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483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the resuits of the assessment
to develop, review and ravise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timatables to meet a rasident's
medical, nursing, ahd mental and psychosocial
nesds that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to altain or maintain the resident's
highest practicable physical, mental, and
psychosedial well-being as required under
§483,25; and any services that would otharwise
be required under §483.25 but are not provided
due fo the resident’s exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4).

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and staff interviews the
facility failed to develop a Care Plan for a resident
with behavior problems, was at high risk for falls
and at rigk for pressure sores. {Resident #5),

The findings included:

1a. Resident #5 was originally admitted to the
facility on 12/15/11 with diagnoses Including
Hypertension, Hyperlipidemia, Diabetes Mellitus
Il, and Sieep Apnea.

F 279

This Plan of Correction is the center's credible
alfegation 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 alleged or conclusions
sel forih in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becausg
it Is required by the provisions of Jederal and state fmp.

F-279

Gorrective Action for Resident Affected

Resident # & had a care plan developsd on
1/18/12 which included the problems of being
at risk for falls, pressure ulcer and behaviors.

Corrootive Action for Resident Potentlally
Affacted

All residents have the potential to be affected
by this alleged deficient praclice. Residants
ware reviewed by Administrative Nurses by
2110112 to ensure that all reskients have 4 care
plan and residants that are at risk for falls,
pressurs ylcars and behaviors wers addressed
in their care plan.

Svstemic Changas

An In-service was conductad on 2/8/12 by
Nurge Consultant for tha Administrator, DON,
5DC, MDS Coordinator, Social Services
Diractor, Dietary Manager and Actlvities
Director about the Importance of each resident
having a care plan and that after completing the
MDS Assessmaent, it is importani to work the
Care Area Assessments and to proceed to care
plan if Indicated. The MDS Coordinator, DON
or SDC Is responsible for developing the care
plan.In-services were conducted on 2/6/12 by
the Administrator and SDC.

02113112

Any deficldn
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statement ending with an asterisk {*) denotés a deficiency )(h[ch the institution may be excusad irom correcting providing it Is determined that
other safeguards provide sufifciant protection to the patients. (See instructions.) Except for nureing homes, the findings stated above are dlaclosable 80 days
following the date of survey whelher of not a plan of corraclion is provided. For nurging homes, the above findings and plans of correction are disclosable 14
days follewing the dats thase documenls are made available to the facility. If deficiencies are cited. an approvad plan of correcton is requisite 1o continued

program padticipation.
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Review of the facility's Assessment Risks for
Falls dated 12/15/11 noted Resident #5's fall risk
score was 9. According to the falls risk
assessment a score from 7 to 18 a resident was
considered a high risk for falls.

Review of the Mininium Data Set Care Area
Assessment dated 12/29/11 noted the Care Area
Assassment triggered falls. The location and date
of the Care Area Agssessment Information, read,

" New Care Plan starfed. " Residant assessment
12129711,

Review of the Minimum Data Set Care Area
Problem Area dated 12/29/41

for Falls, read, "Requires extensive assist with
transfers and toilefing using two or more persons
for physical suppod. Contributing factors include
history of falls, Diabetes Mellitus, Gout,
Hypertension, Seizure Disorder and Peg Tube
placement. He is continent of bowel and bladder.
Risk factors include injuries refated to falls,
increased agitation, ingreased negative
behaviors, ete.” Under Care Plan Considerations:
"He will be referred o therapy and restorative
nursing, Will proceed to care plan and minimize
his risks for falls and injuries.”

Revisw of an incident report dated 1/3/12,
8:30AM, read in part, Narrative of incident and
description of injuries: "Resident very confused.
Coming out of bed across siderail, CNA assisted
to floor and lowered, No apparent injury."
Immediate actions taken; "Fall mat in place.”
During observations the siderails were on
Resident #5's bed, but the siderails ware not up
during the survey.

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

Preparation andlor execution of this plan of correctio
dozs not constitute admission or agreement by the
pravider of the truth of the facts alleged or conclusion
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 favi

Thesa who attended all RNs, LPNs, and CNAs,
FT,.PT.and PRN, Any in-house staff member
who did not receive in-service training wili not
be allowed to work until tralhing has bean
completed. The in-service topics included the
importance of the care plan and how il can
provide information about resident care specific
for the residant. Also included were the
inclusion of risk areas for the resident and
interventions for the resident,

This information has been integrated into the
standard orientation training and in the required
in-service refresher courses for all employeas
and will be reviewad by the Quality Assuranca
Process fo verify that the change has bean

sustainad.
uality Assurance

The Director of Nursing or MDS Coordinator
will monttor this issug using the "Survey QA
Tool for Risk Areas Care Planned for
Behaviors, PU and Falis". The monitoring will
include verifying that all residents have a care
plan and that all restdents with behaviors or at
risk for pressure ulcers or falls have a care plan
problem for this area. 10% of residents will be
reviewed each week, See attached monitoring
tool. This will be done weekly times three
months or untif resolved by QOLIQA
commitlee. Reports will be given to the weekly

Quality of Lifs- QA committee and corrective

action-in
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Cn 111712 a reviow of Resident #5's record and
the facility's Care Plan book revealed there was
no care plan.

During an interview on 11812 at 4:30PM with the
Minimom Data Set (MDS) Coordinator and the
MDS Consultant revealed they could not find
Resident #5's Care Plan. The MDS Consufiant
stafed since they were not able to find Resident
#5's cara plan, they wrote the care plan again on
that day. She stated they could not find the
original care plan and signature sheet,

During another interview on 1/18/12 at 5:15PM,
the MDS Consultant stated the care ptan must
have fallen through the cracks. She stated an
interim care plan was completed when Resident
#5 was initially admitted to the facility, She stated
she did not know why the care plan developed by
the team was not in the computer system.

During an interview on 1/18/12 at 12:05PM, 1st
shift Nursing Assistant (NA) #1, revealad
Resident #5 had a bed alam to alert staff during
falls. She revealed she did not knew of any other
fall interventions for Resident #5. She added that
if she had just been employed with the facility and
was not familiar with how to care for a resident,
she would ask the head nurse.

During an intarview on 1/18/12 at 4:30PM,
2ndshift NA #2 revealed Resident #5's
intervention for falls was a pressure alarm on his
hed, She stated she did know about a fall mat for
Resident #5, She stated she had not used one
when she assisted him to bad. She revealsd
there was no information for staff to learn about
how to care for a particutar resident, she stated,
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Continued From page 3
“you learn as you go."

1b. Resident #5 was originally admitted to the
facility on 12/16/11 with diagnoses including
Hypertension, Hyperiipidemia, Diabates Mellitus
II, and Sleep Apnea.

Review of the facllity's Assessment of Pressure
Sore Potential dated 12/15/11 noted Resident
#5's pressure sore risk potential score was 14,
According to the pressure sore assessmant a
score of 7 to 38, it was recommended {o follow
pressure sore profocol.

Review of the Minimum Data Set Care Area
Agsassment dated 12/29/11 noted the Care Area
Assessment triggered pressure sores. The
location and date of the Care Area Assessment
Information, read, "New Care Plan startad,
Weekly wound review,"

Review of the Minimum Data Set Care Area
Problem Ares dated 12/29/41

far Pressure Ulcers, read, "He has a stage two
pressure ulcer on his left buttock that he was
admitted with. He is also incontinent of bowel and
bladder and wears adult briefs.

He requires extensive weight bearing assist with
toileting using two or more person for

physical support. He also has a surgical wound
that is now healed. He remains at risk for further
skin breakdown and other issues with alleration
with skin integrity." Cars Plan Considerations
read, "He will be reforred to the MD and wound
¢linic as nesded. Will proceed to care plan and
minimize his risk for further skin break down.”

On 1117112 & review of Resident #5's recerd and

F 279
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the facility's Care Plan book revealed there was
no cang plan.

Buring an interview on 1/18/12 at 4:30PM with the
Minimum Data Set (MDS) Coordinator and the
MDS Constltant revealed they could not find
Resident #5's Care Plan. The MDS Consuitant
stated since they ware not able to find Resident
#5's care plan, they wrote the care plan again on
that day. She stated they couid not find the
original care plan and signature sheet.

During another interview on 1/18/12 al §:16PM,
the MDS Consuitant stated the care plan must
have fallen through the cracks. She slated an
interim care plan was completed when Resident
#5 was initially admitted to the facility. She stated
she did not know why the care plan developed by
the team was not in the computer system,

1c. Resident #5 was originally admittad to the
facility on 12/15/11 with dlagnoses including
Hypertension, Hypertipidemia, Diabetes Mellitus
il, and Sleep Apnea.

Reviaw of the Minimum Data Set Care Area
Assessiment dated 12/29/11 noted the Care Area
Assessment triggered for Behavioral Symptomns.
The location and date of the Care Area
Assessment Information, read, " New Care Plan
started.

On 1/17/12 a review of Residont #5 ' s record and
the facility ' s Care Plan book revealed thero was
ne care plan.

During an interview on 1/18/12 at 4:10PM, NA#2
slated Resident #5 required total care. She
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revealed hé was very combative and did not like
1o be touched. Na#2 stated Resident #2 also had
behaviors of trying to get out of bed and staff kept
him near the nurse ' s station to watch him until
he settled down.

An interview on 1/18/12 at 4:30PM with the
Minimum Data Set (MDS) Coordinator and the
MDS Consultant revealed they could not find
Resident #5° s Gare Plan. The MDS Consultant
stated since they wera not able to find Resident
#5 ' 3 care plan, they wrote the care plan again on
that day. She stated they could not find the
originai care plan and signature sheet.

During another interview on 1/18/12 at 5:15PM,
the MDS Consultant stated the care plan must
have fallen through the cracks. She stated an
interim care plan was completed when Resident
#5 was initially admitted to the facility. She stated
she did not know why the care plan developed by
the team was not in the computer system.
483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE OP

The resident has the right, unless adjudged
incompetent or otherwise found o be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be devesloped
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that ingludes the attending
physician, a registerad nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,

F 279

F 280
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transfers. The MDS showed that the resident was
admitted to the facility with one unstageable
pressure vlcer.

A review of the Physiclan ' s Telephone Orders
dated 12/21/141 reveated an order for an
indwelling urinary catheter to be placed.

The Nurse ' s Notes showed that an indwelling
urinary catheter was Inserted on 12/21/11 at 6:03
PM. The resident was observed o receive
catheter care on 01/19/12 at 3:41 PM.

The resident ' s Care Plan dated 12/03/11
contained no information about the resident ' s
indwelling urinary catheter.

The Administrator stated in an interview on
01/19/112 at 2:15 PM that the previous Director of
Nursing (DON) was also the MDS Nurse. The
Administrator stated that the DON would take the
Care Plan book to thelr dally meetings where they
discussed changes in resident' s conditions and
reviewed new orders. The Adminlstrator stated
that the Cars Plans wers updated at this time.
The Administrator stated thal the previous DON
left around the first of December, 2011 and a new
MDS Nurse was hired that left after 2 weeks. The
Administrator stated that the facility ' s Nurse
Consultants came in 1o make sure that all of the
Care Plans were up to date. The Administrator
stated that a new MDS Nurse was currently being
trained and was supposed to be reviewing new
orders daily and updating all resident ' s Care
Plans. The Administrator did not explain why this
resident ' s Care Plan had not been updated.

F 314 { 483.25{c) TREATMENT/SV(CS TO

§8=D; PREVENT/HEAL PRESSURE SORES

F 280

F314
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and, to the exlent practicable, the participation of This Plan of Correction is the center's credible
the resident, the resident’s famify or the resident’s allegation of compliance.

legal representalive; and periodically reviewed

and revised by ateam of qualified persons after Preparation aa‘rdfor execution of this plan of carrectio

each assessment. does ot coristituite adntission 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 andfor executed solely because

it is required by the provisions of federal and state oy,

3

ey

This REQUIREMENT is not met as svidenced F280 02113712
by: orfe Actlon for R od
1a. Resident #6 was admitted to the facility on eslcont Alle

12‘»’03’11 and had diag_ﬂﬂses lndudlng Aftercal'e Resident # 6's cara plan was upda[ed with the

Joint Replacement {Hip Fracture}, Congestive problems of heel protectors and informaltion

Heart Failure, Cardiomyopathy, Chronic concerning the resident’s urinary cathster.

Obstructive Heart disease, Hypertension, Atrial Correative Ac o Resldent P

Fibriliation, Pacemaker and Osteoporosis, Affectad

The resident ' s Care Plan dated 12/03/11 listed All rasidents with heal protectors and vrinary

pressure ulcers as a problem with approaches catheters have the potential to be affected by

that included monitoring of nutritional status, this alleged daficient practice. Residents were

weekly skin assessments, chalr cushion while in gen\gaweg] bty e‘”‘gg‘”“‘%‘;"'&#“{;e; ?\3’ 21”0’ 1210
. . —_— e tnat ev 851gen at had nae

wheelchair and tuming and repositioning. protectors or a urinary catheter were addressed
o in thelr care plans.

The Admission Minimum Data Set {MDS)

Assassment dated 12/09/11 showsd that the gto anges

resident was cognitively intact and required An in-service was condcted on 218/12 by Nurse

extenfs[ve .?23]1513[;]06 for bed mobility an_d Consultant for the Administrator, DON, SDC,

transfers. The MDS showed that the resident was MDS Coerdinator, Soctal Services Director,

admitied to the facility with one unstageable Dletary Manager and Activities Diractor about

prassure ulcer. the importance of updaling the care plan. Any

of the Interdisciplinary Care Plan Team or
support staff mentioned above who did not

oa Asse
The Care Ar ssment (CAA) for pressure receiva in-service teaining will not be allowed to

ulcers da_ted 1211611 s_howe_d that the resident work until training has been complsted. The
was admitted to the facility with a pressure ulcer MDS Coordinator, DON and or SDC will be

on the sacral area and required staff assistance responsible for bringing the care plan books to
to move sufficlently to relisve pressure. our morning stand-up Monday through Friday

and so that care plans are updated as needed
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A review of the Physician' s Telephone Orders
showed an order dated 12/20/11 that read: Hesl
protectors to heels to relieve pressure. " There
was no information on the resident ' s Care Pfan
to Include the use of heel protectors.

The Administrator stated in an Interview on
01719712 at 2:15 PM that the previous Director of
Nursing {DON) was also tre MDS Nurss. The
Administrator stated that the DON would take the
Care Plan book to their daily meetings where they
discussed changes in resident ' s conditions and
reviewed new orders for the residents. The
Administrator stated that the Care Plans were
updated at this time. The Administrator stated
that the previous DON left around the first of
December, 2011 and a new MDS Nurse was
hired that left after 2 weeks. The Administrator
stated that the facility ' s Nurse Consullants came
in 1o make sure that afl of the Cars Plans were up
to date. The Administrator stated that a new MDS
Nurse was currently being trained and was
supposed to be reviewing new orders daily and
updating all resident ' s Care Plans. The
Administrator did not explain why the resident* s
Care Plan had not been updated.

1b. Resident #6 was admitted to the facility on
12/03/11 and had diagnoses including Aftercare
Joint Replacement (Hip Fracture), Congestive
Heart Failure, Cardiomyopathy, Chrenic
Obslructive Heart disease, Hypertension, Atrial
Fibrillation, Pacemaker and Osteoporesis.

The Admission Minimum Data Set (MDS)
Assessment dated 12/09/11 showed that the
resident was cognitively intact and required
extensive assistance for bed mobility and

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

Preparation and/or execution af this plan of correciio
does not constitute admission or agreement by the
provider of the rruth of the facts alleged or conclusion
set forth in the statement of deficiencies. The plant of
correction is prepaved andlor executed solely becaise
it is required by the provisions of federal arid state lms

The in-service topics included that the care plans
for heel protectors and usinary cathaters should
be updated and revised to include planning the
care of the resident and treatment or changes in
care and treatment of the residant.

Also reviewed was the importance of reviawing
orders and the identification of problams that
need to be included In the care plan. This
information has been integrated into the
origntation tralning of any new interdisclplinary
Care Plan Team Members and in the required
in-service refresher coursas and will be reviewed
by the Quality Assurancs Pracess to verify that
the change has baen sustained.

Quality Assurange

The Director of Nursing or MDS Goordinator will
monitor this issue using the "Survey QA Tool for
Updaling Care Plans for Heel Protectors and
Urinary Catheters". The monitering will include
verifying that care plans are updated with hesi
protectors and urinary catheters and revised to
tnelude planning the care of the resident as
indicated. Sea attached monitoring tool. 10% of
residents will be reviewed with each audit. This
will be done weekly times three months or until
rasolved by QOL/QA committee. Reports willbe
giver {o the weekly Quality of Life- QA
committee and corrgctive action initiated as
appropriate.
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Based on the comprahansive assessment of a
resident, the facility must ensure thal a resident
who enters the facility without pressure sores
doss not davelop pressure sores unless the
individual's clinical condition demonstrates that
thay were unavoidable; and a vesident having
pressure sores recelves necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interviews the facility failed to apply a barrier
craam o a resident’ s buttocks and failed to float
ihe resident’ s haels for 1 of 4 residents reviewed
for pressure ulcers {Resident #5). The facility also
falied to apply heel protectors for 1 of 4 residents
reviewed for pressure ulcers {Residant #6).

The findings include:

1a. Resident #5 was admitted to the facility on
12/15111 and had diagnoses including Intracrantal
Hemorrhage with severe aphasia, Selzures,
Hypertension, Diabetes Mellitus and Arthritis.

The Admission Minimum Data Set (MDS}
Assessment dated 12/22/11 showed that the
resident had short and long term memory i0ss,
poor decision making skills requiring cues and
supervision and had physicai behaviors directed
at others such as hitling, kicking and grabbing.
‘The MDS showed that the resident required
extensive assistance with bed mobility, transfers
and tolleting and required total assistance with
hygiene and bathing. The MDS showed that the
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This Plan of Correciion is the cenier's credible
allegation of compliance.

Preparation andlor execution of this plan of correction
does riol constitite admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth In the siatement of deficiencies. The plan of
correciion is prepared andlor executed solely because
it is requived by the provisions of federal and state law:

F -314 0213112
Corr ion i ff

Resident #5°s lreatment for his pressure area was|
changed to a hydrocolloid dressing on 172012
and hesls were ftoated Lo provide pressure relief
to hesls on 1720112, . Resklant #5 heels are to be
floated while in bed or In geri-chalr. A reminder
was sant to the Certified Nursing Assistant's
Smart Charting for providing floafing heels o
Resident #5 on 2/9/12 A reminder was sent o the
Certifisd Nursing Assistant's Smart Charting for
providing floating heels to Resident #5 on 2/6/12.
For Resident #6 heeo! proteciors were applled on
11912, A reminder was sent to the Cetified
Nursing Assistant's Smart Charting for providing
heel protectors to Resident #6 on 2/9/12,

fv. for R nt P lali
Affected

All residents with potantial to be affected by this
alleged doficient practice were reviewed by
Adminisirative Nurses by 2/9/12 to [dentify avery
residant that had an order for heel protectors and
those residents who needed their heels floated
were identified.

All residents who need their hesls floated were
ensufed that floating of heaels where on thelr care
plan and reminders were sent to Smari Charling
for Certified Nursing Assistants by 2/9/12. All
residents with ordars for hes! protectors were
identifed and ensured that heel profectors were
updated on their care plan and reminders were

FORM CMS-2667{02-99) Pravious Vergions Obsolele EventiD: 8UJTH
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resident was fraquently incontinent of bows! and
bladder. The MDS showed that the residant was
at sisk for developing a pressure ulcer and had an
unhealed stage | pressure ulcer that was present
on admission.

A review of the Physician ' s Telephone Orders
showad an order dated 12/23/11 that read: " D/C
(discontinue) wel dressing to sacrum and apply
Calmassptine barrier cream to inner top buttock
area Q (every} shift. * Calmoseptine provides a
physical moisture barrier keeping feces and urine
from intact and injured skin.

The CAA for Pressure Ulcer dated 12/28/11
showed that the resident was admitted with a
stage Hl pressure uicer on the left buttock and
was at risk for further skin breakdown. The CAA
read: " Will procesd to care plan and minimize
his risk for further skin break down. "

There was not a ¢are plan for pressure ulcers for
Resident #5.

A Weekly Wound Review sheet dated 01/10/12
showed a stage il pressure ulcer on the left
buttocks that measured 4 cm (centimeters) long
and 3.8 em wide. A note under Adgitionat
description or documentation read: " Instructed
staff about how to use camolseptine ointment as
a barrier cream. "

A Weekly Wound Review sheet dated 01/18/12 at
9:40 AM showed that ihe resident had a Stage H
Prassure wound on the teft buttocks measuring 3
om {centimaters) in length and 2 cm in width.
Incontinence management with barrier olntments
was listed as one of the interventions for healing.

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

Preparation and/or execiltion of this plan of correctio.
does not conseleute admission or agreement by the

provider of the iruth of the facis alfeged or conclusiony
st forth in the statement of deficiencies. The plan af
correction is prepared andlor executed solely because
it is required by the provisions of federal and state fa.

All residents with froatments were identified and
information sheets printed off for each type of
treatment belng performed for residents. These
information sheets were placad in a notebook on
the treatment cart on 2/8/12.

Systemie Changes

An in-service was conducted on 2/10/12 by Lhe
Staff Development Coordinator and
Administrator. Those who attended all RNs,
LPNs, and CNAg, FT, PT, and PRN. Anyin-
house staff member who did not receive in-
servics training will not be allowead to work until
training has heen completed. The in-garvice
topics included the requirsment to follow
guldelings for treatmants as set forth by the
manufacturer and the inktiation of a Treatment
Information Notebook that wili be kept on the
treatment cart, that all residents who are at rigk fo
hee! breakdown wiil have thelr hea!s floated and
that if heel proteciors must be applied as orderad
This information has been integrated into the
orientation training of any new Interdisciplinary
Care Plan Team Mambars and in the required in-
service refresher courses and will be reviewed by
the Quality Assurance Process to verify that the
change has been sustained.

Quality Assurance

The Director of Nursing or SDG will monttor this
issue using the "Survey QA Tool for Floating
Heels/Use of Heel Protectors” and "Survey QA
Tool for Treatment Accuracy™

=

FORM GMS-2867(02-99) Previous Vereions Obsofete

Evenl 1D:90JTH

Facliity 1D: 923118

if continuation sheet Page 11 of 18



FEB-16-20i2 12:19 liberty commons

26256366660 P.0i2
PRINTED: 02/02f2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES [£9)] PROVIDER/SUPPLIERICLIA (¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: COMPLETED
A. BUILDING
B.WiNG ¢
345309 ) 01711912012
NAME OF PROVIDER OR SUPPLEER STREET ADDRESS. CITY, STATE, ZIP CODE
101 CAROLINE AVENUE
LIBERTY COMMONS NSG AND REHAB CTR OF HALIFAX CTY 0 INE AVE
WELDON, NC 27880
o4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x8)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY COR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEEICIENCY)
F 314 | CGontinued From page 11 F 314

The Treatment Administration Record for January
2012 had an entry that read; "May apply
Galmaseptine barier cream to inner top buttocks
g (every) shift." There were 8 shifts on the MAR
that were not initialled as being done inciuding the
7AM to 3PM shift on 01/18/12,

Nursing Assistant (NA) #1 and NA #3 was
observed to check Resident #5 for incontinence
on 01/18/12 at 11:37 AM. The resident was dry
and did not require incontinence care. There was
an open area on the resident” s left upper
buttocks that was red and inflamed, without
drainage. There was no ¢ream observed on the
wound. The NAs reapplied the incontinent brief
on the resident and did not apply & barrier cream.
During the observation, the resident was
observad o be cooperative without behaviors.

On 01/48712 at 11:54 AM, the Nurse (Nurse #4}
assigned to Resident #5 stated in an interview
ihat the resident did not currently have any skin
breakdown.

NA #4 stated in an intervisw on 0118/12 at 12:05
PM that the resident had a spot on his bottom
that was healing and they were putiing a thick
barrier cream on it.

On 01/18/12 at 2:35 PM the Staff Development
Coordinator stated in an interview that she had
instructed the NAs to keep a thick layer of the
calmoseptine cream over the pressure area and
to not completely wipe it off during incontinent
care and to reapply a thick layer of the cream
over the area after each incontinent eplsode.

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

Preparation andfor execution of this plan of correction
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 r
correclion Is prepared andor exectted solely becatesel
it is required by the provisions of federal and state Im#,

The monitoring will include verifying that heels arg
floated for those identified, heel protectors used
as erdared and that {reatments are applied as
ordered, See aitached monitoring teols. This wil
be dona on 5 residents 5 times a wesk for two
weeks and then b residents weekly for three
months or until resalved by QOL/QA committee.
Reports will be given to the weekly Quality of Lifer
QA commiliee and corractive action inttiated as
appropriate.
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On 01/18/12 at 2:40 PM the Director of Nursing
{DON) stated in an interview that the resident had
an open ared on his sacrum that they were
putting calmoseptine barrier cream on afier each
incontinent episode. The DON stated that the
NAs had besn instructed to keep a thick layer of
cream over the area and o not completely wash
It off during incontinent care. The DON stated thal
when the NAs checked for incontinence at 11:37
that morning they should have applied the
calmosepline cream.

On 01/18/12 at 3:.05 PM, NA #1 who was
assigned to the resident stated in an interview
that she does not apply the Calmoseptine barrier
cream that the nurses did that. The NA stated
that the nurse changead the resident first thing this
moming.

On 01/18/12 at 3:15 PM Nurse #4 stated in an
interview that she changed the resident’ s
incontinent brief that morning but did not apply
calmoseptine barrior cream because the resident
was combative.

On 01/19/12 at 8:48 AM, NA #5 stated in an
interview that after each incontinent episode she
applied & thick barrier cream over the open area
on the resident * s bottom.

On 01/19/12 at 2.30 PM an interview was
conducted with the Administrator and the DON.
The DON stated that there was no barrier ¢cream
over the resident ' s pressure area when she
looked at it yosterday. The Administrator stated
that they have a computerized system thal gives
the NAs an Assigned Task List that tells them
how to care for a resident. .

F 314
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On 01/19/12 at 2:37 PM the Administrator and the
DON was observad to review an Assignad Tasks
List for Resident #5. There was no information on
the tasks Tist to instruct the NAS to apply
Calmoseptine barrier cream to the resident ' s
pressure ulcer on his bottom after each
incontinant episode. The Administrator stated that
some of the information on the Tasks List comes
from the Care Plan

b. Resident #5 was admitted to the facility on
12/45H1 and had diagnoses including Intracranial
Hemorrhage with severe aphasia, Seizures,
Hypertension, Diabeles Mellitus and Arthritis.

The Admission Minimum Data Set (MDS)
Assessment dated 12/22/11 showed that the
resident had short and long term memory 10ss,
poor decislon making skills requiring cues and
supervision and had physical behaviors directed
at others such as hitting, kicking and grabbing.
The MDS showed that the resident required
extensive assistance for bed mohility.

The CAA for Pressure Ulcer dated 12/29/11
showad that the resident was admiltted with a
stage Il pressure ulcer on ihe left butiock and
was at risk for further skin breakdown. The CAA
read: " Will proceed to care plan and minimize
his risk for further skin break down.

There was not a care plan for prassure ulcers for
Resident #5.

A review of the Physician’ s Telephone Orders
showed an order dated 12/24/11 that read. "
Right heel dlean fluid filled blister float heels on
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piltows to keep pressure off. ™

A Weekly Wound Review dated 01/10/12 showed
ihat the resident had a stage Il pressure area on
the right heel that measured 4 cm long and 3.8
cm wide. A seclion on the Waekly Wound Review
sheet tilled Interventions for healing listed
multiple possible iMerventions. The intervention "
Float hesls " was not marked as an intervention
for healing the heel pressure area, A section on
the Waekly Wound Raview sheet titled Document
conditions that would affect wound heating
showed that the resident refused repositioning.
The Additional description or documentation read;
" Heel blister from friction and shear by repetitive
scrubbing hes!l on the bed and chair. Blister dry
and intact. "

On 0117142 at 11:00 AM, Resident #5 was
observed sitting in a geri-chair near the nurses *
station. The resident was calm and resting with
his eyes closed. The resitdent was reclined in the
geri-chair, had on white socks and both heels
were resting on the foot rest of the geri-chair.
There were no pillows under the resident ' s
hesls.

On 0117412 at 4:15 PM the resident was
observed to be reclined In a geri-chair in his
room. The resident was calm and a family
member was talking with the resident. The
resident was observed 10 have on socks and both
heels were resting on the foot rest of the chair.

A Waekly Wound Review sheet dated 01/18/12 at
0:53 AM showed that the resident had a
non-stageable pressure ulcer on the right heel
that measured 4cm fong and 3.8 ¢m wide. The
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interventions for healing on the review sheet did
not inciude floating of the resident' s heels.
Additional description or documentation read: "
Really question if this is eschar or skin that will
pesl off. Will continue to monitor. *

NA #1 and NA #3 were observed to iransfer the
resident from the bed to a geri-chair on 0118412
at 11:40 AM, NA #3 stated that the staff would
fioat the resident * s heels on pillows when the
resident would allow them to, NA #3 removed the
resident’ s socks and the right heel was
observed with a dried circular area. The fop half
of the area was clear and the bottom half was
dark underneath the skin. The area was intact.
The NA reapplied the resident ' s socks and the
resident was left reclining in the gerl-chalir with
both heels resting on the foot rest without pillows
under the heels of the feet. During the
observation, the resident was calm, was not
combative and did not resist care,

In a separate intesvigw on 01/18/12 at 12:05 PM,
NA#1 statad that Resident #5 was up in his
geri-chair most of the time. The NA stated that
she would use a pillow avery now and then to
prop up the resident ' s faet because of his
pressure sore.

On 01/18/12 at 1214 PM, Nurse #5 stated in an
interview that the resident had an area on the
right heel and they were floating the resident’ s
heels to kesp the pressure off,

On 011812 at 2:30 PM, Resident #5 was
observed reclined in the geri-chair. The resident
had socks on his feet and his heels were resting
on the foot rest. There was not a pillow under the

F 314
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resident ' s heels. A family member was visiting
and the resident was resting quistly.

On 01719112 at 8:48 AM Resident #5 was
observed lying in bed aslesp. The heels of both
feet were resting on the mattress of the bed. The
only pillow on the bed was the one under the
resident ' s head.

On 0/19/12 at 2:30 PM an interview was
conductad with the Administratar and DON. The
Administrator stated ihat the NAs have a
computerized system that provides the NAs with
an Assigned Task List that tells them how to care
for the resident.

On 04/19712 at 2:37 PM the Administrator and the
DON was observed to review an Assigned Tasks
List for Resident #5. There was no information on
ihe tasks list to instruct the NAs to float the
resident * s heels. The Administrator stated that
some of this information comes from the resident
' s Care Plan,

2. Resident #6 was admitted 1o the fadllity on
12/03/11 and had diagnoses inciuding Aftercare
Joint Replacement (Hip Fracture), Congestive
Heart Failure, Cardiomyopathy, Chronic
Obstructive Heart disease, Hypertension, Atrial
Fibrillation, Pacemaker and Osleoporosis.

The resident ' s Care Plan dated 12/03711 listed
pressure ulcers as a problem with approaches
that included monitoring of nutritional status,
weekly skin assessments, chair cushion while in
wheelchair and turning and repositioning.

The Admission Minimum Data Set {(MDS)
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Assessment dated 12/09/11 showed that the
resident was cognitively intact and required
exiensive assistance for bed mobility and
transfers. The MDS showed that the resident was
admitted to the facllity with one unstageable
pressure ulcer.

The Cara Area Assessment (CAA) for pressure
ulcers dated 12/16/11 showed that the resident
was admitfed to the facility with a pressure ulcer
on the sacral area and required staff assistance
to move sufficiently to relieve pressure.

A raview of the Physician' s Telephone Orders
showed an order dated 12/20/11 that read: "
Heel protectors to heels to relieve pressure. "

On 01/18112 at 10:10 AM the resident was
observed to be lying in bed with no hesl
protectors on the resident’ s feet.

On 01/19/12 at 2:40 AM Resident #6 was
observed lying in bed with the heels of her feet
resting on the matiress. There were no hee!
protectors on the resident ' s feet or pillows under
the resident' s heels. During the observation an
interview was conducted with an individual in the
room who statad that she was @ sitter and sat
with the resident 5 days a week from 8 AM until 2
PR. The Sitter stated that the staff usvally put
anti-embolism stockings on the resident but did
not use heel protectors. During the interview
Nurse #2 entered the room. The Nurse was
asked about the heel protectors and was
observed to pick up 2 heel protectors from the
corner of the room. An observation of the resident
' s heels at this time showed no redness or open
areas. Nurse #2 put the heetl protectors on the
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resident’ s fast.

On 0119/12 at 9:48 AM an interview was
conducted with the nursing assistant (NA #8)
assigned to the resident on the 7 AM o 3 PM
shiRt. NA #5 stafed that when the resident was in
bed she usually floated the resident ' s heels on
pillows. When asked if the resident used heel
protectors, the NA stated: ” Sometimes. ” The
NA siated that at the beginning of her shift she
didl not chieck to ses if heel protectors were on the
resident ' s feet. The NA stated that she had not
applied the heel protactors to the resident ' s feet
and had not removed haet protectors from the
resident ' s feet since the beginning of her shift.

The Administrator stated in an interview on
01/19M12 at 2:15 PM that when new interventions
were put into ptace such as heel protactors, the
nurses pass along the information to the nurse on
the next shift and the nurses let the NAs know
about the changes.

An interview was conducted with the
Adminlstrator and the DON on 01/19/12 at 2:30
PM. The Administraior stated that the NAs have a
computerized syslem that provides the NAs with
an Assigned Task List that tefls them how to care
for the resident,

On 01119112 at 2:37 PM the Administrator and the
DON was observed to review an Assigned Tasks
List for Resldent #6. There was no information ¢n
the tasks list to instruct the NAs to apply heel
protectors to the resident’ s feel. The
Administrator stated that some of this information
comes fram the resident ' s Care Plan.
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