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A COVID-19 Fooused Infection Contral Survey

| and an investigation of Gomplaint #95025 was
conducted by the Depariment of Inspaclions and
Appeals on 12/30/20 to 1/5/21. The facility was
foun to be in compliance with CMS and the
Centers for Disease Control and Prevention
{CDC} recornmended practices lo prepare for
COVID-19.

Complaint #95025 was nol substantiated.
Total residents: 69

See the Code of Federal Regulations {42CFR)
Part 483, Subpart B-C.

F 656 | Develop/mplement Comprehensive Care Plan F 656
S8=E | CFR(s): 483.21(b)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1} The facility must develop and
implament a comprahensive person-centersd
care plan for each resident, consistent with the
rasident rights set forth at §483.10(c)(2) and
§483,10(c)(3}, thal includes measurable
objectives and limeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessmsent. The comprehansive care plan must
describe the following -

{1) The services that are to be fumished lo attain
or maintain tha resident's highast praciicable
physical, mental, and psychesocial well-being as
required under §483.24, §483.25 or §483.40; and
() Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
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had a Brief Interview Mantal (BIMS) score of 12
out of 15 indicating mild cognitive deficits.
Accarding to the MDS, the resident required
extensive assistance with the help of one sfaff for
transferring, toileting and bed mobility.

On 12/30/20 al 1:30 pm, observation revealed
Resident #2 asteep In her recliner with
supplemental oxygen on at 3.5 liters. A
physician's order daled 9/22/20 at 300 pm,
direcled the resident's supplemental oxygen at 3
titers vie nasal cannula,

Areview of the cara plan for Resident #2
revealed {canned text}, enlered on 12/22/20 that
directed staff to monitor the oxygen per order and
make sure it is functioning propery. The care
plan lacked any spacifics respiratory goais or
dire¢tives.

2. According to the MDS dated 1219/20,
Resident #3 had a BIMS score of 8 out of 15,
indicating moderate cognitive impalfrment. The
MDS documented the resident admitted on
2111420 with diagnoses that included chronic
resplratory failure with hypoxia. The MDS
documented the resident required extansive
assistance of one for transfers, ambidalion and
cdrassing.

Observation on 12/30/20 at 2:20 pm, revealed tha
resident sifling in his chalr with supplemental
oxygen via nasal cannula.

A review of the alactronic chart revealed &
physician's order entered on 3/28/19 at 2:45 pm,
{or supplemental oxygen al 2-4 liters as needed
via nasal cannula, this order was discentinued on
216120, A new order was entered on 11/10/20 at
3:00 pim, for supplemental oxygen upto 4 liters to
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Observation on 12/3f20 at 2:15 prn, revealed an
oxygen concentrator sitting next to the resident's
bed with the tubing draped over the top of the
concantrator.

Acreview of the slectronic chart revaaled a
physician's order dated 10/20/20 at 4:45 pwm, for
oxygen via nesaf cannula to keep oxygen
saluration equal to or above 80%.

A roview of the resident's care plan revealed o
{cannad text), entered on 10/14/20, to monitor
tha! the oxygen is on per order and that it is
functioning. The care plan wes not updated to
include the spacific goats or directives.

In an interview on 1/5/21 at 3:50 pm, Staff J,
Registered Nurse (RN) stated that she updated
the care pfans, She said when thare are changes
in status or a new order for a resident they don't
have a specific ime frame for gatling the
directives into the residents care plan. She
vontinued, that the care conferences were done
quarterly but they don't necessarily vpdate the
care plans at that time. She agreed that some of
the care plan goals could be mora
resldent-spesific.
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