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Based on observation, interview, record review
and review of the facility's policy and procedure, it
was determined the facilly falled to develop a
comprehensive care plan, for one resident (#3),
in the selected sample of ten, related to
menitoring and prevantion of bruising, as well as
other complications related 1o Anticoagulation
Therapy.

Findings in¢lude:

A review of the facllity's policy/procedure,
"Comprehensive Care Plan," undated, revealed
"upon admisslon, an initial care plan was o be
developed by nursing staff fo strive to ensure that
nursing staff were aware of the support the
resident needsd to provide cara.”

A record review revealed Resident #3 was

.. |-admitted to the facility on 08/25/11 with diagnosls
to Include Congestive Heart Failure, Atrial

Fibulation, Respiratory Failure, Depressive

Disorder and Anxiety,

A review of Resident #3's interim care plan and
the comprehensive care plan, dated 08/07-27/11,
did nat address Anficoagulation Therapy or the
need to monitor for the prevention of bruising or
other complications related to the use of bloocd
thinpers.

A review of the quarterly Minimum Data Set
{MDS), dated 12/01/11, rovealed the resident to
bo moderately cognltively impaired, frequently
incontinent of urine with occasional bowel
incontinence, He/she required extensive
assistance with fransfers, bed mobiiity and most
activities of daily fiving {ADLs).
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Criterla #1 !

A review of the physician’s orders, dated
12/04-31/11 revealed "Aspirin 81 milligrams {mg)
by mouth {po} once daily and Plavix 75 mg po
once daily” with a start date of 08/25/11. (Both
medications are anficoagulants or blood
thinners},

An observation, on 12/16/11 at 10;00 AM,
reveaied Licensed Practlcal Nurse (LPN)/MDS i
Coordinator completed Regident #3's skin :
assessment, Observation revealed there was

scattered fading discolorations on all extremities,

An interview with the LPN/MDS Coordinator, on
12/16/11 at 11:10 AM, revealed a care plan
related to antlcoagulation therapy shouid be
initiated, and she stated she was responslble to
initiate the care plan; however, she was unable to
provide a care plan for Residant #3. She could

provide no explanation as to why a care plan was
not in place.

An interview with the Director of Nursing (DON}),
on 12/16/11 at 3:50 PM, revealed she expected a
care plan for anticoagulant therapy to be Initiated
and implemented, as well as staff to be educated
on safety precautions. She provided no
explanation as to why this did not ocour,

F 309 | 483.26 PROVIDE CARE/SERVICES FOR

s5=p | HHGHEST WELL BEING

Esach resident must receive and the facility must
provide the hecessary care and services to attain
or maintain the highest practicable physicat,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

e —

A comprehensive care plan Identitying '
antlcoaguiant/antiplatelet blood thinning medications
will be developed for resident #3, by the LPN/MDS
gotigrdlnotor, This wif be completed by Jonuary 25,

' Criteria #2

A comprehensive care plan audlt will be conducted

for those residents utillzing anticoagulant/antiplatele |
blood thinning medications, This will be completed by
the LPN/MDS Coordinator, This will be completed by !
January 25, 2012,

; Criterla #3
. Upon receipt of o physician‘s order lo inifiats an
+ anficoagulant/antiplatelet bicod thinning medication,
; @n acute care plan targeting |
. anficodgulant/ontiplatelefs medicaifons will be !
. devsloped by the licensesd nurse recelving the order
gr 2\; l(.;‘\dmir:;strr.ﬂl\.na N*rsrng. Adminkirafive Nursing
e o o . . ] ONdlicensed nurses will be provid i P
l vy p sd'frcnnrng on this by
§l Criterla #4
" A comprehensive care plan audl wil be conducted
Quarteriy lor those residents ullizing
antficoagulant/antiplatelet blood thinning medications.
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This REQUIREMENT Is not met as evidenced
by

Based on observation, interview, record review
and review of the facility's policy/procedure, it was
determined the facility failed to provide the
necessary care and services to maintain the
highest practical physical well being for one -
resident (#3), in the selected sample of ten,
related to the failure to imptement interventions to
monitor for or prevent brulsing. and other
complications related fo Anticoagulation Therapy.,

Findings include;

A review of the facifity’s policy/procedure,
*Comprehengive Care Plan,” undated, revealed
“upon admission, aninitial care planwastobe 4 L L L. ..
developed by nursing staff to strive to ensure that

nursing staff were aware of the support the

restdent needed fo provide care.”

A record review revealed Resident #3 was
admitied fo the facility on 08/25/11 with diagnoses
to include Congestive Heart Failure, Atrial
Fibulafion, Respiratory Failure, Depressive
Disorder and Anxiety.

A review of Reslident #3's interim care plan and
the comprehensive care plan, dated 09/07-27/11,
did not address Anticoagulation Therapy or the
need to monitor for the prevention of bruising or
other complications related to the use of blood
thinners.

A review of the quarterly Minimum Data Set
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(MDS), dated 12/01/41, revealed the resident to
be moderately cognilively impaired, frequently
incontinent of urine with oceasional bowel
incontinence, Hofshe required extensive
assistance with transfers, bed mobility and mast
activitles of dally Hiving {ADLs).

A revlew of the physician’s prders, dated
12/01-31/11 revealed "Aspirin 81 milligrams {(mg)
by mouth (po) once daily and Plavix 75 mg po
once dally" with a start date of 08/25/11. (Bath
medications are anticoagulants or blood
thinners),

An observallon, on 12/15/11 at 10:00 AM,
revealed Licensed Pracfical Nurse (LPNYMDS
Coordinator completed Resident #3's skin
assessment, Qbservation revealed there was
scaitered fading discolorations on all exiremities.

An interview with the LPNMDS Coordinator, o™

12/16/11 at 11:10 AM, revealed a ¢are plan
related ¢ anticoagulation therapy should be
initiated, and she stated she was responsible to
initiate the care plan: however, she was unable to
provide a care plan for Resident #3. She could
provide no explanation as to why a care plan was
not in place.

An interview with the Director of Nursing (DON),
on 12/16/11 al 3:50 PM, revealed she expected a
care plan for snticoagutant therapy to be initiated
and implemented, as well as staff to be educated
on safely precautions. She provided no
explanation as to why this did not occur.
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