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N 669 1200-8-6-.06(4){c}4. Basic Services : The statements made on this plan of -
X correction are not an adwission to and do
{4) Nursing Services. not constitute an agreement with the
alleged deficiencies herein. To remain
(c) The Director of Nursing shall have the ingnmﬁancewiﬁzalltbdmalc;ndsmtc
following responsibilities: regulations, Ashton Place Rehab and
. . . i Care Center has taken or will take the ;
4, Nahfyﬂ)e.resident s physician when actions set forih in the following plan of f
medicafly indicated. comrection. The following plan of
' correction constitutes the center’s
allegation of compliance. All alleged
" . . deficiencies cited have been or will be i
;““s Rm?fN’?{’]Ol“?;‘ﬁeﬁtd»as evidenced by: correcied by the date or dates mdicated.
Tvoe C Pend #4 ' 1- The Responsible Party of 4/27/13
ype ing Penaity NG69 Resident #1 has been notified of
Tennessee Code Annotated 68-11-804(c)4: the pressure ulcey an 4/24/13
Nursing homes shall notify the patient s by the Unit Manager of this i
physician of the condition of a patient, when it is Unit.
edi indicated,
medicaily inds 2. All residents have the potential
Based on medical record review and inferview, it . to beatfected by this alleged
was determined the facility failed to nofify the deficientt practice.
reskienf's physician at the onset of a blister for 1
of 3 (Resident #1) sami tesidents reviewed . .
w:m(ﬁm deeubiuzs u!o;f.d 3- Director of Nursing or
Assistant Director of Nursing to
inas incla in-service all licensed nursing
The findings inchuded: staff on Notification of Change
Medical record review for Resident #1 of Condition to the Responsiblc
documented an admission date of 9/4/12 with Paty.
diagnoses of Alzheimer's [Misease, Diabeles ) )
MecHitus, Chronic Kidney Disease, Hyperiension The Director of Nimsing or
and Anorexia. Nurses notes dated 3/17/13 Assistant Director of Nursing to a
documented, "4 PM Nofed blister on L. fleff] heel. . rewewmc}dentmports\jv:}h E
O [no} o [commplaints of] pain. Left open to air. I])T!mmmthedaﬂychn{ca]
Tx [Treatment] nurse nofified. Wil continue to meeting to ensure appropriate
observe.” There was no documentation the notification to the Responsible
physician was notified at the onset of the blister. Party occumred.
Review of a Weekiy Pressure Ulcer Report dated
(X8} DATE
5513
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3/20/13 documented, "...STAGE It Size in CM
[centimeters] 7.3 x [by] 7... Resident has large
Fluid Filled Blister to L Medial Heel. Tx started..."

During an interview in the Memory Care Nurses
- Station on 4/17/13 at 9:30 AM, Nurse #3 stated,
- "...There was no order [physician's order for
: treatment of the blister] on the 17th [3/17/13]..”

. During an interview in the Memory Care Nurses
Station on 3/17/43 at 10:00 AM, Nurse #1 stated, -

_"...0n the 17th [3/17/1 3] we should have
notified..."
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