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At the time each resident is admitted, the facility
must have physician orders for the resident's

for all residents admitted with

At the time of admission physician
orders will be obtained by the facility

“immediate care.

|

‘ This REQUIREMENT s not met as evidenced
by:

' Based on staff interviews and record review, it
“was determined that for 8 of 10 sample residenis
(regidents 1, 3, 7, 8, 8 and 10} the facility
admitted these residents without physician's

t orders, adequate to manage their immediate

| care. which included the need for tracheostomy
and ventilator care, Subsequently, resident 9 was

tweaned from Ris ventilator without a physician's

_arder, required cardio pulmonary resuscitation

i and was admitted to the hospital,

| Findings included:

1. Resident 9 was readmitted to the facility
8/26/05 and 10/26/05 with diagnoses which
included encephalopathy and guadriplegia.

 On 11/21/08, resident 9's medical record was
reviewed, including all respiratory notes and
documentation,

! A review a resident 9's medical record revealed
| ke was admitted with a tracheonstomy and
Cventitator.

A review of resident 9's admission orders

‘revealed there were no orders for the
frachecstomy type or care.

In addition, there
were fo admission orders for the ventilator
setlings, cares or weaning process.

N\

S Tracheotomy and Ventilator’s orders to

jinctude Tracheotomy & Ventilator care, :
Ventilator settings and weaning process, i
Tracheotomy type. All regidents on !
Ventilators were reviewed by Director

of Nursing and Respiratory Therapist }
Director and orders updated by

physician for vent settings, Vent care

and weanitig process. All residents on
Tracheotomy’s were revicwed and

updated for Trach type and care by the

! Respiratory Therapist Director RT.

[ Resident 1,3,10,7 orders were reviewed

" by the Director of Respiratory Therapist

RT and signed by the phyzician ---

update to include Trach Care, Trach

Type, Vent Care and Vent Settings.

> Resident 8 orders were reviewed and

updated to include Trach care and Trach

Type. Resident 9 orders were reviewed

and updated to in¢lude Trach care,

Trach Type, Vent Care and Vent .
Settings. Clarification order 11/22/05

Trach Mask applicd by Respiratory

Therapist for showoer and observed by

RT (Vent orders changed and

clarification order written) Criginal

physician signed Respiratory Admission
Order will be maintained in the

resident’s Medical record and a capy in

! the Respiratory Binder {previous orders

| for vent and trach were maintained in

| Respiratory Department files) and

:  placed on the Physician Recertification i
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F 271} Continued From page 1 F271| staff would know what ventilator
: settings, care as well as Trach type and i
Without admission orders for resident 9's care i3 required for resident. Licensed '
tracheostomy facility staff would not know what nurses will be in serviced on ventilators
type of tracheostomy resident 9 had or what and trach care, settings, type and
cares needed to be provided. In addition, facility charting guidelines. Attached revised
staff would not know what the ventilator settings Resplmt.:ory A.\dmlsm.cm Orderls. Directar !
should be, cares that needed to be provided or ;ﬁi‘aﬁ;&gegﬁlglmﬁ::ﬂ:‘:; Jond
the appropriate ventilator weaning process. monthly physician recertification orders |
! On 10/8/08, a respiratory therapist documented and report to Quality Assurance
the following on a respiratory sheet, "1130 (11:30 Committee. This will be completed by
AM) Placed pt (patient) on t-piece (trach 01/13/06.
piace)... 1410 (2:10 PM) pt checked...sxn
{suctioning) large yellow,,. 1600 (4:00 PM) aid
stated pt was blue, ran to room, found pt in
bed...pt hunched over, aid placed bed in CPR E
(cardio pulmonary resuscitation) position, began i
baggin [sic] pt, pulse weak and thready, pt had i
coupicus [si¢] amount of red frothy secretions in |
mouth and throut [sic], EMS {emergency medical
sarvices) activated by RN (registerad nurse, aid
placed pulse ox {(oximeter) SPO2 32 (oxygen
saturation) ...Pt was baged [sic] on 100% 02
{oxygen). Secretions a total of 70cc Red frothy
secretions.,,”
A physician's ordef to take resident 9 off of the
ventilator and place him on a trach piece could
not be found in the medical record.
i On 11/21/05 at 3,00 PM, a respiratory therapist
was interviewed. He stated when he was hired ;
! he was told by the respiratory supervisor that the | ‘-
“information regarding residents with ventilators
' and tracheocstomies was on a white erase board | i
 in the respiratory office. He further stated that he . :
" assumed the physician's orders were in the
resident's medical records. The respiratory
- therapisi stated when a resident is weaned from
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the ventilator and placed on a trach plece he
would chart on the resident's respiration rate and
oxygen saturations svery 10-15 minutes. He
stated "that would be respiratory protocol.”

1 On 11/21/05 at 3:15 PM, the respiratory
supervisor was interviewed. He stated that every
chart has physician's orders for the
tracheostomies and ventilators. Me further stated
that on 10/8/05, the respiratary therapist werking
with resident 9 called him. He stated she told him
that she suctioned resident 9 and an hour later he |
was blue and she bagged him and increased the
pressure on the ventitator and oxygen. The
respiratory therapisi further stated at that time
resident 8 had an arder fer a trach piece and
ventilator as needed.

On 11/22/05 at 5:10 AM, a second respiratory
therapist was interviewed. He stated all resident's
have admission orders with tracheostomy and
ventilator information. The respiratory therapist
then reviewed resident 9's medical record and
was not able 1o find any orders for the
tracheostomy or ventilator. When the respiratory
therapist was asked what he does when there ara
no orders, he stated he would call the respiratory
supervisor.

: On 11/22/05 at 8:00 AM, a third respiratory |
therapist was interviewed while the DON (director
of nurses) was present. The respiratory therapist

stated afl resident should have ventilator orders
and settings in their medicai record under the |
: physician orders. The respiratory therapist then '
. reviewed resident 9's medical record and was not

- able to find any orders for the ventilator.

j 2. Resident 1 was re-admitted to the faciiity on

F271
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6/10/03 with diagnoses which included muscular
dystrophy and respiratory therapy,

A review of resident 1's mediczal record revealed
he was admitted with a tracheostomy and
ventilator.

A review of resident 1's admission orders
revealed there were no orders for the
tracheostomy type or care. In addition, there
were no admission orders for the ventilator i
sattings or cares, '

Without admission orders for resident 1's
tracheostomy facjlity staff would not know what
type of trachecstomy resident 1 had or what
cares needed to be provided. In addition, facility
staff would not know what the ventilator settings
should be or what cares needed to be provided.

3. Resident 3 was admitted to the facility on
2/10/04 with dlaghoses which included respiratory
failure and obesity.

A review a resident 3's medical record revealed
she was admitted with a tracheostomy and
ventilator.

A review of resident 3's admission orders
revealed there were no orders for the
tracheostomy type or care. In addition, thers
were no admission arders for the ventilator |
settings or cares.

Without adrmission orders for resident 3's

tracheostomy facility staff woulg not know what

' type of tracheostomy resident 3 had or what
cares needed to be provided. In addition, facility

: staff would not know what the ventilator settings

F271
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| 5. Resident 8 was admitted to the facility on

! Continued From page 4

.dystrophy and respiratory failure.

should be or what cares needed to be provided.

4. Resident 7 was re-admitted to the facility on
8/7/05 with diagnoses which included respiratory
failure and pneumonia.

A review a rasident 7's medical record revealed
he was admitted with a tracheostomy and
ventiiator.

A review of resident 7's admissicn orders
revealed there were no orders for the
tracheostomy type or care. In addition, there
were no admission orders for the ventilater
settings or cares,

Without admission orders for resident 7's
tracheostomy facility staff would not know what
type of tracheostomy resident 7 had or what
cares needed to be provided. |n acddition, facility
staff would not know what the ventilator settings
shouid be or what cares needed ta be provided,

9/19/05 with diagnoses which Included mystonic
A review a resident 8's medical record revealed
she was admitted with a tracheostomy,

A review of resident 8's admission orders

revealed there were no orders for the
tracheostomy type or care.

Witheut admission orders for resident 8's
trachecstomy facility staff would not know what

i type of tracheostomy.resident 8 had or what

| cares needed to be provided.

F 271

ORM CMS-Z587(02-99) Previous Versions Ohsolete Svent ID: C40D11

Facility JD:  UT0022 If continuation sheet Page 5 of 13

12/23/2005 FRI 1B8.28 [TX/RX NO B487] 008

T

TT



12/23/2085 15:23 8813779747

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

EASTLAKECARECENTER

PAGE 87

PRINTED: 12/14/2005
FORM APPROVED
OMB NOQ. 89380391

STATEMENT CF UEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER:

465719

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

c
11/28/2005

NAME OF PROVIDER OR SUPFLIER

EAST LAKE CARE CENTER

PROVO, UT 84601

STREET ADDRESS, CITY, STATE, ZIP CODE
1001 NORTH 500 WEST

PREFIX {(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
TaG |  REGULATORY QR LSG IDENTIFYING INFORMATION) |

| i

(X&) ID SUMMARY STATEMENT GF OEFICIENGIES ‘

T ‘ PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 271 | Continued From page §

6. Resident 10 was readmitted to the facility on
4/5/05 with diagnoses which included respiratory
failure and chronic obstructive pulmonary
disease.

A review a resident 10's medical record reveaied
she was admitted with a tracheostomy.

A review of resident 10's admission orders
revealed there were no orders for the
tracheostomy type or care.

Without admissicn orders fot resident 10's
tracheostormy facility staff would not know what
type of tracheostomy resident 10 had or what
cares needed o be provided. In addition, facility
staff would not know what the ventjlator settings
should be or what cares needed to be provided,

On 11/22/05 at approximately 11:00 AM, the DON
stated she reviewed the medical records of all of
the residents with ventilatars. She stated she
was not able to find any orders for the care and
settings of the ventilators.

F 281 | 483.20(k}(3Xi) COMPREHENSIVE CARE PLANS
S8=G ‘
The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

! Based on interview and medical record review, it
! was determined that the facility respiratory staff |
“ were providing care to a facility resident without a
" physiclan's order. Specifically, respiratory staff

' placed resident &, who was on a ventilator, on a

F271

F 281

F281

All residents admitted on Trach and/or
Vents will have a Comprehensive Care |
Plan to include Trach & Vent settings
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! - | and weaning proQ&HEN@bred and
: . ‘ Teach Type. All current residents on
F 281 | Continued From page & F 281 Trach m\rcm were reviewed by
tracheostamy piece without a physician's order. Dircetor of Nursing for Comprehensive
Care Plans to include Trach & Vent i
Findings included: Care, Vent settings and weaning process
if ordered and Trach Type including
1. Resident 9 was readmitted to the facility resident 9 to include weaning process,
9/26/05 and 10/26/05 with diaghoses which Trach and Vent care, Vent settings, ;
included encephalopathy and quadriplegia. Trach Type. All current residents have ;
comprehensive care plans in the medical
On 11/21/05, resident 9's medical recorg was record updated by Respiratory Therapist
| reviewed, including all respiratory notes and & MDS Coordinatot. Director of
decumentation. - Nursing will monitor care plans on
) . , admit and quarterly for Trach Type,
A review a resident 8's medical record revegled Vent weaning and protocols this will be
he was re-admitted to the facility on 9/26/05 with reported to Quality Assurance
i a tracheostomy and ventilator. " Commmittee. This will be completed by
. . - | 01/13/06.
A review of resident 8's admission orders
revealed there were no orders for the
fracheostomy type or care. In addition, there
were no admission orders for the ventilator
settings, cares or the appropriate weaning
process.
On 10/8/05, a respiratary therapist documented
the following on a respiratory sheet, "1130 (11,30
AN Placed pt (patient) on t-plece (trach
piece)...1410 (2:10 PM) pt checked...sxn
(suctioning} large yellow... 1600 {4:00 PM) aid
stated pt was biue, ran to room, found ptin
bed...pt hunched over, aid piaced bed in CPR .
{cardic pulmonary resuscitation) position, began i
baggin [sic] pt, puise weak and thready, pt had ; _
coupious [3ic] amount of red frothy secrations in ! ;
mouth and throut Isic], EMS {emergency medical ! :
i services) activated by RN (registered nurse, aid ! ;
. placed puise ox (oximeter) SPO2Z 32 {oxygen : ;
. saturation) ...Pt was baged [sic] on 100% O2 '
| (oxygen). Secretions a totat of 70cc Red frothy
. sacretions,..”
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A physician's crder to take resident 9 off of the
ventiiator and place him an a trach piece could
nat be found in the medical record.

On 11/21/05 at 3:00 PM, a respiratory therapist
was interviewed. He stated when he was hired
he was told by the respiratory supervisor that the
information regarding residents with ventilators
and tracheostornies was on a white srase board
in the respiratory office. He further stated that he
assumed the physician's ¢erders were In the
resident's medical records. The respiratory
therapist stated when a resident is weaned from
the ventilaior and placed on a trach piece he
wollld chart on the resident's respiration rate and
oxygen saturations every 10-15 minutes. He
stated "that would be respiratory protocol.”

On 11/21/05 at 3:15 PM, the respiratory
supervisor was Interviewed. He stated that every
chart has physician's orders for the
tracheostomies and ventilators. He further stated
that on 10/8/05, the respiratory therapist working
with resident 9 called him. Me stated she told him
that she suctioned resident 9 and an hour later he
was blue and she bagged him and increased the
pressure on the ventilator and oxygen. The
raspiratory therapist further stated at that time
resident 9 had an order for a trach piece and
ventilator as needed,

]
On 11/22/05 at 5:1C AM, a second respiratory
therapist was interviewed. He stated all resident's
have admission orders with tracheostomy and
ventilator information. The respiratory therapist
' then reviewed resident 9's medical record and
- was not able to find any orders for the
- tracheostomy or ventilator. When the respiratory -
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F 281 | Continued From page 8

supervisor,

On 11/22/05 at 8:00 AM, & third respiratory
therapist was interviewed while the DON (director
of nurses) was prasent, The respiratory therapist
stated all resident should have ventilator orders
and settings In their medical record under the
physician's ordera. The respiratory therapist then
reviewed resident §'s medical record and was not
able to find any orders for the ventilator,

stated she reviewed the medical records of all of
the residents with ventiiators. She stated she
was not able to find any orders for the care and
settings of the ventilators.

"...A respiratory care practitioner may not: (1)
practice independently of a physician or of a
heaith care facility while under the supervigion of
a physician..."(Reference Guidance: Respiratory
Care Practice Acts, Title 58, Chapter 57, Utah
Code Annotated 1953, As Amended by Session
Laws of Utah 2003, issued May 5, 2003, page 4).

On 11/28/05 at 10:30 AM, a phone interview with

the facliity's pulmonary physician was conducted.

The physician stated that usually physicians will

write orders that outline the ventilator cares. He

further stated, "l need to supervise to make sure
they (respiratory therapist) talk to me.”

F 328 483.25(k) SPECIAL NEEDS
$8=G:
The facility must ensure that residents receive
| proper treatment and care for the foilowing
shecial services:

therapist was asked what he does when there are
no orders, he stated he wouid call the respiratory -

On 11/22/05 at approximately 11:00 AM, the DON

|
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Injections;

Parenteral and enteral fluids:

Colostomy, ureterostomy, or fleostomy care;
Tracheostomy care,

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met a3 evidenced
by:

Based on interview and record review it was
determined that for 1 of 10 sampied residents, thel
facility staff did not ensure that Resident 9
received the proper treatment for respiratory care.
Specifically, resident 8 was taken off of his
ventilator and placed on a trach piece without
appropriate monitoring of the resident's response.

Findings included:

1. Areview of the facility's policies and
pracedures, relating te ventilator management,
was completed on 11/22/05. The policies

directed the following, "...Procedure....c) Verify
order for ventitator parameter changes, weaning
parameters...or t-piece (trach piece)
trials...Monitering:...b) Weaning parameters per
MD (medical doctor) protocols and documented

in resident's progress notes in hard chart...d)

! Residents who come off vent 10 aerosol

| t-piecefaerosol mask to be monitored to ensure

| no increased work of breathing/respiratery ‘
| distress..." ‘

: 2. Resident ¢ was readmitted to the facility
8/26/05 and 10/26/05 with diagnoses which
“included encephalopathy and quadriplegia.

Regpiratory Therapists and Licensed
nurses will be inserviced by Director of
Respiratoty Therapy on Ventilator and
Trach Management Policies and care,
including procedures and protocols to
include weaning a resident off a
Ventilator, monjtoring resident status in
progress notes (breathing/respiratory
distress. Resident 9 Ventilator & Trach
orders were updated and special needs

i for Vent and Trach orders were added

| toresidents care plan to include Trach

! mask applied for showers by RT and RT
will observe during showet. Will be

¢ monitored by Director of Nursing and
reviewed by Quality assurance team.
completion date 01/13/06.
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Continued From page 10 '

On 11/21/05, resident 9's medical record was
reviewed, including ail respiratory notes and
documentation.

A review a resident 9's medicai record revealed
he was re-admitted to the facility on 9/26/05 with
a tracheostomy and ventilator.

A review of resident 9's admission orders
revealed there were no orders for the
tracheostomy type or care. In additicn, there
were no admission orders for the ventilator
setlings, cares or the appropriate weaning
process.

On 10/8/05, a respiratory therapist documented
the fallowing on a respiratory sheet, "1130 (11:30
AM) Placed pt (patient) on t-piece (lrach
piece)...1410 {2:10 PM) pt chacked...sxn
(suctioning) large yeflow... 1800 (4:00 PM) aid
stated pt was blue, ran 1o room, found ptin
bed...pt hunched over, aid placed bed in CPR
(cardio pulmonary resuscitation) position, began
baggin {sic] pt, pulse weak and thready, pt had
coupious [sic] amount of red frothy secretions in
mouth and throut [sic], EMS (amergency medical
services) activated by RN (registered nurse, aid
placed pulse ox (oximeter} SPOZ 32 (Oxygen
saturation) ...Pt was baged [sic] on 100% Q2
(oxygen). Secretions a total of 70cc Red frothy
secrations..."

Based on the respiratory therapist's

documentation resident 9 was on a {rach piece

fram 11:30 AM until 4:00 PM (4 and 1/2 hours).

- The documentation provided evidence that the
respiratory therapist assessed resident 9 once at

. 2:10 PM. There was no other dogumentation in
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| ventilator and place him on a trach piece could

| note resident 9's weaning parameters.

Continued From page 11

the medical record that any nursing staff or
respiratory staff monitored resident 2 to ensure
he did not have an increased work of breathing or
was in respiratory distréss during that time period.

A physician's order to take resident 9 off of the
not be found in the medical record..

The physician progress notes for resident 9 were
reviewed. There was no documented evidence
that the physician had documented in a progress

On 11/21/0& at 3:00 PM, a respiratory therapist
was interviewed, The respiratory therapist stated
when a resident is waaned from the ventilator and
placed on a trach piece he would chart on the
resident's resplration rate and oxygen saturations
every 10-15 minutes. He stated ™hat would be
raspiratory protocol."

On 11/21/05 at 3:15 PM, the respiratory
supervisor was interviewed. He further stated
that on 10/8/05, the respiratory therapist working
with resident 9 called him. Me stated she told him
that she suctioned resident 9 and an hour later he
was blue and she bagged him and increased the
pressure on the ventilator and oxygen. The
respiratory therapist further stated at that time
resident 9 had an arder for a trach piece and
ventilator as needed,

Cn 11/22/05 at 5:10 AM, a second respiratory .
therapist was interviewed. He stated ail resident's
have admission orders with fracheostorny and !

- ventitator information. The respiratory therapist
i then reviewed resident 9's medical recerd and
“was not able to find any orders for the

F 328
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Caentinued From page 12 i

tracheostomy or ventilator. When the respiratory

therapist was asked what he does when there are
no arders, he stated he would call the respiratory

supervisor.

On 11/22/05 at 8:00 AM, a third respiratory !
therapist was interviewed while the DON (director
of nurses) was present. The respiratery therapist
stated all resident shouid have ventilator orders
and seftings in their medical record under the
physician's orders. The respiratory therapist then
reviewed resident 2's medical record and was not
able to find any orders for the ventilator,

On 11/22/05 at approximately 11:00 AM, the DON
stated she reviewed the medijcal recards of all of
the residents with ventilators. She stated she
was not able to find any orders for the care and
settings of the ventilators.
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