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59=p | COMPREHENSIVE CARE PLANS
Preparation, submission and
A facility must use the resuits of the assessmeant implementation of this Plan of
to develop, review and revise the resident's Correction does not constitute an
comprehensive plan of care. admission of or agreement with the
] th
The facility must develop a comprehensive care f Zcfs and concizfjtgj s;t];"or [on
plan for each resident that includes measurable es.urv?v rfep LL. ';i ; “
ohjectives and timetables to meet a resident's Correction is prepared an
medical, nursing, and mentat and psychosocial exec:‘:ted as a'means fo '
neads that are identified in the comprehensive continuously improve the quality of
assessment. care and to comply with all
applicable state ond federal
The care plan must describe the services thatf are reculatory requirements.
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and .
psychosocial well-being as required under . F279 Comprehensive Care plans
§483.25; and any services that would otherwise
be reguired under §483.25 but are not provided The facility will continue to
due to thr-,: {QSIdfants BXErGise of rights under develop a comprehensive care plan
§483.10, including the right to refuse treatment . :
for each resident that includes
under §483.10{b}(4). L
measurable objectives and
timetables to meet a resident’s
This REQUIREMENT is not met as evidenced medical, nursing, and mental and
by: psychosacial needs that are
Based on record review, observation and staff identified in the comprehensive :
interview, the facility failed to develop a care plan assessment. : :
for the open wound on 1 (Resident #8) of 3 Deficiency corrected
sampled residents with wounds. The finding
includes: Criteria #1
. Resident #8’s care plan has been
Resident #8 was admitted to the facility on updated to reflect the current
1172211 with multiple diagnoses including wounﬁ
cellulitis and abscess of the trunk. The quarterly )
Minimum Data Set {(MDS} assessment dated
9/21/12 indicated that Resident #8 had memory
and decision making problems.
12413
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Any deficiency staternent ending with an asterisk ('*) dengi(es a defictency which the institution may be excused from correcting providing it is determined that

cther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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The Minimum Data Set (MDS)
The hospital discharge summary indicated that nurse was m—servme.d on 12/4/12 by
Resident #8 was admitted to the hospital on the Director of Nursing.
10/17/11 due to abscess on his left flank. The An audit was conducted and
notes revealed that incision and drainage (1 & D) completed on 12/13/12 for all
was performed at the hospital. residents with wounds to ensure a
care plan is in place to reflect the
The " Resident assessent data collection form current wound and treatment in
dated 11/22/11 indicatéd that Resident #8 was . place with no issues identified.
admitted to the facility with open abscess on his
teft flank. Criteria #3
Raview of the resici_ent's care plan revealed that bAélrgg‘i':‘ig?}l)?l&?];izir:cfcl’:résfwm
there was no care plan developed for the open . . R
wound/abscess on the left flank. Nursing and/or nur31{1g SUpervisors
to ensure all appropriate plan of
On 12/3/12 at 2:45 PM, Resident #8 was care is in place to address current
observed during the dressing change. The open status of the resident. Scheduled
wound had a red wound bed and was bleeding quarterly care plans of residents
when cleaned with normal saline. The wound with wounds will be reviewed by
was covered with Mepilex border dressing. “the MDS nurse and
interdisciplinary team. Any new
On 1213/12 at 4:55 PM, the MDS Nurse was wounds identified will be care
interviewed. She stated that she nomally did not planned when identified and
develop a care plan for open wounds. She only monitored in weekly
de;e:sps care plan for pressure ulcers, stage il Interdisciplinary Feam meeting,
and V. o
Criteria # 4
On 12/4/12 at 10:40 AM, the administrative staff The Director of Nursing andfor
was interviewed. She stated that a care plan nursing supervisor will report
should have been developed for Resident #8 for results monthly in the QA&A
his open wound/abscess on the left flank. committee for three months and as
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F309] needed. The committee will make
§8=D | HIGHEST WELL BEING recommendations as needed. The

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,

Administrator is responsible for

overall compliance. 7 ' l
2P
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F 309 | Continued From page 2 F 309 Highest Well Being

mental, and psycheosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT s not met as evidenced
by:

Based on record review, observation and staff
interview, the facility failed to assess and to freat
the open wound as ordered on 1 {Resident #3) of
3 sampled residents with wounds. The finding
includes:

The hospital discharge summary indicated that
Resident #8 was admitted {o the hospital on
10/17/11 due to abscess on his left flank. The
notes revealed that incision and drainage { & D}
was performed at the hospital.

Resident #8 was admitted to the facility on
11/2211 with multiple diagnoses including
cellulitis and abscess of the frunk. The quarterly
Minimum Data Set (MDS) assessment dated
92112 indicated that Resident #8 had memory
and decision making problems.

The " Resident assessment data collection form
" dated 11/22/11 indicated that Resident #8 was
admitted to the facility with open abscess on his
left flank.

Review of the resident's care plan revealed that
there was no care plan developed for the open
woundfabscess on the left flank.

On 7/12M12, there was a doctor's order to clean
the area with normal saline and apply dressing

The facility will continue to ensure
that each resident receives and the
facility provides the necessary care
and services to attain or maintain
the highest practicable physical,
mental & psychosocial well-being,
in accordance with the
comprehensive assessment and
plan of care. Deficiency corrected

Criteria # 1

Resident # 8’s dressing has been
changed and reviewed to reflect the
physician’s order. The nurse
assigned to this resident was in-
serviced and counseled on 12/5/12
by the Birector of Nursing on
following standards of practice
with emphasis on administering
treatments per physician’s order.

Criterig #2
An aundit has been conducted and
completed on 12/13/12 for all
residents with wound {reatment
orders to ensure physician’s orders
; are followed. The Director of
" Nursing completed on 12/12/12 an
in-service for all nurses on
following the standard of practice
“and administering wound
treatments per physician’s order. Ic; 51>
Nurses not available for scheduled
" in-service will not be scheduled to

work until in-service is completed.
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with 4 x 4 gauze, change every Monday,
Wednesday and Friday and as needed and every
shift.

On 10/26/12, there was a doctor’s order fo clean
the feft flapk with normal saline, to apply 4 x 4
Mepilex pad (antimicrobial foam dressing that
absorbs exudates and maintain a moist wound
envirenment}, and fo change every other day and
as needed.

The treatment administration record {TAR) for
November 1-12, 2012 was reviewed. The records
indicated that the open wound was cleaned with
normal saline and covered with 4 x 4 gauze
dressing, instead of mepilex border dressing as
ordered {(10/26/12). On 12/3/12 at 3:45 PM, the
treatment nurse was interviewed. He stated that
he was not responsible for transcribing the
doctor's order to the TAR. He further stated that
the facility had started using the computer for
their medical records on 11/13/12 and that might
be the reason that the treatment that was ordered
on 10/26/12 was not started untit 11/13/12.

The TAR from November 13- November 30, 2012
was reviewed. On November 17 (Saturday),
November 23 (Friday), November 25 (Sunday),
November 27 (Tuesday} and November 29
{Thursday), the TAR was nof initialed by the
nurses (o indicate that the treatment was
provided. On 12/3/12 at 3:45 PM, the treatment
nurse was inferviewed. He stated that he worked
Monday through Friday as a treatment nurse. He
stated that he was either pulled to work on the
floor or was not working on the days that the
treaiment was not provided. At 4:05 PM on
1213112, Nurse #1 was interviewed. She

The Director of Nursing and/or
nursing supervisors will monitor all
residents that have a physician’s
order for wound treatments to
ensure orders are followed. This
will be done daily for one weelk,
then weekly for one month, then
monthly for three months and as
needed.

Criteria # 4

The Director of Nursing and/or
Nursing Supervisors will report
resuits monthly in the QA&A
committee for three months and as
needed. The committee will make
recommendations as needed, The
Administrator is responsible for
overall compliance.
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acknowledged that she was assigned to Resident
#8 and on some days the treatment was not
initialed as provided. She stated that the reason
the treatment was not provided because most of
the time it was so hectic on the floor especially
when the doctors made their rounds. On 12/4/12
at 8:36 AM, Nurse #2 was interviewed. Nurse #2
was the weekend nurse supervisor. She stated
that she was responsible to do the ireatments
during the weekends. She stated that the
treatment nurse had provided her a list of
residents who needed treatments and Resident
#8 was not on the list. She acknowledged that
she had not been providing wound ireatment t
Resident #8 on weekends. :

The TAR for Decamber 1, 2012 was reviewed.
On 12/1/12 (Gunday}, the TAR was initialed to
indicate the wound treatment was provided to
Resident #8 by Nurse #1, On 12/3M2 at 4:05
P, Nurse #1 was interviewed. She stated that
she had put her initial on the TAR for 12/1/12 but
did not do the treatment. She further stated that
she thought that Nurse #2 had already provided
the wound treatment. On 12/4/12 at 8:38 AM,
Nurse #2 was interviewed who stated that she did
not provide the wound {reatment for Resident #8
on 12/1/12. She assumed that Nurse #1 had
already provided the treatment,

On 12/3/12 at 2:45 PM, Resident #8 was
observed during the dressing change. The
treatment nurse was observed to remove the old
dressing which was dated 11/30/12 (Friday). The
open wound had a red wound bed and was
bleeding when cleaned with normal saline. The

wound was covered with Mepilex border dressing.

On 12/312 at 3:45 PM, the freatment nurse was

AYIEY D
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interviewed. He stated that the old dressing
dated 11/30/12 was his initial and he did not know
why the treatment was not provided on the
weekend.
Review of the nurse's notes and the weekly skin
assessment records for the last 3 months
{September through November, 2012), revealed
there was no assessment for the open
wound/abscess on the left flank to evaluate the
appearance/size, progress or response fo the
treatment. On 12/3/12 at 3:45 PM, the treatment
nurse was interviewed. He stated that he
normally did not assess apen wound, he only
assessed pressure ulcers on a weekly basis.
On 1'214/1? at 10:40 AM, the administrative staff F 356 Posted Nurse Staffin
was interviewed. She stated that open wounds ,_____,_,__,,“___,__g‘
should be assessed on a weekly basis fo Information
evaluate the response to treatment and the o . i
assessment shotld be documented in the il'he fa(:}l‘lty will post the following
progress notes. information on a daily basis:
F 356 | 483.30(e) POSTED NURSE STAFFING F 356 o Facility name
85=C | INFORMATION e  The current date

The facility must post the following information on
a daily basis: ‘
o Facility name.
o The current date. .
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift;
- Registered nurses.
- Licensed practical nurses or licensed
vecalional nurses (as defined under State law).
- Certified nurse aides.
o Resident census.

-Registered nurses.
-Licensed practical nurses,
-Certifted nurse aides.

e Resident census

Deficiency corrected .

Total number and actual
hours worked by the
following categories of
licensed and unlicensed
nursing staff directly
responsible for resident
care per shift:

1913

lL
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Criteria # 1

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shiff. Dala must be posted as follows:

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or writen request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interviews, the facility failed to record accurate
information on the Daily Nurse Staff Posting
Form. The findings included:

On 12/4/12 at 9:00 AM., a review of the Daily
Nurse Staff Posting Form for 11/26/12 was
completed. The Daily Nurse Staff Posting Form
information was compared with the actual staff
assignment sheets for day/ evening/ night shifts.
The assignment sheets for day shift
{7:00AM-3:00PM} revealed that twelve (12)
nursing assistants worked during the day shift
and five (5} nursing assistants worked during the
night {11:00PM-7:00AM) shift. The Daily Nurse
Staff Posting Form indicated that fourleen (14)
nursing assistants worked during the day shift
and six (6) nursing assistants worked during the

The Director of Nursing,
Nursing Supervisors, and the
Staffing Coordinator were in-
serviced and counseled by the
Administrator on the correct
procedure for posting the daily
staffing and completed by
12/13/12.

Criteria # 2

At the beginning of first shift,
the Director of Nursing or
aursing supervisor will review
the above data for accuracy
and make any adjustments as a
result of any staff call-outs,
The staffing co-ordinator ,
Director of Nursing or nursing
supervisor will review the data
for second and third shifts and
make any adjustments as a
result of any staff call-outs,
The nursing supervisor on
weekends or Director of
Nursing will review the data
for all three shifts and make
adjustments as needed.

/02/5 23
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night shift.
Criteria #3

On 12/4/12 at 8:20AM., Administrative staff #4
stated she completed the Daily Nurse Staff
Posting Form when she was given the schedules
by the nursing supervisors. On Friday, she
completed the form for Saturday, Sunday and
Monday and placed them in the front lobby. She
said the weekend nurse supervisor completed the
census information and made any changes
regarding staffing information. During the week,
the changes for staffing would be done by the
Director of Nursing or the nursing supervisors.

On 12/4/12 at 8:37 AM., Nurse #3 stated she
gave a weeks worth of the nursing assignments
to the executive assistant. The executive
assistant completed the posting information. i
there were corrections to be completed for the
Daily Nurse Staff Posting form, she sent that
information to the executive assistant and the
executive assistant made the appropriale
corrections on the form. Nurse #3 said she never
made any corrections on the Daily Nurse Staff
Posting Form.

On 12/4M12 at 10:16 AM., Administrative staff #1
stated the weekend nursing supervisor should
make the changes on the Daily Nurse Staff
Posting Form on the weekend. During the week,
she did not think anyona had been instructed to
make the changes. The DON said she was not
aware that the changes had to be made on the
Daily Nurse Staff Posting Form.

The Director of Nursing,
Nursing Supervisor andfor
Administrator will monitor
this process through
observation and record for
completion daily for one
month, weekly for one month
and monthly for three months
and as needed.

- Criteria # 4
The Director of Nursing or
Administrator will report
results monthly in the QA& A
committee for three months
and as needed. The committee
will make recommendations as
needed. The Administrator is
responsible for overail
compliance.
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