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S 0000
Bldg. 00
The visit was for investigation of a State S 0000
hospital complaint.
Complaint Number:
IN00197524
Substantiated: No deficiencies related to
the allegations are cited. An unrelated
deficiency is cited.
Date: 4-28/29-16
Facility Number: 005079
QA: ¢j 05/16/16
S 0930 410 IAC 15-1.5-6
NURSING SERVICE
Bldg. 00 | 410 IAC 15-1.5-6 (b)(3)
(b) The nursing service shall have the
following:
(3) A registered nurse shall supervise
and evaluate the care planned for and
provided to each patient.
Based upon document review and S 0930 The Clinical Nurse Specialist 05/31/2016
interview, the registered nurse failed to reviewed the Nursing Protocol -
. . Adult Skin and Wound Care
follow the policy/procedures for skin and (NSP-SYS-94-P) with all staff at
wound care and ensure all patients at risk the Professional Nursing Council
for skin breakdown were regularly (May 15, 2016), through the
repositioned for 1 of 6 medical records weekly Nursing Newsletter (May
. . 27, 2016), and during daily
(MR) reviewed (patient #1). department safety huddles, This
review included the expectation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 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 correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Findings include: that patients at risk for or
currently with pressure ulcers
. . would be repositioned every 2
1. The policy/procedure Adultf Slfm and hours and that documentation of
Wound Care (approved 2-14) indicated the repositioning would include
the following: "Prevention measures will the side to which the patient was
be instituted for all patients determined to repogmoned The Office of
b ok th h th d Quality/Safety Performance
e at risk through the Braden assessment Improvement Coordinator will
(Braden score equal to or less than 18)... conduct a documentation audit of
K- Keep Turning. Reposition patient 30 patients//month for 4 months
frequently... Wound Care... Stage 1 Results will be forwarded to the
Reli Turn/ oo Nurse Manager and the
elieve pressure. lurn/reposition Professional Nursing Council
frequently; keep patient positioned off monthly and to the Skin Care
area... Stage 2. Relieve pressure. Team The Nurse Manager is
Turn/reposition frequently... Stage 3. responsible for the continued
R kin by relievi 1 compliance of the documentation
es.cu'e SKin by refieving a Pfessure to standards and corrective action
the injured area. Turn/reposition should non-compliance be
frequently..." reported Completion Date:
5/27/16
2. Review of the MR for patient #1
indicated on 9-26-15 at 1231 hours that
the patient was evaluated on admission to
be at high risk for skin breakdown
(Braden score = 11) and indicated an area
of non-intact skin was present on the
sacrum that was believed to be a deep
tissue injury.
3. The MR indicated on 9-26-15 at 1400
hours that patient #1 was positioned on
their back in bed and no documentation
indicated the patient was repositioned on
either side until the MR entry on 9-27-15
at 0200 hours indicated the patient was
repositioned onto their left side.
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4. On 4-29-16 at 1615 hours, the
administrative director of quality, staff
Al, confirmed the MR for patient #1
failed to indicate the patient was
repositioned off their back from 9-26-15
at 1400 hours until 9-27-15 at 0200 hours
when the MR indicated the patient was
repositioned on their left side.

5. Review of the MR for patient #1
indicated on 9-27-15 at 0800 hours that
the patient was evaluated to be at
moderate risk for skin breakdown
(Braden score = 13).

6. The MR indicated on 9-27-15 at 1000
hours that patient #1 was positioned on
their right side in bed and no
documentation indicated the patient was
repositioned on either side until the MR
entry at 1735 hours indicated the patient
was repositioned onto their left side in
bed.

7. On 4-29-16 at 1600 hours, the
administrative director of quality, staff
Al, confirmed the MR for patient #1
failed to indicate the patient was
repositioned off their right side from
9-27-15 at 1000 hours until 9-27-15 at
1721 hours when the patient was
provided with personal hygiene.
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8. The MR entry on 9-28-15 at 1348
hours by the wound and ostomy nurse,
staff N4, indicated the interim
development of a non-intact blister
measuring 0.5 cm x 0.5 cm on the lower
right buttocks and no MR documentation
indicated the non-intact blister was
present on admission.

9. On 4-29-16 at 1600 hours, the
administrative director of quality, staff
Al, confirmed the MR entry on 9-28-15
at 1348 hours indicated that an area of
non-intact skin on the right buttocks was
documented by the wound nurse, staff
N4, and no prior documentation indicated
the area of skin breakdown was present.

10. Review of the MR for patient #1 on
2-17-15 indicated the patient had a large
full thickness sacral wound at the time of
admission.

11. The MR indicated on 2-17-16 at
1900 hours that patient #1 was resting in
bed and no documentation indicated the
patient was repositioned to keep pressure
off the sacral wound until the MR entry
on 2-18-16 at 0828 hours indicated the
patient was repositioned onto their left
side in bed.

12. On 4-29-16 at 1600 hours, the
administrative director of quality, staff
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Al, confirmed the MR for patient #1
failed to indicate the patient was
repositioned to keep pressure off the
sacral wound from 2-17-16 at 1900 hours
until 2-18-16 at 0828 hours when the MR
indicated the patient was repositioned on
their left side.
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