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On 31616 - 3/18/16 & complaint sUVay was
oonducted at Peplar Living Center, The sUvey
wag prompted by complalnt intake WY00002004, !
i .
The following common abbroviations are used ' ;
 theoughout this document: 1
ADL - Aclivitias of Dally Living f
| GNA - Certiflod Nurse Alde ;
DON - Direstor of Nursing i
IAD - Invontinence Associated Dermatitle {an
Inflamimation of the skin that oceurs when urine or
: tool-comea info contact with perineal or
parigenital skin) ,
_MDS - Minimum Data Sat i
1 Loss commonly ysed abbraviations will be : -
annotated In each deficlency. : , 5 -
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[ vesidant rights under Federal or Stats lawor

| Review of the 1/7/15 quarterly MDS assessment
 showed diagnozes for ragidant #2 Inchidaed

§483.12(a),

The faciiity must aleo promptly notliy the resldent
and, If known, the residenl's legst representative
or interasted family member when there |s a

physician, legal representative, and
. intorested  family members are
: notified when their family member
. has a significant change fn condlition
* which included skin condition,

change i room of roomméts asslgtiment as
speciied in §483.15(a}{2); or a ¢hange In

ragulations as speolfied In paragraph (b){4) of
this section,

The facllity muat record and perlodically update ¢

- the address and phone number of the resldents |

legal representative or interested family member.

This REQUIREMENT s not met as avidensed g

Based on medlsal racord review, family i
Interview, and staff interview, the facility falled to
notify the family of the change in condition for { of !
b sample resldents (#2) who experishcad a :
significant.change In condition. The findings were: !

demantla, coromary artaty disease, and atrial
fibriflation. This review showed the resident was
totally dependent on stalf for repositioning, i
transfers, and incontihent sare; and sthe did not |
have wounds, pressure ulters, arterlal Ulcers or
vencus ulcers. Review of the nursing notes
showed the resident was transportad to the
tosplial on 3/6418 dus to wourds ang
cellulills. The followling concerns were identified:;
& Interview with CNA #1 on 3/17/15 at
2:30 PM revealed there were red and open areas |
on the regident's bultocks for over a week before

- the resldent was transported to the hoapital and

Correctlye Action:

. Resident #2°s family member has
~ been notified of thelr family
member’s change of condition
related to skin and is documented in
the resident’s Medical Record (MR),

Identification of Others;

The Director of Nurses (DON) has
reviewed fhe last two weeks of 24
bour report for any residents who
have had a significant change of
condition including skin condition, |
The DON comploted SBAR’s which |
includes notifications of family and |
physician for those identified as not
compliant with F-157,

Systemic Chanpgres: :

. Staff was educated on P-157: “Notify
- of Changes (Injury/Decline/Room,
Eto)” by 4/2/2015 by the DON,

The 24 hour report, new telephone
orders and new physiolan orders will !
be reviewed at morning DT mesting .
by the DON or designee,

FOfM CME-2687(02-08) Pryviois Varglone Obsalalo Evént [P 44LP1Y
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. | Documeniation of nuses’
F 187 |- Continued From page 2 FA67| notifications to family and physician
the nurses put a cream on it. She further stated per F157 of Change of Conditions
the sores on the resldent's buttocks ahd swollen will be checked for compliance
rad areas on the resident's Jags continued o p P ,
worsen. 1 Noncompliance will be corrected
b. Interview with. the family member on promptly and corrective aciion taken
3116716 at 6:60 PM reveeled the family member when necessary.
idex?tmafi 1!he oxtehsive s\galilng ang radness O?f-
residant's loge and brought It to the nursing staff's ;
| attentior on 3/616. This family member further EM%&“%MU dit of rosidents with
: staled the development of the cellulitis and - fanidom a L )
- wounds had nat baen repertad o the family change of condition will bo
mernbar prior to 36/15, ' completed weokly by the DON or
; &. Intetview with Lioensed Practical Nurse | designee for 30 days and then
j (‘la':ef\é) :’FL Ogsfé 1 Bft 1 ﬁa&f 7620 ]F’M f:ﬁsﬁrw{ ghed " i monthly for 2 months, The audit will
noted {he residant's swollen legs o B-an i ;
worsened on 3/5/16. The LPN confirmed the : i';fh,lid,? docl;ti%a&tﬁggn c;f]fi;gx;!y and
family member identiflad the worsened condition - physiclan noti pe
ort 3/6/15 and asked the nurees to assess the : . ;
arens, i The DON will track and trend the
F 300 | 483,26 PROVIDE CARE/SERVICES FOR Faop! results of the andit and report
&euG | HIGHEST WELL BRING findings to the QAP! commitiee

Each resldent must recelve and the faolllty must
provide the necessary care and servicas to attals
of malitaln the highest practicable physical,
metrtal, and psychiosonial well-being, in
nocordanos with the comprohensive assessment
and plan of cars,

Thie REQUIREMENT & not mat as evidsneed

Based on obsarvation, staff intarview, and
i medical record review, the facllity failed to provide
appropriate skin care assessments, mendtoring,
and treatments for 2 of & sample residents (2,
#10) with wounds, This faliure resulted in actual

|

|

monthly for review and corrective

action when necessary,
T-309; PROVIDE
g on |\

i
HIGHEST WELY, BEING 4?\

The fthcility stelves to ensure that
each rosident receives and g
provided the necessary care and
services 1o aifain or maintain the
highest practicable physical, mental
and psychosocial well-being, in
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F 308 | Continuad From page 3

harm for restdent #2 who required Inpatient
hospltatization for wound care. Ths findings were:

1. Raview of the 1/7/15 quarterly MDS
“assessment showsd diagnoses for rasident 2
included dementla, coronary artery disease, and
airlal flbribatlon. s review showad the resldsnt
was tolaily dependant on stalf for repositioning,
transfers, and Incontinent care; and sfhe did not
have wounds, pressure Uloers, arterial Licers or
venous uloary. The following concams were
Identified:
a, Reaview of the oare plan for resldent

#2 showed staff were directed to observe skin
weakly and documen! findings as indicated, ;
Review of the February and March 2015 nursing -
notes, bath records, and weekly skin
{ assessmenis showed no evidence a skin
gsse}ssmenl was dona from 2£24/16 to 3/6/18 (9

Bys),

I. Review of the #kin assessmants dated

" 24315, 2110018, 211718, and 212418 showed

staff identified rodness on the buttacks on 2/3/16
. and redness on the cocoyx on 212418, This
review showed ne dooumented findings of mors

than redness af any other ima,

. Interview with GNA#1 on 3/17/16 at
2:30 PM ravealad there wore red and open areas
on the resident's butlocks for over a week before

 the resldant was transported bo-the hospital and
the nurses put & cream on i, She turther stated
the sores on the resldent's buttooks and swollen
red.areas on the resident's legs contiued to
worsan.

d. Review of the nursing notes showed
the resldent was transported to the hospital on
36118 dua to wounds and cellulltls that wera first
noted on 3/5/15, Review of the hospital
physlcian's note, dated 3/6/15, revealed the

ey, GCCORdance with the comprohensive

F dﬂgi assessment and plan of care.
e oot i} .

Residont  #2°s  wounds  were
evaluated by the Director of Nursing
on 3/23/2015 and documented on the
Individual Non  Pressure  Skin
Condition form and was placed in the
medical record. Resident #10%s
wounds were evaluated by Director
“of Nursing on  3/23/2015 and
documented on the Individual Non
Pressure Skin Condition form and
was placed in the medical record,
1 The physiclan was contacted and
| treatment orders were clarified for |

resident #10 on 3/22/2015,

Identiffcation of Othexs:

Head to toe skin avalyations, 24 hour
reports  and  pressure and non
pressure skin condition forns were
reviewed by the Director of Nursing /
designoe 1o determine residents that
have wounds or skin concerns. The
Director of Nursing or designee has
evaluated the  wounds  and
* documented findings on the Pressure
' or Non Pressure Skin condition form
¢ and plaged the documentation in the
r medical record. SBAR’s  which

[

included svaluation, physiolan and
family notifications, treatment orders

i
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rasident had multiple uicarated skin areas and
tight leg collulitis. Further review of this
physiclan's note showed the resident was
admited with-the following wounds: "...deep
tissue injury" moslly on the left sagred erés, right
feg swalling with incressed redness snd wermth
on the foot up to-the mid shin, an area of redness
aanteraed around. necrotls Hesue over the latoral
aspect of the right knee, a neorotic ulcer facing
the lataral aspect of the distal parf of the fifth tos,
and an ufceration on the left foot. Review of the
hosplial records showed the resldent returned fo
the Tacility on 31118 with orders for continued

4 intravenous entibiotic therapy and treatments for

the wounds.

&, Observatlon of the resldent with the
DON on 3/16M6 atl 7,30 PM revealed a dark
purple area on tha sacrm, both buttocles and
oYX surrouricdad 8 4.4 centimaters (om) by 5.6
o apen yellow sres, This open ares had
serosanguinecus diginage. There were additiona)
wounds on bolh fost, legs, and Aght knee and
neorotio tssiie was observed on the edges of the

{ wournda on the feat and right knes. Inferview with

the DON at that time revealad the wounds wera
prasant bafore the rasident went to the hospikal,
Sha further statad the wound on the sagrum,
tultonky and cocoyx was 8n JAD caused by
diarrhaa from a gastrolntesting virus; and the
wournde on both legs ware due to sollulitis,
Review of the bowsl resbids and Intsrview with
the Infactlon control nurse on 3/47/15 at 7:10 PM
revealed the resident dld not have dlarrhea

| apisodes after the 2/24/16 skin asaessment
-which showed only rednass, In additlon, review of

the medication adminlatration record showad the
regldant raotived & lexalive on 3/3/15 dus to "o
BM [bowal movemant].”

. Review of the siin care moniltoring

identifiod were completed.

Bvatemic Changest

The Director of Nutsing or designee
hag educated nurses on completion of
head to toe skin evaluations weekly
and docwmentation of findings.
| Bduoation will inglude steps to take
If new skin concerns are identified.

The Direcior of Nursing or designes
has educated licensed nurses on
evaluating change of condition,
documenting, physician and family
notification and developing care
- plans for those with wounds,

- The 24 hour roport, new telephone
orders and new physician orders will
be reviewed 3 times per week sf
morning  interdisciplinary  feam
inosting by Direcior of Nursing or
designee. Documentation of nurse’s
evaluation, family and physician
| notifioutions and care plans will be
| checked to determine if new wounds
or skin conecerns are addressed,

The Director of Nursing or designee
will continue weekly wound rounds
to evalbale and measure wounds,
The findings will be documented on
the Weekly Prossure or Non Pressure
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- Skin condition forms weekly and the
F 309 | Continued From pags 5 F 3089 Skl e rm 5. ane
, , | forms will be placed in the medical
-‘ﬁyslem on IMTHE revesled tha feolty had not record
inplemented & systarn for ensuring the resident '
recetved inconlihent oare in a tlmejx mannet o
prevant worsening of the existing IAD and Monitoring:

pravant devalopment of TAD, During an interview
on 31816 at 2:66 PM the DON acknowledged
the taok of a system for manitoring for IAD. She
further verlfied there were problarns with the skin
monttoring system and she was wotking to
reaoive those problems,

g. Durlng an interview on 31815 at 7:30
P, tha DON stated the wounds on the resident's
fael were due to oireutatory problems. Review of
the hoapital and facllity physicians’ documentstion
ravasled Ho evidenoe of a physiolan's
determination that these wounds were
L Unmvoldable dua (o cireulatory problems. n an
i Interview an 311815 at 2:56. PM, the DON varified
; the laok of this evidence.

1
i
i
!
:
i
i
l

2, Review of the 11/25/14 admisslon nursing
assessment showed restlent #10 was admittad
to the facllity with vanous stasis ulears on the
legs. Reviaw of the 2/19/18 quarterly MDS
eEsessment showed dingnoses Included corohary
artery disease and chronic pain due to trauma.
Further review showed the resident was alert and
orlented, and requirad extenslve assistance. with
most ADLs. Review of the care plan, updated
3716116, showed the rasident was bedridden dye |
o & corvical fracture. Further review of the oare
plan showed slaff were to provide waund care as
ordered for a chronle venous stasla uloer on the

| lott log. Review of the 3/2/16 and &9/1B weaakly
skin assessiments showed the venous stasls
uicer on the left leg measured 16 om x 12 om x .2
o, had macerated odges, and was red with
soresanguineous drainage. Tha following

concems ware identifiad:

The Director of Nurging or designes
will review change of conditions 4 to
§ times n wesk for one month and
then review 3 change of conditions
weekly for 2 months. The audit will
i include  documentation of nurese
- evaluation in medical record, follow
up documentation, physician and
family notification and onre plans
updates. Corrective actions will be
taken as needed for any identified
CONCErns.

B P SN

| Random weekly audits of residents
with  skin  conditions will be
- completed by the Direotor of Nursing
| or degignes for presence of accurate
and timely docamontation of wounds
In the: medical rocord and presence of
treatment orders, The audit will be
completed weekly for 3 months
Corrective actions will be taken as
1 needed,

The Director of Nursing or designee
will track and trend the results of the
change of oondition documentation
audits and the skin management
audits and veport findings to the

FORM CMS-2808702-09) Pravinus Vorglang Obsoiele Bvent 10 44LP 11
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a, Review of the waekly skin 2ssessments
J and reatment records from 11/25/14 to 3615
1 ahowad no evitlenae staif had oblainad treatment
ordars for iha vannus stesls uloer,

b, Ravlew of the skin assessments,
tresiment records, and nuwsss’ notas from
1112514 to 36116 ravanlad wound care was

changing the dressings “from time to fime.”
Furthar review showead the physician ordered an

1 antibiotic and Silvadene (an sxtemal animicroblal
j oreanm) wilh dally dressing changes to remove the
¢ "nacrotlc Hssue.”

d. in an Iterview on 31816 at 2:66 PM,
the DON oonflimed the tack of menilaring and
treatment orters. During the Intarview tha DON
diel not identlfy & system that had besh
Implemented to prevent rescourring Incidents of
staff fallure to oblaln presoribert treatments for
vanous/staste ulgers,

614 ; 483.76(1)({1) RES
88rE REEGDRDSuCOMPLETE/AGCURATE/AGGESSIB
L

Tha facillty must maintafn elinfoal records: on eagh

acaurately documentad; readlly accessible; and
systematically organized.

The clincal record must contain sufflcient
!-mfomaatfon to identify the resident; a racord of the
{ resident's assessments; the plen of care and

: servioes provided; fhe results of any

i

' QAPL commitiee monthly.  The
F 308 | QAPI  commiitee will  evaluate
effectiveness of the plan based on
trends  identified and implement
additional interventions as needed to
snsure compliance monthly for three
| months and then reassoss the need
for continued monitoring based on

| The fhoility sirives to maintain
! clinioal records on each resident in
Yaccordance  with  professional
: standards,

. Corrective Action:
" The Director of Nursing has reccived
: education from the Distriet Clinical
- Director on  skin  management
F 814 policies, including documentation of
*wounds on Pressure and Non-
_ Pressure Skin Condition forms and
- placement of forms in  medical

] resident In accorglancs with ucoepted profesgional . record,
standards and practices that are complete; ) ]
" The wound documentation

" roforencod. fn the Statement of
: Deficiencies on resident's #2, 6, 7
cand 8 have been amended by the
- Director of Nutsing to indicate these
- wore late entries.

provided, but It was unclesr what that care | .
entailed and the fmqt,}l*sncy i:ﬁ wéis provided. compliance.
¢ Reviaw of the physisian's progress g
nole, datad-3/8/18, revealed the nursing staff hod r.814: 0 LTE
not monltored the ares and they had been ACC b f ACCESSIBLE N/

P
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F 614 | Gonlinued From page 7

preadmisslon ssreening gonducted by the State;
BNG Progress notes,

This REQUIREMENT & not met as evidencad

Basad on oheervalion, medical record review,
and staff interviaw, the facility falled to ensurs the
medical racord was complete, acourate and
readily accegsible for 4 of 10 sample resldenta
{2, #8, #7, #8) reviewed for wound
asgessments, The findings were;

1. Observation on 3/18/1& at 1046 AM showaed

i Ihe DON was transeriblng Information from the
Guallly Assurance (QA) skin documentation book

-to a form for placemant inthe rmadicsl record,

: Intetview on 318716 at 3:08 PM with the DON

L and adminisirator revaaled the DON wae ralned
o dogument and traok wound assassments In the

' QAbook, fiot In the madical recond.

2. Raviow of the 1/7/15 quarterly MDS
gssessment showed disghosee for rasident #2
ncluded dementla, coronary artery disasse, and
Vetrial fibrifation. Review of tha nusing notes
showed the resident was transported 1o the i
hospltal on 3615 due to wounds and cellulitly
that wera first neted an 3/8/15. Review of the
hospital physlclan's note, deted 3/8/15, revealed
 the resident had multtrla uisarated sidh areas and
[ doht leg cellulltis, Rev !
readmission orders showed the resident raturned |
to the faclilty on 31116, Review of the enlira :
| medical recand roveatad no records of wound
asgassments for Maroh 2018, On 311815, the
DON protiucad wound assesemant
documentation dated 3/6/15 emd 313114 which
were not mawked as & late entry, and were

aw of the fadillty !

!
|
I
|

F 614 Identification, of Otheys:

An audit of Mead to Tos Skin
Bvaluations for timely complstion
way completed by the Director of
Nursing.  Any missing or late
evaluations have been completed.

Head to toe skin evalvations will be
reviewed for identified skin conceens
by the Director of Nursing or
" Designee, For those identified with
L wounds an audit will be conducted
for complete, accurate, timely and
readily aocessible documentation of
1 wounds in medical record, timely
physiolan and family notification,
care plan and troatment
Interventions,  Cotrective actlons
* will be taken as needed,

. Systemie Changes:

The Director of Nursing or designee -
has educated nurses on completion
and acouracy of head to itoe skin
evaluations weekly and
documentation of findings.
¢ Fdlucation whl inclhude steps to take
if new skin concerns are identified,

The Director of Nursing or designee
bas educate licensed nurses on !
evalpating change of condition,
- documenting, physician and family

i
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F 54 | Contlived From pege 8
! praviously not avaltable In the medicsl record,

i3, Review of the 17215 quarterly MDS
assessment showad resident #6 had diegnoses
that included diabetes meliltus and unspecified
uteer of lower limb, and needed extenstve
asslatance with ADLs, Raview of the care plan
updated 1/0H5 showed "BLE [bilateral lower
extremitios) stasle vloars." Review of the entire
medical racord revealad no dosumentation of
waund assesaments, On 3/17/15 the DON
producad wound assesament decumentation
daling baock to 1/8/18, which were nol marked as
J a lata entry, and wara not praviously available In
the medioal rancid,

4. Revlew of the 2/16M15 gum'tarly MDS
aseessment showsd resident #7 had diagnoses
that included dlabetas meliiiis, patipheral
vasculas dlsease, and iraumatio below the knee
amputation, and newded extensive assistanca
with ADLs. The resldent wag admitted to the

; Tacllity on 6/28/14 with a stage 4 prassure ulcer,
: Review of the entire madics! record reveaisd no

- documentation of & wound assessmant, On

- 31718 the DON produced wound assessment
- documentation from the rasident's medical record
- dating baol ty 2/2/15, whieh were not marked as
: & lata antry, and were not previcusly avafiable In
tha madical record,

§, Raview of the 1/13/15 quarterly MDS
assegsmant showed rasldent #8 had dlagnoses
that inclndad wound infostion, diabetes meflitus

1 and neaded oxtensive asalstance with activitles of
dally iving. The resident was admitted 10/30/14
with & surgioal site wound and methicilin

sansitive staphylococous aureus (MSSA)
Infaction. Review of the entire medioal record

notification and  developing care
FE14) plans for those with wounds.

The 24 hour yepoit, new telephone
¢ orders and new physician orders will
- be reviewed 3 times per week at
" morning  interdisciplinary  team
! meeting by Director of Nursing or
designee, Documentation of awrse’s
evaluation, notifications end care
plang will be cheoked at the mesting
to determine if now wounds or skin
concerns are addressed. !

The Ditector of Nursing or designee
will continue weekly wound rounds
to evaluate and measure wounds.
The findings will be documented on
the Weakly Pressure or Non Pressure
Skin Condition forms weekly and the |
form will be placed in the medical
regord,

The Direotor of Nupsing or designee
will review change of conditions 4 to
. 5 times a week for one month, and
i then 5 change of conditions weekly
for 2 months. The audit will include
! documentation of nurse evaluation in
i medical  yecord,  follow  up

docomentation, physician and family

notification and cars plans updates,

Corrective actions will be taken as
| needed for any identified concorns.
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F 644 Continued From page 9 F 514 Random weekly audits of medical

record for skin condition

revealed no rocord of wound assessments, On ' documentation will be completed by

31815 the DON producad wound assessment

documentation deting back fo 1241614, which " the Director of Nursing or designes
waere not marked as 9 late antry, and wera not for 3 months. Corrective action will
¢ praviously avaliable in the medical resord, be taken as needed.

* The Director of Nursing or designee
will audit head to tos skin
: evaluations for completien weakly
for 4 weeks and then complete a
random audit weekly for 2 months,

‘The Director of Nursing or designee
will track and trend the resolts of the
change of condition documentation
aundlts skin management audits and
report  findings to the QAPI
committee monthly,  The QAPI
| committee will evaluate |
[ effectiveness of the plan based on :
trends identified and implement !
additional interventions as needed to

ensure compliance monthly for three

months and then reassess the need

for continued monitoring based on |
compllance, i

]
: {
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