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                                       STATE OF WISCONSIN / DEPARTMENT OF HEALTH SERVICES
                       Division of Quality Assurance / Bureau of Nursing Home Resident Care

Wisconsin
Immediate Jeopardy Citations
1/1/15 – 4/22/15 
	Rank
	Tag
	Description of Regulation
	Number of Citations

	1
	F309
	Care and services to attain/maintain highest practicable level of well-being
	11

	2
	F157

	Facility immediately consults with a physician when a resident has a significant change in condition 
	6

	3 (tied)
	F323
	Facility is free of hazardous environment; provides supervision and assistive devices to prevent accidents 
	4

	3 (tied) 
	F441

	Infection control program designed to investigate, control and prevent the spread of infection
	4

	5 
	F314
	Services and treatment to prevent and/or to heal pressure ulcers
	3

	6 (tied)
	F329
	Each resident’s drug regimen is free of unnecessary drugs
	2

	6 (tied)
	F327
	Facility must provide each resident with sufficient fluid intake to maintain proper hydration and health
	2

	8
	
	4 tied with one citation each (F225, F226, F281, F463)
	1


Summary of IJ Citations issued in 2015

Statement of Deficiency has been served and a Plan of Correction received

F157. (i) A facility must immediately inform the resident; consult with the resident’s physician; and if known, notify the resident’s legal representative or an interested family member when there is-- 
(A) An accident involving the resident which results in injury and has the potential for requiring physician intervention; 
(B) A significant change in the resident’s physical, mental, or psychosocial status (i.e., a deterioration in health, mental, or psychosocial status in either life-threatening conditions or clinical complications); 
(C) A need to alter treatment significantly (i.e., a need to discontinue an existing form of treatment due to adverse consequences, or to commence a new form of treatment)…

· Resident’s intake was significantly less than required, especially over the last three days before discharge when it was 91-100% less than required. This occurred despite CNA efforts to get the resident to drink.  Staff did not notify the MD of the resident’s significantly changed condition.


· The facility did not notify MD when a resident who had been placed on an increased dose of Coumadin had an emesis of approximately 30 ml of blood.  Resident was hospitalized the next day after a dark red emesis.  Protime was greater than 120 (reference range is 10.1-12.9) and INR (International Normalized Ratio) > 10.0 (reference range is .9-1.1).  Resident diagnosed with hemorrhage of gastrointestinal tract.


· Resident’s intake significantly decreased after developing noro virus.  Despite a temporary care plan to push fluids and assess for dehydration, staff did not follow through. Staff also continued giving Lasix. Staff did not consult with the physician regarding the resident’s changing condition. Resident admitted to hospital and required three days of IV fluids.


· Resident who previously had no episodes of hypoglycemia became unresponsive with a blood sugar of 57.  Given sugar and responded but nurse did not notify MD or chart on the incident.  No monitoring of the resident the next day despite limited food intake and no MD contact regarding the resident’s changed condition.  Resident again became unresponsive (blood sugar 29 or 49) and then became pulseless and non-breathing.


· Resident admitted with recent leg fracture and developed symptoms indicative of a pulmonary embolus.  Nursing did not comprehensively assess and did not notify the physician of the change in condition, leading to the resident’s death.  MD indicated resident’s chances for survival would have been much higher had he been consulted when the condition change first occurred.


F225. The facility must ensure that all alleged violations involving mistreatment, neglect, or abuse, including injuries of unknown source and misappropriation of resident property are reported immediately to the administrator of the facility and to other officials in accordance with State law through established procedures (including to the State survey and certification agency)…The facility must have evidence that all alleged violations are thoroughly investigated, and must prevent further potential abuse while the investigation is in progress. 

F226. The facility must develop and implement written policies and procedures that prohibit mistreatment, neglect, and abuse of residents and misappropriation of resident property.

· CNA threatened to shower a resident who had a life-long fear of water due to a near-drowning incident as a child and was verbally abusive to the resident. NHA took CNA’s word for what happened (as she did in other instances) and did not investigate thoroughly and, thus, allowed the CNA to continue working. Facility did not have a system in place for investigating allegations since the two who previously had the position were fired.


F281. The services provided or arranged by the facility must-- (i) Meet professional standards of quality.


· Resident with diabetes became unresponsive due to hypoglycemia.  Nurse gave sugar but did not notify MD or chart on the incident.  No monitoring of the resident the next day despite limited food intake.  Resident again became unresponsive (blood sugar 29 or 49) and then became pulseless and non-breathing. CNAs incorrectly gave CPR (on bed because couldn’t find crash cart) and facility delayed at least 25 minutes before calling 911.


F309. Each resident must receive and the facility must provide the necessary care and services to attain or maintain the highest practicable physical, mental, and psychosocial well-being, in accordance with the comprehensive assessment and plan of care.
· Failing to provide CPR to a full-code resident who was on hospice care.


· Failing to provide appropriate monitoring, assessment, and care of a diabetic resident who injured her foot.  Foot eventually became necrotic and infected with MRSA and dry gangrene.  


· Failing to provide appropriate pain management for two residents who experienced recurrent, episodic excruciating pain with cares and/or treatments.


· Resident admitted with recent leg fracture and developed symptoms indicative of a pulmonary embolus.  Nursing did not comprehensively assess and did not notify the physician of the change in condition, leading to the resident’s death.


· When resident became unresponsive, staff did not implement CPR because resident was too big and they didn’t know how to move him from his wheelchair.


· Failing to recognize and assess a resident who had a significant change in condition, including changes in behaviors, changes in the resident's ability to assist with feeding himself and drinking and overall changes in intake and failing to recognize that the resident’s fluid intake was low. The resident ultimately became unresponsive and had to be transported to the hospital, where the physician personally spent 120 minutes performing lifesaving critical interventions.


· Failing to perform cardiopulmonary resuscitation on a resident who was full-code.  RN thought the resident “looked dead” even though CNAs stated the resident was warm to touch.


· Resident became unresponsive (blood sugar 29 or 49) and then became pulseless and non-breathing. CNAs incorrectly gave CPR (on bed because couldn’t find crash cart) and facility delayed at least 25 minutes before calling 911.

· Resident had a history of quickly becoming septic.  When resident developed an elevated temperature, nursing did not appropriately monitor or assess and did not notify MD as had been requested.  Resident was admitted to hospital in septic shock.


F314. Based on the comprehensive Assessment of a resident, the facility must ensure that-- 
(1) A resident who enters the facility without pressure sores does not develop pressure sores unless the individual’s clinical condition demonstrates that they were unavoidable; and 
(2) A resident having pressure sores receives necessary treatment and services to promote healing, prevent infection and prevent new sores from developing.

· Failing to provide appropriate monitoring and care to prevent development and worsening of facility-acquired pressure ulcers for three residents.


· Six residents developed multiple stage 2 and stage 3 pressure ulcers without adequate monitoring or appropriate intervention when the pressure ulcers worsened.


F323. The facility must ensure that – 

(1) The resident environment remains as free from accident hazards as is possible; and 

(2) Each resident receives adequate supervision and assistance devices to prevent accidents.

· Newly admitted resident eloped with visitors who had swiped the exit door.  CNA didn’t know if she was supposed to be checking on him and facility had no measures in place to ensure residents could not leave when visitors left.


· (1). Following extensive remodeling, facility did not alarm the exit doors from the unit, which allowed one resident to get outside undetected.  Facility became aware when a construction worker found the resident tipped over in wheelchair.  (2). Because of remodeling, the audio portion of the nurse call system was not functioning.  A resident sustained a subdural hematoma when she fell from bed trying to get to the bathroom without assistance because no one responded to the call light.

F327. The facility must provide each resident with sufficient fluid intake to maintain proper hydration and health.


· Resident’s intake significantly decreased after developing noro virus.  Despite a temporary care plan to push fluids and assess for dehydration, staff did not follow through with these approaches to ensure adequate fluid intake. Staff also continued giving Lasix.  Resident admitted to hospital and required three days of IV fluids.


F329.  Each resident’s drug regimen must be free from unnecessary drugs. An unnecessary drug is any drug when used... (iii) Without adequate monitoring;…  
· When a nurse practitioner inappropriately gave orders to increase the Coumadin dose of a resident who had been stable, the facility did not monitor the resident and did not notify MD when the resident had an emesis of approximately 30 ml of blood.  Resident was hospitalized the next day after a dark red emesis.  Protime was greater than 120 (reference range is 10.1-12.9) and INR (International Normalized Ratio) > 10.0 (reference range is .9-1.1).  Resident diagnosed with hemorrhage of gastrointestinal tract.

· Facility missed a lab for PT/INR monitoring of a resident who was on Coumadin and did not closely monitor.  One month later, the resident developed a subdural hematoma from excessive Coumadin.


F441. The facility must establish an Infection Control Program under which it – (1) Investigates, controls, and prevents infections in the facility; (2) Decides what procedures, such as isolation, should be applied to an individual resident; and (3) Maintains a record of incidents and corrective actions related to infections. 


· Failing to identify an outbreak of flu or acute respiratory illness and failing to put appropriate measures in place to prevent the spread of an infection.


· Staff did not isolate residents or implement appropriate precautions for residents who became ill will flu-like symptoms or acute respiratory distress.


F463. The nurses’ station must be equipped to receive resident calls through a communication system from--(1) Resident rooms; and (2) Toilet and bathing facilities.

· Because of remodeling, the audio portion of the nurse call system was not functioning.  A resident sustained a subdural hematoma when she fell from bed trying to get to the bathroom without assistance because no one responded to the call light.
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