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F‘I_ST_
An abbreviated survey {KY #19028) was Criteria #1
ducted on 09/13/12 through 08/14/12 to Treatment was oblained as Indlcated per
con g ) physician order on 8/14/2012 for Resident #3.
determine the facllity's cempliznce with Federal POA was notified on 81472012,
redqulrements, KY #19028 was unsubstantiated Crleria 42
i iane niteria
with unrelated deficiancies, Adminisirative Nurging witl audit treatments!
F 157 483.10{(b)(11) NOTIFY OF CHANGES F 167 phys(cians' orders for rasldents who eurrently
55sD | {INVURY/DECLINE/ROCOM, ETC) have pressure sores to strive to ensure that
all appropriate physician orders are being
o . . N . followed as Indicated by the physiclan, This
Afacility must inmediately inform the resident; actlop will be completed by Eetabor 25, 2012,
consult with tha residant's physician; and if i
known, notify the resident's lagal representative Criteria #3
ar an interested family member when there is an Tha palicy for physlclanfiegal rapresantative
. \ s \ \ nolificalion and physician follow up was revised
accident involving the resident which results in on 8/26/2012 to pravids guidelines for fallow up
injury and has the potenfial for requiring physiclan with phyatclans to strive to ensura a timely
intervention; a significant change in the resident's {mﬂﬂc?ﬂ%ngest-mrgie. Chargrrf] Nurses were
physical, mental, or psychosocial staius {i.e., a E;%g%?z_ ¥ the Director of Nursing on
detetloration in health, mental, or psychosocial
stalus in either lfe threatening conditions or Criteria #4 ]
dlinical complications); a need to alter treatment The facility plans 16 monitor performance by
I . discontinue an raviawing nursing notes 3 {imes a week {o
s:gm!’tcanily {i.e., a nead to dis ] strive fo ensure that appropriate follow up with
existing form of lreatment due to adverse physicians is being completed as indicated per
consequances, of lo commence a naw form of policy.
lreatment); or a decision to lransfar or discharge Administrativa Nursing will audit treatmants/
. - \ i physician arders for those residents who have
the resident front the facility as specified in pressures one time & monlh for lhree months.
- §483.12(a). . . _ . ... e e B0 then quarterly. TS will engure thatal |
appropriate physlcjaq orders and treatments are
The facilily must also premptly notify the resident being folloved as indicated. Crlterla #5
and, if known, the resident's legal representative 10/26/2012
or Interssted family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in '
resident rights under Fedaeral or State law or
ragutations as specified in paragraph (b){1) of
hig section.
The facility must record and periodically updale
the address and phone number of the resident's
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other eafeguerde provids sufficient prolaction to the patienta . {See inatwwuctiona.) Except for nuraing homes, tha findinge slatad ebove are dieclozebls 80 deys
followlng the defe of aurvey whether or not a plan of correctlon 1s provided, For nursing homes, the above findinge and plana of correciion ara diacloaable 14
days following the date these decumentz are made avaliavle (o the facliy, If deficlencles are cited, an approved plan of correction la requialte to continued
progeam participation. ’
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legal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on observation, Interview, record revisw,
and review of the facillty’s policy/procedure, it was
determined the facility falled to consult with the
physician for ona resident {#3), in the selactad
sample of eight residents, when the wound nurse
identified the possible need to change treatment
for a facility identifiad Stage ! prassure sore.

Findings include:

A review ol the facilify's "Physician Notlfication”
policy and procedure, undated, revealad the
resident's physician should bse consulted when
there is a naed {0 alter frealmant,

A 1ocord reviow revealed the facility admitied
Residant #3 on 02/15/12 with diagnosis to include

Diabetes Meallitus,

A review of the Weekiy Ulcer Progress report,
dated 08/22/12, revealed a Stage H area was
identified on the resident’s cocoyx and measured
3.0 centimeters (cm)x 1.2 om.

A review of the physiclan’s order, dated 08/23/12,
reveaied to cleanse the brsakdown on the
resident's coccyx with soap, watar, and then pat

dry.

A review of the Weekly Ulcer Progress report,

dated 09/10/12, revealed the Stage il area on the
coccyx measured 1.6 cm x 0.7 cm and was noted
to be red. The Wound Nurse Pradfiloner made a
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recommendation for the freatment to be changed
to santyl and gauze.

A review of the physician's order and nurse's
note, dated 09/10/12 - 09/14/12 revealed there
was no evidence the physician was contacted
regarding the Nurse Practitioner's
recommendation to change the treatment to
santy! and gauze.

Obaervatlon of a kit assassmeant, on 09/14/12 af
11:30 AM, revesled a Stage }| progsure sora on
Resident #3's coceyx, measuring 3.0 cm x 1.0 em
X 0.1 om,

Interview with Registered Nurse (RN} #1, on
09/14/12 at 11:40 AM, revealed the physiclan was
faxed about the recommendation on 08/10/12,
but there was no evidence the physician called or
faxed any orders back to the fadllity. end no
evidence that anyone contacted the physician to
foliow-up on the recommendation,

Interview with the Director of Nursing (DON), on
09/14/12 at 1:20 PM, revealed aach nurse was
suppose to follow-up on faxes. She stated they

did not have a policy/procedure which addressed
the slaps to take after 2 fax was sent to the

physician.

F 314 | 483.25(¢) TREATMENT/SVCS TO F314
S§=D | PREVENT/HEAL PRESSURE SORES

Basad on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facllity without pressure sotes
does not develop pressure sores unless the
indlvidual's clinical condition demaonstrates that
they were unavoidable; and 3 resident having
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pressure sores receives hecessary treatment and
services to promote healing, prevent infection and Criteria #1
prevent new sores from developing. Treatment was oblained as indicated per
physiclan order on 9/14/2012 for Resident #3,
POAwas nolified on 9714720142,
This REQUIREMENT is not met as evidenced Crhterla #2
by Administrative Nursing vill audit treatments/
Based on observation, interview, racord review, physicians' orders for resiqems who currently
and review of the facllity's policy/procedure, it was have pressure sores (o sirive to eneure that
, the facllity failed to ensure one all appropriate _physacian orders are bemg'
determined € Tachilly Ia € followed as indicated by the physician, This
resident (#3), in the selectad sample of eight action will be completad by Oclober 25, 2012,
resldents, received the necessary freatment and Crlterin £3
\ \ . fteria
servlceifo prqnote healing and preygnt infection. The policy for physiciaaflegsl representative
The facility failed to ensure the physician was notification and physlefan follow Up was revised
consulted whan the Wound Nurse Practitioner on 9/26/2012 te provide guidetines for follow up
recomimended a Wreatment be changed due to no with physicians to strive to ensure a timely
improvement in the wound notificalionvfegponse. Charge Nurses were
Mg - Inserviced on the palicy by tha Directer of Nursing
on 9/26/2012,
Findings include:
Criteria #4
, \ " . . The facllity plans to menltor performance by
A r§\f|ew of the facility's "Physician Nolification” reviewing nursing noles 3 imes a week to
policy and procedure, uhdated, revealed the glriva to engure thal appropriale follow up with
restdent's physiclan should be consulted when physiclans Is being completed as Indisatad per
; per pollcy.
gll:recls a nhied to alter trea}ment. AdreVIew of the Administrative Nursing will audit treatments/
n Care Management po tcylpro_ce ure, physician orders for those residents who have
undated, revaatad protocols were in place for the pressure sores one tme & month for three months,
T | tréalmenl of prassiivasores,  Area of prassute N T End e raneTly. Thts Willensurg that all - — )70 T
sore involved debridement for nacrelic tissue appropriate physician orders and treatments are
L . . being followed a3 indicated.
preventing infection, cleansing of wound and-use -
dressings to keep the ulcer bed continuous] Griteria #5
ssing e tnuousy 10/26/2012
moist, but also to keep the sumrounding intact skin
dry.
A record review revealed the facllity admitted
Resident #3 on 02/16/12 with diagnosis to ihclude
Diabetes Mellitus,
A review of the quarterly Minimum Data Sat
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(MDS) assessment, dated 08/10/12, revealed the
facility assessed Resldent #3 as at risk for
pressure sores,

A review of the Comprehensive Care Plan, at risk
for impaired sKin integrity, dated 02/22/12,
revealed a Stage [f pressure sore was identified
on 08/19/12 and the facility was to provide
treatment as ordered.

A review of the Weekly Ulcer Progress report,
dated 08/22/12, revealed & Slags I} area was
Idenlified en the resident's coccyx maasuring 3.0
centimeters (cm) x 1.2 cm.

A raview of the physician's order, dated 08/23/12,
ravealed to cleanse the pressure ulcer on the
coccyx area with soap, water, and then pat dry.

A review of the Weeldy Ulcer Progress report,
dafed 09/10/12, revealed the Stage || area on the
cocoyx measured 1.6 cm x 0.7 om, and the area
was red wilth necrotic lissus, The Wound Nurse
Practitioner recommended for the freaimont la ba
changed to santyl and gauze,

A'vaviaw of the physician's order and hinge's ™
nota, dated 08/10/12 - 09/14/12, revealed there
was no evidence the physician was contacted
regarding the Nurse Praclitloner's
recommendation to change the treatment lo
santyl and gauze,

A review of tha September 2012 Treatment
Administralion Record {TAR) revealed the facility
continued lo wash the wound with soap and wafer
and apply barrier cream.

F 314
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Observation of a skin assessment, on 09/14/12 at
11,30 AM, revealed the Stage | pressure sore on
the resident’s coccyx measured 3.0 ¢m X 1.0 cm
x 0.1 cm.

tnterview with Registered Nurse (RN) #1, on
09/14/12 at 11:40 AM, revealed the physician was
faxed abouf the recommendation on 09/10/12,
but there was no evidence the physician calfed or
faxed any orders back to the facility, and no
evidence that anyons contacted the physician to
follow-up oh the recommendation.

Intarviaw with the Director of Nursing {DON), on
09/14/12 at 1:20 PM, revealed each nurze was
suppose to follow-up on faxes. She stated they
did not have a policy/procedure which addressed
the steps to iake after g fax was sent to the
physician.

inferview with the Wound Nurse Practitioner, on
09/14/12 al 1:45 PM, ravaaled the reason she
recommended the change in treatment was due
to no improvement in the wound, as well as some
necrotic tissue noted. She stated the lack of
physician notification to obtain an order for the

santyl'and gauze could haveé caused adeclineln™ " ™ 7"} 7

the wound.
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