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Provide for the safe, appropriate administration of IV fluids for a resident when needed.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 The facility reported a census of 47 residents with three residents sampled for dressing changes. Based on observation,
 interview, and record review the facility failed to complete the order for PICC (peripherally inserted central catheter-
 long catheter that is inserted through a peripheral vein) line dressing changes for one Resident (R) 4 of the three
 residents, weekly as ordered. Findings Include: - Review of R4's [DIAGNOSES REDACTED]. Review of the Admission Minimum
Data Set (MDS), dated [DATE], revealed a brief interview for mental status (BIMS) of two, indicating severely impaired
 cognition. The resident required total dependence with assistance of one staff for personal hygiene. The resident received
 seven days of antibiotics and received intravenous (IV) medications as a resident. Review of the Cognitive loss/ Dementia
 Care Area Assessment (CAA) dated 06/08/20 revealed the resident had impaired cognitive function related to [MEDICAL
 CONDITION] ([MEDICAL CONDITION] condition of the brain) [MEDICAL CONDITION](sudden death of brain cells due to lack
of
 oxygen caused by impaired blood flow to the brain by blockage or rupture of an artery to the brain). Review of the Care
 Plan dated 03/27/20 documented the resident received IV medications related to endocarditis and the staff were to change
 the PICC line dressing per orders. The Care plan further directed the staff to monitor, document, and report as needed
 signs and symptoms of leaking at the IV site. Review of an Admission Summary Note dated 06/01/20 at 08:01 PM documented the
resident admitted   from Wesley Medical Center with a PICC line to LUE with dressing in place dated 05/15/20. Review of
 Physician order [REDACTED]. No other orders were noted regarding PICC line dressing changes until a new order entered on
 07/01/20 for PICC line dressing change every Saturday related to endocarditis. Review of Progress Note dated 06/16/20 at
 07:14 PM documented the PICC line dressing change per protocol. Review of progress notes dated from 06/17/20 to 07/03/20
 revealed the PICC line dressing was not changed on 06/27/20. Review of progress notes for 06/27/20 revealed no PICC line
 dressing change completed. Review of the Medication Administration Record [REDACTED]. Review of progress note dated
 7/8/2020 at 12:30 PM documented the PICC line dressing was changed at that time by Pharmacy Staff D and Pharmacy Staff E.
 The resident had tolerated the procedure well. There was no redness noted at the insertion site, no skin breakdown had been noted.
Observation of R4 on 07/08/20 at 11:21 AM revealed the resident sat in his recliner, PICC line with bio-patch (small antibacterial
disc) noted to left upper inner arm, the date indicated the dressing had been changed on 06/16/20 (22 days
 prior), areas of the semipermeable dressing were lifting around the edges, no redness or signs or symptoms of infection
 were noted, and the area around the dressing was clean. Interview with R4 on 07/08/20 at 11:21 AM revealed R4 received IV
 antibiotics daily because he needed them, but he was unsure of what infection he had. R4 stated the staff change the PICC
 line dressing once every week, he believed by the same person. Interview with LN B on 07/09/20 at 08:24 AM revealed the
 nurse usually did a head to toe assessment to make sure everything they got in report was correct. On 07/08/20 she did look at R4's
PICC line dressing and noted it was clean and intact, she did not notice the date on it. His last dose of
 medication was on 06/28/20, before she came in to work. LN B said she would have the RN's flush the PICC line due to her
 being newer, until she gets a bit more familiar with the residents. Interview with LN C on 07/08/20 at 02:31 PM revealed
 she had signed it off and then noted there were no PICC line dressings in the building, and she had called the pharmacy to
 get more on 07/03/20 and was informed there were none. LN C said she was unable to change it that day, but she had already
 charted it, and was new to the facilities charting system. Interview with Administrative Nurse A on 07/08/20 at 12:53 PM
 revealed LN C had signed off the PICC line dressing on 07/04/20, her second day in the facility as an agency staff.
 Administrative Nurse A said when it is signed off as completed, that it should have been completed. Administrative Nurse A
 further stated she did not know that LN C could not find PICC line dressings and expected staff to notify herself, the ADON
(Assistant Director of Nursing) or the nurse on the other floor, when agency staff had a problem. Administrative Nurse A
 stated her understanding of R4's orders were weekly PICC line dressing changes. Interview with Pharmacy Staff D and
 Pharmacy Staff E on 07/09/20 at 01:10 PM revealed the PICC line dressing orders come in with the shipment that arrives
 weekly, and stated a shipment arrived 07/03/20, so there would have been PICC line dressings in the building on 07/04/20.
 Pharmacy Staff D and Pharmacy Staff E said the nurses could call down to the pharmacy and get the PICC line dressings on
 first shift. Interview with Administrative Nurse A on 07/13/20 at 09:06 AM revealed the PICC line dressings are in the
 medication rooms on each floor, there was no way you could miss them, and we don't usually run out. Administrative Nurse A
 said she was not told that the facility had run out, so she believed that nurse was not completely honest about not being
 able to find the PICC line dressings. Administrative Nurse A stated the facility used the Lippincott Nursing Procedures 8th Edition
Copyright 2019 for nursing procedures, we don't write policies. Review of the facility guideline Lippincott Nursing Procedures 8th
Edition Copyright 2019 Central Venous Access Catheter revealed transparent semipermeable dressings should be changed every five
to seven days. The facility failed to follow guidelines for dressing changes for this resident to
 protect him from possible fatal blood infections, when facility staff failed to change R4's PICC line dressing for 22 days.
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