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"The provision of efficlent and effeclive patient
care can be enhanced with specific prolocol
regarding lhe discontinuance of Foley Calhelers.”
The guidelines for this protacol included if &
paffent was admilled with a Foley cathelsr in
place, the pead for continued use would be
evalualed, and disconlinued Upon physician's
orders.

A review of Resident #1's Plan of Care, dafed
0B/08/10, revealed the problem "Urinary
Ellmination AHlered" and included lhe use of the
calheler, Interveniions for this problem included
lhe notalion, “Calheler, evaluale need 0G/O7/10,
i disconlinue Foley catheler in AM, May reinsert if
unable to void."

A review of Resident #1's clinical record, revealad
no documenlation lo indicate lhe facHity had
attempted to disconlinue the catieter,

Ohservations of Resident #1, on 06/15/10 al
11:20 AM and 2:45 PM and 06/1610 at 8:20 AM
! revealed the resident had an indwelling {Faley)

i calhelet in place draining ¢lear yallow urine.

An Inierview with Regislered Nurse (RN) #1, on
06/17/10 at B:3D0 AM, revealed RN #1 was tha
charge nurse for the unit on the night Rasident #1
was admitled and had transcribed the admisslon
orders but had not actually provided Lhe care for
the resident, an tha night of 06/07/10. He
rovealed if lhe nurge assigned 1o (he resident had
not disconlinued the calheter as ordered, then
lhis should have bean documented and
communicated to the physiclan.

An interview with Licensed Practical Nurae (LPN}
i #1, on 06/17/10 at 9:15 AM, revealed LPN #1 was
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lhe wrilten policy ragarding assessment of
pressure sores fo include measuremenls and
descriptions of he areas.

Findings include:

A review of lhe facllity policy entitted, "Skin Cace:
Protacol for Trealment of Pressure Ulcers”, dalad
01/1998 wilh a revision dale of 05/2009, revealad
the related poficy,"Skin Breakdown-Protocol for
Prevention and Trealmenl”, The staled purpose
of lhe policy was te promote optimum healing of
prassure ulcers using slandardized care for each
slage. The pollcy stated the resident's skin was
{0 be ingpected on a daily basis wilh special
atiention lo bony preminances. Under Lhe
procedure portion of the policy, It was noled Iha
skin should be assassed a minimum of onca daily
wilh the daily =kin assessment documented an
lhe Palient Profile. if a pressure Ulcer was
identifiod tha assesament should be documented
initially and daily to include the stage, localion,
size {to includé length, width, and depth in
canlimelera), drainags, odor, descriplion of
wound base, presence of undermining or
tunnellng, and the condition of surrounding skin.

1, Rosidanl #1 was admitled 1o the facility, on
06/07/10, wilh diagnoses o include Lymphedoma
and Organle Heart Disease with Chronic Alrial
Fibrillalien.

A review of Residant #1's physician orders, daled
0G/08/10 at 9:00 AM, revealed a form enlitled,
"Pratocol for Prevention and Treatment of
Pressure or Hesl Ulcars or Skin Braakdown.”

Tie form indicated arders from the atlending
physician far reatment to a Slags | pressure ulcer
" lo Resident #1's coccyx area. The ireatment
_order was "Mepilex border dressing every lhraa
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days and as needed {prn) 1o the coccyx to help
protect the intaci skin. The pressure ulcer should
be evalualed daily by genlly pulling back the
Mepilox angd assessing the wound, then genily
pross Mapilex back Inlo place”.

A raview of Residont #1's Plan of Care, dated
06/0B/ 0, for the problem, "Pressure Ulcers, risk
for. ", included a stalement under tha haading of
nterveniions, "Pressure Ulcer----Stage |,
06/08/10, Apply Mepllex lo cocoyx every three
days when needed.”

A review of Rosidanl #1's Nursing Admission
Evalualion/Care Plan, dated 06/07/10 al 2:00 PM,
revealed a body audil was completed and no
reddened area was observed to lhe coceyx or
butlocks.

* A review of Resldent #1's Daily Residenl
Qverviaw forms, daled 06/08-16/10, revealed tha
firsl documentalion of any skin issues occurrad
06/10/10 at 2:00 PM, as "sheer to butlocks.” On
08/11/10 at 8:45 PM, the Resldenl QOvarviaw form
noled, "Mepilex intacl 16 coccyx.” Mapilex was
noled lo coccyx agaln 06/12/10 al 9:30 AM and
8:30 PM. On 08/15/10 at 10:30 AM it wa$ noled,
“Mapilex lo coccyx, shaer present,” and on
06/15/10 at 11:45 PM, Mepllex was again noted
applled to the residant’s coccyx, A reviaw of all
Resldeni Cvarview forms from 06/08-15M0
revealad no documenled degcriptions or

- measuremenls of the area to Resident #1's

% coccyXx.

Intarviews with lhe Director of Nursing {DON}), on
0616110 at 8:45 AM and 06/117/10 at 10:30 AM,
revealed no evidence of an assessment of

Residenl #1's Stage [ preasure Ulcar, Tha DON
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slalad staff were irained on hire and through
annual inservices lo assass pressure uicers every
day and document {he descriplion of lhe ares,
surroundlng eKin, and measurements of the area.

An interview wilh Registered Nurse (RN)
#5/Charge Nurse, on DB/16/10 at 9:00 AM,
revealed when a resideni was admitied {o the
fong term care unit staff were trained to assess
any wound on the resldent's body. The
assessmen! included measurements, redness,
drainage, surrounding skin, and odor. The
*Protocol for Prevention and Treatment of
Pressure ot Hael Ulcers or Skin Breakdown"
wouid then be implemenied and the area would
be assessad hwice dally.

An interview wilh RN #1, on 06/17/10 at 8:30 AM,
rovealsd ha completed Residanl #1°s Nursing
Admission Evaluallon/Care Plan when the
residant arrived on the long lerm care unil and he
did not recall any skin braakdown presant on the
rasident's coccyx. RN #1 slaled If an area was
present, the nurse was supposed o be asgass
and the assassment informallon documenled
would include size, depth, color, drainage, and
odor. He slaled as a praclica, he did not assess
Slage | areas on a daily basis, but completed a
weekly skin assessmenl, which inciuded
measuremanls and deacription of the area, RN
11 siatod all licensed staff complalad an annuat
inservica regarding pressure vicars, bul he was
unsure whether the inservice provided guldance
on assessment of the area lo include
measurements,

A roview of the weekly skin assessmenl Jisl
rovaaled Resident #1 was scheduled for a woekly
skin assessment, on 06/09/10 on the nlght shift.
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Reaview of {he clinical record ravealad no
documanted evidence the skin assessmenlwas
complaled.

i An interview wilh Licensad Praclical Nures {L.LPN)
#1, on 0B/17H0 at 9:15 AM, revealed LPN #1 was
assigned to provids care for Resldent #1 on the
night the woekly skin assessment was schadulad.
LPN #1 staled she had not completad lhe skin
assessmanl. She stated she was unaware of Ihe
wookly skin assessment scheduta and only
compleled skin assessmenis when instructed {o
do 50 by the charge nursa. LPN #1 revealed she
had complaled an annual inservice on prassure
uicers and the inservice included guidance on
how to agsass a pressure area,

An inlarviaw with RN #2, on 06/17/10 a1 10,00
AM, revealed she completed an annual Inservice
on pressure uleers, bil sha was unsure of the
conlenl relaled 1o assessmenl of presaure ulcers,
RN #2 stated she had not measured Stage |
pressure areas,

A revlew of the annual inservica
enlillad,"Pressure Ulcer Prevanlian for RN/LPN",
revaaled skin Inepoction should occur by the
nurae every shifl and documendallon of prassurs
ulcers should include the stage of the prassure
ulcer, localion, size, wound base, granulation,
nacrotic tisaus, exudale {drainage}, wound &dges,
vndermining, and tunneling.

i An obsarvation of Resident #1, on 06/16/10 al

{ 1:50 PM, revealed a nine and one half (9 and 1/2)
by {8n and one half {10 and 1/2) cenlimeter, dark
reddened area to the coccyx. RN #3 conducted

( the assessment of the area and identified he

: area as a Slage | pressure area.
i
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2, Resident #2 was admilled to the facility, on
06/04/10, wilh Ihe diagnoses to Include Syncops,
Ahdominal Pain and Gasfrilis.

A review of the Nursing Admission
Evaluation/Care ptan, daled 06/04/10 at 2:45 PM,
revealed Resideni #2 was admitled with a small
erasor size opening lo lha tip of the rectum. No

; evidence of measuremenls were documentad,

A review of the MDS, dated 06/08/10, revealad
| Residenl #2 had one (1) Stage | and one (1)
Slage !l pressure area, A review of Lhe Nursing
Progress Record, daled 06/G6/10 Ihrough
08/07/10, revealed no documenied evidence of
{he asseszment and/or the measurements the
facility policy required.

A review of the Physician’s Orders, dated
06/04/10 at 3:45 PM, revealed {he residenl had a
Stage | pressure sore lo (he coccyx and to apply
*Mepllex Border dressing (proleclive barrier)
every three days and PRN (as needed lo the
coccyx), to prolecl lhe intacl skin, Evaluate dally
by gently peeling 1he dressing and assess the
wound; lhen prass dressing back Into placa”.

A review of the Daily Rasident Overview, daled
06/05/10 at 12:00 PM through 06/07/10 et 8:30
AM, ravaalad no assessment of the wound or
measuremenls of the opened area at tha top of
lhe reclum. On 06/08/10 at 11:20 PM, 06/09/10
at 12:30 PM, 06/10/10 at 11:20 AM and 11:00
PM, revealsd lhe licansed slaff charled "Mepilox
to bollom", No measuremenia or assesemeni af
the area weie documenled.

A raviaw of lhe Trealment Record, daled
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06/04/10 at 5:00 PM, revealed the licansed slaff

were supposed lo place Mepilex lo the resldsnl's
coccyx avery third day and PRN. However, there
was no decumentad evidence of an assessmanl

and measuramenl of lhe area on the coccyx.

An Interview wilh RN 43, on 08/16/10 a1 3:00 PM,
revealed she could not remember placing the
Mepilex dressing on lhe coceyx of Residenl #2
and she had never measured the area.
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- A Life Safety Code survey was initiated and
conducted on 06/16/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483,70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
|
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Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
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following the date of survey whether or not a ptan of carrection is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days fallowing the date these documents are made available io the facility. ¥ deliciencies are cited, an approved plan of correction is requisite 1o continued
program participation.
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A Life Safety Code survey was initiated and
conducted on 06/16/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
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