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§003 Initial Comments §003 | The filing of this pian of correction does | 9/31/25
not constitute an admission of the
An unannounced complaint/incident investigation gg%giaé;}%?gss%h‘:%“;a“; tgfisc g;?etgg’o%niﬁso“
?gmé ﬁ%ggggﬁ'ggf%ﬂ?ggg 1,?535;2 prepared and executed as evidence of the
: ' ! ! ! facility's continued compliance with

86004, 896866, and 99840, was conducted at this applicable law.
residence on 04/22/2025 to determine
compliance with state regulations. Deficiencies
were identified as a result of this survey.

8§ 230 Organization And Management 2.4.13.A 5230
Management Of Services

eived 7
WAY 15 9075

2.4.13 (A/B) Managemaent of Services

A. Each residence shall provide services with
adequate professional and ancillary employees P

; iagion
and in accordance with applicable state law. ;_‘K?ﬁ Facifies Heguiat
Further, the residence shall assure that all VL
services are rendered in a safe and effective ;
mannet and consistent with the requirements \;)
herein. The residence shall provide alf care and 5
services to all residents in accordance with the N
prevailing community standard of care. )

This Reguirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed to provide
care and services in accordance with the
prevailing community standard of care relative fo
administering medications in accerdance with
written physician's orders for the singular resident
reviewed for oxygen, Resident iD #1.
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Findings are as follows;

Record review of ID #1 revealed he/she was
admitted to the residence in September of 2023
with a diagnosis that includes, but is not limited
to, chronic obstructive pulmonary disease
(COPD).

Record review of progress notes dated 4/18/2025
revealed an eniry that reads in part, "...CNA
{Certified Nursing Assitant) reported to this writer
that resident had turned [histher] O2 (oxygen) NC
{nasal cannula) fo 4L (liters), Call placed to doctor
to confirm O2 orders..."

Record review of the resident's physician's orders
as of 4/222025 failed to reveal that the resident
had an active order for oxygen.

During a surveyor observation and interview with
the resident on 4/22/2025 at 115 PM, he/she
revealed hefshe has been on oxygen for
approximately eight years and uses it one to two
times a week.

During a stirveyor interview on 4/22/2025 at
approximately 2:30 PM with the Executive
Director and the Director of Wellness, they
acknowledged the resident did not have an active
physician's order for oxygen.

8 365 Residency Requirements 2.4.16.D Resident
Assessment/Service Plans

2.4.16 (d) Resident Assessments and Searvice
Plans

D. The assessment shall be reviewed and a

S 365

Resident ID#1 orders updated fo
reflect accurate oxygen order.

Resident ID#1 self-med assessmen
completed on 4/25/25.

“lin-servicing to be completed with

S nursing staff on appropriate 02
/ / |orders.
P

Housewide audit to be completed by
5/16/25 to ensure all residents
utiizing oxygen have an active ordern

WD and/or Designee will audit 100%
of residents on 02 weekly x4 weeks
then monthly x5 months to ensure
all residents on 02 have active ordet
for oxygen. Results of audits will be
reviewed in Quarterly QA x2.

f
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intervais not to exceed twelve (12} months and
each time a resident's condition changes
significantiy.

This Requirement s not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence failed to
review the assessment at intervals not fo exceed
{12} months and each time a resident's condition
changes significantly for the singular resident
reviewed for oxygen use, Resident iD# 1.

Findings are as follows:

Record review of ID #1 revealed he/she was
admitted to the residence in September of 2023
with a diagnosis that includes, but is not limited
to, chronic obstructive pulmonary disease
{COPD).

Record review of progress notss dated 4/18/2025
revealed an entry that reads in part,
"...CNA(Certified Nursing Assltant) reported to
this writer that residenf had fumed [histher} 02
{oxygen} NC (nasal cannula) to 4L (liters), Call
placed to doctor to confirm O2 orders..."

Record review of a document fitled, Merician
Eval-RI-V9 dated 2/4/2025, Section M reveals the
following:

-Resident requires or request administration of
medication

-Resident is unable to self-administer
medications

Resident [D#1's assessment and
service plan were redone on 4/25/2%
to accurately reflect independent
oxygen use.

fn-servicing to be completed by 5/16
on correctly identifying oxygen use
in assessment and service plans for
residents. Education on-going for
RNs completing assessments in the
community.

House wide audit of all residents
utilizing oxygen to be completed by
5/16 to ensure oxygen use is
capiured on assessment and servics
plan.

W

Create schedule of assessments
due by 5/9/25.

Contract with RN 40 hrs/week to
focus on assessment compliance
by 5/31/25.
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§ 365 | Coniinued From page 3 $ 365 Complete a minimum of 5
assessments per week through

-Resident does not use oxygen 5/31.

During a surveyor observation and interview with Complete a minimum of 10

the resident on 4/22/2025 at 1:15 PM, he/she ™ assessments per week thereafter

revealed he/she has been on oxygen for i with expected compliance by 6/15.

approximately elght years and uses it one to two Qj /
times per week. 7

e ED and/or Designee will audit 25%
During & surveyor inferview on 4/22/2025 at AN g; gg?;pt'iﬁigf tgoanisﬁftﬁ)"geﬁése;‘(? A
approximately 2:30 PM with the Executive vy weeks then %onthf % 5months y
Director and the Director of Wellness, they Results of audit )h b . di
acknowledged the comprehensive assessment ESulls Ot auaits will be revieweda Ir
dated 21412025 was completed for a change of Quarterly QA x2.

condiion and It inaccurately reflects the resident's
need for oxygen and does not accurately refect
the resident is seif-administering the oxygen.
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