSP B yalled for
the RN and transferred Gliant #1 to the ground.
The RN started CPR and DSP A called 811, DSP
A walted outside for the ambulance to armive.

In DSP A's Interview in the incident investigation
ovarview, DSP A dascribed Client #1 lo try and
plck up Julce during breakfast but struggled to
kaep & hold of it. DSP A held the cup to his mouth
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80 he could take a drink, bat the juice dripped
down his face,

#1 was congested. They had to give him cough
medication and the RN monitored him for any

vilal signs on Client #1 prior to asslisting him out
of bed. DSP B remembered Cliant #t's oxygon
leval read 86 and sha immedistely reporiad the

to assist Client #1 to get up for the day end she
would take another sat of vilel gigns. She
assisted DSP A with Client #1 and natlcad Client

they could not get Client #1's sock or shos on
him. They assisted Cilent #1 to the table for
breakfest, but he refused to eat, She stated

A mavad Cllent #1 to a chair In the living room.
According to DSP B, Cllent #1 couild not get

from Client #1 for a maximum time of five
minutes, When she walked up to Cllent #1's
chalr, Client #1 was unrasponsive,

raporied on the ovemight facllity steff
administered cough medication to Cent #1. On
3/22{18, she Instructed facility staff to take vite!
signs bafora Cilent #1 got out of bed, Client #1

B got Client #1 up to shower, She stated it

When Interviewed on 6/1/19 at 10:47 p.m. DSP B
reported two days prior {o Cllent #1's dealh, Clent

changes, On 3/22/18, Cilent #1 had thick mucus
on his plilow and the RN aaked them to complate

number to the RN. The RN Instructed to continus

#1's left lag "was exirameily swellen,” She stated

Client #1 could not grip his cup. DSP B and DSP

comforiabla in the chair. DSP Awslked away for

& brief amount of fime and DSP B took Client #1's
plate to the kitchen, She beleved she was away

When interviewad an 5/1/19 at 10:30 a.m, tha RN

often refusad vitals and It was easier io complete
vitet signs while he was still In bed. According to
the RN, vital signs wera normal, DSP A and DSP
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usually taok ane staff ta assist Cllent #1, but that
day it taok two. The RN tried to complste another
sot of vital slgns when Client #1 sat al ths kitchen
table, but he pushed her away. The RN stated
Cliant #1 drank flulds for breakfast. She did not
believe he ate much, which was unusual for
Client #1. The RN daclded he needed saen In
the Emergency Room. Facliity staff fransfarred
Client #1 Into a chalr In the {iving room while they
waltad for the Pregram Manager to armrive for an
oxira staff. The RN walked down the hall to
administer medications to ancther client. Facliity
gtaff yelled for assistance because they could not
get Cllent #1 up. At epproximateily 8:15 to 8:20
a.m,, the RN walked back down the hallway and
Client #1 was ch the floor in front of the chalr, not
braathing. The RN started one man CPR,
instructed facliity staff to call 911 and the LPN at
the other home. She stated Client #1 had "a lot
of secretions™ and when she started CPR, she
knew she broke a b, Whan the LPN arrived, he
started compressions and she did the breaths.

Additional interview on 5/28/19 al 11:24 a.m. tha
RN reported when vital signs are completed she
did not go by oxygen level. She stated, at timss,
Cilant #1 did not lsave the oxygen sensor on his
finger. She also slated clienls did not elways take
deep breaths, so the readings wers not accurate,
She sssessed cllents by thalr color, their actions,
and the rast of the vila! slgn readings, The rest of
Cllent #1's vital slgns ware In the narmal limits,
According to tha RN, Cllent #1'a leg "didn't lnok
that swollen.” She stated Client #1's sock was on
when he came out to the table. The RN also
statad faciiity staff did not report that they had
trouble with his sock and shoa. When Client #1
sat at the dining table, ha reached for his cup and
pushed her away. When he sat at the table, the

W a3
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RN decided a doctor should sea Client #1. Thay
askad the Program Menager ta come in eatly so
they could go to the Emergency Room, but she
did nat betleve It was emargent. According to the
RN, It was spproximatsly 30 minutes from tha
time Client #1 got out of bed to CPR,
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Accept this plan as the facility's credible pian of compliance
A

W 331: Facility R nse:

The facility Program Supervisor, Nurse, Nursing Director and/or Program Director/QIDP,
will provide individuals wlith nursing services In accordance with their needs, Staff will
recelve additional fraining to assist all REM personnel with idenilfylng when an individual
18 In need of smergent medical care. This fraining may include, but Is not limited fo the
following:

o Allstaff need to understand that If they believe that an Individual recelving REM
services Is In need of emergent medical care and that contacting 211 is
warranted, staff should eall 911 prior to contacting a nurse or supervisor If one is
not on-slte.

e Staff should know when to take @ set of vital signs that may not be routine (.e.
Individual reports nonspeclfic symptoms of physical distress such as feeling
“funny” or “different”, Individual Is acting odd, reporting pain, uncomfortable,
ofc.). Staff should refer to the Normal Vital Signs/Welght Chart for Individuals
normal vifal sign ranges. .

= I vital slgns are abnormal or not within normal ranges for that individual they
should re-take the abnormal vital(s) o ensure accuracy. If any vitals are silll not
within normal rangss for that individual they should notify a nurse immediately.
Staff should document ¢ new entry In the individual’s nurse’s notes every fime
vitals are taken,

s Staff/nurses should know that the Normal Vital Signs/Weight Chart for Individuals
form was revised to Include that, "If O2 Sat saturation) is below 20% and the
individudai Is displaying respiratory concerns, call 911.” Additionally, this form will
be updated with current ranges for each type of vital af least twice per year
(must be done In the month of Feb. and Aug.). Previously, viial ranges were
updated annually.

¢ Staff/nurses should know that the Normal Vital Signs/Weight Chart for Individuals
form should be placed in the front holder of the med kardex for reference.

e Staff/nurses should know that the Change of Conditlon Declsion Making Tool was
revised In the EMERGENCY: CALL 911 seclion fo Include “Trouble breathing and
pulse oxygen (PO2) Is below 20%" and "Multiple abnormal observations” as
possible scenarios of when to call 911,

o Trouble breathlng/abnormal respiratory observations may include: coughing,
congestion, wheezing, shortness of breath, rapld breathing, shaliow
breathing. fracheal fugging. mouth breathing, heaving, alr gulping, grunting,
gurgling, vomlting, changes in skin coloring (.e. blueness or paleness).

o Any fime trouble breathing/abnormal respliratory observations are occurring
and pulse oxygen (PO2) Is below 90%, call 911,

+ The Change of Condition Declslon Making Tool will be reviewed agaln as a
guide of each employee's personal responsibllity and shared accountabiliity to
ensure the wellbelng of those in REM services, This document continues to be
posted for staff/nurse reference In ali facilities.

To ensure a system level change, all newly hired employess recelve training on the
Change of Condition Declslon Making Tool and the Normal Vital Signs/Welght Chart for




Individuals form is part of the on-the-job training that each new employee recelves. In
addition, tralning on both of these tools will be incorporated In to the Vitals Tralning that
is provided to all new employees as part of the New Employee Orlentation training. The
Change of Condition Declslon Making Tool will also be reviewed with staff at least fwo
times per year in the months of Feb. and Aug. durlng staff meetings to ensure
understanding and that it is In the forefront of everyone’s minds. The review of this ool
will also be a standing agenda Item at all Nurse's Meetings for the same purpose.

To maintain and monttor ongoing compliance, nurses and program directors will review
all health related Incldent reporis and provide necessary follow-up to any employee in
situations where timely medical care Is not sought. In high level situatlons, others (l.e.
Quality Improvement Specialist, Quality Improverment Manager, Area Director, Reglonal
Director and/ot Executive Director) review the sltuation to assist In determining
appropriate actions and/or training that Is needed.

Class | Violation - Fine Amount: $6250.00 - 35% Reduction Amount: $4062.50
Correction Date: 07/22/19




