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F 000 INITIAL COMMENTS F 000
SKILLED NURSING FACILITY P "?Panﬁw and submission of
This p}zn of correction does not
COMPLAINT INVESTIGATION Constitute and admission or
agreoment by the provider of the
CCR#2015005834 was conducled on . ... truth of the facts alieged or
R correetness of the conclusions set
Jeopardy ified at F-155 SIS Somyen he satement of
Immediate Jeopardy was identified at F-- : iciencies, the plan of. N
J: F-158 1S J: F-224 $/S: J: F-281 §1S: J; F-282 i prepared and subroited
8/8: J; F480 $/$: 4 solély because of the requirements
‘ under Stars
Substandard Quality of Care was identifled at This plan z:’;zmmrm::,l:;,
F.224 {J) serve as the Facility’s allegation
A Pertial Extended Survey was conducted on of substantial complignce.
The was informed of the
Jeopardy on at5:31PM
It was determined that the Immediate Jeopatdy
was removed on .
Exoel Rehabilitation and Heaith Care Center is
notin compiiance with 42 CFR Pan 483,
Requirements for Long Term Care Facifities.
Amended i per CMS to add F-520 ()
QA&A, ¢
£ 155 483.10(b)(4) RIGHT TO REFUSE, FORMULATE F 185
$8=; ADVANCE DIRECTIVES
The resident has the right to refuse treatment, to
refuse to participate in experimental research, C ‘f‘ 0/
and to formulate an advance directive as ¢ @P €
specified in paragraph (8} of this section. ? / /
1X6) BATE

ABORATORY DIRECTORS

RE TINE

v

an anteriek () denates s deficiency which the Inafitution may be excused from correating providing I Is determined that
other safeguards provide fylcy rection (o the patients, {See instructions.} Excapt for nureing homes, the findings stated bove are disciosable 90 days
following the date of survey whi orrot & plan of comection is provided. For nursing homes. the above findings and plans of correction are disciossble 14
doys following the date these documonts ara made available (o the fecilty, if deflciancias are cited, an approved plan of correction is requisita i continuad

program participetion.

Any doficiency statardnt
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The faclity must comply with the requiraments
specified in subpart | of part 489 of this chapler
refated to maintaining written policles and
proced ding advance di . These
requirements include provisions to inform and
provide wrilten information to all aduft residents
concerning the right o accept or refuse medical
o surgical treatment and, at the individual's
option, formulate an advance directive, This
includes a written description of the facility's
policies to implement advance directives and
applicable State law.

This REQUIREMENT is not met as evidenced
by:

Based on resident record review, review of the *
Advance Directives * faciiity policy (Revised
2008) and interviews with the resident ' s father,
the facliity * s nursing, medical, administrative
staff, and Medical Director it was determined that
the facility failed to protect the rights of a resident
lo have Cardio - ]
initiated in the evert of > for one (#1)
of 7 sampled residents of 81 residents identified
s having Full Code status, according e the
Advanced Directives List, provided by the facility
and dated + The facility did nof initiate

on Resident #1, who was 66 years old and
had not expressed wishes to have : withheld,
nor had his Health Care Proxy expressed wishes

1. Resident #1 Expired at the facifity on
. Advance Directives has

been discussed with Resident’s #2
and #4 and Advance
directives have been implemented
per thelr request, Al required
dotuments have bean signed by the
resident/responsible party as of 6-
26-2015,

2. Areview was completed for advance
directives on »this included 2
review of current full code,  1and
physician orders. A review was also
be completed by 110 assure
that all residents received in writing
their rights to formulate advance
directives according to their wishes
or that of their respective
responsible parties. A Review has
also been completed for completion
of the Admissions Agreements and
will be completed by . Any
identified dreas of concern have
been addressed. All current
residents advance directives are
being acknowledged per their

for 1o b withheld if he was found request.
unresponsive,
On « the rasident was found
unresponsive and absent of pulse and
+ tess than 24 hours after admission,
FORM CMS-2567(02-35) Previous Versions Qbsoiate Evant 10: 50X 11 Facilty iD; 42022 f continustion shoet Page 20f 213
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The facility did not Initiate as per the 5 )
resident’ s wishes and his Health Csre Proxy ' s 3. The facility’s policy and procedures
wishes. The facllity falled to honor the resident ' o for Advance Directives, -
Advance Directives and he without the and Do Not
opportunity tc be by receiving the b
services of Orders have been

Additionally, the facility fafled to protect the right
to form an Advance Directive for 2 (#2, #4) of 6
sampled fesidents out of a total of 29 residents
fisted as a full code and recently admitted {after
1 2015} in regards to residents who were
documented as a full code on thelr medical
record but wighed to have &
order { ).

The fallure to perform when Resident #1
was found unresponsive resulted in findings of
Immediate Jeopardy which were removed

. and the severity and scope was
reduced toa D

Findings inchde:

1. Areview of Resident #1 ' s medieal record,
Sacial Service Admission Evaluation Tool
document dated at 5:32 AM (Thursday)
included the following information: the resident
was , had resided with his father in
the past, wes a high schooi graduate and had
been in the Marines for 10 years. It alse included
the questions with corresponding answers written
in capital letters, Does the resident have
advanced directives? INCAPACITY & HC (health
care} PROXY ON CHART; Does the resident
have a legal represaniative? YES, (the resident”
s father ' s name and phone number}; What is the
resident ' s code status? FULL CODE, it was
Electronically signed by Employee G.

reviewed and revised as necessary
by the QAPI Committee on
Licensed Nursing staff has been re-
educated related to Advance
Directives, -

. Code Blue Roles and
Responsibilities on .. thru 6
25-15. Re-education will be
provided again and will be
completed by . The Social
Services Depariment and Admissions
Department has been re-educated
on on completion of the
Admission Agreement and
Documentation in the medical

FORM CMS-2557{02-39 Previous Varsions Obsoieta Event 10150531
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F 156 Continued From page 3

Review of Resident #1 ' s closed medical record,
to include demographic / face sheet, indicated he
was initially admitted to the facllity on s
readmitted on 1 and most recently
readmitted to the faciilty from the hospital on

. Wednesday, for skilled services with
diagnoses that Included but not limited to: N

y { and
. Reviaw of the Physician ‘ s Order

Sheet (POS) dated and signed by the
physician on revealed under Special

Needs; Code Status: " Fyll " {handwritten).

Per the hespital discharge summary for Resident
#

dated i Patientwasa
admilted fo the emergency ; the hospital
with acute fallure, HCAP
{Healthcare-associated S A
advance .. VRE{ . i-Resistant
Enterococei) { - Jand .

(Methiciin-resistant L.

- ) Puring his hospital stay, a
consultation was performed on due to
having noted siadls that were positive for oecylt

« Laboratory data reveaied bemogiobin of
8.5 and a platelst count of 335 indicating the

patient was " with oeeult
{3 loss. The patlent did not show any
signs of active 1 at the time.

Recommendations inchided continue tube
feedings as tolerated; monitor the hemaoglobin
and transfuse on an as needed basis. Residant
#1 was discharged from the hospital and
transferred to the skilled nursing facility on

A review of the Nursing Admission Evalyation

record regarding resident Advance
Directives. Education was provided
by the Staff Development
Coordinator/DON/ Administrator
and Nurse Consultant, When a
resident is admitted to the facility
the Licensed Nursing staff will
inquire with the
resident/responsible party if they
have current advance directives. If
the resident has advance directives
and the copies are available they will
be placed in the medical record and
implemented. If copies of the
resident’s advance directives are not
available the nurse will request the
resident/responsible party to
provide copies to the facility at their
earfiest convenience. Resident
wishing to implement advance
directives will be referred to the
Social Services department for
further discussion. The nurse will
document in the resident’s medical
record that this discussion has taken
place. Admissions will he reviewed at
the Dally Clinical Meeting to assure
that the resident’s advance
directives have been addressed by
the facility per their request and that
any follow up has been completed,
Current residents who do not have

Tool dated a1 3:00 PM revealed: patient advance directives will have 3 re-
FORM CMS<2561(02:99) Previsus Varsions Obsoiere Event ID1J50X1T ! discussion at their quarterly care
reviews,
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amved via giretcher from hospital with | . and
. The resident has advance

dirsctives upon admission? NQ. Are atvance
directives In the chart? NO. Activities of Daily
Living: ~ 1 tequired for bed
mability, transfers: dressing: and personal
hygiene. Alert to person and non-verbal, skin
pale, warm and dry. Patient not verbal with this
nurse, but can make faces for pain, rate
regular and audible, pulse rate equat and

R . Breath sounds clear. P
in place Has referrals for Physical .
Oceupationat and Speech
Signed by Employee C, a Licensed Prscfvcal
Nurse (LPN).

Areview of the Admission Minimum Data Set
{MDS} assessment dated revegied
undar Section C ( Patterns): Staff
Assessment for Mental Status: Short term
memory: memory probiem. Long term rmemoary:
memory problem, skills for Daily
Decision Making' severely i. Under
Section D (Mood): Staff Assessment: feeling or
appearing down, depressed, hopeless. Troubie
faliing or staying asleep or sleeping too much;
Feeling tired or having little energy: Trouble
concenirating. Under Section G (Functional
Status): of ane person
assistance required for bed moblity and dressing;
total dependence required for eating and
personal hygiene, Under Section H ( and
Bowel), Always of bowst and e
Under Section | {Active Diagnoses): failure
and - Under Section K (Swallowing
and Nutritional Stalus) Height 86 ™ ; weight 111
pounds; loss of 5% or more in the last month or
loss of 10% or more in [ast 8 months-yes:
Feeding tube. Under Section M (Skin Condltions):

4. This area of care will be monitored
by the DON/Social Services
Director/Admissions Coordinator
waekly times four weeks and then
monthly times three months. This
will also be over seen by the
Administrator and the QAP

Committee.

FORM CMS-2587402.00) Previays Varstons Qlssinin Evom 1D:BGXIT
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F 155 Continued From page 5
Arisk of developing + Under
Section Q (Resident ' s Overall Expectation):
Expecis to remain in this facility; by family.

Per the Nurse ‘s Notes dated
AM: " this nurse called to e
Nursing Assistant (CNA). Resident noted with no

T puiseor . Noted iarge
amount of frothy saliva on face and chest, Upper
extremities cool to touch. Call placed to
{attending physician) service, return call raceived
from (covering physician). “ Order received to
reiease body. Calf to family, (Mother), name of
funersi home received. Family declined to come
fo facility. " Signed by the Assistant Director of
Nursing (ADON).

al §:48
d

On at 1:00 PM an interview was
conducted with the ADON, the nurss assigned to
the resident when he . She stated that she
was taking care of him for the first me on
+ She took a shift because anather

employee calied off. She stated the residert wasn
't verbal, he required total care and had been
readmitted from the hospital that day. When
asked to recall the events that happened on

. the day Resident #1 .
(ne AUON stated, | was working the night shift. |
had finished medication pass and around 5:45
AM, the CNAwas In the hallway and said, " |
think he Is gone. | went In Resident #1 's ,
checked him for pulse and . he was
very coal to tauch, He felt a fittle stiff in his upper
exiremities. His lower extremities had sarl of

. The resident had white frothy stuff

arouna nis mouth. There was nothing | could do
for him. " When asked if she looked at the chart
fora order. she stated, | looked at his chart
after | called the doctor to tell him the resident

F 158

FORM CHS.I587102-99; Previous Yarsions Obsoleis Eughl 15X T
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had and ! didn'tseea « Honestly when

| saw the resident after the CNA called me he
was cool fo toueh, | don ' t know if there was
anything | could do for him. At that point I made
the decision to not code him; because he was
" and stif; I did not know how long he had
been iike that. The physician covering for the
attanding physician was called, and informed of
the resident ' s . The ADON was asked if
she saw a order on the medical record, she
stated, " after looking 8t the chart, no. * When
asked if she had received training on how to
respond when a resident is found without vital
signs she stated, we are supposad to do chest
compressions and send someone to check on
status,
When the ADON was asked if she knew how to
datermine code status, she stated, if a resident is
unresponsive, 1 am supposed to check the pulse
and call for someane eise to check the chart for
orders. | will a calf code blue and bring the
crash carl. We have a yellow book at the nurses '
statlon with afl the forms., If the resident is a
new admission it may be necessary to ook in the
chart. When asked how the nurse is niotified of a
resldent * s advance directives, including \
she states, " Itis the nurge '3 responsibility to
check the chart on every resident, so they know
status. * If someore finds someone
unirespansive, they have to walt untll someene
checks the yallow book or the chart to see if they
2re DNR or not. When asked what she would do
in @ situation wherein a resldent is found
but there Is no Advance directive
she stated, ] would do a Cade. ” When asked if
she had had any tealning since the event, she
stated yes, gne-on-one with the Director of
Nursing (DON) on . advance directives,
Code Blue, and mock driiis. The DON reviewed

FORM CMS-2567(02-00) Provious Versions Opsoizte Event D:JSGNN #acilily 1, 62832 # eanfinsation sheet Page 7 of 213
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with me when we are supposed o do a code.

On at approximately 5:00 PM an
interview was conducted via telephone, with
Employee A, the CNA, who found Resident #1
unresponsive, She statad she no fonger worked
for the facliity. Employee A stated she was
making rounds before she went home and found
Resident #1 not breathing, She called for the
nurse to check on him. The ADON responded
and checked on the resldent. The ADON said,
e was gone. * Employes A stated that the
ADON did not do

() on Resldent #1 and that she did aot recall
anything else about the residant

On +at 1:15 PM an Interview was
canducted with Employee G a Soclal Services
Assistant regarding Resident #1 ' s Social Service
Admission Eveluation Tool dated and
fimed 5:32 AM, approximately 13 minutes priof to
the resident "s . When asked, Employee G
stated he probably filled in the information based
on prior admissions. He stated he was going to
spagk with the resident’ s family and he
confirmed that the resident had & health care
proxy and a Determination of Incapacity. He
confirmed that the resident was a Full Code on
previous admissions and remained a Full Code
because there was not a signed inthe
medical record. He stated that his plan was fo cafl
the farnily and inform them of thelr right to
formulate an sdvancs directive for the resident,
He further stated that the facility procedure in
regards (o advance directives required the
Admissions Department to speak to residents on
admisgion, advance directives are then

in the Nursing
and the Social Services Depariment reviews the

FORM CMB2567(02-53) Provious Uarsions Dbsolete. Svent iD; SHUKTT Facity 1162932 if continuation sheet Page 8of 213
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F 155 Continued From page 8
information with the resident and/or the family,

On ‘at 1:20 PM an interview was
conducted with the Social Services Director
{SSD) regerding Resldent #1. Per the SSD, she
spoke to the resident ' s father on after
he was readmitted on - She confirmed
that his parents were making the decisions
regarding his care and were designated as his
Activated Medical Decision Makers at that time,
She stated that the father was given information
in regards to formulating an advance directive.
S8 states, “ If he warnied him to be 2 we
would have mailed him the paperwork. * She
also stated that she had not spoken to the father
when the resident was admitted on 2
$She stated that the Reslident was designated as &
Fult Code since his original admission in s ot

2014 and had never had a paper in his
medical record
On al 12:40 PM, a telephone interview

was conducted with Resident #1 ' s father, He
stated his son was in the Marines; he gotan
angurysm In there and had 1o have surgery. He
stated the resident lived by himself for 3 while,
and then he started living with ks girffriend * . He
went to the hospifal and they sent him to the
nursing home. When asked if they wére
expecting his . he stated, he “ could not
care for him anymore, that ' s why he went ta the
nursing home. * He was wearing diapers and
couldn * t dress himself anymore. " | couldn *t
handle him anymore, ° He went to the hospital
and then the nursing home; he ™ was in and out
of the nursing home. * | think he inthe
hospital, no, the nursing home, | get

sometimes. | couldn ' t do anything with him, * He
was having probiems breathing, they put him on

FORM CMS-2567(02:88) Previous Versians Obsointe

Event 050X

Pm’up PROVIDER'S PLAN OF CORRECTION ey
al
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
F 155
Facitty 10 62832 1f eondinunnian sheet Page § of 213



A 16:30 18139721324

From:7278621162

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR M AID SERVICES

PAGE 11751

17:27 #054 P .014/054

PRINTED: 08/07!2015
FORM APPROVED
MB NQ. 093&0391

STATEMENT OF DERICIENCIES X1} Pnovtuewsuwuewcm
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

105884

(%2} MULYIPLE QONSTRUCTION
A BUILDING

[X3) DATE SURVEY
COMPLETED

c

B e 08/26/2015

NAME OF PROVIDER OR SUPPLIER
EXCEL RENABILITATION AND HEALTH CENTER

3TRRET ADDRESS, CITY. STATE, ZIF CORE
2813 CAMPUS HILL DR
TAMPA, FL. 33612

(x4} 10 SUMMARY STATEMENT os DEFchEMc'Es
PREFIX {EACH DEFICIENCY MUST 'RECEDED 8Y
TAG REGULATORY ORLSC iDENTIFYING mroRMmoN)

it IDER'S PLAN OF CORRECTION
PREFD {EA coRﬂEc ACTION SHOULD BE
TAG R OSSAREFE&!NCED TO THE APPROPRIATE
DEFICIENCY)

5]
COMRLETION
paTe

F 156 Continued From page 9
. The fast time 1 saw him he was in the
hospital, and then someone called and said he
8. . L

A review of the facility policy: " Advance
Directives * (Revised | 2008), revealed a
policy statement: " Advance directives will be
respected in accordance with state law and
facility policy. * Policy Imerpretation and
{mplementation, section * 1, When a resident is
admitted to our facilty, the Soclal Services
Durector (SSD) or dasignee Wil provide written

ion {0 the resident hisfher
tight to make decisions concerning medicsl cars,
including the right to accept or refuse medicat or
surgicaf treatment, and the right to formulate
advance directives. ™ " 3, When a resident is
admitted to our facility, SSD or designee will
inquire of the resident, and/or hisiher family
members, about the existence of any written
advance directives. " Poficy Interpretation and
implementation, section " 5! In accordance with
current OBRA definitions and guidelines
governing advance diractives, our facility has
defined advanced directives as preferences
regarding treatment options and includs, but are
not limited to: b, -Indicates
that, in case of or failure, the
resident, legal guardian, health care proxy, or
rapresentative (sponsor] has directed that no

i{ } or other

life-saving methods are 1o bs used. ”

Revisw of the resident’ s Admission
Agreement revesied: page 31 of 38 Advanced
Directives Acknowledgement with the following
Isnguage. ! understand that | do not have (o sign
or implement an Advanced Directive in order to

F 185
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be & resident at this Healthcare Canler [

that  may impl
Directive at 2ny time during my s(ay in the facility.
itis also my undersianding that | may ask at any
time to review Advanced Directive information or
my Advanced Directive {s) and ask questions {
may have concerning them. | may revoke any
Advanced Directive (3) at any time that | have
mads. | understand the facility ' s staff cannot
give legal advice, but can answer questions
concerning Advanced Directives. | have the
following designations(s} and my copies have
been provided to Health Care Center. A ine was
drawn through the blank spaces In front of all the
choices which were: Living Will or Direction 1o
Withhotd Life Suslainlng Procedures,

Yellow HRS Form,

Health Care Sunogate, Health Care Proxy,
Durable Power of Attorney, Financial Power of
Altorney, Medical Power of Attorney, Guardian
Financial or Medlcal, Anatomical GHt, Other:,
Physician Statement of Incapacity, Funeral Home
Selection. The form was initisled by the resldent
and witnessed by Empioyee H on

Review of the resident " s Admissions
paperwork revealed 2 second form titied
Directives A {no page
number) with the residents initials beside the
sections 1,1 have been given written material
about my right to accept or refuse medical and
surgical treatments and my right fo form
o d Directives, 2,1 that 1 am
not required to have an Advanced Directives in
order to recelve medical treatment at this health
care facility ant 3. | understand that the term of
any Advanced Directives that | have executed will
be foiowed by the heaith care faclity, physiclans
and my caregivers 1o the extant permitted by the
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{aw, The form continues with: Please Check one
of the following statements; | have executed an
Advance Directive and will provide a copy to the
facility. | understand that the staf¥ and the
physicians at this facility will not be able 1o follow
the term on my Advanced Directives unfii |
provide a copy of if to the staff; or § have not
executed an Advanced Directive and de not wish
to discuss Advanced Directives further at this
time. The spaces to check either statement were
biarik. The form was signed by the resident and
the Admissions Ry ive E) Hend

dated

Review of Resident #1 ' s medical record
revealed the resident was discharged to the
hospital on and readmitted 1o the
faclity on . Hig admission paperwork
did not include documentation that his Active
Medical Decision Maker, his father, was given
information on Advance Directives. There was no
" Ads Directives ! tent” form
in the admission paperwork for the resident ' s
readmission 1o the facility,

Review of Resident #1°'s physiclan orders dated
revealed a Code Status of Fult Code.

Review of Resident #1 ' s medical record
revealed the resident was discharged 1o the
hosplisl on + and readmitted on
- His admission paperwork did not
inciude dacumentation that his Active Medical
Decision Maker, his father, was given information
on Advance Directives. There was no "
Direstives “ form in
the admission paperwork for the resident” s
3 readmission lo the facility.
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Review of Resident #1 ' 5 complete medical
record including the closed record revealed no
i form was present.

Furiher review of Resident #1 ' s medical record
revealed a document tiled Activated Medical
Decision Maker signed by the resident ' s father
and mother and witnessed by two signatures on

. The document inciuded the following
fanguage: The Determination of incapacity form
has been completed on - L do hereby
aftest that | am at ieast .. OF pider
and am wiling to become invaived I the above
stated resident ' s health care decisions. | have
malntained regular contact and am familiar with
the resident " s gotivities, heaith, refigious and
moral beliefs, 50 that | can make hsalth care
decisit including with i ing ife
prolonging decisions that would be the decisions
the resident would have made, if.capable. | am
willing to produce clear and convinging evidence
upon request. | understand that my role has
become sctive and accept my responsibllity,
which is one of the following Medical Decision
Maker designations: checked were Proxy and A
parent of the resident.

Review of Resident #1 * s medical recor
revealed 8 Dy of o

dated and signed by his attending
physician. It included the following language: As
attending physician for the above stated resident
(Resident #1), | have evaluated and determined
the above stated resident tacks the capacity fo
give informed consent to make medical decisions
and does not have the reasonable medical
probability of recovering mental and physical
capacily to directly exercise rights.
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On at 5:75 PM an Inferview was

conducted with the Director of Nursing (DON),
when asked if she was famillar with Resident #1,
she stated, "yes. " Wnen asked about the day
Resident #1 1 she stated, *When |
came In about 5:30 AM the {ADON) stated that
Resident #1 had passed. | asked the (ADON) if
she had performed . the {ADON}, said, ro. |
stated to the (ADON) that she, shoulg have called
3 code and the (ADON), and stated she did not
do i, | educated the {ADON; right then and there
regarding our policy. The policy states, we have
to start a code no matter what. on a Full Code
resident. |interviewed (Emplayee A) who stated
she was making her rounds, and the rasident
didn " t lock right, she shook him, and he was not
responding, so she got the nurse. * The DON
stated, * The chart revealed the resident was a
Full Code. " The DON stated, " {knew he was 8
full code because he had been here for so long. ”
The DON stated * the (ADON) decided on her
ownnottodo . :". The DON. stated " the
nurse pronounced him .

on « at 5:00 PM an interview was
conducted with the Nursing Mome Administrator
{NHA}. When asked if she could recall the events
khat happened on , the day Resident

“she stated the DON informed
her that the ADON had found the resident
unresponsive and did not perform . The NHA
stated In her opinion the ADON should have
looked at the chart and initiated _

On al 2:40 PM, a telephane interview
was congucted with the cavering physician who
received the call regarding Resident #1 on

- She stated she was covering for the
attending physician on ) bt doasn 't
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remember the call as she staled she covers 1000
patients, When asked if she was Informed the
resident was a Full Code and he was not

1 she stated, "1 apologize, but ! don”
t remember. ©

On at approximately 10:00 AM, an
interview was conducted with Resident #1 ‘s
sttending physician. The physician stated the
resident had muuiple problems including: multiple
issues,
{.. )eand " He did not look well at all,
He was thin and |ooked 90, He was new to ms as
a patient, He was back and forth to the hospital, |
was not called the day he the physleian
covering was called. " [ found out the next day or
$0, probably when the funeral home calied me, "
Normally i a patient does not have a on
thelr chart, would be initiated and 911 called,
My expeciation is that the nurse would start
fa was not on the chart, "

On al 12:00 PM, an inlerview was
conducted with the Medical Director. When asked
if his expectation was for a nurse to perform

on a Full Code resident, he stated, * should
te done. * He has been the Madical Director for
alimoat 4 years. " f the resident was
unrasponsive they have lo do . Code Blue is
forafinon.  |residents. "

2. Review of the medical record for Resident #2
revealed she was a admitted originally
on (Friday) discharged on ;
against medical advice and was re-admitted on
i{ Thursday) from the hosplta
diagnoses included
( ) and lung
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Review of the resident ' s Minimum
Data Set (MDS) assessment revealed a Brief
Interview of Mental Status (BIMS) scare of 13;
indicating the resident was _intact.

Review of Resident #2 ' s Admission Agreement
dated i (Friday) revealed an Advanced
Directives Acknowledgement form. All blanks on
the form for initials to signify that the resident had
recaived the information and designated a choice
of Fult Code or were ot filled in. The form
was signed by the resident on {Tuesday).

Review of Resident #2* s medical record
revealed an Admission Evaluation Tool dated

15: admitted for H— .
History of lung (remission);

; arrived via stretcher from

hospital; weight 94 pounds; height: 56" alert

) assist with bed mobillty, transfers,
walking. dressing, toileting, personal hygiene and
bathing; sssistive device with a walker. The
sections Living will, Organ Denor and Advance
Directives Explained were ali blank,

Review of Resident #2 ' s medical record {for her
first admission) reveated a Soclal Services

i Eval oo 1 dated

1 at 4:09 PM: lived with granddaughter for

many years, no advanced directives at this time;
resident makes her own decisions at this time: full
code; mood; anticipated length of stay for 2
to 4 weeks, signed by the $8D.

Review of Resident #2 ' s medical record {for her
secand admission) revealed an Admission
Evaluation Tool dated {Thursday):
arrived via stretcher from hospltal due to

F 153
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+  lstawspost + §moker,
lung : advance directives - ng; s the
advance directives noted in the chart and
to staff - no; i

in
maobliity. for transfers,
dressing, toileting, personal hygiene;
upper arms; alert and orlented x 3.

Review of Resident #2 * s medical record
revealed a Social Service Admission Evaluation
Tool dated et 5:32PM: | .
female; ne advanced directives at this time;
resident makes her own decisions at this time; full
code;  Imood; anticipated discharge 4 weeks
to home with son and daughter-in-iaw.

Review of the resident * s medical record
revealed a 2015 Physician Order Sheet.
under Code Status, there was & blank line.
Netther Full Code ner were written on the
fine provided to designate the Code Statys.

Review of Resident #2 * s medical record
revesied a Discharge Summary dated
at 10:556 AM: resident lgft the faellity Against
Medical Advice (AMA) resident ' s son was In the
facility and tock resident home. Resident able to
make her decisions independently and had no

\ signed by the SSD.

Review of Resident #2 * s medical record
revealed a nursing progress note dated
8l 5:58 PM: resident admitted from
hospilal with admilting diagnosis of s
. Status post L lung . Data
coflection stated findings as foliow: old snd new
noted on the upper extremities and lower
extremities lung sounds clear o auscuitation;
bowel sounds heard all 4 quads; abdomen

F 188
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non-distended orientsd to
Unit manager.

F 155
. signed by the

On (one week after admission) at 7:45
AM an interview was conducted with Resident #
2. She was observed siling in 2 wheelchair at the
bedside, When the resident was asked about her
wishes for  if needed, she stated she did not
want . After conversing about other subjects
the resident was asked again about advance
directives, she stated, " They have nol asked me
about that, * When asked if she wanted .
she stated, " don ‘twant thal. " "Don ' twant
my family to suffer through that, ~

On at 1:49 PM an interview was
conducted with the S8D. She stated in regards to
Resident #2. " like | showed you yesterday, |
spoke with her (Resident #2) about advence
directives and she doesn’ t have any. She does
have a son. She doesn ' t want her son to make
decisions for her. SSD was informed the advance
direttives acknowladgement form in Regident #2
s admission agreement packet was blank. She
stated, " Well ) wouldn* t know that. *

On at 1:00 PM en interview was
conducted with the NHA, the DON, and the
Corporate Nurse (CN). The NHA stated that 38
should be documenting discussions regarding
advance diractives in a progress note. On review
of the alectronic progress notes it was revealed
that for Resident #2 there was no documentation
from 88 in the progress notes, and The NHA
verified this.

Review of Resident #2 ' s medical record
revesled Social Service Progress Note dated
at 2:39 PM; which was a week after
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Resident #2 ' s latest re-admission found the
following notation. Social Service Director and
Social Services Assistant together went to speak
with the resident about advanced directives.
Resident stated she does not have any advanced
directives at home. Do Not Resuscitatjon ( ]
order was explained. Resident was agreeabls at
this time to sign order. Wilf follow up with
order. Signed by SSD,

3. Review of the medical record revealed
Resident #4 was an male admitted on
{Friday} from the hospital with

dlagnoses that Inciuded dementis, R
hematoma, + anemia and
chronie kidney

Review of Resident #4 ' s medical record, an
, since admission (
revealed there was no form in the record,

Review of Resident #4 * 5 Admission Agreament
dated . revealed an Advanced
Directives Acknowledgement form signed by the
resident " s daughter. All the blank iines on the
form for initials to signify that the daughier had
recelved the Information and designating a choice
of Full Code or were not filled in.

Review of the resident* s medical record
revealed an undated Physician Order Sheet,
page 1 of 2; under Code Status, there was a
blank line. Neither Full Code nor were
written on the line provided o designate the Coade
Status

Review of Resident #4 ' s Admission Evaluation
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Tool dateg {Sunday) (admission date
of }revealed: arrived via wheel chair
from hospital; diagnosis included 5
! hematoma, s
", and chronic kidney + atvanced
drrectives - no; resident appears to be capable of
making healthcare decisions at this tme; only
speaks Spanish requiring a transiator; requires
limited assistance for bed mobility, transfers,
dressing, toileting and personal hygiene; skin s
pale, warm and dry. has poor balance and needs
assist of 1 with fransfers and ambulation:
mechanically altered diet; alert to person, place
and situation; patient long term memory not good
per family, diagnosis of for several
yems; rate regular; continent of and
bowel; no pain; limited assist for ambulation; %
side raits for bed mobility. signed by Empioyee C,
an LPN,

Review of the resident” s + Minimum
Data Set (MDS) assessment revealed a Brlef
interview of Mental Status ( Y score of §;

indicating severe L

Review of the Social Service Admission
Evaluation Tool dated {Monday) revealed:

male born in Puerto Rico, lived in
Puerto Rico unti i when came to live with
other daughter. no advanced directives on file at
this time; Full Code; family visits daily; planning
for Long Term Care.

Areview of the nursing progress notes revealed
the following relevant entries, at 247
PM. patient admitted via wheslchalr from hospltal;
patient transported by fam lly: Alert and oriented x
2; Speaks Spanish only; Daughters at badsids.

F 155
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Further review of Resident #4 * s medical record
tevealed the resident went back (o the hospital for
a follow up visit an and spent one night
there, The record included a tocument of 2
verbel report given fa the facility nurse from the
hospital nurse titled * Nurse to Nurse *
inciuded the following documentation,

{Saturday, 8 days after admission) * the resident

sname ", /0o Net intubate (DN
Diagnoses, fatigue, low hemoglabin. .
» thronic kidney i

. clinic, 2 units of
 glert, orented,

Review of the Nurse " s notes revealed -
at 11:45 AM (Saturday, 8 days after admission),
resident admitted from the hospital with &
diagnosis of fatigue secondary fo low
hemoglobin, and s

in , resident was with his
family via ambulationfwheeichalr, Limited English,
spoken, /DNIs status noted. Skin hag some
abnormal findings tight temple noted: nurse
from hospital stated that a consult with

wag ordered for bone
shave/ - Further raview of the nurse
$ notes revesled at 2:30 PM:

atlending physician was cafied by the superviser,
Superviser updated physiclan on re-admit. No
new orders. it is okay to resume previous arders.

Qa at 12:20 PM (Thursday, 13 deys after
adrmssion and  days after returning from
overnight stay at hospital) an interview was
conducted with Resident #4 * s daughter. When
asked i the facility had spoken with her regarding
her father * s advance directives, she stated, no,
no one had spoken with her on admission,

or on i. She stated she took
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her father to the hospital an and the
staff at the hospital spoke with her about advange
directives due to his condition, The hosphal
physician stated we may need to think about

/DNI. We (the family) discussed the

weekend after hig visit to the hospital, We
decided that a order Is what we wanted: we
want him 1o be comfortable. | would like fo
respect his wishes.

the

On i3t 1:00 PM an interview was
conducted with the NHA, the DON, and the
Corporate Nurse (CNJ. The NMA, the DON and
the Carporate Nurse (CN) were shown Resident
#4" s admission agreement packet, including the
Ditectives form,
with blank lines. The NHA verified that the
i ive was ible for
making sure the admission agreement packet
was complete without any blanks. The NHA
verified that the admissions representative was
supposed ta review the advance directive .
acknowledgement with the resident and or family
member regarding the resident ' s wishes and to
protect their resident rights. When asked If &
resident was admitted on Friday night, Saturday
of Sunday if the nursing staff were supposad lo
discuss advance directives with the resident and
or family, the NHA stated, " Yes. " Also informed
the facility staff that per interview with Resident
#4's daughter, she stated, no one has spoken
with her regarding advance directives, and that
her brother in Puarto Rico is the medical Power of
Attorney (POA). The NHA, DON and Corporate
Nurse (CN) confirmed that the /DNt were
includad in the progress notes and nurse fo furse
note. The NHA stated that they should have the
medical POA Information in the record if there is
one. The Corporate Nurse stated, " We have 5

F 158
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days lo discuss advance directives during the
assassmant peried. * The NHA stated that S§
should be documenting discussions regarding
advance directives in a progress note, On review
of the electronic Progress notes it was revealed
that for Resident #4 there was no documentation
from 88 in the progress notes, the NHA verifiod
this.

On -t 1:49 PM an interview was
conducted with the SSD. SSD was informed the
advance direclives acknowletigement form in
Resident #4 " 5 admission agresment packel was
blank. She stated, *Well | wouldn ' ¢ know that, *

On at approximately 3:30 PM an
interview was conducted with Employee G. He
slated that the SS department spoke with the
Daughter of Resident #4 and she wants 1o be
heslth care proxy and have 2 initiated for
her father. Employes G stated they are getting
the paperwork together, and waiting on the

i i ion from the physicl

pacity

Review of Resident #4 ' s medical record
revealed a Soclal Services (S8) progress note
dated 2t 2,46 PM (13 days after
admission to the facifity and 5 days after return
from hospital overnight stay): this Social Service
Director and the Social Services Assistant went to
speak with the resident ' s daughter about
advanced directives. resident ' s daughter slated
she does not have any advanced diractives at
home. Also she reports that none of her siblings
have Power of Attorney or any advanced
directives either. Do Not ( 3
order was expiained (o the daughter. Resident #4
' s daughter stated that she discussed with
the entire family and family was agreeable to sign

F 165
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order for her father. SSD explained process
o1 8igning . such as signine incapacity form,
Health Care Proxy form ang after that, Will
follow up with order.

4, On ‘81 5:00 PM an interview was
conducted with the NHA, In regards to the facllity
response to the incident of Resident #1 not
receiving when necessary she stated, " We
started an ion and a Quality A
Perf Plan (QAP) We sent
the ADON home for the day on suspension, We
reviewed the policy and procedures for advance
directives, + Code Blue Rolas and
Responsibilities, and the Emergency Procedure
for . We interviewed the staff regarding their
abilty 10 verbaiize the . process, We normally
compiete an audit of the advance directives and
orders monihly. The $SD inftiated an
immediate audit for Advance Directives and
for the entire resident population and f was
complated by 2015, We were
monltoring / reviewing the cherts of residents who
expired. We started in-service tralning regarding
advance directives and and called 2 Code
Blue Drill, Multiple interviews of the staff were
initiated to ensure the direct staff knew about
advance directives, and when to call a code.
Training was conducted in 1for the entire
faclity. The DON did immediate in-servicing with
the ADON and we completed 3 Federal report.
We have been eonducting weekly QA mestings
regarding the event. These meetings wilf continue
weekly through and then oteur monthly. *
When asked when staff training had been
conducted prior to the Jast couple of months, she
stated, "“ws do it routinely and new hires getitat
orlentatian. " When asked how the faciity audits
the employee records for current * she stated,

F 155
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" the Human Resource (HR) manager does an
aud, which includes reviewing s. "
When asked if the event had been presented to
the QA committee with an action plen she stated,

“Yes ",

on he NHA provided 2 “ QA Book ", it
the Quality Perf

Improvement Pian for review. The {60! was

dated ‘and signed by the Quaiity

Assurancs leam including the Medical Director on
» Areview of the information provided
revealed policy revisions dated for v
", " Advance
Directives * which includes " Cods Blue Roles
and Responsibiiities * and " Emergency
Procadure - 3
Review of these revislons revealed the following
relevant changes: * Code Blue Roles and
Responsibilities * {no effective date): " In the
event thet a resident is found in .
the person discovering the : should
immediately notify a nurse of the situation, A
leammate should page overhead that there Is a
Code Blue and ile location of the code. All
availale teammates are responsible 1o respond
to & Code Biue Page. The nurse s responsible to
immediately assess the resident to determine if
the resident is in .The
resident ' s medical record will be obtained to
determine if the resident has a ( ) documant
In their record, (may check YELLOW BINDERS
at each nurses statlon for status) If the
is noted then there will be no further interventions
implemented as per the resident ' s advance
directives. If there is no in the medical
record then *is 1o be inltiated on the resident.
Nurses are responsible for the implementation of
on the resident. The nurse asslgned to the
tesident will act as the TEAM LEADER of the
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code situation, Certifiedt Nursing Assistants who
are  certified may be direstad lo assist with
‘at the direction of the nurse. *

On signature aheets ware provided
for the fol!cwmg inservices, dated

2 B a

In aadrhon mock ’ Code Blue drms
were dono on .
documents that were provlded tothe survey team
were reviewed, A comparison was made between
the in-service signature sheets and the master list
of all employess. The comparison revealed that
as of 181% of licensed nurses and 97%
of the unlicensed staff had completed the training,

Intarviews with the facility staff regarding
advanced directives, ‘and Code Blue drills
were conducted in arder to verify staff knowledge.
The following relevant interviews were oblained:
On - 8L 4:24 PM, 3n interview was

conducted with Employee C a nurse; she siated
she worked full time on the 7:00 AM -3:00 PM
shift, She stated she had been parl of a mock
Code Biue drill 3 couple of months ago and that. ”
we just had an in-sarvice on where to find the

farms, in the yeliow book. ” When asked
how she would respond ¥ 2 CNA said a resident
was unresporsive she stated she * would chack
the resident, have someone at the desk check
the book, 1 would inltiste untit {
determined if the residant had 2 order then |
would stop

QOn at 4:32 PM an interview was
conducled with Employee D 2 nurse, who stated
she worked full time on the 7:00 AM -3:00 PM
shift. She stated she had training on "
agvanced directives and participated in mock

F 156
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Code Biue drills a few months ago and again in

- She alsc stated " If | found someons
unresponsive; { would start , shout for
someone lo go to book, if they were
Fwould stop = 1 would call the physiclan and
family. If they were a full code | would keep going
until the paramedics come. *

on at 4:40 PM an interview was
conducted with Employes E a nurse, she stated
she usually worked as needed on the 3:00 PM
-11:00 PM shift. She stated that during
i jon they di advance directives and
orders. She had training in the last couple of
months on advance directives and did a mock
Code Biue drill also, If 2 resident was found
unresponsive she stated she would, ~ eheck the
resident. yell for help, and send someone to get
more help. | would start .Thereis a
ook, f would send someone to check. If | have
started and find out the resident is a ,
then | would stop. | would start before |
knew if they were a orrot, *

at 7:22 AM an interview was
conducted with Employee F a nurse, he stated he
usually worked the 11:00 PM -7:00 AM shift, He
stated " We had a Mook Code Blue training
recently. We recently had a class on advance
directives and .* The training included:
making sure we have advance directives, if
resident is ) speak with the family, check
the chart for the yellow form, make sure
POAIs in the chart also. Me was asked what he
woulid do if he found an unresponsive resident, he
stated " first assess for breathing, call 2 code,
eall somebody by name to cali 911, Check Vital
signs, call for crash cart. Call another person to
fook at form. | would start compresslons

F185
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tight away, and if found they were a would
stop compressions, "
During the interview conducted on at

5:15 PM with the DON she stated that what she
would expact that if a resident was found
unresponsive and had a Full Code status the
nurse should start . She was asked f a

nurse shouid start prior to finding out about
aresident ‘s order. She stated, " The nurse
should know if ths resident is 8 or not before
they start - Ifthe nurse starts and finds
out the resident s + the nursa can stop.
That is what [ was told during my ‘class, "
When asked if that was in the facillty policy, she
stated, " [tis not in our policy, so | do not teach
that in the in-service classes. * The DON was
informed that 3 out of 7 nurses interviewed so far
stated they would stant when they found an
unresponsive resident and then stop Hthey
found the resident was 2 . 8he wes asked if
the facility conducted training since the event,
She stated " yes, we started in . after the
event and we have given in-services again
racently. ©  This training covered > orders and
advance directives. The training is also baing
done on orientation. She stated, " We did the
training for the whole month of , because
we had to get averybody, And then wa just did it
again, In addition, & Quality Assessment
Performance improvement (QAPI) was started,
the day of the event. The Quality Assurance {QA}
cominittee was Informed. We did training with the
CNAs and nurses and alsa preformed mock code
blues. " When asked If tralning had been
perfarmed in the past, stated, " Yes, the
in-service is done yaarly and during orlentation, *
In addition, the DON was siso asked, how the
facility audits the employee records for cyrrent
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. she s1ated, " when we have new employee
starting Human Resources (HR) sees the card
and then the ADON checks the card after
that. All nurses are supposed to be centified,
" When asked If the faciity had audited the
employee records for gurrent , she stateg *
Yes, the ADON audits ‘menthly and HR does
iton hire. " The DON stated the §S department
monitors, audits the advance directives, and
revigws orders monthly. The DON stated
the event had been presented 1o the Quality
Assurance (QA} committee and an action plan
and plan of correction was put intg place. The
DON complated the Federal rapont and reported it
to the corparate nurse. The DON stated, " The
direction | got was lo do sducation, and do mock
codes, and file a federal raport,

On at 2 PM, an intsrview was
conducted with the NHA and the DON to review
the content of the training in-services. The NHA
and DON stated, we went over the following
policies: policy {(which Included what to lock
for, orders and book, where to find the
paper, etc.), Advance Directive policy and Code
Blue policy (described a mock code blue, if staff
walk in on an unresponsive resident what you
weuld do), and the Emergency procedure poiicy.
It was a verbal presentation and every nurse
received & packet. The expectation was for
nursing / CNA staff to recelve training by the first
QAPI maeting. By the first QAPI we ware aimost
2t 100%. The concern regarding interviews with 4
of 8 nurses on -and i by the
surveyor which revealed the nurses would start

 prio to knowing the resident ' s code status
was discussed. The DON stated, * That is not
what they were trained (o do. ¥ The NHA and the
DON stated they would begin retraining tha
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nursing staff that day.

Oon at 1:00 PM an interview was
conducted with the NHA and the Carporate Nurse
{CN). When asked when the Policy and
Procedure for advance directives and were
last reviewed, the CN stated * the Policy and
procedure for advance directives and
was reviewed and updated on

" . after the event with Resident #1, He

further stated that the Emergency Procedure
was alsc updated, which included the Code

Blue Roles and Responsibilities.

5. Record reviews and Interviews revealed the
following corrective action was taken:

On in-service signature sheets were
reviewed for retraining of the nursing steff,
regarding advance directives, . . and
code blue drills. The NHA verified that all nursing
staff with the exception of one employee that was
unavaliable had received the in-service retraining.
The NHA verified that this employee will not
return 1o work untl they have received the
retraining. On interview it was confirmed after the
re-training, the nurses were able to verbalize the
Policy and Pracedures: Advance Directives,

and Emergency Procedure: and Code Blue.
Interviews were conducted with 21 oul of the 31
nursing staff members on h

and . All staff members interviewed
were familiar with the policy and able 1o verbalize
the correct pracedure.

On at 3:40 PM an Interview was
conducted with the NHA. She was asked how the
facifity was going (0 ensure that residents had
Advance Directives which accurately reflected
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their wishes in their first 14 days of admission
since Residents #2 and %4 ' s advanca direstives
had not been addressed and they were both
recently admitted. She stated she met with the
$S department and said that all residents
admitted in the last 2 weeks o since 3
would be reviewed regarding advance directives
and the reviews would be documented in the
progress notes. When asked how the facllity was
going to address blanks in the Advance Directive
Acknowledgement form she stated the Reglonal
Business office will do a compiete audit of our

issions for oy, will audit i

to ensure the peper work is being fifled out
correctly and completely.

On the faclifty provided the following
note written on facility letternead and dated
signed by the NHA:
Social Service: In regards to assuring that
residents are given the opportunity to
discuss/choose an advance directive, 100% of all
admissions from 6/1/2015 forward have beer
reviewed by the Director of Social Services and 2
progress note regarding same has been added to
{hese records as an addendum to the Inftial
assessment done at the time of the admission,
Admisslons Contract: In regards to assuring that
residents are given the opportunity to
discuss/choose an advance directive, 100% of all
admisslons contracts from ito 5
have been reviewed by the Admissions
Coordinafor to ensure completion of all forms
inchuding the advanced Directive
Acknowledgement.

On at 9:50 AM an interview was
conducled with the NHA and the Corporate Nurse
{CN). They stated they had inltiated an audit on

F 155
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2ll admissions since . The §S

department revisited sach resident and wrote a
progress note for each medical record to provide

The Admisslons dep
werit through ail admission paperwork for
residents admitted on forward to

make sure paperwork is correct and to review the
advance directives section for completion. All
incomplete forms were addressed with the
resident last night or this morning. The

Adri ! Ras been i by
the NHA regarding completion of admission
agreement forms, with altention lo the resident
rights portion and advance directives, including
not leaving blanks and having correct dates, The
NHA stated she would review advance directive
paperwork on ait new admissions. They aisc
staled that the Admissions department will do an
audtt of the paperwork for all admissions for the
next thrae months. They said that after three
months they would begin a monthly random audit
that would be discussed at the QA meetings.
They further stated that at the time of admission,
the nurse will verify advance directives and
document on a progress note. Alf new
admissions will be reviewed at the daily clinical
meeting and advance directives will be a focal
point at that time; this wilt occur on the weekends
s wall. Social services will continue to assist the
resident with deveiopment of advance directives
and will document on a progress note. They
stated that each resident ' s advance directives
will be discussed at their 14-21 day and quarterly
care plan meetings. The expectation is that if a
resident wanis anything changed betwsen the 14
day care plan and quarterly care pian meefings
L they will approach the facility staff or If staff

notices a change in condition that i will be
re-addressed with resident,

FORM CMS-2567/02-981 Pravious Versions Obsaisie Evant i:.J50%11 Fagillty 10: 52032 i continustion sheet Page 32 of 213




NAME OF PROVIDER OR SUPFLIER.
EXCEL REHABILITATION AND HEALTH CENTER

- 16:38 18139721324

Fram727682m82

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE &

PAGE. /
4 /2015 18141 #0854 P.O037/08a

PRINTED: 08/07/2015
FORM APPROVED
ME NO. 09;

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
ANO PLAN OF CORRECTION IDENTIRICATION NUMBER;

105884

{X2) MULTLE CONSTRUCTION

Asmone__
B WING _

STREET ADDRESS. CTY. STATE. 21F BOBE
2011 CAMPUS MILL DR
TAMPA, FL 33812

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREF(X {EACH DEFICIENGY MUST BE PRECEDED BY Fuil
TAG REGULATORY ORLSC IDENTIFYING INFORMATION)

FROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD B8

D
PREFIX
ketd CROSS-REFERENCED TO YHE APRROPRIATE
DEFICIBNCY)

x5}
COMPLETION
oA

F 155 Continued From page 32

Based on this information the immediate
Jeapardy was found to be removed on

and the scope and severity was
reauced o a D,
4B3.10(b)(5) - (10), 483.10(b)(1) NOTICE OF
RIGHTS, RULES, SERVICES, CHARGES

F 186
§5=4

The facifity must inform the resident both orally
and in writing in a languags that the resident
understands of his or her rights and all rules and
reguiations governing resident conduct and
responsibilities during the stay In the faclity. The
facllity must atse provide the resident with the
netice (if any) of the State developed under
§1919(e)(6) of the Act. Such notification must be
made prior to or upon admission and during the
resident’s stay. Receipt of such information, and
any to it, must be ack In
writing,

The facility rmust inform each resident who is
entitied to Medicaid benefits, in writing, al the time
of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the
items and services that are included in nursing
facility services under the State plan and for
which the resident may not be charged; those
ather items and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services: and
inform each resident when changes ste made to
the items and services specified in paragraphs (5)
(i)(A} and (B) of this section.

The facility must Inform each resldent before, or
at the time of admissien, ang periodically during

F 188

F 156

1 Residenty Expired at the facility on
3-12-15, Advance Directives hag
been discussed with Resident’s #y
af\d #46-25.15 ang Advance
directives have been Implementag
Per their request, All required
documents have been signed by the

resident/responsible a
26-2015, Frasote:

~
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the resident’s stay, of services avaliable in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facillty's per diem rate.

The facility must furnish a written description of
lagal rights which Includes:

A description of the manner of protecting personal
funds, under paragraph (¢) of this section;

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right to raquest an assessment under section
1824(c) which determines the extent of a couple's
non-exempt resources af the time of
institutionatization and attributes 1o the community
spouse an equitable shara of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his of her process of spending
down to Medicald eligibility tevels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and cortiflcation
agency, the State licensure office, the Stete
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident mayfile a
compiaint with the State survey and certification
agency concerning resident 4 neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

The faciiity must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care,

2. Areview was completed for advance
directives on this included a
review of current full code, and
physician orders, A review was also
be completed by o assure
that all residents received in writing
their rights to formulate advance
directives according to their wishes
or that of their respective
responsible parties, A Review has
also been completed for completion
of the Admissions Agreements and
will be completed by «Any
identified areas of concern have
been addressed. Alt current
residents advance directives are
being acknowledged per their
request.
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The facility must prominently display in the faciity
written information, and provide to residents and
applicants for admission oraf and written
information about how to apply for and use
Medicare and Medicaid benefits. and how to
recalva refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by:

Based on facility policy review, review of clinical
records, and interviews with the facility staff,
Medical Director, physician and famfly it was
determined that the facility falled to implerment

for Ad

3. The facility’s policy and procedures

for Advance Directives, -
and Do Not
Orders have been

reviewed and revised as necessary
by the QAP Committee on
Licensed Nursing staff has been re-
educated related to Advance
Directives, -

, Code Blue Roles and
Responsibilities on 6-23-15 thru 6-
25-15. Re-education will be
provided again and will be

i by i. The Social

their own policies and
Directives, Emergency

Procedure- [
and falled to honor the wishes to receive for
one (#1) of 7 sampled residents of 81 rasidents
identified as having Full Code status, according to
an Advanced Directives List, provided by the
facility and dated i The facility falled to
initiste » in accordance with their Admission
Agreement, on Resident #1, a male.
The resident had & current physician order
documenting his code status as “ Full *,

meaning that he wanted #f found
unresponsive,
On . Resident #1 was found

unresponsive, without a pulse or | N
less than 24 hours after admission. The Facifity
faifed to horor the wishes of the resident to be

" L The facility failed to honor Resident
#1's advance directives and denied the resident
the opp y to receive #
services to profong hs Iife,

Services Department and Admissions
Department has been re-educated
on on completion of the
Admission Agreement and
Documentation in the medical

record regarding resident Advance
Directives. Education was provided
by the 5taff Development
Coordinator/DON/ Administrator
and Nurse Consultant. When a
resident is admitted to the facility
the Licensed Nursing staff will
inquire with the
resident/responsible party if they
have current advance directives. If
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the resident has adya: i
Additionally, the facility failed to implement the and the copies are a n,'cebﬂ'"recnve{
Advance Directives policy for 2 (#2, %4) of 6 be piscas ) vailable they will
sampled residents out of  total of 29 residents be placed in the medical record and
listed as full code and recently admitted (afier implemented. if coples of the
1, 2018). Residents #2 and ?4 wis}h:d !? resident’s advance directives are not
have a ut i avail |
was documented as a full code in their medical ailable the nurse will request the
records. resident/responsible party to
provide capies to the facility at their
The failure to honor and carry out the expressed earliest convenience. Resident
wishes 1o receive resulted in findings of wishing to |
Immediste Jeopardy which were removed on dir d.g Ir;:‘p;ement advance
. and the severity and scope was ectives will be referred to the
reduced o D. Social Services department for
further discussion. The nurse will
document In the resident’s medical
Findings include: record that' this discussion has taken
place. Admissians will be reviewed at
1. Areview of the facility policy: " Advance the Daily Clinical Meeting to assure
Directives " (Revised April 2008), reveale!f a that the resident’s advance
policy staterment: " Advance directives will be .,
respected in accordance with siate law and d:rectufe; have be?” addressed by
facifity policy. " Policy Interpretation and the facility per their request and that
Impfementation, section * 1. When a resident is any foliow up has been completed.
admitted to our facility, the Social Services Cutrent residents who do not have
Director (8SD) or designee will provide written adv; directi )
y to the resident ing his/her dvance rrectnvgs will have a re-
right to make decisions concerning medical care, discussion at their quarterly care
including the right to accept or refuse medicat or reviews.
surgical trestment, and the right to formulate
advance directives. * " 3. When & resident is
admitted to our facllity, $SD or designee will
inquire of the resident, andlor histher family
members, about the existence of any written
advance directives. " Policy Interpretation and
implementation, Section " 5: In accorgance with
L current OBRA definitions and guidelines
FORM GMS-2567(02.89) Previous Versions Obsolele Even| 0: J5AXTY Facifiy I §2932 If continustion shaet Page 36 o7 213
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governing advance directives, our facillty has
defined advanced directives as preferences
regarding treatment oplions and Include, but are
not limited te: b, ~indicates
that, in case of or " falure, the
resident, fegal guardian, health care proxy, or
representative (sponsor) has directed that no
A (. Jorother
life-saving methods are 10 be used.

A review of the facillty policy: * Emeraency
Procedure:
()".(Revised 2011, documented the
poficy statement: * Personnel have completed
training on the Initiation of
{ )iBasic Life Support {BLS)in
victims of sudden T
Policy and Interpretation and Implementation: *
1. is defined as inadequate E
T resulting in insufficlent fow
throughout the body (pulselessness). 2. Sudden
. (SCA) is @ leading cause of .
in aduits. 3. Victims of i many Inltiafly
have gasping - B may even appear o
be having a . Training in BLS includes
gnizing ip SCA. 4,
The likelihood of recovering from SCA due to an
acute event (suchas ) differs
from the fikeiih
from that the end result of
multi-system failure and advance irreversible or
conditions, S, Depending on the
underlying cause, the chances of surviving SCA
may be increased if is inltfated immediately
upon cellapse. 6. Any unnecessary interruptions
in chest compressions {including longer than
necessary pauses for rescue breathing)
Hact 7.4

. Toin
[ reversible situations, early delivery of a

4. This area of care will be monitored
by the DON/Social Services
Director/Admissions Coordinator
weekly times four weeks and then
manthly times three months. This
will aiso be over seen by the
Administrator and the QAPE
Committee,
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F 156 Continued From page 37
with & dafibriilator plus within 3-6 minutes of
coliapse can further Increase chances of survival,
8. The goal of early defivery of istotryte
maintain life until the emergency medical
responss team arrives to defiver Advance Life
Support{ ). 9. ¥ an individual (residert, visitor,
or staff member) Is found unresponsive and not
breathing normally, a licensed staff member who
is certified in /BLS shalf initiate uniess:
a.itis known that a {
order that specifically prohibits and /or
externat exists for thal individuat,
Preparation for "
1. Obtein and /or maintain American Red Cross
of American Association certification in
Basic Life Support (BLS/Cardispulmonary
s( for key ciinical staff
who will direct i efforts,
including non-licensad personnel, 2, Provide
periodic Mock Codes {simulations of an actual
) for training purposes. 3. Select and
ldentify a team for each shift in the case of
an actyal . To the extent possible,
designate a taam leader on each shift who is
responsible for coardinating the rescus effort and
directing other team members during the rescue
effort. . 4. The team in this facility shall
include at least ane registered nurse, one
LPN/LVN and twa CNAs, alf of whom have
recelved tralning and certification in /BLS. &
Malntain equipment and supplies necessary for
JBLS in the faclity at ail times. 6, Provide
information on JBLS policles and advance
diractives to each resident represeniative upon
admission, "
Emergency Procedure «

: "1, the facllity ' s procedure for
g shaif the steps

F 156
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covered in the 2010 American
Guidslines for

and Emergency Care or facility
BLS training materiat. 2. The basic Iife support
(BLS) sequence of events is referred to as "
C-A-B" (chest compressions, airway, and
breathing). This has been revised from the
previous sequence of " A-B-C * (airway,
breathing, chest compressions), 3. Bagin if
the adult victim is unresponsive and net breathing
normailly {ignoring occasional gasps) without
assessing the victim * s pulse. 4. Following the
initial assessment, begin with chest
compressions rather ihan opening the airway and
delivering reseue breathing, 5. All rescuers
trained or not, should provide chest
comprassions to victims of .6
Delivering high-quality chest compressions is
essential; &. push hard to a depth of atleast 2
inches (5 cm) st a rate of at least 100
compressions per minute. B. Allow full chest
recoil after each compression. C. Minimize
interruptions in chest compressions. 7, Trained
resguers should aiso provide with &
compression - ratio of 30:2. "

Assaciation

A review of the facliity pelicy: " Admission
Assessment and Follow Up: Role of the Nurse "
ftom the Nursing Services Policy and Procedure
Manusl (Revised ' 2012). The purpose
of this procedure is 1o gather information aboyt
the resident ' s physical, emotional, L and
h cendition upon for the
purppses of managing the resident, initiating the
care plan and completing required assessment
instruments, including the minimum data set
{MDS)." Steps in the Pracedure: * 10,
Determine f the resident has existing advance

F 156
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directives. if so, initiate the process of obtalning a
<capy for the madical record. If not, provide the
resident with information on his/her right to have
advance directives and initiste the process of
establishing them. " Documentation: * the
foilowing information should be recorded in the
resident ' s medical record: 3, All relevant
agsessment data oblained during the procedure.

2. Review of the Resident #1* s Admission
Agreement revealad; page 31 of 39 Advanced
Directives Acknowledgement with the foliowing
{anguage: | understand that | do not have o sign
or implernent an Advanced Directive in order (¢
be a resldent at this Healthcare Center, |
that | may impl anAd:

Directive at any {ime during my stay in the faciiity.
Itis also my undarstanding that | may ask at any
time to review Advanced Directive information or
my Advanced Directive {s) and ask questions
may have concerning them, | may revoke any
Advanced Directive (s) at any time that | have
made. | inderstand the facility* s staff cannot
give legal advice, but can answer questions
concerning Advanced Directives. | have the
following designations(s) and my copies have
basn provided to Health Care Center. A fine was
drawn through the blank spaces in frant of alf the
choices which ware: Living Will or Direction to
Withhold Life Sustaining Procedures,

7 fYeltow HRS Form,
Health Care Surrogate, Mealth Cara Proxy,
Durable Power of Attorney, Fingncial Power of
Attorney, Medical Power of Atternay, Guardian
Financial or Medical, Anatomical Git, Other;,
Physician Statement of Incapacity, Funeral Home
Selection. The form was initialed by the resident
and witnessed by Employee H on .
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Review of the resident ' s Admissions
paperwork revealed a second form titleg
Directives (no page
number) with the Residents initials baside fhe

sections 1. | have been given written material
about my right to accept or refuse medical and
surgical treatments and my right to form
Advanced Directives, 2. j understand that | am
not required to have an Advanced Directives in
order to receive medical treatment at this health
care facility and 3. { understand thet the term of
any Advanced Directives that | have executed wil
be followeg by the heaith care facilty, physlclans
and my caregivers to the extent permifted by the
law. The form continues with: Please Check one
of the foliowing statements: | have executed an
Advance Directive and will provide a copy to the
fachity. 1 understand that the staff and the
physicians al this facility will not be able to fallow
the term on my Advanced Directives unti |
provide @ copy of it to the staff, or | have not
executed an Advanced Directive and do not wish
to discuss Advanced Directives further at this
lime. The spaces to check either statement were
blank. The form was signed by the resident and
the Admisslons Representative Employse H and
dated .

Review of Resident #1 ' s medical record
revealed the resident was discherged o the
hospital on and readmitied to the
facility on + His admission paperwork
did not Include documentation that his Active
Medical Decision Maker, his father, was given
infarmation on Advance Directives. There was no
" Advanced Diractives Acknowledgement " form
in the admission paperwork for the resident * s
readmission 1o the faciity.
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Review of Resident #1 ' g Dphysician orders dated
revealed 2 Code Status of Full Code

Review of Resident #1° s medical record
reveaied the resident was discharged to the

hespitat on i and repdmitted on
| (Wednesday), His admission
1P did not include d ion that his

Active Medicel Decision Maker, hi father, was
given information on Advance Directives, There

was no " Advanced Directives Ack
" form in the admission paperwerk for the
resident 's 1 readmission to the facility.

Review of Resident #1 ' s complete medical
record including the closed racord revealed no
{ }form was pregent,

Review of Resident #1 ' s closed megical record,
to include demographic / face sheet, indicated he
was inilially sdmitted to the faciiity on ,
readmitted on and most recently
readmitted to ihe facillty from the hospitai on

for skilled services with diaannses that
nciuded dut not fimited to; 4

y { Ha
rveview ar the Fnysician ' s Order Shaet {POS)
dated and signed by the physician on
. revealed under Special Needs; Code
Status: T Ful T {hangwritten).

Per the hospital discharge summary for Resident

#1 dated i Patientwasa

admitted to the emergency “ the hospital
with acute . failure, HCAP
{Mealthcare-sssociated
advance + VRE ( ~Reststant
Enterococci) ( )ana
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( ~resistant
{ *). During his hospita! stay, &
consultation was performed on due to

having noted stools that wers positive for ocoult
- Laboratory data reveated hemoglobin of
8.5 and a platelet count of 335 indigating the

pationt was with ecoult _ -
() foss. The patiert did not show any
SIgns of active 18t the time,

Recommendations Included continue tube
feedings as tolerated; monitor the hemogiobin
and transfuse on an as needed basis. Resident
#1 was discharged from the hospltal and
transferred to the skitled nursing facility on

Areview of the Nursing Admisaion Evaluation
Yool dated 4t 3:00 PM revealed: patient
arrived via stretcher from hospital with . . and
» The resident has advance

diractives upon admission? NO. Are advance
directives in the chart? NO. Activities of Daily
Living: required for bed
mobility; transfers; dressing: and personal
hygiene. Alert to person and non-verbal, skin
pale, warm and dry. Patient not verbal with this
nurse, but can make faces for pain, rate
reguler and sudible, pulse rate equal and

- Breath sounds clear,
i place, Has referrals for Physical

Occeupational “and Speech \
Signed by Employee C, a Licensed Practical
Nurse (LPN),

Areview of Resident #1 ' s medical record, Saclal
Service ion Evaluation Tool d

dated a1 5:32 AM (Thursday) included

the following Information: the resident wag
_ had resided with his father In the past,
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waks & high school graduate and had been in the
Marines for 10 years. it also included the
questions with corresponding answers written in
capltal letters, Doss the resident have advanced
directives? INCAPACITY & HC (health cars)
PROXY ON CHART; Does the resident have a
legal representative? YES, {the resident " s father
“$ name and phone number); What is the
resident’ s code status? FULL CODE. 1f was
Electrenically signed by Employes G.

A review of the Admission Minimum Data Set
(MD$) assessment dated ‘revesled
under Section C ( : Patierns), Staff
Assessment for Mental Status: Shor! term
memory: memory problem. Leng term memory:
memory problem, + skilis for Dally
Decision Making: seversly . Under
Section D (Mood): Staff Assessment: feeling or
appearing down, depressed, hopeless, Trouble
falilng or staying asleep or sleeping too much;
Feeling tired or having litte energy; Trouble
concentraling. Under Section G {Functional
Status): of one person
assistance required for bad mobility and dressing;
total dapendence required for eating and
personal hygiene. Under Section H { and
Bowel): Always of bows! and B
Under Section | {Active Diagnoses): failure
and . Under Section K (Swallowing
and nutrivonal Status): Height 66 " weight 111
pounds; loss of 5% ar more in the last month or
lose of 10% or more in last 6 months-yas;
Feeding tube. Under Section M (Skin Conditions}:
Arisk of developing . Under
Section Q (resident ' 5 Overall Expectation):
Expects to remain in this facllity, by family,

Per the Nurse ' s Notes dated ot §:45
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AM: “ this nurse called to Certified
Nursing Assistant (CNA). Resident noted with ne

\ bulse or . Noted large

amount of frothy saliva on face and chest. Upper
extremities cool to touch. Call placed to
{attending physician) service, return calt received
fram {covering physician). Order received to
release bady. Callto family, (Mother), name of
funeral home receivad. Family declined to come
fo facllity.  Signed by the Assistant Director of
Nursing (ADON}.

Further review of Resident #1 ' s medical record
revealed a document fitled Activaled Medieal
Decision Maker signed by the resident * s father
and mother and withessed by two signatures on
- The document inciuded the foliowing

guage: The Di of incapactty form
has been completed on - Fdo hereby
attest that | am at least . Of older
and am willing to become involved In the above
stated regident " s health care decisions. | have
maintained regular contact and sm familiar with
the resident ' s activities, health, religious and
moral beliefs, so that | can make health care
decisions, including wi i il ing iife
prolonging decisions tat would be the decisions
the Resldent would have made, # capabie. | am
willing te produce clear and convinging evidence
upon request, | understand that my role has
become active and accept my responsibility,
which is ane of the following Medical Decision
Maker designations: checked were Proxyand A
parent of the resident.

Review of Resldent #1 ' s medical recard

revealed a D n of
dated and signed by his attending
physicn, i inciuded the following language: As

F 156
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attending physiclan for tha above stated resident
Resident #1), | have eval and i

the above stated resident lacks the capacity lo
give informed consent to make medioal decisions
and does not have the reasonable medical
probability of recovering mental and physical
capacity o directly exercise rights.

Cn at approximately 5:00 PM an
inerview was conducted via telsphane, with
Employee A, the Certifled Nursing Assislant
(CNAJ, who found Resident #1 unresponsive,
She stated she no longer warked for the facllity,
Employee A stated she was making rounds
befora she went home and found Resident #1 not
breathing. She calied for the nurse to check on
him. The ADON responded and checked on the
resident. The ADON said, " He was gens,
Employae A stated that the ADON did not do

( Jon
Resident #1 and that she did not recalt anything
eise about the resident,

on 2t 1:00 PM an intervigw was
conducted with the ADON, the nurse assigned to
the resident when he  , She stated that she
was taking care of him for the first time on

< she taok a shift because another
empioyee called off, She stated the resident wasn
't verbal, he required total care and had been
readmitted from the hospital that day, When
asked to recall the events that happened on

, the day Resident #1 g

the ADON stated, [ was werking the night shift, 1
had flnished madication pass and around 545
AM, the CNA was in the hallway and said, "t
think he is gane. | went in Resident #s .
checked him for puise and . he was
very cool (o tolch. He felt a littie St in hig upper
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F 186 Continued From page 46
extremities. His lower extremities had sort of
. The resident had white frothy stuff
awuna ms mouth. There was nothing | could do
for him. * When asked f sha Jooksd 3t the chart
fora order, she stated, | looked at his chart
after | caiied the doctor to tell him the resident
had and!{didn’'tsees ', Honestly when
| 88w ine resident after the CNA called me he
was cool to fouch, | don ' t know if there was
anything | could do for him. At that point | made
the decision to not code him; because he was
" and stiff; 1 did ot know how fong he had
veen fika that. The physician covering for the
attending physician was called, and informed of
the resident ' s . The ADON was asked If
she saw a arder on the medical record, she
stated, " after looklng at the char, no. ™ When
asked If she had received training on how to
respond when a resident is found without vital
signs she stated, we are supposed to do chest
compressions and send someone to chack on
status,
When the ADON was asked If she knew how to
determine code status, she stated. if & resident is
unresponsive, | am supposed to check the puise
and call for somaone sise to cheek the chart for
orders. | will & call code blug and bring the
viasn catt. We have a yellow book at the nurses *
station with all the farms. If the resident is a
new admission it may be necessary to iook in the
chert. When asked how the nurse is notified of 2
resident * s advance directives, inciuding ”
she states, “Itis the nurse ' s rasponsibility to
check the chart on every resident, so thay know
- status.” If someone finds someone
unresponsive, they have 1o wait until someone
checks the yellow book or the chari 1o ses if they
are or not. When asked what she would do
in 3 suualion whereln a resident Is found

F 156
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1 but there is no Advance directive

Sne siated, | would do 8 Code. * When asked if
she had had any training since the event, she
stated yes, one-on-one with the Director of
Nursing (DON) on « advance directivea,
Code Blue, and mock drills. The OON reviewed
with e when we are supposed to do & code,

On at 12:40 PM, a telephone interview
was canducted with Resident #1 ' s father. He
stated his son was in the Marines; he gotan
aneurysm in there and had to have surgery. He
stated the resident lived by himself for 4 whife,
and then he started fiving with his girifrlend, He
went to the hospital and they sent him to the
nursing hame. When asked if they were
expecting his . he stated, he " coutd not
<care for him anymore, that ' s why he went to the
nursing home. * He was wearing diapers and
couldn” t dress himself anymare. | couldn t
handle him anymore, * He went to the hospital
and then the nursing home; he ” was In and out
of the nursing home. * | think he in the
hospital, no, the nursing home, | get
somatimes. | couldn’ t do anything with him * He
was having probiems breathing, thay put him on
. The last time ! saw him he was in the
nospral, and then someone called and said he
was B

On al 1:18 PM an interview was
conducted with Employee G 2 Soclal Services
Assistant regarding Resident #1 * s Soial Service
Admission Evaluation Tool dated and
timed 5:32 AM, approximately 13 minutes prior to
the resident " s - When asked, Employes G
stated he probably fifed In the information based
on prior admissions. He stated he was going to
speak with the resident ' s family and he

F 158
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confirmed that the resident had a health care
proxy and a Determination of Incapacity. He
confirmed that the resident was 2 Full Code on
previous admisslons and remained a Full Code
because there was not a signed inthe
medical record. He stated that his plan was to caif
the family and inform them of their fight to
formulate an advance directive for the resident,
He further stated that the facility procecure In
regards {0 advance directives required the
Admissions Depariment ig speak to residents on
admission, advance directives are then
addressed in the Nursing Admission Assessment
and the Social Services Department reviews ine
information with the resident and/or the family.

On 2t 120 PM an interview was
canducted with the Social Services Director
(SSD) regarding Resident #1. Per the SSD, she
spoke to the rasident ' s father on -after
he was readmitted on - She confirmed
that his parents weare making the decisions
regarding his care and were designated as his
Activated Medical Declsion Makers st that time.
She stated that the father was given information
in regards to formulating an advance directive.
S50 states, * If he wanted him to be 5 . we
would have mailed him the paperwork. " She
also stated that she had not spoken to the father
when the resident was admitted on i
She staled that the resident was designater = 3
Full Code since hig original admission in 1of
2014 and had never had a paper in hig
medical record.

On at 5:00 PM an interview was
sonducted with the Nursing Home Administrator
{NHA). When asked if she could recall the events
that happened on , the day Resident
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#1 she stated the DON informed
her et the ADON had found the resident

unresponsive and did not perform . The NHA

stated in her opinion the ADON shouid ;\ave
looked at the chart and initiated 3

On 3t 5:15 PM an interview was
conaucted with the Director of Nursing (DON),
when asked if she was familiar with Resident #1,
she stated, ” yes. * When asked about the day
Resident #1  she stated, “When |
came it about 5:30 AM the (ADON) stated that
Resident #1 had passed. { asked the (ADON} if
she had performed + the (ADON), said, no. |
stated to the (ADON) that she, should have calied
2 code and the (ADON)), and stated she did not
do . | educated the (ADON) right then and there
regarding our palicy. The policy states, we have
fo start a code no matter what, on a Full Code
resident. | interviewsd {Employee A) who stated
she was making her rounds, and the resident
didn * tlook right, she shook him. and he was not
responding, so she got the nurse. " The DON
stated, " The chart revealed the resident was 2
Full Code. " The DON stated, "{knew he wag 5
full code because he had been here for so iong. *
The DON stated “the (ADON) decided on her
own not to do “. The OON, stated " the
nurse pronounced him o

on at 12:00 PM. an interview was
conaucteq with the Medical Dirsctor, When a~+~4
If his expectation was for a nurse lo perform i
ona Full Code tesident, he stated, * should
be done. ™ He has been the Medical Director for
almost 4 years, " ifthe resident was
unresponsive they have lo do . Code Blue is
for &l non- residents, "

F 156
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F 156 Continued From page 80 F 186
on at approximately 10:00 AM, an
interview was conducted with Resident #1 ' s
attending physician. The physician stated the
resident had multiple problems including: muitiple

issues,
(. Yoand * He did not look well at all,
He was thin and lonked 90. He was new to me as
a patient. He was back and forth to the hospital, |
was not calied the day he the physician
covering was cafled, " | found out the next day or
0, probably when the funeral home called me. *
Normally if a patient does not have a on
their chart, would be initiated and 811 called.
My expectation is that the nurse would start !
fa -was nol on the charl.

on at 2:40 PM, 2 telephone interview
was conducted with the covering physician who
received the call regarding Resident #1 on

. She stated she was covering for the
attending physician on . but doesn ' {
remember the call as she stated she covers 1000

patlents. When asked If she was informed the
resident was a Full Code and he was not
, she stated, " apologize, but | don*

tremember.

3. Review of the medical record revealed
Resident #4 was an male admitted on

{Fridsy) from the hospital with
diagnoses that included N :
hematoma, B ang
chronic kidney

Review of Resident #4 * s Admission Agreement,
dated « revealed an Advanced
Directives Acknowledgement form signed by the
resident” s daughter. All the blank lines on the
form for inilials o signify that the daughter had
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received the information and designating a choice
of Full Cade or were not filled in,

Review of the resident ' s medical record
revealed an undated Physician Order Sheet,
page 1 of 2; under Code Status, thera was a
blank line. Nelther Full Code nor

written on the line provided to designate the Code
Status,

On at 12:20 PM an Interview was
ronducted with Residant #4 ' § daughter, When
asked if the facility had spoken with her regarding
her fathier ' s advancs directives, she slated, no,
Ac one had spoken with her on admission,
or on . She stated she ook

ner 1ather to the hospital on and the
staff at the hospital spoke with her about advance
directives due to his condition, The hospital
Pphysician stated we may need to think by

ONI We (the family) discussed the the
weekend after his visit to the hospital, We
declded that a order is what we wanted; we
want him to be comfortable. | would fike to
respect his wishes

Review of Resident #4 ' s medical rseord, op
+ since admission ( }
revealed there was no i form in the record,

Review of Resident #4 ' s Admission Evaluation
Tool dated (Sunday} (admission date
of } revealed: arrived via whes! At
from nospital; diagnosis included N
: hematoma, SN
. and chronic kidney ; advanced
arecuves - NO; resident appears to be capable
of making healtheare decisions ot this time; only
speaks Spanish requiring a translator; reguires
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F 156 Continued From page 52
fimited assistance for bed mobility, transfers,
dressing, loileting and personal hyglene; skin is
paie, warm and dry; has poor balence and needs
assist of 1 with transfers and ambulation;
mechsnically altered diet, alert to person, place
and situation; patient long term memory not good
per family, diagnosis of + for several
years; rate regular; continent of
towel, no pain; limited assist for ambulation; %

anLPN

Review of the Resident ' s 18 Minimum
Data Set {MDS) assessment revealed a Brief
interview of Mental Status (BIMS) score of 6;
indicating savere

Review of the Sociel Service Admission
Evaluation Tool dated

male born in Puerto Rico, lived In
Puerto Rico until when came to live with
other daughter; no advanced directives on flle at
this tims; Full Cods; family visits dally; planning
for Long Term Care.

Arevigw of the nursing progress notes revealed
the following relevant entries, 8t z:47

patient transported by farmily; Alert and oriented x
2, Speaks Spanish only; Daughters at bedside.

Further review of Resident #4 ' s medical record

& follow up visit on
there. The record included a document of a
verbal report given to the faclilty nurse from the
hospital nurse titled " Nurse to Nurse * . it
included the following documentation,

and

side rails for bed mobility, signed by Employes C,

{Monday) revesled:

PM: patient admitted via wheelchait from hospital;

revealed the resident went back to the hospital for
- and spent one night

{Salurday, 8 days after admission) " the resident *

F 156
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sname”, /Do Not Intubate (DN},
Diagnoses, fatigue, low hemoglobin,

I, chronic kidney

n Iy
. cliinic, 2 units of
- alert, orientsd.

Review of the Nurse ' s notes revealed

at 11:45 AM (Saturday, 8 days after admission),
tesldent admitted from the hospital, with 3
diagnosis of fetigue secondary 1o low
hemogiobin, and .
i resident was with his

from hospital stated that a consult with
was ordered for bone

' s notes revealed 18t 14:30: attending
physician was calied by the supervisar.
Supervisor updated physician on re-admit. No

On at 1:00 PM (Thursday, 13 days
after sdmission and § days after returning from
overnight stay at hospital). an interview was
conducted with the NHA, the DON, and the
Corporste Nurse (CN), The NHA, the DON and
the CN were shown Resident #4 ' s admission
agreement packet, including the Advanced
Directives Acknowledgement form, with blank
lines. The NHA verifled that the admissians
representative was responsible for making sure
the admissi et

packe! was comp]
without any bianks. The NHA verified that the
i was o
review the advance directive acknowledgement

with the resident and or family member regarding

i the resident ' s wishes and to protect their

family via ambulation/iwheelchair, Limited English,
spoken, JONis status noted. Skin has some
abnormal findings right temple s noted; nurse

shave/ - Further review of the nurse

new orders; it is okay to resume previous orders.

F 156
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resident rights. When asked if a resident was
admilted on Friday night, Saturday or Sund ay i
the nursing staff werg supposed to discuss
advance directives with the resident and or| family,
the NHA stated, yes. Also informed the facility
staff that per interview with Resident #4 ‘s
daughter, she stated, no one has spoken with her
regarding advance directives, and that her
brather in Puerts Rico is the medical Power of
Attorney (POA). The NHA, DON and CN
confirmed that the /DNt were inciuded In the
progress nofes and nurse to nurse nete. The
NHA stated that they shouid have the medical
POA information in the record if there is onel. The
Corporate Nursa stated, * We have 5 days lo
discuss advance directives during the
assessment period. " The NHA stated that §5
should be dosumenting discussions regarding
advance directives in a progress note. On rebiew
of the electronic progress notes it was revealed
that for Resident #4 there was no decumentation
from S8 in the progress notes, the NHA verified
this.

On at 1:49 PM an interview was
conducted with the $SD. SSD was informed the
advance directives acknowladgement form irl
Resident #4 * s admission agreement packet was
blank. She stated, " Well | wouldn 't Know that, ”

Oon al approximately 3:30 PM an
interview was conducted with Employse G. H
Slated that the SS department spoke with the
Daughter of Resident #4 and she wants to be
health care proxy and have & inftiated fof
her father. Employee G stated they are getting
the paperwork together, ang waiting on the
incapacity certification from the physitian,
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Review of Resident #4 ' s medical record
revealed a Social Services (S8) progress note
dated at 2:46 PM (13 days after
admission to the facility and S days after return
from overnight stay at hospifal): this Social
Setvice Director and the Social Services
Assistant went 10 spaak with the resident ' s
daughler about advanced directives. Resldent " s
daughter stated she does not have any advanced
directives at heme, Also she reports that none of
her siblings have Power of Attorney or anv
advanced directives either. Do Not

{ ) order was explained to the daughter.
Resident#4 ' s daughter stated that she
discussed with the entire family and family
was agreeable {o sign order for her father,
$SD expiained process of signing ONR, such as
signing incapacity form, Mealth Care Proxv form
and after that, Will follow up with

order,

4. Review of the medical record for Residant #2
revealed she was 2 admitted originally
on . discharged on against
medical advice and was re-admitted on

from the hospital, diagnoses included

I 1} and lung

Review of Resident #2 ' s Admission Agteement
dated revesled an Advanced Directives
Acknowiedgement form. All bianks on the form
for inltials to signify that the resident had received
the information and designated a choice of Full
Code or were not fllied in. The form was
signed by the resident on .

Raview of the resident ' s medical recorg
revealed a 2015 Physiclan Order Sheet,
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under Code Status, there was a blank fine,
Neither Fult Code nor ware written on the
line provided to designate the Code Status.

On (one week sfter admission) at 7:45
AM an interview was conducted with Resident #
2. She was observed siting in a wheeichair at the
bedside. When the resident was asked about her
wishas for # needed, she stated she did not
want . After conversing about other subjects
the resident was asked again about advance
directives, she stated, * They have not asked me
about that. * When asked if she wanted
she stated, “don'twantthat." " Don 't want
my family to suffer through that, ~

Review of the Resident #2 ' s medical recard
since admission revealed thare was no
in the record.

form

Review of Resident #2 * s medical record {for ber
L Lo e

first admis } revealed an A
Toof dated : admitted for i
+ History of lung {remission);

; arrived via swretcher from
nosphal; welght 84 pounds; height; § ' 6 “; atert;
1| ausist with bed mobility, ransfers,
walking, dressing, toileting, personal hygiene ang
bathing; assistive device with a walker. The
sections Living will, Organ Donor and Advance
Directives Explained were all blank.

Review of Resident #2 ' s medical record {for her
second admission) revealed an Admissien

Evaluation Tool dated  arrived via
stretoher from hospital due to A
status post + Smoker, lung

advance directives - no; is the advanes direct}ves
noted in the chart and communicated to staff - no;
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independent in bed mobility. Extensive asdistance
for transfers, dressing, toiieting, personal
hyaiene; on upper arms, alent
and orlented x 3.

Review of the resident ' s Minimum
Dats Sel (MDS) assessment revealed a Brief
interview of Mental Status { } score of 13;
indicating the resident wes intadt.

Review of Resident #2 s medical record (for her
ﬂvst admission) :evea&ed a Social Services
dated
at 4:09 PM: Inted with granddaughtes for

many years; no advanced directives at this ime;
resident makes her own decisions at this tirhe; full
code;,  mood; anticipated length of stay for 2
to 4 weeks, signed by the SSD,

Review of Resident #2° s medical record {for her
second admission) revealed a Social Service
Admission Evaluation Toal dated at§32
PM:  female; no sdvanced directives
at this time; resident makes her own declsions at
this time; full code,; maeod; anticipated
discharge 4 weeks to home with son ane
daughter-in-iaw., signed by the $SD.

Review of Resident #2 ' s medical record

revealed a nursing progress note dated
2t 6:58 PM: resident admitted from

hospital with admliting diagnos!s of weakness,
. status post 1,
callection stated findings as follow: old and n
noted on the upper extremitles and
extremities lung sounds clear to
bowel sounds heard all 4 quads; abdomen
non-distended oriented to , sighed by th
Unit manager.
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Review of Resldent #2 ' s medical record
revesled a Discharge Summary dated
8t 1055 AM: resident left the facility Agsinst
Medical Advice (AMA) Resident ‘ s son was in the
facllity and took resident home. Resident able to
make her decisions. independently and had no

. signed by the SSD.

On 2t 1:00 PM an interview was
conducted with the NMA, the DON, and the
Corporate Nurse (CN). The NMA stated that 88
should be documenting discussions regerding
advance directives in a progress note. On review
of the electronic progress notes it was revesled
that for Resident #2 there was no documentation
from S8 in the progress notes, and the NHA
verified this

On at 1:48 PM an interview wag
conducted with the SSD. She stated in regards to
Resident #2, " like | showed you yesterday, |
spake with her (Resident 42) aboul advance
directives and she doesn * t have any. She does
have a son, She doesn ' t want her son to make
decisions for her, SSD was informed the advance
directives acknowledgement form in Resident §2
$ admission agresment packet was blank. She
stated, " Well | wouldn ' t know that, *

Review of Resident #2 ' s medical record
revealed Social Service Progress Note dated
31 2:39 PM; which was 2 week after
Resident #2 ' s lalest re-admission, found the
following notation: Social Service Directer ang
Social Services Assistant together went 1o speak
Wwith the resident about advanced diractives.
Resident stated she doss not have anv aduanrgg
directives at home, Do Not { )
FORM CMS-2587(02-69) Previous Versions Obscrate Event ID:J5QX1 Facity ID: 62852 tcominualion shent Pege 59 of 213
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order was explained. Resident was agresable at
this time to sign order. Will follow up with
order. Signed by SSD,

5 On at 5:00 PM an interview was
conducted with the NHA. in regards to the facility
response to the incident of Resident #1 not
receiving when necessary she stated, * We
started an i fion and a Quallly
P Plan (QAPI} i i We sent
the ADON home for the day on suspension, We
roviewed the policy and procedures for advance
directives, » Code Blue Roles and
Responsibilities, and the Emergency Procedure
for - We interviewed the staff regarding their
ability 1o verbalize the procass. We narmally
complete an audit of the advance directives and
orders monthly. The SSD initiated an
Immediate audit for Advance Directives and
for the enlire resident population and it was
completed by . 2015, We were
monitoring / reviewing the charts of residents who
axpired. We started in-servica tralning regarding
advance directives and end called a Code
Blue Drill. Multiple interviews of the staff were
initiated 1 ensure the direct staff knew about
advance directives, and when to call a code,
Training was conducted in for the eniire
faciity. The DON did immediate in-servicing with
the ADON and we completed a Federal report.
We have been conducting weekly QA meetings
regarding the svent. These meelings will continue
weekly through and then oceur monthly " .
When asked when staff training had been
conducted prior to the tast couple of months, she
stated, " we do it routirely and new hires getitat
orientation. " When asked how the facility audits
the emplayes records for current ' she stated,
" the Human Resource (HR) manager does an

F 156
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audit, which inctudes reviewing sards, "
When asked if the event had been presented to
the QA committee with an sction plan she stated,
"Yes .
On

the Quality
improvement Plan for review, The tool was
daled i and signed by the Quality

- Areview of the information
revealed policy revisions dated
", " Advance
Directives " which inciudes * Code Biue Roles
and Responsibilitles * and " Emergency
Procedure -

provided
for *

Review of these revisions revealed the following
relevant changes: ” Code Blue Roles and
Responsibilities * (no effective date); * In the
svent that a resident is found In
the person discovering the should

immediately nofify a nurse of the situation. A
taammate should page overhead thet there is a
Code Blus and the location of the code. Alf
avallable teammates are responsible 1o respond
1o a Code Blue Page. The nurse is responsible to
immediately assess the resident to determine if
the resident is in . The
resident ' s medical record wifl be obtained to
determine if the resident has a ( } document
in their record, {may check YELLOW BINDERS
at each nurses station for status) if the _
is noted then there will be no further Interventions
impfemented as par the resident* s advance
directives, f there is no In the medical
record then is 1o be initiated on the resident.
Nurses are responsible for the implementation of

on the resident. The nurse assigned to the
fesident will act as the TEAM LEADER of the

the NHA provided a " QA Book | it

Assurance team including the Medical Director on

F 156
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code situation. Centified Nursing Assistants who
are ' certified may be directed to assist with
at the direction of the nurse, *

on signature sheets were orovided
for the following in-services, dated s i,
LS. 87 . and

In addition mock " Code Blue * drills
weredoneon ., §/28 LAl
documents that were provided to the survey team
were reviewed. A comparison was made between
the in-service signature sheets and the master fist
of all employees. The comparison revesied that
asof 81% of licensed nurses and 97%
of the unllcensed staff had compieted the training.

interviews with the facility staff regarding
advanced directives, and Code Blue drilis
were conducted in order to verify staff knowledge.
The following relevant Interviews were obtalned:
On at 4:24 PM, an intarview was
conducied with Empioyee C 2 nurse: she stated
she worked full time on the 7:00 AM -3:00 PM
shift. She stated she had been part of a mock
Cede Blue drill s couple of months 8go and that "
we just had an In-service on where to find the
... ‘forms, in the yellow book, " When asked
how she would respond if a CNA said a resident
Was unresponsive she stated she " would check
the resident, have someone at the desk cheek
the book. | would initiate : until |
determined if the resident had a order then |
would stop .

On > 8 4:32 PM an interview was
conducted with Employee D a nurse, who stated
she worked full time on the 7:00 AM -3:00 PM
shift, She stated she had waining on .

di es and particip in mock

FORM CMS-2567(02:49) Previeus Verzions Obealels Evant 10:5QX11 Facity 1B 82032 i continuation sheot Page 82 of 213
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Code Blue drills & few months ago and again in

. She also stated " If ) found someone
unresponsive; | would start , shout for
someone {0 go fo :book. ¥f they were 2 .
would stop . T would call the physiclan and
family. if they ware a full code | would keep going
until the paramedics come,

On a1 4:40 PM an interview was
conducted with Employes E a nurse, she stated
she usually worked as nesded on the 3:00 PM
~11:00 PM shift. She stated that during

i ion they di advance directives and

 erders. She had lraining in the fast coupte of

months on advance directives and did a mosk
Code Blue dril alse. If a resident was found
unresponsive she stated she would, " check the.
resident, yell for heip, and send someone to qat
more help, { wouid start L Therels a
book; | would send someone to check, I | have
started and find out the resident is &
then { would stop. | would start before |
knew if they were a or not. ™

at 7:22 AM an interview was
conducted with Employse F a nurse, he stated he
usuzily worked the 11:00 PM -7:00 AM shift. He
stated " We had 3 Mock Code Blue training
recently. We recently had a class on advance

directives and - " The training Included:
making sure we have advance directives, §
resident {s + 8peak with the femily, check

the chart for the yeliow form, make sure o
POA s in the chart also. He was asked what he
would do If he Tound an unresponsive resident, he
stated " firsl assess for breathing. ool a code,
call somebody by name to call 911. Check Vitat
signs, call for crash tarl, Call another person to
look at s form. | would start compressions
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right away, and if found they were a would

stop compressions. *

During the Interview conducted on iat
§:15 PM with the DON she stated that what she
would expect that if a resigent was found
unresponsive and had 3 Full Code status the
nurse should start .. She was asked If a
nurse should start ! prior to finding out about
aresident 's order. She stated, " The nurse
should know if the resident is & or not before
they start . if the nurse starts ' and finds
out the resident is a « the nurse can stop.
That is what | was told during my class, ”
When asked if that was In the facllity poiicy, she
stated, " it is notin our policy, so | do not teach
thatin the In-servies classes. * The DON was
informed that 3 out of 7 nurses Interviewed so far
stated they would start when they found an
unrespansiva resident and then stop Fthey
found the resident was a - She was asked If
the facility conducted training since the event.
She stated “ yes, we started in . after the
event and we have given in-services again
recently. * This training covered orders ang
advance directives. The training Is also being
done on orientation. She stated, * We did the
training far the whole month of . batguse
we had to get everybody. And then we Justdid it
again. In addition, a Quallly Assessment
Parformance Improvement {QAPI) was started,
the day of the event. The Quality Assurance (QA)
commiitee was informed. We did fraining with the
CNAs and nurses and also preformed mock code
blues, * When asked if training had been
performed in the past, stated, * Yes, the
in-service is done yearly and during orlentation. "
In addition, the DON was also asked, how the
faciity audits the employee records for current
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, she steted, " when we have new employee
starting Muman Resources {HR) sees the card
and then the ADON checks the card after
that. All nurses are supposed to be s cartified.
" When asked If the facility had audited the
srmployee records for surrent » she stated ™
Yes, the ADON audits i monthly and KR does
iton hive.” The DON stated the §S department
monitors, audits the advance directives, and
reviews arders monthly. The DON stated
the event had been presented to the Quality
Assurance (QA) committee and an action plan
and plan of correction was put into place, The
DON completed the Federal report and reported it
fo the corporate nurse. The DON stated, * The
direction | goi was to do education, and do mock
codes, and file 2 federal report, "

On at 2 PM, an interview was
congucted with the NHA and the DON to review
the content of the training in-services. The NHA
and DON stated, wa went over the foliowing
policies: DNR pelicy (which included what to look
for, orders and baok, where to find the
paper, etc.), Advance Directive policy and Code
Blue policy (described & mock code biue, if staff
walk in on an unresponsive resident what you
would do), and the Emergency procedure poiicy.
it was a verbal presentation and avery nurse
received a packet, The expectation was for
nursing / CNA staff to receive training by the first
QAP meeting, By the first QAPI we were aimast
at 100%. The concern regarding interviews with 4
of 8 nurses on +and by the
surveyor which revealed the nurses would start

prior to knowing the resident s code status
was discussed. The DON stated, " Thatis not
what they were Irained to do. * The NHA and the
DON stated they would begin retraining the
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nursing staff that day.

Oon -t 1:00 PM an interview was
conducted with the NHA and the ON. When
asked when the Policy and Procedure for
advance directives and were last reviewed,
the CN stated " the Policy and procedure for
advance directives and . was
revigwed and updated on ", after the
event with Resident #1, He further stated that the
Emergency Procedure : was also updated,
which included the Code Blue Roles and
Responsibilities.

€. Record reviews and interviews revealed the
following corrective action was taken:

On iin-gervice signature sheets were
reviewed for retraining of the nursing staff,
regarding advance directives, . Land
code blue drilis. The NHA verified that all nursing
stalf with the exception of one employee that was
had received the In-servi
The NHA verified that this employee will not
return to work until they have received the
retraining. On interview It was confirmed after the
re-irgining, the nurses were able to verbalize the
Poficy and Procedures; Advance Dirastives, M
end Emergency Procedure: and Code Blue,
Interviews ware conducted with 21 out of the 31
nursing staff members on
and . All staff members interviewed
were familiar with the policy and able to verbalize
the correct procedure.

Cn at 3:40 PM an interview was
conducted with the NHA, She was asked how the
facility was going to ensure that residents had
Advance Directives which accurately refiected

F 156
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their wishes in their first 14 days of admission
since Residents #2 and #4 s advance directives
had not been addressed and they were both
recently admitted. She stated she met with the
88 department and said thal all residents
admiited in the last 2 weeks or since o
would be reviewed regarding advance directives
and the reviews would be documented in the
progress notes. When asked how the facillty was
going to address blanks in the Advence Directive
Acknowiedgement form she stated the Reglonal
Business office will do a complete audit of cur
for ion; will audit i
1o ensure the paper work is being filled out
correctly and completely.

Qn i the facility provided the following
note wrltten on facility letterhead and dated
signed by the NHA:
Socigt Service: In regards to assuring that
residents are given the opportunity to
discussichoose an advance directive, 100% of all
admissians from | have been
reviewed by the Directer of Social Services and 2
progress nole regarding same has been added to
these records es an addendum fo the initial
assessment done at the time of the admission.
Admissions Contract: In regands to assuring that
residents are given the opportunity to
discussichoose an advance directive, 100% of all
admissions contracts from He
have been reviewed by the Admigsions
Coordinator to ensure completion of all forms
including the advanced Directive
Acknowledgement.

On at 9:50 AM an interview was
conducted with the NHA and the Clinical Nurse
{CN). They stated they had initiated an sudit on
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all admissions since . The 88
department revisited aach resident and wrote a
progress note for each medical record 1o provide
4 i Adim P!

went theough afl admission paperwork for
resldents admitted on forward to
make sure paperwork s correct and to review the
advance directives section for completion, All
incomplete forms were addressed with the
resident fast night o this moming. The

dmissions dep: t has been re-educated by
the NHA regarding compietion of admission
agreement forms, with attention to the resident
rights porton and advance directives, including
not leaving bianks and having comect dates. The
NHA stated she would review advance directive
paperwork on ali new admissions. They aiso
stated that the Admissions depariment wilt do an
audlt of the paperwork for all admissions for the
next three months. They said that after three
months they would begin 2 monthly random audit
that would be discussed af the QA meetings.
They further stated that at the time of admisslon,
the nurse will verify advance directives and
document on a progress note. All new
admisslons wilt be reviewed at the daify clinical
meeting and advance directives will be a focal
peint at that time; this wilf seour on the weekends
as well, Social services will continue to assist the
resident with development of advance directives
and will document on a progress note. They
stated that each resident * s advance directives
will be discussed at their 14-21 day and quarterly
care plan meetings. The expectation is that if a
resident wants anything changed between the 14
day care plan and quarterly care pian meetings
they will approach the facility staff or if staff
notices a change in condition that it wil be
re-addressed with resident,
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Based on this informatiar the Immediate
Jeopardy was found to be removed on
and the scope and severity was
reduced toa D,
F 224 483.13(c) PROHIBIT 224
§5=) MISTREATMENT/NEGLECT/MISAPPROPRIATN
1. 1. Resident ¥1 Expired at the facliity on 3-12-

“The faciiity must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and . of residents
and misappropriation of resident property.

This REQUIREMENT s not met as evidenced

by:

Based on review of resident medical and
admission racords, review of facility policies and
procedures and interview with facility staff, a
resident’ s family member, the aftending
physician, and the Medics! Director, it was
determined the faclity falled to honer the advance
directives of ons (Resident #1) of 7 sampled
residents of 81 residents identified as having Full
Code orders according to the Advance Directive
Audit Teol, provided by the facilily and dated

The staff did not fulfill a care taking
of providing goods and services
necessary 1o avold physical harm or mem(a:
anguwsh consistent with their
* policy and pmcedure (na date)

on .. . Resident®t.a
was found unresponsive, without pulse or

Jmale,

2015. The family and physiclan were notified of
the resident’s passing.

2. Areview was completed for advance directives
on + this Included a review of a current
fuil code, and physician orders. Also a
review was completed by to assure
that all residents have received In writing thelr
fight to formulate advence directives aceording
‘to thelr wishes or that of thelr respective
responsible parties. Any identified areas of
concern have been addressed, Policies and
Procedures for /Neglectand "
Advance Directives, Implementation of -

and Do Not Orders are
currently implemented and resident wishes for
advance directives are being honored by the
faciilty staff.
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) » 1888 than 24 hours after admission,
The resident had a current physician order 3. Ppolicy snd Procedure for and Nes‘la!‘t‘WBS
documenting his code status as * Full *, reviewed by the QAPI Committee on
meaning that he wantad L iffound and approved by the committee. Staff re-
unresponsive. The facllity fafled to honor education was provided regarding the policy for
Resident #1' s wishes regarding his advance Negh Advance
o . 2, Neglact and Expinltation,
directives to be ! and denied the . Pulmons and
resident the opportunity to receive emergancy Directives, -Puimonary onwill
lfesaving services to pralong his life. The facility . - Al re-education wi
failed to follow their policy and procedure, In be completed by i« This was provided by
regards to, its “ Advance Directives * (Revised the ADON/Staff Development Coordinator, Motk
-1 2008), " Emergency Procedure- " Code Drills have continued per our previous
{Revised. , 12011)and " :, Neglect and QAP Plan, the mast recent being 7-6-15. The
" (nodate). faclifty will continue to implement Mock Code
Failure of the facllity staff to provide the services Drills weekdy fora tatal of four w“.ks:h,e arts
necessary to honor and fulfil the expressed whi thers be provided on a quarterly basis.
wishes of the resident to receive resulted in Allegations of , Negiect and
findings of Immediate Jeopardy which were will eontinue to be reported accarding to
removed on 12016 and the severity and regulatoty requirements,
scope was reduced to D. 4. This srea of care will be monitored by the
i Director of Nursing/Designee weekly times four
Findings include: weeks and then monthiy. A Data Collection Toll
1. Areview of the faility policy; , Neglect Wil be utilized for the moritoring. This will alsa
and . - Prevention and Prohibition * be over seen by the Administrator/QAPE
(Not datad), revealed & Standard: * The Committee for ongoing comphiance.
prevention and prohibition af . neglect and
i To an enviranment within the facility
which promotes resident well-being, safety and
prohibits . neglect, involuntary
and the misappropriation of property for all
residents. "
L. " Furthermore, each resident has the fight to
be free from . corporal punishment, ang
involuntary . Residents must not be
subjected to * by anyoree, including but not
limfted 10: facility staff, other residents.
consultants or volunteers. staff of other agencies
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sefv!ng the resident, famity members or Iegal
. friends or ofher indh
Each rssrﬂent has the right to be free iro'n
, ieglect and mi
property. This includes the facility ' s sdenﬂﬁcatnon
of residents whose personal histories render
them at risk forabuslng other residents, and
of i ntion ies to prevent

occunences monitoring for changes that wouid
trigger behavior and reassassment of the
interventions on a regular basis. *
Definitions: 7. * Neglect: means failure to provide
goods anid services necessary to avoid physical
harm, mental anguish, or mental ilness. (42 CFR
488.301) "
Procedures:
1. Screening: " a. The facilty screens potential
employees for a history of , neglect or
mistreating residents as defined by the applicable
requirements a 483.13 © (1) (i) (A} (B). This
includes attempting to obtain information from
previous smployers and for current employers
and checking with the appropriate licensing
boards and registries. Screening is done on alf
employess prior 10 hire, "
2. Training:" a. Each team member is scheduled
fo aftend a general orientation session. b. Each
team member is offersd and asked to attand &
facility in-service where the information is
reviewed as needed throughout the year. ¢. each
team member is notified that 8 mandatory

- Prevention ™ in-service is scheduled on an
annua basis. This In-service includes: 1.
Appropriate interventions to deal with aggressive
and / or catastrophic reactions; 4. What
constitutes neglsct and misappropriation
of resident prapeny
3. Prevention: Every effort is mada on behaif of
the resident to prevent - This includes an
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analysis of: a. Features of the physical
environment that may make andfor naglect

more likely to occur, such as secluded areas of
the facility, b. the deployment of staff on each
shift in sufficient numbers 1o meat the needs of
the residents, and assure thal staff assigned have
knowledge of the Individual residents * care
needs. C. the supervision of staff to idantify
inapprepriate behaviors, such as «.gnering
residents while glving care, ...and d. the
assessment, care planning and monltoring of
residents with needs and behaviors which might
lead to conflict or neglect, such as resident with

commurnication 1 those that require
heavy nursing care andior the totally dependent
on staff.

Each team member reads and signs the
Resident Rights " upon employment. A copy of
the resident rights is given fo sach team member
within hisiher probationary period of employment.
This information is reviewed on an annual basls
by the Bocial Services staff in an all-staf
inservice.

identification: Each team member is encouraged
1o ailend a mandatory " Prevention "
in--service on an annual basis. This in-service
includes methods to identify evants, such as
suspicious 1 of residents, eccurrences,
patterns, and trends that may constitute

and to determine the direction of the
investigation,

Investigation: the Sociat Services Manager is the
facility appointed designee who is the staff
member responsible for the initial reporting,
investigation of alleged violations and reporting
results (o proper authorities. The faciiity policy Tor
any allegation of is for it tg be brought
immediately to the ltention of the immediate
supervisor, The supervisor s to rotify the Social
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Services Manager, who Ig the facility appointed
designee, the DON, and the Administeator
..the facility will also notify the appropriate
agencies, based on the nature of ihe allegation in
accordance with State and Federat Statute,
Protection: the facifity will make every effort to
protect any individual form ~ ., ifthe
aliegation of s against a team member,
the team member will be immediately removed
from duty during the investigstion, and unil It is
complete.
Reporting/Response: the facitity wilf report aff
alleged violations to 1-800-86- yendall
substantiated Incidents to the state agency and to
all other agencies as required, and take all

¥ corrective action onthe
resuits of the investigation; report to the state, or
licensing authorities any knowledgs it has of any
actions by a court of faw which wouid indicate an
employee is unfit for services: and anslyze the
occurrences fo delermine what changes are
needed if any, (o policies and procedures to
prevent further occurrences. Federal .
neglect, and guidelines will aiso be
followed by the reporting designee.

2. Review of Resident#1 ' s closed medical
recard, to include demographic / face sheet,
indicated he was initially admitted to the faciiity on
, readmitied on : and most
recently readmittad to the facility from the hospltal
on {Wednesday) for skilled services
with aiagnoses that included but not fimitad to:

L -1
. Review of the Physician '
s Lrder Sheet (POS) datad and signed
by the physician on revealed under
Special Needs; Code Status: " Full -
(handwritten).

{ ).' and

F224
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Per the Nurse s Notes dated
AM; “ this nurse calied to Certified
Nursing Assistant (CNA). Resldent noted with no
7 L pulseor . Noted large
amaount of frothy saliva on face and chest, Upper
extremities cool to touch. Call placed to
{attending physiclan) service, return call received
from {covering physician). Order recelved ta
release body. Call to family, {Mother}, name of
funeral home received. Family declined to come
1o facility. * Signed by the Assistant Director of
Nursing (ADON).

at§:a5

On at 1:00 PM an Intarview was
conducted with the ADON, the nurse assigned to
the resident when he « She stated that she
was taking care of him for the first time on
; she took  shift because another
employee called off. She stated the resident wasn
“tvarbal, he required total care and had been
resdmitted from the hospital that day, When
asked to recall the evants that hanened on
i, the day Resident #1 )
Wi AUUN stated, | was working the right shif, |
had finished medication pass and around 5:45
AM, the CNA was in the hallway and said, * |
think he is gone. | went in Resident #1' 5 .
checked him for pulse and « he was
very coo! to tauch, He falt a ittie $tiff In his upper
extremities. His lower extremities had sort of
- The resident had white frothy stufé
arouna nes mouth. There was nothing | could do
for him. " When asked If she looked t the chart
fora order, she stated, | looked at his chart
after t called the doctor to tell him the resident
had and I didn 't see a . Honestly when
! saw tne resident after the CNA called me he
Was ¢l to touch, | don 't know if there was
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anything | could do for him. Al that point | made
the dacision to nat code him: because he was
“and stiff: | did not know how iong he had
oeen like that. The physiclan covering for the
attending physician was called, and Informed of
the resident s - The ADON was asked If
shesawe order on the medical record, she
stated, " after looking at the chant, no. " When
asked if she had received training on how to
respond when a resident is found without vita)
$igns she stated, we are supposed to do chest
compressions and send someone to check an
| status,
When the ADON was asked i she knew how to
determine code status, she stated, if a resident is
unresponsive, | am supposed to check the pulse
and call for someone else to cheek the chert for
orders. | will 2 call code blue and bring the
crasn cart. We have 3 yellow bock at the nurses
station with af the forms. if the resident is a
new admission it may be necessary to look in the
chart. When asked how the nurse is notified of &
resident * s advance diractives, including
she states, "Itls the nurse ' s responsibility to
check the chart on every resident, so they know
- status, " If someone finds someone
unresponsive. they have to walt until someone
checks the yellow book o the chart to see ff they
are Or not. When asked what she would dg
in & stuation wherein a resident is found
: but there is no Advance directive
she stated, “ I would da o Code. " When asked i
she had had any training since the event, she
stated yes, one-on-one with the Director of
Nursing (DON) on . advance directives,
Code Blue, and mock drifls. The DON reviewsd
with me when we are supposed (o do 2 code.

On 2t approximately 5:00 PM an
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Interview was conducted via tetephone, with
Employee A, the Certified Nursing Assistant
{CNA), who found Resident #1 unresponsive.
$She stated she no fonger worked for the facliity.
Employee A stated she was making rounds
before she went home and found Resident #1 not
breathing. She called for the nurse to check on
him. The ADON responded and checked on the
resident. The ADON said, " He was gone. *
Employee A stated that the ADON did nof do

Yon
Resident #1 and that she did not recall anything
else about the resident.

On i at 5:00 PM an interview was
cenducted with the Nursing Home Administrator
(NHA}, When asked # she could recall the events
that happened on - the day Resident
# she stated the DON informed
her that the Assistant Director of Nursing (ADON)
had feund the resident unresponsive and did not
perform . The NHA stated in her opinion the
ADON should have iooked at the chart and
initiated .

On at 5:15 PM an interview was
conducted with the Director of Nursing (DON},
when asked If she was familiar with Resident #1,
she stated, "yes.” When asked about the day
Resident #1 ' - she stated, “Whnen |
came in about 5:30 AM the (ADON) stated that
Resident #1 had passed. | asked the (ADON} if
she had performed . the {(ADON), said, no. 1
stated to the (ADON) that she, should have called
acode and the (ADON), and stated she did not
do it. | educated the (ADON) right then and there
regarding our policy, The policy states, wa have
to start a code no matter what, on a Full Code
resident. | interviewed (Employee A) who stated
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she was making her rounds, and the resident

didn "t look right, she shook him, and he was not
responding, so she got the nurse. " The DON
stated, * The chart revealed the resident was 2
Full Cede. ™ The DON staled, "I knew he was a
full code because he had baen here for so jong. "
The DON stated " the {ADON) decided on her

“. The DON, stated “ the

own not te do
nurse pranounced him

On a1 12:40 PM, 2 telephone interview
was conducted with Resident #1 ' s father. He

stated his son was in the Marines; he got an

aneurysm in there and had to have surgery, He
stated the resident lived by himself for a while,
and then ha started fiving with his girifriend. He

wenl to the hospital and they sent him to the
nursing home. When asked if they were
@xpecting his

of the nursing home. * | think he inthe
hospital, no, the nursing homa, | get

sometimes. | couldn ' t do anything with him. * He
was having problems breathing, they put him on

- The last time | saw him he was in the
hospital, and then.someone called and sald he
was L

On al 12:00 PM, an interview was

conducted with the Medicat Director. When sskad

#f his expectation was for a nurse to perform
an a Full Code resident, he stated, *

2lmost 4 years. ™ If the residant was

. he stated, he * could not
care for him anymore, that* s why he went to the
nursing home. " He was wearing diapers and
couidn ' t dress himself anymore. " 1 couldn 't
handle him anymore. * Me went to the hospital
and then the nursing home; he " was In and out

should
be dane. * Ha has been the Medical Director for

F224
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unresponsive they have to do - Cade Blue is
for alt non- residents. ”

Cn at approximately 10:00 AM, an
Interview was conducted with Resident #1* s
altending physician. The physician stated the
resident had multiple problams including: multiple
) issues,
{..J8nd - " Ha oid not ook well at all.
He was thin and looked 90. He was new fo me as
a patient. He was back and forth to the hospital. |
was not called the day he tha physician
covering was cafted. * | found out the next day or
$0, probably when the funeral home called me. *
Normally f a patient does not have a on

My expectation is that the nurse would start
fa was rat on the chart, *

On 8t 2:40 PM, a telephone interview
was conducted with the covering physician who
received the call regarding Resident #1 on

. She stated she was covering for the
atending physician on + butdoesn "t
remember the call as she stated she covers 1000
patients, When asked If she was Informed the
resident was a Full Code and he was not
» she stated, "1 apologize, but | don *

tremember.

Review of the Resident #1 ' s Admission
Agreement revealed; page 31 of 38 Advanced
Directives Acknowladgement with the following
{anguage: I understand that | do not hava to sign
or implement an Advanced Dirgctive in order to
be a resident at this Healtheare Canter. |

L d that | may impl anAd
Directive at sny fime during my stay in the faclity,
It is also my understanding that | may ask at any

thelr chart, would ba initiated and 911 called.

Faz4
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F 224 Continued From page 78
time lo review Advanced Directive information or
my Advenced Diractive (s) and ask questions |
may have concerning them. | may revoke any
Advanced Directive () at any time that | have
made. | understand the facility ' s staff cannot
give legal advice, but can answer questions
concerning Advanced Directives. | have the
following designations(s) and my copies have
been provided to Health Care Center, Aline was
drawn through the blank spaces in front of alf the
cholces which were: Living Will or Diraction to
Withhold Life Sustaining Procedures,

/ Yellow HRS Form,

Health Care Surrogate, Heafth Care Proxy,
Ourable Power of Attornsy, Financial Power of
Attorney, Medical Power of Attorney, Guardian
Financial or Medical, Anatomical Gift, Other:
Physician Statement of Incapacity, Funeral Home
Selection, The form was Initialed by the resident
and winsssed by Employee H on

Review of the resident 's Admissions
peperwork revesied a second form titied
dh d Directives A (no page

number) with the resldent ' s inltials beside the
sections 1. | have been given written material
about my right io accept or refuse medical and
surpical treatments and my right to form
Directives, 2. | thatiam
not required to have an Advanced Directives in
order to receive madical treatment at this heaith
care facility and 3, | understand that the term of
any Advanced Directives that § have executed will
be followed by the heaith care facility, physicians
and my caregivers to the extent permitted by the
law. The form continues with: Please Check one
of the following statements: | have exacuted an
Advance Directive and will provide a <opy 10 the
facitity. | understand that the staff and the

F 224
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physicians at this facility will nat be able to fotlow
the term on my Advanced Directives until |
provide 8 copy of it to the staff. of | have not
execuled an Advanced Directive and do nof wish
to discuss Advanced Directives further at this
time. The spaces to chack either statement were
biank. The form was signed by tga resident and
the Admi 4 .

[2 Hand
dated
Review of Resident #1 ' s medical record
revealed a D i of Incapacity d
dated and signed by his attending

physician, 1 meluded the following language; As
attending physician for the abovs stated resident
(Resident #1), | have evaluated and datermined
the above stated resident jacks the capacity to
give informed congent to make madical decisiong
and does ot have the reasonable medical
probability of recovering mental and physical
capacily o directly exercise rights,

Further review of Resident #1 ' s medical record
revesled a document titled Activated Medical
Decislon Maker signed by the resident ' s father
and mother and witnessed by two signatures on
- The document included the Tollowing
! ye: The Di ion of Incapacity form
has been compieted on « 1 do hereby
attest that | am at least . or oltler
and am willing to become Involved in the abova
Stated resident ' s health care decislons. | have
maintained reguiar contact and am familiar with
the resident ' s activities, health, religious and
moral beliefs, so that | can make health care
di , Includi hhoiding/witk ing life
prolonglng decisions that would be the decisions
the resident would have made, # capatle. { am
willing to preduce clear and convincing evidence
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F 224 Continued From page 80
upon request. | understand that my role has
betome active and accept my responsibility,
which is one of the following Medical Decision
Maker designations: checked were Proxy and A
parent of the resident.

Review of Resident #1 s medical recorg
revesled the resident was discharged to the
hospital on and readmitted to the
facilty on . His admission paperwork
dld not include documentation that his Active
Medical Decision Maker, his father, was given
Information on Advance Directives. There was no
i Diractives " form
In the admission paperwork for the Resident ' s
readmission to the facility,

Review of Resident #1 ' s medicai record
revealed the resident was discharged to the
hospitai gn and readmitted on

- His admissien paperwork did not
include documentation that his Active Medical
Decision Maker, his father, was given information
on Advance Directives, There was no *

Directives Acknow " form in

the admission paperwork for the resident ' s

readmission io the facility.

Per the hospital discharge summary for Resident
1 dated !Patientwasa

admitted to the emergeney the hospitat

with acute failure, HCAP

(Healtheare-assaciated D

advance 1 VRE ( -Resistant

Enterocacci) ( yang .

{Methicillin-resistant R :
(03/21/2014). During his hospital stay, a

consultation was performed on ‘die fo

F224
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having noted staols that were positive for accuit
. Laboratory data revealed hemaglobin of
8.0 and a platelet count of 335 indicating the

pationt was : with oceult
(] 1038, The patient did not show any
Sty or active at the time.

Recemmendations included continue tubs
feedings as tolerated; monitor the hemoglobin
and transfuse on an as needed basis. Resident
#1 was discharged from the hospital and
transferred to the skilied nursing faciity on

Review of Resident #1 s physician orders dated
fevealed a Code Status of Full Code.

Review of Resident #1 * s complete medical
record including the closed record revealed no
{ Yform was present.

A review of the Nursing Admission Evaluation

Too! dated at 3:00 PM revealed: oatient
arrived via streteher from hospitel with ~ _and
: h® resident has sdvance

cirectives upon admisslon? NO. Are advance
directives In the chart? NO, Activities of Daily
Living: required for bed
mobiity; transfers; dressing; and personal
hygiene. Alert to person and non-verbal, skin
pale, warm and dry. Patient not verbal with this
nurse, but osn make faces for pain. rate
regular and audible, puise rate equal and

) « Breath sounds clear.
m piace. Has referrals for Physical

Occupational and Speech .
Sigred by Empioyee C, a Licensed Practical
Nurse (LPN).
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Areview of Resident #1 ' s medical record, Social
Service Admi Eval Tool d
dated 31 6:32 AM (Thursday) Inided
the foliowsng intormation: the resident was

. had resided with his father in the past,
was @ nigh school graduate and had been in the
Marines for 10 years. it zlso included the
questions with corresponding answers written in
capltal letters, Doas the resident have advanced
directives? INCAPACITY & HC (health care)
PROXY ON CHART; Does the resident have a
legal representative? YES, {the resident ' s father
' hame and phone number); What is the
resident ' s code status? FULL CODE. It was
Electronically signed by Employee G.

Araview of the Admission Minimism Nata Set
(MDS) assessment dated revegled
under Seetion C { Paiterns): Staff
Assessment for Mental Status; Short term
memary: memary problem. Long term memary:
memory problem, skilia for Daily
Decision Making: severely L Under
Section D (Mood): Staff Assessment: fesiing or
appearing down, depressed, hopeless, Trouble
falting o staying asieep or sleeping too much:
Feeling tired or having little energy, Trouble
concentrating. Under Seatinn G {Functionat
Status); of one persen
assistance required for bed mobillly and dressing;
fotal dependence required for eating ana
Personai hygiene, Under Section H{ mf

Bowel): Always of bowel anst
Under Saction | (Active Diagnoses): failure
and » Under Section K (Swallowing

BN |y o wntug): Height 86 ° ) weight 111
pounds; loss of 5% or more in the jasf month or
1055 of 10% or mare in Iast 6 months-yes;
Feeding tube. Undgr Ssction M (Skin Coniti
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Arisk of developing i. Under
Section Q (resident ' s Overall Expectation):
Expects to remain in this faciiity; by family.

On ‘@t 1115 PM an interview was
conducted with Employee G a Social Services
Assistant regarding Resident #1 ' s Snalal Service
Admission Evaluation Tool dated and
fimed 5:32 AM. approximately 13 minutes prior to
the resident ' s « When asked, Employee G
stated he protably filled In the Information based
on prior admissions, He stated he was going to
Speak with the resident ' s family and he
confirmed that the resident hed a health tare
proxy and a Determination of incapacity. He
confirmed that the resident was a Full Code on
previous admissions and remained a Fujj Code
because there was not a signed inthe
medical record. Me stated that his plan was to call
the family and inform them of their right to
formulate an advance directive for the resident.
He further stated that the faelfity procedure in
regards to advance directives fequired the
Admissions Dspartment to speak to residents on
admission, advance directives are then

dei i the Nursing Admi A
and the Social Services Department reviews the
Information with the resident andior the family,

on jat 120 PM an interview was
conaucted with the Social Services Director
(S8D) regarding Resident #1. Per the SSO she
Spoke 1o the resident ' s father on after
he was readmitted on « She confirmed
that his parents were making the decisions
regarding his care and were designated as his
Activated Medical Decision Makers 8t that time.
$he stated that the father was given information
in regards to formulating an advance diractive,
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SSD states, " I he wanted him to be 2 ,we
would have mailed him the paperwork. * She
al3o stated that shie had not Spoker t the fathgy
when the resident was admitted on .
$he stated that the resident was designas~< ~~ 3

Full Code since his original admigsion in of
2014 and had never hag a paper in his
medica record,

3. A review of the facifty policy: “ Advance
Directives * (Revised 2008), revealed 3
policy stalement. * Advance directives will be
respected in accordance with state faw ang
facility policy, * Pulicy Interpretation and
implementation, section " 1. When 2 resident is
admitted to our faclilty, the Soglai Services
Director (SSD) or designee will provide written
information to the ragident concarning hisiher
right 16 make decisions concerning medical care,
including the right to accept or refuse madical or
Surgical treatment, and the right to formulate
advance directives. * 3, When a resident is
admitted to our facility, 8D or designes wil
inquire of the resident, andior hig/mer family
members, about the existence of any written
advance directivea, Policy Interpretation and
implementation, section * 5: In accordance with
Gurrent OBRA definitions ang Quidelines
governing advance directives, our facility has
defined advanced directives as preferences
regarding treatment options and Include, but are
not iimited to: b. Do Not Resuseataindicates
that, in case of or
resident, legal guarqian, health care proxy, or
representative {sponsor has dirartad that no
i 3 or other
bis-savig memogs are {0 be used.
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F 224 Continusd From page 85
Ateview of the faciiity poliev: * Emarnsna

Procedure:

3} " (Revised 2011). documented the
policy statement: * Personnel have comoleled
training on the initiation of
(  fBasic Life Support (B8LSYin
viCums of sudden W
Policy and Interpretation and Iimplementatinn- *
1 is defined as inadeauate

resulting in insufficient flow
wrougnout the body {pulselessness). 2. Suddan
" )is aleading cause of
in aduits, 3. Victims of many initiafty
have gasping Of may even appear to
be having a . Training In 8LS includes
gnizing tne of SCA. 4.
The likelihood of recovering from SCA dueto an
acute evant (such as iffers
bstantially from the fik of ing
from that the end result of
multi-system failure and advance irrgversible or
conditions. 5. Depending on the
ungenying cause, the chances of surviving SCA
may be increesed if Is initiated immediately
upon collapse, 6, Any unnecessaty interruptions
in chest compressions {including longer than
Necessary pauses for rescue breathing)
decreases effectiveness. 7, 1n potentially
reversible suuadons, eatly delivery of &
with a defibrillator plus ~ : within 3-5 minutes of
coflapse can further increase channes of survival,
8. The goal af early defivery of slolrylo
maintain life untit the emergency medical
fesponse team anives to deliver Advance Life
Support{ .9, #an Individual (resident, visitor,
or steff memoer) is foung unresponsiva and not
breathing normatly, 2 licensed staff momber who
s certified in BLS shall Initiate unless:

F 224
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2.1t is known that a H{
arder that specifically prohibits and for
external exists for that individusy
Preparation for :
“ 1. Obtain and for maintain American Rad Cross
Al i A i n

or g
8asic Life Suppon (BLS/ .
}Hor key clinical staff
whe will direct efforts,
Including non-licensed personnel, 2, Provide
periodic Mock Codes (simulations of an actual
} for training purposes. 3. Select and
identify a “team for each shift in the case of
an actual . To the extent possible,
designate a team leader on sach shift who is
responsible for coordinating the rescue effort sng
diracting other team members during the rescue
effort. . 4, The team in this facility shan
include at least one registered rurse, one
LPNILYN and two CNAs, all of whom have
received training and certification in 8ls 5
Maintain equipment and Suppiles necessary for
/BLS In the facility al all times, 6, Provide
wormatian on /BLS policies and advance
directives to each residenty representative upon
admission. *
Emergency Procedure -
= " 1. the facility* s procedure for
administrating shalf incorporate the steps
covered in the 2010 American Aesnrinkon
Guldelines for
and Emergency > Gare or fachity
BLS training materal, 2. The basic life support
(BLS) sequence of events is referred to as *
C-A-B “ {chest compressions, airway, and
breathing}, This has been revised from the
previous sequence of " A.B-C " (alrway,
breathing, chest compressions). 3. Begin if

the aduit victim is unresponsive and not breathing

Faz4
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normally (ignering occasionsi gasps) without
assessing the victim ' s pulse. 4, Following the
inilial agsessmant, begin with chest
compressions rather than opening the alrway ang
delivering rescue breathing. 5. Afl rescuers
trained or not, should provide chest
compressions to victims of .6
Delivering high-quality chest compressions is
essential; 3. push hard 1o 3 depth of at least 2
Inches (5 em) at a rate of at least 100
compressions per minute. B. Alfow full chest
recoil after each comprassion. C. Minimize
interruptions In chest compressions. 7. Trained
rescuers should aiso provide with a
compression - ratio of 30:2. »

A review of the facllity policy: " Admission
Assassment and Foliow Up; Role of the Nurse *
from the Nursing Services Palley and Procedure
Manual (Revised ' 2012). The purpose
of this procedure 1s to gather informatinn ~hay
the resident 's Physical, emetiona, B 4 and

hosocial condition upon sdm for the
Purposes of managing the resident, initiating the
care plan and completing required assessment
instruments, inctuding tha minimum data set
(MDS). “ Steps in the Procedure: * 10,
Dstermine if the resident has existing advence
directives, f so, initiate the process of abtalning a
copy for the medical record. H not, provide the
resident with information on histher right 1o have
advarice directives and inifiale the process of

b Iy

g them, “the
follawing Information should be recorded in the
resident ' s medical record; 3, Al relevant
&sseasment data obtained during the procedure.

4.0n 1@l 5:00 PM an inlerview wag
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conducted with the NHA, in regards to the facility
response 1o the incident of Resident #1 not
receiving when necessary she staled, "We
started an i and a Quality A

Perf Plan (QAPY) i iately. We sent
the ADON home for the day on suspension. We
reviewed the policy and procedures for advance
directives, . Code Blue Roles and
Responsibilities, and the Emergency Procadure
for . We intarviewed the staff regarding their
ablly w verbalize the process. We normally
compiete an audit of the advance directives and

ofders monthiy. The SSD Initiated an

immediate audit for Advance Directives and

for the entire resident popuiation and it was
completed by + 2015, We were
manitaring / reviewing the charts of residents who
expired. We started in-service fraining regarding
advance directives and  : ang called a Code
Blue Drill. Multiple interviews of the staff were
Initiated to ensure the direct staff knew abaut
advance directives, and when to call a code.
Training was conducted in for the entire
facility. The DON gig immediate in-servicing with
the ADON and we completed 2 Federal report,
We have been conducting waekly QA meetings
ragarding the event. Thage meetings wifl continue
weekly through *and then occur monthly, ™
When asked when staff {raining had been
conducted prior to the Jast couple of months, she
slated, "we do it routinely and new hires getitat
otlentation. " Whan asked how the fagility audits
the employee records for current she stated,
" the Human Resource (HR) manacer doas an
audit, which includes reviewing cards,
When asked If the event had been presented to
the QA committee with an action plan she stated,
" Yes "

On the NHA provided a * QABook ", it
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the Quality Py

Imrovement Plan for review. The toof was

datex i and signed by the Qualily

Assurance team including the Medica! Director on
- Argview of the information provided

revesied policy revisions dated
" Advance

Directives * which includes ™ Code Blue Roles

and Responsitilities * and " Emerasnoy
Procedure -

Review of these revisions raveated the follo%g
relevant changes: " Code Blus Roles and
Responsibllities * (no effective date): “inthe

event that a resident is found in

‘the person discovering the *should
immediately notify a nurse of the situstion. A
teammate should page overhead that therels o
Code Blue and the location of the eode. Al
available teammates are responsible to respond
to a Code Blue Page. The nurse is responslble to
Immediately assess the resident to determine i

the resident is in

T
resident' s medical record will be obtained to
delermine if the resident has a ( ) document
in their record. {may check YELLOW BINDERS
at each nurses station for status) if the
is noted then there will ba no further interventions
implemerted as per the resident ' s advance
directives. If thers is no in the medical
record then s to be initiated on the resident.
Nurses are responsivle far the implementation of

on the resident, The nurse assigned to the
resudent wil act as the TEAM LEADER of the
code sitvation, Cerlified Nursing Assistants whe
are cerified may be directed to assist with

at the direction of the nurse. "

On signature sheets wers nravingd

for tne toiiowing in-sarvicss, dated S
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Fa24

3 s and
- In agdition mock “ Code Rive " drilis
All

L 3
documents that were provided to the survey team
were reviewed. A comparison was made between
the in-service signature sheets and the master list
of ol employees. The comparison revealed that

asof

- 81% of licensed nurses and 97%

of the uniicensed steff had compieted the training,

Interviews with the facility staff regarding

advanced directives,

and Code Blue drilly

were conducted in order to verify staff knowledge.
The fotiowing relevant interviews were obtalned:

at 4:24 PM, an Interview was

conaucted with Employes C a nurse; she stated
she worked full ttme on the 7:00 AM »3:00 PM
shift. She stated she had been part of a moek
Code Blue drill a couple of months ago and that “
we just had an in-service on where to find the

forms, in the yellow book. ”

When asked

how she wouid respond If 3 CNA said a resident
Was unfesponsive she stated she " would check
the resident, have someone at the desk check

the book. | would initiate
determined if the resident had »
would stop .

On

skt
order then |

'8t 4:32 PM an interviaw was

conaucted with Employee [ & nurse, who stated
she worked full time on the 7:00 AM =300 PM

shift. She stated she had training on

advanced directives and participatad in mi)ck
Code Blue drills a fow months 8g0 and agein in

. Bhs slso stated
unresponsive; | would start
someons to go to
{ would stop

“ 1 1 found som;
, shout for

| book. If they were a "
. 1 woult call the physician and

eone
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family. i they were a full code | would keep going
until the paramedics come. *

On 8t 4:40 PM an interview was
conducted with Employes E s nurse, she stated
she usually worked as needed on the 3:00 PM
-11:00 PM shift. She statec that during
i 1 they dis advance di
orders. She had fraining In the last couple
months on advance directives and did a mack
Code Blue dril siso. If & residant was found
urresponsive she stated she would, * check the
resident, yell for help, and send someone fn met
more heip, | would start .Thersis a
book; | would send someone to check. If | have
started and find out the resident s a
then | would stop. | would start before |
knew if they ware 2 or not. "

and
of

18t 722 AM g interview was
condusted with Employes £ a nurse, he stated he
usually worked the 11:00 PM .7:00 AM shift, He
stated " We had a Mock Code Blue training
recently. We recently had a class on advance
directives ang - " The training included:
meking sure we have advance directives, if
resident is « speak with the family, chack
the chart for me yaliow form, make sure @
POAIs In the chart also. Me was asked what he
would do if he found an unresponsive resident, he
staled " first assess for breathing, call 3 code,
call somebody by name to call 11, Checic Vital
signs, call for crash cart, Call anather person to
inok at form, [ would start compressions
fight away, and if foung they were a would
stop compressions, ™

During the inferview condugied on Bt
$:15 PM with the DON she stated that what she

F224
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wauld expect that if a resident was found
unresponsiva and had a Full Code status the
nurse should start . She was asked if a
nurse should start prior to finding out about
aresident s order. She stated, ™ The nurse
should know if the resident is a ar not before
they start « i the nurse starts and finds
out the resident is a + the nurse £an siop,
That is what I was told during my class. ¥
1 asked if that was in the facility poiiey, she

suned, " it is not In sur policy, so | do not tesch
thatin the in-service classes. * The DON wag
informed that 3 out of 7 nurses Interviewed so far
stated they would start when they found an
unresponsive resident and then stop # they
found the resident was a - She was asked if
the facillty conducted training since the event,
She stated " yes, we started in , after the
event and we have given in-services again
recently. * This training covered orders and
advance directives. The training is aiso being
done on orientation. She stated. * We dld the
training for the whole month of , because
we had to get everybody. And then we Just did it
again. In addition, 3 Quality Assessment
Performance Improvement (QAPY) was staned,
the day of the event, The Quality Assurance [QA}
committee was informed. We did fraining with the
CNAs and nurses angd aiso preformed mock coda
bluss, " asked ¥ training had been
performed in the past, stated, * Yes, the
in-service is done yearly and during orlentation, *
In addltion, the DON was also asked, how the
facility audits the employee records for current

, sha stated, " when we have new employee
Starting Human Resources (HR) sees the card
8nd then the ADON checks the *eard after
that. All nurses are supposed o be cartified.
" When asked if tha faciity had audited the

FORM CMS-2507{02-99) Pravicus Versions Obearty Bvent ID:150X1 Facilty 10: 82932
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employee records for current i she stated
Yes, the ADON audits ~monthly and HR does
iton hire. " The DON stated the 8§ department
monitors, audits the advance directives, and
reviews orders monthiy. The DON stated
the event had been presented 1a the Quality
Assurance (QA} committee and an action plan
and plan of correction was put into place. The
DON completed the Federal report and reported it
to the corporate nurse. The DON stated. * The
direction | got was to do education, and do mock
codes, and file a federaf repont,

On i 8t 2:00 PM, an interview was
conducted with the NHA and the DON 1o reviaw
the content of Ihe tralning In-services, The NHA
and DON stated, we want over the following
policies: policy (which included what 1o tank
for, orgers and book, whera fo find the
paper, ete.), Advance Directive palicy and Code
Biue pollcy (described a mock code blue, If staft
watk n on an unresponsive resident what you
would do), and the Emergency procadure poiicy.
1t was & verbal presentation and every nurse
received a packet, The expectation was for
nursing / CNA staff to receive training by the first
QAPI meeting. By the first QAP| we were almost
3L 100%. The concern regarding interviaws with 4
of 8 nurses on and by the
surveyor which revealed the nurses would start

priof to knowing the resident 's code status
was discussed. The DON stated, " That is not
what they were tralned to do. * The NHA and the
OON stated they would begin retraining the
nursing staff that day,

On at 1:00 PM an interview was
cenducted with the NHA and the Corporate Nurse
(CN). When asked when the Policy and

Fzu
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Procedure for advance diractives and were
last reviewed, the Corporate Nurse (CN) stateg
the Policy and procedure for advance directives
and was reviewed and
updated on :", after the event with
Resident #1, He further stated that the
Emergency Procetiure was also updated,
which included the Cede Biue Roles and
Respongibiiies.

5. Record reviews and interviews revealed the
following corractive action was taken:

On In-service signature sheets were
reviewed for retraining of the nursing staff,
regarding advance directives, s , and
code biue drills. The NHA verified that all rursing
staff with the exception of sne employee that was
unavailable had recelved the In-service retraining.
The NHA verlfied that this employee will net
return to work uniil they have received the
refraining. On interview it was confirmed afier the
re-iralning, the rurses were abla to verbiglize s~
Poilcy and Procedures: Advance Directives, y
and Emergency Procedure: and Code Blue.
Interviews were conducted with 21 out of the 31
nursing staff members on v i
and - Al staff members Interviewed
were ramuiar with the policy and able to verbaize
the correct | procedure,

On at3:40 PM an interview was
conauctes with the NHA. She was asked how the
facility was $0ing to ensure that residents had
Advance Directives which accurately reflected
their wishes In their first 14 days of admission
since Residents #2 and #4 ' s advance directives
had not been addressed ang they were both
fecently admitted. She stated she met with the
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SS department and said that all residents
admitted In the last 2 weeks of since s
would be reviewed regarding advance directives
and the reviews would be documented in the
pragress notes. When asked how the facllity was
going o address hlanks in the Advance Directive
Acknowledgsment form she stated the Regional
Business office will do a complete auit of our
dmissions for ) will audit
{0 ensure the paper work is being fillad out
carrectly and completely,

On the facility provided the following
ROt v on facility leterhead and dated

5 signed by the NHA:
Social Service: In regards 1o assuring that
rasidents are given the opportunity to
discuss/choose an advance directive, 100% of ol
admisslons from forward have been
reviewed by the Director of Social Serviges and 8
progress note regarding same has besn added 1o
these records as an addendum 1o the initial
assessment done at the time of the admission,
Admissions Contract: In regards 1o 8ssuring that
residents are given the opporiunity to
discussichoose an advance diractive, 100% =
admissions contracts from
have been reviewed by the Admissions
Coordinator to ensure completion of all forms
Inctuding the atvanced Directive
Acknowledgament,

On 2t 9:50 AM an interview was

Conuucten with the NHA and the Corporate Nurse

{CN). They stated they hag Initiated an audit on

3l admissions since -The 85

department revisited each resident and wrote a

gmgress note for sach medical record to provide
. The Admissions d
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went through ali admission paperwork for
residents agmitted on forward to
make sure paperwork is correct and to review the
advance directivas section for completion. All
incomplete forms were addressed with the
resident last night or this morning, The

ions dap has been di by
the NHA regarding completion of admission
agreement forms, with attention to the resident
rights portion and advance diractives, Including
ot leaving blanks and having correct dates. The
NHA stated she would review advance directive
paperwork on alf new admissions. They alse
stated that the Admissions department will do an
audit of the paperwork for all admissions for the
‘next three months. Thay sald that after three
fmonths they would begin a monthly random augil
that would be discussed at the QA mastings.
They further stated that at the time of admission,
the nurse will verify advanee directives and
documenton a progress note. All new
admissions will be reviewed at the dally dlinical
meeting and advance direetives will be a focal
point at that time; this will occur on the weskends
as well. Social services will continue o assist the
resldent with development of sdvance directives
and will document on a progress nate. They
stated that each resident ' s advance directives
will be discussed at their 14-21 day and quarterly
care pian mestings. The expectation is that if a
resident wants anything changed between the 14
day care plan and Quarterly eare plan meetings
they will approach the facllity steff or if staff
notices a change in condition that it will be
re-addressed with resident,

Based on this information the Immediate
Jeopardy was found to be removed on

F224
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+ and the scape and severity was
reducedtoa D,
F 281 483.20(k)¥3)() SERVICES PROVIDED MEET F281
$8=4 PROFESSIONAL STANDARDS

The services provided or arranged by the fecillty
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced

Y:
Based on review of the Florida Nurse Practice
Act, the Assistant Diractor of Nursing job
deseription (Revised }, resident record
raview and interviews with facillty staff, Medical
Director, & resident’ s father, and the attending
physiclan, It was determined that the facility falied
to ensure that services being provided met
professional standards of quality relating to the
initiation of

as per the resident’ s wishes for one (#1) of 7
sampled residents of 81 total residents, identified
as having Full Code arders, according to the
facity ' s Advence Directive Audit Lnstl provided
by the facility and dated

On. i Resident#1,3 ., male,
was observed by staff to be unrasponsive and
absent of vital signs, less than 24 hours after
admission. The Assistant Director of Nursing did
not initiate (
and ensure emergency medical services were
provided. The clinical record comained a
physician order for ” Full ™ . The
facm!y failed to follow thelr Policy and Pracedure
for " Emergency Pmcedures‘

. " {Revised _  2011). The
faclmy failed to honor Resident #1” s advance

1. Resident #1 Expired at the facility on
. Family and Physician were
notified.

2. Areview was completed for advance
directives on this included a
review of current full code, and
physician orders, A review was also
be completed by to assure
that all residents received in writing
their rights to formulate advance
directives according to their wishes
or that of their respective
responsible parties. A Review has
also been completed for completion
of the Admissions Agreements and
will be completed by . Any
identified areas of concern have
been addressed. All eurrent
residents advance directives are
being acknowledged per their
request. All residents are receiving
care according to Professional
Standards of Care,
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directives and denied the resident the opportunity
to recelve emergency lifesaving services fo
prolong his fife.

Failure of the facility to ensure nurses met
i and acted In
with the Nurse Practice Act as defined in the
Florida Statues, Chapter 464, resulted in
immediate Jeopardy, which were removed on
. and the severity and scope was
reduced io D.

Findings include:

1. The Florida Nurse Practics Act, Chapter
484.003 defines 1he {20) "practice of professional
nursing” as "the performance of those acts
requiring substential speclalized knowledge,
judgment, and nurslng sklll based upon applied
principles of ) biclogical, physical,
and social sciences which shall include, but nof

3.

The facility's policy and procedures
for Advance Directives, -
and Do Not

Orders have been
reviewed and revised as necessary
by the QAP Committee on
Licensed Nursing staff has been re-
educated related to Advance
Directives, -

i Code Blue Roles and
Responsibilities on +thru 6-
25-15. Re-education will be
provided again and will be
completed by . The Sccial
Services Depariment and Admissions
Department has been re-educated
on on completion of the

be timited to;
(a) The observatlom assessment, nursing Admlssmn Agreement and
plenning, and in the medical
of care; health teaching and counsellng of the ill, record regarding resident Advance
injurad, or infirm: and the promotion of wellness, i Edi ion was provided
of health, and p of iiness by the Staif Development

of others, "
{b) “The admlmstrahons of medications and

by a duly
licensed practmoner authonzsd by the taws of this
slate to prescribe such medications and
freatments. "
(e} " The supervision and teaching of other
personnal in the theory and porformance of any
of the acts described in this subsection, *
” A profession nurse is responsible and
accountable for making decisions that are based

Coordinator/DON/ Administrator
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upon the individual ' ¢ educational preparation
and experience In nursing, "

2. Review of the " Assistant Director of Nursing "
job description (Revision Date:
included: Purpose of Your Job Position: ™ The
primary purpose of your position is to assist the
Director of Nursing Services (DON} in planning,
organizing, developing. and directing the
day-to-day function of the Nursing Service
Department in sccordance with current federal,
state, and local standards, guidsiines, and
regulations that govern our Facilty, and as may
be directed by the Administrator, the Medical
Director, andfor DON to ensure the highest
degree of quality care is maintained at ail times.
Duties and Responsibiliies:
Administrative Functions: Assist the DON in
planning, ping, g, imph i
evalualing, and directing the day-lo~day functions
of the nursing service department, in accordance
with current rules, regulations, end guidelines that
govern the Facility. Participats in developing,
maintaining, and updating aur written policles and
procedures that govern the day-to-day functions
of the nursing service dapartment. Periodically
review the department ' s policies, procedure
manuals, job descriptions, ete. Make
recommendations for revisions of polloles,
procedures, etc. to the Director. Participate in the
g i Y

a
of the Facillty " ¢ quality assurance program for
the hursing service department, Monitor the
Fagility ' s Ql, OM and survey reports and provide
the Director with recommendations that will be
helpfut in eliminating problem areas.

Committee Functions: Serve on the Quality

g and Nurse Consultant. When a
resident is admitted te the facility
the Licensed Nursing staff will
inquire with the
resident/responsible party if they
have current advance directives. If
the resident has advance directives
and the copies are available they will
be placed in the medical record and
implemented. If copies of the
resident’s advance directives are not
available the nurse will request the
resldent/responsible party to
provide copies to the facility at their
earliest convenience. Resident
wishing to implement advance
directives will be referred to the
Social Services department for
further discussion. The nurse will
document in the resident’s medical
record that this discussion has taken
place. Admissions will be reviewed at
the Daily Clinical Meeting to assure
that the resident’s advance
directives have been addressed by
the facility per their request and that
any follow up has been completed,
Current residents who do not have
advance directives will have 3 re-
discussion at their quarterly care
reviews,
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F281 Continued From page 100
A d A C ittee, as
direcled. Assist the Director in preparing written
andjor oral reports of the nursing service
programs and activities 1o submit to such
committee (s},
Personnel Functions: Assist the Director in
determining the staffing neads of the nursing
service department.
Nursing Care Functions: Provide the Director with
information relative to the nursing nesds of the

F28t "’

4. This avea of care will be monitored
by the DON/Social Services
Director/Admissions Coordinator
weekly times four weeks and then
monthly times three months. This
will also be over seen by the
Administrator and the QAPI
- y

resident and to the nursing services dep:
$ abifity to meet those needs. Review nurses '
notes (o ensure that thay are informalive and
descriptive of the nursing care being provided,
that they refiect the resident ' s response to the
care, and that such care is provided in
accordance with the resident * s wishes. Schedule
daily rounds to observe residents and to
determine if nursing needs are being met, Report
problem areas to the Director. Assist in
developing and imp g ive action.
Staff Development: Participate in developing,
planning, conducting, and scheduling in-service
training classes that provide instructions on
how to do the Job, " and ensure a well-educated
nursing service department. Develop, implement,
and maintain an effective orientation program that
orients the new employee to the depariment, its
policies and procedures, and to histher job
position and duties. Assist in developing annual
Facilty in-service training programs (e.0.. OSHA,

, HiPAA, : Prevention, Safety,
Conirol, ete.). Assist in developing advanes
directive In-service training programs for the staff
and community.
Care Plan and Assessment Functions: Participate
in the development of 3 wrltten care plan
{prefiminary and comprehansive) for each
resident that identifies the of the
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and which prof
serviced is responsible for each elament of care,
Encourage the resident and his/er family to
parlicipate in the development and review of the
resldent ' s pian of care. Ensure that all personng!
Involved in providing care 1o the resident are
aware of the resident ' s cate plan. Ensure that
nursing personnel refer to the residant ' s care
plan prior to administering daily care {o the
resident. Review nurses " notes to determine if
the care plan is being followed, Be sure that siaff
members are providing care that reflacts the
wishes of the resident,
Resident Rights: Review complaints and
grievance ' s made by the resident and make 3
writlen or oral report to the DON, Report all
aflegations of resident andfor
misappropriation of resident property.

resident, indicates the care to be given, goals to
be i h i

3.0n at approximately 5:00 PM an
interview was conducied vie tefephone, with
Employee A, the Certifled Nursing Assistant
{CNA}, who found Resident #1 unresponsive on
- She stated she no longer worked for
the facility. Employee A stated she was making
rounds before she went home and found
Resident #1 not breathing. She calied for the
nurse to check on him. The ADON responded
and checked on the resident. The ADON said, *
He was gone. * Employee A stated that the
ADON did not do
() on Resident #1 and that she did not recall
anything eise about the resident.

On at 1:00 PM an interview was
conducled with the ADON, the nurse assigned to
Resident #1whenhe . She stated that she
was taking care of him for the first time on

L

FORM CMG-2887(02:90) Previous Varsions Qbgolofe Event I0: J8CX11

Faclhy D 62052 # continuation sheet Page 102 of 213



PRGE . /.
T 17:14 181398741324

Brom:7 275501162 /.7 B 1A #0566 P,
, B 3 ’

PRINTED: 08/07/2015
FORM APPROVED
OMB NO. 0933.0:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE MEDICAID SERVICES

91

(x1) P JPPLIERIGLIA 1X2) MULTIPLE CONSTRUCTION
DENTIEICATION NUMBER, A BULDING
105884 8 WING e
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY. STATE, 1P GODE
2811 CAMPUS HILL DR

EXCEL REHABILITATION AND HEALTH CENTER

TAMPA, FL. 33612
)0 SUMMARY STATENENT OF DEFICIENCIES 0 PROVIDERS FLAN GF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY Pl PREFIX. (EACH CORRECTVE ACTION SHOULD g& COMPLETION
™6 REGULATORY OR LSC IDENTIFYING INFORMATION) "6 CROSS-REFERENCED T0 THE APPROPRIATE oRTE
DEFICIENCY)
F281 Continued From page 102 F 281

'+ she took a shift because another
employee called off, She stated the resident wasn
*t" verbal, he required total care and had been
readmitted from the hospital that day. When
asked o recall the events that haboened an

. the day Resident #1 N
ne AUUN stoted, | was working the night shift, |
had finished medication pass and around 5:45
AM, the CNA was in the hallway and said, " |
think he is gone. { went in Resident #1's __
checked him for pulse and i, he was
very cool o fouch. He felt & fittle stiff in his upper
extremities. His lower extremities had sort of

» The resident had white frothy stuff
aroung his mouth. There was nothing 1 could do
for him. * When asked f she looked at the chart
fora  arder, she stated, | looked at hls chart
after 1 called the doctor to tell him the resident
had and | didn "tsee a . Monestly, when
t saw tne resident after the CNA called me he
was cool to touch, { don 't know if there was
anything | could do for him, At that pointi made
the decision to not code him; because he was
'and stiff, 1 did nol know how long he had
peen fike that. The physician covering for the
altending physician was called, and informed of
the resident ' s . The ADON was asked If
she sawa order on the medical record, she
stated, " after fooking at the ghart, no. * When
asked If she had received training on how to
respand when & resident is found without vital
slgns she stated, we are supposed to do chest
compressions and send semeone 1o check on
status,
When the ADON was asked if she knew how to
determine code status, she stated, if a resident is
unresponsive, | am supposed t6 check the pulse
and call for someone else 1o check the chart for
orders. | will a cali code biue and bring the
TORM EMS Evant 1D J50X11 Facliny 10: 62932 f continustion sheet Page 103 of 213
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crash cart. We have a yeliow book at the nurses *
station with alf the forms. If the resident is a
new admission it may be necessary {0 Jook In the
chart, When asked how the nurse is notified of 2
resident ' s advance directives, Including N
she states, “itis the nurse 's responsiblity 10
check the cnart on every resident, so they know
:status. " If someone finds someone

unresponsive, they have to wail until someone
checks the yellow book or the chart to see if they
are or not. When asked what she would do
in a siwation wherein a resident is found

“but there Is no Advance directive
she stated, " | would do 2 Code. " When asked if
she had had any training since the event, she
staled yes, one-on-one with the Director of
Nursing (DON) on « advance directives,
Code Blue, and mock drilis. The DON reviewed
with me when we are supposed to o & code.

A raview of the closed clinical record for Residant

#1 reveaied a Nurse 's Note dated at

5:45 AM: " this nurse cafled to Certified

Nursing Assistant (CNA). Resident noted with no
« pulse or - Noted large

amaunt of frothy saliva on face and chest, Upper
extremities coof to touch. Call placed to
{attending physician) service, return call received
from (covering physician). Order received to
release body. Call to famify, {Mother), name of
funeral homs received. Family declined to come
fo facifity. * Signed by the Assistant Director of
Nursing (ADON}

Review of Resident #1° 5 demagraphic / face
sheet, indicaled he was Initially admitted th the

faclity on » readmitted on and
most recently readmittad to the faclity from the
hespital on | (Wednesday) for skilted
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services with diagnoses that included hut not
fimited to: sepsls, N
{ J. ond injury. Review of
e Fhysician ' s Order Sheet (POS} dated
and signed by the physician on
revealed under Special Needs: Code
Status: " Full” (handwritten).

Review of Resident #1's physiclan orders dated
1reveaied a Code Status of Full Code

Review of Resident #1 * s complate madical
records revealed no :
form was present.

Per the hospital discharge summary for Resident
#1 dated : Patient was a
admitted to the emergancy
with acute failure. HCAP
(Hesfihcare-assoclated
advance
Enterocoeci) { Yand
-resistant

{ --. ). During his hospital stay, a
consultation was performed on due to
having noted stools that were postive for occult

« Laberatory data revealed hemogiobin of
8.5 and a platelet count of 336 indicating the
patient was with oceult
{ ) 1053, The patient did not show any
Signs or getive atthe time.
Recommendations inciuded continue tube
feedings as tolerated; monitor the hemaoglobin
and transfuse on an as needed basis. Resident
#1 was discharged from the hospitat and
transferred to the skiled nursing facility on

the hospital

ih x q
~Resistant

Areview of the Nursing Admission Evaluation

F 281
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Tool dated al 3:00 PM revealed: patient
arrived via stretcher from hospital with . and

- The resident has advance
directivas Upon admission? NO. Are advance
directives in the chart? NO. Activities of Daily
Living: required for bad
mobility, transfers; dressing; and personal
hygiene, Alert to person and non-verbal, skin
pale, warm and dry. Patient not verbal with this
nurse, but can make faces for pain. rate
regular and audible, pulse rate squal and
-, Breath sounds clear,

in place. Has referrals for Prwsh:al
Occupations! and S
Signed by Employee C, 2 anensed Practical
Nurse (LPN).

A review of Resident #1 * s Social Service
ion Tool dated
at §:32 AM (Thursday) included the
foliowing information: the resident was
, had resided with his father in the past, was a
mgh school graduate and had been in the
Marines for 10 yeers. It siso included the
questions with corresponding answers wrilten in
capital lettars, Does the resident have advanced
directives? INCAPACITY & HC (health care)
PROXY ON CHART: Does the resident have a
legal rapresentative? YES, (the resident ' s father
’s name and phane number), What is the
resident * s code status? FULL CODE. It was
Etectronically signed by Employee G.

Areview of the Admission Minimum Data Set
{MDS) assessment dated irevealed
under Section C { Fatterns): Staff
Assessment for Mental Status: Short term
memary. memory prablem. Long term memary:
memory problem, skilts for Dally

F281
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Qecision Making: ssverely . Under

Section D (Mood): Staff Assessment: feeling or
appearing down, depressed, hopeless. Trouble
falling or staying asleep or sleaping too much;
Feeling tired or having litle energy; Trouble
concentrating. Under Section G {Functional
Status): of one person
assistance required for bed mobility and dressing;
total dependence required for eating and
personal hygiene, Under Section M { and
Bowel): Always of bowel and .
Under Section [ {Active Diagnoses): faflure
and - Under Seclion K (Swallowing
and Nutritional Status): Height 66 * ; weight 111
pounds; loss of 5% or more in the last month or
loss of 10% or mare in Jast & months-yes;
Feeding tube. Under Section M (Skin Conditions):
Arisk of developing . Under
Section G (Resident * s Overall Expectation);
Expecis 1o remain in ihis facility; by famiy.

On i al 1:15 PM an interview was
conducted with Employee G a Social Services
Assistant regarding Resident #1 ' s Social Service
Admission Evaluation Tool dated and
timed 5:32 AM, approximately 13 minutes prior to
the resident ' s - When asked, Employee G
stated he probably filed in the information based
on prior admissions. Me siated he was going to
speak with the resident ' s family and he
confirmed that the resident had a heaith care
proxy and a Determination of Incapacity. He
confirmed that the resident was a Full Code on
previous admissions and remained a Full Code
because there was not a signed irthe
medical record. He stated that his plan was to call
tha family and inform them of their right lo
formulate an advance directive for the resident,
He further stated that the facility procedure in
FORM CMS-2587102.99) Previous Vefsions Obsoiels, Even) (050X 11 Focilly : 62037 f continuation sheet Page 107 of 213
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regards to advance directives required the
Admissions Department to speak o residents on
admission, advance directives are then

dd in the Nursing Admission A
and the Socis! Services Deparimart revisws the
information with the resident andjor the family,

On 8L 1:20 PM an interview was
conducted with the Social Services Director
(S8D) regarding Resident #1, Per the 88D, she
SPoke 10 the resldent ' s father on after
he was rgadmitted on - She confirmed
that his parents were making the decisions
regarding his care and were designated as his
Activated Medical Decision Makers at that ime.
She stated that the father was given information
in regards to formulating an advance directive.
$80 states, “ ff he wanted him to be 2 ]
would have mailed him the paperwork. " She
also stated that she had not spoken to the father

when the resident was admitted on .
She stated that the resldent was designated ae 3
Eull Code since his original admission in of
2014 and had never had 3 paper in his
medical record,

On &t 12:40 PM, a telephone interview

was conducted with Resident #1's father, He
stated his son was in the Marines; he getan
aneurysm in there and had to have surgery, He
stated the resident fived by himself for a while,
and then he started fiving with his girlfriend. He
went o the hospital and they sent him to the
nursing home. When askad if they were
expacting his + he stated, he " could nat
care for him anymore, that 's why he went to the
nursing home. * He was wearing diapers and
couldn ' t dress himself anymors. * | couldn 1
handie him anymore., * Me went to the hospital
FORME CMS-2457(02-94) Previous Versions Obscists Evant 1D: JSOXT1 Faciliy i 2942 i continuation shast Page 108 of 213
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and then the nursing home; he *was in and out
of the nursing homs. * 1 think he in the
hospital, no, the nursing home, | get i
somatimes. | couldn * t do anything with him, He
was having problems breathing, they put him on
. The last time | saw him he was In the
hospital, and then someans called and sald he
was .

On : 4t 5:00 PM 2n interview was
conducted with the Nursing Home Administrator
(NHA), When asked if she could recall the events
that happened on , the day Residant
# she stated the DON informed
her that the ADON had found the resident
unresponsive and did not perform
stated in her opinion the ADON should have
looked at the chart and Initiated |,

On : @l 515 PM an Interview was
conducted with the Director of Nursing (DON),
when asked if she was familiar with Resident #1,
she stated, "yes. " When asked about the day
Resident #1 ! , she stated, "When |
ceme in about 5:30 AM the {ADON) stated that
Resident #1 had passed. | asked the (ADON) If
she had performed , the (ADON), sald, ro. |
stated fo the (ADON) that she, should have calied
& code and the (ADON), and stated she did not
do it. | educated the (ADON;) right then and there
regarding our policy, The policy states, we have
to start a code no matter what, on a Full Code
resident. linterviewed (Emplayee A} who stated
she was making her rounds, and the resident
didn " tlook right, she shook him, and he was not
rasponding, so she got the nurse. " The DON
stated, “ The chart ravealed the resident was a
Full Code, " The DON stated, * | knew he was a
full code because he had baen here for so long.*

L

. The NHA

F281
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The DON stated " the (ADON;) decided on her
own ot to do " . The DON, stated " the
rurse pronounced him "

On 21 12:00 PM, an interview was
conducted with the Medical Director. When asker
if his expeciation was for  nurse to perform !
on a Full Code resident, he stated, ° should
be done. " He has been the Medical Dirsctor for
almost 4 years, ™ If the resident was
unresponsive.they have to do . Code Blue is
for alt non- tesidents. "

On at approximately 10:00 AM, an
intarview was conducled with Resident #1's
attending physician, The physician stated the
resident had mulliple probiems Including: multiple
- issues.
{ )eand I. " He did not look well at all,
He was thin and locked 90, He was hew to me as
@ patiert. Me was back and forth tp the hospiial.
was not cailed the day he the physician
covering was called. * [ found aut the next day or
0. probably when the funeral home called me.
Normaily if 3 patient doss not have a ONR on
their chart, would be inftiated and 811 calied.
My expectation is that the nurse would start
ifa was not on the chart.

On at 2:40 PM, a telephone interview
was conducted with the covaring physician who
received the call regarding Resident #1 on

- She stated she was covering for the
auenomg physician on + but doesn 't
remember the call as she stated she covers 1000
patients. When asked if she was informed the
tesident was 3 Full Code 8nd he was not
" " she stated. "1 apologize, but | don ’
t remember.
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4.0n a1 5:00 PM an inferview was

conducted with the NHA, in regards to the facilty
respanse 1 the inciden! of Residont 21 not
recaiving when necessary she stated, " We
started an ion and a Quality A
P Plen (QAPY i i . We sent
the ADON home for the day on suspension, We
reviewed the policy and procedures for advance
directives, , Gode Blue Roles and
Responsibilities, and the Emergency Procedure
for - We interviewed the staff regarding their
ability 1o verbalize the process. We normally
complete an audit of the advance directives and
orders monthly. The SSD iniiated an
immediate audit for Advance Directives and
for the entire resident population and it was
completed by , 2015, We were
monktoring / raviewing the charts of residents who
expired. We started in-service training regarding
advance directives and  : and called a Code
Blue Driil. Multiple inferviews of the staff were
initiated 1o ensure the direct staff knew about
advance directives, and when to call 3 code.
Training was conducted in 1for the entire
facllity. The DON did Immediate in-gervicing with
the ADON and we completed a Federal report,
We have been conducting weekly QA meetings
regarding the event. These meetings will continue
weekly through and then occur monthly * .
When asked when staff training had been
conducted prior to the last couple of months, she
stated, " we do it routinely and new hires getitat
crientation. “ When asked how the facility audits
the empioyse records for current she stated,
" the Human Resource (MR} manager does an
audit, which includes reviewing cards.
When asked if the event had been presented to
the QA committee with an action plan she stated,

FORM CMS-2557(02-89) Pravious Varsions Obssint Even: 10:45Qx11 Eaclihy iD: 62032 If Continustion sheet Pags 11 of 293




PAGE i/

o 17:14 18133721324
chmf7e7552’162 s L4 18 19:03 pL-T-T3 P.O13/081
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRIETED: J807I2015
CENTERS FOR MEDICARE & OMB NG, Somaaaed

JERICLIA

xn) (X2) MULTIPLE CONSTRUCT
(DENTIFICATION NUMEER: o CONSTRUGTION

oF
AND PLAN OF CORRECTION A BUILDING.

105884

STREET ADDRESS, CITY, STATE, 215 CODE
2611 CAMPUS HILL DR
TAMPA, FL 33612

NAME OF PROVIDER OR SUPPLIER
EXCEL REHABILITATION AND HEALTH CENTER

X0 SUMMARY STATEMENT OF OEFICIENCIES o PROVIDER'S BLAN OF CORRECTION
PRERIX {EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFI (EACK CORREETIVE ALTION romia 3 conbinon
A6 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED Y0 THE APPROPRIATE oWTE
DEFICENCY)

F 281 Continued From pags 111 F 281
"Yes ",
On : the NHA provided 2 * QA Book * N

contained the Quality Assurance Performance
Improvement Plan for review, The tool wos
dated and signsd by the Quallty
Assurance team including the Medical Diractor on
- Areview of the information provided
reveaied policy revisions dated for
", "Advance
Directives " which includes * Code Blue Roles
and Responsibilities * and * Emeroency
Procedure - .
Review of these revisions revealed the following
relevant changes: * Code Blue Roles and
Responsibliities " (no effective dale): "inthe
event that a resident is found in
the person discovering tha should

Immediately notify a nurse of the situation, A
teammate should page overhead that thare is &
Cade Blue and the location of the code. Al
available teammates sre responsivle to respond
to & Code Blus Page. The nurse is responsidle to
immediately assess the resident {0 determine if
the resident Is in ~The
resident ' s medical record will be obtained to
detarmine if the resident has a{ )document
in their record, (may check YELLOW BINDERS
at aach nurses station for status) if the
is noted then there will be no further interventions
implemented as per the resident ' s advance
diractives. If there Is no In the medica!
record then Is to be initiated on the resident,
Nurses are responsible for the implementation of

on the resident. The nurse assigned to the
resident will act es the TEAM LEADER of the
code situation, Certified Nursing Assistants who
are  cortified may be directed to assist with

atthe direction of the nurse, *
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On signature sheels were orovirdeg
for the Tollowing in-services, dated N
. 8/9, \ 5129, 6/7 . Land

-- .= In addition mock * Code Blue * drills
weredoneon ., | i
documents thal were provided to the sutvey team
wera reviawed. A comparison was made between
the in-service signature sheets and the master fist
of all empioyees. The comparison revealed that
as of 91% of licensed nurses and 97%
of the unlicensed staff had complated the fraining.

Interviews with the fachlty stafi regarding
advanced directives, -and Code Biue drills
were conducted in order to verify statf knowledge,
The foflowing relevant interviews were obtalned:
On at 4:24 PM, an interview was
conducted with Employee C a nurse; she stated
she worked full time on the 7:00 AM -3:00 PM
shift. She staled she had been part of a mock
Code Blue dril a couple of months ago and that *
we just had an in-service on where to find the

forms, in the yellow book. " When askeq
how she would respond If a CNA said a resident
was unresponsive she stated she " would check
the resident, have someone at the desk check
the book. | would initiate untf |

datermined if the resident had a order then |
wouid step L
On at 4:32 PM an interview was

conducted with Employee B a nurse, who stated

she worked full time on the 7:00 AM -3:00 PM

shift. She stated she had {raining on "

advanced dirsctives and participated In mock

Code Blus drills a fow months ago and again In
- She also stated " If | found someone

unresponsive; | would stant . shout for
someons to go to book. if they were a
FORM CMS-2567102.98) Previous Varsions Otissiate Evnt 1025011 Factily 0 62532 # continuption sheet Page 113 of 213
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twould stop . 1 would call the physician and

family. If they were a full code | would keep going
until the paramedics come,

On 3t 4:40 PM an interview was
condycted with Employee E a nurse, she sated
she usually worked as needed on the 3:00 PM
-11:00 PM shift. She stated that during

i they dl advance directives and

orders, She had training in the last cauple of

months on advance directives and did 2 mock
Code Blue drill also, if a resident was found
unresponsive she Stated she would, " check the
resident, yell for help, and send someone fo qet
more help. | would start ~Thereisa .
boak: | would send someone 1o check, If | have
started " and find aut the resident Is a .
then | would stop. | would stant before !
knew if they were 3 ornot. ¥

At 7:22 AM an interview was
conductad with Employee F & nurse, he stated he
usually worked the 11:00 PM -7.00 AM shift, He
stated " We had 2 Mock Code Biue fraining
recently. We recently had a class on agvance
directives and DNR, ™ The training included:
making sure we have advance directives, i
rasident is + speak with the family, check
the chart for the yellow form, make sure a
POAs in the chart also. He was asked what he
would do If he found an unresponsive resident, he
stated " first assess for breathing, call a code,
calt somebody by name 16 call 911, Check Vita
signs, cafl for crash cart, Call another person fo
look at form. { would start compressions
right away, and if found they were a would
stop compressions, ©

During the interview condutted on at
FORM CAIS-2367(02-59) Pravious Versians Obsolete Evant ID:50X11 Facilly i 62932 # continuation sheet Pags 114 01213
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5:15 PM with the DON she siated that what she
would expect that if a resident was found
unresponsive and had a Full Code status the
nurse should start - Bhe wes asked if a
nurse should stan prior to finding out about
aresiden’ s order. She stated, * The nurse
should know If the resident is a of not before
they start W if the nurse starts and finds
out the resident is a « the nurse can stop,
That is what | was told during my .class, "
When asked f that was in the facility policy, she
stated, " itis notin our poticy, 501 do not teach
that in the in-service classes. " The DON was
informed that 3 out of 7 nurses interviewed so far
stated they would start when they found an
unresponsive resident and then stop if they
found the residentwas a . She was asked If
the facility conducted training since the event,
She stated " yes, we started In i, after the
event and we have given in-services again
recently. *  This training covered orders and
advance direclives. The training s also being
done on orientation. She stated, * We did the
tralning for the whole menth of + because
we had to get everybody. And then we just did it
again. in addition, a Quality Assessment
Psrformance Improvement {QAPI) was startad,
the day of the event. The Quality Assurance (QA)
commitiee was Informed. We did {raining with the
CNAs and nurses and aiso preformed mack code
biues. * When asked if raining had been
performed in the past, stated, * Yes, the
in-setvice is done yearly and during orientation, *
In sddition, the DON was also asked, how the
facifity audits the employee records for current
. she stated, " when we have new amployee
starting Human Resources (HR) sees the card
and then the ADON checks the card after
that. All nurses are supposed to be " certified,
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“* When asked if the facility had autfited the

emplayee records for current . she stated
Yes, the ADON audits » monthly and HR does
iton hire. " The DON stated the SS department
monitors, audits the advance direttives, and
reviews ‘ orders monthly. The DON stated
the event had been presented to the Quality
Assurance (QA) committee and an action pian
and plan of correction was put into piace. The
DON completed the Faderal report and reported it
10 the corporate nurse. The DON stated, * The
direction ! got was to do education, and do mock
cades, and file a federal report, *

Fag1

On 1312 PM, an interview was
conducted with the NHA and the DON to review
the content of the tralning in-services. The NHA
and DON stated, we went over the foltowing
policies: policy (which included what to innk
for, orders and book, where to find the :
paper, stc.), Advance Directive policy and Code
Blue policy (describad a mock code blue, if statf
walk i on an unresponsive resident whal you
would do), and the Emergency procedure policy.
itwas & verbal presentation and avery nurse
received a packet, The expectation was for
nursing / CNA staff to receive training by the first
QAPI maeting, By the first QAP! we were aimost
8t 100%. The concern regarding intarviews with 4
of 8 nurses on iand by the
surveyor which reveatad the nurses would start
: rier to knowing the resident ' s code status
was discussed. The DON stated, * That is ot
what they wers trained to do. * The NHA and the
DON stated they would begin retralning the
nursing staff that day.

On at 1:00 PM an interview was
Sensucred with the NHA and the Corporate Nurse
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(CN}. When asked when the Policy and
Procedure for advance directives and were
last reviewed, the Corporate Nurse {CN) stated "
the Policy and procedure for advanee direcltives
and was reviewed and
updated on ", aftar the event with
Resident #1. He further stated that the
Emergency Procedure was alse updated,
which included the Code Blue Roles and
Responsibilities,

§. Record reviews and interviews revealed the
following corrective action was taken:

Cn tin-sefvice signaturs shests ware
reviewad fof relraining of the nursing staff,
regarding advance directives, . and
code blue drills. The NHA verified that all nursing
staff with the exception of one employse that was
unavaliable had received the in-service retralning.
The NHA verified that this employes will nat
return to work until they have received the
retraining. On Inferview It was confirmed after the
re-training, the nurses were abls to verbalize the
Poilcy ant Procedures: Advance Directives,

and Emergency Procedure: 1 and Code Blue.
Interviews were conducted with 21 oul of the 31
nursing staff members on .

and . All staff members interviewed
were familiar with the policy and abe fo verbalize
the correct procedure,

On al 3:40 PM an interview was
conducted with the NHA. She was asked how the
facility was going to ensure that residents had
Advance Direclives which atcuratsly refiected
their wishes in thelr first 14 days of admission
since Residents #2 and #4 ' s advance directives
had not been addressed and they were both

L_
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recently admitted, She stated she met with the
S8 department and sald that all residents
admitted in the last 2 weeks or since )
would be reviewsd regarding advance directives
and the reviews would be documented in the
progress notes. When asked how the facility was
going to address blanks in the Advance Directive
Ackriowiedgement form she stated the Regional
Business office will do 2 complete audit of our
issions for ion; will audit i i
to ensure the paper work is being fillad out
correctly and completety.

On the facliity provided the following
nale written on facility letterhead and dated
+ signad by the NHA;

Soclat Service: In regards to assuring that
residents are given the opportunity to
discuss/choose an advance directive, 100% of all
admissicns from forward have been
reviewed by the Diractor of Social Services and 2
progress note regarding same has been addsd to
these records as an addendum 1o the initial
assessment done at the ime of the admission.
Admissions Coniract: In regards to assuring that
residents are given the opportunity to
discuss/choose an agvance directive, 100% of all
admissions contracts from ta

have been reviewed by the Admissions
Ceordinator to ensure completion of all forms
including the advanced Direstive
Acknowledgement.

On at9:50 AM an interview was
conducted with the NHA and the Corporate Nurse
(CN). They stated they had initiated an audit on
all admissions since . The 88
depariment revisited each resident and wrote 3
progress note for each medical record to provide

F 281
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. The Adi

went through all admission paperwork for
residents admitted on +forward to
make sure paperwork is correct and 1o review the
advance directives section for completion. All
incomgpiete forms were addressed with the
resident last right or this morning. The

dmissi hag bean re-ed d by
the NHA regarding completion of admission
agresmert forms, with attention {o the resident
rights portion and advance dirsctives, including
not ieaving blanks and having corect dates. The
NHA stated she would review advance directive
paperwork on all new admissions, They also
stated that the Admissions department will do an
audit of the papeswaork for all admissions for the
naxt three months, They said that after three
months they would begin a monthly random sudit
that would be discussed at the QA meetings
They further stated that at the time of admission,
the nurse will verify advance directives and
document on a progress note. All new
admissions will be reviswed at the daily clinlcal
meeting and advance directives will be a focal
point at that fime; this will occur on the weekends
35 well. Social services will continue to assist the
resident with development of advance directives
and will document on a progress note. Thay
stated that each resident * s advance directives
will be discussed at their 14-21 day and querterly
care plan meetings. The expectation is that 2
resident wants anything changed betwaen the 14
day care pian and quarterly care plan meetings
they will approgch the facility staff or if staff
notices a change in condition that it will be
re-addressed with resident,

Based on this information the Immediate
Jeopardy was found fo be remaved on
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and the scope and severity was
reducedto a D,
F 262 483.20(k)(3)(i) SERVICES BY QUALIFIED F 282
88=1 PERSONS/PER CARE PLAN
The services provided or amranged by the facility L. Resident #1 Expired at the faclity on 3+12.15.
must be provided by qualified persons in The family and physitian were notified of the
accordance with each resident’s written plan of resident’s passing.
care. 2. Areview was completed for advance directives
on this ineluded a review of current fult
This REQUIREMENT is not met as evidenced code, and physician orders, A review as
by: completed by 10 assure that alf
Based on review of facility ‘s policies and resldent with advance directives also have
procedures, resident record review, and Comprehensive Care Plans addressing the
intarviews with facility staff, Medical Director, a resident’s advance di i il
resident " s father, and the attending physician, it be o mplete::; e directive wishes. & review will
was detarmined that the facility failed to : _ toassurethatal
implement advance directives of residents have received in writing thelr right to
. { Jin formutate advance directives aceording o their
accordance with the written plan of care and wishes or that of their respective responsible
physiclan ' s orders for one (#1) of 7 residents parties. Any identifled 2
sampled, of 81 total residents, identfied as veen addrasse, | Concen have
having Full Code orders. according to the faciiity y
Advance Directive Audit List, provided by the
facility and dated .
On , Resident #1, 2 male,
was di Dy the staff . without
pulse ar iess than 24 hours after
admission. The facility failed to inifiate
} or contast
Emergency Medical Services as per the resident *
s wishes, The elinical record contained a
physician order for full + The facility
falled to follow their Pelicy and Pracedurs for *
Advance Directives ¥ (Revised 2008), and *
Emergency Procedures.
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{ }* (Revised April 2011). The
facility failed to honor Resident #1 ' s advance
directives and denied the rasident the epportunity
to receive emergency lifesaving services to
prolong his life.

The staff did not ensure the resident* advance
directives, which were in effect for Ful Co
were carried out in accordance with the resident *
s plan of care.

Additionally, interviews with 4 of 8 licensed
nurses {Employees C, D, E, & F) ort

and revealed they would begin
performing L without first verlfying the plan of
care and physician ordars in the event a resident
was found without pulse or s

Failure o foflow the pian of care for Resident #1
and te ensure the facility staff correctly
impiemented advance directives and initisted

. resulted in immediate Jeopardy, which were
ramoved on 5 3nd the severity and
scope was reduced to D.

Findings Include:

1. Review of Resident #1 ' s closed medical
record, to lnclude demographic / face shee,
indicated he was initiafly admitted to the facfiity on
» readmitted on mos!
recently readmitied to the facliity from the hospitat
on (Wednesday) for skilled services
with giagnoses that inciuded but not fimited to:

L H
() and . Review of the Physician *
s Urcer Sheet (POS) dated and signed

by the physician on revealed under
Special Needs: Code Status: * Full *
{handwritten).

3. Staff has been re-educated regarding foliowing
the resident’s Comprehensive Care Plan and
implementation of Physictan’s orders for
advance directives including full code/ !
status. This will be completed by . This
education was provided by the ADON/Staff
Caordi All new
and residents who have obtsined new orders for
advance directives will be reviewed in the daify
clinleal meeting to assure that resident’s wishes
for sdvance directives are acknowledged and
implemented. Mock Cade Dritls will continue a3
per the previous QAP Plan, the most recent
being 7-6-15, The facility will continue to
implement Mock Coda Drills weekly for a total of
four weeks. The drills will them be provided ana
rly basis.
mﬂ:w: of care will be monitored by the
Director of Nursing/Sotlal Services
Director/Deslgnee weekly times four weeks and
then quarterly. A Data Callection Tool will be
utllized to complete the monitoring. This will
also be over seen by the Administrator and the
QAP Committee for ongelng compliance.

»
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Review of Resident #1's physiclan orders dated
2/19/2015 revealed a Code Status of Full Code.

Review of Resident 1 's complete medical
record ingluding the closed record revealed no Do
Not { )form was present.

Areview of the Nursing Admission Evafuation
Too! dated i at 3:00 PM, patient arrived
via stretcher from hospital with . cand

T - The resident has advance
directives upan admission? NO, Are advance
diractives in the chart? NO. Activities of Daily
Living: required for bed
mobiflty; transfers; dressing; and personal
hygiene. Alert to person and non-verbal, skin
pale, warm and dry, Patient not verbal with this
nurse, but can make faces for pain, rate
regular and auditle, pulse rate equal and

. Breath sounds clear.

in place. Has referrals for Physical
QOccupational and Speech f
Signed by Employee C, 2 Licensed Practical
Nurse (LPN).

Areview of the faciiity pelicy: " Admigsion
Assessment and Follow Up: Role of the Nurse *
fram the Nursing Services Poiley and Procedure
Manual (Revised 2012). The purpose
of this procedure is to gather information about
the resident ' s physleal, emotional, _
iaf condition upen ion for the
purposes of managing the resident, initiating the
care plan and completing required assessment
Instruments, including the minimum date set
(MDS). " Steps in the Procedure: * 10,
Daterming if the resident has existing advance
directives, If so, iniliate the process of obtaining a

F 282
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copy for the madical racord. If not, provide the
resident with information on hisfher right to have
advance directives and iniiate the procass of

them.* D " the

following information should be recorded in the
resident’ s medical record: 3, All relevant
assessment data obtained during the procedure.

Per the hospital discharge summary for Resident
#1 dated i Patientwasa
admitted to the emergency the hospital
with acute *faiture, HCAP
(Healthcare-assoclated
advance , VRE {
Enterococel) { Yand
(Methicliin-resistant
). During his hospital stay, a

consultation was performed on dueto
having noted stools that were positive for ocoult

1. Laboratory data revealed hemogiobin of
8.5 and a platelet count of 335 indicating the
patient was with occult
{1 loss. The patfent did not show any
$igns of active _ at the time.
Recommendations included continue tube
feedings as tolerated; monltor the hemogiobin
and transfuse on an as needed basis. Residsnt
#1 was discharged from the hospital and
transferred to the skilled nursing faciiity on

b
-Resistant

Review of the Resident #1 ' s Admission
Agreement revealed; page 31 of 38 Advanced
Directives Acknowledgement with the foliowing
language; 1 undersiand that | do not have to sign
or impiement an Advanced Directive in order o
be a resident at this Healthcare Center. |

F282
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that f may | an
Directive at any time during my stay In the facility,
Itis also my understanding that | may ask at any
time {0 review Advanced Directive information or
myAdvanced Directive (s} and ask quastions |
may have concerning them. | may revoke any
Advanced Directive {s) at any time that | have
made. | understand the facility ' s staff cannot
give legal advice, but can answer questions
concerning Advanced Directives, 1 have the
following designations(s) and my copies have
been provided to Health Care Center, A line was
drawn through the blank spaces in frent of si the
cholces which were: Living Will or Direction to
Withiold Life Sustaining Procedures,
7 Yellow HRS Form,
Health Care Surrogste, Health Care Proxy,
Durable Power of Attorney, Financial Power of
Attorney, Medical Power of Attorney, Guardian
Financial or Medical, Anatomical Gift, Other:,

Physician Statement of Incapacity, Funeral Home

Selection. The form was Initialed by the Resident
and witnessed by Employee Hon N

Reviaw of the Resident ' s Admisslons
paperwork revesled a second form titied
¢ d Directives Ack (no page

number) with the Residents initials besida the
sections 1. 1 have been given written material
about my right to aceept of refuse medical and
surgical treatments and my right to form

ed Directives, 2, | that | am
not required to have an Advanced Directives in
order lo recelve medical treatment &t this heaith
care facility and 3, | understand that the term of
any Advanced Directives that | have executed wil
be followed by the health care facility, physicians
and my caregivers to the exlent permitted bythe
law. The form continues with: Please Check one

F282
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of the following statements: | hava executed an
Advance Directive and wil provide a copy lo the
facility. { understand thet the staff and the
physiclans at this facillty will nol be able to follow
the term on my Advanced Directives unfil |
provide a copy of it to the staff; or i have not
executed an Advanced Oirective and do not wish
fo discuss Advanced Directives further at this
fime. The spaces to check elther statement were
blank. The form was signed by the Resldent and
the issi ive B Hand

dated

Further review of Resident #1° s medical record
revealed a document titled Activated Medical
Decisian Maker signed by the resident ' s father
and mother and witnessed by two signatures on

- The document included the following

he D i of incapacity form

has been completed on + { do hareby
atiest that | am at least . .. 'or oider
and am willing to become involved in the abova
stated Resident ' s health care decisions. | have
maintained regular contact and am familiar with
the Resident ' s activities, health, refigious and
moral bellefs, so that | can make health care
dacisions, including wi ing/with ing life
prolonging decisions that would be the dacisions
the Resident would have made, if capabie.  am
willing to produce clear and convincing evidence
upon requast, | understand that my rofe has
bacome active and accept my responsibility,
which is one of the followlng Medical Decision
Maker designations: checked were Proxy end A
parent of the resident.

Review of Resident #1 ' s medical record

revealed a Dat i Incapacity d

dated and signad by his attending
FORM CM3-2867(0228) Pravious Vargions Obaoiste Event D:J80x1 Foulity 10: 62937 I sontinustion aheet Page 5 0f213
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physician. itinciuded the following ianguage: As
attending physician for the above stated Resident
{Resident #1), | have evaluated and determined
the above stated resident lacks the capacity to
give informed consent to make medical decisions
and does not have the reasonable medical
probabillty of recovering mental and physical
capacity to diractly exertise rights.

A review of the facility policy: " Advance
Directives " (Revised . 2008}, revealed s
policy statement: * Advance directives will be
respected in accordange with state law and
facility policy. * Policy Interpretation and
implementation, section * 1. When a resident is
admitted fo our faclfity, the Social Servicas
Director (SSD) or designee will provide written

i to the resident ing his/her
right to make decisions concerning medical care,
including the right to accept or refuse medical or
surglcal treatment, and the right to formulate
advance directives. " 3. When a resident Is
admitted to our facility, SSD or designee will
inguire of the resident, and/or his/her family
members, about the existence of any written
advance directives, " Pollcy Interpretation and
implementation, section " §: In accordance with
current OBRA definitions and guidelines
governing advance directives, our facility has
defined sdvanced diractives as preferences
regarding freatment oplions and inciude, but are
not fimited to: b, -Indicates
that, in case of or failure, the
resident, lagal guardian, health care proxy, ar
representative (sponsor) has directed that no

X ) or other

i
(
life-saving methods are to be used.

F 282
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Review of Residant #1 ' s medical record
fevesled the Resident was discharged to the
hospital on and readmitied to the
faellity on - His admission paperwork
did riot include documentation that his Active
Medical Decision Maker, his father, was given
information on Advance Directives. There was no
" Ady Directives Ack * form
in the admission paperwork for the Resident ' s

<readmission to tha facility.

Review of Rasident #1° s medicel record
revealed the Resident was discharged to the
hospital on 1and readmifted on

« Mis admission paperwork did rot
include documentation that his Active Medical
Declsion Maker, his father, was given information
on Advance Directives. There was no *

Directives Ach form in

the admission paperwork for the Resident ' s
31 s raadmission {o the faciity.

Areview of Resident #1* s medical recerd, Social
Service Admission Er o0l ¢
dated > 8l 5:32 AM (Thursday) included
the following informatlion; the resident was

', had resided with his father in the past,
was 3 high school graduate and had been In the
Marines for 10 years. it also included the
questions with corresponding answers written In
caphtal letters, Doas the resident have advanced
directives ? INCAPACITY & HC (health care)
PROXY ON CHART: Does the resident have a
legal representative? YES, (ihe resident * s father
*$ name and phone number), What is the
resident *s code status? FULL CODE. It was
Electronically signed by Empioyes 6.

A review of the Admission Minimum Data Set
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(MDS) assessment dated reveal
under Section C ( Fattarns): Staff
Assessment for Mental Status: Short term
memory: problem. Long term memory:
memory prodiem. skills for Daily
Decision Making: severely . Under
Section D (Mood): Staff Assessment; fegling or
appearing down, deprassed, hopeless. Trouble
falling or staying asleep o steeping too much;
Feeling tired or having little energy, Trouble
concentrating. Under Section G (Functional
Status): +of one person

assistance required for bed mobility and dressing;

fotel dependence required for eating and
personal hygiene. Under Section H and

Bowel), Always of bowed and \

Under Seation | (Active Diagnoses): fallure

and . Under Section K (Swallowing

and Nutritonal Status); Height 66 " ; weight 111

pounds; 10ss of 5% or more in the last month or

foss of 10% or more in las! 6 months-yes,

Feeding tube. Under Section M {Skin Conditions):

Acrisk of developing . Under

Section Q (Resident ' s Oversll Expectation);

Expects to remain in this facility, by family,

at54s

led

Per the Nurse * s Notes dated
AM: “this nurse cafiec to . Certified
Nursing Assistant (CNA), Resident npted with no

T s pulseor - Noted large
amount of frothy saliva on face and chest, Upper
extramities cool 10 touch. Call placed to E
{attending physician) service. retum cell recsived
from (covering physiclan), Order recelved to
release body. Cal to family, (Mother), name of
funeral hame received. Family declined to come
1o facliity. * Signed by the Assistant Director of
Nursing (ADON),

F 282
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On at 12:40 PM. 3 telephona interview
was conducted with Resident #1° s father, He
stated his son was in the Marines; he got an
aneurysm In there and had to have surgery. He
stated the Resident lived by himseff for 3 while,
and then he started living with his girifrend and
goton "crack . He went to the hospital and they
sent him (o the nursing home, When asked ¥f they
were expecting his ____ 1, he stated, he " coutd
not care for him anymnre that 's why he went to
the nursing home. " He was weering diapers and
couldn 't dress hnmsesf anymore. " couldn 't
handle him anymore. " He went to the hospital
and then the nursing hame; he ” was in and out
of the nursing home. " | think he inthe
hospital, no. the nursing home, | get
sometimes. | couldn * t do anything with him, after
he got on that " crack. " He was having
preblems breathing, they puthimon . The
last time | saw him he was in the hospital, and
then someane called and said he was

On et approximats{y 5:00 PM an
intervisw was conducted via telephone, with
Employee A, the Certified Nursing Assistant
(CNA), who found Resident #1 unresponsive.
She stated she no longer worked for the facllty.
Employes A stated she was making rounds
before she went home and found Resident #1 not
breathing. She called for the nurse 1o check on
him. The ADON resporded and checked on the
resident. The ADON said, " Me was gone. *
Employee A stated that the ADON did not do

( Jon
Resident #1 and that she did not recall anythmg
else about the Resident.

On 3t 1:00 PM an Interview was
conducted with the ADON, the nurse assigned to

F 282
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the resident when he 1, She stated that she
was taking care of him for the first time on
+ 8he took & shift because another
employee called off. She stated the residant wasn
"t verbal, he required totaf care and had been
readmitied from the hespital that day. When
asked to recal the events that havaanen an
« the day Resident #1 A
wiw MU stated, T was working the night shift, |
had finished medication pass and around §:45
AM, the CNA was in the haliwsy and saig, "!
think he Is gone. | went in Resident #1 s
checked him for puise and +hewas
very coof {o touch, He felt a fittie stiff in his upper
extremities. Mis lower extremities had sorf of
- The rasident had white frothy stuff
arouna s mouth. There was nothing i couid do
for him. " When asked if she looked at the chart
fora order, she stated, ! looked at his chart
after | called the doctor to tel him the resident
had  landldidn'tseea , Honestly when
! saw ne resident after the CNA calied me he
was cool to touch, | don ' tknow if there was
anything | could de for him. At that point I made
the decision to not code him: because he was
" and stiff, | did not know how tong he had
been ike that. The physician tovering for the
attending physician was called, and informed of
the resident 's - The ADON was asked If
she sawa order an the medical record, she
stated, " sfter jooking at the chart, no. * When
asked if she had received tralning on how to
respond when a resident ls found without vitat
signs she stated, we are supposed to do chest
compressions and send someons to chack on
status.
When the ADON was asked i she knew how to
determine code status, she stated, i a resident is
unresponsive,  am supposed to check the puise
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and call for someone else to check the chart for
orders. | will 3 call code bive and bring the
wiest cart. We have a yellow book at the nurses '
station with all the forms. If the resident is a
new admission it may be necassary to look in the
chart. When asked how the nurse is notified of s
resident " s advance directives, including ¢
she states, " Jtis the nurse ' s responsibility to
check the chart on every resident, so they know
- tatus. " If someone finds someone
unresponsive, they hava to wait until someone
checks the ysllow book or the chart to see if they
are or not. When asked what she would do
in a situation wherain 2 resident is found
but there is no Advance directive
§ne stated, | would do 2 Code. " When asked i
she had had any training since the event, she
stated yes, one-on-one with the Director of
Nursing (DON) on . advance directives,
Code Blue, and mock drills, The DON reviewed
with me when we are supposad io 6o a code.

A review of the facliity poficv: " Emeroanes
Procedura:
( )" (Revised 2011), documented the
policy statement: * Personnel have comnlated
training on the inltiation of
¥Baslc Life Support (BLS} in
vieims of sudden o
Paliey and intarpretation and implementatinn:
1 is defined as inadequate
resulting in insufficient flow
hroughaut the body {pulselessness). 2, Sudden
" (SCA) Is a leading eause of ]
" acuits. 3. Victims of
havs gasping
be having a

many initially
of may even appear to
. Training in BLS includes
the pr ions of SCA, 4.
The fikefihood of recovering from SCA due to an

Fas2

FORK CHS-2667(02.68) Pravious Vierslons Obsoiere Bvent 10: 50X

Faacilny 1D: 62632 If continuation sheet Page 13101213



ol 17:14 18139721324
TR rEmitaraen1162

DEPARTMENT OF HEALTH.AND HUMAN SERVICES

PAGE 33/51

08/ 7 1gn7 #0856 P, ’

PRINTED; 08/0712015
FORM APPROVED
OMB NO. 0938-0381

ENTERS FOR MEDICARE & MEDICAID SERVICE:
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION (DENTIFICATION NUMBER:

105884

X2 MIATIPLE CONSTRUCTION (X3) DATE SURVEY

A BURDING COMPLETED
[+

BWING

NAME OF PROVIDER GR SUPPLIER
EXCEL REHABILITATION AND HEALTH CENTER

e .
STREET ADORESS, CITY. STATE. 1P CODE

2811 CAMPUS HILL DR

TAMPA, FL 23612

SUMMARY STATEMENT OF S
(EACH OEFIGIENCY MUST BE PRECEDED BY L
REGULATORY OR LBE IDENTIFYING IRFORMATION)

X4 D
PREFIX
THG

6 PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {BACH CORRECTIVE ACTION SHOULD BE COMPLETION.
TAG CROSS-REPERENCED TO THE APPROPRIATE pazg
DEFICIENCY)

F 282 Continued From page 131
acute event (such as
ially from the likel
from that the end result of
multl-system faliure and advance irreversible or
! conditions. 5, Depending on the
undernying cause, the chances of surviving SCA
may be increased if I8 initiated immediately
upon collapse. 8. Any unnecessary interruptions
in chest compressions {including longer than
necessary pauses for rescue breathing)
di foct . Toin
reversible suustions, early delivery of o
with a defibrillator plus within 3-5 minutes of
coflapse can further Increase chances of survival,
8. The geal of early dellvery of istotryto
mainlain fife unti the emergency medical
Tesponse team arrives to deliver Advance Life
Support{ ). 8. If an Individual (resident, visltor,
o staff member) is foung unfesponsive and not
breathing normally, a ficensed staff member who
isoertifiedin  /BLS shall inifiate | unless:
a. ltis known that a {
order that specifically prohibits and /or
external exists for that Individual;

J differs
of

Preparation for "
1. Obtain and /or malntsin American Red Cross
i i in

oF
Baslc Life Support (BLS/
: '} for key clinical staff
mermbers whe will direct reauscitative efforts,
including non-ficensed personnel. 2, Provide
periodic Mock Codes (simutations of 2n actual
) for {raining purposes. 3. Selost and
wentify & team for each shift in the case of
an actual . To the extent possibie,
designate a team leader on each shift who is
responsible for coordinating the rescue affort and
directing other team membars during the rescus

F282
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effort, . 4. The leam in (his facility shall
inciude at least one registered nurse, one
LPNVN and two CNAS, all of whom have
received training and certification in BLS. 5
Malntain equipment and supplies necessary for
/BLS in the facilily at all times. 6. Provide
information on /BLS policies and advance
directives to each resident/ representative upon

admission, "
Emergency Procedure »
T T the faciity ' s procedure for
] hall the steps
covered in the 2010 American Association
Guidelines for
and Emergency Care o facility

BLS training material. 2. The basic life support
{BLS) sequence of events is referred to as "
C-A-8 " (chest compressions, airway, and
breathing). This has been revised from the
previous sequence of * A-B-C" (airway,
breathing, chest compressions). 3. Begin i
the adult victim is unresponsive and not breathing
nermaly (ignoring occasional gasps) without
assessing the victim ’ s pulse. 4. Following the
Initial assessment, begin  : with chest
compressions rather than opening the airway ang
dalivering rescue breathing. 5. All rescuers
trained or not, should provide chest
compressions to victims of : . 6,
Delivering high-quality chest compressions is
essential: a. push hard to a depth of at least 2
inches {5 cm) at a rate of at least 100
compressiers per minute. B. Allow full chest
recoll after each compresslon. C. Minimize
interruptions in chest compressions, 7, Trained

rescuars should also provide with a
compression - tratio of 30:2.
On > al approximately 10:00 AM, an
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intarview was conducted with Resident #1 ' s
attending physician. The physician stated the
resident had multiple problems including: multinle

- issues,

§ Joang . " He did not look wafl at afl,
He was thin and looked 90. He was new tome as
4@ patient. He was back and forth to the hespital, |
was rot called the day he the physician
covering was called. * | found out the next day or
sc. probably when the funeral home catied me. "
Normaily if 2 patient does not have a on
their chart, would be initiated and 911 calted,
My expectation is that the nurse would start
ifa was not an the chart. "

On at 12:00 PM, an interview was
conducted with the Medical Director. When askad
it his expectation was for a nurse to perform

on a Full Code resident, he stated, " should
be done. * He has been the Medical Director for
aimost 4 years. " if the resident was
unreeponsive thoy have to do CRR. Codo Bhuo o
foralinon- residents. *

On at 2:40 PM, & telephone interview
was conducted with the covering physician who
received the call regarding Resident #1 on
- $he stated she was covering for the

wuenaing physician on . but doesn *t
remember the call as she states she covers 1000
patients. When asked if she was Informed the
resident was a Full Code and he was not

+ she stated, * | apologize, but | don *
{remember, "

On at 1:15 PM an interview was
conaucted with Employee G a Social Services
Assistant regarding Resident #1 ' s Saeial Setvice
Admission Evaluation Too! dated and

F 282
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F 282 Continued From page 134
timed 5:32 AM, approximately 13 minutes prior to
the Residert ' § - When asked, Employee G
stated he probably filed in the information based
on prior admissions. He stated he was going to
speak with the resident g family and he
confirmed that the resident had a health care
prexy and a Determination of Incapacity. He
confirmed that the resident was a Full Code on
previous admissions and remained » Full Code
because thers was not a sighed inthe
medical record. He stated that his plan was to calt
the family and inform them of their right to
formulate an advance directive for the rasident.
He further stated that the faciity procedure in
regards to advance directives required the
Admissions Depanment to speak to residants on
admission, advance directives are then

in the Nursing Admission A

and the Social Setvices Department reviews the
infarmation with the resident andor the family.

On at 1:20 PM an interview was
conducted with the Social Services Director
{SSD) regarding Resident #1, Per the 88D, she
spoke to the Resident ' s father on
after he was readmitied on . She
confirmed that his parents were making the
decisions regarding his care and were designated
as his Activated Medical Declsion Makers at that
time. She stated that the father was given
information In regards to formulating an advance
directive. SSD states. * If he wanted him to be a

+ W& would have mailed him the paperwork. *
She also staled that she had not spoken 1o the
father when the resident was admitted on

- She stated that the Resident was

gesignated as a Full Code since his original
admission in ©f 2014 and had never had a

paper in his medical record,

F282
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On al 5:00 PM an interview was
conducted with the Nursing Home Administrator
{NHA). When asked if she could recall the events
that happened on , the day Resident
#1 she stated the DON Informed
her that the ADON had found the resident
unresponsive and did not perform . The NHA
stated in her apinicn the ADON should have
looked ai the chart and inftiated L

On at 5:15 PM an Interview was
conducted with the DON, when asked if she was
famifiar with Resident #1, she stated, * yes.”
When asked about the day Resident #1

) she stated, "When | came in about 5;30
AM the ADON stated that Resident #1 had
passed. The DON asked the ADON if she had
performed + the ADON, said, no. I stated 1o
the ADON that she  should have calied a cote *
and the ADON, stated she did notdo it. *1
educated the ADON right then and there
regarding our policy. The policy states, we have
to start a code no matter what, on a Full Code
resident. | interviewed Employee A who stated
she was making her rounds, and the resident
didn 't look right, she shook him, and he was not
responding, 5o she got the nurse. The DON
stated she reviewed the medical record and *
The chart revealed the resident was a Full Code.
" The DON stated, "1 knew he was a full code
because he had been hera for so long, *  The
DON stated the ADON, * decided on her own not

fodo . The DON, stated ™ the nurse
pronounced him L
2. On at 8:00 PM an interview was

conducted with the NHA. In regards fo the faciilty
resgonse 10 the incident of Resident #1 not

Event ID:50X11
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receiving  when necessary she stated, " We
Slarted an b i and 3 Quality A
Perfi Plan (QAP)) i iately, We sent
the ADON home for the day on suspension, We
reviewsd the poiicy and procedures for advance
directives, + Cade Bive Roles and
Responsibilities, and the Emergency Procedure

. We Interviewed the staf regarding their
abily w verbalize the process. We normally
complete an audit of the advance directives and

arders monthly. The $SD initiated an

immediate audit for Advance Directives and
for the entire resident popuiation and it was
eompleted by L 2015. We ware
manitofing / reviewing the charts of residents who
expired. We started In-service training regarding
advance directives and and called @ Code
Biue Dril. Multiple interviews of the staff were
inllated to ensure the direct staff knew about
advance direciives, and wher to cali a code,
Training was conducted In March for the entire
taciiity. The DON didf immediate In-servicing with
the ADON and we completed a Federal report,
We have been conducting weekly QA meetings
regarding the event, These meetings will continue
weekly through and then occur monthly " .
When asked when staff fraining had been
conducted prior to the last caupie of months, she
Stated, “we do it foutinely and rew hires getitat
orientation. " When asked how the facility augits
the employea records for current ' she stated,
" the Human Resource (HR) manager does an
audl, which includes reviewing  : cards,
When asked i the event had been presented to
th: QA commities with an action plsn she stated,
"Yes ",

the NHA provided a * QABook ", it
i the Quality A P
improvement Plan for review. The toof was

On
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dated and signed by the Quality

Assurance team including the Medical Director on

- Aveview of the information orovided
reveaisa pollcy revisions dated ifor ®

", " Advance
Directives * which includes * Code Blug Roles
and Responsibilities *  © * Emarosneu
Procedure - Lt

Review of these rovisions revealed the foliowing
relevant changes: " Code Blue Roles and
Responsibilities " (nc effective date): ” In the
event that 2 resident is found In
 the person discovering the should

immediately notify a nurse of the shuation, A
isammate should page overhead that thers is &
Code Biue and the location of the code, All
availoble teammates are responsible to respond
{0 a Code Blue Page. The nurse is responsible to
immediately assess the resident to detarmine If
the resident is in . The
Tesident ' s medical record will be obtained to
determine if the resident has 3 { ) document
In their record. {may check YELLOW BINDERS
at each nurses statlon for Status) if the
s noted then there will be no further interventions
implemented as per the resident * s advance
directives. If there Is no in the medical
record then s to be initiated o the resident.
Nurses are responsible for the implementation of

son the resident. The nurse assigned to the
resident will act as the TEAM LEADER of the
code situation, Certified Nursing Assistants who
are certified may be directed to assist with

atthe direction of the nurse.

On - signature sheets were apauideg
for tne 1onowing in-services. datess . .
50, L &7, and

F 282
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- In addition mock " Code Biue " drills
were done on \ s , Al
documerts that ware provided to the survey team
were reviewed. A comparison wes made between
the In-service signature shests and the master list
of all employees. The comparison reveeled that
as of ' 91% of licensed nurses and 97%
of the unlicensed staff hag completed the training.

Interviews with the facility staff regarding
advanced directives, -and Code Blue drills
were conducted in order to verify staff knowledge.
The following reievant interviews were obtained:

On at 4:24 PM, an interview was
conaucted with Employee C 3 nurse; she stated
she worked full time on the 7:00 AM -3:00 PM
shifl. She stated she had been part of 2 moek
Code Blue drif a couple of months ago and that *
we just had an in-service on where to find the

-forms, in the yellow book. * When askad
how she would respond # 2 CNA said @ resident
Was unrasponsive she stated she * would check
the resident, have someone at tha desk theck
the book. | would initlate st
determined if the resident had o <order then |
would stop -

at 4:32 PM an inferview was
sonaucted with Employee D a nurse, who stated
she worked full time on the 7:00 AM 01 PM
shift, She stated she had training on )
advanced directives and participated in mock
Code Blue drifls a few manths ago and again in

- She also stated * If | found someong

unresponsive; | would start « Shout for
someone 0 go to book, K they were a s
| would stop - fwould call the physician snd
family. If they were a full code | would keap going

F 262
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until the paramedies come, *

On at 4:40 PM an interview was
conaucted with Employee E a nurse, she stated
she usually worked s needed on the 3:00 PM
~11:00 PM shift. She stated that during

i they di advance di and

orders. She had training in the last couple of

wunths on advance directives and did 2 mock
Code Blue drill alsa. If 2 resident was found
unresponsive she stated she would, " check the
resident, yell for help, and send someonie in gt
mere heip. | would start - There is &
book: | would serd someone to check. if hanig
Started and find out the resident is a
then | would stop. t would start before |
knew if they were a ornot. "

at7:22 AM an intervigw was
congucted with Employes F a nurse, he stated he
usually worked the 11:00 PM -7:00 AM shifl, He
staled " We had a Mock Code Blye {raining
recently. We recently had a class on advange
diractives ang - " The training included:
making sure we have advance directives, if
resident is + Speak with the family, check
the chart for tne yeuow form, make sure 2
POAIs in the chart aiso, Me was asked whal he
would do if he found an unresponsive resident, he
stated " first assess for bresthing, calt 2 code,
call somebody by name to call 911, Check Vitat
signs, calt for crash cart, Calf another person to
ook at form. 1 would start compressions
right away, and i found they were a | wolild
stop compressions.

During the interview conducted on at
515 PM with the DON she stated that what she
would expest that if 2 resident was found
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unresponsive and had a Full Code statug the
nurse should start . She was asked if
nurse should start rior to finding out sbout
aresident s - order. She staled, “ The nurse
should know if the resident is z ~r ot before
theystart .. if the nurse stars and finds
out the resient is 2 + the nuree ~an stop,
That is what | was tolg during my clags, "
When asked if that was in the faciiity poficy, she
stated, “itis notin our poiicy, 50 1 do not teach
that in the In-service ciasses, * The DON was
informed that 3 out of 7 nurses inferviewed so far
stated they would start when thev found an
urresponsive resident and than stop if they
found the resident was a . She was asked i
the facility conducted training since the event,
She stated " yes, we sterted in + after the
event and wa have given in-services again
recontly. * This training covered orders and
advance directives. The training s also being
done on orientation. She siated. ” We did the
fraining for the whole month of + bacause
we had to get averyhody. And ther we Just did it
again. In addition, a Quslity Assessment
Performancs improvement {QAPY) was started,
the day of the event. The Quality Assurancs (QA)
committee was informed. We dig training with the
CNAs and nurses and also preformed mock code
blues, " When asked if training had been
performed in the past, stated, - Yes, the
In-service is done yearly and during orientation, *
in addition, the DON was also asked, how the
tacility audits the employee records for currant

., she stated, " when we have new amplovee
starting Human Resources (HR seas the carg
and then the ADON checks the ~=eqf afler
that. All nurses are supposed lo be centified,
" When asked if the facility had audited the
employee racords for cutrent . She stated "

F282
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Yes. the ADON audits ' monthly and HR does
iton hire. " The DON stated the S& department
monitars, audits the advance directives, and
reviews orders monthly, The DON stated
the event had been presented to the Quality
Assuranice {QA) committee and an action pian
and plan of corraction was put into piace. The
DON completed the Faderal report and reported It
1o the corporate nurse. The DON stated, " The
direction | got was to do education, and do mock
codes, and flle a federal report, *

On 8t 2 PM, an interview was
conducted with the NHA and the DON to review
the content of the training In-services. The NHA
and DON stated, we went over the foilowing
policias; policy (which Included what to laok
for, orders and book. where lo find the
paper, etc.), Advance Directive policy and Cade
Blue policy (described a mock code blue, i staff
walk in on an unresponsive resident what you
would do), and the Emergency procedure policy.
It was a verbal presentation and svery nurse
received a packet. The expectation was for
nursing / CNA staff 1o receive training by the first
QAP meeting. By the first QAPI we were almost
at 100%. The concern regarding interviews with 4
of 8 nurses on rand by the
surveyor which revealed the nurses would start

 prior to knowling the resident’ s code status
was discussed. The DON stated, * That is not
what they were vainéd to do. * The NHA ang the
DON stated they would begin retraining the
nursing staff that day.

On i at 1:00 PM an interview was
conducted with the NHA and the Corporate Nurse
{CN}. When asked when the Poficy and

Procedure for advance directives and were

Fas2
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Iast reviswed, the Corporate Nurse {CN) stated
the Policy and procedure for advance directives
and was reviewed and
updated on ", atter the event with
Resident #1, He further stated that the
Emergency Procedure was also updated,
which Included the Code Blue Roles and
Responsibilities.,

3. Record reviews and Interviews revealed the
following eorrective action was taken:

On {in-service signature sheets were
reviswea tor retraining of the nursing staff,
regarding advance directives, . L and
code blue drils, The NHA verified that all nursing
staff with the exception of one employee that was
unavaliable had received the in-service retraining.
The NHA verfied thet this empioyse wilf not
raturn o work until they have received the
retraining. On interview it was confirmed after the
re-training, the nurses were able to verbalize e
Policy-and Procedures: Advance Directives,
and Emergency Procedure: and Code Biue,
Interviews were conducted with 21 out of the a1
nursing steff members on '

and - Al staff members interviewsd
were ramuiar with the policy and able to verbalize
he correct procedure.

On at 340 PM an interview was

foncucted with the NMA. She was asked how the
facility was g0ing to ensure that residents had
Advance Directives which accurately reflected
thelr wishes in thelr first 14 days of admission
since Residents #2 and %4 ' s advance directives
had not been addressed and they were both
recently admitted. She stated she met with the
S8 department snd said that ali residents
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admitted in the last 2 weeks or since '
would be reviewed regarding advance directives
and the reviews would be documented in the
progress notes. When asked how the facifity was
golng to address blanks in the Advance Dirsctive
Acknowledgement form she stated the Reglonal
Business office will do a complets audit of our

for will audit i
lo ensure the paper work is being filled out
cotrectly and completely,

On  the Tacllity provided the following
note written on facility letierhead and dated
signed by the NHA:
Social Service: In regards to assuring that
residents are given the opportunity to
discuss/choose an advance directive, 100% of ail
admissions from s forward have been
reviewed by the Director of Soclal Services and a
prograss note regarding same has been added to
these records as an addendum to the initial
assessment dons at the time of the admission.
Admissions Contract: In regards to assuring that
residents are given the opportunity to
discuss/choose an advance directive, 100% of all
admissions contracts from 6/1/2015 to
have bean reviewed by the Admissions
Coordinatr to ensure completion of ali forms
ineluding the advanced Directive
Acknowledgement.

On 21 8:50 AM an interview was
conducted with the NHA and the Corporate Nurse
(CN). They stated they had Initiated an aud on
all admissions since i. The §S
department revisited each resident and wrote a
progress note for each medicat record to provide

ion. The p
went through ail admission paperwork for
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residents admitied on ifarward to
make sure paperwork Is correct and to review the
advance directives section for completion. Al
incomplete forms were addressed with the
resident last night or this moming. The
Admissi [ has been i
the NHA regarding completion of admission
agregment forms, with attention to the resident
rights portion and advance directives, including
not leaving blanks and having correct daies, The
NHA stated she would review advance dlrective
paperwork on all new admissions. They also
stated that the Admissions department will do an
audit of the paperwork for all admissions for the
next three months. They said that after three
months they would begin a monthly random audit
that would be discussed at the QA meetings.
They further stated that at the time of admission.
the nurse will verlfy advance directives and
document on a progress note. Al new
admissions will be reviewed at the dally clinicat
meeting and advance directives will be a focal
point &f that time; this will ocour on the weekends
2s well. Social services will continue to assist the
resident with development of advance directives
and will document on a progress note. They
stated that each resident " s advance directives
wili be discussed at heir 14-21 day and quarterly
care plan meetings. The expectation is that Fa
resident wants anything changed between the 14
day care plan and querterly carg plan meetings
they wilt approach the {aclity staff or if staff
notices & change In condition that it witt be
re-addressed with resident,

by

Based on this information the diate Jeopardy was
found to be removed an . and the
sevefity and scope was reduced to a .

Fas2
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58=0 ADMINISTRATION/RESIDENT WELL-BEING
A faclity must be administered in a manner that 1. Resident #1 Expired at the facility on .
enables it to use its resources affectively and The family and physiclan were notified of the
efficiently to attain or maintain the highest resident's paseing.

practicable physical, mental, and peychosocisl 2
well-being of each resident, "

This REQUIREMENT is nol met as evidenced
by
Based on clinical record review, policy and
pracedure review for ~ Advance Dnrectives
Emergency Procedures-
( * Code Bive Roles and
Responsiblities " and ™, Negleet and
¥, Nursing Home Administrator job
descrlpuon and interviews w:th stsff family and
i was
of the facility fafled to use its resource
managemaent 10 ensure that the resident " s righls
to receive emergency services{  }and
exercisa advance diractives was protectad for
one (#1) of 7 sampled residents of 81 rasidants
identified as having Full Code status, according to
the Advance Directive Audit Too!. provided by the
faclluy and dated
i Resident #1, a male,
was discoverad unresponsive, less than 24 hours
after admission. The facility falled to ensure that
in the gvent the resident was without a pulse or
. that would be Initiated or
Emergency ‘Medical Services be contacted to
honor hig wishes. The clinicsl record contained 5
physiclan order for full . The facility
§ administration did not ensure the direct
functions and continued aperations of the facility,
including the right to be free from neglect, were In
with current [

Afull facility review was campleted for advance
directives on + this Included a review of 3
current full code, and physician orders. Also
4 review was completedon | toassure |
that ali residents have received In writing their
fight to formalate advance directives according

o their wishes or thot of their respective
responsible partles. Any identified areas of
concern have been addressad. Policles and

Procedures for INeglectand ., i
Advance Direcﬁve; implemantation of -
+ 3nd Uo Not Orders are

currently implemented and resident wishes for
advance directives are being honored by the
facllfty staff.
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Long Term Care facifitios related to !mplementang
polscues and procedures for

- ., neglect prevention, and advance

directives.
The sdministration " s failure to ensure that the
regident ' s expressed wishes related to advance
directives and the right to receive was
protected, led to the findings of immediste
Jeopardy which were removed

the severity and scope was reduced toa D.

Findings Include:

1. Review of the " Administrator * job

description {Revision Date: Yincluded: "

The primary purpose of your position is to direct

the day-to-day functions of the Facility In

accordance with current federal, state and local

ions that govern

nursing facifities to assure that the highest degree

of quality care can be provided to our residents at
ait hrnes As Administrator you are delsgateﬁ the

Duties and Responsibiilties:
Administrative Functions: " Review the Facllity ' s
poficies and procedures at ieast annually and

F 480

3. The following policies and procedures were
reviewed and revised as necessary, Advance
Directives, - y Do
Not Resustitate Order, and Quality
Assurrance/Performance improvement, at a
QAP Meeting on overseen by the
Administrator and Medical Director. Educstion
has been provided to the QAP Committee
Including the Administrator snd Medical Director
on the QAP! Process by the Nurse Consultant by
wiilizing the CMS QAP! at 2 Glance
educational material. The QAPL Committee will
utilize this “for continued
identification, analysls and planning for
Identified opportunities for mprovement in the
fachiity. tdentified opportunities for
Improvement wifl be brought to the OAP1
Committee for review and implementation of

authority,
accountability nacessary for carrying oul your the QAPI pracess. Facliity operations will be
assigned duties. " oversean by the Administrator/Medical Directar

on an ongoing basis.
Facillty operatians will be monitored by the
and the Medical Directoron 8

Ed

make changes 38 necessary to assure
compliance with current regufations. Interpret the
Fac:my s policies and procedures 1o smployees,
. family , visitors, g
agancies, elc., as necessary. Ensure that all
employees, residents, visiters, and the general
public follow the Facllity ' s established policies
and procedures,
Committee Functions: "
and
developing and m\plemenﬂng appropriate p!ans
of action to correct [dentifled quality

Assist the Quamy
In

monthly basis and identified areas of concern
will be addressed by them through the QAP!
process.
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Evaluate and implement recommendations from
the Facliity ' s committees as necessary,
Personnel Functions: Ensure that an adequate

number of appropriately irained licensed
f Ji d are on

an

duty at all imes to meet the needs of the
residents. Review and check competence of wark
force and make necessary adjustments or
corrections as reguired or that may become
necessary. Review and check competence of
work force and make necessary adjustments or
corrections as required or thal may become
necessary. Council and discipline personnel, as
fequested or as necessary. Inform the Medical
Director of ali suspected or known incidents of
resident © ¢
Staff Development: " Asgist depariment directors
in the topic seiection, planning, cenducting, and
scheduling of In-service trainings classes and
on-the-Job training and orientation programs to
assure that current material and programs are
continuously provided. * .
Resident Rights: * Ensure that the resident " s
rights to fair and equitable treatment,
self-determination, individuallty, privacy, property,
and civil rights, including the right to wege

.+ are well established and ma
at all times. Raport all allegations of resident

: sndfor misappropriation of resident
property.

Areview of the facility policy: * :, Neglect
and + Prevention and Prohlbition
{Not dated), revealed a Standard: * The
pravention and prohibition of . neglect and

. To an environment within the faciity
wrien promotes resident wail-being, safety and
prohibits , neglect, involuntary
and the misapproptiation of property for afl
residents, "
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|. “ Furthermora, each resident has the right ta
be free from 5, cotporal punishment, and
involuntary . Residents must not be
subjected to by anyone, Including but not

limited to: faclity staff, other residents,
consultants or volunteers, staff of other agencies
serving the resident, family members or lags!
guardians, friends or other individ L
Each resident has the right to be free from
, neglect an fation of

praperty. This Inchudes the facllity * s identification
of residents whose personal histories render
them at risk for abusing other residents, and

o of ntion gies to prevent
occurrences, monitoring for changes that would

behavior and reassessment of the

Interventions on a regular basis,
Definitions: 7. * Neglect: means fallurs to provide
goods and services necessary to avald physical
harm, mental anguish, or mental lliness. (42 CFR

488.301) "

Procedures.

1. Seresning: 3. The facility screens potential
employees for & history of . neglect or

mistreating residents as defined by the appiicable
requirements 2 433.13 © (1} (i} (A} {B). This
includes attempting to obtaln information from
previous employers and /or current employers
and checking with the appropriate licensing
boerds and ragistries. Sereaning is done on all
employeas prior to hire. *
2. Training:" a. Each team member is scheduled
1o attend a general orientation session, b, Each
team member is offered and asked to attend a
facility In-service where the information is
reviewed as needad throughout the yeer. ¢, each
team member Is notified that @ mandatory
Prevention ™ in-service is scheduled on an
annual basis. This in-service includes: 1.
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Appropriale interventions to deal with aggressive
and / of catastrophic reactions; 4, What
constitutes , neglect and misappropriation
of resident property. *

3, Prevention: Every effort is made on behalf of
the resident to prevent « This includes an
analysis of: &. Features of the physics!
environment that may make +&ndfor neglect
more likely to occur, such as secluded areas of
the facility; b. the deployment of staf on each
shift in sufficient numbers to meet the needs of
the residents, and assure that staff assigned have
knowledge of the individual residents ' care
needs. C. the supervision of staff to Identify
inappropriate behaviors, such 8s .ignoring
residents while giving care, ...and d. the
assessmeant, care planning and monitoring of
residents with needs and behaviors which might
lead 1o confiict or neglect, sueh as resident with

communication \ those that require
heavy rursing care andjor the totally dependent i
on staff.

i

Each team member reads and signs the
Resident Rights ~ upon emplaymant. A copy of
the resident rights is given to each team member
within his/her probationary period of employment,
This information is reviewed on an snnual basis
by the Social Services staff in an all-steff

in-service,
identification; Each tesm member is encouraged
{o aftend & mandatory " Prevention ™

in--service on an annual basis. This in-service H

includes methods to Identify events, such as !

suspicious of residents, occurrences, ;

patterns, and trends that may constiute

and to determine the direction of het

investigation.

Investigation: the Social Services Manager (s the

facility appainted designes who Is the staff i
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member responsible for the initlal reporting,
investigation of alieged viclations and reporting
results to proper autherities. The facility policy for
any aliegation of is for it to be brought
immedistely to the attention of the immediate
supervisor. The supervisor is to potify the Social
Serwces Marager, who is the facnmy appoln\ed
i , the DON, and the

the iacm‘ly will also notify the appropriate
agencles, based on the nature of the allegation in
accordance with State and Federal Statute.
Protection: the facility will make every effort to
pratect any individual form . L. [fthe
allegation of is against 3 team merber,
the team member will be immediately removed
from duty during the Investigation, and until it is

complete.
Reporting/Response: the faclity will report alt
atieged violations to 1-800-96- » and all

substantiated incidents 1o the state ageney and to
all other agencies as required, and take all
necessary corrective aclion depending on the
results of the investigation; report lo the state, or
licensing authorities any knowledge it has of any
actions by a court of law which would indicate an
empioyee is unflt for servicss; and analyze the
occurrehces to deterrnine what changes are
needed if any, to policies and procedures to
prevent further occurrences. Faderat y
naglect, and guldelines will aiso be
followed by the reporting designee.

A review of the facility poficy: " Advance
Directives " (Revised 2008), revenied a
policy statement: * Advance directives will be
respected In accordance with state law and
facliity policy. “ Policy Interpretation and
Implementation, section " 1, When a resident is
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admitted to our facifity, the Soclal Services
Director (S8D) or designee will provide written
to the resident his/her

surgical reatment, and the right to formulate
advance directives. " 3. When a resident is
admitted to our facility, 58D or designee will
inquire of the resident, andior histher famity
members, about the existence of any written

current OBRA definitions and guidelines
governing advance directives, our facility has
defined advanced directives as preferences
not limited to: b. ~indicates
tha, in case of or
resident, legal guardian, health care proxy, or
representstive {sponsor) has diracted that no
{ ) or other
life-saving methods are to be used. "

A review o! the facility policy: * Emergency
Proced

{ 3" (Rewsed .

training on the initiation of
viclims of sudden
is defined as inadequate
resulting in insufficient flow

g the body i
(SCA) is 8 leading cause of

A0 SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX
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right to make decisions concerning medical care,
including the right to accept or refuse medical or

advance directives, " Policy Interpretation and
implementation, section " 5: In accordance with

regarding treatment options and include, but are

failure, the

2011, documented the
policy statement: " Personne! have completed

YBasic Life Support (BLS) in

Pohcy and Interpretation and lmp(ememabon "

2. Sudden

in adults. 3. Victims of many nltlally
have gasping Of M3y evVen appsEr to
be having a . Training in BLS includes

'
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ing the of SCA.

The likeiihood of recovering from SCA due to

acute event (such as differs

from the
from “that the end result of
multi-system failure and advance irreversible
conditions, 5. Depending on the
undertying cause, the chances of surviving Si
may be increased if is inltiated immediately
upon collapse, 6. Any unnecessary interruplions
in chest compressions (including longer than
necessary pauses for rescue breathing)
facti 7.1

ERS

. 7. 0n

reversible situations, early deliveryof a
with 3 deflbrillator pius within 3.5 ¢

collapse can further increase chances of survi
8. The goal of early delivery of is to try to
maintain life until the emergency medical
respense team arrives to defiver Advance Life
Support( ). 8. if an individual (resident, visi
of staff member) is foung unresponsive and no
breathing normally, a ficensed staff member wh
Is cortifiedin  /BLS shall infliate unlags;
2. itis known that a .

order that specifically prohibits and jor
externai 1 exists Yor that ingividual, *

8o

k]

Preparation for Resuscitation: “
1. Obtain and /or maintain American Red Cross|
i A it ifieation in

or
Basic Life Support (BLS/

1{ ) for key clinical staff
members who will direct resuscitative efforts,
including nonicensed personnel. 2. Provide
perlodic Mock Codes (simulations of an actual

) for training purposes. 3. Select and
identify a team for each shift in the case of
an actuat . To the extent possible,
designate a team lsader on each shift who is

F 490
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responsible for coordinating the rescue effort and
directing other team members during the rescue
effort, . 4. The team in this facility shall
Include gt least one registered nurse, one
LPN/LVN and two CNAS, alf of whom have
received iraining and certification in /BLS, 8.
Maintain equipment and supplies necessary for
BLS in the faciity at all times. 6, Provide
information on /BLS poficies and advance
directives o each resident/ fepresentativa upon

admission, "
Emergency Procedure ~
2 "1, the facility " s procedure for
ing shall i the steps
covered in the 2010 American Assoiation
Guidelines for
and Emergency Care or facllity

BLS training material. 2. The basic fife support
(BLS) sequence of events is referred to as "
C-A-B " (chest compressions, airway, and
breathing), This has been revised from the
previous sequance of " AB.C " (airway,
breathing, chest comprassions). 3, Begin H 4
the aduft victim is unresponsive and not breathing
rormally (ignioring occasional gasps) without
assessing the victim ' s pulgs, 4, Following the
initiel assessment, begin with chest
comprassions rather than opening the airway and
delivering rescue breathing. 5, Afl rescuers
trained or not, shauld provide chest
compressions {c victims of -
Defivering high-quality chest compressions is
essentisl: a. push hard to a depth of at least 2
inches (8 cm) at a rate of at feast 100
compressions per minute. B, Allow full chest
recoil after each compression. C. Minimize
Interruptions In chest compressions. 7, Trained
rescuers should aisa provide with a
compression - ratio of 30:2.
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Areview of the facility policy: " Admission

Assessment and Foflow Up: Role of the Nurse "
from the Nursing Services Policy and Procedure
Manual (Revised 2012). The purpose
of this procedure is o gather Information about
the resident ' s physical, emotional, . wand
psychosacial condition upon admission for the
purposes of managing the resident, inillating the
care pian and completing reguired assessment
instraments, including the minimum dala set
{MDS)." Steps In the Pracedure: * 10,
Determine # the resident has existing advance
directives, If so, Initiate the process of obtaining a
copy for the medical recorg. If net, provide the
resident with information on hisfher right o have
advance directives and initiate the process of
ishi om, " D i "the

following information shouid be recorded in the
resident” s medical record; 3. Al ralevant
assessment data obtained during the procedure.

2.0n at 5:00 PM an interview was
conducted with the Nursing Home Administrator
(NHA). When asked i she could recall the events
that happened on  the day Resident
#1 she stated the Director of
Nursing (DON) informed her that the Assistant
Director of Nursing (ADON) had found the
resident unresponsive and did not perform .
The NHA stated in her apinion the ADON should
have looked at the chart and initiated .

Cn al 5:15 PM an Interview was
conducted with the Directar of Nursing {DON;},
when asked if she was famillar with Resident #,
she stated, “yes.” When asked about the day
Resident #1 « 8he stated, " When |
came in about 5:30 AM the (ADON) stated that
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Resident #1 had passed. | asked the (ADON; if
she had performed « the (ADON), sid, no. |
stated (o the {ADON; that she, should have called
2 code and the {ADON), and stated she did not
do . | educated the {ADON) right then and there
regarding our policy. The poficy states, we have
1o start & code no matter what, on a Full Code
resldent. | interviewad {Employse A) who stated
she was making her rounds, and the resident
gidn * t ook right, sha shook him, and he was not
responding, so she got the nurse, * The DON
stated, “The chart revesled the fasident was 3
Full Code. * The DON stated, "1 knew he was a
full code because he had baen here far so long.*

DON stated “the {ADON) decided on hor
9wn fot to do " . The DON, steted * the
aurse pronounced him W

On  at approximately 5:00 PM an
interview was conducted via telaphone with
Employee A, the CNA who found Resident #1
unresponsive, She stated she np longer worked
for the faciity. Employee A stated she was
making rounds before she went home and found
Resident #1 not breathing. She called for the
furse to check on him, The ADON résponded
and checked on th resident, The ADON said, *
He was gone. * Emploves A statat fas sm
ADON did not do

{ ) on Resider: #1 and that she did not recaff
Buywiing else about the resident,

On “at 1:00 PM an interview was
Conuucten with the ADON, the nurse 2ssigned to
the resident whenhe 1+ She stated that she
was taking care of him for the firat time on

+ She took @ shift because another
semuyee called off. She stated the resident wasn
"t verbal, he requirad total care and had been
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readmitted from the hospital that day, When
asked to recall the events that hannaned an
« the day Resident #1 .
e s Stated, | was working the night shift, |
bad finished medication pass and around 545
AM, the CNA was in the hallway and said, "
think he is gona, ! went in Residant #1° g
checked him for pulse and . he was
very cool 16 touch. He falt a little stiff in his upper
extremities. His lower extremivas had sort of
- The resident had white frothy stuff
owurg ms mouth, There was nothing | could do
for him. " When asked ff she looked af the chart
fora order, she stated, | looked at his charl
after 1 caiied the doctor to tell him the resident
had  'andlididn ‘tseea . Honestly when
! saw wie resident after the CNA called me he
was 000! 1o touch, | don " t know if there was
anything | could do for him. At that paint | made
the decision to not code him: because he was
" "and stiff. | did not know how long he had
ween like thal. The physician covering for the
altending physician was cafied, and informed of
the resident ' s - The ADON was asked if
she sawa order on the medical record, she
stated, " aiter iooking at the chart, no. " When
asked i she had received raining on how to
respond when 3 resident is found without vital
signs she stated, we are supposed 10 do chest
compressions and send someone o check on
status,
When the ADON was asked If she knew how to
determine cade status, she stated, If a resident is
unresponsive, | am supposed to check the putse
and call for someone else to check the chart for
orders. { will a call code biue and bring the
asi €8It We have a yeliow book at the nurges
station with all the forms, f the resident is 2
New admission it may be necessary 1o look in the

F 490
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ohart. When asked how the nurse is notfied ofa
resident " s advance directives, including .
she states, “Itis the nurse ' s responsibility fo
check the chart on every resident, so they know

stalus. " If someone finds someons

unresponsive, thay have to wait untit someone
checks the yeliow book or the chart 1o see if they
are +or not. When asked what she would do
in @ snuation wherein a residen is found

but there is no Advance directive
308 SEag, “ i would do & Code. * When asked i
she had had any fraining since the event, she
stated yes, one-on-one with the Director of
Nursing {DONj sn « advarnice directives,
Code Blue, and mock drills. The DON reviewed
with me when we are Supposed 1o do a code.

3. Review of Resident #1* s closed medical
fecord, 1o include demographic / face sheet,
indicated he was initiafly admiten tg tha facillty on
, readmitted on and most
reoenity readmittad to the facllity from the hospital
on for skilled services with gisamaean
thas nciuoen but not limited to; .
. ) and
+w sy ur oM FrYSICIAN * 8 Otder Sheet (POS)
dated and signed by the physician on
reveaied under Special Needs: Code
ot FulY (handwritten),

Per the hospital discharge summarv for Racirgnt

#1 dated : Patlent was a R
admitied 1o e smergency the hospital
with acute failura HCAD
(Healthcare-associated Yoo
advance . VRE ( -Resistant
Enterocoua; ( Yand

{Methicillin-resistant
). During his hospital stay, a
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censultation was performed an -+ due to
having noteg stools that were positive for oscult
. Laboratory data ravealed hemogiobin of
-~ -1d a platelet count of 336 inelimasine b~

patient was with aceult .
) 165s. 1ne patient dig not show any
SNt Lstive at the time.

Recommendations Included eontinue tube
feedings as tolerated; monitor the hemaglobin
and transfuse on an gs Needed basis. Resident
#1 was discharged from the hospital and
fransferred to the skilled nursing facility on

Areview of the Nursing Admission Evaluation
Toof dated : at 3:00 PM revegi~- ~stient
LT R —— from hospital with and
. The resident has advance

- e ow Lpun quinission? NO. Are advance
directives in the chart? N Activities of Daity
Living: required for bad
moblilty, L auetErs, Oressing: and persona)
hygiene, Alert o person and non-verbal, skin
pale, warm and dry. Patient NOtverh=t-1p thig
furse, but can make faces for pain, irate
reguiar end audible, puigs 13lQ porinl ana

’ - Breath sounds clear. o

v, Has raferrais for Physical

Qccupationa! and Speech .
Signad by EMpyes C, 2 Licensed Practica;
Nurse (LPN).

Ateview of Resident #1 '8 madical record, Social
Service Admission Evaluation Tool document
dated at 5:32 AM included tt
followki.y rervrmation: the resident was
» had' resided with hig father in the past, was a
_h sehool graduate and had been in the
Marines for 10 years. It also inciuded the

RM CMS-2557107-08) Previons varsrons Oboviere Event i J5ax11

Facility ID; 62032 1 continuation sheat Page 1500f 213
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F 490 Continued From page 168
questions with corresponding answers written in
capital letters, Does the resident have advanced
directives? INCAPACITY & HC (health care)
PROXY ON CHART; Does the resident have a
legal representative? YES, (the resident’ s father
'3 name and phone number), What is the
resident ' s code status? FULL CODE. Htwas
Electronically signed by Employee G.

Areview of the Admission Minimum Data Set
(MDS) assessment dated revealed
under Section C{ Pattarns): Staff
Assessment for Mental Status: Short term
memory; memory problem. Long term remory:
memory problem. skills for Daity
Decision Making: severely . Under
Sestion D (Mood): Staff Assessment: feeling or
appeating down, depressed, hopeless. Trouble
faifing or staying asleep or sieeping oo much;
fFeeling tired or having littie energy, Trouble
concentrating. Under Section G {Functionat
Status): of one person
assistance required for bed mobility and dressing;
total dependence required for eating and
persanst hygiene. Under Section H (
Bowel): Aways ; of bowel and
Under Section | {Active Diagnoses):

and . . Under Section K (Swallowing
and Nutritional Status): Height 66 " | weight 111
pounds; loss of 5% or more in the last month or
loss of 10% or more in last 6 months-yes;
Feeding tube. Under Section M {Skin Conditions),
Arisk of devefoping . Under
Section O (resident ' s Overall Expectation):
Expects to remain in this facility; by family.

and

failure

Per the Nurge ' s Notas dated +at 5:45
AM: " this nurse called to Ceriiffed
Nursing Assistant (CNA). Resident noted with no

F 480
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F480 Continued From page 160 F 480
. pUISBOF . Noted large

amount of frothy saliva on face and chest. Upper
extremities cool 1o touch. Call placed to
(attending physician) service, return call regeived
from (covering physician). Order received io
reiease body. Call to famlly, (Mother), name of
funeral homa received. Family declined to come
to factity. = Signed by the Assistant Director of
Nursing (ADON).

Review of Resident #1 s camplete medical
record including the closed record revealed no
- Yorm was present.

On. . +at 12:00 PM, an interview was
conducted with the Medical Director. When asked
if his expectation was for a aurse 10 perform

on a Full Code resident, he stated, * .. should
be done. * He has been the Medical Director for
almost 4 years. " If the resident was
unresponsive they have to do .Code Blue is
for all non- residents.

On 15 at approximately 10:00 AM, an
interview was conducted with Resident#1's
attending physician. The physiclan stated the
rasident had multiple problems incuding: multiple
issue:

- e s, :
{- and . " He did not look well st ali
He was thin and looked 80. He was new to me as
a patient. He was back and forth to the hospital. |
wasg not cafled the day he the physician
covering was cafled. * 1 found out the next day or
so, probably when the funeral home called me. "
Normally # 2 patient does not have & on
their chart, would be initisted and 911 called.
My expectation is that the nurse would sterl

fa was not on the charl.
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F490 Continued From page 161
On al 2:40 PM. a lelephone interview
was conducted with the covering physician who
received the call regarding Resident #1 on
03/12/2015. She stated she was covering for the
attending physician on . but doesn “t
remamber the call 8¢ she stated she covers 1000
patients. When asked If she was informed the
tesident was a Fult Code and he was not
sooinhe she stated, " | apologize, butldon’
t remember, "

Review of the Resident #1 ' s Admission
Agreement revesled; page 31 of 38 Advanced
Directives Acknowiedgement with the foflowing
language: | understand that | do not have fo sign
or implement an Advanced Directive In order to
be a resident al this Healthcare Center. |

that | may ¥ anAd
Directive at any time during my stay in the facllity.
It is also my understanding thet 1 may ask at any
time to review Advanced Directive information or
my Advanced Directive (s) and ask questions I
may have conceming them. i may revoke any
Advanced Directive (2) at any time that | have
made, ! understand the facliity ' s staff cannot
give legat advice, but can answer questions
congerning Advanced Directives. | hava the
following designations(s) and my copies have
been provided to Health Care Center. A fine was
drawn through the biank spaces in front of all the
cholces which were: Living Wil or Direction to
Withhold Life Sustalning Procedures,

R { fYellow HRS Form,
Health Care Surrogate, Health Care Proxy,
Durable Power of Attorney, Financial Power of
Attorney, Medical Power of Attomey, Guardian
Financial or Medical, Anatomical Gift, Other;,
Physician Statement of incapacity, Funeral Home
Selection. The form was initialed by the resident

F 480

45 Evant 145011
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If continuatien sheel Page 162 of 213



s 17:34 18133721324

Erami7 276521162

PAGE

S e A2 wog2 P,/

PRINTED: 08/07/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FORMEDICARE & \CAID SERVICES OMB NO, 0938-0391
X7 IERICLA' £} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
! DENTIFIEATION NUMBER: A BULOING COMPLETED
c
105884 B WING e, 06/26/2015
NAME OF PROVIDER OR SUPPLIER “STREET ADDRESS, CITY. STATE, 21 CODE
T R 2811 CAMPUS HILL DR
EXCEL REMABILITATION AND HEALTH CENTE TAMPA, EL 33812
40 'SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S FLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMRETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
F 480

F 490 Continued From page 162
and witnessed by Employee H on 3/10/2014.

Review of the resident 's Admissions
paperwark reveaied a second form titled
d d Directives g {no page

aumber} with the residenis Initials beside the
sections 1. | have been given wrilten meterial
about my right o accept or refuse medical and
surgical freatments and my right to form

d d Directives, 2.1 d that | am
not required ta have an Advanced Dlrectives in
order to raceive medical reatment at this heatth
care faciiity and 3. 1 understand that the term of
any Advanced Directives (hat | have execuled will
be foliowed by the health care facilly, physicians
and my caregivers to the extent permitted by the
faw. The form continues with: Please Check one
of the following statements:  have executed an
Advance Directive and will provide a copy to the
faciiity. | understand that the staff and the
physicians at this faclity will not be able to Tollow
the term on my Advanced Directives untit |
provide a copy of It to the staff; or { have not
executed an Advanced Directive and do not wish
1o discuss Advanced Directives further at this
time, Tha spaces to check sither statement were
blank, The form was signed by the resident and

Hand

the issi p
dated 3/1072014.

Review of Resident #1 ' s medicaf record
revealed the resident was discharged to the
hospital on . and readmittad to the
facility on . His admission paparwork.
did not includs documantation thet his Active
Medical Decision Maker, his father, was given
information on Advance Directives, There was nc
" Ad: d Directives "

in the admission paperwork for the resident ' s

/
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F 490 Continued Erom page 163
readmission to the facllity.

Review of Resident #1 ' s physician-arders dated
 revealed 2 Code Status of Full Code.

Review of Resident #1 ' s medical record
revealed the resident was discharged to the
hospltal on and readmitted on

. His admission paperwork did not
inciude documentation that his Active Medical
Decision Maker, his father, was given information
on Advance Directives. There was no

d Directives " form in
the admission paperwork for the resident’ s
readrmission to the facifity.

Further reviaw of Resident #1 ' s madical record
revealed & dacument titled Activeted Medical
Decislon Maker signed by the resident” s father
and mother and witnessed by two signatures on
. The document included the follawing
languege: The Determination of incapacity form
has been completed on . 1do hereby
atlest that | am at least N or older
and am willing to become involved in the above
stated resident’ s health cere decislons. | have
maintalined regular contact and em familiar with
the resident ' s activities, health, refigious and
moral bellefs, so that | can make heaith care
daci including wi i ing life
prolonging decisions that would be the decisions
the Resident would have mada, if capable. | am
willing to produce clear and convincing evidence
upon request. | understand that my rofe has
become active and aceept my responsibility,
which is one of the following Medical Decision

FORM CMS-2667102-99) Pravious Versions Obuolete EvanIpLISAXT

Faolity (; 82032

#f continuation sheel Page 164 of 213



17:34 18139721324

From:7 275821162

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PAGE

Y ] #oe2 P,

PRINTED: 08/07/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA
AN PLAN OF

405684

(X2) MULTIPLE CONSTRUCTION (X3) QATE SURVEY

A BULDING. COMPLETED
c

B WING ;

NAME OF PROVIBER OR SUPPLIER
EXCEL REHABILITATION AND REALTH CENTER

et
STREET AODRESS. GITY. STATE, 2iP CODE

2891 CAMPUS HILL DR

TAMPA, FL 33612

F 490 Continued From page 164
Maker designations; ehecked were Proxy and A
parent of the resident.

Review of Resident #1 ' s medical record
revealed a D ination of i

dated ond signed by hig attending
physician. It ingluded the foliowing tanguage: As
attending physician for the above stated resident
{ dent #1). | have evaluated and ined
the above stated resident iacks the capacity ©
give Informed congent 1o make medical declsions
and does not have the reasonabla medical
probability of recovering mental and physical
capacity to directly exercise rights.

On at 12:40 PM, a telephone interview
was conducted with Resident #1 ' s father. He
stated his son was in the Marines; he gol an
aneurysm In there and had 1o havesurgery, He
stated the resident lived by himself for a while,
and then he started fiving with his girfriend. He
went to the hospital and they sent him to the
nursing home. When asked if they were
expeciing his i, he stated, he " could not
care for him anymore, that ' s why he went to ihe
nursing home. " He was wearing diapers and
couldn ' t dress himself anymore. " | couldn 't
handle him anymore. " He went to the hospital
and then the nursing home; he " was in and aut
of the nursing home. ” 1 think he in the
hospital, no, the nursing home, | get - !
sometimes. | couldn ' t do anything with him. " He
was having problems breathing, they put him on
- w. » Thelast time | saw him he was in the
hospital, 8nd then someone calied and said he
was ..

at 1:15 PM an inferview was
Employse G a Social Services

On
conducted with

(xa3 1D SUMMARY STATEMENT OF DEFICIENCIES [y PROVIDERS PLAN OF CORRECTIGN x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX IVE, 0 e
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2
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F 480 Continued From page 185
Admission Evaluation Tool dated

the resident ‘s

speak with the resident ' s family and he

the family and inform them of their right to

admission, advance directives are then

Assistant regarding Resident #1 's Soclal Senvice
d

timed 5:32 AM, approximately 13 minutes prior o
. When asked, Employee G
stated he probably filed in the information based
on prior admissions. He stated he was going 1o

confirmed that the resident had a health care
proxy and & Determination of Incapacity. He
confirmed that the resident was a Full Code on
previous admissions and remained a Full Code
betsuse there was not a signed inthe
medicai record. He stated that his plan was to call

formulate an advance directive for the resident.
He further stated that the facility procedure in
regards to advance directives requited the
Admissions Department to spesk to residents on

| in the Nursing. ission Agse

spoka to the resident ' s father on
he was readmitted on

SSO states, " If he wanted him tobe a

when the resident was admitted on

Full Code since his original admission In

and the Social Services Department reviews the
information with the resident and/or the famity.

Oon .. at 1:20 PM an interview was
conducted with the Social Services Director
{SSD) regarding Resident #1. Per the 8SD, she

. She corfirmed
that his parents were making the decisions
ragarging bis care and were designated ac his
Activated Medical Decision Makers at that time,
She staled that the father was given informalion
in regards to formulating an advance directive.

would have mailed him the paperwork. * She
siso stated that she had not spoken to the father

She stated (hat the resident was designated as

F 480
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2014 and had never had a papet in his
medical record.

4. Review of the medicai record for Resident #2
revealed she was a admilted originally
(Friday) discharged on
agannst madical advice and was re-admitted on
{ Thursday} from the hospital,
diagnoses Inciuded
( jand lung

Review of the Resident s Minimum
Dsta Set (MDS) assessman revealed a Brief
Interview of Menial Status ( } score of 13,
indicaling the resident was intact.

Review of Resident #2 ' s Admission Agreement
dated {Friday) revealed an Advanced
Directives Acknowledgement form. All blanks on
the form for initials to signify that the resident had
recelved the information and designated a choice
of Fult Code or were not filled in. The form
was signed by the resident on (Tuesday).

Review of Resident #2 ' s medical record
revesled an Admission Evaluation Too dated
+ admitted for : PEP

History of lung ({remission);

; arrived via stretcher from
haspital; wmgm 24 pounds, height: 5° 6" ; alert;

. assist with bed mobility. transfers,

walklng, dressing, toileting, persenal hygiene and
bathing; assistive device with a walker. The
sections Living will, Organ Donor and Advance
Directives Explained were all blank.

Review of Resident #2 ' s-medical racord (for her
first admission) revealed a Social Services
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ion Tool dated
at 4:00 PM: lived with granddsughter for
many years; no advanced directives at this time;
resident makes her own decisions af this time; full
code; mood, anticipated length of stay for 2
o 4 weeks, signed by the 5D,

Review of Resident #2 ' s medical record (for her
second admission) reveaied an Admission
Evalustion Tool dated {Thursday).
artived via stretcher from hospitel due to

5 . sfatus post . , smoker,
ung } advance directives - no! is the
advance directives noted in the chart and

1o staff - no; ir In bed

mability. for transfers,
dressing, toileting, persenal hygiene: on
upper arms; alert and oriented x 3.

Review of Resident #2 * ¢ medical record
revesled a Social Service Admlssion Evaluation
Tool dated at 5:32 PM:

female; no advanced directives at iis Ume;
resldent makes her own decisions at this time; full
code; mood; anticipated discharge 4 weeks
1o home with son and daughter-in-law.

Review of the resident ' s medical record
revesled 3 2015 Physician Order Sheet,
under Code Status, there was a blank line.
Neither Fuil Code nor were written on the
line provided to designate the Code Status.

Review of Resident #2 ' s medical record
revealed a Discharge Summary dated

at 10:55 AM: resident left the facility Against
Medical Advice {AMA) resident * s son was in the
faciity and took resident home. Resident able o
make her decisions Independently and had no

FORM CMS-2567{02-89} Praviows Versians Obsoiete Event D:J50KNY
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. . signed by the SSD.
Review of Resident #2 * s madical record
revealed a nursing progress note dated
at 6:58 PM: resident admitted from
hospital with admitting diagnosls of i
|, status post s 4 ung . Data
collection stated findings as Toliow: old end new
_I noted on the upper extremilies and lower
extremities lung sounds clear to auscultation;
bowe! sounds heard all 4 quads; abdomen
nen-distended oriented to , signed by the
Unit manager.

On : (one week after admission) at 7.45
AM an interview was conducted with Resident #
2. 8he was observed siting in a wheelchair at the
bedside. When the resident was asked about her
wishes for # needed, she stated she did not
want . Afler conversing about ather subjects
the resident was asked again about advance
directives, she stated, ® They have not asked me
about that. " When asked if she wanted h
she stated, "don’twantthat " “Don'twant
my family to suffer through that. "

On 2t 1:48 PM an interview was
conducted with the SSD. She stated in regards to
Resident #2, " fike | showed you yesterday, |
spoke with her (Resident #2) about advance
directives and she doesn ' { have any. She does
have 2 son. She dogsn ' t want her son to make
decisions for her. 8D wayg informed the advance

directives acknowledgement form in Resident #2

s admission agreement packet was blank, She
stated, " Well ) wouldn 't know that, *

On i at 1.00 PM an Interview was
conducted with the NHA, the DON, end the

F 490
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£ 480 Continued From page 169
Cofporate Nurse (CN). The NHA stated that S8
should be documenting discusslons regarding
advance directives in a progress note. On review
of the elactronic progress notes it was revealed
that for Resident #2 there was no documentation
from S8 in the progress notes, and The NHA
verified this,

Review of Resident #2 ' s medical record
revealed Social Service Progress Note daled
N at 2:38 PM; which was 3 week after
Resident #2 ' s latest re-admigsion found the
foltowing notatlon. Soclat Service Director and
Social Services Assistant together went {0 speak
with the resident about advanced directives.
Resident stated she does not have any advanced
directives at home, Do Not i{ )
order was explained. Resident was sgreeable at
this time to sign . order. Wili fallow up with
order. Signed by S80.

5, Review of the medical record revealed
Resident#4 wasan | male admitted on
{Friday) from the hoapital with

diagnoses (hat included o
hematoms, . ) Y T and
cheonle kidney

Review of Resident #4 ' s medical recard, on
, since admission {
revealed there was no form in the record.

Reviaw of Resident #4 ' s Admission Agreement
dated , revealed an Advanced
Directives Acknowledgemnent form signad by the
resident ' s daughter. All the blank lines on the
form for initials {0 signify that the daughter had

F 490
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received the information and designating 3 choice
of Full Codeor  : were notfilled in,

Review of the resident " s medical record
revealed an undated Physician Order Sheel,

page 1 of 2; under Code Status, there was a
biank line. Neither Full Code nor DNR were
written on the line provided to designate the Code
Status.

Raview of Resident #4 ' s Admission Evaluation
Tcol dated {Sunday) (admission date
) revealed: arrived vis wheel chair
from hospital; diagnosls included
hematoma, +

. and chronic kidney ; advanced
diractives - no; resident appears io be capable of
making healthcare decisions at this time; only
speaks Spanish requiring a translator; requires
limited assistance for bed mobility, transfers,
dressing, tolleting and personal hygiene; skin is
paie, warm and dry; has poort balance and needs
assist of 1 with transfers and ambulation;
mechanically altered diat; alert \o person, place
and siluation; patient long term mamery not good
por family, disgnosis of 1 for severat
years; ; rate regular, continent of and
bowel;, no pain; limited assist for ambulation; '/4
side ralls for bed mobillty, signed by Employee C,
an LPN.

Review of the resident ' s Minimum
Data Set (MDS) assessment revealed a Brief
Interview of Mental Stalus (BIMS) score of 6;
indicating severe

Review of the Social Service Admission
Evaluation Tool dated {Monday) revealet:
. maie born in Puerto Rica, lived in
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Puerto Rico until when cams to live with
other daughter; no advanced directives on file at
this time; Full Code; famlly visits dally: planning
for Long Term Care.

Areview of the nursing progress notes revealed
the foliowing relevant entries, at2:47
PM: patient admitted via wheelchair from hospital,
patient ransported by family, Alert and oriented x
2; Speaks Spanish only; Daughters at bedside.

Furiher review of Resident #4 ° s medical record
revealed the resident went back to the hospital for
a follow up visit on and spent one night
there, The racord included a document of 2
verbal raport given 1o the faclity nurse from the
hospital nurse tited " Nurse to Nurse ™. It
included the following documnentation,
{Saturday, 8 days after admission) " the resident’
sneme ", /Do Not Intubate (DN1),
Diagnoses, fatigue, low hemogiobin, .

3 chronic kidney ) i
. clinic, 2 units of
;, alert, oriented.

Review of the Nurse ' s notes revealed
at - AM {Saturday, 8 days after admission),
resident admitted from the hospital with a
dingnosis of fatigue secondary to fow
hemaglobin, and
, resident was with his
family via ambu!atxonlwheelchalr. Limited English,
spoken, JDNis status noted. Skin has some
abnormal findings right temple noted; nurse
from hospital stated that a consuif with
’ ‘was ordered for bone
. Further review of the nurse
' § notes revealed 3L 2:30 PM;

attending physician was called by the supervisor.
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Supervisor updated physician on re-admit. No
new orders; it is okay 10 resume previous orders.

on at 12:20 PM (Thursday, 13 days after
admission and 5 days after returning from
overnight stay at hospital) an interview was
conducted with Resident#4 ' s daughter. When
asked if the facility had spoken with her regarding
ber father " s advance directives, she stated. no.
no one had spoken with her on admission,

ioron . She stated she took
her father to the hospital on and the
staff at the hospital spoke with her aboul advance
directivas due to his condition. The hospits!
physician stated we may need to think about

JONI. We (the family) discussed the

weakand after his visit to the hospital. We
decided that a order is what we wanted, we
want him to be comfortable. | would lke to
tespect his wishes.

On -t 1:00 PM an interview was
conducted with the NHA, the DON, and the
Corporate Nurse (CN). The NHA, the DON and
the Corporate Nurse {CN) were shown Resident
#4' s agmission agreemenl packet, mcludmg the
dv d Directives A m,

with blank lines. The NHA verified that ths

was for
making sure the admission agreement packet
was complete without any blanks. The NHA
verified that the admissions representative was
supposed to raview the advance directive
acknowledgement with the resident and or family
member regarding the resident ' s wishes and fo
protect their resident rights. When asked if &
resident was admitted on Friday night, Saturday
or Sunday i the nursing staff were supposed to
¢iscuss advance directives with the resident and

.the
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F 490 Continuad From page 173
of family, the NHA stated, " Yes. " Alsc informed
the faciiity staff that per intervisw with Resident
#4 ' & daughter, she stated, no one has spoken
with her regarding advance directives, and that
her brother in Puerto Rico is the medical Power of
Attorney (POA). The NHA, DON and Corporate
Nurse {CN} confirmed that the IDNI were
included in the progress notes and nurse to nurse
riote. The NHA stated thet they should have the
medical POA information In the record If there Is
one. The Corporate Nurse stated, " We have 5
days to discuss advance directives during the
assessment period. © The NHA stated that SS
should be documenting discussions regarding
advance directives in a progress note. On review
of the elacironic progress notes it was revealed
that for Resident #4 there was no documentation
from S8 in the progress notes, the NMA verified
this.

On at 1:48 PM an interview was
conducted with the SSD. SSD was informed the
advance directives acknowledgement form in
Resident #4 ' s admission agresment packet was
blenk. She stated, * Well I wouidn ' t know that. "

on at approximately 3:30 PM an
interview was conducted with Employee G. He
stated that the 88 depariment spake with the
Daughter of Resident #4 and she wants to be
health care proxy and have 2 .initisted for
her father. Employee G statad they are getling
the paperwork together, and wailing on the
incapacity certification from the physician.

Review of Resident #4 ‘' s medical record
ravealed a Soclal Services (SS) pragress note
dated at 2:46 PM (13 days after
admission to the facllity end § days after return

F 490
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from hosplial overnight stay): this Social Service
Director and the Social Services Assistant went to
speak with tha resident ' s daughter about
advanced directives, Resident ' s daughter stated
she does not have any advanced directives at
home. Also she reports that none of her siblings
have Power of Aftorney or any'advanced
directives either. Do Not 1{ )
order was explained to the daughter, Resident #4

*5 daughter stated that she discussed with
the sntire family and famlly was agreesble to sign
_ ... order for her father. SSD explained process
of signing , such as signing Incapacity form,
Health Care Proxy form and after that, Will
follow up with order,

6. On at $:00 PM an interview was
conducted with the NHA, in regards to the facility
response to the incident of Reslident #1 not
receiving .. . . when necessary she sigted, “We
started an i and a Quality

Plan (QAPH jately, We sent
the ADON home for the day on suspension. We
raviewed the policy and procedures for advance
directives, { ), Code Blue
Roles and Responsibilities, and the Emergency
Procadure for . We interviewed the staff
regarding thelr abmty to verbailze the
process. We normally complete an audit of the
advance directives and orders menthly. The
SSD initiated an immadiate audit for Advance
Directives and for the entire resident
population and it was completed by \
2015, We were moniloring / reviewing the charts
of residents wha expired. We started in-service
training regarding advance directives and
and called 3 Code Blue Drfll. Multiple interviews

FORM OME-2567(02-59) Previous Versions Qbsoiste. Eveht 31 J50X 11
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of the staff were initiated to ensure the direct staff
Kknew about advance directives, and when to
call a code, Training was conducted in for
{hve entire facility. The DON did immediate
In-servicing with the ADON and we completed a
Federal report. We have been conducting weekly
Quality Assurance (QGA) meetings regarding the
event. These mestings will continue weekly
through and then oceur monthly ' . When
asked when staff tralning had been conduc(ed
prior to the last couple of months, she stated,
we do it routmely and new hires get it at
orientation. ” When asked hew the faciiity audits
the employee records for current she stated,
* the Muman Resource {HR) manager does an
audh, which includes reviewing
When asked if the event had been presenhd to
the QA committee with an action pian she stated,
“Yes"

i ihe NHA provided a " QA Book ", it
the Quallty
improvement Plan for review. The tool was
dated and signed by the Quaiity
Assurance team including the Medical Director on

.. Areview of the information prov;dsd

reveaied policy ravisions dated for
Do Not ; Order*, " Advance
Directives ” which Includes ¥ Code Blue Roles
and Responsibilities " and " Emergency
Procedure - Resuscitation, "

On

Review of these revisions revealed the foliowing
retevant changes: ° Code Blue Reles and
Responsibiiities ¥ {no effective date). " Inthe
event that 3 resident is found in

the patson discovering the should
immediately notify a nurse of the situstion. A
teammate should page overhead that there is 2

"

Even: 13: 5501
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Cade Blue and the location of the code. All
available leammates are responsibls (o respond
to a Cude Blue Page. The riurse is responsible to
Immediately assess the resident to determine if
the resident is in . The
resident * s medical record will be obisined to
datermine if the resldent has a ( ) document
in their record. (may check YELLOW BINDERS
at sach nurses station for status) f the
is noted then there will be no further Inferventions
implemented as per the resident ' s advance
directives. if there is no in the medical
racord then 1s to be initiated on the resident.
Nurses are responsibie for the impiementation of
_lonthe resident. The nurse assigned to the
resident will act as the TEAM LEADER of the
code situation. Certified Nursing Assistants who
are certified may be directed to assist with

at the direction of the nurse. *

on signature sheets were provided
for the following in»serv!ces dated , N
.59,

. L addmon mock * Code Blue y dn!ts
were dane on
documents that were providad to the survey team
were reviewed. A comparison was made between
the in-service signature sheets and the master fist
of ail employees, The comparison revealed hal
asof ... . 91% of licensed nurses and 97%
of the unlicensed staff had completed the training.

interviews with the fecility staff regarding
advanced directives, and Code Blue drifis
were conducted in order io verify steff knowledge.
“The following relevant inlerviews were obtained:
On _ .. at4:24 PM, an interview was
conducted with Employee C a nurse; she stated
she worked full time on the 7:00 AM -3:00 PM

F 490
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shift. She stated she had been part of 2 mock

Code Biue drill a couple of months ago and that *

we just had an in-service on wherc to find the
forms, in the yellow book. * When asked

how she would respond if a CNA said a resident

was unresponsive she stated she * would check

the resident, havs someone at the desk check

the book. 1 would initiate untill
determined If the resident had a order then |
would stop "

On at4:32 PM an intarview was

conducted with Employee D 2 nurse, who stated
she worked full time on the 7:00 AM -3:00 PM
shift. She stated she had training on .
0 d directives and partici In mock
Code Blue drills 2 few months ago and again in
__ ... §he also stated " If 1 found someone
unresponsive; | would start . shout for
someone (o go to book. if they were 2
1 would stop . | would call the physician and
family. i they were a full code 1 would keep going
until the paramedics come.

On . i at 4:40 PM an interview was
conducted with Employee E a nurse, she stated
she usually worked as needed on the 3:00 PM
~11:00 PM shift. She stated that during
they advarice o and

orders. She had trgining In the iast couple of
months on advance directives and did a mock
Code Biue drill also. If a resident was found
unresponsive she stated she would, " check the
resident, yeil for help, and send semeone to gel
more help. T wouid start .Thereisa
book; | would send someone to check. If | have
started and find out the resident is a .
then.| would stop. | would start befare |
knew if they were a ornol.”
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2t 7:22 AM an interview was
conducted with Employee F a nurse, he stated he
usually worked the 11:00 PM -7:00 AM shift. He
stated " We had a Mock Code Biue Yraining
recently. We recently had a class on advance
directives and “ The training included:
making sure we have advance directives, if
resident is . spesk with the famlly, check
the chart for the yel!cw form, make suré a
POA is in the chart also. He was asked what he
wouid do if he found an unresponsive resident, he
stated " first assess for breathing, call a code,
¢all somebody by name to call 811, Check Vital
signs, call for crash cart. Call another person to
look at farm. 1 would start compressions
tight away, and If found they were 3 would
stop compresslons.

During the interview conducted on at
5:15 PM with the DON she stated that what she
would expect that if a resident was found
unresponsive and had a Full Code status the
nurse shouid stert . She was asked if 3
nurse should start prior to finding out about
aresident’s order, She stated, " The nurse
should know If the resident is or not before
they atart . I the nurse starts Land finds
out the resident is a . the nurse can stop,
That Is what | was told during my class, "
When asked if thal was in the facility policy, she
slated, " Itis notin our policy, 8o | do not teach
that in the in-service classes. " The DON was
informed that 3 out of 7 nurses interviewed so far
stated they would start when they found an
unrespensive resident and Lhen stop . they
found the resident was a8 ., She was asked if
the facility conducted training since the avent.
She stated " yes, we started in , after the
FORM CMS-2567(02:99) Previous Vassions Obsolete Evan 10 450X Faciily [D: 62042 f cominuation sheet Page 1780f 213




T 17:34 181398721324

PAGE  31/51

4 2 1222 noB2 P/

From7276621162

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/07/2015
FORM APPROVED
N 8-0391

event and we have given In-services again
recently. " This training covered orders and
advance directives. The training ia aiso being
done on orientation, She stated, * We did the
tralning for the whole month of , bacause
we had 1o get everybody. And then we just did It
again. In addition, 2 Quality Assessment
Performance improvement (QAPI) was started,
the day of the event. The Quality Assurance (QA)
committee was informed, We did training with the
CNAs and nurses and aigo preformed mock code
blues. * When asked If training had been
performed in the past, stated, " Yes, the
In-service is done yearly and during orientation. *
In addition, the DON was also asked, how the
tacility audits the employee records for cument

. she stated, " when we have new employee
starting Human Resources (HR) sess tha card
and then the ADON checks the card after
that, Al nurses are supposed {0 be ceriified.
“ When asked i the facility had audited the
employee records for current . she stated "
Yes, the ADON audits menthly and HR does
it o hire. ” The DON stated the S8 department
monitars, audits the advance directives, and
raviews DNR orders monthly. The DON stated
the event had been presented to the Quaiity
Assurance (QA) commiltee and an action plan
and plan of correction was put into place. The
DON compieted the Federal repon and reporied it
to the corporate nurse. The DON stated, “The
direction ! got was to do education, and do mock
codes, and file o federal report. *

On at 2 PM, an interview was
conducted with the NHA and the DON 1o review
the content of the training in-services. The NHA
and DON stated, we went over the following
policies:  policy (which included what to look
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for, orders and book, where lo find the
paper, etc.}, Advance Directive policy and Cods
Blus policy (described a mock code bive, i staff
walk in on an unresponsive resident what you
would do}, and the Emergency procedure policy,
1t was a verbal presentation snd every nurse
received & packet. The expectation was for
rursing / CNA staff to recelve training by the first
QAP! meeting. By the first QAP we were almost
at 100%. The concern regarding interviews with 4
of & nurges on angd bythe
surveyor which revealed the nurses would start

prior to knowing the resident ' s code status
was discussed. The DON stated, * That is not
what they were trained to do. " The NHA and the
DON stated they would begin retraining the
nursing staff that day.

On 8t 1:00 PM an interview was
conducted with the NHA and the Corporate Nurse
{CN). When asked when the Policy and
Procedure for advance directives and were
128t reviewed, the Corporate Nurse (CNj stated *
the Policy and procedure for advance directives
and was reviewed and
updated or 1", after the event with
Resident #1. He further stated that the
Emergency Procedure wes also updated.
which included the Code Blue Roles and
Responsibifities

7. Record reviews and intervigws revealed the
following corrective action was taken:

On in-sarvice signature sheels were

reviewad for ratraining of the nursing s!sff

regarding advance direclives, \ . and
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code biue drills. The NHA verified that all nursing
staff with the exception of ane employes that was
unavatlable had received the in-sarvice retraining.
The NHA verified that this empioyee will not
relurn to work until they have received the
retraining. On interview it was confirmed after the
re-traifing, the nurses wera able o verbalize the
Poliey and Procedures: Advance Directives, .
and Emergency Procedure: : and Code e,
Interviews were conducted with 21 out of the 31
nursing steff members on 3

i, All staff members Interviewed

and
were familiar with the policy and able to verbalize

the correct pre ure,
On at 3:40 PM an interview was
conducted with the NHA. She was asked how the

facliity was going to ensure that residents had
Advance Directives which accurately reflected
their wishes In their first 14 days of admission
since Residents #2 and #4 ' 5 advance directives
had not been addressed and they were both
recently admitted. She stated she met with the
S§ department and sald that all residents
admitted in the last 2 weeks of since +
would be reviewad regarding advance directives
and the reviews would be documented in the
progress notes, When asked how the facllity was
going to address blanks In the Advance Directive
Acknowladgement form she stated the Regional
Business office will do a compilete audit of our
issions for will audit i i
to ensure the paper work is being filled out
correctly and completely.

n the facliity provided the following

note written on facillty lettsthead and dated
signed by the NHA;

Social Service! In regards lo assuring that

F a0

Evont 1D:J5QXY
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residents are given the opportunity to .
discuss/chonse an advance directive, 100% of all
admissions from -forward have been
reviewed by the Director of Social Services and a
progress note ragarding same has been sdded to
these records as an addendum to the inital
assessment done at the tme of the admission.
Admissions Contract: In regards to assuring that
rasidents are given the epperiunity o
discuss/choase an advance diractive, 100% of all
admissions contracts from to :
have been reviewed by the Admissions
Coordinator ta enure completion of all forms
including the advanced Directive
Acknowledgement.

On At 3:50 AM an Interview was
congucted with the NHA and the Corporate Nurse
{CN). They stated they had initiated an audit on
all admissions since . The 88
department revisited each resident and wrote 2
progresa note for each medicat record to provide

he p:

went through 2l admission paperwork for
residents agmitted on »forward to
make sure paperwork is cofrect and 1o review the
advance directives section for complation. Al
incomplete forms were addressed with the
resident last night or this moring, The
Admissions department has been re-educated by
the NHA regarding completion of admissicn
agreement forms, with antention to the resident
rights portion and advance directives, including
not leaving blanks and having correct dates. The
NHA stated she would review advehce directive
papenwork on all new admissions, They also
stated thet the Admissions department will do an
audit of the paperwork for all admissions for the
next three months, They said thal sfter three
FORM CMS-2567(02:89) Previous Versions Obsaieis Bvert ID:450X11 Faziy 0. 62932 If continuaton sheel Page 183 of 213
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menths they woutd begina monshly. random audit
that would be discussed at the QA meetings.
“They further stated that at the time of admission,
the nurse will vertfy advance directives and
document on @ progress note. All new
admissions will be reviewed at the dally clinica!
meeting and advance directives will be a focal
point at that time; thls wil cczur an the weekends
as well. Social services will continue te assist the
resident with development of advance ditgctives
and will document on & progress note. Thay
stated that each resident ' s advance directives
will be discussed a1 their 14-21 day and quarterly
care plan meetings. The expectation is thatif a
resident wants anything changed between the 14
day care plan and quarterly care plan meetings
they will approach the facllity staff or if staff
notices a change In condition that it will be
re-addressed with resident.

Based on this information the Immediate
Jeopardy was found to ba removed on
06/26/2015 and the scops and saverity was
reduced toa B.

E520 483.75(c)(1) QAA .

§§=J COMMITTEE-MEMBERS/MEE
QUARTERLY/PLANS

F 520

Afaclity must maintaln a.quality agsessmant and
assurance committee consisting of the director of
nursing services. 8 physician designated by the
facility, and at least 3 other members of the
facility’s staff.
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and assurance activities are necessaly; and
develops and implements appropriate plans of
action to correct identified quallty deficlencles.

AState or the Secretary may not require
disclosure of the records of such committee
except Insofar as such disclosure is related to the
compliance of such commitiee with the
requirements of this section,

Good faith stiempts by the committee to identify
and carrect guality deficiencies will not be used as
a basis for sanctions,

This REQUIREMENT is not met as evidenced

by:

Based on intorviews with facillty staff, the
Attending Physician, the Medical Director, facility
administratian, resident record review, QAA
(Quallty Assessment and Assurance) review, and
review of the facllity * s policy and procedures
related to its " Advance Directives * (Revised

. 12008). " Emergency Procedure- "
{Revised. ... 2011)and " . Neglect and
e 1T (O date} L was determined the
faeility falled to demonstrate a system to
implement plans of action to correctly identffy
deficlensies regarding honoring the resident’ s
rights to have . oy
{ ) in the event of . 'The faciity
failed to demonstrate a system to implement
plans of action to identify and correct quality
deficiencles following the survey of Tas
wali gs the survey on i, which resulted
in findings of Immediate Jeopardy, During the
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The quality assessment and assurance
committee meets at least quarerly to identify 1 Resident #1 expired at the facility on
issues with respact to which quallty essessment _,_. - Thefamlly and physician were
notified of the resident’s passing.

3. Afull faclity review was completed for
advance directives on ; this included
a review of all current full cade, and
physicians orders. Alsc a review was
completed by . __ " oassure that ait
residents have received in writing their right
10 formulate advance directives according
1o thelr wishes of that of thelr respactive
responsible parties, Any identified areas of
concem have been addressed. Policies and
procedures far advance directives,

implementationof __ " - T
ROV

are currently Implemented and resident
wishes for ativante directives are being
nonored by the facllity staff.
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sustained Quallty Assurance Plan (F520) piaced
facllity residents at continued risk and resulted in
a determination of Immediate Jeopardy on

at a severity and scope of J. The
immediate Jeopardy was removed on i
and the scope and severity was reduced to D.

Findings include:
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survey of .. the facility failed to provigle
necessary care and services In accordance with 3 The' foliowing policies and procedures were
acceptable standards of practice, falled to ensure reviewed and revised as necessary, Advance:
care planning Interventions/approaches were Directives, - Resuscitation, Do
implemented as well as the facility administration Not Order,
falled to administer effectively and falled to x;(illzed Neglect/ , Grievances and
z::ﬁz&;ﬁ;s;';’g idents were kept safe an Quality Assurance/Performance improvement,
’ ata QAP Meeting on overseen by the
During the survey on . the facility gld Administrator and Medica! Director. Education
not initiate . . on Resident #1, who was 66 has been provided to the QAPI Committee
years old an’g had not excwzssei1 vei:he; 1o have including the Administratar and Medical Director
withtield, nor had his Heafth Care Proxy on the QAP Process by the Nurse Consultant on
z"::‘sg :‘r“::ses f:; e 0:? be withheld 3‘29 utilielng the CMS QAP at 2 Glance
st tound umrasponsive and sbsent of educational materlal. The GAP Committee will
pulse and . _-=7'="7, less than 24 hours after wtilize this for continued
admission, The faclity did notinftiate .. .. as per Identification, analysis and planning for
the resident * s wishas and his Health Care Proxy Identified opportunities fot improvement in the
's ;«; hes. Tdh;':zgt_!ty ?a":% teo honor[::g;!els.jgem facility, Identified opportunities for
' 8 Advanos ive an: Wl 5 -
opportunity to be by recelving the cmprm{ement wiit !’e brought to the QAP
services of Committee for review and implementation of
the QAP process. QAP) meetings are currantly
Tha facility failed {o follaw through on meesures : being held bl monthly times 2 months, then
1o ensure ined with of monthly. Facility operations will be overseen by
g::f:f: (Fa8ty ‘?”;f :;;"I“‘?;g'aﬁinf}_‘::gg?z) the Administrator/Medical Director on an
resources eﬁectlvely {F480). Thelack of & . cneclnq basis, )
4. QAP will be menitored by the Nurse Consultant

menthly times three months and then gquarterly,
This will 3isc be overseen by the Administrator
and the Medical Dirgctor on an ongoing basis.
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1, The Plan of Comection, following the survey of
i, with a completion date of
. , for F 430, the faciity administration
falling to administer effectively and utilize
resources to assure residents were sefe and
raceived quality of care regarding education and
training of staff on QAP provided that. "
Education has been provided 1o the QAP!
ittee including the on the
QAP! process by the Nurse Consullant on
utilizing CMS QAP! at 3 Glance

educational materials. The QAP Committee will
utilize this _-for continued
identification, analysis and planning for identified
opportunities for impravement in the facltty. The
Medical Director also participated in this
educational program and is current with the QAP)

_ . Identified opportunities for
imptovement will be brought to the QAPI
C for review and ion of the
QAPI procass. Meetings are currently being held
on weekly basis times elght wesks and then
bi-monthly times eight weeks and the monthly.
Faclity operations will be overseen by the
Administrator/ Medical Director on an ongoing
basls. Facility operations will ba monitored by the
administrator and the Medical Director on a
monthly basis and identifled areas of concern will
be addressed by them through the QAPI Process,
The Plan of Correction for F F282, following the
survey of , with a compietion date of

. for the facility felling to ensure care
planning interventions / approaches were
implemented to assure resident safety and guallty
of care revealed; " nursing steff has been
re-educated on 5-19, 20, 21, and 22, 2015 on
assuring thet the resident ' s comprahensive care
plans are being followed. *
Additionally, the Plan of Carrection for F 282,
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following the survey of witha
completion date of , tor the facility

failing to identify, Implement and monitor 3 known
deficient system revealed: ” Education has been
provided to the QAP| Committee Including on
wtilizing CMS QAP at 3 Glance
educational materials, The GAPI Committee wif
utilize this * for continued
identification, analysis and ptanning for identified
opportunities for impravement in the faciifty. The
Medical Director also participated in this
aducational program and is current with the QAP
. identified opportunities for
improvement will be brought to the QAP1
[ litee for review and Imp ion of the
QAP pracess. GAP| Meetings are currently being
held on a weekly basis times eight weeks and
then bi-monthly imes gight wesks gnd the
monthly. QAPT will be moniored by the Nurse
Consultant bi-monthly for three months and then
quarterty. This program will also be over seen by
the Administrator and the Medical Director an an
ongoing basls,

2.0n at 5:00 PM, an interview was
conducted with the NHA regarding the facility ' s
response 1o the event of Resident #1 not

receiving Len i when found
unresponsive, She stated, " We siarted an

i and a Quality
F Plan (QAPT) i We sent

the ADON home for the day on suspension. We
reviewed the policy and procedures for advance
directives, ., Code Blue Roles and

and the f
for _ . We interviewed the staff regarding their
abliity to verbalize the process, We normally
complete an audit of the advance directives and
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. orders monthly. The S8 inttiated an
immadiate audit for Advance Directives and
for the entire resident population and it was
completed by ... , 2016. We were
monitoring / reviewing the charts of residants who
expired. We started in-sarvice training regarding
advance directives and calted s Cade
Biue Drill. Multiple interviews of the staff were
inftiated to ensure the direct staff knew about
advance directives, and when to call a code.
Training was conducted in for the entire
facility. The DON did immeaiae inegervicing with
the ADON and we completed & Fedaral report.
We have heen conducting weekly QAmeetings
regarding the evenl. These meetings will continue
weekly through and then oceur monthly ™.
When asked when staff training had been
conducted prior to the last ‘couple of months, she
statad, " we do it routinely and new hires get it at
orientation. © When asked how the facility audits
the employee recards for currant she stated.
“ the Human Resource (HR) manager does an
augdit, which inciudes reviewing  cards.”
When asked if the evant had been presented to
the OA commitiee with an action plan she stated.
“Yes .

3. 0n.- - the NHA provided & “ QA Book.
+ it contained the Quality Assurance
Performance Imorovement Plan for raview. The
tool was dated and gigned by the
Quality Assurance team including the Medical
Director on , Araview of the
Information provided revealed policy revisions
dated Tofer o )

% " Advance Directives * which includes "
Code Blue Roles and Responsiblities *and "
Emergency Procedure - .

Review o—f};we-se revisions revesled the following

F 520
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relevant changes: " Code Blua Roles and
Responsiblities * (no effactive date): "inthe
event Ihat a resident lsfound tn
_..__:the person discovering the ghould
Immediately notify a nurse of the situation, A
teammate should page overhead that therg is 2
Code Bive and the location of the cade. Al
avaliable leammates are responsible 1o respond
to 3 Code Blus Page. The nurse is responsible to
immediately assess the resident to determing if
the resident s in . The
resident ' s medical record will be obtained to
determine if the resident has a } document
In their record. (may check YELLOW BINDERS
2t each nurses station for status} If the
s noted then there will be no further Inferventions
implgmented as per the resident ‘s advance
directives, If there Is no In the medical
record then is to be inttiated on the resident.
Nurses are responsible for the im plamentation of
.. on the resldent. The nurse assigned to the
resident will act as the TEAM LEADER of the
code situation. Certified Nursing Assistants who
are . certified may ba directed o assist with
at the direction of he nurse, *

on signature sheets were provided
for the following In-services, dated ) \

L 519, 5i20, 5129, 6/7, 6118, 6/19, and
L . In addition mock " Gode Blue * drills
ware done on ) . N i Al
decuments that were provided 10 the survey team
were reviswed. A comparison was made between
the in-service signature sheets and the master st
of all employees. The comparison revealed that
asof " 91% of licensed nurses and 97%
of the unlicensed staff had completed the
training.
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17:34 18139721324

=r

DEPARTMENT OF HEALTHAND HUMAN SERVICES
i

PAGE /

o8/ 19:08 PN

0712015
ROVED

PRINTED: OB
FORMAPP!
. 09380301

ENTERS FOR MEDICARE & MED] AID SERVICES
x1) PROVIDERISURPLIERICLIA
IDENFIFICATION NUMBER:

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

105884 8 WING

(x2) MULTIPLE CONSTRUCTION

ABULOING e

NAME OF PROVIDER OR SUFPUER
EXCEL REHABILITATION AND KEALTH CENTER

e
STREET ADGRESS, CITY. STATE, 2P CODE

28511 CAMPUS HILL DR
TAMPA, FL 32812

"SUMMARY STATEMENT OF
CY MUST BE PRECEDED BY FULL

]
[EACH DEFICIEN PREFIX
REGULATORY OR LEC IBENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION
{EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED T THE ARPROPRIATE
DEFICIENCY}

0}
CONPLETION
DATE

F 520 Continued From page 190
4. interviews with the facility staff regarding
advanced directives, and Code Blue drills
were conducted In order to verify staft knowiedge.
The following relevant interviews were obtained:

On at 4:24 PM, an intetview was
conducted with Employea C a nurse; she stated
she worked full time on the 7:00 AM -3:00 M
ahift. She stated she had been part of a mock
Code Blus drll & couple of months aga and that ™
we Just had an in-service on where lo find the

_ " torms, in the yellow book, * When asked
how she would respond if 2 CNA said 8 resldent
was unresponsive she stated she " would check
the resident, have someone at the desk check
the book, 1 would initiate undli
dstermined if the resident had a order then |
would stop N

On at 4:32 PM an intetview was
conducted with Employee D a nurse, who stated
sha worked full time on the 7:00 AM -3:00 PM
shift. She stated she had tralning on N

d d directives and p d in mock
Code Blue drills 2 few months ego and again in
. She aiso stated " If | found someone
unresponstve; | would start . shout for
someone {0 go o book. If they were & .
(| would stop . 1 would call the physician and
tamily. If they were a full code | would keep going
untlf the paramedics come. ™

On i at 4:40 PM an interview was
conducted with Employee E @ nurse, she stated
she wsually warked as ngeded on the 3:00 PM
211:00 PM shift. She stated that during
ion they d advence and
arders. She had tralning In the last couple of
months on advance directives and did & mock

F 520
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Cade Blue drill also. If a resident was found

unresponsive she stated she would, " check the

resident, yell for help, and send someone o get

mere help. | would start .Thereis a H
book; ! would send someone to check. If 1nave l
started and find out the residentiea

then 1 would stop. | would stat . before |

Kknew if theywere s .ornot.”

at 7:22 AM an interview was
conducied with Employee F a nurse, he stated he
usually worked the 11:00 PM -7:00 AM shift. He
stated ™ We had & Mock Code Biue fraining
recently. We recently had 2 ¢lase on advance
diractives and . The training included:
making sure we have advarice dirsctives, i
resldent is . speak with the family, check
the chart for the yeliow DNR form, make sure a
POA s In the chart also. He was asked what he
would do if he found an unresponsive resident, he
stated * first assess for breathing, call a code,
call somebody by name to call 911. Check Vital
slgns, call for crash cant. Call another person lo
ook at {form. | would sian compressions
right away, and If found they were @ would
stop compressions.

5. During the interview conducted on at
5:15 PM with the DON she stated that what she
would expect that f » resident was found
upresponsive and had a Full Code status the
nurse should stert . She was asked f 2
nurse should start prior to finding out sbout
srasident’s _  order, She stated, " The nurse
shoult know if the resident is a or not before
they start . if the nurae slarts 1 and finds
out the resident Is & . the nurse can 8108,
That is what | was told during my class.”
When agked i that was in the facillty poficy, she
FORM CMS-2567(. .89} Pravious Varsions Obgriets Evan ID:50X1 Fachiy (0262032 f cantinuation shest Page $82 of 213
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siated, " ftis notin our policy, so | o nat teach
that in the In-gervice classes. " The DON was
informed that 3 out of 7 nurses interviewed so far
stated they would start when they found an
unresponsive resident and then stop if they
found the resident was a . She was asked if
the tacility conducted training since the event.
She stated " yes, we started in , after the
avent and we have given in-services agein
recently. * This training covered ~ orders and
advance directives. The training is zlso being
done on orientation. She stated, " We did the
training for the whole month of , because
we had to get everyhody, And then we justdidit
again, In addition, a Quality Assassment
performance Improvement {QAPI) was started,
the day of the event. The Quality Assurance (QA)
committee was informed. We did training with the

blugs. " When asked if training had been
performed In the past, stated, * Yes, the
In-service is done yearly and during orientation,
In addition, the DON was aiso asked, how the
faciity audits the employee records for surrent
.7, she stated, " whenws have new employee
starling Human Resources {HR) sees the card
and then the ADON checks the card after
that. All nurses are suppased tobe . certified.
“ When asked if the facliity had audited the
employee records for current ~, she stated "
Yes, the ADON audits monthly and HR does
ton hira. ~ The DON stated the S8 department
monitors. audits the advance directives, and
reviews orders monthly, The DON stated
the event had been presentad to the Quality
Assurance (QA) committee and an action plan
and plan of correction wae put into place, The
DON completed tha Feders report and reported it
10 the corparate rurse. The DON stated, "The

CNAs and nurses and aiso preformed meck code
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F 520 Contlnued From page 193
direction | got was to do education, and do mock
codes, and file a federai report. ”

On i at 2 PM, an interview was
conducted with the NHA and the DON to review
the content of the training in-services. The NHA
and DON stated, we went over the following
palicies poticy (which included what 10 logk
for, orders and book, where lo find the
paper, etc.), Advance Directive policy and Coce
Blue poficy (described & mock code blue, ¥ staff
walk in on an unresponsive resident what you
would do}, and the Emergency procedure policy.
# was a verbal presentation and every nurse
received a packet. The expectation was for
nursing / CNA staff fo receive training by the first
QAP1 meeting. By the first QAPI we were almost
at 100%. Tha concern regarding interviews with 4
of 8 nurses on iand by the
surveyot which revealed the nurses would start

" prior to knowing the resident’ s code status
was discussed. The DON siated, * That is not
what they were trained 10 do. “ The NHA and the
DON stated they would begin retralning the
nurging staff that day.

On i at 1:00 PM an interview was
conducted with the NHA and the Corporate Nurse
(CN). When asked when the Policy and
Procedure for advance directives and were
last reviewed, the Corporate Nurse (CN) stated
the Policy and procedure for advance directives
and was reviewed and
updated on . ~*, after the event with
Resident #1, He further stated that the
Emergency Procedure “ was also updated,
which included the Code Blue Roles and
Responsibiliies.

F 520
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6. Review of Residen( #1' & closed medical

record, to include demagraphic i face shesl,

indicated he was Inltially admitted to the facilty o
., readmitted on “ and most

recently readmitted to the facility from the hospital

on , Wednesday, for skilled services

with dlagnases that included but not limited to:

}, and braln injury. Review of the Physiclan s
Order Sheet (POS) dated " gnd signed
by the physiclan on ~ revealed under
Special Needs; Code Status: "Eyll” (handwritten).

Per the hospital discharge summary for Resident
#1 deted : Patient was 8 .
admitted to the emergency the hospaal
with acute | failure, HCAP
(Heslthcare-assoclated )k "y
advanca . -Resistant
Enterocacel} { yand
{- ~resistant 3]

{. _ ). During his hospital stay,
consultation was performed on dueto
having hoted stoois that were positive for occull
' Laboratory data revesled hemoglobin of
8.5 and a platelet count of 335 Indicating the

patient was with oceult
{.) logs. The patient did not show any
signs of active at the time.

Recommendations included continue tube
feedings as tolerated: monitor the hemogiobin
and transfuse on an a8 needed basis, Resident
#1 was discharged from the hospital and
transferrsd to the skiled nursing facllity on

A review of the Nursing Admission Evaluation
Too! dated at 3:00 PM revealed: patient
arrived via stretcher from hospitel with sepais and
(62-98) Pe Evont D JSGXTY Faciity i0: 62832 If gontinuation shant Page 1860f213
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PR . The resident has advance
directives upon admission? NO. Are advance
directives in the chart? NO, Activities of Daity
Lving: raquired for bed
mobillty; transfers; dressing; and personal
hyglens, Alert to person andt non-verbal, skin
pale, warm and dry, Patient ot verbal with this
nurae, but can make faces for pain. rate
reqularand audible, pulse rate equal and
g .. Bresth sounds clear. :
in piace. Has referrals for Physical
Occupational and Speech L
Signed by Employee C. 3 Licensed Practicsl
Nurse {LPN).

A review of Resident #1 ' s medical record, Sackel
Service Admission Evaluation Tool

dated at 5:32 AM (Thursday) included
the following information; the resident wes

— , had resided with his father in the past,
was a high school graduate and had been in the
Marines for 10 years, It aiso included the
questions with corresponding Bnswers written In
capitat letters, Does the resident have advanced
directives? INCAPACITY & HC (health care)
PROXY ON CHART: Does the resident have a
legal representative? YES, (the resident * s father
s name and phone number); What Is the
resident’ s code status? FULL CODE. ltwas
Elsctronically signed by Employee G.

Review of Resident #1 's complete medical
record including the closed record revesled no
.. .form was present,

Review of Resident #1 ' s physician orders dated
i revealed a Code Status of Full Code.

Areview of the Admission Minimum Data Set

F 820
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(MDS) assessment dated 03/ i revealed
under Section C ( Patterns): Staff
Assessment for Mental Status: Shon term
memory: memofy problem. Long term memory:
memory problem. skill for Dally
Decision Making: severely . Under
Section D [Mood). Staff Assessment: feefing or
appearing down, depressed, hopeless. Trouble
failing or staying asleep or sleeping too much;
Fesling tired or having lille snergy, Trouble
concentrating. Under Section G {Functional
Status): : of one person
assistance required for bed mobiiity and dressing,
total dependence requirad for eating and

personal hyglene. Under Section H{ and
Bowel): Always of bowel and .
faliure

Under Section | (Active Diagnoses):
and . . Under Section K (Swallowing
and Nitritional Status); Height 88 *welght 111
pounds; loss of 5% ar more in the last month or
loss of 10% or mote in iast 6 months-yes;
Feeding tube. Under Section M (Skin Conditions).
Arigk of deveioping . Under
Section Q {Resldent ' s Overall Expectation):
Expeats o remain in this facility, by tamily.

Por the Nurse * s Notes dated
AM: " this nurse called to
nhncins Assistant {CNAS. Resident noted with no
e <4 PUISE OF . Noted lsrge
amount of frothy saliva on face and chest. Upper
extremities cool to touch. Cell piaced 10
(attending physiclan) service, return calf received
from {covering physician), ” Order received 0
release body. Celi to family, (Mather), name of
funeral home received. Family declined to coma
1o faciity. ~ Signed by the Assistant Diractor of
Nursing (ADON).

F 520
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On at 1:00 PM an interview was
conducted with the ADON, the nurse assigned to
the resident when he . She stated that she
was taking care of him for the first time on
 she took a shift because another

*tverbal, he required total care and had bean
resdmitted from the hospital that day. When
askad to recall the events that happened on

. the gay Resident #1 ) i
the ADON stated, | was working the night shift, |
had finished madication pass and around 5:45
AM, the CNA wss in the hallway and saig, ™ |
think he is gone. | went in Resident #1°s )
checked bim for pulse and i, howas
very cool to touch, He felt 2 fittle stiff In his upper
extremitios. His lower extremities had sort of
- .. The resident had white frothy stuff
around his mouth, There was nothing | could do
for him. "When asked if she looked &t the chart
fora order, she stated, | looked at his chart
after | called the doctor to tell him the resident
had iandididn'tseea . Honestly when
| saw the resident after the CNA called me he
was cool to touth. 1 don 't know if there was
anything | could do for him, At that paint | made
the decision 1o not code him; because he was
.. .and stff: { did not know how long he had
been like that, The physician covering for the
attending physician was called, and informed of
the resident 's . The ADON wes asked if
she saw @ order on the medical record, she
stated,  after lovking at the chart, ne, * When
asked f she had received training on how 1o
respond when a resident Is found without vitat
signs she staled, we are supposed 10 do chest
compressions and send someone to check on

status.
When the ADON was asked if she knew how 10

employes called off. She stated the resident wasn

F 820
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determine code status, she stated, i @ residentis
uncesponsive, | am supposed to sheck the pulse
and call for someone else to check the chart for
. "orders, 1 wiil a call code biue and bring the
orash cart. We have a veflow book at the nurses ’
station with all the forms, If the resident is &
new admission it may be necessary to fook in the
chart. When asked how the nurse is notified of &
resident” s advance directives, including ~
she states, " ltisthe nurse’s responsibiity 10
check the chart on every resident, so they know
_ " stats.” If someone finds someane
unresponsive, they have to wail untii someone
cherks the yellow book or the charl o see if they
are of ot When asked what she would do
in » situstlon wherain a resident (s found

N but there is no Advance directive
she stated, * [ would do a Code. " When asked
i she had had any training since the event, she
stated yes, one-an-one with the Director of
Nursing (DON) on , advance directives,
Code Blue, and mock drills. The DON raviewed
with me when we are supposed o do a code,

On at approximately 5:00 PM an
Interview was conducted via telephone, with
Employee A, the CNA, who found Resident #1
unresponsive. She stated she no ionger worked
for the faclity. Employee A steted she was
making rounds before she went home and found
Resident #1 not breathing. She called for the
nurse to check on him. The ADON responded
and checked on the resident, The ADON said, "
Me was gone. " Employee Astated that the
ADON did notdo '
{ yon Resident #1 and that she did not recall
anything else about the resident.

On at 1:15 PM an Interview was
FORM CMS-2567(02:35) Previous Varelons Cbscletn Event 10:480X11 Faclity 1062982 f continuation shest Pags 199 f 213
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conducted with Employee G a Soclal Services
Assistant regarding Resident#1' s Social
Service Admission Evaluation Tool dated

and timed 5:32 AM, approximately 13
minutes prior to the resident's , When
asked, Employee G stated he probably filled In
the Information based on prior admissions. He
stated he was going to speak with the resident’ s
family and he confirmed that the resident had &
hesith care proxy and & Determination of
Incapacity. He confirmed that the resident was a
Full Code on previous admissions and remained
& Full Code because there was not & signed
in the medical record. He stated that his plan was
to call the family and inform them of their fight to
formulate an advance directive for the resident.
He further stated that the facillty procedure In
regards to advance directives required the
Admissions Department to speak to residents on
admission, advance directives are then

in the Nursing Admissi

and the Soclal Services Department reviews the
Information with the resident andfor the family.

On _. at 1:20 PM an interview was
conducted with the Soclal Services Director
(§SD) regarding Resident #1. Per the 88D, she
spoks to the resident ' s father on sfter
he was readmitted on . She confirmed
that his parents were making the decisions
regarding his care and were designated as his
Activated Medical Decision Makers at that time.
She stated that the father wes given Information
in regards to formulating an advancs directive.
SSD states, * I he wanted himtobe a . we
would have mailed him the papsrwork. * She
also stated that she had not spoken to the father
when the residant was admitted on "
She stated that the Resident was designated as a
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Full Code since his original admission In vof
2044 and had never had & paper in Ms
medical record, .
n at 12:40 PM, & telephone interview

o]

was conducted with Resident #1 s father. He
stated his son was in the Marines; ha gotan
aneurysm in there and had to have surgery. He
siated the resident lived by himself for a while,
and then he started fiving with his glrifriend . He
went to the hospital and they sent him to the
nursing home. When asked If they were
expecting his ... he stated, he " could not
cars for him anymore, that ' s why he went to the
pursing home, " Hawas wearing dispers and
couldn ' ¢ dress himsed anymore. " couldn 't
handia him anymore. * He went to the hospital
and then the nursing home; he “was In ang out
of the nursing home. * | think he inthe
hospital, no, the nursing home, | get |
sometimes. | couidn 't 4o anything with him.
He was having problems breathing, they put him
on..,. - Thelasttime|saw himhewas in the
hospital, and then someone called and said he
was 3

On at 5:15 PM an Interview was
conducted with the Director of Nursing {DON},
when asked If she was familier with Resident #1,
she siated, “yes." When asked about the day
Resident #1 , ‘ , she stated, " When |
same in sbout 5:30 AM the (ADON) stated thal
Resident #1 had passed, | askad the (ADON) If
she had performed , the (ADON), said, no, |
stated to the {ADON) that she, shouid have called
a oode and the (ADON), and stated she did not
do it, | educated tha (ADON) right then and there
regarding our policy. The policy states, we have
to start 2 code no matter what, on a Full Code
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resident. | interviewed (Employee A) who stated
she was making her rounds, and the resident
didn "t look ight, she shook him, and he was not
responding, so she got the nurse.” The DON
stated, " The chart revealed the resident was a
Fuli Code* The DON stated, "1 knew he was 2
full code because he had bsen here for so long. ”
The DON stated " the (ADON) decided on her
i AT iam AR e A
on 8t 500 PM an interview wes
conducted with the Nursing Home Adminigtrator
(NHA). When asked if she could recall the events
that happened on . #ho day Resident
#1 she stated the DON Informed
her that the ADON had found the resident
unresponsive and did not perform . The NHA
staled In her opinion the ADON should have
Iooked at the chart and initiated L

on : 8t 2:40 PM, a lelephong interview
was conducted with the covering physician who
recelved the call regarding Resident #1 on

- . She stated she was covering for the
attending physician on . but dossnt
remember the cali as she stated she covers 1000
patients. When asked if she was informed the
resident was 2 Full Code and he was not

-+ she stated, " ! apoiogize, butidon’
tremember, *

On at approximately 10:00 AM, an
Interview was conducted with Resident#1's
attending physician. The physiclan stated the
resident had multiple problems naluding: muitiple
SO
). and _ ... "He did not look weil at
ali. He was thin and looked 90. He was new to
FORM CMS-2587(02-39) Pravioys Versions Ovsolste Evem 1D: I50X11 Feity {1 52032 # continyation shaet Page 202 of 213
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me as a patient, He was back and forth o the
hospital. | was not called the day he the
physician covering was called, * | found out the
next day or s, probably when the funeral home
colled me.* Normally If a patient does not have
] » on their chatt, would be Inltlated and
911 called. My expectation is that the nurse would
stert ifa _was not on the chart. "

On al 12:00 PM, an interview was
conducted with the Medical Director, When asked
¥ his expectation was for 8 nurse o perform

on 2 Full Code resident, he stated, " ... .. should
be done.” e has been the Medical Director for
gimost 4 years. " If the resident was
unresponsive they have to do . Code Blug Is
for all non- residents. "

Revlew of the resident 's Admission
Agreement revealed; page 31 of 38 Advanced
Directivas Acknowiedgement with the following
language: | understand that | do not have to sign
or implement an Advanced Directive in order to
be a resident at this Healthcare Center. |

d that | may impl anAd
Directive at any time during my stay in the facility.
it s also my understanding that | may ask at any
fime 1o review Advanced Directive information or
my Advanced Directive (8} and ask questions |
may have concerning them. [ may revoke any
Advanced Oirective (s} at any time that | have
made. [ understand the facility ' s staff cannot
give legal advica, but can answer questions
congerning Advanced Directives. | have the
following designations(s) and my copies have
baen provided te Health Care Center. Aline was
drawn through the blank spaces in front of all the
choices which ware: Living Will or Direction to
Withheld Life Sustaining Procedures, Do Not

F520
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..+ Order/ fYellow HRS Form,

lealth Care Surrogate, Health Care Proxy,
Durable Power of Attormey, Financial Power of
Altorney, Madical Power of Ationey, Guardian
Financial or Medical, Anatorical Gift, Other:,
Physician Statement of Incapacity, Funeral Home
Selection. The form was initialed by the resident

and withessed by Employee Hon
Review of the resident ' s Admissions
paperwark revealed a second form tiied

d Directives {no page

number) with the: residents initials beside the
sections 1. | have been given written material
sbout my right to accept of refuse medical and
surgical treatments and my right to form

oy d Directives, 2.1 thatiam
not required to have an Advanced Directives in
order to receive medical freatment at this health
care faclity and 3. | understand that the term of
any Advanced Directives that | have executed will
be followed by the heaith care facilty, physicians
and my caregivers o the extent permitied by the
{aw. The form continues with: Plesse Check one
of the following statements: | have executed an
Advance Directive and will provide e copy 1o the.
facility. [ understand that the staff and the
physicians at this facility will not be able lo follow
the term on my Advanced Directives untll |
provide a copy of it to the staff, or | have ot
oxecuted anAdvanced Dirsctive and to not wish
10 discuss Advanced Directives further at this
time. The spaces to check either statement were
blank. The form was signed by the resident and
the iS5i ! st Hand

dated

Review of Resident #1 ' s medical record
reveaied the regident was discharged 10 the
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hospltal on and readmitted to the
facility on .. His admission papsrwork
did not include documentation that his Active
Medical Decision Maker, his father, was given

" d Directives * form
in the admission paperwork for the rasident’ s
readmission to the facility,

Review of Resident #1 ' s medicel record
revealed the resident was discharged to the
hospital on + and readmitted on

i, His admission paperwork did not
Include documentation that his Active Medical

onAdvance Directives. Therewas o *

the admission paperwork for the resldent” s
readmission to the facllity.

Further review of Resident #1° s medical record
revesled 2 document titled Activated Medical
Decision Maker signed by the resident” s father
and mother and withessed by twp signatures on
. The document Inciuded the following
The D i of Incap: form
has been completed on . 1 do hereby
attestthat | am atleast | T orolder
and 8m willing to become involved In the above
stated resident ' s health care decisions. | have
maintained regular contact and am familiar with
the resident * s activitles, health, religious and
moral beliefs, so that | can make health care
i including wi ing/wil ing life
prolonging decisions that would be the declsions
the resident would have made, if capable. | am
willing to produce clgar and convincing evidence
upon request. | understand that my role has
beceme active and accept my responsibliity,

information on Advance Directives, There was no

Decision Maker, his father, was given information

Adh d Directives A Aed t” formin

F 520
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which is one of the following Medical Decision
Maker designations: checked were Proxy and A
parent of the resident.

Review of Resident #1 ' s medical record
revealed a D ion of i

dated and signed by his attending
physician. It included the following language: As
sttending physician for the above stated resident
{Resi #1), | bave oval d and

ihe above stated resident lacks the capacity to
give Informed consent to make medical decisions
and does riot have the reasonable medical
probability of recovering mental and physicat
capatity 1o directly exerclse rights.

7. Areview of the facility policies:

Areview of the facility policy: " ..., Neglect
and | - Prevention and Prohibition ™
(Not dated), revealed a Standard: “ The
prevention and prohibition of . neglect and
g emee 1 To 80 @riviroRmEnt within the facility
which promotes resident weil-being, safety and
prohlbits , neglect, involuntaty
and the misappropriation of property for all
residents. "
1. " Furthermare, each resident has the right to
be free from :, corporal punishment, and
involuntary . Residents must not be
subjected o by anyone, including but not
fimited to: facility staff, other residents,
consultants or volunteers, staff of other agencles
serving the resident, famlly members or legal
guardians, friends or other individuals, * Il *
Each resident has the right to be free from

i neglect and ppropriation o
property. This includes the facility ' s identification
of residents, whose personal histories render

F 520
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F 520 Continued From page 206
them st risk for abusing other residents, and
d i of i i fes to prevent
oceurrences, moniloring for shanges that would
trigger behavior and reassessment of the
interventions on a regular basis. *
Definitions: 7. " Neglect: means fallure to provide
goods and services necessary to avoid physical
harm, mental anguish, or mental finess. (42 CFR

488.301) "
Procedures:

1. Screening: ™ a. The faciiity screens potential
employees for a history of . neglect of

mistreating residents as defined by the applicable
requirements a 483.13 © (1) {il) (A} {E).This
includes attempting to obtain information from
previous and /or current employ

and checking with the appropriate licensing
buards and registries. Screening is done on all
employses prior {0 hire, "

2. Training:" 2. Each team member is scheduied
to attend a general orientation session. b. Each
team member Is offered and asked to attend a
facility In-service where the information is
reviewed 8s needed throughout the year. ¢. each
team member is notified that 2 mandatory *

i Prevention * in-gervice is scheduled on an
annual basls. This in-service includes: 1.
Approptiate interventions to deal with aggressive
and / or catastrophic reactions; 4, What
constitutes , neglect and misapprepriation
of resldent property. "

3. Prevention: Every effort is made on behalf of
the resident to prevent . This inciudes an
analysis of: a. Featuras of the physical
environment that may make and/or neglect
mors fikely to oceur, such as secluded areas of
the facliity. b. the deployment of staff on each
shift in sufficient numbers to meet the needs of
the residents, and assure that slaff essigned have
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knowledge of the individual residents ' care
needs. C. the supervision of steff to identify
inappropriate behaviors, such as . gnoring
residents whlla giving care, ...and d. the
assessment, care planning and monitoring of
rasidents with needs and behaviors which might
lead to conflict or neglect, such as resident with

communication _ , those that require
heavy nursing care andfor the totally dependent
on staff.

Each team member reads and signs the *
Resident Rights " upon employment. A copy of
the rasiden! rights Is given to each team mamber
withi hisiher probationary pericd of employment.
This Information Is reviewed on an annual basis
by the Sooiaf Services staff in an sih-staff

in-service.
identification: Each team member Is encouraged
1o sttend a mandatory " . ... . Prevention”

inwservice on an annual basts. This in-service
includes methods to identlfy events, such as
suspicious | of rasidents, occurrences,
patterns, and trends that may constitute
and to determine the direction of het
investigation.

Investigation: the Social Services Manager Is the
faclity appointed designee who is the staff
member responsible for the initial reporting,
investigation of alleged viciations and reporing
results to proper authorities. The facility policy for
any sllsgation of is for it to be brought
immediately to the attentlon of the Immediate
supervisor. The supervisor is 10 notify the Social
Services Manager, who is the facility appolnted
designee, the DON, and the Administratar ...
.the facility will also notify the appropriate
agencles, based on the nature of the allegation in
accordance with State and Federal Statute,
Protection: the facillty will make every effort to

FORM CMS-2587(02.88) Previous Varsions Obsoleto Euant ID: 50X Facility ©0: 62992
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protect any Individual form =", lf the
allegation of is egainst a team member,
the tearn member will be immediately removed
from duty during the investigation, and until itis
compiete.
Reporting/Response: the facility will report all
allaged violations to 1-800-96- . and afl
substantiated incldents to the state agency and to
3l other agencles as required, and zke all
necessary corretiive action depending on the
results of the Investigation; repert (o the state, or
ficensing authorities any knowledge it has of any
actions by a court of law which would indicate an
employee is unfit for services; and analyze the
occurrences to determine what changes are
needed If any, to policies and procedures o
prevent further occurrences. Faderal "
neglect, and | guldetines will also be
tollowed by the s reporting designee.

A review of the faciiity poliey: " Advance
Diractives * {Revised . 1 2008), revealed a
policy statement: " Advance directives will be
respectad in accordance with state law and
facillty policy. * Policy Interpretation and
Implementation, section " 1, When a residantis
admitted to our faciity, the Soclal Services
Director (SSD} or designee will provide written
informatlon 1 the resident concerning histher
rlght to make decisions conceming medical care.
ineluding the right to accept or refuse medical o
surgical treatment, and the right to formulate
advance directives. ™ " 3, When a resident is
admitted to our facility, SSD or designee wil
inquire of the resident, andfor his/her {amily
members, about the existence of any written
advance directives, * Policy Interpretation and
implementation, section " §: In accordance with
current OBRA definitions and guidefines

F&20
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governing advance directives, out facility has
defined advanced directives as preferences
regarding lreatment options and include, but are
net fimited fo: b, -Indicates
that, incaseof or failure, the
resident, legal guardian, heaith care proxy, or
representative {sponsor) has directed that no

)} or other
fife-saving methods are to be used. "

Acreview of the faciiity policy: ” Emergency

Procedure: i

(.. )" {Revised , 201), documented the
" i} have

policy
training on the inltiation of
R Basic Life Support (BLS) in
victims of sudden e
Policy and Interpretation and implementation:
L Is defined as Inadequate
rasulting in insufficlent flow
t the body (pul ). 2. Sudden
1 {SCA) is 2 leading cause of

eouah

in adults. 3, Vietims of many initially
have gasping or may even appesr to
be having 8 . Tralning In BLS inciuties

i of SCA. 4.

g he p
The fikelinood of recovering from SCA due to an
acute event {such as ) differs
ially from the li d of

from ; that the end resuit of
multi-system fallure and advance irreversible or

| congitions. §. Depending on the
underlying cause, the chances of surviving SCA
may be increased if Is initiated immediately
upon collapse. 6. Any unnecessary interruptions
in chest compressions {including fonger than
necessary pauses for rescue breathing)

N 7

in
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reversibie situations, early delivery of a

with a defibrillater plus within 3-5 minutes of
collapse can further incrense chances of survival.
8. The goal of early delivery of istotryto
maintain life until the emergency medical
rosponse team armives {0 deliver Advance Life
Support{ . ). 9, f anindividual {restdent, visitor,
or staff member) is found unresponsive and not
breathing normally, a ficensed staff member who
is certiflod in JBLS shall Initiate unless:

3. itis known thata {DNR)
order that specifically prohibits 1 and for
external exists for thet individual; "
Preparation for .

1. Obtairt and for malntain American Red Cross
of American Assoclation certification in
Basic Life Support (BLS/Cardioputmenary
{ } for key clinical staff
bers who will direct efforts,
including non-iicensed personnel, 2. Provide
periodic Mock Cotes (simulations of an actual
y for training purposes. 3. Select and
Identify & toam for each shift in the case of
2n actual : . To the extent possible,
designate & team leader on sach shift who is
responsible for coordinating the rescus effort and
directing other leam members during the rescue
effort. . 4, The team in this facility shall
include at least one reglstered nurse, ong
LPNLVN and two CNAg, aft of whom have
recaived fraining and centificalion in 18L8. 8,
Maintain equipment and supplies necessary for
/BLS in the faciity at all thmes, 6. Provide
information on /BLS policies and advance
directives to each resident/ representative upon
admission. *
Emergency Procadure -
__t "1, the facllity ' s procedure for
FORM CMS$-2867(02-8) Previous Vartions Obsolsie Evont (D 50X 11 Fackiy 10: 82832 f continuation sheet Page 211 of 213
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administrating shall incorporate the steps

covered in the 2010 American Association

Guidefines for .
Care or faciity

and Emergency
BLS training material. 2. The basic fife support
{BLS) sequance of events is referred to as "
C-A-B" (chest compressions, alrway, and
breathing). This has been revised fram the
pravicus sequence of “A-B-C" (alrway,
breathing, chest compressions). 3. Begin i
the adull victim Is unresponsive and not breatring
normaily (ignoring occasional gasps) without
assessing the victim ' s pulse. 4, Following the
initlal gssessmant, begin with chast
compressions rather than opening the airway and
delivering rescue breathing. 5. All rascuers
rained of not, should provide chest
compressions to victims of . -
Deiivering high-guality chest compressians is
essential; 3. push hard to a depth of &t least 2
inches (5 cm) at a rate of at least 100
compressions per minute, B. Allow full chest
recoil after each compression. C. Minimize
internuptions in chest comprassions. 7, Trained
rescuers should slso pravide  © T witha
compression~ . 1raftio of 30:2."

A review of the facility policy: " Admission
Assessment and Follow Up: Role of the Nurse *
fram the Nursing Services Policy and Procedure
Manual (Revised 2012). The purpose
of this procedure is to gather infarmation about
the resldent ' s physical, emetional, "oy and
psychosociat candition upon admission for the
purposes of managing the resident, initiating the
care plan and completing required assessment
instruments, including the minimum deta set
{MDS). * Steps in the Procedure; "
10.Detarmine f the resident hag existing advance

FORM CMS.2587(02-69) Previous Versiens Obsolata Evant ID:ysaXTt
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directives. If so, initiate the process of obtaining a
copy for the medical record. # not, provide the
resident with information on hisfher right ta have
advance directives and initiate the process of

i them. " D tion: " the

following information shouid be recorded in the
resident' s medical record: 3. All relevant
assessment data obiained during the procedure.

8. Record reviews and Interviews reveaied the
following corractive action was taken:

On in-sefvice signature sheets were
reviewed for retraining of the nursing staff,
regarding advance directives, o s

coda blue drills. The NHA verified that sll nursing
staff with the exception of one employse that was
unavailable had received the in-service retraining.
The NHA verified that this employee will not
retumn to work untll they have received the
retraining. On interview it was confirmed after the
re-training, the nurses were able to verbalize the
Policy and Procedures: Advance Directives,

and Emergency Procedure: and Cods Blue,
Interviews were conducted with 21 out of the 31
nursing staff members on iy

and . All staff members interviewed
wara famiiiar with the poliey and able to verbalize
the correct procedure.

The finding of Immediate Jeopardy was found to
be removed on and the scope and
severity was reduced to D,

F 620
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N 000 INITIAL COMMENTS N 000 Preparation and submission of J
This plan of correction does not ’
SKILLED NURSING FACILITY Constitute and admission or
agreement by the provider of the
COMPLAINT INVESTIGATION truth of the facts alleged or
correctness of the conclusions set
CCR#2015005834 was conducted on forth on the statement of
- deficiencies, the plan of correction
is prepared and submitted
Excel Rehabilitation and Health Care Center had solely because of the requirements
deficiencies found at the time of the visit. under State and Federal law.
This plan of correction will
Class | was identified at N0O201 serve as the Facility’s aliegation
of substantial compliance,
The Administrator was informed of the Class | on
at5:31 FM
N 201 400.022(1)(1), FS Right to Adequate and N 201 ‘
88=J/ Appropriate Health Care 1. Resident #1 Expired at the facifityon " - o
1 " o )
The right o receive adequate and appropriate r:; ::nm;?:;iiizysm" were notiied of the
health care and protective and support services, 2 Afullacily revie;u was eted f
including social services; mental health services, SR completed for advance
if available; planned recreational activities; and directives on » this included a review of a
therapeutic and rehabilitative services consistent current full code, . and physician orders. Also
with the resident care plan, with established and a review was completed by to assure
recognized practice standards within the that alf residents have received in writing their
community, and with rules as adopted by the right to formulate advance directives according
agency. 1o their wishes or that of their respective
) . . responsible parties, Any identified areas of
This Statute or Rule is not met as evidenced by: concern have been addressed. Policies and
Basec} on fa_czlcty and rg_sndent reo_ord review, brocedures for Advance Directives,
interviews with the facility * s nursing and \mplementation of R
administrative staff, family, the Medical Director
and review of the facility policies, it was -- . and are
determined that the facility failed to ensure health cusrently implemented and resident wishes for
care and support services consistent with life advance directives are being honored by the
sustaining wishes for one (#1) of 7 sampled facility staff.
residents of 81 total residents, identified as 1
having Full Code status according to the Advance A oo d / /
Directives Audit tool dated . The (e }4‘ 112/ 1S |
AHCA Form 3020-0001
LABORATORY DIRECTORS LIER REPRESENTATIVE'S SIGNATURE THLE (X6) DATE
P Aﬂdu&kﬂ‘aﬁ)f 7/19/(3
STATE FORM w y7 ) JBQX11 I continuation sheet 10f 28
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N 201, Continued From page 1 N201 3. The facility's policy and procedures for Advance
facili |ty failed to initiate Directives, - . and
- af{.. o )on Resident #1, who was a was reviewed and
male. The clinical record contained a revised by the QAP! Committee on
physician order for Full . o Licensed Nursing Staff has been re-educat
YS g ed
On Resldent #1 was dlscovered related to Advanced Directives, -
unresponsive, without pulse or .., . The , Code Blue Roles and
facility failed to ensure that .. or Emergency Respansibilities on Re-
Medical Services were contacted to honor the education will be provided & C ‘d ',“ N
advance directives and wishes of the resident. completed b P 'again and wifl be
The facility failed to protect the rights of Resident N hp ed oy - This has been provided
#1 by denying the resident the opportunity to ¥ the ADON/. Staff Development Coordinator.
receive emergency lifesaving services to prolong th" aresident is admitted to the facility the
his Tife. Sacial Services Director/Designee with provide
the resident with written
Findings include: info J{"Questions about Heaith Care
) . X Advanced Directives”). The resident/responsible
1. Areview of the facility policy: " , Neglect party will sign an acknowledgement form
and ... ........: Prevention and P[Ohrl‘bltlon confirming that they have received this
(Not dated)’ revea'ed a Standard: " The information. A meeting was held with the
prevention and prohibition of 4 neglect and Resident Council b he Social Servi
‘0 an environment within the facility pirectorwil ,dv dueat the Social Services
which promotes resident well-being, safety and wil provide education regarding
prohibits _*_.__, neglect, involuntary - Advance Directives, Resident Rights and
and the mtsappropnat‘on of property for all Responsibilities and
residents. * The facility policies for these areas of care were
1. " Furthermore, each resident has the right to reviewed. All new admissions and residents who
be free from , corporal punishment, and have obtained new orders for advance directives
involuntary _ -1, Residents must ot be will be reviewed at the daily clinical meeting to
ﬁupie(cjt::d ;o i tal;fy a?gornree, s:ir:’c;mng but not assure that resident wishes for advance
imited to: facility staff, othel , directives are acknowled
consultants or volunteers, staff of other agencies 4. Thiswill be m::i;?:;eb g;:j asr:i‘m:zle"femed'
serving the resident, family members or legal Directorbesi kIV ne Social Services
guardians, friends or other individuals. * 1. " signee weekly times four waeks and
Fach resident has the right to be free from i [
mistreatment, neglect and misappropriation of . . |
property. This includes the faciiity ' s identification then monthly utilizing a Data C°"i;“°? Tool. !
of residents whose personal histories render This willalso be over seen by the Administrator
them at risk for abusing other residents, and and the QAPI Committee for ongoing
development of intervention strategies to prevent compliance.
occurrences, monitoring for changes that would i |
AHCAForm 3020-0001 N
el J5QX11 f continuation sheet 2 of 28
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COMPLETE
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N 201

Continued From page 2

trigger behavior and reassessment of the
interventions on a regular basis. "

Definitions: 7. ™ Neglect: means failure to provide
goods and services necessary to avoid physical
harm, mental anguish, or mental ness. (42 CFR
488.301) "

Procedures:

1, Screening: " a. The facility screens potential
employees for a history of , neglect or
mistreating residents as defined by the applicable
requirements a 483.13 © (1) (i) (A) {B).This
includes attempting to obtain information from
previous employers and /or current employers
and checking with the appropriate licensing
boards and registries. Screening is done on all
employees prior to hire. "

2. Training:" a. Each team member is scheduted
to attend a general orientation session. b. Each
team member is offered and asked to attend a
facility in-service where the information is
reviewed as needed throughout the year. ¢. each
team member is notified that a mandatory *

. Prevention " in-service is scheduled on an
annual basis. This in-service includes: 1.
Appropriate interventions to deal with aggressive
and / or catastrophic reactions; 4, What
constitutes , neglect and misappropriation
of resident property. "

3. Prevention: Every effort is made on behalf of
the resident o prevent . This includes an
analysis of: a. Features of the physical
environment that may make and/or neglect
more likely to occur, such as secluded areas of
the facility; b. the deployment of staff on each
shift in sufficient numbers to meet the needs of
the residents, and assure that staff assigned have
knowledge of the individual residents ' care
needs. C. the supervision of staff to identify
inappropriate behaviors, such as ...ignoring
residents while giving care, ....and d. the

N 201

4CAForm
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N 201| Continued From page 3 N 201

assessment, care planning and monitoring of
residents with needs and behaviors which might
lead to conflict or neglect, such as resident with
communication ., those that require
heavy nursing care and/or the totally dependent
on staff.

Each team member reads and signs the *
Resident Rights " upon employment. A copy of
the resident rights is given to each team member
within his/her probationary period of employment.
This information Is reviewed on an annual basis
by the Social Services staff in an all-staff
in-service.

Identification: Each teara member is encouraged
to attend a mandatory * Prevention "
in--service on an annual basis. This in-service
includes methods to identify events, such as
suspicious | of residents, occurrences,
patterns, and trends that may constitute ' 3
and to determine the direction of the
investigation.

Investigation: the Social Services Manager is the
tacility appointed designee who is the staff
member responsible for the initial reporting,
investigation of alleged violations and reporting
results fo proper authorities. The facility policy for
any allegation of is for it to be brought
immediately to the attention of the immediate
supervisor. The supervisor is to notify the Social
Services Manager, who s the facility appointed
designes, the DON, and the Administrator ...
...the facility will also notify the appropriate
agencies, based on the nature of the allegation in
accordance with State and Federal Statute.
Protection: the facility will make every effort to
protect any individual form ", lfthe
allegation of is against a team member,
the team member will be Immediately removed
from duty during the investigation, and until itis
complete.

HCA Form 3020-0001
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Reporting/Response: the facility will report all
alleged violations fo 1-800-96- ,and all
substantiated incidents to the state agency and to
all other agencies as required, and take all
necessary corrective action depending on the
results of the investigation; report to the state, or
licensing authorities any knowledge it has of any
actions by a court of law which would indicate an
employee is unfit for services; and analyze the
occurrences to determine what changes are
needed if any, to policies and procedures fo
prevent further occurrences. Federal .
neglect, and | guidelines will also be
followed by the reporting designee.

2. Review of Resident #1 ' s closed medical
record, to include demographic / face sheet,
indicated he was initially admitted to the facility on
, readmitted on and most
recently readmitted to the facility from the hospital
on {Wednesday) for skilled services
with diagnoses that included but not limited to:
P 1, .
{ ), and . Review of the Physician'
s Order Sheet (POS) dated s and signed
by the physician on revealed under
Special Needs; Code Status: " Full "
{handwritten).

Per the Nurse * s Notes dated at5:45
AM: " this nurse called to Certified
Nursing Assistant (CNA), Resident noted with no
epe—-.. »pulseor . . Noted large
amount of frothy saliva on face and chest. Upper
extremities coof to touch. Call placed to
(attending physician) service, return call received
from (covering physician). Order received to
release body. Call to family, (Mother), name of
funeral home received. Family declined to come
to facility. * Signed by the Assistant Director of
TCA Form 3020-0001
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Nursing (ADON).

On - at 1:00 PM an interview was
conducted with the ADON, the nurse assigned to
the resident when he | She stated that she
was taking care of him for the first time on
; she took a shift because another
employee called off, She stated the resident wasn
* t verbal, he required total care and had been
readmitted from the hospital that day. When
asked to recall the events that happened on
, the day Resident #1
the ADON stated 1 was working the night shlﬂ
had finished medication pass and around 5:45
AM, the CNAwas in the hallway and said, " |
think he is gone. | went in Resident #1's .
checked him for puise and ., hewas
very cool to touch. He felta lzma stiff in hls upper
ities. His lower ities had sort of
. The resident had white frothy stuff
around his mouth, There was nothing | could do
for him. " When asked i she looked at the chart
fora order, she stated, | looked at his chart
after | called the doctor 1o tell him the resident
had land [ didn'tseea . Honestly when
| saw the resident after the CNA called me he
was cool to touch, | don ' t know If there was
anything | could do for him. At that point | made
the decision to not code him; because he was
and stiff; | did not know how long he had
been like that. The physician covering for the
attending physician was called, and informed of
the resident ' s . The ADON was asked if
she saw a order on the medical record, she
stated, " after looking at the chart, no. " When
asked if she had received training on how to
respond when a resident is found without vital
signs she stated, we are supposed to do chest
compressions and send someone to check on
. status.
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When the ADON was asked if she knew how to
determine code status, she stated, if a resident is
unresponsive, | am supposed to check the pulse
and call for someone else to check the chart for

orders. | will a call code biue and bring the
crash cart. We have a yellow book at the nurses '
station with all the forms. If the resident is a
new admission it may be necessary to look in the
chart. When asked how the nurse Is notified of a
resident’ s advance directives, including .
she states, " Itis the nurse ' s responsibility to
check the chart on every resident, so they know

status. " If someone finds someone
unresponsive, they have to wait until someone
checks the yeliow book or the chart to see if they
are or not. When asked what she would do
in a situation wherein a resident is found

. but there is no Advance directive

she stated, " 1 would do a Code. " When asked if
she had had any training since the event, she
stated yes, one-on-one with the Director of
Nursing (DON} on , advance directives,
Code Blue, and mock drills. The DON reviewed
with me when we are supposed to do a code.

On at approximately 5:00 PM an
interview was conducted via telephone, with
Employee A, the Certified Nursing Assistant
{CNA), who found Resident #1 unresponsive,
She stated she no longer worked for the facility.
Employee A stated she was making rounds
before she went home and found Resident #1 not
breathing. She called for the nurse to check on
him. The ADON responded and checked on the
resident. The ADON said, " He was gone. "
Employee A stated that the ADON did not do

on
Resident #1 and that she did not recall anything
else about the resident.

ICA Form 3020-0001
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On at 5:00 PM an inferview was

conducted with the Nursing Home Administrator
(NHA). When asked if she could recall the events
that happened on , the day Resident
#1 she stated the DON informed
her that the Assistant Director of Nursing (ADON)
had found the resident unresponsive and did not
perform . The NHA stated in her opinion the
ADON should have looked at the chart and
initiated _

On at 5:15 PM an interview was
conducted with the Director of Nursing (DON),
when asked if she was familiar with Resident #1,
she stated, "yes. " When asked about the day
Resident #1 ' _, she stated, "When |
came in about 5:30 AM the (ADON]) stated that
Resident #1 had passed. | asked the (ADON) if
she had performed . the (ADON), said, no. |
stated to the (ADON) that she, should have called
a code and the (ADON), and stated she did not
do it. | educated the (ADON) right then and there
regarding our policy. The policy states, we have
to start a code no matter what, on a Full Code
resident. |interviewed (Employee A) who stated
she was making her rounds, and the resident
didn ' t ook right, she shook him, and he was not
responding, so she got the nurse. " The DON
stated, " The chart revealed the resident was a
Full Code. " The DON stated, "1 knew he was a
{ull code because he had been here for so long. *
The DON stated " the (ADON) decided on her
own not to do . The DON, stated " the
nurse pronounced him L

On at 12:40 PM, a telephone interview
was conducted with Resident #1 ' s father. He
stated his son was in the Marines; he got an
aneurysm in there and had to have surgery. He

Form 3020-0001
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|
I
stated the resident lived by himself for a while,
| and then he started living with his girlfriend. He
| went to the hospital and they sent him to the
nursing home. When asked if they were
expecting his , he stated, he " could not
| care for him anymore, that ' s why he went to the
nursing home. " He was wearing diapers and
| couldn ' t dress himself anymore, " couldn't
| handie him anymore. " He went to the hospital
| and then the nursing home; he * was in and out
| of the nursing home. * Tthinkhe  !inthe
| hospital, no, the nursing home, 1 get
| sometimes. | couldn ' t do anything with him. * He
I'was having problems breathing, they put him on
. The last time | saw him he was in the
hospital, and then someone called and said he
was .

|
|
|
|
|
|
|
|
On at 12:00 PM, an interview was |
| conducted with the Medical Director, When asked |
if his expectation was for a nurse to perform
on a Full Code resident, he stated, " should !
be done. " He has been the Medical Director for |
J almost 4 years. " If the resident was [
| unresponsive they have to do . Code Blue is
; for all non- residents, " I
| On at approximately 10:00 AM, an }
interview was conducted with Resident #1 ' s
attending physician. The physician stated the
resident had multiple problems including: multiple
issues, o
i ), and . "He did not look well at all.
| He was thin and looked 90. He was new to me as
| @ patient. He was back and forth to the hospital. |
was not called the day he the physician
covering was called. " | found out the next day or
$0, probably when the funeral home called me, *
Normally if a patient does not have a on
| their chart, would be initiated and 911 cafled. |
A Form 3020-0007
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i My expectation is that the nurse would start !
I ifa was not on the chart,
On at 2:40 PM, a telephone interview

was conducted with the covering physician who
received the call regarding Resident #1 on
- She stated she was covering for the

auenaing physician on . but doesn "t

remember the call as she stated she covers 1000
| patients. When asked if she was informed the
| resident was a Full Code and he was not
; : » she stated, " | apologize, but I don '
| tremember. *

Review of the Resident #1 ' s Admission

Agresment revealed; page 31 of 39 Advanced

Directives Acknowledgement with the following

language: | understand that | do not have to sign

or implement an Advanced Directive in order to

be a resident at this Healthcare Center. |

; understand that | may implement an Advanced }

i Directive at any time during my stay in the facility. |
Itis also my understanding that | may ask at any /

I time to review Advanced Directive information or

| my Advanced Directive (s) and ask questions |

| may have concerning them. | may revoke any

| Advanced Directive (s) at any time that | have

f made. | understand the facility ' s staff cannot

give legal advice, but can answer questions

concerning Advanced Directives, | have the

following designations(s) and my copies have

been provided to Health Care Center, Aline was

drawn through the blank spaces in front of all the i
choices which were: Living Will or Direction to

| Withhold Life Sustaining Procedures, -

! ! 7Yellow HRS Form,

j Heaith Care Surrogate, Health Care Proxy,
| Durable Power of Attorney, Financial Power of [
I
|

Attorney, Medical Power of Attorney, Guardian
Financial or Medical, Anatomical Gift, Other:
L R OF
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Physician Statement of Incapacity, Funeral Home
Selection. The form was initialed by the resident
and witnessed by Employee H on .

I /

|

[ Review of the resident ' s Admissions f

paperwork revealed a second form fitled

Advanced Directives Acknowledgement (no page |

number) with the resident ' s initials beside the f

sections 1. | have been given written material

! about my right to accept or refuse medical and J

| surgical treatments and my right to form |
Advanced Directives, 2. | understand that | am f

| not required to have an Advanced Directives in

| order to receive medical treatment at this health ;

| care faciiity and 3. | understand that the term of ;

| any Advanced Directives that | have executed will

| be followed by the health care facllity, physicians

| and my caregivers to the extent permitted by the

i law. The form continues with: Please Check one |

| of the following statements: | have executed an i

| Advance Directive and will provide a copy to the

| facility. { understand that the staff and the
physicians at this facility will not be able to follow
the term on my Advanced Directives until |
provide a copy of it to the staff: or | have not

| executed an Advanced Directive and do not wish
to discuss Advanced Directives further at this
time. The spaces to check either statement were
biank. The form was signed by the resident and

F the Admissions Representative Employee H and
dated .

!

i‘ Review of Resident #1 * s medical record

| revealed a Determination of Incapacity document

| dated and signed by his attending

!\ physician. It included the following language: As

| attending physician for the above stated resident
(Resident #1), | have evaluated and determined

‘i the above stated resident lacks the capacity to
give informed consent to make medical decisions

EForm 3020-0001
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i
I and does not have the reasonable medical

! probability of recovering mental and physical

| capacity to directly exercise rights.

i
f Further review of Resident #1 ' s medical record
| revealed a document titled Activated Medical

| Decision Maker signed by the resident ' s father

| and mother and witnessed by two signatures on

| - The document included the following

| language: The Determination of Incapacity form

T has been completed on . I do hereby

i attest that | am at least .. orolder

| and am willing to become involved in the above

| stated resident’ s health care decisions. | have

| maintained regular contact and am famifiar with
the resident ' s activities, health, refigious and
moral beliefs, so that | can make health care

| decisions, including withholding/withdrawing ife

| prolonging decisions that would be the decisions
the resident would have made, if capabie. | am
willing to produce clear and convincing evidence
upon request. | understand that my role has
become active and accept my responsibility,
which is one of the following Medical Degision

| Maker designations: checked were Proxy and A

! parent of the resident.

|

| Review of Resident #1' s medical record

| revealed the resident was discharged to the
hospital on and readmitted to the

| facility on - His admission paperwork

| did not include documentation that his Active
Medical Decision Maker, his father, was given

| information on Advance Directives. There was no

t‘ " Advanced Directives Acknowledgement " form

| in the admission paperwork for the Resident ' s

I! readmission to the facility.

Review of Resident #1 * s medical record

|
H
.‘
N 201 |
i
|
|

|
|
|
H
|
i
I
|
|
|
i
|
|
|
|
|
I
|
|
‘
|
|
|
i
|
/
|
:
i
i
|
i
I
H
i
|
|
!
:
|
|
I
|
|
|
|
:
,
L
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‘! revealed the resident was discharged to the | I‘
; hospital on and readmitted on i\
i
|
i
|
i
|

on Advance Directives. There was no "
Advanced Directives Acknowledgement " form in
the admission paperwork for the resident ' s

» readmission to the facility.

Per the hospital discharge summary for Resident
1 dated i Patientwasa

| admitted to the emergency the hospital

| with acute _failure, HCAP

! (Healthcare-associated

advance i, VRE ( . -Resistant

Enterococci) { Yand

( ~resistant .

4 ). During his hospital stay, a

consultation was performed on due to

having noted stools that were positive for oceult

|

- Laboratory data revealed hemoglobin of (
J 8.5 and a platelet count of 335 indicating the
| patient was with occult _ !

) loss. The patient did not show any
signs of active at the time.
$ Recommendations included continue tube /
|

feedings as tolerated; monitor the hemoglobin
| and transfuse on an as needed basis, Resident
| #1 was discharged from the hospital and
i transferred to the skilled nursing facility on
|
J Review of Resident #1 ' s physician orders dated
revealed a Code Status of Full Code.

Review of Resident #1 's complete medical
| record including the closed record revealed no
; { ) form was present.
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|
\J Areview of the Nursing Admission Evaluation

" Tool dated at 3:00 PM revealed: patient
|

H

|

|

arrived via stretcher from hospital with . and

T - The resident has advance
directives upon admission? NO. Are advance
directives in the chart? NO. Activities of Dally
Living: required for bed
mobility, transfers; dressing; and personal
hygiene. Alert to person and non-verbal, skin
pale, warm and dry. Patient not verbal with this
| hurse, but can make faces for pain, rate

regular and audible, pulse rate equal and
. Breath sounds clear.

In place. Has referrals for Physicat

i

|
|
:
|
|
|
:
|
|
r
|
5
i
|
|

Occupational “and Speech o
Signed by Employee C, a Licensed Practical
Nurse (LPN),

|

f Areview of Resident #1 ' s medical record, Social

1 Service Admission Evaluation Tool document

) dated at 5:32 AM (Thursday) Included

| the following information: the resident was

| , had resided with his father in the past, I

| was a high school graduate and had been in the !

| Marines for 10 years. It also inciuded the |
questions with corresponding answers written in
capital letters, Does the resident have advanced l
directives? INCAPACITY & HC (health care) |

| PROXY ON CHART; Does the resident have a

i legal representative? YES, (the resident ' s father

''$ name and phone number), What is the

resident ' s code status? FULL CODE. It was

| Electronically signed by Employee G.

Areview of the Admission Minimum Data Set
1 (MDS) assessment dated revealed
| under Section C ( Patterns): Staff {

|
i
|
|
i
I
|
H
|
i
I
i
]
|
|
|
|
|
I
|
I
i
]

I Assessment for Mental Status: Short term
memory: memory problem. Long term memory:
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| memory problem. : skifle for Daily
f Decision Making: severely . Under

r Section D {Mood): Staff Assessment: feeling or

| appearing down, depressed, hopeless. Trouble

| falling or staying asleep or sleeping too much;

; Feeling tired or having little energy; Trouble
concentrating. Under Secrinn G (Functional

[ Status): of one person
assistance required for bed mobility and dressing;
[ total dependence required for eating and

Z personal hygiene. Under Section H( -
| Bowel): Always of bowel anr L

} Under Section | (Active Diagnoses): failure

[ and . Under Section K (Swallowing

L and Luv anmen uwtus): Height 66 * ; weight 111

| pounds; loss of 5% or more in the last month or

{ loss of 10% or more in jast 6 months-yes:

4

Faeding tube. Under Section M (Rlin Conditions):
Arisk of developing . Under
Section Q (resident ' s Overall Expectation);

| Expects to remain in this facility, by family,

|

On at 1:15 PM an interview was
Conuutiea with Employee G a Social Services
Assistant regarding Resident #1 ' < Sanint Service
Admission Evaluation Tool dated and
| timed 5:32 AM, approximately 13 minutes prior to
f’ the resident ' s 1. When asked, Employee G
stated he probabiy tilled in the information based
on prior admissions. He stated he was going to
speak with the resident ' s family and he
confirmed that the resident had a health care
proxy and a Determination of Incapacity. He
confirmed that the resident was a Full Code on
previous admissions and remained a Full Code
| because there was not a signed in the
medical record. He stated that his plan was to call
{ the family and inform them of their right to
r formulate an advance directive for the resident,

He further stated that the facllity procedure in
\Form 3020-6001
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regards to advance directives required the
Admissions Department to speak to residents on
! admission, advance directives are then
addressed in the Nursing Admission Assessment
and the Social Services Depariment reviews the
information with the resident and/or the family.

|
/

|

]

|

| |

‘J On at 1:20 PM an interview was i
conaucted with the Social Services Director |

) (8SD) regarding Resident #1. Per the SSD. she /

i spoke to the resident ' s father on after

I 'he was readmitted on . She confirmed

| that his parents were making the decisions

/ regarding his care and were designated as his |
Activated Medical Decision Makers at that time. |

J She stated that the father was given information
in regards to formulating an advance directive. }
SSD states, * If he wanted him to bea , we |

| would have mailed him the paperwork. " She

! also stated that she had not spoken to the father

| When the resident was admitted on i

| She stated that the resident was designated ac g

Full Code since his original admission in of

2014 and had never had a paper in his

/ medical record,

|
|
|
|
|

Directives " (Revised 2008), revealed a
policy statement: * Advance directives will be
} respected in accordance with state law and
facility poficy.  Policy Interpretation and
Implementation, section * 1. When aresident is
admitted to our facility, the Social Services

| Director (SSD) or designee will provide written

} information to the resident concerning hisfher

| right to make decisions concerning medical care,

f including the right to accept or refuse medical or
surgical treatment, and the right to formulate

AForm 3020-0601
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f advance directives, " " 3. When a resident is

( admitted to our facility, SSD or designee will
inquire of the resident, and/or histher family
members, about the existence of any written

| advance directives. " Policy Interpretation and

! implementation, section " 5: In accordance with

J current OBRA definitions and guidelines

| governing advance directives, our facility has

] defined advanced directives as preferences

| regarding treatment options and include, but are

! not fimited to: b. ~Indicates

J that, in case of or failure, the
resident, legal guardian, health care proxy, or

| representative (sponsor) has directed that no

| { orother

; fire-saving methods are to be used. *

Areview of the facility policy: " Emarmency

Procedure:

2" (Revised 2011), documented the
policy statement: " Personnel have comnleted

| training on the intiation of )

¥Basic Life Support (BLS)in

VICTimS ot sudden .

Policy and interpretation and Implementation- *

1. is defined as inadequate
resulting in insufficient flow

wroughout the body (pulselessness). 2. Sudden

i - (SCA} is a leadina cause of .

| In adults. 3. Victims of ‘many initially

| have gasping or may even appear to

1

Il

|

be having a - Training in BLS includes
recognizing the presentations of SCA, 4.
| The likelihood of recovering from SCA due to an
| acute event (such as . ) differs
| substantially from the likelihood of recovering
from that the end result of
| multi-system failure and advance irreversible or
conditions. 5. Depending on the
| underlying cause, the chances of surviving SCA

N201

i
1
i
|
H
|

|
|
|
i

|
|
|
|
|
“ I
|
|
|
|
|

I
i
|
H
|
i
|
i
|
|
|
i
|
|
i
i
i
|
]
|
i
H
i
i
i
i
|
i
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I may be increased if is inifiated immediately

i‘ upon collapse. 6. Any unnecessary interruptions
in chest compressions (including longer than

| necessary pauses for rescue breathing)

decreases effectiveness. 7. In potentiaily

reversible snuations, early delivery of a

| with a defibrillator plus within 3-5 minutes of

| collapse can further increase chances of survival,

i 8. The goal of early delivery of istotryto

/ maintain life until the emergency medical

i response team arrives to deliver Advance Life
Support (). 9. If an individual {resident, visitor,

or staff member) is found unresponsive and not

breathing normally, a ficensed staff member who

is certified in /BLS shall initiate unlegs:

xaym | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (x5,
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T
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i

l'a. it is known that a |

| order that specifically prohibits and for
external exists for that individiat »
Preparation for :

! " 1. Obtain and for maintain American Red Cross

| or American Association certification in

| Basic Life Support (BLS/

| ) for key clinical staff

| members who will direct resuscitative efforts,

| including non-licensed personnel. 2. Provide

| periodic Mock Codes (simulations of an actual

} ) for training purposes. 3, Select and
identify a team for each shift in the case of

an actual - To the extent possible,

designate a team leader on each shift who is

[ responsible for coordinating the rescue effort and

| directing other team members during the rescue

1 effort. . 4. The team in this facility shall

j include at least one registered nurse, one

i

|

]

1

LPN/LVN and two CNAs, all of whom have
received training and certification in /BLS. 5,
Maintain equipment and supplies necessary for
/BLS in the facility at afl times. 6. Provide
| intormation on /BLS policies and advance
directives to each resident/ representative upon
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i

T
|
|
;
!
| |
Iadmission, " !
! Emergency Procedure - f
T " the facility 's procedure for i
administrating shall incorporate the steps ‘
covered in the 2010 American Assnciation
Guidelines for |
and Emergency Care or facility g‘
! BLS training material. 2. The basic life support !
! (BLS) sequence of events is referrad toas * i
| C-A-B " (chest compressions, airway, and f
f breathing). This has been revised from the ) |
|
|
|
|

[ previous sequence of " A-B-C " (airway,

‘* breathing, chest compressions). 3. Begin i
I the aduit victim is unresponsive and not breathing
!‘ normally (ignoring occasional gasps) without

| assessing the victim ' s pulse. 4, Following the
inifial assessment, begin with chest
compressions rather than opening the airway and
delivering rescue breathing. 5, All rescuers
trained or not, should provide chest

H
I
H
i
]
]
|
i
|
i
compressions {0 victims of .6 |
1 Delivering high-quality chest compressions is |

ossential: a. push hard to 3 depth of at least 2 ‘f

inches (5 cm) at @ rate of at least 100 {

compressions per minute, B. Allow full chest f

recoil after each compression. C. Minimize |

interruptions in chest compressions. 7. Trained |
f rescuers should alse provide with a |
| compression - ratio of 30:2. * |
!‘ Areview of the facility policy: " Admission j

Assessment and Follow Up: Role of the Nurse * j
from the Nursing Services Policy and Procedure |
Manual (Revised 2012). The purpose |
of this procedure is to gather information about |
the resident ' s physical, emotional, - s and |
| psychosocial condition upon admission for the |
purposes of managing the resident, initiating the I |
F care plan and completing required assessment |
instruments, including the minimum data set f |
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(MDS). " Steps in the Procedure: * 10.
Determine if the resident has existing advance
J‘ directives. If so, initiate the process of obtaining a
| copy for the medical record. If not, provide the
| resident with information on his/her right to have
| advance directives and initiate the process of
| establishing them. " Documentation: * the
i following information should be recorded in the
resident ' s medical record: 3. All relevant
assessment data obtained during the procedure. i
_r | |
,i 4. 0n at 5:00 PM an interview was
I conducted with the NHA. In regards o the facility J i
i response to the incident of Resident #1 not |
J‘ receiving when necessary she stated, " We |
| started an investigation and a Quality Assurance |
| Performance Plan (QAPY) immediately. We sent |
| the ADON home for the day on suspension. We |
| reviewed the policy and procedures for advance !
directives, . Code Blue Roles and i
Responsibilities, and the Emergency Procedure ]
i
|
I
i
|
H
|
{
]
i

|

|

{ for . We interviewed the staff regarding their
ability to verbalize the process. We normally

/ complete an audit of the advance directives and

i orders monthly. The SSD initiated an
immediate audit for Advance Directives and

i for the entire resident population and it was

f completed by , 2015. We were

| monitoring / reviewing the charts of residents who

,‘ expired, We started in-service training regarding

| advance directives and and called a Code

| Blue Drill. Multiple interviews of the staff were

| initiated to ensure the direct staff knew about

| advance directives, and when to call a code.

| Training was conducted in for the entire
facility. The DON did immediate in-servicing with
the ADON and we completed a Federal report,
We have been conducting weekly QA meetings
regarding the event. These meefings will continue
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weekly through and then occur monthly,
When asked when staff training had been
| conducted prior to the last couple of months, she
| stated, " we do it routinely and new hires get it at
| orientation, * When asked how the facility audits
( the employee records for current “she stated,
" the Human Resource (HR) manager does an
| audit, which includes reviewing cards. "
When asked if the event had been presented to
. the QA committee with an action plan she stated,
i "Yes".
{On the NHA provided a " QA Book * , it
| contained the Quality Assurance Performance
| Improvement Plan for review. The tool was
dated and signed by the Quality
Assurance team including the Medical Director on
i - Areview of the information provided
| revealed policy revisions dated sfor "
", " Advance
Directives " which includes * Code Blue Roles
| and Responsibilities " and " Emercency
| Procedure - . I
| Review of these revisions revealed the following
| refevant changes: " Code Blue Roles and
.| Responsibilities " (no effective date). "Inthe
) event that a resident is found in
i
I

the person discovering the should

immediately notify a nurse of the situation. A

J teammate should page overhead that there isa

| Code Blue and the location of the code. All

| avallable teammates are responsible to respond

/ to & Code Blue Page, The nurse is responsible to
immediately assess the resident to determine if
the resident is in B .The

I resident’ s medical record will be obtained to

| determine if the resident has a ( )document

" in their record. (may check YELLOW BINDERS

| at each nurses station for status) if the

| is noted then there will be no further interventions
implemented as per the resident' s advance

{Form 3020-0001
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directives. If there is no in the medical
record then is to be initiated on the resident,
Nurses are responsible for the implementation of
( on the resident. The nurse assigned to the
| Tesiaent will act as the TEAM LEADER of the

I code situation. Certified Nursing Assistants who
are

|

|

i

H

I
sz"
Il
!
|
|
i

certified may be directed to assist with
at the direction of the nurse, "
On signature sheets were nrovidgd

for the following in-services. dated i, Y

, 59, A 2 617, " ,and
- In addition mock * Code Blije " drills
were done on s s s .
documents that were provided to the survey team
were reviewed. A comparison was made between
1 the in-service signature sheets and the master list
of all employees. The comparison revealed that
| as of +91% of licensed nurses and 97%
f of the unlicensed staff had completed the training.

|
|
I
|

i

‘n‘ Interviews with the facility staff regarding

[ advanced directives, and Code Blue drills
were conducted in order to verify staff knowledge.
The following relevant interviews were obtained;

On at 4:24 PM, an interview was

j conducted with Employee C a nurse; she stated

| she worked full time on the 7:00 AM -3:00 M

| shift. She stated she had been part of a mock

| Code Blue drill a couple of months ago and that

g we Just had an in-service on where to find the

i forms, in the yellow book. * When asked

i how she would respond if a CNA said a resident

| was unresponsive she stated she " would check
the resident, have someone at the desk check

| the book. | would initiate ontit

I determined if the resident had a order then |

| would stop S

I

r
|
|
J
|
|

|
|
|
|
|
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N 201 [ Continued From page 22
/ On at 4:32 PM an interview was

| conducted with Employee D a nurse, who stated
| she worked full fime on the 7:00 AM -3:00 PM

| shift. She stated she had training on s

J advanced directives and participated in mock

| Code Blue drills a few months ago and again in
| . She also stated " If | found someone

| unresponsive; | would start . shout for
| someone to go to book. If they were a R
I 1 would stop - Fwould call the physician and

 family. If they were a full code | would keep going
i untll the paramedics come. *

On at 4:40 PM an interview was
! conducted with Employee E a nurse, she stated
{ she usually worked as needed on the 3:00 PM
1 -11:00 PM shift. She stated that during
f orientation they discussed advance directives and
I orders. She had training in the last couple of
months on advance directives and did a mock
Code Blue drill also. If a resident was found
unresponsive she stated she would, " check the
resident, yell for help, and send someone to aet
| more help. | would start .Thereisa

book; 1 would send someone to check. If  have
staried and find out the resident is a
| then T would stop. | would start before |
| knew if they were a ornot. "
i

i
|
i

at 7:22 AM an interview was
conducted with Employee F a nurse, he stated he
1 usually worked the 11:00 PM -7:00 AM shift, He
| stated " We had a Mock Code Blue training
[ recently. We recently had a class on advance
| directives and - " The training included:
i making sure we have advance directives, if
j resident is » speak with the family, check
j the chart for the yellow form, make sure a
| POAIs in the chart also. He was asked what he
would do if he found an unresponsive resident, he

|
|
|
|
|
|
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stated " first assess for breathing, call a code,

+ call somebody by name to call 941. Check Vitat
signs, call for crash cart. Call another person {6
look at form. | would start compressions

| right away, and if found they were a “would
stop compressions, *

H
I
f During the interview conducted on at
| 5115 PM with the DON she stated that what she
| would expect that if a resident was found
! unresponsive and had a Full Code status the
| nurse should start . She was asked if a |
( nurse should start prior to finding out about f
aresident's order. She stated, " The nurse |
!‘ should know if the resident is a or not before |
theystart  if the nurse starts and finds |
/ out the resident is a . the nurse can stop. i
| That is what | was told during my class. " i
| When asked if that was in the facility poficy, she
| stated, " Itis not in our policy, so | do not teach
| that in the in-service classes. * The DON was
| informed that 3 out of 7 nurses interviewed so far |
i‘ stated they would start when they found an }
| unresponsive resident and then stop if they
| found the resident was a . She was asked if
| the facility conducted training since the event. !
[ She stated " yes, we started in , after the
| event and we have given in-services again
| recently. " This training covered orders and
| advance directives. The training is also being
done on orientation. She stated, " We did the
| training for the whole month of , because ]
we had to get everybody. And then we justdid it I
again. In addition, a Quality Assessment
Performance Improvement (QAPI) was started,
| the day of the event. The Quality Assurance {QA)
| committee was informed. We did training with the
| CNAs and rurses and also preformed mock code
blues. " When asked if fraining had been
performed in the past, stated, " Yes, the
XForm 3020-0007
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!

|

|

T

f | |

.i in-service is done yearly and during orientation. * ! ’

| In addition, the DON was also asked, how the { |

| facility audits the employee records for current | i

| . she stated, " when we have new employee i |‘

| starting Human Resources (HR) sees the card | |

| and then the ADON checks the card after J I

[ that. All nurses are supposed to be certified, |

" When asked if the facility had audited the ! |

employee recerds for current , she stated " | |

! Yes, the ADON audits monthly and HR does | |

| iton hire. * The DON stated the S§ department i |

| monitors, audits the advance directives, and ! |

| reviews orders monthly. The DON stated ‘e i

" the event had been presented 1o the Quality i |
1 Assurance (QA) committee and an action plan

|‘ and plan of correction was put into place. The [ (

| DON completed the Federal report and reported it i

| to the corporate nurse. The DON stated, " The i

; direction I got was to do education, and do mock |

codes, and file a federal report. " !

|

|

I

i

|

|

|

i

|

H

|

i

|

|

|

|

|

|

| On &t 2:00 PM, an interview was

‘ conducted with the NHA and the DON to review
the content of the training in-services. The NHA
and DON stated, we went over the following

j policies: policy (which included what to lpok
for, orders and book, where to find the

| paper, eic.), Advance Directive policy and Code

| Biue policy (described a mock code blue, if staff

1‘ walk in on an unresponsive resident what you

| would do), and the Emergency procedure policy.

| It was a verbal presentation and every nurse

| received a packet. The expectation was for

I nursing / CNA staff to receive training by the first

| QAP meeting. By the first QAPI we were almost

at 100%. The concern regarding interviews with 4

of 8 nurses on and - by the
surveyor which revealed the nurses would start

! prior to knowing the resident* s code status

was discussed. The DON stated, " That is not
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|

i what they were trained to do. * The NHA and the
+ DON stated they would begin refraining the

! nursing staff that day.

[

I'on at 1:00 PM an interview was

| conducted with the NHA and the Corporate Nurse
| {CN). When asked when the Policy and

| Procedure for advance directives and were
' last reviewed, the Corporate Nurse (CN) stated "
| the Policy and procedure for advance directives

| and was reviewed and
updated on *, after the event with
Resident #1. He further stated that the |
Emergency Procedure was also updated, ;

N201| Continued From page 25 N201 f
|
|

i
|
| which included the Code Blue Roles and
} Responsibilities.

1
15.0n in-service signature sheets were
| reviewed for refraining of the nursing staff,

! regarding advance directives, ) . and

i code blue drills. The NHA verified that all nursing

| staff with the exception of one employee that was
] unavailable had received the in-service retraining,
| The NHA verified that this employee will not

| return to work until they have received the

| etraining. On interview it was confirmed after the
i re-training, the nurses were able to verbalize the

| Policy and Procedures: Advance Directives, y
| and Emergency Procedure: and Code Blue.
; Interviews were conducted with 21 out of the 31
nursing staff members on

| and . All staff members intérviewed

j were familiar with the policy and able to verbalize
| the correct procedure,

|

| On at 3:40 PM an interview was

i conducted with the NHA. She was asked how the
facility was going to ensure that residents had
Advance Directives which accurately reflected
their wishes in their first 14 days of admission |
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I
|
| since Residents #2 and #4 ' s advance directives
i had not been addressed and they were both
+ recently admitted. She stated she met with the i
J S8 department and said that all residents i
admitted in the last 2 weeks or since W (
i would be reviewed regarding advance directives
| and the reviews would be documented in the l
| progress notes. When asked how the facility was |
/ going to address blanks in the Advance Directive |
| Acknowledgement form she stated the Regional |
| Business office will do a complete audit of our I
I admissions for completion; will audit immediately }
| to ensure the paper work is being filled out
| correctly and completely. {
i
]
|

{
! On the facility provided the following
! note writien on facility letterhead and dated
| signed by the NHA:
Social Service: In regards to assuring that
( residents are given the opportunity to
| discuss/choose an advance directive, 100% of all
i admissions from forward have been
reviewed by the Director of Social Services and a
progress note regarding same has been added to
these records as an addendum to the initial
assessment done at the time of the admission.
Admissions Contract: In regards to assuring that
| residents are given the opportunity to
| discuss/choose an advance directive, 100% of all
r admissions contracts from o
|

have been reviewed by the Admissions
| Coordinator to ensure completion of all forms i
| including the advanced Directive
[ Acknowledgement. J
|

J On at 9:50 AM an interview was

“ conducted with the NHA and the Corporate Nurse

I {CN). They stated they had initiated an audit on
all admissions since .

| department revisited each resident and wrote a

A Form 3620-0001
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N201 [ Continued From page 27 N 201 ’ I
I . .
| Progress note for each medical record to provide j !
| doc ion. The Admission department | [
| went through all admission paperwork for | i
residents admitted on +forward to / /
H
|
i
I
|
I

1 Admissions department has been re-educated by !
| the NHA regarding completion of admission ]
I agreement forms, with attention to the resident

rights portion and advance directives, including x
not leaving blanks and having correct dates. The

| NHA stated she would review advance directive |
| paperwork on all new admissions. They also

| stated that the Admissions department will do an

| audit of the paperwork for all admissions for the

| next three months. They said that after three

| months they would begin a monthly random audit

| that would be discussed at the QA meelings.

i‘ They further stated that at the time of admission,

{ the nurse will verify advance directives and

|

document on a progress note. All new
admissions will be reviewed at the daily clinical

meeting and advance directives will be a focal I/
point at that time; this will occur on the weekends |
| as well. Social services will continue to assist the
resident with development of advance directives
i and will document on a progress note. They
| stated that each resident ' s advance directives
will be discussed at their 14-21 day and quarterly
care plan meetings. The expectation is that if a
| resident wants anything changed between the 14
| day care plan and quarterly care plan meetings
f they will approach the facility staff or if staff
| notices & change in condition that it will be
iJ re-addressed with resident,
|
|

| CLASS |
|
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK

N2 SECRETARY

, 2015

Administrator

Excel Rehabilitation And Health Center
2811 Campus Hill Dr

Tampa, FL 33612

RE: CCR #2015005834
Dear Administrator:
On , 2015- , 2015, a survey was conducted in your facility by representatwe(s)

of this ofﬁce Your facility was found not in substantial compliance with the particif
requirements. A partial extended survey was conducted , 2015,

The findings of the survey revealed Immediate Jeopardy at

NO201 - 8/S: J - 400.022(1)(}), FS -- Right To Adequate And Appropriate Health Care
F0155 - S/8: J — 483.10(b)(4) - Right To Refuse; F Advance Directi

F0156 - S/S: J - 483.10(b)(5) - (10), 483.10(b)(1) - Notice Of Rights, Rules, Services,
Charges

F0224 - S/S: J - 483.13(c) ~ Prohibit Mists eglect/
F0281 - 8/S:

ppropriatn
-~ 483.20(k}(3)(i) -- Services Provided Meet Professional Standards

F0282 — S/S: J - 483.20(k)(3)(ii} - Services By Qualified Persons/per Care Plan

F0480 - S/S: J - 483.75 - Effective Administration/resident Well-Being,

identified on , 2015, which was removed on , 2015,

Your fac:litys noncomphance with F0224 -- S/S: J -- 483.13(c) -- Prohibit

Mi: priatn has been ined to constitute substandard
quality of care as defined a( §488.301, Sections 1819(g){5){c} and 1919(9)(5)((;) of the

Social Security Act and 42 CFR 488.325(b) require that the ian of the

affected resident, who was found to have received substandard quahty of care, as well
as the State board responsible for licensing the facility’s administrator be notified of the
substandard quality of care. In order for us to satisfy these notification requirements,
and in accordance with §488 325(g), you are requnred to provude this office with the name
and add of the g phy of the affi in your facility within 10
working days of your receipt of this letter. Please note that, in accordance with
§488.325(g), your failure to provide this information timely will resuit in termination of
participation or imposition of alternative remedies.

As a result of the survey, this Agency is forwarding a copy of the CMS-2567 to the Centers for
Medicare and Medicaid Services (CMS) and a copy of these results to you.

St. Petersburg Field Office

525 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL 33701

Phone:(727) 552-2000; Fax(727) 5562-1162
AHCA MyFlorida.com

Facebook.com/ACHAFlorida
Youtube.com/AHCAFiorida
Twitter. com/AHCA_FL
SlideShare.net/AHCAFlorida
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You will not receive a copy of this jetter and attachments in the mail; you will only
receive this faxed report.

CMS will communicate with you after they have received this documentation.

Your POC must contain the foliowing:

. What corrective action(s) will be accomplished for those residents found to have
been affected by the deficient practice;

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

. What measures will be put into place or what systematic changes you will make to
ensure that the deficient practice does not recur; and,

. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place.

Recommended Remedies:
Remedies will be recommended for imposition by CMS or the State Medicaid Agency.

+ Civil Money Penalty, in an t and ion to be ined by CMS.

» D i y denial of pay for new issi Medi /Medicaid as soon as
notice requirements are met.

¢ Termi of the Medi Ag ffecti , 2015.

Informal Dispute Resolution

In accordance with §488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. To be given such an opportunity, you are required to
send your written request, along with the specific deficiencies being disputed, and an
explanation of why you are disputing those deficiencies, to:

Attention: IDR Coordinator

Agency for Health Care Administration
2727 Mahan Drive, Mail Stop 9-A
Tallahassee, Florida 32308

FAX (850) 414-6946

or
Phone number: (850) 412-4301
IDRCoordinator@ahca.myflorida.com

The IDR request must be sent during the same 10 days you have for submitting a Plan of
Correction for the cited deficiencies. An incomplete informal dispute resolution process will not
delay the effective date of any enforcement action.

The Quality Assurance Questionnaire has long been employed to obtain your feedback
following survey activity. This form has been placed on the Agency's website at
http://ahca myflorida.com/Publications/Forms.shtml as a first step in providing a web-based
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interactive consumer satisfaction survey system. You may access the questionnaire through
the link under Heaith Facilities and Providers on this page. Your feedback is encouraged
and valued, as our goal is to ensure the professional and consistent application of the survey
process.

If you have questions, please contact Jill Sutter at (727) 552-2000.
Sincerely,

Lt

/\g\ Patricia Reid Caufman
. Field Office Manager

PRCIrd
Enclosure



