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A facility must immediately inform the resident; E 157
consult with the resident’s physician; and if
known, notify the resident's legal representative - . . .
or an interested family member when there is an ;?e f?; iity conti ntu 83 to provndeMllees:c:ient 9/27/2013
accident involving the resident which resuits in WHh appropriaie device per order.
injury and has the potential for requiring
physician intervention; a significant change in the Audit performed on Residents who have 9/27/2013
resident's physical, mental, or psychosocial returned from hospital in past 30 days to
status (i.e., a deterioration in health, mental, or :ensure recommendations have been
psychosocial status in either life threatening addressed and followed.
conditions or ¢linical complications); a need to
alter treatment significantly {i.e., a need to . ; ; . .
discontinue an existing form of freatment due to ?” nurs‘ljng stafL\_mlI fbe :nr-lservliced atdthls 10/21/2013
adverse consequences, or to commence a new | ime an 'uptc_nn tlrethr onN;De;le or_\:ve:r on
form of treatment); or a decision to transfer or Eommumca g‘g o 1t © t Tj koi?t a
discharge the resident from the facility as Emergency Leparnment laxe Home
specified in §483.12(a) instructions/recommendations for treatment,
' ' upon the resident's return to the facility by

The facility must also promptly notify the }he Director O;Nursmg'ﬁ erfprmance
resident and, if known, the resident's legal mprovgment urse, ursing
representative or interested family member upervisors.
when there is a change in room or roommate o C .
assignment as specified in §483.15(e}(2); or a Monitoring of the communication of Hospital 19/25/2013
change in resident rights under Federal or State fﬁmef gency Dgpartment Take Home
law or regulations as specified in paragraph |mStht[onS W'_th trea_tment .
(b)(1) of this section. recommendations will be monitored by the

Performance Improvement Nurse {RN}, 3-
The facility must record and periodically update 1, and :Weekend Nurse Supervisors as
the address and phone number of the resident's resident's return to the facility from the
legal representative or interested family member. hospital. Continued monitoring will then

oceur 3 times/wk x 4 weeks, 2 timesfwk x 4

Rfveeks, and weekly for 4 weeks.
This REQUIREMENT is not met as evidenced
by:
Based on record review, family and staff
interviews, the facility failed to notify the physician
of the recommended treatment for a clavicle
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Continued From page 1
fracture for 1 of 1 resident (Resident #1).

Findings included:

Resident #1 was admitted to the faciity
on 2/4/2011 from an acute care hospital
with diagnoses that included dementia.

The Minimum Data Set (MDS) dated 7/30/2013
indicated the resident was severely cognitively
impaired and had memory problems. The MDS
further indicated the resident required total
assistance with dressing.

A review of a facility incident report dated
8/21/2013 at 11:15 am indicated the resident
had a fall from her wheelchair to the ground.

A review of the Hospital Emergency Department
Take Home Instructions for the Palient sheet
dated 9/21/2013 at 3:16 pm reveated a fractured
clavicle. A referral was made for follow up with a
local Orthopaedic office. The instructions sheet
further revealed treatment included: " A figure of
eight strap to pull the shoulders back or a sling to
help rest the injured shoulder, apply ice packs to
the site of the fracture for 20-30 minutes every 2
hours for 2-3 days, pain medicine may be needed
for several days. "

A review of a telephone physician order dated
9/21/2013 at 6:00 pm indicated "Cool compress
20-30 minutes every 2 hours for 3 days, Follow
up with Orthopaedic clinic, make appointment,
Tramado!l 50 mg by mouth every six hours for
10 days.

A review of a physician order dated 9/27/2013 at
12:50 pm indicated "Sling to right arm to help rest

F 157

recommendations and suggestions for
improvement or changes.

Resuits of the monitoring with tracking and
trending will be reported by the
Performance Improvement Nurse (RN)
monthly on an ongoing basis to the
Performance Improvement Committee for
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the injured shoulder.

On 9/27/2013 at 1:15 pm, during a phone
interview, Nurse # 2 slated the treatment
recommendations on the Hospital Emergency
Department Take Home Instructions for the
Patient dated 9/21/2013 for the sling or the figure
of eight strap was an oversight. Nurse #2 stated
"I did not see it."

In an interview with the administrator on
8/27/2013 at 1:18 PM, she indicated she
expected the nurse to communicate the
recommendations for treatment to the physician
appropriately and accurately.

On 9/27/2013 at 1:33pm, in an interview with the
attending physician, he stated he expected the
nurse to communicate the recommendations for
treatment from the emergency depariment to
him upen the resident's return to the facility.
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to
attain 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 observation, record review, family and
staff interviews, the facility failed to provide the
recommended freatment for1of 1 resident,

F 157

F 309

F 309

udit

addre

F 309 Fayetteville D — 9/27/2013

The facility continues to provide Resident
#1 with appropriate device per MD order.

returned from hospital in past 30 days to
ensure recommendations have been

9/27/2013

performed on Residents who have  9/27/2013

ssed and followed.
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(Resident #1), who had a clavicle fracture.

Findings included:

Resident #1 was admitted to the facility
on 2/4/2011 from an acute care hospital
with diagnoses that included dementia.

The Minimum Data Set (MDS) dated 7/30/2013
indicated the resident was severely cognitively
impaired and had memory problfems. The MDS
further indicated the resident required total
assistance with dressing.

A review of a facility incident report dated
9/21/2013 at 11:15 am indicated the resident
had a fall from her wheelchair to the ground.

A review of the Hospital Emergency Department
Take Home Instructions for the Patient sheet
dated 9/21/2013 at 3:16 pm revealed a fractured
clavicle, A referral was made for follow up with a
local Orthopaedic office. The instructions sheet
further revealed treatment included: " A figure of
eight strap to pull the shoulders back or a siing to
help rest the injured shoulder, apply ice packs to
the site of the fracture for 20-30 minutes every 2
hours for 2-3 days, pain medicine may be needed
for several days. "

A review of a telephone physician order dated
9/21/2013 at 6:00 pm indicated "Cool compress
20-30 minutes every 2 hours for 3 days, Follow
up with Orthopaedic clinic, make appointment,
Tramadol 50 mg by mouth every six hours for
10 days.”

On 9/27/2013 at 8:35 am, an observation of
Resident #1 in the dining room during breakfast

]ﬁll nursing staff will be in-serviced at this  [10/21/2013
{ime and upon hire on communicating to the
MD, Hospital Emergency Department Take
Home instructions/recommendations for
treatment, upon the resident’s return {o the
acility by the Director of Nursing,
Performance Improvement Nurse, &
Nursing Supervisors.

Menitoring of the communication of Hospitall10/25/2013
Emergency Department Take Home
instructions with treatment
recommendations will be monitored by the
Performance Improvement Nurse {RN}, 3-
11, and Weekend Nurse Supervisors as
resident's return to the facility from the
hospital. Continued monitoring will then
occur weekly for 3 times/wk x 4 weeks, 2
times/iwk x 4 weeks, and weekly for 4
weaeks. Results of the monitaring with
tracking and trending will be reperted by the
Performance Improvement Nurse (RN)
monthly on an ongoing basis to the
Performance Improvement Committee for
recommendations and suggestions for
improvement or changes.
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did not reveal the resident wearing a sling or
strap to the injured shoulder. Resident #1 ' s right
arm was noted hanging over the arm of the
wheelchair. On 9/27/2013 at 8:35 am, Nurse #1
stated a sling was not ordered for Resident #1.

During a phone interview on 8/27/2013 at 8.47
am, the triage nurse at the referred Grthopaedic
office indicated resident #1 should wear the sling
for support to promote healing and comfort. The
nurse further indicated the sling should be
removed for bathing or dressing only.

On 9/27/2013 at 10;15 am, during an interview,
the administrator indicated she was not aware of
the order for a sling after reviewing the Hospital
Emergency Department Take Home Insfructions
for the Patient sheet dated 8/21/2013.

A review of a physician order dated 9/27/2013
at 12:50 pm indicated "Sling to right arm fo help
rest the injured shoulder."

On 9/27/2013 at 1:15 pm, during a phone
interview, Nurse # 2 stated the freatment
recommendations on the Hospitat Emergency
Department Take Home Instructions for the
Patient dated 9/21/2013 for the sling or the
figure of eight strap was an oversight. Nurse #2
stated " | did not seeit. "

In an interview with the administrator on
9f27/2013 at 1:18 PM, she indicated she
expected the nurse to communicate the
recommendations for treatment from the
emergency department to the physician
appropriately and accurately.

On 9/27/2013 at 1:33pm, in an interview with the
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attending physician, he staled he expected the
nurse to communicate the recommendations for
treatment from the emergency department to
him upon the resident 's return to the facility.
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