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A recertification and relicensure survey was
conducted on 07/20/15, 07/21/185, 07/22/15, and
07/23/15.

F 15671 483.10(b)(11) NOTIFY OF CHANGES F 167
ss=E | (INJURY/DECLINE/ROOM, ETC})

A facility must immediately inform the resident; F 157
consult with the resldent's physician; and if
known, nofify the resident’s legal representative
or an interested family member when there is an

accident involving the resident which resuits in 08/18/15
injury and has the potential for requiring physician ") :
intervention; & significant change in the resident's ' E:')] E @ E HVE @

physical, mental, or psychosocial status (i.e.,a :

deterioration in health, mental, or psychosocial AUG 17 2015

status In elther life threatening conditions or
clinical complications); a nead to alter freatment
significantly (i.e., a need to discontinue an
exisiing form of treatment due to adverse

bong Term Care

consequences, of to commence a new form of : c
treatment); or a decision to transfer or discharge L. _R_.es‘@en.t #25 has complated
the resident from the facility as specified in antibiotics and no \A{eund
§483.12(a). odor is present at this time,

Wound care will continue

The facility must also promptly notify the resident o be provided daily per her

and, if known, the resident’s legal representative

or interested family member when there is a ' physician’s orders. Physician
change in room or rcommate assighment as will bg notified promptly of
specified in §483.18(e}2); or a change in ‘o A =
resident righfs under Federal or State law or a-ny_ decline. On7/24/15 all
regulations as spacifled in paragraph (b){1) of IlcenSt?d nurses were :
this section.  inserviced regarding pressure
The facility must record and peilodically update ulcers, Wm_mds’. wou}ld odors
the address and phone number of the resident's and Qrg)mpt notification of
legal representative or interested family member. physician,
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE o CTIHLE ' (X6} DATE

Any defctency statemant ending with an astensk {*} denotes a deficiency which the institution may be excused from correcllng pmvl Ing ftis determined that
ofher gafeguards provide sufficiant profgclion to the patients. (See Instructions.) Except for nursing homes, the findings staled above are disclosable 80 days
following the date of survey whether or not a plan of coreaction Is provided, For nursing hores, the above findings and plans of corraction are disclosable 14
days following the date these documents are made available to the facilily, If deficlencles are cited, an approved plan of corraction is requistte to continued

program pardiclpation,
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This REQUIREMENT is nol met as evidenced
by:
Based on record review, interview, and 2. Al residents an b
observation, it was determined the facility failed to - £ ' " tidbn ‘fh ® %otenually
ensure the physician was nofified when there was aliecied by tats a eged
a potential for a required physician ordered deficient practice.

intervention for one {#25) of 29 residents
sampled whose medical records were reviewed,
The facility failed fo nofify the physician after
noticing a wound odor from a pressure ulcer

3. DON, ADON, and MDS

which delayed a treatment for ten days. Nurse will do weekly

. ) eas1Ire 2
The Director of Nursing {DON) identified 49 m asulem.ents of E.l.ﬁh
residents who resided in the facility. pz'es§ure areas toget ?r,

‘ \ Staging of wounds will be
Findings: done by DON or RN only,
The facility's ‘Care and ‘Prevention of Pressure DON ?r RN WIH‘, manitor
Ulcer' policy documented the following: the skin book daily for
“...if a pressure ulcer Is present, the licensed compliance and to ensure
nurse is responsible to record condition of the the fihysician has been

skin, including stage, size, site, depth, colot,
drainage and color as well as the treatment

notiffed pmmpﬂy of any

provided. Nofification of the physician Is required c}ecl’neg 'QA committee

when a new pressure ulcer is identified as well as will mcjmtor mbiiﬂlly for
H ¢ [ r

when freatment is not effeclive. , com pllance |

1. Resident #25 was admitted o the facility on
01/02/13, Diagnoses included pressure ulcers,
cellulitis/abscess, skin and subcutaneous tissue
disorders, pain, abnormail loss of weight, muscle
weakness, muscular disuse atrophy, anxiety, and
Alzheimer's Disease.

'RECEIVED |

AUG 17 201

tong Term Care
A slgnificant change assessment, dated 11/17/14, e
documented the resident's cognition was severely
impaired; required extensive assistance with
activities of daily living (ADLs) and did not
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ambulate; was always incontinent of howel and
bladder; and had two stage If pressure ulcers with
eschar being the most severe lissue type.

A skin assessment, dated 01/19/15, documented
a stage |l pressure ulcer on the resident's right
hip which measured 2.5 x 2.0 x 2.2 centimeler
(cm) with granulation, undermining, and drainage,

The following were skin assessments and
physician's orders for the pressure ulcer on the
resident's right hip: '

A physician's order, dated 01/22/15, documented
fo clean the area to the right hip with wound
cleanser (WC), pat dry, apply Santyl to wound
hed, pack with Santyl cover gauze; cover with
non border foam dressing and secure with tape
dalily x 14 days. '

01/26/16---stage I---2.3 X 1.5 x 2,0 cm with
slough, undermining, drainage and odor. {There
was no documentation of the physician being
natified about the edor to the pressure ulcer.)

02/02/15---stage 11--2.3 x 1.6 X 2.0 ¢m with [Er?l E@ EBV E @

slough and drainage.

- | A physician’s order, dated 02/05/15, documented ' AUG 17 2015
to continue the previous order.

Long Term Care

A physician's order, dated 03/20/15, documented
to clean the right hip wound with WG, pat dry,
apply Santyl io wound bed, pack with Santyl
covered gatize; cover with non border foam and
abdominal (ABD) pad and secure with tape daily
X 14 days.

03/30/15---stage 1I---1.3 x 1.0 X 3.0 cm with
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Continued From page 3
undermining and drainage.

04/06/15---stage I---1.3 x 1.0 x 2.5 cm with
slough, undermining, drainage, and odor. (There
was no documentation of the physician being
notified about the odor to the pressure ulcer at
this time.)

04/13/15-—-stage 1l---1.3 x 1.0 x 2.0 cm with
slough, undermining, drainage, and odor.

A physician’s order, dated 04/16/15, documented
the resident was to receive Bactiim DS 800-160
milligram one {ablet twice a day for hip pressure
ulcer. (The treatment for the pressure ulcer was
obtained ten days after the odor was first noticed
on 04/06/15.)

A physician's order, dated 0420715, documented
to clean the right hip wound with WC, apply thin
layer of Vasolex ointment and Vaseline gauze;
caver with 4x4 and ABD pad daily x 14 days.

04/23/16---stage 1I---1.0 X 0.5 x 1.0 cm with
sleugh, undermining, drainage and odor,

On 07/23/15 at 10:15 am, the DON was asked
why the physician had not been contacted until
ten days later after the odor from the pressure
ulcer had first been noliced. The DON stated she
did not feel the odor had been from an infection
but had been from necrofic tissue.

483.20(q) - (j) ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident’s status,

D PROVIDER'S PLAN OF GORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
F 157
F 278
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A registered nurse must cohduct of coordinate
each assessment with the appropriate
participation of health professionals,
A registered nurse must sign and certify that the F278
assessment s completed.
Each individual who completes a portion of the
assessment must sign and cettify the accuracy of 08/18/15
that portion of the assessment. _
Under Medicare and Medicaid, an individual who 1. On7/27/15 a significant
willfully and knowingly cerlifies a material and change assessment was
false statement in a resident assessment is '1' d ' X
stbject to a civil money penalty of not more than completed on Reslden?
$1,000 for each assessment, or an individual who #25 to correct the staging
willfully and knowingly causes another individual of wounds from stage 11
to certify a material and false statementina | _
resident assessment Is subject to a civil money to unstageable. On 7/27/15
penalty of not more than $5,000 for each a bladder assessment was
asgessment. completed on Resident
47. i :
Clinical disagreament does not constitute a 1#4 dResn_:lent #47 vias
material and false statement. found to be frequently
incontinent. The 3/22/15
. ., ) assessment for Resident

E}?:IS REQUIREMENT is not met as evidenced #47 was modified to
Based on record review, observation and correct the inaccuracy.
intérview, it was determined the facility failed to On 7/27/15 DON, ADON,
ensiire resident agsessments accurately reflected
the residents' status for two (#26 and #47) of 28 and MDS Nurse measured

| sampled residents whose assessments were all pressure areas together.
reviewed, The quarterly assessment, dated DON checked the accuracy
05/20/15, and the significant change of the staging of all
assessments, dated 11/17/14 and 07/05/15, had ' tes ; EINE Ei t1i
inaccurately staged the pressure sores for pressurc areas at that time.
resident #25. The admission assessment, dated As of 8/12/15 all residents
03/22/15, had inaccurately assessed resident #47 have had anew bowland = |
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sores and 30 residents occasionally or frequently
incontinent of urine, .

Findings:

1. Resident #47 was admiited to the facility on
03/09715. The resident's diagnoses included
overactive bladder, congestive heart failure, and
edema.

Abowel and bladder evaluation, dated 03/09/15,
documented the resident had a total score of 18.
Ascore of 21-15 indicated the resident may be a
candidate for bowel and biladder training.

The admission assessme_nf, dafed 0322115,
documented the resident's cognition was intact
and was always continent.

A bowel and bladder evaluation, dated 06/07/15,
documented the resident had scored 18, was
frequently incontinent of bladder and may be a
good candidate for bowel and bladder training.

A significant change assessment, dated 06/22/15,
documented the resident's cognition was intact
and was frequently incontinent of urine,

A care plan, dated 06/22/15, documented the
resident had an overactive bladder and
axpetienced incontinent episodes of diibbling.

On 07/22/15 at 12:36 p.m,, the minimum dala set
(MDS) coordinator was interviewed regarding the
resident becoming incontinent of urine per the

06/22/15 assessment after being in the facility for

2. 35 residents are potentially
affected by this alleged
deficient practice.

3. DON, ADON, and MDS
Nurse will measure all
pressure areas together
weekly. Staging of
wounds will be done by

evaluations will be
completed by MDS Nurse
and DON will review for
accuracy, QA committee
will monitor monthly for
compliance.

DON or RN only. Bladder
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as always continent of urine. completed to e-r.lsure the
accuracy of their
The facility identified five residenis with pressure assessments.
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03/22/15, was-probably wrong. The DON sald the

lust three months, The MDS coordinator was
shown the two MDS assessments with the
admission assessment, dated 03/22/15,
documenting the resident was always continent of
urfne and three months later the significant
assessment, dated 06/22/15, documenting the
resident was frequently incontinent of urine, The
MDS coordinator said she thought the confusion
between the two assessments was due to the fact
the resident would wet her depends af night but
would change them hefore the staff knew she

had been incontinent. The MDS coordinator said
the resident did her own care. ~

On 07/23/15 at 11:30 a.m., the Director of
Nursing (DON) was shown the two assessments.
The DON said the admission assesshent, dated

resident's briefs in the mornings have always
been wet with urine.

On 07/23/15 at 11:49 a.m., the MDS coordinator
looked at the admissionh assessment, dated
03/22/15, documenting the resident was always
continent of urine. The MDS coordinator stated,"
| was asking the wrong question and they did not
understand what | was asking. | think the
admission assessment was wrong." She said the
resident had not been continent of uring since the
resident was adimitted to the faciilty.

2. Resident #25 was admitted to the facility on
01/02/13, Diagnoses included pressure ulcers,
cellulitis/abiscess, skin and subcutaneous tissue
disorders, pain, abnormal loss of weight, muscle
wealkness, muscular disuse atrophy, anxiely, and
Alzheimer's Disease. _

A skin assessment, dated 11/17/14, documented
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a slage |l pressure ulcer to the resident's right hip
which measured 3.0 x 2.0 x <0.1 cm with eschar,
slough, and drainage. (A pressure Ulcer with
eschar and slough is considered unstageable.) .

A significant change assessment, dated 11/17/14,
documented the resident's cognition was severly
impaired; needed extensive assistance with
activities of daily living (ADLs) and did not
ambulate; was always incontinent of howel and
bladdar, two stage It pressure ulcers with eschar
being the most severe tissue type. (The
assessment did not include an unstageable
pressure ulcer or the pressure ulcer dimensions.)

The following are skin assessments for the
pressure Ulcer on the resident’s right hip:

14/24H4--stage I1--2.0 x 2.0 x <0.1 cm with
aschar, slough, and drainage.

12/0114--stage 1:---2.0 x 2.5 x <0.1 cm with
eschar, slough, and drainage.

12/15/14--stage ---2.5 x 3.0 x <0.1 ¢ with
eschar and slough.

12/22H4---stage 11---3.0 x 3.5 x <0.1 cm with
eschar and slough.

12/29/14---stage }---3.0 x 3.0 x <0.1 cm with
granutation and slough.

01/06/16---stage 11---2.8 x 2.6 cm with
granulation, slough and drainage.

1 0112M15---stage [I---2.5 x 2.0 X 2.0 cm with

granulation and drainage. (A pressure ulcer with
a 2.0 cm depth and granutation and no slough 1s

F278
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considerad a stage three {IIl) pressure ulcer.)

01/26/15---stage 1---2.3 x 1.5 x 2.0 cm with
slough, undermining, drainage and odor.

02/02/15-stage 11-—2.3 X 1.5 x 2.0 cm with
slough and drainage.

02/09/15-—stage [1—2.3 x 1.5 x 2.5 cm with
granuiation, slough and drainage.

02/16/15---stage 12,3 x 1.5 X 2.0 cm with
granulation, slough and drainage.

A significant change assessment, dated 02/17/15,
documented the resident had one stage one (!}
pressure ulcer, wo stage il pressure ulcers, and
one deap fissue injury pressure ulcer with slough
being the most severe issue type. {The
significant change assessment did not include an
unstageable pressure ulcer or the pressure ulcer
dimensions.)

The following are skin assessments for the
pressure wlcer on the rasident's right hip:

02/23/15---stage [I---2.3 x 1.5 X 2,0 om with
granulation, slough and drainage.

04/06/15---stage I---1.3 X 1.0 x 2.5 em with
slough, undermining, drainage, and odor,

04/13/16---stage l---1.3 X 1.0 x 2.0 cm with
slough, undermining, drainage, and odor,

04/23/15---stage I1---1.0 x 0.5 x 1.0 cm with
slough, undermining, drainage and odor.

05/12/15---stage lI---0.8 x 0.5 cm with slough and
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drainage.

05/18/15---stage (I---0.7 x 0.5 cm with slough and
drainage.

A quarterly assessment, dated 0520415,
documented the resident had four stage ||
pressure ulcers with eschar being the most
severe tissue type. (The gquarterly assessment
did not include an unstageable pressure ulcer or
the pressure uicer dimensions.)

On 0712015 at 8:58 am, licensed practical nurse
(LPN) #1 was asked why the resident's pressure
ulcer was staged as a stage R when the ulcer had
a 2.0 cm depth. The LPN said she did not know
she could up-stage the wounds. She said she
thought a registered nurse was supposed to
stage the pressure tlcers.

On 07/22/15 at 4:14 pm, the DON was asked
about the inaccurate staging and incomplate
docurmentation of the pressure ulcers. She
stated she inserviced the nurses yesterday about
the issues. She sald the pressure uicers with
slough or eschar should have been staged as
unstageable. The DON said she explained to the
nurses they could increase stage severity of the
pressure uicers but the pressure ulcers could not
be staged down to lower stage.

On 07/23/15 at 9:05 am, the resident was
observed receiving a pressure ulcer freatment to
her tight hip. The pressure ulcer was an
approximate 0.2 cm pink open area.

On 0712315 at 10:.00 am, the minimum data set
{MDS) coordinator was asked why the MDS
assessments, dated 11/17/14, 05/20/15, and
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07/05/15, did not include the unstageable
pressure ulcer, She reviewed tha skin
assessments and said she should have
documented an unstageable pressure ulcer
instead of a stage Il ulcer. The MDS coordinator
was asked if she actually viewed the resident's
gkin and ulcers. She said, "Yes".

3. Resident #25 was admitted to the facllity on
01/02/13 and had diagnoses which included
pressure ulcers, cellulitis/abscess, skin and
subcutaneous tissue disorders, pain, abnormal
loss of weight, muscle weakness, muscular
disuse atrophy, anxisty, and Alzheimer's disease.

A significant change assessment, dated 02/17/5,
documented the resident's cognition was severly
impaired; needed extensive assistance with
activities of daily Hiving (ADLs) and did not
ambulate; was always incontinent of bowel and
bladder; and had one stage one (I} pressure
ulcer, two stage 1l pressure ulcers, and one deap
tissue Injury pressure ulcer with slough being the
most severe tissue type. (The significan{ change
assessment did not include an unstageable
pressure ulcer or the pressure ulcer dimensions.)

A skin assessment, dated 04/09/185, documented
the resldent had a stage two (I1} pressure uicer on
the right ball of her foot which measured 4.5 x 4.0
centimeters {cm) x unable to determined (UTD)
with a purplefred blister with a yellow soft center.
{The pressure ulcer was stagged as a stage Ii
instead of an unstageable pressure ulcer.)

The following are skin assessments for the
resident's right foot:

04/13/16---stage 11--4.6. x 4.0 cm with a red area |.

F278
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and yellow blister.

04/23/15---stage }---1.6 x 2.0 x <0.1 cm with a
blister and white slough.

04/27/15--stage I---1.5x 2.0 x 0.1 cm with white
slough.

058/04/15---stage II---1.8 x 2.0 cm with slough.

05/18/15---stage [I--3.0 x 2.0 cm with unopened
red eschar and slough. {The pressure ulcer with
eschar and slough continues to be staged as a
stage Il instead of an unstageable pressure
ulcer.) .

A quarterly assessmaent, dated 05/20/15,
documented the resident had four stage Il
pressure ulcers with eschar being the most
severe tissuie type. (The quarterly assessment
did not include an unstageable pressure ulcer or
the pressure ulcer dimensions.)

The following are skin assessmer{ts for the
resident's right foot:

05/25/15---stage 1I--2.7 x 2.0 cm with eschar and
slough.

06/01/15-—-stage [I---2.5 x 2.0 cm with eschar and
slough,

06/08/15---stage [I---2.5 x 2.5 cm with eschar and
slough.

06/15/15---stage [I---3.5 x 4.0 cm with black
necrotic tissue, eschar, and drainage.

06/22115---stage ll---4.0 x 4.0 cm with slough and
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dralnage.

06/28/16---stage three {I1})-—-4.0 x 3.5 x UTD with
slough and drainage.

A significant change assessment, dated 07/05/15,
documented the resident had two stage (I
pressure ulcers with slough being the most
severe tissue type and received hospice services.
(The significant change assessment did not
incfude an unstageable pressure ulcer/stage Il or
the pressure ulcer dimensions.)

On 07/20/15 at 8:58 am, licensed pracfical nurse
{LLPN} #1 was asked why the resident’s pressure
ulcer was staged as a stage Il and stage Il when
the pressure ulcer had slough and eschar. She
stated the pressure ulger should have been
staged as unstageable,

On 07/22/15 at 4:14 pm, the DON was asked
about the indocurate staging and incomplete
documentation of the pressure ulcers. She
stated she Inssrviced the nurses yesterday about
the issues. The DON said the pressure ulcers
with slough or eschar should have been sfaged -
as unsiageable. The DON said she explained to
the nurses they could increase the stage severity
of the pressure ylcers but the pressure ulcers
could not be staged down fo a lower stage.

On 07723715 al 9:05 am, the resident was
observed receiving a pressure ulcer freatment {o
her right foot. The pressure ulcer was
approximately 4 x 4 cm with slough., Registered
nurse (RN)#1 was asked what was the slage of
the pressure ylcer, She sald it was a stage 1.

On 07/23/15 at 10:00 am, the minimum data set
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{MDS) coordinator was asked why the MDS
assessments, dated 05/20/15 and 07/05/15 did
not include the unstageable pressure ulcer. She
reviewed the skin assessments and said she
shouid have documented an unstageable
pressure ulcer instead of a stage I ulcer, The
MDS coordinator was asked if she actually
viewed the resident's skin and ulcers. She sald,
IIYeSII'

483.25(c} TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

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
individuaf's clinfcat 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 oh record review, Interview, and
observation, it was determined the facility failed fo
ensure g resident with pressure ulcers recelved
treatrment and setvices o promote healing for
ane (#25) of three residents sampled for pressure
ulcars, The facility failed to:

a) accurately stage pressure ulcers,

b) consistently describe the wound beds of the
pressure ulcers. . ‘

c) notify the physician about an odor from a

F 278

F 314

F 314

08/18/15

1. (&) On 7/27/15 a significant
change assessment was
completed on resident #25
to correct the staging of
-wounds from Stage H 10
unstageable. On 8/3/15
all licensed nurses were
inserviced by our Woungd
Care Consultant Nurse
regarding wound stages,

2. 5 residents are potentially
affected by this alleged

deficient practice.
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impaired; needed exiensive assistance with
activittes of daily living (ADLs) and did not
ambulate; was always incontinent of bowel and
bladder; and had no pressure ulcers.

A skin assessment, dated 11/10/14, docurmented
the resident's right hip had a stage 1l pressure
ulcer which measured 2,8 x 1.5 x <0.1
centimeters {cm) with granulation tissue.

A physician's order, dated 11/10/14, documented
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pressure ulcer for ten days which delayed the
treatment. 3. DON, ADON, and MDS
The Direstor of Nursing (DON) identified five Nurse will do weekly
residents residing in the facifity with pressure measurements of all
ulcers. pressure areas together.
Staging of wounds will be
Findings: ' o
g done by DON or RN
The facility's 'Care an¢ Prevention of Pressure only. DON or RN will
Ulcer' policy documented the following: monitor the skin book
*_.If a pressure ulcer is present, the liconsed o R
nurse is responsible to racord condifion of the dally_for co‘mp_hal?ce.
skin, including stage, size, site, depth, color, QA Committee will
drainage and color as well as the ireatment review monthly for
_} provided. Nofification of the physician is required :
when a new pressure ulcer is identified as weil as compliance.
when treatment is not effective. i
1. Resident #25 was admitted to the facility on
01/02/13 and had diagnoses which included
pressure uleers, cellulltisfabscess, skin and
subcutaneous fissue disorders, pain, abnormal
loss of weight, muscle weakness, muscular
disuse atrophy, anxiety, and Alzheimer's disease.
Aquarterly assessment, dated 10/14/14, 1. (b)On7/27/15 DON,
documented the resident's cognition was severly ADON, and MDS$ Nurse

measured all pressure
areas together. DON
checked the accuracy of
the staging of all pressure
areas and ensured that the
wound beds on all
pressure areas were
correctly described. On
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Qlntment (TAO), and cover wilh border foam
every (q) day times (x) 14 days, then re-evaluate.

A physician's order, dated 11/14/14, documented
to clean area to right hip with WG, pat dry, apply
Santyl and TAO, and cover with border foam
dressing daily x 14 days.

A skin assessment, dated 11/17/14, documented

"a stage il pressure ulcer measuring 3.0 x 2.0 x

<0.1 cm with eschar, slough, and drainage. (A
pressure Ulcer with slough is considered
unstageable,)

A significant change assessment, dated 11/17/14,

documented the resident had two stage I
pressure ulcers with eschar being the most
severe tissue type.

The following are skin assessments and
physician's orders for the pressure ulcer on the
resident's right hip:

11/24/14---stage H---2,0 X 2.0 x <0.1 cm with
sschar, slough, and draihage.

A physician's order, dated 11/29/14, documented
to continue with the previous order.

12/01/4---stage ||---2.0 X 2.5 X <0.1 cm with
eschar, slough, and drainage.

12/08/14---(no stage)--3.0 X 3.0 cm—(no
description of wound bed).

12/16M4---stage 1---2.8 ¥ 3.0 X <0.1 cm with
eschar and slough.
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to cleanse open area to right hip with wound WEIC mserviceud by
cleanser (WC), pat dry, apply Triple Antibiotic Wound Care Consultant

Nurse regarding staging
of wounds and proper
documentation of
wound bed descriptions.

5 residents are potentially
affected by this alleged
deficient practice.

DON, ADON, and MDS
Nurse will do weekly
measurements of all
pressure areas together,
Staging of wounds will
be done by DON or RN
only. DON or RN will
monitor the skin book
daily for compliance
and to ensure that the
wound bedis
consistently described.
QA Committee will
review monthly for
compliance.
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A physician's order, dated 12/15/14, documented
to clean area to right hip with WC, pat dry, apply
Santyl, cover with gauze and Bactroban and
cover with border foam daiiy x 14 days.

12/22114---stage [I---3.0 x 3.6 x <0.1 cm with
eschar and slough.

A physician's order, dated 12/23/14, documented
to administer Bactrim DS 800-160 mifligrams
{mg) one tablet twice a day for skin disorder.

12/20/14--stage 1--3.0 X 3.0 x <0.1 cm with
granulation and slough.

01/0815---stage (I---2.8 x 2.5 om with
granulation, slough and drainage.

A physiclan's order, dated 01/07/15, documented
to clean the area o the right hip with WC, pat dry,
apply Santyl, cover with gauze, and cover with
border foamn dressing daily x 14 days.

01/12/16---stage [[---2,6 x 2.0 x 2.0 cm with
granulation and drainage. ({The pressure ulcer
with a 2.0 cm depth and granulation and no
slough or eschar is considered a stage three (I}
pressure ulcer.)

01/19/15---stage [I---2.5 X 2.0 x 2.2 cm with
granulation, undermining, and drainage.

A physician's order, dated 01/22/15, documented
to clean the area to the right hip with WC, pat dry,
apply Santyi fo wound bed, pack with Santy!
cover gauze; coverl with non border foam
dressing and secure with tape daily x 14 days.

completed antibiotics
and no wound odor is
present at this time. On
7/24/15 all licensed
nurses were inserviced
on pressure ulcers,
wounds, wound orders,
and prompt notification
of physician. :

5 residents are potentially
affected by this alleged
deficient practice.

DON, ADON, and MDS
Nurse will do weekly
measurements of all
pressure areas together.
Staging of wounds will

be done by DON or RN
only. DON or RN will
monitor the skin book

daily for compliance

and fo ensure the

physician has been promptly
notified of any decline. QA
Committee will review

monthly for compliance.
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01/26/15---stage II---2.3 x 1.5 X 2.0 cm with
slough, underenining, drainage and odor, (The
pressure ulcer with slough should be sfaged as
an unstageable pressure ulcer. There was ho
documentation of the physician being notified
about the odor to the pressure ulcer.)

02/02/15—-stage 1---2.3 x 1.5 x 2.0 cm with
slough and drainage.

A physician's order, dated 02/05/15, documented
| to continue the previous order.

02/09/15--stage l---2.3 X 1.5 x 2.5 cm with
granulation, slough and drainage.

02/16/15---gtage ll---2.3 X 1.5 x 2.0 cm with
granulation, stough and drainage. :

A significant change assessment, daled 02/17/15,
documented the resident had one stage one (1)
pressure ulcer, two stage Il pressure ulcers, and
one deep tissue injury prassure ulcer with slough
being the most severe lissue type.

The following are skin assessments and
physician's orders for the pressure uicer on the
resident's right hip:

A physician's order, dated 02/20/15, documented
to continue the previous order.

02/23/16---stage H---2.3 x 1.6 X 2.0 cm with
granulation, slough and drainage.

03/02/15---stage 1I--2.0 x 1.6 X 3.3 cm with
undermining and drainage. (The documentafion
does not describe the pressure ulcer's wound
hed.)
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03/09/15---stage lI---1.5 x 1.4 X 3.3 cm with
undermining and drainage.

03/16/15---stage II---1.5 x 1.4 x 3.4 cm with
undermining and drainage.

Aphysician's order, dated 03/20/15, documented
to clean the right hip wound with WC, pat dry,
apply Sanlyl to wound bed, pack with Santyl
covered gauze; cover with non border foam and
abdomen (ABD) pad and secure with tape daily %
14 days.

(3/23/16---stage [I---2.2 x 1.5 x 3.4 cm with
undsrmining and drainage.

03/30115—--stage II--1.3 x 1.0 x 3.0 cm with
undermining and drainage.

04/06/16---stage [I---1.3 x 1.0 x 2.5 cm with
slough, undermining, drainage, and odor. (The
physician was not nofified of the odor from the
pressure ulcer at this time.)

04/13/15-~stage i---1.3 x 1.0 X 2.0 cm with
sfough, undermining, drainage, and odor.

A physician's order, dated 04/16/15, documented
Bactrim DS 800-160 mg, one tab, twice a day for
diagnosis of hip pressure ulcer. (The treatment
for the pressure ulcer was obtained ten days after
the odor was noticed.)

A physician's order, dated 04/20/15, documented
to clean the right hip wound with WG, apply thin
layer of Vasolex ointrent and Vaseline gauze;
cover with 4x4 and ABD pad daily x 14 days.
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04/23/15-—stage [I---1.0 X 0.5 x 1.0 cm with
slough, undermining, drainage and odor.

04/27/15-—-stage I1--1.0 x 0.5 x 1.0 cm with
undermining and d ra_inage.

A physician's order, dated 04/28/15, documented
to-administer a Decubivile capsule every (q)
morning.

05/04/15---stage I!---O-B x 0.5 cm with drainage.

05/12/15---stage l1---0.8 x .5 cm with slough and
drainage.

(05/18/15---stage |I--0.7 x 0.6 cm with slough and
drainage.

A physician's order, dated 05/20/15, documented

to clean the right hip pressure ulcer with WG, pat
dry, apply a thin layer of Vasolex ointment, cover

with 4x4 and ABD pad; and secure with tape daily
¥ 14 days.

Aquaiterly assessment, dated 05/20/15,
documented the resident had four stage il
pressure ulcers with eschar being the most
severe tissue type.

The following are skin assessments and
physician's orders for the pressure ulcer on the
resldent’s right hip:

05/25/15----stage Il--0.6 x 0.7 cm with drainage.

06/014/15---stage [I---0.5 X 0.6 ¢m with a scab and
drainage,

06/08/15-—-stage H-—--0.4 X 0.4 cm with a scab and
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drainage. :

06/15/15---stage I---0.4 x 0.4 cm with a scab.

A physician's order, dated 06182015,
doctimented fo clean the right hip with WC, pat
dry, apply a thin layer of Vasolex, and cover with
border foam dressing dafly x 14 days.

06/22/15-—stage Il---0.4 x 0.4 om with redness
and a scab.

06/29/15---slage I[---0.4 x 0.4 cm with a scab,

Aphysician's order, dated 07/02/15, documented
to continue the previous order.

A significant change assessment, dated 07/05/15,
documented the resident had two stage Il
pressure uicers with slough being the most
severe tissue type and received hospice services.

The care plan, dated 07/05/15, docurmiented the

resident had a stage [ pressure ulcer to the right
hip which will heal by the next evaluation petiod.

The following interventions were to:

Keep the skin clean and dry.

Perforim freatment per order and if no
improvement within two weeks notify the
physician. .

Manitor for an increasse in breakdown and
signs/symptoms of infection,

Assess for verbal and non-verbal signs of pain, 4
Administer pain medications as ordered and
assess for effectiveness.

Provide pressure refieving device for bed and
wheel chalr.

Assist with turhing/repositioning every two hours
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and as needed. -

Encourage food and fluid intake within dietary
fimits,

Keep family and physician informed of her
progress.

The following are skin assessments for the
pressure ulcer on the resident's right hip:

07/06/15---stage [1---0.3 X 0.2 cm with a scab,

07/20/15-stage i1---0.3 X 0.2 cm with a scab.

On 07/20{15 at 8:58 am, licensed practical nurse
{LPN} #1 was asked why the residenl's pressure
uicer was sfaged as a stage I} when the ulcer had
a 2.0 cm depth. The LPN satd she did not know
she could up-stage the wounds. She said she
thought a registered nurse was supposed to
stage the pressure ulcers.

On 07122115 at 4:14 pm, the DON was asked
about the inaccurate staging and incomplete
documentation of the pressure ulcers, She
stated she inserviced the nurses yesterday about
the issues. She sald the pressure ulcers with
slough or eschar should have been staged as
unstageable. The DON sald she explained to the
nurses they could increase stage severity of the
pressure ulcers but the pressuire ulcers could not
be staged down to lower stage,

On 07/23/15 at 9:05 am, the resident was
observed recelving a pressure ulcer treatment to
her right hip. The pressure ulcer was an
approximate 0.2 cm pink open area.

F 314 I
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On 07/23/15 at 10:15 am, thea DON was asked
why fhe physician was not contacted about the
odor from the pressure ulcer until ten days later
on 04/16/15. She stated she did nof feel the odor
was from an infecfion but was from necrolic
tissue.

2. Resident #26 was admitted to the facility on
01402113 and had diagnoses which included
pressure ulcers, cellllitisfabscess, skin and
subcutaneous tissue disorders, pain, abnormal
foss of weight, muscle weakness, muscular
disuse atrophy, anxiety, and Alzheimer's diseasa.

A significant change assessment, dated 02/17/15,
documented the resident's cognition was severly
impafred; needed extensive assistance with
activities of daily living (ADLs) and did not
ambulate; was always incontinent of bowel and
bladder; and had one stage one (I} pressure
ulcer, two stage Il pressure ulcers, and one deep
tissue Injury pressure uleer with slough being the
most severe fissue type.

A skin assessment, dated 04/09/18, documentead
the resident had a stage two (1) pressure ulcer on
the right ball of her foot which measured 4.5 x 4.0
centimeters (cm) x upable to determined (UTD)
with a purple/red blister with a yellow soft center.
(The pressure ulcer was stagged as a sfage |l
instead of an unstageable presstire vicer.)

A physician's order, dated 04/09/15, documentad
to apply border foam to the ball of the right foot
dally x 14 days for the stage |} pressure ulcer.

The following are skin assessments and
physiclan's orders for the resldent's right foot;
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04/13/15---stage lI---4.5. x 4.0 cm with a red area
and yeliow blister.

04/23M5---stage H---1.5 x 2.0 x <0.1 cr with a
blister and white slough.

A physician's order, dated 04/23/2015,
documented to clean the area to the ball of the
right foot with wound cleanser (WC), pat dry,
apply Granulex, and cover with border foam
dressing daily x 14 days.

04/27/16---stage II---1.56 X 2,0 x 0.1 am with white
slough.

A physician's order, dated 04/28/16, documented
to administer a Decubivite capsule daily.

05/04/15—stage ll--1.8 X 2.0 om with slotigh.

A physicfan's order, dated 05/06/18, documented
fo continue to clean the area to the ball of the
right foot with WC, pat dry, apply Granulex, cover
with boarder foam dressing daily x 14 -days.

05/12115---stage II---1.8 x 2.0 cm with dry skin
and a scab.

05/18/15-—-stage 1I---3.0 x 2.0 cm with unopened
red eschar and slough. (The pressure ulcer with
eschar and slough continues fo be sfaged as a
stage Il instead of an unstageabls pressure
ulcer.)

A quarterly assessment, dated 05/20/15,
documented the resident had four stage i
pressure ulcers with eschar being the most
.| severe fissue type.
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The following are skin assessments and
physician's orders for the resident's right foot:

Aphysician's order, dated 05/22/15, documentad
to clean the area to the ball of the right foot with
WC, pat dry, apply Santyl, and cover with boarder
foam daily x 14 days for the stage I pressure
ulcer..

05/26/15---stage [1---2.7 x 2.0 cm with eschar and
slough.

06/31/15---stage 11--2.5 X 2.0 cm with eschar and
slough.

A physician's order, dated 06/04/15, documented
to confinue to clean area o the bafl of right foot
with WC, pat and dry, apply Santyl, and cover
with border foam daily x 14.

06/08/15---stage 2.5 x 2.5 om with eschar and
slough,

06/16/16---stage [I---3,5 X 4.0 cm with black
necrotic tissue, eschar, and dralnage.

A physician's order, dated 06/18/15, documented
to clean the right balt of foot with WC, pat dry,
apply Santyl and Bactoban; and cover with
calcium alginate and border foam daily X 14 days.

06/22/15---stage H---4.0 x 4.0 om with slough and
drainage.

Aphysician's order, dated 06/23/15, documented
fo obtain an x-ray to right ball of foot for diagnosis
of wound. .

Alahoratory report, dated 06/26/15, documented | ‘
FORM CMS:2567(02-99) Pravious Versions Obsolele © EventID:DHS4  -FacliyID:NHO70301 If continuation sheet Page 25 of 30




PRINTED: 08/10/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CORNSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
375519 B. WING 07/23/2015
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1061 NORTH ACCESS ROAD
C
CALERAMANOR, LL CALERA, OK 74730
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION (s
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 314 | Continued From page 26 F 314

the culiure was positive for
fluoroquinolone-resistant enterchacteriaceae.

A physician's order, dated 06/26/15, documented
to start Augmentin 875 milligrams (mg) two times
a day x 10 days. '

06/29/15---stage three {ll1}---4.0 x 3.5 x UTD with
slough and dralnage. (The pressura ulcer with
slough was documented as a stage (1l and did not
document whether the sloth had covered the
wound bed.)

A physician's order, dated 07/02/15, documented
to ¢iean the right ball of the foof with WC, pat dry,
apply Santyt and Bactohan; cover with calclum
alginate, 4x4 abdomen (ABD} pad, and tape daily
X 14 days.

A significant change assessment, dated 07/05/15,
documented the resident had two stage If
pressure ulcers with slough being the most
severe fissue type; and received hospice
services.

The care plan, dated 07/05/15, documented the
resident had a sfage I} pressure ulcer to the ball
of her right foot which will heal by next evaluation
period. The following interventions were to:

Keep the skin clean and dry.

Perform treatment per order and if no
improvement within two weeks notify the
physlcian. _ :
Monitor for an Increase in breakdown and
signsfsymptoms of infection.

Assess for verbal and non-verbal signs of pain.
Administer pain medicaticns as ordered and
assess for effectiveness.
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Provide pressure relieving device for hed and
wheel chair,

Assist with turningfrepositioning every two hours
and as needed.

Encourage food and fluid intake within dietary
limits,

Keep family and physician informed of her
progress.

The following are skin assessments and
physician's orders for the resident's right foot:

07/06/15-—-stage IH---4.0 x 4.0 x UTD with slough
and drainage. .

071131 5-stage lll---4.0 x 4.0 x UTD with slough
necrofic fissue and purulent.

A physician's order, dated 87116115, documented
to conlinue to clean with WC, pat dry, apply
Santyl, and Bactoban; cover with-calcium
alginate, 4 x 4 gauze, and horder foam daily x 14
days,

07/20/16---stage il--4.0 x 4.0 x UTD with slough
and purulent,

0On 07/20/15 at 8:58 am, licensed practical nurse
(LPNj) #1 was asked why the resident's pressure
ulcer was stagad as a stage H and stage Ili when
the pressure ulcer had slough and eschar. She
stated the pressure ulcer should have been
staged as unstageable.

On 07/22/15 at 4:14 pm, the DON was asked
about the inaccurate staging and incomplete
documentation of the pressure ulcers. She
stated she inserviced the nurses yesterday about
the issues. She said the pressure ulcers with
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glough or eschar should have been staged as
unstageable. The DON said she explained {o the
nurses they could increase the stage severity of
the pressure uicers but the pressure ulcers could
not be staged down to a lower stage.

On 07/23/15 at 9:05 am, the resident was
observed receiving a pressure ulcer treafment to
her right foot. The pressure ulcer was
approximately 4 x 4 cm with slough. Registered
nurse (RN) #1 was asked what was the stage of
the pressure ulcer. She said it was a stage lIl.

i~ 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F 425
ss=F | ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency F 425
drugs and biologicais to its residents, or obtain
them under an agreement described in - ) :
§483.75(h) of this part. The facility may permit 08/18/15
unlicensed personnel {o administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facllity must provide pharmaceutical services 1. On7723/15 the expired

{including procedures that assure the accurate Phenergan suppositories
acquiring, receiving, dispensing, and belonging to resident #44
administering of all drugs and biologicals) to meet ¢ 1e i
administoring of all drugs @ were removed from active
inventoty. On 7/23/15 the
The fagliity must employ or obtain the services of ‘ three boxes of expired flu
2 Aic;?'n::geg?sa;?qags; r‘gCE:ig:}o;ifdgifa?l%?cﬁtaﬂon . vaccine that was facility
o0 Bl aopets o e P stogk were removed from
active inventory. On 8/3/15
all licensed nurses and
CMA’s were inserviced

This REQUIREMENT is not met as evidenced by a pharmacy employee
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-on at least a monthly basis, All expired

interview, it was determined the facility failed to
ehsure timely identification and removal of
expired medications from the current medication
supply for one (#44) of six residents sampled for
medications. The facilily failed to remove 12
expired Phenergan suppositories and 24 expired
doses of flu vaccine from the medication room's
refrigerator. '

This had the potential to affect all 49 residents
residing in the facility who received medications
per the Director of Nursing.

Findings:

The facility's policy and procedure documented:
“Pharmacy Policles and Procedures,..insure that
all product {medication/supplies) in the
Pharmacy's inventory Is rotated andfor reviewad
on a consistent basls 1o prevent having expired
medicatiop/supply... The Pharmacy Manager will
delegate to appropriate personne! the task of
ensuiing that all "out dated’ ot ‘expired’
product/drug/supplies are removed from the
pharmacy's Inventory, This process will be done

medications/supplies will be removed from the
active inventory and desiroyed or returned for
credit per the pharmacy's standard of practice in
compliance with the State Board of Pharmacy
Rules and Regulations.”

On 07/23M6 at 10:42 a.m., a tour of the
rnedication storage room was conducted.

The refrigerator was observed lo contaln a plagtic
package containing 12 Phenergan suppositoties.
The labet on the package identified the
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by: expiration dates and
Based on record review, observation, and the process of reordering

medications. On 8/5/15
our Pharmacy Technician
did a complete audit of
all medications in house,

All residents are potentially
affected by this alleged
deficient practice,

Pharmacy Technician or DON
will audit all in house
medications monthly to ensure
all medications are removed
from active inventory prior
to reaching thefr expiration
date, CMA’s will check
expiration dates prior to
giving a medication to a
resident. QA Committee
will review monthly for
gompliance,

FORM CMS-2567{02-98) Previous Versions Obsolote

Event I D1H814

Faclity ID; NHO70304

if continuation sheel Page 29 of 30



JacquesB
Highlight


DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/10/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

375518

(X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUNLBING

B. WING

COMPLETED

0772312015

NAME OF PROVIDER OR SUPPLIER

GCALERA MANOR, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1061 NORTH ACCESS ROAD
CALERA, OK 74730

(x4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION (5]
(EACH CORRECTIVE AGTION SHOULD BE COMPLETION

GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY}

F 425

Continued From page 29

medication belonged to resident #44 and had
been obtained from the pharmacy in November
2014. The expiration date on the 12.5 milligram
{mg) suppositories was Oclober 2014.

The medication room refrigerator also contained
three hoxes (24 doses) of Fluarlx {flu vaceine)
thal was facility stock, The expiration date on the
flu vaccine was 06/30/15.

On 07/23/15 at 10:44 a.m., Certified Medication
Aide (CMA) #1 was asked who was responsible
for checking the medications expiration dates.
The CMA reported the company which supplied
the facllity's madications had a staff member who
came and checked the medicafions evary month.
The CMA was asked when the medications had
been last checked, She.stated, "This month."

On 07/23M5 at 11:20 a.m., the Administrator
(ADM) was informed of the ohserved expired
medications found in the medication room's
refrigerator. Tha ADM reported the facility would
take care of the problem.

F 425
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