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F 000 | INITIAL COMMENTS

Surveyor. 27473

A complzaint health survey for compliance with 42
: CFR Part 483, Subpart B, requirements for long
term care facilities was conducted on 4/30/14,
Areas surveyed included: quality of care and
pressure ulcers, quality of life and dignity, and

' resident assessment. Golden LivingCenter-Salem
: was found not in compliance with the following
requirement: F314.

F 314 | 483.25(c) TREATMENT/SVCS TO

ss=D | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
| services to promoté healing, prevent infection arid
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Surveyor. 32355

Based on observation, record review, interview,
and policy review, the provider failed to ensure
one of four sampled residents (3) remained free
from a facility-acquired pressure ulcer {injuries o
skin and underlying tissues). Findings include:

1. Review of resident 3's medical record
revedled:

*An admit date of 9/23/13.

*Diagnoses of peripheral vascular disease
(problem with circulation in veins), diabetes

Preparatlon, submlssmn and

Correction does not constitute an
admission of or agreement with the
facts and conclusions set forth on the
survey report. Our Plan of
Correction is prepared and executed
as a means to continuously improve
the quality of care and to comply
with all applicable state and federal
regulatory requirements. This
applies to F314.

F 314

1. Resident 3 care plan was updated on 4/30/14
to include the presence of a pressure ulcer

on his right heel and interventions to treat

actual pressure ulcers.

On 5/9/14 an order was obtained to discontinue
the fracture boot.
A skin assessment was completed on 4/30/14 for
resident 3 fo assess current skin condition.

The Care Management team met on 5/5/14 and
provided documentation to include information
regarding all areas of skin concern for resident 3.
All residents who have been determined to be
high risk for developing pressure ulcers will have
their care plan reviewed to ensure all appropriate
interventions and documentation is in place by
5A714.

2. All residents have the potential to be effected
by this practice.

3.Care management team witl be educated by the
director of nursing on 5/12/14 regarding the need
to docament the status of any alteration in skin
during the care management mecting.

The DON reviewed and revised as necessary the
policy and procedure regarding pressure ulcer on
5/14/14 to inciude; Screening for pressure ukcer
risk on including resident specific deficiis,
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F 314 | Continued From page 1 F 314
mellitus (inability to control sugar levels in the care plan  and each persoas role in the
blood), peripheral neuropathy (nerve damage) in ﬁéﬁ‘é‘ﬁf&ﬂﬁﬁgsﬂfﬁsﬁsﬁe&m
; ; ; p .
his legs, and a pressure ulcer to the left and right inchuding a nurses role fn the assessent process
heels. Thg left heel pressure ulcer h_a_d been including the expectation that a Certificd Nurse
present prior to admission to the facility. Aide's role is to report chenges in a residents
*On 3/15/14 he had been sent to the emergency iilﬂm_lt Is a nurses m}(e t(; perform the atgsessment-
o ; e onitoring treatment and prevention of pressure
roorm (ERd) fca;rn e'\lf;]#tztlofn Zfirl;us right lower leg for ulcers, including contacting the physicisn when
Increased cor p orp : . . indicated aceording to resident specific needs.
*From the ER he had been given the diagnosis of |
a right lower extremity tibial fracture. A fracture Directed in-service was provided to nursing staff
boot had been placed on his right leg to stabilize gﬂ 5/15_/14fbﬂh= Director OfN"Iﬂ_meﬁgardmgi
the fracture and promote healing. mﬁi?fpﬁfgﬁ:%’;&’lﬁ:i‘mm; e
- “He had acquired a stage |l pressure ulcer history, developing a pressure ulcer carc plaz and
(shallow open area with a red/pink wound bed) on each persons role in the prevention and treatment
his right heel on 4/5/14. of a pressure ulcer,
*The wound nurse had been monitoring the _Asﬁs_me’“ and m‘aise_ssfﬁmt of pressure ulcers,
wound to his left heel weekly since admission to mGuCINg & MUrSSs Tole in the assessment process
- . d mnclading the expectation that 2 Certified Nurse
the facility. The wound nurse had been informe Aide's role is 10 report changes in a residents skin,
of the right heel pressure ulcer by the charge it is & nurses role to perform the assessment.
nurse on 4/5/14. Monitoring treatment and prevention of pressure
*He had required extensive assistance of two ulcers, including contacting the physician when
. . . indicated according to resident ific needs.
staff members to assist him with transfers and fdicated accor(ing 1o resident specttic
moving in bed.
*He had weekly skin checks by the charge nurse 4. Director of Nursing or designee
on Wednesday nights. will audit 5 resident medical records
. . ; . to ensure that pressure ulcer
He received a bath weekly on Fridays. presence, risk. prevention and
. ) . treatment are adequaiely addressed
i Review of resident 3's 4/15/14 medicare sixty day on the care plan.
! Minimum Data Set assessment revealed he had ) ) _ o
i been at risk for pressure ulcers. He had required Director of Nursing or desigaee will audit 5
! istance with bed mobilit resident skin assessments to ensure that they are
, assistan Y. complete and include the need to remove devices
i as indicated by physician order to assess for skin
Review of resident 3's 2/14/14 care plan breakdown under the device.
revealed: . ] ) -
*A pressure uicer was present on his ieft foot. A Director of Nursing or designee wil audit carg
., - management mecting progress notes to ensure
focus area indicated decreased mobility. that all arcas of skin concern specific to cach
*No documentation to support a pressure ulcer
had been on his right heel.
*No interventions to support his heels which
FORM CMS-2567(02-99) Previous Versions Obsolete ~~ Event ID:344711 Facility ID: 0050 if continuation sheet Page 2 of 5
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F 314 | Continued From page 2 F 314
should have been floated (elevated in some
manner to relieve pressure) while in bed. resident are addressed within fhe progress notes.
! Review of resident 3's physician's orders dated Audits will be performed weekly for 4 weeks then
3/21/14 revealed; monthly for 3 months
*'Please do regular skin checks to be certain )
there are no areas of skin breakdown under the Director of Nursing Services will report results of

these audits to the monthly Quality Assessment
and Process Improvement committee for
review and recommendation.

fracture boot."
*'The patient should wear the fracture boot at all
times, but may be removed to bathe."

Review of resident 3's weekly skin assessment
sheet for 3/26/14 and 4/2/14 revealed no
documentation the staff had removed his fracture
boot to check for skin breakdown.

Reéview of resident 3's medication and treatment
administration (MAR) (TAR) records for March
and April 2014 revealed no documentation the
staff had removed his fracture boot to check for
skin breakdown.

Review of resident 3's nursing prograess notes
revealed:

*From 3/17/14 through 4/4/14 there was no
documentation to indicate his fracture boot had
been removed for skin assessments.

*On 4/5/14 the wound nurse charted a stage i
pressure ulcer area {o his right heel. He had
refused to wear the boot as it had been rubbing
on that area.

Review of resident 3's care management meeting
notes from 4/7/14 through 4/28/14 revealed no
documentation to support he had a stage Il
pressure ulcer to his right heel. The
documentation only confirmed the pressure ulcer
to his left heel.
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Observation on 4/30/14 at 3:20 p.m. of resident 3
revealed he had been resting in bed and lying on
his back. His heels had not been floated and
were lying directly on the mattress. He had no
special devices in his bed to assist with pressure
relieving measures for floating of his heels and
repositioning.

Interview on 4/30/14 at 3:25 p.m. with registered
nurse A revealed:
*She worked the evening shift.
*Resident 3 would have required two to three staff
members to assist him with bed mobility.
*She would not have removed his fracture boot to
check his skin for problems.
*She would have expected the day shift staff to
take care of his wounds and skin problems.
*The certified nursing assistants would have
: removed the fracture boot and checked his skin
when lotioning his [egs.
*She would have checked his skin if the MAR and
TAR had directed her to do so. The physician
would have had to order skin checks to be done
for the documentation to be located on the MAR
and TAR.

' Interview on 4/30/14 at 4:15 p.m. with the director
of nursing revealed:

*She woulld have expected the staff to remove his
fracture boot and check his skin only on his bath
day.

*She stated "When residents have a castfora
broken bone we cannot remove that and check
the skin, so why would | expect a fracture boot to
. be removed.”

| *He received a bath once a week on Fridays.

*He received weekly skin checks by the night
nurse on Wednesdays. She would not have
expected them to remove the boot and check for
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skin problems.

| *She would not have considered contacting the
physician on his order dated 3/21/14 to clarify
how often the fracture boot should be removed

- for skin checks.

*She had no comment to offer when asked by this
surveyor if the diagnoses resident 3 had would
not justify contacting the physician for further
direction.

Review of the provider's 2006 Pressure Ulcer
Prevention policy revealed:

*The purpose was o prevent skin breakdown and
development of pressure sores.

i *The provider was to have:

-"Used an appropriate support surface in the

' rasident's bed or chair.”

! -"UUsed a pressure reducing or relieving devices
- as necessary."

- "Positioned the residents with appropriate
surfaces to protect bony prominences.”

' -"Positioned the residents to prevent pressure

i from medical devices such as tubes, casts, and
braces."

*The care plan should have:

-"ldentified the appropriate problem under which
to list the pressure ulcer care as an approach.”
~"Identified and treated the underlying cause of
the pressure uicer.”

-"Listed instructions unique to this resident."
-"Listed necessary monitoring and cbservation of
the underlying condition."

F 314
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