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A facility must immediately inform the resident;
consult with the resident's physician; and if
known, natify the resident's legal representative
or an Interested family member when there is an
accident involving the resident which results In
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deteriaration in heaith, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (l.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e){(2); or a change in
Tesidentrights under Federalor Statelawor—
regulations as specified in paragraph (b)(1) of

this section.
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F 000 | INITIAL COMMENTS F 000
A recertification survey was conducted on
06/12/13 through 06/14/13 to determine the Submissi £ this ol £ tion §
facility's compliance with Federal requirements. a tmllssw:I (:l e p mt]ho tco:;r;c '1011 -
The facility failed to meet minimum requirements “.Ot 5 e%; ? ﬂ:],:ﬁmt“ ea tao ffielfi[:ile:é
for recertification with the highest scope and e b l dery .D y
severily of a "G". was correctly cited, and is also .not to be
F 167 | 483.10(6)(11) NOTIFY OF CHANGES Fygy) PORSUED asasduisiny sOMTReR

against the facility, the Administrator or
any employees, agenis, or other
individuaals who draft or may be discussed
in this response aud plan of correction. In
addition, preparation of this plan of
correction does not constitute an
admission or agreement of any kind by
the facility of the trnth of any facts
alleged or see the correctness of any
allegation by the survey agency.
Accordingly, the facility has prepared and
submitted this plan of correction prior to
the resolution of any appeal which may be
filed solely because of the requirements
under state and federal law that mandate
submission of a plan of correction within
ten (10) days of the survey as a condition
to participate in Title18, and Title 19
programs. The submission of the plan of

in no way be construed or considered as
an agreement with the allegations of
noncompliance or admissions by the
facility. This plan of correction constitutes
a wrilten allegation of submission of
-—substantial compliance with Federal- -
Medicare Requirements.

~Mith BT

LABORATORY DIRECTOR'SAR PROVIDER/SUPHLIER REPRES VE'S SIGNATURE
v js—

Any deficiency statement ending with an asta;isk (") denoles a deficiency which the institution may ba excused from correcling praviding it is determined that

other safeguards provide sufficient protection to the patienls. (See insliuctions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days following the date these documents are mada available to the facility. If deficiencles are cited, an approved plan of correction is requisite 1o continued

pregram participation,
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the address and phone number of the resident's
Tegal representative or interested family member.

This REQUIREMENT is not met as avidenced
by:

Basad on observation, interview, record review,
and review of the facility’s policy/procedure, it was
determined the facllity falled to Immediately
consult with the resident’s physician a need fo
alter treatment for one resident (#1) in the sample
of fourteen (14) residents (Resldent #1), The
facility failed to notify the physician of unrefleved
pain during treatments. During a dressing
change, on 06/12/13 at 1:15 PM, and on 08/13/13
at 10:00 AM, Resident #1 exhibited
verbal/non-verbal signs of pain; however, the
nurse continued the treatment without further
intervention. On 06/12/13 at 1:15 PM, Resident
#1 winced with pain while tears rolled down
his/her face as the nurse attempted fo remove an
old dressing to the right leg.

Additionally, on 06/13/13 at 10:15 AM, Resident
#1 began complaining of left hee] pain, The nurse
assessed the resident as having a "red, mushy"
area to the left heel with a darkened scabbed
area to the left second toe; however, the nurse
failed to notify the physician of the pain to the left
heel, or the new areas identified.

The findings include:

Condition policy/procedure, undated, revealed
cliniclans would immadiately consuit with the
resident’s physician when there was a significant

Reaview of the Notification of Resident Change in

1. The physician was notified of the
unretieved pain for resident #1 by the
Director of Nursing on 7/5/13 with new
orders noted. The physician was
notified of the identified wound to
resident #1°s left heel on 6/13/13 by the
Assistant Director of Nursing with
treatment orders noted.

2. A complete skin assessment will be
completed on all current residents by
7/28/13 by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager, Any identified skin
impairments will be reviewed to assure
that the MD has been notified and an
appropriate treatment, if needed, is in
place. Any identified skin impairments
that have not had MD naotification or
that does not have an appropriate
treatment in place, the facility will
contact the physician for notification
and/or treatment. A comprehensive pain
assessment will be completed on al!
current residents by 7/28/13 by the
Director of Nursing, Assistant Director
of Nursing or Unit Manager. Resuits of
the comprehensive pain assessment will
be reviewed by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager to determine if the resident’s
level of pain exceeds the resident’s
goals for pain, Any identified as not

meeting the resident’s goal for level of

| pain will be reviewed with the

physician for further intervention and a
follow up pain assessment completed.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLLA {2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: COMPLETED
A BUILDING
185224 B. WING 08/14/2013
NAME OF PROVINER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P ¢ObE
1561 NEWTON AVE.
BOWLING GREEN NURSING AND REHABILITATION CENTER
BOWLING GREEN, KY 42104
41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN o8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFR {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. ' F157 ~ Notify of Changes 7/28/13
F 1587 { Continued From page 1 F 157 fy g

FORM CMS-2557(02-99) Previous Versions Ohsofeta

Event 1067211

Facllity ID: 100409

if continuation shee! Page 2 of 26



JasonY
Highlight

JasonY
Highlight

JasonY
Highlight

JasonY
Highlight


PRINTED; 06/28/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES (X3} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAYTON NUMBER: A BUILDING COMPLETED
185224 B. WING 06/14/2013

NAME OF PROVIDER OR SUPPUER

BOWLING GREEN NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP GODE
1567 NEWTON AVE.
BOWLING GREEN, KY 42104

%4 1D

--}-was-a-*4"(four)-on the.pain-scale-6f 0-10;- - - —-

change in the resident's physical, mental, or
psychosocial status,

Review of the Pain Management Process, dated
03/11, revealed the physician and family would be
notlfied when pain levels were outside normal
levels for each individual resident and could not
be refieved or interfered with the resident's goal
cor functional ability.

Review of the Skin System policy/procedure,
revised 08/08, revealed the physician and family
would be notified of any changes of skin
condition.

Record review revealed the facility admitted
Resident #1 on 03/20/13, with diagnoses which
included Anxiety Disorder, Peripherat Vascular
Disease, Chronic Ulcer of the Leg, Rheumatoid
Arthiitis, Pain in Joint, and Muscle Weakness,
Review of the significant change Minimum Data
Set, dated 05/20/13, reveated the facility identified
the resident as moderately cognitively impaired.
Review of the Pressure Ulcer Risk Assessment,
dated 03/20/13, revealed the facility identified the
resldent af high risk for pressure ulcers., Review
of the Comprehensive Pain Assessment Form,
dated 05/20/13, revealed the resident indicated
having frequent pain, making it hard to sleep at
night and limiting day-to-day activities, The pain
assessment indicated the resident's
medication/treaiments moderately relleved
hister pain. The resident's paln intensity goat

Review of the Risk for Alteration in Comfort Care
Plan, dated 05/20/13, revealed to report
unretieved or unacceptable levels of pain to the

educated by the Director of Nursing,
Assistant Director of Mursing, Unit
Manager or Regional Nurse Consultant
on completion of comprehensive pain
assessment, physician notification of
unrelieved pain outside the resident’s
goal for pain levels or pain af
unacceptable levels. All Licensed staff
will be re-educated by the Director of
Nursing, Assistant Director of Nursing,
Unit Manager or Regional Nurse
Consultant on identification of skin
impairments, notification of the
physician and appropriate treatment.
Both of these re-education will be
completed by 7/28/13 with no Licensed
Staff working after 7/28/13 without
having received these trainings.

4. The Director of Nursing, Assistant
Director of Nursing or Unit Manager
will review five (5) resident records per
week for twelve (12) weeks to identify
any unacceptable levels of pain to
agsure that the physician has been
notified. The Director of Nursing,
Assistant Director of Nursing or Unit
Manager will observe five (5) wound
dressings per week for twelve (12}
weeks to assure that the resident does
not experience pain levels during
treatment at unacceptable levels and if
the resident does, the nurse will notify
the physician of unacceptable pain
levels.

The Director of Nurging, Assisert [ 7

Director of Nursing or Unit Manager
will complete a fook behind skin
assessment five (5) times per week for
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physiclan as needed.

Observation of a dressing change, on 06/12/13 at
1:15 PM, with Registered Nurse #1 (RN) revealed
a moderate amount of yellow/bloody drainage to
the right leg wound dressing. During the removal
of the dressing, the resident was observed
wincing in pain with faclal grimacing. The
dressing appeared to be stuck to the resident's
leg and difficult to remove. The resident began to
cry, with visible tears roliing down the resident's
face, as RN #1 continued to remove the dressing.
RN #1 indicated the resident had been
"pre-medicated” and continued the dressing
removal wilhout any other intervention.

Observation of a dressing change, on 06/13/13 at
10:00 AM, revealed old dressings were removed
from four (4) wounds on the resident's right side.
Resident #1 continuously stated "Oh" during the
treatment, dressing change of the wounds.
Further observation revealed the resident with
faclal grimacing and complaints of pain during the
trealment. The resident was rolled fo the other
side while continuously stating "Oh God, please.”
Observation revealed dressings were removed
from three (3) wounds on the resident's left side.
During treatment of these wounds, facial
grimacing was observed with the resident stating
"Oh, please." Throughout the treatment of the
wounds, RN #1 stated "Is the pain pill not
helping?" and "We are almost done. it's hard on
you, isn't t7"

Observation, on 06/13/13 at 10:15 AM, revealed

Resident #1 continuously complained of pain to
the jeft heel. RN #1 observed the heel to be red
and "mushy." She stated "We need to prop that

assessment is a skin assessment
completed after the direct care nurse has
completed a skin assessment to assure
that the nurse has identified any new
skin impairments and notified the
physician of any new skin impairments.
The results of these audits will be
reviewed with the Quality Assurance
Committee Monthly for at least three
(3) months to assure ongoing
compliance. If at any time concerns are
identified, a Quality Assurance
Committee will convene to review and
make further recommendations as
needed. The Quality Assurance
Committee will consist of at a minimum
the Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services. Director with the Medical
Director attending at least quarterly.
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heel up." RN #1 additionally observed a
darkened scabbed area to the left second toe.

Interview with Resident #1, on 06/13/13 at 5:30
PM, revealed the pain medications were not
effective during treatmenis. He/she revealed the
rate of pain during the treatment on 06/13/13 was
an "8" eight out of "10" {ten). The resident
indicated that was "preity bad" pain,

Observation of Resident #1, on 06/14/13 at 10:45
AM, revealed a red, non-blanchable area to the
left heel per assessment of the Assistant Director
of Nursing {ADON). She indicated the area was
"boggy” underneath. At approximately 10:55 AM,
a blister had ruptured on the left heel with serous
drainage noted. Additionally, an unstageable
area to the left second toe measured 1 x 1.4
centimeters {cm).

Record review, cn 06/14/13, revealed no
documentation related to the left heelleft second
toe. Further review revealed ne documented
evidenca new orders were initiated.

Interview with RN #1, on 08/14/13 at 10:10 AM,
revealed she had not notified the resident's
physician of unrelieved pain. She indicated
Resident #1 always had pain during treatments.
She stated the resident feared the treatment
before it even startad. RN #1 stated the resident
had anxiety disorder, which was "a lot of the
problem.” When a resident complained of pain
s s :..befo]'e'.[guchigg.{hem'_]thadk{o'be,detarmhed,_ T PP R
anxiety. She reveated the resident's pain
management was effective for him/her as the
fesident's behavior during treatments on 06/12/13
and 06/13/13 was "typical.”
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Continued Interview with RN #1, on 06/14/13 at
10:10 AM, revealed she had nof noticed the red,
"mushy"” area to the resident’s left heel prior to the
assessment, on 06/13/13, She did not report the
resident's pain lo the l&ft heel as she did not fee!
it was significant. She revealed the ADON was
notified of the area; however, interview with the
ADON, on 06/14/13 at 3;50 PM, revealad she had
no knowledge of the area prier to observation

with the state surveyor. Further interview with RN
#1 revealed she did not report the area to the left
second toe; however, she should have made the
ADON aware, She stated it was “up in the air"
whose responsibility it was to notify the physician
of the new areas. She revealed it was “probably”
her responsibilily since she found the new areas.

Interview with the Director of Nursing (DON), on
06/14/13 al 4:45 PM, revealed she expected staff
to try other measures for relief during reatments
and call the physician if pain continued,

An attempted Interview with Resident #1's
primary physician, on 06/14/13 at 10:35 AM,
revealed he was not available for interview,

Interview with the ADON, on 06/14/13 at 10:45
AM, revealed if a new wound was discovered, it
would be the nurse's responsibility to notify the
physician.

Interview with the DON, on 06/14/13 at 4:45 PM,

document, and notify the physician of any new
areas identifled,

Interview with the Medical Director, on 06/14/13
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at 2:00 PM, revealed he would expect staff o
notify the physician of any new areas jdentified on
a resident. Continued interview with the Medical
Director, revealed he would expect staff to notify
the physician if pain medication was not effective
during a treatment,
F 252 | 483.15(h)(1) F 252
55=D | SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT F252 — Safe/Clean/Comfortable/ 7/28/13

The facility must provide a safe, clean,
comfortable and homaelike environment, allowing
the resident to use his or her personat belongings
to the extent possible.

This REQUIREMENT is not met as evidenced
by:

Based on Interview, observation and record
review and facility policy; it was determined the
facility failled to ensure the residents' environment
was comfortable and homelike related to the
absence of window coverings in five (5} of
thirty-four (34) residents' rooms.

The findings include:

Observatlons on 06/12/13 at 6:30 AM and on
06/14/13 at 3:45 PM, revealed five residents'
rooms (rooms 1, 2, 11 and 34) revealed the
windows had no window coverings such as
blinde, shades, and/or curtains.

Interview with Assistant Director of Nursing

F(ADON); on 06/14/13 at 3:45PM, revealed the—

window coverings were a housekeeping andfor
maintenance issue. The ADON stated she was
not aware there were resident rooms without

window coverings for the outside wall windows.,

Homelike Environment

1. The identified resident rooms #
1,2,11 and 34 will have window blinds
installed by the Maintenance director by
7/12/13,

2. The Administrator and
Housekeeping supervisor will complete
an audit of alf resident rooms to assure
that they have window coverings and
present a comfortable home like
environment by 7/28/13. Any identified
as not being homelike and comfortable
or without window coverings will be
made comfortable and homelike or have
window coverings installed by 7/28/13.
3. The Administrator will re-educate
the Housekeeping Supervisor by
7/28/13 on the requirement of a
comfortable home like environment and
window coverings.

4, The Administrator and

Housekeeping Supervisor will complete

twelve (12) weeks to assure that all
rooms have window coverings and
present as comfortable and homelike.
The resuits of these audits wili be

| weekly audits of all residentrooms for | 1
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. reviewed with the Quality Assurance
F 252 Continued From page 7 F252) committee Monthly for at least three
The ADON revealed the absance of window (3) months to assure ongoing
coverings put resident’s privacy at risk. compliance. If at any time concerns are
interview with Director of Nursing (DON), on identified, a Quality Assurance
06/14/13 at 4:15 PM, revealed she did not know Committee will convene to review.and
who was rasponsible for ensuring the residents' make further recommendations as
rooms had window coverings, bul each window needed. The Quality Assurance
should have something. . Comumittee will consist of at a minjmum
Interview with the Housekeeping Suparvisor in the Administrator, Director of Nursing,
the presence of the Environmental Services Assistant Director of Nursing, Social
District Manager, on 06/14/13 at 4:50 PM; Services Director with the Medical
revealed he/she was not aware there were Director attending at least quarterly.
resident rooms without blinds, curtains, or
shades. The Housekeeping Supervisor stated the
resident rooms should be homelike and have F281 — Services Provided Meet 7128113
curtains or blinds covering an outside window to Professional Standards
ensure privacy for the resident.
F 281 | 483.20{k}(3){()) SERVICES PROVIDED MEET F281| | The dressings for resident # 1 were
§5=D | PROFESSIONAL STANDARDS noted to be changed per physician order
o by the Director of Nursing on 7/8/13.
The services provided or arranged by the facility 2 A review of ail current residents’
must meet professional standards of qualiiy. physician orders for the past 30 days

will be completed by the Director of
Nursing, Assistant Director of Nursing
or Unit Manager by 7/28/13 to assure
all physician orders have been followed

This REQUIREMENT is not met as evidenced or the physician has been notified if
by: . unable to follow the order. Any

Ba_sed on observation, interview,. and record identified as not being followed without
review, it was determfned the facitity f?Hed o physician notification will have

ensure services provided met professional physician notification for further

standards of quality for one (1} of fourteen _ direction, An observation of all wound

§1_tll)zatm?i%d resLde{lt?. (I?esic(ljent #1{). The facility dressings will be completed by the

| |faledtoollow physicians orders relatedtoa | | pirecior of Nursing, Assistant Director
Y 9 g&totheresidents rightieg: of Nursing or Unit Manager by 7/28/13

to assure treatment were completed per

physician orders. Any identified as not

The findings include:

The facility had no specific pdlicy related to
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following physician's orders.

Observation, on 06/13/13 at 5;30 PM, revealed a
dressing intact to the resident's right leg, dated
06/12/13. There was a large amount of
brownish/pink tinged drainage observed on the
outside of the dressing, as well as a towel laying
under the resident's leg.

Interview with the Resident #1's husband, on
06/13/13 at 5:30 PM, revealed the nurse said she
was going to change the dressing; however she
did not.

Observation, on 06/14/13 at 8:10 AM, revealed a
dressing intact to the resident's right leg, dated
06/14/13.

Record review revealed the facility admitted
Resident #1 on 03/20/13, with diagnoses which
included Peripheral Vascular Disease and
Chronic Ulcer of the Leg. Review of the
Significant Change Minimum Data Set (MDS),
dated 05/20/13, revealed the facility identified the
resident as moderalely cognitively impaired and
required extensive assistance with bed mobility
and transfer.

Review of the Physician's Orders, dated

05/30/13, and the Treatment Administration
Record (TAR), dated June 2013, revealed an
order for Solosite Hydrogel Wound (wet-to-dry)
dressing topically, daily to the right calf. A copy of
the TAR was received by the-surveyor;—on— -
06/13/13 at 5:45 PM. The TAR revealed an order
to complete the treatment on dayshift (6:00
AM-2:00 PM); however, it was not initialed as
being completed cn 06/13/13,

direction.

3. All Licensed Nurses will be re-
educated on following physician orders
and notification of the physician if
unable to follow the physician orders.
This re-education will be completed by
the Director of Nursing, Assistant
Director of Nursing or Unit Manager
and will be completed by 7/28/13 with
no licensed nurse working past 7/28/13
without having received this re-
education,

4. The Director of Nursing, Assistant
Director of Nursing or Unit Manager
will audit five (5) resident’s medical
records weekly for twelve (12) weeks to
assure physician orders have been
followed or the physician was notified
if unable to follow. In addition, the
Director of Nursing, Assistant Director
of Nursing or Unit Manager will audit
five (5) wound treatments per week for
twelve (12) weeks to assore the
treatment was completed per physician
order, The results of these audits will be
reviewed with the Quality Assurance
Committee Monthly for at least three
(3) months to assure ongoing
compliance, If at any time concems are
identified, a Quality Assurance
Committee will convene to review and
make further recommendations as
needed. The Quality Assurance

_Comnittee will consist of at a minimum

the Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services Director with the Medical
Director attending at least quarterly.
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Interview with Resident #1, on 06/14/13 at 9:25
AM, revealed staff did not change the dressing on
06/13/13. |t was changed after his/her bath, on
06M14/13,

Interview with the Assistant Director of Nursing
{ADON)}, an 06/14/13 at 3:50 PM, revealed the
reatment to the resident's right leg was
completed by her, on 06/14/13 at approximately
6:45 AM. She indicated the dressing had baen
removed prior to the freatment; therefore, she
was unsure of the date on the old dressing.

Interview with Reglstered Nurse (RN) #1, on
06/14/13 at 10:10 AM, verified she did not
complete the treatment for Resident #1, on
06/13/13. RN #1 revealed it was reported to the
Dayshift Charge Nurse, Licensed Practical Nurse
(LPN) #1, who Indicated she would change the
dressing,

interview with LPN #1, on 06/14/13 at 2:40 PM,
revealed she was the Dayshift Charge Nurse on
06/13/13. She further stated the Charge Nurse
typically completed treatments; however, she
thought RN #1 completed the dressing change
for Resident #1.

fnterview with LPN #2, on 06/14/13 at 9:45 AM,
revealed she was the nurse on evening shift for
Resident #1, on 06/13/13. She stated she did not
complete the treatment to the resident's right leg

| on 061313

Interview with the Director of Nursing {DON), on
06/14/13 at 4:45 PM, revealed she expected staff
to complete treatments, per the physician's

F 281
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The services provided or ammanged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:

Based on ohservatlon, Interview, record review,
and review of the facility's policy/procedure, it was
determined the facility failed to ensure services
were provided by qualified persons in accordance
with each resident's written plan of care for one
(1) of fourteen (14) sampled residents (Resident
#1).

The findings include:

Review of the guidelines for the Resident
Comprehensive Care Plan, dated 09/08, revealed
the resident’s Comprehensive Care Plan should
be viewed as an Interdisciplinary approach to
managing the acute and chronic needs of the
resident living in the facility.

Record review revealed the facility admitted
Resident #1 on 03/20/13, with diagnoses which

Disease, Chronic Ulcer of the Leg, Rheumatoid
Arthritls, Pain in Joint, and Muscle Weakness,
Review of the Significant Change Minimum Data
Set {(MDS}, dated 05/20/13, revealed the facility

T included Angiety Disorder; Peripheral Vascutgr—- -~~~ o

Persons/Per Care Plan

1. The Assistant Director of Nursing
observed on 7/5/13 that resident # 1’s
care plan interventions were being
followed; that staff had documented
pain location; rate of pain prior to and
after intervention and the dressing
change was completed without
exceeding the resident’s stated pain
poal.

2. A camplete audit of all resident’s
records will be completed by the
Director of Nursing, Assistant Director
of Nursing or Unit Manager by 7/28/13
to assure all care plan interventions are
in place. Any intervention not in place
will be implemented.

3. All Licensed Nurses will be re-
educated by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager on the requirement to follow
the resident’s plan of care to include
rating pain before and after treatment
including location of pain, report
unrelieved pain or unacceptable pain
levels to the physician and stop
treatment if unacceptable pain
implement further intervention before

. resuming treatment. This re-education

witl be completed by 7/28/13,

4. The Director of Nursing, Assistant
Director of Nursing or Unit Manager
will audit five (5) resident’s pain flow
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identified the resident as moderately cognitively
impaired. Review of the Comprehensive Pain
Assessment Form, dated 05/20/13, revealed the
resident indicated having frequent pain, making it

-1 hard to sleep at night and limiting day-to-day

activities. The pain assessment indicated the
resident's medicationAtreatments moderately
relleved his/her pain. The resident's pain intensity
goal was a "4" (four) on the pain scale of 0-10 {
zero to ten).

Review of the Risk for Alteration in Comfort Care
Plan, dated 05/20/13, revealed {o identify the
location and rate of pain prior to and after any
interventions. Report unrelieved or unaccaptable
levels of pain to the physidlan as needed.

Raview of the Contirolled Substance Proof of Use
sheet, dated 06/12/13, revealed Registered
Nurse {RN) #1 administered Dilaudid (pain
medication} 4 milligram {mg} to Resident #1 at
7.05 AM, Review of the Medication Adminisfration
Record (MAR), dated 06/12/13 at 7:.05 AM,
revealed the Dilaudid was administered for
generalized pain; however, there was no rate of
pain documented. Further review of the MAR
revealed the resident’s pain had decreased at
8:00 AM, but no rate of pain was noted.

Observation, on 08/12/13 at 10:00 AM, revealed
Resident #1 was sitting up in his/her room, afler
completing physical therapy. The resident
complained of his/her "bottom” hurling and
-appeared-uncomfortable: :

Observation, on 06/12/13 at 10:15 AM, revealed a
staff member reported the resident's pain to
Registered Nurse (RN} #1 with the state surveyor

to assure pain rate before and after
intervention and location of pain are
documented, that the physician was
notified of any unrelieved or
unacceptable levels of pain to the
physician, The Director of Nursing,
Assistant Director of Nursing or Unit
Manager will observe five (5} wound
dressing changes per week to assure
that the pain Is relieved or at acceptable
levels or the nurse stops treatment for
further intervention. The results of these
audits will be reviewed with the Quality
Assurance Committee Monthly for at
least three (3} months to assure ongoing
compliance. If at any time concerns are
identified, a Quality Assurance
Committee will convene to review and
make further recommendations as
needed. The Quality Assurance
Committee will consist of at a minimum
the Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services Director with the Medical
Director attending at least quarterly.
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present. At 10:30 AM, the resident remained in
the wheelchair with facial grimacing.

Further observation, on 06/12/13 at 11:50 AM,
revealed Resident #1 remained up in hisher
reom. The resident revealed histher "bottom” was
still hurting "pretty bad.”

Revlew of the Controlled Substance Proof of Use
sheet, dated 06/12/13, revealed RN #1
administered Dilaudid 4 mg at 12:40 PM. Review
of the MAR, dated June 2013, revealed no
documentation of the location, rate of pain, or
effectiveness of the medication given at 12:40
PM.

Interview with RN #1, on 06/14/13 at 10:10 PM
and 3:00 PM, revealed she "iried" to look at the
care plans as she charled an residents. She was
aware documentation of pain medication Included
the location, rate of pain, and a re-evaluation;
however, she was unsure of the reason it was not
documented on 06/12/13. She did not give the
resident pain medication when asked, on
061213 af 10:15 AM, as it was not ime for a
dose. She revealed the physician was not notified
of unrefieved pain, per the care plan.

Review of the Impaired Skin Integrity Care Plan,

dated 05/20/13, revealed if there was complaints

of pain during a treatment, stop the treatment,

leave the rasident safe, and seek pain relief.

Return to complete the treatment when the pain

| was-reported-as-acceptable, -

Observation of a dressing change, on 06/12/13 at
1:15 PM, revealed a moderate amount of
yellow/bloody dralnage to the right leg wound
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dressing. During the removal of the dressing, the
resident was wincing in pain with facial grimacing.
Further chservation revealed the dressing
appeared fo be stuck to the resident's leg and
was difficult to remove. The resident began to cry,
with visible tears rolling down the resident's face,
as RN #1 continued to remove the dressing. RN
#1 indicated the resident had been
"pre-medicated” and continued removing the
dressing without implemenling any other
intervention.

Observation of a dressing change, on 06/13/13 at
10:00 AM, revealed old dressings were removed
from four (4) wounds on the resident's right side.
Further observation revealed Resident #1
continuously stated "Oh" during the
reatment/dressing of the wounds. Observation
revealed facial grimacing and complaints of pain

*| during the treatment, The resident was rolled to
the other side while continuously stating "Oh Gad,
please." Dressings were removed from three (3)
wounds on the resident's left side. During
treatment of these wounds, facial grimacing was
observed with the resident stating "Oh, please."
Throughout the treatment of the wounds, RN #1
stated "Is the pain pill not helping?" and "We are
almost done. it's hard on you, isn't it?"

Interview with RN #1, on 06/14/13 at 10:00 AM
and 3:00 PM, revealed Resident #1 always had
pain during treatments. She revealed the
resident's pain management was effective for
e “him/her as the resident's-hehavior-during- — Had = =%
treatments on 06/12/13 and 06/13/13 was
“typical."

Interview with the Director of Nursing (DON), on
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06/14/13 at 4:45 PM, revealed she felt the
interventions on Resident #1's care plan were
generic and should have been more
individualized; however, she still expected staff to
follow the interventions,
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
85=G { HIGHEST WELL BEING
309 — Provide Care/Services for 7128/13
Each resident must receive and the facility must Highest Well Being
provide the necessary care and services to attain
or maintain the hlghﬂst praCﬁcablﬂ physical, 1 & comprehensivﬂ pain assessment
mental, and psychosocial well-being, in was completed on Resident # 1 on
accordance with the comprehensive assessment 7/5/13 by the Director of Nursing that
and plan of care. indicated her new pain regimen was
effective. The Assistant Director of
Nursing noted on 7/5/13 during a
wound treatment that the resident did
not exhibit any signs or symptoms of
pain greater than the stated pain goal.
. The Director of Nursing noted on
This REQUIREMENT Is not met as evidenced 7/8/13 that staff documented pain
by: . : ] before and after as needed pain
Based on ohservation, interview, record review, medication was given on 7/8/13.
and review of the facility's policy/procedure, it was 2. A comprehensive pain assessment
determined the facility failed to ensure each will be completed on all current
resident received the necessary care and residents by the Director of Nursing
services to attain or maintain the highest Assistant Director of Nursing or Um:t
practicable physical, mental, and psychosocial Manager by 7/28/13 to assure that all
well-being, in accordance with the plan of care for residents pain interventions are
one (1) of fourteen (14) sampled residents effective for their goals. Any identified
(Resident #1). On 06/12/13, Resident #1 as not being effective will kv
complained of unrelieved pain three (3) hours physician notification with further
after pain medication was given; however, he/she St pantingind TOASSIIEHE. Al
“I did not receive any furtherinterventionuntilthe— cbservation oF 3l cinrentresidents with, - |
next "as needed" dose of medication could be wound treatment dressing orders will be
given. During a wound treatment, on 06/12/13 at completed by 7/28/13 by the Director of
1:15 PM, Resident #1 was observed wincing in Nursing, Assistant Director of Nursing
pain with tears rolling down his/her face; however, F
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the nurse conlinuad the treatment with no further
intervantion, Resident #1 exhibited non-verbal
and verbal signs of pain during a wound
treatment, on 06/13/13 at 10:00 AM; however, the
nurse continued the treatment without further
intervention. Additionally, the facility failed to
assess and document the resident’s pain before
and after pain medication was administered.

The findings include:

Review of tha Pain Management Process
policy/pracedure, dated 03/11, revealed the
facility would react to the resident's pain control
needs based on the resident's goals for pain refiaf
and the resident’s goals for functional ability. The
facility’s goal was to ensure all residents received
appropriate pain relief measures to assure that
the residents' pain did not affect their ability to
function within their designated goals for
functional ability. Documentation of pain intensity
would be recorded along with the intervention for
pain reduction using approprate facility forms, A
post intensity evaluation would be assessed and
documented in a timely manner. Upon follow-up,
if the Intervention was ineffective, the process
should be repeated unlil the resident indicated
adequate relleve and/or functionat goals were
met.

Record review reveated the facility admitted
Resident #1 on 03/20/13, with diagnoses which
included Anxiety Disorder, Peripheral Vascutar

Arthritis, Pain in Joint, and Muscle Weakness,
Review of the Significant Change Minimum Data
Sel, dated 05/20/13, revealed the facility identifled
the resident as moderalely cognitively impaired

~Disease; Chronic-Ulcerof the-begy Rheumatolid: -+ |~

residents with wound treatment
interventions are effective. Any noted to
have pain during treatment not relieved
by interventions will have physician
notification with further interventions
and follow up assessment completed.
An audit of ali current residents who
receive as needed pain medications will
be reviewed by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager by 7/28/13 to assure that pain-
is assessed before and after as needed
pain medications are administered. Any
identified as not having pain rated
before and after pain medication
administrated will have a pain
assessment completed with follow up
with the physician for pain levels
unrelieved or unacceptable for further
intervention and follow up assessment
completed, These audits will be
completed by 7/28/13.

3. All Licensed Nurses will be re-
educated by the Director of Nursing,
Assistant Director of Nursing, Unit
Manager or Regional Nurse Consultant
related to pain assessments, pain goals
and physician notification refated to
unacceptable pain levels: stopping
treatment with unacceptable levels of
pain with further intervention before
resuming treatment as well as
documentation of pain levels before and

__.J.after administration of as needed pain

medication. This re-education wilt be
completed by 7/28/13.

4. The Director of Nursing, Assistant
Director of Nursing or Unit Manager
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and required extensive assistance with bed
mobility and transfer. Review of the
Comprehensive Pain Assessment Form, dated
05/20/13, revealed the resident indicated having
frequent pain, making it hard to sleep at night and
limiting day-to-day activities. The pain
assessment indicated the resident's
medication/treatments moderately relieved
his/her pain. The resident's pain intensity goal
was a "4" on the pain scale of 0-10.

Review of the Physician's Orders, dated 06/01/13
through 06/30/13, revealed an order for the
following pain medications:

1. Fentanyl (controlled pain medication) 100
microgram (mcg)/hour patch, one patch topically
every seventy-two (72) hours

2. Hydromorphone (Dilaudid, controlled pain
medication) 4 milligram (mg) tablet every six (6)
hours, as needed, and

3. Acetaminephen (pain medication) 325 mg
tablet every four (4) hours, as needed

Review of the Risk for Alteration in Comfort Care
Plan, dated 05/20/13, revealed to identify the
lacation and rate of pain prior to and after any
interventions. Report unrelieved or unacceptable
levels of pain to the physician as needed.

Review of the Contrclled Substance Proof of Use
sheet, dated 06/12/13, revealed Registered
Nurse (RN) #1 administered Dilaudid 4 mg to
Resident #1 at 7:05 AM. Review of the

-Medication- Administration-Record-(MAR),-dated

06/12/13 at 7.05 AM, revealed the Dilaudid was
administered for generalized pain; however, there
was no rate of pain documented. Further review
of the MAR revealed the resident's pain had

sheets per week for twelve (12) weeks
to assure pain rate before and after
intervention and location of pain are
documented, that the physician was
notified of any unrelieved or
unacceptable levels of pain to the
physician. The Director of Nursing,
Assistant Director of Nursing or Unit
Manager will observe five (5) wound
dressing changes per week to assure
that the pain is relieved or at acceptable
levels or the nurse stops treatment for
further intervention. The results of these
audits will be reviewed with the Quality
Assurance Committee Monthly for at
least three (3) months to assure ongoing
compliance. If at any time concerns are
identified, a Quality Assurance
Committee will convene to review and
make further recommendations as
needed. The Quality Assurance
Committee will consist of at a minimum
the Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services Director with the Medical
Director attending at least quarterly.
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decreased at 8:00 AM, but ne rate of pain was
noted,

Observation, on 06/12/13 at 10:00 AM, revealed
Resident #1 was sitling up in his/her room, after
completing physical therapy. The resident
complained of hisfher "boftom™ hurting and
appeared uncomfortable,

Observation, on 067/12/13 at 10:15 AM, revealed a
staff member reported the resident’s pain to
Registered Nurse (RN) #1 with the state surveyor
present. At 10:30 AM, the resident remained in
the wheelchalr with faclal grimacing.

Further cbservation, on 0671213 at 11:50 AM,
revealed Resident #1 remained up in his/her
room. The resident revealed his/her "bottom® was
stilf hurting "pretty bad.”

Review of the Controlled Substance Proof of Use
sheet, dated 06/12/13, revealed RN #1
administered Dilaudid 4 mg at 12:40 PM. Review
of the MAR, dated June 2013, revealed no
documentation of the location, rate of pain, or
effectiveness of the medication given at 12:40
PM.

Review of the Impaired Skin Integrity Care Plan,
dated 05/20/13, revealed if there was complaints
of pain during a treatment, stop the freatment,
leave the resident safe, and seek pain relief.
Return to complete the lreatment when the paln
RN .wasreponed as acoeptabie i e — L RF ST TTIST PRI R,

Observation of a dressing change, on 06/12/13 at
1:15 PM, revealed a moderate amount of
yellow/bloody drainage to the right leg wound
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dressing. During the removal of the dressing, the
resident was wincing in pain with facial gnmacing.
Further observation revealed the dressing
appeared fo be stuck to the resident's leg and
was difficult to remove. The resident began {o cry,
with visible tears rolling down the resident's face,
as RN #1 continued fo remove the dressing. RN
#1 indicated the resident had been
"pre-medicated” and continued removing the
dressing without implementing any other
intervention.

Review of the Controlled Substance Proof of Use
sheet, dated 06/13/13, revealed RN #1
administered Dilaudid 4 mg at 8:00 AM, Review
of the MAR, dated June 2013, révealed no ~
decumentation of the location, rate of pain, or
effectiveness of the medication given at 8:00 AM.

QObservalion of a dressing change, on 06/13/13 at
10:00 AM, revealed old dressings were removed
from four (4) wounds on the resident’s right side.
Further observation revealed Resident #1
continuously stated "Oh" during the
treatment/dressing of the wounds. Observalion
revealed facial grimacing and comptaints of pain
during the treatment. The resident was rolled {o
the other side while continuously stating "Oh God,
please.” Dressings were remaved from three (3)
wounds on the resident’s left side. During
treatment of these wounds, facial grimacing was
observed with the resident stating "Ch, piease.”
Throughout the treatment of the wounds, RN #1
S, ‘--*sta!ed*"'lsthe'pain*pill'not'helping?"Lan_d.-"We-are- S PP SO
almost done. it's hard on you, Isn't it?"

Interview with Resident #1, on 06/13/13 at 5:30
PM, revealed pain medications were not effective
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during freatments. The resident stated it may be
befter if staff give him/her pain medications
before the pain was so bad. He/she revealed the
rate of pain during the treatment on 06/13/13 was
an "8" out of "10." The resident indicated that was
"pretty bad" pain.

Interview with Resident #1's husband, on
06/13H 3 at 5:30 PM, revealed the pain had
actually improved as the resident used to "squawl
out" during treatments. He indicated the resident
sometimes had to ask three (3) times before
gefting pain medications.

Intervlew with RN #1, on 08/14/13 at 10:00 AM
and 3.00 PM, revealed pain medication was not
given when asked on 06/12/13 as it was nottime
for the medication. She revealed the resident was
assessed and informed that it was not time for
pain medication. Further interview with RIN#1
revealed she had not nofified the resident's
physician of the resident's unrelieved pain. She
indicated Resldent #1 ajways had paln during
treatments, She stated the resident feared the
treatment before it even starts, She stated the
resident had anxiety disorder, which was "a lot of
the problem.” She stated when a resident
complained of pain before touching them, then it
had {o be due to the resident's anxiety. She
reveaied documentation of paln medications
included the location of the pain pain, rate of pain,
and effecliveness; however, she was unsure of
the reason it was not documented on 06/12/13 or

-106/13/13. She revealed the resident's pal— - |-

management was effective for him/her as the
resident's behavior during treatments on 06/12/13
and 06/13/13 was "typlcal.”
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Interview with the Director of Nursing {DON), on
06/14/13 at 4:45 PM, revealed documentation of
pain included the rate of pain. Tha DON stated
she expected staff {0 reassess and document
within the hour after a pain medication was given.
Sha felt the interventions on Resident #1's care
plan were generic and should have been more
individualized; however, she stifl expected staff fo
follow the interventions. She stated staff should
try non-pharmalogical interventions if it was not
time for pain medication but if a resident
continued fo complain of pain, the physician
should be notified. She expected slaff to try other
measures for relief during treatments and calf the
physician If pain continued.
An attempt to interview Residenf #1's primary
physician, on 06/14/13 at 10:35 AM, revealed he
was not available for interview.
. . - Sves & 7/28/13
Interview with the Medical Direclor, on 06/14/13 g? el : ent’gz:t;;:x/su:gss :res 2
at 2:00 PM, revealed he would expect staif to 1. The physician was notified of
notify the physiclan if the pain medication was not n;sE dent # 1', s pressure uicer on 6/13/13
effective during a treatment, by the Assistant Director of Nursing
F 314 | 483.25(c) TREATMENT/SVCS TO F314| Sithan appropriate treatment put ir
$5=D ; PREVENT/HEAL PRESSURE SORES

Based on the comprehensiva assessment of a
resident, the faclity must ensure that a resident
who enters the facility without pressure sores
does nof develop pressure sores unless the
individual's ¢linical condition demonstrates that
they were unavoidable; and a resident having

" pressure sorés receivas hecessary treatimentand™ 0

services to promote heating, prevent infection and
prevent new sores from developing.

place.

2. A complete skin assessment will be
completed on all current residents by
7/28/13 by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager. Any identified skin
impairments will be reviewed to assure

_| that the MD has been notified,

documentation complete and an
appropriate treatment if needed are in
place. Any identified skin impairments
that have not had MD notification or
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facllity's policy/procedure, it was
determined the facllity failed to ensure a resldent
having pressure sores received necessary
treatment and services to promote healing for
one (1) of fourteen (14) sampled residents
(Resident #1). A skin assessment for Resident #1
revealed the nurse identified a "red, mushy” area
on the resident's left heel, and a darkened
scabbed area to the left second toe; however, the
nurse did not assess, document, or notify the
physician of the new areas to ensure an
appropriate treatment was in place to promote
healing.

The findings include:

Review of the Skin System policy/procedure,
revised 08/08, revealed on admission and when
observed skin was compromised, the nurse
finding the problem would initiate a treatment
using a formulary product, if possible and
physician approval. Physician and family would
be notified at the time of discovery and
notification would be documented in the medical
record.

Record review revealed the facility admitted
Resldent #1 on 03/20/13, with diagnoses which
included Peripheral Vascular Disease, Chronic
Ulcer of the Leg, Rheumnatoid Arthritis, Pain in

-t-Joint-and Muscle-Weakness: Review of the- -

significant change Minimum Data Set (MDS),
dated 05/20/13, revealed the facility identified the
resident as moderately cognitively impaired.
Review of the Pressure Ulcer Risk Assessment,

treatment in place, the facility will
contact the physician for notification
and or treatment,

3. All Licensed Nurses will be re-
educated by the Director of Nursing,
Assistant Director of Nursing, Unit
Manager or Regional Nurse Consultant
on assessing, documentation, physician
notification and appropriate treatment
for pressure ulcers. This re-education
will be completed by 7/28/13 with no
Licensed Nurse working after 7/28/13
without having receiving this training.
4, The Director of Nursing, Assistant
Director of Nursing or Unit Manager
will complete a look behind skin
assessment five (5) times per week for
twelve (12) weeks. A look behind skin
assessment is a skin assessment
completed after the direct care nurse has
completed a skin assessment to assure
that the nurse has identified any new
skin impairments documented the skin
impairment and notified the physician
of any new skin impairments for
appropriate treatment if needed. The
results of these audits will be reviewed
with the Quality Assurance Committee
Monthly for at least three (3) months to
assure ongoing compliance. If at any
time concerns are identified, a Quality
Assurance Committee will convene to
review and make further
recommendations as needed. The
Quality Assurance Committee will
consist of at a minimum the
Administrator, Director of Nursing,
Assistant Director of Nursing, Social
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dated 03/20/13, revealed the facilily identified the
resident at high risk for pressure uicers.

Observation, on 06/13/13 at 10:15 AM, revealed
Resident #1 complained of paln to the left heel.
Upon observation by Registered Nurse (RN} #1,
the left heet was described as "red, mushy.” RN
#1 made the staiement the heel needed to be
"propped up." Additionally, RN #1 identified a
darkened scabbed area on the resident's left
second toe. '

Record review, on 06/14/13 at 9:00 AM, revealed
no documentation of the area identified io the
resident’s left heel or feft second toe. There were
no new treaiments initiated,

Observation with the Assistant Director of Nursing
(ADON), on 06/14/13 at 10:45 AM, revealed the
resident’s left heel was red and non-blanchable,
The ADON revealed it was "boggy” underneath,
The ADON left the reom to obtain supplies to
assess the wound. Approximately ten (10)
minutes later, yeliow drainage was noted o the
bed as the "biister™ had ruptured. The ADON
assessed the area as a "Stage 2" measuring 1.2
centimeters {¢m) in iength by 1.1 ¢cm width. She
assessed the darkened scabbed area to the feft
second toe as "unstageable” measuring 1.0 cm in
length by 1.4 cm width (possibly an arterial or
venous ulcer},

Interview with RN #1, on 06/14/13 at 10:10 AM,

. revealed she identified-the-area-to-the resident’s-..

left heel, on 06/13/13, She revealed the ADON
was made aware and would be responsible to
notify the physiclan for a treatment plan. She
revealed the increased pain to the left heel was

Director attending at least quarterly.
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not addressed as she did not feel it was
significant. RN #1 revealed the darkened
scabbed area to the left second toe was identified
on 06/13/13; however, she did not address the
findings. She revealed the ADON should have
been made aware. She indicated it was
"probably” her responsibiiity to notify the physician
of both areas, since she was the identifying
nurse,
Interview with the ADON, on 06/14/13 at 10:45
AM, revealed she was not aware of the newly
identified areas. on 06/13/13, She revealed RN #1
should have assessed, measured, and
documented the wounds, as well as notified the
physician for a treatment plan.
Interview with the Director of Nursing (DON}, on .
06/14/13 gt 4:45 PM, revealed the ADON giﬁg;f: I‘:;Bii‘ii';fe“‘ Hazards/ 7728013
assessed and measured wounds weekly;
however, If new areas were identified, it would be 1. The knife for resident # 12 was
that nurlse’s responsibility to assess, document, rémove d by a CNA on 6/12/13,
and notify the phys;ma_n for treatment. 2. A facility wide audit was completed
F 323 483.25() FREE OF ACCIDENT F323 by the Administrator and Maintenance
$5=D | HAZARDS/SUPERVISION/DEVICES Director on 7/17/13 to identify any
The facility must ensure that the resident E::’:; ‘;ﬂﬁeon;itl}l‘ ;al.’!;;g; tl_::;llldlng
enviroriment remains as free of accident hazards enviror.1men tal hazards were identified
as is possible; and each resident receives 3, All facility staff will be re-edu cate&
adequate Sl.JperVision and assistance devices to h;r the Administrator. Director of
prevent accidents. Nursing, Assistant Director of Nursing
of Unit Manager related to promoting a
e , ] safe environment including residents | |
using sharp objects to include knives
and scissors. This education will be
completed by 7/28/13 with no staff
This REQUIREMENT is not met as evidenced
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Based on observation and inlerview it was
determined the faciiity failed to ensure the
resident environment remained as free of
accident hazards as is possible related to sharp
knives abserved being kept unsecured in a
resident's room.

The findings include:

Review of the facility's Admission Agreement,
dated 07/01/12, revealed under the
responsibiliies Section #9; "The resident agrees
that if the presence of any of his or her personal
possessions violates local, State, Federal taws,
rules, or regulations, or policies of the Center, the
Center has the right to require the resident to
rermove them or to seek assistance from
appropriate authorities to assist in the removal of
such possessions”.

Arecord review revealed Resident #12 was
admitted to the facility on 03/11/13 with diagnoses
to include Diabetes Meflitus and Congestive Heart
Fallure. A review of the admission Minimum Data
Set assessment, dated 03/18/13 revealed the
facifity assessed the resident as cognitively intact,
There was no evidence an assessment was
completed to defermine if it was safe for the
resident fo store knifes in his/her room.

Observation on 06/12/13 at §:30 AM, during the
initial tour, revealed Resident #12 was in his/her

- Hroomy: Interview with-the-resident-at this time -

revealed the resident was confused,

Observation on 06/12/13 at 12:00 PM, revealed
the lunch meal being served to Resident #12 in

received this education,

4. The Administrator, Director of
Nursing, Assistant Director of Nursing
or Unit Manager will complete weekly
audits for twelve (12) weeks of the
facility to assure that no unsafe objeets
are unsecured. The Director of Nursing,
Assistant Director of Nursing or Unit
Manager will complete a Jook behind
skin assessment five (5) times per week
for twelve (12) weeks. A look behind
skin assessment is a skin assessment
completed after the direct care nurse has
completed a skin assessment to assure
that the nurse has identified any new
skin impairments and notified the
physician of any new skin impairments,
The results of these audits wiil be
reviewed with the Quality Assurance
Committee Monthly for at least three
{3) months io assure ongoing
compliance. If at any time concerns are
identified, a Quality Assurance
Committee will convene to review and
make further recommendations as
needed. The Quality Assurance
Committee will consist of at a minimum
the Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services Director with the Medical
Director attending at least quarterly.
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his/her room. Resident #12 did not want what
was being served and requested the Certified
Nurse Aide (CNA) #1 to obtain ring bologna from
the resident's personal refrigerator located in the
room and a knife to cut the bologna, The CNA
obtained the bologna from the refrigerator and
then got a sharp knife from the bed side night
stand top drawer. Observation, at the time
revealed two (2) sharp knives, unsecured, in the
top drawer of the Resident #12's bed slde night
stand.

Interview with CNA #1, on 06/12/13 at 12:50 PM,
revealed sharp objects were never to be
unsecured in residents' rooms and she did not
know how long Resident #12 had the sharp
knives. The CNA reported the sharp knives she
had observed to her supervisor after serving
Resident #12's lunch.

Interview on 06/12 13 at 3:45 PM, with the
Assistant Director of Nursing (ADON), revealed
residents were not permitted to keep sharp
knives in a drawer unsecured because there was
a potential for injury as multiple residents who
were confused and wandered.

Interview with the Director of Nursing (DON), on
06/12/13 at 3:50 PM, revealed no resident was to
have any sharp object in their room that was not
secured. It was the responsibility of everyone to
observe and ensure sharp objects were not left
unsecured.
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