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F 000 | INITIAL COMMENTS Fo00 RILING THIS PLAN OF
CORRECTION DOES NOT
This 2567 was amended on 11/01/2013, Sialf ! CONSTITUTE AN
identifier numbers in tag F463 were changed as ADMISSION
follows: THAT THE DEFICIENCIES, AS
1D T
NA#1 was changed to NA#S AI}EIL]?I'GE'I]‘)I%ID IN FOAI? T
NA#2 was changed fo NA#B : EXIST. SPLAN
NAH3 was changed to NA#T j CORRECTION IS FILED AS
NA#S was changed to NA¥S i EVIDENCE OF THE
-~ | NA#4 was changed lo Nurse #2. ' s IRE
F 167 | 483.10(b){(11) NOTIFY OF CHANGES F 167! FACILITY’S DE:?FHE TO
824 | (INJURY/DECLINEIROOM, ETC) i COMPLY WITH
| REQUIREMENTS.
A facility must immediately inform the resident;
cohsult with the resident's physician; and if Resident #1 was noted to have swelling 8/l
known, notify the resident's legal representa}ive to ler left fog on 9/17/13 (1030 PM). H1S/1
of an interesled famlty member when ihere ig an The nurse assessed the leg and called
‘acmdant én:olv::g lhe: re:kﬁm whlcjhlresu;]{s IP} the on-call service. The on-call service
injury and has the potential for requiving physlclan paged the wrong provider and 1o return
intervention; a significant change in the resident’s | call was received. The PA-C was
physlcal, mental, or psychosocial stalus (le., a : nofified on 9/18 11'3 and ordered an x-
detersforation In health, mentat, or psychosocial I On 9/20/13
slatus In sither lifo threatening conditions or ray. Investigation started, On 9/20,
investigation revealed that the incident

clinical complications); a heed to alter freatment

significantly (i.e., a nead to discontinue an occurred on 9/16/13. Resident was
axisting form of ireatment due to adverse admitted to a local hospital on 9/18/13
consequencas, of fo commence a new form of : and had surgery on 9/19/13 (o repair
trealment); or a decision to transfer or discharge fractured hip. Resident was re-admitted
the resident from the facllity as spacified In t0 Whispering Pines Nursing and
§483.12(a). . Rehabilitation Center on 10/1/13 under

; i Hospice care and expired in facility on
The facifity must also promplly notify the resident © 10/4/13. CNA (NA #1) was terminated
and, if known, the resident’s legal representative I on 9/20/13 for failure to notify the nursc
or interesied family member when there is a % of an incident on 9/16/13 when ft

change In room ¢r 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 i

LABCRATC! Y;)I ECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE . {TLE {X8} DATE
5)2LC;MZ¢) N:':h‘\ LAY &laru'huL mof,'tw\. ///{él (3

Any deficlency statement ending with an asledisk {*) dencles a deficlancy which the Instlotich may be excused from correcting providing il is determined that ’
other safeguards provide sufficlent protection to the patients, (See Instruclions.) Excapl for nursing homes, the findings slated above are disclosable 90 days
following tho date of survey whether or nol @ plan of correclion Is provided, For aursing homes, the above fingings and plans of correction are disclosable 4
days fellowing the date thesa documents are made avatable to the fachity, |f deliclancles are cllad, an approved plan of correction Is requisite lo continued
pregran pariicipation,

oceurred,
As all residents have the potential for a
change in condition, the plan
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established will address all residents in 10/4/17
F157| Continued From page 1 F157! e facitity. Each resident will continue
this section. to be monitored as of 10/4/13 through
routine assessment and observation by
The facliify must record and pasiodically update : .
the address and phone number of the resldent's the unit aurse and/or nursing supervisor.
legal representative or interested family member. Should a resident expericnce an
eplsodic event, it will be noted on the
This REQUIREMENT Is not met as evidenced 24 hour report by the unit nurse or
by: nursing supervisor and the acute
Based on record review, staff intarvlews and assessient and chading Process will
physician interviews, the facility failed to nolify the begin and continue every shift for a
physician for 1 of 2 residents {Resident #1) minimym of 72 hours by the unit nurse
exhibiting sfgns and symptoms of acute changes or unfil resiclent episodic event resolves.
In condition. Resident #1 was admitied lo the Notification of physician and
hospital with a left femoral fracture on 9/18/2013. responsible party is part of episodic
The Immediate Jeopardy began on_9f1 TH3 at the charting and will be documented.
time the nurse aide allowsd lhe resident to slip {o
the floor during care. The administrator was Beginning 10/16/13, any change in 10/16/1
notified of the Immadiate Jeopardy on 10/1612013 o o dentificd tromn the 24 ot
al 5:35 pm. The Immediale Jeopardy was
removed on 10/17/13 at 5:15 pm when the facility rep?ﬂ,etgefappr?griale c}]aﬁ will be i
provided a Credible Aliegation of Compliance. {f‘" oAV °lf oV e“mcl" fmassgsslme“ »
The facility will remain out of compliance at a catinent pran, monitoring of plan,
scope and severity of no actual harm with the appropriate natification of physiclan
potential for more than minimal harm that Is not and responsible party. This monitoring
immaodiate Jeopardy (D). The facilily was in the will be compleled by the DNS, Canlcai
process of full implementation and monilosing Care Coordinator, Nurse Supervisor,
thalr correclive action.
Alt licensed nursing staff have been 10/4/13
Findings included: asstgned on-line learning course
“Effective Comurnication” {thisisa
Review of the facllity policy on Acute Condition repeat from the 1/30/13), 'This class
Changes revised April 2008 Indlicated "The i includes the SBAR fool for
nursing staff will contact the Physician based on ! comnrunication with the pliysician,
the urgency of the situation. For emeigencies,
they will call or page the Physician and request a All 4
/ : nursin istants were in-servi 9/20/11
promp! response {within approximately one-half by (he DNgsi:)srf ;}30231;:'?:“ din ﬂfgd
hour or less). The allending physiclan {or a “yT OP and WATCH” gl od %
praclitionsr providing backup coverage) will 8 and WATCH” melhod o
FORM CMS-2587(02-09) Provious Yarstens Obselele EvontiD; 202011 Faciily 1D: §23582 If continualicn sheel Page 2 of 32
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noticing a change in resident condition
F 157 | Conlinued From page 2 F157¢  and alerting the nurse to that change.
fespond in a "me[y manner to nolificaﬁon OE Aﬂer ﬂte mirse addfﬂsses the iss“e Qn
problems or changes in condilion and status. The the STOP and WATCH the form is
staff Wil notify the Medical Director for additfonat returmned to the DNS and reviewed in the
guldanc? anc?I cansuttallon If a timely response is morning clinical meeting for monitoring
hot received. follow-through. This information will
Resident #1 was admilted to the facilily on be included as additional training in
6/10/2005 with diagnoses which included CNA orientation and annual re-
Alzhalmer's dementia and ostaoarthiitis. orientation and has been added to the
CNA skills checlkdist,
The most recent Minimum Data Set (MDS) daled 10/4/13
8/012013 indicated the resident was severely The licensed nursing staff were in-
cognitively Impalred. The same MDS assessment serviced by the Corporate Director of
revaaled the residant was folally dependent for Clinical Operations (DCO) or
{ransfers and required tha assistance of one appropriale designee on regarding the
parson. The assessment further Indicated the following areas on 10/4/13; Resident
resident required extensive assistance with Examination and Assessmont;
dresslng,‘The assessment indicated ihe resident Acute/Episodic Documentation; SBAR;
was low fisk for falls. Higrarchy for Nurse Administration
A review of the {acility Septembear 2013 Accident g;ﬁ;g;’g;::oi‘g}'{eoioilg;?;iif I:;l;ges 1071513
fog revealaed Residant #1 had a fall on 9/16/2013, I ?
DCO retumed to provide a refresher
A review of the Incident/ Accident Report for course on the following topics:
Resident #1 dated 9/18/2013 comploted by Nurse Documentation - General,
#1 indicalad sweliing was nole to the lefl thigh Eplsodic/Event Charting.; Notification
on 9/17/2013 al 10:30 pm. Review of the of RP for Cliange in Resideni Condition
Incident/Accident Report indicated first ald was or Siatus.
not administered. ;
i The Hlerarchy of Nurse Adminisiration 10/7713
Review of lhe Witness Interview Form dated Contaef was in-serviced and inftiafed on
91182013 by Nurse #1 revoslad she was notifisd 10/4/13, ‘There have been no further
by Nursing Assistant (NA) #3 on 917/2013 that situations rcga“ﬁ“g no physician
Rf?S'de“‘ :ﬁ[‘s iaﬂli?gdv;as 3""0"?"(-1 Nurse #1's notification due to the on-call service
wiiness sialement iunner revealed an
assessment of lhe affecled extremily had hean paging the wrong physician.
conducted, and that the left leg was "edematous
and aebducted as opposed to the right feg. No sfsx ?lcens.ec{édngrsf?lg gaﬁ‘ weie ]r;- tor of
(sign and symptom) of pain or discomfori upon nserve y tie L-orporaie Lirector o
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F 157 | Continued From page 3 ¢ 187 Clinical Operations on 10/4/13 and 115/

manipulation. Medical Doctor {MD) answering
sarvice was then called lo advise of findings.”
Revlew of the Witnass Interview Form by Nurse
#1 did not reveal a dale and lims the answering
service was notifisd.

On 10/4/2013 at 11:39 am, duiing an inlerview
Nurse #1 indicalad she was notified by NA #3 on
9/17/2013 at 10:30 pm thal Resldent #1's loft leg
was swollen. She staled "The left leg was more
swollen than the right and the left fool was mora
slanted. "Nurse #1 slaled she placed a call to the
answering service afler leaving the resident 's
room on 91 7/13 at 10:30 pm and informed lhe
oncoming nurse {Nurse #2) that she had placed
the call prior to leaving shift,

Review of the focal Physiclan Paging log undated
revealed "Dale 9/17/2013, time 12:12 am,
Reasoit for call: possible feg fraclure.”

A review of the facilily 24 hour report dalted
9/18/2013 revealad "no relurn call from MD
related to left leg/knes for Resident #1."

Review of a nurse's note by Nurse # 3 daled
9/18/2013 al 12:30 pm revealed "Left upper leg
noted to be swollen, reddened and shorter than
right leg. PA (Physlician Assistant) noified at
10:16 am, Stat x-ray ordered, X-ray called in at
10:20 am. The X-ray company entered {he facllily
at 10:456 am. PA nolified of resulls. Order was
given to send the reskdent {o the hospital for
avaluation of left displaced oblique fraclure. EMS
called at 12:16 pm. Vital signs ware documenled
as prior to leaving 117/60-62-20-97 temp, with 97
% oxygen saluralion on room air. EMS sntered
the facllity at 12:32 pm and left at 12:40 pm."

10/15/13 as (o the standard criteria for
monitoring resident’s condition as
Msted, but not limited to Condition
Changes, VS (TPR, BP, Pulse Ox)
Level of Consciousness and
Responsiveness; Level of Cognition,
All licensed nursing staff have been: re-
insezviced by the Corporate Director of
Clinical Operations on 10/4/13 and
£0/15/13 with regards to
Documentation Standards in
acutefeplsodic charting, SBAR,
reporling siatus changes to physician
and BP to nclude additdons of new
medications, Any licensed staff nurse
who has not been inserviced by the
NS or appropriate designee as of
10717113 will not be allowed 1o report
for duty until training is complete, This
Informatlon will be included as

¢ additlonal training in licensed nurstag
orientation and annual re-orientation
and has been added to the licensed
nurse skifls checkdist,

24 Hour reporis will continue to be 10/4/13
reviewed during morning meetings.
Nurse's notes, for applicable residents,
whl be reviewed by DNS or designee to
ensure timely notification was made
according to Aente Change in Condition-
Clinical Protocol. and Hierarchy for
Nurse Adminisfration Contac five {imes
per week,

Quality Assurance of Aente Care Audits

. will randomiy be completed based on a
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. change mentioned on the 24 Hour report
F 167 | Continued From page 4 8 po

Review of the hospital Hislory and Physical dated
918/2013 revealed Residenl #1 was admitlad
with a left proximal femoral fraclure with
displacement and left hip swelling.

A review of the physiclan telephons order dated
101172013 indicated "Hosplce to evaluale and
admil.”

A review of lhe Hospice Certification and Plan of
Treatment revealad resident was admilted to
servicas on 10/3/2013.

A raviev of {he Record of Death revealed resident
axpired 10/4/2013 at 10:05 pm.

On 10/4/2013 at 0902 am during an interviav,
Nurse #2 revealad she was Informed by Nurse #1
that she had paged the on call physiclan to notify
{ha doclor aboul swelling n Resident #1 left thigh.
Nurse #2 further indicated swelling in an
axtramily Is an abnormat finding and could
indicate an injury, She staled she did not
document her assessmani of Resldent #1's
swollen leg in the nurse's noles, She further
stated "Screaming is her normal basetine. So wilh
her, you really wouldn't know if she Is in paln.
“"Nurse #2 staled she did not make any further
atlampis o notify the physician during her shift
from tipm through 7am about the swelling In
Resident #i1's lag. She siatad she documented
the doctor's failure o relurn the call back to the
facility on the 24 hour report and passed it on {o
the day shift nurse during the change of shift
verbal report,

During an Inteview on 10/4/2013 at 1:22 pm,
Nurse # 3 revealed she was informed by Nurse
#2 on 9/18/2013 of swelling to Resident #1's lefl

F187! five times per week for two months, then
once weekly for one month and then
monthly thereafter, These audits will be
reviewed by the ED and DNS weekly

i and findings will be brouglt to

t the monthly QA Comumitfee by the DNS
or appropriate designes and will be
reviewed by the Comumitiee monthly
times 3 months followed by quarteriy for
3 quarters and then

as needed, for compliance with plan,
Plan will be revised as needed with
appropriate staff re-In-serviced to any
changes. Policles, procedures and
training will be reviewed as necessary.
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thigh during the shift change report. She further
rovealed she was Informed of the allempl to
notify the physician the night before with no refurn
call. She slated "l don't know why | did not
atlempt to call the doclor again." Nurse #3
fevealed she assessed Resident #1's swelling to
the lsft thigh at 8:00 am and obtalned a sat of
vital signs. She further revealed she and the
nursing assistant wenl back in the resident's
room ai 10:00 am and thal the resident was not
yeliing out as she normally does. Nurse #3
indicated she was aware that Resldent #1 had
episodes of vomiling and changes in appelile on
9/17/2013 and 9/18/2013. She further stalad she
thoughl it was jusl isolated Incldents.

In an interview on 10/4/2043 al 2:42 pm, the
Diraclor of Nursing (DON) stated she expected
the nurse to atlempi lo call the doclor agaln if the
doclor dld not call back. The DON further
indicatad in the event of an emergency, she
expecied the nurse to calt 917 and have the
resident sent to the emergency room.

On 10/16/20113 at 3:00 pm, during an inlerview,
the altending physiclan stated "The nurses need
to be sufe fo call when lhey notice the changses In
the resident’s condition. "The altending physician
slated in this case the wrong physician was
pagsd but the nurse should have placed a call lo
the paging service again after 15 minutes of not
recelving a call back from the on call physiclan.
She further indicalad the answaring servics was
requlred than o call the on ¢all physician direcily,
The altending physician further staled if the nurse
assessed the resident 's leg wilth swelling and
abdugtion, and the on call physician did not call
hack, she should have called 911 and sent the
patlent to the emeargency roont.

£
t
J.
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The facilily provided the {ollowing Credible
Altegation on Oclober 17, 2013 at 6:16 pm:

Credible Allegalion of Comphlance for F167:

Rasident #1 was noted o have swelling o her left
leg on 08/17/13 {1030 PM}. Investigation slarled.
On 09/20M13 invesligation revealed that the
Incident ocousred on 09/16/13. Resldant was
admilled fo a local hospltal on 9/18/13 and had
surgery on 9/19/13 to rapair fractured hip.
Resldent was re-admilied (o Whisparing Pines
Nursing and Rehabilitallon Center on 10/1/13
under Hosplce care and expired in the facility on
1014713, CNA (NA#1) was lerminated on 9/20/13
for failure to nolify the nurse of an incident on
09/16/13 when It occurred.

As all residents have the potential for & change in
condition, the plan established will address alt
residents in the facility. Each resident will
conlinue 1o be monilored as of 10/4/13 through
rouline assessment and obsarvation by tha unit
nurse and/or nursing supervisor, Should a
rasldent experiance an episodic event, It will be
noted on the 24 hour report by the unit nurse or
nursing supervisor and the acule assessment
and charling process will begin and conlinue
every shift for a minimum of 72 hours by lhe unit
nurse of until resident episodic event resolves.
Nolification of physiclan and rasponsible party [s
part of episodic charting and will be documenied,

Beginning 10/16/13, any change in condilion
identified from the 24 hour reporl, the appropriale
chart will be reviawed for evidence of
assassment, trealmenl plan, monitoring of plan,

+
'
3
i

1
:
3
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appropiiate notification of physician and
responsible parly. This monitoring will be
complated by the DNS, Clinical Care Coordinator,
Nurse Supervisor.

Al licensed nursing staff have bean assigned
on-line learning course "Effective
Communication” {ihis Is a repeal from the
1/30413). This class includas the SBAR tool for
communicalion with the physiclan.

All nursing assistanis wera in-servived by the
DNS on 9/20/13 regarding the "STOP and
WATCH " method of noticing a change in
resident condilion and alarting the nurse to that
change. After the nurse addresses the Issue on
the STOP and WATCH the form Is returned to the
DNS and reviewsd in the moring clintcal meeting
for monitering of follow-through. This information
will be tncluded as additional training in CNA
orfentallon and annual re-orlantation and has
been added to the GNA skiils checklist.

The licensed nursing staff were ra-inserviced by
the Corporale Director of Clinlcal Oparatiens or
appropriale designee on ragarding the following
areas on 10/M/13 and 10/16/13 157/Notiflcation of
Changs; factlity poliey on Change in Reskient
status with Includes notification of physician and
responsible parly; the Quality of Assurance of
Acute Care and monitoring of follow-through.

Licensed nursing staff ware re-inserviced by the
Corporate Director of Clinlcal Operatlons on
10/4/13 and 10/156/13 as to the slandard criteria
for moniloring resident’s condition as isled, bul
nol limiled fo Condition Changes, VS {TPR, 8P,
Pulse Ox} Level of Consclousnsss and
Responsiveness; Level of Cognilion. All licensed
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nursing staff have been re-Inserviced by the
Corporate Dlrector of Clinleal Oparalions on
10/4/13 and $0/16/13 with regards to
Documentation Standards in acule/episodic
charllng, SBAR, reporling slatus changes to
physician and RP to include additions of new
medications. Any licensed staff nurse who has
not baen inserviced by the DNS or appropriate
deslgnes as of 10/17/13 will not be allowed fo
report for duly uniil {raining is complete. This
Information will be Included as additional {ealning
In licensed nursing orientalion and annual
re-orientation and has besn added 1o the licensed
nurse skills chackiist.

On 10/17/2013 at 6:15 pm, verificalion of the
credible allegation was evidenced by interviews of
direct care nursing staff and administrative staff
refated to notification of acute changes In
conditton. The nurses were aware of the
hierarchy of change for all current residents with |
any acule changes in condition. |
F 309 | 483,25 PROVIDE CAREI/SERVICES FOR F 309 i
§5=J | HIGHEST WELL BEING |
|

Each resident must receive and the facllily must :
provide the nacessary care and services fo altain ‘
or maintain the highest! practicable physical,
mental, and psychosoctal well-being, in
accordance wilh the comprehansive assessment
and plan of care,

This REQUIREMENT s not mat as evidenced
by:

Based on record review, staff interviews and
physician Intervisw, the facility failad {o assess 1

H
i
I

|
|
|
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of 2 residents {Resident #1) exhibiling slgns and i CORRECTION DOES NOT
symptoms of acute changes in condition, nor CONSTITUTE AN
limely assassment for immedials care. Residant ADMISSION
#1 was admilied fo the hospital with a left famoral ?
fracture on 9/18/2013. The immediate Jaopardy THAT THE DEFICIENCIES, AS
began on 9/17/13. The adminisiralor was nolified ! ALLEGED, DID IN FACT
of the immediate Jeopardy on 10f16/2013 at £:36 g | BXIST, THIS PLAN OF
pm.The Immediate Jeopardy vas removed on i i CORRECTIONISFILED AS
1041772013 at 5:15 pm when the facllity provided ‘
a Credible Allegatlon of Compliance. The facliity EV]DENCE} OF THE
will remain oul of compliance at a scope and EACILITY’S DESIRE TO
severity of no actual harm with the polential for COMPLY WITH THE
more than mintmal that Is not Immediate REQUIREMENTS

Jeopardy (D). The facliity was in the procass of
full irmplementation and monitoring (hele
corraclive action.

Findings included:

Review of the facility policy on Acule Condllion
Changaes revisad Aprl 2009 Indicated "The
nursing steff will contact the Physician based on
the urgency of the sltuation. For emergencies,
they will eall or page {he Physiclan and request a
promipt response {wilhin approximately ons-half
hour or {ass), The allending physician {or a
praciitfones providing backup coverage) will
raspond in a limely manner te nolification of
problams or changes in condition and status. The
stalf will nolify the Medical Direclor for additional
guldance and consuitalion if a timely response is
not recelved."

Resident #1 was admilled {o the facility on
6/10/2005 with diagnoses which included
Alzheimar's dementla and ostaearthritis,

The most recent Minimum Data Set (MDS) dated
8/9/2013 indlcated the resident was severely

|

i
H

Resident #1 was noted to have swelling
to lier left leg on 9/17/13 (1030 PM).
The nurse assessed the leg and called
the on-calt service, The on-call service
paged the wrong provider and no refum
call was received, The PA-C was
notified on 9/18/13 and ordered an x-
ray. Investigation started. On 9/20/13
investigation revealed that the Incldent
occurzed on 9/16/13, Resident was
adnitted to a local hospital on 9/18/13
and had surgery on 9/19/13 to repair
fractured hip. Resident was re-admitted
to Whispering Plnes Nursing and
Rehabllitation Center on 10/1/13 under
Hosplce care and expired In facility on
10/4/13. CNA (NA #1) was terminated
on 9/20/13 for fallure (o notify the nurse
of an incident on 9/16/13 when it
occnrred,

As all residents have (he potentiat for a
change in condition, the plan

9/18/13

10/4/13

FORKS CMS-2667(02-59) Previous Vorglons Qbsolele Event 1D;2D2J1(
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cognitively impaired. The same MDS assessment
rovealed the rosident was tofally depsndent for
iransfers and required the assistance of one
person. The assessment further indicated the
rasident required exiensive assistance with
dressing. The MDS assessmen! indicated the
resident was unsteady with surface 1o surface
transfer. The sams assessment furlher Indlcated
rasident had limited range of molion to both upper
and lower extremliles,

A roview of Resident #1 's nursing care plan last
updaled 8/9/2013 revealed the resident was al
risk for falls. The care plan further Indicated the
resident was {ransferred with the mechanical lift.

A review of the facilily Septembar 2013 Accident
log revealed Resident #1 had a fall on 9/16/2013.
The IncldenVAccident repori was completed by
Nurse # 1 on 9/18/2013 after the resident was
diagnosed with a left femoral fracture on
9/48/2013. During an nterview on 10/3/2013 at
11:28 aimn, the Director of Nursing (DON) slated
she had Nurse #1 to comse in and complele an
Incident report for Resident #1 affer the resident
was dlagnosed wilh the fracture because she had
Inillally noticad the swelling and abduclion tha
svening befors. The DON further Indlcated the fall
was not raporfed at the fime of occurrence and
the faciiily did not learn ahout the fall uniil days
tater. A review of a typed entry per the Direclor of
Nursing dated 9/18/2013 at 10:00 am indicated
"Called to resident's room to assess lefi leg
ebnormality. Noled the affected Ieft lower
exiremily was shorler than unaffected extremily
and the lelt lowsr extremily rotated, Nurse called
aftention {o the left upper thigh area. Noted
swalling, lightnass and warmth, Resideni
appeared lass responsive and was not exhibiting

the facility. Each resident will continug
to be monitored as of 10/4/13 through
routine assessment and observation by
the unit nurse and/or nursing supervisor,

Should a resident experlence an
episodic event, it will be noted on the
24 hour report by the unit nurse or
nursing supervisor and the acute
assessment and charding process will
begin and continue every shift for a
minimm of 72 hours by the unit nurse
or until resident episociic event resolves,
I Noftification of physiclan and
responsible party is part of episodic
charting and will be docuntented.

All Licensed nursing staff have been
assigned on-line leaming course
“Befectlve Communication” (thisisa
repeat from the 1/30/13). This class
includes the SBAR tool for
commuutcation with the physician for
completion of 10/15/13.

The licensed nursing staff were in-
serviced by {he Corporate Director of
Clinical Operations (DCO) or
appropriate designee onregarding (e
following arcas on 10/4/13; Resident
Examiaation and Assessment;
Acute/Episodic Documentation; SBAR;
Hierarchy for Nurse Administration
Contact; and Acute Condition Changes-
Clinical Protocol. On 10/15/13, the
DCO returned to provide a refresher
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F 309 | Continued From page 1t F 309 5 0P

the normal hehavior per restdent which Is yelling
out when touched. Hip rocked. Resident moaned
in discomfort, Instruction was given for nurse to
update MD on the findings and o request in
house X-ray." During an Interview on 1043/13 at
11:28 am, she slatad, "it was a classic sign of &
hip fracture. "

Review of the Witness interview Form dated
$/18/2013 by Nurse #1 revealed she was nolified
by NA#3 on 9M7/13 at 10:30 pm ihat Resident
#1's left leg was swallan, Nurse #'1's witness
statement further revealed an assessment of the
affacted extremily had been conduclad, and that
the left leg was "edemalous and abducied as
opposed to the rght leg. No s/sx {sign and
symplom) of pain or discomifort upoen
manipulation, MD {Medical Doclor} answaring
service was then called to gdvise of findings."
Review of the Wilness Inlerview Form did not
raveal the date or time the answering service was
notified.

Review of the local Physician Paging leg undaled
revealed one call "Date 9M17/2013, time 12112
am, Reason for call; possible leg fracture.”

A review of a nurse's note by Nurse #3 daled
918/2013 at 12:30 pm revealed "Left upper leg
noted to ba swoltan, reddened and shorler than
right leg. PA {Physician Assistant) notified at
10:15 am. Slat x-ray orderad. X-ray called In at
10:20 am. X-ray company enterad the facliity at
40:45 am. PA nolified of results. Order was given
to send the resident to the hospilal for evaluation
of laft displaced oblique fracture. EMS called al
12:16 pm. Vital signs prior to leaving
117/60-62-20-97 temp, with 97 % oxygen
saluratlon on room alr. EMS enlered the facilily at

Documentation - General;
Eplsodic/Bvent Charting; Nofification
of RP for Change in Resldent Condition
or Status.

The Hierarchy of Nurse Administration
Contacf was in-serviced and initlaled on
10/4/13. ‘There have been no further
situations regarding no physician
notification due to the on-call service
paging the wrong physician,

Licensed nursing staff wer¢ re-
inserviced by the Corporale Director of
Clinical Operations on 10/4/13 and
10/15/13 as to the standard criterla for
monitoring resident’s condition as
listed, but not limited to Condition
Changes, V8 (TPR, BP, Pulse Ox)
Leve! of Consclousness and
Responsiveness; Level of Cognitlon,
All ficensed nursing staff have been re-
inserviced by the Corporate Director of
Clinical Operations on 10/4/13 and
10/15/13 witl regards to
Documentation Standards in
acute/episodic charting, SBAR,
reporting status changes to physician
and RP (o Include additions of new
medications, Any Heensed staff nurse
wlio has not been inserviced by the
DNS or appropriate designee as of
10/1°77/13 will not be atlowed to report
for duty untif training is complete. This

10/4/13

10/17/4
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12:32 pm and left al 12:40 pm." Review of the
nurse's nole did not reveal firsl aid (reatment or
madication was administered,

Revlaw of a nurse’s nole by Nurse #1 dated
9/18/2013 at 4:55 pm revealad the following
"Late entry for 9/17/2013- 3-11 shift (10:30 pm)
CNA on duly notified this wiiter thal resldent leg
"ooked swollen” Upon assessment, resident leg/
hip appeared edematous, slightly abducted in
comparison to right feg, Resident displayad no
sfsx (slgn and symplom) of paln or discomfort
upon ROM (range of motion) of left leg. Resident
noled to be lying on back al {ime of assessment.
MD answering service cealled so thal en cait MD
or PA on duly may be notiflad of findings and fo
saek further guidance, Information passed onto
nusse of oncoming shift so that information of
findings may be conveyed to on call MD or PA of
information when call back received." Review of
{the nurse's note did not revealt first aid treatment
or medication was administarad.

A revlew of the facility 24 hour report dated
9/18/2013 revealed "no relurn call from MD
retated {0 lofl leg/knee for Rasldent #1."

Review of the Witness Interview Form by NA
{Nursing Assistant) ##1 dated 9/20/2013 indicated
he sat the sesident up on the side of the bed to
pull her dress down and she slid o the floor. The
Wilness Interview Form further indicated NA #1
transforred Resident #1 Into the chalr with the
assislance of NA #2 after the fall. Thare ware no
nusse 's notes in the medical record relaled {o
Resldsnt #1 's stalus from 9/16/13 until $/17/2013
 at 10:30 pm,

On 10/4/2013 al 0802 am during an interview,

additional training in licensed nursing
orientation and annual re-orentation
and has been added (o the licensed
nurse skilfs checklist,

All nursing assistants were in-serviced
by tlie DNS on 9/20/13 regarding the
*STOP and WATCH" method of
notlcing a change in resident condition
and alerting the nurse {o (hat change,
Aler the nurse addresses the issue on
the STOP and WATCH the form is
returned o the DNS and reviewed in the
moriing clinical meeting for monitoring
follow-{hirough, This information wilt
be included as additional (raining in
CNA orieatation and annuat re-
orientation and has been added to the
CNA skills checklist,

24 Hour reports will continue fo be
reviewed during morning meetings.
Nurse's nofes, for applicable residents,
will be reviewed by DNS or designes to
ensure {itnely notification was made
according to Acute Change in Condition-
Clinleal Protocol, and Hierarchy for
Nurse Administration Contact five times
per week.

Quality Assurance of Acute Care Andits

¢ will randomily be completed based on a

change mentioned on te 24 Hour repost
five (intes per week for fwo months, then
once weekly for one nonth and then
monfhly thereafter, These audits will be
reviewed by the BD and DNS weekly
and findings will be brought to

'
!

9/20/13

10/4/13

10/4/13
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Nurse #2 revealed she was informed by Nurse #1
that she had paged the on call physiclan to notify
the doctor about swelling in Resident #1 left thigh,
Nurse #2 further Indicaled swelling in an
exlremily Is an abnormal finding and could
indicate an injury. She slated she dld nol
document her assessment of Resident #1's
swollen leg In the nurse's notes. She added thal
she did not place the resident on acute charling
report. She further slated "Screaming Is her
normal baseline. So wilh her, you really wouldn't
know if she s in pain." Nurse #2 stated she did
not make any further altempts to nolify the
physlelan duilng her shift from 11pm through 7am
aboul the swelling in Resident #1's leg. She
stated she documaented the doclor's failure to
telurn the call back to the facllity on the 24 hour
report and reportad il on to The day shilt nurse
during lhe change of shilt verbat report.

In an interview on 1014/2013 at 11:38 am, Nurse
#1 indicatad that NA #3 raported lo har on
9/17/2013 that Resident #1's left leg looked
swollen. She stated, "The left lag was more
swollan than the right and the laft foof was more
sfanted.” Nurse #1 further indicated abduction Is
an abnormal finding that would {ndicate the need
1o nolify tha doctor and that further madical
avaluation would be needed. Nwrse #1 stated she
did nol place the resident on acule charting status
for closer monitoring or Implement precautions
relaled o assessment of the abducled leg.

On 1011472013 at 14:07 ain, during an interview,
NA (Nursing Assistant) #1 revealed he sat
Resldent #1 up on ihe side of the bed and ried o
pul her dress on her on 8/16/13 batween 8 and 11
am. He siated the dress was too smali and she
siid off the bad. NA#1 further indicated "lt was

F309! g monthty QA Comuuiites by the DNS
or appropriate designee and wil be
reviewed by the Commitiee monthly
times 3 months followed by quarterly for
3 quarters and then

as needed, for compliance with plan,
Pian will be revised as needed with
appropriate staff re-in-serviced {o any
changes. Policics, procedurss and
fraining will be reviewed as necessary.
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an accldent and [ fael bad aboul it NA#1 further
revaalad that he always sat the resident up on the
side of the bed to dress her. He stated he left the
rasident oh the floor beslde the bed while he went
to the door and yelled down the hall for help. NA
#1 stated he was nol able to tell the nurse about
the fall bacause she was off the floor to lunch bul
he had plannad {o {ell her when she retuined. He
further stated he forgot to Inform the nurse aboul
the fall on 9/16/13. NA #1 staled the resident did
not show any slgns of paln before she was placed
in the chair.

During an interview on 10/4/2013 at 1:22 pm,
Nurse # 3 revealed she was informed by Nurse
#2 on 9/18/2013 of sweliing 1o Resident #1's lafl
thigh dusing the shif{ change report. She further
revealed she was informed of the aillempt to
notlify the physictan the night before with no return
call. She stated "I don't know why 1 did not
altempt to call the doctor again. "Nurse #3
revealed she assessed Resldent #1's swelling to
the left thigh at 8:00 am and obtainad a sel of
vial signs. She further revealed she and the
nursing assistant weni back in the resldent's
room &l 10:00 am and thal the resident was not
yelling out as she normally does, Nurse #3
indicaled she was aware that Resident #1 had
apiscdes of vomiting and changes In appelile on
9712013 and 9118/2013. She furdher sielad she
thought it was just isolated incidents.

On 10/4/2013 at 2:05 pm during an Interview, NA
4 indicaled Resident #1 had a vomiling episode
on 9/17/2013 after breukfast. She Indlcated
Resident #1 normally had a good appelite. She
further indicated Resident #1 exhibited additional
changes to include decreased yelling and
decreased appetite at lunch on 9/17/2013 which
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was reporiad to Nurse #3.
On 101412013 al 11:48 am, In an interview wilh

NA #2, she indicated she was called out of
another resident 's room by NA #1 lo assist with
fransferring Resldent #1 into the gerichair. NA#2
further reveated thal Resident # 1 was silting on
the hollom of the gerichair and the back of the
chair was slanding off the floor in the back, She
indicaled her immediate response was 1o help NA
#1 o get the resident on up Into the chair. NA#2
furthsr staled NA #1 Informed her not to t¢li
anyone, NA#2 indicated this incident oceurred on
Monday 9/16/13. She further stated NA #1 was
Irrale and angry on the day of the fali,

Raview of a wrillen statement undated by NA #3
revealed Restdent #1 did not eat or drink during
evening meal on 9/17/2013. The wilness
statement for NA#3 furthes indicated "} first
checked her at 3:30 pm and she didn't seem like
she felt good. Her eyes were fixed on the cslling
and she seamed to be out of it." NA#3's wilness
statement further revealsd "l went in her room
agaln on my last round which was 10:00 pm and |
notlced her leg did nol look right o 1 went and gol
the nurse.”

NA # 3 was not avaifable during the investigation.
She could not be reached al the telephone
number provided by the facilily on two altempls,
1011472013 at 11:00 am, and 10/14/2013 al
11:65am.

Review of the hospital Histary and Physical dated
9/18/2013 revealod Resldent #1 was admitted
with a left proximal femoral fracture wilh
displacemsnt and lefl hip swelling. The history
and physlcal furlher reveated a diagnosis of
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anemia, acute on chronic, “there [ no external
bleading but may possibly be related to left hip
Injury intra compartmental bleeding. Patient will
need a biood transfusion.”

Review of the hospital Discharge summary daled
10/1/2013 revealed "drop in hemoglobin and
hematoerit lave! could have been from the left hip
fraclure. Sha received a total of four unils of
packed red blocd cells. She was found o have a
hemoglobin leve! of 6,6 on admission." She was
evalualed by cardiologist for preoperalive risk
assassmant and had a 2D echocardlogram dong
which showed normal gjection fractlon. The
discharge summary further Indlcated multiple
discussions with power of allorney confirming that
{he geal of care was comforl. Daspile treatment,
the pallent continued to dacline, The discharge
summary further indicated resident was baing
discharged back to the skilled nursing facllity with
hospice semvices,

A review of the physiclan telaphone order dated
16/112013 indicated "Hoaplce to evaluate and
admit."

A review of the Hospice Cerification and Plan of
Trealment revealed resident was admiited to
services on 10/3/2013.

A review of the record of death revealed resident
axpired 10/4/2013 al 10:05 pm.

Cn 1011672013 at 3:00 pry, duting an Inteiview,
the allending physician staled "She lost alot of
blood." She further stated "The nurses need lo
be sure to call when they notice the changes in
{he rasident's condition." She stated the low

hematocril and hemoglobin could be due to the

1
i
i
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delay in treatmant from the lime of the fall to the
lime of hospilalizalion. She further stated the
resident naver fully recovered from the hip
feacture surgery and the goal became to keep the
resident comfortable, She indicated the purpose
of the surgery was lo control the pain and the
bleeding. The attending physician furthar stated if
the nurse assessed the resident's lag with
swelling and abduclion, and the on call physiclan
did not calf back, she should have cafled 911 and
sent the patienl 1o the emergency room.

The facllity provided the following Cradible
Allegation on October 17, 2013 at 5:15 pmy;

Credible Allegation of Compliance for £309:

Resident #1 was noted to have swelling 1o her left
leg on 08717713 (1030 PM}. Investigalion started.
On 08/20/43 Invesligation revealed that the
incldent oecureed on 09/16/13. Rasident was
admiited to a focal hospital on 9/18/13 and had
surgery on 8/18/13 to repalr the fraclured hip.
Resldent was re-admilted to Whispering Pines
Nuising and Rehabititation Center on 10/1/13
under Hospica care and expirad in the facility on
10/4713. CNA (NA¥#1) was ferminated on 9/20/13
for failure to nolify the nurse of an Incldent on
09716/13 when it occurred,

As all residents have the potenlial for a change in
condilion, the plan established wiil address all
resldents In the facilily. Each resident will
continue {o be monitored as of 10/4/13 through
rouline assessment and observalion by the unit
nurse andfor nursing supervisor, Should a

| resldant experience an eplsodic event, it will be

noled on the 24 hour report by the unit nusse or
nussing supervisor and the acule assessment
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and charting process will begin and contlaute
avary shift for a minimum of 72 hours by the unit
purse or uniil resident episadic event resolves.
Notification of physician and responsible party is
part of episodic charling and will be documented.

All licensed nursing staff were assigned on-line
learning course "Effecliva Communlcation *
which includes the SBAR ool for communicalion
to the physiclan for complstion of 10/15/13.
Licensed nursing staff and C.N.As have be re-
inserviced by the DON or appropriate designes
regarding lhe folfowing

O Facliity Policy on Change in Resident Stalus
which includes notification of physician

0 Quality Assurance of Acule Care

¢ Praclice Guideline for Notification of Changes
& Documentation of Nofification

Licensed nursing staff were re-inserviced by fhe
Corporale Dirsctor of Clinical Oparations on 10/4
and 10115 as 1o the standard ciiteria for
monitoring resident’ s condition as lisled below,
bt not limited to: Acute Condition Changes
Clinical Protacol; VS {TPR, BP, Pulse Ox); Levs!
of Consciousness and Responsiveness; Lavel of
Cognition

All licensad staff have baen re-inserviced on
Pocumentation Standards in acutefeplsodic
charling, SBAR, reporiing changs In status to
physician/RP o include additions of new
madications by the Corporale Direstor of Clinleal
Operations on 10/4/13 and 10/16/13

Any liconsed staff membar who has not been
Inserviced as of 1071713 wlll not be allowed to
report for duty untit fraining Is complete.

This information will ba included as addilional
tralning in licensed nursing orientalion and annual
re-orlentation as shown on the llcensed nurse

F 308
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skills checklist.

All nursing assistants ware In-serviced by the
DNS on 9/20/13 regarding the * STOP and
WATCH " mathod of noliclng a change in
resident condition and aleriing the nurse {o that
change. After the nurse addresses the isstie on
tha STOP and WATCH the form s relurned to the
DON and reviewed in the merning clinical
masting to monlior for follow-through. This
Information will be included as additional training
in CNA orientallon and annual re-orlanlation and
has been added to the CNA skKills checkilst.

On 1011713 at 5:16 pm, verificalion of the
credible allegallon was evidenced by interviews of
diract nursing cars staff related to moniloring and
reporling acule changss In ¢condition, The direct
nursing care staff was aware of the STOP and
WATCH change alering lool to be given fo the
nurses with a copy o be stibmitled to
managemeni, The Licensed Nurses were aware
of Acute Changes Protocol to Include vilal signs
with docuraentation of nofification in the madical
racord,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility musl ensure that ths resident
environmsnt remains as frae of accident hazards
as Is possible; and each residant receives
attequate supervision and assistance devices to
prevent accldents.

This REQUIREMENT Is not met as avidenced

F 302

F 323
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o pag F 32315 0/17/13, the 3-11 CNA reported to the rarts
* H 7 "
Based on record review, staff Inleiviews and '11111'8]9{ ﬂ!,%,ll%eSldeT #Is sclse%d lt(lrrlc;klcéd d
physlcian interview, the facility failed to assure jSwolienv . « e nurr:daecsl s Iig ;ml
that 1 of 5 residents reviewed for accidenls noted it to “appea ematous, slightly
{Resident #1) was properly supervised durdng iabducted in COH‘PFE“SOR fo the Tigh} leg”,
roullne care 1o prevent the restdent from sliding to IRestdent was admitted to the hospital on
{he floor and causing a fraclure, The 9/18/13,
administrator was notifled of the Immediale
Jeopardy on 10/16/2013 al 5:36 pm. The An incident report was completed and an
Immediate Jeopardy began on 9/16/2013 al the investigation was initiated by the Director  {#/18/13
time of the nurse afde allowed the residenl to slip of Nursing Services immediately on
{o the floor during care. The Immediate Jeopardy 9/18/13 dus to {his belng an injury of
was removed on 10/ 7413 at 5:16 pm when the unknown origin,
faclity provided a Credible Allsgation of CNA involved in the Incident was
Comptiance. The facilily will remain out of interviewed on 9/20/13 by the DON, and
compliance al a scops and sevarily of no aclual QCC and disciplinary action was initiated 0/20/13
harm with the polenilal for more than minimal duo to faliure to notify the nurse of the
harm thai is not lmmediate jeopardy (D). Tha incident. This failure of notification
facllity was in the process of full implementation " ed'in ion of i
and monitoring thelr corrective aclion. ;7';‘6;13 termination of employment on
Findings Included:
On 9/18/13, nursing management 9/18/13
Resident #1 was admitled to the facllity on reviewed Fall Risk Assessments for all
671012005 with diagnoses which included current residents who had had a fall since
Alzheimer's dementia and osteoarihritls. 7/1713 and all new admissions since 9/1/13
still residing in (he facility, Any new fall
The most recent Minimum Data Set (MDS) dated prevention interventions were initiated and
8/9/2013 Indicated the resident was sevarely care planned. New admission residents
cognitively impalred. The same MDS assessmentl will continug fo be evaluated for fall risk
tevealed the resident was tolally dependent for upon admisslon and preventive
transfers and requlred the assistance of one Interventions will be put into place for
persen, The assessment furiher Indicated the . s .
resident required exlensive assistance with ;e’tsll;iemsﬁ {)Ies li{d I:;ei’?ggrgtse?cﬁl:uggc’s
dressing. The MDS assessment indlcated the ang wi f}‘e ! tihe Fall
rasident was unsteady with surface to surface station as a'mem Tobthe ?‘ ing Leal
transfer. The same assessment further indicated Club effective 9/23/13. All liconsed
resident had limited range of motion 1o both upper nursing staff were in-serviced by the DON
and lower exlremities.
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A review of Resident #1's nursing care plan last
updataed 8/9/2013 revaaled ihe rosident was at
tisk for falls. The goal stalad for ihis problem was
lhat the resident would have no falls over the next
90 days. Interventions listed for ihis problem
Inclidad providing non restrictive side ralls, giving
tha resident varbal reminders to use the call bell
for asslistancs, providing an environment with
adequatie lighting thal Is free of glare, monilor the
rasident for at risk for behaviors which could lead
lo falls, keeping the resident in the gsel-chair
when oul of bed, placing the call bell and other
frequently usad items within sasy reach of the
reskdent to prevent the resident from reaching for
itams. The care plan further indicatad resident
was transferred with the mechanicat lift.

A raview of the facility September 2013 Accident
log revealsd Residant #1 had a fall on 9/16/2013.
The incldent/Accldent reporl was compielad by
Nurse #1 on 8/18/2013 after the resident was
diagnosed with a left femoral fracture on
©/18/2013. Duwring an interview on 10/3/2013 at
+4:28 am, the Dlrector of Nursing {DON]) stated
she had Nurse #1 to come In and complels an
Incident report for Resident #1 after the rasident
was diagnosed with the fracture because she had
Initiafly noticed the swelling and abduclion the
avening before. The DON further indlcated the fall
was nol reported al the time of occurrence and
the facility did not fearn about the fali unlit days
later.

Review of the Witness Interview Form by NA
(Nursing Assistant) #1 dated 9/20/2013 indicated
he sal the resident up on the side of the bed lo
pull her dress down and she slid to the floor. The
writlen wilness stalement further Indicated NA #1

the policy for Acute Condition
Changes/Clinical Protocol on 10/3/13
which address how to notify the physician,
Transter status of all residents were
reviewed with the care plan updates and
posted inside the resident closets on
9/23/13 for CNAs to easily access. New
admits witl confinue to be assessed for
care needs and Kardex and closet postings
will be updated as needed by the IDT
Team,

Nursing staff, including CNAs, were in-
servicedt by the DON and Quality Care
Coordinafor on 9/23/13 regarding the
following: Reporting Abuse to Facility
Management (ihis policy includes injuries
of unknown originy; Change in Resident
Condition or Status; Repositlioning; and
the Falling Leaf Club. Staff wero also in-
serviced on the INTERACT STOP and
WATCH communication tool on 9/20/13
by the DON, New employes Orfentation
Sheet was revised on 9/23/13 to include
the Fatling Leaf Club and STOP and
WATCH tool to ensure all new employces
will be trained,

9/20/13 on the Falls and Fall Risk
Management policy and Fall Prevention
Team Interventions by the DON and QCC,

i
i
!
i
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transferred Residant #1 inlo the chair willy lhe
assisiance of NA #2 alter the fall.

On 10/14/2013 at 11:07 am, during an Intérvlaw.
NA {Nursing Assistant) #1 revealad he sat

Resident #1 up on the side of the bad and tried to

put hor drass on her on 8/16/13 belwesn 9 and
1{am. He sialed tho dress was oo small and she
shd off the bad, NA T further indicated " ltwas
an accldent and | feal bad about it" NA#1 further
ravealed that he always sat the resident up on the
side of the bed o dress her. He stated he left the

rasldent on the floor beside the bad while he went

to {he door and yelled down the hali for help, NA
#1 slated he was not able to toll the nurse about
the foll because she was off the floor to lunch but
he had planned to tell her when she retumed. He
further stated he forgot to Inform the nurse about
the fall on 9716713, NA #1 slated the resident did

not show any signs of pain before she was placed .

in the chair.

On 1011472013 at 11:48 am, in an inferview with
NA#2, she indicaled she was called out of
another resident' s roorm by NA#1 {o assist wilh
transferring Rasiden! #1 Inlo the gerichair, NA#2
further revealad that Resident # 1 was sitting on
the boliom of the gerichalr and the back of the -
chair was standing off the floor in the back, She
indicatad her immediale response was to help NA
1 1o get the resident on up into the chalr, NA#2
further stated NA #1 Informed her nol {o lall
anyone. NA #2 Indicaled this incldent occurred on
Monday 9/16/13, She further stated NA #1 was
irrale and angry on the day of the fali.

Reviaw of a nurse’s nole by Nurse ¥ daled
91182013 at 4:55 pm revesled the following
"Late entry for 9/17/2013- 3-11 shift (10,30 pm)

Tall Prevention Team Interventions were
“posted at cach nurse’s station on 9/20/13
o that nurses would be able to
mmediately initiate interventions for falls.
1e-DON and Quality Care Coordinator
rained the CNAs on 9/18/13 reparding
afety awareness of residents at risk of
alls and on 9/20/13 regarding using the
buddy System” for transfers, turning and
aposiitoning. Al nursing staff were in-
erviced on Repositioning; Lifting
- Machine, Using a Portable; and Safe
Lifling and Movement of Residents on
3/23/13, also by the DON and QCC. What
Constitutes as Fall was in-serviced on
0/16 and 10/17/13.. .

Beginning on 9/20/13, “Transfer Audit
{'ool” and “Observation of Care” andits
will be completed randomly for 8 weeks
and then monthly thereafter, Audits will
he reviewed each week for 8 weeks and
rdditional training will be provided if
ndicated, These audits will be reviewed
by the ED and DNS-weekly and findings
ill be brought to the monthly QA
rnmmutqe by the DNS or appropriate
lesignee and will be reviewed by the
Commiites monthly times 3 months
followed by quarterly for 3 quarters and
hen as needed, for compliance with plan,
- First QA meeting was held 9/20/13. Plan
vill be'revised as needed witlh appropriate
staff re-in-serviced to any changes,
Policies, plocedures and iraining will be
evxewed as naccssary,

9720113

0/17/13

Q20113
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CNA on duly nelified this weiter that resident leg
"Jooked swollen," Upon assessment, resident
teg/ hip appeared edematous, slightly abducted in
comparison lo right leg. Resldent displayed no
sfsx (sign and symplom) of pain or discomfort
upon ROM (range of motion) of lefl leg. Resident
notad to be lying on back at {ime of agsessment.
MD answering service called so that on call MD
of PA on duty may be notified of findings and to
seek further guidance. Information passed on lo
nurse of oncomlng shift so thal informalion of
findings may be conveyed to on call MD or PA of
information when call back received.”

A review of the Incident/ Accldant Report for
Resident #1 daled 9/18/2013 completed by Nurse
1 indicated swelling was noted 10 the lefl thigh
on 9/17/2013 al 10:30 pm. Review of the
Incldant/Accident Report Indicated first aid was
nof adminlstered,

A review of a typad enfry per the Dlreclor of
Nursing dated 9/18/2013 at 10:00 am indicated
“Called lo residenl's room 1o assess left leg
abnormality, Noled the affected left lower
extremity was shorter than unaffected extremily
and the left lower extremily rolated. Nurse called
attentlon to the left upper thigh area. Noted
swolling, lightness and warmth. Resldent
appearad lass responsive and was not exhibiling
the normal behavior per resident which is yelling
oul when touched. Hip rocked, Resident moaned
in discomfort. Instruction was given for nurse {o
update MD on the findings and to request In
house X-ray."

Areview of a nurse's note by Nurse # 3 dated
911812013 at 12:30 pm revealed "Left upper leg
noted to be swollen, reddened and shorter than

i

STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED
G
346348 B.WING 10/17/2013
NAME OF PROVIDER OR $UPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
WHISPERING PINES NURSING & REHAB CENTER 523 COUNTRY CLUB OR
FAYETTEVILLE, NC 28301
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORREGTION o5
PREEIX (EACH DEFICIENCY MUST HE PRECEDED BY FULL PREFIX [EACH CORREGTIVE ACTION $HOULD BE COUPLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 323 | Continued From page 23 F 323

H

FORM CIAS 2587(07-99) Provious Versions Qbsolate

Evont ID:2D2JH

Facitfy [D; 923552

I conlinuation shoet Page 24 of 32



PRINTED: 11/01/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES %1} PROVIDER/SUPPLIER/ICLIA (%2) MULTIPLE CONSTRUCTION [X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345348 B, WING 40M1772043
NAME OF PROVIDER QR SUPPLIER STREET ADBRESS, CITY, STATE, ZIP CORE
WHISPERING PINES NURSING & REHAB CENTER 523 COUNTRY GLUR DR
FAYETTEVILLE, NC 26301
Hh D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION o8}
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 15C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
£ 323 | Continuad From page 24 F 323

fight leg. PA (Physiclan Assistant) notified at
10:16 am. Stat x-ray ordored. X-ray called in at
10:20 am. X-ray company entered the facility at
10:46 am. PA nolified of results. Order given lo
send the resident to the hospital for evaluation of
left disptaced oblique fraciure. EMS called at
12:15 pm. Vital slgns prior {o leaving
117/60-62-20-97 temp, with 97 % oxygen
saluration on room air. EMS entered the facility at
12:32 pm and loft at 12;40 pm."

Review of the hospilal History and Physical daled
9/18/2013 revaaled Reosident #1 was admiited
vith & left proximal femoral fracture with
displacement and left hip swelling. The history
and physicat furlher revealed a diagnosis of
anemia, acule on chronic, " there is no exlermnal
bleeding but may possibly be related to left hip
injury intra comparimental bieeding. Patlent wilk
need a blood transfusion.”

Review of the hospital Discharge Summary dated
10/1/2013 revealed "drop in hemoglobin and
hematocrit lave! could have bsen from the left hip
fracture. Sha raceived a lolal of four unils of
packad red blood cslls. She was found lo have a
hemoglobin lavel of 6.6 on admission. "She was
evalualed by cardiologist for precparative risk
assessment and had a 2D echocardiogram done
which showed normal ejeclion fraction. The
discharge summary further indicated multiple
dlscusslons with power of altorney confirming thal
the goal of care was comfort. Despite treatment,
the patlent conlinued 1o decline. The discharge
summary further Indicated resident was being
discharged back fo the skilled nursing facllity with
nospice services,

A roview of the physiciai lelephone order daled

i

i
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10/1/2013 indicated "Hospice to evaluate and
admit"

A review of the Hosplce Certification and Plan of
Treatment revaaled resident was admilled to
servicas on 10/3/2013,

A raviaw of the Record of Death revealed rasident
axpired 10/4/2013 al 10:05 pm,

On 10/16/2013 at 3:00pm, during an inlerview,
the allending physician sialed "She never fully
racovered feom the hip fracture surgery and the
goal becams to keep the resident comforiable. *
She indicated the purpose of the stigery was lo
control the paln and the bleading.

The facllity provided the following Credible
Allegalion on Cetobar 17, 2013 at 5:15 pm:

Cradible Allegatlon of Compliance for F323:

Resident #1 was noted lo have swelling to her loft
leg on 0917413 (1030 PM). "The nurseo assessed
lhe leg and noted it fo "appeared adematous,
slightly abducled In comparison to the right leg"” .
Invesligation started. On 09/20/13 invssligation
revealad lhat the incideni occurred on 00716713,
Residant was admitled 1o a local hospital on
9/18/13 and had surgery on 9719F13 to tepair
fractured hip. Resident was re-admilied to
Whispering Pines Nursing and Rehabilitation
Center on 10/1/13 under Hospice care and
expirad In he facility on 10/4/13. CNA (NA#1)
was terminated on 9/20/13 for failure (o nolify the
nurse of an Incldent on 09/16/13 when It
accurred.
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An incldent report was completed and an
Invastigation was initlated by the Director of
Nursing Services immadialely on 9/18/13 due to
this being an injury of unknown origin,

CNA involved In the incident was interviewead on
9/2013 by the DON, and QCC and disciplinary
action was initlated due to faifure to nolify the
nurse of the incident. This failure of nelificalion
resulled in {ermination of employment on 9/20/13.

On 9/18/3, nursing management reviewed Fall
Rlsk Assessments for all current resldents who
had had a fall since 7/1/13 and all now
admisslons since 9/1/13 still reslding In the
facifity, Any new fall pravention Interventions
ware Iniliated and care plannad. New admission
residents will continue to be evalualed for fal risk
upon admission and preventive Interventions will
be pul into place for residents at risk. Resldenls
at risk of falling will be identified at each nurse s
station as a member of the Falling Leaf Club
effective 9/23/13. All licensed nursing staff were
in-servicad by the DON and Quality Care
Coordinator regarding ihe policy for Acule
Condition Changes/Clinlcal Protocol on 10/3/13
which addrass how 1o notify the physician.
Transfer slatus of all residents were reviewed
with the care plan updates and posted inside the
resklent closets on 9/23/13 for CNAs to sasily
access. New admits will continue 1o be assessed
{or care needs and Kardex and closet postings
will be updaled as needed by the IDT Team.

Nursing staff, Including CNAs, were In-sarviced
by the DON and Quality Care Coerdinator on
9/23f13 regarding the following: Repoting Abuse
to Facllity Management (Ihis poticy includes
Injustes of unknown origin); Change in Resident
Condltten or Stalus; Repositioning; and the
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Falling Leaf Club. Staff were also In-serviced on
the INTERACT STOP and WATCH
cemmunication lool on 9/20/13 by the DON. New
employee Crientation Sheset was revised on
9/23/13 to include the Falling Leaf Club and
STOP and WATCH ool to snsure all new
amployees will be tralned.

Fall fOT will continue 1o review all incidents of
falls each moming in the stand-up mesting to
initiate prevention interventions, Interventions wiit
be addsd lo the care plan. The Fall IDT began
using the CCME Five Whys Workshest on
918113 lo determine the root cause of the fall in
order to inittate appropriate inleiventions, All
licensad nursing staff was in-serviced on 9/20/13
on the Falls and Fall Risk Managemant policy
and Fall Prevention Team Intervantions by the
DCN and QCC. Fall Prevention Team
Intervantions were posled at each nurse*s
station on 972013 so that nurses would be able to
immuedlalely initiate intarventions for falls. The
DON and Quality Care Coordinator trained the
CNAs on 9/18/13 regarding safaty awareness of
residents al risk of falls and on 9/20/13 regasding
using the " buddy System " for transfers, turning
and repositioning. Al nursing staff were
in-serviced on Repositioning; Lifting Machine,
Using a Portable; What Constitutes ae Fall; and
Safe Litting and Movameit of Resldents on
9/23/13, also by the DON and QCC.

On 10/17/2013 at 5:16 pm, verificalion of the
cradible allegalion was evidenced by interviews of
direct nursing care slaff refated to safoly
awarenass of residents at risk for falls. The direct
care nuwising staff was aware of what constitules

a fall, to look into the closets for the spacific
transfer need for the particular resident, and to
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use the buddy system for transfers,
ngg gﬁbﬁg}ﬁﬁggfgﬁ}ﬁ’m‘ SYSTEM- F463) Residont #3 was put on 15 minute safety
checks unti her call light was fixed later | 10/15/13

The nurses' stallon must be equipped to receive
resident cails throtgh & communieation system
from resident rooms; and lollet and bathing
facliities.

This REQUIREMENT is not meal as evidenced
by:

Based on obsarvations, inferviews and record
review the facilily falled to maintain working call
hall systant for 1 (residant #3) of 6 residents
reviewad for call balls,

Findlngs include:

Resident #3 was admitted lo {he facility on
6/15/108 with diagnoses including Oslecarihrosis,
gout and contraciurs of the hands, The annuai
Minimum Data Set {MDS) dated 8/19/13 revealed
the resident was cognilively intacl. She requirad
extensive assistance with bed mobilily, dressing,
tolieting and total dependence wilh transfers,
eallng, and bathing.

During an Inferview on 10/156/13 at 11:63 am the
resident stated her call bell was nof working. She
raported that she had been aware of lhe
malfunclioning call bell for one week. She staled
the maintenance worker toid her that the
eleclrician had nol come fo correct he problem,
She further staled lhat she had baen ¢alling out
verbally io obtaln assistance when needed.

On 10/15/13 al 1:10 pm the Environmenlal

that afternocon around 6:45 pm. Call
lights for other residents were operating
properly at (hat time,

A back-up plan was written to detail 10/17/13
steps to be taken in the event the call bell
systemn is not functioning. ‘Tle back-up
plan is laminated and posted at each
nurse’s statlon for review. School bells
are stored in the front medication room
to be used in the event the call Light
system is nonfunctioning for a
resident(s). Maintenance will be
immediately notified of malfunctioning
call lights, Resldeni(s) affected will be
noted on ihe appropriate 24 hour report.

On 10/17/13, in-servicing began for staff | 10/17/13
regarding the Back-up Plan if Call
Light(s) Are Not Working (10/17/13).
An audit of the call light sysiem was
conducted daily by the Environmental
Director or designes beginning 10/16/13,

These audits will be reviewed by the BD 10/18/13
weekly and findings will be brought to flie
tionthly QA Committee by the ED or
appropriate designee and will be reviewed
by the Conunittee imonihly times 3 months
followed by quarterly for 3 quarters and
then as necded, for compliance with plan,
First QA meeting was held 10/18/13, Plan

1
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Ssrvices (ES) Manager stated that he discovered
the calt ball malfunclion during a routine
inspaction on 10/7/13, He raported he recelvad
an additionat notification of the call be!l not
working on 10/11/13 from another stalf member,
He slated that the battery that controlled the
wiraless systen for the rasident’s room and the
next rocin was a specialty battery which was
ordered but had not arfived. He stated when the
call bell In the room was pressed a light oulside
the room should have ifluminated. He statad ths
call bell also audibly alarmed at the nursing
stalion.

On 10/15M13 al 1:25 pm the DON and the £S
Manager altemplad lo demenstrale the call bell
alarm on the computer ai the nursing station,

The call systern computer did not have an audible
alert. The only nolification of the call bell alerl
was a red block 1.6 Inches square on the upper
right hand side of the computar monttor screen,
The DON indicated she had nol besn aware lhat
Resident #3's call hall malfunclioned for more
than a week. The DON statad that moving
forward a slaff member would malnfain visual
monitoring of the call bell computer screen o
ensure the call bells were responded to even if
the Jights oulside the rooms were not illuminaling.
She further slated that the staff member would
nolify the nursing staf of assistance neaded
through the overhead paging system. She also
indicaled the staff would moniter the rcoms
without functioning call bell lights every 15
minules.

On 10/16/13 at 1:65 pr the Administralor was
presenl at the nursing station with the DON and

; the ES Manager. The Adminisirator stated the
| facilily did not have a plan for the malfunclioning

F 483 {staff re-In-serviced to any changes,

roviewed as necossary.

will be revised as needed with appropriate
Policies, procedures and training will be
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calilight. She stated they did not currenlly have a
paging syslem because the pagers were
misplaced. The Administrator asked the ES
Managsr about the back up plan lo which the ES
Manager staled he told rasident #3 that her calt
bell did not work. He also indicated thai he had
not raported It 1o the nursing staff.

Buring an nterview on 10/16/13 at 2:14 pm
nursing assistant (NA} #5 stated she knaw to
respond to a residant’s room if the lighf outside
the door was on. Sha further Indicated that the
only audible alarm was the bad or chalr atarms.
She sfated the call bells did not meke a nolsa to
Indicate resident needed assistance,

On 10/15/13 al 2:14 pm NA #6 stated she would
know a resident neaded assisiance if the light
outside the residant's door was on. She also
stated thal after a while it will alarm al the front
dask and If someone was at the front dosk then
that person would use the ovarhead paging
system to call the NA 1o the room In need of
assistance.

On 10/15/13 at 2:20 prm NA #7 stated she would
look for the light outside the door to be on fo
Indicale the resident needed assistance. She
staled il the call light was not working she would
expecl tha resident fo telt her, She slated she
was aware thal resldent #3's call bell did not work
but that it was fixed. She statad the ES Manager
told her it was working.

Cn 10/16/13 at 8:44 am Nurse #2 reported that if
& call beli Is not working she would be informad
by {he prior shifl. She stated she was not aware
of a cali beli problen: until last night. She stated
the resident would be put on every 15 minute
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chaecks, She stated that if the call light is
malfunctioning she would check on the resident
more frequently but would not do a writlen repor
of the checks. She reported they round on
residenis evary two hours routinely when call bali
are working,

On 10/16/13 at 15 am NA #8 was feeding
resident #3. NA#B reporfed ihal this reskient's
call ball had not worked since last Thuraday
{10/10/13} and that she had reperted it fo the ES
Manager, She siated she was aware of the light
not working because rasident #3 told her. She
stated if the call light does not work they use 15 -
20 minule checks.

During and Interview with the Administrator on
10/16/13 at 11:25 am she raporled thal there
nesded to be an alternative system in place for
the malfunclioning call bells. She staled the £S
Manager could purchase anything thal was
needed to make ihe call system work properly.
She stated there is a lof of activity in resident #3's
room becalise of her room mate's family visits.
Sha also staled that resident #3 was required lo
be fed so the slaff was in there for about one hour
lo complete this task three limas per day, The
Administrator reported the call ball rasponse time
was being monitored due to informallon from the
resident advisory commilties, She slatad call bsll
response lime is already belng monitored through
ihe qualily assurance committee
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