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Report #: H5184055
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Date: November 21, 2008
Olmsted County

Date of Visit: June 12, 2008
By:
Laurel Baumann, R.N.

Time of Visit: 9:40 AM

Special Investigator

Nature of Visit:
An unannounced visit was made in order to investigate the following allegation of neglect in accordance with federal regulations for long term care facilities at 42 CFR Part 483, Subpart B.  In conjunction with the federal investigation, an investigation was also conducted in accordance with the Vulnerable Adults Act (VAA), Minnesota §626.557 and state nursing home licensing rules, Chapter 4658.

The allegation is:  Appropriate care was not provided to resident #1, who also received services from a hospice program.  The resident experienced severe pain, was tremulous and screamed and moaned in pain but her pain medications doses were not adjusted for multiple days.  Also, although the resident’s abdomen increased in size during this time and the resident demonstrated abdominal discomfort, her indwelling urinary catheter was not assessed for patency.  The resident was sent to a hospital emergently for symptom management.  When admitted to the hospital, the resident’s catheter was changed and 2400 ml. of urine was returned.  Similar problems were also identified for another resident.
Investigative Findings:

All employees and persons were interviewed in private as desired and given the Tennessen Statement.

During the course of the investigation the following tasks were completed:
· Review of resident #1’s nursing home and hospital medical record

· Observations and focused medical record review for two residents utilizing hospice services at the time of onsite visit [6/12/08]

· Review of policies and procedures for indwelling catheter, pain management and change of condition

· Review of hospice contracts honored by the facility

· Review of pertinent nursing staff schedules

· Interviews with staff, family members and other key individuals
During the course of this investigation, it was determined that the second resident named in this complaint was not a resident at Golden Living Center Rochester/East.

Medical Record:  Review of the medical record for resident #1 identified the following information:
· She was admitted to the nursing home on 5/14/08 with a diagnosis of lung cancer with metastasis to the bone.

· On admission, the resident rated her pain intermittently as 10/10, with ten being the most intense pain on a scale of 1-10.  
· She was admitted for management of her pain and to meet her care needs.  Physician’s orders, dated 5/14/08 state the resident’s pain was to be assessed every shift and rated 0-10.
· She was dependent on staff to meet all of her care needs. She was identified to have difficulty verbalizing her needs.
· She had in indwelling urinary catheter due to pain associated with the movement necessary for voiding.

· Resident #1 was also admitted to a hospice program on her day of admission to the nursing home for “routine Homecare”.  Routine home care included one home health aide visit weekly.  On 5/14/08, the frequency of skilled nursing visits was one to two visits weekly with five as needed visits.  

· On 5/15/08, documentation on the hospice RN Progress Note indicates that the hospice nurse was called and alerted by a friend of resident #1, that the resident was having severe pain [10/10]. When the hospice nurse arrived at the nursing home, the resident was crying and moaning.  When the hospice nurse checked the Medication Administration Record [MAR], it was noted that the resident was receiving oral morphine every four hours, when the original order indicated that she could have it every hour.  A Medication Error Reporting form, dated 5/15/08 indicates this error was noted by the facility and corrected.
· On 5/16/08, medications to manage resident #1’s pain and anxiety included a Fentanyl [topical] patch 300 mcg./hr. to be changed every 72. hr., Morphine Immediate Release [Roxanol] 30 mg. every hour as needed, and Ativan 0.25-0.50 mg. every four hours for anxiety or restlessness.  On 5/16/08, the resident’s pain was rated only on the day shift as 8/10.  She received the Roxanol three times during the 24 hr. period on 5/16/08.  There was no indication on the MAR how the resident responded to the medication.  There was no narrative documentation on 5/16/08, nor did the MAR indicate the resident’s response to the pain medication administered.
· On 5/17/08, The MAR did indicate that resident #1 was obtaining relief from the Roxanol that she received.
· On 5/18/08, Roxanol was given seven times.  The resident's pain was rated as 9/10 on the day and evening shifts, but there is no indication that the resident obtained relief from the medication.  There was no assessment to identify where the resident was having pain, how the pain manifested itself, if anything was tried other than medication to relieve the pain or anything about the resident ' s status on 5/18/08.

· On 5/19/08, resident #1 received the Roxanol eight times.  Her pain was rated as 10/10 on the day and evening shifts.  There was one statement on the MAR which indicated "not much relief."   There was no narrative charting on 5/19/08 and no indication that resident #1’s pain was assessed.

· Resident #1 received as needed Ativan 0.5 mg. on 5/18/08 and 5/19/08, but there was no follow up on the effects of the anti-anxiety medication.

· In addition, there was no indication that hospice was contacted by the nursing home staff from 5/16/08-5/18/08.  Hospice notes dated 5/18/08 indicate that a visiting friend of resident #1 called hospice to inform the hospice nurse that the resident was not being given enough pain medication.

· A social service note authored by hospice on 5/19/08 states,  "screams out in severe pain when her body jerks or is moved ever slightly".  A physician's order was written for Flexoril 5mg. [a muscle relaxant] three times daily as needed for pain secondary to muscle spasms.  This medication was given once on 5/19/08, but the medical record does not indicate if the resident obtained any relief.  

· On 5/20/08 and 5/21/08, several adjustments were made to resident #1's pain medication. On 5/21/08, the resident was placed on continuous hospice care.  The frequency of the skilled nursing visits and documentation providing assessment and management of the resident’s pain was handled by hospice in cooperation with the nursing home staff.  Resident #1 was admitted to the hospital on 5/23/08 where she died on 5/24/08.

· According to the nursing home's treatment sheet, resident #1 had no urinary output on 5/21/08, 5/22/08 and 5/23/08.  The last urine output of 300ml. was recorded by the night shift on 5/20/08. This information is consistent with the hospice documentation of the same dates recorded on the hospice RN Progress Notes.  The hospice notes dated 5/21/08 state "No urine output for 36/hr. Questioning renal failure." The hospice notes also indicate that on 5/22/08 and 5/23/08 that the resident's abdomen was observed to be distended, which was not noted previously.  
· On 5/23/08, at approximately 6:30 AM, resident #1 was transferred to the hospital for further management of her intense pain.  She was admitted and, according to hospital records, there was no output during the day shift on 5/23/08.  The catheter was irrigated with 2450 ml. recorded as urinary output during the evening shift.  (A full bladder is considered 500 ml.)
Interviews:
Pain Management
· Several of the nursing staff who cared for resident #1 during her nursing home stay were interviewed individually regarding pain assessment and follow up. Employees (E), (F), (G), (I) and (J), licensed nurses, stated during interview, that there should be follow up assessment and charting after pain medication is administered, if not on the Medication Administration Record, then in the narrative nurse's notes.  Employee (G) stated during interview on 6/30/08 that resident #1's pain was  "all over the place and we could not control it.”
· Employee (B)/nursing administration stated during interview on 6/24/08 that her expectation for documentation of pain management is usually every shift.  She would expect no documentation only if a shift is uneventful. 
Urinary Output 
· Physician (K) was interviewed on 7/8/08 at 9:35 AM and indicated that he would have anticipated some output for resident #1.  He had no recollection of anyone speaking to him about the resident's lack of urinary output.
· Individual (H)/hospice employee [non-nursing] described the resident's abdomen as looking like she was pregnant, during interview on 6/24/08 at 11:15 AM.  
· Employee (B)/nursing administration verified, during interview on 6/12/08 at 1:15 PM, that her expectation is that the nursing home's nurses would check for patency of indwelling catheters every shift and that intake and output should be recorded on the Treatment Sheet. 

· Employees (F), (G), (I) and (J)  were interviewed individually.  Each had provided care for resident #1 during the interim that she had no urinary output.  Each acknowledged that it is the charge nurse's responsibility to ascertain that an indwelling catheter is functioning properly.

· Employees (F), (G) and (J) could not recall that there were problems with resident #1's catheter at the time of interview.  Employee (I) stated [during interview on 6/30/08] that she had spoken to the hospice nurse about the lack of output, and thought it was "just because the resident was passing."
· Although the resident's intake was not recorded, all of the nursing staff interviewed described the resident’s oral intake as very little.

Policies/Procedures:

Review of Pain Management Guidelines, provided by the facility, includes the following guidelines for assessing and managing pain: 


"Document pain assessment, intervention and evaluation activities in a clear and concise manner per the care plan.”
Review of the Healthcare Services Agreement, the nursing home's contract with the hospice [under #6. Services Provided by Facility], identified that toileting and bladder and bowel control shall be provided by the facility.

Conclusion:
As defined by federal regulatory requirements at 42 CFR 483.13(c), and the current statutory definitions specified within Minnesota §626.5572, the preponderance of evidence indicates that neglect did occur in connection with the allegation that the resident’s pain was not managed and that the patency of her indwelling catheter was not monitored, even though the resident was having no urinary output and was distended.

For three days out of four, 5/16/08, 5/18/08 and 5/19/08, the facility failed to identify the location of the resident’s pain. There was no indication that any non medication interventions were attempted.  The efficacy of the medications being used to manage the resident’s pain and anxiety was not assessed.  There was no evidence that the pain regimen was providing relief for resident #1 and the facility took no further action.
In addition, the facility failed to intervene to determine the cause of no urinary output via an indwelling urinary catheter on 5/21/08, 5/22/08, and 5/23/08. The staff did not take steps to determine the patency of the catheter during the time there was no urinary output, even though the resident was distended.
The "mitigating factors" in Minnesota §626.557, Subdivision 9c (c) were considered and it was determined that the facility is responsible for the neglect. 
Based on the above information, two federal deficiencies were issued at §483.25 Quality of Care [F309] and at §483.25 (d) Urinary Incontinence [F315].  The facility was found to be in substantial compliance during a re-visit, conducted on 9/3/08. The facility will be notified of the right to request reconsideration and/or appeal the maltreatment finding.
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