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F 000 | INITIAL COMMENTS F goo] Yacility does not believe nor does the i

facility adwnit that eny deficiencies exist.
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. Maysville Nursing and Rehabilitation
An Abbreviated Survey 1o lnvestiate} " : Facility resorves all rights to contest the
KY#00017056 was conducted an 09/2 o . .

through 08/28/11, KY#00017056 was survey findings through informal

substantlated with deliciencies cited at 42 CFR dispute resolution, legal appeal '
433._25 (F-308) at a Scope and Severity (5/8) of a proceedings or any administrative or

legal proceedings. This plan of
correction does not constitute an
admission regarding any facts or

Eact) rasident must receive and the faolli]‘y must circumstances surrounding any alleged
pravide the necessary care and services [fo altain ., e .
deficioncies to which it responds; nor is

or maintain the highest practicable physigal, ‘
mental, and psychosocial well-belng, Iri it meant to establish any standard care,
accordance with the comprehensive assgssn 8Lt dtract, obligation or position.
and plan of care. Cf e LA N . v
L 7 Mﬁygwlle Nursing and Rehabilitation
4y O i colir 1iﬁty reserves al nights to raise all
poRsible contentions and defenses in any

F 309 | 483.25 PROVIDE CARE/SERVICES FOR | Faos
sa=a | HIGHEST WELL BEING )

|

4
# B

This REQUIREMENT fs not met as evidenewd |

by: = T tyRe of civil or oriminal claim, action or '
Based on Interview, revord review, and rgview of . proceeding. Nothing contained in this !
the Emergency Foom (ER) report and haspital | plan of correction should be considered

record, it was determined the taclliity fallad to , .. } p
provide the necessary care and services {o attaln as a waiver of any potentially applicable

or maintain the highest practicable physigal, peer review, quality assurance or self-

mental, and psychosagial well belng for ope (1) of itical ¢ ination orivi '
three (3) sampled residents {Res!dsnt #1}. The < xaminanon privileges which

faclity failed to ensure ongoing assessmaent,

i
|

Maysville Nursing and Rehebilitation |

falled 10 ensure the Physiclan was informed of afl "~ Facility does not wajve, and reserves the |
changes, and failed to implement timely : ‘ right to assert i S atat i
treatment to Resldent #1's right lower leg; On gh ‘ e any‘admm‘l strative, |
08/28/11, Resident #1 was hospitalized, tleated civil, or criminal claim, action or ;
with Intravenous (IV} antiblotics, and requjred ~ proceeding. Maysville Nursing and !
surgical intarvention for an infection In thei right _ Rehabilitation Facility offers tis i

lower leg. . -

. responses, credible allegations of

OIREGTOR'S OR PROVIDER/SUP R IER REP ESENTA%HVE'SBIG_NATUHE B TITE ‘ , e R
/%%L{ ﬂim J RN BN MSWL?%‘T io}70](l

Any detlctency statement #nding with an asterlak (%) denotéa a dsllolency which ths Inatitutlon may be.excused from correoting providing it le dalermln!»d that
other saleguarda provide sufficient protection to the patients. (Seqinstrucllons.) Except for nuralng homea, the findings stated above are disclosable 90 days
tollowing the dete of survey whether or not a plan of corraction (s Rrovided, for nursing homes, the above findings and plang of-corraction are disclosable 14
days following the date thess documents are meds avallable 1o Ihe faolilty, If deflolencles are clied, an appraved plan of correolion Is requisite to contlnued

_ program paricipation. b : ‘
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-skin where it had been dry and Irritated. -

- | Review of the-Admission Minimum Data Bet .

The findinge Include:

Review of the ER report, dated 08/26/11,
revaaled Resident #1 presented in the Erf! with.
significant solt tissue swelling, with a flugtuant
area on his right lower leg where the blisters had
resolved, but he/she had erythema (rednpss of
the ekin which can accur with infeotion afid/or
intlammation), eellulltis and possible dhseess.
The resldent was started on Intravenous {1V} -
antfbiotics and a needle was used to aspjrate
large amounts of grose purulem fluid. Further
review of the EA report revealed, after thp
purulent fluid was drained from both absgesses,
the area was irrlgated thoroughly until the fluid
ran clear, and the fluctuant areas were
completely resoived using suction” On 0p/29/11
the resident was taken to the operating room and
an inclslon was made to the lower right lag, and
large amounts of purulent fiuld was draingd from
both abscesses. The whole pretibial areg was.
swollen and appsared to be oné continuglus
tluctuant area with some cellulltis. Therg was
drlad skin that was consistent with prior Blisters
that had already.popped and mild cracksiin' the

Review of Resldent #1's olinloal record revealed -
the tacllity admitted Resident #1 on 05/28/11, with
diagnoses which included Type Two Dlabetes,
Chronic Inflammatory Demyelinating -
Polyneuropathy (a neurological disorder gausing
progressive weakness in the arms and legs), and
a Fracture, related to fall prior to admlsslpn with
a cast to right lower leg,

- 06/03/2011 with a cast i place. The cast

. physician. On 07/05/2011 the orthopedic
- ' surgeon applied a cast over the blistered

' 08/22/2011. The blister areas were noted
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part of its on-going effort to provide
quality care to residents.

Maysvilie Nursing and Rehabilitation
Facility strives to provide the highest
quality care while ensuring the rights
and safety of all residents.

It is and was on the day of survey the
policy of Maysville Nursing and ,
Rehabilitation Facility to provide the ;
necessary care and services 1o attain or
maintain the highest practicable physical
mental, and psychosocial well-being for
all residents.

Resident #1 was admitted to Maysville |
Nursing and Rehabilitation Facility on

was removed by the orthopedic surgeon
on 07/01/2011. On 07/03/2011 the
doctor was notified of the blister, and a
treatment was ordered by the attending

areas. This cast remained in place until

© and reported to the attending physician.

. 1. Resident #1 was discharged from the

: facility on 08/28/2011.

i
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facllity assessed Resldent #1 as havmg aiBrief
interview for Mental Status (BIMS) score ot

with no cognitive impalrment. Review of bhe
Comprehensive Care Plan, developed on:

Care Plan for Impalred skin integrity, with!'
areas and weekly skin checke.

Record review of the Orthopedic Physician®s

| the resident's lower rlght leg was removed, the
leg looked good with minimal redness oveér the
tibia. The skin was dry and peeling; howgver,
there was no tenderness and no signs of -
infection. Interview with the Orthopedic
Physiclan, on 09/22/11 at 320 PM, revealed
was slightly red, with dry peeling areas ofiskin;

no swefling, and na SlgnB of infection

#1 when the cast was removed. The spuusa

.was broken and the resident was placed |n a

point, with the lsg hanging down, the blistars

{MDS) Assessment, dated 06/10/11, revealed the
fourtean (14), indicating the resident was orlented

06/14/11 revealed the facility had developéd a -

interventlons that included report eny red or open

| report, dated 08/22/11, révealed when tha cast to

when the cast was removed on 08/22/11,the skin

howevar, there were no open areas, No bhsters

Interview with Resident #1's spouse, on Q9/27/11
at 6:00 PM, revealed he/she wae with Regident

stated the tight lower leg was slightly red and had
dry skin patches. He/she further stated the skin
did hot have any open aregs or blisters untll later
in the evening. Par intarview, Resident #1's bed

chalr untll the bed was repaired, and It was at that

developed. Hefshe informed Licensed Piactical
Nurse (LPN) #5 about the blisters, however, LPN -
#5 told the resident's spouse this was nofmal and
the doctor had ordered mineval oll for theiblisters.

F

' physicians have been notified timely.
. Licensed nurses (RNs and LPNs) were

- 09/30/2011.

. 5.10/19/2011,

~ Assistant Director of Nursing, MDS

' skin conditions and treatments to engure

have been reassess by the Assistant
Director of Nursing and treatments were
verified with the physicians on |
10/18/2011. Any changes were reported |
to the attending physicians.

3. Weekly, the Director of Nursing,
nurse and Administrator will review all

treatments are appropriate and

inserviced on physician notification
related to wound assessments and
documentation by the Administrator on

4. As part of the facility’s ongoing
quality assurance program, the Assistant ;
Director of Nursing will assess all skin
conditions weekly to ensure they aro

being assessed properly and the ;
appropriate treatments are in place and
physiclans have been notified of any
ohanges. This practice will be an |
ongoing process for the next six months.

I
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Review of the Weekly Nurses Notes, dated
08/22/11, revealed LPN #5 documented under
Skin Conditlon, "the cast was removed from the
right lowar leg, red patchy areas, skin cracked".
Further review of the Wedkly Nurses Noteg, on
08/22/11 at 6:50 PM, revealed LPN #5
documented the resident had fiuld filled intact
blister to shin and :ntact fluid tilled blister ta ankle
inner aspact

Intervlew with LPN #5, on 09/23/11 at 10:00 AM,
revaalad the svening of 0B/22/11, Aesidentl #1
had developed clear fluld filisd blisters on His/her
lower right leg She further stated the Jeg
appoared shghlly discolored, with dry peeling
akin,

Review of the Physiclan's Orders on 08122111
revealed an order given by the Orthopeditc'
Physician, to apply mineral il to the right lgwer
leg two times a day. However, Interview with the
Orthopedic Physiclan, on 09/22/11 at 3:20 PM,
revesled he had never glven an order to apply : .
minerai oil to the resident's leg. He stated,:") :
would never give an order tor the use of miperal '

oil on an open area”, He further stated the
facitity had not contacted his office about
Rastdent #1's right lower leg developing blisters
and the last time his office had been contagted by
the facllity was OB/16/11.

interview with Resident #1's Physician, on
08/22/11 at 2:20 PM, revealed he recelvedia fax
on 08/23/11 stating the resident had dovelgped
clear fluid filled bilsters and thay had been psing
mineral all for the dry skin. He further stated he
had.not given the order to use mineral oll on the
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| became very upset and insistad the Physlcign be

resident's leg.

Intewlew with LPN #5, on 08/28/11 at 8:50 AM,
revealed it had been a nurses order o apply the
mineral oll to the areas of dry skin. She turther
stated she did not know why she wrote the -
Orthopedic Physician's name of the order.

Interview with Resident #1's spouse, on 08/27/11
at 6:00 PM, revealed he/she reponted ta the|
nurses on Thursday, 08/25/11, the pain In the
resident's jeg had become worse and when'
he/she questioned the appearance of the leg,
LPN #2 stated there was nothing wrong, andg the
appearance was the same as the day the cast |
had besn ramoved. Further Interview reveaéed
by Friday, 08/26/11, Resident #1 had begome
increasingly more mnfuaad Por interview, the
spouse raported to LPN #4 the resident had besn
weeing things that were not there, and again
voiced concarns about the appearance of the
resident's leg and the resident's Increased pain In
the right lower leg. The spouse was told theileg
appeared nhormal and the resident had just
racelved paln medication.

Review of the Weekly Nurces Notes tar the iweek
of 08/21/11 to 08/26/11, revealed the only
docurmentation related {o the.blisters on the:
resident's log was made by LPN #35 on 08/2/11.

Further Interview with Resldent #1's spouse;, on
09/27/11 at 6:00 PM, revealad on Saturday.!
08/27111, the spcouse again wes told, by LPMN #5
the leg appeared to be healing and the reddened
areas were normal. The spouse stated he/ghe

notified. He/she further.stated 1he leg had
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1 review of the Weskly Nurses Notes revealed the

.Further review of the Care Pian revealed an:

become & “very angry shade ot red", very
swollen, and the pain had bacome even moye
severe in the lag: Further Interview revealed,
he/she came to the fadcility, on the evening gf
08/27/11, after Resident #1 called and reponlad
he/she was seeing peopls in his/her room apd the
pain had become a lot worse. The spouse Bpent
the night with the resldent and was awake ajt -
night because Resident #1 was hurting and ithe
nurse was unable 1o reposition his/her legin a
manner to relieve the pain.

Record review of the Weekly Nurses Notes,,.
dated 08/27/11 at 1:15 AM, revealed the resident
wag gomplaining of leg palh and requesting|pain
medication, The resident was unable to recgive
pain medication because he/she had received
paln medication for leg pain at 12:00 AM. Fprthar

nurse tried to reposition the leg to help with the
pain but was unable to change the position
encugh to rmake a difference.

Review of the Weekly Nurses Notes, dated :
08/27/11 at 8:00 AM, revealed new treatment 10
the rdght lower leg. Further review revealed iat
2:30 PM, the Attending Physician was notifigd of
right lower lag and treatment was changed
sacondary to fluid filled blister type areas and that
the resident was saeing little people.

Reviow of the Physician Order's, dated 0B/2F/11
at 8:00 AM, revealed an order 1o discontinueg the
mineral ol to leg and apply Aquacel and cower
with ABD pad and dry dressing to right lowel leg
shin area and innar ankle, change daily andias
needed for fourteen (14) days for burst blisters.
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Intervention added on 08/27/11, for Aquacd) and
cover with ABD pad and dry dressing to right
lower lsg évery day and as nseded for fourfeen
(14) days for blisters, :

However, Interview with LPN #5, on 09/22/11 at

10:00-AM, revealed the order for Aquacel and

cover with ABD pad and dry drossing was a
nureing order, not & Physiclan's order.

Interview with Hesident #1's Physlcian, on
08/22/11 at 2:20 PV, revealed when LPN #5
called-him on 08/27/11 at 2:00 PM, she notjfied
him of the increased pain from the bladder:
spasms but did not inform him of mcreaseq pain
In the leg, the change in the resident's mental

| status, or the change in the appearance of tlhe

right lower leg. Interview further reveated he had
never given an order for a dressing changq or
ointment to be applied. He stated he had not
given the order for a dry dressing change.

Record review of the Weekly Nurses Notes,

dated 0B/28/11 at 1:00 AM, revealed Resident

#1's temperature was 99.6 and paln medication
was given; and, at 6:00 AM, Resident #1's

.| lemperaiure was stlll 80.6. Further review

revealod LPN #5 documented the leg was red,
with tluld filled blisters and warm 10 the tough.

Continued intervlew with Resident #1's spouse,
on 09/27/11 at 6:00 PM, revealed an 08/268411,
when the first shift nurse came into the room 1o
assess the resldent, he/she told the nurse tll:le
Physician needed to be called Immediatelyiand
the resident's leg néeded to be addressed |
because | was Infected.
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108/27/11 and 08/28/11. She stated, on 0BR7/11

| she hed only assessed one raised area, It was

| interview with Aesident #1's Physician, on

‘besn notlfled sooner about the change In the leg.

Interview with LPN #7, on 09/25/11 at 5:30/ PM,
revealed she had taken care of Resident #1 on
08/27/11 and 08/268/11. She stated Residgnt #1
had not complained of paln to her nor had fthe
wite reported any. complaint of paln in the fight
leg. She further etated the right lower leg had a
blister which had burst with clear drainage; She
further stated the leg eppeared slightly redwith
dry slough skin; however, she did not notify the
Physician.

tnterview with LPN #5, on 08/23/22 at 10:00 AM,
revealed she had laken care of Hesldent #1 on

she naoticed the leg had started to look différent.
Further Interview revealed the blisters werg flat
and not 1luid fllled. She stated the skin wag dry
and sloughing off, the color was off, and the
areas where the blisters had'been were raw
looking and had dry skin around the edges. She
further stated the leg was nol warm to the {ouch
nor was it red or swollen. She stated, on
08/28/11, when she arrived at work, LPN #7
raported to her in report, Resident #1 had
complained of pain in-tha right leg and the wife
had spent the night. She stated she went 10
Resident #1's room first and she asesssed the
leg at that time and found & ralsed area which
was not there the day before. She further stated

fluid fllled with serious sanguineous (bloodiinged)
fluld, It had become slightly raddened, but it was
not warm to the touch.

09/22/11 at 2:20 PM, revealed he should have

He stated, “An abscess can.develop over night
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| size, could develop over night. It appeared the

-obviously dried up, almost completely resolved,

but | cannat prudently say two abscesses, that
biisters had burst and the biister cover had

but the subcutaneous layer underneath the area
had become infected at some point and the
abscess developed"”. He stated the right lower
leg appeared an angry deep red, with fluotuant,
very swollen, pretiblal (from the ankle to just
below the knee), and there was significant soft
tissue swelling. He stated the whole area
underneath was one large abscess. He further
stated there was an open area which appeared to
he an old blister which had burst at some polint,
with granulation lissue. interview further revealsd
there was & second abscess on the inner aspect
of the enkls. This area was described as baing
the size of a baseball with fluctuant, dark red in

color, warm to the tauch, with sloughing skin. He |

further stated, LPN #5's skin assessment
completed on 08/28/11, before Reasldent #1 was
sent to the Emergency Room (ER), dld hot
accurately describe the appearancs of the
resident’s lower right leg.

Record review revealed on 08/26/11, Resident #1
was hospltallzed, treated with Intravenous (IV)
antlblotles, and required surglcal interventian:for
an Infection In the right lower lag.

(1) PROVIDER/SUPPLIEA/CLIA (X2) MULTIPLE CONETRUGTION {X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER! : COMPLETED
A, BUILDING _
WING C
_ 185207 o wne 8/2011
NAME OF PROVIDER GR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
- ' 820 PARKER ROAD
MAYSVILLE NUASING AND REHABILITATION FACILITY s
e . _ MAYSVILLE, KY 41056
X4) ID SUMMARY GTATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORAECTION {6
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORREGTIVE ACTION BHOULD BE GOMPLETION
TAG RAEGULATORY OR LSC IDENTIFYING INFORMATIQN) TAG CRO8B-AEFERENCED TO THE APPROPRIATE DATE
. ' - DEFICIENCY)
F 308 | Continued From pags 8 " F 309

FORM CME 2607(02-59} Previoua Varelons Obsolets

Event iD: 3LTW¥1

Facilty ID: 100339

If continuation sheet Pags 9 of B



