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This Plan of Correction is the center's credible
The survey dates were from February 16-17, allegation of compliance.
2011 and February 27 thmth_ March 3, 2011. Preparation and/or execution of this plan of corrvectiog
Immediate jeopardy was identified on March 1, does not constitute admission or agreement by the
2011 and was removed March 3, 2011. provider of the truth of the facts alleged or conclusion
F 157 | 483.10(b)(11} NOTIFY OF CHANGES F 157 sel forth in the statement of deficiencies. The plan Ofr
: correction is prepared and/or exectited solely becausd
ss=J | (INJURY/DECLINE/ROOM, ETC) it is vequired by the provisions of federal and state I,

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legatl representative
or an interested family member when there is an
accident invalving the resident which resulis in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mentai, or psychosocial staus {i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need tg alter treatment
significantly {i.e., a need to discontinue an
existing form of treatment due to adverse
consequencas, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly nofify the resident
and, if known, the resident's legal representative
or inferested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
rasident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's
lagal representative or interested famlly member.

Resident Specific

Resident #1 was admitted to the facility
on 1/3/2011. Her diagnoses included
Commrinuted Intertrochanteric right Hip
fracture, Rhobdomylosis, HTN, Mild
Cognitive Impairment, and Alzheimer’s
dementia. Her medications included
Metoprolol Tarirate, Mirtazepine, Plavix,
Prednisone, Lisinopril, Colace, Ferrous
Sulfate, and Loriab. She received Lorlab for
right hip pain once on 1/3, twice on 1/4, 1/5
1/6, 147, 178, 1/9, 1/10, 1/11, and 1/13/201
She received Lortab three times on
1/12/2011. She also experienced
hemorrheid pain on 1/9/2011 and an order
was received for Annusol suppositories thi
times per day as needed. Resident receivef
Colace 100mg two times per day since
admission. On 1/9/2011, Lactulose 30cc
daily was added to her medication regimer
for constipation. On 1/10/2011, Senokot
was added one tablet daily for constipatios.
Resident received Fleets enemas on
1/10/201 1 (one) and 1/12/2011 {two). On
1/13/2011, both the resident and her brother
requested she be sent to the emergency room
for evaluation. She stated, “I don’t feel
good.”
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Any deficiency statement ending with an astdisk {*) denotééa deficiency which the institution may be excused from correcting providing it Is datermined that
other safeguards provide sufficlent profection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
folfowing the date of survey whether or net a plan of correction Is provided. For nursing homas, the above findings and plans of correction are disclosable 14
days following the date these documents are made availabls to the facllity. If deficiencles are cited, an approved plan of correction is requisite to continued

program participation.
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Review of the facility "Guidelines for Physician
Notification of Change of Condition/Clinical
Problems in Center Residents", dated 10/31/08,
revealed, for abdominal pain, if the resident had
abrupt onset of severe pain or distension, or
vomifing and fever the physician should be
nofified within 1 hour. If the resident had
moderate diffuse or localized pain, unrelieved by
antacids or faxatives the physician should be
notified within 6-8 hours, and no later than the
next business day. If the resident had mild to
moderate discomfort, without asscciated

resulis documented

Resident passed away in the hospital on
1/13/2011.
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This Plan of Correction is the center's credible
This REQUIREMENT is not met as evidenced affegation of compliance.
by: . . L ) Preparation andfor execution of this plan of correction
Ba?'ed On_ sta'ff mterynews, physician mFeMeWS' does not constitute admission or agreement by fhe
facility guideline review and record review the provider of the truth of the facts alleged or conclusions
facility failed to nofify the physician of noted new set forth in the statement of deficiencies. The plan of
onset abdominalfrectal pain with associated correction is prepared and/or executed solely because
constipation for 1 of 6 sampled residents if is required by the provisions of federal and state lmf.
(Resident #1). The facility failed to notify the ; T A 1
physician of a sub-therapsutic {low) International Attepdmg phys{clan was notified and orde
Normalization Ratio {INR) leve! for 1 of 3 sampled received for remdent‘to b(? fransported to the
residents (Resident #11) emergency room. Vital signs were:

temperature 97.3, pulse 69, respirations 12,
Immediate Jeopardy (1)) began on 1/8/11 for and blood pressure 58/32, Resident had
resident #1. The immediate jeopardy was documented bowel movements as follows:
tdentified on 3/1/11 and was removed on 3/3/11
{for resident #1), when the facility demonstrated it 1/5/2011-two soft, medium bowel
had implemented their credible allegation of movements
compliance. The facility was left outof 1/7/2011-one soft, medium bowe! movement
compliance at no actual harm with potential for 1/8/2011-one soft, medium bowel movemgnt
more than minimal harm fhat is not immediate 1/9/201-one soft, small bowel movement
jeopardy (D) so that completion of staff 1/10/201 1-Senokot one tablet daily was
m-s;arvrces alr(ljdbmcorporati;)r:1 o; mogl?Oﬂ!“% di added for constipation; one Fleet’s enema
Systems could be accompiished and Included in 1/11/201 i -one hard, medium bowel
the Quality Assurance Program. Findings include:

movement

1/12/201 i-one soft, small bowel movement

1/12/201 1-two Fleels enemas given with no
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symptoms the physician could be notified at the
next regular visit or phone convarsation within
one day to 72 hours.

1.Resident #1 was admitfed fo the facility on
1/3/11 with diagnoses including a right hip
fracture, rhabdomyolysis {rapid breakdown of
skeletal muscle due to damage to muscle tissue),
hypertension, and mild cognitive dysfunction.

The undated, unsigned "Pain Assessment” had
the following handwritten in the “location” section,
"No ¢/o {complaint} pain - on admission soreness
R {right} hip." The "severity" section was not
completed. Further review revealed the "pain
typefintensity” , "other non-verbal”, "quality of
lifefactivities of daily living", "cause of pain”, "relief
of pain" and "conclusion" sections were not
completed.

Nurse #2 was interviewed on 2/17/11 at 3:30PM.
Nurse #2 admitted the resident {o the facility on
1/3/11. She indicated the resident wasn't having a
whole [ot of pain in the first day. Then around the
second or third day she would just scream when
you touched her. The staff was not sure if maybe
the resident did not want to go {o therapy and that
was the reason for her behavior. Therapy would
come to work with the resident and she would just
scream. The nurse staied she was responsible
for the initial pain assessment and could not
provide a reason for the incomplete pain
assessment.

Resident #1's physician orders for January 3,
2011 to January 13, 2011 revealed the resident
was ordered to receive Ferrous Sulfate 325 mg
{milligrams} twice daily and Colace (a stool
softener) 100mg twice daily. The resident was
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This Pian of Correction is the center's credible
allegation af compliance,

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or execnted solely because
it is vequired by the provisions of federal and state Imy.

All Other Residents

1. (A} On3-01-11, Nurse
Management feam, consisting of
Interim Director of Nursing
Services (I-DNS), Staff
Development Coordinator (SDC)
and Minimunt Data Set
Coordinators (MDSC) performed
pain assessments on all residents {r
house to identify residents with
pain.

{B) On3-01-11, Nurse
Management team, consisting of
Interim Director of Nursing
Services (I-DNS), Staff
Development Coordinator {SDC)
and Minimum Data Set
Coordinators (MDSC) performed
bowel record review for residents
of the facility to also inchide the
look back period to the last
documented bowel movement to
identify residents with no bowel
movement in three days.

=

2. {A) The resident’s primary
licensed nurse will be responsible
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also ordered Lortab

every 4 hours as needed.

{Hydrocodone/Acetaminophen) 5mg/326mg 1 tab

Review of the nurse's notes, dated 1/3/11 through
117111 revealed the resident had complaints of

This Plan of Corvection is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the

provider of the truth of the facis alleged or conclusion
set forth in the statement of deficiencies. The plan of
correction is prepared and/or execnted solely because
it is required by the provisions of federal and state Imy.

1

right hip pain and "pain." She was receiving as
needed pain medication (Lortab).

Raview of the resident’'s "Bowel Record" for 7-3
shift revealed she had no noted bowel
movements on 1/3/11 and 1/4/11. The resident
had 2 medium soft bowel movemnents on dayshift
of 1/5/11.

Review of the resident's "Bowel Record"” for 7-3
shift revealed she had no noted bowel
movements on 1/6/11.

The resident had one medium soft bowel
movaement on 1/7/11 and 1/8/11 during dayshift.

Resident #1 received a Lortab at 4:55AM on
118111 for complaint "pain." There was no follow
up to evaluate the effectiveness of the
medication.

The MAR reflected the resident received a Loriab
for rectal pain at 9PM on 1/8/11. The
effectiveness of the medication was not
evaluated.

The MAR noted the resident received Lortab at
4AM for complaint of rectal pain. It was noted as
being "effective.”

On 1/9/11 at 12:50PM the nurse’s notes reflected
the resident was complaining of hemorrhoids

score of 3 or higher on a scale of
1(mild)-10 (continuous/severe) on
the pain assessment form, with ngw
orders impiemented and care
planned by MDSC and or primary
licensed murse, at the time of pain
onset. The IDT (Interdisciplinary
Team) will validate this process at
least 5 times weekly in Clinical
Morning Review. Responsible

Party(s) will be notified of new
medications or change in dosage of
current medication as needed.

{B) Bowel Protocol was initiated
by the Nurse Management Tean,
consisting of the Interim Director|of
Nursing Services (I-DNS), Staff
Development Coordinator (SDC)
and Minimum Data Set
Coordinators (MDSC) for residents
noted with no bowel movement in
three days. Bowel Protocol states:
On third day with no documented
bowel movemnent give Lactulose 30
cc po (by mouth) or via tube
{gastric or peg) prit (as needed)
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hurting. A verbal order was received from the
physician assistant for "Annusal HC
(Hydrocortisone Cream) suppository 1 to 2 pr (per
rectum) TID (three times daily} for hemorrhoidai
pain prn {as needed).” The resident received a
Lortab and Anusol HC for "rectal’ pain at 12PM.
There was no evaluation on the effectiveness of
either medication.

Resident #1 had a small soft bowe! movement on
1/9f11.

The MAR reflected resident #1 received a Lortab
and Anusol HC for "rectal” pain at 4PM. There
was no evaluation on the effectiveness of either
medication.

The nurse's note dated ,1/9/11 at 6:50PM noted
the resident had received an Anusol HC
suppository per rectum and Lortab for
hemorroidal pain. There was no mention of
whether or not there was stool present in the
recturn when the Anusol suppositories were
inserted. No assessment of the hemorrhoids or
the abdomen was nofed.

The MAR noted resident #1 received Lortab at
8PM on 1/2/11 for "pain across top buttock.”

A verbal order dated 1/8/11 at 11PM read in pari,
"Lactulose 30cc {cubic centimeter) po (by mouth})
daily, Senokot 1 po daily.”

Cn 1/10/11 at 6:15AM the nurse's nofe reflected

the resident had been medicated with Anusol HC
per rectum (at 5:30AM) and Lortab for complaint
hemorroidal pain (at 3:3bAM).

The physical therapy (PT) notes for 1/10/11 noted

allegation of compliance.

This Pian of Correction is the center's credible

Preparation and/or execution of this plan of correctiop
does not constitufe admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of defictencies. The plan of
correction is prepared andfor executed solely because
it is required by the provisions of federal and state im
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{as needed)

(as needed)

results within 30 minutes
enema administration,

3. (A} On 3-01-11, Nurse

Services (I-DNS), Staff

and Minimum Data Set
Coordinators {MDSC)

s On fourth day with no documented
bowel movement and no results
from Lactulose give Dulcolax sugp
(suppository) pr (per rectum) prn

*  On fifth day with no documented
bowel movement and no resulis
from Lactulose or Duleolax give
Fleets Enema pr (per rectum) prn

e Notify attending physician if no

Management team, consisting of
Interim Director of Nursing

Development Coordinator (SDC)

implemented, evaluated and / or
updated resident care plans to
reflect pain as needed concerning
all residents in the facility.
Careplans are made accessible
through the resident’s medical
record for the licensed nurses and
the nursing assistant will obtain ahy

of Fleet

T
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the resident stated she could not participate in This Plan of Correction Is the center’s credible
therapy. The therapist noted the resident had affegation of compliance.
"de_creased mot]vqtlon." The PT noted tt‘le ) Preparation and/or execution of this plan of correctiop
resident had pain in her abdomen and right hip. does not constitute admission or agreement by the
Pain medications were given and the nurse was provider of the truth of the facts alleged or conclusions
aware. set forth in the statement of deficiencies. The plan of
corvection is prepared and/or execuled solely because
Review of the MAR for 1/10/11 reflected the it is required by the provisions of federal and state lax.
resident received a Fleets enema x 1. The enema ded basi ] Pai
was not documented on the "Nurse's Medication fieeded basis on-gomg. Fain care
Notes" or in the nurse's notes. Review of the plegn 15 1nc1uswe.of.
"Bowel Record" for 1/10/11 noted "0" for the *» Pain type, chronic, acute,
amount of bowel movements on 7-3, 3-11, and breakthrough, phantom
11-7 shifts. s  Pain symptoms: crying / moaning,
facial grimace, guarding,
Review of the nurse’s notes, dated 1/10/11 complaints of pain, decrease in
revealed no indication of physician notification functional level, nlab]hty to Sleep
regarding the in-effective enema. limiting activities, not eating
) ay Licensed Nursing Staff monitoring
Th.e E’T no'tes ft')r'jl.'t‘li‘l'! revealed the resident residents for pain each shift. Aftending
said "l can't do it (in regards to therapy) physicians when signs and symptoms pf
Re:tder:t #1 had r[):alp n hg{ n%ht lower extremity d pain, worsening pain, reporting changes
and rectum pain. Pain medications were receive i pain location / type / frequency /
and the nurse was aware. . . . . .
intensity of pain to physician
The resident had 1 medium hard bowel *  Providing non-pharmacological
movement during dayshift on 1/11/11. comfort measures including
relaxation techniques, deep
The nurse's note (done by nurse #2), dated breathing, f'epositioning, activitieg
1/11/711 at 8:30PM revealed the resident would as appropriate
not aftempt to walk and her appetfite was poor. A e Monitoring for side effects
moderate amount of soft stool was removed including Licensed Nurses to
manually from the resident's rectum beafore monitor for signs and symptoms of
inserting & Dulcolax suppository. Lactulose 30 cc constipation, Licensed Nurses ang
was given by mouth. The resident was taking a Certified Nursing Assistants
“fair’ amount of liguids. Another nurse's note from monitoring and documenting bowlel
111?/11 reflected at 9:30PM the resident was movements
assisted to the toilet. The note read in part, "will
not try to expel {push out) stool.” States, "l can't
FORM CMS-2567{02-99) Previous Versions Obsolete Event [D: LVIW11 Facility iD: 953217 If continuation sheet Page 6 of 96
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get it to move.” There was no indication of
physician notification in regards to the resident's
status.

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreenient by the

During an interview on 2/17/11 at 3:30PM nurse
#2 indicated she believed she checked the
resident's rectum conce manualiy and did not feel

provider of the truth of the facts alleged or conc-!usr‘orﬁs
sel forih in the statement of deficiencies. The plan of
correction is prepared andlor executed solely becaisd
it is required by the provisions of federal and state lap.

any stool. Of course the resident was on a
narcotic pain medication and that could be
constipating.

Review of the MAR revealed resident #1 received
a Fleels enema on 1/12/11 at 8AM and 1:30PM.
Both enemas were documented on the "Nurse's
Medication Notes" as "not effective.” There was
no indication of physician notifcation in regards to
the lack of effectiveness of the enemas.

A nurse's note on 1/12/11 at 4PM revealed the
resident received Anusol HC per rectum at 9AM
and 2PM with minimal pain relief voiced per
resident. The nurse noted before inserting the
suppositories she felt "gummy pasty like fecal
matter” and she removed a "fistful amt {amount}
of stool.™

On 1/12/11 at 10PM the nurse noted the resident
remained in bed and "continues not helping
herself.” Her appetite was poor and she was
given Lortab for "discomfort.” There was no
evidence of physician notification.

The "C.N.A. Flow Record" had a section for
"Behaviors observed.” it was noted on the 3-11
shift on 1/12/11 the resident had "Continuous
yellingfscreaming.” No other behaviors were
noted on the flow record.

The "C.N.A. Flow Record" contained a narrative

Administering and monitoring fou
effectiveness and for possible side
effects from pain medication
Pain Assessment to be completed
on admission, quarterly and with,
significant change in status
Education with resident and family
members as needed about comfort
measures, analgesic medications,
fear and concerns regarding pain
Certified Nursing Assistants will
verbally notify licensed nurse if
resident has no bowel movement in
three days

Certified Nursing Assistants will
document notification on bowel
record and licensed nurses will
review the bowel record flow beak
the beginning of each shift.
Licensed Nurses administering
stool softeners and laxatives per
MD orders

Licensed Nurses encouraging fluid
and fiber
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She didn't eat much."

with NA #2. The NA stated resident #1

"mushy" stool came out.

NA informed the nurse.

shift revealed she had no noted bowel
movemsnts on 1/12/11 and 1/13/11.

note dated 1/12/11 (no time) that read in part,
"Resident having problems with having BM
{bowe! movement) the nurse gave her something.

An interview was conducted on 2/17/11 2:43PM

complained about not being able to have a bowel
movement and having pain {stomach) because
she could not go to the bathroom. The nurse (#1)
gave the resident an enema and a little bit of

Another note dated 1/12/11 (11pm-7am) noted
the resident had been removing stool from her
rectum and had put it all over her bedding. The
resident complained of pain in her rectum. The

During an interview, on 2/17/11 at 3:06PM, NA #4
indicated the resident was a very anxious about
her care. The NA stated the resident was "always
wanting laxatives”" and {rying to manually remove
stool out of her rectum with her fingers. The
nurse's were aware of the resident's behavior
and it was something she did throughout her stay.

The PT notes for 1/12/11 read in part, "l am
hurfing so bad (resident)." The resident
complained of pain in her rectum. The nurse was
aware and pain medications were received.

Resident #1 had only 1 noted bowel movement
on the 11-7 shift, a small soft one on 1/12/11.

Review of the resident's "Bowel Record" for 7-3

This Plan of Correction is the center's credible
allegation of compliance.

Preparation andflor execution of this plan of correctio
does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusions

set forth in the statement of deficiencies. The plan of
correction is prepared and/or execuled solely because

it is required by the provisions of federal and state lay.

¢ Certified Nursing Assistant
encouraging resident to follow
prescribed diet

{B) On 3-01-11, Nurse Management team,
consisting of Interim Director of Nursing
Services (I-DNS), Staff Development
Coordinator (SDC) and Minimum Data Se
Coordinators (MDSC) implemented,
evaluated and / or updated resident care
plans related to constipation as needed.
Constipation care plan is inclusive of:

e Certified Nursing Assistants
monitoring and documenting bow
movements every shift

o Certified Nursing Assistants will
verbally notify licensed nurse if
resident has no bowel movement
three days

o  Certified Nursing Assistants will
document notification on bowel
record and licensed nurses will
review the bowel record flow boo
the beginning of each shift.

+ Licensed Nurses administering
stool softeners and laxatives per
MD orders
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The nurse’s note dated 1/13/11 at 6:45AM noted
the resident had been reguesting the bed pan
most of the night. She had a medium brown stool
and continued to insert her fingers into her rectum
fo try to remove stool.

Resident #1 told PT she was sick on 1/13/11. The
daily PT note dated 1/13/11 revealed the resident
had abdominal paln secondary to no bowel
movement.

A nurse's note for 1/13/11 at 12:30PM noted the
resident was being sent 1o the emergency room
for "altered mental status." The resident stated "l
don't fee! good." Her vital signs were;
temperature 97.3 degrees Farenheit, pulse 68,
respirations 12 and blood pressure was 58/32.

The MAR revealed resident #1 had received 24
doses of the as needed Lortab from 1/3/11 fo
1/M3/11. She recelved one dose on 1/3/11. From
114111 to 1/8/11 the resident received 2 doses
daily of the Lortab. On 1/9/11 she had four doses
of Lortab ( 4AM, 12PM, 4PM, and 8pm}. The
resident had two doses daily of the Lortab on
1/10/11 and 1/11/11. She received three doses of
the Lortab on 1/12/11 (times not documenied)
and 2 doses on 1/13/11. Resident #1 was
receiving the Ferrous Sulfate twice daily and the
Colace iwice daily.

Record review of the hospital records dated,
1/13M1, noted the resident presented to the
emergency depariment with complaint of
abdominal pain, fatigue, poor oral intake, and
hypotension, The resident was given several
enemas and manual disimpaction of stocl on
1/12/11. The facility and family member reporied
"Very poor oral intake for past 3-4 days." The

This Plan of Correction is the center's credible
allegation of compliance.

Preparation andior execution of this plan of correctio
does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusions
set forih in the statement of deficiencies. The plan of
correction is prepared and/or execnted solely becatise
it is required by the provisions of federal and state Im
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(a) Staff Development Coordinator

Licensed Nurses encouraging fluid
and fiber as appropriate
Certified Nursing Assistant
encouraging resident to follow
prescribed diet

Notification of Registered Dieticia
for evaluation of diet and fluid
intake / offerings, resident likes and
dislikes, and recommendations for
food and /or fluids to promote
regular bowel elimination
Education was initiated by:

—

1

inserviced current licensed nursing
staffon 3-1-11 and will repeat in
service on-going for newly hired
licensed nurses during orfentation,
licensed nurses returning from
vacation and leave of absence with
regard to pain policy to include:
e  Assessment of resident
pain including location,
duration, frequency, time
of day pain generally
occurs, feeling of pain
(internal, external, acute
chronic), severity of pai
verbal pain scale (if
resident able to respond)
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abdominal exam noted the abdomen was
"distended, diffusely tender with hypoactive BS
{bowel sounds), rectal with gross hems + stool
(positive for blood}.”

The CT {computed tomography) of the abdomen
and pelvis, done on 1/13/11, read in part, "A
rather marked amount of retained stool is noted in
the rectum and rectosigmoid (colon) compatible
with clinical diagnosis of fecal impaction. Fluid
filled dilated small bowel loops with scatlered air
fluid levels are present.”

Residant #1 expired on 1/13/11 at the hospital
with final primary diagnoses of cardiopulmonary
arrest, aspiration pneumonia, Gl (gastrointestinal)
bleed, hypotension, leukocylosis, metabolic
acidosis and renal fallure.

The rehabilitation interim manager was
interviewed on 2/17/11 at 12:05PM. She indicated
she had worked with resident #1. She
remembered the resident did "pretly good" the
first time she worked with her. Then she was off
for a few days, a weekend she thinks, and when
she came back the resident was "different." The
resident was complaining of trouble with her
stomach. The rehab intetim manager
retnembered assisting the resident to the toilet
with nursing because they thought that might help
her move her bowels. The resident stated she
just could not do it, she couldn't push. She
indicated as the resident's stay progressed she
was significantly different. it was not the whole
stay but like 3-4 days towards the end.

An interview was condueted on 2/17/11 at
12:15PM with nurse #1. The nurse had cared for
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This Plan of Correction is the center's credible
allegation of compliance,

Preparation and/or execution of this plan of correction
does not constifute admission or agreement by the
provider of the iruth of the facts alleged or conclusion
set forth in the statement of deficiencies. The plan of r
corvection is prepared andlor executed solely because
it is required by the provisions of federal and state lm

non-verbai cues (facial
expressions, vocalizations,
body actions / observed
behaviors), pain affectin
resident’s quality of life
activities of daily living,
cause of pain, relief of
pain
s Initiation of pain care
plan as needed
s Implementation of
pain care plan
*  Monitoring frequercy
of use of analgesic
medication
¢  Notifying the
attending MD of pain
reguiring prn {as
needed) medication
for greater than three
consecutive days
e Notifying the
attending MD of
unrelieved pain of ;
or higher on a scale
of 1{mild)-10
(continuous/severe
on the pain
assessment forn

e
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resident #1 frequently (8 cut of 10 days) during
her stay. Nurse #1 indicated the resident came in
for rehaby; she had a right hip fracture. She did
comptain of pain. She had a PRN pain medication
and nurse #1 gave the medication as ordered.
Nurse #1 indicated some of the side effects of a
narcotic pain medication were constipation,
lethargy and drowsiness. The nurse stated she
did not have any conversations with the physician
in regards fo the pain med and possible/potential
connection to the resident’s constipation and
abdominal pain. She noted the facility had a BM
protocol, The protocol was like a standing order
and the nurses would follow the protocol. The
nurse would not contact the physician untit they
had gone all the way thru the protocot and had no
results {bowsl movements), but that hardly ever
happened. Nurse #1 siated she last assessed the
resident’s abdomen on 1/13/11 and it was "soft,
wasn't really hard" and her bowel sounds were
hyperactive.

During an interview on 2/17/11 at 2:37PM, NA #1
indicated she took care of the resident during her
stay. The NA stated the resident was "total care"
meaning the staif had to assist her with her
activities of daily living. The resident did complain
that she could not have a bowel movement. NA
#1 reported the resident’s concern to the nurse
(#1). The NA indicated nurse #1 gave the resident
an enema, but she could not recall the exact date.
She stated the resident just had "a littte watery
type" of results from the enema. The resident did
not express any relief from receiving the enema.
The fast time the NA worked with the resident
was 1/12/11. The resident kept putting on the call
light because she could not move her bowels.

An interview was conducted on 2/17/11 at

This Plan af Correction is the center's credible
allegation of compliance.

Preparation andlor execution of this plan of correctioh
does nof constiftite admission or agreement by the
provider of the truth of the facts alleged or conclusiors
sel forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becatise
it is required by the provisions of federal and state la.

constipation care plan
b) Staff Development Coordina

inserviced current Certified
Nursing Assistants on 3-1-11
and will repeat in-service on
going for newly hired Certifi
Nursing Assistants during
orientation, Certified Nursing
Assistants returning from
vacation and leave of absenc
with regard to:
e  Pain policy to
include reporting t
Licensed Nurse
when resident
experiences pain
¢ Implementation of
pain care plan
including Certitieq
Nursing Assistants
monitoring
frequency and
amount of bowel
movement and
documenting
accordingly
s Certified Nursing
Assistants notifyin
Heensed nurse if

T
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4:33PM with the DON, the administrator and
facility consuitant #1. The DON indicated when
she assessed the resident on 1/12/11 she was in
no apparent distress. The DON did not document
the assessment in the resident's medicat record.
Facility consultant #1 stated the staff would not be
expected to phone the physician until the bowel
protocol was completely done. The reason they
had the protocol was so the sfaff would not have
to call the doctor. However, if the resident had
severe abdominal pain then she would expect the
nurse to phone the physician.

During an interview on 2/17/11 at 5:45PM
physician #1 (medical director) stated if the facility
was having trouble contacting an attending
physician then they could always contact him. He
would then call the doctor himself. He stafed it
was a small community and he knew most of the
physicians in the immadiate area. If the facility
had an acute issue/concern then he (as the
medical director) would handle it immediately
then get in touch with the attending physician.

Physician #2 was interviewed on 3/1/11 at
11:28AM. Physician #2 was at the hospital during
the time of the interview and referenced the
resident's hospital records prior to her coming fo
the facility. He indicated she had a hip fracture.
Physician #2 stated some residents might have
been on pain medications all their lives.
Sometimes a PRN pain medication becomes a
routine medication. The physician indicated he
expected the staff would call him or his PAifa
resident was utilizing their PRN medication on a
routine basis and they would do an evaluation.
The physician and/or his PA would try to
determine if the medication was effective at
relieving the resident's pain. Physician #2

This Plan of Correction is the center's credible
allegation of compliance.

PBreparation andior execution of this plan of correction
does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusior
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becausd
it Is required by the provisions of federal and state lan}.

[

1.

Systemic Changes:

three days

e Certified Nursing
Assistants will
document
notification on
bowe! record and
licensed nurses will
review the bowel
record flow book the
beginning of each
shift

s Certified Nursing
Assistants
encouraging resident
to follow prescribgd
diet,

Pain assessments will be completed
by the licensed nurse for all newl
admitted residents, all readmitted
residents, residents admitted for
rehabilitation therapy, and residents
admitted with pain medications oh
admission. Pain assessments wil
also be initiated with the onset o
new pain by the licensed nurse
cau‘ng for the resident at the time
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expected if a resident did not have a bowel
movement after 2-3 days the staff would call and
inform him or the PA. He does not remember
receiving a call or a fax regarding this resident
and her being constipated or having increased
pain or a change in the location of her pain.

During an interview on 3/1/11 at 11:43AM,
physician's assistant {(PA) #1 indicated if the staff
did get in touch with him in regards to resident #1 -
{and orders for Anusol/Lactulose) it was probably
via fax. He stated he really could not
recalifremember anything off hand about the
resident.

A follow up interview was conducted with
physician #2 on 3/3/11 at 10AM. Physician #2
indicated If & resident developed a new problem
such as rash, fever, cough, or pain "of course”
the physician would want to be notified. He alse
emphasized when a resident was new fo the
facility and the physician group did not know them
well, they would want them sent {o the emergency
room for things new onset abdominal pain. if the
physician had seen the resident then he would be
able to give orders to treat at the facility if able,
Physician #2 stated the facility staff should keep
trying until they reached either him or the PA. He
indicated the evidence of the facility contacting
him or the PA would be a fax with a dats,
signature and instructions on it or if they called
him a verbal order with instructions. Physician #2
stated three of the biggest concerns he saw were
pain, constipation and dehydration. He indicated
constipation was a problem especially with
narcotic pain medication administration.

The administrator was notified of the I.J. on
3/1/11 at 12:10PM. The facility provided an

This Plan of Correction is the center’s credible
allegation of compliance.

Freparalion and/or execttion of ihis plan of correction
does not constitute admission or agreerment by the

provider of the iruth of the facis alleged or conclusion
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely beeausd
it is required by the provisions of federal and state lm.

in

quarterly and with significant
change resulting in pain.
2, Pain monitoring added to the

for all residents. Residents willb
assessed for pain each shift by thy
licensed nurse and care planned
interventions implemenied as
needed, If pain medication is
indicated and the resident has no
order for pain medication, the
licensed nurse will notify the
physician of the new onset of paitix
and request pain medication. Ifthe
resident is experiencing pain at a
level 3 with no relief with current]
plan of care, the assessing nurse
will notify the physician for a pai
medication order or adjustment o
current pain medication dosage a3
indicated.

3. Care plans will be initiated for all
residents with pain. The care plan
will include medication
interventions as well as non-

=]

plans will be revised and evaluated
quarterly and with change of

catalit o
COTIOTTTOT

Medication Administration Recm]ds
e

pharmacological interventions to be
attempted prior to medication. Care
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acceptable credible allegation of compliance on
3/3/11 at 12:08PM. The following interventions
were put in place:

Resident Specific

Resident #1 was admitted to the facitity on
1/3/2011. Her diagnoses included Comminuted
Intertrochanteric right Hip fracture,
Rhobdomylosis, HTN, Mild Cognitive Impairment,
and Alzheimer's dementia. Her medications
included Metoprolol Tartrate, Mirtazepine, Plavix,
Prednisone, Lisinopril, Colace, Ferrous Sulfate,
and Lortab. She received Lortab for right hip pain
once oin 1/3, twice on /4, 15, 1/6, 1/7, 1/8, 1/9,
1440, 1711, and 1/13/2011. She received Lortab
three times on 1/12/2011. She also experienced
hemorrhoid pain on 1/8/2011 and an order was
recelved for Annusol suppositories three times
per day as needed. Resident received Colace
100mg two times per day since admission. On
11912011, Lactulose 30cc daily was added to her
medication regimen for constipation. On
1/10/2011, Senckot was added one tablet daily
for constipation. Resident received Flests
enemas on 1/10/2011 {one) and 1/12/2011 {two).
On 1/13/2011, both the resident and her brother
requested she be sent to the emergency room for
evaluation. She stated, " dor't feel good.”
Attending physician was notified and order
received for resident to be fransported to the
emergency room. Vital signs were: temperature
97.3, pulse 69, respirations 12, and biood
pressure 58/32. Resident had documented bowel
movements as follows:

1/5/2011-two soft, medium bowel movements
1/7/2011-0ne soft, medium bowel movement
1/8/201 1-one soft, medium bowel movement

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correctiop
does nol constitute adniission or agreement by the
pravider of the truth of the facts alleged or conclusions
sel forth in the statenent of deficiencies. The plan of
correction is preparved andfor executed solely because
it is required by the provisions of federal and state oy

bowel movements on bowel
monitoring flow sheet. At the eng
of each shift, the nursing assistan
will teport off to their supervising
licensed nurse for validation the
flow book documentation has bee
completed. Licensed nurses
working 7a-3p will review the
bowel monitoring flow books and
identify residents with no bowel
movement in 3 days. These
residents will be added to the
laxative list for a laxative to be
administered on the 3p-11p shift.
The laxative list will be passed or
to the 11p-7a shift for laxative
results to be documenied. If results
are not achieved within thirty
minutes after Fleets enema is
administered per bowel protocol,
the attending physician or physician
on call will be notified for further
orders. Once the bowel protocol
implemented, the 24 hour report lpg
will be updated to indicate the
bowel protocol has been initiated
The resident will remain on the 24
howur report until the constipation s
relieved.

[ B

=

o

FORM CiS-2567{02-98) Previous Versions Obsolate

Event ID: LVIWT1

Facllty 10 $55%7  Interim Director of TRIFEygyon sheet Page 14 of 96




PRINTED: 03/18/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROQVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN OF CORREGTION [DENTIFICATION NUMBER: COMPLETED
A BUILDING
C
8, WING
345260 03/03/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GUARDIAN CARE OF ROCKY MOUNT 160 WINSTEAD AVE
ROCKY MOUNT, NG 27804
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENGY)
F 157 | Confinued From page 14 F 157

1/9/2011-one soft, small bowel movement
1/10/2011-Senckot one tablet daily was added for
constipation; one Fleet's enema

1/11/2011-0ne hard, medium bowel movement
1/12/201 1-one soft, small bowel movement
1/12/2011-4wo Flests enemas given with no
results documented

Resident passed away in the hospital on
11312011,

All Other Residents

{A) On3-01-11, Nurse Management team,
consisting of Interim Director of Nursing Services
{I-DNS), Staff Development Coocrdinator {SDC})
and Minimum Data Set Coordinators (MDSC)
performed pain assessments on all residents in
hause to identify residents with pain.

(B} On 3-01-11, Nurse Management team,
consisting of Interim Director of Nursing Services
{I-DNS), Staff Development Coordinator (SDC)
and Minimum Data Set Coordinators (MDSC)
performed bowel record review for residents of
the facility to alsc include the look back period to
the last documented bowel movement to identify
residents with no bowel movement in three days.

{A) The residents primary licensed nurse will be
responsible for physician notification via
telephone when a residents with a score of 3 or
highar on a scals of 1{mild)-10
{continuous/severe) on the pain assessment
form, with new orders implemented and care
planned by MDSC and or primary licensed nurse,
at the time of pain onset. The IDT {Interdisiplinary
Team) will validate this process at least 5 times
weekly in Clinical Morning Review. Responsible

This Plan of Correction is the center's credible
allegation of compliance.

=

Preparation and/or execntion of this plan of correctio
does not constitute admission or agreemeni by the

provider of the truth of the facts alleged or conclusions
sel forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is requived by the provisions of federal and state Imj.

Services (I-DNS), or SDC will
review laxative lists daily ongoing
fo validate laxatives were
administered as appropriate and
results documented. In the absenge
of the Interim Direcior of Nursing
Services (DNS) and SDC, the Noyth
Hali 7-3 Licensed Nurse will
review laxative lists daily on
weekends and holidays ongoing tp
validate faxatives were
administered as appropriate and
results documented.

Completion date of credible allepation i
3/3/2011.

Quality Assurance:

The Inferim Director of Nursing
Services (I-DNS) or SDBC will review
medical records of newly admitted or
readmitted residents daily for three days
following admission to validate pain
assessments are accurately completed, care
plans for pain are implemented as necessaily,
and residents experiencing pain have pain
medication prescribed either PRN or
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Party(s) will be notified of new medications or
change in dosage of current medication as
nesded.

(B} Bowel Protoco! was initiated by the Nurse
Management Team, consisting of the Interim
Director of Nursing Services (I-DNS), Staff
Development Coordinator (SDC) and Minimum
Data Set Coordinators (MDSC) for residents
noted with no bowel movement in three days.
Bowel Protacol states:

On third day with no documented bowel
movement give Lactulose 30 cc po {by mouth) or
via tube {gastric or peg) prn (as needed})

On fourth day with no documented bowel
movement and no resulls from Lactulose give
Dulcolax supp (suppository) pr (per rectum} pm
(as needed)

On fifth day with no decumented bowel
movement and no results from Lactulose or
Dulcolax give Fleets Enema pr (per rectum) prn
{as needed)

Notify attending physician if no results within
30 minutes of Fleets enema adminisiration.

(A} On 3-01-11, Nurse Management team,
consisting of Interim Director of Nursing Services
{I-DNS}, Staff Development Coordinator (SDC}
and Minimum Data Set Coordinators (MDSC)
implemented, evaluated and / or updated resident
care plans to reflect pain as nesded concerning
all residents in the facility. Careplans are made
accessible through the resident's medical record
for the licensed nurses and the nursing assistant
will obtain any cargplan updates in shift report
from the licensed nurse on an as needed basis
on-going. Pain care plan is inclusive of.

Pain type, chronic, acute, breakthrough,
phantor

This Plan of Correction is the center's credible
alfegation of compliance.

Preparation andf/or execution of this plan of correction
does not constitute adniission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared andlor execnted solely becausa
it is requiired by the provisions of federal and state I

scheduled. These reviews will continue o1
an ongoing basis. Interim Director of
Nursing Services (I-DNS), or SDC will
review 24 hour report book daily ongoing to
identify residents with new onset of pain.
These residents’ medical records will be
reviewed as well to validate pain
assessments are accurately completed, cai

plans for pain are implemented as necessazy,

and the physician was notified for pain
medication order as needed. Interim
Director of Nursing Services {(I-DNS), or
SDC will audit laxative lists each morning
and validate laxatives were given as
indicated and results were documented. In
the absence of the Interim Director of
Nursing Services (I-DNS) and SDC on the
weekends and holidays, the 7-3 North Hall
Licensed Nurse will review laxative lists
daily ongoing to validate laxatives were
administered as appropriate and results
documented. Results of these audits and
medical record reviews will be reported to
the facility’s Performance Improvement
Committee monthly x 6 months for review,
evaluation and further recommendation.
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Monitoring for side effects including Licensed
Nurses to monitor for signs and symptoms of
constipation, Licensed Nurses and Certified
Nursing Assistants monitering and documenting
bowel movements

Administering and monitoring for
effectiveness and for possible side effects from
pain medication

Pain Assessment to be completed on
admission, quarlterly and with significant change
in status

Education with resident and family members
as needed about comfort measures, analgesic
medications, fear and concerns regarding pain

Certified Nursing Assistants will verbally notify
licensed nurse if resident has no bowel
movement in three days

Certified Nursing Assistants will document
notification on bowel record and licensed nurses
will review the bowel record flow book the
beginning of each shift.

Licensed Nurses administering stoof
softeners and laxatives per MD orders

Licensed Nurses encouraging fluid and fiber

Ceriified Nursing Assistant encouraging
resident to follow prescribed diet

of behaviors and change in condition, The
medical records of these identificd resident
will be reviewed by the DNS and IDT 1o
validate clinical assessment has been
completed and documented by the staff
nurse, physician notified of the behaviors
and change in condition, and new orders
implemented as appropriate. DNS will
maintain a log of these identified residents
and continue to follow-up daily until change
in condition is resolved and behaviors have
subsided. These identified residents will
remain on the 24 howur report until stabilized.
4, Log of residents with new onset of
behaviors while experiencing a change in
condition will be reviewed by the facility’s
Performance Improvement Committee
monthly x 3 months for further
recommendation and to validate continued
compliance.

w

1. Resident #11continues on
Counmadin and has labs ordered a
directed by physician. Unable to
cotrect areas identified as they ars
past occurrences.

"1 Rogidanta yaaivis g DT/AND o081
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Pain symptoms: crying / moaning, facial This Plan of Correction is the center’s credible
grimace, guarding, complaints of pain, decrease allegation of compliance.
n ff.!r)(.:tlonai leve!' Inability to sleep, limiting Preparation and/or execution of this plan of correctlon
actiwt!es, not ea“f\‘? o . does not constitute admission or agreement by the |L
Licensed Nursing Staff monitoring residents provider of the fruth of the fucts alleged or conclusior
for pain each shift. Attending physicians when set forth in the statement of defictencies. The plan of
signs and symptoms of pain, wor sening pain, correction is preparved and/or execnted solely becanse
reporting changes in pain location / type / it is required by the provistons of federal and state leny,
frequency / intensity of pain to physician ; .
Providing non-pharmacological comfort 3. DNS and inferdisciplinary team (IDT)
measures including relaxation technigues, deep will 1"ev1ew.the 2_4 hom“ report ?001( daily
breathing, repositioning, activities as appropriate ongoing to identify residents with new onspt
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{B) On 3-01-11, Nurse Management team,
consisting of Interim Director of Nursing Services
(I-DNS), Staff Development Coordinator (SDC)
and Minimum Data Set Coordinators {(MDSC})
implemented, evaluated and / or updated resident
care plans related to constipation as needed.
Constipation care plan is inclusive of:

Certified Nursing Assistants monitoring and
documenting bowel movements every shift

Certifled Nursing Assistants will verbally notify
licensed nurse if resident has no bowel
movement in three days

Certified Nursing Assistants will document
notification on bowet record and licensed nurses
will review the bowel record fiow book the
beginning of each shift.

Licensed Nurses administering stool
softeners and laxatives per MD orders

Licensed Nurses encouraging fluid and fiber
as appropriate

Certified Nursing Assistant encouraging
resident to follow prescribed diet

Notification of Registered Distician for
evaluation of diet and fluid intake f offerings,
resident likes and dislikes, and recommendations
for food and for fluids to promote regular bowel
elimination

Education was initiated by:

Staff Development Coordinator inserviced current
licensed nursing staff on  3-1-11 and will repeat
in-service on-geing for newly hired licensed
nurses during orientation, licensed nurses
returning from vacation and leave of absence with
regard to pain policy to include:

Assessment of resident pain including

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan gf correctio
does not constitute admission or agreenient by the

provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared andlor executed solely because
it is required by the provisions of federal and stete I,

have the potential to be affected.
Licensed nursing stafl were in-
serviced by the Staff Developmer
Coordinator {(SDC) on revised
protocol for scheduling and
obtaining [aboratory tests. Newly
hired licensed staff will receive this
fraining upon hire. Residents
receiving Coumadin were identificd
through medical record review.
Medical records of these identified
residents were also reviewed to
validate a current PT/INR was
available and a physician’s order
for PT/INR frequency was present.
Residents with no current PT/INR
results or no physician order for
PT/INR frequency were identified,
the attending physician notified,
and orders implemented as
received. Lab calendar was
reviewed by the Director of
Nursing Services (DNS) to validate
PT/INRs were scheduled as per MD
ordets.
3. Residents requiring PT/INR testig
to monitor the use of Coumadii
have the potential io be affected.

Licensed nursing staff were in-
aopitaad g fhe Qo ATy oua o

—
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location, duration, frequency, time of day pain This Plan of Correction is the center's credible

generally oceurs, feeling of pain (internal, allegation of compliance.

external, acute, chronic), severity of pain verbal Preparation andfor execution of this plan of corvection

pain scale {if resident able to respond) and does ot constitute admission or agreement by the
non-verbal pain scale, pain type / intensity, other provider of the truth of the facts alleged or conclusions
non-verbal cues (facial expressions, sel forth in the statement of deficiencies. The plan of
vocalizations, body actions / abserved behaviors), correction is prepared and/or executed solely becausq

pain affecting resident's quality of life / activities of it is required by the provisions of federal and state I

daily living, cause of pain, relisf of pain
Initiation of pain care plan as needed
Imptementation of pain care plan
Monitoring frequency of use of analgesic

protocol for scheduling and

obtaining laboratory tests. Newly
hired licensed staff will receive this
training upon hire. Residents

medication
Notifying the attending MD of pain requiring receiving Coumadin were identified
pin (as needed) medication for greater than fhree through medical record review.
congecutive days Medical records of these identified
Notifying the attending MD of unrelisved pain residents were also reviewed to
of 3 or higher on a scale of 1(mild)-10 validate a current PT/INR was
{continuous/severe) on the pain assessment form available and a physician’s order
Initfation and implementation of constipation for PT/INR frequency was present.
care plan i ' . Residents with no current PT/INE
Staff Deve]oprpent Cgordinator inserviced cu.rrent results or no physician order for
Certnﬁe;i NursEng Ass;st.ants on 3-1-1 1. and will PT/INR frequency were identified,
repeat in-service on-going for newly hired the attending physician notified,

Certified Nursing Assistants during orientation,
Certified Nursing Assistants returning from
vacation and leave of absence with regard to:

Pain policy to include reporting to Licensed
Nurse when resident experiences pain

fmplementation of pain care plan including
Certified Nursing Assistants monitoring frequency
and amount of bowel movement and

and orders implemented as
received, Lab calendar was
reviewed by the Director of
Nursing Services (DNS) to validate
PT/INRs were scheduled as per MD
orders.
4. Individual Coumadin logs will be

documenting accordingly reviewed by the facility’s
Certified Nursing Assistants notifying licensed Performance Improvement
nurse if resident has no bowe! movement in three Committee monthly x 3 months for
days further recommendation and
Cerlified Nursing Assistants will document validation of continued compliance.

notification on bowel record and licensed nurses
will review the bowel record flow book the
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beginning of each shift This Plan aof Correction is the center's credible
Certified Nursing Assistants encouraging allegation of compliance.
resident to follow prescribed diet. Preparation andfor execution of this plan of correction
. does not constitute admission or agreement by the
Systemic Changes: provider of the truth of the facts alleged or conchsions
set forth in the statement of deficiencies. The plan of

1. Pain assessments will be completed by the correction is prepared and/or executed solely becanse

licensed nurse for all newly admitted residents, all it is required by the provisions of federal and state fav.

readmitted residents, residents admitted for
rehabilitation therapy, and residents admitted with
pain medications on admission and daily for three
days following admission to ensure residenis
experiencing pain are identified. Pain
assessments will alse be initiated with the onsst
of new pain by the licensed nurse caring for the
resident at the time the pain is identified. Pain
assessments will be performed quarterly and with
significant change resuilting in pain.

2. Pain monitoring added to the Medication
Administration Records for all residents.
Residents will be assessed for pain each shift by
the licensed nurse and care planned interventions
implemented as needed. If pain medication is
indicated and the resident has no order for pain
medication, the licensed nurse will notify the
physician of the new onset of pain and request
pain medication. If the resident is experiencing
pain at a level 3 with no relief with current plan of
care, the assessing nurse will notify the physician
for a pain medication order or adjustment of
current pain medication dosage as indicated. The
nurse initfating the physician nofification will
document the resident * s pain and pending
physician netification on the 24 hour report log.
The resident will remain on the 24 hour report
book until physician has responded.

3. Care plans will be initiated for all residents
with pain. The care plan will include medication
interventions as well as non-pharmacological
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interventions to be attempted prior to medication.
Care plans will be revised and evaluated quarterly
and with change of condition.

4. Nursing assistants will document bowel
movements on bowel monitoring flow sheel. At
the end of each shiff, the nursing assistants will
report off to thelr supervising licensed nurse for
validation the flow book documentation has been
completed. Licensed nurses working 7a-3p will
review the bowel monitoring flow books and
identify residents with no bowel movement in 3
days. These residents will be added to the
laxative list for a laxative to be administered on
the 3p-11p shift. The laxative list will be passed
on to the 11p-7a shift for laxative results to be
documented. If results are not achieved within
thirty minutes after Fleets enema is administered
per bowel protocol, the attending physician or
physician on call will be notified for further orders.
Once the bowet protocol is implemented, the 24
hour report log will be updated to indicate the
bowe! protocol has been initiated. The resident
will remain on the 24 hour report until the
constipation is refieved.

5. Interim Director of Nursing Services {I-DNS},
or SDC will review laxative lists daily ongoing fo
validate laxatives were administered as
appropriate and results documented. In the
absence of the Interim Director of Nursing
Services (DNS) and SDC, the 3-11 West Hall
Licensed Nurse will review laxative lists daily
ongoing to validate laxatives were administered
as appropriate and results documented.

Completion date of credible allegation is
313120141,

F 157
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Quality Assurance:

The Interim Director of Nursing Services (I-DNS)
or SDC will review medical records of newly
admitted or readmitted residents daily for three
days following admission to validate pain
assessments are accurately completed, care
plans for pain are implemented as necessary,
and residents experiencing pain have pain
medication prescribed either PRN or scheduled,
These reviews will continue on an ongoing basis.
Interim Director of Nursing Services (I-DNS), or
SDC will review 24 hour report book daily ongoing
to identify residents with new onset of pain.
These residents ' medical records will be
reviewed as well to validate pain assessments
are accurately completed, care plans for pain are
implemented as necessary, and the physician
was notified for pain medication order as needed.
Interim Director of Nursing Services (I-DNS}), or
SDC will audit 1axative lists each morning and
validate laxatives were given as indicated and
results were documented. In the absence of the
Interim Director of Nursing Services (I-DNS) and
SDC on the weekends and holidays, the 7-3
North Hall Licensed Nurse will review laxative lists
daily ongoing fo validate laxatives were
administered as appropriate and results
documented. Results of these audits and
medical record reviews wili be reported to the
facifily ' s Performance Improvement Committee
monthly x 6 months for review, evaluafion and
further recommendation.

Verification of the credible allegation was
evidenced by interviews of direct care staft
refating to training and in-services received
regarding pain assessment, bowel management

F 1567
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and physician notification. All direct care staff
interviewed on 3/3/11 were knowledgeable about
the facility's bowe! protocol, how resident changes
are to he communicated and reporied (to each
other and the physician). The monitoring tools
included a skills validation form which included
pain management and the bowel protocol and a
form to document audits and corrective measures
taken when negative findings are noted during
facility audits.

2. Resident #11 was admitted to the facility on
9/28/10. Her diagnoses included cerebrovascular
accident, hypertension, atrial fibrillation, and
dementia.

Review of the physician order for January 2011
revealed the following orders, "Check PT/ANR Q
(every) Monday" and "PT/INR Q Monday and
Thursday." Resident #11 was also receiving
Coumnadin 2mg {milligrams) PO {by mouth) QD

(every day).

On 1/12/11 a PT/INR was drawn on resident #11.
The resulis were reported to the facility on
113/11. The PT was 16.4 (range 11.6-15.2) the
INR was 1.33 {therapeutic range was generally
2.0 1o 3.0). Nurse #23 signed, initialled and dated
the results on 1/13/11. She noted physician #2
was faxed and called. There was no notation from
the physician on the form.

The February 2011 physician orders revealed the
following orders, "Check PTANR Q Monday."
Resident #11 was also receiving Coumadin 2 mg
PO QD.

A nurse's note (written by nurse #3} dated 2/4/11
read in part, “(name of physician #2} called

F 157
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regarding PT/INR drawn 1-12-11- no response to
fax or call made on 1-13-11. {name of physician
#2) ordered stat PT/INR and will regulate times
PT to be drawn.”

During an interview on 2/17/11 at 5:45PM
physician #1 (medical director) stated if the facility
was having trouble contacting an attending
physician then they could always contact him. He
would then call the doctor himself. He stated it
was a small community and he knew most of the
physicians in the immeadiate area. If the facility
had an acute issuefconcern then he (as the
medical director} would handle it immediately
then get in touch with the attending physician.

During an interview, on 3/3/11 at 10AM, physician
#2 indicated he wanted resident #11's PT and
INR closely because it was not at a therapsutic
level. He stated he wanted the INR to be between
2-3 and he would monitor the PT/INR either once
a week or twice a week. Once the resident started
reaching therapeutic levels, he would monitor
every other week, The longest stretch would be 4
weeks and that would only be once the resident
was In the therapeutic range of 2-3 {for the INR).
Physician #2 stated whenever a resident had a
change In Coumadin dosing they would require
close monitoring as well until the resident was
within what the physician considered a
therapeutic range. The physician indicated if the
facility staff could not reach him by fax or phone,
they should try again. The facility staff could also
attempt to reach his physician assistant (PA).
Physician #2 stated the facility staff should keep
trying uniil they reached either him or the PA. He
indicated the evidence of the facility contacting
him or the PA would be a fax with a date,
sighature and instructions on it or if they called
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him a verbal order with instructions.

The Interim Director of Nursing (DON) was
interviewed on 3/3/11 at 11:09AM. She indicated
she just became responsible for monitoring lab
results about 1 week ago. The former assistant
DON and former DON were responsible before
and she could not answer for their actions. The
interim DON's understanding of lab monitoring at
this point was, the labs were written on a
calendar. The lab company came usually on
Tuesday, Wednesday, and Thursday. When
verbal orders were written the interim, DON would
receive the green carbon copy. Once the labs
were back from the fab company, the interim
DON would pass them out to the floor nurses.
The nurses were responsible for contacting the
physicians. Many of the physicians prefer faxes
instead of phone calls. if the tabs were, critical
levels the interim DON indicated the nurse should
keap trying to reach the physician. The nurse
should then inform the DON if they cannot reach
the physician. The administrator would then get
involved if the DON could not reach the physician.

During an interview, on 3/3/11 at 11:12AM, nurse
#3 indicated once she calls the physician or the
PA the first fime she usually waits a day then tries
again. She stated she usually notified the DON if
she could not get in touch with a physician. The
DON in January 2011 was not available for
comment. Nurse #3 could not provide a clear
explanation for why the PT/ANR from 1/12/11 was
not re-addressed with the physician until 2/4/11.
She stated when(if she cafches "it", she
calisffaxes the physician again.
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The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
interact with members of the community hoth
inside and outside the facility; and make choices
about aspects of his or her life in the facility that
are significant fo the resident.

This REQUIREMENT is not met as evidenced
by:

Based on record review and resident and staff
inferviews the facility failed to offer showers to 2
of 2 residents (#7 and #12) on their scheduled
shower days. Findings include:

1. Resident #7 was admitted to the facility on
7/26/10 with a diagnosis of Chronic Obstructive
Pulmonary Disease (COPD). The quarterly
finimurm Data Set (MDS) dated 12/27/10 Brief
Interview of Mental Status (BIMS) revealed
Resident #7's cognition was intact. The MDS also
revealed Resident #7 needed total assistance
with transfers and physical help in part of bathing
activity with one person assistance.

The Care Plan dated 12/29/10 revealed
"Self-Care Deficit bathing/showers,” "will continue
to Bathe self with exiensive assistance,”
"shampoo, shower/bath daily " and "set up
bathing supplies encourage to complete task and
assist as needed with extensive assist.”

A review of the Activity Daily Living {ADL) sheet
frorm October-February revealed Resident#7 had
received a "Bed Bath" {BB). There was no
Showers {S) documented on the ADL sheet. The
back section of the ADL sheet where comments
would be documented revealed there were no

1. Residents #7 and #12 bathing

2. Residents residing in the facility have

3. Certified nursing assistants to review

This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusios
sel forth In the statement of deficiencies. The plan of
correction is prepared and/or executed solely becasd

it is vequired by the provisions of federal and state lmp.

preferences identified through resident
and family interviews. Bathing
preferences added to the resident care
cards and care plans. Primary nursing
assistants for Resident’s #7 and #12
were in-serviced on resident’s choices
with specific focus to resident’s bathing
preference and on facility bathing
schedule.

the potential to be affected. Certified
nursing assistants and licensed nurses
in-serviced on resident choices with
specific focus to resident bathing
preference. Newly hired nursing
assistants and licensed nurses will be in
serviced on resident choices in new
employee ortentation with specific focy
to resident bathing preference upon hire.
Shower/bath schedule also in-serviced
to assure residents are offered
baths/showers as scheduled. Resident
care cards updated to reflect residents’
bathing preferences.

care cards daily for any changes to
resident’s method of care and are

encouraged to collaborate with primary]
H totha

mbsca-af:
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comments about showers.

A review of the nurse's note from January through
February revealed Resident #7 had not refused
showers.

On 2/27/11 at 7:08 pm an interview was
conducted with Resident #7. Resident #7 stated
staff gives her a bed bath. Resident #7 revealed
she would like to receive a shower, but she could
not walk, Resident #7 reveated staff never offered
her a shower.

On 3/1/11 at 11:04 am Resident #7 was observed
in the door way of her room. The resident was
exiting her room. Resident #7 hair appeared to be
damp. The resident stated she had a bed bathe.

2. Resident #12 was admitted to the facility on
6/18/2008 with a diagnosis of Hyperiension. The
quarterly Minimum Data Set (MDS) dated 2/8/11
revealed resident # 12 Brief interview for Mental
Status (BIMS) revealed the resident was
cognitively intact. The MDS also revealed
Resident #12 was "totally dependent” for
fransfers, needed extensive assistance for getting
dressed and personal hygiene.

The Care plan dated 2/23/11 ravealed "Self-Care
Deficif: Hygiene/Bathing/Showers," "Extansive
Assistance with Grooming/Hygiene/Bathing " and
"Shampoo, Shower/Bath daily."

A review of the nurse's note from January through
February revealed Resident #12 had not refused
showers.

A review of the Activity Daily Living (ADL) sheet
from October-February reviewed Resident#12

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correctio

does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusio
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because

it is required by the provisions of federal and state lay.

care cards will be updated as needed in
clinical morning review at least 5x
weekly by Nursing Administration
Team {Director of Nursing, Staff
Development Coordinator, Unit
Managers, MDS Coordinator
[DNS,UMs, SDC, MDSC]). Additional
review of resident care cards will occur
monthly at end of month medication
order re-capitulation. DNS, and or
SDC, and or UMs will audit certified
nursing assistant flow records to assure
that baths or showers are being given ad
scheduled and residents are offered
desired bathing preference, Audits will
occur 5x weekly x 2 weeks, 2x weekly
3 weeks, once weekly x 3 months.
These audits will be reviewed in
facility’s monthly Performance
Improvement (PI) meeting and
subsequent plans and inferventions will
be developed as needed,

=
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had received a "Bed Bath" {(BB). There was no
Showers (S) documented on ADL sheet. The
hack section of the ADL sheet (where comments
would be docurnented) revealed there were no
comments about showers.

A review of the Shower schedule for Resident #7
revealed showers was giving on Tuesday and
Friday. The resident's shower days were
scheduled Monday-Saturday. There wers no
showers provided on Sundays.

On 3/1/11 at 8:31 am an interview was conducted
with NA#11. The NA discussed how
non-ambulatory residents were provided with
showers. The NA stated the residenis were
provided with "shower chairs" and "shower beds"”
where the water can run down on the resident.
The NA revealed "showers should be offered” on
shower days. The NA stated if resident refused
shower, she would offer shower later on that day.

On 3/1M11 at $:00am an interview was conducted
with Nurse#3. The nurse discussed refusing
showers. The nurse revealed NA would inform
the nurse, another staff would attempt encourage
resident to take a shower; if resident continued to
refuse shower, and NA would document it on ADL
flow sheet. The nurse revealed NA needed to
continue to offer showers “cause residents might
change their minds."

On 3/3/11 at 8:45am an interview was conducted
with Interim Director of Nursing (IDON). IDON
revealed her expectations would be to provide
showers according to facilities policy. IDON
stated if it was net resident's shower day, then a
bed bath should be provided to them.

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correctio
does not constitute adnission or agreement by the

provider of the truth of the facts alleged or conclusion
sel forth in the statement of deficiencies. The plan of
correction is prepared andlor executed solely because
it is required by the provisions of federal and state I

T
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ENVIRONMENT

The facility must provide a safe, clean,
comfortable and homelike environment, allowing
the resident to use his or her personal belongings
to the extent possible.

This REQUIREMENT is not met as evidenced
by:

Based on observations, resident interviews,
family interviews, staff interviews and record
review the facility failed to maintain an
environment free from lingering odors on 3 of 4
halls.

Findings include:

Review of the resident council minutes from
10/11/10 revealed under the new business
section, the majority of residents attending
meeting request that haliways be sprayed
{deodorize)} more after a resident was changed.
Sirong odors of bowe! movements were left
behind.

Review of the resident council minutes from
11/5/10 reveated under the old business section,
listed as "resolved”, was the odor concern from
the 10/11/10 meeting. The note reflected the
housekeeping manager met with staff and an
extra supply of deodorizers were purchased and
used, The deodorizers were to be used in
resident rooms and the hallways after incontinent
care was done.

Upon entering the facility on 2/27/11 at 6PM a
strong lingering odor of stool was noted on the
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$S=E | SAFE/CLEAN/COMFORTABLE/HOMELIKE This Plan of Correction is the center's credible

allegation of complicnce.

Preparation and/or execution of this plan of correction
does nof constitute admission or agreement by the
provider of the truth of the facts alleged or conclusiops
set forth in the statement of deficiencies. The plan of
correction is prepared andlor executed solely becausg
it is required by the provisions of federal and state law.

1. Administrator and Housekeeping F252
Supervisor met with Resident Council 4/04720
and responsible party of resident #11 to
discuss interventions to prevent and
minimize odors in facility.

2. Housekeeping and nursing staff in-
serviced on proper barrel identification
to assure disposal of trash and or
resident soiled briefs/material(s) is
placed in proper receptacle and the
importance of enptying these
receptacles when full and or odorous.
Maintenance Director instalied
deodorizers through out facility to assi
with odor neutralization. Maintenance
Director has also identified and replacqd
odorous tile in resident areas to assist
with reduction of odors, Housekeeping
Supervisor devised schedule to disinfe¢
the facility barrels to assist with odor
elimination. Housekeeping staff in-
serviced on this schedule.

3. Facility rounds to be conducted by
Administrator and facility department
head members at least twice per shift for
7-3 and 3-11 shifts when odors are mo
concentrated. Facility audits will
continue twice daily for 3 months.

—

s

—

4. Facility audits to be reviewed in
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400 and 300 halls. The evening meal was being
served.

During the initial tour on 2/27/11 at 8:30PM
resident # 12 indicated she noticed a "smell"
when she would go up and down the hall. She
described the "smell" as being like a "bowel
movamant.” She wished the facility would give the
resident air fresheners to use in their rooms,

On 2/27/11 at 6:42PM a yellow barrel labeled
“trash’" and a gray barrel labeled "linen” were
present on the 400 hall. There was a strong urine
and feces odor present.

The 400 hall has a lingering odor of urine and
feces at 7:30PM on 2/27/11. The yellow and gray
barrels are present on the hallway.

On 2/27/11 at 10:21PM the far end of the 400
hallway, by the west solarium had a lingering odor
of feces.

Upon entering the facility on 2/28/11 at 2PM a
faint orange smell was noted over a foul edor in
the lobby area. Traveling down the 400 hallway
was a lingering strong feces odor.

On 2/28/11 at 4:34PM a strong lingering feces
odor on the far end of the 400 hall by the west
solarium.

During an interview on 2/28/11 at 5:04PM,
nursing assistant (NA) #10 indicated the yellow
and gray barrels can be on the halls if the lids
were closed. After doing incontinent care tied up
bags should be brought out of the resident rooms.
One would have soiled linens and be placed in
the gray barrel and the other would have a soiled
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This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusio
set forth in the statement of deficiencies. The plan gf]
correction is prepared andlor executed solely becaus]
it is reguiived by the provisions of federal and state I

n

™'

monthly Performance Improvement (PI) x 1
months. Subsequent plans and interventions
witl be developed and implemented as
needed to assure compliance,
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During an interview on 2/28/11 at 5:04PM,
nursing assistant (NA) #10 indicated the yellow
and gray barrels can be on the halls if the lids
were closed. After doing incontinent care tied up
bags should be brought out of the resident rooms.
One would have soifed linens and be placed in
the gray barrel and the other would have a soiled
brief and be placed in the yellow barrel. For the
evening shift the barrels are emptied at 3PM and
B6PM. To her knowledge they were not emptied
after 6PM on the evening shift. NA #10 indicated
she noticed odors if a resident had certain health
conditions like moving their bowels after eating
certain types of foods. The NA had no knowledge
of the resident councit resolution regarding the
use of deodorizers after incontinent care in
resident rooms and hallways.

A foul smell was noted at the central nurse's
station on 2/28/11 at 5:30PM.

A strong urine odor was noted at the end of the
400 hall by the west solarium on 2/28/11 at
6:30PM.

During an interview, on 3/1/11 at 9:35AM the
administrator indicated she would like the facility
to be free from odors. She stated the nursing
assistants have access {o deodorizing spray they
can use and the nursing assistants would usually
keep the spray in an area not accessible by the
residents for safety purposes.

An interview was conducted with housekeeper
(HK) #1 on 371/11 at 8;:20AM. HK #1 stated one
housekeeper was assigned to each of the four
halls during the day shift. The HK duties included
going into the resident rooms and cleaning/wiping
down the furniture and fixtures. She stated the HK

F 252
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also emptied the trash in the resident rooms. HK
#1 indicated she also worked in the laundry
department. The laundry department was
responsible for maintaining and emptying the gray
linen barrels on the halls. She stated the laundry
department probably emptied the linen barrels
about "10 to 15" times during the day shift. She
indicated the linen barrels were not emptied again
until 2AM when the morning laundry shift arrived.
HK #1 stated the flcor technician was responsible
for emptying the yellow trash barrels. She was not
sure how many fimes per shift the trash barrels
were emptied. Each hall had two linen barrels and
two trash barrefs, When the barrels were on the
hall, the lids were supposed {o be on,

There was a lingering urine and stoot odor on the
400 hall on 3/1/11 at 8:35AM.

During an interview, on 3/1/11 at 8:50AM, the
housekeeping supervisor stated he also
performed the duties of the fioor technician at
times. He was performing the dual role that day,
The floor technician's job duties included, buffing
and moping the floors, sweeping the floors and
emptying the trash. He indicated the frash was
pulled multiple times during the day and
whenever necessary, The housekseping
manager stated his staff used an odor neutralizer
as well as bleach to control odors in the facility.
The housekeeping staff would come and spray
rooms if the nursing assistants would call them.
He was not aware of the resident council
concerns from 10/11/10 or the resolution to the
council concerns on 11/5/10. He indicated the
facility did have time released air fresheners in
the hallways but they were taken down before he
began employment.
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A family member for resident #11 was interviewed
on 3/2/11 at 8:58AM. The family member stated
the facility had a "terrible smell.” Once the family
member hit the nurse’s station, it smelled like
urine. When the family member walked down the
hallway, it smelled like stool and urine {300 hall).
When the family member brings the concemn to
the altention of the facility staff, they indicate they
will "take care of it" but the odor continues.

Upon entrance to the facility on 3/3/11 at 5:35AM,
a strong urine odor was noted at the central
nurse's station.

On 3/3/11 at 5:40AM, a gray linen barrel was
observed on the 400 hall. The lid was closed.
Tied to the handle of the gray barrel was a large
clear open trash bag. Inside the trash bag were
soiled briefs. There were soiled briefs loose in the
clear open trash bag and there were a few soiled
briefs in separate smaller clear trash bags. There
was a heavy strong lingering urine odor
surrounding the gray barrel, open clear trash bag
and extending down the 400 hallway.

The 100 hall had a strong urine odor on 3/3/11 at
5:50AM.

A gray barrsl was observed on the 300 hall on
3/3/11 at 6:15AM. The lid was closed. Tied to the
handle was a clear open trash bag. Most of the
soiled briefs in the bag were in separate clear
trash bags. There was a strong heavy urine odor
surrounding the gray barrel and traveling down
the hall.

During an interview on 3/3/11 at 6:35AM, NA #6
indicated she had run out of the small clear trash
bags and that was why she could not individually

F 252
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bag the solled briefs. However, she stated she This Plan of Correction is the center's credible
could obtain the small clear trash bags from the allegaiion of compliance.
'aunfjry staff who came In at. 2AM and Cou.ld not Preparation and/or execution of this plan of correctian
p rovrde_ ar]y further e){p!anat{on why Sh? did not. does not constitute adniission or agreement by the
NA #86 indicated the night shift always tied the provider of the truth of the facts alleged or conclusions
clear bag 1o the gray linen barrel and disposed of set furth in the stafement of defictencies. The plan of|
the soiled briefs in the clear bag. correction is prepared andfor executed solely becaus;
it is required by the provisions of federal and state laiy.
A follow up inferview was conducted with the ) :
housekeeping manager on 3/3/11 at 9:44AM. The Resident Specific F 309
housekeeping manager indicated the staff should _ . . 4/04/20
be using the yellow barrel to dispose of sailed Resident #1 was_adm:tted‘to the facility
briefs and the gray barrels to dispose of soiled on 1/3/2011. Her diagnoses included
linens. The lids should be closed. Comminuted Intertrochanteric right Hip
F 300 | 483.25 PROVIDE CARE/SERVICES FOR F30g] fracture, Rhobdomylosis, HTN, Mild
$g=J | HIGHEST WELL BEING Cognitive Impairment, and Alzheimer’s

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 comprshensive assessment

and plan of care.

This REQUIREMENT is not met as evidenced

by:
Based on staff interviews, family interviews,

physician interviews and record review the facility

failed to assess new onset abdominal pain with
associated constipation and failed to assess the
resident's pain management program for 1 of 4
sampled residents (Resident #1) resulting in
hospitalization. Furthermore, the facility failed to
monitor the bowel movements and implement
their bowe! protocol as wiitten to prevent
constipation for 1 of 4 sampled residents
(Residents #8). The facility failed to assess and

dementia. Her medications included
Metoprolol Tartrate, Mirtazepine, Plavix,
Prednisone, Lisinopril, Colace, Ferrous
Sulfate, and Lortab. She received Lortab fo
right hip pain once on 1/3, twice on 1/4, 1/5
1/6, 1/7, 1/8, 1/9, 1/10, 1/11, and 1/13/2011
She received Lortab three times on
1/12/2011. She also experienced
hemorrhoid pain on 1/9/2011 and an order
was received for Annusol suppositories thre
times per day as needed, Resident received
Colace 100mg two times per day since
admission. On 1/9/2011, Lactulose 30cc
daily was added to her medication regimen
for constipation. On 1/10/2011, Senckot
was added one tablet daily for constipation.
Resident received Fleets enemas on
1/10/2011 (one) and 1/12/2011 (twe). On
1/13/2011, both the resident and her brother
requested she be sent to the emergency roon
for evaluation. She stated, “I don’t feel
good.” Attending physician was notified

]
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recognize the relationship between a new onset This Plan of Correction is the center's credible
of behaviors and clinical change in condition for 1 allegation of compliance.
of 1 sampled resident (resident #3). Preparation and/or execution of ihis plan of correction
does not constitute admission or agreement by the
Immediate Jeopardy (IJ) began on 1/3/11 for provider of the truih qf the facts alleged or conclusions
resident #1. The immediate jecpardy for resident set forth in the statement of deficiencies. The plan of
#1 was identified on 3/1/11 and was removed on correction Is prepared and/or execnted solely becaisé
3/3/11, when the facility demonsirated it had it is required by the provisions of federal and state Imy.
imptemented their credible allegation of ]
compliance. The facility was left out of signs were: temperature 97.3, pulse 69,
compliance at no actual harm with potential for respirations 12, and blood pressure 58/32.
more than minimal harm that is not immediate Resident had documented bowel movements
jeopardy (D) so that completion of staff as follows:
in-services and incorporation of monitoring
systems could be accomplished and included in 1/5/2011-two soft, medium bowel
the Quality Assurance Program. Findings include: movements
1/7/2011-one soft, medium bowel movement
1/8/2011-one soft, medium bowel movemerjt
The facility "Bowel Protocol" dated 8/09 read in 1/9/2011-one soft, small bowel movement
part, "1. Lactulose 30cc (cubic centimeters) on 1/10/2011-Senckot one tablet daily was
3rd day with no BM (bowel movement). 2. added for constipation; one Fleet’s enema
Dulcolax Suppository PR (per rectum) on 4th day 1/11/2011-one hard, medium bowel
with no BM and no results from M_llk of Magnesia. movement
3. Fleets enema PR on 5th day with no BM and 1/12/2011-one soft, small bowel movement
g?: rezl;[ittso frcim Milk of Magnesia or Dulcolax 1/12/201 1-two Fleets enemas given with no
PP Y results documented
1.Resident #1 was admitted to the facility on Resident passed away in the hospital on
1/3/11 with dlagnoses including a right hip 1713/2011.
fracture, rhabdomyolysis {rapid breakdown of
skeletal muscle due to damage to muscle tissue), All Other Residents
hypertension, and mild cognitive dysfunction.
The undated, unsigned "Pain Assessment” had i (A) On3-01-11, Nurse
the following handwritten in the “location" section, Management teain, consisting of
"No cfo {complaint) pain - on admission soreness Interim Director of Nursing
R (right} hip." The "sev.erity" section was no} Services (I-DNS), Staff
completed, Further review revealed the "pain Development Coordinator (SDC)
FORM CIMS-2567(02-80} Pravious Versions Obsclate Event ID: LVIWH1 Facility 1D 953217 A VT DAt Dmniin tion sheet Page 35 of 98
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typefintensity" , "other non-verbal”, "quality of
lifefactivities of daily living", "cause of pain®, "relief
of pain" and "conclusion” sections were not
completed.,

Nurse #2 was interviewed on 2/17/11 at 3:30PM.
Nurse #2 admitted the resident to the facilily on
1/3/11. She indicated the resident wasn't having a
whote [ot of pain in the first day. Then around the
second or third day she would just scream when
you touched her. The staff was not sure if maybe
the resident did not want to go to therapy and that
was the reason for her behavior. Therapy would
come to work with the resident and she would just
scream. The nurse stated she was responsible
for the initial pain assessment and could not
provide a reason for the incomplete pain
assessment.

Review of the undated care plans found no plan
of care for pain or potential side effects from
narcotic pain medication {constipation). Review of
her hospital records prior to her admission to the
facility found no neted issues with constipation.

Resident #1's physician orders for January 2011
revealed the resident was ordered to receive
Ferrous Sulfate 325 mg (milligrams} twice daily
and Colace {a stool softener) 100mg twice daily.
The resident was also ordered Lortab
{Hydrocodone/Acetarninophen} 5mg/325mg 4 tab
every 4 hours as needed.

Lexi-Comp's Geriatric Dosage Handbook, 15th
edition, revealed Lortab was an Opioid narcotic
for treatment of moderate to severe pain. Under
the "Adverse Reactions - Gastrointestinal {GI}"
section the following were noted, abdominal pain
and constipation. The section "Special Geriatric

2, (A) The resident’s primary

This Plan of Correction is the center's credible
allegation of compliance.

Preparation andfor execution of this plan of correction
does not constifite admission or agreement by the

provider of the truth of the facts alleged or conclusion
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becausd
it is required by the provisions of federal and state lay

)

pain assessments on all residents i
house to identify residents with
pain.

(B) 0On3-0i-11, Nurse
Management team, consisting of
Interim Director of Nursing
Services (I-DNS}, Staff
Development Coordinator (SDC)
and Minimum Data Set
Coordinators (MDSC) performed
bowel record review for residents
of the facility fo also include the
look back period to the last
documented bowel movement to
identify residents with no bowel
movement in three days.

licensed nurse will be responsible
for physician notification via
telephone when a residents with a
score of 3 or higher on a scale of
H(mild}-10 (continuous/severe) on
the pain assessment form, with new
orders impiemented and care
planned by MDSC and or primary
licensed nurse, at the time of pain
onset, The IDT (Interdisiplinary
Team) will validate this process at

laget s fivcac sranl -l de {‘!-’nieal
oS - T
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Considerations” it was noted the slderly might be
particutarly susceptible to the CNS (central
nervous system) depressant action (sedation,
confusion} and the constipating effects of
narcotics. Ferrous Sulfate was used to prevent
iron-deficiency anemia, Under the "Adverse
Reactions - Gastrointestinal” section the following
were noted, constipation, dark stools, epigastric
pain, Gl irritation, nausea and stomach cramping,

Review of the nurse's notes, dated 1/3/11,
revealed at 3PM the resident was "alert and
oriented." Her abdomen was soft with bowel
sounds in all four quadrants. Later on 1/3/11 at
9:30PM the resident requested a Lortab for pain
in her right hip. The effectiveness of the pain
medication was not evaluated.

Review of the resident's "Bowel Record" for 7-3
shift revealed she had no noted bowel
movements on 1/3/11 and 1/4/11.

On 1/4/11 at 6AM it was noted the resident was
awake, alert and voiced no complaints. A nofe con
the same day at 4:20PM noted the resident had
reguested a Lortab with "effective” results. The
nurse's note at 10PM that day revealed the
resident rested in bed and was able to make her
needs known. She requested a Lortab at bedtimes
for right hip discomfort, The effectivenass of the
pain medication was not evaluated.

The resident had 2 medium soft bows!
movements on dayshift of 1/5/11.

Resident #1 received a dose of Lortab on 1/5/11
during the dayshift. The reason for the dose, the
time of the dose, and the effectiveness of the
medication were not noted.

This Plan of Correction 1s the center’s credible
allegation of compliance.

Preparation andlor execution of this plan of correction
does not conistituie admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared andfor executed solely becatise
it is required by the provisions of federal and state oy

Party(s) will be notified of new
medications or change in dosage of
current medication as needed.

{B) Bowel Protocol was initiated
by the Nurse Managentent Team,
consisting of the Interim Director ¢f
Nursing Services (I-DNS), Staff
Development Coordinator (SDC)
and Minimum Data Set
Coordinators (MDSC) for resident
noted with no bowel movement in
three days. Bowel Protocol states:
¢  On third day with no documented
bowel movement give Lactulose 3
cc po (by mouth) or via tube
{gastric or peg) prn {as nceded)

s On fourth day with no documented
bowel movement and no results
from Lactulose give Dulcolax supp
{suppository) pr {per rectum} prn
(as needed)

o On fifth day with no documented
bowel movement and no results
from Lactulose or Dulcolax give
Fleets Enema pr {per rectum) prn
(as needed)

¢  Notify attending physician if no
results within 30 minutes of Fleets
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A nurse's note dated 1/5/11 at 10PM noted the
resident remained, alert, able to make needs
known, pleasant and cooperative. She requested
a Lortab at bedtime. The effectiveness of the pain
medication was nof evaluated. The reason for the
medication was not noted.

The nurse’s notes, dated 1/6/11 revealed no
concerns with pain or discomfort.

However, the medication administration record
{MAR) revealed on 1/6/11 the resident received
two doses of her pain medication. One was on
dayshift at an unknown time for an unknown
reason. The effectiveness was not evaluated. At
8:30PM resident #1 was medicated with Lortab
for right hip pain. The effectiveness was not
evaluated.

Review of the resident's "Bowel Record" for 7-3
shift revealed she had no noted bowel
movements on 1/6/11.

On 147111 at 12:40AM the resident had bleeding
from a tiny pinpoint area on her right upper arm.
The resident indicated she had pulled of a scab.
She voiced no complaints with pain or discomfort.

A nurse's note dated 1/7/11 at 4PM reflected a
family member informed the staff the resident
was "hurting" and coufd not tolerate sitting in her
wheelchair. The medication administration record
{(MAR) did reflect the resident received a Lortab
on dayshift. The dose and time were not noted on
the back of the MAR. The effectiveness was not
evaluated.

The MAR reflected the resident recelved a dose

This Plan of Correction is the center's credible
allegation of compliance.
does nof constitule admission or agreement by the

set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becausd

3. (A) On3-01-11, Nurse
Management team, consisting of
Interim Director of Nursing
Services {I-DNS), Staff
Development Coordinator (SDC)
and Minimum Data Set
Coordinators (MDSC)
implemented, evaluated and / or
updated resident care plans to
reflect pain as needed concerning
all residents in the facility.
Careplans are made accessible
through the resident’s medical
record for the licensed nurses and
the nursing assistant will obtain an
careplan updates in shift report
from the licensed nurse on an as
needed basis on-going. Pain care
plan is inclusive of:

¢ Pain type, chronic, acute,
breakthrough, phantom

e Pain symptoms: crying / moaning,
facial grimace, guarding,
complaints of pain, decrease in
functional level, inability to sleep,
limiting activities, not eating

a) Licensed Nursing Staff monitoring

residents for pain each shift. Attending

Preparation andfor execution of tiis plan of correcticp

provider of the truth of the facts alleged or conclusions

it Is requived by the provisions of federal and state lay.

e

FORM CMS-2567(02-09) Pravious Versfons Chsolate

Event ID: LVIWi 1

Facifily ID: 9595913101&“8 WNEN Sigils atllfaogrmm 1011)

nuatjon sf?e(e)tIPage 38 0f 05

pain, worsening pain, reporting changes




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

PRINTED; 03/18/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X#) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

345260

042} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A BUILDING
C
B. WING
0310372011

NAME OF PROVIDER OR SUPPLIER

GUARDIAN CARE OF ROCKY MOUNT

STREET ADDRESS, CITY, STATE, ZiP CODE
160 WINSTEAD AVE

ROCKY MOUNT, NC 27804

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 308 | Continued From page 38 F 309

of Lortab at 8:30PM on 1/7/11 for right hip pain.
The effectiveness of the medication was not
evaluated,

The resident had one medium soft bowel
movament on 1/7/11 and 1/8/11 during dayshift.

Resident #1 received a Loriab at 4:55AM on
1/8/11 for complaint "pain,” There was no follow
up to evaluate the effectiveness of the
rmedication.

On 1/8/11 at 1:30PM the resident was ater and
responsive, with no distress noted, per the
nurse's note.

The MAR reflected the resident received a Lortab
for rectal pain at 9PM on 1/8/11. The
effectiveness of the medication was not
evaluated.

The "C.N.A. Flow Record" noted on 1/8/11
{11pm-7am shift} the resident was on and off the
bedpan and voided yellow urine. The nursing
assistant (NA) noted the resident seemed "happy
and resting well.”

The MAR noted the resident received Lortab at
4AM for complaint of rectal pain. it was noted as
being "effective.”

On 1/9/11 at 12:50PM the nurse's notes reflected
the rasident was complaining of hemorrhoids
hurting. A verbal order was received from the
physician assistant for "Anusol HC
{Hydracortisone Creamn) suppository 1 to 2 pr (per
rectum) TID {three times dally) for hemorrhoidal
pain prn {as needed).” The resident received a
Lortab and Anusol HC for "rectal” pain at 12PM.

This Plan of Correction is the center's credible
aliegarion of compliance.

Preparation and/or execution of this plan of correction
does not constifule admission or agreement by the
provider of the iruth of the fucis alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becauss
it is required by the provisions of federal and state lay.

in pain location / type / frequency /

intensity of pain to physician

e Providing non-pharmacological
comfort measures including
relaxation techniques, deep
breathing, repositioning, activities
as appropriate

¢ Monitoring for side effects
including Licensed Nurses to
monitor for signs and symptoms of
constipation, Licensed Nurses and
Certified Nursing Assistants
monitoring and documenting bowsl
movements

s Administering and monitoring for
effectiveness and for possible side
effects from pain medication

¢ Pain Assessment to be completed
on admission, quarterly and with
significant change in status

s  Education with resident and family
members as needed about confort
measures, analgesic medications,
fear and concerns regarding pain

o Certified Nursing Assistants will
verbally notify licensed nurse if
resident has no bowel movement i
three days

¢ Certified Nursing Assistants will
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There was no evaluation on the effecfiveness of
either medication.

Resident #1 had a small soft bowe! movement on
119711,

The MAR reflected resident #1 received a Lorteb
and Anusol HC for "rectal” pain at 4PM. There
was no svaluation on the effectiveness of either
medication.

The nurse's note dated ,1/2/11 at 6:50PM noted
the resident had received an Anusol HC
suppository per rectum and Lortab for
hemaorrhoidal pain. There was no mention of
whether or not there was stool present in the
rectum when the Anusof suppositories were
inserted. No assessment of the hemorrhoids or
the abdomen was noted.

The MAR noted resident #1 received Lorab at
8PM on 1/9/11 for "pain across top buttock.” The
effectiveness of the medication was not
evaluated.

A verbal order dated 1/9/11 at 11PM read in part,
"Lactulose 30cc {cubic centimeter) po {(by mouth)
daily, Senokot 1 po daily.”

The five day medicare minimum data set (MDS)
dated 1/10/11 revealed the resident was
moderately impaired cognitively. She required
extensive assistance of one person for bed
mobility, transfers, dressing, toilet use, personal
hygiene and bathing. She was continent of bowel
and bladder. Resident #1 was noted to have
frequent pain in the five days prior to the MDS.
The pain was noted to have limited her day to day
activities. The numeric rating the resident gave

This Plan of Correction is the cenler's credible
allegation of compliance.

Preparation and/or execution of this plan of correctian
does not constitute admission or agreement by the

pravider of the truth of the facts alleged or conclusior
sel forth in the stetemient of deficlencies. The plan of
correction Is prepared andfor execuled solely becansg
it is requived by the provisions of federal and state lats

>

review the bowel record flow book
the beginning of each shift.

¢ Licensed Nurses administering
stool softeners and laxatives per
MD orders

¢ Licensed Nurses encouraging fluid
and fiber

*  Certified Nursing Assistant
encouraging resident to follow
prescribed dict

(B) On 3-01-11, Nurse Management feam,
consisting of Interim Director of Nursing
Services (I-DNS), Staff Development
Coordinator (SDC) and Minimuin Data Set
Coordinators (MDSC} implemented,
evaluated and / or updated resident care
plans related to constipation as needed.
Constipation care plan is inciusive of:

s Certified Nursing Assistants
monitoring and documenting bowel
movements every shift

*  Certified Nursing Assistants will
verbally notify licensed nurse if
resident has no bowel movement in
three days

s Certified Nursing Assistants will
document notification on bowel
record and licensed nurses will
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was 7" on a scale of 1-10 with 10 being the worst
pain you can Imagine. The pain was noted as
"moderate.”

Review of the medication administration record
{MAR) revealed the resident was started on the
Senokot on 1110/11.

On 1710111 at 8:15AM the nurse's note reflected
the resident had been medicated with Anusol HC
per rectum {at 5:30AM} and Lortab for comptaint
hemorrhoidal pain {at 3:35AM). The effectiveness
of the medication was not evaluated.

The physical therapy (PT) notes for 1/10/11 noted
the resident stated she could not participate in
therapy. The therapist noted the resident had
“decreased motivation." The PT noted the
resident had pain in her abdomen and right hip.
Pain medications were given and the nurse was
aware.

The 10PM nurse's note from 1/10/11 revealed the
resident rested in bed and was medicated with
Lortab for sight hip pain (at 8PM).The
effectiveness was not evaluated.

Review of the MAR for 1/10/11 reflected the
resident received a Fleets enema x 1. The enema
was not documented on the "Nurse's Medication
Notes" or in the nurse's notes. Review of the
"Bowel Record” for 1/10/11 noted "0" for the
amount of bowel movements on 7-3, 3-11, and
11-7 shifts.

The PT notes for 1/11/11 revealed the resident
said "l can't do it." (in regards to therapy)
Resident #1 had pain in her right lower extremity
and rectum pain. Pain medications were receivad

This Plan af Correction is the center's credible
allegation of conpliance.

Preparation and/or execution of this plan of correctio
does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusion
set forth in the statement of deficiencies. The plan of
correction is prepared andior execuled solely because
it is required by the provisions of federal and state Im}.

-

1

(a)

Licensed Nurses administering
stool softeners and laxatives per
MD orders

Licensed Nurses encouraging fluid
and fiber as appropriate

Certified Nursing Assistant
encouraging resident to follow
prescribed diet

Notification of Registered Dietician
for evaluation of diet and fluid
intake / offerings, resident likes and
dislikes, and recommendations for
food and /or fluids to promote
regular bowel elimination

Education was initiated by:

Staff Development Coordinator
inserviced current licensed nursing
staff on 3-1-11 and will repeat in-
service on-going for newly hired
licensed nurses during orientation,
licensed nurses returning from
vacation and leave of absence with
regard to pain policy to include:

»  Assessment of resident

r\ain ncludinglocation
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and the nurse was aware.

The resident had 1 medium hard bowel
movement during dayshift on 1/11/11.

The nurse's note (done by nurse #2), dated
1/11/11 at 8:30PM revsaled the resident would
not attempt to walk and her appetite was poor. A
moderate amount of soft stool was removed
manually from the resident's rectum before
inserting a Dulcolax suppository. Lactutose 30 cc
was given by mouth, The resident was taking &
"fair” amount of liquids. Another nurse's note from
114111 reflected at 8:30PM the resident was
assisted to the toilet. The note read in part, "will
not try to expel {push out) stool.” States, "l can't
get it to move."

During an interview on 2/17/11 at 3:30PM nurse
#2 indicated she believed she checked the
resident's rectum once manually and did not feel
any stool. Of course the resident was on a
narcotic pain medication and that could be
constipating.

Review of the MAR revealed resident #1 received
a Fleets enema on 1/12/11 at 8AM and 1:30PM.
Both enemas were documented on the "Nurse's
Medication Notes" as "not effective.”

A nurse's note on 1/12/11 at 4PM revealed the
resident received Anusol HC per rectum at 9AM
and 2PM with minimal pain relief voiced per
resident. The nurse noted before inserting the
suppositories she felt "gummy pasty like fecal
matter” and she removed a "fistful amt (amount}
of stool.” The resident continued to refuse to
ambulate with PT. She was encouraged to drink
water,

This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitule admission or agreement by the
provider of the truth of the facts olleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becanse
it is required by the provisions of federal and state I},

of day pain generally
occurs, feeling of pain
(internal, external, acute,
chronic), severity of pain
verbal pain scale (if
resident able to respond)
and non-verbal pain scale,
pain type / intensity, othes
non-verbal cues {facial
expressions, vocalizations,
body actions / observed
behaviors), pain affecting
resident’s quality of life /
activities of daily living,
cause of pain, relief of
pain
o Initiation of pain carg
plan as needed
+ Implementation of
pain care plan
e  Monitoring frequency
of use of analgesic
medication
s  Notifying the
attending MD of pai
requiring prn (as
needed) medication
for greater than threg
consecutive days

=
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On 1H2/11 at 10PM the nurse noted the resident
remained in bed and “continues not helping
herself.”" Her appetite was poor and she was
given Lortab for "discomfort.” There was no follow
up to evaluate the effectiveness of the pain
medication.

The "C.N.A. Flow Record” had a section for
"Behaviors observed." It was noted on the 3-11
shift on 1/12/11 the resident had "Continuous
yelling/screaming.” No other behaviors were
noted on the flow record.

The "C.N.A. Flow Record” contained a narrative
note dated 1/12/11 (no time) that read in part,
"Resident having problems with having BM
(bowel movement) the nurse gave her something.
She didn't eat much.”

Aninterview was conducted on 2/7/11 2:43PM
with NA #2. The NA stated resident #1
complainad about not being able to have a bowel
movement and having pain because she could
not go to the bathroom. The nurse (#1) gave the
resident an enema and a [ittle bit of "mushy” stoot
came out.

Another note dated 1/12/11 (11pm-7am} noted
the resident had been removing stoo! from her
rectum and had put it all over her bedding. The
resident complained of pain in her rectum. The
NA informed the nurse.

During an interview, on 2(7/11 at 3:06PM, NA #4
indicated the resident was a very anxious about
her care. The NA stated the resident was "always
wanting laxatives" and trying {o manually remove
stool ouf of her rectum with her fingers. The

This Plan of Correction is the center's credible
allegation of compliance.

Preparation andfor execution of this plan of correction
does not constifute admission or agreement by the
provider of the truth of the facls alleged or conclusions
sef forih in the statement of deficiencies. The plan o/[
correction is prepared andfor executed solely becaus

it is required by the provisions of federal and state Fajy.

unrelieved pain of 3
or higher on a scale
of 1(mild)-10
{continuous/severe)
on the pain
assessment form
o Initiafion and
implementation of
constipation care plan
b} Staff Development Coordinator
inserviced current Certified
Nursing Assistants on 3-1-11
and will repeat in-service on-
going for newly hired Certified
Nursing Assistants during
orientation, Certified Nursing
Assistants returning from
vacation and leave of absence
with regard to:
e Pain policy to
include reporting to
Licensed Nurse
when resident
experiences pain
s Implementation of
pain care plan
including Certified
Nursing Assistarnts
monitoring
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nurse's were aware of the resident's behavior
and it was something she did throughout her stay.

The PT notes for 1/12/11 read in part, "l am
hurting so bad (resident)." The resident
complained of pain in her rectum. The nurse was
aware and pain medications were received.

Resident #1 had only 1 nofed bowel movement
on the 11-7 shift, a small soft one on 1/12/11.

Review of the resident's "Bowel Record" for 7-3
shift revealed she had no noted bowst
movements on 1/12/11 and 1/13/11.

The nurse's note dated 1/13/11 at 6:45AM noted
the resident had been requesting the bed pan
most of the night. She had a medium brown stool
and continued to insert her fingers into her rectum
to try fo remove stool.

Residert #1 told PT she was sick on 1/13/11. The
daily PT note dated 1/13/11 revealed the resident
had abdominal pain secondary to no bows!
movement.

A nurse’s note for 1/13/11 af 12:30PM noled the
resident was being sent to the emergency room
for “altered mental status.” The resident stated "}
don't feel good." Her vital signs were;
temperature 97.3 degrees Fahrenheit, pulse 69,
respirations 12 and blood pressure was 58/32.

The MAR revealad resident #1 had received 24
doses of the as needed Lortab from 1/3/11 to
1113/11. She received one dose on 1/3/11. From
1/4/11 to 1/8/11 the resident received 2 doses
daily of the Lortab. On 1/9/11 she had four doses
of Lortab ( 4AM, 12PM, 4PM, and 8pmy). The

This Plan of Correction is the center’s credible

allegation of compliance.

Preparation andlor execwtion of this plan of correctidn
does not constitute adptission or agreement by the

provider of the truth of the facts alleged or conclusior
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becausq
it Is required by the provisions of federal and state la

L)

Systemic Changes:

1. Pain assessinents will be completed
by the licensed nurse for all newly

movement and
documenting
accordingly
Certified Nursing
Assistants notifying
licensed nurse if
resident has no
bowel movement in
three days
Certified Nursing
Assistants will
document
notification on
bowel record and
licensed nurses will
review the bowel
record flow book th
begiming of each
shift

Certified Nursing
Assistants
encouraging residen
to follow prescribed
diet,

j2Y

—
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resident had two doses daily of the Lortab on
110111 and 111/11. She received three doses of
the Lortab on 1/12/11 (times not documented)
and 2 doses on 1/13/11. Resident #1 was
receiving the Ferrous Sulfate twice daily and the
Colace twice daily.

Resident #1 had no noted bowel movements on
the 3-11 shift from 1/3/11 to 1/13/11.

Record review of the hospital records dated,
1/13/11, noted the resident presented to the
emergency department with complaint of
abdominal pain, fatigue, poor oral intake, and
hypeotension, The resident was given several
enemas and manual disimpaction of stool on
1/12111. The facility and famity member reported
"Very poor oral intake for past 3-4 days." The
abdominal exam noted the abdomen was
"distended, diffusely tender with hypoactive BS
(bowel sounds), rectal with gross heme + stool
(positive for bloog}."

The CT {computed tomography) of the abdomen
and pelvis, done on 1/13/11, read in part, "A
rather marked amount of retained stool is noted in
the rectum and rectosigmoid (colon) compatible
with clinical diagnosis of fecal impaction. Fluid
filled difated small bowel loops with scattered air
fluid tevels are present.”

Resident #1 expired on 1/13/11 at the hospital
with final primary diagnoses of cardiopulmonary
arrest, aspiration pneumonia, Gl (gastrointestinal)
bleed, hypotension, leukocytosis, metabolic
acidosis and renal failure.

During an interview, on 2/16/11 at 10:26AM, the
Director of Nursing (DON) indicated she had

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the trinh of the facts alleged or conclusions
sel forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becaus:
it is required by the provisions of federal and state lay

"!

rehabilitation therapy, and residents
admitted with pain medications on
admission. Pain assessments will
also be initiated with the onset of
new pain by the licensed nurse
caring for the resident at the time
the pain is identified. Pain
assessments will be performed
quarterly and with significant
change resulting in pain.
Pain monitoring added to the
Medication Administration Records
for all residents. Residents will be
assessed for pain each shift by the
licensed nurse and care planned
interventions implemented as
needed. If pain medication is
indicated and the resident has no
order for pain medication, the
licensed nurse will notify the
physician of the new onset of pain
and request pain medication. If thd
resident is experiencing pain at a
level 3 with no relief with current
plan of care, the assessing nurse
will notify the physician for a pain
medication order or adjustinent of
current pain medication dosage as
indicated

1i
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assessed resident #1 either the day she went out
to the hospital or the day before, she was not
quite sure. She stated the resident's abdomen
was slightly distended but soft. She indicated she
did hear bowel sounds. The primary nurse
informed the DON the resident was having issues
with constipation. The primary care nurse had
informed the DON that an enema had been
given. The resident expressed to the DON she
felt she had to go to the bathroom. The DON
stated the pain assessment formi should be
completed in its entirety on admission. She
reviewed the form completed for the resident and
Indicated once the resident started using pain
medicine on a routine basis someone should
have completed a new pain assessment form.
The DON indicated a side effaect of taking narcotic
pain medication was constipation.

The rehabilitation interim manager was
interviewed on 2/17/11 at 12;05PM. She indicated
she had worked with resident #1. The rehab
interim manager stated the resident had lived
alone prior to her fall and right hip fracture. She
remembered the resident did "pretty gocd" the
first time she worked with her. Then she was off
for a few days, a weekend she thinks, and when
she came back the resident was "different.” The
resident was complaining of trouble with her
stomach. The rehab interim manager
remembered assisting the resident to the toilet
with nursing because they thought that might help
her move her bowels. The resident stated she
just could not do it, she couldn't push. She
indicated as the resident's stay progressed she
was significantly different. It was not the whole
stay but like 3-4 days fowards the end.

An interview was conducted on 2/17/11 at

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts afleged or conclusions
self forth in the statenient of deficiencies, The plan of
caorrection is prepared and/or executed solely becausg
it is required by the provisions of federal and state lalv.

will include medication
interventions as well as non-
pharmacelogical interventions to b
attempted prior to medication. Car
plans will be revised and evaluated
quarterly and with change of
condition.

4, Nursing assistants will document
bowel mevements on bowel
monitoring flow sheet, At the end
of each shift, the nursing assistants
will repott off to their supervising
licensed nurse for validation the
flow book documentation has been
completed. Licensed nurses
working 7a-3p will review the
bowel monitoring flow books and
identify residents with no bowel
movement in 3 days. These
residents will be added to the
laxative list for a laxative to be
administered on the 3p-11p shift.
The laxative list will be passed on
to the 11p-7a shift for laxative
results to be documented. If result
are not achieved within thirty
minutes after Fleets enema is
admrinistered per bowel protocol,
the attending physician or physwlarl
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12:15PM with nurse #1. The nurse had cared for
resident #1 frequently (8 out of 10 days}) during
her stay. Nurse #1 indicated the resident came in
for rehab; she had a right hip fracture. She did
complain of pain. She had a PRN pain medication
and nurse #1 gave the medication as ordered.
The nurse was not sure why the pain assessment
form was not completely filled out on admission.
She did not do the assessment. The nurse
indicated she was not sure if she was allowed to
go back and complete the pain assessment or
start a new one once she determined the resident
had pafn on a daily basis. The nurse stated some
residents have a pain scale chart on their MARs
and some do net {this resident did not). She was
not sure what determined who got the pain scale
and who did not. It just came that way from the
pharmacy. She stated an RN (registered nurse)
had to completefinitiate the care plan. Nurse #1
indicated some of the side effects of a narcotic
pain medication were constipation, lethargy and
drowsiness. The nurse stated she did not have
any conversations with the physician in regards to
the pain med and possible/potentiat connection to
the resident's constipation and abdominal pain.
She noted the facility had a BM protocol. The
protacol was like a standing order and the nurses
would follow the protocol. The nurse would not
contact the physician until they had gone all the
way through the protoco! and had no results
{bowe! movements}, but that hardly ever
happened. Nurse #1 stated she last assessed lhe
resident's abdomen on 1/13/1% and it was "soft,
wasn't really hard" and her bowel sounds were
hyperactive. The nurse was trying to encourage
water intake. She pointed to a clear cup and
indicated she would fill it to the 8 ounce line and
offer the resident two 8 ounce cups of water
during her shift.

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correctiop
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusiors
sel forth in the statement of deficiencies. The plan of
correction is prepared andfor execnted solely becansd
i is required by the provisions of federal and state lanl.

Completion date of credible allegation is
3/3/2011,

Quality Assurance:

implemented, the 24 hour report lo
will be updated to indicate the
bowel protocol has been initiated.
The resident will remain on the 24
hour report until the constipation is
relieved.

U

Interim Director of Nursing
Services (I-DNS), or SDC will
review laxative lists daily ongoing
to validate laxatives were
administered as appropriate and
results documented. In the absencq
of the Inferim Director of Nursing
Services (DNS) and SDC, the Nort
Hall 7-3 Licensed Nurse will
review laxative lists daily on
weekends and holidays ongeing to
validate laxatives were
administered as appropriate and
results documented.

=)

Services (I-DNS) or SDC will review

The Iterim Director of Nursing
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Duying an interview on 2/17/11 at 2:37PM, NA #1
indicated she took care of the resident during her
stay. The NA stated the resident was "total care”
meaning the staff had to assist her with her
activities of daily living. The resident did complain
that she could not have a bowel movement. NA
#1 reported the resident's concern to the nurse
{#1). The NA indicated nurse #1 gave the resident
an enema, but she could not recall the exact date.
She stated the resident just had "a little watery
type" of results from the enema. The resident did
not express any relief from receiving the enema.
The last time the NA worked with the resident
was 1/12/11. The resident kept putting on the call
light because she could not move her bowels.

An interview was conducted on 2/17/11 at
4:33PM with the DON, the administrator and
facility consultant #1. The DON indicated when
she assessed the resident on 1/12/11 she was in
no apparent distress. The DON did not document
the assessment in the resident's medical record.
The DON did not recall discussing resident #1's
pain or constipation during daily rounds. Facility
consultant #1 stated the staff would not be
expacted to phone the physician until the bowel
protocol was completely done. The reason they
had the protocol was so the staff would not have
to call the doctor. However, if the resident had
severe abdominal pain then she would expect the
nurse to phone the physician.

During an interview on 2/28/11 at 5:40PM, nurse
#1 indicated she gave the resident the enemas
because she was "at that step” on the bowel
protecol. The nurse stated she did assess the
resident's abdomen each time she gave the
enemas she just forgot to chart it. Each time

This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreenient by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared andlor execuied solely because
it is required by the provisions of federal and state lm).

following adinission to validate pain
assessments are accurately completed, care
plans for pain are implemented as nccessaryl,
and residents experiencing pain have pain
medication prescribed either PRN or
scheduled. These reviews will contimic on
an ongoing basis. Interim Director of
Nursing Services {(FDNS), or SDC will
review 24 hour report book daily ongoing td
identify residents with new onset of pain.
These residents’ medical records will be
reviewed as well to validate pain
assessments are accurately completed, care
plans for pain are implemented as necessary,
and the physician was notified for pain
medication order as needed. Interim
Director of Nursing Services (I-DNS), or
SDC will audit laxative lists cach morning
and validate laxatives were given as
indicated and results were documented, In
the absence of the Interim Director of
Nursing Services (I-DNS) and SDC on the
weekends and holidays, the 7-3 North Hall
Licensed Nurse will review laxative lists
daily ongoing to validate laxatives were
administered as appropriate and results
documented. Results of these audits and
medical record reviews will be reported to
the facility’s Performance Improvemem
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resident #1's stomach was soft and fiat with good
bowel sounds. She did check the resident's
hemorrhoids and did not notice any bleeding. She
stated she did not correlate the hemorchoids and
the constipation. Resident #1's decreased
appetite had not been reported to her. The nurse
stated tire ward clerk was responsible for
reviewing the BM books. Nurse #1 indicated she
did not look at the BM books. Usually the NAs
would come and inform her if a resident had not
moved their bowels in a couple of days.

During an interview on 3/1/11 at 8:30AM, ward
clerk #1 indicated she would review the BM
(bowel movement) books. She would give a copy
of the BM shests to the (former) DON and she
would write on a sticky note who had not had a
bowel movement in 3 days. She would then give
the sticky notes to the hall nurses responsible for
the residents. Once the (formery DON and
nurse's got the list of the resident's needing
laxatives they were supposed to document on the
BM sheets who received a laxative. Ward clerk
#1 was not informed she needed to do any type of
follow up. She indicated she did not kesp any
copies of the sticky notes she gave fo the nursing
staff,

The interim DON was interviewed on 3/1/11 at
9:15AM. She stated the NA were supposed 1o be
keeping fract of the bowel movements a resident
had and the nurses should be looking at the BM
book. The interim DON's goal would ba for the
NAs to improve their communication with the
nurse's and for the nurse's to follow up on
concerns brought forth by the NAs in regards to
the residents.

Physician #2 was interviewed on 3/1/11 at
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This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or exection of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or corrchrsio:]

w

set forth in the statement of deficiencies. The plan of
correction is prepared andlor executed solely becans
it is required by the provisions of federal and state Imvy,

For Resident #8;

1. Laxatives orders for resident #8 clarificd
for use of bowel protocol.
2. See credible allegation section “for othe:
residents”.
3. See credible allegation section “systemig
changes”.

4. See credible allrgation section “quality
assurance”.

For Resident #3:

I. Resident #3 evaluated by psychiatrist on
2/22/2011 and medications adjusted to
address exhibited behaviors.

2. Residents exhibiting a new onset of
behaviors while experiencing a change in
condition have the potential to be affected.
Licensed staff were in-serviced by the SDC
on indicators of change in condition and the
need for assessment of clinical condition
when new onset of behaviors is identified.

stead-licancad cfnfFFyusill ranatuas 1o
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11:28AM. Physician #2 was at the hospital during
the time of the interview and referenced the
resident's hospital records prior fo her coming fo
the facility. He indicated she had a hip fracture.
Physician #2 stated some residents might have
been on pain medications all their lives.
Sometimes a PRN pain medication becomes a
routine medication. The physician indicated he
expected the staff would call him or his PAif a
resident was utifizing their PRN medication on a
routine basis and they would do an evaluation.
The physician andfor his PA would try to
determine if the medication was effective at
relieving the resident's pain. Physician #2
expected if a resident did not have a bowel
movement after 2-3 days the staff would call and
inform him or the PA. He does not remember
receiving a call or a fax regarding this resident
and her being constipated or having increased
pain or a change in the location of her pain.

During an interview on 3/1/11 at 11:43AM,
physician's assistant {PA} #1 indicated if the staff
did get in touch with him in regards to resident #1
(and orders for Anusol/Lactulose) it was probably
via fax. He stated he really could not
recallfremember anything off hand about the
resident.

A follow up interview was conducted with
physician #2 on 3/3/11 at 10AM. Physician #2
indicated if a resident developed a new problem
stich as rash, fever, cough, or pain "of course”

the physician would want to be notified. He also
emphasized when a resident was new o the
facility and the physician group did not know them
well, they would want them sent lo the emergency
room for things new onset abdominal pain. if the
physician had seen the resident then he would be

This Plan of Correction is the center's credible
allegarion of complinnce,

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the

provider of the truth of the facis alfeged or conclusio
sel forih int the statement of deficiencies, The plan of
correction is prepared and/or executed solely becansq
it Is required by the provisions of federal and state Im

1=

3. DNS and interdisciplinary team (IDT)
witl review the 24 hour report book daily
ongoing to identify residents with new onset
of behaviors and change in condition. The
medical records of these identified residents
with new onset of behaviors will be
reviewed by the DNS and IDT to validate
clinical assessment has been completed and
documented by the staff nurse, physician
notifed of the behaviors and change in
condition, and new orders implemented as
appropriate. DNS will maintain a log of
these identified residents and continue to
follow-up daily until change in condition is
resolved and behaviors have subsided.
These identified residents will remain on the
24 hour report mntil stabilized.

4, Log of residents with new onset of
behaviors while experiencing a change in
condition will be reviewed by the facility’s
Performance Improvement Committee
monthly x 3 months for further
recommendation and to validate continued
compliance.
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able to give orders fo treat at the facility if able.
Physician #2 stated the facility staff should keep
trying untdl they reached either him or the PA. He
indicated the evidence of the facility contacting
him or the PA would be a fax with a date,
signature and instructions on it or if they called
him a verbal order with instructions. Physician #2
stated three of the biggest concerns he saw were
pain, constipation and dehydration. He indicated
constipation was a problem especially with
narcotic pain medication administration.

The administrator was notified of the LJ. on
311 at 12;10PM. The facility provided an
acceptable credible aflegation of compliance on
3/3111 at 12:08PM. The following interventions
were put in place:

Resident Specific

Resident #1 was admitted to the facility on
1/3f2011. Her diagnoses included Comminuted
Intertrochanteric right Hip fracture,
Rhobdomylosis, HTN, Mild Cognitive Impairment,
and Alzheimer's dementia. Her medications
included Metoprolol Tartrate, Mirtazepine, Plavix,
Prednisone, Lisinopril, Colace, Ferrous Sulfate,
and Lortab. She received Lortab for right hip pain
once on 1/3, twice on 1/4, /5, 1/6, 1/7, 1/8, 1/9,
1110, 1141, and 1/13/2011. She received Lortab
three times on 1/12/2011. She also experiencad
hemorrhoid pain on 1/9/2011 and an order was
received for Anuscl suppositories three times per
day as needed. Resident received Colace 100mg
two times per day since admission. On 1/9/2011,
Lactulose 30cc daily was added to her medication
regimen for constipation. On 1/10/2011, Senokot
was added one iablet daily for constipation.
Resident received Fleets enemas on 1/10/2011

This Plan af Correction is the center's credible
allegation af compliance.

3

Preparation andior execution of this plan of correcild
does not constitute admission or agreement by the

provider of the truth of the facis alleged or conclusio
set forth in the statement of deficiencies. The plan of
correction is prepared andfor executed solely becaus
it Is required by the provisions of federal and state laty.

4
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{one} and 171272011 (two). On 1/13/2011, both
the resident and her brother requested she be
sent to the emergency room for evaluation. She
stated, "l don't feel good.” Attending physician
was notified and order received for resident to be
fransported to the emergency room. Vital signs
were: temperature 97.3, pulse 68, respirations
12, and blood pressure 58/32. Resident had
documented bowel movements as follows:

1/6/2011-two soft, medium bowel movements
171201 1-one soft, medium bowel movement
1/8/2011-one soft, medium bowel movement
1/912011-one soft, small bowsl movement
1/10/2011-Senckot one tablet daily was added for
constipation; one Fieet's enema

1/11/2011-one hard, medium bowel movement
1/12/2011-one soft, small bowel movement
1/12/2011-two Fleets enemas given with no
results documented

Residant passed away in the hospital on
H13/2011.

All Other Residenis

(A} On 3-01-11, Nurse Management team,
consisting of Interim Director of Nursing Services
{I-DNS}, Slaff Development Coordinator (SDC)
and Minimum Data Set Coordinators (MDSC}
performed pain assessmeants on all residents in
house to identify residents with pain.

{B) On 3-01-11, Nurse Management team,
consisting of Interim Director of Mursing Services
{I-DNS), Staff Developrent Coordinator (SDC})
and Minimum Data Set Coordinators (MDSC)
performed bowel record review for residents of
the facility to alsc include the look back period to
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the last documented bowel movement to identify
residents with no bowel rmovement in three days.

(A) The resident’s primary licensed nurse will be
responsible for physician notification via
telephone when a residents with a score of 3 or
higher on a scale of 1{mild}-10
{continuous/severe) on the pain assessment
form, with new orders implemented and care
planned by MDSC and or primary licensed nurse,
at the time of pain onset. The DT
(Interdisciplinary Team) will validate this process
at least 5 times weekly in Clinical Morning
Review. Responsible Party({s) will be notified of
new medications or change in dosage of current
medication as needed.

{B) Bowel Protocol was initiated by the Nurse
Management Team, consisting of the Interim
Director of Nursing Services {I-DNS), Staff
Development Coordinater (SDC) and Minimum
Data Set Coordinators (MDSC) for residents
noted with no bowel movement in three days.
Bowel Protocol states:

On third day with no documented bowel
movement give Lactulose 30 cc po (by mouth) or
via tube (gastric or pag) prn {as needed)

On fourth day with no documented bowel
movement and no results from Lactulose give
Dulcolax supp (suppository) pr {per rectum) prn
(as needed)

On fifth day with no documented bowel
movement and no results from Lactulose or
Dulcolax give Fleets Enema pr {per rectum) pm
{as needed)

Notify attending physictan if no results within
30 minutes of Fleets enema administration.

(A) On 3-01-11, Nurse Management team,

FORM CMS-2567(02-99) Previous Versiens Obsolete EventiD: LVIWH1

Facltity 10: 953217

If continuation shest Page 53 of 96




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/18/2011
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

345260

{(X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
COMPLETED
A BUILDING
G
B, WING
03/03/2011

NAME OF PROVIDER OR SUPPLIER

GUARDIAN CARE OF ROCKY MOUNT

STREET ADDRESS, CITY, STATE, ZIP CODE
160 WINSTEAD AVE

ROCKY MQUNT, NC 27804

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENECY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFEX
TAG

PROVIDER'S PLAN OF CORRECTION 5
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 309 | Continued From page 53

consisting of Interim Director of Nursing Services
{I-DNS), Staff Development Coordinator (SDC)
and Minimum Data Set Coordinators (MDSC)
implemented, evaluated and / or updated resident
care plans to reflect pain as needed concerning
all residents In the facility. Carsplans are made
accaessible through the resident's medical racord
for the licensed nurses and the nursing assistant
will obtain any careplan updates in shift report
from the licensed nurse on an as needed basis
on-going. Pain care plan is inclusive of:

Pain type, chronic, acute, breakthrough,
phantom

Pain symptoms: crying / moaning, facial
grimace, guarding, complaints of pain, decrease
in functional level, inability to sleep, limiting
activities, not eating

Licensed Nursing Staff monitoring residents
for pain each shift. Attending physicians when
signs and symptoms of pain, waorsening pain,
reporting changes in pain location / type /
frequency / intensity of pain to physician

Providing non-pharmacological comfort
measures including relaxation techniques, deep
breathing, repositioning, activilies as appropriate

Monitoring for side effects including Licensed
Nurses to monitor for signs and symptoms of
constipation, Licensed Nurses and Cerlified
Nursing Assistants monitoring and documenting
bowel movements

Administering and monitoring for
effectiveness and for possible side effects from
pain medication

Pain Assessment to be completed on
admission, quarterly and with significant change
in status

Education with resident and family members
as needed about comfort measures, analgesic
medications, fear and concerns regarding pain

F 309
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Certified Nursing Assistants will verbally notify
licensed nurse if resident has no bowel
movement in three days

Cerlified Nursing Assistants will document
notification on bowel record and licensed nurses
will review the bowel record flow book the
beginning of each shift.

Licensed Nurses administering stoo!
softeners and laxatives per MD orders

Licensed Nurses encouraging fluid and fiber

Certified Nursing Assistant encouraging
resident to follow prescribed diet

(B} On 3-01-11, Nurse Management team,
consisting of Interim Director of Nursing Services
{I-DNS), Staff Development Coordinater (SDC)
and Minimum Data Set Coordinators (MDSC)
implemented, evaluated and / or updated resident
care plans related to constipation as needead.
Constipation care plan is inclusive of:

Certified Nursing Assistants monitoring and
documenting bowel movements every shift

Certified Nursing Assistants wilt verbally notify
licensed nurse if resident has no bowel
movement in three days

Cerfified Nursing Assistants will document
notification on bowel record and licensed nurses
will review the bowel record flow book the
beginning of each shift.

Licensed Nurses administering stool
softeners and laxatives per MD orders

Licensed Nurses encouraging fluid and fiber
as appropriate

Certified Nursing Assistant encouraging
resident to follow prescribed diet

Notification of Registered Dietician for
evaluation of diet and fluid intake / offerings,
resident likes and dislikes, and recommendations
for foad and for fluids to promote regular bowel

F 309
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elimination

Education was initiated by:

Staff Development Coordinator inserviced current
licensed nursing staff on  3-1-11 and will repeat
in-service on-going for newly hired licensed
nurses during orientation, licensed nurses
returning from vacation and leave of absence with
regard to pain policy fo include:

Assessment of resident pain including
location, duration, frequency, time of day pain
generally occurs, feeling of pain (internal,
external, acute, chronic), severity of pain verbat
pain scale (if resident able o respond) and
nen-verbal pain scale, pain type / intensity, other
nen-verbal cues {facial expressions,
vocalizations, body actions / observed behaviors),
pain affecting resident's quality of life / activities of
daily living, cause of pain, relief of pain

Initiation of pain care plan as needed

Implementation of pain care plan

Monitoring frequency of use of analgesic
medication

Notifying the attending MD of pain requiring
pra (as needed) medicafion for greater than three
consecutive days

Notifying the attending MD of unrelisved pain
of 3 or higher on a scale of 1{mild})-10
(continuous/severs) on the pain assessment form

Initiation and implementation of constipation
care plan
Staff Development Coordinator inserviced current
Cerlified Nursing Assistants on 3-1-11 and wil}
repeat in-service on-going for newiy hired
Certified Nursing Assistants during orientation,
Certified Nursing Assistants returning from
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vacation and leave of absence with regard to:

Pain policy to include reporting to Licensed
Nurse when resident experiences pain

Implementation of pain care plan including
Certified Nursing Assistants monitoring frequency
and amount of bowel movement and
documenting accordingly

Certified Nursing Assistants notifying licensed
nurse if resident has no bowel movement in three
days

Certified Nursing Assistants will document
notification on bowel record and licensed nurses
will review the bowel record flow book the
heginning of each shift

Certified Nursing Assistants encouraging
resident to follow prescribed diet.

Systemic Changes:

1. Pain assessments will be completed by the
licensed nurse for all newly admitted residents, all
readmitied residents, residents admitted for
rehabilitation therapy, and residents admitted with
pain medications on admission and daily for three
days following admission to ensure rasidents
experiencing pain are identified. Pain
assessments will also be initiated with the onset
of new pain by the licensed nurse caring for the
resident at the time the pain is identified. Pain
assessments wilt be performed quarterly and with
significant change resulting in pain.

2. Pain monitoring added to the Medication
Administration Records for all residents.
Residents will be assessed for pain each shift by
the licensed nurse and care planned interventions
implemented as needed. If pain medication is
indicated and the resident has no order for pain
medication, the licensed nurse will notify the
physician of the new onset of pain and request
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pain medication. If the resident is experiencing
pain at a level 3 with no relief with current plan of
care, the assessing nurse wiil notify the physician
for a pain medication order or adjustment of
current pain medication dosage as indicated. The
nurse initiating the physician notification will
document the resident's pain and pending
physician nofification on the 24 hour report log.
The resident will remain on the 24 hour report
book until physician has responded.

3. Care plans will be initiated for all residents
with pain. The care plan will include medication
interventions as well as nen-pharmacological
interventions to be attempted prior to medication.
Care plans will be revised and evaluated quarterly
and with change of condition.

4. Nursing assistants will document bowel
mevements on bowel monitoring flow sheet. At
the end of each shift, the nursing assistants will
report off to their supervising licensed nurse for
validation the flow book documentation has been
completed. Licensed nurses working 7a-3p will
review the bowe] monitoring flow books and
identify residents with no bowel movement in 3
days. These residents will be added to the
laxative list for a laxative to be administered on
the 3p-11ip shift. The laxative list will be passed
on to the 11p-7a shift for laxative results fo be
documented. I resulls are not achieved within
thirty minutes after Fleets enema is administered
per bowel protocol, the attending physician or
physician on call will be notified for further orders.
Once the bowal protocol is implemented, the 24
hour report log will be updated to indicate the
bowel protocol has been initiated. The resident
will remain on the 24 hour report untit the
constipation is relieved.

5. Interim Director of Nursing Services {I-DNS),
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or 8$DC will review laxative lists daily ongoing to
validate laxatives were administered as
appropriate and results documented. In the
absence of the Interim Director of Nursing
Services (DNS) and SDC, the 3-11 West Hall
Licensed Nurse will review laxative lists daily
ongoing to validate laxatives were administerad
as appropriate and results documented.

Completion date of credible allegation is
3/3/2011.

Quality Assurance:

The Interim Director of Nursing Services (I-DNS}
or SDC will review medical records of newly
admitted or readmitted residents daily for three
days following admission to validate pain
assessments are accurately completed, care
plans for pain are implemented as necessary,
and residents experiencing pain have pain
medication prescribed either PRN or scheduled.
These reviews will continue on an ongoing basis.
Interim Director of Nursing Services {(1-DNS), or
SDC will review 24 hour repori book daily ongoing .
to identify residents with new onset of pain.
These residents’ medical records will be reviewed
as well to validate pain assessments are
accurately completed, care plans for pain are
implemented as necessary, and the physician
was notified for pain medication order as neasded.
Interim Director of Nursing Services (I-DNS}), or
SDC will audit laxative lists each morning and
validate [axatives were given as indicated and
results were documented. In the absence of the
Interim Director of Nursing Services (I-DNS) and
SDC on the weekends and holidays, the 7-3
North Hall Licensed Nurse will review laxative lists
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daily ongoing to validate laxatives were
administered as appropriate and results
documented. Results of these audits and
medical record reviews will be reported to the
facHity's Performance Improvement Committee
monthly x 6 months for review, evaluation and
further recommendation.

Verification of the credible allegation was
evidenced by interviews of direct care staff
relating to training and in-services received
regarding pain assessment, bowel management
and physician notification. All direct care staff
interviewed on 3/3/11 were knowledgeable about
the facility's bowed protocol, how resident changes
are to be communicated and reported (to each
other and the physician). The monitoring tools
included a skills validation form which included
pain management and the bowel protocol and a
form to document audits and corrective measures
taken when negative findings are noted during
facility audits.

2. Resident #8 was admitted 1o the facility on
11/2110. Her diagnoses included cerebrovascular
accident, hypertension, diabetes, a history of
irritable bowel syndrome and diverticulosis.

The facility "Bowel Protocol” dated 8/09 read in
part, "1. Lactulose 30cc (cubic centimeters) on
3rd day with no BM (bowsl movement). 2.
Dulcolax Suppository PR {per rectumn) on 4th day
with no BM and no results from Milk of Magnesia.
3. Fleets enema PR on 5th day with no BM and
no results from Milk of Magnesia or Dulcolax
Suppasitory."”

Review of the resident's care plans, last reviewed
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on 2/2/11 yielded no concerns related to
constipation or pain.

The most recent minimum data set (MDS), dated
217111, revealed the resident had modified
independence for cognitive skills. The resident
required extensive assistance for bed mobility,
transfers, dressings, toileting, personal hygiene
and bathing. She was incontinent of bowel and
bladder. The resident was noted as receiving as
nseded (PRN) pain medication.

The physician order's for February 2011 revealed
the resident was receiving Tylenol 650mg
{milligrams} by mouth {PO} three times a day
(TID). She could also have Nerco
{Hydrocodone-Acetaminophen) 5/325mg 1 to 2
tablets by mouth every 6 hours as needed for
pain. Resident #8 could have Mobic 7.5mg tablet
by mouth twice daily as needed for pain. She was
receiving Coface {stco! softener) 100mg by mouth
once daily at bedtime.

Lexi-Comp's Geriatric Dosage Handbook, 15th
edition, revealed Norco
{Hydrocodone-Acetaminophen) was an Opioid
narcotic for treatment of moderate to severe pain.
Under the "Adverse Reactions - Gastrointestinal
{G1)" section the following were noted, abdominal
pain and constipation. The section "Special
Geriatric Considerations” it was noted the elderly
might be particularly susceptible to the CNS
{central nervous system) depressant action
{sedation, confusion) and the constipating effects
of narcotics, Percacet (oxycodone and
acetaminophen) was an Opioid narcotic used fo
treat moderate to severs pain. Under the
"Adverse Reactions” section constipation, nausea
and vomiting were listed. The section "Special
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Geriatric Considerations" it was noted the elderly
might be particutarly susceptible to the CNS
{central nervous system} depressant action
{sedation, confusion} and the constipating effects
of narcotics.

Review of the "Bowel Record" for February 2011
reflected the resident had no noted bowel
movements from 2/8/11 fo 2/11/11 (4 days). Prior
to this time, she had BMs daily with the exception
of 2/6/11 when none was noted. The resident had
a large soft BM and a large loose BM on 2/12/11.

The nurse's note dated 2/15/11 at 3:30PM
revealed the resident had vomited one time. The
resident indicated she felt better afterwards.
According to the "Bowel Record" for February
2011, the resident had no noted bowel
movements from 2/13/11 to 2/16/11 (4 days). The
February 2011 MAR revealed the resident was
receiving her Colace daily. She had received
MOM (Milk of Magnesia) on 2/16/11 (4th day with
no noted bowel movement).Resident #8 had a
Dulcolax Suppository per rectum for no BM in 4
days given on 2/17/11 (which was the 5th day
with no bowel movement). The resident then
moved her bowels two times on 2/17/11
{smallfsoft).

A family member of the resident was interviewed
on 2/47/11 7:35PM. The family member indicated
the resident had vomited that day. The nursing
staff had given her a shot for nausea

{Phenergan). The nursing staff informed the
family member the resident was "constipated"

and had not had a bowel movement in a coupls of
days. The family member indicated before the
resident's stroke she used to take Metamucil on a
daily basis to keep her bowel movements regular.
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The rasident moved her bowels again on 2/18/11
and 2/19/11, per the bowel record.

The physician's progress notes revealed a visit
from the physician on 2/18/11. The resident was
noted as being "sick this week (with} several
bouts of emesis, (increased) fever." The
assessment noted the resident had a recent
urinary tract infection, fever and emesis
{vomiting). She was on an antiemetic (relief of
nausea) and Pepcid {relieves heartburn).

A verbal order was noted on 2/18/11 for Percocet
5/325mg 1 to 2 tablets by mouth as needed for
pain.

Per the bowel, record resident #8 did not have
any noted BM on 2/20/11.

The resident received Lactulose 30cc (cubic
centimeters) by mouth for no BM in 3 days on
2/21/11 (she had a BM on 2/19/11). The resident
had a targe Ioose BM on 2/21/11, per the bowel
record,

A fax was re- sent to the physician on 2/23/11
{the date listed on the fax was "2/17/11- 2/123/11."
The nursing staff communicated the following to
the physician, "Resident takes pain med daily-
having difficulty (with) BM's- Resident current
takes Colace - May we have order for something
else also dally such as lactulose or prune juice?”
The physician responded on 2/23/11 and noted
the facility could give the resident prune juice
daily - hold for diarrhea and Lactulose 15cc's
twice daily as needed.

According to the bowel record resident #8 had no
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noted bowel movements from 2/22/11 to 2/25/11
{4 days).

According to the MAR the resident received MOM
on 2/27/11 (she had a bowel movement on
2/26/11 and two on 2/27/11, per the bowel!
record).

During an interview on 2/28/11 at 4:56PM, NA #3
indicated she regularly took care of the resident.
The resident was able to communicate her needs
through non verbal means. NA #3 stated the
resident did not have many bowel movements on
the 3-11 shift. If the NAs noticed a resident had
not had a BM in 2-3 days then they should notify
the nurse responsible for the resident.

Aninterview was conducted on 2/28/11 at
5:32PM with nurse #5. The nurse indicated the
nursing assistants {NAs) should be monitoring the
frequency of bowel movements the resident had.
If a resident does not have a bowel movement in
3 days then they should receive a laxative or
whatever their physician has ordered. Nurse #5
stated if the laxative doesn't work the first time
then the nurse's would give ancther laxative on
the next shift. if 24 to 48 hours later the resident
has not moved their bowels then the physician
should be called. Nurse #5 stated she had not
received any reports from the NAs that resident
#8 was not moving her bowels. She was aware
the resident had vomiting about a week age. The
nurse indicated tie resident did not have any
abdominal pain or fever during her shifts. If the
resident complained of pain it was usually in her
legs and relieved by the pain medication ordered
by the physician. The nurse stated she thought
the assistant director of nursing {(ADON) checked
the BM books everyday, she was not sure who
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was doing this since they did not currently have
an ADON. If the nurse noticed the resident had
not had a BM in 3-4 days then she would ask the
NAs to verify. She would then proceed to the
MAR and follow the bowe! protocol, Nurse #5
stated she should be checking the bowel books
every shiff but honestly she did not. The nurse
was not able to provide a reason why the bowel
protoco! implemented differently than it was
written,

During a follow up interview on 2/28/11 at
6:03PM, physician #1 indicated he expected the
facility staff to follow the bowel protocol but also
evaluate each rasident on an individual basis. If a
resident had abdominat pain or distension then he
would expect them to call the physician. ifa
resident was still having difficulty with bowel
movements even with the bowel protocol then he
expected the nurse's to notify the physician. The
nurse's must assess and evaluate each resident
on an individual basis.

During an interview on 3/1/11 at 8:30AM, ward
clerk #1 indicated she would review the BM
{bowel movemeant} books. She would give a copy
of the BM sheets to the (former) DON and she
would write on a sticky note who had not had a
bowel movement in 3 days. She would then give
the sticky notes to the hall nurses responsible for
the restdents. Once the (former) DON and
nurse's got the list of the resident's needing
taxatives they were supposed to document on the
BM sheets who received a laxative. Ward clerk
#1 was not informed she needed to do any type of
follow up. She indicated she did not keep any
copies of the sticky notes she gave to the nursing
staff.
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The interim DON was interviewed on 3/1/11 at
9:15AM. She stated the NA were supposed to be
keeping tract of the bowel movementis a resident
had and the nurses should be looking at the BM
book. The interim DON's goal would be for the
NAs to improve their communication with the
nurse's and for the nurse's to follow up on
concerns brought forth by the NAs in regards to
the residents.

The administrator was interviewed on 3/1/11 at
9:35AM. The administrator expected the NAs fo
report to the nurse if a resident did not have a
bowel movement in 3 days. The nurse's should
be imptementing the bowel protocol for any
resident who doesn't have a specific order for a
laxative and not just utilizing it for every resident.

3. Reslident #3 was admitted o the facility on
5/22/08. Diagnoses included cerebrovascular
accident, {CVA) hypertension, neurogenic
bladder, dyslipidemia, hemiplegia, and benign
prostatic hyperplasia with urinary obstruction.

Review of the quarterly Minimum Data Set (MDS)
dated 10/13/10 revealed that the Resideni #3 had
no short- or long-term memory problems and that
his cognition was intact. The MDS dated 10/13/10
also coded Resident # 3 as always continent of
bladder and howel. The assessments further
indicated that the Resident needed limited
assistance with 1-person assist with transfers,
in-room walking, dressing, oileting, and personal
hygiene. He fed himself after tray set-up. The
assessment noted that the Resident was
moderately depressed, and he resisted care.

Review of the nurse's notes dated 10/27/10
revealed that the "Resident was in the room with
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his roommate, and the roommate’s visitor. He
[Resident #3] continued to get out of bed with
difficulty to go to the bathroom. The Resident
continually entered the bathroom, pulied down his
pants [Depends] without asking for assistance.
The Resident did not close the bathroom door.
These behaviors occurred during the roommate's
family visit. "

Review of the nurse's notes dated 10/29/10
revealed that Resident #3 was having difficulty
urinating. The altending physician's office was
called. An order was given for

a urologist consult.

Review of the nurse's notes dated 10/29/10
revealed that "the Resident was in his room, lying
in bed, alert and verbal. His roommate had
company. The Resident went in and out of bed
with difficulty. He went to the bathroom in his
room many times from 4:55 to 5:20 p.m. while his
reommate’s family member was present. The
Resident did not close the door to the bathroom
or ask for assistance to close the door, when his
roommate's family member was present.”

Review of the urclogy consult dated 11/18/10
read in part, "He {Resident #3] is in a wheelchair
although can ambulate a smalt distance .... Since
August of this year, he had lower urinary tract
symptormns (LUTS). He has difficuity starting his
stream, He has frequency and double voiding.
Denies retention. Denies incontinence, gross
hematuria, or dysuria. No documented infection.
He is on Flomax [Flomax is a medication used to
improve urination in men with enlarged prostate].
Review of his record revealed he has beenoniit
for over 2 years. He was on the medication upon
his admission to {name of the hospital) in 2008
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for a CVA. No routine urological care. Unable to
perform a GU (genitourinary} examination today.
Add Avodart [Avodart medication used to treat
enlarged prostate] daily. Follow up in eight weeks.
If fails, will consider cystoscopy and adding an
anti-cholinergic for potential neurogenic bladder.”

Review of Resident #3 mental health notes dated
12/710 read in part, "Psychiatric Diagnostic
Interview: Chief complaint: refusing therapy; not
getting out of bed; using bathroorn on self. History
of present illness revealed: depressed mood,
anxiety per staff-Recommendations, Zoloft
25milligrams (mg) po [by mouth] daily for
depressed mood; Ativan 0.5 mg po {by mouth] tid
[three times per day] pri {as needed] for anxiety
and agitation."

Review of nurse's notes dated 12/11/10 revealed
that "The Resident removed his underwear, got
out of bed and placed his underwear in the
wheelchair. The Resident then got back into his
bed, voided in the bed and asked for an entire
bath. The aide gave the Resident a complete
bath and changed his bed linen.”

Review of the nurse's notes dated 12/18/10, read
in part, "Resident had bowel movement in bed on
himself. He stated that he needed somecne o
clean him up. Resident also stated he cannot tell
when he wants to urinate.”

Review of Physician's telephone orders dated
12115110 read, "Mental Health consult. *

Review of Evaluation and Management
Psychiatry interview dated 12/29/10 read in pan,
"History: seen for mood and behavior; depressed
mood moderate; energy decreased; staff upset
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that resident has behavior urinates and defecates
on self. Urology consults and test has been
normal. Findings: depression, moderate
symptorns of insomnia and decreased appetite.
Recommendations: Zoloft 25mg po, Ativan 0.5mg
td. "

Review of nurse's notes dated 12/30/10 read in
part, "Resident stated, 'l need to see the nurse
or | am going to call the police fo take me to the
hospital [per aide]. © " The Resident was
assessed by the nurse; he told the nurse,
cannoct pee. " The last time he had urinated was ™
4 hours ago. The Resident stated that he was
hurting in his lower abdomen. The Resident's
family member was present. The Resident was
sent to the hospital for evaluation per Resident's
and family member's requests. *

Review of nurse’s notes dated 12/30/10 revealed
that the resident returned to the facility from the
hospital with an indwelling catheter intact and a
diagnosis of urinary tract infection. Bactrim was
prescribed by mouth 2 times per day.

Review of the emergency room record dated
12/30/10 read in part, "COMPLAINT: Abdominal
pain w/o (without) nfv (nausea and vomiting);
ASSESSMENT: Triage assessment performed.
Pt Ipatient} presents via EMS {emergency
medical service) from [name of facility] with
complaint of abdominal pain for the past 3 days
and inability to urinate since this morning. PAIN:
PT complained of pain. On scale of 0-10 patient
rates pain as 6, abdomen. Resident chief
complaint was ' | cannot pee. ' TEXT: (Name of
catheter) placed and draining urine, Will get UA (
urinalysis) to assess for UTI {urinary fract
infection). Pt to be dic {discharged) back fo
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facility with leg bag and will f/u (follow up) with
urology. PATIENT PLAN; The patient will be
discharged; the patient will follow up with primary
care physician. Laboratory {lab} results WBC
{white blood ce1ls) 30-50/hpf, and bacteria 1+. "
The 2 lab results mentioned were above the
normal range which indicated infection. *

Review of the nurse's notes dated #/3/11 read in
part "Resident went to the bathroom several
fimes. The Resident stated that he was not able
to have a bowel movement. The nurse offered
meds fimeadication). Resident refused. Pain meds
were offered. Resident stated that ' his stomach
was hurting. © Resident refused medication
stating, ' | want to go to the hospital. * The DON
was aware of the Resident's behaviors, The
Attending Physician's office was called
concerning the Residenf's status. Spoke with the
Physician's Assistant; re-fax mental health
evaluation orders. Resident was sent to
emergency room. "

Review of emergency room visit dated 1/3/11
revealed that Resident #3 was treated for
constipation.

Review of nurse's notes dated 1/5/11 revealed
that "the resident was alert and verbal. " He had
taken his indwelling catheter and drainage bag
apart, The Resident was advised not to tamper
with his indwelling catheter 2 fimes during the
shift. "

Review of the nurse's notes dated 1/6/11 at 1:15
p.m. revealed that the "resident had his call light
on 12 times, disconnected his indwelling catheter
bag, and wat the whole bed with urine. His gown
was adjusted around his neck. The Resident
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requested water 4 times, so that he could void.
Each time he was given water, he stated that he
could not void [there was an indwelling catheter in
directly fo bladder removing 500cc of urine int to
the catheter.] The Resident stated, "1 cannot
move my bowels * ; Lactulose 30cc was given. "

Review of nurse’s notes dated 1/6/11 at 1:30 p.m.
revealed that “{the Physician's Office] was called,
{he Resident continued to turn the call light on
and off, stating that he needs help with going to
the bathroom hecause he couldn ' t urinate or
have bowsl movements. " The Director of Nursing
{DON) was instructed to call the Physician's
Office and give a verbal report of the Resident's
hehaviors.

Review of nurse's notes dated 1/6/11 at 5:55 p.m.
revealed that the "the Resident had taken his
pants off and he was lying nude in the bed in the
presence of his roommate, 2 timas this shift. "

Review of nurse's notes dated 1/7/11 at 6:00 p.m.
revealed that "the Resident's call light was on a
total of 22 times this shift. The Resident asked to
put his indwelling catheter bag from one side of
the bed to the other side. The Resident was seen
out in the hallway, and then he got back in the
bed and started to ring the call light several times.
Then the bag from the catheter was
disconnected and was running in the bed. *

Review of the social worker's notes dated 1/7/11
indicated: "spoke with Resident and responsible
party about Resident's moods and behaviors.
Resident to respect roommate’s rights, other
residents and staff. Resident will be moved to a
private room until mood behaviors have dedlined.
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Review of Physician's telephone order dated
18111 read in part, "Zoloft 25mg po [by mouth]
daily and Ativan 0.5mg po {by mouth] tid [3 times
per day] prn [as needed] were prescribed for
anxiety and agitation. "

Review of nurse's notes dated 1/8/11 revealed
that "the Resident took his clothes off, and he
was sitting in the chair naked. When asked, he
stated that nothing was wrong. The aide gave him
a complete bath, and then the Residenthad a
bowel movement and smeared the feces on his
bed 38 minutes later. The Resident disconnected
the indwelling catheter bag from the catheter
sevaral times. The Resident continued to the tum
lights on stating he forgot what he needed. "

Review of the aide's notes dated 1/8/11 revealed
“the Resident continuously ringing the light, he
also made several trips o the bathroom. "

Review of the aide's notes dated 1/10/11 revealed
that the "Resident continued to make several
trips fo the bathroom. He was continually ringing
the light for somecne to come in because he
does not know what is wrong with him. "

The latest quarterly Minimum Data Set (MDS)
dated 1/11/11 revealed that Resident #3 had no
short- or long-term memery problems and that his
cognition was intact. The MDS also coded
Resident #3 as having an indwelling catheter and
stated Resident is always continent of bowel. The
assessment further indicated that the Resident
needs limited assistance with 1-person assist with
transfers, in-room walking, dressing, toileting and
personal hygiene. He can feed himself after tray
set-up. The assessment noted that the Resident
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was moderately depressed, and he resisted care.

Review of the urologist consult dated 1/13/11
read in part, “patient know to my practice with
lower urinary tract symptoms (LUTS). | saw him
on 11/18/10. At that time, he had obstructive and
irritative symptoms. He also has a history of
stroke with right hemi paresis. His internal history
is remarkable for 2 trips to emergency room for
lower urinary fract symptoms. His catheter was
placed in 12/30/10 for a presumed inability fo
void. Catheterized post void residual was 80cc.
He is obviously not in retention. He was
reevaluated 1/3/11 for penile irritation and
constipation in the emergency room. Labs were
reviewed from that date and are benign. He was
given bactrim prophylactically. CT scan 1/3/11
was performed without contrast. No pathology
noted. | am recommending continuing his
combination therapy. | have added oxybutynin
10-mg daily. | recommend a cytoscopy.
Assessment & Plan; Neurogenic Bladder,
Problem Story: H/Q [history of] CVA with
persistent irritative S x S (signs and symptoms)
failure to store. PVR (post void residual} <100
consistently on dual agent therapy. Start
Oxybutynin ER {Extended Release] (Oxybutynin
medication prescribed to treat overactive
bladder,) 10 mg {milligrams) & (and} reassessed
next week. Plan; Hypertrophy Prostate Benign
w/Urinary (with urinary) OBST (obstruction)
JLUTS. PROBLEM STORY; persistent LUTS on
flomax PVR 70. Unable to stand for examine
prostate .... (Indwelling catheter) placed in Ed
{emergency department} 12/30/10 .... pvr 80cc.
No retention. d/c (discontinus) Foley 1/13/11.
cipros00mg ...... follow up in a week. "

Review of the urologist follow-up visit dated
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1718711 read in part, "l believe his symptoms are
a combination of neurcgenic bladder and bladder
outlet obstruction secondary to mild to moderate
Benign Prostatic Hyperplasta. He is currently on
Tramsulosin { flomax) , Avodart and Oxybutynin
as of 1/13/11. Overall | think his symptoms have
modestly improved in a week. His cystospy today
confirmed mild to moderate BPH and no
additional pathology. Continue present triple
agent pharmacotherapy. Follow-up in ninety days.
Current plan the patient diagnosis of LUTS was
review: his urological medications were reviewed.
irritative systems {nocturia, urgency & frequency)
remain his primary concerns. A recent scanned
PVR was < 150cc and patient denies a previous
history of urinary rstention. | have recommended
the addition of an anticholinergic medication.
Dosing possible side effect, and expect outcomes
were reviewed in detail. The patient understands
and agrees to proceed., "

Review of aide’s notes dated 1/23/11 revealed
that Resident continued to ring the calf light every
5 minutes. Nurses are aware of his behaviors.

Review of the aide's notes dated 1/31/11 revealed
that "the Resident went to the bathroom every 15
minutes. The matter was reported to the nurse
but no one knows what to do. ™

Review of alde's notes dated 2/4/11 revealed that
“the Resident was put in a diaper because he had
several incontinent episodes. The Director of
Nursing [DON] was notified, "

Review of aide's notes dated 2/5/11 revealed that
"the Resident had another bladder incontinent
episode. The Resident had been taken to the
bathroom 4 times with no result. The Resident
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kept saying he thought he had to go.

Resident was observed on 2/16/11 at 10:30 a.m.
"He was lying in his bed; the room was dark and
the television was off. The Resident appeared as
if he was sleeping. "

Review of aide's notes dated 2/17/11 revealed
that the "Resident refused care. He was taken to
the bathroom numerous times and before [ could
exit the room the Resident had the call light on
again. | went to DON for advice for some solution
and | did not get a direct answer or solution. "

During an interview with the social worker on
2117111, at 12:15 p.m., she stated that the
Resident had been displaying several behaviors
since Octobar 2010. A visiting PA[Physiclan's
Asslistant] wrote Mental Health consult The social
worker further stated "l have moved the Resident
to another room for his dignity and the dignity of
the other residents in the facility. The Resident
was seen oh 12/29/10, and the mental health
doctor recommended Zoloft and Ativan for the
Resident. On 1/8/11, the Medical Director signed
the order for Zoloft and Ativan. " The social
worker stated that as of 2/15/11 the Resident wilt
have new psychiatric services,

During an interview on 2/17/11 at 3:10 p.m. with
NA #3, who was assigned fo the resident on
2116/11, she indicated that she knew the resident
well. She stated that the Resident has been
displaying the same behaviors since last year. But
the behavicrs of going to the bathroom and using
the call light have increased.
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During an interview on 2/17/11 at 3:18 p.m. with
NA #11, she stated, "I normally work 7-3 [7 a.m.
to 3 p.m.). Some days [name of Resident] is very
hestile; he will hit the call light every 15 minutes to
telt us he cannot urinate. | went to the DON and
asked what can be done about his behavior. { just
cannot get any direct solutions on how to handie
the problem. *

During an interview on 2117 /11 at 4:30 p.m. with
the administrator, she stated that she was not
aware that the Resident was moved to another
room bacause of his behaviors.

Review of the attending physician's assessment
of Resident #3 dated 2/19/11 read in part: "staff
had heen concerned regarding some behavioral
issues in the past few months. He has been
seeing psychiatry consultants with some
adjustments in his regimen .... [Resident] denfes
pain and is doing better. Bladder issues still
problematic. Followed by the Urclogist,
Medication not helpful. *

During an intervisw on 2/28/11 at 2:30 p.m. w
483.25(a)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiens.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews, record
review and policy review the facility failed to

F 309

F 312

2. Staff Development Coordinator (SDC)

3. When identified, peri-care technique re/

4, The SDC and or UMs, and or DNS will

This Plan of Correction is the center's credible
alfegation of compliance.

Preparation and/or execution of this plan of correctiop
does nol consfitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sef forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is requived By the provisions of federal and state law.

1. Primary nursing assistants caring for
resident #9 were in-serviced on peri-
care and competency validated with
return demonstration.

to in-service current nursing staff
{RNs/LPNs/ and certified nursing
assistants) on proper peri-care
technique.

training will be provided as needed.
SDC to incorporate peri-care technique
education in new employee orientation
to include return demonstration,

monitor through direct observation of
nursing assistants performing peri-care.
The SDC and or UMs, and or DNS will
audit nursing assistant performing peri-
care 5x wkly x 2 weeks, 2x wkly x 2
weeks, then 1x wkly x 3 months and
reviewed in Performance Improvement
(PD) meeting for 3 months, A subsequerit
plan will be developed and implementeg
as needed.

F312
4/04/201
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provide thorough incontinent care for 1 of 3 This Plan of Correction is the center's credible
residents dependent on staff for activities of daily aftegation of compliance.
living. (Resident #9) Preparation and/or execution of this plan of correctiop
o . does not constitute admission or agreement by the

Findings include: provider of the truth of the facts alleged or conclusions

sel forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because

Review of the facility policy titled "Perineal Care
ty policy it is required by the provisions of federal and state lav.

for the Female Resident" dated 04/28/07, read in
part;

"Gently cleanses the pubic area:

a. Uses one gloved hand to stabilize and separate
the labia and use the other hand to wash from
front to back.

b. Cleanses from front {o back.

¢. Uses only one side of cloth for each swipe."

Resident #9 was re-admitted to the facility on
11/17/10. The resident's cumulative diagnoses
included, hypertension, cerebrovascuiar accident
and dementia.

The minimum data set (MDS} dated 12110/19,
revealed the resident had severe cognitive
impairment. Resident #9 was always incontinent
of bowe! and bladder. The resident was totally
dependent upon staff for all activities of daily
living including toileting and personal hygiene.

The resident's care plan, last reviewed on
1/26/11, included incontinence of bowel and
hladder related to the disease process and short
term memory ioss. The goat was for the resident
to be clean and free from odor daily. The
interventions included, perineal care in the AM
and PM as well as after each incontinent episode,
per policy and procadurs.

On 2/27/11 at 6:58PM an observation of
incontinent care being done for resident #9 was
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provide thorough incontinent care for 1 of 3 This Plan of Correction is the center's credible
residents dependent on staff for activities of daily allegation of compliance.
living. (Resident #9) Preparation and/or execution of this plan of correction
- . does nof constitule admission or agreement by the
Findings include: provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
Review of the facility policy titled "Perineal Care correction is prepared and/or execnted solely becauss
for the Female Resident" dated 04/28/07. read in it is required by the provisions of federal and state Iy,
1

part;

“Gently cleanses the pubic area:

a. Uses one gloved hand to stabilize and separate
the labia and use the other hand to wash from
front fo back.

b. Cleanses from front {o back,

¢. Uses only one side of cloth for each swipe."

Resident #9 was re-admitted to the facility on
11147110, The resident's cumulative diagnoses
included, hypertension, cerebrovascular accident
and dementia.

The minimum data set (MDS) dated 12/10/10,
revealed the resident had severe cognitive
impairment. Resident #9 was always incontinent
of bowel and bladder. The resident was fotally
dependent upon staff for all activities of daily
living including toileting and personal hygiene.

The resident's care plan, last reviewed on
1/26/11, included incontinence of bowel and
bladder related to the disease process and short
term memory loss. The goal was for the resident
to be clean and free from odor daily, The
interventions included, perineal care in the AM
and PM as well as after each incontinent episode,
per policy and procedure.

On 2/27/11 at 6:58PM an observation of
incontinent care being done for resident #9 was
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done. Nursing Assistants (NA) #8 and #9 were
present. NA #8 turned the resident on her left
side. NA #9 proceeded to cleanse the resident
from front to back, starting in the vaginal area.
The NA then wiped the resident's rectal area
which had a small amount of soft stool. NA #9
then took the same rag, same spot on the rag,
which now had stool on it, went back and wiped
the vaginal area again from front to back. The
NAs then ptaced a new incontinence brief on the
resident.

During an interview, on 2/27/11 at 7.07PM, NA #9
stated she should have folded the towel fo a
clean area or obtained a new towel after
cleansing the stool from the resident. She
indicated she should not have went back and
cleansed the vaginal area with the towel once it
was solled with stool and could not provide a
reason why she did.

The interim Director of Nursing (DON) was
interviewed on 3/1/11 at 8:15AM. The interim
DON indicated the nursing assistanis had been
receiving training on peri-care. If their skills were
still weak then the administrative team needed fo
go back and work with the staff
membear/members. The interim DON stated she
would not want stool in the vaginal area as it
could lead to a urinary fract infection.

During an interview, on 3/4/11 at 9:35AM, the
administrator indicated her expectations were for
the staff to follow the poficies and procedures
they were taught in regards to peri-care.

F 315 | 483.25(d} NO CATHETER, PREVENT UT],
$s= | RESTORE BLADDER

Based on the resident's comprehensive

F 312

F 315
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assassment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who Is incontinent of bladder receives appropriate
freatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by

Based on staff interviews and record review the
facility failed to provide catheter care as ordered
by the physician, failed to assess the urinary
drainage systern and failed to detect blockage of
the urinary drainage system for 1 of 4 sampfed
residents. (Resident #2)

Findings include:

1.Resident #2 was last re- admitted {o the facility
on 8/10/10 with diagnoses including, Parkinson's
disease, end stage dementia, hyperiension,
anemia, cerebrovascular accident, quadriplegia
and anxiety.

The Resident Assessment Protocol (RAPS),
dated 7/21/10, revealed a concern with urinary
incontinence. The resident was not able to voice
her needs and was incontinent of bowel and
bladder.

An undated care plan revealed a problem with
urinary otttput related to the need for an
indwelling catheter due to persistent overflow
incontinence with symptomatic infections. The
goal was for the resident to not develop any

This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correctic
does not constitute admission or agreenent by the

provider of the truth of the facts alleged or conclustor
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becausy

it is required by the provisions of federal and state lmy.

5]

1, Unable to correct for resident #2.
Resident discharges from facility on
1/30/2011,

2. Residents with indwelling catheters
have the potential to be affected.
Licensed nursing staff were in-serviced
by the Staff Development Coordinator
(SDC) on the facility’s policy and
procedure for catheter care and signs
and symptoms of indwelling catheter
blockage. Nursing assistants were in-
serviced by the SDC on the facility’s
policy and procedure for catheter care
and use of leg strap to secure the
catheter. Skills competency validated
with return demonstration for both
lcensed nursing staff and nursing
assistants. Newly hired licensed and
unlicensed nursing staff will receive
above stated training and skills
competency validation upon hire.

3. Director of Nursing Services (DNS) or
SDC to observe staff performance of
catheter care 5 x week x 2 months, then
weekly x I month to validate continued
competency. DNS or SDC will validat
documentation of catheter care and
urine output on the Treatment
Administration Records daily ongoing

W

dusing o

indegl yarndc
ToTrT T Ot tre
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symptomatic urinary tract infections (UTI) and/for
catheter related complications, The interventions
included, provide catheter care per facility
protacol to prevent infection and/or reduce
irritation. Observe and report signs and
symptoms of UTI {including cloudy urine,
sediment in urine, discolored tubing or drainage
bag, complaints of burning andfor suprapubic
tenderness, dark concentrated urine, hematuria,
fever, cognitive changes and fouf smelling urine.).
Observe and report any signsfsymptoms of
catheter related complications {including blocked
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY fFULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)}
F 315 | Continued From page 79 F 315

This Plan gf Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the

provider of the truth of the fucts afleged or conclusios
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state lenk.

[

output amount will be assessed for
potential catheter blockage and the
attending physician notified of the
decrease in urine output and the

catheter).

assessment findings, DNS will maintain
Resident #2's monthly physiclan orders for log of these identified residents and
January 2011 included an order for catheter care document validation of nursing
every shift. The indwelfing catheter was to be assessment, physician notification, and
changed every month and as needed for leakage new order implementation as
or occlusion. appropriate_

) 4. Results of catheter care observations
Resident #2 had labs collected on 1/3/11. Her and the log for residents identified with
BUN (blood urea nitrogen- a test that revealed decreased urine output will be reviewed
|mp0!1ant mformatsgn about how well her kidneys by the facility’s Performance
and fiver wen? \fvorkmg) was 40 (rap ge was 6-23) Improvement Committee monthly x 3
and her creatinine (a test used to diagnoese ) o :

N : : o months for further recommendation.
impaired kidney function and fo determine kidney
damage) was 1,36 (range was 0.40-1.20).
Review of the " C.N.A. Flow Record " revealed
on 1/9/11 the resident had 200 cc {cubic
centimeters) of yellow urine documented on the
11-7 shift. No other shifts had documented the
resident's urine ouput. Review of the " C.N.A.
Flow Record ™ revealed on 1/12/11 she had
400cc of yeltow urine documented on the 11-7
shift. No other shifts had documented the
resident's output. There were no other urinary
outputs documented until 1/24/11.
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Resident #2 was seen by the physician on
1/13/11. The physician noted her respirations
were between 18-24 and irregular. She had a
neurogenic bladder and end stage Alzheimer's
disease.

A nurse's note dafed 1/15/11 revealed the urine in
the resident's drainage bag was "turbid & amber
colored.” The eon call physician was contacted and
gave no orders because the resident was not
running a fever and was "probably colonized” due
to having the indwelling catheter.

The nurse's note for 1/16/11 revealed the
catheter was found lying between the resident's
legs with the balloon fully inflated. A moderate
amount of bleeding was noted. A new indwelling
catheter was inserted and was draining blood
tinged urine,

A basic metabolic panel (BMP/lab) was drawn on
1/19/11. Resident #2's BUN was 56 {range was
6-23) and her creatinine was 1.49 (range was
0.40-1.20). The potassium level was 4.1 {range
3.5-5.3).

A note from a nurse was left for the physician on
1/19/11. The resident was noted to have blood in
indwelling catheter. The physician responded the
same day to obtain a UA (urinalysis) and a PT
{Prothrombin Time} with INR {International
Normalized Ratio). The resident was taking
Coumadin 4mg {milligrams) everyday.

A verbal order was written to obtain the UA and
PT/INR on 1/20/11. The results of the PT/INR on
1120111 were as follows, PT= 26.4 seconds
(range 11.6 - 15.2) and INR= 3.47 (therapeutic
range normally between 2-3).

This Plan of Correction is the center's credible
allegation of compliance.

L)

Preparation and/or execution of this plan of correctio]
does not constitnte admission or agreement by the

provider of the truth of the facts alleged or conclusio,
set forth in the statement of deficiencies. The plan of
correction is prepared andlor executed solely beeansé
it is required by the provisions of federal and state la

]
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Review of the " C.N.A. Flow Record " reflected
an output of 400cc on 1/21/11 with no description
of the urine and no details to indicate If it was for
one shift or the entire day.

The physician visited the resident en 1/21/11
noted guestionable hematuria (bloody urine)
versus amber colored urine. He noted the urine
drainage bag was clear at the time of his
assessment with no signs of blood. The physician
wanted the UA resuits faxed fo him when
available.

On 1/25/11 the resident was started on Macrobid
100 mg twice daily for 7 days.

Review of the " C.N.A. Flow Record " reflected
an output of 450cc for 2nd shift and 300cc for 3rd
on 1725111 with no description of the urine.

Review of the " C.N.A. Flow Record " reflected
an output of 250cc for 2nd shift on 1726411 with
no description of the urine.

The nurse's note dated , 1/27/11 at 11:30AM
revealed the catheter was draining yellow urine.
No amount listed.

Review of the " C.N.A. Flow Record " reflected
an oulput of 450cc for 2nd shiff on 1/27/11 with
no description of the urine.

A nurse's note dated 1/29/11 at 7:30AM, noted
her indwelling catheter was intact with clear
amber urine. No amount of output was noted.

On 1/30/11 at 11:30AM nurse #6 was calfed to
the resident's room by the NA (nursing assistant).
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The resident was breathing heavily and
grimacing. She was medicated for pain due fo the
facial grimacing. The resident was suctioned with
no results, her lungs were clear to auscultation
bilaterally.

Review of the nurse's notes, dated 1/30/11 at
2:35PM revealed the resident continued to have
{abored breathing. Her vitals were, temperature
98.2 Fahrenheit, pulse 68, respirations 20, and
blood pressure was 85/62. She was on 1.5 liter of
nasal cannula oxygen and her oxygen saturation
was 95%. A "scant" amount of amber colored
urine was noted as outpuf since 7AM. An
assessment of the resident's abdomen was nof
noted.

Review of the medication administration record
(MAR) for the month of January 2011 revealed
an order for " Catheter Care Q (every) Shift. "
Handwritten on the MAR was " 7-3 " {shift). No
other shifts were noted on the MAR. Catheter
care was documented as being done on the 7-3
shift seventeen fimes.No other shifls were noted
catheter care as being done. Catheter care was
not noted as being done on 1/29/11,1/30/11 or
131011,

The resident was sent to the emergency
depariment (ED) for evaluation and treatment on
1/30/11 per the nurse's nofes (2:35PM}.

Review of the hospital records revealed, resident
#2 was sent fo the hospital on 1/30/2011. The
chief complaint was " abnormal breathing. *
Review of the ED notes revealed the resident was
also sent to the ED for evaluation of low blood
pressure. The resident had been grimacing more
and appeared in pain. The resident was .currently

F 315
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being treated for a UTL. Examination of the
resident's abdomen noted, " abdomen is tender
to RLQ/LLQ {right lower quadrant/left fower
quadrant). " The nurse's note reflected the
resident arrived with an indwelling catheter in
ptace. The " tubing noted to be dry, no urine in
tubing, sediment noted along entire tubing, less
than 100 ml (millifiters) dark urine noted in bag. "
The indwelling cathater was replaced and an
immediate return of 600ml bloody urine with clots
noted. " The history and physical read in part, "
she was found to have a very dirty and clogged
up Foley catheter. Her basic lab work showed
acute renal failure from serum creatinine jumping
from 1 to about 5 and she was also hyperkalemic
(elevated potassium of 6.9). Shehad a CT
(computed tomography} scan of the abdomen
and pelvis, which showed hydronephrosis
{(swelling of a kidney due fo back up of urins),
bilateral dilated ureters and distended bladder
even though the Foley is In place. Obviously, this
is a Foley catheter that was clogged. " Resident
#2's admitting diagnoses were, acute renal
failure, hyperkalemia, pyelonephiitis (A UTI that
starts in the urethra or bladder and travels up to
the kidney), and hydronephrosis.

During an interview on 2/17/11 at 11:47AM nurse
#3 indicated indwelling catheter care should be
done every shift. The NA's should report things
like bloody urine to the nurse and the nurse
should then inform the physician.

An interview was conducted on 2/17/11 at
11:53AM with nurse #4. The nurse stated
resident's with indwelling catheters shotld have
catheter care every shift. The staff (nurses and
NAs) should be monitoring intake and output and
changes in the urine (color consistency).

F 315
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NA #2 was interviewed on 2/17/11 at 2:43PM.
The NA indicated catheter care should be done "
everyday " and somefimes it was done more than
once a day. NA #2 worked regulariy with resident
#2. The resident was usually " neat and clean "
in regards to her personal hygiene. She was
{otally dependent on staff for personal hygiene
and toileting. The NA did not recall the resident
having any problems (bloody urine, decreased
output) with her indwelling catheter.

During an interview on 2/17/11 at 3:06PM, NA #3
indicated the resident was totally dependent on
the facility staff for her activities of daily living
{personal hygiene, toileting). NA #3 stated
catheter care should be done everyday. She did
not recall the resident having bloody urine
(hematuria) when she took care of her,

An interview was conducted with the DON on
217/11 at 4:33PM. The DON indicated the facility
recently switched documenting catheter care from
the treatment record to the medication
administration record. The DON stated this could
be a reason the staff was not keeping track of the
times they did catheter care. The DON expected
the facility staff to do catheter care every shift. It
should be documented as being done. The DON
expected staff to report changes in the urine such
as blood or decreased output.

The resident's physician was interviewed on
21711 at 5:45PM. The physician indicated the
resident did have periods of hematuria, bef not
consistent hematuria. The staff did report a
change in the color of the urine from yellow to
bloedy. The physician expected the facility staff to
be caring for the indwelling catheter per their
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Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adeguate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehsnsive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, uniess clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT s not met as evidenced
by:

Based on staff Interviews and record review the
facility fatled to conduct laboratory tests as
ordered by the physician for Pro-Time (PT) and
(INR} international Normalization Ratio to monitor
the use of anticoagulant (Coumadin) therapy for 1
of 2 sampled residents resulting in a sub
tharapeutic (low) INR . (Resident #11)

does not constilute admission or agreement by the
provider gf the fruth of the facts alleged or conclusion;
set Jorth in the statement of deficiencies. The plan of
correction Is prepared and/or executed solely because
it is requived by the provisions of federal and state Ia
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policy and procedure, This Plan of Correction is the cenfer's credible
F 320 | 483.25()) DRUG REGIMEN IS FREE FROM Fagg| alfegation of compliance.
$5=D | UNNECESSARY DRUGS Preparation and/or execution of this plan of correctiop

i+

1.

Unable to correct missed PT/INR testin
for resident #11. PT/INR obtained on
2/22/201%. The PT was 20.6 and the
INR was 1.79. The attending physician
was notified and a verbal order receivec
to continne Coumadin dosage at 2.5mg
PO daily.

Residents requiring PT/INR testing to
monitor the use of Coumadin have the
potential to be affected, Licensed
nursing staff were in-serviced by the
Staff Development Coordinator (SDC)
on revised protocol for scheduling and
obtaining laboratory tests. Newly hired
licensed staff will receive this training
upon hire. Residents receiving
Coumadin were identified through

medical record review. Medical records

of these identified residents were also
reviewed to validate a current PT/INR
was available and a physician’s order
for PT/INR fiequency was present.
Residents with no current PT/INR
results or no physician order for PT/INK
frequency were identified, the attending
physician notified, and orders
implemented as received. Lab catendar
was reviewed by the Director of
Nursing Services {DNS) to validate

=)

b F329
4/04/201

2]

PT/ANR s werescheduled as per MDD
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Findings incfude:

Resident #11 was admitted to the facility on
9/28/10. Her diagnoses included cerebrovascular
accident, hypertension, atrial fibrillation, and
dementia.

The most recent minimum data set (MDS), dated
2114/11, revealed the resident had severely
impaired cognitive skills. The resident was totally
dependent on staff for bed mobility, transfers,
dressings, toileting, personal hygiene and
bathing.

The care plan was last reviewed on 12/22/10 and
included a concern for the risk for adverse
bleeding related to administration of Coumadin.
The goal was no adverse bleeding through the
next review. Interventions included, monitor
resident for abnormal bleeding and bruising,
monitor PT/INR per physician orders, administer
Coumadin per physician orders and limit
consumption of foods high in Vit K.

Review of the physician order for January 2011
revealed the following orders, "Chack PT/INR Q
{(every) Monday" and another order read "PT/INR
Q Monday and Thursday." Resident #11 was also
receiving Coumadin 2mg (milligrams) PO (by
mouth} QD (every day).

On 1/12/11 a PT/INR was drawn on resident #11.
The resuits were reperted to the facility on
1113111, The PT was 16.4 {range 11.6-15.2) the
INR was 1.33 (therapeutic range was generally
2.0 to 3.0). Nurse #3 signed, initialed and dated
the results on 1/13/11. She noted physician #2
was faxed and called. There was no notation from

This Plan of Correction is the center’s credible
allegation of compliance.

does not constitute admission or agreenient by the

provider of the truth of the facts alleged or conclusio
set forth in the statemnent of deficiencies. The plan of
correction Is prepared and/or executed solely becairsq
it is required by the provisions of federal and state Im

3. Nursing Supervisor to maintain ongoin;
individual Coumadin logs for residents
receiving Coumadin, These logs will
include the date and result of the latest
PT/INR, current Coumadin order,
Coumadin dosage changes, and the dats
of the next scheduled PT/INR. Nursing
supervisor will review these logs weekl,
on Mondays ongoing to validate
upcoming PT/INRs for the week are
scheduled on the lab calendar. Once
PT/INR results are received, the nursing
supervisor will notify the attending
physician of the results and update the
individual Coumadin logs with the test
resuls, any Coumadin dosage changes,
and the date of the next scheduled
PT/INR, If no response is received
from the attending physician regarding
PT/INR resulis that are sub therapeutic
or elevated, the nursing supervisor will
attempt a second notification. 1If still ng
response by the close of business ot thg
day the PT/INR result is received, the
nursing supervisor will contact the
facility’s medical director for
intervention.

4. Individual Coumadin logs will be

Preparation and/or execution of this plan of correction

)

=

e

reviewed by the facility’s Perfmmance

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 329 | Continued From page 86 F 329

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

Event ID: LVIW11

N | Z
illg)LU'Ulllvlll \JUHIIIIH.!«DU FIIUITIRELL Y A J

Facility 1D: SSIﬁ

nths for further 1ecozﬂ§ﬁ%ﬁ%§8ﬁsﬁﬁﬂ Page 87 0f26




PRINTED: 03/18/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN CF CORRECTION JDENTIFICATION NUMBER: COMPLETED
A BUILDING
B, WING ©
145260 ’ 03/03/2011
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
160 WINSTEAD AVE

GUARDIAN CARE OF ROCKY MOUNT
ROCKY MOUNT, NC 27804

o410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o8
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICON) TAG CROSS-REFERENCED TO THE APEROPRIATE DATE
DEFICIENCY)
F 3291 Continued From page 87 F 328
ihe physician on the form. No other PT/INR labs This Plan of Correction is the center’s credible
were drawn in the month of January 2011 allegation of compliance.
" Preparalion and/or execution of this plan of correction
The F_ebruary 2011 physician orders revea]efi the does not consiitute admission or agreement by the
following orders, “Check PT/INR Q Monday. provider of the truth of the facts alleged or conclusions
Reslident #11 was also receiving Coumadin 2 mg set forth in the statement of deficlencies. The plan of
PO QD, correction is prepared and/or executed solely becaisq

it is required by the pravisions of federal and state lm

A nurse's note {written by nurse #3) dated 2/4/11
read in part, " (name of physician #2) called
regarding PT/INR drawn 1-12-11- no response to
fax or call made on 1-13-11. {name of physician
#2) ordered stat PT/ANR and will regulate times
PT to bs drawn."

validation of continued compliance.

During an interview, on 3/3/11 at 11:12AM, nurse
#3 indicated once she calls the physician or the
PA the first ime she usually waits a day then tries
again. She stated she usually notified the DON if
she could not get in touch with a physician. The .
DON in January 2011 was not available for
comment. Nurse #3 could not provids a clear
explanation for why the PT/INR from 1/12/11 was
not re-addressed with the physician until 2/4/11.
She stated when/if she catches "it", she
calls/faxes the physician again.

A verbal order, dated 2/4/11 read in parf, "PT/INR
now- call results.”

Further review of the nurse's notes revealed the
lab stated they did not receive the initial specimen
from 2/4/11.

A verbal order dated 2/4/11 read in pari, "Draw
PT/INR Sat 2-5-11; call results to on call
physician."

A review of the nurse's notes reveated the
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PT/INR was redrawn on 2/7/11, There was no
explanation given why the labs needed redrawn
from 2/5/11.

PT/INR results dated 2/7/11 were 19.0/1.64
respectfully.

A verbal order was received on 2/8/11 and read in
part, “increase Coumadin 2.5mg po qd recheck
PT/INR in 2 weeks."

On 2/22{11 a PT/AINR was collected. The result
were reported to the facility on 2/23/11. The PT
was 20.6 and the INR was 1.79.

A verbal order was received on 2/25/11 and read
in part, "No change continue Coumadin 2.5mg po
daily.”

During an interview, on 3/3/11 at 10AM, physician
#2 indicated he wanted resident #11's PT and
INR monitored closely because it was not ata
therapeutic level. He stated he wanted the INR to
be between 2-3 and he would monitor the PT/INR
either once a week or twice a week. Once the
resident started reaching therapeutic levels, he
would monitor every other week. The fongest
sfretch would be 4 weeks and that would only be
once tha resident was in the therapeutic range of
2-3 {for the INR). Physician #2 stated whenever a
resident had a change in Coumadin dosing they
wotlld require close monitoring as well untit the
resident was within what the physician considered
a therapeutic range. The physician indicated if the
facility staff could not reach him by fax or phone,
they should try again. The facility staff could also
attempt to reach his physician assistant (PA).
Physician #2 stated the facility staff should keep
trying until they reached either him or the PA. He

F 329
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indicated the evidence of the facility contacting
him or the PA would be a fax with a date,
sighature and instructions on it or if they called
him a verbal order with instructions.

The interim Director of Nursing (DON) was
interviewed on 3/3/11 at 11:09AM. She indicated
she just became responsible for monitoring fab
results about 1 week ago. The former assistant
DON and former DON were responsible before
and she could not answer for their actions. The
interim DON's understanding of lab monitoring at
this point was, the labs were written on a
calendar. The lab company came ustally on
Tuesday, Wednesday, and Thursday. When
verbal orders wera written the interim, DON would
receive the green carbon copy. Once the labs
were back from the lab company, the interim
DON would pass them out to the floor nurses.
The nurses were responsible for contacting the
physicians. Many of the physicians prefer faxes
instead of phone calls. If the labs were critical
levels the interim DON indicated the nurse should
keep trylng to reach the physician. The nurse
should then inform the DON if they cannot reach
the physician. The administrator would then get
involved if the DON could not reach the physician.
483.40(c)(1)-(2) FREQUENCY & TIMELINESS
OF PHYSICIAN VISIT

The resident must be seen by a physician at feast
once every 30 days for the first S0 days after
admission, and at least once every 60 days
thereafter..

A physiclan visit is considered timely if it occurs
not later than 10 days after the date the visit was
required.

F 329

F 387

This Plan of Correction is the center's credible
allegation of compliance.

Preparation andfor execution of this plan of correctioft
does not constitute admission or agreement by the
provider of the iruth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solefy because
il 15 required by the provisions of federal and state fof.

1.

Attending physician for resident #3
notified of need for physician visit and
of non-compliance with federal
regulations. Federal regulation
regarding physician visits was reviewed
with the attending physician by the
administrator on 2/16/2011.

Residents residing in the facility have
the potential to be affected. Current
residents’ medical records were
reviewed to determine compliance with
federal regulations regarding frequency
of physician visits. Residents needing 3
physician visit were identified and the
attending physicians notified as
appropriate. Medicat records clerk in-
serviced on federal regulation regarding
frequency of physician visits,
scheduling physician visits, and the use
of Physician’s Assistants and Nurse
Practitioners as medical providers.
Medical Records Clerk will maintain ar
ongoing master physician visit list for
residents to track physician visits and
ensure regulatory requirements are met
Medical records clerk will notify the
attending physician on an ongoing basis
when a visit is needed to maintain
compliance. Administrator will review

F 387
4/04/20%
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This REQUIREMENT is not met as evidenced
by:

Based on staff interviews, physician interview,
and record review, the facility failed to ensure
physician visits for 1 of 3 sampled residents.
{Resident #3)

Findings include:

1. Resident # 3 was admitted to the facility on
5/22/08. The resident's diagnoses included, but
were not limited to, cerebrovascular accident,
hypertension, dyslipidemia, and hemiplegia.

Record review revealed that Resident #3 was last
seen by Physician #3 on 5/18/10. There were no
more documenlted physician visits in the medical
record for Resident #3 .

During an interview with the social worker on
211711, at 12:15 p.m., she stated "that (Resident
#3) had been displaying several behaviors since
October 2010. " A visiting PA (Physician
Assistant) wrote an order for a Mental Heaith
consult but the resident was not seen by mental
health until 12/710, because the facility was
waiting for the Attending Physician fo sign the
order and although the resident was seen by
Mental Health on 12/7/10, the order was still not
signed. The social worker further stated that
"the facility called the attending physician's office
and faxed a new consuit order but the physician
did not reply.* On 12/15/2010, the Medical
Director signed for the Mental Health consult. The
Resident was then seen on 12/29/2010. New
medications were recommended during the
mental health consult. The social worker
indicated that the Attending Physician could not

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the

provider of the trinh of the facts alleged or conclusior
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becausd
it is required by the provisions of federal and state la

o

regulatory requirements for physician
visit frequency.

4,  Results of the Administrator’s monthly
review of the physician visit master list
will be reported to the facility’s
Performance Improvement Committee
monthly x 3 months for further
recommendation and validation of
continued compliance.
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be contacted to sign off for the medications, The
Medical Director signed the orders for the new
medications on 1/8/2011.

During an interview, on 2/17/11, at 3:05 p.m., the
administrator indicated that "l expected the
physician to visit the residents according to the
regulatory requirement once every 30 days for the
first 3 months for new admissions, then every 60
days thereafter." She further added that "the
physicians visits are documented in the Resident
Care System (RCS is a system that tracks
electronically PAs and physicians visits.) and T will
have to revisit the system so that | can
differentiate between the physician assistants
{PAs) visits and the physicians visits."

During an interview, on 2/17/11, at 5:35 p.m.,
Physician #3 stated that it was an oversight on his
part that the residents were not seen in a timely
manner. He further stated that "my (PA)} switched
the November visit and that threw the schedule
off." He also added that "l did not make frequent
visits, because my office has a new computerized
system that was being implemented, and my
office is behind in putling the patients’ notes in
the computer.”

F 514 | 483.75(1)(1) RES

ss=p | RECORDS-COMPLETE/ACCURATE/ACGESSIB
LE

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

The clinical record must contain sufficient
information to identify the resident; a record of the

F 387

F514
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medication provided to 1 of 3 sampled residents
with medication orders. {Resident #3)
Furthermore, the facility had duplicate medication
orders of the same medication {Plavix} on 1 of 3
sampled residents physician orders and
medication administration records. (Resident #1)
The findings included:

1. Resident #3 was admitted to the facility on
5/22/08. Diagnoses included cerebrovascular
accident, hypertension, dyslipidemia, and
hemiplegia.

Review of the resident's Psychiatric Diagnostic
Interview on 12/7/10 read in part " Findings,
depression: Recommendation; Zoloft 25
milligrams {mg) po [by meuth] daily; depressed
mood. "

Review of physician telephone order dated 1/8/11
read in part * Zoloft 25 mg po [by mouth] daily;
depressed mood. "

Raview of resident #3 medication administration
record (MAR) from 1/9/11 through 2/16/11
revealed that Zoloft was not documented as given
to the resident as ordered

Record review revealed 2 instances of Zoloft not

Resident #3, Primary nurses for
Resident #3 were in-serviced to assure
that resident is medicated at scheduled
medication time. Medication Error

1/15/11 and 1/16/11, Resident #1 was
discharged from the facility on 1/13/11
and unable to cotrect area identified as
deficient practice.

2. Residents residing in the facility have
the potential to be affected. Licensed
nursing staff in-serviced on the 5 Right
of Medication with specific focus to
reviewing the MAR explicitly to assure
that each medication is given as orderec

3. In-service fraining completed and the
audit tool entitled Licensed Nurse Shift]
to-Shift Sign Off Report implemented (q
assist licensed nurses in reviewing
residents’ MAR to assure that omission
are prevented for each shift. This tool
will be utilized on-going and will be
included in new employee orientation
for licensed nurses, Medication Errors
observed will be handled following the

reviewed each month at month- end

Report was completed for omissions for

facility’s policy. Physician Orders to bg
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resident's assessmenlts; the plan of care and This Plan of Correction is the center's credible
services provided; the results of any allegation of compliance.
readmissi ening cond by the State; .
P dad ion sc;e g conducted by tat Preparation and/or execution of this plan of correction
and progress noies. does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
This REQUIREMENT is not met as evidenced correction is prepared and/or execnied solely because
by: it is required by the provisions of federal and state Im.
Based on medical record reviews and staff A )
interviews, the facility failed to document 1. Unable to correct deficient practice as F5l4
medication occurrence is in the past for|  4/04/203
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marked as given on the resident MAR for the
month of January (1/15/11 and 1/16/11) and 15
instances of Zoloft not marked as given for the
month of February (2/1/11 through 2/15/11).

During a staff interview on 2/16/11 at 10:30 a.m.,
nurse #3 indicated that " | gave Resident #3
Zoloft this morning and every morning for the
month of February whensver ! worked [nurse #3
works Monday through Friday, 7-3] but because
Zoloft was not highlighted on the MAR, | did not
mark Zoloft on the MAR as given. " When asked
by the surveyor if the resident was given Zoloft on
/15 and 1/16/11 she stated " | do not know,
those days are weekends, and | do not work on
waekends and the weekend nurse is not here. *

During an interview with the director of nursing
{DON) on 2/16/11 at 11:00 a.m., she stated that
her expectations are that " if the medications are
not marked as given on the MAR by the nurse, as
a rule they are not given. "

Record review of the pharmacy reconciliation
chart on 2/16/11 indicated that 18 {ablefs were
dispersed to Resident #3, and observation
revealed that 16 tablets were administered.

2. Resident #1 was admitted to the facility on
31

The facility policy titled "Physician Orders", dated
10/31/08, read in part under the medication
orders section, "Verify dosages and/for orders that
appear inappropriate, Alegible, or presents any
other concerns, prior to administering the
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This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correctioh
does not constitute admission or agreement by the
provider of the truth of the facis alleged or conelusiors
set forth in the statement of deficiencies. The plan of
correciion is prepared and/or execuited solely becausd
it is required by the provisions of federal and state lay.

MDS) to assure no duplication of
medication and or treatment orders.
Errors to be corrected at the time of
observation. Data entry personnel in-
serviced on data system to further
prevent errors printing on monthly
Physician Order Shests.

4. The audit tool entitled Licensed Nurse
Shifi-to-Shift Sign Off Report and
monthly physician orders and any
subsequent medication errors will be
reviewed monthly in facility
Performance Improvement (PT) meeting
x 3 months to assure that omissions in
medication administration are resolved
and Physician Orders are accurate.
Subsequent plan of action will be
devised as needed for areas of continued
non-compliance.
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medication. Clarify any orders observed to be
incomplete, ilegible or presents any other
concerns, prior to administering the medication.”

Review of the admission orders dated 1/3/11
revealed an order for Plavix 75 mg {milligrams} by
mouth daily at 9AM. Three boxes down on the
admission orders was a duplication of the Plavix
order that read the same.

The medication administration record {MAR) for
January 2011 reflected two separate entries for
Plavix. Both entries were for Plavix 75mg by
mouth daily af 9AM. Nurses starting on 1/4/11
signed off both entries. The second entry
continued to be signed off as given up untif
i/11/11, when it was then noted as a "duplicate.”

During an interview, on 2/16/11 at 10:26AM, the
Director of Nursing (DON}) indicated the nurse's
should have caught on to the fact the Plavix was
written twice. A transcription error form should
have bean completed.

An interview with nurse #1 was conducted on
20117111 at 12:15PM. Nurse #1 cared for the
resident for 8 of the 10 days she was present in
the facility. The nurse verified her signature was
present on all but 2 of the days the duplicate
order was signed as given. Nurse #1 stated she
was the nurss who caught on to the duplicate
order on 1/11/11. She indicated she wrote the
word "duplicate” on the MAR. The nurse stated
she did net give the medication twice. She
indicated it was just hard when passing
medications and sometimes you just get caught
up and just sign it. Nurse #1 stated she shouid
have clarified and checked the order once she

This Plan of Correction is the center’s credible
allegation of conplianee.

Preparation and/or execution of this plan of correctio
does nof consiitute admission or agreement by the

provider of the truth of the flets alieged or conclusios
set forth in the statement of deficiencies. The plan of
correction js prepared and/or executed solely becaise

it is required by the provisions of federal and state lay.
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naticed the duplicate and "obviously” it was (a
duplicate). The nurse could not provide any
further explanation for why a transcription error
report was not done.
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