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! Preparation and submission of the plan |-
F 000} INITIAL COMMENTS F000\lof correction is in response to DHSR @-2-91____13 ]
2567 for the survey and does not
i The allegations in the complaint investigation constitute an agreement or admission

wete not substantiated. However, deficient

pracice at tags F 157 and F 309 was identified by Autumn Care of Biscoe of the truth

while investigating the complaint. Event of the facts alleged or the correctness
| IDHCVKT11. of the conclusions stated on the
F1i57 | 483.10(b)(1) NOTIFY OF CHANGES F 187 statement of deficiencies. This plan of
=G| {INJ ECLINE/ROO . .
58 GE( URYIDECHINE M. ETC) correction is prepared and submitted
| A facility must immediately inform the resident: because of the requirements under state
consult with the resident's physician; and if and federal laws. Autumn Care of
; known, nofify the resident's lagal representative Biscoe contends that it was in

or an interested family member when there is an bstantial li ith th
accident involving the resident which resulfs in subsiantiai compliance wi N

injury and has the potential for requiring physician requirements 42 CFR, Part 483,
intervention; a significant change in the resident's Subpart B throughout the time period
physical, mental, or psychosocial status (is., 2 stated in the statement of deficiencies.

: deterioration in health, mental, or psychosocial )
i status in either life threatening conditions or In accordance with state and federal

clinical complications); a need to alter treatment law, Autumn Care of Biscoe submits
significantly (i.e., a need to discontinue an this plan of correction to address the

exisling form of treatment due to adverse statement of deficiencies and to serve
consequences, or o commence a new form of

| treatment); or a decision to transfer or discharge as its allegatio.n of compliance with the
t the resident from the facility as specified in pertinent requirements as of the dates
| §483.12(a). stated in the plan of correction and as

' The facility must also promptly notify the resident fully complete in all areas as of

and, if known, the resident's legal representative 5/20/13.
i or interested family member when there is a
 change in room or roommate assighment as
| specified in §483.15(e)(2); or a change in
i resident rights under Federal or State law or
! regulations as specified in paragraph (b)(1) of
i this section.

| The facility must record and periodically update

3 tfﬁ address and phone number of the resident's
ot
R

j
LABCRAT] \,Dﬁ CTOR'S ORPROVIDER/SUPPLI EPRESENTATIVE'S SIGNATURE TITLE o {46} DATE
W ~— MMMI /13
7/ / 174

Any deficiency statementfending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing 4 is determinad that
other safeguards provide sufficient protection to the patients . {See insfruetions,) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a pfan of correction is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
cays following the date these documents are made available fo the facllity. If deficlencies are cifed, an approved plan of correction is requisite fo eontinued
program pariicipation.
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T 157: This facility has and will
F 157 | Continued From page 1 , . ) |5/20/13 t
ontinue pag FAS71 ontinue to inform the resident; e

legal representative or interested family member.

| This REQUIREMENT is not met as evidenced

by:

Based on record review and physician and staff
interview, the facllity failed to inform the physician
of the difference in the length, the swelling and
the continued and increased intensity of pain on
the right leg for 1 {Resident #188) of 1 sampled
resident. The findings included:

Resident #188 was admitted to the facility on
4713 with multiple diagnoses including right hip
fracture from a fall and status post hemi
arthroplasty (surgical procedure in which haif of
the hip joint was replaced) of the right hip. The
admission Minimum Data Set (MDS) assessment
dated 4/12/13 indicated that Resident #188 had
intact cognition, had a fall prior to admission and
had received a PRN (as needed) medication for
pain, The assessment also indicated that
Resident #188 had pain present which made it
hard for her {o sleep at night, limited her day to
day aclivilies and the pain intensity was "¢". The
analog pain scale of 0-10 indicated "0" as having

i no pain and "10" as agonizing pain.

The admission nursing assessment dated 4/7/13
did not indicate that Resident #188's right leg was
shorter than the lefl leg. The assessment also
indicated that {he resident had edema but did not
indicate the location.

Review of the physician's orders revealed that on
admission (4/7/13), Resident #188 had an order
for Percocet {pain medication) 5/325 mgs
{milligram} 1 tablet every 4 hours as needed for

notify the resident's legal

treatment due to adverse

consult the resident's physician and

representative or an interested family
member when there is an accident
tinvolving 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

consequences, or to COMMENce a new
form or treatment); or a decision to
transfer or discharge the resident from
the facility as specified in § 483.12(a).
Steps taken in regards to Resident #
188 found to have been cited during
the survey findings: Resident # 188
transferred to hospital on 4/24/13.
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pain.

The PT {physical itherapy) notes dated 4/8/13
-were reviewed. The notes indicated that
Resident #188 was evaluated and noted that the
right leg was shorter than the left leg and the
resident had some pain on the right hip with
walking. On 5/8/13 at 1:12 PM, therapy staff #4
i (PT) was interviewed. She acknowledged that
she was the one who evaluated Resident #188 on
admission. She indicaled that the right leg was
shorter about 2-3 inches than the left leg and
thought it was not normal after surgery. She

' indicated that she did not inform nursing about it
because the family indicated that the surgeon
stated that it was expected after surgery. She
also stated that pain was expected in the
beginning of therapy and would decrease later
on.

The nurse's notes and the medication
administration record (MAR} for 4/8/13 indicated
that the resident had received Percocet at 11:54
AM forpainratedat " 4",

The occupational therapy (OT) notes dated
41913 Indicated that Resident #188 stated that
she was in a lot of pain. The PT notes dated
4/9/13 indicated that the resident stated * my hip
hurt pretty bad last night what we are going to
do? " The notes further indicated that Resident
#188 was in a lot of pain and it was repored to
the nurse and a pain medication was
adminislered prior to therapy.

The MAR for 4/9/13 revealed that the resident
had received Percocet at 1:32 PM and at 7:52
PM.

{X4)1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULE BE COMPLETION
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Steps taken in regards to residents e
F 157 | Continued From page 2 F 157 S/20/13 1

having the potential to be affected bt
by the survey findings: A discussion
was held with each therapist on 5/9/13
regarding residents currently receiving
therapy for changes in condition (pain,
decline, progress, concerns) by the
ID.O.N. and Administrator with
corrective action taken immediately
for any concern identified by D.O.N.
and Administrator. An in-service was
conducted by the Administrator and
DD.ON. on 5/10/13 with therapy staff
regarding Coordinating Resident Care
with other disciplines. All nurses were
re-instructed by the DLON. and SDC
on 5/10/13 regarding Coordinating
Resident Care and physician/family
notification. A Pain Assessment &
Reporting in-service was done on
5-16-13 by the SDC with nursing staff.
Each licensed nurse and therapist
completed an online class through
AHEC on Pain and Aging beginning
on 5/17/13 and completed on 5/20/13,
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Systemic Changes: All new hires will
F 157 | Continued From page 3

The OT notes dated 4/10/13 and 4/12/13
indicated that Resident #1838 stated that her leg
was very sore. The PT notes dated 4/12/13
revealed that Resident #188 was experiencing
pain in the right hip with movement and gait.

The MAR for 4/10/13 revealed that the resident
had received Percocat for pain rated at "4 ",
The PT notes dated 4/15/13 indicated that the
resident was experiencing pain in the right hip
with movement and gait, and the resident
seemed to hold her breath due to pain. This was
reported to the nurse that hip did not seem to be
progressing well. The nurse who was informed
by the therapist was not available for interview.

The MAR for 4/15/13 indicated that the resident
had received Percocet at 10:44 AM and at 9:33
PM,

The OT notes dafed 4/16/13 revealed that
Resident #188 stated " [ am still hurting. " The
PT notes dated 4/16/13 indicated that the
resident stated that my leg is hurting especially in
the knee. The notes further indicated that the
pain was with movement and gait.

The MAR for 4/16/13 indicated that the resident
had received Percocet at 8:20 AM for pain rated
at " 5 " A

The OT notes dated 4/17/13 revealed that
Resident #188 stated "1 am hurting so bad, *
Resident had increased pain during movement
which did not appear to be getting better. The
PT notes daled 4/17/13 indicated that Resident
#188 staled " I'm hurling bad. " The notes

F 157\ be instructed during orientation 5/20/13

regarding timely notification of
physician and family of changes and
Coordinating Resident Care by the
Rehab Manager and SDC and annually
thereafier. All newly hired nurses will
be re-instrucied regarding pain
assessment during orientation by the
SDC and annually thereafter. Therapy
department will provide documentation
daily for all patients receiving therapy
to the charge nurse regarding resident
performance during therapy to include
progress, decline, participation, and
pain by utilizing the Therapy
Communication form which was
started on 5/9/13. Family and
Physician will be notified of changes
as indicated. During morning meeting
{(Mon-Fri), therapy manager wiil
communicate concerns and declines in
resident's therapy performance to the
D.O.N., Administrator and IDT.
D.O.N,, QA Nurse and SDC QA
Monitoring to preventf reoccurrence:
The D.O.N. and MDS Nurse will
review the Therapy Communication
form daily for 4 weeks then once
weekly for 3 months for appropriate
care interventions and timely
notification of physician/family as
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indicated. During weekly Medicare
F 157 | Continued From page 4 F 157 Y E/ZD/B l

revealed that the resident continued to have
much pain.

The MAR for 4/17/13 indicated that the resident
had received the Percocet at 12:45 PM and at
9:24 PM.

The OT notes dated 4/18/13 revealed that the
resident required frequent breaks due to
increased pain. The PT notes indicated that the
resident stated " my hip is hurting but | will be
alright. * The PTA continued fo express concern
about the resident’s pain.

, The therapy notes revealed that Resident #188

was saen by the physician on 4/18/13. The
physician was informed of the pain during therapy
and he ordered to give Percocet 2 tablets prior to
therapy. The records did not indicate that the
physician was informed of the swelling on the
right leg and the leg length difference, right leg
shorter than the left leg.

The MAR for 4/18/13 revealed that the resident
had received Percocet at 9:20 AM for hip pain
ratedat "5",

The OT notes dated 4/19/13 revealed that
Resident #1886 stated ™ my leg hurts so bad, | can
notmove it. ” The notes further indicated that
the resident had increased pain during movement
which did net appear to be getting better. The PT
notes revealed that the resident stated " #'m
trying but it just hurts so badly. *  The resident
was in a lot of pain from hip to knee, On 5/8/13
at 3:05 PM, Nurse #1 was interviewed. She
stated that she was aware that Resident #188
was in pain due o her surgery. The resident was

meeting each resident on therapy case
load will be discussed regarding
iprogress, decline, pain and other
concerns with documentation placed
in the residents chart, Therapy
documentation will be reviewed by the
D.O.N. or MDS Nurse daily for
changes in resident condition
performance with the physician/family
notified for any decline noted. All
residents will be audited for acute
changes 5 x weekliy for timely
notification of physician and family by
the QA Nurse and D.O.N.. Residents
with weight changes will be audited
weekly for timely notification of
physician and family by the D.O.N.
and QA Nurse. Residents that have an
incident will be audited 5 x weekly for
timely notification of family and
physician by the QA Nurse and
D.O.N.. Residents with wounds will
be audited weekly for timely
notification of physician and family by
the D.O.N. and QA Nurse. Any arca
of identified concern will be addressed
in Quality Assurance meeting for
further action plans as indicated
according to situation (i.e. disciplinary,
in-servicing, return demonstration,
efc.).
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on pain medication which was effective. She
further stated that the physician had ordered to
give Percocet 2 tablets to be given prior to
therapy and that seemed to be working. She was
not informed that the resident was having a iot of
pain during therapy with movement and gait. She
indicated that if she had known, she would inform
the physician about it.

The PT notes dated 4/21/13 indicated that
Resident #188 stated " | would like my pain pill
befare we start. * The nurse was notified and
paln medication was administered. The notes
further indicated that resident was in a lot of pain
i from hip to knee with gaif. On 5/7/13 at 5:55 PM,
! Nurse #2 was Interviewed. She stated {hat she

i was aware that Resident #188 was in pain and

: she was on pain medication which was effective.
| She stated that she was not informed that the

i resident was in much pain during therapy. She
also stated that if the resident had complained of
continued pain with movement and gait, she
would assess the site for swelling and for any
increased in pain and would inform the physician.

The nurse's notes revealed that the resident's
painwas rated at "8 on 4/21/13 at 11:12 AM.

The PT notes dated 4/22/13 revealed that the
resident had worked hard, stilt having much pain.
She pointed the pain across the groin and she
was unable to flex her hip and knee.

The MAR for 4/22/13 revealed that the resident
had received 2 tablets of Percocet at 8:46 AM.
The notes further indicated that the resident
stated that her pain was never completely
relleved. At 10:25 PM, 1 tablet of pain medication

PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLERION
TAG REGULATORY OR L.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
!
£ 157 | Continued From page 5 F 157
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i The PT notes dated 4/23/13 revealed that the

1 surgeon for her follow up appointment. The
| progress noles from the orthopedic surgeon

Continued From page &

was given due to complain of pain on the right hip
rated at " 8" . There was no Indication in the
records that the physician was informed of the
pain not completely relieved after the pain
medication was administered and the increased
intensity of pain the resident was experiencing
with movement and gait.

resident was assisted on right hip mobility but she
could not tolerate it. She complained of pain in
grotn with movement. She continued to work
hard but continued to have difficulty with
movement of hip flex and with extreme pain. The
MAR revealed that 2 tablets of Percocet were
administered at 8:47 AM prior to therapy.

The OT noles date 4/24/13 revealed that
Resident #188 stated " my leg hurls so bad, | can
not move it *

The records from 4718113 to 4/24/13 did not
indicate that the physician was informed of the
increased intensity of pain during movement and
gait, that the resident could not move her leg
anymore and {hat the pain medication did not
completely refieve the pain..

On 4/24113, Resident #188 went fo the orthopedic

dated 4/24/13 was reviewed. The notes indicated
that an x-ray of the hip was taken and
demonstrated an oblique fracture of the proximal
femur. Resident #188 was transported to the
hospital from the clinic on 4/24/13 for surgery.

The hospital notes with the admission date of
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! hip hemi arthraplasty.

4/24/13 indicated that Resident #188 had
sustained a peri prosthetic fracture {fracture
around joint reptacement prostheticsfimplants} of
the right hip. The notes revealed that the resident
had sustained the fracture while doing physical
therapy. She was admitted from the office to the
hespital for surgical repair of her peri prosthetic
fracture. She underwent open reduction and
infernal fixation and implant revision of her right

On 5/8/13 at 9:10 AM, therapy staff #1 (PTA) was
interviewed, She acknowledged that she was
assigned to work with Resident #188 during her
stay at the facility. She admitted that the resident
was having pain so bad during therapy. She
revealed that the resident's right leg was swollen
since she was admitted. She also stated that her
right leg was shorter than the left leg. She
indicated that she had informed the nurse about
her pain and a pain medication was administered.
She also siated that in 2 weeks, it was not
unusual for a resident {0 be experiencing pain
and swelling and she did not think that something
was wrong because the resident did not have any
incidents that happened

On 5/8/13 at 9:15 AM, therapy staff #2 (OTA)was
interviewed. She stated that she had worked with
Resident #188 during her stay at the facility. The
resident was having hard time moving her right
leg due to pain. She stated that nursing was
aware of {he resident's pain and pain medication
was administered and was effective. She also
stated that pain was not unusual for a resident
with a fraciured leg.

On 518/13 at 9:35 AM, therapy staff #3 {OT)was
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interviewed. She stated that pain was expected
in about 2 weeks and the orthopedic appoiniment
should be made with in 2 weeks after surgery.
She stated that she was aware that the resident

- was having pain but the pain was relisved with
 the pain medications.

i On 5/8/13 at 10:35 AM, adminisirative staif #1
was interviewed. She stated that she was aware
that the resident was having pain and the pain
medication was effective. She was not aware
that the pain was on going and was increasing

i during therapy. She also was not aware that the
i right leg was shorter than the left leg and was
swollen. She expected that the therapy staff
should communicate with nursing when the
resident continuously experiencing pain during
therapy and any abnormality so nursing could
inform the physician.

On 5/8/13 at 2:10 PM, the physician was
interviewed, He stated that he had seen the
resident once and that was on 4/18/13. The notes
for that visit had been dictated and the dictated
notes were not available for filing yet. He was

- informed of pain during therapy and he had
ordered additional pain medication (Percocet 2
tablets) fo be given prior to therapy. He stated
that he was not informed of the swelling on the
right leg, the difference of the leg length and the
continued and increased pain especialiy during
therapy. He added that if he had known it, he
would reassess the resident, get an x-ray or get
an orthopedic consult,

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

i Each resident must receive and the facility must

|
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} provide the necessary care and services o attain
or maintain the highest practicable physical,

; mental, and psychosocial well-being, in

{ accordance with the comprehensive assessment
! and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on record review and physician and staff
interview, the facility failed to assess the
underlying cause of continued and increased
intensity of pain for 1 (Resident #188) of 1
sampled resident. The findings included:

Resident #188 was admitted to the facility on
417713 with multiple diagnoses including right hip
fracture from a fall and status post hemi
arthroplasty (surgical procedure in which half of
the hip joint was replaced} of the right hip, The
admission Minimum Data Set (MDS) assessment
dated 4/12/13 indicated that Resident #188 had
intact cognition, had a fall prior to admission and
had received a RN (as needed) madication for
pain, The assessment also indicated that
Resident #188 had pain present which made #
hard for her fo sleep at night, iimited her day to
day activities and the pain intensily was " 9",
The analog pain scale of 0-10 indicated "0" as
having no painand " 10" as agonizing pain.

The CAA (care area assessment) for pain dated
4/19/13 indicated " pain triggered related to pain
during assessment period, she is at risk for
discomfort from pain related to hip. Residentis
assessed for pain by observing for facial

receives the necessary care and
setvices to attain or maintain the
highest practicable physical, mental,
and psychosocial well-being, in
accordance with the comprehensive
assessment and plan of care.

Steps taken in regards to Resident #
188 found to have been cited during
the survey findings; Resident # 188
transferred to hospital on 4/24/13.
Steps taken in regards to residents
having the potential to be affected
by the survey findings: A discussion
was held with each therapist on 5/9/13
regarding residents receiving therapy
for changes in condition (pain,
decline, progress, concerns) by the
D.ON. and Administrator with
corrective action taken immediately
for any concern identified by D.O.N.
and Administrator. An in-service was
conducted by the Administrator and
D.O.N. on 5/10/13 with therapy staff
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expression such as grimacing, flinching with
freatment/touch, verbal complaint of pain,
moaning, groaning, etc (etcetera). Measures to
relieve pain with PRN medications and scheduled
medications per docior, orders will be adhered to.
She will have pain refieved during next review.
Will proceed to care plan and referral as needed.

H

The care plan dated 4/24/13 for pain was
reviewed. The problem was * painfcomfort
needs as evidenced by complaint of pain and use
of pain medications. * The goal was " pain will
be controlled daily with medications through next
review 7/19/13" and the approaches included "
assess pain PRN, encourage to verbalize feelings
and medications as ordered. "

Review of the physician's orders revealed that on
admission {4/7/13), Resident #188 was on

| Percocet {pain medication} 5/325 mygs (milligram)
i 1 tablet every 4 hours as needed for pain.

The PT (physical therapy} notes dated 4/8/13
were reviewed. The notes indicated that
Resident #188 was evaluated and noted that the
right leg was shorter than the left leg and the
resident had some pain in the right hip with
walking. The nurse's notes and the medication
administration record {MAR) indicated that the
resident had received Percocet 1 lablet at 11:54
AM for pain rated at "4" and at 7:53 PM and was
effective. On 5/8/13 at 1:12 PM, therapy staff #4
{PTiwas inlerviewed. She acknowledged that she
was the one who evaluated Resident #188 on
admission, She indicated that the right feg was
shorter about 2-3 inches than the left leg and
thought it was not normal after surgery. She

X4y 1B SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 5}
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regarding Coordinating Resident Care }{=75577*
F 309 | Continued From page 10 F 309 g £ & ls/ 20/ 13:_‘

with other disciplines. All nurses
were re-instructed by the D.O.N. and
SDC on 5/10/13 regarding
Coordinating Resident Care. A Pain
Assessment & Reporting in-service
was done on 5-16-13 by the SDC with
nursing staff. Each licensed nurse and
therapist completed an online class
through AHEC on Pain and Aging
beginning on 5/17/13 and completed
on 5/20/13. Systemic Changes: All
new hires will be instructed during
orientation regarding Coordinating
Resident Care by the Rehab Manager
and SDC and annually thereafier. All
newly hired nurses will be re-
instructed regarding pain assessment
during orientation by the SDC and
annually thereafter. Therapy
department will provide
documentation daily to the charge
nurse regarding resident performance
during therapy to include progress,
decline, participation, and pain
{Therapy Communication form).
During morning meeting (Mon-¥ri),
therapy manager will communicate
concerns and declines in resident's
therapy performance to the D.O.N.
and Administrator., QA Monitoring
to prevent reoccurrence:
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indicated that she did not inform nursing about it
because the family indicated that the surgeon
stated that it was expected after surgery. She
also stated that pain was expected in the
beginning of therapy and would decrease later
on.

The occupational therapy (OT) notes dated
4/9/13 indicated thai Resident #188 stated that
she was in a fot of pain. The PT notes dated
419413 indicated that the resident stated " my hip
hurt pretty bad last night what are we going to
do? " The notes further indicated that Resident
#188 was in a lot of pain and it was reported to
the nurse and pain medication was administered
prior to therapy. The MAR revealed that the
resident had received Percocet at 1:32 PM and

| 7:52 PM.

The OT notes dated 4/10/13 and 4/12/13
indicated that Resident #188 stated that her leg
was very sore. The PT noles dated 4/12/13
revealed that Resident #188 was experiencing
pain in the right hip with movement and gaif. The
MAR revealed that the resident had received
Percacet on 4110713 at 9: 39 AM for pain rated at
"4 on 411113 at 4:02 PM and on 4/12/13 at
9:34 AM and was effective

The PT notes dated 4/15/13 indicated that the
resident was experigncing pain in the right hip
with movement and gait, the resident seemed to
hold her breath dug to pain. This was reported to
the nurse that hip did not seem to be progressing
wall. The MAR indicated that the resident had
received Percocet at 10:44 AM and at $:33 PM.
The nurse who was informed by the therapist was
! not available for inferview.

3

H
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The D.O.N. and MDS Nurse will _— |

F 308 | Continued from page 11 F 309 lreview the Therapy Communication l5/20/13 i i

|

form daily for 4 weeks then once
weekly for 3 months for appropriate
care interventions. During weekly |
Medicare meeting each resident on
therapy case load will be discussed
regarding progress, decline, pain and
other concerns with documentation
placed in the residents chart. All
residents will be audited for acute
changes 5 x weekly for timely
notification of physician and family by
the QA Nurse and D.O.N.. Any area
of identified concern will be addressed
in Quality Assurance meeting for
further action plans as indicated
according to situation (i.e.
disciplinary, in-servicing, return
demonstration, etc.).
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| resident required frequent breaks due to

The OT notes dated 4/16/13 reveated that
Resident #188 stated " | am stilf hurting. " The
PT notes dated 4/16/13 indicated that the
resident stated that my leg is hurting especially in
the knee. The notes further indicated that the
pain was with movement and gait. The MAR
indicated that ihe resident had received Percocet
atl 8:20 AM for pain rated at "5" and at 9:46 PM
and was effective.

The OT notes dated 4/17/13 revealed that
Resident #188 stated " | am hurting so bad. "
Resident had increased pain during movement
which did not appear to be getting better,
discussed with PTA {physical therapy assistant).
The PTA asked the resident as to when her follow
up appointment with the surgeon would be. The
notes further indicated that the plan was to make
the appointment. The PT notes dafed 4/17/13
indicated that Resident #188 stated " I'm hurting
bad. " The noles revealed that resident continued
to have much pain, discussed with PT about
starting e stim {electro stimulation} for pain. The
MAR indicated that the resident had received
Percocet at 12:45 PM and at 9:24 PM.

The OT notes dated 4/18/13 revealed that the

increased pain. The PT notes indicated that the
resident stated " my hip is hurting but | wilt be
alright. " The PTA confinued to express concein
about the resident's pain. The MAR revealed that
the resident had received Percocet at 9:20 AM for
hip pain rated at " 8". The notes further indicated
that the resident was seen by the physician and
he was informed of the pain during therapy. The
physician had ordered additional Percocet 2
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tablets to be given prior to therapy. The physician
was not informed of the swelling on the right leg
and the leg length discrepancy, the right leg
shorter that the left.

The OT notes dated 4/19/13 revealed that
Resident #188 stated " my leg hurts so bad, | can
not move it. " The notes further indicated that the
resident had increased pain during movement
which did not appear to be getting better. The PT
notes revealed that the resident stated " I'm
trying but it just hurts so bad. * The resident was
in a lot of pain from hip to knee. Atternpted
supine there ex (therapeutic exercises) for hip
mahbility but resident could not tolerate. Resident
even experienced discomfort when head of bed
was lowered. Resident had been limited due o
pain in hip and knee and she was unable to
complete due to excruciating pain she was in and
that we were concerned with the amount of pain
limiting her movement and gait. On 5/8/13 at
3:05 PM, Nurse #1 was interviewed. She stated
that she was aware that Resident #188 was in
pain due to her surgery. The resident was on
pain medication which was effective. She further
stated that the physician had ordered o give
Percocel 2 tablets to be given prior to therapy and
that seemed to be working. She was not
informed that the resident was having a lot of pain
during therapy especially during movement and
gait. She indicated that if she had known, she
would inform {he physician about it. The MAR
revealed that the resident had received Percocet
{2 tablets) at 9:09 AM and 1 tablet at 9:35 PM.

The PT notes dated 4/21/13 indicated that
Resident #188 stated " | would like my pain pill
before we start. * The nurse was notified and
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pain medication was administered. The notes
further indicated that resident was in a lot of pain
from hip to knee with gait. Supine there ex
(therapeutic exercise) for the right hip was
attempted but resident could not tolerate. The

| resident had worked hard, still having much pain

when returned to room and bed, The resident
had made a comment that " maybe the pain
medication would start working in a littie meaning
that she was in alot of pain. " On 5/7/13 at 5:55
PM, Nurse #2 was interviewed. She stated that
she was aware that Resident #188 was in pain
and she was on pain medication which was
effective. She stated that she was not informed

i that the resident was in much pain during therapy

especially with movement and gait. She also
stated that if she should have known it, she would
assess the site for swelling and for any
abnormalities that could possibly cause the pain
and would inform the physician. The MAR
indicated that the resident had received Percocet
at 11:12 AM for pain rated at "8",

The PT notes dated 4/22/13 revealed that the
resident had worked hard, still having much pain.
She pointed the pain across the groin and she
was unable {o flex her hip and knee. The MAR
revealed that the resident had received 2 tablets
of Percocet at 8:46 AM. The notes further
indicated that the resident stated that her pain
was never completely relteved. At 10:25 PM, 1
tablet of Percocet was given due to complain of
pain on the right hip rated at "8",

The PT noles dated 4/23/13 revealed that the

resident was assisted con right hip mobility but she
could not tolerate it. She complalned of pain in
groin with movement. She continued to work
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. completely relieving the resident’s pain.

hard but continued to have difficulty with
movement of hip flex on about 25/30 degrees hip
flox and with extreme pain. The MAR revealed
that 2 tablets of Percocet were administered at
8:47 AM and 1 tablet at 7:52 PM.

The OT notes date 4/24/13 revealed that
Resident #188 stated " my leg huris so bad, | can
not move it. * The MAR revealed that the
resident was given 1 tablet of Percocet at .07
AM for pain rated at "8".

The records from 4/18/13 -4/24/13 did not
indicate {hat the physician was informed of the
continued and increased intensity of pain
especially during movement and gait, the
resident’s complaint that she could not move her
leg and that the pain medication was not

On 4/24/13, Resident #188 went to the orthopedic
surgeon for her follow up appointment. The
progress notes from the orthopedic surgeon
dated 4/24/13 was reviewed. The noles revealed
that on examination, the resident had pain on
palpation of the thigh and also had increased
discomfort with internal or external rotation of the
hip. Weight bearing was not allempted. An x-ray
of the hip was taken and demonstrated an
obligue fracture of the proximal femur at the mid
portion of the femoral component. Resident #188
was transported to the hospital from the clinic on
4/24113 for surgery.

The hospital notes with the admission date of
4124113 indicated that Resident #188 had
sustained a peri prosthetic fracture {fracture
around joint replacement prostheticsfimplants) of
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the right hip after hemi arthroplasty. The notes
revealed that the resident had sustained the
fracture while doing physical therapy. She was
admitted from the office to the hospital for
surgical repair of her peri prosthetic fracture. She
underwen! open reduction and internal fixation
and implant revision of her right hip hemi
arthroplasty.

On 5/8/13 at 9:10 AM, therapy staff #1 (PTA)was
interviewed. She acknowledged thai she was
assigned to work with Resident #188 during her
stay at the facility. She admitted that the resident
was having pain so bad during therapy buf the
resident would not admit having severe pain. She
indicated that she could telt that the resident was
hurting by not breathing well during therapy and
she would say " | can't do it anymore. " She
revealed that the resident's right leg was swolfen
since she was admitted. She also stated that the
resident had an order for weight bearing as
tolerated and that her right leg was shorfer than
the left leg. She indicated that she had informed
the nurse about her pain and a pain medication
was administered. She also stated that in 2
weeks, it was not unusual for a resident to be
experiencing pain and swelling and she did not
think that something was wrong because the
resident did not have any incidents that
happened. She also stated that she was working
with the resident on gait training and she knew
that the resident was hurting by her breathing but
the resident would say that " | have to do this so |
can go back home. "

On 5/8/13 at 9:15 AM, therapy staff #2 (OTA)was
interviewed. She stated that she had worked with
Resident #188 during her stay af the facilily. She
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was working with the resident on fransfers in and
out of bed and dressing. She was aware that the
resident's pain was worse than what she normally
described. She was having hard time moving her
right leg due to pain. She indicated that the PTA
{physical therapist assistant) had staried
questioning about her pain and the orthepedic
follow up appointment with the nurse. She also
stated that the PT had called the family who
indicated that the surgeon wanted to see herin 2
weeks but there was no appointment made yet.

On 5/8/M13 at 9:35 AM, therapy staff #3 (OT)was
interviewed., She stated that pain was expected
in about 2 weeks and the orthopedic appointment
should be made with in 2 weeks aftar surgery.
She stated that she was aware that the resident
was having pain but the pain was relieved with
the pain medications. She also added that the
orthopedic follow up appointment was made on
4/19/13 and the earliest date the office had
available was 4/24/13.

On 5/8/13 at 10:35 AM, administrative staff #1
was interviewed. She stated that she was aware
that the resident was having pain and the pain
meadication was effective. She was not aware
that the pain was on going and was increasing
during therapy. She expected that the therapy
staff should inform nursing when the resident
continuously experiencing pain during therapy.
She also expected nursing to assess the resident
for the underlying cause of pain and {o inform the
physician,

On 5/8M3 at 1:12 PM, therapy staff # 4 (PT)was
interviewed. She indicated that she had asked for
a meeting with the family due {o resident had
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plateau (long period of stability/progress ceases)
due to a lof of pain, whether to push her or not.
Review of the therapy staff #3 notes revealed that
the meeting with the family occurred on 4/18/13.
The notes indicated that the family was informed
that the resident had decreased in mobilily related
to pain. The notes further indicated that the PTA
had expressed concern over increased in rght LE
(lower extremily) pain and decreased tolerance
for mobility with the use of the rolling walker, The
family stated that she was aware of the increased
in pain and was unsure of whether to push the
resident or to let the resident listened to her body.
The therapist discussed waiting for orthopedic
appointment before pushing resident to
padicipate at increased level. The notes
indicated that the physician had ordered
additional pain medication to possibly improve
tolerance for treatment on 4/18/13, The notes
further revealed that the orthopedic appointment
was made for 4/24/13.

On 5/8/13 at 2:10 PM, the physician was
interviewed. He stated that he had seen the
resident on 4/18/13. He was informed of pain
during therapy and he had ordered additional pain
medication to be given prior to therapy. He was
not informed of the swelling on the right leg, the
difference of the leg length and the continued and
increased pain especially during therapy. He
added that if he had known it, hie would reassess
the resident, get an x-ray or get an orthopedic
consult.
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