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Each resident must recelve and the facility must
provide the necessary care and services 1o attain
or maintain the highest practicable physical,
mental, and psychosocial well-baing, in
accordance with the comprehensive assessinent
and ptan of care,

This REQUIREMENT Is nol et as evidenced
by:

Based on staff interview and record review lhe
facliity failed to follow-up on a missed
appointmeant and faited to accurately transcribe
discharge recommendations for aclivity
restrictions for 1 of 8 sampled residents {Resident
it4} reviewed for quality of care. Based on staff
interview and record review the facility also failed
{o provide adequate antifungal treatment to 1 of 1
sampled residents {Resident #1} diagnosed with
skin Irritation and underlying infection, Findings
Included:

1. Resident #4 was discharged from an acute
care hospital and admilted {o the facilily on
04/28/15. His hospital discharge diagnosis was
documentied as post-operative subdural
hemorrhage, His facility admission diagnoses
included Diabetes Mellitus, Hypertension,
Cerebrovascular Disease with Hemipleglia,
Further record review revealed an Admission
Minimum Data Set (MDS) dated 05/05/15 which
documented that the resfdent required extensive
asslstance for bathing, transfers and mobility.
The resident was assessad as being moderalsly
Impaired cognitively.

F 309 G /TN

F309

An Immediate review by the rehab manager
on lune 20, 2015 of Resident #4’s therapy
record showed that he had not exceeded 2
pounds of weight lifted or 21% activity
participation and did not Include bending.
This resident went for an ultrasound on
5/18/15 and was admitted to the hospital
from the doctor’s office.

Resident #1 was already discharged from
the facility at the time of the survey. The
facility was aware of the Lotrisone
transcription error as a Medication Variance
form was filled out and counseling was
done with the nurse by the DON on
4/28/15.

All may be affected by the alleged deficient
practices,
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Any de[ici%y statG/ment ending with an astedsk (*) danotes a deficlency which he Institution may be excused from correcting providing it is dotarminsd (hat
olhar safagliards provide sulliclent protection to the patients . (See Instinctions.) Excepl for nursing homes, the findings staled above are disclosable 99 days
following the dule of suivey whethar o not a plan of correction Is provided. For nursing homes, the abova findings and plans of corraction arg disclosable 14
days fotlowing the dale these documents are made available o the factity. If deficlencles are clied, an approved plan of corraction Is raquisite to continued

program pacticipation,

FORM CMS-2667{62-69) Provious Versions Obsolele Evont (D:R67D1§ Faclily ID; 962694 1f contlnuation sheot Page 1 of 21



PRINTED: 061042015

PEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APEROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
SYATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFPLIERIGLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AN PLAN OF CORREGTION IDENTIFICATION HUMBER: A BUILDING COMPLETED
c
345449 B. WING 05/20/2015
NAME: OF PROVIDER OR SUPPLIER STREET ADDRESS, GIFY, STATE, ZIF? CONE
4911 BRIAN CENTER LANE
BRIAN CTR HEALTH & RETIREMENT WINSTON-SALEM, NG 27106
%41 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTICH x5
PREEX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GCOMPLETION
TAG REGULATORY OR LS IDENTFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATe
DEFICIENGY)
F 308 | Continued From page 1 F 300
A raview of the hospital discharge

racommendations for Resldent ##4 included
limited aclivity--not bending, moving furpiture or
performing strenuous activity--lo be cleared at a
follow-up appointment for the post-subdural brain
hemorrhage with neurosurgaon on 05/20/15.
Resldent #4 was scheduled to have a lower
extremity ulirasound on 04/29/15 to follow-up on
a Deep Vein Thrombosis (DVT) In 9/2014 and
concerns of developing a new DVT.

Arevlew of the attending physician’s admission
orders, dated 05/01/18, for Resident #4
documentad for physical therapy and
oscupational therapy with no deferred therapy or
limitations noled, There was no order
documented regarding a venous duplex
ulirasound DVT test,

Areview of the resident's medical record showed
no documentation of ah appointment scheduled
for a venous duplex ultrasound DVT test.

Revisw of admisston orders for resident #4
revealed Nurse #3 transcribed regular activity
with physical and occupational therapy on
04/28115,

Roview of resident # 4's ultrasound results
revealsd no uitrasound resuits from 04/28/16.
During an interview conducted on 08/20/16 at
5:18 PM with Nurse #3 she staled she
franscribed admission orders on Reslident #4,
indicated that she did not see any activity
restriction from the neurosurgery discharge
skilled nursing facility instructions and transcribed
regular activity with physical therapy and
occupational therapy for admisslon activily on
Residant #4 on 02/28/15. Nurse # 3 continued by
staling that she did not routinely read through
discharge packels.

During a 06/18/15 4:34 PM interview the Director
of Nursing (DON) indicated that Resident #4, to

- charts are now audited by the team during

Audits were done of all charts by the DON.
ADON, or Unit Manager to validate
admission orders were transcribed correctly
and follow up appointments had been
scheduled as ordered, New admission

the next morning meeting following
admission. Needed follow-ups are noted
and are reported on the next day. The DON
has re-educated all Licensed Nurses
regarding reading the discharge summary
and transcribing physician’s orders correctly
to the physician’s order sheet, MAR and
TAR, and scheduling follow up
appolntments. The DON and ADON will
monitor new admission charts 3 times per
week for 12 weeks to validate accurate

transcription of physician’s orders and
scheduling of follow up appointments.

Opportunities identified as a result of these
audits will be corrected at the time
observed.
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restrictions, and thal she would expect the hall
nurses o accurately transcribe and clarify all
orders and recommendations from discharge with
the resident’s doclor. She stated that her
expectations were for the hall nurses {o notify the
doctors aboul any appoiniments missed by ths
rasidenis. She revealed thal Resident #4 had
missed the recommendad ulirasound
appointment scheduled for 04/29/16,

During an Interview conducted with the medical
doclor for facifily on 05/19/15 at 12:38 PM she
indicated she was not nolified of Resldent #4's
missed Vanous Duplex ultrasound on 04/29115.
She stated that she was not awarse of admission
neurg-surgery activity recommendations or any
actlvily restrictions for Resldent #4. She furlher
revealad that she expected licensed {Registered
nurses and licensed practical nurses) staff io
correclly end accurately communicale and clarify
residents’ hosplial discharge orders and
racommendations from discharging surgeons as
well as clarfying orders with her.

2. Resident#1 was admilited to the facllily on
04/1715 and discharged home on 05/09/15, The
resident's documanted diagneses included
panniculifis {inflammation of the fat and
connectiva tissue that llas undernsath the skin,
oflen presenting with tender skin nodules),
$opsis, and obesity.
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her knowledge, was not admitled with any activity

The DON will report the results of the
monitors to the Quality Assurance and

Performance Improvement Committee at
regular meetings for the next 6 months. The

committee will evaluate the plan’s

effectiveness and make recommendations

for ongoing compliance.
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prepared and executed as a means to continuously improve the quality of care and to comply with all

applicable state and federal regulatory requirements.
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A 04117115 hosplial discharge summary listad
lotrisone cream as a new medication which was
{o be applied lopically every eight hours, afler
cleansing, lo a rash and hypsrgranulated fissue In
the neck fold and every eight hours, after using
sacura cleanser, {o abdominal folds and the

perineal areas with pads applied to keep skin
folds separated. Nystatin cream was listed under
canlinued medications to be applied topically dally
to skin folds.

Raview of Resident #1's Aprll 2015 treatment
administration record {TAR) revealed the facility
began the administration of the nystatin cream,
but did not ulilize the lotrisone cream upon
admission.

Review of the facillly's grievance log reveelsd on
0471815 a family member was concarned
because the resident was not recelving his skin
ereams as ordered,

A 04/23115 Nursing Dally Skilled Summary
documented this same family member requested
to see the facllity's wound doctor in retation to
Resident #1's skin condition. The note
documented the family member was fold the
wound doctor was no longer in the building, but
the nurse praciitioner (NP} was sent {o assess
the resident,

in a Q423715 progress note the NP assessed wo
ulcerated areas on Rasident #1, However, the
residant’s panniculitis and skin treatment regimen
wars not addressed.

Resident #1's 04/24115 admission minimum data
set (MBS) documented his cognition was Inlack,
he required extensive assistance to being totally
dependent on the staff for his activities of daily
Hying, and he was receiving Infravenous
medications fo treal his panniculitis,

On 04/24/15 "Actual infection related to usdnary
fract and skin panniculitls" was identified as a
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problem in Resident #1's care plan. Inerventions
to the preblem included "Administer medications
andfor irealments as ordered."

On 04/24116 "Non-pressure ulcer skin
impairment: actual skin Impalrment 1/t {in regard
to) diabetes, morbid obesity with panniculilis” was
Identified as a problem In Resldent #1's care

plan. Interventions to the problem included
"wound care as ordered,"

A04/28/16 Medlcation Varlance Report
documentsd Resident #1 did not receive lotrisone
cream dus o & transcription errorfomission from
hosplial discharge records.

Review of the resident's April 2016 TAR revealed
the Iotrisone cream began to applied to the
resident's neck, abdominal folds, and perineal
area on 04/28/15.

A 04/30/16 Woeund Care Specialist Initiat
Evajuation documented Resident #1 had scaly
plaques to his headfface, tinea cruris {(superficiat
fungal Infection) to his chest, seborrhelc keratosis
{benign skin growths) to his back, irritated
dermatilis {o his groinfbuttock, and lichenification
to his right and lower exiremitles. The specialist
presocribed "Nizoral (anlifungal} cream 2% bid
(bwice daily) under breasts and pannus with abds
f{pads) prn {as neaded} for drying.”

AD4/30/185 physiclan order documented, "Claan
under hreast and abdominal folds with NS
{normal saling). Apply nizoral ointment 2% BID."
Revlew of the resident’s April and May 2015 TARs
ravaaled this order was not transcribad o the
TARs until 05/05/15, and the resident did not
receive the application of any nizoral cream
hefore his discharge home,

ADS7MS follow-up wound specialist note
documented the lichenification of Resident #1's
bliateral lower extremities remained unchanged,
but the fungal infection of the chest and the
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application to promote skin haaling. She reported
thse family member was referring to treatments
the resident received while hospitalized. The
administrator commented sha explained {he
nurstng home had to provide treatmant
prescribed by the primary physician, medical
direclor, and wound care spactalist.

At 10:40 AM on 08/19/15 RCS #2, who cared for
Resldent #1 on first shift, stated she used aloe
vara wipes when providing Incontinent care, and
applisd barrer ointment fo the resident's buttocks
and groin due fo redness and irritation, She
reporied she was nof sure wha! medicaled
creams the nurses werg applying, but recalled a
family mamber complaining that nursing was not
applying hese croams like she knew they were
supposed to,

AL 11:10 AM on 06/19/16 the director of nursihg
{DON]) stated, according to a 04/28/15 Madication
Variance Report, Resident #1 did not receive the
Iokrlsone freatment documented in the hospltat
discharge summary. She reporied this was not
acceptable. She also commented if the nursing
staff had confusion about the wound specialist's
04/30/16 nizoral order, then they should have
contacted the spaclalist or primary physiclan for a
clarification order. Otherwise, she stated, sha
expected the staff to apply the nizoral cream BID
to heip with the fungal irritation under Resident
#¥'s breasts.

483.25{¢c) TREATMENT/{SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessmeni of a
reskient, the facility must ensure that a resident
who sniers the facllity without pressure sores
does not davelop pressure sores unless the
individual's clinical condition demeonsirates that

F 30

F 31

9

4

s
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they were unavoldable; and a resldent having
pressure sores receives necessary reatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on obssrvatlon, resident and staff
tnterviews, and record review, the facilily falted to
change pressura ulcer dressings for 1 of 3
rasidents {Resldent 6} reviewed for pressure
ulcers. Findings included:

Resident #6 was admitted o the facility on
05/12/2015 after hospitalization for the evaluation
and freatment of sepsls secondary to
Methicillin-resistant Staphylococcus aureus
{MRSA)} bacteremia, Diagnosis histary included:
Tachycardia, pressure ulcers, urinary tract
Infection and diabetes meliitus, ype 2.

Acompete Minimum Data Set {MDS} had not yet
been completed at the fime of the survey, bul a
Brief Infervisw for Mental Status (BIMS)
assessment, completed on 5/15/2015, indicated
that Resident #6 was cognllively intaci.

Hospltal discharge orders, dated 5/12/2015,
sltated the follow treatmant was {o be done dally
to 7 areas including Resldent #8's right slump,
healing stage 1V to left plantar fool, lsft heel, left
latoral lower leg, healing stags IV to right ischium,
and stage IV to sacrum: Clean dally with normal
saline. Apply Eifa silver gel 44" thick and Mepilex.

On 6113415, hospital discharge orders were
ranscribed as a telephone order and staled that
the lsft plantar foot, left hesl, left lateral hesl,
sacral, and ischial areas were to be cleansed with

(X4}10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
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The DON ensured the completion of the
dressing change for resident #6 on 5/19/2015
and daily as ordered thereafter. A medication
variance was completed for the treatments not
completed as ordered,

‘Residents requiring wound treatments may be

affected by the alleged deficient practice.

The DON and ADON completed an audit of all
residents with physiclan ordered wound
treatments to verify treatment was provided as
ordered by 6-15-15.

The DON and ADON re-educated all Licensed
Nurses regarding the timely completion of
treatments according to the physiclan’s orders
including accurate documentation of completed
treatments by 6-15-15, The DON and ADON will
observe 3 nurses per week for 12 weeks
providing wound care and will validate these
treatments were completed according to the
physician’s orders. Opportunities identified as a
result of these audis will be corrected at the
time observed.,
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normal saline and thal Elta silver gel should ba
applied %" thick and Mepilex.

On 8/14/15, new telephone ordars were written fo
change the pressure ulcer dressing changes lo
cleanse with normal saline and apply hydrogel
and dry dressing every other day for the left
plantar foot, [ateral ankle, and laterat shin. The
orders for the sacrum, left Ischlum, coceyx, and
right ischium were also changed In the same
telephone order to cleans with normal saline and
apply Slivadene and dry dressing svery day.

Ih an Interviews with Resident # 6 at 9:42 AM on
5/19/2018, he stated that his pressura ulcer
dressings had not besn changed since Saturday,
§M6/2015 and had only been changed one other
time prior to Saturday since he was admilted to
the facility on 6/12/201s.

A rovisw of the lrealment administration record on
5/19/2016 at 9:45 AM revealed that dressing
changes had been signed off on 5/14/2015,
5/15/20186, 6116/2016, 617/2015, and 5/18/2015
for the sacrum, left Ischium, coceyx, and tight
Ischium, No treatments had bean documenied
prior to 5/14/2015 although there were admission
orders for treatments starling on 6/12/2015,

An observation of Resident #5's wound cars on
6711972015 at 12:30 PM revealed one large sacral
wound, one coccyx wound, one right ischium
wound, and one left ischium wound, Prior to the
surveyor entering the resident ' s room, Nurse # 2
had already pulled the privacy curtain, placed the
resident on his ght side, lowered the haad of the
bed, was gloved, and had removed the previcus
wound dressing and had it rofled up under the

bed pad or chuck. The {reatment supplies were

F314

The DON will report the results of the audits to
the QAPI committee at each regular meeting for
6 months. The committee will evaluate the
effectiveness of the plan and make
recommerndation for continued compilance,
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set up both on the small bed side night stand and
on resident's hed next to the sacral wound. The
resident was then asksd when the last time his
uicer dressing was ¢changed? He repliad that his
tast ulcer dressing change was dong on Salurday,
06/1615. Nurse #2 raplied that some of the ulcer
dressings were changed daily and the ofhers
were changed svery other day, which wara all
initlatad on the TAR. The nurse could not explain
what type of uicers the resident had, their
location, size, who changed the dressing fast, or
even if she had changed a drassing herself.
During the dressing change and wound
ohservation the rurse said she had just
previously cleaned the sacral wound with normal
saline and was In the process of applying a silver
Sulfadiazine cream onto the ulcers, Whils the
nurse was applying the Sulfadiazine cream, the
sacral, coceyx, and two ischium wounds were
chserved lo be pink to beefy red, without
drainage, and all had a foul odor. After applying
the cream, Nurse #2 covered the uleers with a dry
dressing. She was then asked to sse the old
dressing which was rolled up under the bed pad.
The nurse unrolled the bed pad which ravealad
ah old dirly brown to black foul smelling dressing.
The nurse was then asked to ki over the old
dressing to look at the other side, When she did,
it showed a black marker hand wrilten date of
05/16/15 wiltten on it. The nurse did not respond
when the dale was pointad out (o her,

In an interview on 5/19/15 with Nurse #3, the
nurse who had initialed on Resident # 6's TAR
that the lisatments had heen completed on
8/17M 8 and 5/18/15, she staled she did net get a
chance fo gat to his ireatment and passed K on to
the nurse relieving her on the 11-7 shift. She
stated that she was not able to describe the

F 314
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resldent's ulcers because she had never done his
treatments desplte signing off on the TAR that
she had. Nurse #3 stated that she undersiood
that she should not have Initlaled the TAR unless
she had acluaily done the reatments.

Stafl interview with Nurse #2 on 05/20/15 at .51
AM revealed that Resident #5's coceyx, 2
Ischium, and sacrum uleer dressing changes
were ordered to be changed daily and the lag
uicers dressing changes should be every olher
day (QOD). The nurse said the last dressing
change she did on Resident#6 was on 05/14/15
when the wound doctlor last saw the resident,
When asked why the resident’ s ulcer dressing
changes were not done from 05/16/18 to
05/18/16, she sald, thal was a good question.
She said if the dressing was not done on one
shift, It should have been passed onto the next
shift to do. Nurse #2 was asked why 9 shifts
want by and slill no one changed the resident's
dressings and she said, it was nol acceptable,
and nof the expedctation of the facilily, and that
she was unhappy when she saw the brown to
black dressing covered wilh exudate on 05/19/15.

On 5/20/15 at 12:30 PM the Direclor of Nursing
{DONj) stated admitling nurses are responsible
for the Initial skin assessments for resldonts and
that the wound doctor, accompanied by Nurse #2
rounded on residents with wounds each
Thursday, She stated that if residents were
admitted with wound treatment orders, they would
be lranscribed as a phone order and verified with
the facllity physician and it would be the
expectation that they would be Implerented upon
verification. The DON stated that most wound
lrealiments were done on the 7-3 or 3-11 shilts,
bui thatl ireatments could be done on 11-7 if they
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ware not done on the previous shift. She stated
that her expectation would have been that
Reskient #6's wounds would have been treated |
per the physician's orders upon admission and |
each day as ordered. It was not her expectation |
thal Residen! #6 was admilted on 5/12/15 and did |
not have his dressings changed until 5/14/15 and
then not changed again between 5/16/15 and
5/19/16, She stated that she would expect that
the nurses woldd not sign off on a treatment on
the TAR untit after the treatment had been
administered and not before, The DON also
stated thal a corresponding note should be
wiitlen In the resident’s charl once a trealment
had been completed.
F 356 | 483.30(e) POSTED NURSE STAFFING F 366
8= | INFORMATION ‘
|

The facliity must post the following Information on é

a daily basls: / 7

o Facllity name.

¢ The current date. /5

o The total number and the aclual hours worked
by the folfowing categories of licensed and
unlicensed nursing staff direclly responsible for
resident care per shifi:

~ Reglstered nurses,

- Licensed practical nurses or licensed
vocational nurses (as defined under State law).

- Certified nurse aldes.
o Resldent census.

The facliily must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must bs posted as foliows:

o Clear and readable formal,

¢ in a prominent place readily accessible to
residents and visftors.
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The facitity raust, upon oral or writlen request,
make nurse staffing data available o the public
for review at a cost not to exceed the communlty
standard,

The facility must maintain the posted daily nurse
stalfing data for a minimum of 48 months, or as
raquired by State law, whichever s grealer,

This REQUIREMENT is not mel as avidenced
by:
The facility failad to post nursing staffing for 4
consacullve days and falled to include census
information In nursing slaffing postings for staff,
resldents, and visitors in the nursing facility.
Findlngs Included:

AL 6:20 AM on 5/18/2015, an obsearvation of the
posted nursing staffing reveatad that nursing
stafflng had not besn posted since 5/13/2015 and
the census information was not included In the
posting.

At 2:15 PM on 5/18/2015 an ohservation of the
posied nursing staffing revealed that it had been
updated {o refiect staffing on 5/18/2018, howsver,
there was still no resldent census listed.

In an interview with the Director of Nursing (DON)
on §/20/15 at 12:30 PM, she stated that the
Assistant Director of Nursing (ADON) was the
person who posted the dally nurse staffing In the
facility, but that she would be the parson
responsible for the posting if the ADON was not
there. She reported that she understood ihat the
staffing was supposed to be posted separately for
the skilled nursing floor and the assisted living

The ADON took immedlate cotrective action for
the alleged deficient practice by posting the
missing census data on the staffing sheet on

5//20/15.

The alleged deficient practice has a the
potential to affect all residents.

A new staffing posting sheet was developed and
implemented to include the facility’s dally
census by 6-15-2015. The ADON was re-
educated by the DON to include the facllity’s
daily census on the staffing posting sheet by 6-
15-15, The Administrator, DON, and Weekend
Managers are monitoring the staffing posting
sheet daily for 2 weeks, then 3 times per week
for 10 weeks. Opportunities [dentified as a
result of these audits will be corrected at the
time observed.

The Administrator will report on the results of
the monitoring to the QAP commiittee at each
regular meeting for 6 months. The committee
will evaluate and make further
recommendations as needed.
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floor and that the information thal should be
Inciuded In the posted was the nursing
disclplines, hours schedulad, and daily resident
census. The DON stated that it would be her
expeciation that the staffing was posled dally at
the beginning of tha day.

At 3:35 PM on 520715, the ADON stated that she
was the person responsible for posting the
staffing sach day and thaf she usually posted the
staffing the flrst thing In the moming upon ariving
to work, She reported tivat the DON andfor
weekend nursing staff would do the postings if
she were not there and that should would find it
unusual not to have the postings done for 4 or 6
days. The ADON stated that the nursing
disclplines and hours scheduted to work was the
information included in the postings, bui the
resldent census was not listed on the staff
postings.

F 441 | 483.65 INFECTION CONTROL, PREVENT

38=p | SPREAD, LINENS

The facility must establish and malntain an
Intection Control Program dasigned o provide a
safe, sanitary and comfortable environment and
{0 help prevent the development and transmission
of disease and infection,

(8} Infection Control Program

The facility must establish an Infection Controt
Program under which It -

{1} Investigates, controls, and prevents infections
In the facility;

(2) Decldes what procedures, such as isolation,
should be applied to an Individual resident; and
(3) Malntains a record of incldents and corrective
actions relatsed to infactions.

F 356

F 441

um
F441 .

Resldent #5 remains without signs and
symptoms of wound infection. Nurse#l
received immediate one-on-one education on
5/18/15 by the Director of Nursing regarding
infection control technigues Including cleaning
scissors prior to use in wound care, The scissors
have been cleaned and stored properly.

All restdents recelving wound care requlring
scissors to cut needed supplies may be affected

by this alleged deficient practice.
{
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(b} Preventing Spread of Infection

{1} When the Infection Controt Program
determines that a resident needs isolation lo
prevent the spread of infection, the facility must
Isolate the resldent.

(2) The facility must prohibit employees with a
communicabla disease or Infected skin lesions
from direct contact with resldents or their food, If
direct conlact will iransmit the disease.

{3) The facliity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
profassional practice.

{c) Linens

Porsonnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT s not mef as evidenced
by:

Based on observation and staff interviews,
nursing staff failed to follow the facility policy 1o
clean scissors for 60 seconds of contact with
aleohol and place on a clean corner of the setup
before use while providing wound ireatment for 1
of 4 resldents {esident #5).

Findings included:

Review of facility “Infectlon Prevantion Manual
for Long Term Care" dafed 2012, read in part
under “Wound Care Procedures for Major
Wound" sectlon |l stated:

1. Cul the taps with your clean sclssors.

2. Clean the scissors with 60 seconds of contact

The DON arranged an Inservice by a KCi
representative on 6/3/15 regarding infection
prevention technigues with wound care
including cleaning scissors prior to use. All
Licensed Nurses were required to attend. The
DON or ADON will observe a wound treatment
by each nurse who does wound freatments to
verify acceptable infectlon prevention
techniques are heing utllized by 6-15-15. The
DON or ADON will randomly observe 3 dressing
changes weekly for 12 weeks, Opportunitles
identified as a result of these audits will be
corrected al the time obhserved.

The DON will report the results of the audits to
the QAP team during every regular meeting for
the next 6 months. The committee will evaluate
and make further recommendations as
indicated.
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with alcohol and place on & clean corner of your
setup. An additional note states: "Clean
lachnique” is used. Care must be taken to
prevent centamination of the supplies and
surfaces used in wound carg."

Resident #5 was admitted to the facility on
03/25/15 with cunulative diagnoses including:
strass fracture of the hip, degenerative joint
disaase (DJD), infected prosthesis of left hig, and
slatus post infection and debrldement (| & D) with
a wound vacuum assisted closure {VAC),

During observatlon of a surgleal wound VAG
change-oul and dressing change on 05718115 al
10:30 AM, Nurse #1was observed cleaning the
outer edge of resident #5's lefl hip surgical wound
wilh skin prep, then culling gray wound packing
foam with scissors taken out of her pocket.

Nurse #1 was then observed packing the gray
wound packing foam inlo resident #5's surgical
wound with the gray wound packing foam that
was cut with un-clean scissors.

During an Interview with Nurse #1 on 05/18/15 at
2:00 P, the nuise stated that she cleaned her
personal scissors with “soap and water in the
rasident’s bathroom" | prior to Resident #5's
surgical wound treatment, and placed them in her
pocket. Nurse #1 stated, "The anly thing | ever
putin my pocket ars my scissors.”

Puring an Interview with Nurse #2 on 05/19/15 at
10:40 AM, the nurse stated that in a wound
treatment she would expect the following
process: ,

1. Keep the freatment carl stocked with
scissors, {ape, saline, staple remover kits, and
germicidal cleaner for personal equipment like
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services provided; the resulis of any
preadmission screening conductad by the State;
and progress nofes, F514

Resldent #6 immediately recely
This REQUIREMENT Is not met as evidenced v ed wound
by: treatment as ordered on 5-19-15 and the
Based on staff interview and record review the treatment was then documented properly on
facility failed to malntain complete and accurate the Treat t Admini . _
Irealment administration records {TARS) for 2 of 6 € Ireatment Administration Record. Resldent
sampled resldents (Resident #1 and #6) as #1 had already been discharged from the facility
evidenced by completed treatments which were
nol inilialed off on the TARs and treatments which at thfe time of the survey. The DON completed a
wereg initialed off on the TARs buf never Medicatlon Variance for the inaccurate!y
comgleted. Findings included: documented treatments for resident #6 on 5-
1. In an interview with Resldent # 6 at 9:42 AM 17-15 and 5-18-15. Nurse #3 received
on 5/19/2015, he stated that his pressure ulcer disciplinary action on 5-19-15 from the DON
dressings had not bean changed since Saturday, di he l .
5/16/2015 and had ohly been changed one other regarding the Inaccurate documentation
time prior to Saturday since he was admitted to identiffed for 5-17- and 5-18-15.
{he facility on 6/12/2015,
Al
Areview of Resitent# 6's treatmant I restdents requiring wound ‘treatme nts may
administration record (TAR) on 5/19/2015 at 9:45 be affected by the alleged deficient practice,
AM revealed that dressing changes had been The DON and ADON completed
signed off on 511472015, 5/5/2015, 5/16/2015, . , pleted an audit of all
5/17/2015, and 5/18/2015 for the sacrum, left residents with physiclan ordered wound
Ischlum, coceyx, and right ischium. treatments to verify treatment was provided as
In an interview on 5M9/15 with Nurse #3, the ordered and documented accurately by 6-15-
nurse who had inilialed on Resident # 6's TAR 15,
that the treatments had been completed on
5/171% and 6/18/15, she stated she did not gel a
chance fo get {o his frealment and passed it on fo
the nurse relieving her on the 11-7 shift. She
stated that she was not able fo describe the
resident's ulcers because she had never done his
treaiments despite signing off on the TAR that
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stethoscopes and scissors.

2. To use a germicidal agent to ¢lean personal
squipment.

3. To not put personal equipment like scissors in
your pocket, but to keep cleansd scissors on top
of treaiment cart in the clean field,

During an interview with the Nurse Praclitioner on
05/18/15 at 12:20 PM, revealed that it was her
expeclation that all nurses' perscnal equipmant to
be cleaned before and after use according fo the
facilily policy.

During an interview with the ADON on 05/19/15 at
4:45 PM, revealed that it was her expsciation thaf
nurses’ private sclssors must ba cleaned with
sanitation wipes prior to use, and that un-clean
scissors should never be used or placad on a
clean field.

During an intarview with the DON on 05/18415 at
12:30 PM, she revealed that it was her
expeciation that all stalf nurses’ personal
equipment to be cleaned with a germicide before
and after sach use, per facllity protacol.
483,75{(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and praclices that are complets;
accurately documented; readily accessible; and
systemalically organlzed.

The clinical record must contain sufficlent
infermation to identify the resident; a record of the
resldent's assessments; the plan of cars and

F 441

F 5i4
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she had. Nurse #3 stated that she understood
that she should not have Initialed the TAR unless
she had actually done the {realments.

On 5/20/16 at 12:30 PM the Director of Nursing
(DON) stated admilling nurses are responsible
for the Initial skin assessments for residents and
that the wound doctor, accompeanied by Nurse #2
rounded on residents with wounds each
Thursday. She stated that if residents were
admilled with wound treatment orders, they would
bs transcribad as a phone order and verified with
the facility physiclan and it would be the
expaciation ihat they would be Implemented upon
varificatlon, The DON stated that most wound
treatments were done on the 7-3 or 3-11 shifls,
but that treatments could he dona on 11-7 if they
were not done on the previous shift. She stated
that her expactation would have been that
Resident #6's wounds would have been treated
per the physician's orders ugon admission and
each day as ordered, fwas not her expectation
that Resldent #5 was admilted on 5/12/15 and dld
nol have his dressings changed until 5/14/16 and
then not changed again between 5/16/15 and
6/19/16. She stated thet she would expact that
the nurses would not slgn off on a treatmenl on
the TAR untif after the treatment had been
administersed and not before, The DON alse
stated that a corresponding note should be
wrilten In the resident’s chart once a treatment
had been completed,

2. Resident #1 was admitted to the facility on
04717116 and discharged home on 05/08/15, The
resident’s docurmented dlagnoses Included

The DON re-educated all Licensed Nurses
regarding the timely completion of treatments
according to the physician’s orders including
accurate documentation of completed
treatments by 6-15-15. The DON or ADON will
audit the MAR and TAR 3 times per week for 12
weeks to validate accurate documentation.
Opportunities identified as a result of these
audits will be corrected at the time observed.

The DON will report the results of the monitors
to the QAP} committee at regular meetings for
the next 6 months. The committee will evaluate
the plan’s effectiveness and make
racommendation for ongoing compliance
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prepared and executed as a means to continuously improve the quality of care and to comply with all

applicable state and federal regulatory requirements.
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sacralfbutlocks pressure ulcar, panniculitis
{Inflammation of the fat and connective tssue that
lies underneath the skin, often presenting with
tender skin nodules), sepsis, and obesity.

A 04/23/15 physictan order Inifiated the cleansing
of the {op crease of Resident #1's bultocks with
normat saline (NS} and the application of vaseline
gauze at the crease dally.

Review of the resident's Aprll 2015 and May 2016
treatment adminisiration records (TARs) revealed
the cleansing and applicatlon of vassline gauze to
Resident #1i's butleck ¢rease was not initiated off
as compleled on 04/24/15 through 04/26/18,
04129415, 04/30/15, and 06/07/16,

A 04/30/15 physlclan order documented, "Clean
under breast and abdominal folds with NS. Apply
Nizoral olntment 2% BID {twice daily).

Review of the resident's April 2015 and May 2015
TARs revealed this order was not transcribed lo
the TARs untit 05/06/15. This ireatment was not
initialed off on 05/05/15 through 05/09/16 ag
having besn completed.

At 3:10 PM on 05718716 Nurse #3, who cared for
Resident #1 on secend shift, stated to her
knowledge the resident recsived all the wound
{reatments and antifungal creams as ordarad.

At 10:00 AM on 06/19/15 Nurse #2, the first shift
unit coordinator who cared for Resident ##1,
stated to her knowladge {he resident receivad all
the wound treatments and antifungal creams as
ordarad.

At 11:34 AM on 05/19/15 the direclor of nursing

F 51‘4
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(DON) stated the TARs were the facility’s official
record of administered treatments, She reported
once staff completed treatments they Initlaled
them off on the TARs. She commented staff
were not supposed fo initlal {reatmenis off on the
the TARs uniil the treatments were completed
because they might get sidetracked and forget to
return {o the residents to provide those
troaiments. According to the DON, If freatments
weore refused by residents, the staff circled thair
initials on the front of the TARs and documented
an explanation of the back of ths TARs.
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