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d management
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Based on record review and interview,
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the facility failed to meet the Condition trained on the North Willow Lab
of Participation: Governing Body for 1 Dra“zi_Pmcﬁd“re’ Wi;wh includes
. . . attending the procedure, assessing
addltIOTlal client (c.hent D). Thﬁ.t the site that no items from lab draw
governing body failed to exercise general are left, assuring tape and cotton ball
policy and operating direction over the are removed from area, assessing the
facility to ensure client D's safety in site of the actual lab draw on the
regard to blood draws resulting in client body, and document findings for
D's hospitalizati d sub t death each lab draw. CNA staff for
s hospita -lza ton an .su sequen ) cath. resident D have been re-trained to
The governing body failed to exercise recognize and immediately report all
general policy and operating direction skin alteration or injuries to the
over the facility to ensure protocols were Nurse. 15 minute check sheets are
implemented in regard to the use of now turned in at the end of cach shift
. . for review next business day at the
outside services for blood draws to . .
o ] daily stand up meeting. Staff have
indicate how the client was to be been retrained including those for
monitored during and after blood draws, resident D to complete a BIR when
to ensure the staff reported all medical an unknown issue is identified.
issues and injuries immediately to o ) ) )
. . he facilit Investigation for issue involving
nursing services, to e.nsure.t e. acl 1 Y resident D will be reopened pending
conducted thorough investigations in additional, new information to assure
regard to allegations of neglect and to it is thorough.
ensure all injuries of unknown origin
were reported immediately to the I All .r651dents have the Potentlal to
dministrat be subjected to the same issue that
administrator. was sited.
Findings include: III Nurses have been trained on the
North Willow Lab Draw Procedure,
1. The governing body failed to ensure which includes atFendlng t,he
lient D's safetv i dto blood d procedure, assessing the site that no
¢ lent. s.sa e.ty m regar t.O '00' raws items from lab draw are left, assuring
resultlng m Chent D's hOSpltallzatlon and tape and cotton ball are removed
subsequent death, to ensure protocols from area, assessing the site of the
were implemented in regard to the use of actual lab draw on the body, and
outside services for blood draws that document findings for cach lab
. . draw. CNA staff have been
included how clients were to be re-trained to recognize and
monitored during and after lab draws, to immediately report all changes of
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ensure the staff reported all medical condition, skin alteration or injuries
issues and injuries immediately to to the Nurse. Staff have been
. . " the facilit retrained including those for resident
nursing services, to e.nsure. e. aci 1 y D to complete a BIR when an
conducted thorough investigations in unknown issue is identified. 15
regard to allegations of neglect and to minute check sheets are now turned
ensure a]l injuries Of unknown Origin in at the end of each shift for review
were reported immediately to the next business day at the daily stand
.. . up meeting.
administrator for client D. Please see
W104. Investigations are discussed prior to
completion by ED/DNS/Designee
2. The governing body failed to ensure and HRC Director/Client Advocate
the facility met the Condition of in order to assure all interviews and
L. . . information is obtained.
Participation: Client Protections for 1
additional client (client D). The IV DNS/ADNS/Designee check lab
governing body failed to ensure client D's documentation completed by the
safety in regard to blood draws resulting floor nurse as an audit after the lab
in client D's hospitalization and draw(s_) a.fter cach time lab draws mn
b ¢ death. Th 1o bod the building to assure documentation
Su' sequent death. 1he governing body is complete. Audits of some of those
failed to ensure protocols were residents with lab draw are
implemented in regard to the use of physically double checked by
outside services for blood draws to DNS/ADNS/Designee for removal of
include how the client was to be sre.ssn;g andfCheci( Ef room fortlt
. . eing free of any lab equipment or
monitored during and after blood d'raws, items. 15 minute checks after review
to ensure the staff reported all medical are shared with the QMRP where
issues and injuries immediately to resident resides and follow up is
nursing services in regard to client D, to completed as needed prior to filing.
ensure the facility conducted thorough Pm,gram Directors and DNS/ADNS
. . . . d 1l . £ review progress notes to assure
nvestigations in regard to allegations o unknown issues are identified timely
neglect and to ensure all injuries of with a BIR report and investigation
unknown origin were reported initiated.
immediately to the administrator for
client D. Please see W122. Cover shee.t for reports has bee.n
updated to include documentation of
pre-administrative review of
3. The governing body failed to ensure interviews and information.
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the facility met the Condition of Executive Director reviews all
Participation: Health Care Services for 1 mc‘d‘ims;gerhzomg?t;’afo be
additional client (client D). The facility's compieted by ay
health care services failed to ensure
nursing services met client D's medical
needs in regard to monitoring client D for
injury during and after blood draws, to
ensure the staff reported all medical
concerns immediately to nursing and to
ensure the staff conducted 15 minute
checks to ensure client D's health,
positioning and skin integrity. Please see
W318.
This federal tag relates to complaint
#IN00147483.
W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on record review and interview for WO000104 | I Nurse for resident D has been 05/25/2014
1 additional client (client D), the trained on the North Willow Lab
governing body failed to exercise general Draw Procedure, which includes
i d e di . h attending the procedure, assessing
po 1cy an operatlng frection OVG.I‘ the the site that no items from lab draw
facility to ensure client D's safety in are left, assuring tape and cotton ball
regard to blood draws resulting in client are removed from area, assessing the
D's hospitalization and subsequent death. site of the actual lab draw on the
The governing body failed to exercise body, and document findings for
. . . . each lab draw. CNA staff for
general policy and operating direction resident D have been re-trained to
over the facility to ensure protocols were recognize and immediately report all
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implemented in regard to the use of skin alteration or injuries to the
outside services for blood draws to Nurse. 15 minute check sheets are
.- . now turned in at the end of each shift
indicate how the client was to be . :
. ) for review next business day at the
monitored during and after blood draws, daily stand up meeting. Staff have
to ensure the staff reported all medical been retrained including those for
issues and injuries immediately to resident D to complete a BIR when
nursing services in regard to client D, to an unknown issue is identified.
ensure the facility conducted thorough o L .
) o ) ) Investigation for issue involving
investigations in regard to allegations of resident D will be reopened pending
neglect and to ensure all injuries of additional, new information to assure
unknown origin were reported it is thorough.
immediately to the administrator for ] )
lient D IT All residents have the potential to
ctient L. be subjected to the same issue that
was sited.
Findings include:
III Nurses have been trained on the
1. The governing body failed to exercise No?th WIHOW Lab Dr'flw Procedure,
1 oli d tine directi which includes attending the
general policy and operating direction procedure, assessing the site that no
i . . . :
over the facility to ensure client D's items from lab draw are left, assuring
safety in regard to blood draws resulting tape and cotton ball are removed
in client D's hospitalization and death, to from area, assessing the site of the
. . actual lab draw on the body, and
ensure protocols were implemented in i
d to th ¢ id . f document findings for each lab
regard to the us§ of outside sew1c§s or draw. CNA staff have been
blood draws to include how the client re-trained to recognize and
was to be monitored during and after immediately report all changes of
blood draws, to ensure the staff reported condition, skin alteration or injuries
. . S to the Nurse. Staff have been
all medical issues and injuries S . .
. diatel . . . d retrained including those for resident
immediately to nursing services in regar D to complete a BIR when an
to client D, to ensure the facility unknown issue is identified. 15
conducted thorough investigations in minute check sheets are now turned
regard to allegations of neglect and to in at the end of each shift for review
S .. next business day at the daily stand
ensure all injuries of unknown origin _
. . up meeting.
were reported immediately to the
administrator for client D. Please see Investigations are discussed prior to
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 461511 Facility ID: 000622 If continuation sheet Page 5 of 60
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W149. completion by ED/DNS/Designee
and HRC Director/Client Advocate
. . . in order to assure all interviews and
2. The governing body failed to exercise . o .
) i ) ) information is obtained.
general policy and operating direction
over the facility to ensure the staff IV DNS/ADNS/Designee check lab
reported client D's injury of unknown documentation completed by the
origin immediately to the administrator. floor nurse as an audit after the lab
Pl w153 draw(s) after each time lab draws in
case see ) the building to assure documentation
is complete. Audits of some of those
3. The governing body failed to exercise residents with lab draw are
general policy and operating direction physically double checked by
over the facility to ensure a thorough DNS/ADNS/Designee for removal of
. .. . dressing and check of room for it
investigation was conducted in regard to . .
) ] being free of any lab equipment or
the allegations of neglect for client D. items. 15 minute checks after review
Please see W154. are shared with the QMRP where
resident resides and follow up is
4. The governing body failed to exercise completed as needed prior to filing.
. . . . Program Directors and DNS/ADNS
general policy and operating direction .
- ) review progress notes to assure
over the facility to ensure nursing unknown issues are identified timely
services met client D's medical needs in with a BIR report and investigation
regards to monitoring client D for injury initiated.
during and after blood draws, to ensure
he staff rted all of client D' dical Cover sheet for reports has been
the sta r.epo © i all ot clhien i S medica updated to include documentation of
concerns immediately to nursing and to pre-administrative review of
ensure the staff conducted 15 minute interviews and information.
checks to ensure client D's positioning Executive Director reviews all
and skin integrity. Please see W331. incidents after completion. To be
completed by May 25, 2014.
This federal tag relates to complaint
#IN00147483.
3.1-13(s)
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W000122 | 483.420
CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
Based on record review and interview, W000122 I Nurse for resident D has been 05/25/2014
the facility failed to meet the Condition trained on the North Willow Lab
of Participation: Client Protections for 1 Dtia“zi?m:ﬁdure’ WEICh includes
.. . J . attending th€ procedure, assessing
'fiddmonal c.hent gD). The. facility failed to the site that no items from lab draw
implement its written policy and are left, assuring tape and cotton ball
procedures to ensure client D's health and are removed from area, assessing the
safety in regard to blood draws, to ensure site of the actual lab draw on the
staff reported client D's medical concerns body, and document findings for
] o d each lab draw. CNA staff for
‘.fo.nu.rsmg, to ensure St?' ) re.porte ) resident D have been re-trained to
injuries of unknown origin immediately recognize and immediately report all
to the administrator and to ensure all skin alteration or injuries to the
allegations of neglect were thoroughly Nurse. 15 minute check sheets are
. . . now turned in at the end of each shift
investigated for client D. 3 i
for review next business day at the
o ) daily stand up meeting. Staff have
Findings include: been retrained including those for
resident D to complete a BIR when
1. The facility failed to implement its an unknown issue is identified.
policy and procedures to ensure client D's o . ,
. . Investigation for issue involving
safety in regard to blood draws resulting resident D will be reopened pending
in Client D's hOSpitalizatiOI’l al’ld death, to additiona]’ new information to assure
ensure protocols were implemented in it is thorough.
regard to the use of outside services for ' _
blood draws, to ensure the staff reported 1Al ,reSIdentS have the P otential to
. . e be subjected to the same issue that
all medical issues and injuries was sited.
immediately to nursing services in regard
to client D, to ensure the facility III Nurses have been trained on the
conducted thorough investigations in North Willow Lab Draw Procedure,
. . which includes attending the
regard to allegations of neglect for client . ,
L. procedure, assessing the site that no
D and to ensure all injuries of unknown items from lab draw are left, assuring
origin were reported lmmedlately to the tape and cotton ball are removed
administrator for client D. from area, assessing the site of the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 461511 Facility ID: 000622 If continuation sheet Page 7 of 60
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Please see W149.

2. The facility failed to ensure all injuries
of unknown origin were reported
immediately to the administrator for
client D. Please see W153.

3. The facility failed to provide evidence
a thorough investigation was conducted
in regard to client D's allegation of
neglect. Please see W154.

This federal tag relates to complaint
#IN00147483.

actual lab draw on the body, and
document findings for each lab
draw. CNA staff have been
re-trained to recognize and
immediately report all changes of
condition, skin alteration or injuries
to the Nurse. Staff have been
retrained including those for resident
D to complete a BIR when an
unknown issue is identified. 15
minute check sheets are now turned
in at the end of each shift for review
next business day at the daily stand
up meeting.

Investigations are discussed prior to
completion by ED/DNS/Designee
and HRC Director/Client Advocate
in order to assure all interviews and
information is obtained.

IV DNS/ADNS/Designee check lab
documentation completed by the
floor nurse as an audit after the lab
draw(s) after each time lab draws in
the building to assure documentation
is complete. Audits of some of those
residents with lab draw are
physically double checked by
DNS/ADNS/Designee for removal of
dressing and check of room for it
being free of any lab equipment or
items. 15 minute checks after review
are shared with the QMRP where
resident resides and follow up is
completed as needed prior to filing.
Program Directors and DNS/ADNS
review progress notes to assure
unknown issues are identified timely
with a BIR report and investigation
initiated.
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Cover sheet for reports has been
updated to include documentation of
pre-administrative review of
interviews and information.
Executive Director reviews all
incidents after completion. To be
completed by May 25, 2014.
WO000149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on interview and record review for WO000149 | I Nurse for resident D has been 05/25/2014
1 additional client (D), the facility trained on the North Willow Lab
neglected to implement written policy Draw _Procedure’ which mdude.s
d q ¢ lient D' fet attending the procedure, assessing
?’n procedures to ensure ¢ len_ S Salety the site that no items from lab draw
in regard to blood draws resulting in are left, assuring tape and cotton ball
client D's hospitalization and subsequent are removed from area, assessing the
death, to ensure protocols were site of the actual lab draw on the
implemented in regard to the use of body, and document findings for
. . each lab draw. CNA staff for
outside services for blood draws that . .
) } resident D have been re-trained to
included how the client was to be recognize and immediately report all
monitored during and after blood draws, skin alteration or injuries to the
to ensure the staff reported all medical Nurse. 15 minute check sheets are
. PR . now turned in at the end of each shift
issues and injuries immediately to . .
. k Rk q i D for review next business day at the
nursing serv1c'e.s 1n regard to client D, to daily stand up meeting. Staff have
ensure the facility conducted thorough been retrained including those for
investigations in regard to allegations of resident D to complete a BIR when
neglect and to ensure all injuries of an unknown issue is identified.
unknown origin were reported o L .
X tel he administrator f Investigation for issue involving
immediately to the administrator for resident D will be reopened pending
client D. additional, new information to assure
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 461511 Facility ID: 000622 If continuation sheet Page 9 of 60
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it is thorough.
Findings include: . _
IT All residents have the potential to
. . L be subjected to the same issue that
The facility's reportable and investigative was sited.
records were reviewed on 4/16/14 at
12:30 PM. The 4/9/14 BDDS (Bureau of I Nurses have been trained on the
Developmental Disabilities Services) Nﬁrﬂlll Wllllo;v Lat]: D;'flw I;rlocedure’
. . . whichn mcludes attenain (]
report indicated on 3/29/14 client D was . £°
procedure, assessing the site that no
sent to the ER (Emergency Room) for items from lab draw are left, assuring
treatment and evaluation of his right arm. tape and cotton ball are removed
The report indicated "Diagnosis: from area, assessing the site of the
Cellulitis of r (right) arm in ER. Client actual lab draw on the body, and
dmitted to the hosnital d document findings for each lab
admi .e. to the hospital due to draw. CNA staff have been
cellulitis/edema. Surgery to r. arm re-trained to recognize and
attempted. Client admitted to ICU immediately report all changes of
(Intensive Care Unit). Client passed away condition, skin alteration or injuries
4/8/14 during night. Plan to Resolve o th? Nur,se' St,aff have been .
I di dL T . retrained including those for resident
( mme' la‘Fe ar.l ong Term): D to complete a BIR when an
Investigation in process." unknown issue is identified. 15
minute check sheets are now turned
Review of the facility investigative in at the end of each shift for revicw
record in regard to client D's death dated next buts_mess day at the daily stand
. . . . up mectng.
4/15/14 indicated "Investigation revealed P s
that [client D] had a blood draw on Investigations are discussed prior to
3/26/14. Days following blood draw staff completion by ED/DNS/Designee
saw no concerns to [client D's] arm until and HRC Director/Client Advocate
3/29/14. Staff denied any client to client m order to assure a?l interviews and
0 . information is obtained.
events, falls, or other injuries. [Client D]
has padding to side-rails, which aids in IV DNS/ADNS/Designee check lab
preventing injuries due to convulsions documentation completed by the
and spasticity. Writer observed floor mat floor nurse as an audit after the lab
present at bedside. No other concerns draw(s_) a,fter cach time lab draws m
. the building to assure documentation
fo?nd' As per report from the hospital is complete. Audits of some of those
[client D] developed compartment residents with lab draw are
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 461511 Facility ID: 000622 If continuation sheet Page 10 of 60




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/27/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 00 COMPLETED
. BUILDING
15G079 L WING 04/25/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2002 W 86TH ST
GOLDEN LIVING CENTER-NORTH WILLOW INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
syndrome from a tourniquet being left on physically double checked by
[client D's] arm. There is no DNS/.ADNS/Demgnee for remoyal of
.. . . dressing and check of room for it
substantiation of this statement during . .
i o being free of any lab equipment or
our investigation. [LPN #1] who gave items. 15 minute checks after review
report to the ER did not state a tourniquet are shared with the QMRP where
was found on [client D's] arm. The resident resides and follow up is
Guardian [name of guardian] also asked ;OmpletedD?‘S nteeded zr]l;’;tso/fg?\lgé
. rogram DIrecCtors an
the MD (Orthopedic Hand Consult) 'How €
) review progress notes to assure
did you know the compartment syndrome unknown issues are identified timely
was developed from a tourniquet being with a BIR report and investigation
left on [client D's] arm?' The MD initiated.
answered 'Someone reported the
i tion £ the ER.' It i bl Cover sheet for reports has been
information trom the - 1118 possible updated to include documentation of
for the blood draw on 3/26/14 to be a pre-administrative review of
contributing factor to the open area on interviews and information.
[client D's] arm, however it is alSO Executive Director reviews all
possible for the contractures to be a incidents after completion. To be
. . completed by May 25, 2014.
contributing factor of creating trauma at
[client D's] blood draw site. The lab tech
that drew blood on 3/26/14 on [client
D's] 'right hand,' had also been the tech
that drew blood on [client D's] 'left hand'
on 3/12/14, 2/19/14, 2/12/14, without
resulting injuries or concern.”" The
investigative record indicated an
interview on 4/15/14 with the supervisor
of the company used to draw blood. The
record indicated the person that drew
client D's blood the morning of 3/26/14
had terminated his employment with the
company used for blood draws on
4/10/14. The investigative record
indicated no plan of improvement or
changes to be made in regard to the
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investigation. The facility records
indicated no report of injury of unknown
origin prior to 3/29/14.

Review of the facility [name of lab used
for blood draws] order schedule on
4/16/14 at 2 PM indicated client D had
blood drawn from his right arm for a
Valproic Acid test on 3/26/14 at 5:34
AM.

Client D's record was reviewed on
4/16/14 at 3 PM. Client D's record
indicated diagnoses of, but not limited to,
Aphasia (unable to speak), Cerebral Palsy
and myotonic disorders (muscular
stiffness). The record indicated client D
was non ambulatory and required staff
assistance for all basic needs. Client D's
IDT (Interdisciplinary Team) Plan of
Care Addendum dated 8/23/13 indicated
client D was at risk for altered skin
integrity and the staff were to continue
checking client D every 15 minutes to
ensure his positioning and skin integrity.
Client D's 15 minute check sheets
indicated client D's positioning and skin
integrity was not conducted/documented
every 15 minutes by the staff on March 1,
3,5,9,10,11, 13, 14, 15, 17, 19, 20, 21,
22,23, 24, 25,26,27,28 and 29, 2014.

Client D's BIR (Behavior Incident
Report) dated 3/29/14 indicated
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"Yesterday 3/28/14 while showering
client I (CNA #1 - Certified Nursing
Assistant) saw black sticky stuff on client
and after shower. Black sticky stuff came
off 3/29/14. Getting client cleaned up I
noticed client arm looked irritated and
redness on inner arm with a lil (sic)
blood." The BIR indicated LPN #2
assessed client D's right arm. The BIR
indicated client D had a wound on his
right inner elbow that was 6 cm
(centimeters) long and 4 cm wide with
redness and irritation. The BIR indicated
the injury was caused from the "lab draw
bandage."

Client D's nursing notes for 2014
indicated:

_On3/29/14 at 11 AM LPN #2
documented "Staff reported client D had
a dry area to his right arm with some
blood. She (the reporting staff) stated that
his (client D's) scabs came off during his
shower and areas started bleeding. Staff
stated some black sticky stuff came off,
like when you've had on a bandage....
Upon nursing assessment, noted client's
right inner elbow with irritation, redness
and bleeding. Area measures 6 cm
(centimeters) in length and 4 1/2 cm in
width. Noted open areas x (times) 2
where scabs were. Palpated hard
circumference to surrounding wound,
non malodorous, no purulent drainage, no
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warmth to skin. Client is afebrile (no
elevated temperature). Cleansed area of
blood and wrapped right elbow with
conforming gauze. Client tolerated care.
Notified [name of facility doctor].... T.O.
(telephone order) Keflex (antibiotic) 500
MG (milligrams) Q (every) 8 hours x
(times) 7 days and Bacitracin Ointment
BID (twice a day) x 7 days with bandage
x 2 days per [name of facility doctor].
Notified [name of administrator], made
her aware...."

_On 3/29/14 at 10:25 PM LPN #1
documented "During dressing change,
noted swelling and warmth to right arm,
open area to right antecubital (inner arm
at the elbow) area draining
serosanguineous (blood and serous fluid)
fluid. MD and [name of guardian]
notified, new order to send client to
[name of hospital]."

The facility records and nursing notes
indicated the facility staff did not report
an injury of unknown origin and/or a
medical problem in regard to the scabs
and black tarry substance noted on client
D's right arm prior to 3/29/14. Client D's
nursing notes indicated no major medical
issues in regard to skin integrity and/or
infections prior to 3/29/14 at 11 AM.
Client D's nursing notes did not indicate
client D had blood drawn on 3/26/14 or
that nursing and/or staff monitored client
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D after the blood draw.

Review of client D's hospital records on
4/17/14 at 9 AM indicated:

__The 3/29/14 (no time documented) ER
(Emergency Room) nursing note
indicated "Pt (patient - client D) here by
EMS (Emergency Medical Services from
North Willow with right upper arm
slightly swollen and red. Pt began
antibiotics 2 days ago. Pt has red mark on
right arm in crease near elbow. ECF
(Emergency Care Facilitator - EMT
Emergency Medical Technician) reports
there was a tourniquet left on pt when
drawing cultures, unknown how long on
there. Pt is non verbal, will monitor."

__The 3/29/14 at (no time documented)
ER Patient Treatment Summary by the
physician indicated client D was
nonverbal and "unable to communicate
pain." The summary indicated client D's
anterior right arm presented with
"fullness, min (minimal) erythema
(redness)." The summary indicated client
D's injury to his arm was caused by a
"tourniquet for blood draw left on for
extended time." The summary indicated
"Concern for right ant. (anterior)
compartment syndrome (excessive
pressure inside an enclosed space in the
body, impeding blood flow to and from
the affected tissues and requires
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emergency surgery to prevent permanent
injury). To OR (operating room) for
fasciotomy (a clinical procedure of one or
more incisions to release the pressure
from the compartment syndrome) and
1&D (Incision and Drainage, a surgical
procedure to remove the infection)."

__The 3/29/14 at 1:13 AM Emergency
Room physician's note indicated "CHIEF
COMPLAINT: This is a 49 year old male
sent in from the extended care facility
where he lives for possible cellulitis of
the right upper extremity. HISTORY OF
PRESENT ILLNESS: The patient has
been on outpatient Keflex (an antibiotic).
He is nonverbal and I am unable to get
any history from the patient and the
medical record from the extended care
facility just indicated that the patient has
been on Keflex, but does not appear to be
getting better from an outpatient
standpoint. PAST MEDICAL HISTORY:
Severe mental retardation, dysphagia
(difficulty swallowing), osteoporosis
(brittle bones), constipation, insomnia,
convulsions, aphasia, urinary
incontinence, myotonic disorders
(muscular stiffness), infantile cerebral
palsy, peripheral vascular disease
(diseases of the blood vessels)....
PHYSICAL EXAMINATION: General:
Patient is a chronically ill appearing
male.... Musculoskeletal reveals his right

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

461511 Facility ID:

000622 If continuation sheet

Page 16 of 60




PRINTED: 05/27/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
15G079 L WING 04/25/2014

STREET ADDRESS, CITY, STATE, ZIP CODE
2002 W 86TH ST

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVING CENTER-NORTH WILLOW INDIANAPOLIS, IN 46260
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

upper extremity to have a significant
amount of edema, non-pitting
(indentation in the surface of the skin),
some induration in the bicipital (muscle
in the arm) region with some breakdown
in the antecubital fossa (the inner
triangular surface of the elbow) with
some serosanguineous discharge in the
dressing that was on the patient's
wounds." EMERGENCY
DEPARTMENT COURSE AND
MEDICAL DECISION MAKING: "An
IV (Intravenous) as a standard protocol
was obtained. Blood cultures were
obtained. The patient (client D) was
administered Zosyn and Vancomycin
(antibiotics) given his extended care
facility status for his cellulitis. An
ultrasound was obtained to rule out either
abscess or DVT (Deep Vein Thrombosis,
blood clot). It was negative for DVT,
negative for abscess, but significant
amount cellulitic edema was appreciated
on the ultrasound. His (client D's) white
count was normal. The patient was
afebrile.... and the patient will be
admitted for IV antibiotics."

__The 3/30/14 at 5:45 AM Orthopedic
Hand Consultation note from the hospital
orthopedic surgeon indicated "HISTORY
OF PRESENT ILLNESS: "This is a 49
year old male who has been consulted for
concerns of compartment syndrome of
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the right upper extremity. Per the report
received through the consultation and
nursing he (client D) is a nonverbal man
who had a tourniquet placed for a blood
draw at his nursing facility, unsure of
when the timing was of this but
subsequent to it, the tourniquet was
apparently left on for an extended period
of time which caused then injury and now
resultant antecubital skin loss as well as
erythema (redness) and swelling. He was
brought to the Emergency Department
and this was related to the admitting
physician and team. He is admitted to the
hospital for antibiotics for cellulitis but
due to concern for fullness in the anterior
compartment of the upper arm we were
consulted.... ASSESSMENT AND
PLAN: Based on Stryker pressure
monitor values as well as physical
examination, concern from the history, it
is likely that he has compartment
syndrome of the right upper arm anterior
compartment. ...recommendation for
surgical intervention including a
fasciotomy, I&D and closure as possible
after discussing risks and benefits and the
desire to do this to remove any necrotic
tissue and hopefully prevent infection....
We (the orthopedic surgeon) are going to
take him to the operating room
immediately for fasciotomy, I&D and
closure and other interventions as
necessary."
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__The 3/31/14 at 12:52 AM ICU
(Intensive Care Unit) Consultation Note
from the physician indicated "He (client
D) had a blood draw at North Willow,
where his tourniquet was to be removed,
and ultimately had developed
compartment syndrome. Postoperatively
back on the medical wards, he was
recovering when he developed
hypercapnic (abnormally high levels of
carbon dioxide in the blood) hypoxic
respiratory failure.... He (client D) was
transferred to the ICU.... PLAN: The
patient (client D) will be intubated with
mechanical ventilator support...."

_ The 3/31/14 at 1:49 AM Hospital
Procedure Note from the surgeon
indicated client D was "brought to the ER
this morning about 2 a.m. Apparently he
had a tourniquet placed on the right upper
arm for a blood draw at the facility where
he stays. I (the surgeon) am not sure how
long it was on but there for quite some
time. He was admitted for antecubital
fossa skin breakdown and erythema,
concerning for cellulitis. The admitting
physician was concerned about
compartment syndrome and consulted

us...

__The 3/31/14 at 1:58 PM Consultation
Note from the hospital physician
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indicated "HISTORY OF PRESENT
ILLNESS: I (the physician) was asked by
[name of physician] to evaluate this 49
year old male for the above issue (fever).
The patient is a resident of an extended
care facility and apparently underwent
phlebotomy; however, the tourniquet was
not removed and, presented with
compartment syndrome. He subsequently
underwent evacuation and fasciotomy
and is now in the Intensive Care Unit.
Over the last 12 hours, he had increasing
shortness of breath and developed
respiratory failure and is now intubated
as well. This morning his temperature
was 103 and he showed signs of possible
sepsis. We were subsequently called to
evaluate him. He is unable to provide any
additional information as he is sedated on
a ventilator.... The right upper extremity
has a large bulky dressing from surgery.
There is a VAC (vacuum) unit in place as
well.... ASSESSMENT: Fever, SIRS
(Systemic Inflammatory Response
Syndrome), Right upper extremity
compartment syndrome plus or minus
infection, respiratory failure,
Pancytopenia (a reduction in the number
of red and white blood cells and platelets)
and Severe CP (Cerebral Palsy). PLAN:
The patient has decompensated after
undergoing a fasciotomy after a
tourniquet was left on. He does have a
fever and his clinical presentation is
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consistent with at least SIRS, possibly
sepsis. He does not have any clear
evidence for sepsis at this point.
However, the right upper extremity is
always in question as this can become
infected fairly rapidly. He has now
undergone incision and drainage of this
area and have been started on broad
spectrum antibiotics. I suspect at the end
of the day that these fevers will likely be
related to an inflammatory response to
the right upper extremity and we will find
no specific evidence for infection. There
is some concern about his G tube which
was slightly misplaced. If he does
continue to have fevers or show
additional signs of instability, then we
may need to consider scanning his
abdomen to rule out additional
pathology...."

_ The 4/4/14 at 8:12 AM Hospital
Discharge Summary by the hospital
physician indicated "The patient (client
D) had the unfortunate occurrence of a
tourniquet being placed on his arm to
draw blood at the home. Unfortunately,
the tourniquet was left on and the patient
developed a compartment syndrome in
his right arm. The patient had gone for
emergency decompressive surgery per the
Hand Service. The patient appears as
though he may have aspirated. He had
bilateral pneumonia, ended up intubated
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on the ventilator. The patient now
followed by Infectious Disease. During
the week the arm had stabilized but then
became edematous acutely. The Hand
Surgery attending came in during the
evening and resutured one of the arteries.
The arm has remained stable after this.
The patient (client D) has continued on
the ventilator support. The patient has
had Pancytopenia, etiology unclear, may
be from overwhelming sepsis....
However, if the patient's (client D's)
sepsis does not improve and if the patient
deteriorates, then [ would absolutely
discuss changing code status...."

Telephone interview with the ER nurse
on 4/24/14 at 9 AM indicated it was
reported to her by the EMT that brought
client D to the hospital that client D's
injury to his arm was caused by the
facility leaving a tourniquet on for an
extended period of time. The ER nurse
stated, "His (client D's) arm had an open
wound below his elbow that was really
nasty. It went all the way across his arm.
" The ER nurse stated client D was
"nonverbal, restless and touchy and was
given something for pain soon after
arriving at the hospital." The ER nurse
stated, "Yeah, you have to talk to the
EMT. He said when he asked them (the
facility staff) what happened, he was told
a tourniquet was left on too long after his
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(client D's) blood was drawn. You really
need to see the ambulance run (record)
and talk to him (the EMT). He said it
seemed like they (the facility staff) didn't
want to tell him but finally did after
asking several times."

Review of the ambulance service
dispatch record of 3/29/14 at 9:33 PM via
email from the Director of Operations of
the ambulance service on 4/25/14 at 2:28
PM indicated client D's arms were
retracted with a bandage on client D's
right elbow. "When the PT's (patient's -
client D's) nurse was asked for a cause
for (sic) she stated a tourniquet was left
on the PT's arm for a prolonged amount
of time (sic). She did not give a specific
length of time.... PT's right arm is slightly
swollen and warm to touch. PT's primary
and secondary assessments were
otherwise unremarkable."

Interview with client D's funeral director
on 4/25/14 at 11:06 AM indicated client
D's death certificate indicated client D's
cause of death to be:

1. Sepsis (a life-threatening complication
of an infection)

2. Respiratory failure

3. CP (Cerebral Palsy).

Telephone interview with LPN #1 on
4/24/14 at 11:12 AM indicated LPN #1
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worked the evening of 3/29/14 and had
cared for client D. LPN #]1 stated, "I float
all over and that was the first time I came
in contact with him (client D). He had a
dressing on his arm and was getting
antibiotics. When I went in to do his
(client D's) treatments, his arm was
swollen and a little warm so I called the
doctor and he told me to send him out to
the hospital." LPN #1 could not
remember the names of the CNAs
working with client D that evening. LPN
#1 indicated she could not remember the
name of the ambulance service she had
called to transport client D to the
hospital. LPN #1 indicated she was with
client D and had talked to the EMS staff.
LPN #1 indicated she knew nothing
about a tourniquet being left on client D's
arm. LPN #1 stated the lab technicians
that drew the blood on the clients
"usually come early in the mornings."
LPN #1 indicated the staff did not go
with the lab technicians. When asked
how are the staff to monitor the clients
after lab draws, LPN #1 stated "I don't
know of any specific protocol. The staff
let us know if there's a problem."

Interview with LPN #2 on 4/17/14 at
12:30 PM indicated the staff had come to
her the morning of 3/29/14 and told her
client D had dry skin and had asked for
lotion to put on client D. LPN #2 stated
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the staff had told her client D had "some
scabs on his right arm that had come off
and were bleeding." LPN #2 stated, "I
told her no to the lotion and thought, I
need to see his arm so I went back to his
room to assess him." LPN #2 stated client
D's inner arm was "a little red and
irritated with a black sticky gummy
substance and it was bleeding with a
couple of open areas. When I palpated
(touched) his arm, the area was hard."
LPN #2 stated the "gummy substance"
went all the way around client D's arm
and "looked like the black residue left
from tape." LPN #2 stated, "It might have
been from the blood draw he had on the
26th. I don't know." LPN #2 stated, "I
don't know how it got to that point
without the staff reporting it. It should
have been reported. It's hard for me to
believe nothing was reported or
documented about his arm before that."
LPN #2 indicated the lab draws were
documented as being done in the client's
MAR (Medication Administration
Record) and then noted as being done
when the results were received. LPN #2
indicated client D's arms were contracted
and drawing blood from client D would
be difficult for the lab technician to do
alone without assistance. LPN #2
indicated the lab technicians did not
always ask for assistance when drawing
blood. When asked if there was a
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protocol in place in regard to blood draws
and how nursing or staff were to monitor
the clients after blood draws, LPN #2
stated, "Not that I know of." When asked
if the lab technicians used Coban (a self
adhesive compression dressing that is
frequently used after blood draws to put
pressure on the area to prevent bleeding),
LPN #2 stated, "Yes, and they also just
use tape and a cotton ball. I have seen
both." LPN #2 stated "Since all of this,
we have been told no one is to use Coban
anymore." LPN #2 stated client D's health
prior to the hospitalization on the 29th
was "stable" without any "acute" issues.

Interview with QIDP (Qualified
Intellectual Disabilities Professional) #1
on 4/17/14 at 1:10 PM indicated client D
was to be checked every 15 minutes by
the staff to ensure the client's positioning
and skin integrity. QIDP #1 stated he was
not able to locate the documentation of
client D's 15 minute checks for the "past
few weeks."

Interview with LPN #3 on 4/17/14 at
1:20 PM indicated no protocols were in
place in regard to blood draws. LPN #3
indicated the staff would report to
nursing if they would see a problem.
When asked who removes the Coban,
tape or band aid on the clients after their
blood was drawn, LPN #3 stated, "The
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CNAs usually come and tell us (nursing)
and we do."

Interview with CNA #3 and #4 on
4/17/14 at 10:15 AM indicated the lab
technicians come to the facility to draw
the clients' blood and would ask for help
when needed. CNA #3 and #4 indicated
lab technicians covered the blood draw
site with a cotton ball and tape and if
there were any signs or symptoms of a
skin issue after the blood draw, the CNAs
would notify nursing. CNA #3 and #4
indicated sometimes after a blood draw
they would notice bruising on the clients
and they would notify nursing of that
also.

An interview was conducted with the
DNS (Director of Nursing Services), the
ADNS (Assistant Director of Nursing
Services), RN #1 and the ED (Executive
Director) on 4/17/14 at 1:45 PM.

_ RN #1 stated the clients were to be
bathed daily and any "injury, bruising or
anything noted by the staff" was to be
reported immediately to nursing.
_When asked how the staff were to
monitor clients after a blood draw, RN #1
stated "I would be looking at the site
afterwards."

__ RN #1 indicated Coban has been used
by the company the facility used to draw
the clients' blood and she had seen it on
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some of the clients' arms after they had
blood drawn. RN #1 stated, "Usually I
have just seen tape and a cotton ball."
__The DNS indicated the supervisor of
the company that was used to draw blood
was interviewed during the investigative
process and the supervisor indicated
Coban was "sometimes used" to wrap
around the client's arm after a blood draw
to prevent the site from bleeding.

__The DNS indicated the person that
drew client D's blood the morning of
3/26/14 was no longer employed with the
company the facility used for blood
draws.

_When asked if the person that drew
client D's blood the morning of 3/26/14
was licensed and/or certified as a
Phlebotomist (a person trained to draw
blood) the ED and the DNS indicated
they did not know. The ED stated, "I
think they (the company used for blood
draws) train them."

__When asked what the black tarry
substance was that was on client D's arm,
RN #1 stated "It was probably from
tape."

_The DNS indicated the facility has
recently banned the use of Coban.

___The DNS indicated no protocol was in
place in regard to blood draws.

__The ED and DNS indicated no
corrective actions or changes had been
made as of yet in regard to client D's
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death but they were in the process of
developing a protocol that would address
blood draws.

__The ED indicated through
investigation the facility was not able to
substantiate the allegation of neglect of a
tourniquet being left on client D. The
DNS indicated one of the physicians at
the hospital was asked where the
allegation of a tourniquet initiated from
and the doctor did not know. The ED
indicated all interviews were included
within the investigative packet.

The facility's policy and procedures were
reviewed on 4/16/14 at 1 PM. The
facility's May 2001 policy entitled
Reporting Alleged Violations indicated:
___ "It is the policy of this facility to take
appropriate steps to ensure that all
alleged violations of federal or state laws
which involve mistreatment, neglect,
abuse, injuries of unknown source and
misappropriation of resident property
(‘alleged violations') are reported
immediately to the executive director of
the facility."

_The facility's policy defined neglect as
"failure to provide goods and services
necessary to avoid physical harm, mental
anguish or mental illness."

__The facility's policy indicated "The
facility makes reasonable efforts to
determine the cause of the alleged
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violation and takes corrective action
consistent with the investigative findings
and to eliminate any ongoing dangers to
the resident.... Appropriate steps are
taken to prevent recurrence of the
incident. This may include inservices or
other measures as appropriate. The steps
taken are documented."
This federal tag relates to complaint
#IN00147483.
3.1-28(a)
3.1-28(c)
3.1-28(d)
W000153 | 483.420(d)(2)
STAFF TREATMENT OF CLIENTS
The facility must ensure that all allegations
of mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law
through established procedures.
Based on record review and interview for W000153 I Nurse for resident D has been 05/25/2014
1 of 1 injury of unknown origin for client trained on the North Willow Lab
D, the facility failed to ensure the staff Draw ,Procedure’ which mClude.s
d client D's ini £ unk attending the procedure, assessing
reP o'rte. ¢ 1en' S jury o un' I_lown the site that no items from lab draw
origin immediately to the administrator. are left, assuring tape and cotton ball
are removed from area, assessing the
Findings include: site of the actual lab draw on the
body, and document findings for
. , . . each lab draw. CNA staff for
Client D's BIR (Behavior Incident
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Report) dated 3/29/14 indicated resident D have been re-trained to
"Yesterday 3/28/14 while showering ric_(’gllnze and immediately “Lport all
. . . skin alteration or injuries to the
Cher.lt I(CNA#, Certl.ﬁed Nursing ) Nurse. 15 minute check sheets are
Assistant) saw black sticky stuff on client now turned in at the end of each shift
and after shower. Black sticky stuff came for review next business day at the
off 3/29/14. Getting client cleaned up I daily stand up meeting. Staff have
noticed client arm looked irritated and been refrained including those for
. . [ resident D to complete a BIR when
redness on inner arm with a lil (sic) T
o an unknown issue is identified.
blood." The BIR indicated LPN #2
assessed client D's right arm. The BIR Investigation for issue involving
indicated client D had a wound on his resident D will be reopened pending
right inner elbow that was 6 cm 'fld'ditional, new information to assure
. . . it is thorough.
(centimeters) long and 4 cm wide with
redness and irritation. The BIR indicated Il All residents have the potential to
the injury was caused from the "lab draw be subjected to the same issue that
bandage"' was sited.
III Nurses have been trained on the
. , .
.Ch?m D's nursing notes for 2014 North Willow Lab Draw Procedure,
indicated on 3/29/14 at 11 AM LPN #2 which includes attending the
documented "Staff reported client D had procedure, assessing the site that no
a dry area to his right arm Wlth some items from lab draw are left, aSSuring
blood. She (the reporting staff) stated that tape and cotton bgll are re,moved
hi T D b £ durine hi from area, assessing the site of the
is (client D's) scabs came o ) uring nis actual lab draw on the body, and
shower and areas started bleeding. Staff document findings for each lab
stated some black sticky stuff came off, draw. CNA staff have been
like when you've had on a bandage.... re-trained to recognize and
Upon nursing assessment, noted client's immediately report all changes of
. . L condition, skin alteration or injuries
right inner elbow with irritation, redness to the Nurse. Staff have been
and bleeding. Area measures 6 cm retrained including those for resident
(centimeters) in length and 4 1/2 cm in D to complete a BIR when an
width. Noted open areas x (times) 2 u?known issue is identified. 15
where scabs were. Palpated hard minute check sheets are now tun,led
. . in at the end of each shift for review
circumference to surrounding wound, next business day at the daily stand
non malodorous, no purulent drainage, no up meeting.
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warmth to skin. Client is afebrile (no
elevated temperature). Cleansed area of Investigations are discussed prior to
blood and wrapped right elbow with :zglglgéogﬁzjzggesn/?:zlf::;e
conforming gauze. Client tolerated care. in order to assure all interviews and
Notified [name of facility doctor].... T.O. information is obtained.
(telephone order) Keflex (antibiotic) 500
MG (milligrams) Q (every) 8 hours x BV DNS/t At[,)NS/ Desig?i:sh‘:ﬁk lab
(times) 7 days and Bacitracin Ointment ﬂzztrﬁifs: ;(;r;rcl(;rlrlldpi: ther};h:lab
BID (twice a day) x 7 days with bandage draw(s) after each time lab draws in
x 2 days per [name of facility doctor]. the building to assure documentation
Notified [name of administrator], made is complete. Audits of some of those
her aware...." residents with lab draw are
physically double checked by
The facility records and nursing notes dDrI;ISSS/;:;) ;i/thees:fr:)e: rzzrr;eg: Z[al of
indicated the facility staff did not report being free of any lab equipment or
an injury of unknown origin and/or a items. 15 minute checks after review
medical problem in regard to the scabs :;:izk;ieisvﬁi ;}fd%\ﬁlji ‘:h:e
and black tarry substance noted on client completed as needed prior top filing.
D's right arm prior to 3/29/14. Program Directors and DNS/ADNS
review progress notes to assure
Interview with LPN #2 on 4/17/14 at unknown issues are identified timely
12:30 PM indicated the staff had come to Wlth 2 BIR report and investigation
her the morning of 3/29/14 and told her initiated.
client D had dry skin and had asked for Cover sheet for reports has been
lotion to put on client D. LPN #2 stated updated to include documentation of
the staff had told her client D had "some pre-administrative review of
scabs on his right arm that had come off imem?ws ar,ld informa,ﬁon‘
and were bleeding." LPN #2 stated, "I ii?;g::;ea]f)t:resz; rfw.ews !
pletion. To be
told her no to the lotion and thought, | completed by May 25, 2014.
need to see his arm so [ went back to his
room to assess him." LPN #2 stated client
D's inner arm was "a little red and
irritated with a black sticky gummy
substance and it was bleeding with a
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WO000154

couple of open areas. When I palpated
(touched) his arm, the area was hard."
LPN #2 stated the "gummy substance"
went all the way around client D's arm
and "looked like the black residue left
from tape." LPN #2 stated, "It might have
been from the blood draw he had on the
26th. I don't know." LPN #2 stated, "I
don't know how it got to that point
without the staff reporting it. It should
have been reported. It's hard for me to
believe nothing was reported or
documented about his arm before that."

Interview with the ED (Executive
Director) on 4/16/14 at 1 PM indicated
all injuries of unknown origin were to be
reported immediately to nursing and to
the administrator (the ED).

This federal tag relates to complaint
#IN00147483.

3.1-28(c)

483.420(d)(3)

STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.

Based on record review and interview for
1 of 1 allegation of neglect reviewed for
client D, the facility failed to ensure a

WO000154

I Nurse for resident D has been
trained on the North Willow Lab
Draw Procedure, which includes
attending the procedure, assessing

05/25/2014
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thorough investigation was conducted in the site that no items from lab draw
regard to the allegations made in regard are left, assuring tape and cotton ball
to a tourniquet beine left on client D' are removed from area, assessing the
0 a tourniquet being Ielt on chie s site of the actual lab draw on the
arm after a blood draw. body, and document findings for
each lab draw. CNA staff for
Findings include: resident D have been re-trained to
recognize and immediately report all
ey . .. skin alteration or injuries to the
The facility's rep.ortable and investigative Nurse. 15 minute check sheets are
records were reviewed on 4/16/14 at now turned in at the end of each shift
12:30 PM. The 4/9/14 BDDS (Bureau of for review next business day at the
Developmental Disabilities Services) daily stand up meeting. Staff have
report indicated on 3/29/14 client D was been retrained including those for
he ER (E R f resident D to complete a BIR when
sent to the ( mergency 90@) or an unknown issue is identified.
treatment and evaluation of his right arm.
The report indicated "Diagnosis: Investigation for issue involving
Cellulitis of r (right) arm in ER. Client resident D will be reopened pending
admitted to the hos p ital due to id-dlglonaL n;:w information to assure
. 1t 1S thorougn.
cellulitis/edema. Surgery to r. arm £
attempted. Client admitted to ICU. Client II All residents have the potential to
passed away 4/8/14 during night. Plan to be subjected to the same issue that
Resolve (Immediate and Long Term): was sited.
Investigation in process." .
IIT Nurses have been trained on the
) o o North Willow Lab Draw Procedure,
Review of the facility investigative which includes attending the
record in regard to client D's death dated procedure, assessing the site that no
4/15/14 indicated "Investigation revealed items from lab draw are left, assuring
that [client D] had a blood draw on tape and cotton bgll ae re.moved
. from area, assessing the site of the
3/26/14. Days following blood draw staff actual lab draw on the body, and
saw no concerns to [client D's] arm until document findings for each lab
3/29/14. Staff denied any client to client draw. CNA staff have been
events, falls, or other injuries. [Client D] 're‘train.ed to recognize and
has padding to side-rails, which aids in lmméqlately report all. Chang,es, Of
o . condition, skin alteration or injuries
preventing injuries due to convulsions to the Nurse. Staff have been
and spasticity. Writer observed floor mat retrained including those for resident
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present at bedside. No other concerns D to complete a BIR when an
found. As per report from the hospital unknown issue is identified. 15
lient D1 developed ot ¢ minute check sheets are now turned
[client D] develope cqmpa m.en in at the end of each shift for review
syndrome from a tourniquet being left on next business day at the daily stand
[client D's] arm. There is no up meeting.
substantiation of this statement during
our investi gati on. [LPN #1] who gave InVCStlg'fltIOIlS are discussed Prlor to
tt to the ER did not state a t . " completion by ED/DNS/Designee
report to the ) 1d not state a tournique and HRC Director/Client Advocate
was found on [client D's] arm. The in order to assure all interviews and
Guardian [name of guardian] also asked information is obtained.
the MD (Orthopedic Hand Consult) 'How
did you know the compartment syndrome IV DNS/ADNS/Designee check lab
developed fi @ quet bei documentation completed by the
was deve -Op c¢d from a tourniquet being floor nurse as an audit after the lab
left on [client D's] arm?' The MD draw(s) after each time lab draws in
answered 'Someone reported the the building to assure documentation
information from the ER.' It is possible is complete. Audits of some of those
for the blood draw on 3/26/14 to be a reSId,emS with lab draw are
butine £ h physically double checked by
COljltrl uting factor to the c?p'en area on DNS/ADNS/Designee for removal of
[client D's] arm, however it is also dressing and check of room for it
possible for the contractures to be a being free of any lab equipment or
contributing factor of creating trauma at items. 15 mimyte checks after review
[client D's] blood draw site. The lab tech are,zhaied V,V:lth the d%hﬁ@ th.:re
. resiaent resides and 1ollow up 18
that dr.ew blood on 3/26/14 on [client completed as needed prior to filing.
D's] 'right hand," had also been the tech Program Directors and DNS/ADNS
that drew blood on [client D's] 'left hand' review progress notes to assure
on 3/12/14, 2/19/14, 2/12/14, without unknown issues are identified timely
. Ce " with a BIR report and investigation
resulting injuries or concern.” The itiated
. . . . . mitiated.
investigative record indicated an
il‘lteI'VieW on 4/1 5/14 Wlth the SupeI'ViSOI‘ Cover sheet for reports has been
of the company used to draw blood. The updated to include documentation of
record indicated the person that drew pre-administrative review of
client D's blood the morning of 3/26/14 mtemefws ar,ld mforma,non‘
. . . Executive Director reviews all
had terminated his employment with the incidents after completion. To be
company used for blood draws on completed by May 25, 2014.
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4/10/14. The investigative record
indicated no interviews with the EMTs
(Emergency Medical Technicians),
hospital nursing services and/or hospital
staff. The investigative record did not
indicate review of the ambulance record
or the ER notes.

Review of the facility [name of lab used
for blood draws] order schedule on
4/16/14 at 2 PM indicated client D had
blood drawn from his right arm for a
Valproic Acid test on 3/26/14 at 5:34
AM.

Client D's record was reviewed on
4/16/14 at 3 PM. Client D's BIR
(Behavior Incident Report) dated 3/29/14
indicated "Yesterday 3/28/14 while
showering client I (CNA #1 - Certified
Nursing Assistant) saw black sticky stuff
on client and after shower. Black sticky
stuff came off 3/29/14. Getting client
cleaned up I noticed client arm looked
irritated and redness on inner arm with a
lil (sic) blood." The BIR indicated LPN
#2 assessed client D's right arm. The BIR
indicated client D had a wound on his
right inner elbow that was 6 cm
(centimeters) long and 4 cm wide with
redness and irritation. The BIR indicated
the injury was caused from the "lab draw
bandage."
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Review of client D's hospital records on
4/17/14 at 9 AM indicated:

__The 3/29/14 (no time documented) ER
(Emergency Room) nursing note
indicated "Pt (patient - client D) here by
EMS (Emergency Medical Services from
North Willow with right upper arm
slightly swollen and red. Pt began
antibiotics 2 days ago. Pt has red mark on
right arm in crease near elbow. ECF
(Emergency Care Facilitator - EMT
Emergency Medical Technician) reports
there was a tourniquet left on pt when
drawing cultures, unknown how long on
there. Pt is non verbal, will monitor."

__The 3/29/14 at (no time documented)
ER Patient Treatment Summary by the
physician indicated client D was
nonverbal and "unable to to communicate
pain." The summary indicated client D's
anterior right arm presented with
"fullness, min (minimal) erythema
(redness)." The summary indicated client
D's injury to his arm was caused by a
"tourniquet for blood draw left on for
extended time." The summary indicated
"Concern for right ant. (anterior)
compartment syndrome (excessive
pressure inside an enclosed space in the
body, impeding blood flow to and from
the affected tissues and requires
emergency surgery to prevent permanent
injury). To OR (operating room) for
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fasciotomy (a clinical procedure of one or
more incisions to release the pressure
from the compartment syndrome) and
1&D (Incision and Drainage, a surgical
procedure to remove the infection)."

__The 3/30/14 at 5:45 AM Orthopedic
Hand Consultation note from the hospital
orthopedic surgeon indicated "HISTORY
OF PRESENT ILLNESS: "This is a 49
year old male who has been consulted for
concerns of compartment syndrome of
the right upper extremity. Per the report
received through the consultation and
nursing he (client D) is a nonverbal man
who had a tourniquet placed for a blood
draw at his nursing facility, unsure of
when the timing was of this but
subsequent to it, the tourniquet was
apparently left on for an extended period
of time which caused then injury and now
resultant antecubital (inner arm at the
elbow) skin loss as well as erythema
(redness) and swelling. He was brought
to the Emergency Department and this
was related to the admitting physician
and team. He is admitted to the hospital
for antibiotics for cellulitis but due to
concern for fullness in the anterior
compartment of the upper arm we were
consulted.... ASSESSMENT AND
PLAN: Based on Stryker pressure
monitor values as well as physical
examination, concern from the history, it
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is likely that he has compartment
syndrome of the right upper arm anterior
compartment. ...recommendation for
surgical intervention including a
fasciotomy, 1&D and closure as possible
after discussing risks and benefits and the
desire to do this to remove any necrotic
tissue and hopefully prevent infection....
We (the Orthopedic surgeon) are going to
take him to the operating room
immediately for fasciotomy, I&D and
closure and other interventions as
necessary."

__The 3/31/14 at 12:52 AM ICU
(Intensive Care Unit) Consultation Note
from the physician indicated "He (client
D) had a blood draw at North Willow,
where his tourniquet was to be removed,
and ultimately had developed
compartment syndrome. Postoperatively
back on the medical wards , he was
recovering when he developed
hypercapnic (abnormally high levels of
carbon dioxide in the blood) hypoxic
respiratory failure.... He (client D) was
transferred to the ICU.... PLAN: The
patient (client D) will be intubated with
mechanical ventilator support...."

__The 3/31/14 at 1:49 AM Hospital
Procedure Note from the surgeon
indicated client D was "brought to the ER
this morning about 2 a.m. Apparently he
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had a tourniquet placed on the right upper
arm for a blood draw at the facility where
he stays. I (the surgeon) am not sure how
long it was on but there for quite some
time. He was admitted for antecubital
fossa skin breakdown and erythema,
concerning for cellulitis. The admitting
physician was concerned about
compartment syndrome and consulted

us...

__The 3/31/14 at 1:58 PM Consultation
Note from the hospital physician
indicated HISTORY OF PRESENT
ILLNESS: I (the physician) was asked by
[name of physician] to evaluate this 49
year old male for the above issue (fever).
The patient is a resident of an extended
care facility and apparently underwent
phlebotomy; however, the tourniquet was
not removed and, presented with
compartment syndrome. He subsequently
underwent evacuation and fasciotomy
and is now in the Intensive Care Unit."

__The 4/4/14 at 8:12 AM Hospital
Discharge Summary by the hospital
physician indicated "The patient (client
D) had the unfortunate occurrence of a
tourniquet being placed on his arm to
draw blood at the home. Unfortunately,
the tourniquet was left on and the patient
developed a compartment syndrome in
his right arm. The patient had gone for
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emergency decompressive surgery per the
Hand Service. The patient appears as
though he may have aspirated. He had
bilateral pneumonia, ended up intubated
on the ventilator. The patient now
followed by Infectious Disease...."

Telephone interview with the ER nurse
on 4/24/14 at 9 AM indicated it was
reported to her by the EMT that brought
client D to the hospital that client D's
injury to his arm was caused by the
facility leaving a tourniquet on for an
extended period of time. The ER nurse
stated, "His (client D's) arm had an open
wound below his elbow that was really
nasty. It went all the way across his arm.
" The ER nurse stated client D was
"nonverbal, restless and touchy and was
given something for pain soon after
arriving at the hospital." The ER nurse
stated, "Yeah, you have to talk to the
EMT. He said when he asked them (the
facility staff) what happened, he was told
a tourniquet was left on too long after his
(client D's) blood was drawn. You really
need to see the ambulance run (record)
and talk to him (the EMT). He said it
seemed like they (the facility staff) didn't
want to tell him but finally did after
asking several times."

Review of the ambulance service
dispatch record of 3/29/14 at 9:33 PM via
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email from the Director of Operations of
the ambulance service on 4/25/14 at 2:28
PM indicated client D's arms were
retracted with a bandage on client D's
right elbow. "When the PT's (patient's -
client D's) nurse was asked for a cause
for (sic) she stated a tourniquet was left
on the PT's arm for a prolonged amount
of time (sic). She did not give a specific
length of time.... PT's right arm is slightly
swollen and warm to touch. PT's primary
and secondary assessments were
otherwise unremarkable."

Interview with the DNS (Director of
Nursing Services) and the ED (Executive
Director) on 4/25/14 at 3:45 PM
indicated the facility staff were
interviewed and the allegation was not
substantiated. The DNS indicated the
client's surgeon was asked how he knew
the compartment syndrome developed
from a tourniquet being left on with the
reply of "Someone reported the
information from the ER." The ED and
the DNS indicated no further interviews
other than those included in the
investigative information.

This federal tag relates to complaint
#IN00147483.

3.1-28(d)
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WO000318 | 483.460
HEALTH CARE SERVICES
The facility must ensure that specific health
care services requirements are met.
Based on interview and record review for WO000318 | I Nurse for resident D has been 05/25/2014
1 additional client (client D), the facility trained on the North Willow Lab
failed to meet the Condition of Dt:a“;l_l)m:ﬁdure’ WE'Ch includes
.. . . . attending the proceaure, assessing
Par.t1.01pat10n. Health Car_e Serv¥ces. The the site that no items from lab draw
facility's health care services failed to are left, assuring tape and cotton ball
ensure nursing services met client D's are removed from area, assessing the
medical needs in regard to monitoring site of the actual lab draw on the
client D for injury during and after blood body, and document findings for
d h o dall each lab draw. CNA staff for
ra“fs’ to ensure t .e sta .rep orted a ] resident D have been re-trained to
medical concerns immediately to nursing recognize and immediately report all
and to ensure the staff conducted 15 skin alteration or injuries to the
minute checks to ensure client D's health, Nurse. 15 minute check sheets are
s - . now turned in at the end of each shift
positioning and skin integrity. . i
for review next business day at the
o ) daily stand up meeting. Staff have
Findings include: been retrained including those for
resident D to complete a BIR when
The facility's nursing services failed to an unknown issue is identified.
develop and implement protocols in o i i _
. . Investigation for issue involving
regard to the use of outside services for resident D will be reopened pending
blood draws that included how the client additional, new information to assure
was to be monitored during and after it is thorough.
blood draws and to ensure the staff
. . C e IT All residents have the potential to
reported all medical issues and injuries . .
. . . . . be subjected to the same issue that
immediately to nursing services in regard was sited.
to client D. Please see W331.
IIT Nurses have been trained on the
This federal tag relates to complaint North Willow Lab Draw Procedure,
hich incl ing th
#IN00147483. which includes at.tendmgt. e
procedure, assessing the site that no
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items from lab draw are left, assuring
tape and cotton ball are removed
from area, assessing the site of the
actual lab draw on the body, and
document findings for each lab
draw. CNA staff have been
re-trained to recognize and
immediately report all changes of
condition, skin alteration or injuries
to the Nurse. Staff have been
retrained including those for resident
D to complete a BIR when an
unknown issue is identified. 15
minute check sheets are now turned
in at the end of each shift for review
next business day at the daily stand
up meeting.

Investigations are discussed prior to
completion by ED/DNS/Designee
and HRC Director/Client Advocate
in order to assure all interviews and
information is obtained.

IV DNS/ADNS/Designee check lab
documentation completed by the
floor nurse as an audit after the lab
draw(s) after each time lab draws in
the building to assure documentation
is complete. Audits of some of those
residents with lab draw are
physically double checked by
DNS/ADNS/Designee for removal of
dressing and check of room for it
being free of any lab equipment or
items. 15 minute checks after review
are shared with the QMRP where
resident resides and follow up is
completed as needed prior to filing.
Program Directors and DNS/ADNS
review progress notes to assure
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unknown issues are identified timely
with a BIR report and investigation
initiated.
Cover sheet for reports has been
updated to include documentation of
pre-administrative review of
interviews and information.
Executive Director reviews all
incidents after completion. To be
completed by May 25, 2014.
WO000331 | 483.460(c)
NURSING SERVICES
The facility must provide clients with nursing
services in accordance with their needs.
Based on interview and record review for WO000331 | I Nurse for resident D has been 05/25/2014
1 additional client (client D), the facility trained on the North Willow Lab
failed to ensure nursing services met the Draw _Procedure’ which mdude.s
) . . attending the procedure, assessing
medical needs of the client in regards to the site that no items from lab draw
monitoring client D for injury during and are left, assuring tape and cotton ball
after blood draws, to ensure the staff are removed from area, assessing the
reported all medical concerns to nursing site of the actual lab draw on the
and to ensure the staff conducted 15 body, and document findings for
. . , each lab draw. CNA staff for
minute checks to ensure client D's resident D have been re-trained to
positioning and skin integrity. recognize and immediately report all
skin alteration or injuries to the
Findings include: Nurse. 15 minute check sheets are
now turned in at the end of each shift
e . L for review next business day at the
The facility's reportable and investigative daily stand up meeting. Staff have
records were reviewed on 4/16/14 at been retrained including those for
12:30 PM. The 4/9/14 BDDS (Bureau of resident D to complete a BIR when
Developmental Disabilities Services) an unknown issue is identified.
report indicated on 3/29/14 client D was o i i _
Investigation for issue involving
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sent to the ER (Emergency Room) for resident D will be reopened pending
treatment and evaluation of his right arm. 'f‘d,dlt;lonal’ n;l’w information to assure
. . . 1t 1s thorough.
The report indicated "Diagnosis: £
Cellulitis of r (right) arm in ER. Client II All residents have the potential to
admitted to the hospital due to be subjected to the same issue that
cellulitis/edema. Surgery to r. arm was sited.
attempted. Client admitted to ICU. Client )
. . III Nurses have been trained on the
passed away 4/8/14 during night. Plan to North Willow Lab Draw Procedure
Resolve (Immediate and Long Term): which includes attending the
Investigation in process." procedure, assessing the site that no
items from lab draw are left, assuring
Review of the facility investigative tfap ¢ and cotton ball Egle re,flovfgl
. . rom arca, assScssin € S1te o c
record in regard to client D's death dated actual lab draw on tghe body, and
4/15/14 indicated "Investigation revealed document findings for each lab
that [client D] had a blood draw on draw. CNA staff have been
3/26/14. Days following blood draw staff re-trained to recognize and
saw no concerns to [client D's] arm until lmné‘??lateli.rep(l’? altl_ changes of
. . . condition, sKin altération or imjuries
3/29/14. Staff denied ?m.y c.llent to. client to the Nurse. Staff have been
events, falls, or other injuries. [Client D] retrained including those for resident
has padding to side-rails, which aids in D to complete a BIR when an
preventing injuries due to convulsions .
and spasticity. Writer observed floor mat fmnme check sheets are now tun,led
bedside. N h in at the end of each shift for review
present at bedside. No other COHCGI:HS next business day at the daily stand
found. As per report from the hospital up meeting.
[client D] developed compartment
syndrome from a tourniquet being left on Investig.'ations are discussed Prior to
[client D's] arm. There is no completion by ED/DNS/Designee
o o . and HRC Director/Client Advocate
substantiation of this statement during in order to assure all interviews and
our investigation. [LPN #1] who gave information is obtained.
report to the ER did not state a tourniquet
was found on [client D's] arm. The v DNS/A]?NS/Designee check lab
Guardian [name of guardian] also asked documentation comp ,leted by the
the MD (Orthopedic Hand Consult) 'How floor nurse as an audit after the lab
) p draw(s) after each time lab draws in
did you know the compartment syndrome the building to assure documentation
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was developed from a toumiquet being is complete. Audits of some of those
left on [client D's] arm?' The MD residents with lab draw are
an red 'Someone reported th physically double checked by
) swere ] omeone reporte i ¢ . DNS/ADNS/Designee for removal of
information from the ER." It is possible dressing and check of room for it
for the blood draw on 3/26/14 to be a being free of any lab equipment or
Contributing factor to the Open area on items. 15 minute checks after review
[client D's] arm, however it is also are shared with the QMRP where
. resident resides and follow up is
possible for the contractures to be a . .
. ] completed as needed prior to filing.
contributing factor of creating trauma at Program Directors and DNS/ADNS
[client D's] blood draw site. The lab tech review progress notes to assure
that drew blood on 3/26/14 on [client unknown issues are identified timely
D's] 'right hand,' had also been the tech with a BIR report and investigation
’ : initiated.
that drew blood on [client D's] 'left hand'
on 3/12/14, 2/19/14, 2/12/14, without Cover sheet for reports has been
resulting injuries or concern." The updated to include documentation of
investigative record indicated no plan of pre-administrative review of
improvement or changes to be made in mntery 1ews ar,ld mforma.tlon‘
d he i .. Executive Director reviews all
regard to the mvestigation. incidents after completion. To be
completed by May 25, 2014.
Review of the facility [name of lab used
for blood draws] order schedule on
4/16/14 at 2 PM indicated client D had
blood drawn from his right arm for a
Valproic Acid test on 3/26/14 at 5:34
AM.
Client D's record was reviewed on
4/16/14 at 3 PM. Client D's record
indicated diagnoses of, but not limited to,
Aphasia (unable to speak), Cerebral Palsy
and myotonic disorders (muscular
stiffness). The record indicated client D
was non ambulatory and required staff
assistance for all basic needs. Client D's
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IDT (Interdisciplinary Team) Plan of
Care Addendum dated 8/23/13 indicated
client D was at risk for altered skin
integrity and the staff were to continue
checking client D every 15 minutes to
ensure his positioning and skin integrity.
Client D's 15 minute check sheets
indicated client D's positioning and skin
integrity was not conducted/documented
every 15 minutes by the staff on March 1,
3,5,9,10,11, 13,14, 15,17, 19, 20, 21,
22,23, 24, 25,26,27,28 and 29, 2014.

Client D's BIR (Behavior Incident
Report) dated 3/29/14 indicated
"Yesterday 3/28/14 while showering
client I (CNA #1 - Certified Nursing
Assistant) saw black sticky stuff on client
and after shower. Black sticky stuff came
off 3/29/14. Getting client cleaned up I
noticed client arm looked irritated and
redness on inner arm with a lil (sic)
blood." The BIR indicated LPN #2
assessed client D's right arm. The BIR
indicated client D had a wound on his
right inner elbow that was 6 cm
(centimeters) long and 4 cm wide with
redness and irritation. The BIR indicated
the injury was caused from the "lab draw
bandage."

Client D's nursing notes for 2014
indicated:
_On3/29/14 at 11 AM LPN #2
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documented "Staff reported client D had
a dry area to his right arm with some
blood. She (the reporting staff) stated that
his (client D's) scabs came off during his
shower and areas started bleeding. Staff
stated some black sticky stuff came off,
like when you've had on a bandage....
Upon nursing assessment, noted client's
right inner elbow with irritation, redness
and bleeding. Area measures 6 cm
(centimeters) in length and 4 1/2 cm in
width. Noted open areas x (times) 2
where scabs were. Palpated hard
circumference to surrounding wound,
non malodorous, no purulent drainage, no
warmth to skin. Client is afebrile (no
elevated temperature). Cleansed area of
blood and wrapped right elbow with
conforming gauze. Client tolerated care.
Notified [name of facility doctor].... T.O.
(telephone order) Keflex (antibiotic) 500
MG (milligrams) Q (every) 8 hours x
(times) 7 days and Bacitracin Ointment
BID (twice a day) x 7 days with bandage
x 2 days per [name of facility doctor].
Notified [name of administrator], made
her aware...."

~On 3/29/14 at 10:25 PM LPN #1
documented "During dressing change,
noted swelling and warmth to right arm,
open area to right antecubital (inner arm
at the elbow) area draining
serosanguineous (blood and serous fluid)
fluid. MD and [name of guardian]
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notified, new order to send client to
[name of hospital]."

Client D's nursing notes indicated the
facility staff did not report any medical
problems or injuries in regard to the
scabs and black tarry substance on client
D's right arm prior to 3/29/14. Client D's
nursing notes did not indicate client D
had blood drawn on 3/26/14 or that
nursing and/or staff monitored client D
after the blood draw.

Review of client D's hospital records on
4/17/14 at 9 AM indicated:

__The 3/29/14 (no time documented) ER
(Emergency Room) nursing note
indicated "Pt (patient - client D) here by
EMS (Emergency Medical Services from
North Willow with right upper arm
slightly swollen and red. Pt began
antibiotics 2 days ago. Pt has red mark on
right arm in crease near elbow. ECF
(Emergency Care Facilitator - EMT
Emergency Medical Technician) reports
there was a tourniquet left on pt when
drawing cultures, unknown how long on
there. Pt is non verbal, will monitor."

_The 3/29/14 at (no time documented)
ER Patient Treatment Summary by the
physician indicated client D was
nonverbal and "unable to to communicate
pain." The summary indicated client D's
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anterior right arm presented with
"fullness, min (minimal) erythema
(redness)." The summary indicated client
D's injury to his arm was caused by a
"tourniquet for blood draw left on for
extended time." The summary indicated
"Concern for right ant. (anterior)
compartment syndrome (excessive
pressure inside an enclosed space in the
body, impeding blood flow to and from
the affected tissues and requires
emergency surgery to prevent permanent
injury). To OR (operating room) for
fasciotomy (a clinical procedure of one or
more incisions to release the pressure
from the compartment syndrome) and
1&D (Incision and Drainage, a surgical
procedure to remove the infection)."

__The 3/30/14 at 5:45 AM Orthopedic
Hand Consultation note from the hospital
orthopedic surgeon indicated "HISTORY
OF PRESENT ILLNESS: "This is a 49
year old male who has been consulted for
concerns of compartment syndrome of
the right upper extremity. Per the report
received through the consultation and
nursing he (client D) is a nonverbal man
who had a tourniquet placed for a blood
draw at his nursing facility, unsure of
when the timing was of this but
subsequent to it, the tourniquet was
apparently left on for an extended period
of time which caused then injury and now
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resultant antecubital (inner arm at the
elbow) skin loss as well as erythema
(redness) and swelling. He was brought
to the Emergency Department and this
was related to the admitting physician
and team. He is admitted to the hospital
for antibiotics for cellulitis but due to
concern for fullness in the anterior
compartment of the upper arm we were
consulted.... ASSESSMENT AND
PLAN: Based on Stryker pressure
monitor values as well as physical
examination, concern from the history, it
is likely that he has compartment
syndrome of the right upper arm anterior
compartment. ...recommendation for
surgical intervention including a
fasciotomy, I&D and closure as possible
after discussing risks and benefits and the
desire to do this to remove any necrotic
tissue and hopefully prevent infection....
We (the Orthopedic surgeon) are going to
take him to the operating room
immediately for fasciotomy, 1&D and
closure and other interventions as
necessary."

_ The 3/31/14 at 1:49 AM Hospital
Procedure Note from the surgeon
indicated client D was "brought to the ER
this morning about 2 a.m. Apparently he
had a tourniquet placed on the right upper
arm for a blood draw at the facility where
he stays. I (the surgeon) am not sure how
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long it was on but there for quite some
time. He was admitted for antecubital
fossa skin breakdown and erythema,
concerning for cellulitis. The admitting
physician was concerned about
compartment syndrome and consulted

us...

Telephone interview with the ER nurse
on 4/24/14 at 9 AM indicated it was
reported to her by the EMT that brought
client D to the hospital that client D's
injury to his arm was caused by the
facility leaving a tourniquet on for an
extended period of time. The ER nurse
stated, "His (client D's) arm had an open
wound below his elbow that was really
nasty. It went all the way across his arm.
" The ER nurse stated client D was
"nonverbal, restless and touchy and was
given something for pain soon after
arriving at the hospital." The ER nurse
stated, "Yeah, you have to talk to the
EMT. He said when he asked them (the
facility staff) what happened, he was told
a tourniquet was left on too long after his
(client D's) blood was drawn. You really
need to see the ambulance run (record)
and talk to him (the EMT). He said it
seemed like they (the facility staff) didn't
want to tell him but finally did after
asking several times."

Review of the ambulance service
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dispatch record of 3/29/14 at 9:33 PM via
email from the Director of Operations of
the ambulance service on 4/25/14 at 2:28
PM indicated client D's arms were
retracted with a bandage on client D's
right elbow. "When the PT's (patient's -
client D's) nurse was asked for a cause
for (sic) she stated a tourniquet was left
on the PT's arm for a prolonged amount
of time (sic). She did not give a specific
length of time.... PT's right arm is slightly
swollen and warm to touch. PT's primary
and secondary assessments were
otherwise unremarkable."

Interview with client D's funeral director
on 4/25/14 at 11:06 AM indicated client
D's death certificate indicated client D's
cause of death to be:

1. Sepsis (a life-threatening complication
of an infection)

2. Respiratory failure

3. CP (Cerebral Palsy).

Telephone interview with LPN #1 on
4/24/14 at 11:12 AM indicated LPN #1
worked the evening of 3/29/14 and had
cared for client D. LPN #1 stated, "I float
all over and that was the first time I came
in contact with him (client D). He had a
dressing on his arm and was getting
antibiotics. When I went in to do his
(client D's) treatments, his arm was
swollen and a little warm so I called the
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doctor and he told me to send him out to
the hospital." LPN #1 stated the lab
technicians that drew the blood on the
clients "usually come early in the
mornings." LPN #1 indicated the staff did
not go with the lab technicians. When
asked how are the staff to monitor the
clients after lab draws, LPN #1 stated "I
don't know of any specific protocol. The
staff let us know if there's a problem."

Interview with LPN #2 on 4/17/14 at
12:30 PM indicated the staff had come to
her the morning of 3/29/14 and told her
client D had dry skin and had asked for
lotion to put on client D. LPN #2 stated
the staff had told her client D had "some
scabs on his right arm that had come off
and were bleeding." LPN #2 stated, "I
told her no to the lotion and thought, |
need to see his arm so [ went back to his
room to assess him." LPN #2 stated client
D's inner arm was "a little red and
irritated with a black sticky gummy
substance and it was bleeding with a
couple of open areas. When I palpated
(touched) his arm, the area was hard."
LPN #2 stated the "gummy substance"
went all the way around client D's arm
and "looked like the black residue left
from tape." LPN #2 stated, "It might have
been from the blood draw he had on the
26th. I don't know." LPN #2 stated, "I
don't know how it got to that point
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without the staff reporting it. It should
have been reported. It's hard for me to
believe nothing was reported or
documented about his arm before that."
LPN #2 indicated the lab draws were
documented as being done in the client's
MAR (Medication Administration
Record) and then noted as being done
when the results were received. LPN #2
indicated client D's arms were contracted
and drawing blood from client D would
be difficult for the lab technician to do
alone without assistance. LPN #2
indicated the lab technicians did not
always ask for assistance when drawing
blood. When asked if there was a
protocol in place in regard to blood draws
and how nursing or staff were to monitor
the clients after blood draws, LPN #2
stated, "Not that I know of." When asked
if the lab technicians used Coban (a self
adhesive compression dressing that is
frequently used after blood draws to put
pressure on the area to prevent bleeding),
LPN #2 stated, "Yes, and they also just
use tape and a cotton ball. I have seen
both." LPN #2 stated "Since all of this,
we have been told no one is to use Coban
anymore." LPN #2 stated client D's health
prior to the hospitalization on the 29th
was "stable" without any "acute" issues.

Interview with QIDP (Qualified
Intellectual Disabilities Professional) #1
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on 4/17/14 at 1:10 PM indicated client D
was to be checked every 15 minutes by
the staff to ensure the client's positioning
and skin integrity. QIDP #1 stated he was
not able to locate the documentation of
client D's 15 minute checks for the "past
few weeks."

Interview with LPN #3 on 4/17/14 at
1:20 PM indicated no protocols in place
in regard to blood draws. LPN #3
indicated the staff would report to
nursing if they would see a problem.
When asked who removes the Coban,
tape or band aid on the clients after their
blood was drawn, LPN #3 stated, "The
CNAs usually come and tell us (nursing)
and we do."

Interview with CNA #3 and #4 on
4/17/14 at 10:15 AM indicated the lab
technicians come to the facility to draw
the clients' blood and would ask for help
when needed. CNA #3 and #4 indicated
lab technicians covered the blood draw
site with a cotton ball and tape and if
there were any signs or symptoms of a
skin issue after the blood draw, the CNAs
would notify nursing. CNA #3 and #4
indicated sometimes after a blood draw
they would notice bruising on the clients
and they would notify nursing of that
also.
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An interview was conducted with the
DNS (Director of Nursing Services), the
ADNS (Assistant Director of Nursing
Services), RN #1 and the ED (Executive
Director) on 4/17/14 at 1:45 PM.

_ RN #1 stated the clients were to be
bathed daily and any "injury, bruising or
anything noted by the staff" was to be
reported immediately to nursing.
_When asked how the staff were to
monitor clients after a blood draw, RN #1
stated "I would be looking at the site
afterwards."

__RN#1 indicated Coban has been used
by the company the facility used to draw
the clients' blood and she had seen it on
some of the clients' arms after they had
blood drawn. RN #1 stated, "Usually I
have just seen tape and a cotton ball."
__The DNS indicated the supervisor of
the company that was used to draw blood
was interviewed during the investigative
process and the supervisor indicated
Coban was "sometimes used" to wrap
around the client's arm after a blood draw
to prevent the site from bleeding.

__The DNS indicated the person that
drew client D's blood the morning of
3/26/14 was no longer employed with the
company the facility used for blood
draws.

__When asked if the person that drew
client D's blood the morning of 3/26/14
was licensed and/or certified as a
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Phlebotomist (a person trained to draw
blood) the ED and the DNS indicated
they did not know. The ED stated, "I
think they (the company used for blood
draws) trains them."

__When asked what the black tarry
substance was that was on client D's arm,
RN #1 stated "It was probably from
tape."

_The DNS indicated the facility has
recently banned the use of Coban.
__The DNS indicated no protocol was in
place in regard to blood draws.

__The ED and DNS indicated no
corrective actions or changes had been
made as of yet in regard to client D's
death but they were in the process of
developing a protocol that would address
blood draws.

__The ED indicated through
investigation the facility was not able to
substantiate the allegation of neglect of a
tourniquet being left on client D. The
DNS indicated one of the physicians at
the hospital was asked where the
allegation of a tourniquet initiated from
and the doctor did not know. The ED
indicated all interviews were included
within the investigative packet.

This federal tag relates to complaint
#IN00147483.
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