DEPARTMENT OF HEALTH AND HUMAN SERVICES IRECEIVED. o oRM Ag@@ggg
CENTERS FOR MEDICARE & MEDICAID SERVICES :

STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIER/CUA | {X2) MULTIPLE CONSTRUCTION  _*".. {X3) DATE
A LAN OF CORRECTION IDENTIFICATION NUMBER: | A. BUILDING SURVEY
B.WING = - COMPLETED
445195
08/25/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BAPTIST MEMORIAL HOSP-Memphis SNF 6019 WALNUT GROVE ROAD
MEMPHIS, TN 38120
X4 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEEDED BY FULL |  PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CR(OSS-REFERENCED TO THE APPROPRIATE DATE
TAG DEFICIENCY)

Actions taken are as follows:
F 309 483.25 PROVIDE CARE/SERVICES FOR HIGHEST F 309

8S=E WELL BEING Policy and Procedure Review: .
Reviewed the following policies: 9/1/201¢
Each resident must receive and the facility must provide ¢ Pressure Ulcer Prevention and Treatment
the necessary care and services to attain or maintain the Guidelines Policy
highest practicable physical, mental, and psychosocial *  Anti-embolism Stockings
wcll-being, in accordance with the comprehensive - Sequential Compression Therapy
assessrient and plan of care. *  Verbal, Telephone and Writien Orders
This RE_QU_IREMEN_T is not met as cvidenced by: . 'l;,‘(:;;cs?;ription of Orders
Complaint investigation for TN00025248 s Specimen collection and labeling
Based on pelicy review, medical record review Procedure
' y {Attachment A)

observation and interview, it was determined the facility
failed to access for potential and actual skin breakdown

: . . Practice Changes;
for | of 10 (Resident # 10) sampled residents and failed to ractice Changes

+«  Revised initial assessment to include

follow physician’s orders for intermitient compression fq S 2/1/2010
. . 1
steckings or a laboratory test for 3 of 10 (Residents # 3, 5 :]f:i:‘d:::;zs?ﬁ(citssztgfﬁ:ﬁ gmmal
and 6} sampled residents.
L i *  Included dressing status in bedside
The findings included: rounding report to improve hand-off 2/172010
1. Review of the facility’s “Pressure Ulcer communication. (Attachment C)
Preveation and Treatment Guidelines Policy”
dacumented, *...Each patient is assessed for A .
potential and 'flctual skin breakdown on * iznr:i[:jrznst::t:;l;‘i?-t;g:i:‘f;a:fe;:;t::nlc 9/1/2010
admission, daily and pm [as nceded] if the orders at the beginning of each shift
patient’s condition changes.” (Attachment Dg) g )
Medical record review documented an admission *  Implemented utilization of spccimen 8/1/2010
date of 11/26/09 for Resident # 10 with diagnoses °°“°"“°“]’8Am‘“def5 on I;:CA hand off
that included Severe Chronic Obstructive Pulmonary report toal(Attachment E)
Disease, Chrenic Diastolic Congestive Heart Failure, - .
Coranary Artery Discase, Chronic Renal Failure, l J}’ \S . ]I:;rg]’i‘;'::’:Zi':l]‘:;s:]g;zk::c:gz:g: ::;. T 2/1/2010

Peripheral Artery Disease of the legs of moderate to A4
severe degree, Recent Left Leg Deep Venous {‘\\ %\..)V pressure ulcers (Attachment F)

Thrombosis, Anemia, Recent Acute Right Hip 3 o ’JQ
Fracture, Recent Acute Left Ankle Sprain, Diabetes Q K
Mellitus, Peripheral neuropathy, Peripheral Vascular

LABORATORY DIRECTORS WVIDERJ'SUPPLIER REPRESENTATIVE’S SIGNATU - IITLE DATE
M. | Wt ol

A+ ficiency statement ending with an asterisk(*) denotes a deficiency which the institution may be excused from correcting providing it is determined that othdr safebuards

pt - sufficient protection to the patients. (Sce instructions.) Except for nutsing homes, the findings stated above are disposable 90 days following the date of survey whether or
not a plan of correction is provided. For nursing homes, the above findings and plans of comection are diclosable 14 days following the date these documents are made available to
the facility, If deficiencies are cited, an approved plan of comection is requisite to continued program participation.
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Education:

F 309 Disease, Malnutrition and Dementia. Review ofthe [ F 309 *  Provided education to nurses on review of 1/22/2010
Nursing Assessments/Interventions flow sheets from dressings during bedside rounding report, 100 %
admission on 11/26/09 to 12/5/09 revealed there was {Attachment G) compliance
ao documentation of any dressings or wounds to the
left foot. Review of the Nursing *  Provided education to nurses on
Assessments/Interventions flow sheet dated 12/6/09 utilization of an electronic reminder 9/9/2010
documented 2 ?‘TCSSing t‘:’as_“mmoved” with wcnind system for review of active orders at the  100%
]lac;f:attmn"to Rth:.clcﬁ t{'{)o‘t‘RWlt]:tanfeg)pearlatmt:_l: o'f’ dry beginning of each shift. (Attachment H) compliance

isters.” Review of a “Report of Consultation
dated 12/8/09 documented *... Apparently »  Provided training on Wound Care Part | 9942010
discovered to have skin bkdow [breakdown] L [left) to nurses through CE Direct 100 %
heel, L [left] lat {lateral] foot, L [left] dorsal foot, L (Attachment I compliance
[left} Achilles from reported unchanged Kerlix
reported 5‘1|pp]ied for sprained ankle + [and] aot e Provided training on Wound Care Part 2 9/9/2010
removed. to nurses through CE Direct 10(:_%
Attachment I compilance
During an interview in the conference room on ¢ )
8/25/10 at 11:15 AM, Nurse #3 stated the dressing e Provided education o nurses on * Save 0/9/2010
was dated p'rior to Resident #10°s admission to the Our Skin™ program which included “4 100_%
skilled nursing unit. Eyes in 4 Hours” validation by 2 staff compliance
h f initial ski t
2. Medical record review for Resident # 3 TCMBETS of wnitial skin assessmen
g?cumcntedfz;n adm}t)ssuor;l datt_e ot}'1 8/ 1]!/ 10 with »  Provided education to CNA on “Care of 8/ lf?.(: 10
I;;pg:l?tzzssgn g;}sn }3?:3 F:‘:;;:i?e oplasty, the Patients with Peripheral Arterial co 10?_ %
) N ; » ropliance
Hyponatremia, Dyslipidemia, diverticuloses Disease (Attachment I)
and Urinary Retention. Review of the Performance Improvement, Monitoring and
physician’s orders dated 8/11/10 documented, Reporting;
Ti;'F"er“’:"c“tio‘: of [itBTt [Deep Vein Developed weekly skin rounds monitor 2 20]2
rom osnsl... ntermittent compression (Attachment F) July 100%
stockings. .. August 100%
Observaticen in Resident #3's room on 8/24/10 at .. . . .
i . . : ®  [Initiated daily review of admission
L1 SO, el g
stockin ; in place as ordere dn pressi Electronic Documentation (HED), ) %
gsinp a : {Attachment K) compliance
During ar interview in the Nurse Manager's Office e Nurse Manager to monitor wound car.
on 8/25/10 at 1:50 PM, the Nurse Manager stated, '8 TIOT wound care . 9/25/2010
“...8ince they [Resident #3 and #5) are up we do not docug:lentatlol;l.tt:y r{:wemng 3&_’[ ?.CdSlde
put the stockings on...We should have a doctors rouncing report 1001s per month tor
order. . compliance to wound care & dressing
changes
3. Medical record review for Resident #5 (Attachment C)
documented an admission date of 8/17/10 wit . . . .
diagnoses of Right Arm Fracture, Subarachnoid *  MDS Coordinator will review all patieats | o450
Hemorrhage, Long Term Use Anticoagulant with intermittent compression stockings
History of Peripheral Vascular Disease, history and present weekly @ discharge planning
meeting
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Continued from page 2.
F 309 ]
of Deep Vein Thrombosis/Puimonary Embolus,
Chronic Atrial Fibrillation, and Caronary
Artery Disease. Review of the physician®s
orders dated 8/17/10 documented, “...For
prevention of DBT [Deep Vein
Thrombosis]...Intermittent compression
stockings...”

Observation in Resident #5°s room on £/23/10 at
2:15 PM, revealed Resident #5 lying in bed without
the intermittent compression stockings in place as
ardered.

During an interview in Resident #5°s rcom on
8/24/10 at 8:20 AM, Resident #5 stated, *...She
[Resident #5] has not worn them [the intermittent
stockings] since she was in [CU [iIntensive Care
Unit]...”

During an interview in the Nurse Manager’s Office
on 8/25/10 at 1:50 PM, the Nurse Manager stated,
“...Since they [Resident #3 and #5] are up we do not
put the stackings on... We should have a doctors
order.,.."”

4. Medical record review for Resident #6
decumented an admission date of 8/9/10 with
diagnoses that included Fractured left Femur,
Congestive Heart Failure, Renal Insufficiency,
Depression and Anemia. Review of the
physician’s order dated 8/17/10 documented an
order for a urinalysis and a urine culture and
sensitivity (UA with C&S8). the facility was
unable to provide laboratory results for the UA
with C&S ordered on 8/17/10.
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