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\

Each resident must receive and the facility must
provide the necessary care and services to altain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on obssrvation, record review, and staff
interviews, the facility failed to assess and
recognize pain during wound care treatment for 1
of 1 sampled resident (Resident #170).

Findings included:

Resident #170 was admitted into the facility on
5/17412. Diagnoses included an Unstageable
Ulcer. The admission minimum data set
completed on 5/24/12 indicated Resident #170
meantal status was cognitively intact. A pain
assessment was conducted with no pain present
on admission, The care plan initiated on 5/30/12
identified an unstageable sacrat ulcer, with
approaches and interventions to care for.

A review of the medication administration record
for May 2012 - June 2012 revealed no scheduled,
or as needed pain medications.

and the facility wilt provide the necessary
care and services to attain or maintain
the highest practicable physical, mental,
and psychosocial well-being, in accardance
with comprehensive assessment.

1. Corrective action for those affected by
deficient practice.

Resident #170 received standing order for
Tylenol on 06/19/2012. Resident also
received additionat dosage change o
Tylenol order on 06/20/2012. Resident was
examined and assessed for pain and

pain management approaches by In-houseI
facllity Vohra Wound Specialist 06/256/2012;
no changes to above received orders,
Vohra Wound Physician will examine
resident weekly during rounds.

Nurse# 1 recelved in-service training by
DON on 06/22/2012 with focus on assess-
ing pain, not only prior to dressings change
to include after dressing change.

2. Corractive action for residents having
the potential to be affected.

All residents identified wipressurs ulcers
have baan examined and assessed for
pain managemsnt by Vohra Wound
Physician: 06/25-07/05/2012, Treatment
Nurses recelved in-service training 1:1 by
DON on assessing pain not only prior to
dressing change to include after dressing
change.
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A review of the treatment record for June 2012
indicated to clean the sacral ulcer with an
antimicrobial, apply Aquacel AG (silver - a

3, Carrective Action Measures put inio
place to ensure deficient practice does

not oceur.
metallic elerent), Hydrocolloid, and change every Licensed staff recelved in-servica training
three days until healed. on pain assessment during each shift to
include pre, during, and post dressing
A review of the sacral wound notes dated 6/17/12 change by the DON on 08/23/12. Follow-
noted at 3:30 pm indicated a measurement of 2.5 up in-service reqarding F309 was

conducted on 07/06/2012. Treatment
Nurses #1 & #2 received 1:1 In-service
training by the DON on 06/22/12

Vohra Wound Phyician notified of citation
and F309 reviewed in facility on 06/26/12.; 07/06/12

centimeters {cm) length x 1.5 cm width x 2¢cm
depth with undermining of 2 cm at 12 hour - 12
hour.

On 6/20/12 at 8:20 am, Nurse #1 cleansed the

sacral wound with an antimicrobial wound 4, Cgrrective Action as Facility plansv to
cleanser and used a cotton tip applicator to monitor performance to ensure solutions
physically pack the Aquacel into the surrounding are sustained.

Treatrnent Nurses #1 & #2 will be
monitored five (5) times per wesk for five
{5) waeks for pre, during, and post pain

edges of the wound. Resident #170 guarded by
pulling his body inward (pelvic region/lower torso)

when Nurse #1 packed the Aquace! into the assessment during dressing changes,

wound. Nurse #1 proceeded and completed the This will be conducted once (1) weekly

task without stopping, or inquiting from Resident by Vohra Wound Physician and remaining

#170 if there was any pain. four (4) times per week by DON, ADON,
and Risk Manager. Upon completion of

In an interview on 6/20/12 at 8:30 am, Resident five (6) week monitoring, Vohra Wound

#170 indicated he experienced pain during the mﬁﬁmtx lgg;g“:ﬁ;gf:éﬂi? ¥g{;’ o8

wound treaiment. He stated his pain levelon a area of focus was added to facility QA on
scale of 1-10 was a "2/10", after the treatment 06/27/2012 and will remain until 2013
was completed by Nurse #1. annual survey. 07/06/12

In an interview on 6/20/12 at 8:35 am, Nurse #1
stated she had not pre-medicated Resident #170
with any pain medication, but had assessed his
pain tevel prior to the treatment which revealed no
pain at 7:00 am. Nurse #1 added she was not
sure how Resident #170 would tolerate pain
meds due to his mentat status, and that he jerked
and had spastic movements all the time. Nurse

#1 concluded there was no clinical documentation 07/06/12
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Continued From page 2
to support the spastic or jerking movements.

A review of the nurse's notes dated 6/20/12 for
7-00 am revealed no documentation that
supported a pain assessment was completed or
documented by Nurse #1.

During & follow up interview on 6/20/12 at 11:00
am {Rehab staff #1 present in room) Resident
#170 indicated his pain level on a scale of 1-10
was a "3-4" when the ulcer treatment was being
performed. He indicated at the present time his
pain level was better with no pain indicated.

In an interview on 6/20/12 at 1:00 pm, Resident
#170 staied he did not recalt his pain being
assessed or pain medications offered to him
pefore his ulcer treatment. He added he was use
to the chronic pain; and that the nurses usually
assessed his pain throughout the day. He
concluded his pain was not any worse during the
wound treatment; as it had been in previous care.

In an interview on 6/20/12 at 1:10 pm, the
Director of Nursing stated she expected the
residents to be assessed for pain at least 30
minutes prior to the treatment procedure. She
added that if guarding was observed during the
treatment; the staff was expected to stop the
treatment and reassess the resident's pain level
prior to proceeding.

483.30{e) POSTED NURSE STAFFING
INFORMATION

The facility must post the following information on
a daily basis:

o Facility name.

o The current date.

F 309

F 356

F385 - Posted Nurse Staffing Information
§5=C

Requirement: The facility will psot the following
information on a daily basis:

-Facility name

-The current data.

-The totat numbers of hours worked by ihe followr

ing categories of licensed and unlicensed staff
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o The total number and the actual hours worked
by the following categories of ficensed and
unlicensed nursing staff directly responsible for
resident care per shif;

- Registered nurses.

- Licensed practical nurses or licensed
vocational nurses {as defined under State faw).

- Certified nurse aides.
o Reslident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posied as follows:

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT Is not met as evidenced
by:

Based on observations, interview and facility
record review the facility failed to post the census
on day one of survey and failed to post the total
hours worked for licensed and unlicensed staff on
3 of 3 days during the recertification survey.

The findings include:

The first observation of the posted staffing

page 4, continued from page 3...

nursing staff directly responsible for:
-Registered Nurses

-Licensed Practical Nurses or licensed Vocational
Nurses (as defined under State Law)
-Certified Nurse Aides

Requirement: The facility wilt post the nurse
staffing data specified above on a dally basis at
the beginning of each shift,

Requirement: The facitity will, upon oral or
written request, make nurse staffing data
available to the public for review at a cost not
to exceed the community standard.,

Requirement; The facility will maintain the
posted daily nurse staffing data for & minimum
of 18 months, or as required by State Law,
whichever is greater.

1. Corrective Action for those affected by
deficient practice: There were no identified
residents refated to F356. The identified dates
06/18-20/12 were corrected and submiited

to surveyor, On 06/20/12 Regional Nurss
Consultant created, implemented, and submitt-
ad "new form” to surveyor. Note: "new form”
quantifies total hours/staff worked gshift & censu

2. Corrective Action for residents having the
potential to be affected: There were no
identified residents having the potential to be
affected. On 06/20/12 the Regional Nurse
Consultant in-serviced the DON/ADON on
Postad Nurse Staffing Information; "new form”
posted.

w
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included the number of licensed and unlicensed
staff for first shift and did not include any hours
worked.

The fifth observation of the posted staffing
information was made on 6/20/12 at 8:35 AM on
a bulietin board in the main lobby. The posted
staffing information included the name of the

ROCKINGHAM MANOR ROCKINGHAM, NC 28379
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¥ 356 | Continued From page 4 F 356 )
information was made on 6/18/12 at 10:30 AM on page 5, continued from page A
a bulletin board in the main lobby. The posted 3.Corrective Active Measures put into place to
staffing information included the name of the ensure that deficient practice does not occur:
facility, date (6/18/12) and number of licensed On 6/20/12 Regional Nurse Consultant
and unlicensed staff for first shift (7:00 AM until in-serviced the facility DON/ADON on
3:00 PiM). The posted staffing information did not Posted Nurse Stafﬁng Inforrr_aaﬂ'on. E
include hours worked per shift or total hours On 6/22/12 the DON in-serviced all licensed
worked for licensed and unficensed staff. There st;aff on P;stted Nurss Stafﬂ:_lgt_lnfoinlaltlon
; ; w/ area of focus on census listing, fota
was no census on the posted staffing information. hours/staff working gshift with introduction of
. “new form” Posted Nurse Staffing Information.
The second observation of the posted staffing The DON in-servicad Third (3rd) shift nurses 1:1
information was made on 6/18/12 at 5:02 PM. training for completion of 3rd shift portion of form.
The posted staffing information dated 6/18/12 The DON in-serviced First 1:1 /designated 1st
included the number of licensed and unlicensed Esi'hth;FNSG SUFéEt'F\[’fi_SOFT rfegardli_ng oomplet}l(on gf
i i i osted Nurse Stalfing Information on weekends
:::i:«}:lr ;E:s;;zh;g:sldsdld ot inciude any hours and holidays when DON/ADON Is not present
) in facility. The DON/ADON will be responsible
. ) for completion of 1st and 2nd shift posting of
The third observation of the posted staffing hours Monday-Friday. All licensed staff received
information: was made on 6/19/12 at 9:25 AM on follow-up in-service training from the DON
a bulletin board in the main Iobby, The posted on 07/06/12 regarding F356/ Posted Nurse
staffing information included the name of the Stafiing Information.
facility, date (6/19/12), census and number of . . L )
licensed and unlicensad staff for first shift. The 4. Ef:orrechve :\ct:on as fa?llt_y plans to mt°’,“t°é
. o ; performance to ensure solutions are sustained:
posted staffing information did not include hours The facility Administrator andfor designes wil
worked per shift or tolal hours worked for monitor Posted Nurse Staffing information for
ficensed and unlicensed staff. completionfaccuracy 5 x qweek x5 weeks,
than waekly x § weeks, then quarterly
The fourth observation of the posted staffing untit 2013 annual survey. This solution added to
information was made on 6/19/12 at 5:15 PM. facility’s Qualily Assurance on 6/27/12 and will
The posted staffing information dated 6/19/12 remaln until 2013 annuai survey. 07/10/2012
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facility, date (6/20/12), census and number of
licensed and unlicensed staff for first shift. The
posted staffing information did not include hours
worked per shift or total hours worked for
licensed and unlicensed staff.

The posted staffing information was reviewed
from 6/6/12 through 6/20/12. The staffing
informatfion from 6/6/12 through 6/17/12 included
the name of the facility, date, census and number
of licensed and unlicensed staff for all shifts. The
staffing information did not include hours worked
per shift or total hours worked for licensed and
unlicensed staff. The staffing information from
6/18/12 through 6/20/12 included the name of the
facilily, date, census (except for 6/18/12) and
number of licensed and unlicensed staff for first
shift only. No information had been entered for
second (3:00 PM until 11:00 PM) or third (11:00
PM until 7:00 AM) shifts. The staffing information
did not include hours worked per shift or total
hours worked for licensed and unlicensed staff.

On 6/20/12 at 10:30 AM the Director of Nursing
(DON} indicated that either herself or the
Assistant Director of Nursing were responsible for
completing the posted staffing information for first
and second shifts and a nurse on third shift was
responsible for completing the third shift staffing
information and census for the following day. The
DON said she was not aware that the total hours
worked for licensed and unlicensed staff had to
be included on the posted staffing information
and that staffing for second and third shift had
been overlocked from 6/18/12 through 6/20/12.

F 356
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This Life Safety Code (LSC) survey was
conducted as per The Code of Federal Register o
ot 42 CFR 483.70{a); using the 2000 Existing ' -
Health Care section of the LSC and its referenced
publications. This building Is Type Il protected
construction, and is ulilizing Delayed Egress
Locking arrangements . The facility is equipped
with an auvtomalic sprinkler system.

CFR#: 42 CFR 483.70 (a) CFR#: 42 CFR 483.70(a) .
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 NEPA 101 LIFE SAFETY CODE 18/24/2012
58=E b STANDARD
If there is an automatic sprinkler system, itts S8=E
instalied In sccordance with NFPA 13, Standard Requirement: ‘
for the Installation of Sprinkler Systems, to The facility will ensure en automatic .
provide complete coverage for all portions of the gprinkler system, it is installed in
buflding. The system 1s properly raintained In accordanoe with NFPA 13, Standerd for
accordance with NFPA 26, Standard for the the Installation of Sprinkler Systems, to
Inspection, Testing, and Maintenance of provide complete coverage for all portions
Water-Based Fire Prolection Systems, It is fully of the building, The system is properly  :
supervised. There is a reliable, adeguate water maintained in pocordance
supply for the system. Required sprinkler with WFPA 25, Standard for the
systems are equipped with water flow and tamper . Tnspection, Testing, end Mainteniance
switches, which are elactrically connected fo the Of the Water-Based Rire Protection
building fire alarm system.  19.3.5 ' System. The facility will ensure thero is &

reliable, adequate water supply for the ,
gystem. Required sprinkler systems are
equipped with water flow and tamper

. ’ switchos, which are electrically connected
This STANDARD Is not met as evidenced by: to the building fire alurm system. 19.3.5
Based on the observallons and staff interview
during the tour on 7/4/2012 the facillty has an
area at the overhang for the post indicator valve
for the automatic sprinkler system that Is not

prote?d'ﬁfsprink!er\verage.
) | N\ )

LC%TOM REGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNAT E\EQ THLE fh Xe) DATE
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bl Il
Any deficiency statentent edding with an astorisk %) denotes & deficiency which the insiifutian may be excused frnn}héorraciinu providing It is dstermined that
olher safeguards provide sufficlent protection to the pallents, (Ses Instructions.) Excopt for nursing homes, the Tindings stated above are dlsclosable 80 days
followlng the date of survey whetlier or not & plan of corraction s provided. For nursing homes, the ahove findinge and plane of correciion aro disclbyable 14
days followlng the date these dosumonts are mada avellobls to the facility. {f deficlencies ere cited, an approved plan of carrection is requisite to continued

program partlsipatlon. W
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K 056 ] Continued From page 1 K 058
CFR#: 42 GFR 483,70 (a) CFRH#: 42 CKR 483,70 (3)
K 062 | NFPA 101 UFE SAFETY.CODE STANDARD K 082| NFPA 101 LIFE SAFETY CODE 1572012
§8=D STANDARD
Requirad autonatic sprinkler systems are S8=D
contihuously maintained in rellable operating Requlrement:
condition and are inspected and tested The focility will ensure automatic
perlodicelly.  19.7.6, 4.6.12, NFPA 13, NFPA sprinkler systems are continuously
25,8.7.5 maintairied in & reliable operating
condition and ‘are inspected and  tested
periodically. 19.7.6, 4.6, NFPA
. 259.7.5
This STANDARD Is not met as evidenced by:
Based on the observations and staff interview 1. Correstive Action for those affected by
during the tour on 7/4/2012 the Biohazard room defioient practice, On 7/5/2012; the
on the A Hall has a sprinkler head that Is blocked maintenance department instailed new
by a light fixture not allowing full coverage by the fight fixtures in the A Hall Biohazerd
only Sprinkler fread i thal BPacE. room in an arrangement that atlows full
e maric er
CFR# 42 CFR 483.70 {(9) :;:;l:'f by thesutometic srine
2. Corrective action for residents having
potential to be affected. Through random
safoty rounds, the maintenance
department wilt ensure that nothing
obstructs the coverage area intended for
tho automatic sprinkler systen to properly]
" fire protect alf portions of the building.
; 3, Corrective Action Measure put into
, place to ensure defiolent practice does not
oceur, The facility will ensure that any
mechanteal instailation{s) conducted, by
olther maintenance staff or outside
contraciors, will not impede the coverage
area of the automatic sprinkler system.
>
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K062/ Gontinued From page 1 K062} 4. Corrective Action as Facillty planste |
monitar performance 10 ensure solutions
are sustained. The maintenance
' department will, on a monthly basis,
- inspect and docurnent that no sprinkler
heads ere blocked to prevent full coverage,
by the automaric sprinkler system. Any
evidence of deficient practice will be . .
romedied immediately. '
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