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: Based on medical record review and interview, it
' was determined the facility failed to notiiy the :
‘ resident’s physician and responsible party at the
 onset of a blister for 1 of 3 (Resident #1) sampled
: residents reviewed with decubitus ulcers.

The findings included:

: Medical record review for Resident #1

' documented an admission date of 9/4/12 with

. diagnoses of Alzheimer's Disease, Diabetes

' Mellitus, Chronic Kidney Disease, Hypertension
. and-Anorexia. Nurses notes dated 3/17/13 :
- documented, “4 PM Noted blister on L [lefi] heel. |
: O [no] /o complaints of] pain. Left open to air.
: Tx [Treatment] nurse notified. Will continue to

. ohserve.” There was no documentation the

. physician or the Responsibie Party (RP) was

| notified at the onset of the blister. Review of a

: Weekly Pressure Ulcer Report dated 3/20/13

! documented, "...STAGE li Size in CM
 [centimeters] 7.3 x [by] 7... Resident has large

: Fluid Filled Blister to L Medial Heel. Tx started...” |

: During an inferview in the Memory Care Nurses
- Station on 4/17/13 at 9:30 AM, Nurse #3 stated, :
i _There was no order {physician's order for :
- treatment of the blister] on the 17th [3/17/13l, no |
. documentation the family was notified...” :

- During an interview in the Memory Care Nurses
Station on 3/17/13 at 10:00 AM, Nurse #1 stated,
-»_On the 17th [3/17/13] we should have
. notified..."

F 278 | 483.20(g) - (j) ASSESSMENT

§5=0 | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the

4- Any concems noted from this
will be referred to the Quality
Assurance (QA) Comimiitee
monthiy for the next three (3)
months for fimther
recommendations.
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| residents status Pege? F2re. 12/31/12 and 3/28/13 have been.
: ) : corrected to accurately reflect
. A registered nurse must conduct or coordinate ! this resident having 2 shearing.
: each assessment with the appropriaie :
: participation of health professionals. 2~ Al residents have the potential
: to be affected by this alleged
" A registered nurse rust sign and cerfify that the deficient practice.
- assessment is completed.
: 3- The Administrator and Director
Each individual who completes a portion of the ¢ _- of Nursing in-serviced the MDS
! assessment must sign and certify the accuracy of . staff on coding of Section M of
. that portion of the assessment. : ; the MDS on 4/23/13.
' Under Medicare and Medicaid, an individual who | MDS Coerdinators will round
- willtully and knowingly ceriifies a material and : weekly with freatment qurse for
. false statement in a resident assessment is residents with wounds in their
*subjec‘ttnamlmneypenalty of not more than : assessment window to
 $1,000 for each assessment; or an individual who collectively complete section M
: willfully and knowingly causes znother individual : of the MDS.
- o certify a material and false statementina ;
' resident assessment is subject to a civil money MDS Coordinators will review
. penalty of not more than $5,000 for each woind report against MDS to
; assessment. : ensure accurate coding during
‘ wound care meeting weekly.
! Clinical disagreement does not constitute a
‘ material and false statement. { 4- Director of Nursing or MDS -
: Director will report any
; ' ies to the Quality
. This REQUIREMENT is not met as evidenced ; Assnrance (QA) Committee
 oy: : monthly for the pext three (3)
| Based on medical record review and interview, it ! months for further
: was detenmined that the facility failed to : : recommendations.
| accurately assess a resident with pressure ulcers |
‘ for 1 of 5 (Resident £2) sampled residents ;
- reviewed.
} The findings included:
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“Medical record review for Resident #2

« documented an admission date of 7/13/07 with

. diagnoses of Hypertension, Hypothyroidism,

' Psychosis, Diabetes Meliitus, Osteoarthritis,

~Osteoporosis, and Congestive Heart Failure.
Review of the Skin Condition Records
documented the following:

"a. 10/9/12 - a "blister” on the leit ankle.

' b. 10/16/12 - "80% [percent] siough” on the left
ankle.

. ¢. 10/23/12 - "80% eschar 20% granutation."

' Review of the physician order dated 10/16/12
documented, “Apply Saniyl... to Lt [left] ankie.”
The wound healed on 4/9/13.

Review of the Minimum Data Set (MDS) dated
12/31/12 and 3/28/13 documented in Section M
that the resident had no pressure ulcers.

During an interview in the conference room on
| 4/17/13 at 9:50 AM, Nurse #1 stated the wound
‘ on the left ankie was "...considered a pressure
ulcer..."

During an interview in the conference room on
"AMTI3 at 11:20 AM, Nurse #1 stated this was
. considered a pressure ulcer and was discussed
"in the wound care meetings. 5

During interview in the MDS office on 4/17/13 at
1 10:45 AM, Nurse #7 stated, "Go by the wound
. care reports given by the wound care nurse at the ;
_wound care stand up mesetings." Nurse #7 was
. asked what the Santy] was ordered for. Nurse #7 .
* stated, "I am not going to answer that question. .
We are all taught only a little of this and a little of
_that in nursing school. We are not all jack of all

i
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trades. You leam to specialize.” Nurse #7 was
“asked about the report of 10/16/13. Nurse #7
- stated, "Code should have been changed at that
time." :
I
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