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Resident #1 went tc a physician’s
appointment on 6-6-13 and did not
return to facility.

A “notification of change” compliance
audit was completed cn 8-1-13 by Don
and Nurse Superviscr for all current
residents. This incfuded comparing all
orders/assessments from 5/22/13 for
accuracy of detailed assessment,
notification of changes {MD, resident
and/or family) and care plan adjustments
to current resident medicat status. All
issues were corrected by above or by
netifying the responsible party (nursing or
MD) who made carrection,

In-service was held 7/5/13 by
DON/Supervisor/MDS for ail nursing staff
pertaining to when and how to initiate
notification of changes. Policy was revised
{attachment 1A, 1B and 1C.)

The DON/Supervisor/designee will review
The 24 hour report/order during the daily
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issues will be addressed during the
shift. 25% of all residents will be
audited by same for all aspects
“notification of change” compliance.
Charting will be checked for accuracy
and completion and compared to actual
resident. This protocol will be used for
30 days beginning 8-1-13 at which time
it will be reviewed to verify comnpliance
is being met. The perscn responsible
for correcting any monitaring issue wiil
be notified verbally or by notification of
documentation form. The process will
continue if compliance is being met or
revised if necessary. QA committee wiil
be consulted if problem with
compliance continue.
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in the resident’s status and/or condition. The
raview revealed staff was responsible to
document all changes in the resident's condition
on the 24-hour report and the three-part condition
change form. :

Review of Resident #1's closed medical record

revealed the facility admitted the resident for
rehabilitation on 05/22/13, with a diagnosis of
Open Reduction and Internal Fixation (ORIF) of
the right hip. Staif conducted a skin assessment
of Resident #1 upon admission and noted the
resident had three incisions; the first incision had
fifteen staples, and the second and third incisions
had four staples each. Review of physician's
orders and the Treatment Administration Records
(TARs) from 05/22-29/13, revealed staff was fo
menitar the surgical sites to the resident's right
hip and upper outer leg twice a day. Review of
Resident #1's medical record, which included the
skin assessments and the Treatment
Administration Records (TARSs), revealed facility
staff failed to document a description of the
appearance of the three incisions to the resident's
hip from the time of admission (05/22/13) until the
resident's discharge (06/06/13).

Review of Resident #1's Physician Notes from a
follow-up appointment on 05/29/13, revealed the
resident had some "cellulitis” (inflammation) to
the distal end of the incision with no active
drainage noted. Continued review of
documentation by the physician on 05/29/13,
revealed Resident #1's physician ordered staff to
administer 500 milligrams (mg) of Keflex
(antibiotic) to the resident three times a day. The
physician also reguested staff to assess the

incisions on a daily basis when the dressings

F 157
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were changed and to arrange for a follow-up
appointment on 06/06/13. The review revealed,
"the resident can follow up sooner if there are
increasing signs of infection.”

Review of Resident #1's TARs revealed from
05/30/13 through 06/06/13, staff applied an
Allevyn patch (adhesive surgical dressing to aid
heating) to the surgical sites on the resident's
right hip.and upper cuter leg every day as

.| ordered during the resident's follow-up

appeintment on 05/29/13. Based on
documentation, staff also continued to monitor
the resident's surgical sites twice a day, as
previously ordered. However, staff failed to
document a description of the resident's surgical
incisions.

! Review of a Discharge Summary by Occupational
| Therapist (OT) #1 revealed Resident #1 was
discharged from therapy en 06/06/13, after a
“follow-up" appointment with the physician.
According to documentation by the therapist,
Resident #1 was admitted to the hospital on
06/06/13, due to Osteomyelitis (infection of the
bone).

Review of documentation in the hospital medical
record by nursing staff, dated 06/06/13, at 4:30
PM revealed the incision to Resident #1's lateral
right hip was red, warm, and had a "thick yellow
drainage" to the distal parts of the incision. In
addition, nursing documentation in the hospital

: medical record dated 06/06/13, at 9:00 PM

| revealed the surgical wounds to the resident's
right hip were "poorly approximated” {areas of
separation) with "yellow drainage" and redness
noted.

F 157
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Review of a History and Physical documented in
the hospital medical record by a physician on
06/06/13, revealed Resident #1 had been seen in
the physician's office "a week ago" (05/29/13) and

| the resident's lower incision was "slightly open

and draining." The review revealed on 06/06/13
the resident was found to have an infection to the
right leg incision. Further review reveated
Resident #1 was admitted to the hospital for an
Incision and Drainage (1&D) of the incision.

Review of Physician's Progress Notes/doctor's
orders in the hospital medical record dated
06/06/13, revealed the orthopedic physician noted
Resident #1's surgical incision had erythema
(reddening of the skin due to inflammation) and

. purulent drainage (a discharge of pus). Resident

#1 was admitted to the hospital for an Incision
and Drainage (1&D} of the incision due to an
abscess of the surgical incisions.

Review of a consultation from an Infectious
Disease physician, dated 06/06/13, revealed
Resident #1 reported having an increase in pain
and discharge from the right hip. Continued
review of the physician's consult revealed
Resident #1 had been placed on oral antibiotics;
the pain and drainage worsened; and, there was
some dehiscence {opening) of the incision. The
documentation revealed the resident was
admitted to the hospital for further evaluation and
a plan to undergo an "irrigation and debridement™
of the right hip incision. The documentation also
revealed cultures of the surgical incisions were
obtained and antibiotics were initiated.

A review of the hospital Discharge Summary

FORM CMS-2567(02-98) Previous Versions Obsolete

Event ID; 8X6R11

Facility ID: 100040
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: dated 06/11/13, revealed Resident #1 was

¢ admitted on 08/06/13, and was discharged home
on 06/10/13, with a diagnosis of
Methicillin-Resistant Staphylococcus Aureus
(MRSA) of the right hip status post incision and
drainage. The Discharge Summary stated,
"Patient unfortunately did not have [his/her]
‘dressing changed at least for 10 days."

interview conducted via telephone on 06/26/13, at
1:00 PM with Resident #1 revealed that prior to
the resident's admission to the facility, a nurse at
the hospital applied a dressing to the incisions on
the resident's right hip and leg, and the dressings
remained in place when the resident was

: admitted to the facility on 05/22/13. The resident
- stated nursing staff at the facility did not change
the dressing to his/her right hip and leg for the
first week he/she was at the facility. According to
Resident #1, when he/she questioned why the
dressing was not being changed the nursing staff
informed the resident there was no physician's
order to change the dressing. Resident #1
reported that during the follow-up appointment on
: 05/29/13, the physician was upset and

i questioned the resident concerning the dressing
being soiled and not changed. The resident
informed the physician the staff did not have an
order for dressing changes. The interview
revealed the physician informed the resident the
incisions were infected and the physician wrote
orders for oral antibiotics and daily dressing
changes. Resident #1 stated that following the
physician visit, nursing staff at the facility changed
the dressing every day and there was drainage
noted on the dressing being removed. The
resident stated that one nurse at the facility said
the incisions "didn't look good" but never

FCORM CMS-2587(02-98) Previous Versions Obsclete Event 1D: 8XBR11 Facility ID: 100040 If continuation sheet Page 60f27
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explained what that meant. The interview

revealed after a follow-up visit with the physician
on 06/06/13, the resident was admitted to the
hospital where the incisions were re-opened and
cleansed. Further interview with Resident #1
revealed at the time of the interview he/she
confinued to receive infravenous (IV) antibiotics
and was fo coniinue the antibiotics for three
weeks. Resident #1 had been discharged from

: the facility on 08/06/13, and an observation of the

resident's incisions was not conducted.

An attempt to interview Resident #1's family
member on 06/25/13, at 8:25 AM was
unsuccessful. However, review of
correspondence dated 06/17/13, from Resident
#1's family member revealed the resident had

- informed the family member the dressings to

his/her surgical incisions had not been not
changed during the stay at the facility. The letter
revealed the family member was unaware of the
infection to the incisions until the resident's
follow-up appointment with the surgeon on
-06/06/13.

Interview conducted on 06/25/13, at 3:50 PM with
. Licensed Practical Nurse (LPN) #5 and review of

| documentation on the TARS in Resident #1's

medical record at the facility revealed the LPN
assessed the resident's incisions at the facility on
05/24-26/13, and on 06/01-06/13. The interview
revealed the incision had a slight amount of
redness at the distal end of the incision which
worsened when dressings were initiated on
05/29/13. LPN #5 stated she noticed a change in
the condition of the resident's surgical incisions;
however, according to LPN #5, she did not notify

: the physician because the physician had placed

F 157
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 Interview conducted on 0B/25713, at 7:00 PM with
L LPN #8 andg feview of Residert #1's TARs

| revealed the LPN assessed the resident’s
Lincisions on 05/22-23013, DBETHE U533, and
| ont DBI0 102913, and DB/05-06713. The inteiview
ravagled the incisions were shightly red upon
~admission and increased inredness duridg the

: resident's stay; however, LPN 48 stated she. had
| ot notifled e resident's physician or the

| rasident's family mamber ofthe changs in the
 status of the regident's incisions.

§ Entarviews eonducted on OBREM3, al 5150 PM
with the DOM and Registered Nurse (RMN) #2

Coonfirmedd the faclity's policy was 1o notfify the

| resident’s physician of changes in aresident's

| condifion. The interview revealsd the DON and

| RN #2 wete not aware {hers had been & thangs

Vin Resident #Y's Incision, and ware not aware i

- tacility sta¥f had ooiified the.resident's family

eriber or physician of the changes.
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resident's stabus.
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assessmant is compisted.

F 157

Resident #1 went §¢ a doctor's
appointment on 5-6-13 and did not
return o facility.

F27s

A complete assessment compliance
audit was completed on 8-1-13 by
DON/Nurse Supervisor for all current
residents. This included comparing all
aspects of resident assessments from
5-22-13 by viewing resident for
completion and accuracy. All issues
were corrected by the above or by
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notifying the responsible person who
made correction.

The nursing assessment/Interim care plan,
daily wound documentation was revised
to include surgical wounds. Staff was
in-serviced by DON and Supervisor on
6/20/13 regarding documentation of
wounds and on 8/2/13 regarding the
accuracy of all assessments done on
admits and re-admits (see attachments
3A,38zand 5.)

The DON/Supervisor/designee will review
the 24 hour report and orders during the
morning meeting. Any assessment
compliance issues will be addressed during
that shift. Correction will be made by the
above cr responsibie employee which will
be notified verbally or by communication
form for correction. All wound
documentation and assessments will be
reviewed weekly by the NAR committee.
This includes Nurse supervisor/designee
visibly looking at resident for assessment
accuracy to include wounds. This protocol
will be used for 30 days beginning 8-1-13
at which time it wifl be reviewed to verify
compliance is being met. This process will
continue if achieving goal or revised as
necessary. QA committee will be
consulted if preblems with compliance
continue.

. 8-8-13
Completion Date:
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! infection to the surgical incisions that required
. admission to a hospital for further treatment.
{Refer to F308.)

The findings include:

Review of the facility's undated policy entitled
"Wound Documentation” revealed staff was
responsible to document daily on all wounds
which included pressure ulcers, surgical wounds,
and skin tears. The policy revealed the staff
would document the wound's status on the back
of the Treatment Administration Record (TAR).

Review of Resident #1's closed medical record
revealed the facility admitted the resident for
rehabilitation on 05/22/13, with a diagnosis of
Open Reduction and Internal Fixation {ORIF) of
- the right hip. At the time of admission, facility
staff assessed the resident and noted the
resident had a surgical incision that had fifteen
staples and two surgical incisions that had four
staples each. Review of Physician's Orders and
the TARs for May 2013 revealed staff was to
monitor the surgical sites to the right hip and
upper outer leg fwice a day. However, based on .
review of documentation in Resident #1's medical
. record, including the skin assessments and the
Treatment Administration Record (TAR), facility
staff failed to document a description of the
appearance of the three incisions and had only
documented how many stapies were in each
incision.

Review of Resident #1's closed medical record

revealed an Admission Minimum Data Set (MDS)

assessment dated 06/03/13. The review
revealed the resident’s cognition was intact. The
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MDS assessment also revealed the resident had
surgical wounds; however, facility staff failed to
document the appearance of the three incisions.

! Further review of the clinical record revealed

! Resident #1 was assessed by a physician during
a follow-up appointment on 05/29/13; and
documentafion from the follow-up appointment
revealed the physician requested for staff to
administer 500 milligrams {mg) of Keflex
(antibiotic) three times a day due to inflammation
: to the distal end of the surgical incision. In
addition, the physician requested siaff fo monitor
the resident's wounds/incisions and change the
dressings to the wounds/incisions on a daily
basis. Resident#1 was to return to the
physician's office for a follow-up appointment on
! 06/08/13 or "sooner” if there were increasing

' signs of infection. Review of documentation by

| the physician following the follow-up visit on
05/28/13, revealed Resident #1 had "cellufitis"
(inflammation which is red, hot, and painful) of
the incisions "distally," with no active drainage
noted.

Review of documentation on the TARs revealed
staff applied an Allevyn patch {surgical dressing)
to the surgical sites on Resident #1's right hip and
upper outer leg every day from 05/30/13 through
06/06/13. Although facility staff had noted the
resident's incisions had been monitored twice a
day, facility staff failed to document an
assessment, including a description, of the status
of the surgical incisions.

Review of documentation by Occupational
Therapist (OT) #1 dated 06/11/13, revealed
Resident #1 was admitted to a hospital after a
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| follow-up visit with the physician on 06/06/13,
secondary to Osteomyelitis (bone infection).

Review of nurse’s notes in Resident #1's hospital
medical record dated 06/06/13, at 4:30 PM
revealed the surgical incision to Resident #1's
right hip was red, warm, and had "thick yellow"
drainage at the distal parts of the incision.
Further review of the hospital's nurse's notes
dated 06/06/13, at 9:00 PM revealed the surgical
incisions on the resident's right hip were poorly
approximated (edges are brought together
without areas of separation), were red, and had
"yellow drainage.”

Review of a History and Physical documented by
the physician at the time of Resident #1's
admission to the hospital on 06/06/13, revealed
Resident #1 had been seen in the physician's
office a "week ago" {05/29/13) and the resident’s
lower incision was slightly opened and draining.

- Further review revealed on 06/06/13, the resident
was admitted to the hospital for an Incision and
Drainage (I&D) of the incision due to an infection.
Resident #1 was discharged home from the
hospital on 06/10/13, and an observation of the
resident’s incision was not conducted during the
investigation.

Review of progress notes/doctor's orders dated
06/06/13, revealed an Orthopedic Physician at
the hospital assessed Resident #1 and noted the
resident's incision was red and had a "purulent”
discharge. Resident #1 was admitted for an
Incision and Drainage (1&D) of an abscess at the
surgical inciston.

Review of an Infectious Disease Consultation
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i dated 06/06/13, revealed Resident #1 had

reported an increase in pain and a discharge

from the right hip. Documentation revealed the

resident was placed on oral antibiotics, the pain

and drainage worsened, the incision had some

dehiscence, and the resident was admitied to the
hospital for further evaluation/treatment.

In addition, a review of Resident #1's hospital
Discharge Summary dated 06/11/13, revealed the
resident was admitted on 06/06/13, and was
discharged home on 06/10/13, with a diagnosis of
Methicillin-Resistant Staphylococcus Aureus

! (MRSA) of the right hip. The Discharge
Summary revealed the "patient unfortunately did
not have [his/her] dressing changed at least for
10 days."

Interview conducted on 06/25/13, at 2:30 PM with
Licensed Practicai Nurse (LPN) #1 and review of
the TARs for Resident #1 revealed the LPN
; assessed the resident's incisions on 05/22/13,
- 05/23/13, 05/27/13, and 05/28/13, but failed to
document a description of the appearance of the
resident's incisions. The interview with LPN #1
revealed there was.no dressing to the resident's
incisions and "no redness or drainage" noted.
However, LPN #1 failed to document a
description of the resident's incisions.

 Interview conducted an 06/25/1 3, at 2:50 PM with
LPN #2 and review of the TARs for Resident #1
revealed the LPN assessed the resident's
incisions on 05/28-30/13. LPN #2 stated the
resident's incision was covered with a dressing
and when the LPN changed the dressing there
was no redness or drainage noted. However, the
LPN failed to document a description of the
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resident's incisions.

Interview conducted on 06/25/13, at 3:05 PM with
LPN #3 and review of Resident #1's TARs

! revealed the LPN assessed the resident's

| incisions on 05/24-26/13 and the incisions were
left open to air with no redness or drainage noted.
Further interview and review of the TAR revealed
LPN #3 also assessed and provided incision care
for Resident #1 on 06/03-04/13, and with the

! dressing changes there was no redness or

i drainage of the incisions noted at that time.
However, LPN #3 failed to document a
description of the resident's incisions.

Interview conducted on 06/25/13, at 3:30 PM with
I LPN #4 and review of Resident #1's TARs

: revealed the LPN assessed the resident's

| incisions on 05/24-26/13 and again on 05/29/13.
The LPN stated the resident's incisions were
covered with a dressing and when the LPN
changed the dressing there was no redness or
drainage noted. However, the LPN failed to

! document a description of the resident's incisions.

Interview-conducted on 06/25/13, at 3:50 PM with ‘ -
LPN #5 and review of Resident #1's TARs :
revealed the LPN assessed the resident's
incisions on 05/24-26/13, and on 06//01-06/13.
The interview revealed the incision had a stight

! amount of redness at the distal end of the incision
| which worsened when the dressing started being
applied. LPN #5 stated she noticed a change in
the incisions but had failed to document a
description of the resident's incisions.

Interview conducted on 06/25/13, at 7:00 PM with :
LPN #6& and review of Resident #1's TARs i
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Resident #1 went to a doctor’s
appointment on 6-6-13 and did not
return to facility.

An audit of all resident comprehensive

care plans was completed on 8-1-13 by
DON/Nurse Supervisor. This included
checking resident care plan from 5-22-13
against comprehensive assessments far

. completion and accuracy. No resident

¢ was found to be out of compliance.

* The assessment form for admit/re-admit
: i was revised {3A). Interim care plan will
address all current medical needs. This
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Staff in-serviced on 7-5-13 by
DON/designee and 8/1/13.

The interim care plan will be monitored
for accuracy, along with all assessments
compieted on admits/re-admits. These
will be compared to the resident’s
current medicat condition for accuracy
by DON/Superviscr/Designee on next
business day (4A and 4B}). Wounds wilt
he visibly observed by DON/Designee
every week to verify interim care pian
compliance. This protocol will be used
for 30 days beginning 8/1/13 and then
re-assessed to ensure all issues are
identified and resoived. This process will
continue if achieving goal or revised as
necessary. Any problems will be
presented to QA committee. Any
compliance issues will be corrected by
person doing audit or referred to
responsibie party for completion.
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AR SRR EIAT S Pravious Viwsens Ubsolams

Bt 10, BRERY)

il W ADN0AD

¥ contiruation sheat Fage 1ol 2




: PRINTED: 07/15/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFIGIENCIES {(X1) PROVIDER/SUPPLIER/CLIA  * (X2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

c
185112 B. WING 06/28/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

420 JETT DRIVE
JACKSON, KY 41339

NIM HENSON GERIATRIC CENTER

N 1D SUMMARY STATEMENT CF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE : DATE
: DEFICIENCY}
F 279 | Continued From page 16 F 279

admission working care plan and the aide care
plan. The DON reported that the Minimum Data
Set (MDS) Coocrdinator also utilized the

. "Admission Check List" to develop the
comprehensive care plan within 21 days of
admission.

Review of the closed medical record for Resident
#1 revealed the facility admitted the resident on
05/22/13 for rehabilitation. Resident #1's

- diagnosis at the time of admission was Open
Reduction and Internal Fixation (ORIF) of the
right hip. A skin assessment conducted upon
admission to the facility revealed the resident had
three intact incisions; the first incision had fifteen
staples and the second and third incision both
had four staples. Review of Resident #1's
medical record, including the Treatmant
Administration Records {TARs) and physician's
orders dated 05/22/13, revealed staff was to
monitor the surgical incisions on the resident's
right hip and upper outer leg twice a day. A
review of documentation from a follow-up
appointment on 05/29/13 revealed the resident's
physician ordered 500 milligrams (mg) of Keflex

. {an antibiotic) to be administered fo Raesident #1 e
three times a day. In addition, the physician
requested staff to conduct assessments of the
resident's surgical incisions on a daily basis with
dressing changes. Documentation revealed
Resident #1 had a follow-up appointment with the
physician on 06/06/13, and was diagnosed with
an infection of the right hip incision and
hospitalized faor treatment.

Review of Resident #1's hospital Discharge
Summary dated 06/11/13, revealed the resident
was admitted to the hospital on 06/06/13, and
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was discharged home on 06/10/13, with a
diagnosis of Methicillin-Resistant Staphylococcus
Aureus (MRSA) of the right hip infection status
post incision and drainage. The Discharge

: Summary revealed, "Patient unfortunately did not

have [his/her] dressing changed at least for 10
days."

Review of Resident #1's care plan revealed
facility staff had failed to ensure a care plan had

. been developed to address the resident's

incisions, including the potential for infection, and
failed to develop interventions to ensure the
resident's surgical incision healed without
complications.

s Interview conducted on 06/25/13, at 5:50 PM with

Registered Nurse {(RN) #2 revealed the nurse
who completed the admission was responsible
for developing a working care plan for residents in
the facility based on their care needs. The
interview revealed the MDS Coordinator would
develop a comprehensive care plan within 21
days of admission along with the completion of
the MDS assessment. RN #2 stated Resident #1
had only been a resident in the facility for 16 days
and a comprehensive care plan had not been

: developed. RN #2 acknowtedged the "working"
i care plan failed to include interventions related to

the potential for the development of infection of
the surgical incisions.

Interview conducted on 06/25/13, at 7:00 PM with
LPN #6 revealed the nurse performed the

: admission assessment for Resident #1 on

06/22/13, and the working care plan. However,
the working care plan failed to address the care
to be provided to the resident's incisions.
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- Each resident musi receive amd Dw facily must

" provide the necessay SENE and services b atlain
o seginiin the Righesloradiicalis physicsl,
mantsl, and peychostoisl well-baing,
sonordants wih e comprelentive aSeessmers
and parof cars:

This REQUEREMENT sholmat as svidenced
by
fased on interview, closed medical record
review, hospital resord review and review ol ihe;
fanility's policy, was determinged the faciity faded
o enswe ong {17 of fowr (4) sampled residents
Fesident 571 recaived the néoassary cers antd
" sarvicss i maintals the highest practicst physical
waidbaing. Resident #1 was admidied to i
facility on DE/Q20T3, wilh free {3) sumial
insimong W the daht leg, On 050813, Resident
%% was aasassed during & folowsup visl with the
" ohsicign and dizgnosed 1o have infection to the
Cwmwisions Nesident #1'was adiiited lo e
meenitel o ORIS01E, for reatment ofthe
infertion, The. facitity failed to ensure Taclily siaff
devsmnred B cere plan that included inferventions
o emswre the msidents surgical incislons heated
withont comipioations, fatled to ensure fagiilty
assassed snd documsnted @ descriptios of
the regient's surgical aisions, including
srsfinand changes. is the appearance of the
sirgalingisions. {Refer to P87, F27R ang

FETE

Resident #1 went to a physician’s
appointment on 6-6-13 and did not return
to facility.

On 8/1/13 a compiiance audit was
conducted by DON and Supervisor. This
included: notification of changes,
comprehensive assessments and care
plans. All compliance issues were
corrected by audit personnel and
responsibie employee.

The re-admit/admit interim care pian
nursing assessment and daily wound
documentation have been revised to
include surgical wounds and any current
medical needs. {3A/3B.) This will be done
with every admit and re-admit. The policy
for notification of change in residents
condition was revised {C1). Daily wound
documentation was revised {see
attachment 5). In-service by
DON/Supervisor/MDS was given to staff
onh 6/20/13 on above revisions. An in-
service was heid on 7-5-13 by
DON/Supervisor/MDS for all nursing staff
pertaining to when and how to initiate
notification of changes. Policy revised
{1A,1B,and 1C.) in-service on 8-2-13
regarding the accuracy of all assessments
done with admit/re-admit.

During maorning meeting the
DON/Supervisor/designee will review ail
24 hour report sheets and orders fram
the previous day. Any discrepancies will
be addressed during that shift.
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;responsibie party. e Dirpctor of Nursig dend g
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condiion. The polioy revesiet alicensed nurss
| would D regponsinie M aasssaing the vesiian
and notifying the esidert's Eending physicien,
the resident's responsible parly, e Dissctor of
. Nursing and e W08 Coordinetor whan theny
. had beed 2 mgrifcant change in the residents
Detatus. The raview revealsd siaff was
» rasponsibie o dotument 3 channes i the
| resident's oondidon on the 24-hour report and 9
| twes-part condition change fmy

; Ravigw of the Boily's podicy entitled “Wowmnd
Dooumeniztion.” undated, revesled s% was
raspohsinie o document dadly on sl wounds

- whioh inchaded prassurs uloers, surdical wounds,
b siintears  Thepolioy revesied the sl
ok dusumant the wound's status o s back

of the Treakmernt Administration Racord (TAR).

Fevierw of Fasident #1's cloded medical record
reveaiad ins facily admitted the resident for
renabibatony on 0BI22/13 with a disgnosis of

| e Faduction and indernal Fixation {ORIF) of
s vight Bip, Facilly staff conducted 2 skin
PAERSRMENL Upon the residents admission to the
ity and noted the resident had three {3} rfact
rrmisiong that inoluded one 01 with Bleen (18)
sE0ES and e (2 with B i4) staples sach.
HMowrwar, review of Resident #1's midical record,
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25% of all residents will be audited
monthly by DON/Supervisor/designee
for compliance with MD orders and
notifications (MD and Family) and care
plan updates. All assessments
completed on admit/re-admit will be
compared to the resident’s current
medical condition for accuracy by
DON/Supervisor/designee {4A and 4B).
Wound decumentation and assessment
will he reviewed on a weekly basis at
NAR meeting. Nurse
supervisor/designee will visibly assess
each wound weekly. Resldent admit/re-
admit assessment and care plan
documentation wiil be monitored for
compliance by DON on next business
day (4A/4B). This protocol will be used
for 30 days starting 8-1-13 and then re-
assessed to ensure all issues are
identified and resolved. Any compliance
issues will be corrected by person doing
audit and referred to responsible party
for completion.

Completion Date:

8-8-13
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inciuding the skin assessments and the

. Treatment Administration Records (TARs),

revealed facility staff failed to document a
description of the appearance of the three (3)
incisions. Review of the TARs and physician's
orders for May 2013 revealed staff was to monitor
the surgical sites to the right hip and upper cuter
leg twice a day; however, there were no
treatments ordered for the incisions until after a

- follow up appainiment on 05/29/13, seven (7)
; days after the resident’'s admission to the facility.

Review of documentation from the follow up
appointment revealed Resident #1's had
inflammation to the distal section of the incision
and the physician requested staff to administer
500 milligrams of Keflex (antibiofic) to Resident
#1 three times a day; to conduct daily incision
assessment with dressing changes; and for the
resident to return to the physician's office on

i 08/06/13, for a follow-up appointment or "sooner
 if there are increasing signs of infection”.

Review of Resident #1's clinical record revealed
from 05/30/13, through 06/06/13, staff applied an
Alleyvn patch (surgical dressing) to Resident #1's
surgical site on the right hip and upper outer leg
every day; however, staff failed to document a
description of the status of the surgical incisions.

Review of Resident #1's care plan revealed
facility staff had failed to ensure a care plan had
bean developed to address the resident's

! incisions, including the potential for infection, and

failed to develop interventions to ensure the
resident's surgical incision healed without
complications.

Interview conducted on 06/25/13, at 5:50 PM with
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Registerad Nurse (RN) #2 revealed the nurse
who completed the admission was responsible
for developing a working care plan for residents in
the facility based on their care needs. The
interview revealed the MDS Coordinator would
develop a comprehensive care plan within

; twenty-one (21) days of admission along with the
completion of the MDS assessment. RN #2
stated Resident #1 had only been a resident in
the facility for sixteen (16) days and a
comprehensive care plan had niot been
developed. RN #2 acknowledged the "working"
care ptan failed to include interventions related to
the potential for the development of infection of
the surgical incisions.

Documentation in Resident #1's medical record
revealed Resident #1 was admitted to a hospital
: on 06/06/13, secondary to an infection of the
surgical incisions.

Review of a hospital History and Physical dated
06/06/13, revealed Resident #1 was seen in the
physician's office "a week ago" (05/28/13) and the
resident’s lower incision was slightly opened and

- draining. The review revealed the physician
assessed Resident #1 again on 06/06/13, and
documented the resident had an infection to the
right leg incision and was admitted to the hospital.

Review of documentation by an Orthopedic

: physician at the hospital on 06/06/13, revealed
Resident #1 had erythema (reddening of the skin
due to inflammation) and purulent drainage
(discharging of pus) from the surgical incision and
was admitted to the hospital due o an abscess (a
collection of pus) of the incisions.
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An Infectious Disease Consultation on 06/06/13
revealed Resident #1 had an increase in pain and
discharge from the right hip incision and had
been placed on oral antibiotics. Based on the
Infectious Disease Consultation, the resident's
pain and drainage from the incision had
worsened, some dehiscence of the incision had
occurred, and Resident #1 was admitted to the
hospital for further evaluation. Documentation

: revealed an irrigation and debridement of the
surgical incision on Resident #1's right hip was
conduetad, cultures were obtained, and
antibiofics were initiated.

: Areview of Resident #1's hospital Discharge
Summary dated 06/11/13, revealed the resident
had been admitted to the hospital on 06/06/13,
and was discharged home on 06/10/13, with a
diagnosis of Methicillin-Resistant Staphylococcus
: Aureus (MRSA) of the surgical incision on the

right hip. According to the Discharge Summary,
the "Patient unfortunately did not have [his/har]
dressing changed at least for 10 days.”

! Interview conducted on 06/26/13 at 1:00 PM, with
! Resident #1 revealed a nurse at the hospital had
applied a dressing to the incisions on the right hip
and leg which were in place when the resident
was admitted to the facility on 05/22/13. The
resident stated nursing staff at the facility did not
change the dressing to histher right hip and leg

| for the first week he/she was at the facility.
According to Resident #1, when he/she
questioned why the dressing was not being
changed the nursing staff informed the resident
there was no physician's order to change the
dressing. Resident #1 reported that during the
follow up appointment on 05/29/13, the physician i
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was upset and questioned the resident

| conceming the dressing being soiled and not
changed. The resident informed the physician
the staff did not have an order for dressing
changes. Resident #1 stated following the
physician visit, nursing staff at the facility changed
 the dressing every day and there was drainage
noted on the dressing being removed. The
resident stated that one (1) nurse at the facility
said the incisions "didn't look good” but never
explained what that meant. The interview
revealed after a follow up visit with the physician
on 06/06/13, the resident was admitted to the

: hospital where the incisions were re-opened and
cleaned out. Resident #1 stated he/she was still
taking intravenous (V) antibiotics and was to
centinue the antibiotics for the next three (3)
weeks.

. An attempt to interview Resident #1's family

. member on 06/25/13, at 8:25 AM was
unsuccessful. Howsver, a review of
correspondence, dated 06/17/13, from Resident
#1's family member revealed the resident had
informed the family member the dressings to
his/her surgical incisions had not been not

. changed during his/her stay at the nursing home.
| Further review revealed Resident #1 and the
family member were unaware of the infection to
the incisions until the resident's follow up
appaintment with the surgeon on 06/06/13.

Interview on 66/25/13, at 2:30 PM with Licensed
; Practical Nurse (LPN) #1 revealed the LPN

. assessed the resident’s incisions on 05/22/13,
056/23/13, 05/27/13, and 05/28/13, and had failed
to document the appearance of the resident's
surgical incisions. LPN #1 stated the resident's
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incisions had been left open to air with no
redness or drainage noted.

Interview conducted on 06/25/13, at 2:50 PM with
i LPN #2 and review of Resident #1's TARs
revealed the LPN assessed the resident's
incisions on 05/28-30/13. According to LPN #2,
the incision was covered with a dressing and
when she changed the dressing she had not

| observed any redness or drainage of the
incisions, and had failed to document the
assessment.

Interview conducted on 06/25/13 at 3:06 PM with
LPN #3 revealed the LPN assessed the resident's
: incisions on 05/24-26/13, and the incisions had

| been left open to air with no redness or drainage
noted. Further interview and review revealed
LPN #3 also assessed and provided incision care
for Resident #1 on 06/03-04/13, with no redness
or drainage noted when the dressing was
changed; however, there was no documentation
of the appearances of the incisions.

interview conducted on 06/25/13, at 3:30 PM with
LPN #4 revealed the LPN assessed the resident's
incisions on 05/24-26/13, and again on 05/29/13.
The LPN stated the resident's incisions were

. covered with a dressing and when the dressing

i was changed there was no redness or drainage
noted; however, there was no documentation of
the appearance of the incisions.

Interview conducted on 06/25/13, at 3:50 PM with
LPN #5 and review of Resident #1's TARs
revealed the LPN assessed the resident's
incisions on 05/24-26/13 and on 06//01-06/13.
The interview revealed the incision had a slight
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amount of redness at the distal end of the incision
which worsened when the dressing started being
applied and would have been documented on the
TARs. LPN #5 stated she noticed a change in
the incisions; however, the LPN stated she failed
to document the description of the incisions and
had not notified the resident's family member or
the resident's physician because the physician
had started the resident on an antibiotic and
already scheduled the resident for a follow-up
appointment.

Interview conducted on 06/25/13, at 7:00 PM with
LPN #6 revealed the LPN assessad the resident's
incisions on 05/22/13, 05/23/13, 05/27/13,
05/31/13, 06/01/13, 06/02/13, 06/05/13, and
06/06/13. The interview revealed the incision was
stightly red upon admission and increased in
redness during the stay; however, LPN #6 stated
she had not documented the assessment and
failed to notify the resident's family member or the
resident's physician of the change in the

| resident's surgical incision.

Interviews conducted on 06/25/13, at 5:50 PM
with the Director of Nursing (DONYand -
Registered Nurse (RN} #2 confirmed the facility's
policy was to nofify the resident's physician of
changes in a resident's condition. The interview
revealed the nurses were to assess Resident #1's
incisions daily and document the assessment on
the TAR. However, the DON and RN #2
acknowledged facility staff had failed to aiways
document the assessment of Resident #1's
surgical incisions, including a description of the
appearance of the wounds, as required by facility
policy and confirmed there was no family member
| or physician notification of any changes in the
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