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F 0157

Level of harm - Immediate
jeopardy

Residents Affected - Few

Immediately tell the resident, the resident's doctor and a family member of the resident
 of situations (injury/decline/room, etc.)  that affect the resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on staff and physician interviews and record review the facility failed to notify the physician when a resident ' s
 condition changed. The resident had decreased urine output, increase in pain and complained of being sick for 1 of 3
 sampled residents (Resident #28). Resident #28 was diagnosed with [REDACTED].
Immediate jeopardy began on 01/31/16 when Resident #28 had no urine output and was not assessed for a change in condition
 and the physician was not contacted. Immediate jeopardy was removed on 03/24/16 when the facility implemented a credible
 allegation of compliance. The facility remains out of compliance at a lower scope and severity level D (no actual harm with
 the potential for more than minimal harm that is not immediate jeopardy) to complete employee and resident education and
 ensure monitoring systems in place are effective.
The findings included:
Resident #28 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The most recent Minimum Data Set ((MDS)
dated
 [DATE] specified the resident had moderately impaired cognition but had clear speech and able to make herself understood;
 she required extensive assistance with activities of daily living and had an indwelling urinary catheter.
A review of Resident #28's total daily fluid intake with meals and total urine output (measured in milliliters and
 documented by the nurse aides) revealed:

Date Fluid in Urine out
1/31/16 720ml 0ml
2/01/16 440ml 50ml
2/02/16 0ml 0ml
On 01/31/16 review of Resident #28's urine output revealed the Resident went 24 hours with no urine output. No documentation
 was made in the medical record on 01/31/16 that an assessment had been completed for no urine output or that the physician
 had been contacted.
On 02/01/16 review of Resident #28's urine output revealed the Resident #28 went 24 hours and only had 50ml of urine. There
 was no documentation that an assessment had been completed for the decreased urine output or that the physician had been
 contacted.
Further review of the medical record revealed:
- On 02/02/16 at 1:25 AM the resident complained of pain and was given [MEDICATION NAME] by Nurse #2.
- On 02/02/16 at 3:15 AM the resident complained of pain and was given Tylenol by Nurse #2.
- On 02/02/16 at 6:37 AM the resident continued to complain of pain and was given [MEDICATION NAME] again by Nurse #2.
There was no documentation in the medical record that Nurse #2 had assessed Resident #28 and had not contacted the physician
 regarding the Resident's continued complaints of pain.
On 02/02/16 at 5:00 PM a nurse's entry made by the nurse supervisor specified the family of Resident #28 was visiting and
 reported that the resident was not acting right and demanded the resident be sent to the Emergency Department. Resident
 #28's blood pressure was 95/54 and temperature was 99.4 degrees Fahrenheit, heart rate was 115 beats per minute and resting
 respirations were 34. The resident was noted to have 0 ml in urinary catheter bag.
The Emergency Medical Services (EMS) run report dated 02/02/16 at 6:15 PM specified Resident #28 was somnolent and had a
 fever of 100.3 degrees Fahrenheit. The Resident was given 200ml of normal saline intravenously. EMS documented the resident
 had thick discolored urine in catheter bag but did not specify how much.
On 02/02/16 Resident #28 was transported to the Emergency Department (ED). Review of the ED notes dated 02/02/16 specified
 the resident presented with [MEDICAL CONDITION] and in septic shock due to urinary tract infection [MEDICAL CONDITION].
In
 the ED they attempted to get a urine specimen but documented that there was not enough urine. Resident #28 was also
 diagnosed with [REDACTED]. In the ED, Resident #28's urinary catheter was changed and the hospital was able to obtain
 reddish pussy urine. Resident #28 was admitted to the Intensive Care Unit (ICU). Resident #28 was discharged from the
 hospital on [DATE] to another facility with a fair potential for rehab.
On 02/05/16 Nurse #2 documented a late entry for 02/02/16 that Resident #28 was able to make her needs known, the nurse aide
 (NA) reported resident complained of pain all over and was medicated with [MEDICATION NAME]. The entry specified the
 Resident was alert and verbal and noted to be heavily covered up. Urinary catheter noted with cloudy urine approximately
 100cc (cubic centimeters) output. At 3:15 AM resident continued to complain of pain. Resident was noted to be slightly
 diaphoretic (sweating) and temperature in room was elevated. Resident appears in no distress.
On 03/21/16 at 4:00 PM Nurse #2 was interviewed on the telephone and stated that she was assigned to work 02/01/16 at 11 PM
 to 02/02/16 until 7 AM which was a double shift (16 hours) for her. The nurse explained that she did not routinely work the
 hall with Resident #28 and was not overly familiar with the resident. The nurse recalled the night she was assigned to
 Resident #28 and her numerous complaints of pain. The nurse stated that she asked the nurse aides about the resident's
 complaints of pain and they reported to her that the resident always complained of pain and that it was normal for her. The
 nurse explained that when a resident complained of pain she would administer pain medication if ordered, wait 30-60 minutes
 to assess effectiveness of the pain medication. She added that if the pain was not resolved she would contact the
 physician. She stated that in the case of Resident #28 she did not call the physician because she did not feel anything was
 wrong with the resident and at the end of her shift (7 AM) the 2 doses of [MEDICATION NAME] and 1 dose of Tylenol
 (650milligrams) appeared to be effective because the resident was no longer complaining of pain. The nurse added that
 Resident #28's urine output had been poor during the same shift and the nurse aides reported that the resident's intake had
 been poor. The nurse explained that she wasn't concerned with the low urine output since the resident's intake was poor and
 that during night residents urinated less.
Review of Resident #28's Medication Administration (MAR) record for January 2016 and February 2016 revealed the resident
 received as needed pain medication less than daily expect on 02/02/16 she received 3 doses of as needed pain medication.
On 3/22/16 at 10:15 AM Nurse #4 was interviewed and stated she was the nurse assigned to Resident #28 on 02/02/16 from 7 AM
 to 3 PM. The Nurse explained the resident slept the majority of the shift and was refusing all intake and this was unusual
 for the resident. Nurse #4 explained that at the end of the shift nurse aide #2 reported to her that Resident #28's
 catheter bag was empty. The nurse stated that this was concerning to her because the Resident had been drinking fluids and
 the physician would need to be called. The nurse stated that it was the end of her shift when she became aware of the no
 urine output and she passed the concern along in report and expected that Nurse #3 follow-up by assessing the resident and
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(continued... from page 1)
 contacting the physician. Nurse #4 stated that she did not call the physician earlier in the shift because there was
 nothing to call about. Nurse #4 stated that if the nurse aide had reported sooner the resident had no urine output then she
 would have checked on the resident and contacted the physician.
On 03/22/16 at 10:30 AM Nurse #3 was interviewed on the telephone and reported that she was assigned to care for Resident
 #28 on 02/02/16 from 3 PM to 11 PM. The nurse explained that the shift was very hectic because when she arrived for her
 shift she was notified that a pharmacy consultant would be following her on her medication pass. The nurse stated that she
 was not given any concerns in report about her residents or Resident #28. The nurse stated she did not assess Resident #28
 or contact the physician because she was not aware the resident had gone 8 hours with no urine output and/or was
 complaining of being sick.
On 03/22/16 at 4:10 PM the Director of Nursing (DON) was interviewed and reported that she would expect nurse aides to
 report concerns of no urine output to the nurse and for the nurse to follow-up with that concern by assessing the resident
 to determine if the physician needed to be contacted. The DON explained that an assessment would include checking the
 catheter to make sure it was patent (able to flow) and look for signs of a change such as distended abdomen newness of
 pain. She added that if concerns were identified the nurse would be expected to call the physician.
On 03/23/16 at 8:48 AM the physician was interviewed on the telephone and explained that if a resident was having no urine
 output the nurse would be expected to assess the catheter and if unable to provide explanation for the no urine output then
 contact the physician. The physician stated that the need to contact the physician would rely on nursing judgement and a
 clinical assessment with data to support a change in the resident's condition.
On 03/22/16 at 4:30 PM the Administrator was notified of immediate jeopardy. The facility provided an acceptable credible
 allegation of compliance on 03/24/16. The following interventions were put into place to remove the immediate jeopardy.
F-157 Failure to notify MD of status change
1. Resident #28 no longer resides in the facility. Resident was transferred to hospital 2/2/16 and did not return to this
 facility upon discharge from hospital. The alleged deficient practice included a change in condition/overall status of the
 resident related to decrease output and mental changes which were not immediately assessed and identified and reported to
 the MD.
2. All residents have the potential to be affected by the alleged deficient practice. On 3/22/16 and 3/23/16 all residents
 were observed by licensed nursing staff to determine if they had a significant change in their physical or mental status.
 Any resident observed with a significant change in their physical or mental status was further assessed utilizing the
 Change Status Assessment. This assessment is a comprehensive assessment including all body systems, vital signs,
 medications and labs and functional status as well as documentation of the resident's Physician (MD) and Responsible Party
 (RP) notification. All residents with a catheter have been assessed by licensed nurses March 22 thru March 23, 2016 using
 the Nursing Change in Status Assessment tool 3/22 & 23, 2016 to identify any changes in status utilizing the Nursing change
 in status form. The Care plans for patients with catheters have been revised by the licensed nurse on March 23rd, 2016 to
 include notification of MD for decreased output or any identified status changes including pain, chill, change in color,
 consistency of urine or mental status changes.
3. Licensed Nurses will be in-serviced March 22, 2016 thru March 23rd prior to their next scheduled shift to work by the
 Director of Nursing/Designee on notifying the resident ' s MD and RP when a resident experiences a significant change in
 status including assessment of residents with catheters utilizing the Change of status assessment which includes assessment
 of output each shift and notification of MD and RP when decreased output or other identified status changes occur including
 pain, chills change in color consistency of urine or mental status changes. Licensed nursing staff also in-serviced on the
 use of the Change in status assessment form and the utilization of the 24 hour shift report as communication tools to
 report and document resident status changes on March 22-23 by the Director of Nursing. The Nursing assistants (NA) were
 in-serviced by Director of Nursing March 22, 2016 thru March 23rd on what constitutes and how to identify a significant
 change in resident condition including, but not limited to the following: no urinary output, change in color or consistency
 of the urine, mental status changes, nausea, vomiting, and pain and the need for immediate notification of the Licensed
 Nurse when they identify a change in the resident ' s status. Licensed nurses or NAs not yet in-serviced will be required
 to complete the in-service prior to working their next scheduled shift. They will not be allowed to work until they have
 completed the in-services.
4. Individual nurses identified in the alleged deficient practice were in-serviced by the Director of Nursing on March 22 on
 completion of the change of status assessment which becomes a part of the electronic medical record and includes
 notification of the MD and RP when a change is identified. The identified NA has been in-serviced the Director of Nursing
 March 23 on what constitutes a significant change in resident status and on immediate notification of the Licensed Nurse
 for any identified change in the resident occurs including no urinary output, change in color, consistency, or odor of
 urine, mental status changes, nausea, vomiting, vital signs or anything they see as a change in the patient.
The facility will utilize the 24 Hour shift to shift report as a communication tool to document status changes. The nurse
 will document any changes that occur during their shift and verbally communicate changes in status of residents from this
 tool during shift to shift report at shift change. For verification both nurses will be required to record their initials
 beside each residents name and information on the report as proof of receiving and giving report of status changes.
 Director of Nursing/Designee will monitor compliance by review of the 24 Hour report.
Immediate Jeopardy was removed on 03/24/16 at 2:30 PM when the facility provided evidence of additional training provided to
 the nursing staff that proved they were aware of the new system for notifying the physician of a resident's change in
 condition.

F 0224

Level of harm - Immediate
jeopardy

Residents Affected - Few

Write and use policies that forbid mistreatment, neglect and abuse of residents and theft
 of residents' property.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on staff, physician and family interviews and record review the facility neglected to seek medical intervention when
 it was reported that a resident had been drinking fluids but had no urine output for 8 hours and complained of not feeling
 well. The resident's family requested Emergency Medical Services (EMS) and the resident was admitted to Intensive Care Unit
 (ICU) diagnosed with [REDACTED].#28).
Immediate jeopardy began on 01/31/16 when Resident #28 had no urine output and the facility neglected to seek medical
 treatment or intervention for this change in condition. Immediate jeopardy was removed on 03/24/16 when the facility
 implemented a credible allegation of compliance. The facility remains out of compliance at a lower scope and severity level
 D (no actual harm with the potential for more than minimal harm that is not immediate jeopardy) to complete employee and
 resident education and ensure monitoring systems in place are effective.
The findings included:
Resident #28 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The most recent Minimum Data Set ((MDS)
dated
 [DATE] specified the resident had moderately impaired cognition but had clear speech and able to make herself understood;
 she required extensive assistance with activities of daily living but was able to feed herself with setup from staff; and
 had an indwelling urinary catheter. The MDS also specified the resident received as needed pain medication and was not on
 Hospice.
Resident #28 had a care plan for her urinary catheter updated on 01/26/16 that specified the bag was to be emptied every
 shift and to provide catheter care as ordered. The care plan goal was that the resident would not experience catheter
 relates issues such as failure to drain.
Resident #28 received a therapeutic, mechanically altered diet with regular liquids.
On 01/31/16 review of Resident #28's urine output revealed the Resident went 24 hours with no urine output. No documentation
 was made in the medical record on 01/31/16 that an assessment had been completed for no urine output or that the physician
 had been contacted.
On 02/01/16 review of Resident #28's urine output revealed the Resident #28 went 24 hours and only had 50ml of urine. No
 documentation that an assessment had been completed for the decreased urine output or that the physician had been contacted.
On 02/02/16 at 5:00 PM a nurse's entry made by the nurse supervisor specified the family of Resident #28 was visiting and
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(continued... from page 2)
 reported that the resident was not acting right and demanded the resident be sent to the Emergency Department. Resident
 #28's blood pressure was 95/54 and temperature was 99.4 degrees Fahrenheit, heart rate was 115 beats per minute and resting
 respirations were 34. The resident was noted to have 0 ml in Foley catheter bag.

The Emergency Medical Services (EMS) run report dated 02/02/16 at 6:15 PM specified Resident #28 was somnolent and had a
 fever of 100.3 degrees Fahrenheit. The Resident was given 200ml of normal saline intravenously. EMS documented the resident
 had thick discolored urine in catheter bag but did not specify how much.
On 02/02/16 Resident #28 was transported to the Emergency Department (ED). Review of the ED notes dated 02/02/16 specified
 the resident presented with [MEDICAL CONDITION] and in septic shock due to urinary tract infection [MEDICAL CONDITION].
In
 the ED they attempted to get a urine specimen but documented that there was not enough urine. Resident #28 was also
 diagnosed with [REDACTED]. In the ED, Resident #28's urinary catheter was changed and the hospital was able to obtain
 reddish pussy urine. Resident #28 was admitted to the Intensive Care Unit (ICU). Resident #28 was discharged from the
 hospital on [DATE] to another facility with a fair potential for rehab.
On 3/21/16 at 1:10 PM a family member of Resident #28 was interviewed on the telephone and reported that the family visited
 twice daily. The family member explained that on 02/02/16 around 4:30 PM she visited the resident and the resident was not
 her usual self. She explained that the resident was very lethargic and did not engage in conversation with the family as
 she usually did. The family member added that she attempted to get a nurse and the nurse told her that she was on a
 medication pass. The family member located a nurse supervisor and asked that the resident be transported to the ED. The
 family stated that since the hospitalization and time in ICU the resident's cognition was not the same.
On 3/22/16 at 10:15 AM Nurse #4 was interviewed and stated she was the nurse assigned to Resident #28 on 02/02/16 from 7 AM
 to 3 PM. The Nurse explained the resident slept the majority of the shift and was refusing all intake and this was unusual
 for the resident because would usually at least accept bites of food. Nurse #4 reported that she did not complete an
 assessment on Resident #28 that included checking her catheter or assessing her abdomen because the shift had been very
 busy and the resident did not appear to be in distress. Nurse #4 stated that by the end of the shift she estimated the
 resident drank a combined total of 60 - 120ml of water during the shift. Nurse #4 explained that at the end of the shift
 nurse aide #2 reported to her that Resident #28's catheter bag was empty. The nurse stated that this was concerning to her
 because the Resident had been drinking fluids and the physician would need to be called. During the shift the nurse aide
 had obtained vitals on the resident and according to Nurse #4 the vitals were okay. The nurse stated that it was the end of
 her shift when she became aware of the no urine output and she passed the concern along in report and expected that Nurse
 #3 follow-up by assessing the resident and contacting the physician. Nurse #4 stated that she did not call the physician
 earlier in the shift because there was nothing to call about. Nurse #4 added that she wished the nurse aide had reported
 earlier in the shift the poor urine output. The nurse also stated that she had been in the resident's room a few times
 during the shift but had not visualized the catheter bag because it was on the other side of the bed and she had not
 assessed Resident #28's catheter or abdomen.
On 03/22/16 at 10:30 AM Nurse #3 was interviewed on the telephone and reported that she was assigned to care for Resident
 #28 on 02/02/16 from 3 PM to 11 PM. The nurse explained that the shift was very hectic because when she arrived for her
 shift she was notified that a pharmacy consultant would be following her on her medication pass. The nurse stated that she
 was not given any concerns in report about her residents and therefore did not conduct an initial round on her residents to
 check them. Nurse #3 reported that it was her usual practice to make a brief round to spot check her residents. Nurse #3
 stated that she was not told in report that Resident #28 had gone 8 hours with no urine output. Nurse #3 proceeded to
 explain that she was completing her medication pass when family of Resident #28 arrived. She added that moments later the
 nurse supervisor asked the nurse to assess Resident #28 because she was not acting right. Nurse #3 stated she had to finish
 administering the medications already prepared before she could attend to Resident #28. Nurse #3 estimates she waited 5 to
 10 minutes before responding to concern about the resident. Nurse #3 stated that this was around 4:30 - 5 PM and that when
 she went into Resident #28's room it was the first time since her shift had started that she had visualized the resident.
 Nurse #3 reported that when she went into the room the resident was not her usual self, less alert and her response was
 very slow. Nurse #3 did not know how long the resident had been in that condition. The nurse also was not aware of how much
 urine was in the catheter bag and did not have time to fully assess because the family was insistent on calling 911.
The nurse aide assigned to Resident #28 on 02/02/16 from 3 PM to 11 PM was no longer employed at the facility unable to be
 interviewed.
On 03/22/16 at 1:00 PM the nurse supervisor was interviewed and reported that she was working on 02/02/16 and did not recall
 any concerns being reported that day about Resident #28. The nurse supervisor explained that around 5 PM the resident's
 family came and expressed concern that the resident was not acting right and wanted the resident sent to the ED. She added
 that she reported the concern to Nurse #3 who was busy completing a medication pass. And added that since Nurse #3 was busy
 she went to the room to check on Resident #28. The nurse supervisor reported that the family was concerned that the
 resident wouldn't speak but when the nurse supervisor called the resident's name, the resident was able to turn her head
 and respond. She stated that she glanced at the catheter bag and noted that it was empty. The nurse supervisor added that
 after the incident she became aware that the resident had gone a few days without having much urine output. She explained
 that no urine output in 8 hours would be a flag and the physician would need to be called. The nurse stated that prior to
 the incident the resident had not been declining in health. The nurse supervisor explained the process for documenting and
 monitoring fluid intake and urine output for residents with urinary catheters. She stated that the nurse aides were
 responsible for measuring and documenting the total amount of urine in the catheter bag into the computer. She went on to
 add that if a concern was noted with the urinary output such as being less than usual or change in appearance or not urine
 output the nurse aide would report the concern to the nurse. The nurse supervisor stated that the nurse aides were aware
 and educated to be accurate with their documentation.
On 03/22/16 at 4:10 PM the Director of Nursing (DON) was interviewed and reported that she would expect nurse aides to
 report concerns of no urine output to the nurse and for the nurse to follow-up with that concern by assessing the resident
 to determine if the physician needed to be contacted. The DON explained that an assessment would include checking the
 catheter to make sure it was patent (able to flow) and look for signs of a change such as distended abdomen newness of
 pain. She added that if concerns were identified the nurse would be expected to call the physician.
On 03/23/16 at 8:48 AM the physician was interviewed on the telephone and explained that if a resident was having no urine
 output the nurse would be expected to assess the catheter and if unable to provide explanation for the no urine output then
 contact the physician. The physician stated that the need to contact the physician would rely on nursing judgement and a
 clinical assessment with data to support a change in the resident's condition.
On 03/23/16 at 3:45 PM NA #4 was interviewed and reported that on 02/02/16 she reported for her 3 PM to 11 PM shift and was
 told by NA #2 that Resident #28 was not acting right and was sick and the nurses were aware. The NA went on to explain that
 she checked on the resident frequently that shift and the resident only wanted to sleep which was not usual for her and
 that she obtained vitals on the resident and the resident slept through getting her vitals taken. The NA recalled that the
 resident's vitals were okay. NA #4 stated that during the shift she asked the nurse supervisor if she knew what was wrong
 with Resident #28 and the nurse supervisor stated she was not aware anything was wrong with the resident. The NA added that
 around 5 PM she left the hall to help with the evening meal in the dining room and when she came back the resident had been
 transported to the ED.
On 03/22/16 at 4:30 PM the Administrator was notified of immediate jeopardy. The facility provided an acceptable credible
 allegation of compliance on 03/24/16. The following interventions were put into place to remove the immediate jeopardy.
F-224 Neglect/Failure to assess resident to identify status change
1. Resident #28 no longer resides in the facility. Resident was transferred to hospital 2/2/16 and did not return to this
 facility upon discharge from hospital. The alleged deficient practice included a change in condition/overall status of the
 resident related to decrease output and mental changes which were not immediately assessed and identified and reported to
 the MD.
2. All residents have the potential to be affected by this alleged deficient practice. On 3/22 and 3/23 all residents were
 observed by Licensed nursing staff to determine if they experienced a significant change in status in their physical or
 mental status. Any resident observed with a significant change in status was further assessed utilizing the Change in
 status assessment tool which is a comprehensive assessment of body systems, medications, vital signs, labs and functional

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1O11 Facility ID: 345129 If continuation sheet
Page 3 of 6



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:6/6/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

345129

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

03/24/2016

NAME OF PROVIDER OF SUPPLIER

AUTUMN CARE OF MOCKSVILLE

STREET ADDRESS, CITY, STATE, ZIP

1007 HOWARD STREET
MOCKSVILLE, NC 27028

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0224

Level of harm - Immediate
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(continued... from page 3)
 status as well as documentation of the resident's Physician (MD) and Responsible Party (RP) notification. Licensed nursing
 staff also in-serviced on the use of the Change in status assessment form and the utilization of the 24 hour shift report
 as communication tools to report and document resident status changes on March 22 thru March 23 by the Director of Nursing.
 All residents with catheters were assessed by licensed nurses on March 22, 2016 to identify any change in status utilizing
 the Change in Status Assessment which includes a complete assessment of the resident including pain, lab, and system review
 as well as documentation of MD/RP notification. Care plans were updated for the patients with catheters to include
 notification of the MD when decreased output or any other status changes occur including chills, pain, change in color
 consistency, and odor of urine, mental status change.
3. Licensed Nurses were in-serviced March 22, 2016 thru March 23rd prior to their next scheduled shift to work by the
 Director of Nursing/designee regarding neglect related to failure to complete an assessment and provide care when a
 resident has a change in status including follow up when Nursing Assistant (NA) staff report a change in resident
 condition. The Nursing assistants (NA) were in-serviced by Director of Nursing March 22, 2016 thru March 23rd on what
 constitutes and how to identify a significant change in resident condition including, but not limited to the following: no
 urinary output, change in color or consistency of the urine, mental status changes, nausea, vomiting, and pain and the need
 for immediate notification of the Licensed Nurse when they identify a change in the resident's status. Licensed nurses and
 NAs who have not completed in-service will be required to complete in-service prior to their next scheduled shift to work.
 They will not be allowed to work until they have completed the in-services.
4. The facility will utilize the 24 Hour shift to shift report as a communication tool to document status changes. The nurse
 will document any changes that occur during their shift and verbally communicate changes in status of residents from this
 tool during shift to shift report at shift change. For verification both nurses will be required to record their initials
 beside each residents name and information on the report as proof of receiving and giving report of status changes.
 Director of Nursing/Designee will monitor compliance by review of the 24 Hour report.
Immediate Jeopardy was removed on 03/24/16 at 2:30 PM when the facility provided evidence of additional training provided to
 the nursing staff that proved they were aware of the new system for monitoring, assessing and reporting changes in a
 resident's condition.

F 0315

Level of harm - Immediate
jeopardy

Residents Affected - Few

Make sure that each resident who enters the nursing home without a catheter is not given
 a catheter, and receive proper services to prevent urinary tract infections and restore
 normal bladder function.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on staff, physician and family interviews and record review the facility failed to assess a resident when her
 condition changed. The Resident went 72 hours with little to no urine output, complained of pain, refused to eat before
 being sent to the Emergency Department where she was admitted to Intensive Care Unit (ICU) for septic shock and acute
 [MEDICAL CONDITION] for 1 of 3 sampled residents (Resident #28).
Immediate jeopardy began on 01/31/16 when Resident #28 had no urine output and was not assessed for a change in condition.
 Immediate jeopardy was removed on 03/24/16 when the facility implemented a credible allegation of compliance. The facility
 remains out of compliance at a lower scope and severity level D (no actual harm with the potential for more than minimal
 harm that is not immediate jeopardy) to complete employee and resident education and ensure monitoring systems in place are
 effective.
The findings included:
Resident #28 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The most recent Minimum Data Set ((MDS)
dated
 [DATE] specified the resident had moderately impaired cognition but had clear speech and able to make herself understood;
 she required extensive assistance with activities of daily living but was able to feed herself with setup from staff; and
 had an indwelling urinary catheter. The MDS also specified the resident received as needed pain medication and was not on
 Hospice.
Resident #28 had a care plan for her urinary catheter updated on 01/26/16 that specified the bag was to be emptied every
 shift and to provide catheter care as ordered. The care plan goal was that the resident would not experience catheter
 relates issues such as failure to drain.
Resident #28 received a therapeutic, mechanically altered diet with regular liquids.
A review of Resident #28's total daily fluid intake with meals and total urine output (measured in milliliters and
 documented by the nurse aides) revealed:
Date Fluid in Urine out
1/21/16 360ml 600ml
1/22/16 600ml 400ml
1/23/16 360ml 325ml
1/24/16 600ml 200ml
1/25/16 720ml 450ml
1/26/16 180ml 900ml
1/27/16 300ml 300ml
1/28/16 480ml 700ml
1/29/16 560ml 1750ml
1/30/16 840ml 400ml
1/31/16 720ml 0ml
2/01/16 440ml 50ml
2/02/16 0ml 0ml
The fluid intake documented was from meals only documented by the nurse aides and did not include water with medication pass.
On 01/21/16 the nurse practitioner (NP) saw Resident #28 for a routine visit. The NP noted that the resident had a chronic
 urinary catheter, made no changes to the resident's medications and ordered routine laboratory work.

On 01/25/16 the NP was asked to review Resident #28 for decreased solid oral intake. The NP assessed that the resident's
 abdomen was soft, non-tender and without mass. The NP increased the resident's medication for Alzheimer's, discontinued a
 salt restriction, added a fortified nutritional supplement and recommended monitoring for weight loss, signs of increased
 agitation and decreased oral intake.
On 01/26/16 the nurse documented in the medical record that Resident #28's urinary catheter was patent and draining yellow
 urine.
On 01/31/16 at 5 PM a nurse's entry made by the Nurse Supervisor specified Resident #28's urinary catheter was intact and
 that, The resident had not complained of leaking, dysuria, distention or bladder pain; that there had been no report of a
 change in the resident's condition and the catheter bag was emptied every shift by the nurse aides.
On 01/31/16 review of Resident #28's urine output revealed the Resident went 24 hours with no urine output. No documentation
 was made in the medical record on 01/31/16 that an assessment had been completed for no urine output or that the physician
 had been contacted.
On 02/01/16 at 4 PM a nurse's entry made by the nurse supervisor specified Resident #28's, urinary catheter was intact and
 that the resident had not complained of leaking, dysuria, distention or bladder pain and the bag was emptied by the nurse
 aides.
On 02/01/16 review of Resident #28's urine output revealed the Resident #28 went 24 hours and only had 50ml of urine. No
 documentation that an assessment had been completed for the decreased urine output or that the physician had been contacted.
Further review of the medical record revealed she received as needed pain medication ordered by the physician:
- On 02/02/16 at 1:25 AM the resident complained of generalized pain (not specified) and was given [MEDICATION NAME] by
 Nurse #2.
- On 02/02/16 at 3:15 AM the resident complained of generalized pain (not specified) and was given Tylenol by Nurse #2.
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- On 02/02/16 at 6:37 AM the resident continued to complain of generalized pain (not specified) and was given [MEDICATION
 NAME] again by Nurse #2.
Review of the nurses' entries made by Nurse #2 revealed there was no documentation of a pain assessment.
On 02/02/16 at 2:04 PM a nurse's entry made by the Director of Nursing (DON) specified Resident #28's urinary catheter was
 in place.
On 02/02/16 at 5:00 PM a nurse's entry made by the nurse supervisor specified the family of Resident #28 was visiting and
 reported that the resident was not acting right and demanded the resident be sent to the Emergency Department. Resident
 #28's blood pressure was 95/54 and temperature was 99.4 degrees Fahrenheit, heart rate was 115 beats per minute and resting
 respirations were 34. The resident was noted to have 0 ml in Foley catheter bag.

The Emergency Medical Services (EMS) run report dated 02/02/16 at 6:15 PM specified Resident #28 was somnolent and had a
 fever of 100.3 degrees Fahrenheit. The Resident was given 200ml of normal saline intravenously. EMS documented the resident
 had thick discolored urine in catheter bag but did not specify how much.
On 02/02/16 Resident #28 was transported to the Emergency Department (ED). Review of the ED notes dated 02/02/16 specified
 the resident presented with [MEDICAL CONDITION] and in septic shock due to urinary tract infection [MEDICAL CONDITION].
In
 the ED they attempted to get a urine specimen but documented that there was not enough urine. Resident #28 was also
 diagnosed with [REDACTED]. In the ED, Resident #28's urinary catheter was changed and the hospital was able to obtain
 reddish pussy urine. Resident #28 was admitted to the Intensive Care Unit (ICU). Resident #28 was discharged from the
 hospital on [DATE] to another facility with a fair potential for rehab.
On 02/05/16 Nurse #2 documented a late entry for 02/02/16 that Resident #28 was able to make her needs known, the nurse aide
 (NA) reported resident complained of pain all over and was medicated with [MEDICATION NAME]. The entry specified the
 Resident was alert and verbal and noted to be heavily covered up. Urinary catheter noted with cloudy urine approximately
 100cc (cubic centimeters) output. At 3:15 AM resident continued to complain of pain. Resident was noted to be slightly
 diaphoretic (sweating) and temperature in room was elevated. Resident appears in no distress.
On 3/21/16 at 1:10 PM a family member of Resident #28 was interviewed on the telephone and reported that the family visited
 twice daily. The family member explained that on 02/02/16 around 4:30 PM she visited the resident and the resident was not
 her usual self. She explained that the resident was very lethargic and did not engage in conversation with the family as
 she usually did. The family member added that she attempted to get a nurse and the nurse told her that she was on a
 medication pass. The family member located a nurse supervisor and asked that the resident be transported to the ED. The
 family stated that since the hospitalization and time in ICU the resident's cognition was not the same.
On 03/21/16 at 4:00 PM Nurse #2 was interviewed on the telephone and stated that she was assigned to work 02/01/16 at 11 PM
 to 02/02/16 until 7 AM which was a double shift (16 hours) for her. The nurse explained that she did not routinely work the
 hall with Resident #28 and was not overly familiar with the resident. The nurse recalled the night she was assigned to
 Resident #28 and her numerous complaints of pain. The nurse stated that she asked the nurse aides about the resident's
 complaints of pain and they reported to her that the resident always complained of pain and that it was normal for her. The
 nurse explained that when a resident complained of pain she would administer pain medication if ordered, wait 30-60 minutes
 to assess effectiveness of the pain medication. She added that if the pain was not resolved she would contact the
 physician. She stated that in the case of Resident #28 she did not call the physician because she did not feel anything was
 wrong with the resident and at the end of her shift (7 AM) the 2 doses of [MEDICATION NAME] and 1 dose of Tylenol
 (650milligrams) appeared to be effective because the resident was no longer complaining of pain. The nurse added that
 Resident #28's urine output had been poor during the same shift and the nurse aides reported that the resident's intake had
 been poor. The nurse explained that she wasn't concerned with the low urine output since the resident's intake was poor and
 that during night residents urinated less. She stated that she visualized the catheter bag but could not recall what the
 bag had in it or what the resident's urine looked like. The nurse stated that she recalled a nurse aide reporting something
 to her about the resident's catheter but couldn't remember the details. The nurse stated that low urine output was
 considered less than 30cc (cubic centimeters) urine in 8 hours or no urine output in 8 hours. The nurse could not recall if
 she assessed the resident's abdomen or catheter by checking placement and did not obtain vitals on the resident or call the
 physician because the resident did not appear in distress.
Review of Resident #28's Medication Administration (MAR) record for January 2016 and February 2016 revealed the resident
 received as needed pain medication less than daily expect on 02/02/16 she received 3 doses of as needed pain medication.
On 3/22/16 at 10:15 AM Nurse #4 was interviewed and stated she was the nurse assigned to Resident #28 on 02/02/16 from 7 AM
 to 3 PM. The Nurse explained the resident slept the majority of the shift and was refusing all intake and this was unusual
 for the resident. She added that Resident #28 had poor intake but usually accepted some of her meals. Nurse #4 reported
 that she did not complete an assessment on Resident #28 that included checking her catheter or assessing her abdomen
 because the shift had been very busy and the resident did not appear to be in distress. Nurse #4 stated that by the end of
 the shift she estimated the resident drank a combined total of 60 - 120ml of water during the shift. Nurse #4 explained
 that at the end of the shift nurse aide #2 reported to her that Resident #28's catheter bag was empty. The nurse stated
 that this was concerning to her because the Resident had been drinking fluids and the physician would need to be called.
 During the shift the nurse aide had obtained vitals on the resident and according to Nurse #4 the vitals were okay. The
 nurse stated that it was the end of her shift when she became aware of the no urine output and she passed the concern along
 in report and expected that Nurse #3 follow-up by assessing the resident and contacting the physician. Nurse #4 stated that
 she did not call the physician earlier in the shift because there was nothing to call about. Nurse #4 added that she wished
 the nurse aide had reported earlier in the shift the poor urine output. The nurse also stated that she had been in the
 resident's room a few times during the shift but had not visualized the catheter bag because it was on the other side of
 the bed and she had not assessed Resident #28's catheter or abdomen.
On 03/22/16 at 10:30 AM Nurse #3 was interviewed on the telephone and reported that she was assigned to care for Resident
 #28 on 02/02/16 from 3 PM to 11 PM. The nurse explained that the shift was very hectic because when she arrived for her
 shift she was notified that a pharmacy consultant would be following her on her medication pass. The nurse stated that she
 was not given any concerns in report about her residents and therefore did not conduct an initial round on her residents to
 check them. Nurse #3 reported that it was her usual practice to make a brief round to spot check her residents. Nurse #3
 stated that she was not told in report that Resident #28 had gone 8 hours with no urine output. Nurse #3 proceeded to
 explain that she was completing her medication pass when family of Resident #28 arrived. She added that moments later the
 nurse supervisor asked the nurse to assess Resident #28 because she was not acting right. Nurse #3 stated she had to finish
 administering the medications already prepared before she could attend to Resident #28. Nurse #3 estimates she waited 5 to
 10 minutes before responding to concern about the resident. Nurse #3 stated that this was around 4:30 - 5 PM and that when
 she went into Resident #28's room it was the first time since her shift had started that she had visualized the resident.
 Nurse #3 reported that when she went into the room the resident was not her usual self, less alert and her response was
 very slow. Nurse #3 did not know how long the resident had been in that condition. The nurse also was not aware of how much
 urine was in the catheter bag and did not have time to fully assess because the family was insistent n calling 911.
The nurse aide assigned to Resident #28 on 02/02/16 from 3 PM to 11 PM was no longer employed at the facility unable to be
 interviewed.
On 03/22/16 at 1:00 PM the nurse supervisor was interviewed and reported that she was working on 02/02/16 and did not recall
 any concerns being reported that day about Resident #28. The nurse supervisor explained that around 5 PM the resident ' s
 family came and expressed concern that the resident was not acting right and wanted the resident sent to the ED. She added
 that she reported the concern to Nurse #3 who was busy completing a medication pass. And added that since Nurse #3 was busy
 she went to the room to check on Resident #28. The nurse supervisor reported that the family was concerned that the
 resident wouldn't speak but when the nurse supervisor called the resident's name, the resident was able to turn her head
 and respond. She stated that she glanced at the catheter bag and noted that it was empty. The nurse supervisor added that
 after the incident she became aware that the resident had gone a few days without having much urine output. She explained
 that no urine output in 8 hours would be a flag and the physician would need to be called. The nurse stated that prior to
 the incident the resident had not been declining in health. The nurse supervisor explained the process for documenting and
 monitoring fluid intake and urine output for residents with urinary catheters. She stated that the nurse aides were
 responsible for measuring and documenting the total amount of urine in the catheter bag into the computer. She went on to
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 add that if a concern was noted with the urinary output such as being less than usual or change in appearance or not urine
 output the nurse aide would report the concern to the nurse. The nurse supervisor stated that the nurse aides were aware
 and educated to be accurate with their documentation.
On 03/22/16 at 1:38 PM nurse aide (NA) #3 was interviewed and stated she was assigned to Resident #28 on 01/31/16 from 11 PM
 to 7 AM. The NA reported that during the shift Resident #28 did not have any urine output and reported the resident's
 catheter and tubing was bone dry; and that she was certain she reported the concern to the nurse (she couldn't recall who
 the nurse was). The NA added that she did not know if the nurse assessed the resident after reporting the concern.
On 03/22/16 at 4:10 PM the Director of Nursing (DON) was interviewed and reported that she would expect nurse aides to
 report concerns of no urine output to the nurse and for the nurse to follow-up with that concern by assessing the resident
 to determine if the physician needed to be contacted. The DON explained that an assessment would include checking the
 catheter to make sure it was patent (able to flow) and look for signs of a change such as distended abdomen newness of
 pain. She added that if concerns were identified the nurse would be expected to call the physician. The DON reported that
 she had visualized Resident #28 on 02/02/16 between 8 - 9 AM during wound care. She added that the resident's abdomen did
 not look distended and the resident was able to carry on conversation during the treatment.
On 03/23/16 at 8:48 AM the physician was interviewed on the telephone and explained that if a resident was having no urine
 output the nurse would be expected to assess the catheter and if unable to provide explanation for the no urine output then
 contact the physician. The physician stated that the need to contact the physician would rely on nursing judgement and a
 clinical assessment with data to support a change in the resident's condition.
On 3/23/16 at 2:13 PM the nurse practitioner (NP) was interviewed on the telephone and reported that she had reviewed
 Resident #28 on 01/21/16 and 01/25/16 for routine visits and to liberalize the resident's diet to encourage better intake
 of food. The NP reported that there was no acute illness or change in the resident's condition during the visits.
On 03/23/16 at 3:45 PM NA #4 was interviewed and reported that on 02/02/16 she reported for her 3 PM to 11 PM shift and was
 told by NA #2 that Resident #28 was not acting right and was sick and the nurses were aware. The NA went on to explain that
 she checked on the resident frequently that shift and the resident only wanted to sleep which was not usual for her and
 that she obtained vitals on the resident and the resident slept through getting her vitals taken. The NA recalled that the
 resident's vitals were okay. NA #4 stated that during the shift she asked the nurse supervisor if she knew what was wrong
 with Resident #28 and the nurse supervisor stated she was not aware anything was wrong with the resident. The NA added that
 around 5 PM she left the hall to help with the evening meal in the dining room and when she came back the resident had been
 transported to the ED.
Attempts were made to contact the Emergency Department physician but he was unable to be reached.
On 03/22/16 at 4:30 PM the Administrator was notified of immediate jeopardy. The facility provided an acceptable credible
 allegation of compliance on 03/2416 at 2:30 PM. The following interventions were put into place to remove the immediate
 jeopardy.
F-315 Maintaining Urinary Catheter
1. Resident #28 no longer resides in the facility. Resident was transferred to hospital 2/2/16 and did not return to this
 facility upon discharge from hospital. The alleged deficient practice included a change in condition/overall status of the
 resident related to decrease output and mental changes which were not immediately assessed and identified and reported to
 the MD.
2. All residents have the potential to be affected by the alleged deficient practice. On March 22 &23, 2016 all residents
 were observed by licensed staff to determine if they had experienced a significant change in physical or mental status. Any
 resident observed with a significant change in status was further assessed by licensed nursing staff using the Change in
 status assessment which is a comprehensive assessment of body systems, medication, labs, vital sign and functional status
 as well as documentation of Physician (MD) and Responsible Party (RP) notification. All residents with a catheter have been
 assessed by licensed nurses on March 22, 2016 to identify any changes in status utilizing the Nursing change of status
 assessment which includes a complete assessment of the resident including pain, labs and body system assessment and
 documentation of MD/RP notification. The care plans for patients with catheters have been revised by the Licensed Nurse on
 March 23, 2016 to include notification of MD for decreased output, change in temperature, abnormal vital signs, chills,
 pain, any change in color, consistency or odor of urine, or mental status changes. The Nursing change of status assessment
 is completed and included in the electronic Medical Record and includes documentation of MD and RP notification.
3. Licensed Nurses were in-serviced March 22, 2016 thru March 23th prior to their next scheduled shift to work by the
 Director of Nursing/Designee on assessment and provision of care to residents who experience a significant change of status
 including notification of the resident ' s MD and RP when a resident experiences a significant change in status. Licensed
 Nurses were also in-serviced by the Director of Nursing on assessment of residents with catheters including assessment of
 output each shift and notification of MD and RP when decreased output or other identified status changes occur including
 mental status changes, chills, change in consistency, color or odor of urine, pain. They were also in-serviced on neglect
 related to failure to complete assessment when a patient has a change in status. Licensed nursing staff also in-serviced on
 the use of the Change in status assessment form and the utilization of the 24 hour shift report as communication tools to
 report and document resident status changes on March 22-23 by the Director of Nursing. The Nursing assistants (NA) were
 in-serviced by the Director of Nursing March 22, 2016 thru March 23rd on what constitutes and how to identify a significant
 change in resident condition including, but not limited to the following: no urinary output, change in color or consistency
 of the urine, mental status changes, nausea, vomiting, and pain and the need for immediate notification of the Licensed
 Nurse when they identify a change in the resident ' s status. Staff who have not been in-serviced will be required to
 complete the in-service prior to the beginning of their next shift. They will not be allowed to work until in-services are
 completed.
4. Individual nurses identified in the alleged deficient practice were in-serviced by the Director of Nursing on March 22 on
 completion of the change of status assessment which becomes a part of the electronic medical record and includes
 notification of the MD and RP when a change is identified. The identified NA has been in-serviced by the Director of
 Nursing on March 23 on what constitutes a significant change in resident status and on immediate notification to the
 Licensed Nurse for any identified changes in the resident including no urinary output, change in color, consistency, or
 odor of urine, mental status changes, nausea, vomiting, vital signs or anything they see as a change in the patient.
The facility will utilize the 24 Hour shift to shift report as a communication tool to document status changes. The nurse
 will document any changes that occur during their shift and verbally communicate changes in status of residents from this
 tool during shift to shift report at shift change. For verification both nurses will be required to record their initials
 beside each residents name and information on the report as proof of receiving and giving report of status changes.
 Director of Nursing/Designee will monitor compliance by review of the 24 Hour report.
Immediate Jeopardy was removed on 03/24/16 at 2:30 PM when the facility provided evidence of additional training provided to
 the nursing staff that proved they were aware of the new system for monitoring, assessing and reporting changes in a
 resident's condition.
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