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F 157

i on the resident's buttocks had a lime green
i drainage (ocbserved by the registered nurse
- surveyor on 12/29/04). The facility also did not

1 8/18/04 that resident 2 had no pressure sores and

' 90 days. The MDS also documented that

_Ulcers with sterile saline. Dress with duoderm

Continued From page 1

resident's physical health when there was a need
to alter treatment or to add a new form of
treatment. Specifically, the facility did not notify
the physician of a new (third) pressure sore which
was discovered 10/26/04. The facility did not
notify the physician when the wound was noted to
have a "foul odor" on 12/4/04. The facility did not
notify the physician that the three pressure sores

notify the physician that this same resident had a
blood sugar of 369. The nurse then proceeded to
give the resident insulin when the resident
routinely received oral hypoglycemics, not insulin.
Resident identifier: 2

Findings include:

1. Resident 2 was a 91 year old female who was
admitted to the facility on 8/14/03.

a. The Minimum Data Set (MDS), a mandatory
comprehensive assessment of the resident
completed by facility staff, documented on

had no history of pressure sores in the previous

resident 2 needed total assistance with transfers,
did not ambulate and was frequently incontinent
of urine. The MDS did not document the use of
any pressure relieving devices for the resident's
bed or wheelchair.

On 10/15/04, facility staff received a physician's |
order regarding resident 2 to "clean pressure i

Q3d and PRN (every 3 days and whenever

F 157
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necessary). Lanaseptic when sores have skin
cover.”

The next day, 10/16/04, nurse's notes
documented the presence of "two pressure sores
on buttocks bilaterally. Duoderm placed. Sores
~are 1 cm around, just 1 skin width deep..." This

' note was the first documentation in the nurse's
notes of skin breakdown although the physician's
orders reflect that the wounds were discovered
the previous day.

A nurse's note dated 10/26/04, documented the
presence of a third pressure sore, "...3rd
breakdown noted." The was no documentation in
the medical record of resident 2 to evidence that
the physician was notified of this new pressure
- sore area. There was no documentation to
- evidence that physician's orders were obtained to
treat this new third pressure sore.
A nurse's note dated 10/27/04, documented
"...Sores on buttocks open. New sore in the
crack of the buttock. Bandaid applied.”

The nurse's note dated 12/4/04, documented
“Drsg (dressing} change to buttock. Wound has
foul odor.” There was no documentation in the
medical record of resident 2 to evidence that the
physician was notified of the "foul odor"

" emanating from the wound, or which wound or
“wounds was producing the foul odor.

On 12/14/04, 10 days after the note documenting |
the "foul odor", the facility faxed the physiciana
note which read "2 bedsores - getting worse.
What to do?" The physician's written response
was "Using duoderm? Wash scap water, keep
dry." There was no documentation to evidence

; that staff notified the physician of the "foul odor".
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There was no description of what "getting worse"
meant.

A nurse's note on 12/27/04 documented, *...Sore
on coccyx wider and deeper today."

; Observation of the three pressure sores on the

| buttocks of resident 2 was performed by a

i registered nurse surveyor and the facility nurse on

| 12/29/04 at approximately 4 PM. There were two

! stage 2 pressure sores, one on each side of her

| gluteal fold, The first measured approximately

l 2cm by 1 cm. The second measured

approximately 2em by 2em. The third wound was

“ located at the top of her gluteal fold and
measured approximately 3cm by 2 cm and was
2.5 cm deep. The white gauze pads pulled from
the three pressure sores had a lime green
colored drainage on them. Green drainage can
be indicative of an infection. The facility nurse
replied that sometimes "Multidex" will do that. On
1/3/05 at 10:15 AM, DeRoyal, the makers of

- Multidex Gel were called. The clinical director of

- DeRoyal stated that Muitidex does not cause a

- greenish drainage. It should be noted that

i dressings taken off the wounds of resident 2 were

| not duoderm, as ordered by the physician on

i 12/14/04. Also, there was no documentation of
the greenish drainage in the resident's clinical
record or that the facility had notified the

| physician of the green drainage.

| A telephone interview was conducted with

- resident 2's physician on 1/3/05. He was asked if
facility staff had notified him of a third pressure
sore. He stated "no". When asked if they had
notified him of the "foul odor”, he stated that he
could not remember if they had or not.

F 157!
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F 157 Continued From page 4
b. On 4/28/04, a facility nurse recorded a blood

reg (regular) insulin per house protocol but only

' are aware. Blood sugars for res are usually
approx (approximately) WNL (within normal
limits)."

became elevated at 369 (The nurse noted that
the resident's blood sugars are usually within
normal limits.) There was no documentation to
evidence that the nurse notified the physician to

2 and the high blood sugar. There was no

the physician that she administered insulin to
resident 2 when this resident did not regularly
receive insulin and controlled her blood sugars
with an oral hypoglycemic.

F 252 | 483.15(h)(1) ENVIRONMENT
$3=D
The facility must provide a safe, clean,

to the extent possible.

by:

3 oxygen concentrators inspected did not
contribute to a safe environment.

sugar of 369. The nurse then documented "Gave
: gave 4 units d/t (due to) res (resident) doesn't get

. insulin usually and reaction unknown. Wil CTM
- {cantinue to monitor) and tell next nurse so they

The medical record of resident 2 did not contain
documentation to evidence that the nurse notified
the physician when the blood sugar for resident 2

obtain directions on how to proceed with resident

documentation to evidence that the nurse notified

comfortable and homelike environment, allowing
the resident to use his or her personal belongings

This REQUIREMENT is not met as evidenced ‘

Based on observation, it was determined that 1 of ‘

F 157
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced

by:

Based on observation, interview and review of

medical records, it was determined that the facility

did not ensure that 1 of 1 residents with pressure

sores received the necessary treatment and

services to promote healing, prevent infection,

and prevent new sores from developing.

Specifically, resident 2 developed three pressure

sores between 10/15/04 and 10/26/04. The

physician was notified of the first two which were

identified on 10/15/04, but not the third pressure

sore which was identified on 10/26/04 to which

. the nurse's notes document "bandaid applied”.
Observation of this third pressure sore on

, 12/29/04, revealed it to be a stage 3 with

- dimensions approximately 3cm by 2 cm with a
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Findings include: ! U)-/G-Oy
: ! |
Three oxygen concentrators which were currently ! I
in use for residents were observed on 12/29/04. i
One of the three concentrators had a cord which |
was not in good repair. The outer rubber sheath ! l
was torn which allowed the exposure of inner \
wires and insulation. i |
i :
F 314 | 483.25(c) QUALITY OF CARE ' F 314;
88=G :
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Findings include:

F 314 | Continued From page 6

i depth of 2.5cm. There was no documentation to
evidence that dressing changes were performed
to the pressure sores as ordered (every 3 days
and when necessary). There was no

- documentation at all of dressing changes to the

i pressure sores between 10/27/04 and 12/4/04, a

period of 37 days, after which a nurse

documented "wound has foul odor”. There was
no documentation in the medical record to
evidence that the physician was notified of the

"foul odor" emanating from the wound on 12/4/04. |

Nurse's notes documented using a "donut”

- cushion in the resident's chair, which is
contraindicated for individuals with pressure
sores. There was no documentation to evidence

- that a pressure relieving device was used on the

resident's bed until 11/11/04, 27 days after’

pressure sores were initially identified.

Observation of the three pressure sores on the

resident's buttocks and coccyx on 12/29/04

revealed them to have greenish colored drainage |

which was not noted in the resident's medical ‘
|

“record. Resident identifier: 2.

Resident 2 was a 91 year old female who was
admitted to the facility on 8/14/03.

The Minimum Data Set (MDS), a mandatory
comprehensive assessment of the resident
completed by facility staff, documented on
8/18/04 that resident 2 had no pressure sores and
' had no history of pressure sores in the previous

90 days. The MDS also documented that

resident 2 needed total assistance with transfers,

did not ambulate and was freguently incontinent
“of urine. The MDS did not document the use of
s any pressure relieving devices for the resident's

F 314, D)l
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F 314 ' Continued From page 7
: bed or wheelchair.

The medical record for resident 2 did not contain
any type of pressure ulcer risk assessment.

Cn 10/15/04, facility staff received a physician's
order regarding resident 2 to "clean pressure
ulcers with sterile saline. Dress with duoderm
Q3d and PRN (every 3 days and whenever
necessary). Lanaseptic when sores have skin
cover.”

5 The next day, 10/16/04, nurse's notes
on buttocks hilaterally. Duoderm placed. Sores

are 1 cm around, just 1 skin width deep..." This
note was the first documentation in the nurse's

orders reflect that the wounds were discovered
the previous day.

Nurse's note 10/17/04 - "Drsg (dressing) on L
{left) buttock intact and on tight. R {right) buttock
drsg loose. Took drsg off, cleaned sore with
sterile saline and applied duoderm. Sore slightly
deeper...Res (resident) c/o (complains of) pain r/t
{related to) sores...using donut when in geri
chair.”

Nurse's note 10/18/04 - "Placed donut under res
on geri chair.."

The use of donut cushions can cut off circulation
to the surrounding tissues which may inhibit
healing or cause additional skin breakdown.

A nurse's note dated 10/26/04, documented the
presence of a third pressure sore, "...3rd

: breakdown noted.” The was ne documentation in |

documented the presence of "two pressure sores

notes of skin breakdown although the physician’s -

F 314
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the medical record of resident 2 to evidence that |
the physician was notified of this new pressure |
sore area. There was no documentation to i
evidence that physician's orders were obtained to |
treat this new third pressure sore. i
A nurse's note dated 10/27/04, documented
"...Sores on buttocks open. New sore in the
crack of the buttock. Bandaid applied.”

' The October, November and December 2004

! Treatment Sheets for resident 2 were reviewed

~on 12/29/04. None of the three sheets recorded

" an order to treat any wound. There was no I
documentation on any of the three treatment g
sheels to evidence that staff were performing
dressing changes to the pressure sores as
ordered. The facility nurse was interviewed on |
12/29/04 at approximately 3 PM. She was asked
where the staff would record dressing changes to : :
wounds. The nurse replied "the treatment g i
sheets". :

. A review of all the nurse's notes, from 10/15/04 !

through 12/29/04, was performed during the ‘
survey on 12/29/04. Based on the documentation
present in the nurse's notes, resident 2 received
dressing changes to her pressure sores on the !
following days. Please note that the physician
had ordered the initial two pressure sores to have
dressings changed every 3 days and as
necessary.

October 2004:

. 16th
L 17th
" 18th
20th
26th
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27th

. November 2004
| There were no nurses notes which documented
2.

i December 2004
4th
16th
19th
20th
1 22nd
‘ 26th
| 27th
| 28th
29th

It should be noted that there were 37 days
. between the dressing change documented on

| dated 12/4/04.
‘ The nurse's note dated 12/4/04, documented
“foul odor." There was no documentation in the

physician was notified of the "foul odor”
- emanating from the wound, or which wound or
i wounds was producing the foul odor.

 the "foul odor”, the facility faxed the physician a

| note which read "2 bedsores - getting worse.
What to do?" The physician's written response
was "Using ducderm? Wash soap water, keep
dry.” There was no documentation to evidence

the performance of dressing changes to resident

: 10/27/04 and the next recorded dressing change

i "Drsg (dressing) change to buttock. Wound has

medical record of resident 2 to evidence that the

On 12/14/04, 10 days after the note documenting

Fa14
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that staff notified the physician of the "foul odor".
There was no description of what "getting worse”
meant.
} A nurse's note on 12/27/04 documented, "...Sore
| on coceyx wider and deeper today."

It should also be noted that three complete blood
| counts were obtained from resident 2, two in

‘ November 2004 and a third in December 2004.

' On 11/15/04, the white blood count for resident 2
was 21.6 (normal 3.6 -10.6). On 11/26/04, the
white blood count for resident 2 was 23.5. On
12/9/04, white blood cell count for resident 2 was
20.5. An elevated white blood cell count can
indicate an acute infection in the body.

: Observation of the three pressure sores on the ‘

| buttocks of resident 2 was performed by a
registered nurse surveyor and the facility nurse on’ j
12/29/04 at approximately 4 PM. There were two
stage 2 pressure sores, one on each side of her

I gluteal fold. The first measured approximately

i 2cm by 1 em. The second measured

- approximately 2cm by 2em. The third wound was

‘ located at the top of her gluteal fold and
measured approximately 3cm by 2 cm and was
2.5 cm deep. The white gauze pads pulled from
the three pressure sores had a lime green ‘
colored drainage on them. Green drainage can |

; be indicative of an infection. The facility nurse |

. replied that sometimes "Muitidex" wilt do that. On

- 1/3/05 at 10:15 AM, DeRoyal, the makers of

Multidex Gel were called. The clinical director of

DeRoyal stated that Multidex does not cause a

greenish drainage. It should be noted that :

dressings taken off the wounds of resident 2 were

not duoderm, as ordered by the physician on

12/14/04. Also, there was no documentation of
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the greenish drainage in the resident's clinical : Q‘Oy

| record or that the facility had notified the
' physician of the green drainage.

An interdisciplinary team note, dated 11/11/04,
documented under "Performance Improvement
Recommendations for resident”..."Put air
: mattress on bed." This air mattress was the first
pressure relieving device noted to be placed on |
resident 2's bed. It was not placed until 11/11/04, |
27 days after the initial discovery of the first two
pressure sores.

It should also be noted that the only

- measurement of the wounds was performed the
: day after their initial discovery, 10/16/04. No .
' other documentation of wound size was found in ! !
the medical record.

A review of the care plan for resident 2 revealed
that it was not updated to reflect the pressure
: sores which were discovered 10/15/04 and
| 10/26/04, nor did the care plan contain staff
interventions such as dressing changes, the
placement of appropriate pressure relieving
devices or notifying the physician with changes.

F 354 | 483.30(b)(1)(3) NURSING SERVICES . F 354
SS=E : :

Except when waived under paragraph (c) or (d) of | 2 5o
' this section, the facility must use the services of a ‘ '
registered nurse for at least 8 consecutive hours |
a day, 7 days a week. 1

|

Except when waived under paragraph (c) or (d) of :

this section, the facility must designate a

registered nurse to serve as the director of
_nursing on a full time basis.
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The director of nursing may serve as a charge
. nurse only when the facility has an average daily
i occupancy of 60 or fewer residents.

This REQUIREMENT is not met as evidenced
by:

! Based on interviews with facility administration

i and review of the facility nursing schedule it was

" determined that the facility did not have a RN !
(registered nurse) for at least 8 consecutive hours |
a day, 7 days a week. ' |

Findings include: !

| A review of the nursing scheduled showed there

1 was no RN coverage on the following dates:

|
| October 2004: 1,2, 4,5,6,9, 10, 12, 15, 16, 17,
HQ 22,23, 25, 29 and 30.

November 2004:1,2,3,5,7, 8 10,12, 13,14, |
15, 16, 21, 22, 24, 26, 27, 28, and 30. ‘

December 2004: 3,4, 6,7, 9, 12, 13, 14, 17, 18,
=19 20,21, 24, 28, 29, and 31.

| In an interview with the assistant administrator on }
| 12/29/04 she stated that there were currently two
registered nurses employed by the facility.

F 363 | 483.35(c)(1)-(3) DIETARY SERVICES F 363
SS=E i
' Menus must meet the nutritional needs of
residents in accordance with the recommended
dietary allowances of the Food and Nutrition ;
Board of the National Research Council, National : |
Academy of Sciences; be prepared in advance; ‘

- and be followed. !
; |
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} This REQUIREMENT is not met as evidenced

| by:

|

' Based on observation and staff interview, it was
determined that the facility did not follow the
approved menus.

Findings included:

| Review of the Week 1 menu, revealed that the
menu was not followed as written for the Lunch
meal on 12/26/Q04, 12/28/04, and 12/29/04.

Observations of the lunch meal on 12/29/04
revealed that battered fish, baked potato, corn
and a chocolate bar was served for lunch. The

- menu documented the following to be served;
roast beef, mashed potatoes with gravy, carrots,
rolls and lemon meringue pie.

¢ In an interview with the cock she stated that she
was serving Tuesday/s meal because
Wednesday; s meal was served on Sunday. She
also stated that she was substituting corn for the
mixed vegetables because she was going to use
them in the evening meal; s soup. This
substitution would have increased the starch in
the meal and decreased the vegetable serving.
She was not sure what meal was substituted for
the previous days for lunch.

~When the menu was changed so many times, it
' caused confusion, and also left the potential for
| errors on the therapeutic diets.
i

F 494 : 483.75(e)(2)-(3) ADMINISTRATION

88=D'
| A facility must not use any individual working in

F 363!

|
F 494
|
|

i
I
TAG CROSS-REFERENCED TO THE APPROPRIATE i BATE
i
|
|

wlores

s
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the facility as a nurse aide for more than 4
months, on a fulltime basis, unless that individual
is competent to provide nursing and nursing
related services; and that individual has i

. completed a training and competency evaluation i

: program, or a competency evaluation program ‘

i approved by the State as meeting the ‘

requirements of s5483.151-483.154 of this part, ;

|
|

that individual has been deemed or determined
‘ competent as provided in s483.150(a) and (b).

A facility must not use on a temporary, per diem,
leased, or any basis other than a permanent
employee any individual who does not meet the
requirements in paragraphs {e){2){i) and (ii) of

. this section.

} This REQUIREMENT is not met as evidenced

| by:

' Based on interviews and review of facility
personnel files, it was determined that 2 nurse
aides had been permanently employed by the
facility for longer than four months without

“becoming a certified nurse aide (CNA). Nurse i

: Aide A was not certified at the end of the !
inspection {6 months after hire) and CNA i

|
|

| employee B, was not certified at the end of the
inspection (7 months after hire). Employee
identifiers: A and B.

' Findings include:

According to the State Operations Manual (SOM)
Interpretive Guidelines, a "permanent employee' |

_is defined as any employee you expect to :

| continue working on an ongoing basis.” Facility

| personnel files were reviewed on 12/29/04 and |
revealed the following: |
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- Employee A was hired on 6/24/04. There was no

i documentation to evidence that employee A had

| become certified. During interview with the

i Administrator on 12/29/04, she stated that

‘employee A was not yet certified. Employee A
was 2 months over the four month time limit to
become certified.

| documentation to evidence that employee B had

' become certified. During interview with the

i Administrator on 12/29/04, she stated that

“employee B was not yet certified. Employee B
was 3 months over the four month time limit to
become certified.

' Employee B was hired 5/18/04. There was no

F 5141 483.75(1)(1) ADMINISTRATION
$=D | |
i The facility must maintain clinical records on each |
' resident in accordance with accepted professional!
standards and practices that are complete,; !
accurately documented; readily accessible; and
systematically organized.

This REQUIREMENT is not met as evidenced
| by:
‘ Based on interview and review of resident clinical
" records, it was determined that for 1 of 1
residents with pressure sores, the facility did not
~maintain a clinical record that was complete or
: accurately documented.

! Findings include:

Resident 2 was a 91 year old female who was
admitted to the facility on 8/14/03.

Resident 2 developed three pressure sores

F 494

(z-0l-0S
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which a nurse documented "wound has foul
odor'. There was no documentation in the
medical record to evidence that the physician was

- notified of the "foul odor" emanating from the

wound on 12/4/04.

. It should also be noted that the only
. measurement of the wounds was performed the

day after their initial discovery, 10/16/04. No
other documentation of wound size was found in
the medical record.

" A review of the care plan for resident 2 revealed

that it was not updated to reflect the current
status of the resident (the pressure sores which
were discovered 10/15/04 and 10/26/04), nor did
the care plan contain staff interventions such as
dressing changes, the placement of appropriate
pressure relieving devices or notifying the
physician with changes.
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between 10/15/04 and 10/26/04,
There was no documentation to evidence that
dressing changes were performed to the pressure

| sores as ordered (every 3 days and when
necessary). There was no documentation at all of
dressing changes to the pressure sores between ;'ig o
10/27/04 and 12/4/04, a period of 37 days, after HF 50
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PRESSURE ULCER, CARE AND PREVENTION OF

BASIC RESPONSIBILITY: LICENSED NURSE AND NURSING ASSISTANT

If performed by individuals other than those listed in Basic Responsibility, check all that apply.

PROCEDURE

PERFORMED BY: [JCNA [CILPN,LVN [CIRN OLicensed Therapist OOPT OoT [OstP URT
8 O O O

PURPOSE

To prevent and treat further breakdown of pressure sores.
GENERAI. RESIDENT RIGHTS GUIDELINES

- [Hf resident is in histher room, knock on the door, wait for a response and identify yourself.

« ldentify resident and explain reason for procedure.

+ Explain benefits of the procedure o the resident.

» Explain safety measures of the procedure to the resident.

« Explain the adverse effects and/or complications of the procedure to the resident.

« Place call light within reach and instruct resident to call for assistance, if needed.

« Screen and drape resident for maximum privacy.

+ Include resident's family and surrogate health care decision-makers in care planning when possible.

GENERAL GUIDELINES FOR ASSESSMENT MAY INCLUDE, BUT ARE NOT LIMITED TO:

« Skin at risk,

= General condition of skin.

« Any pain; report to physician.

= Status of peripheral circulation.

= Nutritional status.

= Hydration/fluid balance.

» \Weight (over/funder ideal or usual body weight).

« Mobility status,

« Limitation in range of motion and deformities.

» Deformities.

« {ncontinence of bowel and bladder.

« Use pressure ulcer risk assessment tools per facility policy. Briggs has a Pressure Sore Risk
Assessment, Norton Plus Pressure Ulcer Scale and the Braden Scale for Predicting Pressure Sore
Risk available. These assessment tools may be included in the facility computerized medical record.

GENERAL INFECTICN CONTROL GUIDELINES

—_—

. Observe (standard) universal precautions or other infection control standards as approved by
appropriate facility committee.

2. Wash your hands before and after all procedures. Wear gloves when appropriate.
3. Clean and dry skin well before procedure.
4. Apply preventive measures to maintain skin integrity, if necessary.
5. Dispose of disposable equipment appropriately.
6. Thoroughly clean all equipment used and return to appropriate storage area.
7. Dispose of soiled linen appropriately.
EQUIPMENT
1. Skin lotion.
2. Elbow protector.
3. Heel protector.
4. Pressure reducing mattress,
5. Pressure reducing chair pad.

435



6.
7.

Foot cradle.
Pillows.

PROCEDURE

1.

e R

9.
10.
1.
12.

Observe skin. Any persistent reddened area that remains after pressure is relieved is a high risk area
for a pressure ulcer to begin.

Apply skin lotion gently to dry skin.

Change bed linen whenever wet or soiled.

Keep sheets dry and free of wrinkles and debris as possible.

Use pressure reducing devices to relieve pressure.

Turn the resident every two hours and paosition with pads or pillows to protect bony prominences.
Active and passive range of motion may be ordered by the physician to improve circulation.
Whenever possible, teach the resident to change his position at regular intervals and shift his weight
in wheelchair.

Use elbow and heel protectors if needed.

Use bed cradle to relieve pressure of bed clothing, if needed.

Assist resident at mealtime to assure adequate nutrition.

Offer fluids frequently for adequate hydration.

TREATMENT

Treatment of pressure ulcers will vary depending on the orders of the attending physician. The nurse is
responsible for carrying out the treatment as ordered by the attending physician and for implementing
measures to prevent pressure ulcers.

POSSIBLE RELATED MINIMUM DATA SET TRIGGERS

NoOOeLN =

ADL function/rehabilitation potential.
Psychosaocial well-heing.
Dehvydration/fluid maintenance.
Pressure ulcers.

Nutritional status.

Cogpnitive loss and dementia.
Physical restraints.

GENERAL DOCUMENTATION GUIDELINES
(Key Issues to be Considered to Develop Care Plan May Include)
Documentation may appear on any form used in the facility. Date and time may be preprinted on the

form.

Frequency of documentation should follow facility policy.

Date, time {or shiff), as appropriate.

Other Documentation May Include:

Date, time, treatment to pressure ulcer.

Preventive measures used.

Condition of the resident's skin.

Physician notification, if appropriate.

Preventive equipment used.

If a pressure ulcer is present, the licensed nurse is responsible to record condition of the skin, including
stage, size, site, depth, color, drainage and odor as well as the treatment provided. Notification of the
physician is required when a new pressure ulcer is identified as well as when treatment is not effective.
Signature and title.

GENERAL RESIDENT CARE PLAN DOCUMENTATION GUIDELINES

PROBLEM

L

436

Identify the appropriate problem under which to list the pressure ulcer care as an approach.
identify and treat the underlying cause of the pressure ulcer.
Consider listing possible risks and complications.



a reasonable time  Tiod.

Charting Requirements for Wound Care:

cooEERO0C0

8]

Must include the following with each visit:

Wound status (open, intact, stage of wound, etc.)

Wound bed color (red/pink, black, yellow, etc.) :

Wound edges (intact, dehissed, maturation present, etc)

Skin color, including width of discoloration (red, pink, black, etc.)

Dressing condition upon arrival (intact, edges loose, etc.)
Type of dressing applied

Must be at least weekly:

Wound measurements (length, width, depth)

Charting Requirements for Pain Assessment:

Q

Q

Must included the following with each visit:
COLDERR Assessment

Complaint

Onset

Location

Duration

Exacerbation

Radiates

Response

Rating on 1 —~ 10 Scale
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RESIDENT CARE COORDINATOR
JOB DESCRIPTION

UNDER THE DIRECTION OF THE DIRECTOR OF NURSING AND
ADMINISTRATION,THE RESIDENT CARE COORDINATOR SHALL:

TRANSCRIBE ALL IDT CARE PLAN REVIEW SHEETS INTO THE RESIDENTS RECORD.

REVIEW RESIDENT RECORDS FOR COMPLETENESS AND TO ENSURE THAT THE
CARE PLANS REFLECT THE CURRENT STATUS OF THE RESIDENT.

REVIEW NURSES NOTES FOR COMPLETENESS AND ACCURACY AND REPORT
FINDINGS TO THE DON.

REVIEW ALL LABS AND LAB ORDERS FOR FOLLOW THROUGH AND
COMPLETENESS.

REVIEW ALL TREATMENT SHEETS TO ENSURE THAT ALL TREATMENTS GIVEN
ARE BEING PROPERLY DOCUMENTED.

WORK CLOSELY WITH THE DON TO ENSURE THAT ALL PATIENT CARE REGIMENS
ARE BEING FOLLOWED.
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RAP TRIGGERED.

PRESSURE ULCERS

GOAL . NO SKIN PROBLEMS OR LOSS OF SKIN
INTEGRITY.

APPROACH.

CONTINUE GOOD SKIN AND PERI CARE MAKE SSURE
RESIDENT IS KEPT CLEAN AND DRY WATCH FOR ANY

REDNESS OR CHANGE IN SKIN INTEGRITY. REPORT TO
NURSING.

RAP TRIGGERED.
PSYCHOTROPIC DRUG USE..
GOAL.

TO PROVIDE RESIDENT WITH AN ENHANCED QUALITY
OF LIFE.

APPROACH.
CONTINUE MEDS AS ORDERD. EVALUATE THE NEED

FOR MEDICATION AT ALL ¢}A AND IDT MEETINGS. KEEP
MEDICATIONS AT A MINIMUM.
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PLEASE DETATCH AND RETURN UPPER PORTION WITH YOUR REMITTANCE

To avaid finance charges of 1.5% please pay within 30 days of statement date. Finance charges will not be adjusted.
We must hear from you ne later than 60 days after we sent you the first bill on which the error or problem appeared.

_ _ DATE ___ W EWERARER REFEAENNE _N_ 13 t_ DESCRAIPTICH-OTHER COMMEN [S:CHARGES “w m_w_.»mﬂuwm.ﬂm M :.,Mm.muz JM GHOSS AMOUNT _ML MET AMCUNT
10731 BALANCE FORWARD 434 . BO
i1/72& 2O28 Payment on AcCcount -~434 .80
10729 00136265 Rns /7 Don for small Ix.T21 30 172.08
11711 NIZHS 135263
BASEVIEW SUN SURCHAR 3.34
prﬁb CO136Z6T Rns v Don for small 12,91 1 Q.00
Q288 00136269 2.51

J

FOR BILLING |

HUESTIONS OR TO PAY BY CREDIT CARD CALL

HEATHER ©(80]) 344-2509 HAVE A SAFE AND HAPPY Iﬂﬂ.HU}J..
STATEVMENT OF ACCOUNT AGING OF PAST DUE ACCOUNTS Sdl™
21 CLURAEST MET AMDUMT DT 22 —l 30 DAVS B JAYS OVER 90 DAYE “UNAPPLIED ARGUM P 2% _l TOTAL &MOUNT DUE

175.44 iy « D . 20 175.44

Utah Valley Group
of Newspapers O Svaaces e o a2 465 *UNAPPLIED AMOUNT ARE INCLUDED IN TOTAL AMOUNT DUE
(3 - s | SOVERTISER INFGHVA TION
7 2 m ADYER5EFCLIENT NAME

L

A6 100G PERIOD Gl AILIIMG ACCOUNT MUMBEH

SOVESTISEAC] Chil NUMHER

YROOERER

11701704 — 11/28/048

102844

HALES REST HOME




To avoid finance charges of 1.5% please pay within 30 days of statement date. Finance charges will not be adjusted.
We must hear from you no later than 60 days after we sent you the first hill on which the error or problem appeared.

[b] — AT 1 k MEWSPARER REFERENCT 1 _ W BESCRIPT-OM-OTHER CORMMENT S CHARGES “M 8 W.ermvﬂum—_nan “M 1_§%MAMEZ 13 _ GAOSS AMOUNT — 20 — NET AMOUNT
1i/28 BALAMCE FORWARD 175.44
ZLEhR YEOTA0] Fimance Charge Z2.63
11758 3140879 Fins 7 Don for smatl 12.721 &4 316.40
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QTR 031434734 2.51
1Z/21 001434734 ChbAe meeded FT or on 122.5]) 1 0,00
D795 031473434 z2.51

FOR BILLING QUESTIONS OR TOD PAY BY CREDIT CARD CALL
HEATHER £0801) 344-250% HAVE A SAFE AND HAPPY NEW YEAR

Jumt om friengly reminder that your sccount is now B0 days
raet due. Plesse remit cutstanding balance. qrqﬁrm

STATEMENT OF ACCOUNT AGING OF PAST DUE ACCOUNTS oal
‘m ”. CLFFEN" HE" AMOUN T DUF 27 _ 30 NAYE 80 DAYS OWER 50 DAYS SUMAPPLUED ARMOUINT 23 — TO7AL AMGCUNT DUE
SBG.74 173,44 « 00 « 230 756,38

Utah Valley Group

1555 Mostn Freegam Baulevard A Q. Box 7" 7. Prove Utah, B4603

of Newspapers (R0} 373-8050 fax 18G1) 3755489 *UNAPPLIED AMOUNT ARE INCLUDED IN TOTAL AMOUNT DUE
| 2z | ACYEATISER INFORMATION
| : EHl| EHLLING AGTLD INT NOWBER 7] ADVERTISERGIENT NGWBER 2 | ACWERTISERCLIENT NAME
QEOHIAE 1175904 — 15/247048 102848 HALES REST HOME




PLEASE DETATCH AN} RETURN UPPER PORTION WITH YOUR NHEE.H;OM

To avoid finance charges of 1.5% please pay within 30 days of statement date. Finanee charges will not vm(&

We must hear from you no later than 60 days after we sent you the first bill on which the error or problem appear mg
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QB/Z% BALANCE FORWARD 173.74
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2 ﬁ CURREMT NET AMCUMIT [HIE 22 — a0 0AYS BG CAYS OVER 42 CAYS CUHAPPLUIEL AMOUNT 23 _ TOTAL AMZUNT BUE
A98.046 « 00 - 00 4Ly 298,04
Utah Valley Group ‘
of Newspapers o v st oy a3 aag 1o *UNAPPLIED AMOUNT ARE INCLUDED IN TOTAL AMOUNT DUE
i [] ACYERTISEH INFORMATION

PRYPCLIAT

=

Fiu it PERIOD

(R BILLEVG ACCOUN T WUHHER 1

AOVERTISERC_ICNT NJMBEH

El|

ATRESTISERCLIEH ® NakE

GORA3GI04

- Q9/26/04 1028456

HALES REST HOME




Spanish Fork Nursing & Rehab

Plan of correction

F157

In talking to the staff, the dr. was notified on several occasions. However, as you have noted we
have no documentation to substantiate. On 12-14-04 the nurse on duty called the dr’s office
stating that resident had three sores two which are getting worse. The dr’s office faxed back the
following note,subject 2 bed sores getting worse. What to do? Plan : using duoderm? { In the form
of a question ) wash soap and water keep dry. See attachment 1. No further orders were
forthcoming, On 12-22-04, staff nurse faxed asking dr. to please come and see resident 2 . See
attachment 2. No response from dr.

The don who gave regular insulin to the resident is no longer with us . | have no idea why she
would use a house protocol for a sliding scale on a resident who dees not take insulin. | have
tried to contact her to no avail.. See attachment 3.

1A.

At the IDTmeeting 08-18-04, the resident had no skin problems nor a history of having been at
risk for skin problems that would require any pressure relieving devices. First documentation of
problems noted on 10-15. Staff states that dr.was notified however they neglected to document.
Staff states that treatment began 10-05-04. Attachment 4.

Staff stated that since the dr. had not responded to their calls, they treated the woound with
Papain Urea Chlorophyllin that we had in house which was the source of the green drainage.

We do have policies and procedures for ulcer care and prevention which includes charting
requirements.(see attachment 5 ) . However, stafT failed to follow and adhere to our own policies.
To alleviate this problem, | have created and filled the position of Resident Care Coordinator
who will under the direction of the DON and Administration review all areas of patient care and
report any problems to supervisors for immediate remedy. She will report directly to
Administration to ensure that there are no longer any lapses in documentation of treatment
,outcome and physician notification. The administrator and asst. admin, will monitor ona
monthly basis at the IDT meetings to ensure that routine reviews of the patient record are bieng
conducted. See attachment 6 for a thorough job description.

F252

The cord on the concentrator has been repaired . All repairs are done by the administrator in a
timely manner as soon as he is made aware of the problem . Monthly maintainance checks are
made for these kind of problems by the administrator.

F314

In talking to staff, they indicated that dressings were applied and changed as ordered . The
problem does not lie in nursing procedures but in the lack of documentation of treatment and
physician notification. The donut cushion mentioned was a Roho dry flotation cushion which
adjusts to aid in blood flow. See attachment 7. The greenish colored drainage was from the
papain urea chlorophyllin ointment as I mentioned in F157. In the IDT meeting on 08-18-
04, resident 2 had no skin problems . The pressure ulcer rap triggered and was addressed in the
IDT care plan review(see attachment 8) and filed under her name in the IDT-MDS book.



Page 2 F314 continued.

As was mentioned in F157, We have created the position of resident care coordinator to review
all patient records to ensure that proper documentation is being done. She will report directly to
the DON and administration who will monitor , giving us a three way check on ail
documentation,

F354:

In going through time cards, We had coverage in October for all days except 9-10-19-25-30-.(see
attachment9).Our DON left us at the end of October and we have been advertising for an RN
since that time in newspapers, bulletin boards at hospitals and at schools of nursing.

We offer a competitive wage and benefit program but have had a hard time filling a full time RN
position. See attachment10. We have recently hired a full time RN and we currently have 2 part
time RN’s and will have another in February. Administration spends more time scheduling and
hiring nurses than any other aspect of the business. We currently have sufficient RN’s to staff
and administration will monitor scheduling to ensure that the seven day eight hour rule is
followed to the best of our ability.

F363;

Administration has met with the food service supervisor and had her inservice the cooking staff
on the importance of following the menus as written . They try to sustitute as little as possible,
however there are times when substituting is unavoidable. When they do substitute, they do use
foods with equal nutritional vatue. The cook on duty did not know that corn was not a vegetable
when substituting vegetable for vegetable nor did I. The food service supervisor will monitor at
the first of each week to ensure that grocery items necessary for the week’s meals are in house
and will instruct the staff to stay within the menu’s guidelines.

F494

In talking to staff , we found that both employee A & B had taken the CNA classes but had not
taken the test. Both employees have been put on housekeeping duties until their tests are taken
which will be within the next month. The ass’t administrator works with the aides and will
review each chart on new hires to ensure that the four month limit is met. This will be
accomplished by placing a color coded tag on their personnel files with their date of hire and
placed in the front of the file cabinet. The tag will be removed and their file placed in the cabiner
upon their completing their CNA requirements.

F514:

Dressing changes were made as ordered however there was a breakdown in the documentation.
Physicians were notified but not documented. The problem does not lie in a breakdown of care
but a breakdown on documentation. We have created the position of Resident Care Coordinator
to alleviate this problem. The RCC will review all resident records ,nurses notes and labs to
ensure that all patient care regimens are being followed and properly documented See
aftachment 6.

A copy of this plan of correction has been placed in the IDT-QA book and has been integrated
into our QA system.
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Spanish Fork Mursing & Rehzb

Plan of :omrection

F157

In alking to the staff, fhe dr. was votificd on se-vers) occations. Howover, s3 yon have noted we
have no docuroentation to substantiate. On 12-14-04 the rrse on duty called the dr's office
stating that resident had three sores two which rac getting warse. The dr’s office faxed back the
following note,subject 2 bed sores gatting Wors:. What to do? Plan : usitig duoderm? ( In the form
of & question ) wash soap and wuter keep dry. See mttachment 1. No further orders were
forthoonying, On 12-22-04, staff purse fiaxed asling dr. to please come and see resident 2 . See
atiachment 2. No response from dr.

The don Who gave regulac insulin 1o 1he residext i3 no longer with us . 1 bave 0o idea why she
wonld tise a honse protocol for a aliding scale on a resident who does not take insalin, L bave
tried to contact her to no avail,, See stachment 3.

1A.

At the IDTmeeting 08-18-04, the resident bad 1o skin problems sior a history of having been gt
risk for skin probleme that would tequire any fressure relieving devicas, First documentation of
problams noted om 10-15. Staff states that dr.was notified howaver they neglected 1o document.
Staff states that treatwent began 10-05-04. Attachment 4.

Staff stated that since the dr. had not respondec.to their calis, they treated the woonnd with
Papain Urza Chlorophyllin that we had in houss which was the source of the green drainage,

We do have policies and procedures for ulcer cige and prevention which includes charting
requirements.{gwo attachment 5 ) . However, staff tailed @ follow and adhere to our own policies.
To alleviats this problern, 1 have created and i led the position of Resident Care Coordipator
who will under the diraction of the DON and A dministration review all araas of patient cage and
Feport auy problems to supervisors for immediete remsdy. She will report directly to

Admi ion to ensitre that there are no longer any Iapses in documentation of treatment
-outcome and physician notification. The admt listestor and asst. admin, will menitor oo &
monthly basis ar the TOT meetings to enmme that routine reviews of the paticnt record are bieng
tonducted. See attachment 6 for a thoarough, joh description.

F252

The cord oy the conomtrator has been repaired + All repains are done by the administrator in a
timely manmer as soom 45 he 15 yade aware of he problam . Monthly maintainancs checks are
made for these kind of problems by the administrator.

F314

In talking to staff, they indicated that dressing:. were applicd end changed as ordered . The
problem does not is i wursing procedures but i the Jack of documentation of treatment and
physician notification. The donut cukkion mentioped was a Roflio dry flomarien cushlon which
adjusts to aid in blood flow. Ses attachment 7, The greenish colored drajnage was frhom the
papain urea chioropliyllin ointment a5 I menticned In F157. In the IDT mecting on 08-13-
04,resident 2 had no akin probiems .The pressme ulcar Tep triggered and waa addressed in the
DT care plan review(see atinchoment 8) and filed under her name in the IDT-MDS book.
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Pape 2 F314 contfpued.

As was mentloned in F157, We have created tho position of resident care coordingtor to review
all patient records to eosure that proper dorumentation is being done. She will report directly to
the DON and aduministration who will monitor Eiving us a three way check on gl)
documentation.

F354;

In going throuph time cards, We had coverags in October for all days except 9-10-19-25-30-.(gen
tehment?).Our DON left un at the end of Ociober snd we bave beey svertising for an KN
since that towe in newspapers, bulletin bogrds at hospltals and at schonls of nursing,

We offer a competitive wage and bengfit program bt have had a hard time filling a ful} thme RN
position, Sce attachment]0. We have recently &ired a fill tims RN and wo currently have 2 part
time RN's and will have enother in February, ,Administration $pends Toore time schednling and
hiting nurses than any other aspect of the bustaess. We currently have sufficient BN"s to steff
and sdministration will monitor scheduling to ensurs that the soven day wight hour rule is
followed to the best of our shility,

F363;

Administeation has met with the food service g Iporvisor and had ber inservice the cooking staff
on the importance of following the menus 28 weitten . They try to sustitute a5 littie as porsble,
however there are times when substituting iz wiavoidable, When they do substitute, they do use
foods with equal nuttiional valus. The cook or, dhaty did not kmow that corn wea got & vegetable
when substituting vegetable for vegettble nor chd I. The food service supervisor will monitor &t
the frst of oach week t ensure that grocery iteros ticcessary for the week’s meals arc in houge
and will instruct the staffto stay within the raenu’s guidelines,

F4954

In talking to staff, we tound that both employce A & B had taken the CNA classes but had not
taken the test. Both employees have baeg put on bonsekecping dutics until theic tests are taken
whick will be within the next month. The ass’ sdmjnistrator works with, the aides and will
revisw cach chart on now hires to ensure that the fovt month limit is met. This will be
sccomplishad by placing a colar coded tag or their porsonnel files with their date of hime and

. Placed in the fhont of the flle cabinet. The t2g ¥rill be removed and their file placed #n tie cabinet
upon their completing their CNA requircmedtis.

F514:

Dressimg changes were made as ordered however there was & breakdown in the documentation,
Physicians were potifitd but not doctmented. "(be probiem doe pot lie in a breakdown of care
but & breakdown on docurhentation. We have <reated the position of Resident Care Coordinator
t alleviata this problem. The RCC will review all resident racords ,nurses notes and labs ta
ensue that all paticnt care regtmens are being Milowed and properly documented See
attachmet 6§,

A copy of this plan of comrection bas beeg placed in the JDT-QA book and has been mtegrated
into our QA systerg,



