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The following def iclencies refate fo

- investigation of complaint #72824. (See Code of an admission or agreement of any kind by (
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by-ls ? ENT e not met as evidence We are providing this POC to comply with

| Based on recard raview, staff and resident Federal participation requirements

! Interviews and observations, the facility failed to
| parform assessments of 5 residents identified !
with a non-pressure skin impairment {Resldents
#2, #5, #7, #14, and #18). The facility census was

39 residenis,

Findings include:

1. Resldent #14 had a Minimum Data Set (MDS)
assessment with a reference date of 12/1/17. The
MDS ideniified Resident #14 had diagnoses
which included diabetes, heart failure, depression
and chronle lung disease. The MDS indicated the
resident had a Brief Interview for Menial Status
{BIMS) score of 4, A scora of 4 identified the |
residend with severe cognllive impairments.
The MBS indicated the resident required limited
assistance of 1 stafl member for bed moility,
transfers, walking and dressing, The MDS
indicated the resident had a risk for the
development of pressure sores but at the time of
the assessment did not have pressure seres or

"E‘?M DIRELTOR'S PROVIDERISUPPLIER REPRESENTA'H IGNATURE TITLE {%8) DaTE
L) TN AT PSS

Any deficiency stalemenl end ’{wf 8n asieriak {"} denotes a daficiancy which the institution may be excused from comecting providing it is determined that

other saleguards provide suffiGen| proteciion fo the patianis. (See instructions.) Except for nursing homes, the findings siated above am disclosable 80 days
faHowing the date of survey wh r or not a plan of correclion Is pravided. For nursing homess, the above findings and pians of comection are discisable 14
days following the date these documents are made available to the faciity, If deficiencles are ciled, an approvad pian of correction Is requisita fo conlinzed
pmgram participation,
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any type of skin impairment. The resident ulilized 1 3617
a pressure relieving cushion in the chair and on
the bed. Fo64l
According 1o the Care Plan updated on 8/4/17, Resident #2, 5, 7, 14, and 18 will have

the resident had the potential for impairment of
skin integrity but failed to identify the resident had
an open area o the jefl great toe.

Review of the December 2017 Treatment Record
identified an order for staff to apply Triple
Antibiotic Ointment {o the left great toe and cover
with a gauze dressing every day unlit healed.
The staff failed to complete the daily drassing
changes as ordered on 12/5-12f7117.

Review of the Wound/Skin Healing Record, the
resident had a diabstic ulcer which slaff noted on
811617 and completed & skin assessment sheet.
Review of the record revealed the staff falled to
assess the diabelic ulcer from 11/16-1211617.
The record revealed the wound to the left great
toe measured 0.1 centimeter by 0.1 centimeter
on 1141617 and the assessment on 12/16/17
measure .5 by .25 centimeatars,

According lo the Weekly Pressure Ulcer Progress
Report Pollcy and Procedure dated 5/23/14, the
policy directs staff to provide weekly assessmeants
for all pressurefstasis ulcers {o help prevent
infections and other complications of
pressurefstasis uicers. The policy directed staff
to assess weekly, document In the nurse's notes
so the area will be monitored weekly. The policy
identified the Charge NMurse would be responsible
for the ulcer weekly assessmenis and
documentation,

2. Resident #7 had a MDS with a reference date

‘Compliance 12-29-17

weekly assessments completed on non:
pressure skin impairments as :
warranted.

Residents will have weekly assessments
completed on non-pressure skin
impairments as warranted.

Nursing staff were in-serviced on 12-
17-17 and 12-19-17 regarding the
completion of weekly skin assessments
on non-pressure skin impairments.

DON and/or designee will complete
routine audits regarding weekly skin
assessments on non-pressure skim
impairments. The findings of these
audits will be reported to the faciiitiesf
quarterly QAPI committee.
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of 10/17/17. The MDS indicated the resident's
diagrioses included muscle weaknass, obesily,
ventral hernia and & fistula of intestine, The
rasident could independently move about in bed,
required supervision of 1 person for transfers and
moved about independently iIn the facilily. The
resident had a BIMS score of 15. A score of 15
identified the resident had no cognitive
impairments. The MDS revealed the resident did
not have a risk for pressure sores but did have a
surgical wound.

Review of the Care Plan with a refarence date of
B8/11/17, identified the resident had a skin issue
refated to a post-surgical procedure and required
daily dressing changes. The Gara Plan indicated
tha resident had a referral to a local wound clinic
on 12115117, fo change wound dressing per
orders, monitor for signs of infection and to be in
contast isolation.

According o the physician's order dated
12/18/17, the physlcian ordered the resident's
abdominal wound dressing changed twice daily
and as needed due to a wound Infection. The
orders directed staff to pack left abdominal
wound with nu-gauze soaked in normal saline
twice dally and apply 0.0125% Dakin's solution
soaked gauze {o abdominal dehisced surgical
wound twice daily and cover with pads,

According to the Treatment Administration
Record dated Decamber 2017, the staff falled to
compleled drassing changes as ordered on 12/5
am and pm shifts, 12/12 am shift, 12/14 pm shifi
1219 pm shiit and 12/22 am shift.

Review of the non-presstre skin condition report
revealed the staff measured the resident's wound
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weekly untit 11/46/17. The condition report
identified the facility staff failed {o measure the
restdeni's wound from 11/16/17 until 12/16/17.
The resident is notad to have a surgical wound ont
the abdominal pannus which measured 13
centimeters (cm) by cm with a 4.5 centimeter by
1 cm open In the midline of the wound. The
wound measurements on 11/16/17 wera 10
centimeters by 0.5 cenfimeters with
serosanguinous dralnage which cultured
pseudamonas, The physician stared the
resident on antibiotic therapy on 117187,

According to the Treatment Administration
Record dated Dacember 2017, the resident had a
change in wound dressing orders on 1212217
which directed the staff o gently scrub the
abdominal wound with soap and water, rinsa, pat
dry and apply Mepilex border to cover wound ane
time every three days. The record indicated lhe
dressing should be changed on 12/25 and
12/28/17, The record revealed the staif indicated
they changed the dressing on 12/25M17 but the
rasident indicated the staff did not change the
dressing that he refused and wanted it done on
12/26/17 after his shower,

During an interview with Resident #7 on 12/26117 -
at 9:30 a.m., the resldent stated the staff nurse

did not change his wound dressing yesterday as
he wanled it changed loday afler his shower.

3. Resident #2 had a MDS with a reference dale
of 11/217. The MDS identified the resident had
diagnoses which included right hemiplegia
{weakness or Inability 1o move 2 leg and arm),
arxiety, depression, muscle weakness and colon
cancer, The resident had a BIMS score of 8
which indicate maderate cognitive ability wilhout
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long and short term memory problems. The
resident required extensive assistance of 1

! person with bed mobility, transfers, dressing and
| Yimited assistance with walking, The resident did
¢ not have skin fissures but the staff Indicled she
was 5t risk for developing pressure sores.

Review of the Care Plan updated on 11/6/17
informed staff the resident had a risk for skin
breakdown and directed staff to turn/reposilion
every 2 hours as resident allows and complete
treatments and dressings as ordered.

Raview of the Progress Noles dated 11/16/17 the
staif found Resident #2 on the floor on her right
side. The resident found o have a 7 centimeter
by 5 centimeter dark purple bruise area to right
arm. The pragress notes do not reference the
bruised area or skin condition until 1216/17 at
4:10 p.m. when the Director of Nurses applied a
dressing to the resident’s right arm.

Observation on 12/15/17 at 11:00 a.m., the
resident still in bed. Upon examination per the
DON (Director of Nursing) the resident had a skin
tear that measured 2.5 cm by 1 cm covered by a
dressing, The dressing was removed and dark
red bloody dralnage noted when the dressing
removed.

During an interview with the DON on 1244817 at
11:00 a.m., the staff failed o make out a skin
sheet for the skin tear and she had no knowledge
of the area.

Revlew of a Non-pressure Skin Condilion Report
daied 11/16/17 reveaied the resident had a dark
purple bruise to thelr fight arm which measured 7
em by 5§ cm bu! indicated only a bruise,

¢

F 641 ]
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Review of a Non-pressure Skin Condiffion Report
dated 12/16/M7, indicated the resident noted to
have a2.5 crm by 1 cm skin tear with scabbing.

Review of the December Physiclan's Orders
report failed to contzin an order for treatment (o
the skin tear on the resident's right arm.

4, According lo the MDS dated 12114717,
Resident #18 had diagnoses which included
diabetes mellitus, non-Alzheimer's defmentia, and
osteoarthritis. The resident had a BIMS score of
15 indicating no cogniiive impairments. The
resident required extansive assisiance of one
persan with bed mobility, transfers, walking and
dressing. The MDS indicated the resident had a
tisk for the development of pressure sores but did
not have skin issues.

Review of the Care Plan, revised on 9/19/17
indicated the resident had an increased risk with
potential for pressures ulcers due to immobility
and level of assistance, The intervention dated
12/45M17 Identified the resident had a skin tear lo
his outer left armi and directed the staff to cover
the skin {ear.

Review of the Progress Notes dated 11/29/17 af
1:30 p.m. the rasident experienced a fall which
resulted in & skin tear on the upper arm which
measured 1 cm by 1 cm with bleeding noted.
The staff applied a bandage {o the area.

Review of {he Non-pressure Skin Condition
Report dated 11/29M7 identified the resident
ohtained a skin tear an the upper left arm,
Review of the report identified no further
assessments of the skin tear,
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Review of a Non-pressure Skin Condition Report
dated 12/15/17, compleled by the DON, indicaled
an assessment of the upper outer left arm skin
tear, The reported noled the skin fear measured
1.5 em by 1 cm with a scabbed area,

Review of the November and December
Treaiment Administration Records falied o reveal
the resident sustained a skin tear and failed o
indicate a treatment.

During an interview with the DON on 12/15/17 at
3:00 p.rm., there are no further assessmants of
the resident's skin tear since 11/29/17 when the
skin tear occurred.

5. Resident #3 had a MDS with a reference date
of 9/28/17. According to the MDS dated 8728117
Resident #5 had diagnoses which included heart
fallure, Dementia, heart diseage. The resident
could not pasicipate In the Brief Mental Stalus
interview which Indicated severe cognilive ability.
The resident required limited assislance of ana
person for bed mobilily, transfers, walking and
dressing. The MDS revealed the resident not at
risk for the development of pressure sores and
did not have skin issues.

Review of the Care Plan dated 12/18/17 revealed
the resident had an actual impaired skin integrity
related to a surgical procedure. The Care Plan
revealed the resident's physician “froze” an area
near the fip of the resident's nose. The plan
Included and directed staff to assess for risk
factors refated fo skin breakdown and apply
{opical treatment as ordered.

Review of the December Treatment

Fe41

i
H
i
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Administration Record direcled staff to apply triple
antibiolic ointment to the scratch at tip of nose
twice daily until redness healed, initiated on
1ITHT.

Review of the Progress Noles dated 10/201/7,
the resident noted with Increased redness around
the outer edges of scab on top of nose. Review
of & physician's clarification order dated 1177417
directad staff to apply triple antibiotic oiniment on
the tip of the nose twice daily until heafed.

Review of the Physician Notification Report dated
11/7/17, ihe staff notified the physician the
resident's nose had swelling and recurring
hlesding related to the resident's continuous
scratching of the area. The physician ordered
triple anlibiotic ciniment to be applied unfi
heaied.

Tha Non-pressure Skin Condition Report dated
10/8/17 revesled the resident had 2 3 cm open
area of skin near the tip of nose. The staff
assessed fhe condition of the skin to the
resldent’s nose lasi on 114/18/17 and did nol
assess again unfil 1211617,

The Non-pressure Skin Condition Report dated
12/116/17 and compleled by the DON, identified
an assessment measurements of .25 cm by .2
cm. The DON noled there appears to be two
open areas an the resident's nose, the other area
too smalt 1o measure,

Treaiment/Sves to PreventHeal Pressure Ulcer
CFR(s): 483.25(bY(1)H)iH

§483.25(b) Skin integrity
§483.25(b)(1) Pressurs ulcers.

F 641

F 686
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Based on the comprehensive assessment of 2 F686 P S
resident, the facility must ensure that-
(i} A resident receives care, coleslslent with Resident’s #4, 6, 8, 9, 11, and 13 will
professlonal standards of praciice, to prevent ‘

pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they wara unavoidable; and
{ii} A resident wilh pressure ulcers recelves
necessary lreatment and services, consistent
with professional standards of practice, to
promote healing, prevent Infection and prevent
new ulcers from developing.

This REQUIREMENT is nof met as evidenced
by:

Based on observation, clinical record review,
stafl and residen! interviews, the facility falled to
provide appropdate wound care services for 6 of
6 residents with pressure sores plécing residents
as immediale jeopardy to their health and safety.
(Residents #4, #0, #8, #9, #11, and #13) The
facility failed to provide timely wound
assessments for 6 of 6 residents, the facllity
falled to provide {reatments as prascribed for
Residents #4, #5, #8, falled to update and follow
the planned Care Plans for Residenis # 6, #8,
#11, #13, failed to nolify the primary care
physician for Residents #4, #11 and failed o
idendify a pressure sore for Residant #4, #11.
The facility census was 30 residents.

Findings include:

The Minimum Data Set (MDS) assessment
described the stages of pressure sores as the
following:

Stage | Is an intact skin with non-blanchable
redness of a localized area usually over a bony -
prominence. Darikly pigmented skin may not

have wound assessments completed in
a timely manner, Resident’s #4, 6, and ;
8 will have treatments completed as |
prescribed by the physician. Resident’s 3

.#6, 8, 11, and 13's care plans have been,

updated. Resident #4 and #11 will have
primary care physician notified of
pressure sores. Resident #4, and #11
will have pressures sores identified.

Residents will have wound assessments
completed on a weekly basis, have E
treatments completed as prescribed by
the physician, have care plans updated
as warranted, have physician notified
of pressure sore, and will have pressure
sores identified.

i

Nursing staff in-serviced 12-17-17 and |
12-29-17 regarding weekly |
assessments, treatments completed as§
ordered, care plans being updated, |
physician’s being notified of pressure
sores, and pressure sores being i
identified.
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have a visible blanching; in dark skin tones only R

may appear with persistent blue or purple hues. DON and/or designee will complete

routine audits regarding, weekly wound .

Stage I{ is partial thickness loss of de.rmis assessment, treatments being ;
presernting as a shallow open ulcer with a red or . i
pink wound bed, without slough. May also completed as ordered, care plans being |
present as an intact or openfruptured tiister, updated, physician’s being notified, and
Stage HI Fuli thickness lissue foss. pressure sores being identified. The
Subcufaneous fat'may be visible but bone, findings of these audits will be reparted’
tendon or muscie is not exposed. Slough may be " .
present but does not abscure the depth of tissue to the facilities QAPI committee on a
loss. May include undermining and turmeling. _ quarterly basis. *

+

full thickness tissue loss wi .
Stage Vs ickness tissue loss with exposed Compliance Date: 12-29-17

bone, tendon or rmuscle. Stough or eschar may
be present on some-parts of the wound bed,
Often includes undermining and tunneling.

1. Resident #8 had an admission MDS with a
reference date of 12/11/17. The MDS identified
the resident had diagnosis which included a
fractured fith vertebrae {neck), depression, and
alevated bicod pressure. The MDS indicated the
restdent required extensive assistance of one
staff member for bed mobility, transfers, drassing
and indspendently moved about the facility in his
wheelchair, The MDS Indicated the resident had
1 Stage H pressure sore on admission and at risk
for the development of pressure ulcers, The
resident had a Brief Interview for Mentat Status
{BIMS) scare of 14, A score of 14 identified the
resident had no cognitive impairmenis with leng
and short term memory.

Review of the Care Plan datad 11/30/17,
identified Resldent #8 with impaired skin integrity
related {o decreased mobility. The staff updated
the Care Pian on 12/18/17 and identified the staff
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 the resident had a right heel blister. The

- Interventions direcled the staff {o place Moon
Boots (pressure refieving bools-suspends heels)
{o both feet at all limes. The Care Plan
interventions, prior to the develapment of the
pressure ulcsr, directed the siaff to assist with
repositioning as needed, cushion to the
wheelchair, pressure reducing matiress on the
bed and monitor for signs and symptoms of skin
fmpairment with routine cares, showers, and as

as ordered.

Review of the physician Admit/Re-Admil orders
dated 11/28/17, indicated the physician directed
slaff to place a Buoderm dressing to the
resident's right heel ulcer and lo change daily, 1o

off in evening and to wear Moon Boots on both
feet at all fimes while in bed.

A podiatrst orders dated 12/1/17, directed the

the resident wear off-loading boots when in a
% wheelchair as well as in bed. The facility staff
1 noted the physiclan order an 12/2/17.

i

| Review of the December 2017 Trealment
Adminisiration Record (TAR) Indicated the
resident had an order to place Duodermm to the
! right heel blister daily, ace wraps to both lower
" legs on n am and off In pm and Moon Bools on
both feet at all times while in bed, initiated on
1428417, The TAR revealed a secand order

Boots io the residents right foot while in

Record revealed the stafl failad o sign off as

needed and apply topical treatment and dressing

apply ace wraps to both lower legs; on in morning

¢ staff to continue to off-load right heel and to have

initiated on 12/2/17 directed 1o staff to apply Moon

wheelchair and when in bed, every shift for a right
heel blister, Review of the Decamber Traatment
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compleied: Duaderm on 12/5, 12/18 and
12/25/17, Ace wraps on 12/5 and 12/25/17 and
off-loading boots on 1275 and 12/2517,

On 121517 at 2:50 p.m., obeervalion identified
Resident #8 siiting In the dining room in a
wheelchair withou! ace wraps on legs and without
ofi-loading boots on feel. The Director of Nurses
(DON) moved the resident to the shower room (o
observa the right foot skin condition, The DON
removed the residenl’s gripper socks-and the
right foot noted to be edematous {swollen) and
neted the resident had a dressing to right hee!
{undated). The DON removed the dressing and
noted a black heel ulcer {unstageable {o the right
tateral heel which measured 4.5 centimeters (cm)
by 3 em. The resident commented several times
how swollen haoth of his feet were al this time.

On 1271917 at 8:45 a.m., the DON was
interviewed and stated the resident did not have a
skin assessment sheet for the hes! ulcer and staff
never made one upon admission, The DON
acknowledged the resident admitted to the facility
with the ulcer on 11/28/17 and stated the ulcer
had not been measured since admission.

QObservations on 12415 at 11:10 a.m. and 2:58
g, 121194117 at 12/35 pm. and 3:00 p.m.,
12/20M17 at 9:30 a.m., 12/26 at 9:20 a.m. and
1212817 at 5:45 a.m. falled to show the staff
placed the resident's ace wraps 1o both lower legs
and failed 1o put an the off-loading boots (moon
boots} to the resident's feet. During an interview
with the resident on 12/28 at 5:45 a.m., the
resident stated he didn't have them on all night;
no one came to put them on last evening,.

During an interview with Resident #8 on 12/18/17
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a1 3:10 p.m., the resident stated the staff stopped
changing his dressing 1o heel ulcer a white agoe
but all of a sudden at the end of last week they

began to do the heel dressing changes again
every day, The resident stated his feet seem lo ;
be quite swollen and hasn't had his ace wraps on. i

Buring an interview with Resident #8 on 12/26/17
i at 9:20 a.m. the resident slated they did not
complete his daily dressing changes yesterday to
the right heel. Observalion during the interview
noted the resident did not have on his ace wraps
as ordered or his off-loading boot o feet,
Obsarvation at this ime revealed the Duoderm to
the rasident's right hee! ulcer had a date of
12/24117 written on the dressing,

Revisw of the Decamber 2017 Treaimeni Record
revealed the staff falled to sign off the pressure
sore treetment to the resident's right heel on
1242517, during the day shifi and failed 1o apply
Ace wraps as ordered on 12/25/17.

Review of the Wound/Skin Healing Record
identified the resident had a pressurs sore {o the
right heel on admission. Review of a
Wound/Skin Healing Reéord dated 11/28/17
identified the resident had a bilster on his right
great toa which measured 4.0 cm by 3.8 cm,
blistar intact. The record indicated the first right
heel measurement completed on 12/18/17, the
stafl idendified the wound as a Stags |l pressure
ulcer which measured 3 centimeter by 2.5
centimeters.

Review of the Admission Assessment dated
11/28/17 indicated the resident had a blister {o the
ieft lateral heel and wauld measure this evening.
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The policy and piocedures tittied Weekly Pressure
Ulcer Pragress Report Policy and Procedure
daled 5/23M14, diracted the staff to provide waekly
assessment for all pressurefstasis ulcers to help
prevent infections and other complications of
pressurefsiasis ulcers. The policy direcled staff
to assess weekly, document in the Nurse's Notes
so the area will be monitored weekly. The policy
indicated the Charge Nurse would be responsible
for the ulcer weekly assessments and
documeniation.

2. Resident #4 had a MDS with a reference date
of 9/21/17. The MDS identified the resident had
diagnoses which included diabstes mellitus and
multiple selerosis. The resident required
exlensive assistance of 2 staff members for bed
mobility, transfers and dressing. The MDS
identified the resident at risk for the development
of pressura ulcers and currently had 1 Stage Il
pressure sore. The MDS indicated the resident
had a BIMS score of 14 and had no cognitive
impairment.

According to the Care Plan dated 9/28/17, the
resident had the potential for impaired skin due to
a history of breakdown and immobilily. The Care
Plan direcied siaff to provide a low air loss bed,
consult the wound clinic per Dr. orders, apply
maon boots while in bed, repaosition every two
fiours and an air cushicn in the chair. The Care
Plan failed to Indicate the resident had a pressure
sare and failed to provide direction to staff for the
Stage Il pressure sore.

Review of the Wound/Skin Healing Recerd on
12/14/17 revealed staff last asgessed Residenl
#4's pressure sore on 11/168/7, The staff
measured the cocCyx wound as 0.2 cm by 0.2

F 888
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cm.

Raview of the Wound/Skin Healing Record daled
12/46/17 indicated the staff nuted two slit type
wounds, wound #1 measured 2 cm in length and
wound #2 measured 0.25 cm in length.

Review of the Wound Healing Center
Ordersf/Discharge Instructions dated 121247
indicated the wound to the coccyx measured 4.5
centimeters by 1.5 ¢ by 0.2 cm. The orders
directed the s1aff lo cleanse the wound with warm
water lo clean saliing but do not wash the entire
product off of the skin. The primary dressing of
stoma paste was ordered to be applied twice daily
and as needed and then apply a secondary
dressing of order zinc oxide 40% applied twice
daily and as needed.

Review of the December Treatment Record
obtained on 12720117 revealed the staff initiated a
new skin treatment order on 12/15/17 which
included the foliowing: complete wound care
twice daily, cleanse coceyx with warm water, and
apply zinc oxide 40%. Do not remove zinc oxide
with cares unless solled. Review of the

| December TAR revealed the slaff did not initiate
! the order for 3 days after the physician ordered

the dressing and incoirectly noted the order, The

- facility failed {o direct staff to apply Stema powder
: {o the wound followad with zine oxide.

Raview of the Wound Clinic Physiclan's orders

i dated 121317 direcled the staff 1o cleanse the

covcyx wound with warm water to clean soiling,
do nat wash off all the product, apply stoma
powder as the primary dressing and secondary
dressing of 2inc oxide 40% twice daily and as
neaded.

¢ During an interview with the Wound Clinic on

F 888
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12/29/17 at B:42 a.m. ¢onfirmed the orders were
niofed incomectly, the stoma powder and the zinc
oxide needed to be applled to the wound to form
a crust over the pressure sore, The area
observed on 12/13/17 is a new pressure area and
the wound appears o be either from tape to the
area or the resident laid on something which
created a new pressure area. The clinlc hurse
staled the delay in initiating the correct orders will
delay wound healing,

Review of the December Treatment Record
indicaled 1he resident had a skin treatment order
initiated on 10/5/17 of the following: cut Prisma
into very thin sfrips and pack genlly every 72
hours for cocoyx wound. Do nol cleanse and
cover with 4 x 4 border. The record indicated the
staff failed to sign off the treatmants on 12/5 and
12112117, review of the order revealed staff
discontinued It on 12114717,

On 12/19/17 a! 1:00 p.m. Residen! #4's primary
care Murse Practiioner, was interviewed and
slated she was not aware the resident continued
o have an open area {o ihe coccyx, The Nurse
Practitioner stated even though the resident goes
{o the wound clinic, she still needs to be nolified
of the skin issues so she could moniter the
tesident. She siated the last communication
regarding the skin issue was sometime in
November, The Nurse Practitioner stated the °
resident becomes very upset and tearful when
she has an cpen area because it limits hertime
she can be out of bed.

Observation on 12/20/17 at 2:05 p.m. Staff A
~Agency RN entered the residen{'s room for
wound cara, Staff assisied the resident to roll 1o
her left side, with a soapy washcioth, Staff A

F 686
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cleansed the resident's coceyx area and dried
area. Staff Areapplied to resident's coccyx area
Zinc 40% white cream, covering the resident's
botiom area. Staff A failed to apply stoma powder
to the area per order prior to applying the Zinc.
Observaticn of the Zing 40% tube, the fube had a
yellow tag which revealed the staff opened lhe
tub of cream on 12115117,

1 On 12/20/17 at 3:20 p.m,, the DON was
interviewed and questioned about the treatment
arder of stoma powder and Zinc 40%. The DON
stated she thought the stoma powder is to be
used with the resident's colostomy and the Zinc
cream used on the wound but staled she will call
the Wound Clinic lo verify the order.

The TAR (Treatment Administration Record),
obtained on 12/28M7, the failed lo show the
comect wound treatment order, The current order
on the TAR initiated on 12/15/17 conlinue to
direct staff to cleanse the cocoyx with warm water
and to apply zinc oxide 40% and not to remove
the zinc oxide with cares unless soiled,

On 12/15M17 &t 8:00 a.m,, the resident staled she
did not always get tumad every 2 hours during the
night. The resident recenily had a wound clinic
appointment on 12/13/17 and received new
orders for her coccyx wound. The resident stated
the staff are not putting on slorna powder as
ardered and they don't have the zinc oxide cream
yet as the wound specialist ordered.

On 12/1417 at 10048 p.m,, Staff D (ficensed
practical nurse) was Interviewed and siated she
thought Resident #4 as the only resident in the
building with a pressure sore. Slaff D stated she
has worked fuli tima night shift at the facility for
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ihe past 7 years.

3. Resident #11 had a MDS with a raference dale
of 10/12/17. The MDS identified the resident had
diagnoses which included Alzheimer's disease,
anxiefy and diabetes. The resident had a BIMS
scere of 7 which indicaled severe cognitive abilily
with short and long term memory problems. The
rasident required limiled assistance of 1 staff for
transfers, ambulation and ate independently. The
MDS revealed the resident did not have skin
breakdown and not at risk for developing
pressure ulcers.

Review of the Care Plan dated 12/18/17 indicated
Resident #11 had actual impaired skin integrity.
The Care Plan revealed ihe resldent had a skin
{ear but falled to indicate {he resident had a
pressure sore lo the cocoyx area which staff
identified on " 11/19/17.

During an interview with Staff B-MDS RN on
12/2017 &t 3:40 p.m, regarding the lack of wound
care planning, Staff B stated she has been the
only RN in the building since the last DON
resigned in Oclober and Is unable o update the
Care Plans, * )

Buring an interview with the DON on 12/15/17 at
11:55 a.m., the DON stated the nurse who
measured the wounds and completed
assessments resigned, doasn't know the date
and didn't know wha did the wound assessmenis
afler she lefi. The DON slated she began her
empioyment at the facilily on December 11, 2017.

Review of two Non-pressure skin condition
reporls oblained on 12/14/17 at 2:00 p.m.
revealed the resident had two skin Issues: a skin
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{ear first obseived on 11/28/17 and an open area
on the coccyx area first observed on 111817,
The coccyx wound measura .8 cm circular and
not staged and the skin tear lo the lefl arm
measured 1 cm by 0.5 cm.

During an interview with Staff B-MBDS coordinator
on 1214417 at 9.00 p.m. revealed there are only
2 non-pressure skin condition reports for the
resident at this time. The skin condition sheels
for the leR arm skin tear and the coccyx wound
revealed staff falled to assess the skin areas after
thay were both identified.

Review of two Non-pressure skin condition
reports obtained on 12/15M17 revealed the
residant had two skin issues: a skin tear on the
right lateral forearm which measured 1.5 cm by
1.5 em and two Stage 1| prassure ulcers to the left
gluteal cleft. Wound #§ measured 0.5 by 0.5 om.
and wound #2 measured .25 by .25 cm.

According to the Progress Notes dated 1171817
revealed a faclily nurse identified an open area to
the resident’s lefl buttock with measured 0.8 cm
in diameter,

Review of the Decamber 2017 physician’s order
sheets falled to contain treaiment orders for the
resident’s skin tear and pressure sores.
Obsarvalion of the cocoyx wound with the DON
on 1215117, the DON stated the resident had two
open areas which measured .25 cm by, 25 ¢cm
and .8 cm % .5 cm, both areas did not have a
dressing to the area. The DON assessed the
resident's ef am and found a skin tear {o the
arm which measured 1.75 ¢m by 1.5 cm,

; Observations of the coccyx wound care with the
: DON on 12/21/17 at 9:40 a.m., the DON
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measured the caccyx pressure area noling it
measurad .5 cm by .6 em. The DON slated the
new order for Desitin skin oiniment had not been
delivered from the pharmacy and they will apply
Calm [Calmosepting] sintment at this time.

Buring an Interview with Resident #11's primary
care Nurse Praclilioner on 1219147 at 1:00 p.m.,
the Practiticner stated they were not aware the
resident had a skin tear or pressure ulcer and the
facility failed to notify her.

Review of the Pressure Ulcers list obtained on
12/14/17 at 10:27 p.m. failed to identily the
resident had a pressure sore.

4, Resident #13 had a MDS with a reference
date of 1214417, The MD)S identified the resident
had diegnoses which included diabetes mellitus,
dementia, and psychotic disorder. The resident
had a BIMS score of 13 which indicated no
cognitive impairment abifity. Resident #13
required exiensive assistance of 1 staff person
for bed mobilily, transfers, wa'king and dressing,
The resident had a risk for developing pressure
sores and had ohe Stage || pressure vlcer,

Review of the Care Plan, updated on 9/21/17,
indicated the s{aff identified the resideni at
increased risk for skin breakdown and directed
staff to assess/record/monitor wound healing
weekly and to report limprovements and declines
to the doctor. The Care Plan directed staff lo
apply Aloe Vesta to the cocoyx with cares as
resident allows and to tum and reposition every
twio hours throughaout the shift,

Review of the Wound/Skin Healing Record
obtained on 12/14/17 at $:00 p.m. indicated the

H
H
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restdent had an onset on 10/22M17 of a Stage
1-upper left buttock pressure sore which i
measured 1 cm by 3 cm on 1111017, The
assessment completed on 11/40117 was the last
assessmen! completed until 12/16/17 when the
DON assessed the wound,

Raview of the December 2017 Treatment ;
Administration Record directed the staff {o apply
Camosyn to the area on the cocoyx twice daily
and as needed. The staff failed to apply the
cream on 12/5, 1217 and 12/19/17.

Ohservations on 12/21/17 at 11:45 a.m, with the
DON, ideniified measurements of the butlock
prassure sore on this day were 1.3emby 1.5em.

Review of the Pressure Ulcers list oblained on
12114117 at 10:27 p.m. failed to identify the
resident had a pressure sore, {

§. According to the Admission Record dated {
“11/8117, Resident #9 had disgnoses which
included celflulilis {skin infammation) of a limb,
urinary dysfuaclions, cardiac disease and kidney
disease.

According te the MDS with an assessment date . )
of B/30/17, the rasident had a BIMS score of 13 .
which Indicate no cognitive problems. The :
resident required limited assistance of 1 staff

person for bed rno_bility, transfers and walking.

Review of the Care Plan dated 11/8/17 and
revised on 12/15/17 revealed the resident had
one pressure ulcer on the left heel and left great
foe. The Care Plan directed staff to administer
treatmenis as ordered and monitor for
effectlveness, assess/record/monitor wound :

i
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weekly for healing and complications, The Care
Plan directed staff {o monilor wound dressing
every shift to ensure it is intacl and adhering and
to wear a Prafo boot while in bed.

Review of the Wound/Skin Healing Record
obtained on 12/14/17 at 9:00 p.m., identified the
following areas:

a. Pressure ulcer on right great toe with
measurements 1.5 cm by 1.4 cm.

b. Pressure ulcer to the left hesl measured 1.8
cmby 1.0cm,

The Record revealed the siaff falled to assess the
prassure sores from 13/8/17 untit 12/16/17.

Review of the Wound/Skin Healing Record
indicated the resident had 2 pressura ulcers with
measurements on 12/16/17 of the following:

a. Pressure ulcer to the right great loe measured
225 cmby1.5cm.

b. Pressure ulcer to the left heel measurad 1.75
cm by .76 cm.

Review of the Order Review Repor daigd
December 2017, the physician directed staff:

To cleanse the ulcer to the lefi great toe, paint
with breadiine, wrap wilh rolled gauze every other
day and as needed. ’

Review of the November 2017 Treatment
Administration Record directed staff te do the
following wound care: cleanse ulcer Lo left great
toe, paint with betadine, wrap with roffed gauze
every shift for ulcer, apply foam dressing pad to
laft ankle and left heel wound toplcally one time
per day related to cellulilis.

Review of the Treatment Administration Record
revealed the staff failed to complete treatment to
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the leit great toe on 11/20M7.

Review of the December 2017 Treatment
Adminisiration Recard revealed the facility staff
failed to complete the dressing changes to the
resident's lefl great toe on 12/5 and 1277117 and
12/2017.

Observation on 12/26/17 at 2:30 p.m. revealed
the following wound measurements and
trealments:

a. Lefl greal oe measures .4 cm by 1 cm, area
cleansad with wound cleansers and painted with
Beladine.

b. Left heel pressure ulcer measured .8 cm by .9
cm, foam dressing applied.

¢. Lefl outer calf area cleansed, Silvasorb
apptied, a non-siick pad applied and area
wrapped with Kiing bandage. The DON failed {o
measure the left caif wound.

8. Resident #5 had a MDS with 3 reference date
of 11/14/17. Resident #6 had diagnoses which
included diabetes, siroke, and hemiplegia,
cellulitis of left lower limb, venous insufiiciency
and cirrhosis of liver. The resident had a BIMS
score of 15, A score of 15 reflected the resident
had no cognitive preblems. The resident required
exiensive assistance of 2 persons for bad

_; mohility, {oitet use and transfers. The MDS

indicated the resident had a risk for develaping
pressure sores and had ong Stage [H pressure
sore,

Review of the Care Plan dated 8/12/17 revealed
the; resident had a venous stasis ulcer to his
hilateral lower extreniities and a pressure ulcer {0
the coccyx area. The Care Plan direcied the staff
to assess wound healing on a weekly basis, to

F 686,
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nolify the physician with changes and complete
dressings per physician's orders.

According to the hospital re-admittance order
daled 11/18/17, the physician direcled tha staff {0
irrigate the wound with saline bullef. Lightly pack
uicer with Aiginate and cover wilth Mepilex border
dressing.

Review of the November and December
Treatment Adminisiration Records {TAR) directed
the slaff 1o cleanse the open area o coccyx area
with wound spray, apply calcium AG {siiver} o
wound bed and cover with adhesive gauze. The
December TAR reflecled a change on 12/15M17,
direct staff to use non- adhesive gauze fo secure
the gauze and with the remainder of the order
remaining (he sama.

Review of the November and December TAR
revealed the staff failed to pravide coccyx wound
care on 11/4, 11/11, 11118, 12/5, 12i6, 12/7 and
121617, Review of the November and
December freatment records revealed the staff
provided the Incorract freatments from Novembar
16-December 28, 2017,

On 12/26/17 at 4:45 p.m., Staff B (registerad
nurss) was interviewed and reviewed the
re-admission order dated 11/16/17. Slaff B stated
it directed staff to lightly pack the cocoyx wound
with Alginate and cover with Mepilex border, Siaff
B reviewed th2 November and December
treatment records and admiited the order was
franseribed incorrectly. The current TAR directed
staff to cleanse cocoyx wound and cover wound
bed with non-adhesive gauze, it should have
diracted staff to fightly pack the coccyx wound
with alginate and cover with Mepilex horder

F G686
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dressing. Steff B stated the staff had been doing
the treatment Incorrectly since 11/16/117.

Review of the Wound/Skin Healing Record, the
resident developed a pressure ulcer lo the cocoyx

con Y217, The 11/10/17 assessment of the
: wound measured 0.7 cm by 0.4 cmand had a
* depth of 0.3 cm. According fo the record this is

the last measurement and indicated on 11/46/17
the resident experienced a hospilalization. The
faciity siaff falled to re-assess the wound upen
readmission {o the facilty. The D.O.N. measured
the wound on 12/15/17 and the coccyx pressure
wound measured 2.5 cm by 2.8 cm with 0.6 cm
depth.

Observation on 12/15/17 at 11:30 a.m., staff
{ransferred the resident io the commode and
removed the cocoyx dressing. The dressing
removed had a date of 12/10/17, the responsible
staff person who did not changing, failed {o initial
{he dressing when they changed it.

Observations of the TAR revealed an agency
nurse signed off the dressing changes from
12/11-12/14 which indicated she had completed
the dressing changes,

During an interview with Staff C {cedified medical
assistant) on 12/16/17 at 5:00 p.m., the CMA
stated she worked with the agency nurse
responsible for Resident #8's dressing changes
from 12/11-12/14, She siated al the end of the
shift on 12/14/17 she stood near the nurse
locking at the treatment records on the computer,
Staff C stated all of the trealments were rad
which indicated they were not completed. The
agency nurse stood and signed off all the
treatments which indicated they were completed.
Staff C stated she did not see the nurse do
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{freatments.

Note:

At the time of the investigation, it was determined
this as an immediate jeopardy situation of health
and safety. On 1217/17 the facillly had abaled
ihe siluation by giving in-service training o the
centified nursing assistants and aurses employed
al the facility and agency staff and the scope and
severlly was lowered from g "K' lo an "E" ,

The facllity continued to need to:

Continue to provide in-services to cerfified
nursing assislants and nurses (including agency
staff),

Continue to monitor that pressure ulcers are
prevented, assessed and treatment provided as
ordered,

RN 8 Hrs/7 days/Wk, Full Time DON

CFR{z} 483.35(b)(1)-(3)

§483.35(b} Registered nurse

§483.35(b}{1) Except when waived under
paragraph (e) or {f} of this section, the facility
must use the services of a registered nurse for at
least & consecutive hours a day, 7 days a wesk.

§483.35(b){2) Except when waived under
paragraph (e} or {f} of this section, the facllity
must designate a registered nurse to serve as the
director of nursing an a full lime basis.

§483,36(b}(3) The director of nursing may serve
as a charge nurse only when lhe facility has an
average daily cccupancy of 60 or fewer residents,
This REQUIREMENT is not met as evidenced

F 688

F 727

FORM £M3-2587(02-99) Pravioua Verslons Chaolels

Event ID-8JLFH

Faclity 10:- 1AGTES

If continuation shaet Page 26 of 11




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 01/12/2018
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {K1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION [X3] BATE BURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: A BULDING COMPLETED

c
165515 B WING 12/29/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CORE
401 CRISMAN STREET
SUNNYCREST NURSING CENTER .
DYSART, 1A 52224
4y I SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRIATE DATE
BEFICIENCY)}
F 727 ; Continued From page 28 F727
by:

Based on facility record review and staff
interviews. the facility failed to provide registered -
nurse coverage for eight consecutive hours par
day seven days a week and failed o employ a full
time Director of Nurses. The facility census was
39 residents.

: Findings include:

| 1, Review of the Dail.y Nursing Assignment sheets

dated 12/14/17 and 12/25/17 revealed the facility
had a licensed practical, LPN nurse for coverage
for those days with no reglstered nurse (RN)
coverage as required.

During inlerview on 12/27/17 at 8:44 am., the
Administrator stated she was not aware of the
lack of 8 hour RN covarage on 12/14 and
12{26/17. The Administrator was unable fo find
the Daily Nursing Assignment sheet for 12/15/17.
The Administrator stated the facilily did not have
a Director of Nurses from 10/30/17 untif
December 11, 2017.

Puring interview on 12/14/17 at 11:15 p.m., Staff
E-Agency LPN, stated she has been working
since 6:00 a.m. and worked double shifis this
week from 6:00 a.m. untit 10:00 p.m.
Monday-Thursday. Staff E stated she had one
resident who received skill nursing care.

Cbservation on 12/14/17 at 10;48 p.m., revealed
Staif D, LPN waorking the night shift jnlo the
morning of 12/15M7. Staff D stated she was the
only nursg on for the night shift.

During interview on 12/2617 at 7:15 a.m., Staff F,
LPN stated he relleved ancther LPN when hg

F727

The facility will provide registered

| ‘nurse coverage for eight consecutive

" hours per day seven days a week and

~ employ a full-time Director of Nurses.

- Facility wilt maintain the daily staffing
sheets.

need for 8 hours RN coverage, DON
requirements, and maintaining the
daily staffing sheets on 12-29-17.

DON and/or designee will complete
routine audits on staffing sheets and;
~ RN coverage. The findings will be

- reported to the quarterly QAPI

¢ committee.

: Compliance 12-29-17

Nursing staff in-serviced regarding the!

i

1A A
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arrived to work at 8:00 p.m. The day LPN worked
from 6:00 a.m. on 12/25 until 10:00 p.m. on 12/25

and was relieved by Staff F who worked 6:00 p.m.

urdil 10:00 a.m. on 12/26H 7.

During interview an 12/14/17 at 8:20 p.m,, Staft
B, RN stated the facilily went for 6 weeks without
a Girector of Nurses and the former Administrator
directed all staff to cali him with issues, such as
{alls or unusual incidents.

Pharmacy Srves/Procadures/Phamacist/Records
CFR{s): 483.45(a)(b)(1)-{3)

| §4B3.48 Pharmacy Services

: The facility must provide routine and emergency

drugs and bivlogicals to its residents, orobtain
hem under an agreemnent described in
§483.70(g). The facllity may permit unlicensed
personne! to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmmaceutical services {Including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicais) to meet the needs of each resident,

§483.45(b) Servics Consultation. The facility
muslt emnpioy or oblain the services of a licensad
pharmacist who-

5483.45(b)(1) Provides cansuliation on all
aspecls of the provisicn of pharmacy services in
the facility.

§483.45(b){2) Estabiishes a system of records of
receipt and disposition of all conlrglied drugs in

F 727

F 755

F755

The facility will have 2 nurses .
completing narcotic count

Nursing staff in-serviced on the policy
regarding that 2 nurses to complete
narcotic count on 12-29-17

DON and/or designee will complete
routine audits regarding two nurses
completing narcotic count. The
findings of these audits wilf be reported;
to the facilities quarterly QAPI
committee.

Compliance Date: 1-15-18

{~15-B
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suffictent detail 1o enable an accurate
recencilialion; and

§483.45(b)(3) Determines thal drug records are in
order and that an account of all controlled drugs
ts maintained and periodically reconciled.

This REQUIREMENT s nol met as evidenced
by:

Based on observalion, faciiily document review,
facility policy review and staff interview, the facility
failed {0 have 2 nurses count narcotic
medications to ensure accuracy of the count and
as facility policy directed. Thae faclfily reporied a
census of 38 residents.

Findings include:

The North and South Narcotic sign off/count
sheels documented the facility had 38 narcofic
medications to account for.

Review of the count sheets revaaled 5 of the
narcolics were dispensed in November 2017 with
33 narcolic medications dispensed in Decamber
2017.

Review of the narcotic counl sheets revealad staff
failed to have 2 nurses count the narcotics
together 325 limes from November 11 thru
December 28, 2017.

During interview on 12/28/17 at 8:30 a.m., Staff
B, registered nurse, acknowledged fwo nurses do
nat roulinely complete the narcotic count
together,

Review of an undated Controlled Madication
Storage policy indicated at each shift change, a
physical inventory of all scheduled || medications

i
i
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Conlinued From page 29

was conducted by two Jicensed nurses and was
documented on the conirolied substances
accountability record.

License/Comply w/ Fed/State/Locl Law/Prof Std
CFR{s): 483.70{a3)-{c)

§483.70(a) Licensure.
A facility must be licensed under applicable State
and local law.

§483.70(b) Compliance with Federal, State, and
Local Laws and Professlonal Standards.

The facifity must operate and provide services in
compliance with all applicable Faderal, State, and
local laws, regulations, and codes, and with
accepted professional standards and principles
that apply lo professionals providing services in
such & facilily.

§483.70(c) Relationship to Other HHS
Regulations,

In addition to compliance with the regulaions set
forth in this subpad, facilities are obliged to meet
the applicable provisions of other HHS
regulations, including but not limited o those
periaining to nondiscrimination on the basis of
race, color, or national origin (45 CFR part 80);
nondiscrimination on the basis of disability (45
CFR part 84); nendiscrimination on the basls of
age (45 CFR part 81); nondiscrimination on the
basis of race, color, national origin, sex, age, or
disahility (45 CFR parl 92}, protection of human
subjacts of research (45 CFR part 46); and fraud
and abuse {42 CFR part 455) and protection of
individually identifiable health information (45
CFR paris 180 and 164). Violations of such other
provisions may result In a finding of
non-compliance with this paragraph.

F 755

F 836
F 836

- The facility will complete annual
performance reviews an employees.

All staff in-serviced regarding the
completion of annual performance
raviews

Administrator and/or designee will

completion of annual perfarmance
reviews. The findings will be reported
to the quarterly OAPI committee.

Compliance Date:12-25-17

complete routine audits regarding theé

i
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Continued From page 30
This REQUIREMENT is not met as evidenced
by:

Based on personnel record review and staff
interview, the facility failed to complele annual
performancs reviews for 4 of 4 employeas
reviewad. The facility census was 39 resldents,

Findings include:

Review of employes fites ravealad the following:
a. Staff G, certified medication aide, CMA had a
hire dated on 7/7/15, the employee file failed o
contain a performmance evaluation for 2017,

b. Staff M, licensed practical nurse, LPN had a
hire dated of 3719/12, the employee fils failad lo
contain a performance evaluation for 2017.

&. Staff 1, cerdified nurse aide, CNA had a hire
date of 5/1/0/12, the employee file failed to
conlain a parformance evatuation for 2017.

d. Staff J, registered nurse, RN had a hira date of
11/3/15, the employee file fziled fo confain a
performance evaluation for 2017,

During interview on 122817 at 11:09 a.m. the
Business Office Manager staled she did not have
any evalualions for 2017 for Staff G, Siaff H, Steff
| and Staff J.

F 836
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