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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
bythis committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1010 Medical Care Policies AttachmentA

; Statement of Licensure Violations
h) The facility shall notify the resident's physician
of any accident, injury, or significant change in a
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resident’s condition that threatens the health,
safety or welfare of a resident, including, but not
limited to, the presence of incipient or manifest
decubitus ulcers or a weight loss or gain of five
percent or more within a period of 30 days. The
facility shall obtain and record the physician's plan
of care for the care or freatment of such accident,
injury or change in condition at the time of
notification.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d}Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

2)All treatments and procedures shall be
administered as ordered by the physician.

3) Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and freatment shall be
made by nursing staff and recorded in the
resident's medical record.

Section 300.3240 Abuse and Neglect
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a)An owner, licensee, administrator, employee or
agent of a facility shall not abuse or neglect a
resident. (Section 2-107 of the Act)

These requirements were not met as evidenced

by

Based on interview and record review, the facility

' falled to consistently and accurately assess,

ronitor, and implement interventions such as:
laboratory/diagnostic testing, weight monitoring,
cardiology consultations, and medications for one
resident (R4) out of three reviewed for receiving
the needed care and services related to the
management of a diagnosis of congestive heart
failure (CHF) in a sample of 12. This failure
resulted in R4 not receiving medications to treat
CHF, no laboratory/diagnostic testing to the
monitor disease process, and an unmonitored

| weight gain of 41.4 pounds between 2/5/21 and

6/14/21. R4 suffered a respiratory/cardiac arrest
on 6/23/2021 and expiring at the hospital.

Findings include:

Review of the medical record documents R4 with
diagnoses including CHF (Congestive Heart
Failure) with an ejection fraction 25% (the
percentage of blood the heart pumps out of the
left ventricle with each contraction, normal range
is 50-70%), metabolic encephalopathy, COPD
{Chronic Obstructive Pulmonary Disease), acute
and chronic respiratory failure with hypoxia,
stroke affecting left nondominant side, dysphagia,
ataxic gait, high blood pressure, hypothyroidism,
chronic kidney disease, diabetes, and coronary
artery disease.

On 8/10/2021 at 1:30pm, V6 (Respiratory
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Therapist) stated that V6 is not familiar with R4.
V6 stated that R4 was not on respiratory therapy's
caseload.

On 8/11/2021 at 1:00pm, V2 (Director of
Nursing/DON) stated that staff do not review
physician progress notes. V2 stated that if the
physician notes a consult is needed on a resident,
then the physician should also be writing the
order. V2 stated that the physician should also be
ordering laboratory testing, not just noting in
progress notes. V2 stated that residents are
weighed weekly x 4 upon admission to this
facility. V2 stated that all residents are weighed
monthly by the restorative aide or the CNA
{Certified Nurse Aide). V2 stated that the weight
results are given to the nurse, restorative nurse,
or unit manager to enter into the resident's
¢lectronic medical record. V2 stated that the
restorative nurse, dietitian, and interdisciplinary
team look at resident weights. V2 stated that
when entering resident's weight in electronic
medical record, the nurse should compare to
previous weight, will do re-weigh if
change/discrepancy in weight (+/-). V2 stated that
the re-weigh result will be given to nurse to enter
into the resident's chart. V2 stated that the
interdisciplinary team reviews newly admitted
resident’s weights and residents with weight
discrepancy. V2 stated that V19 (Consultant
Pharmacist) reviews each resident's medications
m’bnthly. V2 stated that V2 has not seen the
pharmacist come to this facility or received any
recommendations from pharmacist regarding R4
since V2 started at this facility in March 2021. v2
slated that the dietitian follows all residents
monthly at facility. V2 stated that the dietitian is at
this facility weekly. 4

On 8/11/2021 at 2:15pm, V8 (Restorative Nurse)
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1 weights as accurate as possible.

stated V8 started working at this facility in July
2021. V8 stated that the restorative aides weigh
newly admitted residents weekly and all residents
monthly unless there is a physician order to
check weights more often. V8 stated that the
aides do the weights and give to V8 to document
in the resident's electronic medical record. V8
stated that if a resident has a 10 pound weight
loss or gain, V8 will have staff re-weigh the
resident to confirm the weight, and will discuss
with the resident's nurse and dietitian. V8 stated
that V8 is part of the interdisciplinary tearn that
meets to discuss residents and their diagnoses.
V8 stated that the aides will use the same
measurement device (standing scale or
mechanical lift device) for a resident to keep

On 8/12/2021 at 9:55am, V22 (Licensed Practical
Nurse/LPN) stated that V22 was familiar with R4.
V22 stated that R4 got up at 5:30am and was
already dressed prior to the start of V22's day
shift. V22 stated that V22 was not able to assess
R4 for any edema (swelling) in legs/feet because
R4 had socks and shoes on.

On 8/12/2021 at 12:25pm, V19 (Consultant
Pharmacist) stated that V19 reviews each
resident's medications and physician progress
notes monthly. V19 stated that after V19
completes V19's consultation, V19 will send a
monthly report to V1 (Administrator), V2 (DON),
and ADON (Assistant Director of Nursing) with
recommendations as needed. V19 stated that if a
resident has a diagnosis of CHF and diabetes,
V19 would check to see if the resident is
prescribed an ACE (angiotensin-converting
enzyme) inhibitor and an ARB (angiotensin |
receptor blocker) medication as part of his/her

treatment plan. V19 stated that V19 did not note
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that R4 was on any medications for diabetes.
After reviewing R4's medication, V19 stated that
R4 was receiving insulin therapy for diabetes.
V19 stated that V19 did not note V18's (physician
covering for V17/attending physician) progress
notes noting R4 needed to start a low dose ACE
inhibitor medication. V19 stated that V19 would
have recommended for R4 to start on lisinopril
based on diagnoses.

On 8/13/2021 at 1:15pm, V16 (Registered
Dietitian/RD) stated that V16 comes to this facility
weekly to follow high risk residents. V16 stated
that residents with significant weight gain would
be considered high risk residents. V16 stated that
V16 runs a weight report weekly which
documents all residents’ weights. V16 stated that
V16 reviews the monthly weights for any
changes, and if planned or unplanned. V186 stated
that V16 last documented on R4 on 5/20/21. V16
stated that V16 noted R4 had a significant weight
gain and had a history of CHF. V16 denied seeing
R4 weekly. V16 stated that V16 asked the nurse
if R4 had any changes in meal intake or any fluid
retention. V16 stated that R4's oral intake was
-good and no report of swelling in legs. V16 stated
that V16 attributed R4's weight gain to excess
calories. V16 stated that V16 recommended a no
added salt diet and to re-weigh R4 to confirm
weight.

On 8/13/2021 at 1:20pm, V17 (Attending
Physician) stated that the documentation noting
cardiology services needed for follow-up is done
to maintain continuity of R4's care. V17 stated
that V24 (Cardiology Nurse Practitioner) had seen
R4 months prior and follow-up was not needed.
Vi7 stated that V18 (physician covering for V17)
recommended R4 should start an ACE inhibitor
medication, but cardiology noted R4 stable on
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current medication regimen and did not need to
start an ACE inhibitor medication. V17 stated that
V17 believes V18 was made aware of R4's

- weight gain. When questioned regarding the
' docurnentation V17 noted in progress notes on

1/6/21 for laboratory testing weekly for BNP levels
and not crdered or performed, V17 stated "Oh."
V17 stated that V17 was not aware that
laboratory testing ordered on 5/15/21 to be done

| every 15 days was not done. V17 stated that R4
was receiving a strong diuretic. V17 stated that

respiratory therapy was monitoring R4.

| Review of R4's POS (Physician Order Sheet)
| notes R4's diuretic medication was discontinued

on 3/3/2020.

Review of R4's medical record notes R4 had
been receiving a no added salt diet since
admission to this facility on 11/30/2018. V16 last
saw R4 on 3/18/2021.

Review of R4's physician documentation notes

the following:

On 1/6/21, V17 (Attending Physician) noted
"Continue to monitor R4 clinically and trend R4's
blood work as appropriate. CHF with ejection
fraction 25% - 30%; Continue current
medications, weekly BNP (brain natriuretic
peptide - protein made in the heart, the level
produced increases as heart failure worsens).”

On4/21/21, V18 (physician covering for V17)
noted "R4 is at this time not on ACE
(angiotensin-converting enzyme) inhibitor
medication (medication that helps relax veins and
arteries to lower blood pressure by preventing an
enzyme from being produced that narrows blood
vessels which causes the heart to work harder),

59999
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we will start R4 on low dose ACE inhibitor
medication given history of CHF "

On 4/26/21, V18 (physician covering for V1 7)
noted "R4 is not on guideline directed medical
therapy at this time (for CHF). R4 is not on ACE
inhibitor, no recent echocardiogram on file. We
will refer R4 to cardiology services for further
evaluation. Will consult Cardiology on R4 and get
records for echocardiogram.”

On 5/4/21, V18 noted "R4 needs to follow up with
cardiologist, referral already made. R4 will need
to follow up closely with cardiologist as well as

i likely will need a repeat echocardiogram since
last echocardiogram was many months ago."

On5/11/21, V18 noted "R4 with heart failure with
reduced ejection fraction. R4 is not on ACE
inhibitor or ARB (angiotensin Il receptor blocker,
medication similar to an ACE inhibitor).
Cardiologist needs to follow up. Referral is made.
| Consult pending. Nursing communication done to
| see a cardiologist. Repeat echocardiogram is
also needed. At this time, we will do a set of
repeat laboratory tests to monitor for advancing
kidney disease. Continue to monitor R4 closely
however."

| On 5/17, V18 noted "Kidney disease, creatinine
level is stable. At this time, continue to monitor
laboratory tests every 2 weeks. Avoid
nephrotoxins. Heart failure with reduced ejection
fraction, cardiology nurse practitioner needs to
follow R4. Referral already made. Consult
pending.”

Review of R4's medical record notes R4 was last
seen by V24 (Cardiology Nurse Practitioner) on

| 1/12/2021. V24 noted R4 with 3+ pitting edema
inols Depariment of Public Health
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(swelling) in both lower extremities, left more than
right; consider initiating diuretics. Monitor intake
and output, daily weights. V24 recommended
initiating a diuretic medication, monitoring intake
and output, and daily weights since 6/29/2020.

There is no documentation found in R4's medical
record noting intake and output monitored, daily

weights, or diuretic medication initiated for R4's

diagnosis of CHF. There is also no
documentation found in R4's medical record
noting R18's {physician) requests for referral to
cardiology services on 4/21/21, 4/26/21, 5/4/21,
5M1/21, and §/17/21 were done. There is no
documentation found in R4's medical record by
cardiology services noting R4 did not need to
start an ACE inhibitor medication or that
cardiology services were made aware of the
several requests by V18 for R4 to be seen.

Review of R4's respiratory assessment, dated
4/5/21, notes follow-up assessment is needed for
R4. On 5/6/21, the respiratory assessment notes
R4's heart rate, oxygen saturation level, and
respirations. There is no documentation noting
R4 was assessed by respiratory therapy on
5/5/21. There is no further documentation in R4's
medical record noting respiratory therapy
continue to follow R4's care.

Review of R4's weight documentation notes the
following:

On 2/5/21, R4's weight was 206.8 pounds.

On 3/10/21, R4's weight was 217.6 pounds; an
increase of 4,.9% in one month.

On 4/5/21, R4's weight was 216.4 pounds.

On 5/6/21, R4's weight was 235.8 pounds; an
increase of 8.23% in one month.

On 6/14/21, R4's weight was 248.2 pounds: an
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increase of 4.9% in one month.

R4's weight increased 12.33% in 3 months
{March to June). R4's weight increased 41.4
pounds (16.68%) between February and June.

There is no documentation found in R4's medical
record noting R4's weights were retaken to
confirm weight or that V17 (Attending Physician)
was notified of weight gain.

Review of R4's medical record does not note any
documentation that R4's BNP levels were
monitored in 2021. This facility last ordered a
BNP lavel for R4 in 2018.

There is no documentation found noting R4's
laboratory testing to monitor kidney function
ordered to be done on 5/15/21 were repeated
every 15 days. On 5/17/21, R4's BUN (Blood
Urea Nitrogen) level was 34 {normal range is
7-23) and creatinine level was 1.7 (normal range
is 0.4-1.6). R4's previous laboratory results, dated
4/7/21, noted R4's BUN 26 and creatinine 1.5.

Review of R4's care plan notes R4 has
congestive heart failure. Interventions identified
inciude to give cardiac medication as ordered,
monitor/documentireport as needed any
signsfsymptoms of CHF: dependent edema of
legs and feet, shortness of breath with exertion,
weakness, weight gain, lethargy, and
disorientation, and oxygen via nasal cannula.

Review of R4's death certificate, dated 6/23/2021,
notes primary cause of death respiratory arrest.

Review of WebMD.com notes testing BNP levels
Is one of the most sensitive ways to show how
well a person is doing on heart failure treatment.
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An echocardiogram is a graphic outline of a
person’s heart's movement. It provides pictures of
the heart valves and chambers. An
ecthocardiogram is used to check the overall
health of a person's heart, follow the progress of

heart disease, and see how well heart treatment |

is working. Angiotensin Il receptor blockers
(ARBs) have similar effects as ACE inhibitors but
work by a different mechanism. These drugs

 block the effect of angiotensin ll, a chemical that

narrows blood vessels. By doing so, they help
widen blood vessels to allow blood to flow more
easily.

Review of this facility's weight assessment and
intervention policy, revised September 2008,
notes any weight change of 5% or more since the
last weight assessment will be retaken the next
day for confirmation. If the weight is verified,
nursing will immediately notify the dietitian in
writing. The dietitian will review the unit weight
record by the 15th of the month to follow
individual welght trends over time.

Review of this facility's weight change
investigation policy, revised 07/2014, notes a
weight change investigation will be initiated for a
significant weight change of 7.5% in 3 months or
an insidious weight change of 5 pounds or more
in fwo consecutive months. Once the weight
change investigation is completed, the dietitian
and the physician will be notified for interventions.
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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
beformulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
pdiicies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
bythis committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nuwsing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
residentto meet the total nursing and personal
care needs of the resident.

d)Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) Objective observations of changes in a
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resident's condition, including mental and
emotional changes, as a means for analyzing and

i determining care required and the need for
| futher medical evaluation and treatment shall be

made by nursing staff and recorded in the
resident's medica! record.

S5)Aregular program to prevent and treat
pressure sores, heat rashes or other skin
breakdown shall be practiced on a 24-hour,
seven-day-a-week basis so that a resident who
enters the facility without pressure sores does not
develop pressure sores unless the individual's
clinical condition demonstrates that the pressure
sores were unavoidable. A resident having
pressure sores shall receive treatment and

| services to promote healing, prevent infection,

and prevent new pressure sores from developing.

‘These requirements were not met as evidenced

| by

Based on interview and record review, the facility
failed to implement a pressure uicer intervention
to prevent the development of a facility acquired
pressure ulcer and provide the necessary care
and services to promote healing and prevent
infection for one resident (R6) out of 5 residents
reviewed for pressure ulcers in a sample of 12.
This failure resulted in R6 requiring surgical
intervention for a stage 4 infected sacral pressure

i ulcer with exposed bone. R6 also required long

term intravenous antibiotic therapy.
Findings include;

Review of the medical record notes R6 was

| admitted to this facility on 1/6/2021 with
i diagnoses including Covid-19 infection, reduced

mobility, difficulty in walking, asthma, quadriplegia
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due to spinal cord injury, hyperlipidemia,
neuromuscular dysfunction of bladder, and
anernia.

On 8/12/21 at 2:00pm, V12 (Wound Care Nurse)
slated that V12 started working at this facllity a
few months ago and is not familiar with R6. V12
sfated that wound treatments are changed
immediately if a resident's wound is deteriorating,
because the current treatment is not working.
V12 stated that if the air mattress is not plugged
influrned on, there will be no air flow. V12 stated
that if air is not flowing through the low air loss
mattress, the mattress will deflate and the
resident wilf be lying on the metal frame and this
would cause wound deterioration. V12 stated that
residents should not be on a deflated maitress for
any period of time. V12 stated that staff would be
able to notice if an air mattress was deflated and
should take action immediately to remove
resiclent from the bed. V12 stated that if pressure
wound was deteriorating, V12 would recommend
sending resident to hospital for further evaluation

| and treatment. V12 stated that the treatment

order is up to the physician, but V12 does have a
voice and would have recommended a different
enzymatic medication instead of wet to dry
dressings. V12 stated that R1, R7, R8, and R9's
pressure ulcers are healing with the current
treatment plan in place.

Review of R6's MDS (Minimum Data Set), dated
1M13/2021, notes R6 requires extensive
assistance from two staff members for bed
mobility, transfers, and hygiene. R6 is totally
dependent on one staff member for toileting.

Review of Ré's admission note, dated 1/6/2021,
notes Ré is alert and oriented to self, time, place
and circumstances. R6's skin is clear and without
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any wounds noted.
Review of R6's wound care documentation notes:

On 1/7/21, upon skin assessment R6 was noted
with an unstageable wound to the right coccyx
with measurement of 2.6cm (centimeters) x 1cm,
70% slough (yellow dead tissue) and 30% pink
tissue.

On 1/13/21 weekly wound note: coccyx -
unstageable wound, measuring 2cm x 1.7cm, no
drainage noted, 100% eschar (black dead tissue).

On 1/21/21 wound note: coccyx wound
unstageable, measuring 2.5cm x 2cm, light
drainage noted, thick adherent devitalized
necrotic.tissue 100%. Wound progress:
deteriorated. R6 also noted with a stage 2
pressure wound to right buttock, measuring
0.5cm x 0.5cm x 0.1cm, light drainage noted.

On 1/27/21 wound note: stage 4 pressure wound
to coccyx, measuring 3cm x 3cm X 2.5cm.
Undermining: 1cm at 3 o'clock, drainage
moderate, thick adherent devitalized necrotic
tissue: 100%. Wound progress: deteriorated.

On 1/28/21 wound note: upon doing treatment
this morning, R6 was noted on an uninflated air
mattress. R6 stated R6 had been laying like that
all night. Upon wound inspection, wound had
deteriorated and periwound was macerated,
breken down and bleeding.

On 1/30/21 wound note: upon performing wound
treatment deterioration noted to wound. wound
8cm, undermining noted at 6 o'clock along with
an increase in wound size with moderate purutent
drainage. Extended periwound deep tissue injury
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and necrotic wound bed noted. Wound physician
was notified and requested to perform a
telermedicine visit due to Ré's deteriorating
wound. Physician examined wound and
requested a culture of wound and a full
osteomyelitis work up to be done.

On 1/30/21 R6 complaining of pain at wound site.
Position change done every 2 hours - right to left
as tolerated. Stated relief.

On 2/1/21 at 7:50am, R6 stated R6 is
uncomfortable and in pain related to wound in
buttock. Vital signs assessed: blood pressure
170/102, heart rate 74 beats/minute, temperature
103 degrees Fahrenheit, respirations 18/minute,
and oxygen saturation level 88%. Oxygen at 2
ltlers/minute per nasal cannula applied and R6
was repositioned to left side to ease pressure on
Ré's buttock.

On 2/1/21 at 9:18am wound note: upon rounds
R6 noted feeling warm to touch, vital signs:
temperature 104.5 degrees.

On 2/1/21 at 10:32am, R6 reassessed, continues
to moan related to pain in R6's buttock, was
repositioned.

On 2/2/21 wound note: Stage 4 pressure wound
tococeyx, measuring 5.2cm x 12cm x 3.7cm.
Undermining: Scm at 6 o'clock, drainage: heavy
purulent. Thick adherent devitalized necrotic
tissue: 90%, 10% bone exposed. Wound
Progress: deteriorated. Wound care physician
recomimended that R6 should be sent out for
wound infection.

Review of R6's hospital record, dated 2/2/2021,
notes on 2/5/21, R6 had surgical excision of
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sacral pressure ulcer and bone biopsy. R6's
sacral pressure ulcer measured 13cm x 13cm
with necrotic tissue and necrotic bone suggestive
of sacral osteomyelitis. During surgery, some of
Ré's sacral bone had to be removed as it was in
multiple pieces and fragments. Infectious disease
physician noted unstageable sacral pressure
ulcer with foul smelling drainage, R6 cries out
when wound examined. R6 will need prolonged (6
weeks) intravenous antibiotics for sacral
osteomyelitis.

Review of R6's care plan, dated 1/21/2021, notes
Ré has a stage 4 pressure ulcer to the coccyx
related to immobility. interventions identified
include: administer treatments as ordered and
menitor for effectiveness, educate
Réffamily/caregivers as to causes of skin
breakdown, including: transfer/positioning
requirements, importance of taking care during
ambulating/mobility, good nutrition and frequent
repositioning, inform R6/family/caregivers of any
new area of skin breakdown, and weekly
treatment documentation to include measurement
of each area of skin breakdown's width, length,
depth, type of tissue and exudate.

Review of this facility's pressure injury treatment
guidelines, dated 07/2021, notes to implement
prevention protocol according to resident needs.
Provide appropriate pressure redistribution
devices.
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