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This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and record review the
facility failed to identify and implement contact
precautions for a resident diagnosed with
Methicillin-resistant Staphylococcus aureus for 1
of 1 sampled resident (Resident #54).

The findings included:

A policy fitled "Infection Control Resident Care;
Guidelines for MRSA" dated 2013 read in part:

"Purpose: to identify residents with active MRSA
so that appropriate infection control measures are
implemented to ensure the safety and well-being
of all residents. Place a resident with active
MRSA infection in a private room using contact
precautions.”

Resident #54 was re-admitted to the facility on
05/04/15 diagnosed with methicillin-resistant
Staphylococcus aureus (MRSA) in her sputum. A
document titled "Micobiology Cultures / Culture
Sputum" dated 05/01/15 was faxed to the facility
on 05/04/15 that specified, "Presence of MRSA
requires contact precautions." The culture exam
revealed there was moderate growth of MRSA.
Resident #54 was admitted to the facility in a
semi-private room with a roommate.

The hospital discharge summary dated 05/04/15
specified Resident #54 was diagnosed in the
hospital with MRSA and received treatment for 3
days with Vancomycin (an antibiotic) and then
changed to 14 days of Augmentin (an antibiotic).
The resident received 3 doses of the Augmentin
while in the hospital and then discharged to the

facility with orders to continue the remaining 11
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F 441 | Continued From page 1 F 441| mMmeeting, no less than 5 days a week, to identify

residents with orders for antibiotics for
infections or potential infections, and/or
symptoms of infection, and need for isolation
precautions as necessary, New admission and
readmission charts are reviewed by licensed
nurses and/or the infection control nurse, to
identify infections and any additional need for
isolation precautions. Whenever same is
identified, appropriate precautions will be
implemented.

The Director of Nursing will analyze
audits/reviews for patterns/trends and report
results in the Quality Assurance committee
meeting monthly for three months to evaluate
the effectiveness of the plan. Any changes
and/or updates to the plan to enhance
effectiveness of implemented plan as
recommended by the QA committee will be
initiated and results monitored until the QA
committee directs that further monitoring is no
longer warranted for the safety of residents.

07/02/15

“ Preparation and/or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the
facts alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed solely
because it is required by the provisions of
federal and state law.”
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doses of the antibiotic for treatment of the MRSA.

The most recant Minimum Data Set (MDS) dated
05/11/15 specified the resident had no cognitive
impairment and had received daily antibiotics.

Further review of Resident #54's medical record
revealed there was no documentation regarding -
MRSA or contact precautions. Review of the
nurses' notes revealed the nurses documented
that the resident was receiving antibiotic therapy
for pneumonia.

On 06/10/15 at 2:50 PM the Infection Control
nurse was interviewed and reported that usually
the facility was notified of a resident being
admitted with MRSA pricr to the admission so
that the necessary precautions could be set up.
She explained that ideally, a resident with active
MRSA would be in a private room but if a private
room was not available then the resident would
be cohorted (placed with another resident with
similar diagnoses). The infection control nurse
added that appropriate signage would be placed
on the door to alert staff and visitors of a
contagious infection and personal protective
equipment (PPE) would be placed outside for
door for use. The nurse also explained that she
was notified of any resident admitted with
antibiotic therapy so that she could revisw the
medical record to monitor the resident’s infection.
The infection control nurse reviewed Resident
#54's medical record and hospital discharge
summary that stated the resident had MRSA.
She reported that she was not aware of the
diagnosis and had not placed the resident on
contact precautions. The infection control nurse
stated that the information was overlooked and
that Resident #54 should have been placed on
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contact precautions and ideally placed in a private
room. The infection control nurse reported that
she was aware Resident #54 had received
Augmentin but assumed it was for the treatment
of pneumonia. She stated that had she known of
the MRSA diagnosis upon admission she would
have placed Resident #54 on contact precautions
and notified the physician.

On 06/11/15 at 9:25 AM the Director of Nursing
(DON) was interviewed and reported that
residents admitted with MRSA were placed on
contact precautions in a private room or cohorted
with another resident. She added that contact
precautions were implemented to alert staff and
visitors of the potential for infection. The DON
stated that she would have expected the
admitting nurse and/or the infection control nurse
to have read Resident #54's hospital summary
that identified MRSA, implemented contact
precautions and notified the physician. The DON
reported that Resident #54 should have been
placed on contact precautions on admission.

On 06/11/15 at 10:20 AM Nurse #1 was
interviewed and reported that she admitted
Resident #54 on 05/04/15. The nurse stated that
she was not aware of resident #54 having MRSA
and did not implement contact precautions.
Nurse #1 stated that usually the hospital would
fax resident information prior to admission but
that it didn't always happen. Nurse #1 ceuld not
recall if she had Resident #54's hospital
paperwork prior to admission. The nurse
explained that once a resident was admitted and
once she had the hospital paperwork, the
information was reviewed and any new
information would be addressed such as a
diagnosis of MRSA. The nurse added that if she
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had known about the MRSA for Resident #54 she
would have alerted the infection control nurse,
implemented contact precautions and contacted
the physician.

On 06/11/15 at 11:40 AM the physician was
interviewed and reported that everyone should
have basic precautions all the time. The
physician added that Resident #54 had a history
of MRSA and declined to answer if the resident
should have been placed on contact precautions
after admission to the facility.
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The facility must ensure that residents receive proper treatment and care for the following special services:
Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;

Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced by:

'| Based on observations, staff and resident interviews and record reviews the facility failed to obtain physician
orders for continuous oxygen therapy for an oxygen-dependent resident for 1 of 3 sampled residents
(Resident #54).

The findings included:

Resident #54 was re-admitted to the facility on 05/04/15 with diagnoses that included Chronic Obstructive
Pulmonary Disease (COPD), pneumonia and others. The most recent Minimum Data Set (MDS) dated
05/11/15 specified the resident had no cognitive impairment and received oxygen therapy while a resident in
the facility.

Resident #54's hospital discharge summary dated 05/04/15 specified the resident's pulse oxygen was being
maintained at 100% on 3 liters of oxygen by nasal cannula.

Further review of Resident #54's admission orders dated 05/04/15 did not specify the resident was to have
confinuous oxygen.

On 06/10/15 at 12:50 PM Resident #54 was interviewed and reported that she was dependent on continuous
oxygen. She stated that she kept an oxygen concenirator (machine for dispensing oxygen) in her room and
wore the oxygen nasal cannula as needed. Observations made of the resident during the interview revealed
she was wearing a nasal cannula and receiving oxygen. Resident #54 reported that she felt that she was short
of breath and Nurse #1 was notified. Nurse #1 entered the room and checked Resident #54's oxygen
saturations, Resident #54's continuous oxygen concentrator was set to 2.5 liters and Resident #54 stated that
wasn't enough and increased the oxygen flow to 3 liters per minute. ‘

On 06/11/15 at 10:20 AM Nurse #1 was interviewed and reported that Resident #54 had a long standing
history of being oxygen dependent. Nurse #1 reported that Resident #54 was to have orders for continuous
oxygen therapy after re-admission to the facility. Nurse #1 added that she had re-admitted the resident to the

Any deficlenéy statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other safegvards provide sufficient
p;o'téc!ioﬁ 16 the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date of survey whether or not a plan of correction is provided.

For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of

The ebove isolated deficiencies pose no actual harm te the residents
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facility and verified that all physician orders were reviewed and faxed the physician for approval. Nurse #1
reviewed Resident #54's admission orders dated 05/04/15 and confirmed that there was no order for

-| continuous oxygen therapy. Nurse #1 stated that it was an oversight and that she should have notified the
physician and obtained orders for the oxygen therapy and settings.

On 06/11/15 at 11:50 AM the Assistant Director of Nursing (ADON) was interviewed and reported that a .
nurse was expected to clarify a missing order. The ADON stated she would have expected Nurse #1 fo obtain
a physician's order to administer continuous oxygen therapy for Resident #54 because the resident was to be
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