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| A Recertification Heaith Survey was conducted ‘
03/19/13 through 03/22/13. Deficiencies were . - !
| cited with the highest Scope and Severity of a
| "G", with the facility having an opportunity to ! .
~ correct deficiencies before remedies wouid be | ; ’
} recommended for imposition. j Fis7 e
F 157 483.10(b)(11) NOTIFY OF CHANGES f F157! Resident #1 was discharged on / 5/3/13
88=0G :-' (INJURY/DECLINE/RQOM, ETC) : 3/21/13 from the facility prior to i
i ‘ ; this survey completion. No other |
A facility must immediately inform the resident; i _ residents were identified
I consult with the resident's physician; and if : ! concerning this tag,
| known, notify the resident's legal representative ;
- Of an interested family member when there 'san ! : An audit of all residents identified
| accident invoiving the resident which resuits in i ' with skin conditions will be
, Injury and has the potentiai for requinng physician tompleted by May 3, 2013 by the /
' intervention; a significant change in the resident's ; DON to ensure that the
' physical, mental, or psychosocial status (i.e., a i f responsible parties and physicians
deterioration in heaith, mentai, or psychosocial ! ; have been notified.
I status in either iife threatening conditions or ! :
i c_linfgai comp_lications): a negd to a_lter tfreatment ! Education regarding the policy and
 significantiy (i.e., a need to discontinue an , procedure for condition change of
! existing form of treatment due to adverse i : a resident will be provided to the
| Consequences, or to commence a new form of i } nursing staff by the DON and
'treatment); or a decision to transfer or discharge | ; | completed by May 3, 2013
i the resident from the faciiity as specified in i ! : '
I §483.12(a). | The DON/charge nurse will aydit

> 7w £ompliance with notification of
HECHam 0f condition by using the
24 hcﬁ:fg‘?report and nursing notes
?g}"aﬂyg ﬁonday through Friday) for
} twoggfeks, then weekly for three
mor}%’é, then quarterly times

i The facility must aiso promptly notify the resident [
and, if known, the residents iegal representative |

- or interested family member when therelis a

; change in room or roommate assignment as

- specified in §483.15(e)(2): or a change in

i resident rights under Federai or State iawor , ' Tt months. This will b
; regulations as specified in paragraph (b)( Tyof : initiated by May 3, 2013,

this section. /

; ; E

i
. The facility must record and periodically update

T IXB)DATE

“53% W] ﬁzfﬁ, 2. _ idIE

!
1

LABORATORY ECTOR'S OR F’ROV}D
"’@@M Wi

other safeguards provide sufficient protecti
foliowing the date of sury y whether of not a rsing homes, the above findings and plans of correction are disclosable 14
days following the date these documents a eficlencies are clted_an approved plan of corraction is requisite 10 continued
program participation.
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F 157 Continued From page 1 " F 157 | o
' the address and phone number of the resident's : Thbe rfest”'és of the audits wil be
| legal representative or interested family membey. . | submitted to the C°"t'””°“5_
| Quaiity Improvement Committee
t . (QAPY), which includes the
: : i Administrator, Director of Nursing
] H
 This REQUIREMENT is not met as evidenced | ! {DON), MDS Manager, Assistant
by: ! , MDS Coordinator, Medica|
, Based on observation, interview, record review | : E):rec;_or, Social Worker, Therapy
t and review of facility poiicy it was determined the ! NODF 'gafor_, random ursing staff,
i facility failed to ensure the Physician was notified ! j D‘Urse r?cttt!orjer, and Activity
 of a significant change in the resident's physical ':jecmr or feview on May 3, 2013 j'
condition and a need to atter treatment for one (1), an q:meri" times twelve
i of eleven (11) sampled residents (Resident #1). ! months.
; i !
' Resident #1 was identified to have a Suspected
1 Deep Tissue Injury (SDTI) Pressure Ulcer fo the ; i
Right Heei on 02/25/13; however, there was no ! ;
I documented evidence the Physician was notified |
 fo obtain orders for treatment to the ulcer. On I
' 03/06/13, the Pressyre Uicer progressed to an | i _
| Unstageabie Pressure Uicer Measured at 0.8 ,;
- Centimeter (cm) iength and 1.0 cm width and ' { ;
l described as having black/brown peeling eschar, | . :
; (Refer to F314) i '
: : l !
{ The findings inciude: I g i’
i ; : .
' Review of the facility "Statement of Patient i i ‘
| Rights” Policy, undated, revealed the faciiity must ! 1 ,
i iImmediately inform the patient; consuit with the i i
! patient's physician; and if known, notify the ' ! _
- patient's iegal representative or an interested : |
i family member when there was a significant : i I
- change in the patient's physical, mental or I :
| Psychosocial status or a need to aiter treatment, § J
! Review of Resident #1's clinical record reveaied i .' ;
I | the facility admitted the resident, on 02/12/1 3 ' 1
i ! i i
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F 157 Continued From page 2
' with diagnoses which Inciuded Diabetes Meliitus, |
l'and Status Post Right Hip Fracture with Open
i Reduction Internai Fixation (ORIF).

i
H

' Record review revealed an Initial Care Pian was
| deveioped on 02/12/13 and revised by Registered '
- Nurse (RN) #1 on 02/25/13 to include that j
| Resident #1 had a Suspected Deep Tissue injury
1 {SDT1) to the right outer heel. !

' Review of the Weekly Skin Check Sheet
; compieted by RN #2, dated 02/26/13 and !
- 03/05/13, revealed Resident #1 had a dark purple !
' area to the right heel, Although the pressure
i bicer to the resident's right heel was noted on :
0225113, 02/26/13, and 02/06/13, there was no |
' documented evidence the physician was notified
! to obtain treatment for the vicer.

i
)

' Review of the Wound/Pressyre Uicer '
| Assessment compieted by RN #1. dated :
, 03/08/13, revealed the area to Resident #1's right |
"heel was described as an unstageabie area with
{ black/brown peeiing eschar which measured 0.8
. centimeters (cm's) in length, 1.0 cm in width and

I

1 no depth. i

:' Review of the Physician's Orders, dated 03/07/13
! {ten days after the uicer was fdentified), revealed |
]' orders to cleanse the right laterai heel with

Normal Saiine, pat dry and paint with Betadine !
 twice a day, Glucerna twice aday, Juven one {1)
t packet twice a day, liquid ProMod 30 (miliiliter's)
. mi's per day, and multivitamin with minerais one

i tab daiiy, '

Interview, on 03/21/13 at 2:30 AM with RN#1
! revealed she assessed the area on the heel s

F 157;
! ;
i :

! ;
| 1
'
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F 157 | Continued From page 3 F 157,
|‘ which was a purple spot and considered to be a :
" SDTi on 02/25/13 and revised the initiai Care
| Pian. She stated she reported the area to the |
. nursing staff, therapy staff. and to the resident;
I however. she was not sure if she had notified the ‘
- Physician/Nurse Practitioner of the area. |
i
“Interview, on 03/21/13 at 5:00 PM, with RN #2
| revealed at the time she found the dark purple
- spoton Resident #1's heel, it was not blanchable ;
| and presented as a SDTI on 02/26/13. She statog |
. she aiso completed the Weekly Skin Check, i i
' dated 03/05/ 13, and the area again appeared as ‘
@ SDTI. Further interview revealed if anew area |
! of skin breakdown, such as a Pressure uicer, was
5. identified staff was to call the physician for !
| treatment. However, she stated she had received | '
{ information in report regarding the SDTi and ;
- assumed the Physician had already been notified i |

| for treatment. ! ;
! |

ﬁ

i interview with the Nurse Practitioner, on 03/21/13 ;
" at 11:40 AM, revealed she expected to be notified |
[ for an area which presented as a non-bianchabie | [
. dark purple area and she would order Xenoderm i
1 as atreatment. The Nurse Practitioner stated g ;
. she did not remember being notified of the ‘
| resident's heel ulcer untli 03/07/13 (ten days after | ;
; the uicer was first identified) when the order was | i
E written for treatment to the pressure uicer. Per )
i interview, if she had been notified earlier, there | i
' would have been an order written prior to that i

| date. i ,
,Interview with the Director of Nursing (DON), on | 5
103/21/13 at 10:40 AM, revealed it was her h '
» expectation that if a new dark purpie area or SDTI

' was identified, it would be brought to the Nurse ! i
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 further stated "I wouid have expected nurses to

' find the area sooner and bring it to the attention

' of the nursing staff and Nurse Practitioner before

; it became unstageabie”.
F 248 | 483.15(f)(1) ACTIVITIES MEET
88=E | INTERESTS/NEEDS OF EACH RES

!

[The facility must provide for an ongoing program :!
| of activities designed to meet, in accordance with |
- the comprehensive assessment, the interests and
 the physical, mentai, and psychosocial weik-being ;
j of each resident. I

i
; This REQUIREMENT is not met as evidenced
“hy: .
i Byased on observation, interview and record '
review, it was determined the faciiity failed to .
"provide an ongoing program of activities designedj
I to meet, in accordance with the comprehensive
~assessment, the interests and the physical, :
| mental, and psychosocial well-being of each ;
| resident for four (4) out of eleven (11) sampied
' residents (Resident #4, #7. #1 and #5)

!
!
»

. !
, Attending religious services was assessed as

' being very important for Resident #7. however, :
| staff did not ensure he/she attended the Church
i= service on 03/17/13. .

i Resident #4 enjoyed participating in alt activities _
because heyshe did not iike to be aione. )
' However, the facilty failed to provide the resident '
; with activities he /she enjoyed. |

| Interview with the Activity's Director, on 03/20/13
+ at 12:20 PM, revealed he had tried to get

i

; ;
' !

F 157" Continued From page 4 |
| Practitioner's attention for treatment orders, She ;

!
F157°
!

_ F243
f Resident #1 was discharged on

i 3/21/13 from the facilfty prior to
this survey completion.

4/17/13

i Resident #7 was discha rged on
3/23/13.

! Resident #5 was discharged on
3/23/13.

] Resident #4 has had an Activity

assassment initiated ang

completed on 4/9/13. Resident #4

i has been involved with Bingo and
outside activities, such as taiking
with staff viewing the garden, and
recognizing flowers and insects,
Resident #4 was provided a radip
to listen to country music, On

: 4/8/13 he watched the Country

i Music Academy Awards. He was

also provided with a deck of

playing cards to play Solitaire.

Resident #4 indicated he enjoyad

Bingo and listening to his music,

Resident #4 was discha rged on

! 4/12/13,

!

: ]
\
- i
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F 248 ' Continued From page 5 ;
| Resident #4 to participate in more activities.
However, he/she wouid only participate in some
I activities which involved music.

I Aithough Resident #1 preferred “in room"

- activities and his/her activities preferences
| inciuded country music and news, staff did not
ensure the resident had music availabie in the

room. Also, staff failed to ensure Resident #1's
 television was set for the news and the resident
| was unabie to find the channel himselffherseif. |

' Resident #5 was admitted to the faciiity, on :
- 03/14/13, and had not received 5 visit by activities |
| staff for information related to activities untii '
1 03/20/13 (B days later) and expressed that she/he '
| would have liked to have known about the

| activities from the time of admission, ;

; The findings include:

;] interview with the Administrator, on 03/21/13 at
,’ 10:00 AM, reveaied there was no policy related to '
* activities and the facility did not have a guideline
j to follow related to activities, !
i Review of the facility's activity calendar for the
" months of January and February 2013 revealed |
 independent leisure activity was the only activity !
“planned for Saturdays, and thee was seven (7} |
I days where "at bedside" activities wee the oniy

. activities scheduled. Review of all three (3) _
| calendars revealed every Sunday, Church service '
-was heid at 2:30 PM, the location was not listed !
. On the January or the March caiendar. Review of :
- the three (3) activity calendars reveaied on ;
| Wednesday, the activity was pet therapy at 10:30 i

F 248 : To enhance the activities program,

: the facility has implemented the

j following:

; L Activities calendars are

posted in all residents’

‘ fooms. The activities

; calendars have been
modified to include
more activities which
encourage residents’
participation in
activities. Examples of
modifications inciude:
| Independent activities

have been changed to

! group activities such as
Bridge card game,
| painting craft modes,
efc.
The Activity Director will
make rounds to inform
residents about activitias
i for the day. |

3. The Resident COMmputers
located in activity areas
on A Wing and on ¢

| Wing, have had icons for

: websitas covering local

! and world news installed
50 that updated news is
availabie for aii
residents.

4. Acalendar board

; containing Upcoming

E’ activities for residents’ is

' now also located on ¢ ;

and D Wings, ;

!
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F 248 ' Continued From page 8 F 248 J: 5. The location of Church

| AM and at 8:30 PM the activity was current event, f

at bedside. Further review revealed Wednesday
i was the only day all three (3) calendars had more |
- than one (1) activity per day listed. f‘
I

1. Review of Resident #7's medical record
| revealed the facility admitted the resident, on |
- 03/12/13 with diagnoses which included Bilateral
| Knee Replacement and Hypertension. Review of j
" Resident #7's Activity Assessment, dated :
103/15/13, revealed Resident #7 felt it was very |

important to have books, hewspapers, and .
| magazines to read, and to keep up with current |
~events; as well as to participate in refigious :
| services,

| Interview with Resident #7, on 03/19/13 at 2:00
' PM, revealed when he/she first came (o the (
! facllity he/she was given a packet which :I
' contained a calender which listed the activiies;
i however, he/she was not for sure where this :
folder was. Further interview revealed he/she had )
1 heard staff announce Church service the past
- Sunday and he/she was very exclted because |
i he/she missed going to Church. However,
! he/she was not familiar with the facility and the |
| service was downstairs, therefore he/she was
' scared he/she would get lost. Continued
j interview revealed staff had never offered to take
" him/her to any activity or had anyone talked to
. him/her about activities.
|
| Interview with the Activity's Director, on 03/20/13

at 12:20 PM, revealed he was not aware Resident .
- #7 had missed the Church service because he ;
' /she was unfamiliar with the second floor and was |
| scared he/she would get get. He further stated

“ he was not at the faciiity on Sundays due to only !
i

|

|

Services wil! be posted
at each nursing station.
The Activity Director will
be involved in planning
activities on the
weekend so that staff
can engage residents’ in !
'elsure activities. We are
providing maps to where
actlvities are being held
and how to get there by
dotted lines and arrows.
Staff will assist in i
transportation as
needed.

In the admission packet, |
activity calendars will be ;
provided to all residents |
and the Activity Director I
will review the calendar
with each resident to i
inform the resident of !
special events and ;
activities occurring in the [
facifity. !

i
I

;
|
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F 248! Continued From page 7 : F 248 The facllity will implement a new
| i

i being a part time staff member: therefore, he did : _3 activity policy atrgd documentation

ot know how the residents were transported to - 5 tool on April 17 Al facility staff

| the Church service. : } will be in-serviced during the week i

| of April 17" 2013 on the activities i

; 2. Review of Resident #4's medical record ; policy and need to engage '{
‘ residents’ in activity. Audits wil)

- reveaied the facility admitted the resident, on
| 01/10/13, with diagnoses which inciuded Mild ! ! be conducted by the Administrator
' Mental Retardation, Spinal Stenosis in Cervical J and Activity Director weekly x 2

; Region, and Tachycardia. Review of Resident ! months o a random sample of
#4's Activity Assessment, dated 01/14113 i j residents participating in one-to-

| revealed Resident #4 felt it was so mewhat ! . one and/or group activity in order
“important to participate in all activities which were | to ensure documentation of

i listed on the assessment sheet. Review of 5 _ Participation is taking place. The
 Resldent #4's Minimum Data Set (MDS), dated | _i results of the audit wil! be

1 01/17/13, revealed the resident had a Brief ; f .

, Interview for Mental Status (BIMS) of fifteen (15) | | Sugriired to the Continuous

! out of fifteen (15), meaning the resident was I’ i gj:}':,t]y lr‘:]provement Committee

- cognitively intact | ’ trator, s the

| g y i Administrator, Director of Nursing J'

- Interview with Resident #4, on 03/19/13 at 315 : : ,(V?{?SN()_-' MZS Coordinator, Assistant /
oordinator, Medical

| PM, revealed the resident enjoyed to participate I
. in all activitles because he/she did not iiketo be :
' alone. Hefshe further stated the facility did not | i
“have a lot of music activities and he/she wished | J‘
] they would offer more activities involving music. ' ' Director, and fellow staff members
j The resident further stated he/she could not recall ; for review and follow up monthly

' a staff member coming to him/her to inform ! ! for three months.

- him/her of an upcoming activity and staff had
! never offered to take him/her to an activity.

Director, Socjal Worker, Therapy
Coordinator, random nursing staff,
Nurse Practitione r, Activity

1 i
" Interview with the Activity's Director, on 03/20/13 . ;
j at 12:20 PM, revealed he had tried to get * % f
' Resident #4 to participate in more activities. . ;
; However, he/she would only participate in some '
! activities which thvolved music.

I

' 3. Review of Resident #1's medical record ; ;

 revealed the facility admitted the resident, on ! :
i I

I
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F 248 r' Continued From page 8 _
02/12/13, with diagnoses which included Diabetes |
| Melitus, and Status Post Right Hip Fracture with
" Open Reduction Internal Fixation (ORIF) on

| 02/08/13,

l Review of the Admission Minimum Data Set

' (MDS), dated 02/24/13, revealed the facility

, assessed the resident as having a Brief Mental

f Status interview (BIMS) of a nine (9) out of 15 )

. (fifteen) and as requiring extensive assistance :

 with bed mobility, transfers, and ambuiation in the |
room. Continued review revealed the facility .

| assessed the resident's activity's preferences as |

_ being very important to iisten to music, and to :

| keep up with the news.

j Further review of the clinical record revealed

~ Activities did not trigger as an area on the MDS
i and a Care Area Assessment and Care Pian was i
" not completed related to activities. '

! Review of the Activity Assessment, compieted on

: 02/15/13, revealed Resident #1 preferred

f activities in histher own room and activity

- preferences included music, spititual/religious

| activities, watching television and talkingtvisiting.
Review of the Activity Progress Notes, dated

1 02/15/13, revealed Resident #1 was alert, ‘

~oriented and verbal with leisure interests in

| country music, church, television, and western _

- movies. Further review revealed the resident may |

| require prompting to engage and was given the

| February calender, i

| Observation of Resident #1, on 03/19/13 at 12

' PM, revealed the resident was sitting in a

i wheelchair in his/her room not engaged in an
activity. Observations at 12:30 PM and 12:40 PM

F24g.

I
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F 248 Continued From page 9 F 248EI
i

' revealed the resident was sitting in the wheeichair _ _
; €ating lunch in histher room:, Observations at ; !
' 2:20 PM and 3:30 PM revealed the resident was '

i in bed. i‘: !
H 1 N
. _ i :

| Observation of Resident #1, on 03/20/13 at 9:00 !
AM, revealed the resident was sitting in the ‘
| wheelchalr in his/her room with eyes closed,
observation at 9:45 AM revealed staff cameto |
| transport him/her to Physical Therapy. }
“Observations at 10:30 AM, and 11:00 AM i ;
 revealed the resident was sitting in a wheelchair |
_in histher room not engaged in an activity. ! ; ;
| Observations at 12:20 PM and 12:30 PM ; { !
, feveaied the resident was sitting in a wheeichair i | :
~eating lunch. Observation at 2:30 PM revealed i
| the resident was in bed. !
| Interview, on 03/20/13 at 9:30 AM and 03/21/13 |
- at 9:20 AM, with Resident #1 revealed he/she - i
: liked the news and had watched it some while at . ’
 the facility when someone had changed the ]
 channel for him/her. However, he/she was i ‘
l unaware to find the news channel without staffs |
| assistance. Resident #1 stated, "That's why I'll ]
' De glad to go home tomorrow to have my
| television”. Further interview reveaied he/she ! i
liked country music; however, there was no music : ‘
| offered to him/her by activities staff. ' j

I Interview with the Activities Director on 0372213 |
“at 3:00 PM, revealed Resident #1 had attended | i
“one (1) group activity at the facillty. He stated the f
resident did like music but had declined the music | '
| activities. However, he had not offered the * !
' resident the opportunity to have music in the i i
;‘ room because currently there were no CD : '
piayers. He further stated he had not instructed

i |
I
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F 248 : Continued From page 10 ,

- channel.
|

- 03/20/13, revealed

! and watching telev.

* herthis room and *

| staff to turn the news on for the resident:
, however, felt it would be a good idea since the
! resident was not always able to find the news

4. Review of Resident #5's medical record

| revealed the facility admitted the resident, on :

- 03/14/13, with diagnhoses including S/P Left Total
Knee Replacement and Depression.

f Review of the Activities Assessment, dated

the resident's activities

! preferences were cards/games, music,

. readingfwriting, puzzies, plants/gardens, visiting,
ision. Further review revealed
. it was very important to have books, newspapers, |

i and magazines to read.

| Review of the Activities’ Progress Notes, dated
. 03/20/13, revealed the resident was alert and

! oriented and initiated conversation and the

| resident’s leisure interests included reading,

' waiking, puzzles, plants and gardens. Further
. review revealed the resident was informed of

! leisure activities and given the March calender,

| Interview with Resident #5, on 03/21/13 at 915
' AM, revealed she had attended a music activity

[ with hand bells last night. She stateg she was not
- Sure she had met the Activities Director before

| last evening, and before yesterday she had not _
- attended any activities because she did not know |
tabout them. Continued interview revealed she/he !
- wouid have liked to have known about the

| activities before yesterday because she stayed in

fett like crying”.

| Additional interview with Resident#5, on 03/22/13

|

!

i
!
i
H

!
j
i
I

!
H

L

i

i
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F 248[f Continued From page 11
. at 10:00 AM, revealed sherhe had attended a
! game last night downstairs. The resident
expressed he/she wished he/she knew about the !
j activities from the time he/she was admitted .'
because it took "(histher) mind off heaith :
| problems”. Continued interview revealed she/he
did not receive an activities calender unti i
i 03/20/13 although he/she was admitted on
10314113, !
! Interview with the Activity Director, on 03/20/13 at f
| 12:20 PM, revealed he was only hired on a part
time basis and he did not have any staff working |
: with him in the activity department. He further
' stated all of the resident's received an activity !
- calender upon admission and he completed each )
' resident's activity assessment as soon as he :
- could, and it was at this time he told the resident's i
| about the activities. He further stated he was not
. at the facility on Sundays due to only being a part ;
| time staff member, therefore, he did not know i
. how the resident's were transferred to the Church i
I services. He stated he did not keep any
. documentation related to what activities were heldf
[ and who attended the activities. He further stated |
- he had not documented in the resident's medical ;
i record if they had refused to go to an activity or if
he had offered them an alternative activity. He
[ further stated he had gone to the residents’
. fooms, which he knows were interested in and |
: attended activities and invited them to the '

activities.

i

!
. Interview with the Administrator on 03/22/13 at

i 1:15 PM, revealed he was not aware of any

- documented evidence of activities heid at the
 facility or of a list of residents who attended the
'activities. He further stated the Activity Director

I !

F 248|
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Continued From page 12
- should keep documentation of all the activities
' which were held and the residents who attended
the activities, as well as document in the
| resident's medical chart if they refused to
. participate jn an activity. He further stated staff ;
" shouid ask the residents if they needed
| assistance in going to an activity. f
1

i
|
[

i

- Surveyor: Williams, Debra J

! 483.20(d), 483.20(k)(1) DEVELOP

il COMPREHENSIVE CARE PLANS |

1: A facility must use the results of the assessment
to develop, review and revise the resident's

i comprehensive plan of care. i

!

' The facility must develop a comprehensive care |
“pian for each resident that inciudes measurable
! objectives and timetables to meet a resident's

- medical, nursing, and mental and psychosocial |
i heeds that are identified in the comprehensijve

ﬁ assessment. ;

| The care plan must describe the services that gre 5
o be furnished to attain or maintain the resident's |
| highest practicable physical, mental, ang |
- psychosocial well-being as required under i
' §483.25; and any services that wouid otherwise
. be required under §483.25 but are not provided

' due to the resident's exercise of rights under
1 §483.10, including the right to refuse treatment !

under §483.10(b)(4). ,
|
f This REQUIREMENT is hot met as evidenced

F279 ]
Resident #1 was discharged on 5/3/13 II
i 3/21/13 from the facility prior to )
this survey completion. No other |
I residents were identified |
: concerning this tag, f

1

{ The DON/MDS Manager/Assistant }

= | MDS Coordinator wip conduct an [

| | audit of al! current resjde nts for

‘ ' compliance with comprehensive

! care plans to ensure al! diagnoses
Identifled on the CaAs form and

: comprehensive assessment are

i addressed. This wil) pe completed

by May 3, 2013, /

The policy for comprehensive care |
! pians will be reviewed ang revised J
! by the DON on May 3, 2013, }

: comprehensive care plan policy
! will be provided to nursing staff by
the DON and com pleted by May 3, ]

|

I

! Education regarding the ,I
!

|

1

2013.

f

|
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F 278! Continued From page 13
by:

f facility's policies it was determined the faciiity
. failed to ensure Comprehensive Plans of Care
| were deveioped for each resident to meet a

- Gne (1) of eleven (11) sampled residents
| (Resident #1),

[ The facility fajled to develop a Comprehensive

! and complications associated with Diabetes
; Meiiitus, and anticoagulants.
1

i The findings include;

|

i. Review of the "Care Planning” Policy, dated
11/05, revealed the plan of care shall be

f’ individualized, based on the diagnosis, patient

- assessment and personal goals of the patient
| and his/her family.

. diagnoses which

. Hip Fracture with Open Reduction Internal
| Fixation (ORIF) on 02/08/13.

i Review of the Admission Minimum Data Set
- (MDS} dated 02/24/13, revealed the facility

| Diabetes Meilitus.

|

! Based on interview, record review, and review of

. resident's medical, and nursing needs that were
! identified in the comprehensive assessment for

. Plan of Care for Resident #1 related to the risks

F Review of Resident #1's medicaj record revealed

| included Diabetes Mellitus, and Status Post Right

| assessed the resident as having a diagnosis of

' Review of the Physician's Orders, dated 02/12/13
through 03/2013, revealed orders for Metformin

{ (antidiabetic medication) 500 milligrams twice a

. day, and Siiding Scale Novolin R (Reguiar Human

]

] The DON/Charge Nurse will audit !
F 279 ' compliance with completion of

: comprehensive care plans by
reviewing ten care plans per week
times ane month, then monthly
i times three months, then
quarterly times twelve months,
This will be initiated by May 3,
2013,

The results of the audits will be
submitted to the Continyous
Quality Improvement Committee
(QAPI}, which includes the
Administrator, Director of Nursing
: {DONJ, MDS Manager, Assistant

' MDS Coordinator, Medical
Director, Social Worker, Therapy
Coerdinator, random nursing staff,
Nurse Practitioner, and Activity
Director for review on May 3, 2013
| and quarterly times twelve
months,

|
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F 279 Continued From page 14
i. Insulin). Further review revealed orders written ;
02/12/13 for Fingerstick Blood Sugars three times |
| @ day which continued untii a new order was ’ : i
- received on 02/20/13 to change the FSBS to l i
i

- once a day. _ i
: ! I
''Review of the Care Area Assessment Summary : !
; (CAAS), dated 02/25/13, revealed the resident ! i
- stated he/she liked sweets a lot and did not follow i ‘ ;
| a diabetic diet at home and did not remember ! ;
, how long he/she had been a diabetic, Further ' f ;
' review revealed the resident was at risk for ;
; Nutnitional problems related to the therapeutic diet ' i i
' due to Diabetes. The CAAS stated the care plan ! '
, would include monitoring Fingerstick Biood i
“ Sugars (FSBS) as ordered and administering n 3 _
| Sliding Scale insulin (SSi) and oral agents as I :
. ordered. | | i
,f ,.: |
i Review of Resident #1's Comprehensive Pian of : j :
I Care revealed the facility failed to utilize the Care | : |
: Area Assessment Summary (CAAS) in order to ' i
| develop a Pian of Care for the resident related to | : i
| managing the risk factors associated with ‘ !
: Diabetes Mellitus. ! i
;‘ Further review of Resident #1's Physician's _! | i
| Orders, dated 02/12/13 through 03/2013, i : 5
 revealed orders for Piavix 75 milligrams (mgs) ] I
| every day (medication that keeps the biood from | ; :
clotting with side effects of bleeding) and Lovenox [
- 30 mgs subcutaneous every day (anti-coagulant ! |
| medication which alters the biood's abiiity to clot !
- with side effects of bieeding or hemorrhage). ' ' s’
| .

" Review of the Comprehensive Plan of Care ;

! revealed the facilty failed to deveiop a Care Plan | !

f; to address this resident's risk of bleeding ! i
: i i
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F 279 | Continued From page 15
. associated with the medications.
|
i interview, on 03/21/13 at 9:30 AM, with
! Registered Nurse (RN) #4/MDS Coordinator

| Comprehensive Plans of Care for Resident #1.
j She stated at the time she compileted the Care
' Plan she did not think Diabetes was an active

| problem because the resident was only getting

{ requiring SSi coverage as opposed to receiving

' FSBS three (3) times a day from admission

| 0212113 through 02/20/13. She stated there

 should have been a Care Plan related to the

f anticoagulant medications and the risks for
bleeding associated with these medications.

F 281 483.20(k}(3)(i) SERVICES PROVIDED MEET

§8=0 | PROFESSIONAL STANDARDS
- must meet professional standards of quality.

|

! This REQUIREMENT Is not met as evidenced
by:

| Based on observation, interview, record review,
j ensure services provided or arranged by the

| failed to ensure care plans were sufficient for

- newly admitted residents for three (3) of eleven

' Resident #1 was admitted to the facility on
; 02/12/13 and was assessed fo be at risk for

I The services provided or arranged by the facility

| and review of facility policy and nursing standard
| of practice, it was determined the facility failed to

: faciiity met professional standards of quality and

| (11) sampied residents (Resident #1, #2 and #8).

i revealed she had completed the MDS, CAAS and !

- once a day Fingerstick Blood Sugars and was not |

| F281

|

i

F281

Resident # 1 was discha rged on
3/21/13 from the facility prior to
this survey completion.

5/3/13

Resident #8 was discharged on
4/1/13 from the facility prior to
receiving this report, |

Resident #2 did not have an initial
care plan for at risk for skin break
down. The initia! care plan was !
revised on April 3, 2013 to include
at risk for skin breakdown. The
comprehensive care plan was
revised on April 3, 2013 to incly de
atrisk for skin breakdown. }

1
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F 2811 On April 4, 2013 Resident # 2 was !

F 281! Continued From page 16
; pressure ulcers; however, there was no
' documented evidence an Initial Care Plan was
| developed in order to provide preventive )
. interventions related to pressure ulcers. A f
| Suspected Deep Tissue Injury (SDT1) of the right
: heel was identified and an Initial Care Plan was
'initiated on 02/25/13, thirteen (13) days after
; admission. The area was described as adark i
_ purple area on 02/26/13 and 03/05/13 per the "
| Weekly Skin check Sheet. However. there was |
, ho documented evidence of measurement of the ;
" heel ulcer until the area progressed. On 03/06/13 |
 the area was described as an unstageable !
' Pressure Ulcer measuring 0.8 lengthand 1.0 |
{ width with blackish brown peeling eschar. (Refer |

i to F-314) i

b

. Resident #2 had a Physician's order for Bunny |
' Boots (heel offload device made of sheepskin

j which pad the heel, prevent friction and shearing, |
- and remove some pressure from the heel to

| prevent heel pressure ulcers) to be worn while in

- bed; however, observations on 03/19/13 revealed !
| the Bunny Boots were not applied while Resident |
"#2 was in bed. In addition, an initial plan of care |
' related to pressure was not developed for

; Resident #2.

! Resident #8 was admitted to the facility, on :
. 03/17/13, and was assessed to be at risk for

| pressure ulcers; however, there was no

l documented evidence an Initial Care Plan was
- developed in order to provide preventive

| interventions related to pressure ulcers.

| The findings include:

Review of the "Lippincott Manua) of Nursing
:

!

placed on turning and positioning
Q2hrs. On April 11, 2013,
Resident was placed on a STAT 1
air mattress and continue to
monitor skin breakdown weekly.

The policy for the Initial Plan of
Care will be developed by the DON
and will be completed by May 3,
2013,

The policy for the Intershif Report
will be reviewed and revised by
the DON and will be completed by
May 3, 2013.

The policy for Skin Integrity
Management/Pressure Ulcer
Prevention/Management/N ursing
Interventions Strategies will be
reviewed and revised by the DON
and will be completed by Mmay 3,
2013,

Education rega rding the policy and
procedure for Initia) Plan of Care,
Intershift Reporting and Skin
tntegrity Management/Pressure
Ulcer Prevention/Ma nagement/
Nursing Interventions Strategies
will be provided to the nursing
staff by the DON and Nurse
Educator and completed by May 3,
2013.
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! The DON/Charge Nurse wil] audit !
i F281! compliance with completion of i

F 281 ’ Continued From page 17
- Practice, Ninth Edition revealed the pressure
| ulcer should be staged so that appropriate
i treatment could be started.

! Review of the facility's protocol, untitled and
. undated, revealed all residents should be
! assessed for the potential for skin breakdown

- upon initial admission assessment using the

|
|

b

I
j Braden Scale. Further review revealed a resident |
: scoring a 15-18 was at risk; upon finding a wound |
. staff was to measure the wound length x width x |
I depth; a picture of the wound was to be taken:
- wound sheets were to be completed: findings :
i were to be documented in the Nurse's Notes and
- a wound consult was to be ordered. The wound |
. assessment checklist included-location, size,
' stage, drainage, appearance picture, wound |
- consult, wound sheets, note, and treatment order. !

[.

! Review of the facility "Care Planning” policy, |
- dated 11/05, revealed care planning was based
| on data collected from resident assessments with |
 integration of those assessment findings in the

f care planning process. i

1. Review of Resident #1's medical record

I revealed the facility admitted the resident, on
102/12/13, with diagnoses which included Diabetes :
| Mellitus and Status Post Right Hip Fracture with |
| Open Reduction Internal Fixation (ORIF).

| Review of the Braden Scale for Predicating
Pressure Sore Risk, dated 02/12/13, revealed :

 Resident #1 scored a 18 related to the following

l risks; only walks occasionally, very limited

. mobility, and had the potential for friction and r

I'shear. According to the Braden Scale a score of -

' 18 indicated the resident was at risk for a i

H
H

initial care plans by reviewing ten ;
care plans per week times ona ;
month, then monthly times three :
months, then quarterly times
twelve months. This will be
initiated by May 3, 2013,

The DON/Charge Nurse will audit
compliance with Intershift Report
by reviewing ten care plans per
week times one month, then
monthly times three months, then
quarterly times twelve months,
This will be initiated by May 3,
2013.

e e e

| The DON/Charge Nurse will audit

compliance with Skin Integrity !
Management/Pressure Ulcer I'
Prevention/Management/Nursing |
Interventions Strategies by May 3, {
2013.

The results of the audits will be
submitted to the Conti nuous
Quality 'mprovement Co mmittee
(QAPY, which includes the
Administrator, Director of Nursing
{DON}, MDs Manager, Assistant
MDS Coordinator, Medical
Director, Social Worker, Therapy
Coordinator, random Aursing staff,
Nurse Practitioner, and Activity
Director for review on May 3, 2013
and quarterly times twelve
months,

'
i
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F 281 Continued From page 18
| pressure ulcer.

. Review of the Initial Care Plan, dated 02/12/13,

- 1o the risk of skin breakdown from 02/12/13
I through 02/24/13.

' and developed an Initial Care Plans based on
. assessments such as the Braden Scale. He

- was at risk for pressure ulcers, he should have

- of pressure ulcers.

! Interview, on 03/21/13 at 10-40 AM, with the

: refated to the risk for pressure ulcers since the
| resident was noted to be at risk per the Braden
* Scale and due to Resident #1's decreased

| mobility.

| Registered Nurse (RN) #1 related to Resident
I right outer heel; however, there was no

- description or measurements of the area

i identified on 02/25/13 in the clinical record.

. Review of the Weekly Skin Check Sheet
I completed by RN #2, dated 02/26/13 and

- area to the right heel. However, there was no

I

' revealed there was no care plan in place related

 developed an Initial Care Plan related to the risk

1 On 02/25/13, the Initial Care Plan was revised by

, #1's Suspected Deep Tissue Injury (SDTI) to the

. 03/06/13, revealed Resident #1 had a dark purple |

“measurements noted on the Skin Check Sheet.

i

| Interview, on 03/22/13 at 12:45 PM, with Licensed |
Practical Nurse (LPN) #1 revealed he conducted :
 the admitting nursing assessment for Resident #

' stated if the Braden Scale indicated Resident #1

Director of Nursing (DON), revealed Resident #1 !
[ should have had an Initial Care Plan developed

i

F281

1
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i F 281, ;
; i

| Although the pressure ulcer was identified on

j and was again identified on 02/26/13, and

- 03/05/13 as per the Weekly Skin Check Sheets
there was no documented evidence the facility

. Implemented their wound protocol which would

' area progressed on 03/06/13 from a SDT] to an
unstageable area.

J Review of the Wound/Pressure Ulcer
- Assessment completed by RN #1, dated

described as an unstageable area with

' no depth.

' Interview, on 03/21/13 at 9:30 AM. with RN #1
‘ revealed she assessed the area on the heel

'a SDT! on 02/25/13. Further interview revealed
- although she revised the Initial Care Plan, she
i should have described and measured the area
‘when it was found and completed a Wound
 Pressure Ulcer Assessment as per facility

i protocol.

 Interview, on 03/21/13 at 5:00 PM, with RN #2
“revealed at the time she found the dark purple

! and presented as a SDT| on 02/26/13 and she
- completed the Weekly Skin Check dated
. 0305/13. Continued interview revealed if a new

“was identified staff were to measure and stage
| the area. She stated she had received

1 02/25/13, as per revision of the Initial Care Plan,

include measuring the wound in order to evaluate
- if the care plan interventions were effective. The

l' 03/06/13, revealed the area to the right heel was

 black/brown peeling eschar which measured 0.8
' centimeters (cm's) in length, 1.0 cm in width and

: Spot on Resident #1's heel, it was not blanchable

. area of skin breakdown such as a pressure ulcer

i which was a purple spot and would be considered

i

i

i
!

3
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F 281 : Continued From page 20 |

- information in report regarding the SDTI and

- assumed it had been measured. therefore she

: did not measure the area. She stated ifthe

I pressure ulcer was not a new wound, it would not ;
! necessarily have to be measured weekly. '

. Interview, on 03/21/13 at 10:40 AM, with the
| Director of Nursing (DON) revealed when the |
f SDT! was first noted, a measurement and a
. picture should have been cbtained per the wound
" protocol. She further stated wound
l measurements were to be conducted weekly.

' 2. Review of the medical record revealed the
- facility admitted Resident #2, on 03/11/13, with

| diagnoses which include Subdural/Subarachnoid
| + Hemorrhage, Subdural Hematoma, Greater

' Trochanter Fracture, Coronary Artery Disease,

* Hypertension, and Urinary Retention. Review of
{ Intial Nursing Assessment, dated 03/11/13, f
i revealed Resident #2 was at risk for developing

| pressure.

Review of Physician's Order, dated 03/16/13, for
» Granulex Spray (A topical product used to help
‘ relieve pain and help the healing of skin wounds, -
ulcers, and sunburns.) to be applied to heels I
- every shift and as needed. Further review of |
F Physician's Orders revealed Bunny Boots to be |
: worn while in bed, -

Review of Resident #2's Initial Care Plan
F revealed there was no plan of care developed :
| related to Resident #2's risk for skin breakdown |
. of preventative treatment. ;
 Observation, on 03/19/13 at 11:40 AM, revealed

r Resident #2 was lying in bed with legs and heels !
’ !

F281]

i
i
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F 281 Continued From page 21

j resting on the mattress. Further observation

' revealed Bunny Boots were attached to the :

. foothoard of the bed.

I

_ Additional observation, on 03/19/13 at 1 2:35 PM, |
| revealed Resident #2 was lying in bed with legs
and heels flat on the bed. Further observation
| revealed Bunny boots were attached to footboard |

'of bed. |

b
!

! Continued observation, on 03/18/13 at 2:40 P, ;
‘Resident #2 lying in bed with feet and heels on |
‘ the matiress. Additional observation revealed ;
~ Bunny boots were attached to footboard of bed,

: Observation and interview, on 03/20/13 at 08:55
i AM, with State Registered Nursing Assistant
| (SRNA) #1 who provided care to Resident #2
; revealed she was unaware Resident #2 was to
! have Bunny Boots applied while in bed because it
- was not listed on the care chart which was

| located at the foot of the bed in Resident#2's

. foom. i

| :
' Interview with Licensed Practical Nurse (LPN} #2, |

- on 03/20/13 at 9:40 AM, revealed treatments for
| residents were on the report sheets and i
- discussed at shift change. Further interview with
} LPN #2 revealed care plans were to be updated |
- daily as needed for changes in a resident's

| condition or treatment: however, was not sure
'why a care plan was not developed for Resident

#2 related to risk for pressure and the use of

Bunny Boots. i

i

' Interview with the Nurse Practitioner (NP),on |
103/21/13 at 10:20 AM, revealed she assumed the
| nurses were ensuring Physician's orders were

f
|

I
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F 281 !‘f Continued From page 22 _
! being followed as well as care plans developed !
i related changes in Resident #2's treatment, i

' Interview with the Director of Nursing (DON), on ¢
i 03/22/13 at 1:00 PM, revealed she would expect
. nurses to develop a care plan for changes in a
’ resident's treatment or Physician's Orders.
| 3. Review of the medical record revealed the
- facility admitted Resident #8, on 03/17/13, with '
I diagnoses which included Hypertension, History |
j of Urinary Incontinence and Glucose Intolerance. )
- Review of Resident #2's medical record revealed,
| upon admission, Resident #8 was assessed for |
; potential skin breakdown utilizing the Braden ;
! Scale for Predicting Pressure Sore Risk. Review |
i of the Braden Scale for Predicting Pressure Sore '
' Risk, dated 03/17/13, revealed Resident #8
' scored sixteen (16). indicating Resident #8 was at;
 risk for developing a pressure ulcer. Review of !
Resident #8's Care Plan revealed no
Hinterventions were initiated for being at risk for :
| developing pressure uicers, j;'

| Observation during a skin assessment of |
- Resident #8, on 03/22/13 at 10:00 AM, revealed
' the resident's skin was intact and no evidence of !
| pressure ulcers. |
! Interview with DON, on 03/22/13 at 109 PM, f
lj revealed an initial care plan for at risk for
* pressure ulcers should have been initiated due to
i the Braden Scale for Predicting Pressure Sore
, Risk to prevent any pressure ulcers from
! developing.
F 314 f 483.25(c) TREATMENT/SVCS TO
88=G i: PREVENT/HEAL PRESSURE SORES

' Based on the comprehensive assessmentofa |

F314
_5

i ;
; I
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F 314, Continued From page 23 - F314 F314 [
resident, the faciIity_mus_t ensure that a resident | . Resident #1 was discharged on
who enters the facility without pressure sores ’ [ | 3/21/13 from the facility prior to
! . this survey completion. Residant 5/3/13

+ does not develop pressure sores unless the

F individual's clinical condition demonstrates that
! they were unavoidable; and a resident having f
| pressure sores receives necessary treatment and
i services to promote healing, prevent infection and |
j Prevent new sores from developing. i
I

! This REQUIREMENT is not met as evidenced
. by: ‘
} gased on observation, interview, record review, !
“and review of facility policy, it was determined the .
| facility failed to ensure 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 a resident having pressure _
. s0res receives necessary treatment and services |
! to promote healing, prevent infection and prevent .
' new sores from developing for two (2) of eleven
i (11) sampled residents (Resident #1 . #2 and #8). i

| Resident #1 was admitted to the facility, on
- 02/12/13, with a red blanchabie area to the nght
| heel and was assessed 1o be at risk for pressure
' ulcers; however, there was no documented :
evidence an Initial Care Plan was developed in |
f order to provide preventive interventions related
 to pressure ulcers. The area to the right heel
! progressed to a Suspected Deep Tissue Injury
1 (SDTI) as per the Interim Care Plan initiated, on !
; 02/25/13, and described as a dark purple area on
- 02/26/13 and 03/05/13 as per the Weekly Skin
! check Sheet. However, there was no documented:
evidence of measurement of the ulcer or I
! notification to the Physician in order o obtain

| #8 was discharged on 4/3/13 from
the facility prior to receiving this
i report. Resident #2 did not hayve
an initial care plan for at risk for
skin break down. The initial care
plan was revised an April 3, 2013 f
to include at risk for skin J
breakdown. The comprehensive [
care plan was revised on April 3,
2013 to include at risk for skin
! . breakdown, |

i ; Change of a Resident was
~ developed by the DON and will be
completed by May 3, 2013, ]

|
| The policy for the Condition i

The policy for the initia) plan of !
: care will be developed by the DON i
j and completed by May 3, 2013, |

S

The policy for skin Integrity !
; Management/Pressure Ulcer '
’ Prevention/Ma nagement/Nursing ;
Interventions Strategles will be !
; reviewed and revised by the DON
i and will completed on April 12, ]
2013.

{
f
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|

: Boots (heel offioad
‘which pad the heel,

f related to pressure
- Resident #2.
l

' Resident #2 had a Ph

" prevent heel pressy
i bed; however, obse

the Bunny Boots we
- #2 was in bed. In ad

i Braden Scale. Further review
' sconng a 15-18 was at risk. Upon finding a
wound, staff were to measy
" width x depth and a picture
be taken, wound sheets we
| findings were to be docume
Notes, and a wound consult
i The wound assessment checklist
- included-location, size, stage, drainage,

F 314 Continued From page 24
| orders for treatment to the ulcer. The Pressure
Ulcer progressed to an unstageable Pressure
: Ulcer measured at 0.8 length and 1.0 width
' described as having black/brown peeling eschar
i per the Wound/Pressure Ulcer Assessment,
dated 03/06/13. (Refer to F-157, F-281)

was not developed for

~Resident #8 was admitted on 03/1 7113 and
! triggered for at risk for pressure ulcers, There

was no interim care plan developed for this
I resident regarding the risk for pressure ulcers.

| The findings include:

. Review of the facility's protocol, untitled and

- undated, revealed all patients should be

; assessed for the potential for skin breakdown
! upon initial admission assessment using the ! ;
revealed a resident |

ysician's order for Bunny
device made of sheepskin
prevent friction and shearing,
. and remove some pressure from the heel to
' re ulcers. ) to be worn while in -
rvations on 03/19/13 revealed
re not applied while Resident ; I
dition, an injtial plan of care :

of the wound was to
re to be completed,
nted in the Nurse's

was 1o be ordered. _
!

f : The DON/Charge Nurse will audit
‘ compliance with notification of

‘ change of conditlon by using the

24 hour report and nursing notes

dally (Monday through Friday) for

; two weeks, then weekly for three

! months, then quarterly times

! : twelve months. This will be

_ initiated by May 3, 2013,

! “The DON/Charge Nurse wii audit
! . compliance with completion of
initial care plans by reviewing five
! : care plans per week times one

; mornth, then manthly times three
! ; months. This will be jniti

. , Education regarding the policy and

F314| I i

; 1 Procedure for the Condition

! ! Change of 3 Resident, Initia) plan

i of Care, and Skin Integrity

_ Management/Pressyre Ulcer

| Prevention/Management/N ursing

Interventions Strategies will be

; provided to the nursing staff by

i : the DON and Nurse Educator and
' completed by May 3, 2013,

May 3, 2013.

;
|

The DON/Charge Nurse will audit
compliance with Skin Integrity

re the wound length x I Management/Pressure Ujcer

ated by

S S

f Prevention/Management/Nursing

I ' reviewing five assessments per
week times one month, then

I
I Interventions Strategies by |
i

i

|

I

i

monthly times three months, This

will initiated by May 3, 2013,

!

i
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F314) Continued From page 25 F314, The rgsults of the audits will he
' appearance, picture, wound consult, wound 5 j fllfgl::;tfr:;;g:ni::tg;ﬁ;ittee

sheets, note, and treatment order, ; (QAPY), which incluges the :
! 1. Review of Resident #1's medical record ) _‘ g%ﬂx?li;fazor, Director of_Nursjng
j revealed the resident was admitted to the facility, - ' MDS éoorzjnﬂia"aﬁfrﬁsi'mm
0N 02/12/13, with diagnoses which included i‘ Director, Social worg
| Diabetes Melitus, and Status Post Right Hip ; Coordine ocial Worker, Therapy i
| Fracture with Open Reduction Internal Fixaton i N nator, random rursing staff, !
' (ORIF) on 02/08/13. =‘ e actitioner, and Activity ’
j i Director for review by May 3, 2013 {
' Review of the Braden Scale for Predicating ; i  and quarterly times twelve z'
 Pressure Sore Risk dated 02/12/1 3. revealed ' p months. J
i Resident #1 scored eighteen (18) related to the j
' following risks: only walks occasionally, very ‘ j
Mimited mobility, and had the potential for friction | :
~and shearing. According to the Braden Scale g ; !
- score of eighteen (18) indicated the resident was : i
| &t risk for pressure ulcers. ! i -

H 1

! Review of the Weekly Skin Checklist dated J
1 02/12/13 (date of admission), revealed the ;
' resident had a small red blanchable areato the !
| fight heel. ;
! Review of the Initial Care Plan, dated 02/12113, ! f
j reveaied there was no care plan developed ; i
refated to the risk of skin breakdown from

| admission through 02/24/13. _ i

I Review of the Admission Minimum Data Set (‘ |
(MDS), dated 02/24/13, revealed the facility : i

- assessed the resident as having a Brief Mental i

| Status Interview (BIMS) of a nine (9) out of 15 |

(fifteen) and as requiring extensive assistance -

- with bed mobility, fransfers and ambulation in the ; . :

I room. Further review revealed the facility j !

- assessed the resident as being at risk for ‘ |

' pressure ulcers, and as currently having one (1) | :

i ; ¢
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F :3145I Continued From page 26
. unstageable pressure ulcer/ suspected deep
| tissue injury not present on admission.

| (CAAS) completed by RN #1, dated 02/25/13,
- revealed the facility admitted Resident #1 for

' an ORIF of the right hip and was receiving

- the pressure ulcer care plan would include:
monitor current ulcer for healing, provide

i pressure relief to the right foot when in bed,
encourage adequate food and fiuid intake,
provide protective Ireatments as ordered, and

‘ areas of skin breakdown.

[ Further review of Resident #1's medical record
| #1, on 02/25/13, to include a Suspected Deep

interventions included ensuring adequate food

| evidence of a measurement of this SDT! in the
: medical record.

' Review of the Weekly Skin Check Sheet
- completed by RN #2, dated 02/26/13 and

! area to the right heel with no measurements

: noted. Although the area was identified on

, 02/25/13 as per update of the Initial Care Plan
*and was again identified on 02/26/13, and

facility implemented their wound protocol which

| Review of the Care Area Assessment Summary
| rehabilitation following a Right Hip Fracture and

- Physical Therapy and Occupational Therapy with
| @ plan to return home. The CAAS further stated

revealed the Initial Care Plan was revised by RN

: Tissue Injury (SDTI) to the right outer heel, The

. 03/05/13 there was no documented evidence the

P

' notify the Physician and Nurse Practitioner of new .

i

f

| and fiuids, keep skin clean and dry, prevent shear ,
- friction and pressure. float heels off mattress, and !

. monitor for healing. There was no documented ,
i

;
I

| 03/05/13, revealed Resident #1 had a dark purple |

]

F314.

i
'
f
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F 314 Continued From page 27 ;
i would include measuring the wound, obtaining a ;
picture of the wound, initiating a wound sheet |
| obtaining a wound consult and notifying the
. Physician for an order for treatment.
[

J Review of the Wound/Pressure Ulcer :

' Assessment completed by RN #1, dated

1 03/06/13, revealed the area to the right heel was
described as an unstageable area with blackish

l'and brown peeling eschar which Mmeasured 0.8 |

| centimeters (cms) in length, 1.0 cm in width and

' no depth.

I

 Review of the Physician's Orders, dated 03/07/13

{ten days after the ulcer was identified), revealed

. orders to cleanse the right lateral heel with
Normal Saline, pat dry and paint with Betadine

| twice a day, Glucema twice a day, Juven cne {1

- packet twice a day, liquid ProMod 30 (millilitersy

I ml's per day, and multivitamin with minerals one

i: tab daily.

; Observation of a skin assessment for Resident
'#1, on 03/19/13 at 2:45 PM, with RN #3 revealed |
| the pressure ulkcer on the resident's left outer heel |
. measured .25 cm x 0.75 ¢m and presented as |

| an area of dry tan colored skin. !
Interview, on 03/21/13 at 9:30 AM, with RN #1 I
| revealed she had heard Resident #1 telf the '
- Physical Therapist (PT) that his/her heel felt i
' tender and at that time she was suspicious
; because of the way the resident was lying in the
| bed without the heel being floated g stated
on 02/25/13, she assessed the area on the heel
“which was a purple spot and would be considered i
i to be a SDTI. She stated she revised the Initial
; Care Plan, reported the area to staff and advised !

.

F 314i
[
r‘

i

I
: i

f

i

b

i
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F 314! Continued From page 28 F 314, _‘f
i

| them to fioat the heel as well as notified the

- resident of the area an
"keep the heel off the b
i notified therapy of the

ed. She further stated she
area and advised therapy

; Notto do heel slides. Further interview revealed

' she was not sure if she had notified the

| Physician/Nurse Practitioner of the area. She

- Stated she should ha

| it was found and completed a Wound Pressure

. Ulcer Assessment with a full description of the

" wound.

Interview, on 03/21/13 at 5:00 PM. with RN #2
' revealed at the time she found the dark purple
| spot on Resident #1's heel, it
and presented as a SDTI on
! she completed the Weekly Skin Check, dated
; 03/05/13. Continued interview revealed if a new
~area of skin breakdown suc
| was identified staff was to measure and sta
i area, call the physician for treatment, and
complete a care plan related to the pressure
| ulcer. She stated she had rece
 report regarding the SDTI and assumed the
| Physician had already been notified for treatment.
 She stated if the pressure ulcer was not a new
| wound, it would not necessarily have to be

ge the

 Interview, on 03/21/13 at 11-40 AM, with the

| Nurse Practitioner revealed she would expect to
- be notified for an area which presented as a

1 non-blanchable dark purple area and she would
; order Xenoderm as a treatment, Continued

! interview revealed she did not remember being

| notified of the resident's heel ukcer until 03/07/13
- when the order was written for treatment to the

' pressure ulcer and if she had been notified

d educated the resident to -

Ve measured the area when |

was not blanchable .g
02/26/13. She stated !

i i
; i

h as a pressure ulcer

ived information in

I Mmeasured weekly, :

]

F

[

I

'

I : ‘
: : i

P
i
!

i
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F 314 Continued From page 29
Eearlier. there would have been an order written
! prior to that date. i
] ]

i Interview, on 03/22/13 at 12:45 PM, with Licensed
' Practical Nurse (LPN) #1 revealed he admitted |
i Resident #1 to Ihe facility and deveioped an Initial i
I Care Plan based on assessments such as the !
| Braden Scale, He stated if the Braden Scale i
'indicated Resident #1 was at nsk for pressure
J' ulcers, he should have initiated an Initial Care ,
! Plan related to the risk of pressure ulcers. :
' Interview, on 03/21/13 at 10:40 AM, with the
 Director of Nursing (DON), revealed Resident #1 |
f should have had an Initial Care Plan completed !
i related to risk for skin breakdown since the

I résident was noted to be at risk per the Braden

' Scale and due to his/her decreased mobility. She f
| stated it was her expectation that if a new dark
' area was identified, it would be brought to the _
| Nurse Practitioner's attention for freatment :
~orders. She further stated when the SDTI was |
i first noted, a measurement and a picture should
 have been obtained per the wound protocol. "l |
- would have expected nurses to find the area i
- Sooner and bring it to the attention of the nursing -
 Staff and the Nurse Practitioner before it became i
' unstageable’. The DON clarified the Nurse ‘
+ Practitioner was on lhe unit several days a week

- and was the Provider who was usually notified of |
1 changes in condition. Further interview revealed ;
’ the Wound Nurse had not been at the facilty for !
J awhile due to being on leave; however, the facility .
: was working on having someone to take that .
 position. She stated in the past the wound |
| consults were done with the Wound Nurse when
| A pressure ulcer was identified and the wound |
! nurse would do weekly skin rounds for those

I
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F 314 : Continued From page 30
' residents with pressure ulcers.

]
; 2. Review of the medical record revealed the

- facility admitted Resident #2, 0n 03/11/13, with

'; Hemorrhage, Subdural Hematoma, Greater

- Trochanter Fracture, Coronary Artery Disease,

| Hypertension, and Urinary Retention. Review of

| Initial Nursing Assessment, dated 03/11/13,
revealed Resident #2 was at risk for developing

| pressure.

[ Review of Physician's Order. dated 03/16/13,

| revealed an order for Granulex Spray (A topical

- product used to help relieve pain and help the

~ healing of skin wounds, ulcers, and sunbums.) to
. Further review of Physician's Orders revealed
f. Bunny Boots to be wom while in bed.

| Review of Resident #2's Initial Care Plan

. fevealed there was no plan of care developed

| related to Resident #2's risk for skin breakdown
ll or preventative treatment.

| Observation, on 03/19/13 at 11-49 AM, revealed
| Resident #2 was lying in bed with legs and heels
- resting on the mattress. Further observation

| revealed Bunny Boots were attached to the

] footboard of the bed.

Additional observation, on 03/19/13 at 12:35 PM,
; revealed Resident #2 was lying in bed with legs
- and heels flat on the bed. Further observation
I revealed Bunny boots were attached to footboard

| of bed.
 Continued observation, on 03/19/13 at 2:40 PMm,

| diagnoses which included Subdural/Subarachnoid,

| be applied to the heels every shift and as needed. |

[
I
i
I

i
[
!

l
|

|
i
j

i
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F314 I Continued From page 31
. Resident #2 lying in bed with feet and heels on
“the mattress. Additional observation revealed
| Bunny boots were attached to footboard of bed.

! Observation and interview, on 03/20/13 at 8:55
- AM, with State Registered Nursing Assistant

! (SRNA) #1 who provided care to Resident #2

| revealed she was unaware Resident #2 was to

; was not listed on the care chart which was
+located at the foot of the bed in Resident #2's

| room.

- 0N 03/20/13 at 09:40 AM
' residents were on the report sheets and

i discussed at shift change,
LPN #2 revealed nursing was to document and

" a resident's condition
| not sure why a care plan was not developed for
- Resident #2 related to risk for pressure and the

| use of Bunny Boots,

! Interview with Nurse Practitioner (NP), on

- 0321713 at 10:20 AM. revealed she assumed

''nurses were ensuring Physician's orders were

| being followed as well as care plans developed

- related changes in Resident #2's freatment.

I

Interview with the Director of Nursing (DON), on

[ 03/22/13 at 1:00 PM revealed she would expect
nurses to deveiop a care plan for changes in a

resident's treatment or Physician's Orders.

3. Review of the medical record revealed the

j facility admitted Resident #8 on 03/ 17/13, with

- diagnoses which included Hypertension, History

( Interview with Licensed Practical Nurse {LPN) #2
revealed treatments for

Further interview with

f

! have Bunny Boots applied while in bed because it

I
{
;
i

|

I

j update care plans daily, as needed for changes in !
oOr treatment however, was i

I

!
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F 314; Continued From page 32 !
of Urinary Incontinence and Glucose Intolerance. |
| Review of Resident #8's medical record revealed
_f upon admission, revealed the facility Resident #8 ;
, for potential skin breakdown utilizing the Braden
t Scale for Predicting Pressure Sore Risk. Review I
- Of the Braden Scale for Predicting Pressure Sore !
| Risk, dated 03/17/13, revealed Resident #8 ;
scored sixteen (16), indicating Resident #8 was at|
i risk for developing a pressure ulcer. Review of |
" Resident #8's Care Plan revealed no
. interventions were initiated for being at risk for
“developing pressure ulcers.

l Observation during a skin assessment of ;
~Resident #8, on 03/22/13 at 10:00 AM, revealed 1
| the resident's skin was intact and no evidence of .

pressure ulcers.

' Interview with DON, on 03/22/13 at 1:00 PM
, revealed a care plan for being at risk for pressure !
| ulcers should have been initiated due to the
. Braden Scale for Predicting Pressure Sore Risk |
I to prevent any pressure ulcers from developing.
F 441 483.65 INFECTION CONTROL, PREVENT ]

$S=D | SPREAD, LINENS

i The facility must establish and maintain an ;
- Infection Control Program designed to provide a ]

safe, sanitary and comfortable environment and i
! to help prevent the development and transmission;

of disease and infection. |

i
i

(a) Infection Control Program
{ The facility must establish an Infection Control
' Program under which it - ’
- (1) Investigates, controls, and prevents infections

Lin the facility; |
{2} Decides what procedures, such as isolation, |
i

F 314

i
|

f
!

' 3/21/13 from the facility prior to

441
Resident #1 was discharged on |

this survey completion, 5/3/13 /
The hand hygiene policy will he |
reviewed and will be revised by
the fnfection Control Preventionist
(ICP} by May 3, 2013,

The policy for TB Skin Testing wil] i
be reviewed and revised by the
ICP by May 3, 2013.

i
!
I
I
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(b} Preventing Spread of Infaction

'{1) When the Infection Control Program

| determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident,

. (2} The facility must prohibit employees with a

| communicable disease or infected skin lesions

| from direct contact with residents or their food, if
direct contact will transmit the disease.

I (3) The facility must require staff to wash their

| hand washing is indicated by accepted
i professional practice.
|

{c} Linens
Personnel must handle, store, process and
| transport linens so as to prevent the spread of

- infection.

!

i

| This REQUIREMENT
! by:

; Based on obsepvation, interview, record review
- and facility policy review, it was determined the
i facility failed to provide a safe, sanitary

' environment to prevent the development and

+ transmission of diseases for one {1} of eleven

: (11) sampled residents (Resident #1),

is not met as evidenced

I

' Observation of perineal care for Resident #1,
, fevealed the Nurse completed the perineal-care,
 removed her gloves, and without washing her

- hands after each direct resident contact for which

i

[ hands proceeded to don new gloves and continue
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| . 5: : The policy regarding food not
F 441 Continued From page 33 ' F441 ‘ : :
. co I ‘ ; being stored in work areas will be
_ should_ be applied to an nqdn{ndual resident: an(_i i f reviewed and revised by the fcp by ,
| (3} Maintains a record of incidents and corrective i May 3, 2013,
actions related to infections. j j |
: f The DON will audit alj patfents to '
i

; ensure T8 skin testing has been
I 1 Completed by May3, 2013,

; |
: The DON will assess ajl me dication
fooms to ensure food is removed

by May 3, 2013,

, Educatjon regarding the policy and
! procedure for Hand Hygiere, TR

[ Skin Testing and food not being

; stored in work areas wil| be

:I provided to the nursing staff by

! the DON and Nurse Educator,
Additionally, ai| nursing staff wil

i complete a competency far hand

i hygiene. These wij] be completed
;, by May 3, 2013,

The Infectlon Contro)

A Preventionist {ICP) wiil audit hand

| hygiene compliance and

: compliance with no food in work

f areas through direct observations,

i The ICP will perform five

; observations per week for one

: month, then ten observations per

i month times threa months, then

{ guarterly times twelve morths,
This wil be Initlated by May 3, !
2013. :

FORM CMS-2567 (02-99) Previous Varsions Obsolels

Evenl 1D: 4ZLo11

Fadility ID: 101154 ¥ continuation sheet Fage 34 of 38




DEPARTMENT OF HEALTH AND HUMAN SERVICES

E & MEDICAID SERVICES

PRINTED: 04/05/2012
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICAR

(X2} MULTIPLE CONS TRUCTION

(X3} DATE SURVEY

| the skin assessment and provide wound care to
 the resident's right heel pressure sore. In 5
| addition, although Resident #1 was admittedto |
 the facility on 02/12/13, there was no documented |
| evidence the facility provided Tuberculin (TB) ;
- Testing until 03/04/13.
f i
Also, observation revealed an unopened !
! container of Jello pudding and apple sauce sitfing |
on the counter in the medication room, next to a
| container of Super Sani-Cloth Germicidal i
Disposable Wipes.
I

| The findings include:
;

' Review of the facilty Hand Hygiene: Hand

| Washing and Hand Antisepsis Policy, revised :
- 09/09, revealed hand hygiene was the single :
i most important practice for preventing hospitai !
- acquired infections and was required by all

| personnel in the health care setting. Hand

- hygiene was defined either as handwashing,

| antiseptic hand wash, antiseptic hand rub or

' surgical hand antisepsis. Hand hygiene was i
 required before and after touching wounds,
between contacts with different anatomical sites
i of the same client and after removing gloves.

| 1. Review of Resident #1's medical record

'revealed the facility admitted the resident, on I

02112113, with diagnoses which included Diabetes :
Mellitus, and Status Post Right Hip Fracture with

| Open Reduction Interal Fixation (ORIF} and an

!'unstageable Pressure Ulcer to the Right Heel,

 Observation, on 03/19/13 at 2:45 PM, ofaskin |
- assessment, wound care, and perineal care
 revealed Registered Nurse (RN) #3 started the
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I . 7 .
F 441" Continued From page 34 F441. The DON will audit compliance

] with T8 Skin Testing by reviewing

ten medical records per week

times one month, then monthly
times three months, then
quarterly times twelve months.
| This will be injtiated by May 3, :
| 2013 i

The results of the audits will be
submitted to the Continuous

: Quality Improvement Committee

! (QAPY), which includes the

_ Administrator, Director of Nursing
' {OON), MoOS Manager, Assistant

; mos Coordinator, Medical

I Director, Soclal worker, Therapy

: Coordinator, random nursing staff
I Nurse Practitioner, ang Activity
Director for review on May 3, 2013
and guarterly times twelve
months,

1
i
I
[ ]

]
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" left the room,
f

i to the wound care.

f
F 441 j Continued From page 35 ,

_ skin assessment and after noting the resident

“ was incontinent of urine. removed the resident's

i pull ups and washed her hands. RN #3 then i

' proceeded to perform perineal care and removed i

| her gloves. RN #3 did not wash her hands after

; removing the gloves, but donned new gloves and

- proceeded to assess the resident's skin on the

| resident's arms, chest, legs, and feet. RN #3

. then removed her soiled gloves, and without

| washing her hands, donned new gloves and

| proceeded to cleanse the right outer heel with
Wound Cleanser. She then picked up the ]

| Betadine and stated she needed 1o check the
order before proceeding, washed her hands and

. Interview, on 03/19/13 at 3:00 PM, with RN #3
revealed she should have washed her hands

| after performing perineal care and prior to ‘
- continuing with the skin assessment. She further ;

| stated she should have washed her hands prior

- Further review of Resident #1's medical record
| revealed an admission date of 02/12/13:

 however, review of the "Tuberculin PPD Skin Test :
' Record” revealed the resident received the first |
| step Tuberculin (TB) skin test on 03/12/13 which f
. read negative on 03/14/13. i

 Interview with the Director of Nursing (DON), on ]
03/21/13 at 10:25 AM, revealed staff should wash !

| their hands after providing perineal care and prior

| to completing skin assessment or treatments of

. wounds. She further stated sta#f should wash ,

| their hands each time gloves were removed. g

Interview, on 03/21/13 at 10:25 AM and 11:45

F 441 j

i
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F 441, Continued From page 36

. AM, with the DON revealed TB skin tests were to |
be administered within twenty-four hours of ;

' admission and a second step TB skin test was to

; be administered within ten (10) days after the first !

| one was read. She stated she did "spot checks” |
of the Treatment Administration Record (TAR) to
“ ensure the TB skin tests were completed timely.

| She stated Resident #1's TB skin test was not i
ordered on admission and she caught it through |
: her audit and had the Provider write the order.

i Continued interview revealed there usedtobea |
| process in which the Nurse reviewed the i
Admission Physician's Orders using a checklist to,

! ensure all orders were in place: however, the
| facility no longer used the checklist and she had |
" been nofticing things were being missed on the ;
“Admlssion Physician's Orders. 1
i
2. Observation, on 03/19/13 at 9:05 AM, revealed |
- an unopened container of Jello pudding and |
J apple sauce sitting on the counter in the
i medication room next to a container of Super
i Sani-Cloth Germicidal Disposable Wipes.
Review of the manufactures guidelines revealed
| the product could cause permanent eye damage
 including blindness, burns to mouth, throat and
. stomach, and may be fatal if swallowed.

{

]

f

: |

t Interview with Licensed Practical Nurse (LPN) #1,
on 03/20713 at 10:00 AM, revealed the Jelfo
pudding and the apple sauce containers were

i used to give crushed medications to residents |

| wha could not take their medications whole, She i
- further stated she did not know who had put the

! Jello pudding and the apple sauce on the counter |

4 next to the container of Super Sani-Wipes; ‘
. however, she felt the Jello pudding and the apple ;
' sauce could be stored next to the Super

|

F 441
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F 441! Continued From page 37 Fa41.
i Sani-Wipes because the containers were all _' : j
closed. ! :
' Interview with the DON, on 03/22/13 at 2:00 PM, a , i
| revealed food items were Rever to be stored next ! ! ;
- to any type of chemical. She further stated even ! i :
1 if the food was in a sealed container, it should ' :
| never be stored in a place where it could come - ;
into contact with a chemical. She further stated, | ; ;
| the container of Jello pudding and the container : !
, of apple sauce should not have heen stored next | i i
! to the container of Super Sani-Wipes. :
| 1
! :
: {
| | i X
| |
f | |
! : 5:
; ! | :
: ' !
.
| |
! ! i
| i }
i i
J H
i ; ;
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K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

Building: 01

Survey under: NFPA 101 (2000 Edition)

Plan approval: 10/22/1986

Facility type: SNF/NF

Type of structure: Type | (333) 2nd Floor

contains rooms 279-299. 3rd floor contains
rooms 362-379

Smoke Compartment: Four (4)

Fire Alarm: Complete fire alarm (software
upgrade: 09/17/2008)

Sprinkler System: Complete sprinkler system
(wet)

Generator: Two (2) Type |. Diesel installed 1998

A standard Life Safety Code survey was
conducted on 03/20/2013. Cardinal Hill
Rehabilitation Unit was found to be in compliance
with the requirements for participation in
Medicare and Medicaid. The census on the day
of the survey was forty five (45). The facility is
licensed for fifty (50) beds.

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:4ZL021

Facility ID: 101154

If continuation sheet Page 1 of 1




