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A survey was conducted by Healthcare Licensing F309
and Surveys on 2/3/16 through 2/6/18. The
survey was prompled by complaint Intskes
WY00002143 and WY00002177, ‘
The following common abbravistions are used This plan of correction is the
throughout this document: centers credible allegation of
compliance.
ADLs: Activities of Dally Living Preparation and/or execution
CAA: Care Area Assessment of this plan of carrection does
CNA: Certified Nurse Aide not constlinte admission or
DON: Director of Nursing . agreement by the provider of
LPN: Licensed Practical Nurse : the truth of the facts alleged or

MDS: Minimum Data Set
NHA: Nursing Home Administrator

, conclusion set forth in the
statement of deficiencies. The
pluan of correction is prepared

Less commonly used sbbreviations will be and/or exgcuted solely because
annotated in each deficiency. it Is required by the provisions
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 of federal and state taw.
§8=D | HIGHEST WELL BEING
Each resident must receive and the facility must 2HI6HL
provide the necessary care and serviges to attain :3/:.7//&
or malntain the highest practicable physical, 1. How corrective action
mental, and psychasocial wellbzing, In accomplished for the identified
accordance with the comprehensive assessment residents?

and plan of care,

Resident #28 is being provided
wound care in accordance with

This REQUIREMENT is not met as evidenced the physician’s order including
by: . i weekly wound measurements
Based on obsesvation, medical racord review, and updated nurse’s notes.

staff Interview, and policy review, the facility failed :
to ensure the services provided maintained the |
highest practicable physical well-baing for 1 of 5

sample residents (#28) who had skin breakdown,

The skin integrity care plan has
been reviewed and updated also,
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1. Review of tha skin intagrity policy updatad July
2014 showed “...7. Upon discovery of newly
identified skin impairment (abrasion, bruise, bum
excoriation, pressure sore, rash, skin tear,
surgical wound, ete.), the LN [licensed nurse]
compietes the following: Documents skin
impairment that includes measurements of size,
color, presence of odor, exudates, and prasence
of pain assoclated with the skin impairmeant in
Nurse's Notes and on the Weekly Wound
Evalustion...Evaluales anvironment, mobliity
equipment, functichal and cognitive abillity,
medications, and labs to identify Interventions to
promote healing/regolution of skin impairment.
Implements interventions and document an the
resident's care plan and Cara Directive...11.
Abrasions and bruises are evaluated by the LN
(excoriations, rashes, skin fears, elc.) and
decumentad on the Waekily Wound Evatuation...”
The following concerns were identified:

a, Observation on 2/4/16 at 8:25 AM showed
resident #28 had an open area on the lower right
gluteal cleft and an open area on the lower left
gluteal cleft. The DON and uni manager
confirmed the open areas on 2/4/16 at 5:35 PM.

b. Review of a progress note dated 1/26/16
and timed 4 PM showed resident #28 had
"axcoriation to buttocks, bleeding notad.” No
further documentstion was presant in the
progress noles related to the area after 1/26/15.

¢. Review of a8 weekly skin evaluation dated
1/26/18 showed the resident's buttocks were
"pink/beefy rad” and "bloody" throughout with
peripheral tissue edama. The skin assessment
did not identify measurements of the area at that
time. No assessment or review was completed
after 1/26/16.
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The findings were:

2. How you will identify other
residents with the potential of
being affected by the same
practice?

The DNS/Designee has
conducted a facility-wide audit
to verify that resident’s wound
care is completed in accordance
with the physician’s order.

The DNS/Designec has ,
conducted a facility-wide audit
to verify the presence of wound
measurements and verify they
are charted correctly in the
Weekly Wound Evaluation, |

3. Address what measures will be |
put in place to ensure deficient 1
practice will not recur. ’

The DNS/Designee has |
provided education to licensed
nurses addressing the following:
1. Verify, assess, and
document the treatment of the
wound;

2. On-going evaluation to
obtain accurate weekly wound
measurements; and

|
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d. Review of the skin integrity care plan last | ' .
revised on 8/17/15 showed resident #28 had 3. Education addressing

S iement completed waokl and 25 nesded | wound care has been
assessments oo 5 . . .
e. Interview with the DON and Unit Manager provided to Jicensed nurses.
on 2/5/16 at 11:35 AM confirmed the facility did
not follow the skin integrity policy for resident #28.
F 314 | 483.25(c) TREATMENT/SVCS TO 314 4

How will the plan be monitored
s5=c | PREVENT/HEAL PRESSURE SORES

to ensure the solutions are

Based on the comprehensive assessment of a sustained?

resident, the facility must ensure that a resident | . .

who enters the fagillty withaut pressure sores | The DNS/Designee will conduct
does not develap pressure sores unless the : weekly audits for ninety (90)
individual's clinical condition demonstrates that | days of TARS to verify wound

they were unavoidable; and a resident having care is completed per

prassure sores receivas necessary treafgn:g: and | physician’s order and audit the

services to promate healing, prevent infection and _ e

prevent nev? sares from de%e?oplng. Weekly Skin Evatuation forms
. to verify wound measurements.

This REQUIREMENT is not met as evidenced
by:
Based on medical record raview, slaff interview,

Findings of audits t b t
and policy review, the facility failed to ensure gs of audits to be brough

necessary treatment and services to promote }or?};’\P Icfo" e}’a‘u‘]it’On and
healing were provided for 1 of 2 sample residents | urther educationa
(#31) with pressure ulcers. This failure resulted in opportunities.

harm for resident #31. The findings were; l

1. Review of the admission MDS assessment
dated 11/10/15 showed resident #31 had
diagnoses that included muscle wasting and
atrophy. Continued review showed the resident
raquired extensive assistance of 2 or mare
persens for bad moebliity, transfers and toilet use,
and was at risk for skin breakdown. Review of the
care plan for gkin integrity impaimment, not dated
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and printad on 2/3/16, showed the residant had g;”}:fef:‘mr "gi;‘l’;’a"lz“’ :ﬁfn €
| an open pressure wound on his/her Iett hes that ers cre gationof
taquired dally dressing change. ‘The following compliance.
cancarms were dentitiad: Preparation and/ar execution
a, Review OfWSB'le skin evaiuation shaets ofthis plan ofcorractian does
batween 12/2115 and 1/25/16 showed resident not constitute admission br
#31 had 38 3 centlmeter area that was "pink/beafy agreement by the provider of
rad” wilh serous (typically pale yallow and 8 y the p
transparent fluid) drainage that was nat staged on the fruth of the facts alleged pr
12/2MB, The wound was evaluated agaln on conclusion set forth in the
12184 5;;(1 desgribs;d as I:;n "GPB;“ bli?aler" };gd statement of deficlencies. The
measured 2 centimeters by 5 centimeters, There P
was no weekly documentation betwean 12/8/18 a‘;’g}; :" ggx:‘?(’:ﬁ P ;:p gr g
and 1/1/18, Tha 1/1/15 assessment showed the na ; sotey Deca
area was not staged, was "normal for skin", and it is required by the provisions
J-messured-3-centimeters by-3 cantimeters with- - 4. e Of federal.and state law,
gerpusanguinous (conteining or relating to both
blood and the liguid part of blood) drainage. The 226116~
1/5/16 assessment showad the area was a L.
[lef] hael biister” and remalned 3 centimeters by . 3//-2 /A
2 centimeters with no drainage. Review of the 1. How corrective action
112/16 and 1/20/18 asseasments showed the accomplished for the identifie
ares remained unchanged. Review of the 1/25/16 residents?
assessment showed the area was a !‘:‘;ltage 0
pressure ulcer and messured 3.5 centimeters by .
5 oentimetars by .3 centimeters. Resident #31 has been
b. Review of a physliclan's order dated discharged from the facility and
12/2/16 showed the rasldent was 10 ksep shoas no further corrective actions cap
off until laft heal blistar healad and optifoam was be taken.
to be applied daily until healed, Review of a
physiclan's order dated 12/23/15 showed the
facility wes to disvontinue the oplifoam to the leit
heet and loave the area apan o air,
&. Reviaw of a Physician Fax Qrdars Form
dated 1/1/16 showed the resident's "left heel
where previous blister from 12/2 has reopened.”
The phyelolan order partion was filed out with
treatment orders; however, thare was no nurse or
physiclan's slgnature on the decument
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d. Review of the traatmant administration < donts with the potential of] I
| record for January 2016 showed the residantwas | residents with the potential ¢ E
o receive optifaam to the ieft heel dally, however, being affected by the same i
the resident did nt receive the treatment on practice? \
1123116 or ‘11241;16. dated A25H8 "
@, Raview of a progress note date 5/ Ny :
and time 5:45 PM showed “dressing chg {sic] to The dD I\:SSD c;’ ‘g.'i‘.ce ha? de audi L
laft heel not completed on 1/23/16 or 1/24418, conducted a facility-wide aud l'
Wound blister now opened.” to verify that residents with -
f. Raview of s Nutrition Hydratlon Skin pressure ulcers are being treat d i
o 1
wo! (a] W M fatanm? ' , B
fillad bligter with clear fluld, Wound then phgs"m" S (?rde,r and those
detatiorated, presented as = stage Wl." orders contain nurse or |
physician signature. |
.u.%}g;ﬁerviaw.with the.DON and unlt.managgrona“.,w. e e e ke
16 at 11:35 AM confirmed thera were misse The DNS/Designee has i
assessments betwean 12/8/16 and 1/1/18, the conduéted a facihty~w1de audi 11
ordar dated 111116 was not signed by a nurss or Wy . a it | b
phyeician, and the wound deteriorated as a result to verify that residents with ;'
of missed irestments on 1/23/18 and 1/24/16. pressure ulcers have had weekly 1
2. Reviaw of the skin Intagrity poficy updated skin assessments with '
, Reviaw of the gkin Integrity poliey updated July t ) -
2014 showed "...7. Upon diecovery of newly measurerents completed :
Identiflad skin impairment (abrasian, bruise, bum 1
axcoriation, pressure sore, ragh, skin tear, -
surgloal wound, ete.), the LN {licensed nurse] ;
completes the following: Documents skin 3. Address what measures will bg l
impairment that Includes measurements of size, put in place to ensure deficient :
talor, presence of odar, exudates, and presence ractice will not recur :
of pain assoclated with the skin impalrment in praciice wit n : |
Nurse's Notes and on tha Weekly Wound . ,
Evaluation...Evaluates enviranment, mobllity The DNS/Designee has ‘
equc[irl,mteim' f\mﬁg?ng‘ anc‘idcu%?;ti‘ve ﬂb“ﬁy“ provided education to licensed
medlcations, and labs to Identify interventions to ! i ing:
promote healing/resolution of skin Impairment. ?urses a%d‘r:;smg the fo?lzwm >
Implements interventions and document on the . erity, assess, an
resldant's cara plan and Care Diractive...10. document the treatmet
Weekly Wound Rounds ara to be completed by a of the wound,
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\7 F 314100ntlnuad From page 5 F 314 ) On-goi s
team ooneisting of the DNS and Resldent Care . n-going evaluation t

Manager's (RCM's) designes. Arterial, Pressure,

| staslé, Vehois Ulceg, gignificairit gurgical ‘
wounds, and bume aré avalusted, measurad, and
documented on the wound gvaluation, This
gvaluation Includes pain associated with the
wound during wound care, If 8 wound condition
falls to Imprave after 2 weeks of treatment or the
condition of the wound deterloratas, the Physiclan
and Resident's Responsible party are notifed..."

obtain accurate weekly wound
measurements; and ‘

3. Education addressing
wound care has been provided
to licensed nurses.

How will the plan be monitor d
10 ensure the solutions are
sustained?

The DN$/Designee will condutt

S

days of TARS to verify wound
care is completed per
physician’s order and audit the
Weekly Skin Evaluation forms
to verify wound measurements

Findings of audits to be brough
to QAPI for evaluation and
further educational
opportunities.
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