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F 000 INITIAL COMMENTS F 000

- An ynannounced Medicare/Medicald standard |
| survey was conducted 6/13/16 through 6/1 5M16. .
i Corrections are required for compllance with 42
' CFR Part 483 Federal L.ong Term Care
requirements. The Life Safety Code

survey/report will follow.

The census in this 32 certified bed facility was f ;
272t the time of the survey. The survey sample
consisted of 10 current Resident reviews
(Regidents 1 through 9 and Resident 11yand 1
closed record review (Resident 10).

F 328 483.25(k) TREATMENT/CARE FOR BPECIAL F3z28
$5=D! NEEDS

- Tha facility must ensure that residents receive
proper ireatment and care for the following

| special services:

' Injections,

- Parenteral and enteral fluids,

: Colostomy, ureterostomy, or lleostomy care, ; ‘
- Tracheostorny care; 1 i
' Tracheal suctioning; i g '
| Respiratory Care,
' Foot care; and

| Prostheses.

This Requlrement is not met as evidenced by:

| Based on observation, resident and staff

| interviews and clinical records it was detarmined
the facility staff failad to provide oxygen
administration per physician's orders for 1 of 11

| rasidents (Resident #7.)

|

Findings: ‘ %ggi} ’
Facliity staff failed to follow current physician's ' %ﬁ @g@ bt
 orders for oxygen sdministration for Resident#7. |

LABORATORY DIRECTOR'S DR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE TITLE
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mant arding with an asterisk {*) danotes a daficidhcy which the institution may be excused from corracting providing It is determined that
othar gafeguards provide sufficient protection to the patients. (5ee instructions.) Exocapt for nursing homes, the findings stated above are disclosabla 90 days
fallowing the date of survey whathar or not a plan of correction iz provided. For rursing homes, the above findings and plans of correction are disclosabla 14
days foliowing the date these docurents are made avallable to te facility. If daficiencles are cited, an approved plan of correction Is requisite to confinued
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F 328 Continued From page 1 F 328 !
| Regident #7's clinical record was reviewad on ’

6/15/16 at 9:00 AM.

The resident was admitted to the facility on

| 5/19/16. Her diagnoses included pneumonia,
gtrial-fibrillation, chronic ohstructive puimonary
disease and hypertension.

Resident #7's latest MDS (minimum data set)
| assessment dated 5/26/16 coded the resident
I with minimal cognitive impairment. The resident
| was coded as moderately Impaired visually. Short
| & long term memory were not coded.

' The MDS coded the resident with required facility |
| staff aesistance for all ADLS (activities of dally
living) including eating. The resident's

- communication ability was unimpairéd. She
 communicated her ngeds effectively &

| understood the staff when raquired.

} The resident's MDS was coded with daily oxygen |
use during the 14 day {ook-back period. \
Resident #7's CCP (com prehensive care pian)
implemented on 5/20/16 (and goal dated 8/241186)
included the problem "At rlsk for alteration in
 cardiac/resplratory ... d/t Afrial Fib wiRVR, Acute
; On chronic obstructive pulmonary diseass..and
- savere pulmonary hypertension.” Interventions
included oxygen per order.

e i

Resident #7 had a signed physician's order,

dated 5/20/18, for "Oxygen (O2) at 3 Limin

(liter/minute) per nasal cannula.” The diagnosis
| was for chronic obstructive pulmonary disease.

On 6/14/16 at 8:15 AM the surveyor abserved
Resident #7's nurse (LPN I)during & medication
| pass. The resident was seated in her room and

i

ECEIVED

FORM CMS-2687(02-89) Pravious versions Obsoleta

INYTH

i continuation sheet Page 2 of 4




a7 1a/o01R 15047 FAK TTRES341508

KIHGS GRANT H O

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

W U

printed: 07/05/2016
FORM APPROVED
OMB NO. 0928-0391

STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCT ON (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
485408 BWING e 06/15/20116
MAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, ZIP CODE
KING'S GRANT RETIREMENT COMMUN 150 KING'S WAY ROAD
MARTINSVILLE, VA 24112
e SUMMARY STATEMENT OF DEFICIENCIES ; o PROVIDER'S PLAN OF CORRECTION ol
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE ;o ggfg on
TG ORLSC IDENTIEYING INFORMATION) TAG CROZS-REFERENCED TO THE APPROPRIATE
; DEFICIENGY)

E 328! Continued From page 2
had a nasal cannula in place. The tubing

nitestand and was in a plle on the floor in
| The resident told the nurse she was *not

tubing. The surveyor abserved the tubing

| surveyor pointed out to LPN | that the O2
| concentrator was running at 3 LUmin--but

PN | obtained a new tube and attached
 spare cylinder of oxygen in the resident's
I The surveyor requested for LPN o take

 receiving 02 for 16 minutes, at 9:38 AM,
| resident's pulse ox wWas 98%.

that would cause prieumonia.”

!
. Rasident #7 sald she had called the staff

' room twice during the middle of the night
tubing. She sald they just "fiddled around
- and went back out.”

| survey team with the facility palicy regard

humidifier bottles on O2 concentrators.

fram the resident, across her bed, past the
| the oxygen concentrator--which was running.
 breathing well and had water running through her i
oxygen tubing. The nurse began to Inspect the
water throughout the length, yet none was caught |

in the “frap” which was lying on the bed, The

' tubing was not connected to the cancentrator.

' (pulse-ox (pulse oximetry) reading on the i
resident. At 9:22 AM the reading was 84%. After ?

At this time the resident told the surveyor her
breathing was better. She stated, "Last the water
was running Into the tubing and down my neck. |
‘ was afraid to swallow it because I've been told

The administrator was informed of the surveyor's
| findings on 6/15/16 at 11:20 AM. She provided

: F 328 :‘
reached

front off

had

the

ittoa
room.
a

the

into her
to fix the ‘
withit

ng

maintenance of residants using oxygen and the
home haalth dirsctive regarding management of 1
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The policy did not contain any directive about the |
air tubing, other that normal usage and cleaning.
' The home cars dlrectlons cautioned staff, "DO
NOT fill the bottle over the maximum fine; it will
result in water getting into your tubing and
possibly in your nose, or it could result inthe

' blockage of your oxygen flow.”

| No additional info was provided prior o exit.
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1. Arespiratory a

‘ physician was notified of the assessme

1 Physician discortinued Resident #7 molsture trap frorm oxyges whing.
gtaff per physician crdes. Resident

#7 stable with no further comp iced nor signs/ symptorms of

distress noted. Assessment and physician follow-up completed 6/14/16.
rasidents with physician orders for axygen ware assessed for
All oxygenated residents were assessed

for oxygen tubing were propery

‘ Moistire trap wa
?
t

2. Al
pxygen administration delivery.
to daterming that all
placed and connected. Allm
moisture collection amounts.
assessed to detenmine any con
audits revealed all as compliant-
completed 6/15/16.

3. Respiratory policies an

the nurse. The conna

respiratory assessment.

oxygenated residents for 3 montl

Team monthly for 3 months for any
nased on the audit results, The COR Team consists of the Executive
Director, Administrator, DI
Coordinator, Sccial Services Coor

Director.
5. All above noted corrective action will be completed by 712816,

tha rasults of the

INYTH

ssegsmert was completed by a licensed nurse and the

s removed by nursing
lalnts vo

cofnection points
gisiure tra)

All oxygenated residents nasal cannula was
densation along the tubing fine.
no additional issues noted. 100% Audits

d procadures were reviewed and updated to
clarlfy oxygen administration. Policy modification indicates that all
oxygenated residents are 1o have tbing taped at all connection points by
ctlons will be taped with every tubirg change. Staff
educated on Respiratory policy change- taped conmections and overall
Education provided on oxygen administration
and monitoring the rasident recelving oxygen including proper resident
axygenation, tbing / nasal canmu
changes. Policy revision and staff education completed by 7/25/16.

4. Director of Nursing / Nurse Supervisor will conduct 100% audt of all

3 hs Lo ensure residents ara being property
‘ oxygenated - with cannula connections maintained and without moisiure /

{ condensatl

ja change,

on collection along tubing lines,
audits 1o the Clinical Outcomes Review (COR)
revision of plan recormmendations

rector of Nursing,
dinator, Dietary Manager, and Therapy

nt findings for Rasident #7.

ps were assessed o determing

100%

fiter and humidity bottla

The Directar of Nursing will

Nurse Supervisor, MDS

17129116
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F 000 Initial Comments ; F 000
An unannounced biennial State Licensure
Inspection was conducted 6/13/16 through
| 6/15/18. The facility was not In compliance with
 the Virginta Rules and Regulations for the
| Licensure of Nursing Facilities.
The census in this 32 bed facility was 27 atthe |
time of the survey. The survey sample consisted |
' of 11 current Resident reviews (Residents 1- 9, f
1.
F 001 { Nen Compliance F 001 i
The facility was out of compliance with the ‘
| following state licensure requirements:
| This RULE: is not met as avidenced by:
| The facility was not in com pliance with the
followlng Virginia Rules and Regulations for the
Licensure of Nursing Facilities.
12VAC §-371-220 B. Crosswalk to Federal F
. 328,
| s
|
| VDH/OI
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