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" (9)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident’s physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which :
results in injury and has the potential for requiring |
physician intervention;

(B) A significant change in the resident’s physical, -
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or o
commence a new form of treatment); or
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F 000 INITIAL COMMENTS |
) o This plan of correction is respectfully
An unannounced Medicare/Medicaid standard . ) .
survey was conducted 3/14/17 through 3/16/17. submitted as evidence of alleged compliance.
Corrections are required for compliance with 42 The submission is not an admission that the
' CFR Part 483 Federal Long Term Care deficiencies existed or that we are in :
requirements. There were no complaints . . ) .
investigated during the survey. The Life Safety agreement with them. It is an affirmation that
Code survey/report will follow. corrections to the areas cited have been made
“The census in this 161 certified bed facility was and lﬂfat t.he facmt.y is in compliance with the -
92 at the time of the survey. The survey sample participation requirements.
consisted of sixteen current resident reviews
(Residents 1 through 16) and three closed record
reviews (Residents 17 through 19). ;
F 157 483.10(g)(14) NOTIFY OF CHANGES \ F 157 Notify of Changed (Injury/Decline, Etc)

Corrective Measure for Residents Affected

The éttending physician of Resident # 4 was
notified of the healed pressure ulcer on her
sacrum and the mepilex dressing was
discontinued on 3/15/17.

ldentification of Other Residents with
Potential To Be Affected

Other residents with potential to be affected
were identified through review of the weekly

wound reports on 3/24/17. There were no
current residents affected.
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Any deﬁciéﬁcy 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.
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(D) A decision to transfer or discharge the
resident from the facility as specified in

§483.15(c)(1)(ii).

(i) When making notification under paragraph (g)

(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2) -

is available and provided upon request to the 1

physician.

(iii) The facility must also promptly notify the
“resident and the resident representative, if any,
when there is-

“(A) A change in room or roommate assignment
as specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph j
{e)(10) of this section. ﬁ

(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident representative(s).
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility staff failed to notify the
physician of a change in condition for one of 19
residents in the survey sample. Resident #4's
physician was not notified when a pressure ulcer
was healed resulting in continued prescribed
treatment/dressing changes {o the area.

The findings include:

Resident #4 was admitted to the facility on
6/24/16 with a re-admission on 11/18/16.

Measures to Prevent Recurrence i

In-service to licensed nurses will be conducted
to reiterate the facility’s policy for wound care
and for notifying the physician of a
resident’s/patient’s change in condition.

Monitoring:

The Director of Nursing (DON) or designee will
review the Weekly Wound Report and resident
medical record to ascertain if physician has
been notified of healing or changes in residents'%
wounds. Audits will be conducted weekly X 4 ‘
then monthly X 2. Findings will be reported to ‘
the QAPI Committee and further actions taken

as appropriate. !

Correction Date: 4/15/2017
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Diagnoses for Resident #4 included Parkinson's
disease, chronic dehydration, Crohn's disease,
urinary tract infection and left femur fracture. The
minimum data set (MDS) dated 12/16/16
assessed Resident #4 as cognitively intact.

Resident #4's clinical record documented the
resident was assessed with a stage 2 pressure
ulcer on her sacrum from 11/18/16 until 1/25/17.
A re-admission nursing assessment dated
11/18/16 documented the resident had a stage 2
pressure ulcer on her sacrum measuring 5 cm x
3 cm x 0 cm {length by width by depth in
centimeters). A physician's order dated 11/18/16
stated, "Clean sacrum with normal saline, pat dry,
apply Mepilex” with instructions to change the
dressing every 3 days. Resident #4's freatment
records documented dressing changes to the
sacral pressure ulcer every three days as
ordered. A nursing note dated 1/25/17
documented the sacral pressure ulcer was
healed. Awound assessment record dated
1/25/17 also listed the stage 2 pressure sore as
"resolved.”

Resident #4's physician was not notified the
sacrum pressure ulcer was healed. Treatment
records documented continued treatment with the
ordered Mepilex dressing every three days to the
resident's sacral area from 1/25/17 through
3/12/17 even though the pressure ulcer was
resolved. Nursing notes documented no
notification to the physician regarding the change
in the status of the resident's pressure sore.

On 3/15/17 at 11:20 a.m. the licensed practical
nurse (LPN #1) responsible for wound treatments
was interviewed about Resident #4's sacral
pressure ulcer. LPN #1 stated the resident's
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pressure ulcer healed on 1/25/17. LPN #1 stated
she decided to continue the Mepilex dressings as
a protective measure. LPN #1 stated she found
that sometimes after a pressure ulcer healed the
area was tender and had the potential to open
back up. When asked if the physician was
notified the open pressure uicer had healed, LPN
#1 stated, "l don't see a note notifying the doctor.™
LPN #1 stated there was no new order received
to continue treatment to the resident's sacrum
after the sore was resolved. When asked why
the physician was not contacted about desired
treatment options after the wound had healed,
LPN #1 stated, "They give us leeway with that.”

The National Pressure Ulcer Advisory Panel
(NPUAP) defines a pressure ulcer/sore as
“localized damage to the skin and underlying soft
tissue usually over a bony prominence or related
to a medical or other device. The injury can
present as intact skin or an open ulcer and may
be painful. The injury occurs as a result of
intense and/or prolonged pressure or pressure in
combination with shear..." This reference defines
a stage 2 pressure sore as, "Partial-thickness
loss of skin with exposed dermis. The wound
bed is viable, pink or red, moist, and may also
present as an intact or ruptured serum-filled
blister. Adipose (fat) is not visible and deeper
tissues are not visible. Granulation tissue, slough
and eschar are not present...” {1)

The manufacturer's information insert described
Mepilex as a patented adhesive dressing
"designed for a wide range of exuding wounds
such as pressure ulcers, leg and foot ulcers and
traumatic wounds." (2)

These findings were reviewed with the
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administrator and director of nursing during a
meeting on 3/15/17 at 4:00 p.m.
{1) NPUAP Pressure Injury Stages. 2016. 3
“National Pressure Ulcer Advisory Panel. 3/17/17.
www.npuap.org/
(2) Mepilex Border Sacrum. Moinlycke Health
Care. Goteborg, Sweden. 2014.
F 252 483.10(e)(2)(I)(1)() (i)
ss=D SAFE/CLEAN/COMFORTABLE/HOMELIKE F 252 Safe/Comfortabie/Homelike

ENVIRONMENT

- upon the rights or health and safety of other

(e)(2) The right to retain and use personal
possessions, including furnishings, and clothing,
as space permits, unless to do so would infringe

residents.

§483.10(i) Safe environment. The resident has a |
right to a safe, clean, comfortable and homelike

“environment, including but not limited to receiving |

treatment and supports for daily living safely.
The facility must provide-

(iX(1) A safe, clean, comfortable, and homelike
environment, allowing the resident o use hisor
her personal belongings to the extent possible. |

(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.

(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft. :
This REQUIREMENT is not met as evidenced

by:

Environment
Corrective Measure for Residents Affected

There were no specific residents cited as havingE
been affected by this citation. The items that
were in the day room on the first floor were
removed on 3/16/2017.

Identification of Other Residents with
Potential To Be Affected

There were no other residents affected. There
are three other day rooms in the facility and all|
three were inspected on 3/16/17 for :
unnecessary items or equipment and there

were none found.
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Based on observation and staff interview, the
facility failed to ensure a homelike environment

. on one of two nursing units. Reclining chairs,
wheelchairs and an undecorated Christmas tree
were stored in the resident day room on unit. In
addition, the piano in the room was not
accessible due fo reclining chairs stored in front
of the instrument.

The findings include:

On 3/15/17 at 3:10 p.m. the day use room on unit
1 was observed when used for a private family
interview. This room had a sofa, chairs, a
desktop computer, television and a piano for

resident use. Stored in the room were two

- reclining "geri" chairs. The reclining chairs were
positioned in front of the piano keyboard making it |
inaccessible. Three wheelchairs, one with a |
mounted portable oxygen cylinder, were stored
next to the wall near the piano. An undecorated |
Christmas tree was positioned next to the door at |
the entrance to the room. On 3/16/17 at 8:45 ‘
a.m. the unit 1 resident day use room was 1
observed again. The two reclining chairs were |
still positioned in front of the piano and three

“wheelchairs were stored in the room along with
the undecorated Christmas tree.

On 3/16/17 at 8:55 a.m. the licensed practical
nurse (LPN #3) working on unit 1 was interviewed |
about the day room. LPN #1 stated the room was
intended for residents to use the computer,
television or telephone. LPN #3 stated they had
other rooms on the unit for the storage of
wheelchairs and resident equipment.

On 3/16/17 at 9:00 a.m. the registered nurse
clinical coordinator (RN #1) was interviewed
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Measures to Prevent Recurrence

In-service to staff regarding the residents’ right
to a safe, clean, comfortable environment will |
be conducted. Staff will also be reminded where

items/equipment are to be kept when not in
use.

Monitoring:

The Director of Nursing or designee will conduct
daily inspections of the resident day rooms to |
ensure they are kept uncluttered. Rounds will
be conducted daily X 4 weeks then if no issues
are identified, weekly X 2 months. Findings will i
be reported to the QAPI Committee and furtherﬁiE
actions taken as appropriate. |

Correction Date: 4/15/2017
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about the resident equipment and undecorated
tree in the resident day room. RN #1 stated the
-room was setup so residents could watch
television, use the computer or have private
telephone conversations with use of the portable
telephone. RN #1 stated the resident equipment
~in the room should have been stored in
* designated storage rooms. RN #1 stated she did |
not know why the Christmas tree had not been |
taken down or re-decorated. F 279 Develop Comprehensive Care Plans
Thesg_ findings were r eviewed W't.h the . Corrective Measure for Residents Affected
administrator and director of nursing during a
“meeting on 3/16/17 at 9:40 a.m. . ,
F 279 483.20(d):483.21(b)(1) DEVELOP Resndent # 4’s care plan was updated on
ss=p COMPREHENSIVE CARE PLANS 3/15/17 to include the intravenous (iv) fluids

483.20

(d) Use. Afacility must maintain all resident
assessments completed within the previous 15
months in the resident’s active record and use the !
results of the assessments to develop, review
and revise the resident’s comprehensive care
plan.

483.21
(b) Comprehensive Care Plans

(1) The facility must develop and implement a
comprehensive person-centered care plan for
each resident, consistent with the resident rights
set forth at §483.10(c)(2) and §483.10(c)(3), that
includes measurable objectives and timeframes
to meet a resident's medical, nursing, and mental
and psychosocial needs that are identified in the
comprehensive assessment. The comprehensive
care plan must describe the following -

being administered thru an intravenous line.
Care of the site was also included in the care
plan update.

ldentification of Other Residents with
Potential To Be Affected

On 3/23/17, other residents with potential to
be affected were identified through review of
the care plans of residents with orders for i.v.
fluids or medication administration via an i.v.
line. Two other residents met the criteria but
both have appropriate care plans in place.

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

Event ID: RDUSTI

Facility 1D: VAOO71

If continuation sheet Page 7 of 45




PRINTED: 03/21/2017
FORM APPROVED
OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
495177 B.WING 03/16/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COMMUNITY MEMORIAL 125 BUENA VISTA CIRCLE
SOUTH HILL, VA 23970
SO SUMMARY STATEMENT OF DEFICIENCIES ; D ‘ PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
l
F 279 Continued From page 7 F 279

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and |

(i) Any services that would otherwise be required |
under §483.24, §483.25 or §483.40 but are not 1
provided due to the resident's exercise of rights

under §483.10, including the right to refuse |
treatment under §483.10(c)(6). i

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident’s medical record.

(iv)In consultation with the resident and the
_resident’s representative (s)-

(A) The resident’s goals for admission and
desired outcomes.

(B) The resident’s preference and potential for
future discharge. Facilities must document
whether the resident’s desire to return to the
community was assessed and any referrals o
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident interview, staff

Measures to Prevent Recurrence

In-service to nurses and the interdisciplinary
care team members regarding the facility’s
protocol for care plan development and update
will be conducted. Special focus will be placed
on care planning for i.v. fluid administration, |v
lines and care of the i.v. site. :

Monitoring:

The Director of Nursing or designee will conduct
medical records audits of i.v. orders to ascertain
. . - L \
if appropriate care plan is in place. This will be |

conducted daily X 2 weeks then if no issues are
|

identified, weekly X 10. Findings will be
reported to the QAPI Committee and further
actions taken as appropriate.

Correction Date: 4/15/2017 \
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interview and clinical record review, the facility ;
" staff failed to develop a comprehensive care plan |

for one of 19 residents in the survey sample. :

Resident #4 had no care plan developed

regarding care for her intravenous (IV) access
“site and daily administration of IV fluids.

The findings include:

Resident #4 was admitted to the facility on

9/24/16 with a re-admission on 11/18/16.
Diagnoses for Resident #4 included Parkinson's
disease, chronic dehydration, Crohn's disease,
urinary tract infection and left femur fracture. The
minimum data set (MDS) dated 12/16/16 :
assessed Resident #4 as cognitively intact.

On 3/15/17 at 8:05 a.m. Resident #4 was
observed in bed. Intravenous fluid was being
administered at 125 milliliters (ml) per hour
through an IV access port in the resident's left ;

upper chest. Resident #4 was interviewed at this
time about the IV fluids. Resident #4 stated she
had ongoing issues with dehydration due to her
history of Crohn's disease and she was
administered a bag of IV fluids each day to
prevent dehydration.

Resident #4's clinical record documented a
physician's order dated 12/26/16 for one liter of
Sodium Chloride 0.9% solution to be

administered intravenously over 8 hours each day
for treatment of chronic dehydration. The record
also documented physician orders dated

12/26/16 to flush the resident's IV "mid-line"
access site with 10 mi of normal saline each day
and dressing changes to the access site each
week.
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The resident's plan of care (revised 3/1/17) |
included no problems, goals and/or interventions | ~
regarding the resident's IV "mid-line" access site F 282
or the daily IV fluid administration.
‘ Corrective Measure for Residents Affected
~On 3/15/17 at 9:45 a.m. the registered nurse (RN

#2) responsible for care plan development was
interviewed about Resident #4's 1V fluids and IV
access site. After reviewing the resident's care
plan, RN #2 stated she did not see anything on
the care plan about the 1V site or IV fluid

- administration.

These findings were reviewed with the
administrator and director of nursing during a
meeting on 3/15/17 at 4:00 p.m.
F 282 483.21(b)(3)(ii) SERVICES BY QUALIFIED
ss=pD PERSONS/PER CARE PLAN

(b)(3) Comprehensive Care Plans !
The services provided or arranged by the facility, ‘
as outlined by the comprehensive care plan,

must-

. (i) Be provided by qualified persons in
accordance with each resident's written plan of
" care.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, facility staff failed to follow interventions
on a comprehensive care plan (CCP) for one of
19 residents in the survey sample, Resident #6.

Facility staff failed to place bilateral palm guards
into Resident #6's hands as included in the CCP.

Findings included:

Resident # 6 was screened by Occupational

Therapy staff on 3/16/2017 and the resident no!
longer needs the palm guards. The physician |
has discontinued the order for their use and he@

care plan was updated to reflect this. |

Identification of Other Residents with ‘

Potential To Be Affected

Other residents with potential to be affected byw
nursing staff’s non-compliance with physician- ‘
ordered palm guards were identified through
review of physician orders on 3/22. There were
two with orders and observation indicated the
palm guards are in use. |

\

Measures to Prevent Recurrence

In-service to nursing staff will be conducted to .
reiterate compliance with physician-ordered or
care plan-directed interventions for pressure
ulcer prevention. Focus will be on the proper
use of palm guards, Prevalon boots, and off-
loading of heels.
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Resident #6 was originally admitted to the facility | Monitoring:

on 01/31/2006 and readmitted on 12/15/2011 with -
diagnoses including, but not limited to: Stroke,
Diabetes, Hypertension, Glaucoma, Seizures,
Dysphagia, Feeding (PEG) Tube and
Contractures.

The most recent MDS (minimum data set) was a
quarterly assessment with an ARD (assessment
reference date) of 12/22/2016. Resident #6 was
assessed as severely impaired in her short and
long term memory and cognitive skills.

Resident #6's medical record was reviewed on
03/15/2017. The CCP for Self Care Deficit
included an intervention dated 11/09/16 that
stated, "...Bilateral palm guards at all times
except during bathing and dressing and hygiene
care..."

Resident #6 was observed in her room at 7:45
a.m. and again at 11:00 a.m. Bilateral palm
guards were not in place during either
observation.

CNA #2 (certified nursing assistant) was
interviewed at approximately 11:02 a.m. regarding
Resident #6's palm guards. CNA#2 stated, "Yes, |
no, wait a minute. No she doesn't use those. All |
she has are these (CNA #2 gestured to Resident |
#6's bilateral geri sleeves) and they cover part of
her palms.”

At approximately 11:10 a.m. LPN #2 (licensed
practical nurse) was interviewed regarding
Resident #6's palm guards. LPN #2 stated, "No, |
don't think she uses those. Let me look.
(Gestured to the computer). Here it is on the

The Director of Nursing or designee will conduct
inspections to ascertain compliance with use of
palm guards, prevalon boots and off-loading of
heels. Audits will be conducted daily X 10 then |
weekly X 10. Findings of these audits will be
reported to the QAPI Committee and further
actions taken as appropriate.

Correction Date: 4/15/2017
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orders, but it is an OT (occupational therapy)
order. It doesn't show up anywhere else. Thatis
why it's not on the TAR (treatment administration
sheet) for us to sign off. The original order was
written 2/19/16. When therapy stopped she
should have been referred to restorative and then
to us (meaning nursing). | will have to call the
family and then get an OT order for an evaluation.
We can't just throw palm guards in there if she
hasn't been using them.”

LPN #2, CNA#2 and this surveyor went to
Resident #6's room. LPN #2 stated, "Here are
her palm guards in the drawer." The palm guards
were located in the drawer of the nightstand. LPN
#2, CNA #2 and this surveyor observed Resident
#6's paims. No breakdown was noted on either
hand.

The Administrator and DON (director of nursing)
were informed of the above during a meeting with
survey team on 03/15/17 at 4:00 p.m. No further
information was received prior to the exit
conference on 03/16/17.
F 300 483.24, 483.25(k)(l) PROVIDE CARE/SERVICES
ss=p FOR HIGHEST WELL BEING

483.24 Quality of life

Quality of life is a fundamental principle that
applies to all care and services provided to facility
residents. Each resident must receive and the
facility must provide the necessary care and
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being, consistent with the resident’s
comprehensive assessment and plan of care.

483.25 Quality of care

F 309 Provide Care/Services for Highest Well
Being

Corrective Measure for Residents Affected

Resident # 12’s CPAP mask and nebulizer mask
were placed in a plastic bag as soon as surveyor
finding was known. He was discharged home on
3/21/17 and further action is not necessary.

Identification of Other Residents With
Potential To Be Affected

Other residents with potential to be affected
were identified through review of orders on
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" Quality of care is a fundamental principle that
. applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
' that residents receive treatment and care in
" accordance with professional standards of
. practice, the comprehensive person-centered

. care plan, and the residents’ choices, including

ut not limited to the following:

| (k) Pain Management.

' The facility must ensure that pain management is
provided to residents who require such services,

| consistent with professional standards of practice,

. the comprehensive person-centered care plan,

' and the residents’ goals and preferences.

(1) Dialysis. The facility must ensure that
residents who require dialysis receive such

' services, consistent with professional standards

! of practice, the comprehensive person-centered

. care plan, and the residents’ goals and

| preferences.

' This REQUIREMENT is not met as evidenced

| by:

. Based on observation, clinical record review,

' staff interview, and resident interview, the facility

. staff failed, for one of 19 residents in the survey
sample (Resident # 12), to follow physician's
orders. The facility staff failed to store Resident #
. 12's oxygen items in a zip lock bag as ordered by
. the physician.

. The findings were:

- Resident # 12 in the survey sample, an 80

“year-old male, was admitted to the facility on
2/20/17 with diagnoses that included atrial

fibrillation, coronary artery disease, congestive |

3/21/2017 for CPAP/BIPAP and Nebulizer
treatments. Their nebulizer or CPAP/BIPAP
masks are being stored in plastic bags when not
in use. They will be monitored to ensure
continued compliance.

Meaisures To Prevent Recurrence

In—sé rvices to nursing staff regarding the
facility’s infection control policies will be
conducted. Compliance with facility policy for
storing CPAP/BIPAP and nebulizer masks will be
reiterated. Residents who are using respiratory
masks and/or their family member/responsible
party will also be educated on the proper
storage of these devices.

Monitoring:

The E?ON or designee will perform rounds to
asceﬁtain compliance with storage of
CPAP/BPAP and nebulizer masks. This will be
condlUcted daily X 2 weeks, then if compliance is
maintained, weekly X 10. Findings will be
reported to QAP! and further actions taken as
apprc}priate.

Correction Date: 4/15/2017
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heart failure, hypertension, gastroesophageal
reflux disease, diabetes mellitus, hyperlipidemia,
anxiety disorder, chronic obstructive pulmonary
disease, chronic respiratory failure with hypoxia,
cataracts, dyspnea, and secondary pulmonary
hypertension. According to the Admission
Minimum Data Set with an Assessment

Reference Date of 2/27/17, the resident was
assessed under Section C (Cognitive Patterns)
as being cognitively intact, with a Summary Score |

“of 13 out of 15.

During the orientation tour at 6:30 p.m. on ‘
3/14/17, Resident # 12 was observed in his room, |
seated in a wheelchair. After obtaining

permission to enter the room, the surveyor

noticed a nebulizer mask on top of the night stand |
located next to the resident's bed. Asked if he |
used a nebulizer, Resident # 12 replied that he
did, and he also stated that he used a C-PAP.

- When asked where the C-PAP mask was stored,

Resident # 12 said it was in the second drawer of
the night stand. After obtaining permission from |
the resident, the surveyor opened the drawer and |
observed the C-PAP mask in the drawer. :
Resident # 12 said the C-PAP mask was his
personal mask that he brought from home.

Neither the nebulizer mask nor the C-PAP mask
were stored in protective bags.

During the orientation tour, LPN # 4 (Licensed
Practical Nurse) was asked how nebulizer masks
and C-PAP masks should be stored. "They
should be in bags," LPN # 4 said.

Further review of Resident # 12's clinical record
revealed the following physician's orders, dated
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"Auto C-PAP when asleep.”
"Oxygen: store oxygen items in a zip lock bag
each shift at Shift 1, Shift 2, Shift 3."

The failure to store Resident # 12's nebulizer
mask and C-PAP mask in bags was discussed
during a meeting at 4:30 p.m. on 3/15/17 that
included the Administrator, Director of Nursing,
and the survey team.

483.25(b)(1) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

F 314
55=E

(b) Skin Integrity -

(1) Pressure uicers. Based on the
comprehensive assessment of a resident, the
facility must ensure that-

(i} Aresident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual’s clinical condition
demonstrates that they were unavoidable; and

(i) A resident with pressure ulcers receives
necessary treatment and services, consistent with
professional standards of practice, to promote
healing, prevent infection and prevent new ulcers
from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and clinical
record review, the facility staff failed fo accurately
assess and/or implement interventions for the
prevention of pressure ulcers for four of 19
residents in the survey sample.
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Corrective Measure for Residents Affected

The attending physician of Resident # 4 was

notified of the healed pressure ulcer on her

sacrum and the mepilex dressing was
discontinued on 3/15/17. The inaccurate
weekly skin assessment cannot be corrected as
the open areas have healed. Staff will ensure

going forward that this resident’s weekly skin

assessments are accurate.

Resident # 6 was screened by Occupational
Therapy staff and the resident no longer needs
the palm guards. The physician has

discontinued the order for their use.

Prevalon boots were applied on Resident # 7

during survey. Staff involved in her care has

been made aware of this intervention and

compliance is being monitored by the clinical

coordinators/charge nurses.

Resident # 10 was re-evaluated and is non-

compliant with elevating his heels. An order for
Prevalon boots was obtained on 3/23/17.
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1. Resident #4 had pressure sore
treatments/dressing changes to her sacrum
continued for over a month after the pressure
sore was assessed as healed without a
physician's order to continue the treatment.
Resident #4's weekly skin assessments
inaccurately listed the resident's skin as "intact”
when the resident was being treated for a sacral
pressure sore and an open skin area behind her
left ear.

2. Resident #6 did not have physician ordered
palm guards in use for pressure ulcer prevention.

3. Resident #7 did not have physician ordered
Prevalon boots in use for pressure ulcer
prevention.

4. Resident #10's heels were not elevated as
required in the plan of care for the pressure ulcer
prevention.

The findings include:

1a) Resident #4 had pressure ulcer :
treatments/dressing changes continued for over a
month after the pressure sore was assessed as
healed without a physician's order to continue the
treatment.

Resident #4 was admitted to the facility on

9/24/16 with a re-admission on 11/18/16.
Diagnoses for Resident #4 included Parkinson's
disease, chronic dehydration, Crohn’s disease,
urinary tract infection and left femur fracture. The -
minimum data set (MDS) dated 12/16/16
assessed Resident #4 as cognitively intact.

ldentification of Other Residents with
Potential To Be Affected

Based on review of weekly Wound Report and |

medical records on 3/24/17, there were no

other current residents affected by nurses’

failure to notify the physician of a healed

pressure ulcer.

Review of physician orders on 3/22 identified

two current residents with orders for paim :
guard. Observations indicated that they are stiHi
appropriate and they are being used. :

Review of physician orders on 3/22 identified

several current residents with orders for

Prevalon boots and observations indicated that

they are in use. The same review also indicated

several residents with orders for elevating

heels. Further review of the need or

effectiveness of these interventions will be

conducted and actions taken as appropriate.

Other residents affected by the inaccuracy in
weekly skin assessments will be identified

through review of physician-ordered treatment§

and weekly skin assessments. Discrepancies will,

be addressed.
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Resident #4's clinical record documented a
re-admission nursing assessment dated 11/18/16
assessing the resident with a stage 2 pressure
sore on her sacrum measuring 5cm x3cm x 0
cm {length by width by depth in centimeters). A
physician's order dated 11/18/16 stated, "Clean
sacrum with normal saline, pat dry, apply
Mepilex" with instructions to change the dressing
every 3 days. Resident #4's treatment records
documented dressing changes to the sacral
pressure sore every three days as ordered. A
nursing note dated 1/25/17 documented the
sacral pressure sore was healed. A wound
assessment record dated 1/25/17 also listed the
stage 2 pressure sore as ‘resolved.”

Resident #4's physician was not notified the
sacrum pressure sore was healed. Treatment
records documented continued treatment with the
ordered Mepilex dressing every three days to the
resident's sacral area from 1/25/17 through
3/12/17 even though the pressure sore was
resolved. Nursing notes documented no
notification to the physician regarding the change
in the status of the resident's pressure sore.
There was no physician's order obtained fo
continue treatment of the sacral area with the
Mepilex dressing.

Resident #4's care plan (revised 3/1/17) listed the
resident had potential for altered skin integrity.
Interventions to prevent skin breakdown included,
"Monitor skin condition g [each] shift...If any
changes notify MD and treat as soon as
possible...”

On 3/15/17 at 11:20 a.m. the licensed practical
nurse (LPN #1) responsible for wound treatments

Measures to Prevent Recurrence

In-service to licensed nurses will be conducted
to reiterate the facility’s policy for notifying the
physician of changes in resident condition.
Licensed nurses and C.N.A.’s will be in-serviced

on pressure ulcer prevention strategies, and
compliance with physician-ordered pressure
ulcer prevention devices. The Weekly Skin
Assessment form will also be reviewed with
licensed nurses with focus on accuracy of skin
assessments and documentation.

Monitoring:

The Director of Nursing or designee will review
the Weekly Wound Report and resident medical
record to ascertain if physician has been
notified of healing or changes in residents’
wounds. Audits will be conducted weekly X 4
then monthly X 2.

The Director of Nursing or designee will review
weekly skin assessments for accuracy. Audits
will be conducted weekly X 4 then monthly X 2.

The Director of Nursing or designee will conduct
rounds to ascertain compliance with use of
palm guards, Prevalon boots and elevating of
heels. Audits will be conducted daily X 10 then
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notified the open pressure ulcer had healed, LPN
#1 stated, "l don't see a note notifying the doctor."
LPN #1 stated there was no new order received
to continue treatment to the resident's sacrum
after the sore was resolved. When asked why

the physician was not contacted about desired
treatment options after the wound had healed,
LPN #1 stated, "They give us leeway with that."

On 3/15/17 at 1:20 p.m. LPN #5 caring for
Resident #4 was interviewed about ongoing
dressing changes to the resident's sacrum. LPN
#5 stated the resident's sacral skin was "clear”
now and the Mepilex dressing changes were still
done to prevent further pressure sores.

On 3/15/17 at 1:35 p.m. an assessment of
Resident #4's skin was conducted by LPN #5 and
registered nurse (RN) #3. The resident's sacral ‘
area had a Mepilex dressing in place at the time

of the observation dated 3/12/16. LPN #5 :
removed the dressing. The resident's sacral area "
had no redness, no open areas and no signs of
skin irritation or breakdown.

On 3/15/17 at 1:50 p.m. the director of nursing
(DON) was interviewed about Resident #4's
continued treatment after the pressure sore was
assessed as healed. The DON stated there
should have been notification to the physician
about the healed pressure ulcer so orders could
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was interviewed about Resident #4's sacral
pressure ulcer. LPN #1 stated the resident's
pressure ulcer healed on 1/25/17. LPN #1 stated
she decided to continue the Mepilex dressings as
a protective measure. LPN #1 stated she found
that sometimes after a pressure ulcer healed the
area was tender and had the potential to open
back up. When asked if the physician was weekly X 10.

Findings of these audits will be reported to the :

QAPI Committee and further actions taken as

appropriate.

Correction Date: 4/15/2017
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treatment to the area.
The National Pressure Ulcer Advisory Panel
(NPUAP) defines a pressure uicer/sore as
to a medical or other device. The injury can
be painful. The injury occurs as a result of
a stage 2 pressure sore as, "Partial-thickness
loss of skin with exposed dermis. The wound
bed is viable, pink or red, moist, and may also
present as an intact or ruptured serum-filled
blister. Adipose (fat) is not visible and deeper
and eschar are not present...” (1)
Mepilex as a patented adhesive dressing
"designed for a wide range of exuding wounds
traumatic wounds." (2)

" These findings were reviewed with the
administrator and director of nursing during a

meeting on 3/15/17 at 4:00 p.m.

1b) Resident #4's weekly skin assessments

left ear.
Resident #4's clinical record documented a

assessing the resident with a stage 2 pressure

be obtained to continue, discontinue or change

"localized damage to the skin and underlying soft |
tissue usually over a bony prominence or related

present as intact skin or an open ulcer and may

intense and/or prolonged pressure or pressure in
combination with shear..." This reference defines |

tissues are not visible. Granulation tissue, slough
The manufacturer's information insert described

such as pressure ulcers, leg and foot ulcers and

inaccurately listed the resident's skin as "intact"
when the resident was being treated for a sacral
pressure sore and an open skin area behind her

re-admission nursing assessment dated 11/18/16
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sore on her sacrum measuring 5cm x 3 cm x 0
cm (length by width by depth in centimeters). A
physician's order dated 11/18/16 stated, "Clean
sacrum with normal saline, pat dry, apply

every 3 days. Follow up assessment records
were documented for the sacral pressure sore
dated 2/9/16, 12/12/16, 12/21/16, 12/28/16,

1/4/17, 1/9/17, 1/18/17 and 1/25/17. The wound
record dated 1/25/17 listed the pressure sore as
"resolved.” A nursing note dated 3/1/17

- documented the resident was assessed with an
open skin area behind her left ear. This note
stated, "...| found an area that was red and
swollen and what looked to be a scab.. At this
moment resident had picked off the scab and

noted..." A physician's order dated 3/1/17

" area twice per day until healed. Treatment
records documented the bacitracin was applied
as ordered.

documented starting on 12/20/16. The weekly
skin integrity sheets inaccurately listed the
resident's skin as "intact" on sheets dated
12/20/16, 1/5/17 and 1/23/17. These sheets
made no mention of the stage 2 pressure sore

on the forms were blank. Weekly skin integrity
of the open skin area behind the resident's left
ear. Body diagrams on these forms were also

blank.

On 3/15/17 at 11:20 a.m. the licensed practical
nurse (LPN #1) responsible for wound treatments

Mepilex" with instructions to change the dressing

now it was an open area with very slight bleeding

required bacitracin to be applied to the open skin -

Weekly skin integrity sheets for Resident #4 were

present on the resident's sacrum. Body diagrams

sheets dated 3/6/17 and 3/13/17 documented the :
resident's skin was "intact" and made no mention

F 314
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was interviewed about the accuracy of the weekly
skin integrity sheets. LPN #1 stated the weekly
skin assessment sheets were started during ;
December 2016. LPN #1 stated resident's sacral
pressure sore was presented from 11/18/16 until
1/25/17 when the sore was assessed as healed.
LPN #1 did not know why the weekly skin integrity
sheets did not reflect the pressure sore. LPN#1

" stated she routinely completed the wound

tracking records and the floor nurses were
responsible for completing the weekly skin
checks. LPN #1 stated the floor nurses may not
have been reviewing the entire body or including

“the current open areas on the weekly skin sheets. |

On 3/15/71 at 1:30 p.m. the registered nurse
clinical coordinator (RN #3) was interviewed

about the weekly skin assessment sheets. RN~
#3 stated the skin integrity sheets were supposed
to be done weekly by the floor nurses. RN#3 ‘
stated Resident #4's skin assessment was
scheduled for each Monday evening. RN #3
stated assessments were supposed to include an
assessment of all areas of the resident's skin.
When asked why the sacral pressure sore was

not indicated on the weekly skin sheets dated
12/20/16, 1/5/17 and 1/23/17, RN #3 stated, "l
don't know. Maybe they [nurses] were not looking .
at her sacrum." RN #3 stated she thoughtthe
nurses should be looking at the entire body when |
doing skin assessments and any open areas
should be indicated on the form.

On 3/15/17 at 1:35 p.m. an assessment of
Resident #4's skin was conducted by LPN #5 and
registered nurse (RN) #3. The resident's sacral :
area had a Mepilex dressing in place dated
3/12/16. LPN #5 removed the dressing. The
resident's sacral area had no redness, no open
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areas and no signs of skin irritation or
breakdown. A small circular open skin area was
present behind the resident's left ear. The open
area was approximately 1/4 inch in diameter.
The open area had red/pink tissue in the wound
bed with no redness, drainage or signs of
infection.

On 3/15/17 at 1:50 p.m. the director of nursing :
(DON) was interviewed about the inaccurate skin
assessments for Resident #4. The DON stated

_prior to December 2016 there was not a formal

system for documenting routine skin

- assessments. The DON stated in December

2016 they started weekly skin assessment

sheets. The DON stated the direct care nurses
were responsible for performing assessments :
and reporting any open areas to the wound nurse -
for ongoing treatment and monitoring. The DON
stated the weekly skin assessment should reflect
any open skin areas present on the body. The
DON stated she recognized there were ongoing
issues with getting the assessments done
accurately and timely.

These findings were reviewed with the

“administrator and DON during a meeting on

3/15/17 at 4:00 p.m.

(1) NPUAP Pressure Injury Stages. 2016.
National Pressure Ulcer Advisory Panel. 3/17/17.
www.npuap.org/

(2) Mepilex Border Sacrum. Molnlycke Health
Care. Goteborg, Sweden. 2014.

2. Resident #7 was observed without physician
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ordered Prevalon booties (device for the feet to
prevent pressure areas) applied.

 Resident # 7 was admitted to the facility 8/8/06

with a readmission date of 10/5/16. Diagnoses

“for Resident # 7 included, but was not limited to:

muscle weakness, high blood pressure, heart
disease, and pneumonia.

' The most recent MDS {minimum data set)was a

quarterly review dated 1/4/17. Resident # 7 was

coded as having short term and long term

memory problems, and severe impairment in
daily decision making skills.

" On 3/15/17 at 9:00 a.m. Resident # 7 was

observed laying in bed with her eyes closed.
Resident # 7 did not have any devices applied to

the feet.

“ The clinical record was reviewed at 9:15 a.m.

The current POS (physician order summary) ;
included an order carried forward from 10/5/16 for
"Prevalon booties at all times." Resident#7 was
identified as being at risk for pressure areas to
the feet and ankle/lower leg area due to her

contracted position. Resident # 7 was observed |

several times throughout the morning without the
Prevalon booties on the feet. |

On 3/15/16 at 11:00 a.m. CNA (certified nursing
assistant) # 1 was asked about the booties for
Resident # 7. The facility wound nurse, identified
as LPN (licensed practical nurse) # 1 was also
present. CNA# 1 stated she did not know where .
the resident's booties were, but would check to
see where they may be. Afew moments later
CNA # 1 returned to this surveyor with new
booties and proceeded to open them from the
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plastic wrap; as she was unwrapping the booties
she stated "l think hers may have gone to
laundry.” LPN # 1 stated "Yes, sometimes when
the go to laundry it takes a week to get them
back." This surveyor then asked LPN # 1 if
Resident # 7 had been without the booties for a
week. LPN # 1 quickly stated "Oh, | don't know; | i
guess she had them on." LPN # 1 was then
asked since she changed Resident # 7's dressing -
daily, if she had observed the resident without the -

- booties on. LPN # 1 stated she did all the wound
care for the facility, and really did not remember.

On 3/15/17 at 2:30 p.m. during observation of f
Resident # 7's dressing change with LPN # 1 and
CNA# 1, the booties were observed applied to
the feet as ordered. This surveyor commented

on the booties, and LPN # 1 stated "Yes; | had to
open new booties for her (Resident # 7) last

week also. | guess we need to find out what
happens when they go to the laundry."

On 3/15/17 at 4:00 p.m. during an end of the day
meeting with facility staff the administrator , DON |
(director of nursing), and vice president of
operations were made aware of the above
findings. The administrator stated "Some Iaundry i
goes over to the hospital, and some laundry is | '
done here in house. We will find out why it's

taking so long to get the booties back; they are

rather costly.”

No further information was provided prior to the
exit conference.

3. Facility staff failed to place bilateral palm ‘
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