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repentedy seratching hergelf resuling in en following plan of correction was
avoldable hospitallzallon for imravenous { implemented post the complaint

sntlbloties for perlorbltal cetivlltis (Infaotion of

skin Viesues) reused by, Resldent 1 rapeatadly visit for the resident’s length of
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managed with the following
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F 309 | Continued From page 1 Fa08) 1 WNail care was provided to the
: appiication of gloves, Caregiver 1 brought in the . ¥
gloves to the facility but Tavility refused 1o uge . resident to provide smooth clean
them and Reaeidant 1's fingernails were Jong and nails.
jaggersd. ' 2. A meeting or phone
B dins: conference would have been held |
ndlings: : with the Case Manager and Care
Record review on 8/23/14 showed Fesident | giver from the care home or other I
was first admitted to the faciiity on 6/20/14 fromt person who had specific
the acute care hospital after she was treated for knowledge of her individualized
realrrent agpiration pneumonia (infection of the d ‘ [
lungs caused by breathing tn of food, iquids or care needs.
galiva) with regpiratery failure. She had & l
gestrostomy tube for feeding of formula into the 2.Jdentification of Residents i
stomach and was sent to the facility for continued with the Potential to be 1
antiblotic tremtrment for her agplration pneumaonis. m d: .
Prior i hosplialization Resident 1 had hesh in a alleewes
care home 1. A_ll remd_enis who can not
Acoording to h o provide their own nal] care and
coprding to the readmiasion minimum data set | have a cognitive deficit thal
asseasment dated 7/16/14, Rasident 1, had the ol v Hally canse them to
diagnoses of, anxiety disorder, gensralizad - potennially cz !
muscle weakness, and unspecified intefiectual harm themselves with their :
disabilities (Rel syndrome & neurodeveiopmantal fingernails have the potential to
digorder, charactetized by slgfmlrj'rng of be affected. ‘
development, loss of purposeful use of the . . |
nénds, whioh s folowed by compushve hand 2. All resident’s nails were |
mavements such as wringing and washing). She checked and nail care was |
was totally c}l1ependent for aff o;f hﬂ(l;]achi:'rties of provided by all C.N.A.s on their
daily living, her lower extramities (hip, knae, assignment if needed. This was
ankie, foot) ware impaired but she had no Fed by the DON and DSD b
impairment of her uppsr Bxtrémities (shoulder, VeIl y Y
elbow, wrist, hand). Ste had cognitive 12/01/2014.
Impairments with no long of short tarm memory |
and had 13 Eb“lty 1Q Ul’ldEI"ﬁtﬁnd O'H'IEI'S ar make 3. Measures tﬂ revent
| herself understeod. She was fed thraugh a tube Recurrence: L
inserted inte her abdomen, (Rett syndroms ref, SRS
hitp:/fwvew.ninds. nih. gov/disorders/teti/detall ratt. . i
htir) !
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A care plan was develaped on 7/7/24 1o focus on
her problem of ADL self cars deficit with
imarvantions to chack nail [zngth and trim and
clean on bath day and as necessary, and the
resident raquires full siaff particlpation with
bathing, bed mobility, personal hygiens, dressing,
eating and transferring from one surface 1o
another,

There was another care plan developed an 7/7/14
with a faous of, the resident used anti-anxiety
medications for 2nxlety that was manifested by
yelling and ascreaming. The intérvertions ware to
give the antl-amdety medication as ordered and -
monitor for side effects, and 10 asaess for
possible cues of pain or disoomfart if the resldent
yelied or screamed, There wers ho other non

s megdicine Interventions developead.

Aocording 10 8 nurses note written on 8/20/14 at
8:07 a.m. Aesidernt 1 wes yeliing and scratchad
hier face, The medication adminigtradion record
revealed that she had been given Lorazepam
{anti-anxiety drug) solution 0.5 milliliers {ml} on
B/20£14 ar 5:04 a.m.

A progrése note wiitten on B/20/14 at 10:15 a.m,
by a visting RN from the acute care hogpital who
was monitoring the resident’s progress at the
facility. revealed, "Pt {patient) reportedly had an
'outburst' and gcratehed har fase.. Pt advocate
feare giver from guiside day traatment program,
{CG 1)) at the bedside today, Reports thet Pt
does seem more agitated since arriving &1
facility..."

1 The nutses continued to dosument the monltoring

of Resident 1's scratoh marks on her fase in

|
|
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F 309 | Continued From pags 2 F 308/

Frallity I CAO20000G71

1. If patient admitted has a
relationship with East Bay
Regional Center, DON will
contact case manager from
Regional Center and request a
copy of Resident’s Individual
Service Plan (ISP) to coordinate
the care,

2. Upon admission each resident
will be evaluated to determine if
nail care needed. Nail care will be
provided upon admission if |
needed and a podiatry referral will |
be completed. . After that each ‘
Sunday will be a nail care day —
both finger nails and toe nails will
be checked and service provided
and a Podiatry Referrals List will
be created for those who need
Podiatry. The facility contracted
podiatrist visits once or twice per
month. If resident’s have an
emergent need, an appointment
will be gcheduled by social
services with the podiatrist,

3. DSD has re-educate CNAs and
Licensed Nurses on facility's nail
care practice on 11/26/2014.

1
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notes dated B/2114 at 10:57 p.m., with yelling
and screaming noted an 8/22/14 at 4:00 a.m, for
which she recsived a dose of Lorazepam. Thera
was an Interdistiplinary Team (IDT) note dated
Bf22/14 at 9:52 a.m. which revealed that the
resident had a tendency to rub/scrateh her faoe
when she gets aghated which probakbly, caused
the saratch marks, Tha plan of cara (FOC) was
to canfinue ¥ monitor sorateh marks on the face
and notify the daetsr (MD) for ary gignificant
changes or signs and aymptoms of infection,,
keep fingerniils short and well-Timmed...re-direct
resident's behavior of yelling and restfessness.
Turn on TV, talk and use gently touch far comifart.

Areview of the medical record did not reveal that
najl carg had baen provided to the residant or that
any measures to prevent the resident from -
soratching herself, such as placing gloves an her
hands, ware tried.

The resident reseived Lorazepam for anxisty on
an &/22/14 at 12:30 p.m, and the MD's order was
ghanged from every eight hours to every alx
hours the medicine could be givan for ingreasing
anxiety-

On 82314 at 1:52 a.m. the nurses noted one
episode of agitation, kept yelling and

screaming. .puin medication was given but stil
yelling...Antlanxiety madication ¢ivan with pood
effect. Scrateh mark on faca. By 4:06 p.m. on
8/28/14 the nurses noted that they called tha MD
to notHly him of the Resident's right eye swelling.
"Resident has a tensiency to scratch/rub her face
when she gets agitated which possibly caused
the swalling on the ste. Good eye care renderad,
Wil continue te manjtor. The nurses noted the
resident was, "Still noted with facial swalling.

F309] 4, Monitoring Corrective Action

. and Responsibility:

' 1. Manager of the Day will do

weekly checks on Sunday to

ensure that Nail Care took place,

2. During Room Rounds

department heads will also check

resident’s nail care and report to

| DON and DSD during Morning
Stand Up. Trends will be
reported to the QAPT Committee
for recormnmendation and follow-

up. E [ZM ‘l“!

Date of compliance

12/19/2014

| i
|
|
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Monitor for any signs of complication." at 11:10
p.m. that night.

On 8/24/1 4 at 417 a.m. the resident racepad
another doge of Lorazepam for yelling and
screamifig. At10:04 p.m. on 8/24/14 the nurse's
note revealed that the residant was "Still with
swelling on right periorbital (around the eyg)
area,” and she wae startad on aptibiotic eye
atntment.

On B/25/14 at 4:15 a.m. the resident recalved a.
dose of Lorazepam for yalling and screaming.
(On Bf25/1 4 the nurses note revealsd that the
resident was noteid with right eye surrounding
araa red, swollen, warm ta touch unable to opan
no dramage noted. She vomited once and had a
fever of 101.3 dagrees Fehrenheit. The MD
crdered for the resident 10 be transportad tv the
hospita) via amiulance.

The Hisiory and Physical Report fram the aguta
cars hospilal dated 8/2541 4 revealad that the
resident had & temperature of 102 degrees
Fahrenheit, pssociated with vomiting, eys
swailling, and intreasing agitation, Tha resident
was given a CT scan of the head and neck which
sugqested perichital ceflulitis (An infaction of the
eyelid or skin around the aya which can ooour
after a scratgh, or injury around the eys, which
aliowa germs 1o enter tha wountd...).

| | (PttpyAwwwnira.nfh.govimedinsplus/encyferticle/
000978.htm)

The resident was discharged from tha hoephtal on
8/2/14 and semt hack ta the facility. According ta
the transfer summary , Besident had the
diagnosis of pariorbital cellultls secondary 10
mathicillin-resistant Staphylasocsus aureus, alsa
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1 the resident was supposed 1o receive nall cara on

Contihued From page &

known a8 MRSA which is 2 skin bacteria that has
developad a registangs to mathisilin type
amtibiotics such as paniciliin. She was traated
with intravenous antibiotice with an infectious
dizease oonsuitation. She was 10 continue pre
antibiotics upon discharge for the next sgven
days,

During an on-site visit to the facility on 9/23/14 at
10.45 a.m., Resident 1 was observed yving in bad
with her putside ¢communlity based care giver at
her side. The resident' s fingar nails ware
extended over the finger tips and the right thumb
nail was Iong and jagged. She had twoe hand
wikts, which wate large padded mittens used to
testrain movement of the fingers, at the bed side
by the caregiver (GG stated that she took the
mittens off tha resident, Sha stated that when
Hesident 1 waas firet admitted {0 the facility she
brought In her gloves that ehe wore at her care
hormie thel was used to prevant her from
scratehing hersalf, but the fasilty told CG 1 that
they couldn’t use thern because they ware
considered "restrictive." With tha gloves,
according to CG 1, Residant 1 cauld still mave
her fingers bul ot saratch her skin,

It an Interview on 8/88/14 at 11:15 a.m, Resldent
1's certified nursing assistant (CNA 1) stated that

Sundays and since she did not wark the past
Bunday, sha did not know when the last time
Resident 1 had her nails cut.

During an on-gite visit 1o the faciitty on 11/3/14 at
1 p.m,, the Diractor of Nuraes (DON) stated that
the facillty had net contacted Resldent 1's
intermediate care facility or the day treatment

program that sent G@& 1 dally %0 work with

F 3G9
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