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S8-G The highest practical, physical well
Each resident must reccive and the facility must being of resident #16 was achieved
provide ﬂ:; mecoasary Gaxe HS 5“‘1““"_5:;’ a“mifrm 4 by the corrective action of sending
maintain the highest practicable physical, mental, - : =
psychosocial woll-being, in sccordance with the him to Utah Valley Hospital on Aug
comprehensive assessment and plan of care. 29, 2002, for a closed reduction of
his dislocated right hip.
| Use F309 for quality .z care deficiencies not covered - o
by 9.4533.:15(3)-q(11:1).ty The fgclllt_y s nurses will improve
their identificalion of other residents
| This REQUIREMENT is not met as evidenced by: who could have the potential for |
| Based on interviews with the Administator, the decrease in physical well-being by
Dn-cctnlr of Nursing, fnmllnty nursing staff, I"h)f‘lcal attending an inservice on improving |
Therapist staff, and Physicians, and on review of the he skills of d !
- medical roconds, it was determined the facility did not the skills of assessment and
provide the necessary .srvices to nmintain the highest documentation. Documentation of
| practical physical woli-being for 1 dopendent resident the communications with physicians
who was assessed by facility pursing and the | and family members will also be
contracted physical therapist as having exporicnced a hasized in the i P ..
dislocated right hip whilc at the facility but who was emp. asized m t. € mservice training.
not referred to a radiojogist or physicisn until five days Review of charting on those _
later. Resident 16, residents who are unable to verbalize ;
Pindings includ their pain or change in how they feel
d.‘l.ﬂg ude: .
| 1ncings metude because of any form of dementia or ‘
Resident 16 was admitted to the facility on 8/8/00 with speech impairment will be discussed. |
| diagnoses including Alzheimer's dementia. Following Methods {or assessing pain for these .
a temporary discharge on 7/31/02, resident 16 was types of residents will be agreed
readmitted to the facility on 8/5/02 with an additional The facility’s lines of
diagnosis of fractured right hip with an open reduction | upon. 1he fact iy's lines o _
" internal fixation (surgical repair). Following & communication and what constitutes
subsequent temporary discharge on 8/29/02 for 315 an incident will be reviewed. The
closed redx_lctmn of dlslm?a'ted right hip, residen director of nursing an d the
was readmitted to the facility on 8/31/02. .. : -
administrator will be more specific
MEDICAL RECORD REVIEW: in their charting of observations
when the other nurses are unsure of |
On 1/22/03, resident 16's medical record was | I
[ABORATORY GRS OR PROVIDER/SUPFLIER nzrnﬁm j 7 /4 Mrflm Xe; ATE
fff'*—l{,: ?7 /o,mmb A-/1-0>
Any dcﬁtifﬂMﬂmt ending ?Jw an astm‘sfc {*) denotes a deficiency which may be excused from correction providing it is determjned that qther safeguqrﬁ; provide
sufficient prolection 1o the patientd. The indings stated above are disclosable whether or not 8 plan of correction iz provided. The findings are disclosable within 14 dayj aft
such information is made aveilable 10 the k. -dity. If deficiencies are ciled, an approved plan of comection is requisite to continued program participasion.
i ot % lioniih e v — -
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| reviewed. The comprehensive Minimum Datz Set
_ assessment (MDS), dated 8/19/02 and the quarterly ) o
| MDS assessment, dated 11/11/02, documented that their assessments or the condition
1 regident 16's ab.i.lity tD m'ﬂ.kc d‘CCiSiOHS. section B{i, was warrants pOSSiblE transport 10
| "3", "severely impaired”. which docurpented resident doctor. DON and Administrator will
. 16 was rarely or never able to make his own decisions. . . .
| 1t was, also, documented the Tesident's ability to Chaf_'t the reasoning behmdl then" 7
* cornmunicate was highly irapaired. Section C4, was choice of action or ne action. The
assessed as "3", which documented the resident was accusation of resident # 16 having a ‘
"rarely/never” able to make himself understood. . . . T !
L Section C6 was assessed as "3", which documented the dlslpuatjed hl.p for ? dayj 'S 5‘“” o
! resident was "rarely/never” able to understand others. dcr'ucd by this fucility. Du'L, preduse
! of inadequate documentation and
i The plan of care for resident 16, dated 8/23/02, communication between the nursing
| documented the resident was unsble to describe his A ft L ” :
' needs or wants and that the staff were to anticipate and SIa“". physmal Iheraplstv, and the' ‘
provide all of his peeds, monitor for his non-verbal phy§10‘a“’ we cannot dispute this
cues as to what is needed. It was documented, in the finding. Any changes
i plan of care, that resident 16 was totally dependent ) )
upon staff for all aspects of his daily activitics of in documentation of physical therapy |
; hvmg The p]-a.ﬂ of care for rcS]dB‘m 16 dOCUJnemed notes \Vlll be rev1e“ﬂed by mcdlcal )
that the resident was unable to verbally communicate -ords as to the accuracy of th |
| pain but that his facial expressions confirmed when he records as to the accuracy OL e i
' was. The facility's plan of caxe documented that staff change_&‘. made and the proper sqlllals |
| was to maintain resident 16's comfort with proper indicating a change was made. The
positioning and medication apd that the resident's physical therapy tech will be
physician would be consulted as nceded. {nstructed not to use PT after her
The nurse's pote dated 8/8/02, documented that charting. The DON and the facility’s
resident 16 was "doing well” and that he had a pained Administrator, who is aisu an RIN,
look on his face when be was "up to walk.” The next observed the resident every day
. purse’s pote, dated 3/25/02 AM by nursc 2, \ "0 .
| documented, “Reported by night nurse that [resident] bgtween Agg. 25 and Aug. 29 and
had been in pain all pight. Unable to bear wt [weight]. | his level of pain and the appearance
® [right] leg is Totated in apd hip is swollen.” The . of his hip varied significantly
nurse's note documented that resident 16 was placed |
on bed rest and was given pain medication every four i o
| hours. The nugse's note documented that resident 16 i
| was being tumed every two hours and tat he bad ‘
‘ !
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facial grimacing when he wag turned. Nurse 2's pext what position he was in :
¢ was In and the
note, dated 8/25/02 at 2:45 PM, documented that two 't'p fboth his | The ER
of resident 16's famnily members had been notified of position of boln his legs. i ne
| the change of condition.  Neither note docurnented that doctor at Utah Valley Hospital had
8 physician bad been consulted. no way of knowing how long his
The nurse's note, dated 8/25/02 PM, documented that hip was dislocated. as he stated in ,
resident 16's right hip was protruding. that he was on your quote on page eleven of your :
complete bed rest, that the resident acted as if he was interviews, “I can’t say it was not |
in pain and distress, end that hie was medicated for subluxation” {partial dislocation) bur |
pain at bedtime and again at 12:30 AM. X . ﬁ
I don’t know how they (nursing |
| On 8/26/02, the moming nurse documented that facility staff) would have known :
| resident 16, "Continues to have pain in ® hip. Meds that.” We disagree because the
 [medications] given." The night nurse documented facility’s nursing staff observed the
that resident 16 had been medicated for pain. ‘ ractity 83
joint change position and appearance
The nurse's note by nurse 2, dated 8/27/02 day shift, over the period of five days. The
documented that physice! therapy had beep at the primary care physician also felt that
facility working with resident 16 and the night nurse : ;
! T 1
documented that regident 16 had been medicated for things were handled pI:OpE ly and did
pain at bedrime. not seem upset or conu:l.rned that
! resident #16°s care was 1n any way
. The nurse's notes by RN1, also dated 8/27/02, mishandled or neglected. The fact
- documented that resident 16 received medication for that so many people were watching,
| complaints of pain when he was being put in bed. - . . '
monitoring, and observing resident
Cn 8/29/02, the nurse's note documented that resident #16 should be indicative of the
16 had been taken out of the facility for an X-ray quality of care he was receiving and
| which confirmed the resident's hip was dislocated. It : el ; K
: N continues eive at th ility.
. also documented that résident 16 was sent by unues 1o rec at this faciliv
. ambulance, at 3:30 PM. ‘o the hospital for surgery. . . i )
; | The facility’s medical director and
 Physical therapy progress notcs for resident 16 were the quality assurance committee wilt
| reviewed on 1/22/03. review our policies again on what
The physicel therapy progress notes documented that constitutes an emergency transport
| resident 16 ambulated 250 feet on 8/16/02 with incident and what he feels confident
| improving balance, 300 feet on §/20/02 without in letting us assess before
‘ , i
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complaints or discomfort, and 300 feet on 8/21/02

| with improved standing balance.

- On 8/16/02, the physical therapist aide documented. in
| the physical therapy progress notes. that resident 16

! had no complaints duning therapy, that his balance was
" tmproving and he had ambulated 250 feet with front

. wheeled walker and minirmum sssist with a shuffle

' gait. On 8/20/02, the physical therapist aide

. documented that resident 16 stated his hip sometimes

i hurt, but that he had ambulated 300 feet with hand

i held assistance and performed passive exercises

| without complaints or discomfort. On 8/21/02, the

| physical therapist aide docwnented that resident 16's

' standing balance was improving and he had ambulated
. 300 feet with hand held assistance.

| On 8/23/02, the physical therapist nide had
| documented that resident 16 was pleasant and

! that resident 16 ambulated 200 feet with moderate
| hand-hold assist. The physical therapist aide, also,
documented resident 15 appeared to be tired end easily
fatigucd on that date. * ;

emergency transport.

Om 8/27/03, the physical therapist aide documented,
"Nursing staff feels pins may have shifted. Doesn't
tolerate wt (weight) bearing, Will talk with MD
{medical doctor} & (and) get X-rays.” The physical
therapist aide documented that resident 16 had been
| nuscle guarding more than usual on that date and the
resident was unable to tolerate weight bearing
secondary to 8 possible dislocation. The physical ;
therapist further documented that resident 16 would
need o be reassessed afier the resident had been
X-rayed and had seen his physician,

On 8/29/G2, the physical therapist saw resident 16 at \
i the factlity. The physicsl therapist documented that all l

. |

transporting, in a timely manner, to
promote the highest practicable
physical. mental. and psychosocial
well-being of our residents. Because
there was no fall or specific incident
with resident #16 which actually
caused the dislocation and because it
was an ongoing process, Resident
#10°s condition was not addressed as
an incident report requiring review
by the quality assurance team at the
time. Any nurse at our tacility has

| cooperative. The physical therapist aide documented the ability and duty to call a
resident’s doctor, or a doctor on call
at our local hospital, 10 order an

CMS-25671 AT IZO0 Event]JD:  K7HDI| Facility ID:  UTOD5]
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therapy was held (not provided) and that the physical '
therapist spoke with. staff about the resident's need for
| a physician's consultation and X-rays. The physical As part of our quality assurance
therapist documented that physical therapy would £ he families of
continue to be held until after the physician was follow—_up 0 Ou_r care, the familics O
consulted. our residents will be surveyed as to
‘ ‘ their opinion about us providing the
: An X-ray report for resident 16, dated 8/29/02, necessary care to maintain the
; documented, "Interval placement of a right femoral . - ol ot
| head and neck prosthesis with superior dislocation | highest pr 30“‘{'11 physical, menta.,
| relative to the native acetabulum. No findings to \ and psychosocial for our residents on
?‘Ilégdisllfn}mg? or loosening,” | an annual basis. The family of
P ologic Diagnosis: i Tt 1A g Tnlerviewed D
‘{ 1. Right femoral head and neck prosthesis. Supenior l resident # 1.0 was not mﬁm wcv«.::u ’
dislocation of the right hip." ; the complaint surveyors and the
! daughter was here on the day .
Review of the Medication Administration Records ‘ Resident #16 was taken to the doctor i
(MAR), on 1/22/03, revealed resident 16 had been ; and she did not observe him in i
receiving Lortab 7.5 milligrams pm (as needed) for hip, ‘ . She actually fed hi '
pain. The MAR revealed resident 16's pain | severe pam. she actually fed him |
medication pattern increased on and after §8/24/02. ! lunch before they went to the doctor.
‘ ghe MAR gor resident 16's prn pain medication \ She agreed totally with the process |
oumeEnted: ; f we went through in getting him the
Date: Day Shift  Nightshift Daily Total care he needed. Aqd the fact th?.t
8/5/02 0 Lortab 1 Lottab | resident #16’s family wanted him
8/6/02 1 Lortab 0 1 : returned to this facility should
gg;gg g tggagg igﬁg: convey their confidence that he was
! a . . . .
| 8/9/02 4 Lormab | Lortab § bemg provided the highest possnbl{; 1
3/10/0Z 2 Lottab 2 Lortab 4 prdulwal care. We conununicaie witl
gi B’frg;OgI’L 1 Lortab 2 Lortab 3 i our families frequently and consult
ortab 2 Lortab 5 ) ; Lo
8/13/02 2 Lorab ] Lottab 3 with them about _posmble choices of
8/14/02 3 Lorab 0 3 care and well-being and will
| 8/15/02 2 Lortab 1 Lortab 3 continue to do so. The family survey
| 8/16/02 3 Lorab 0 3 will help us identify concerns of the
| 8/17/02 3 Lorab 1 Lortab 4 '
| 8/18/02 3 Lorab 1 Lortab 4 :
L i ‘
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8/19/02 3 Lormb 0
8/20/02 3 Lortab0
8/21/02 2 Lortab 0
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‘ 8/29/02 3 Lortab Left facility 3

3
3 |
2

Resident 16's history and physical records were
reviewed on 1/22/02. The orthopedic surgeon, who
had assessed resident 16 at the hospital on 8/2%/02,

| documented, “The patient is an 82-year-old male who
three weeks ago underwent hemiarthroplasty of the
right hip. The patient apparently dislocated it five or

| six days ago, and for some reason, the nursing home

i decided to investigate it today."

| INTERVIEWS:

| On 1/27/03 at 1:15 PM, a telephone mterview was
' conducted with the physical therapy aide who had .
{ been the most frequent provider of physical therapy for
resident 16 in August 2002, following z surgical repair
of the resident’s fractured right hip. The physical
therapist aide stated that the facility nursing staff had

" reported to ber, on §/27/02, that they thought the
resident’s right hip was dislocared and they stated they
weIc going 10 contact resident 16's physician ta getan
X-ray of the resident's right hip. The physical
therapist aide stated that she had been “very swrprised
10 lcamn that they didn't take care of it thar day,”
because she had observed resident 16 to be in more
scvere pain than she had seen previously. The
physical therapist aide stated that, prior to 8/27/02,
resident 16 had demonstrated seme discomfort by

families we have infrequent contact
with. Some families and residents
make it known that they don’t want
to go to the hospital or have any '
invasive procedures performed. It is
our job to consider their rights a;
advance directives concerning all
care. This may mean not giving
anlibiolics or having x-rays ilil is
their desire not to do so. Force
feeding, even if they have a
significant weight loss, is another
issue we talk to families frequently
about, especially with residents like
#16, who is end stage dementia.

CMS-23G7L ATGH 12oga EvenifD:  K7HDII
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\ mmuscle gouarding when she worked with him. but that
resident 16's pain sppeared to be very different on
8/27/02. The physical therapist aide stated that .
resident 16 was not able to verbalize his discomfort !
but the resident had displayed a grimacing facial ‘
expression and the resident would not let her touch his ’ _
hip very much. The physical therapist aide stated that Phe inservice training for the nurses.
on 8/27/02, resident 16 would reach overand rytwo | the quality assurance meetin
. . _ : D and
move her hand away and that the resident's right up revigw W');h th dical di g‘” i ‘4'/
did appear to be displaced. The physical therapist aide ! € medical director '3 /510
stated that, on 8/27/02, <he was only able to provide about polices, will be completed by
limited passive exercises for resident 16 because the March 15, 2003. The family survevs
resident was not ab_lc to ambulate or bear weight due will go out in the mail by Feb. 28,
to the increased pain in his kip.  The physical therapist 2003, Tl
aide stated that after resident 16's hip was put back in 2. The relurn and review ol those
place, "the hip was a little tender but not anything like i surveys will be an ongoing
| it was before." evaluation of quality improvement
. and etfectiveness of the ia
The physical therapists stated that, prior to 8/27/02, Plan of Comeciinn. Tt (.111[\/] $ A DT
resident 16 had been progressing with his ection. 1he quarterly i i
rehabilitation program and that the resident had TBY meetings will be used to review ‘,ﬁﬂ// ’
| demonstrated no evidence of the his hip popping in the quality of care and accuracy of * ,1/"/; s Lﬂ"
 and out. i charting for every resident in order to ﬁf‘iﬂﬂ‘}{}{
| en . 3 &
On 1/27/03 at 11:05 AM, 2 telephonc interview was assess the improvement in o s /";u,r'
conducted with the ph)’SiCﬂl [herapjst who was, algo, performance reiated 10 Obtamlng Ihﬁf ,ﬂfrﬂﬂ:li”
working with resident 16. The physical therapist highest practical, physical well-being et
stated that he remembered going to the facility on of alf residente.
8/29/02 o work with resident 16. The physical ‘
therapist stated that he had learned from the facility |
. nursing that they thought resident 16 had a dislocated
~Tight hip. He stated he had been communicating with
- the physical therapist aide who thought the facility had
| called the physician on 8/27/02. The physical
! therapist stated the nursing facility staff had not i
 contacted the resident's physician regarding the |
' possible dislocated hip. The physical therapist stated
that he called resident 16's physician on 8/29/02 and
| an X-ray was ordered. The physical therapist stated ‘
| il
CMS-25671 AT 12000 EventID;  KTHDII Faclity D UT0051 [l continuation sheet 7 pl
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that it was his impression resident 16's physician was
uot aware of the concern with resident 16's hip prior to
the physical therapist's telephone call.

Resident 16's primary physician was interviewed by
telephone on 1/27/03 at 2:20 PM. Resident 16'
| physician stated he was not notified of resident 16's
possible dislocated hip until 8/29/02. He stated thar,
i on that date, he ordered an X-ray of the resident’s hip.
The physician stated that resident 16 was sent back to
the bospital for repair of the dislocated hip on B/29/02.
The physician stated he was notified of resident 16’
" dislocated hip by a telephone call that was documented
| as having been received on 8/28/02, but that the call
: was received the same day as the X-ray. The X-ray
! was dated B/25/02.
|

The physician's notes, provided by resident 16's
 primary physician, documented that the physician's
| first notification from the facility regarding the
| resident’s hip displacement was on 8/28/02. The
- physician clarified this date to be 8/29/02,

On 1/22/03 at 10:20 AM, an interview was conducted
with a certified nurse aide (CNA) who provided
physical assistance to resident 16 for his activities of
. daily living (ADLs). The CNA (CINA1} stated that she
worked with resident 16 about 2 or 3 times a week
during the day. CNAI stated that resident 16 had been
working with physical therapy following the surgery to
repair the resident’s hip fracture and the resident wag
beginning to do much better before he had 1o go back
to the hospital. CNA1 stated that resident 16 was
embulatory and, becausc of his confusion, they
* somelimnes had te stop him from runaing in the
hallways. When asked specifically about resident 16's
comfort level betwoen 8/25/02 and 8/29/02, CNAI
- stated the resident bad more pain, espucially whenever
he bad to be moved or ramsferred. CNA1 stated that
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the pain was evident by the expression on resident 16's
face and he would grab onto her arms or a chair or
whatever was close, CNA1 stated that when the pain
in resident 16's hip got better, he became much less
resistant to cares that needed to be provided.

| On 1/22/03 at 10:45 AM, au interview was conducted
with a registered nurse (RN) who had been working
the night shift during August 2002. The RN (RN1)
 stated that she had not been working with resident 16
- on 8/25/02, but that she had worked with the resident
| during the following week. RN stated that resident
16 had been in a littic bit more pain than before
8/25/02, and that the Director of Nursing (DON) was
notified. RN stated that resident 16 had been
receiving routine pain medication after his surgical hip
| Tepair, but that that there was some breakthrough pain
between 8/25/02 and 8/28/02. RNI stated the pain
was evident by resident 16's grimacing.

On 1/22/03 a1t 11:30' AM, three CNA's were
interviewed. Each of the CNA's stated they had
worked with resident i 6 berween the dates of 8/25/02
| and 8/29/02. The three CNA's stated that during thosc
' dates, resident 16 would not ambulate but would only

1 get up 1o the wheelchair or commeode with assist. The
! CNA's stafed the therapist had noticed a problem with

resident 16's hip.

| On 1/27/03 ar 5:00 PM, a teJepbone interview was

. conducted with nurse 2, who worked with resident 16,
Nurse 2 smared that she did't know exactly when

. residemt 16's hip was dislocated, but that she had

! reecived the repon from the pight nurse, Nurse 2

i swied that she checked resident 16's hip and it looked

i dislocated. Nurse 2 stated that she had the DON come

in to check it the following day but it didn't look the

| same. They deeided to just watch it. Nurse 2 nexat saw

TTesident 16 on 8/27/02, the day the physical therapist

i
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| aide was in, when she noticed a his hip didn't look
right again. She put the resident on bed rest. Nurse 2
stated that she had noticed resident 16's hip didn't Jook

| right when she worked two days later. She stared that

; was the day when the physical therapist was in to see

J‘ resident 16 "and he called the physician.”

- Om 1/27/02 at 5:10 PM, nurse 3 was interviewed by

| telephone. Nurse 3 stated that on Saturday, 8/24/02,

J when the aides tried to get resident 16 up, they noticed |
! something was wrong and notificd her. Nurse 3, in

‘ turn, notified the Administrator, Nurse 3 stated that it
was difficult to know what was happening because of

} the resident's dementia and inability to communicate.

. They decided to watch him. Nusse 3 stated that
another nurse notified resident 2's family on 8/25/02.
Nurse 3 stated that up until thet time, resident 16 had

! been walking great.

- Nurse 3 was asked about the procedure for contacting

' the physician. She stated that, except in cases of

" erpergency, it was customary at their facility fo contact

' the Administrator or DON first and that the
administrative staff would make the decision to call

| the physician or to have the nurse call the physician.

| The Administrator, who was a registered nurse, and

| the Director of Nursing (DON) where interviewed on
. 1/22/03. The Administrator stated she had been called
by a nurse and she had gope over 1o the faciliry several

| times to check resident 16's hip. The Administrator
statcd that she did not document any of those
assessments. She stated she found residsent 16 10 be
okay. The Adminiswator stated the DON had also
assessed resident 16's hip several rimes and she had
found no problemi. The Administrator stated that they
suspected resident 16 was having muscle spasms,
which were causing the residents hip to slip in and cut

' of joint. The Administrator stated thart their theory was
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proven because there was no surgery to repaix resident
16's hip, 11 was a closed reduction and fixation. She

. stated that was why resident 16 was put on medication

for muscle spasms in September 2002.

On 1/28/03 at 3:55 PM, the orthopedic surgeon who
repaired resident 16's dislocated hip stated he on call
when resident 16 was admitted to the hospital on
8/29/02. Regarding the procedure of repairing
resident 16's dislocated hip, the surgeon stated, "When
I put it in, it took me pulling with all of my might. I
had stretch martks on my shoulders.”” When asked for
1us opinion regarding the posaibility of resident 16's
hip joint being worn enough that it could have been
moving in and out of the socket, the surgeon stated, "If
it came our, if did not go back in on its own." The
physician further stated, "I can't say it was not a
subluxarion, (partdal disiocarion) but I don't know how
they (nursing facility staff) would have known that.”

| The surgeon swied that be had been told resident 16's

hip had been out a while, but he was not certain if it
had been scveral days or a week. The surgeon stated
that he had called the facility wondering why a
physician had not been called sooner. The surgeon
stated he was told, when he called, ther they bad not
called bocause they were told not to.
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