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F 157 | 483.10(b)(11) NOTIFY OF CHANGES
88=J | {INJURY/DECLINE/ROOM, ETC)

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

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e){2); or a change in
resident 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
legal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff and physician
interviews, the facllity failed to notify the physician

The statements made on this plan of

F 157 correction are not an admission to and do

not constitute an agreement with the alleg'ed
deficiencies.

To remain In compliance with alt federal and
state regulations the facility has taken or will
‘take the actions set forth in this plan of
‘correction. The plan of correction constitutes
the facility’s allegation of compliance such
that all alleged deficiencies cited have been
or will be corrected by the dates indicated.

F 157
Corrective Action for Resident Affected:

For Resident # 2, discharged to the hospital
and deceased

Corrective Action for Resident Potentially
Affected:

All resident's have the potential to be
affected by the alleged deficient practice.

Al residents are potentially affected
by this practice. On 9/29/2011, the charge
nurses with the supervision of unit manager,
. MDS nurse and staff development
. coordinator assessed all current residents
for changes in conditions and the attending
physician was notified immediately of any
identified changes. 92 out of 92 residents
were assessed and 4 were noted to have
change in conditions. The attending
physicians were contacted by the staff
nurses and orders were received and
implemented, This included a 1. Resident

loose stools and received orders for

o

who was experiencing nausea, vomiting and -

!
CHGL AT iy oo owhk olow]'

Any/deficlency statement ending with/an asterisk (*) derotes a deficiency which the institution may be excused from correcting providing it is determined that
othgd safeguards provide sufficlent protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of carrection Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days follewing the date these documents are made avaitable to the facility. I deficiencies are cited, an approved plan of comection Is requisite to continued

program pardicipation.
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phenergan, immodium, clear liquid diet,
F 157 | Continued Frem page 1 F 157} intravenous fluids and rocephin. 2.
of a change in mental status of Resident #2 after Resident who complained of pain, and was
returning from the hospital with diagnoses of a medicated for pain and received orders for a
concussion and faceration to the forehead after a urine analysis and culture, 3. Resident who
fall. This was evident in 1 of 7 residents in the developed rash and received orders for
survey sample that had a change in stafus, hydrocartisone, benedryl, prevacid, to hoid
heparin, and foley catheter 4. resident who
Immediate jeopardy began on 7/30/11 when she was experiencing some hallucinations and
| returned to the facility from the hospital with received an order to be evaluated by
diagnoses of a concussion and taceration to the physician elder care on 9/30/2011. Order
forehead after she fell at the facility. The jeopardy obtained have been implemented by the
was removed on 9/30/11. The facility remains out staff nurses . These resident will remain on
of compliance at a scope and severtty level D (no the acute charting list and will be assessed -
ﬁ:t:na't;’:t”iz :’:’gthirﬁ‘:}:i’;if:@?;;;g;g;;’fg‘ggg’:{’;a' every shift for 72 hours after treatment has
monitoring of systems put In place and stopped, If ;mproygmen_t is not noted within
completion of employee training. Findings 24 hours the physician will be contacted by
ncluded: the statt nurse assigned 1o the resicent ror
) follow up instructions/orders. This
Resident #2 was readmitted to the facility on assessment includes t_he following: . .
6/17/11 with cumulative diagnoses which included o Observing for lacer ations; if
Late Effect CVA (cerebral vascutar accident) with present, clean and apply
teft sided Hemiplegia, Chronic Kidney Disease d!’y, sterile dressing. Note
(Stage IV} and Atrial Fibriliation. size, depth and amount of
hleeding or drainage.
Review of the quarterly MDS (minimum data o Observing for swelling and
set) assessment dated 6/30/11 revealed Resident discoloration; if present,
#2 was alert to person and time, able to make her chart size, site, amount
needs known and required extensive assistance and color,
from the staff for ADLs (activities of daily living). o Observing for convulsions;
chart time began,
Review of the Nurses' Notes (NN) dated 7/30/11 precipitating factors,
at 8:45 am revealed the resident was observed duration, vital signs and
on the floor with bleeding from a wound to the time ended. Also chart
forehead. A medical emergency service of 911 whether or not resident
was summoned and transferred the resident to had difficulty breathing.
the hospital. o Observing and inquire if
resident has headache or
Review of the NN dated 7/30/11 at 12:05 pm pain.
| {
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F 157 | Continued From page 2 F 157 o Observing for personaiity
changes.

completed by Nurse #1 revealed the resident
returned to the facility.

During a telephone interview on 09/30/11 at 7:45
am with Nurse #1, who admitted resident back
from ER [emergency room], she stated "
readmitted the resident but | do not remember
how she locked, [regarding her mental status} or
any other bruises than what | documented in my
notes, she looked tired." Nurse #1 stated
Resident #2 was sleeping the whole time when
she returnaed from the hospital. Her face had a
targe bump on her forghead, stitchas with no
dressing onit. The nurse stated "| thought it was
odd that she was sent back so scon after
sustaining a head injury. | know in the hospital
they gave her a dose of Tylenol #3, and | am not
sure if that had anything to do with her being
sleepy.” She continued " only work every other
weekend, so | really did not know this resident's
normal behavior or alertness.” Continued
interview with Nurse #1 indicated Resident #2 did
not follow commands upon return from the
hospital as she did prior to the fall. Nurse #1
indicated that, after her return from the ER, the
resident would respond by smiling. This nurse
indicated she did not feel it was necessary to
contact the physician because the resident had
just returned from the hospital, so Nurse #1
expected the resident to be tired.

Buring an interview with NA #5 on 9/30/11 at 3:15
pm, who worked Saturday (7/30/11), Sunday
(7131711} and Monday (8/1/11) during the day
shift and cared for Resident #2, she stated “she
{Resident #2) was very different when she came
back from the ER, she stayed in the bed and
slept more. Her appetite was poor. The

o Observing for alterations in
consciousness.
o Obsetving for incontinence.

o Observing

weakness.

for  sensory

o Observing for generalized

weakness.

o Observing
disorder.

for  speech

o Observing for gait, posture
or halance disorder.
o Ohserving for stiff neck.

o Observing
reflexes

for proper
(response to

painful stimuli).

o Observing for abdominal
spasm or pain,

o Observing for bleeding from
ears, nose, throat,

o Observing
pupils.

for  unequal

o Observing for dyspnea or
variations in respirations

{irregular).

o Observing for flushing or

cyanosis.

o Observing for pain.
o Observing for abduction,
adduction, shortening or

improper

extremities,

position  of

o Taking vital signs by the
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F 157 | Continued From page 3 F 157 nursing assistant

resident's family had to assist her and encourage
her to eat. She did not eat Sunday breakfast or
lunch, and | told the nurses.” {Nurse #1 on
Saturday and Sunday and Nurse # 5 on
Monday"). NA #5 indicated on intarview that the
decreased eating or needing assistance with
meals was unusual,

Review of NN dated 7/30/11 at 9:00 PM
completed by Nurse #2 revealed Resident #2 had
no signs and symptoms of acute distress or
shortness of breath. Resident #2 complained of
pain at 7:00 PM, an as needed pain medication,
Tylenol #3, was administered and was sffective,
She was resting in bed with respirations even and
unlabored. Vital signs at 6:00 PM were
documented as blocd pressure (BP) 138173,
pulse (P} 97, respirations (R} 19, and oxygen
saturation 92%.

During an interview on 9/30/11 at 2:55 PM with
Nurse #2, who worked 7/30/11 (3-11 PM) she
stated "she {Resident #2} appeared to be tired
and sleepy. She ate about 50% of her dinner, but
the NA informed me she had a poor appetite
even with a lot of encouragement, and her family
fed her. She was moaning about 8:30 pm, | think
because she had pain in her head. She took her
meds, but was unable to describe where the pain
actually was. She did shake her head to indicate
her head hurt. it was obvious there was
samething different about the way she acted and
responded, | just thought it was from the bump on
her head. | told the oncoming nurse (Nurse # 3)
about her behavior during report. | did the neuro
checks and documented them. | did not notice
any difference {in her vitals signs)." She indicated

Systemic Changes

On 9/29/2011 and 9/30/2011, all
staff nurses were in-serviced by staff
development coordinator, unit manager, the
nurse consuttant and the administrator how
to contact the physician and how to
document significant changes. 24 out of 30

¢ staff nurses have received this education

(see Aftachment A) The exact in-service
content is as foilows:
Credible Allegation In-service
o After all resident falls, injuries or
changes in physical or mental
function, the charge nurse will
monitor the following every shift
for 72 hours:

o Observe for lacerations; if
present, clean and apply
dry, sterile dressing. Note
size, depth and amount of
bleeding or drainage.

o Observe for swelling and
discoloration; [f present;
chart size, site, amount
and color.

o Observe for convulsions;

chart time began,
precipitating factors,
duration, vital signs and
time ended. Alsc chart
whether or not resident
had difficulty breathing.

o Observe and inquire if
resident has headache or
pain. E
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o Observe for personality
F 157 | Continued From page 4 F 157 changes. _ .
even though she had a poor appetite, needed o Observe for alterations in
consciousness.

encouragement from her family to eat,
complained of discomfort that she was unabie to
describe and siept a lot during the shift,] "I did
not think it was necessary te call the doctor.”

During an interview with NA #3 on 09/30/11 at
3:10 pny; who worked with Resident #2 on
Saturday and Sunday; 3:00pm-11:00 pm shift. NA
#3 stated "the resident did not eat and | tried to
encourage her to eat. She slept a ot and she was
more sedated than usual. Before she went to the
hospital she was usually out of bad in her
wheelchair and ate her meals in the dinning

room. | old the Nurse (Nurse # 8), that she was
sleeping more and not as hungry or eating like
she usually did."

During an interview with NA #4 on 09/30/11 at
3:12 pm who also worked on Saturday and
Sunday from 3:00 pm-11:00 pm NA #4 stated
"The resident was very sleepy and did not
respond to me like she did before she fell. Usually
she would smile at me and assisted me when it
was time to change her clothes. That weekend
she did not assist with any of her care. 1told the
Nurse (Nurse #6) and she told me she had a
head injury and was taking pain medication, it
was fo be expected.”

Review of NN dated 7/31/11 at 2:32 am
completed by Nurse #3 revealed Resident #2 was
easlly aroused but did not follow commands: she
was sleepy. She moaned and groaned when she
was moved or was encouraged taking fiuids or
waking up. She did not answer the nurse's
questions because she was oo sedated. Nurse
#3 gave the resident pain medications per PRN

o Observe for incontinence.
o Observe for sensory

weakness.

o Observe for generalized
weakness.

o Observe for speech
disorder.

o Observe for gait, posture or
balance disorder.

o Observe for stiff neck.

o Observe for proper reflexes
(response  to  painful
stimuli).

o Take vitai slgns and include

temperature.

o Observe for abdominal
spasm or pain.

o Observe for bleeding from
ears, nose, throat,

o Observe for unequai pupils.

o Observe for dyspnea or
variations in respirations
{irregular).

o Observe for flushing or
cyanosis.

o Observe for pain.

o Observe for abduction,
adduction, shortening or
improper  position  of
extremities.
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* Have someone stay with the
F 157 | Continued From page 5 F 15, resident while the nurse is calling
{when necessary) order due to moaning and the attendn:‘g phys_u.‘.lanr,‘ Ig
crying out. The nurse eontinued to monitor the necessary. The physrmar_) s ou
resident. Her vital signs at 6:00 am were; T b? called promptly (}NIthln 15
(temperature) 98.7, P109, R 16 BP 124/70. minutes) after completion of an
assessment that determines that a
Review of NN dated 7/31/11 at 5:00 am change of condition as outiined
completed by Nurse #3 revealed Resident #2 in above has occurred. The phone
bed resting quietly. NAD (no acute distress) humbers for the physicians are in |
noted. She was easily aroused but drowsy, and the rolodexes located at each
did not follow commands because she was too nurses station. The physician
sedated. She was not moaning and crying out as should be called for any change of
much as before the pain medication was condition as outlined above 24
administered. Resident #2 would not squeeze the hours a day and 7 days a week.
nurse's hands when asked but she had some This process does not change due
strength in upper extremities as evident by pulling to time or day of the week.
arms back when "we were trying to get her vital o If you are unable fo reach the
signs. No apparent distress noted from previous attending physician or the
fall. Will con't (continue) t6 monitor." Vital signs physician on call, call the RN on
were T97.4, R16, P 108, BP 139/84. call within 30 minutes of
During an inferview with Nurse #3 on 9/30/11 at ?;r"ftt?:tﬁ:? i;g?m'ft'i';'sg Tﬂ';yﬁﬁ'ﬂﬂ
9:32 am she indicated she (Resident #2) slept cali phone number is 1-919-820-
most of the shift. Pain medication was 3214
administered. She stated “she (Resident #2) ’
would not respond, and | was not sure how far + This assessment should be
out of “norm" that was for her, anytime | cared for documented in the nursing notes.
her she usually slept the whole time. | did the * The nurse will note any concerns or
neuro checks, I think they were done every 2 changes noted by other staff or
hours, from what | was told by the NAs she was family
usually coherent at fimes and was able to follow + Additionally, neurological
commands and express her needs.” Nurse #3 assessments should be
continued "this was the first time | cared for her completed any time there is an
when she required medication. She did moan and physician order, when a fall
cry out at imes and made facial grimacing; it causes an impact to the head,
appeared fo me (nurse) that she was in pain. Ths when there is an un-witnessed fall
resident was hard too arouse, | thought it was or any other time the nurses
from medication." deems necessary. The nurse
should document using the form
for neurclogical checks.
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F 1567 } Continued Frorn page 6

Review of NN dated 7/31/11 at 10:34 am
completed by Nurse #1 revealed that Resident #2
was resting in bed and appeared disoriented. Her
spesch was somewhat clear with rambling
comments. Pt (patient) will hold the nurss's hand
when asked but when asked to squeeze the
nurse's hand; Resident #2 would “pet” the
nurse's hand. Pt. ate approximately 25% of am
meal. Her vital signs 128/68, 02, 18, 98.3.

Review of NN dated 7/31/41 at 2:35 pm
completed by Nurse #1 revealed the neuro
checks continued and she {Resident #2) would
respond to verbal stimuli by opening her eyes and
attempted fo verbally respond. She continued to
ramble "row, row, row ", She did not eat her
funch even with the staff's encouragement.

During a telephone interview with Nurse #1
09/30/11 at 7:45 am revealed Resident #2 was
very sleepy and stated her family member kept
trying to wake her up and get her to drink and eat.
Nurse #1 stated "l just thought it was because
she had been through a fot from the fall. | did not
think it was necessary to notify the doctor. 1
continued the neuro checks like ordered. Her vital
signs were okay, | did not realize her pulse was
elevaled since her return from the hospital. "

Interview with Nurse #3 (who worked on 7/34/11
from 11:00 pm to 7:00 am and 08/01/11 from
11.00 pm to 7:00 am) on 9/30/11 at 9:32 am
revealed "l did not continue to do the neuro
checks on Sunday evening. | was told in report by
the reporting nurse (Nurse #8) that it was no
longer necessary.” Nurse #3 concluded the
interview by stating "All my documentation was
from the resident's reactions on Saturday and

r457| Neurological checks should be
completed every hour times 4
hours and then every shift for a
total of 48 hours. A neurological

assessments includes the
following:
o Date and time the
assessment was
completed

o Level of Consciousness: Is
resident alert, drowsy,
stuporous or comatose

o Pupil response: Is the
resident’s pupil equal and
reactive f{o light. Also
document the pupil
response in each eye as
either brisk, sluggish, non-
reactive, pinpoint, dilated
or fixed,

o Motor functions: Document
the hand grasp as either
equal, the right greater
than left, left greater than
right, if the resident is
unable to participate or if
hand grasp is absent,
Also document whether
the resident is able to to
move all extremities. If
unable to move all
extremities then document
which extremities they are
able to move. Complete
this for the right arm, left
arm, right leg and ieft leg,
checking all that apply. If
the resident is unable to
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. follow commands or if
F 157 | Continued From page 7 F 167 they are absent any
Sunday at night, I usually only saw her when she extremities indicate that as
was sleeping. Al her vital signs seemed normai; | weill.

did not realize her pulse rate was fast. | spcke
with the NAs and they said she was not acting
like she usually did. | am not sure what her
bassline was. She had a head injury, | expected
her to be groggy from head injury. | did not notify
the doctor, but told the oncoming nurse of her
condition.”

During an interview at 7:07 am 09/30/11 with
Nurse #5 who cared for resident on 08/01/11 7:00
am -3:00 pm, she stated "the resident was not
acting herself, i told the DON (Director of
Nursing) and thought she (the DON) was going to
speak to the doctor, She revealed the resident
was lethargic and not really herself, she did not
want to drink or eat and refused her breakfast
and lunch, She (Nurse #5) stated "} should have
put more information in my nursing nofe about
her change in condition; 1 thought the DON was
going to contact the doctor after | spoke to her

| that morning. ™

Review of the NN dated 8/1/11 completed by
Nurse #4 revealed the resident was found at 7:00
pm whife the nurse was making rounds to be
unresponsive and wheezing. The nurse applied
oxygen and tried to suction the resident. She
contacted the doctor and sent her to the ER for
evaiuation.

During a telephone interview with Nurse #4 on
8/30/11 at 5:20 pm (worked 3:00 pm -11:00pm on
8/1/11 and sent Resident #2 {o ER) she stated
“she was not familiar with this resident.” She
indicated Resident #2 seemed to be doing ok,
when she initially saw her at 4:00 pm, she was

o Pain response: Document if
the resident has an
appropriate pain response,

inappropriate pain
response or no pain
response.

o Vital Signs: Document
blood pressure, puise,
respirations and
temperature

o Observations: Document
any additional
observations such as
seizure, headache,

vomiting or paralysis
o 8Sign you name in the hox
indicated on the form.
¢ Complete an incident, accident or
risk management report per
facility policy.
» Notify resident’s responsible party.
« If a new order is received by the
physician then the order should
be documented by the nurse who
received the order on the
telephone order sheet. Then the
order should be transcribed to
medication administration record
or treatment administration record
as appropriate depending on the
type of order. Other non-
medicationftreatment orders
should be initiated based on order
type. This transcription should be
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alert, she was tafking incoherently like a mumble.
According to the NAs she was not acting like she
did before she fell. Nurse #4 indicated during her
medication pass at about 7.00 pm, she could
hear Residant #2 wheezing from her room door.
She went and got 02, and put It on the resident.
She stated "l was concemed that she was fed
dinner that evening by her family. My thought was
that she could have aspirated.” She continued
she called the doctor and the resident was sent to
the hospital,

Resident #2 was sent to the ER on 8/1/11 for
evaluation of unresponsivensss.

Review of the Hospital Records for freatment of
unresponsiveness dated 08/02/11 read: Chief
complaint: unresponsiveness, "Admitted for
altered mental status. She underwent an x-ray
confirming focal lingular infiltrates and a urinalysis
showing evidence of a urinary tract infection.”

" | Resident #2 expired on 8/6/11 in the hospital.

Interview with the Administrator on 09/29/11 at
3:45 pm revealed her expectation of the nursing
staff was that when a resident was readmitted
from the hospital; the nurse would complete a
head to toe assessment of the resident and also
if necessary start neuro checks to be done per
faclity policy for 48 hours. Most importantly, the
nurse or staif are to notify the physician, the on
call nurse, DON or myself if they have any
concems about the residents status and Jor
orders. The neuro checks were stopped on
Sunday evening. The facility policy Is that the
neuro checks are done for 48 hours and changes
were {o be reported to the doctor and the

nurse is to compiete a chart check
every night where every chart is
reviewed for new orders. If new
orders {(within the last 24 hours)
are identified the night shift nurse
is to verify that the order was
transcribed appropriately to the
medication/treatment record or
implemented appropriately. If a
problem or concern is identified
then the night shift nurse must
notify the Director of Nursing that
morning by either phone or note
placed in the Director of Nursing’s
box at the nursing station.
¢ Any concerns identified by this
audit will be corrected or
addressed by the Director of
Nursing and will be reviewed
weekly at the Quality Assurance
-———Committee -Meeting - describe in
this document.

An in service on 9-30-2011 has been
provided to the Nursing Assistants by the
- Staff Development Coordinator, Nurse
Consultant, Nurse manager and MDS
Coordinator to report any changes to the
resident to the nurse on the unit as soon as
identified (see atfachment B). The staff
development coordinator will ensure that
any nursing assistant who does not
complete the in-service training by
9/30/2011 will not be altowed to work until
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supervisor.”

During an interview with Administrator on
09/30/11 at 6:10 am revealed it was her
understanding that the physician was not nofified
of any changes because she was told by the
DON that Resident #2 was assessed by the
admitting nurse fo be at her bassline for
mentation when she returned from the hospital.
After reviewing the records, there was no
indication of that assessment or documentation
and she would have expected the staff to have
notified the doctor of the change in Resident #2's
mental status changes or changes in her
behavior,

During an interview with the director of nursing
(DONj} on 09/28/11 at 9:04 am the DON stated "
was made aware during the Monday morning
mesting (administrative staff meeting) that the
resident had a head injury and went to the
hospital and got stitthes and was returned to the
facility onthe same day.” The DON stated "It is
actually the nurse who admitted the resident from
the hospital who is responsible to assess the
resident, transcribe the orders from the hospital
to the appropriate places in the chart and notify
the physician the resident had returned to the
facility. That nurse is also responsible to make
sure she informs the on-call nurse if she had any
concerns about the resident’s condition or orders
the resident returned from the hospital with, so
the on-call nurse can clarify these things and
contact lhe physician if necessary. She further
indfcated it was ulfimately the DON's
responsibility fo make sure changes in resident
condition were reflected in the chart, to make
sure the orders were clear and all staff was aware
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Continued From page 9 F157  the training is completed. 32 out of 69 have

completed this fraining. This in-service was
incorporated into the new employee facility
orientation.

This information has been integrated into the
standard orientation training and in the
required in-service refresher courses for all
employees and will be reviewed by the
Quality Assurance Process to verify that the
change has been sustained.

Quality Assurance

A quality assurance monitor will be
completed five times a week for two weeks
by the Administrator or Director of Nursing
and then will continue weekly for three
months and then monthly untit resolved by
the Quality Assurance Committee. Reports

-—of the_MD_notification audit-will-be-given by -
the director of nursing to the weekly Quality
of Life- QA comimittee and corrective action
initiated as appropriate. The Quality of Life
committee consists of the Director of
Nursing, Administrator, Staff Development
Coordinator, Dietary Manager, Wound
Nurse, Minimal Data Assessments Nurse
and Support Nurse and Health Information
Management and meets weekly.

This monitor will include reviewing all
residents who went to the emergency room
or hospital charts to ensure that the
physician was notified of any changes in
condition when they were first documented
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of any changes or naw needs of the resident and
contact the physician to inform him of any
changes. The nurses were also to notify the
physician if they feel there were any changes in
the resident's condition. She stated "as |
reviewed the char after the resident was sent fo
the hospital on Monday, there was no
assessment of the resident when she retumed
from the hospital and there was a change in
resident, but the staff did not nefify the doctor.”
She continued "the assessment should have
been written, so we (the nurses) had a picture of
what the resident was like when she retumed
from the hospital. According to the NN she was
definitely acting differently from before she went
to the hospital. The nurses should have called the
doctor or the on-call nurse if they had a question
or concern. No one told me they had a concern
about her behavior or mentaf status changes until
after she went to the hospital."

staff notified the medical

attachment C).

by staff, if the physician responded and if the

director and RN on

call if needed. This review will be completed
on 100 % of residents who go to the
emergency room or hospital (see

During an interview with UM #2 at 8:48 am on
09/29/11, UM #2 indicated her responsibilities as
a unit manager was to help the nurses, she
reviewed the charts whenever there was an
admission, re-admission or new orders to make
sure all the orders were clarified. The chart
{referring to resident #2) was reviewed during the
critical care meeting on Monday (8/1/41} morming
after the DON had reviewed the chart first. She
stated "the DON usually looks through the charls
to make sure everything was in place; like orders,
referrals, treatments and physician notifications,
As they reviewed the chart in the critical care
meeting they realized the neuro checks were not
completed properly and the orders for the head
faceration were not clear or transciibed to the
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TAR (Treatment Administration Record}, there
was no assessment of the resident's change in
status from the nurses and the doctor was never
notified.”

Interview with the Physician on 09/30/11 at 11:45
am revealed he was unaware Resident #2 had a
fall or was returned back to the facility. He stated
"the staff should have contacted me if there was
a change in the resident's condition (example:
change in vital signs, pain, sleepiness, lethargy,
poor appelite, difficult fo arouss, anything that
was different from her baseline behavior). They
(the nurses) received discharge
ordersfinstructions from the hospitat and they
stated to contact the physician immediately if
there was a change. She was diagnosed with a
concussion; | would have expected them to cail
me."

The Administrator was notified of the Immediate
Jeopardy on 9/29/11 a1 12:45 pm.

The facility presented a credible allegation of
compliance on 9/30/11 at 3:41 pm which
included:

"Resident # 2 was discharged to the hospital an
8M1/2011. On 7/3012011, she sustained a falf and
was treated at the emergency room. She
returned to the facility on 7/30/2011 with orders
for the staff nurses to complete neurologicat
checks per facility protocol for 48 hours and a
diagnosis of concussion. On 8/1/2011 at 8:30
PM, she was noted to have respiratory distress
and was sent to (name of hospital)
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where she was admitted and later died from
aspiration pneumonia.

On 8/11/2011 in-service training was completed
by the Director of Nursing and staff development.
Al staff nurses attended this in-service. The
exact in-service included:

"In-service 8-9-11

Neurochecks are done as ordered. if you have a
resident with a head injury there must be done
using the flow sheet that is attached. Any
changes in neuro status, the MD, must be
notified. Checks are q 15 mins x1 hour, 430 mins
% 1 hour g hour x 4 hours, g4 hour x 24 hours.
When orders are received, the nurse transcribing
should initial and date on the MAR. if received at
the end of month, it should be transcribed on new
month MARS's as well.

Weekly charting and vital signs is to be done on
every resident. :

Documentation Is to be done on any change in
condition, medication, or education, This is to be

condition, or medication that is reported, should
be written on 24 hour acute charting sheet as
well.

Third checks should be completed on all orders.
Falls witnessed and unwitnessed, neuro checks
must be done. Any change in mental status must
be followed up with Physician and RP Notified.
Family R/P must be notified on all incidents.
Medication changes or change in condition
When notifying the residents RP, you are to only
use the facility phone. Cell Phone use during
work hours is prohibited. (Please refer to policy).
Nurses are to do walking rounds with your report
sheet and if there is an incident or if it is reported
to the oncoming nurse, it must be placed on the
24 hour report sheet. Documentation must be

| done prior_to leaving your shift.Any change of - — -} -

F 157
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done in the residents chart, "

All residents are potentially affected by this
practice. On 9/29/2011, the charge nurses with
the supervision of unit manager, MDS nurse and
staff development coordinator assessed all
current residents for changes in conditions and
the aitending physician was notified immediately
of any identified changes. 92 out of 92 residents
were assessed and 4 were noted to have change
in conditions. The attending physicians were
contacted by the staff nurses and orders were
received and implemented. This included a 1.
Resident who was experiencing nausea, vomniting
and loose stools and recsived orders for
phenergan, immodium, clear liquid diet,
intravenous fluids and rocephin. 2. Resident
who ¢omplained of pain and received orders for a
urine analysis and culture, 3. Resident who
developed rash and received orders for
hydrocortisone, benedryl, prevacid, to hold
heparin, and foley catheter 4. resident who was

experiencing some hallucinations and received -

an order to be evaluated by physiclan elder care
on 9/30/2011. Order obtained have been
fmplemented by the staff nurses. These resident
will remain on the acute charting list and will be
assessed every shift for 72 hours after treatment
has stopped. I improvement is not noted within
24 hours the physician will be contacted by the
staff nurse assigned to the resident for follow up
instructions/orders. This assessment includes
the following:

Cbserving for lacerations; if present, clean and
apply dry, sterile dressing. Note size, depth and
amount of bleeding or drainage.

Observing for swelling and discoloration; if
present, chart size, site, amount and color.
Observing for convulsions; chart fime began,
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precipitating factors, duration, vital signs and time
ended. Also chart whether or not resident had
difficulty breathing.

Observing and inguire if resident has headache
or pain.

Observing for personality changes.

Observing for alterations in consciousness.
Observing for incontinence.

Observing for sensory weakness.

Observing for generalized weakness.
Observing for speech disorder.

Observing for gait, posture or balance disorder.
Observing for stiff neck.

Observing for proper reflexes {response to painful
stimuli).

Observing for abdominal spasm or pain.
Observing for bleeding from ears, nose, throat.
Observing for unequal pupils.

Observing for dyspnea or variations in
tespirations (irregular).

Observing for flushing or cyanosis.

F 157

Observing for pain. -

Observing for abduction, adduction, shortening or
improper position of extremities.
Taking vital signs by the nursing assistant

On 8/29/2011 and 9/30/2011, all staff nurses
were in-serviced by staff development
coordinator, unit manager, the nurse consuitant
and the administrator how to contact the
physician and how to document significant
changes. 24 out of 30 staff nurses have received
this education. The exact in-service content is as
follows:

Credible Allegation In-service

After all resident falls, injuries or changes in
physical or mental function, the charge nurse will
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monitor the following every shift for 72 hours:
Observe for lacerations; if present, clean and
apply dry, sterile dressing. Note size, depth and
arnount of bleeding or drainage.

Chserve for swelling and discoloration; if present,
chart size, site, amount and color.

Observe for convulsions; chart time began,
precipitating factors, duration, vitat signs and time
ended. Also chart whether or not resident had
difficulty breathing.

Observe and inquire if resident has headache or
pain.

Observe for personality changes.

Observe for alterations in consclousness.
Observe for incontinence,

Observe for sensory weakness.

Observe for generalized weakness.

Observe for speach disorder.

Observe for gait, posture or bafance disorder.
Observe for stiff neck.

Observe for proper reflexes (response to painful
stimuli),

Take vital signs and include temperature.
Observe for abdominal spasm or pain.

Observe for bleeding from ears, nose, throat.
Observe for unequal pupils.

Observe for dyspnea or variations in respirations
(irreguian),

Observe for flushing or cyanosis.

Observe for pain.

Observe for abduction, adduction, shortening or
improper position of extremities.

Have someone stay with the resident while the
nurse is calling the attending physician, if
necessary. The physician should be called
promply (within 15 minutes) after completion of
an assessment that determines that a change of
condition as outlined above has occurred. The

F 157
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phone numbers for the physicians are In the
rolodexes located at each nurses station. The
physician should bs calied for any change of
condition as outlined above 24 hours a day and 7
days a week. This process does not change due
to time or day of the week.

If you are unable to reach the attending physician
or the physician on call, call the RN on call within
30 minutes of contacting the primary physician for
further instructions. The RN on call phone
number is 1-919-820-3214,

This assessment should be documented in the
nursing notes.

The nurse will note any concerns or changes
noted by other staff or family

Additionally, neurological assessments should be
completed any time there is an physician order,
when a fall causes an impact to the head, when
there is an un-witnessed fall or any other fime the
nurses deems necessary, The nurse should
document using the form for neurologicat checks.

Neurological checks should be completed evary

hour times 4 hours and then every shift for a total
of 48 hours. A neurological assessments
includes the following:

Date and time the assessment was completed
Level of Consciousness: Is resident alert,
drowsy, stuporous or comatose

Pupii response: Is the resident's pupil equal and
reactive to light. Also document the pupil
response fn each eye as sither brisk, sluggish,
non-reactive, pinpoint, dilated or fixed.

Mator functions: Document the hand grasp as
either equal, the right greater than left, left greater
than right, if the resident is unable to participata
orif hand grasp is absent. Also document
whether the resident is able to to mave all
extremities. If unable to move all exiremities then
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F 167 | Continued From page 17

document which extremities they are able fo
move. Complete this for the right arm, left arm,
right leg and left leg, checking all that apply. If
the resident is unable to follow commands or if
they are absent any exiremities indicate that as
well.

Pain response: Document if the resident has an
appropriate pain response, inappropriate pain
fesponse or No pain respense.

Vital Signs: Document blood pressure, pulse,
respirations and temperature

Observations: Document any additional
observations such as seizure, headache,
vomiting or paralysis

Sign you name in the box indicated on the form,
Complete an incident, accident or risk
management report per facility policy.

Notify resident’s responsible party.

if a new order is received by the physician then
the order should be documented by the nurse
who received the order on the telephone order

F 157

sheet. Then the ordershould be transcribed to- -

medication administration record or treatment
administration record as appropriate depending
on the type of order. Cther
non-medication/treatment orders should be
initiated based on order type. This transcription
should be completed by the staff nurse receiving
the order. The 11-7 nurse is to complete a chart
check every night where avery chart is reviewed
for new orders. If new orders {within the last 24
hours) are identified the night shift nurse is to
verify that the order was transcribed appropriately
to the medicafion/treatment record or
implemented appropriately. If a problem or
concern is identified then the night shift nurse
must notify the Director of Nursing that morning
by either phone or note placed in the Director of
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_i.not be allewed to work until the training.is

Continued From page 18

Nursing's box at the nursing station.

Any concerns identified by this audit will be
corrected or addressed by the Director of Nursing
and will be reviewed weekly at the Quality
Assurance Committee Meeting describe in this
document.

The staff development coordinator will ensure
that any staff nurse who does not complete the
in-service training by 9/30/2011 will not be
allowed to work until the training is completed.
This in-service was incorporated info the new
empioyee facility orientation.

An in service on 8-30-2011 has been provided to
the Nursing Assistants by the Staff Development
Coordinator, Nurse Consultant, Nurse manager
and MDS Coordinator to report any changes to
the resident to the nurse on the unit as soon as
Identified. The staff development coordinator will
ensure that any nursing assistant who does not
compiete the in-service training by 9/30/2011 will

F 157

completed. 32 out of 69 have completed this
training. This in-service was incorporated into the
new employee facility orfentation.

A quality assurance monitor will be completed
five times a week for two weeks by the
Administrator or Director of Nursing and then will
continue weekly for three months and then
monthly until resolved by the Quality Assurance
Commiltee. Reports of the MD notification audit
will be given by the director of nursing to the
weekly Quality of Life- QA committee and
corrective action initiated as appropriate. The
Quality of Life committee consists of the Director
of Nursing, Administrator, Staff Development
Coordinator, Dietary Manager, Wound Nurse,
Minimal Data Assessments Nurse and Support
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Continued From page 19

Nurse and Health Information Management and
meets waekly,

This monitor will include reviewing all residents
who went to the emergency room or haspital
charts to ensure that the physician was notified of
any changes in condition when they were first
documented by staff, if the physician responded
and if the staff notified the medical director and
RN on call if needed. This review will be
completed on 100 % of residents who go to the
emergency room or hospital.

Completion Date: 9/30/2011

Validation of the credible allegation of compliance
was done on 09/30/11 from 3:58 pm to 5:15 pm.

Validation of the credible aflegation of compliance
was done on 09/30/11 from 3:58 pm to 5:15 pm.

Interviews with nurses and nursing assistants and
licensed nursing staff confirmed they had
recelved training on 09/30/11 on nursing

F 309
88=y

for assessment and whery whom to notify for
acute changes in resident condition.
Documentation of training, auditing and new
protocols was reviewed. ’

Immediate Jeopardy was removed on 09/30/2041
at6:38 pm.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must recaive 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 comprehensive assessment
and plan of care.

F 157

assessment, use of the new neuro check policy o

F 309

F 309 [0 /(9’1
Corrective Action for Resident Affected:
For Resident # 2 who was discharged to
the hospital and deceased.

Corrective Action for Resident Potentially
Affected:

All resident’s have the potential to
be affected by the alleged deficient practice.

i
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F 309 | Continued From page 20 F309| All residents are potentially affected by this

practice. On 9/29/2011, the charge nurses
with the supervision of unit manager, MDS
nurse and staff development coordinator

This REQUIREMENT is not met as evidenced assessed all current residents for changes in
by: conditions and the attending physician was
Based on record review, staff and physician notified immediately of any identified
interviews, the facility failed to identify a change in changes. 92 out of 92 residents were
mental status and notify the physician of one assessed and 4 were noted to have change
resident (Resident #2) when Resident #2 in conditions. The attending physicians
exhibited sleepy, lethargic and inappropriate were contacted by the staff nurses and
responses after returning from the hospital post orders were received and implemented.

fall which resulted in a concussion and a 3 This included a 1. resident who was

centimeter laceration fo the forehead. This was
svidentin 1 of 7 resldents in the survey sample
that had a change in status.

experiencing nausea, vomiting and loose
stools and received orders for phenergan,
immodium, clear liquid diet, iniravenous
fluids and rocephin 2. Resident who
complained of pain, and was medicated for
pain, and received orders for a urine
analysis and cuiture, 3. Resident who

Immediate feopardy began on 7/30/11 when she
returned to the facility from the hospital with
diagnoses of a concussion and laceration o the
forehead after she fell at the facility. The jeopardy

was removed on 9/30/11. The facility remains out developed rash and received orders for
—._ | of compliance at a scope and severity levelDfno 1 | hydrocortisone benedrylprevacid, to-hold - ———
actual harm with potential for more than minimal heparin, and foley catheter 4. resident who
harm that is not immediate jeopardy) to ensure was experiencing some hallucinations and
monitering of systems put in place and received an order to be evaluated by
completion of employee training. Findings physician elder care on 9/30/2011. Order
included: obtained have been implemented by the
staff nurses . These resident will remain on
Review of the Facility Policy for Neuro Checks for the acute charting Iist and wil be assessed
nursing dated 10/01/01 revealed the purpose of every shift for 72 hours after treatment has
the poficy is to assess the patient's condition and stopped. If improvement is not noted within
stability and te provide pertinent information fo the 24 hours the physician will be contact by the
physician. Observations should note the staff nurse assigned to the resident for
presence or absence of specific resident follow up instructionsforders. This
conditions. These specific conditions were not assessment includes the following:

identified in the policy.

Resident #2 was readmitted to the facility on
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F 309 | Continued From page 21 F 309 o Observing for lacerations; if
. . L present, clean and apply
6/17M1 1 with cumulative diagnoses which included i
- ; dry, sterile dressing. Note
Late Effect CVA (cerebral vascular accident) with .
. BVl o - size, depth and amount of
teft sided Hemiplegla, Chronic Kidney Disease bleeding or drainage
{Stage IV} and Atrial Fibrillation. ng ge.
o Observing for swelling and
Review of the quarteriy MDS (minimum data dlscolor_ation; . if present,
sef) assessment dated 6/30/11 revealed Resident chart size, site, amount
#2 was alert to person and time, able to make her and color. L
needs known and required extensive assistance o Observing f?" convulsions;
from the staff for ADLs (activities of daily living). chart time began,
precipitating factors,
Review of the Nurses' Notes (NN) dated 7/30711 duration, vital signs and
at 6:45 am revealed the resident was observed time ended. Also chart
on the fioor, positioned on her left side In front of whether or not resident
the wheelchair. A paot of bright red blocd was had difflculty breathing.
observed from a wound fo the forehead. This o Observing and inquire if
nurse's note indicated pressure and ice was resident has headache or
applied to stop the bleeding. A 3 centimeter (cm) pain.
open area was noted to the foreshead. Resident o Observing for personality
#2's vital signs were temperature at 98.7 degrees changes.
Fahrenheit, pulse rate at 54 beats per minute,
,,7ﬁmtlons_a§22meath&per msngteﬁandhiocdw - ~ & Obsewing for alterations in
pressure reading of 86/40. A medical emergency consciousness.
;s:wiceA :;f 9.t1t1 g}as hsum:‘u:ned and transferred o Observing for incontinence.
© fesident to the fospital. o Observing for  sensory
. weakness.
An interview on 9/29/11 at 6:30 am with nurse #7 . :
who responded to Resident #2 an 7/30/11 © Obserl\(nng for generalized
indicated he heard the nursing assistant (NA) call O!;V i l_wss. i h
for help. He locked at the nurses’ station and o Uhserving or Speec
saw Resident #2 on the floor, with her head disorder. .
facing down, and he saw red blood on the floor. o Observing for gait, posture
He appiied pressure and ice to her forehead. He or balance disorder.
stated she was moaning and "I explained to her o Observlng for stiff neck.
that she felf and hit her head.” The NA (nursing o Observing for proper
assistant) stayed with the resident and another ref_lexes . ("9‘5530"99 to
NA came and helped keep her still. He stated "I painful stimuli).
was surprised that she fell because she never o Observing for abdominal
spasm or pain. )
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o Observing for bleeding from
F 309 Continued From page 22 F 30 ears, nose, throat.
tried to get up or move out of her wheelchair." He o Observing  for  unequal
continued "the wheslchair was sitting upright pupils,

against the walt to the nurses' station and the
brakes were locked. 1 do not understand how she
fell. When she was lying on the floor she was
lying towards her left sids, which is her weak side
from her pravious stroke."

Review of the NN dated 7/30/11 at 12:05 pm
completed by Nurse #1 revealed the resident
refurned fo the facility.

Review of the Hospital Discharge
Ordersfinstructions revealed the resident
sustained a laceration on the forehead and a
concussion.

Review of NN dated 7/30/11 at 12:45 pm
completed by Nurse #1 revealed the resident was
asleep, Stitches intact, no active bleeding with
discoloration and swelling to the forehead,

o Observing for dyspnea or
variations in respirations
(irregular).

o Observing for flushing or
cyanosis.

o Observing for pain.

o Observing for abduction,
adduction, shortening or
improper  position  of
extremities.

o Taking vital signs by the
nursing assistant

Systemic Changes

On 9/29/2011 and 9/30/2011, all
staff nurses were In-serviced by staff
development coordinator, unit manager, the

Buring a telephone interview on 09/30/11 at 7:45
am with Nurse #1, who admitted resident back
from ER [emergency room], she stated |
readmitted the resident but | do not remember
how she looked, [regarding her mental status)] or
any other bruises than what 1 documented in my
notes, she looked tired." Nurse #1 stated
Resident #2 was sleeping the whole time when
she returned from the hospital. Her face had a
large bump on her forehead, stitches with no
dressing on it She indicated she reviewed the
short synopsis narrative discharge
ordersfinstructions from the ER. She stated "I did
not get a report [referring to a verbal report] from
the hospital, no one called to tell us she was
refurning.” The papers she (the resident) brought

to contact the physician and how to
document significant changes. 24 out of 30
staff nurses have received this education
(see attachment A). The exact in-service
content is as follows:
Credibie Allegation In-service
¢ After all resident falls, injuries or
changes in physical or mental
function, the charge nurse will
monitor the following every shift
for 72 hours:

o Observe for lacerations; if
present, clean and apply
dry, sterile dressing. Note
size, depth and amount of
bleeding or drainage.

———purse consultant and the -administrator-how - ——§
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F 309 | Continued From page 23 F 309 o Observe for swelling and

discoloration; if present,

back from the ER indicated what to look for with a . .
chart size, site, amount

concussion, how to clean the laceration, they

were very generic directions. | thought it was odd and color.
that she was sent back so soon after sustaining a o Observe for convulsions;
head injury. | know in the hospital they gave her a chart time began,
dose of Tylenol #3, and | am not sure if that had . precipitating factors,
anything to do with her being sleepy.” Nurse #1 duration, vital signs and
indicated the nursing assistant (NA) got her vital time ended. Also chart
signs, and after the unit manager came in "i whether or not resident
started to do the neuro checks.” | think | did had difficulty breathing.
them every 15 minutes for the first hour then o Observe and inquire if
every 30 minutes for the next 2 hours then every resident has headache or
hour for the rest of my shift. | documented on the pain.
neuro check sheet.” She continued "I only work o Observe for personality
every cther weekend, so | really did net know this changes.
residents narmaf behavior or alertngsg" o Observe for alterations in
Continued interview with Nurse #1 indicated consciousness.
Resident #2 d!d not followlcom.mands upon return o Observe for incontinence.
from the hospital as she did prior to the fall, o Observe for Senso
Nurse #1 indicated that, after her return from the weakness y
ER, the resident would respond by smiling. Ob f liz
.} Nurse #1 indicated that she did not performa - o vuserye or _generalized....
body check or assessment on the resident when weakness.
she returned from the hospital. This nurse o Observe for speech
disorder.

Indicated she did not feef it was necessary to
contact the physician because the resident had
just returned from the hospital, so Nurse #1
expected the resident to be tired.

o Observe for gait, posture or
balance disorder,

o Observe for stiff neck.

o Observe for proper reflexes

During an interview with NA #5 on 9/30/11 at 3:15 (response to painful
pm, who worked Saturday (7/30/11), Sunday stimuli).

(7/31/11) and Monday (8/1/11) during the day o Take vital signs and include
shift and cared for Resident #2, she stated “she temperature.

{Resident #2} was very different when she came o Observe for abdominal
back from the ER, she stayed in the bed and spasm or pain,

slept more. Her appetite was poor. The o Observe for bleeding from
resident's family had to assist her and encourage ears, nose, throat,

her to eat. She did not eat Sunday breakfast or o Observe for unequal pupils.
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F 308 | Continued From page 24 . F 309
lunch, and  told the nurses.” (Nurse #1 on

Saturday and Sunday and Nurse # 5 on Monday
"). NA #5 indicated on interview that the
decreased gating or needing assistance with
meals was unusual,

Review of NN dated 7/30/11 at 9:00 P
completed by Nurse #2 revealed Resident #2 had
no signs and symptoms of acute distress or
shortress of breath. Resident #2 complained of
pain at 7:00 PM, an as needed pain medication,
Tylenol #3, was administered and was effective.
She was resting in bed with respirations even and
unlabored. Neuro-checks continued. No falls
this far during shift. Vital signs at 6:00 PM were
documented as blood pressure (BP) 138/73,
puise (P) 97, respirations {R) 18, and oxygen
saturation 92%.

During an interview on 9/30/11 at 2:55 PM with

o Observe for dyspnea or
variations In respirations
(irregular).

o Observe for flushing or
cyanosis.

o Observe for pain,

o Observe for abduction,
adduction, shortening or
improper  position  of
extremities.

e Have someone stay with the

resident while the nurse is calling
the attending physician, if
necessary. The physician should
be called promptly {within 15
minutes} after completion of an
assessment that determines that a
change of condition has cccurred.

| Nurse #2 who-worked 7/30/44(3-11 PM)she—
stated "she (Resident #2)} appearad to be tired
and sleepy. She ate about 50% of her dinner, but
the NA informed me she had a poor appetite
even with a lot of encouragement, and her family
fed her. She was moaning about 8:30 pm, 1 think
because she had pain in her head. She took her
meds, but was unable {o describe where the pain
actually was. She did shake her head to indicate
her head hurt. It was obvious there was
something different about the way she acted and
responded, [ just thought it was from the bump on
her head. [ told the oncoming nurse (Nurse # 3)
about her behavior during report. | did the neuro
checks and documented them. | did not notice
any difference [in her vitals signs.” She indicated
even though she had a poor appefite, needed

o [f you are unable to reach the
attending  physician or the

The phone mumbers for the

physicians are in the rolodexes
located at each nurses station.

The physician should be called for

any change of condition as
outlined above 24 hours a day and
7 days a week. This process does

not change due to time or day of

the week,

physician on call, on call RN
within 30 minutes of contacting

the primary physician for further

instructions. The RN on call phone
number is 1-919-820-3214.
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+ This assessment should be
F 309 | Continued From page 25 F 309 documented in the nursing notes.

encouragement from her family to eat,
complained of discomfort that she was unable to
describe and slept a lot during the shift,] ! did
not think it was necessary to call the doctor, *

During an interview with NA #3 on 09/30/11 at
3:10 pm; who worked with Resident #2 on
Saturday and Sunday; 3:00pm-11:00 pm shift. NA
#3 stated "the resident did not eat and | tried to
encourage her o eat. She slept a lot and she was
more sedated than usual. Before she went to the
hospital she was usualiy out of bed in her
wheelchair and ate her meals in the dinning
room, | told the Nurse (Nurse # 8), that she was
sleeping more and not as hungry or eating like
she usually did."

During an interview with NA #4 on 09/30/11 at
3:12 pm who also worked on Saturday and
Sunday from 3:00 pm-11:00 pm NA #4 stated
"The resident was very sleepy and did not

¢ The nurse will note any concerns or
changes noted by other staff or
family.

o Additionally, neurological
assessments should be
completed any time there is an
physician order, when a fall
causes an impact to the head,
when there is an un-witnessed fall
or any other time the nurses
deems necessary. The' nurse
should document using the form
for neurologicai checks,
Neurological checks should be
completed every hour times 4
hours and then every shift for a
total of 48 hours. A neurological
assessments includes the
following:

o Date and time the

respond to me like she. did before she fell. Usually

she would smile at me and assisted me when it
was lime fo change her clothes, That weekend
she did not assist with any of her care. ! toid the
Nurse (Nurse #8) and she toid me she had a
head injury and was taking pain medication, it
was {0 be expacted.”

Review of NN dated 7/31/11 at 2:32 am
completed by Nurse #3 revealed Resident #2 was
easily aroused but did not follow commands; she
was sleepy. She moaned and groaned when she
was moved or was encouraged taking fluids or
waking up. She did not answer the nurse's
questions because she was too sedated. Eyes
PERRLA (puplls equal round and reactive to light,
accommodation). VS (vital signs) stable. Nurse

FORM CMS-2567{02-99) Previcus Versions Obsolete
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completed

o Level of Consciousness: Is
resident alert, drowsy,
stuporous or comatose

o Pupil response: Is the
resident’s pupi! equal and
reactive fo light. Also
document the pupil
response in each eye as
either brisk, sluggish, non-
reactive, pinpoint, dilated
or fixed.

o Motor functions: Document
the hand grasp as either
equal, the right greater
than left, left greater than
right, if the resident is

Page 26 of 43



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

PRINTED: 10/18/2014

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

({1} PROVIDER/SUPPLIER/CLIA
IDENTFICATION NUMBER:

FORM APPROVED

OMB NO. 0938-0391
{X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY

COMPLETED
A BUILDING

c
B.WING
09/30/2011

NAME OF PROVIDER OR SUPPLIER

LIBERTY COMMONS NSG & REH JOHN

STREET ADDRESS, CITY, STATE, ZIP CODE
2316 HIGHWAY 242 NORTH

BENSON, NC 27504

X4 10 SUMMARY STATEMENT OF DEFICIENCIES

iD

PROVIDER'S PLAN OF CORRECTION

*5)

from medication.”

#3 gave the resident pain medications per PRN
{when necessary} order due to moaning and
crying out. The nurse continued to monitor the
resident. Her vital signs at 6:00 am were: T
(temperature) 98.7, P10g, R 16 BP 124/70.

Review of NN dated 7/31/11 at 5:00 am
completed by Nurse #3 revealed Resident #2 in
bed resting quistly. NAD {no acute distress)
noted. She was easily aroused but drowsy, and
did not follow commands because she was too
sedated. She was not moaning and crying out as
miuch as before the pain medication was
administered. Resident #2 would not squeeze the
nurse's hands when asked but she had some
strength in upper exiremities as evident by pulling
arms back when “we were trying to get her vital
signs. No apparent distress noted from previous
fall. Will con't (continue) to monitor." Vital signs
were T 97.4, R 16, P 108, BP 139/84.

unable to participate or if
hand grasp is absent.
Also document whether
the resident is able to to
move all extremities. If
unable fo move all
exXtremities then document
which extremities they are
able to move. Complete
this for the right arm, left
arm, right leg and left leg,
checking all that apply, If
the resident is unable to
follow commands or if
they are absent any
extremities indicate that as
well.

o Pain response: Document if
tite resident has an
appropriate pain response,

PREEIX_| . (FACHDEEICIENCY MUST-BE PRECEDED BY-FULL— -—PREFIX (EACH CORRECTIVE ACTION SHOULD BE — 1 CoMPLETIGN |~
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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During an interview with Nurse #3 on 9/30/41 at
9:32 am she indicated she (Resident #2) slept
most of the shift. Pain medication was
administered. She stated "she (Resident #2)
would not respond, and ! was not sure how far
out of "norm"” that was for her, anytime | cared for
her she usually slept the whole time. | did the
neuro checks, I think they were done every 2
hours, from what | was told by the NAs she was
usually coherent at times and was able to follow
commands and express her needs." Nurse #3
continued "this was the first time | cared for her
when she required medication. She did moan and
cry out at times and made faciat grimacing; it
appeared to me (nurse) that she was in pain. The
resident was hard too arouse, | thought it was

inappropriate pain
response or no pain
response.

o Vital Signs: Document
blood pressure, pulse,
respirations and
temperature

o Observations: Document
any additional
ohservations such as
seizure, headache,

vomiting or paralysis
o Sign you name [n the box
indicated on the form.
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Review of NN dated 7/31/11 at 10:34 am
completed by Nurse #1 revealed that Resident #2
was resting in bed and appeared disoriented. Her
speech was somewhat clear with rambling
comments. Pt (patient) will hold the nurse's hand
when asked but when asked to squeeze the
nurse's hand; Resident #2 would "pet" the
nurse's hand. Pt. ate approximately 25% of am
meal, Her vital signs 128/68, 92, 18, 98.3.

Review of NN dated 7/31/11 at 2:35 pm
completed by Nurse #1 revealed the neuro
checks continued and she {Resident #2) would
respond to verbal stimuli by opening her eyes and
attempted to verbally respond. She continued to
ramble "row, row, row ". She did not eat her
lunch even with the staff's encouragement.

During a telephone interview with Nurse #1
09/30/11 at 7:45 am revealed Resident #2 was

facility policy.

¢ Notify resident’s responsible party.
¢ If a new order is received by the

physician then the order should
be documented by the nurse who
received the order on the
telephone order sheet. Then the
order should be transcribed to
medication administration record
or treatment administration record
as appropriate depending on the
type of order, Other non-
medication/freatment orders
should be initiated based on order
type. This transcription should be
completed by the staff nurse
receiving the order. The 11-7
nurse is to complete a chart check
every night where every chart is
reviewed for new orders. If new

very sleepy-and stated her-family-member-kept

trying to wake her up and get her fo drink and eat.
Nurse #1 stated "l just thought it was because
she had been through a lot from the fall. 1 did net
think it was necessary to notify the doctor. |
continued the neuro checks like ordered. Her vital
signs were okay, | did not realize her pulse was
elevated since her refurn from the hospital, "

Buring an interview with NA #6 on 09/30/11 at
3:30 pm {who was familiar with Resident #2)
indicated Resident #2 was able to independently
feed herself meals in the dining room (before the
fall).

Interview with Nurse #3 (who worked on 7/31/11
from 11:00 pim to 7:00 am and 08/01/11 from

orders {within the last 24 hours)
are Ildentified the night shift nurse
is to verify that the order was
transcribed appropriately to the
medication/treatment record or
implemented appropriately. i a
problem or concern is identified
then the night shift nurse must
notify the Director of Nursing that
morning by either phone or note
placed in the Director of Nursing’s
hox at the nursing station.
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11:00 pm to 7:00 am) on 9/30/11 at 3:32 am
revealed "l did not continue to do e neuro
checks on Sunday evening. | was told in report by
the reporting nurse (Nurse #8) that it was no
longer necessary. " Nurse #3 concluded the
interview by stating "All my documentation was
from the resident's reactions on Saturday and
Sunday at night, ! usually enly saw her when she
was steeping. All her vital signs seemed normal; |
did not realize her pulse rate was fast. | spoke
with the NAs and they said she was not acting
like she usually did. | am not sure what her
baseline was. She had a head injury, | expected
her to be groggy from head injury. | did not nofify
the doctor, but told the oncoming nurse of her
condition. ”

During an interview at 7:07 am 09/30/11 with
Nurse #5 who cared for resident on 08/01/11 7.00
am -3:00 pm, she stated "the resident was not
acting herself; | {old the DON (Director of

speak to the doctor. She revealed the resident
was lethargic and not really herself, she did not
want to drink or eat and refused her breakfast
and lunch. She (Nurse #5) stated "l should have
put more information in my nursing note abaout
her change in condition; 1 thought the DON was
going {o contact the doctor after | spoke to her
that morning. "

Review of the NN dated 8/1/11 completed by
Nurse #4 revealed the resident was found at 7:00
pm while the ntirse was making rounds to be
unresponsive and wheezing. The nurse applied
oxygen and tried to suction the resident. She
contacted the doctor and sent her to the ER for
evaluation.
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¢ Any concerns identified by this
F 309 Continued From page 28 F 309 audit will be corrected or

addressed by the Director of
Nursing and will be reviewed
weekly at the Quality Assurance
Committee Meeting describe in
this document.

s The staff development coordinator
will ensure that any staff nurse who
does not compiete the in-service
training by 9/30/2011 will not be
allowed to work until the training is
completed. This in-service was
incorporated info the new employee
facility orientation.

« Anin service on 9-30-2011 has
been provided to the Nursing
Assistants by the Staff Development
Coordinator, Nurse Constiltant,
Nurse Manager and MDS
Coordinator to report any changes
to the resident to the nurse on the
upnit as soon as identifled. Thestaff . |

Nursing)-and-thought she-{the-DON} was-goingto——

development coordinator will ensure
that any nursing assistant who does
not complete the in-service training
by 9/30/2011 will not be allowed to
work until the training is completed.
32 out of 69 have had this training
(See Attachment B). This in-service
was incorporated into the new
employee facility orientation.

This information has been integrated info the
standard orientation fraining and in the
required in-service refresher courses for all
employees and will be reviewed by the
Quality Assurance Process to verify that the
change has been sustained.
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During a telephone interview with Nurse #4 on
9/30/11 at 5:20 pm {worked 3:00 pm -11:00pm on
81111 and sent Resident #2 to ER) she stated
"she was not familiar with this resident. " She
indicated Resident #2 seemed {o be doing ok,
when she initially saw her at 4:00 pm, she was
alert, she was taiking incoherently like a mumble.
According to the NAs she was not acting like she
did before she fell. Nurse #4 indicated during her
medication pass at about 7:00 pm, she could
hear Resident #2 wheezing from her room daor.
She went and got 02, and pu it on the resident.
She stated "I was concerned that she was fed
dinner that evening by her family. My thought was
that she could have aspirated. " She continued
she called the doctor and the resident was sent to
the hospital.

There were no completed neuro Check sheets for
review for Resident #2.
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Quality Assurance
A quality assurance monitor will be
completed five times a week for two weeks
by the Administrator or Director of Nursing
then will continue weekly for three months
and then monthly until resolved by the
Quality Assurance Committee.  Reports of
the this audit will be given by the director of
nursing to the weekly Quality of Life- QA
commitiee and corrective action initiated as
appropriate. The Quality of Life committee
consists of the Director of Nursing,
Administrator, Staff Development
Coordinator, Dietary Manager, Wound
Nurse, Minimal Data Assessments Nurse
and Support Nurse and Health Information
Management and meets weekly.

This monitor will include reviewing
the charts (nursing notes, neurological
assessment forms, physician orders, and
necessary documents to verify

Resident #2 was sent to the ER on 8M1/11 for
evaluation of unresponsiveness.

Review of the Hospital Records for {reatment of
unresponsiveness dated 08/02/11 read: Chief
complaint; unresponsiveness. "Admitted for
alterad mental status, The patient sustained a fall
last Saturday (07/30/11), after which she was
assessed, underwent a CT scan, which tumed
out fo be negative. She was sent back to the
facility awake, alert and orisnted; however today
{Monday} she was found to be unresponsive,
where she is tachycardic. She was found fo be in
moderate respiratory distress, she underwent an
x-ray confirming focal lingular infiltrates and a
urinalysis showing evidence of a urinary fract

FORM CMS-2567{02-99) Previcus Versions Obsolste Event 1D:MOX611

implementation of physician orders} and
ohservation of 10 residents who have
experienced an acute episode since the last
review. If 10 residents have not
experienced an acufe episode since the last
review then any residents who meet this
criteria will be reviewed. The review wili
check to ensure that the staff nurses
appropriately assessed and responded fo
changes in conditions. This will include
identifying changes of conditions, contacting
the physician and RN on call if needed,
properly implementing and transcribing
physician orders and completion of
neurological assessment as defined by in-
service training outlined above (see
attachment D). —
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infection, "

Raview of Consultation for Mental Status
Changes completed on 8/2/11 read: "she fell off
the wheelchair and suffered a aceration cn the
forehead. BDischarged but not doing well. She
was poorly responding, she barely opened her
eyes on verbal commands. She was brought into
the hospital for history of mental status changes.

Resident #2 expired on 8/6/11 in the hospital.

interview with the DON (director of Nursing) on
09/29M1 at 3:30 pm, She stated "we (the
adminisirative staff) are unable to locate the
neuro check sheet used for this resident, this
chart has been reviewed by a lot of people, we
are checking fo make sure it was not left with one
of the consultants who reviewed the chart. "

Intepdew with the Administrator on-09/29/4 1 at-—-

3:45 pm revealed her expectation of the nursing
staff was that when a resident was readmitted
from the hospital; the nurse would complete a
head to toe assessment of the resident and also
If necessary start neurc checks to be done per
facility policy for 48 hours. Most importantly, the
nurse or staff are to notify the physician, the on
cail nurse, DON or myself if they have any
concerns about the residents status and /for
orders. The neuro checks were stopped on
Sunday evening. The facility policy is that the
neuro checks are done for 48 hours and changes
were to be reported to the doctor and the
supervisor. We did an inservice about that issue,
s0 the staff is aware of the facility policy for neuro
checks and to document the resident condition
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clearly in their nurse's notes "

During an interview with Administrator on
09/30/11 at 8:10 am revealed it was her
understanding that the physician was not notified
of any changes because she was told by the
DON that Resident #2 was assessed by the
admitting nurse to be at her baseline for
maentation when she returned from the hospital.
After reviewing the records, there was no
indication of that assessment or documentation
and she would have expected the staff to have
notified the doctor of the change in Resident #2's
mental status changes or changes in her
behavior,

During an interview with the director of nursing
(DON) on 09/29/11 at 9:04 am the DON stated "
was made aware during the Monday moring
meefing (administrative staff meeting) that the
resident had a head injury and went to the

hospital and.got stitches and was returned to the S— —

facility on the same day. " The DON indicated the
resident's care (Resident #2) was discussed
during the critical care meeting with the unit
managers. In this meeting we (administrativa
staff) reviewed the chart, and noticed the UM
{Unit Manager)} #1, who was on-call, came to the
facifity on 7/30/11 and wrote orders for neuro
chacks, "pt eval, use geri chair until pt eval, add
chair alarm and fall mats ", and | assumed the
unit manager did an assessment of the resident.
The DON stated "It is actually the nurse who
admitted the resident from the hospital who is
responsible to assess the resident, transcribe the
orders from the hospital fo the appropriate places
in the chart and notify the physician the resident
had returned to the facility. That nurse is also
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responsible to make sure she informs the on-calt
nurse if she had any concems about the
resident's condition or orders the resident
returned from the hospital with, so the on-call
nurse ¢an clarify these things and contact the
physician if necessary. She further indicated it
was Ultimately the DON's responsibility to make
sure changes in resident condition were reflected
in the chart, to make sure the orders were clear
and alt staff was aware of any changes or new
needs of the resident and contact the physician to
inform him of any changes. The nurses were also
to notify the physician if they feel there were any
changes in the resident's condition. She stated
"as | reviewed the chart after the resident was
sent to the hospital on Monday, there was no
assessment of the resident when she retumed
from the hospital and there was a change in
resident, but the staff did not notify the doctor. ©
She continued “the assessment should have
been wiitten, so we (the nurses) had a picture of

what the resident was like when.sheroturned

from the hospital. According to the NN she was
definitely acting differently from before she went
to the hospital. The nurses should have called the
doctor or the on-call nurse if they had a question
or concarn. No one told me thay had a concern
about her behavior or mental status changes until
after she went to the hospital. "

During an interview with UM #2 at 8:48 am on
09/29/11, UM #2 indicated her responsibilities as
a unit manager was to help the nurses, she
reviewed the charls whenever there was an
admission, re-admission or new orders to make
sure all the orders were clarified. The chart
(referring to resident #2) was reviewed during the

FORM CMS5-2567{02-99) Previcus Versions Obsolels Evend ID:MOX614

Faclity [0 970188

If continuation sheet Page 33 of 43



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

PRINTED: 10/18/2011
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES K1) PROVIDER/SUPPLIERICLEIA
AND PLAN OF CORRECTION IBENTIFICATION NUMBER:

346519

(X2) MULTIPLE CONSTRUCTICN (X3} DATE SURVEY
COMPLETED
A. BUILDING

C

B. WING
09/30/2011

NAME OF PROVIDER OR SUPPLIER

LIBERTY COMMONS NSG & REH JOHN

STREET ADDRESS, CITY, STATE, ZIP CODE
2315 HIGHWAY 242 NCRTH

BENSON, NC 27504

[eiale]
TAG

--PREFIX— -~ -

SUMMARY STATEMENT OF DEFICIENCIES
—(EAGH DEFICIENCY-MUST BE FRECEDED BY FULL— -
REGULATORY OR LSC IDENTIFYING INFORMATICN)

1D PROVIDER'S PLAN OF CORRECTION %6}

T PREFIX T T{EACH CORRECTIVE ACTION SHOULD BE TCOMPLETION

TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)

F 369

Continued From page 33

critical care meeting on Monday (8/1/11) merning
after the DON had reviewed the chart first. She
stated "the DON usually looks through the charts
to make sure everything was in place; like orders,
referrals, treatments and physician netifications.
As they reviewed the chart in the critical care
mesfing they realized the neuro checks were not
completed properly and the orders for the head
laceration were not clear or transcribed to the
TAR {Treatment Administration Record), there
was no assessment of the resident's change in
status from the nurses and the doctor was never
notified. "

interview with the Physician on 09/30/11 at 11:45
am revealed he was unaware Resident #2 had a
fall or was returned back to the facility. He stated
"the staif should have contacted me if there was
a change in the resident's condition (example:
change In vital signs, pain, sleepiness, lethargy,
peor appefite, difficult to arouss, anything that

was different from her baseline-behavior-They—— -

{the nurses) received discharge
ordersfinstructions from the hospital and they
statad to contact the physician immediately if
there was a change. She was diagnosed with a
concussion; | would have expected them to call
me. "

The Administrator was notified of the Immediate
Jeopardy on 9/29/11 at 12:45 pm.

The facility presented a credible allegation of
compliance on 9/30/11 at 3:41 pm which
included:

F 309
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Resident # 2 was discharged to the hospital on
8/1/2011. On 7/30/2011, she sustained a fall and
was treated at the emergency room. She
returned to the facility on 7/30/2011 with orders
for the staff nurses to complete neurological
checks per facility protocol and & diagnosis of
concussion. On 8/1/2011 at 8:30 PM, she was
noted to have respiratory distress and was sent to
[name of hospital] where she was
admitted and later died from aspiration
pneumonia.
On 8/11/2011 in-service training was completed
by the Director of Nursing and staff development.
All staff nurses aftended this in-service. The
exact in-service included:
"In-service 8-9-11
Neurechecks are done as ordered. if you have a
resident with a head injury there must be done
using the flow sheet that is attached. Any
changes in neuro status, the MD, must be
notified. Checks are g 15 mins x1 hour, 30 mins

F3

09

— |1 hourghourx 4 hours, g4-hourx-24-hours:
When orders are received, the nurse franscribing
should initial and date on the MAR. If received at
the end of month, it should be transcribed on new
month MARS's as well.

Waekly chariing and vital sings is to be done on
every resident.

Documentation is to be dene on any change in
condition, medication, education. This is o be
done prior to leaving your shift. Any change of
condition, or medication that is reported, should
be written on 24 hour acute charting shest as
well.

Third checks should be completed on all orders.
Falls witnessed and unwitnessed, neuro checks
must be done. Any change in mental status must
be followed up with Physician and RP Notified.
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Family R/P must be notified on ali incidents.
Medication changes or change in condition
When notifying the residents RP, you are to only
use the faeility phone. Cell Phone use during
work hours is prohibited. {Please refer to policy).
Nurses are to do walking rounds with your report
sheat and if there is an incident or if it is reported
to the oncoming nurse, it must be placed on the
24 hour report sheet. Documentation must be
done in the residents chart. "

All residents are potentially affected by this
practice. On 9/29/2011, the charge nurses with
the supervision of unit manager, MDS nurse and
staff development coordinator assessed all
current residents for changes in conditions and
the attending physician was notified immediately
of any identified changes. 92 out of 92 residents
were assessed and 4 were noted to have change
in conditions. The attending physicians were
contacted by the staff nurses and orders were
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| received and implemented..-This-included-a-4—
resident who was experiencing nausea, vomiting
and loose stools and received orders for
phenergan, immadium, clear liquid diet,
intravenous fluids and rocephin 2. Resident who
complained of pain and received orders for a
urine analysis and culture, 3. Resident who
developed rash and received orders for
hydrocortisone, benedryl, prevacid, {o hold
heparin, and foley catheter 4. resident who was
experiencing some hallucinations and received
an order to be evaluated by physician elder care
on 9/30/2011. Order obtained have been
implemented by the staff nurses . These resident
will remain on the acute charting list and wilt be
assessed every shift for 72 hours after freatment
has stopped. If improvement is not noted within
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24 hours the physician will be contact by the staff
nurse assigned to the resident for follow up
instructions/orders. This assessment includes
the following:

Ohserving for lacerations; if present, clean and
apply dry, sterile dressing. Note size, depth and
amount of bleeding or drainage.

Observing for swelling and discoloration; if
present, chart size, site, amount and color,
Observing for convulsions; chart time began,
precipitating factors, duration, vital signs and time
ended. Also chart whether or not resident had
difficulty breathing.

Observing and inquire if resident has headache
or pain.

Observing for personality changes.

Observing for alterations in conscicusness.
Observing for incontinence.

Observing for sensory weakness.

Ohserving for generalized weakness,
Observing for speech disorder.
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Obzanving for gait-posture orbalance-disorder

Observing for stiff neck.

Observing for proper reflexes {response to painful
stimuli).

Observing for abdominal spasm or pain,
Observing for bleeding from ears, nose, throat.
Observing for unequal pupils.

Observing for dyspnea or variations in
respirations (irregular).

Observing for flushing or cyanosis.

Ohserving for pain.

Observing for abduction, adduction, shortening or
improper position of extremities.

Taking vital signs by the nursing assistant

On 9/29/2011 and 9/30/2011, all staff nurses

FORM CMS-2667(02-99) Previous Versions Obsolele

Event [D: MOX611

Faciity 1D: 70198

If continuation sheet Page 37 of 43




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/18/20114
FORM APPROVED

were in-serviced by staff devetopment
coordinator, unit manager, the nurse consultant
and the administrator how to contact the
physician and how to document significant
changes. 24 out of 30 staff nurses have received
this education, The exact In-service content is as
follows:

Credible Allegation In-service

After all resident falls, injurles or changes in
physical or mental function, the charge nurse will
monitor the following every shift for 72 hours:
Observe for lacerations; if present, clean and
apply dry, sterile dressing. Note size, depth and
amount of bleeding or drainage.

Observe for swelling and discoloration; if present,
chart size, site, amount and color.

Observe for convulsions; chart ime began,
precipitating factors, duration, vital signs and time
ended. Also chart whether or not resident had
difficulty breathing.

Observe and inquire if resident has headache or
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pain:

Observe for personality changes.

Observe for alterations in consciousness.
Ohserve for incontinence,

Cbserve for sensory waakness.

Ohserve for generalized weakness.

Observe for speech disorder.

Observe for gait, posture or balance disorder.
Observe for stiff neck.

Ohserve for proper reflexes (response to painfui
stimuli),

Take vital signs and include temperature.
Observe for abdominal spasm or pain.

Observe for bleeding from ears, nose, throat.
Observe for unequal pupils.

Observe for dyspnea or variations in respirations
{irreguiar).
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-1 This assessment should be documented-inthe

Observe for flushing or cyanosis.

Observe for pain.

Observe for abduction, adduction, shortening or
improper position of extremities.

Have someone stay with the resident while the
nurse is calling the attending physician, if
necessary. The physician should be called
promptly (within 15 minutes) after completion of
an assessment that determines that a change of
condition has occurred. The phone numbers for
the physicians ara in the rolodexes located at
each nurses station. The physician should be
called for any change of condition as outlined
above 24 hours a day and 7 days a week. This
procass doss not change due to time or day of
the week.

If you are unable to reach the attending physician
ar the physician on call, on calt RN within 30
minutes of contacling the primary physiclan for
further instructions, The RN on call phone
number is 1-919-820-3214.

nursing notes,

The nurse will note 2ny concerns or changes
noted by other staff or family.

Additionally, neurclogical assessments should be
completed any time there is an physician order,
when a fall causes an impact to the head, when
there is an un-witnessed fall or any other time the
nurses deems necessary, The nurse should
document using the form for neurological checks,
Neurological checks should be completed every
hour times 4 hours and then every shift for a total
of 48 hours. A neurological assessments
includes the following:

Date and time the assessment was completed
Level of Consciousness: s resident alert,
drowsy, stuporous or comatose
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Pupil response: Is the resident's pupil equal and
reactive to light. Also document the pupil
response in each eye as either brisk, sluggish,
non-reactive, pinpoint, dilated or fixed.

Motor functions: Document the hand grasp as
sither equal, the right greater than left, left greater
than right, if the resident is unable to participate
or if hand grasp is absent. Also document
whether the resident is able to to move all
extremities. if unable to move all extremities then
document which extremities they are able to
move. Complete this for the right arm, left am,
right leg and left leg, checking all that apply. I
the resident is unable to follow commands or if
they are absent any extremities indicate that as
well.

Pain response: Document if the resident has an
appropriate pain response, inappropriate pain
response of no pain response.

Vital Signs: Document blood pressure, puise,
respirations and temperature

Observafions: Document any-additional—— -
observations such as seizure, headache,
vamiting or paralysis

Sign you name in the box Indicated on the form.
Complete an incident, accident or risk
management report per facility policy.

Notify resident’s responsible party.

If & new order is received by the physician then
the order should be documented by the nurse
who recaived the order on the telephone order
sheet. Then the order should be transcribed to
medication administration record or treatment
administration record as appropriate depending
on the type of order. Other
non-medication/treatment orders should be
initiated based on order type. This transcription
should be completed by the staff nurse receiving
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the order, The 11-7 nurse is to complete a chart
check every night where every chart is reviewed
for new orders. If new orders (within the last 24
hours} are identified the night shift nurse is to
verify that the order was transcribed appropriately
to the medicationfreatment record or
implemented appropriately. If a problem or
concern is identified then the night shift nurse
must notify the Director of Nursing that morning
by either phane ar note placed in the Director of
Nursing's box at the nursing station.

Any concerns identified by this audit will be
corrected or addressed by the Director of Nursing
and will be reviswed weekly at the Quality
Assurance Committee Meeting describe in this
document,

The staff development coordinator will ensure
that any staff nurse who does not complete the
in-service training by /3072011 will not be
allowed to work until the training is completed.

employee facility orlentation.

An in service on 9-30-2011 has been provided to
the Nursing Assistants by the Staff Development
Coordinator, Nurse Consultant, Nurse Manager
and MDS Coordinator to report any changes to
the resident to the nurse on the unit as soon as
identified. The staff development coordinator will
ensure that any nursing assistant who does not
complete the in-service training by9/30/2011 will
not be allowed to work until the training is
completed. 32 out of 89 have had this training.
This in-service was Ircorporated inte the new
employee facility orientation.

A quality assurance monitor will be completed
five: times a week for two weeks by the
Administrator or Director of Nursing then will

This in-service was. Incorporated-into the new————— -
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continue weekly for three months and then
monthly until resolved by the Quality Assurancs
Committes. Reporis of the this audit will be
given by the director of nursing to the weekly
Quality of Life- QA committee and corrective
action initiated as appropriate, The Quality of
Life committee consists of the Director of
Nursing, Administrator, Staff Development
Coordinator, Dietary Manager, Wound Nurse,
Minimal Data Assessments Nurse and Support
Nurse and Health Information Management and
meets weekly, .
This monitor will include reviewing the charts
{nursing notes, neurological assessment forms,
physictan orders, and necessary documents fo
verify Implementation of physician orders) and
observation of 10 residents who have
experienced an acute episode since the last
review. If 10 residents have not experiencad an
acute eplsode since the last reviaw then any
residents who meet this criteria will be reviewed.

-Thereviewwill check-te-ensure that the-staff
nurses appropriately assessed and responded to
changes in conditions, This will include
identifying changes of conditions, contacting the
physician and RN on call if needed, properly
impltementing and transcribing physician orders
and completion of neurological assessment as
defined by in-service training outlined above.
Completion Date: 9/30/2011

Validation of the credible allegation of compliance
was done on 09/30/11 from 3:58 pm to 5:15 pm.

Intenviews with nurses and nursing assistants and
licensed nursing staff confirmed they had
recelved training on 09/30/41 on nursing
assessment, use of the new neuro check policy
for assessment and whern/ whom to notify for
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acute changes in resldsnt condition.
Documentation of training, auditing and new
protocols was reviewed,

immediate Jeopardy was removed on 09/30/2014
at 8:39 pm.
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