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Southern Enforcement drangh DEFIGIENGY)
. Mountain Menor of Paintsville does not believe
F 000 | INITIAL COMMENTS F op#Y d does not admit that any deficiencies
isted, cither, before, during or after the
sirvey. Mountain Manor of Paintsville reserves
An abbreviated standard survey (KY19248) was all rights {o contest the survey findings through

initiated on 10/23/12, and a standard heafth
survey was conducted on 10/29/12-11/01/12.

The complaint was substantiated. Deficient
practice was identified with the highest scope and
severity at "G" level, with no opportunity to
correct. .

iformal dispute resolution, formal legal appeal
proceedings. This plan of correction does not

circumstances surrounding any alleped
deficiencies to which it responds, nor is it
AMENDED-- or reserves the right {o raise all possible

claim, action or procceding. Nothing

Afiier review by The Centers for Medicare and contained in this plan of correction should be

Medicaid Services (CMS), Immediate Jeopardy considercd as a waiver of any potentially
was determined to exist and an extended survey applicable peer review, qualify assurance, or
was conducted on 12/11-13/12. self-critical examinetion privileges which

: Mountain Manor of Paintsville does not waive,
immediate Jeopardy was identified on 12/11/12, and reserves the right to assert in any
and determined to exist on 10/15/12. The facility administrative, civil, criminal claim, action or
was notified on 12111/12. Observation, interview, proceeding, Mountain Manor of Paintsville
and record review revealed the facifity failed to offers its responses; credible allegation of
have an effective system in place to ensure staff: compliance, and plan of correction as part of its
1) nofified the resident's physician of a change in o fi%g’-“jgs effort to provide quality care to its

T CNis.

the resident’s candition, 2) assessed the
resident’s wound weekly per facllity policy, 3)
arranged transporiation to medicat appointments,
and 4) documented the resident's wound
assessments weekly per faciity policy. On

F|157 483.10(b)(11) NOTIFY OF CHANGES
JURY/DECLINE/ROOM, ETC)

09112112, facility staff noted Resident #1 had a Jujs the poicy of this facility to immediataly
scabbed wound to the left great toe, Facility staff form the resident; consult with the resident’s
rofified the resident's physician of the wound and : physician; and if known, notify the residents
new orders were obtained that included referring lepal representative or an iriterested family
the resident to a Wound Care Clinic (WCC). embet when there is a significant change in
Residertt #1 was seen at the WCC on 09/13/12 the resident’s physical, mental or psychosocial
and 08/20/12, and staff was to schedule a tus (i.e., a deterioration in health, meatal, or
follow-up appointment for Resident #1 to be seen ‘ ychosocial status in either life threatening
at the WCC on 09/27/12; however, there was no * cqnditions or clinical complications); a need to
documented evidence Licensed Practical Nurse ' alier treatment.

{LPN) #1 arranged transportation /for the

,;N.._‘ AR 4 AL

— =
! Ql eficiency which the institution may be excused from correciing providing il is determined that
other safeguards provide sufficient protection to the-sstfants | {See Instructions.) Except for nursing homes, the findings stated above are disclosabls 90 days
following the date of survey whether or not a plan of comection is provided. For nursing hames, the above findings and plans of comection are disclosable 14
days folowing the date these documents are made available fo the tadility, If deficiencies are cited, an approved plan of comection is requisits to continued
program parficipation,
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The attending physician and the
F 000 | Continued From page 1 F 000 family of resident #1 was notified on

resident's folliow-up appeintment for the 09/27/12
appointment and therefore the rasident was not
assessed/ireated at the WCC.

Facility staff documented an assessment of the
wound on Resident #1's left great toe on 09/28/12
{15 days after the previous documented
assessment of the wound on 09/13/12), and
noted the wound was red with pink surrounding
tissue measuring 1.4 centimeters {cm) x 0,2 em x
0.1 cm.

The Minimum Data Set (MDS) Assistant revealed
in an interview that she conducted an
assessment of Resident #1 on 10/15/12, and the
resident’s toe was moist with black necrotic
tissue, brown purulent drainage, a foul odor, and
redness to the first joint of the toe. Ascording to
the MDS Assistant, she did not document the
assessment but reported her concerns related to
the resident's wound to LPN #1 to nofify the
physician. However, a review of documentation
revealed LPN #1 failed o notify the physician of
the change in Resident #1°s wound on 10/15/12.

Although facility staff documented treatments
were administered to the wound on Resident #1's
Isft foat from 09/28/12 to 10/16/12, facilily staff
failed to document an assessment of the wound
until 10/17/112, 19 days after the previous
assessment of the wound on 09/28/12. A review
of the nurse's notes dated 10/17/42, revealed the
wound 1o the resident's left toe had an odor, was
draining, and facility staff notified the resident's
physician and orders were recaived {0 culture the
wound and refer the resident to the WCC.
Facility staff also notified Resident #1's family
member of the changes and new orders.

10/17/12 by Mona Jacobs, LPN of
the change in condition related to the
wound on the teft great toe, Sce
gttachment #1

The attending physician of resident
#1 waes notified on 10/18/12 via fax
by Mary Arms, DON that resident #{
was being transferred to KDMC fo
the physician that had previously
performed surgery on her prior to her
admission to this facility. See
Attachment #2

Mary Arms, DON began reviewing
the record of Resident #1 on 10/18/12
and continzed to review and
investigate on 10/19/12.

The attending physician of resident
#1 was notified on 10/21/12 vig fax
that the resident had missed the
appointment to the wound eare clinic
by Mary Arms DON. See
Attachment #3 '

The MDS and care plan of resident
#1 was reviewed on 10/19/12 by
Roberta Thompson, RN MDS
Coordinator.

On 19/20/12 the son of Resident #1
came to the facility: At this time
Mary Arms DON spoke with the son
and notified him that his mother,
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On 10/18/12, Resident #1's family member
insisted on observing the wound on the resident's
left great oe. Documentation revealed the
wound was assessed and LPN #1 documenied
the wound was red and inflamed, had a yellow
sloughing and an cdor, and was necrotic.
Resident #1 was transported to an acute care
facllity on 10/18/12. Resident #1's toe was
amputated on 10/20/12, due to a diagnosis of wet
gangreng.

Deficiencies were cited at 42 CFR 483.10
Resident Rights (F157), 42 CFR 483,20 Resident
Assessment (F282), 42 CFR 483.25 Quality of
Care {F309), 42 CFR 483.75 Administration
(F490), Maintain Clinical Records (F514), and
Quality Assurance (F520) at a scope and severity
of "J*. In addition, deficient practice was
identified at 42 CFR 483.25 Quality of Care
(F314) at 2 scope and severity of "H".
Substandard Quality of Care (SQC) was identified
at 42 CFR 483.25 Quality of Care (F309 and
F314).

An acceplable Allegation of Compliance (AQC)
was recefved on 12/13/12, which alleged removal
of Immediafe Jeopardy on 10/25/12. The State
Agency determined the Immediate Jeopardy was
removed on 10/25/12, prior to exit, which lowered
the scope and severity to "D" level at 42 CFR
483.10 Resident Righis {F157); 42 CFR 483.25
Quality of Care (F309); 42 CFR 4B3.75
Adminjstration (F490}, Maintain Clinical Records
{F514), and Quality Assurance {F520) while the
facility monitors the effectiveness of systemic
changes and quality assurance activities. The
scope and severity for the deficiency cited at 42

that the facility bad potified APS and
the OIG.

Resident #1 has not retumed to this
faeility;

On 10/19/12 & full skin assessment
was completed on Resident #2 by
Jessiea Amett, RN and Heather
Mowery, LYN.

All wounds identified on the
19/19/12 individual skin assessment

_ for resident #2 was compared to the

treatment MAR 1o ensure that each
identified wound had a treatment
ordered. This was completed by
Christy Moore, RN on 10/20/12,

The individual wound documentation
flow sheet for resident #2 was

" reviewed and compared to the

individual skin assessment performed
on 16/19/12 to ensure that ali
identified wounds had heen measured
and are on the resident’s individual
wound documentation flow sheet,
This was completed on 10/20/12 by
Christy Moore, RN.

The skin assessment for resident #2
was compared to the most recent
MDS to ensure that all wounds were
identified and carc planned. This was

{%4) ID SUMMARY STATEMENT OF DEFICIENGIES o)  PROVIDER'S PLAN OF GORRECTION X8}
PREFLX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC |DENTIFYING INFORMATION} e CROSS-REFERENCED TO THE APPRDPRIATE DATE
; DEFICIENCY)
resident #1 had missed the
F 000 | Continved From page 2 F 000 appointment to wound care clinic and
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A facility must immediately inform the resident;
consuilt with the resident's physician; and if
known, notify the resident's legal representative
or an inferested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status {i.e, a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly {i.e., a need to discontinug an
existing form of treatment due to adverse
consequences, or to commence a new farm of
freatment}; or a decision fo transfer or discharge
the resident from the facility as specnﬁed in
§483.12(a). :

The facility rust also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federat or State law or
regulations as specified in paragraph (b}1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's

(X4)ID SLMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF GORRECTION (5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) OEFICIENCY)
completed on 10/21/12 by Donos
F 000 Gonfinued From page 3 Fooo! Fannin; LPN MDS stafi:
CFR 483.20 Resident Assessment (F282) was i .
lowered to "G" level due to other examples of On 10/22/12 the attending physicians
actual harm. of Resident #2 was notified by fax of
the resident wounds, the type and
Additional deficiencies were cited as a result of locatien. This was completed by
the standard health survey. _ Christy Moore, RN. Sece
F 157 | 483.10{b){11) NOTIFY OF CHANGES F 157 Attachment #4
$8=J | {INJURY/DECLINE/ROOM, ETC) :

On 11/20/12 the family of Resident
#2 was eontacted by Brenda
Humphries, RN regarding the
resident wounds to ensure that the
family was aware of the resident
wounds sud treatmeats ordered.

- On 10/19/12 an individuai skin
agsessment was completed on
Resident #3 by Jeri Frazer, LPN.

All wounds identified on the
10/19/12 individue! skin asséssment
for resident #3 was compared to the
ifreatment MAR to easure that each
identified wound hed & treatment
ordered. This was completed by
Christy Moore, RN on 10/20/12.

The individual wound documentation
ﬂow sheet for resident #3 was
reviewed and compamd to the
individual skin gssessment performed
on 10/19/12 o ensure that all
tdentified wounds had been measured
and are on the resident’s individual
wound documentation flow sheet.
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This was completed on 10/20/12 by
F 157 | Continued From page 4 F 157 Christy Moore; RN:
legal representative or interested family member.
The individual skin assessment

This REQUIREMENT is not met as evidenced
byy:

Based on interview, record review, and facility
policy review, it was determined the facility failed
o ensure the resident's physician and legal
representative were notified of a significant
c¢hange in condition and the need to alter
treatment for one {1) of twenty-four (24} sampled
residents (Resident #1). On 09/12/12,
docurmentation in the nurse's notes reveated
Resident #1 had a scabbed area less than 0.1
centimeter {cm) in diameter with redness noted

.around a scabbed area to the left great ioe,

tnterview with the Minimum Data Set (MDS)
Assistant revealed on 10/15/12 she assessed a
wound to Resident #1's left great toe and nofed
the wound was moist with necrotic (dead tissue)
black tissue, brown purulent drainage, and a foul
odor. The MDS Assisiant stated she immediately
informed Licensed Practical Nurse (LPN} #1 of
the assessment of Resident #1's wqund on
10/15/12. However, there was no documented
evidence the physician and legal representative
were notified on 10/15/12, concerning the change
in condition to Resident #1's left great toe. On
10/17/12 {2 days afier the MDS Assistants
assessment on 10/15/12) LPN #3 notified
Resident #1's physician of drainage and odor fo
the resident's left great toe wound and obtained
new orders. On 10/18/12, at 10:30 AM a nurse's
note revealed Resident #1's legal representative
insisted on observing the wound to Resident #1's
left great toe after the legal representative was
informed that new orders had been received on
10/17/12, related to the resident's wound. LPN

. completed on 10/21/12 by Donna

completed on 10/19/12 for resident
#3 was compared to the most recent
MDS to ensure that all wounds were
identificd and care planned. This was

Fannin, LPN MDS staff,

On 16/22/12 the attending physicians
of Resident #3 was notified by fax of
the resident wounds, the type and
location. This was completed by
Christy Moore, RN. See
Attachment #4

On 11/20/12 the family of Resident
#3 was contacted by Chanity Purcell;
LPN regarding the resident wounds
10 ensure that the family was aware
of the resident wounds and treatments
ordered.

1

On 10/19/12 a skin assessment was
completed on all residents by
licensed staff to ensure that all
afterations tn skin integrity had been
identified. The staff names are Jeri
Frazier LPN, Jessica Arnatt BN,
Heather Mowery LPN, Yvette Short

RN, Donna McDowell, LPN and
Christy Allen LPN,
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SUMMARY STATEMENT OF DEFICIENGIES

#1 and the Assistant Director of Nursing {ADON)

were present during the observation of the wound
on 10/18M2, at 10:30 AM and LPN #1
documented the toe was "red/inflamed" with a
“necrotic area," "yellow sloughing” {a mass or
layer of dead tissue separated from the
surrounding or underlying tissue), and had an
odor. Resident #1 was transported to an acute
care facility on 10/18/12, and the resident's left
great toe was amputated on 10/20/12, due fo "wet
gangrene” (death of tissue due to a loss of blood
supply with a bacterial infection), and the resident
remains af the acute care facility. {Refer to
F308.} s

The failure of the facility to ensure staff
immediaiely nctified the resident's physician and
responsible party when residents experienced a
change of condition placed residents at risk for
serious injury, harm, impairment, or death.
Immediate Jeopardy was identified on 12/11/12,
and determinad to exist on 10/15/12. The faciity
was notified of the immediate Jeopardy on
1211412,

The fagility provided an acceptable credible
Allegation of Compliance (AQC) on 12/13/12, with
the facility alleging removal of the Immediate

Jeopardy on 10/25/12. Immediate Jeopardy was -

verified to be removed on 10/25/12, as alleged
prior to exiting with the facility on 12/13/12, with
remaining rioncompliance at 42 CFR 483.10
Resident Rights, at a scope and severity of "D,
while the facility develops and implements a Plan
of Comection and the facility's Quality Assurance
process.

The findings include:

respective resident’s wounds, the
type of wound and Jocation. This
was completed by Christy Moore,
RN. See attachment #4

The Medical Director, Dr. Chatles
Hardin reviewed afl the initial
physician notification regarding
wounds that was sent on 10/22/12.
He signed each sheet. See
attachment #4

On 10/28/12, 10/25/12 and 10/30/12
gach attending physicians was
notified of all wounds of their
respective residents and the eatrent
treatrment orders for those wounds.
The physicians were notified via fiax
using the WOUND NOTIFICATION
FORM. The physicians were asked
to sign and retum. This was
completed by Christy Moore, RN.
See atiachment #5

The famnilies of all residents with any
type of wound were contacted to
ensure they were aware of the wound
and treatmenis ordered. This was
completed on 11/20/1Z by Anna
Caldwell ADON, Cheanity Purcell
LEN, Christy Moore RN and Brenda
Humphsies RN,

‘On 11/15/12 the physicians were
notified again of all wounds and the

(X4) 1D D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEOEO BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
All attending physicians were
F 157 | Continued From page 5 F 157 notified via fax on 10/22/12, of their
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revealed the facility was to notify the resident's
attending physician and representative of
changes in the resident's condition/status. The
policy revealed Nursing Services would be
responsible for notifying the resident's attending
physician and representative when there had
been a significant change in the resident's
physical status, when there had been a need to
alter the resident’s treaiment significantly or when
deemed appropriate in the best interests of the
resident. The review further revealed all
notifications should bs made as soon as
praciical, "but in no case shall such notification
exceed twenty-four (24) hours." The policy also
revealed, "Alt-changes in the resident's medical
condition must be properly recorded in the
resident's medical record in accordance with our
charting and documentation policies and
proceduras."

1. Aninterview on 10/25/12, at 1:00 PM with the
MDS Assistant revealed Resident #1 was initially
admitted to the facility on 08/26/12, for
rehabilitation following a Right BKA to learn how
to ambulate with prosthesis prior to the resident's
discharge home. The MDS Assistant staled she
conducted a head fo toe assessment of Resident
#1 on 1071512, during the completion of an MDS
assessment. The interview reveeled at the time
the assessment was conducted, the MDS
Assistant was very concerned about the
resident's wound to the left great toe; however did
not document the siatus of the wound. According
to the MDS Assistant, at the time of her
assessment, Resident #1's wound was moist,

X4 D SUMMARY STATEMENT OF DEFICIENGIFS 1D PROVIDER'S PLAN OF CORRECTION R
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENGY)
cirent treatments for their respective
F 157 | Continued From page 6 F 157 residents using the WOUND '
. NOTIFICATION FORM. This was
Review of the facility policy entitled "Change in a completed by Christy Moore, RN,
Resident's Condition or Status" (undated) See attachment #6

The nurse’s notes for alf residents
wete reviewed for the months of
October, November and through
December 15, 2012 for documented
changes in resident condition and
physician and family notification,
This was completed by Mary Arms
DON, Anna Caldwell ADON, Emily
Jones-Gray Assistant Administrator,
Brenda Humphries Quality
Assurance, Kathy Meadows Sosial
Services, Misty Pennington Social
Services and Marie Pennington
Activities Director,

If it could not be determined by
reviewing the nurse’s notes that the
family and MD were notified of
¢hanges in resident condition then the
MDD and farnily were contacted
regarding the change. The respective
physicians were faxed by Mary
Arms, DON on December 18— 19,
2012 to ensure that they were aware.
None of the physicians responded
back to the Eecifity indicating that
they were unaware of any of the
docnmented changes in the
resident condition. Families were
contacted on Deeember 14— 16; 2012
by Anna Caldwell, ADON, Chanity
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Pdrcell, LPN, Emily Gray, Assistant
F 157 | Continued From page 7 F157 Administrator; Kathy Meadows;
had a foul ador, brown puruient drainage, black * Social Services, and Misty

necrotic tissue, and was red from the wound on
the tip of the toe to the first joint of the lefi great
toe. The MDS Assistant revealed she reported
her concemns about Resident #1's wound to LPN
#1. The inierview revealed the MDS Assistant
thought LPN #1 wouid notify Resident #1's
physician of the wound condition.

Aninterview on 10/2412, at 4:30 PM with LPN #1
revealed Resident #1's lsft great foe had a "small
black spot*. when she last assessed the wound
but could not recall the date. However, aceording
to the LPN, on 10/18/12, Resident #1's family
member insisted on observing the wound and, at
that time, the resident's entire tos was red with
black necrotic tissue, sloughing to the side. LPN
#1 stated staff was to assess a resident wound
with each freatment and the physician was fo be
notified of any changes in the wound. LPN #1
stated she did not recall being informed that the
wound on Resident #1's great toe had changed or
had an odor.

An interview on 10/24/12, at 12:50 PM with LPN
#3 revealed when she performed wound care to
the wound on Resident #1's left great toe on
10/12/12, the wound had not changed and
appeared to be a dry callus. However, according
to LPN #3 when she assessed the wound on
10/17/12, the wound had an odor and drainage,
and the LPN notified the physician and received
new orders. LPN #3 could not explain why she
notified the physician on 10/17/12, when she
signed the wound care as being completed on
10/16/12, according to the Treatmant
Administration Record (TAR).

Penninglon, Social Services to ensure
that families were aware of
documented changes in resident
condition. There was one
documented change in one resident
that the family was unaware of.

All accident/ incident reports for
September, October and through
November 23, 2012 were reviewed
and compared to the resident record
10 ensure that the MDD and family had
been notified. This was completed
by November 23, 2012 by Mary
Arms, DON.

3. LPN #1, Rose Ratiiif was terminated
on 10/18/12 by Mary Arms; DON for
failure to assess and document the
resident wounds; failure to notify the

i MD and family of s change in

condition and failure to make the

transportation arrangements to the
wouad care clinic,

LPN #3, Mona Jacobs was given a
discipiinary warning and placad on
probation 0n 10/20/12 by Mary
Axms, DON Jor failure to assess and
docnment the resident wound.

Licensed staff was in-serviced on
tesident assessment, measnring
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Review of Resident #1's closed record revealed
the facility admitted the resident on 06/26/12, with
diagnoses of Right below the Knee Amputation
(BKA), Hypertension, Diabetes Insipidus, and
Mild Malnutrition. On 09/12/12, approximately
two and one half months after admission,
documentation in the nuree's notes at 9:30 AM by
LPN #1 revealed the resident had a scabbed area
tess than 0.1 centimeter {(em) in diameter with
redness noted around a scabbed area to the left
great toe. The note ravealed Resident #1's
physician and representative were notified at that
time and new orders were received for ireatment
to the area on the left great toe and for a referral
to the Wound Care Clinic (WCC).

Review of Resident #1's WCC notes dated.
09/13/12, revealed the wound to the resident's left
great toe was assessedto be a Diabetic Ulcer
that measured 2.2 cm x 1.8 ecm x 0.1 cm.
Continued review of the WCC notes revealed
Resident #1 received treatment on 09/20/12 and
at that time the resident's wound measured 0.7
cm x 0.6 cm x 0.1 cm and the base of the wound
was pale pink, with scabbed epithelium partial
coverage io the wound. The note revealed there
was no eschar, no yeliow sloughing, and no
drainage or on odor noted. The resident was not
seen again at the WCC due to the {acdility's failure
to arrange transportation for the 09/27/12, follow
up appointment. (Refer to F309.) There was no
further documentation from the WCC addressin
the status of Resident #1's wound. :

Continued review of Resident #1's medical reccrd
revealed a Treatment Administration Record
{TAR) for September and October 2012, which
revealed staff was fo cleanse the wourd on the

medical records, physician and
family notification, policies and staff
responsibility, making appointments,
scheduling transportation to
appoiniments, rmaling transportaticn

arrangements, the transportation log, .

transportation policy and the new
{ransportation books for easier use.
These were completed on 10/19/12
thra 10/21/12 by Mary Arms DON,
See atinchment #10

Licensed staff were in-serviced
regarding notification of change,
eauses of skin breakdown; Braden
scale, mutrition in skin breakdown,
fum and reposition of residents, risk
factors for skin breakdown, how to
write 2 complete treatment order,
ussessing, staging and measuring
wounds, weekly summaries and skin
assessments, the new wound

monitoring sheet, proper disposal of

soiled dressings, proper procedure
required in completing a
treatment/dressing change, storage of
medication with focus on Mycalcin
spray, procedure for returning home
meds to family, entering medication
orders/following physician orders,
transcription of high risk
medications, & second nutse should
review all new and readmission
orders. This in-Service was staried on
11/08/12 and completed on 11/23/12
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. Wwounds, (reatments and
F 157 | Continued From page 8 F157 documeniation; maintaining aceurate
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by Mary Arms, DON. See
F 157 | Continued From page 9 F 157 attachment #15

resident's left great toe with normal saline, cover

the wound with Aquace! AG (a silver impregnaied
antimicrobial dressing which reduces the number
of hacieria in the wound) and a "4 x 4" gauze,

then wrap the wound with a "Kling” dressing every )

forty-eighi (48} hours. A review of the TAR
revealed LPN #1 performed wound care o
Resident #1's left great tos on 10/04/12,
10/10/12, 10/14/12 and on 10/18/12. The TAR
further reveaied LPN #3 performed wound care to
Resldent #1's left great toe on 10/02/12,
10/06/12, 10/08/12, 10/12/12, and an 10/16/12.

Although staff documented the wound care every
forty-eight (48} hours on the TAR from 10/02/12,
through 10/16/12, there was no documentation
from 09/28/12 through 10/16/12 that described
the status of Resident #1's wound on the left

-| great toe untjl 10/17/12. Cn 10/17/12, at 2:50

PM, LPN #3 documented the wound to the
resident's left great toe had an odor and drainage;
noftified the resident's physician of the
assessment made on 10/17/12; and received
new orders for a culture of the wound and
another referral te the WCC,

Continued review of tha nurse's note reveated on
10/18/12, at 10:30 AM Resident #1's family
member insisted on observing the wound, and
LPN #1 and the ADON removed the dressing
covering the resident's wound. Documentation
revealed the resident's toe was red and inflamed,
had a necrotic area, yellow sleughing, and had an
odor. According fo documentation by LPN #1,
Reslident #1's family member insisted the resident
be transporied to an acute care facility for
evaluation and treatment.

Licensed staff were in-serviced a
second time on the same information
contained in the in-service completed
on 11-23-12. Attachment #15 This
in-service was conducted on an
individual basis for some staff and/or
vory small groups for others with
more staff interaction encouraged. A

aticnding the in-service initialed each
item (as it was discussed/explaied)
an item was discussed indicating that
they imderstood. Stail were asked if
they had questions and if so all items
in question were discussed prior to
their initialing. In-servicing started
on 12/18/12 and wil? be completed on
1/7/13 by Mary Anms, DON,

Al nursing staff on medical leave at
the time of in-servicing will he in-
serviced prior to their return to work
by Mary Arms, DON.

The Pressure Policy wes reviewed by
Mary Armsg, DON and Deborah
Fitzpatrick, Administrator on
10/21/12 with no changes needed.
The Medical Director, Dr. Charles
Hardin #s in agrecment. See
Attachment #11

The Wound Documeatation policy
was revised on 10/21/12 by Mary

form was developed s¢ that each staff -
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F 157 | Continued From page 10 F 157 Administretot with, The Medical

A review of the Surgical Report dated 10/20/12,
revealed Resident #1's left great toe was
amputated due to ulceration with wet gangrene.

Aninterview on 10/25/12, at 11:30 AM with
Resident #1's Primary Physician confirmed she
had not been informed of the decline in the status

‘of Resident #1's wound until 10/17/12. According

to the Physician, she expected the nurses to
assess the resident's wounds while performing
wound care and to be notified of any changes in
the wound. The inferview revealed the Physician
was unaware Resident #1 had not kept the follow
up appointment at the WCC as ordered by the'
WCC until after the resident was sent to the
hospital on 10/1812.

2. Review of Resident #2's medical record
revealed the faciiity admilted the resident on
10/31/11, with diagnoses of left buttock ulcer,
sacral ulcer, Anemia, Peripheral Vascular
Disease and Diabetes. Resident #2's medical
record revealed the resident was readmitted from
an acute care facility on 08/06/12, with a pressura
ulcer io the left buttock and blisters to both heels.

The Wound Evaluation Flow Sheet revealed the
wounds were assessed on 08/07/12 and the
wound to the lell buttock measured 3 em x 3.5
cm x 4 cm, the ieft heel wound measured 5 cm x
5 &m, and the right heel wound measured 5 cm x
5 cm, On 08/19/12, the left hee! measured 6.1
cm X 8.6 ¢cm x unable io determine (UTD), the
right heel had no measurements and the area on
the left buttock measured 3 cm x 3.4 cm x 5 am.
There was no documentation that the resident's
physician was nofified of ihe increass in size of
the resident's wounds.

Director, Dr. Charies Hardin is in
agreement,
See Attachment 12

A Wound Netification Form was
developed on 10/28/12 by Dr.
Charles Hardin Medical Director,
Mary Arms DON and Deborah
Fitzpatrick Administrator. This form
will be used to notify the attending
physicians’ bi-weekly of their
respective resident wounds, condition
of the wounds end current treatments,
See Attachment #14 (1)

The Wound Netification Form was
revised on 12/14/12 by Mary Arms,
DON and Deborah Fitzpairick,
Administrator to inclnde a space for
measuiements, instructions to notify
family of any changes and & place to
document family member notified.
The Medical Director is in agreement
with the revision. See Attachment
#4(2)

The treatment nurse was hired on
10/24/12. Her name is Tracy
Thompson and she is an LPN. She
will work full time as a freatment
nutse 5 days per week

Christy Moote, RN a cucrent
employee will also work 2 days a
week as a reatment nurse. There will
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interview conducted on 12/13/2, at 1:30 PM,
with Resident #2's physician revealed he could
not recall being made aware of an increase in the
size of Resident #2's wounds in August 2012,

3. Review of Resident #3's medical record
revealed the fazility admitted the resident on
10/04/12, with multiple Pressure Ulcers.

Review of Resident #3's Wound Evaluation Flow
Sheet revealed on 10/04/12, the resident had an
area to a bunion on the left foot that measured
0.6 cm x 0.4 cm x unable to determineg (UTD} the
depth, an area to the leff cuter ankle with
measurements of 0.4 cmx 0.4 cm x UTD, an

area to the left heel that measured 1.7 cmx 2.3

cm x UTD, a Stage ! to the coccyx with
measurements of 3 cm x 3 cm x 0.2 ¢m, and an
area i¢ the right heel with no measurements,

Furiher review of Resident #3's Wound
Evaluation Flow Sheet revealed no other
assessments of the wounds until the facility
conducted a facility wide "skin sweep" (is when
the facility sonducts skin assessments on all
residents fo ensure accurate assessments)
during the weskend of 10/18-20/12. The flow
sheet revealed on 10/20/12, the bunion fo the
resident's ieft foof measured slightly larger at 0.6
cm x 0.5 cm x UTD, the area to the left outer
ankle measured slightly larger at 0.4 cmx 0.5 ¢cm
x UTD, the area to the left heel measured the .
same, the Stage || {o the cocoyx measured larger
at 7 ¢m x 3.5 cm x UTD, the area to the right heel
measured 3.4 cm x 4.1 cm x UTD and the area to
the left third toe measuring 0.6 em x 0.8 cm x
UTD. There was no documentation the resident's

The treatment nurse will administer
treatments on all wounds Stape H or
greater (includes diabetic or stasis
ulcers}), monitor wounds daily for
changes, measure wonnds weekly,
document daily on wounds or
surrcunding skin (of those wound
with treatments order other than
daily), notify physicians bi-weekly of
ell resident wounds and condition of
each wound, monjtor daily to see that
documentation is being completed as
part of COQL

All stage T wounds have also been
placed on the wonnd monitoring
sheet. The stafT nurse assigned the
responsibility of providing care for
the resident will adminisier
treatments to Stage 1 or other wounds
(such as surgical wounds) and for

" documenting ihe condition of the
wound daily. The staff nurse should
also uotify the MD and family if
there are any changes to the wound.

An instruction sheet for treatment
nurses was developed on 12/15/12 by
Mary Arres, DON and Deborah
Fitzpatrick, Administrator end placed
in the frestment books. See
Attachment #57
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Both freatment nurses {Tracy
F 157 | Continued From page 12 F 157 Thompsor, LPN on 12/16/12 and
physician was notified of the increase in siza of Christy Moore, RN on 12/17/12)
the resident's waunds. have been in-serviced on the
. instruction sheet and have initialed.
An interview with the DON on 11/01/12, at 2:35 See Attachment #57
PM revealed licensed nurses were to notify a :
resident’s physician of any changes in the A new 24 hour shifi report was
resident's conditiori. The interview revealed the created on 10/24/12 by Mary Arms,
facility did not conduct audits to ensure DON and includes physician and
physicians were notified of a resident's change in family notification See Attachment
condition.
. #58
Aninterview on 11/01/12, at 3:45 PM with the .
Administrator reveaied all nurses were The new skift mp_ ort creat_cd on
responsible to nofify a residents’ physician of any 10/24/12 was reviscd again on
change in a resident's condition as scon as the 12/14/12 by Mary Arms, DON to
nurss becomes aware of the change. The include the signatures of the shift
interview revealed the facility monitored a sample nurses completing the reports and
of charts monthly to ensure notification was signatnre of the administrative
conducted for alf change of condition; however, nursing staff reviewing the report.
the monitoring had been discontinued. See Attachment # 58
*“An acceplable Allegation of Compliance (AOC) A fulf time Quality Assurance nurse
related to the Immediate Jeopardy (1J} was - was hired on 11/19/12. Her name is
submitted by the facility on"{ 2/13/12, which Brenda Humphries. She is afi RN
‘| alleged removal of |J effective 10/25/12. An who hss 19 .
exlended survey was conducied on 12/11-13/12, °, 8 17 years cxperience as a
which determined the IJ was removed on quality assurance urse for home
10/25112 as alleged. health and also has cxperience a5 2
nursing mstrmctor
--A review of the AOG revealed the following;
4. Omn10221/12 Mary Arms DON
On 10/18/12, Licensed Practical Nurse (LPN) #1 nofified Dr. Cherles Hardin Medical
was terminated by the Director of Nursing (DON} Director of the missed appointment
due to the failure to assess/document Resident of resident #1, the chenge in
#1's wound, notify the physician and responsible condition related to the wound and
party of the change in the resident's wound and failure of LPN #1 to notify the
the failure to make arrangements for the : - .
resident's transportation to the wound clinic. atiending phrysician and family and
Event ID:6GKo 14 Faclity ID: 100668 If centinuafion sheet Page 13 of 165
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On 10/18/12, the DON notified Resident #1's
physician the family requestad the resident be
transporied back to the acute care facility the
resident had previously been treated, prior to
admission o this facility.

On 10/19/12, the DON reviewed Resident #1's
medical record and continued to investigate.

On 10/19/12, Registered Nurses {RN) #4, #6 and
LPNs #2, #4, and #13 conducted skinfwound
assessments on all residants,

Inifiated on 10/19/12, and completed on 10/21/12,
the DON in-serviced all licensed staff regarding
physician and responsible party notification of
change in condition.

On 10/21/12, the DON notified Resident #1's
physician by fax regarding the missed
appoiniment to the wound care clinic.

On 10/22M12, RN #2 nolified each physician of
their respective resident's wounds addressing the
stage and location of each wound after the
facility's Medical Director had reviewed/signed _ -
each physician's notification. ‘

On 10/24/12, a new Wound nurse staried
employment end will be assessing and providing
trealments to all wounds five {5) days a week.
RN #2 will be assessing and providing treatments
to all wounds the other two (2) days a week. The
Wound Nurse or RN #2 will fax each resident's
physician a bi weekly nolification of the resident’s
wound type, location, description, and current
freatment.

F 157

On 10/28/12 a meeting was held with

Dr. Charles Hardin, Medical
Director, Mary Arms, DON and
Deborah Fitzpatrick, Adminisitator to
discuss the issues identified in the
current survey and Quality
Improvement related to assessment, .
wound care, documentation,
pltysician and family oofification and
transportation to appointments.

On 11/27/12 a meeting was held with
D, Cherles Hardin, Medical
Director, Mary Arms, DON and
Deborah Fitzpairick, Administrator to
discuss the plan of comrection related
to the abbreviated and standard
swrveys beginning on 10/23/12 and
ending en 11/01/12.

On 12/28/12 Dr. Charles Hardin,
Medical Director, Mary Arms, DON
and Beborah Fitzpatrick,

. Administrator met to discuss the

extended survey completed on
12/13/12 and corrective actions.

A furll time Quality Assurance ourse
was hired on 11/19/12. Her name is
Brenda Humphries. She is an RN
who has 19 years experienco as a
quality assurance nurse for home
health and also has experience as a
nursing instrucior
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F 157 | Continued From page 14 F 457 The CQT skin monitoring sheet for
: pressure uleers was revised by Emily
As part of the facility's CQI for monitoring skin Gray Assistant Administrator on

assessments upon admission, the DOM has 1)
Reviewed all skin assessments on new
admissions and readmissions and compared the
skin assessment with her own skin assessment
of the resident f ensure all areas have been
identified, staged and measured accurately. 2)
Reviewed the new admissions and readmissions
chart to ensure the physician and family were
notified of any skin areas, that appropriate
treatment is being utilized to all skin areas and all
skin areas were appropriately documenied on the
wound moniioring flow sheet for the resident.

The DON and RN #2 will review all residents'
weekly nurses summary {which include a skin
assessment} and assess each resident to ensure
the skin assessment matches and ensure the
physician was nofified of any new alterations in
skin integrity or changes in condifion. The nurse
compleling the weekly skin assessments will
notify the physician of any changes, obtain new
orders, and update the resident's plan of care
with the new orders,

~The surveyors validated the corrective actions
taken by the facility as follows:

Interview on 12/12/12, at 4:40-PM with the DON
and review of LPN #1's Emplovee Disciplinary
Report dated 10/18/12, revealed the LPN was
terminated due to the failure to assess/document
Resident #1's wound, notify the physician and
responsible party of Resident #1 concerning the
change in the resident's wound and the failure to
make armangements for the resident's
fransportation to the wound clinic.

11/20/12. Twelve (12) charts will be

- reviewed monthly. This also
includes notification of physician
and family. This will be completed
by the Quality assurance nurse or the
ADON Anna Caldwell or Mary
Atms, DON. This will be ongoing.
All results will be reported quarterty
through CQI by Emily Jones-Gray
Assistant Administrator or the person
completing the monitoring, See
Attachment #17

A SKIN/WOUND QI LOG was
ordered and will be used to frack
wounds (facility acquirad or admitted
with), type of wound, interventions
and physician and family
wotification. This will be updated
weekly by Emily Gray, Assistant
Adminjstrator. This may be assigned
to other staff in the fiture. This will
be onpoing. All results will be
reported quarterty through CQI by
Emily Fones-Gray, Assistant
Administrator or the person
completing the monitoring,

10/26/12 See Atiachment #18

Mary Arms, DON or the QA Nurse
will review the skin assessments on
new admissions and readmissions.
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v}

PROVIDER'S PLAK OF CORRECTION

Inferview.on 12/12/12, at 4:40 PM with the DON
and review of a faxed letter revealed on 10/18/12,
the DON notified Resident #1's physician the

family requested the resident be transported back

te the acute care facility the resident had
previousfy been treated, prior to admission to this
facility, -

interview on 12/12/12, af 4:40 PM with the DON
and review notes dated 10/19/12, revealed the
DON reviewed Resident #1's medical record
investigating the resident's wound and
appointment issues.

Interviews on 12/12/12, at 2:15 PM with LPN #4,
on 12/13/12, at 11:00 AM with RN #4, at 11:10
AMwith LPN #2, al 1:15 PM with RN #8, at 1:20
PMwith LPN #13, and review of nales revealed
on 10/18/12, the above licensed staff conducted
skinf'wound assessments on all residents.

Interview on 12/12/12, at 4:40 PM with the DOM
and review in-service records dated 10/19/12,
through 10/21/12, revealed the DON in-serviced
all licensed staff regarding physician and
responsible party nofification of change in
condition.

Interviews on 12/12/12, at 11:00 AM with RN #2,
at 2:15 PM with LPN #4, at 5:00 PM with LPN
#12, on 12/13/12, at 2:00 PM with LPN #9, at
11:00 AM with RN #4, af 11:10 AM with LPN #2,
at 1:15 PM with RN #6 and at 1:20 PM with LPN
#13 confirmed the licensed staff were In-serviced
on physician and responsible party notification of
change in condition.

{xa) 1D : {5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE ARPROPRIATE DATE
: DEFICIENCY}
They will then assess the resident
F 157 | Continued From page 15 Fis7 skin and compare it with the skin

assgssment completed by the staff
nurse to ensure that all areas have
been identified properly and that the
staging and measurements arc
accurate, if the family and MD were
notified, the appropriaic treatment is
in place and that all areas have been
placed on the wound monitoring flow
shest and monthly fog. This will
continue for 6 months and then will
be re-evaluated. The findings will be
reported quarterty through CQI by
Mary Acms, Don. 10/25/12 See
atiacliment #20

A shift report review will be
completed at least 3 times weekly
and compared with the resident
nurses’ notes to ensure that the MD
and family have been notified of
changes in resident condition. This
will be ongoing and will be
completed by Mary Arms DON, v
Asnna Caldwell, ADON or the QA
nurse. The results of this audit will
be reported quarterly through CQI by
the person completing the andit
12/14/12

A chart audit wil be completed on 4
charts per unit per week {48 charts
per month} to ensure that MD and
families are notified of changes in
resident condition and that it is
docomented. This will be completed
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Interviews on 12/12/12, at 4:40 PM with the DON
and review of a letter with a faxed confirmation
dated 10/21/12, revealed the DON notified
Rasident #1's physician regarding the missed
appoiniment fo the wound care clinic.

Interviews pn.12/12/12, at 11:00 AM with RN #2,

on 12/13/12, at 1:30 PM with the Medical Direcfor

and review notification lstters dated 10/22/12,
revealed RN #2 notified each physician of their
respective resident's wounds addressing the
stage and location of each wound after the
facility's Medical Director had reviewed/signed
each physician's notification. )

Interview on 12/12/12, at 2:45 PM with the newly
hired wound care nurse revealed she staried
employment on 10/24/12, and will be assessing
and providing treatments to all wounds five (5)
days a week. Inferview on 12/12/12, at 11:00 AM
with RN #2, revealed RN #2 will be assessing and
providing treatments to all wounds the other two
{2) days 2 week, The interviews reveaied the
wound care, nurse or RN #2 wili fax each:
resident's physician a bl-waekly nofification of the
resident's wound type, location, description, and
current treatment. Review of the nevily hired
wound care nurses' employee file revealed she
started employment at the fagcility on 10/24/12.
Furiher review of physician nofifications tetters
revealed faxes were being sent bi weekly to the
resident's physician nofifying the physician of the
resident's wound type, location, description, and
current treatment.

Interview on 12/12/12, at 4:40 PM with the DON
and review of documentation of the only resident
that had been admitted since 10/25/12, revealed

= om

. provide oversight during the complience

241 483.15(a) DIGNITY AND RESPECT OF
DIVIDUALITY

It/is the policy of this facility to promote care for
. tgsidents in a manner and in an environment that
aintaing or enhances each resident’s dignity and
- regpect in full recognition of his or her
individuality. This is evidenced by the following:

L.

- on 11/8/2012 and was completed by

(X4} ID SUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8}
PREFIX (EACH NEFICIENCY MUST BE PRECEDED BY FULL PREF{X {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TG - CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY} '
for 6 months and then re-evaluated, This
F 157 | Continued From page 16 -F 157 will be completed by the QA nucse or

Mary Arms, DON using the Call Log

Andif Foem, This started on 12/1/12 See
Attachment #59 )

The results of all audits witl be reported -
quarterly through CQI by Emily Jones QA
Coordinator or the person completing the
audit. This will be ongoing.

Dr, Charles Hardin, Medicat Director will

prosess. The resuits of all amdits will be
reported to the Medical Dirsctor quarterly
through CGI by Emily Jones-Gray,
Assistart Administrator. This will be
ongoing.

Date of Completion 01/08/13

All nursing staff were in-serviced on
Dignity, specifically knocking on doors
before entering the resident room and
requestng permisgion to emter and
standing while feeding as it relates to the
residents identified during the survey as
being affected with the exception of
Resident I who was discharged to home
on 11/4/12. This in-service was started
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11/23720%2, Emily Jones-Gray,
F157 Continued From page 17 F 157 Assistant Administrator, Mary Arms,
as part of the facility’s GQl for monitoring skin DON and Chanity Porcell, Staff
assessments upon admission, the GON reviewed Development  completed the in-
the resident's skin assessments and compared services. See attachment #24
the skin assessment with her own skin ‘
assessment of the resident to ensure alf areas 2. Kiity Harmon, Housekeeping .
have been identified, staged and measured Supervisor conducted en andit related
accurately. The DON further reviewed the to knocking on doors and requesting
resident's chart to ensure the physician and permission to enter before entry,
family \n{e;e Fotdt“led oif any st;k{n are;:‘s, tgetlt ! sitting on bed while feeding, and
appropriate trea ment was being utilize 0a stending while foeding on 11/19/12,
skin areas and all skin areas were appropriately
documented on the wound menitoring flow sheet '
for the resident, i
) Amanda Sparks, Kitchen manager
interview on 12/12/12, at 4:40 PM with the DON, conducted an andit on dignity during
at 11:00 AM with RN #2 and review their personal meal times, standing while feeding,
hand written notes revealed the DON and RN #2 sitting on bed while feeding and
will review all weekly nurses summary of each knocking on doors and requesting
resident, including skin assessment and assess permission to enter before entering the
each resident to ensure the skin assessment room on 11/16/12.
matches and ensure the physician was notified of
any new alterations in skin integrity or changes in Deborsh  Fitzpatrick, Administrator
condition, 1It'he _rlllursg cor;ptert]mg t.he w?ekly skin pecformed an audit/via camera system
assessmants \:'VI notify the physician of any on 11/512 related to knocking on {
changes, obtain new orders, and update the d HoF to enteri ident
. resident's plan of care with the new orders. 00rs prior to entering resi Tooms.
F 241 | 483.15{a} DIGNITY AND RESPECT OF F 241 A N i
sk | INDIVIDUALITY 3, A’ll {:mrsmg stztﬂ' was m-sen'_;ccd on
Dignity, specifically kmocking on
The facifity must promate care for residents in a doors of all residents before entering
manner and in an environment that maintains or the room and reguesting permission fo
enhances each resident's dignity and respect in enter and standing while feeding as it
fult recognition of his ar her individuality, relates to ail residents requiring this
service. This in-service was started on
_ ‘ 11/8/2012 and wes completed by
This REQUIREMENT s not met as evidenced 11/232012. Emily Jones-Gray,
by: o Assistant Administrator, Mary Arms,
Based on observation, interview, review of the
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DON and Chanity Purcell, Stsff
F241) Continued From page 18 F241| . Devclopment compieted the in-

facility poficy and Mosby Nurse Aida Training
textbook, it was determined the facility failed 1o
provide care for each resident that promoted the
resident's dignity and respect. Gbservation of the
evening meal service on 10/29/12 and the noon
meal on 10/30/12, revealed staff stood the
residents bedside when they fed residents, and
failed to sit face fo face with the residents in an
effort to promote the resident’s dignity for two of
twenty-four sampled residents (Residents #8 and
#14} and two unsampied residents {Residants |
and J) that were fed by facility staff. Additionally,
observation during medication pass on 10/23/12
and a wound care treatment on 10/29/12
revealed staff failed to obtain permission prior to
entering the foom of two sampled residents
(Residents #7 and #21) and one unsampiad
resident (Resident B).

The findings include;

Review of the facility policy titted Assistance with
Meals {revised 10/20/08), revealed residents who
could ngt feed themselves would be fed with
attention to safety, comfort and dignity. The
policy directed staff that dignity should be
maintain by not standing over residents while
assisting the resident with meals.

Review of the facility's Quality of Life-Dignity
policy (revised 12/20/08), revealed residents’
private space and property would be respected at
all times. The policy directed staff fo knock on
the resident's door and request permission before
entering the resident's room,

According to the 8th Edition (2011} Mosby
textbook for Long Tern Care Nurse Aide Training,

services. See Attachment #24 7

All nursing staff were in-serviced a
second time on the same information
contained in the in-service completed
on 11-23-12. Attachment #24 This
m-service was conducted on an
individnal basis for some staff andfor
very small groups for others with
more staff interaction encouraged A
form was developed so that each staff
attending the in-service initinled cach
item (as it was discussed/explained)
an jtern was discussed indicating that
they understood. Staff were asked if
they had questions and if so ail items
in question were discussed prior to
their initialing. This in-service was
started on  and was completed on
12/17/12 and will be completed on
1/7/13 by Deborah Fitzpatrick,
Administrator, Emily Jones Gray,
Absistant Administrator and Mary
Arms, DON.

All nursing staff on medical leave at
the time of in-servicing will be in-

“ serviced prior to their roturm to work
by Mary Arms, DON,

AH Ancillary staff was in-serviced on
tesident Dignity in gencral using ihe
interpretive  puidelines. This  in-
service was started on 11/8/2012 and
was  completed by 11/23/2012,
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was completed by 112372012
F 241 | Comtinued From page 19 F 241 Emily Jones-Gray, Assistant

revealed Cerfified Nursing Assistants (CNAs)
were to sit facing the residents during feeding and
the textbook expiained the sitting position was
more relaxing and demonstrated staff had time
for the resident. The textbook also revealed by
facing the resident, staff could observe if the
resident experiences any swaliowing problems
and could see how well the resident was eating,

1. Observation of the evening meal on 10/29/12,
revealed staff delivered meal trays to residents
that remained in their rooms for the evening
meal, Observation reveajed CNA #4 siood over
Resident J during part of the meal, as she fed the
resident and was not face {o face with the
resident.

Interview on 10/30/12, at 3:10 PM, with CNA #4
revealed staff could sit or stand to feed resident
the meals. CNA #4 stated she was not aware
staff should not stand beside the residents when
assisting the residents with their meals.

Continued observation of the evening meal
service, revealed CNA #6 assisted Resident #14
with the evening meal and stood at the resident's
bedside. CNA #6 failed to sit face to face with the
resident during the meal.

Interview on 10/30/12, at 3:30 PM with CNA #6
revealed staff could sit or stand while feeding
residents. CNA #6 staied she was short.in height
and thought the resident could not see her unless
she stood at the resident's bedside.

Further observaticn revealed CNA #5 stood
during the mea! as she fed Resident |. CNA#E
failed to sit face to face with the resident during

Administrator, Mary Arms, DON and
Chanity Puarcell, Staff Development
are responstble for completing the in-
services. See Attachment #24

All ancillary staff was in-serviced a
second time on the same inforreation
contained in the in-service compleied
on 11/23/12 (Attachment 24). The
depariment manapers were in-
serviced by Emily Gray, Assistant
Administrator and the department
managers  then  in-serviced  their
employees. This was completed by
17113,

The Quality of Life — Dignity policy
was reviewed on  11715/12 by
Deborah Fitzpatrick Adminisisator
with minor changes. Dr.. Hardin,
Medical Director is in agresment
with the changes. See Attachmeut
#25

A COQTI monitoring tool was developed on
11/16/12 by Kathy Meadows, Social
Services to monitor digeity during meal
times, stending over residents while
feeding, infection controf during meal times
and knocking on doors and requesting
permission to enter prior to entenng the
room, Sec Attachment #26

Kitty Harmon, Housekeeping
Supervisor, Brandy Cooper, Dictary
Manager, and Amanda Sparks,
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the meal. In addition, observation of tha noon
meal on 10/30/12, at 12:50 PM revealed CNA #5
stood at the bedside of Resident | as she fed the
resident the meal, and failed 1o sit face to face
with the resident,

Interview on 10/30/12 at 12:50 PM, with CNA #5
revealed she had been trained to be at eye level
of the resident when assisting the resitdent with
meats. CNA #5 staled she shouid have seated
herself on a chair beside 1he resident during the
meal to better assist the resident with the meal.

Observation of the noon meal on 10/30/12, at
12:45 PM, revealed Resident #8 was seated in a
wheelchair and CNA #14 stood while she assisted
the resident with the meal. CNA #14 failed to skt
face to face with the resident during the meal.

An inferview conducted with CNA #14 on
10/30/12, at 1:00 PN revealed she thought she
could sif or stand when feeding a resident. CNA
#14 stated she had never been informed it was
unacceptiable to stand when feeding a resident.

interview on 10/30/12 at 5:55 PM with the
Director of Nursing (DON) revealed staff was
required {o be seated at eye leve! with the
resident when assisting residents with meals.

2. Observation during the medication pass on
10/29/12, at 5:35 PM, reveaied Licensed Practical
Nurse (LPN #2) entered Resident B's room but
failed to obtain the resident's consent prior to
entering the room. LPN #2 exited Resident B's
room and returned to the medication cart
positioned in the hallway, LPN #2 was observed
io reenter Resident B's room to evaluate the

control during meal times/sitting on
the bed while feeding and knocking on
doors prier to entering the room gt a
minimum of 3 times & week at
different  intervals  using  the
monitoring tool. If staff is observed
daring the andit to violate any of the
above they arc corrected by the person
auditing immediately. The violation
and the person commiiting the
violation are reported to Mary Arms,

DON for further comrective action if

necegsary,  This was starded on
11/16/12 and will comtinue for 6

months and then he re-evaluated.

Audit results are reported weekly in
the QA subcommittee mecting by the
person  completing the audit. Al
resalts . will be reported quarterly
through CQI by Emily Gray Assistant
Administrator  or  the. person
completing the audits.

Dr. Charles Hardin, Medical Director
will provide oversight during the
compliance process. The results of all
audits will be reported to the Medical
Director quarterly through CQI by
Emily Jongs-Gray, Assistant
Administrator. This will be ongoing.

Date of completion 01/08/13
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Kitchen manager are monitoring
F 241 | Continued From page 20 F 241 dipnity dering meal times, infection
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supplies from the freatment cart, positioned in the
hallway near the resident's door, and reentered
Resident #14's raom without obtaining consent to
reenter the room. After the completion of the
wound freatment LPN #2 left Resident #14's
room to discard the soiled dressing in a waste
receptacle on the wound treatment cart, and
entered Resident #14's room again without
knocking on the resident's door.

Interview on 10/29/12, at 7:45 PM, with LPN #2
revealed staff shoukd knock on the resident’s door
and infroduce themselves prior to entering the
room. LPN #2 stated she always knocked on

plan om 11-15-2612.

Crystal Cantrell, Assistant MDS
Coordinator reviewed resident #6°s
MDS and care plan again on 11-23-
2012 fo ensure that resident needs
and behaviors are identified and care
planned.

2. Kathy Meadows, Social Services
generated a list of al] residents from
the MDS/Carc Plan  computer

' program for the past year (November

(X4} ID : D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 241 | Continued From page 21 F 241
resident's pain; however, LPN #2 failed o obtain
t prior t teri . ,
consent prior to reentering the room FD79 483.20(d), 483.20(K)(1) DEVELOP
Continued observation of the medication pass on COMPREHENSIVE CARE PLANS
10/29/12, at 5:45 PM revealed LPN #2 prepared . ] o .
two oral medications and one inhaler for Resident Iis the policy of this facility to utilize the
#21. LPN #2 entered Resident #21's room but ;15““5 of the asscssment to develop, review
failed fo knock to obtain consent prior to antering d revise the resident’s comprehensive care
the resident's room. plan for each resident which mcludes
measurable objectives and timetables to meet &
Continued observation of the medication pass r¢sident’s medical, nursing, and mental and
revealed LPN #2 entered Resident #7's room to p}ychosocia] needs that are identifed in the
obtain the resident's oxygen saturation and heart cemprehensive assessment. This is evidenced
rate prior to medication adminisiration, LPN #2 by the following:
failed to knock to obtain consent prior to entering
't Resident #7's room. : 1. The behavioral care plan for resident
#6 was completed-and placed on the
3. Observation on 10/29/12, at 7:35 PM revealed chart on 11/1/12 by Misty
LPN #2 prepared supplies fo provide a dressing Pemmi . .
Snnin| Social Services.
change for Resident #14. LPN #2 entered ninglon, !
Resident #14's room; however, LPN #2 failed to ‘ . -
knock on the resident's door prior fo entering the Kafhy Meac'lows, Soc:la‘l Servu;'es ond
resident’s room o obtain consent fo enter. LPN - I"ﬁ“}' Pe”nl‘fgton’ S‘:mj Services
¢ | #2 exited the resident's room to obtain additional y revicwed resident #6's entire care
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2011 - November 2012) who were
F 241 | Continued From page 22 F 241 identified on the MDS as having
resident's door at the beginning of the shift and behaviors. Kathy and Misty
introduced herself to residents but did not knock Peaningten, Social Services then took
on the resident's door prior to entering the room ail residents who had identified ‘
during the remainder of the shiit. behaviors on the MDS and compared
it with the care plan for each resident
Interview with the Director of Nursing (DON} an to ensure afl identified behaviors
11/01/12, at 2:30 PM, revealed staff should were addressed on the care plan.
always knack on a resident's door prior to This was started on 11-15-2012 and
entering the resident's room. . was compleied on 11-19-2012,
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F279
ss=p| COMFREHENSIVE CARE PLANS

A facility must use the results of the assessment
fo develop, review and revise the resident's
comprehensfve plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must descripe tha services that are
to be furnished to atfain or maintain the resident's -
highest practicable physicai, mental, and
psychosodial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due 1o the resident's exercise of rights under
§483.10, inciuding the right to refuse treatment
under §483.10(b){4)..

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
facility policy it was determined the facility failed

All resident care plans were reviewed
by the MDS Department and
compared with the Care Area
Assessment Summary Sheet (o
ensure that ail identificd problems
had been care planmed. No other
residents were identified as being
affected. 11/23/12

The Comprehensive Care Plan Policy
was reviewed on 11-16-2012 by
Deborah

Fitzpatrick, Administgaior, Mary
Arms, Director of Nursing and
Roberta Thompson, MDS
Coordinntor with no changes made,
The Medical Director is in
agreement. See attachment #28

The Preliminary (Initial) Care Plan
Policy was reviewed on 11-16-2012
by Deborah Fitzpatrick,
Administrator, Mary Arms, Director
of Nursing and Roberta Thompson,
MDS Coordinator with no changes
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made. The Medical Director is in
F 278 | Continued From page 23 F 279 agreement. See attachment #20
to use the resulis of the resident assessment to T ‘ . .
devalop a comprehensive plan of care for one {1) All nursing staff was in-serviced on
of twenty-four (24) sampled residents (Resident tuming and repositioning of residents
#6). Areview of a Minimum Data Set (MDS) and following the CNA Care Plan.
Assessment and interview with staff revealed This in-service was started on
Resident #6 often rejected care provided by 11/8/2012 and was completed on
facility staff. AHoweVer, a review of the B 11/2312012. Emily Jones-Gray,
comprehensive plan of care developed by facility Assistant Administrator, Mary Arms,
staff for Resident #6 reveale_:d the falcility failgd fo DON and Chanity Purcell, Seaff
ensure staff addr:essed Resident #6's behavior of Development are responsiblc for
refecting care, with goals and approaches (cti . .
identified, in the resident’s plan of care. comploting the in-services. See
’ Attachment #24
The findings include:
) Nursing staif were in-serviced on
A review of the facility poiicy fitled Care documenting refnisal of care
Plans-Comprehensive (revised 10/20/08), beginning on 12/17/12 and completed
revealed it was the poiicy of the fagility to develop on [/7/13 by Mary Arms, DON,
a comprehensive care plan for each resident that Emily Jones-Gray Assistant
included measurable ohjeciives and timetables to ) Administator and Dehorah
meet the resident's medical, nursing, and Fitzpatrick, Administrator.
psychosocial needs. Further revisw of the policy
revgaied me'comprehen_sive care plan had been , Kathy Meadows, Social Services and
designed to |ncorpc3rate 'ldenf.rﬁed_ probllem areds, ¢ Misty Pennington, Social Services ¢
and to prevent declines in the resident's . .
: - were in-serviced on 11-21-2012 by
functional status andfor functional level. The Deborah Fi ick. Admminis
policy revealed the Certified Nursing Assistant oreh Fitzpatrick, Administrator
(CNA) care plans were developad from the rogarding care planning r gjection of
comprehensive care pian and identified specific care am_i completing documentation
care area needs and approdches necessary for by placing the completed care plan
the CNA to provide daily care to individual on the chart  See attachment #30
residents.
. 4. Bocial Services staff will interview
A revlew of Resident #6's medical record stafl caring for residents during their
revealed the facility admitted the resident on respective assessment period to
08/ 7/1. 2, with diagnoses to include Fracture of identify any nndocumented
the Tl!ma, Uina, and Dprsa[ Verteprae, behaviors, This will be ongoing.
Alzheimer's, and Senile Depression.
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F 278 | Continued From page 24 F 270 Kathy Meadows, Social Services
developed a Care Plan/QA check

A review of Resident #6's admission MDS
assessment dated 08/24/12, revealed the facility
assessed Resident #6 fo be cognitively intact.
Further review revealed, based on the facility's
assessment, Resident #6 rejected care one {1} o
three (3} days out of the seven (7) day
assessment period, The assessment further
revealed Resident #6 was dependsnt on staff for
bed maobitity.

A review of the comprehensive plan of care and
the nurse aide care plan for Resident #8, dated
October 2012, revealed facility staff was required
to lum and reposition the resident every two (2)
hours. However, observation on 10/25/12, at
12:00 PM, 2:00 PM, and 4:00 PM reveaied
Resident #5 was lying on hisfher backside.
Continued observations conducted on 10/29/12 at
6:14 PM, 6:45 PM and on 10/30/12, at B:55 AM,
9:35 AM, 10:25 AM, 11:15 AM, 3:15 PM revealed
Resident #B positioned on his/her backside.

Interview with Certified Nursing Assistant (CNA)
#13 on 10/30/12, at 12:00 PM and CNA #16 at
7:30 PM revealed they were aware fhey were
required to turn and reposition Resident #6 avery
two hours. However, both CNA #13 and #18
stated the resident refused to be tumed and
repositioned and stated when a resident refused
care, they were to chart the resident's refusal in
the nurse aide care plan book. A review of
documentation of the nurse aide care plan book
reveated no documentation of Resident #6 refusal
of care. The CNA's further stated by the end of
their shift they did not have time to chart ifa
resident refused care or would forget to chart it
for each resident.

L

sheet on 11-16-2012. This will be
used with cach resident’s care plan to
ensure all problems or potential
problems have been identified, a care
plan is in place and is on the chart for
that problem or potential probjem,
This will be completed by the Care
Plan Team dyring the cere plan
meeting and will be kept in the
monitoring book in the Social Service
office.

This wili be compicted for 6 months -
and then re~gvaluated.

The resclis of this audit will be
reported quarterly through CQI by
Social Services. See attachment
#31

Emily Jones-Gray QA Coordinator
will ensure that all audit results are
reported quérrterly through CQL This
will be ongoing, :

Dr. Cherles Hardin, Medical Director
will provide oversight during the
compliance process. The results of alf
audits will be repotted to the Medical
Director quarterly through CQI by
Emily Jones-Gray, Assigtant
Administrator. This will be ongoing.

Date of Completion 01/08/13
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accordance with each resident's written plan of
care for five (5) of twenty-four {24) sampled
residents (Residents #1, #2, #3, #7 and #14).
Facility staff assassed Resident #14 to require
the assistance of a minimum of two staff persons
fortransfers. On 04/09/11, ong staff person

 transferred Resident #14 from the bedio a

wheeichair and the resident sustained soft tissue
injury to the left ankle. (Refer to F323.) Facllity
staff addressed in a care plan for Resident #1
that staff would observe the resident's wound to
the left great toe for signs/symptoms of infection
such as an increase in drainage and to nofify the
physician of any of the signs. However, on

(Xd) ID D PROVIDER'S PLAN OF CORRECTION X8)
PHEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGCED TO THE APPROPRIATE DTE
. _ DEFICIENGY)
F 82 483.20()(3)(if) SERVICES BY
F 278 | Continued From page 25 F 278UALIFIED PERSONS/PER CARE PLAN
Interview with the Social Worker on 11/01/12, at It st}he policy of this facility ﬂ]‘ﬂ Services
10:55 AM revealed it was her responsibility to prpvided or aranged by the facility must be
develop a plan of care when a resident was prpvided by qualified persons in accordance
assessed by the facllity to refuse care. The sociat with each resideot’s written pian of care. This
worker stated Resident #8 should have had a isevidenced by the foilowing:
plan of care developed for rejection of care based
on the MDS assessment. 1. The care plan for resident #14 was
F 282 | 483.20(k)3}(ii) SERVICES BY QUALIFIED F 282 reviewed on 11/23/12 by Crystal
ss=J | PERSONS/PER CARE PLAN Cantreil, LPN MDS staff to ¢nsure
' that the resident needs were care
The services provided or arranged by the facility planned. A
must be provided by qualified persons in
accordance with each resident's written plan of On 12/29/12 the CNA care plan and
care. the CNA assignment sheet for
resident #14 was reviewed and
vpdated to ensure that identified
resident care needs were care plarmed
This REQUIREMENT is not met as evidenced and thet both the care plan and
by: assignment sheets idenlify how care
Based on interviews, record review, and a review is to be provided to resident #14,
of the facility's poiicy, the facility failed o ensure This was completed by Crystal
services provided by the facility were provided iy Canirell, LFN MDS Slaff. ¢

A medication/ireatment report was

filled ont by Mary Arms, DON on
11/2/12 regarding ireatment not being
completed as ordered. Bee
Attachment #32

The MIX was notified on 11/2/12 by
Mary Arms, DON,

The MDS and care plan for resident
#1 was reviewed on 10/19/12 by
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10/15/12, Resident #1 was assessed to have foul
purulent dralnage and staff failed to nolify the
resident's physician. Resident #1 was

-1 transported to an acute care facifity on 10/18/12,

upon the insistence of the resident's family
member and the resident’s Jeft great toe was
amputated on 10/20/12. (Refer 1o F309, F514),
The facility also failed to notify the physician of
atteration in wound size for two (2) residents
(Resident #2 and #3} and failed to provide wound
treatments as ordered by the physician for
Resident #3. in addition, Resident #7 was

-assessed to require tuming and repositioning

every two hourg while in bed; however,
observation on 10/29/12, and 10/30/12, revealed
staif falled to provide turning and repositioning as
directed on the plan of care.

The failure of the facility to ensure services
provided were in accordance with each residents’
written plan of care placed residents at risk jor
serious injury, harm; impzirment, or death.
Immediate Jeopardy was identified on 12711/12,
and detgrmined to exist on 10/1512. The facility
was notified of the Immediate Jeopardy on
12/41/12.

The facility provided an acceptable credible
Allegation of Compliance {AQC) an 12/13/12, and
alleged removal of the Immediate Jeopardy on
10/25/12. Immediate Jecpardy was verified to be
removed an 10/25/12, as alieged prior to exiting
with the facility on 12/13/12, with remaining
noncompliance at 42 CFR 483.20 Resident
Assessment, at a scope and severity of "G” while
the facility develops and implements a plan of
comrection and the Tacility's Quality Assurance.

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFiX (FAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
Roberta Thompson, RN MDS
F 282 | Continued From page 26 F 282 Coordinator to ensure that resident

care needs were identified.

The attending physician and the
famity of resident #1 was notified on
10/17/12 by LFN #3 of the change in
condition related to the wound on the
leit great {oe. See attachment #1-

Tte attending physician of resident

#1 was notified on 10/18/12 via fax

by Mary Arms, DON that resident #1
was heing transferred to KDMC 1o

the plysician that had previousty .
petformed surpery on her prior to her
admission to this facility. See
Attachment #2

On 10/18/12 Mary Arms, DON
began an investigation by reviewing
the medical record of resident #1 and
comtinued the review and
invc;sﬁgaﬂou on 10/19/12

The attending physician of resident
#1 was notified on 10/21/12 via fax
that the resident had missed the
appointment to the wound care clinic
by Mary Arms DON. See
Attachment #3

The medicel record of resident #1
was reviewed on 10/20/12 by Mary
Arms, DON to ensare that ather
appointments had pot been missed.
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The son of Resident #1 was notified
F 282 | Continued From page 27 F 282 on 10/20/12 by Mary Arms, DON of
The findings include: the missed appointment and that we
had reported this to OIG and APS.
-A review of the facility’s policy titled, Care
Plans-Comprehensive (revised 10/20/08) Resident #1 has not returned to this
revealed it was the policy of the facility to develop facility,

a comprehensive care plan for each resident that
included measurable objectives and timetables to
meet the resident's medical, nursing, and -
psychosoclal needs. Further review of the policy
revealed the comprehensive care plan had been
designed to incorporate identified problem areas,
and to prevent declines in the resident's
functional status and/or functional level. The
policy revealed the Certified Nursing Assistant
(CNA) care plans were developed from the
comprehensive care plan and would identify
specific care area needs and approaches
necessary for the CNA to provide daily care 1o
individual residents.

1. Review of the record revealed the fadility
admitted Resident #14 on 01/07/11, with
diagnoses that inciuded a previous
Cerebrovascular Accident {CVA) with
Hemiparesis, Atrial Fibrillation requiring
Anticoagulation, Atherosclerotic Cerebrovascular
Disease, Hypertension, and Nonpsychatic
Disorder.

Avreview of a Quarterly Minimum Data Set (MDS)
Assessment dated 10/09/12, and the last
Comprehensive Annual Assessmentt dated
01/10/12, revealed the facility assessed Resident
#14 1o be at risk for falls related io impaired
balance and coordination during transitions. The
assessments revealed Resident #14 had an
unsteady gait, a2 decreased awareness for safety,
cogritive impairment, hearing problems, limited

On 11/24/12 Mary Arms, DON
attemnpted to intetview resident #7 bt
was unable to due to resident
comfusion. Mary interviewed staff
providing care to Resident #7 on the
evening shift Staff interviews by the
DON revealed that resident #7 is
unable to lie on left side due to
complaints of smothering and when
.she is positioned to her right side she
rolis herseff back on to her back. The
comprehensive care plan, the CNA
care plan and assighment sheet for
rosident #7 was reviewed on 11/24/12
by Mary Arms, DON and updated to
reflect this. ,

Resident #7 expired on 12/3/12.

- On 10/1%/12 a fuli skin assessment
was completed on Resident #2 by
Jessica Arnett, RN and Heather
Mowery, LPN. ’

All wounds identified on the
10/19/12 individual skin assessment
for resident #2 was compared to the
treatment MAR €o ensyre that each
identified wound had a treatment
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range of motion io the left upper extremity
secondary {o a previpus CVA, incontinence,
generalized weakness and required the use of g
wheelchair for mobility. The MDS Assessment
revealed the facility had assessed the resident fo
require extensive physical assistance of, at a
minimum, fwo (2) staff persons with transfers.

| Continued review of the (MDS) Assessment

revealed CNAs were to assist the resident with all
transfers and were 1o apply non-skid footwear to
the resident's feet for safety.

The review of the MDS Assessment contained a
document entitied Care Area Assessment
{CAAs), dated 01/13/11, revealed nursing staff
developed a Care Area Trigger (CAT) Worksheet
that identified Resident #14 to have a "Problem
for Falls”, and addressed care plan
considerations for staff to assist the resident with
mobility and two (2) staff to be utilized fo frensfer
the resident.

A review of the Comprehensive Care Plan
(developed on 01/27/2011, reviewed with the
quarterly assessment on 04/14/12, and the most
recent review dated 10/08/12, also revealed
Resident #14 was at risk for falls with Injury, had
impaired mobility, generafized weakness, and
required assistance with transfers. Furthermore,
a review of the CNA Care Record dated April
2012, and the most recent CNA Care Record
dated Octcber 2011, revealed Resident #14 had
been assessed to be at risk for falls, had
weakness of the left hand and arm, and required
the use of a gait belt and the assistance of two for
fransfers. The CNA Care Record also revealed
staff members were to report any sign of injury to

| the nurse.
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. ordered. This was completed by
F 282 | Continued From page 28 F 282 Christy Moore, RN on 10720712,

The individual wound docurnentation
flow sheet for resident #2 was
reviewed and compared to the skin
assessment performed on 10/19/12 to
ensure that all identified wounds had
been measured and are on the
resident’s individual wound
documentation flow shest. This was
completed on 10/20/12 by Christy
Moore, RN.

The individual skin assessment for
resident #2 was compared to the most
recent MDS to ensure that 21l wounds
were identified and care planmed.
This was completed on 10/21/12 by
Donna Fannin, LPN MDS staff.

On 10/22/12 the attending physician
of Resident #2 was notified by fax of
the resident wounds, the type and

¢ . location. This was conpleted by
Christy Moore, RN, Sce
Attachment #¢

On 11/20/12 the family of Resident
#2 was contacted by Brenda
Humphries, RN regarding the
resident wounds to ensure that the
family wus aware of the resident
wounds and treatments ordered,
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revealed on 04/09/12, at approximately 9:30 AM,
CNA #15 fransferred Resident #14 from the bed
to a wheelchair without assistance and, as a
result, Resident #14 sustained injury to the leit
ankle and was transparted fo an Emergency
Department for evaluation.

An interview conducted on 10/31/12, af 2:15 PM,
with CMA#15 revealed she had been irained to
review CNA Care Records to determine resident -
needs prior to providing assistance with care.
CNA#15 stated she was aware that Resident #14
required the assistance of two staff members for
transfers, and confirmed she failed to follow the
pfan of care and did not obtain assistance with
transferring Resident #14 from the bed to a
wheelchair on 04/09/12. CNA#15 stated staff
members were busy assisting other residents on
04/09/12, and she had transferred Resident #14
to a wheelchair, without problems, in order to take
the resident to the shower room for a shower.

‘CNA #15 stated she was not aware Resident £14

had an injury until the afternoon of 04/09/12, at
which time the nurse questioned the CNAs that
were on duty on 04/09/12, about Resident #14's
swollen ankie, CNA#15 alzo stated after she had
taken Resident #14 to the shower room
approximately 9:30 AM, CNA #13 assisted her
with Resident #14's shower and they had not
observed any abnormal areas to the resident's
skin at that ime.

inferview on 10/31/12, af 2:45 PM with CNA #13
confirmed staff was required to provide resident
care as outlined on the CNA Care Records. The

X0 1o PROVIDER'S PLAN OF GORRECTION . (*5)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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o On 10/19/12 a full skin assessment
F 282 | Continued From page 29 F 282 - - 'was completed on Resident #3 by Jer
Frazier, LPN.
Review of the nurse's notes, the Incident Report .
Tracking log, and Patient Transfer Sheet, All wounds identified on the

10/19/12 individual skin essesxment
for resident #3 was compared to the
treatment MAR to ensure that each
identified wound had a freatment
ordered  This was completed by
Christy Moore, RN on 10/20/12.

The individua! wound documentation
How sheet for resident #3 was
reviewed and compared to the
individual skin assessment performed
on 10/15/12 {0 ensure that all
identified wounds had been measured
and are on the resident’s individual
wound documentation flow sheet,
This was completed on 10/20/12 by
Christy Moore, RN,

The individual skin zssessment for
resident #3 was compared'to the most
recart MDS o cosurc that all wounds
were jdentified and care planned.
This was completed on 10/21/12 by
Donna Fannin, EPN MDS staff

On 16/22/12 the attending physicien
of Resident #3 was notified by fax of
the resident wounds, the type rnd
location, This was completed by
Christy Moore, RN. See
Aftachment #4
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#14 was care planned o require two (2) staff for
transfers. CNA #13 stated Resident #14 had
already been transported fo the shower rcom on
04/09/12, by CNA#15.

Interview on 11/01/12, at 4:00 PM, with Licensed
Practical Nurse (LPN) #4 revealad she had been
responsible to provide and direct care for
Resident #14 on 04/09/12. LPN #4 stated, at the
start of the shift, GNAs were provided a copy of
each resident’s planned care needs and were
expected o folfow the plan of care. LPN#4
stated she was not aware GNA #15 had failed fo
follow the plan of care for Resident #14 and had
transferred the resident without assistance until
the details of the incident was discussed with the
surveyor, LPN #4 stated the incident report was
forwarded fo the Director of Mursing.

interview with the Director of Nursing (DON) on
11/01/12, at 2:30 PM, rovealed staff was
expected Lo foliow each restdent's plan of care.
y; The DON confirmed CNA #15 failed to follow the

- | plan of care and fransferred Resident #14 from
the bed to a wheelchair without assistance.
According to the DON, it was discovered during
the facilily's investigation that Resident #14-
sustained an injury 1o the feft ankle as the result
of hitting the left ankle against the wheelchair foot
pedal during the improper transfer,

2. Areview of Resident #1's closed medical

(%8 ID SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORRECTION *5)
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. Cn 11/20/12 the family of Resident
F 282 | Continued From page 30 F 282 #3 was contacted by Chanity Purcell,
interview revealed the CNA was aware Resident LPN regarding the resident wounds

to ensure that the family was aware
of the resident wounds and treatments
ardered.

The wound care for resident #3 was
compieted on 10/30/12 by Mona
Jacobs, LPN,

Medication/Treatment efror report
was filled out for 10/27/12, 10/28/12
and $0/29/12 for omitied treatmemnts
on resident #3 for 3 days. This was
completed on 11/23/12 by Mary
Arms, DON.

The MD was notified of the error an
11/23/12 by Mary Arms, DON.

In-services for nurse aides
{Attachment 24) and licensed staff
(Attachment 15) were held starting
on 11/8/12 and completed on
11/23/i2. The in-services included
assessment and documentation of
wounds, physician and fmily
notificgtion, following the plan of
carc for individual residents,
transferring residents and tming and
repositioning of residents. In-
services were completed by Emily

record revealed the resident was admitied on Jones-Gray, Assistant Administrator
06/26/12, for rehabilitation due to a Right Below and Chanity Purcell, Staff
the Knee Amputation {BKA) with diagnoses of Development, and Mary Arms, DON.
Diabetes Insipidus, Mild Malnutritian, and
Hyperiension. Review of Resident #1's
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F 282 | Contlnued From page 31 F282] 2. Al CNA resideni care plans and

Significant Change MDS Comprehensive
Assessment dated 09/07/12, revealed the
resident was assessed to be at risk for
development of pressure ulcers. Review of
Resident #1's Comprehensive Care Plan dated
07/16/12, revealed the facility had addressed the
resident's risk of alteration in skin integrity
secondary fo history of skin tears, assistance
required for bed mobility, general weakness, right
BKA, peripheral vascular disease, history of
malnutrition diabetes, and VRE carrier. Some
interventions on the care plan were for staff fo
check the resident's skin condiion daily during
care and report any changes io the nurse, and for
staff to provided skin care as ordered by the
physician,

Review of Resident #1's nurse's noted dated
089/1212, at 8:30 AM, Licensed Practice Nurse
(LPN} #1 documented Resident #1 had a new
scabbed area to the left great toe measuring less
than 0.1-centimeter {cm} in diameter. LPN #1
notified the physician and obtained orders for
treatment to the wound and a referral to the
WCC. :

Continued review of Resident #1's care plan
revealed the care plan was revised on 09/20/12,
with additfonal interventions to include the
following: 1) for staff to cleanse area to the left
great toe with normal saline, dry and apply
Aquacel AG (a silver impregnated antimicrobial
dressing which reduces the number of bacteria in
the woundy), then a 4 X 4 gauze and wrap with
"Kling" {a roll of gauze bandage} every forly-eight
{48) hours, and 2) for staff to chserve for signs

-and symptoms of infection such as an increase in

drainage, an elevated temperature, an rapid

assignment sheets were reviewed to
énsare that resident care needs were
identified and that assignment shests
reflect how care is to be provided to
each resident  This was-completed
by Roberta Thompson, MDS
Coordinator and Crystal Caatrell,
LPN MDS Staff on12/29/12.

On 11/5/12, 11/6/12, 11/8/12,
11/9/12, 11/10/12 and 11/16/12 Mary
Arms, DON observed treatments
provided to 8§ residents. Staff
followed MD orders during the
treatments. No other residents were
idemified as being affected.

On 10/1%/12 Roberta Thempson,
MDS Coordinator revicwed the two
most recent MDE assessments and
Care Plan of alf residents identified
as having a pressure area for to
ensure that al! areas had heen
idemified.

On 10/19/12 a skin assessment was
completed on all residents by
licensed staff. The staif names are
Jeri Frazier LPN, Jessica Amett RN,
Heather Mowery LPN, Yvette Short
RN, Donne McDowell, LPN and
Christy Alten LPN.

A copy of the skin assessments
completed on 10/19/12 was given to
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the MDS department for review. All
F 282 | Continued From page 32 F 282 residents identified during the skin

pulse, or a decreased blood pressure and 1o
notify the physician of any of the signs.

Review of Resident #1's facility Wound
Evaluation Flow Sheet and a Wound Care Clinic
note {nate documented by staff at a Wound Care
Clinic outside the facility} dated 09/13/12,

| revealed the wound to Resident #1's tos

measured 2.2 cm X 1.8 cm X 0.1 em. According
to the Wound Care Clinic note, the wound was a
diabetic ulcer. Further review of the Wound Care
Clinic notes dated 09/20/12, revealed the wound
to the resident's toe was a scabbed area with a
pale, pink base, measuring 0.7 cm X 0.6 cm X
0.1 cm with no eschar, no yeliow sloughing, no
drainage, and no odor. Review of the facility's
Wound Evaluation Fiow Sheet dated 09/28/12,
revealed the wound 1o Resident #1's toe
measured 1.4 em X 0.2 X 0.1 cm. However,
there was no documented evidence the physician
was notified of the increase in size of the wound.
Review of Resident #1's Treatment Administration
Record (TAR) for September and Oclober 2012,
revealed staff documented the resident's ice was
cleansed with Normal Saline and treated with
Aguacel AG {a silver impregnated antimicrobial
dressing which reduces the number of bacteria in
the wound) every forty-eight hours from 09/28/12
through 10/16/42. The TAR revealed LPN #1
peformed wound care to Resident #1's left great
foe on 10/04/12, 10/10/12 and on 10/14/12. The
TAR further revealed LPN #3 performed wound
care to Resident #1's left great toé on 10/02/12,
10/06A12, 10/08/12, 10/12/12, and on 10/16/12.
However, review of Resident #1's medical record
revealed no evidence the resident's wound to the
toe was assessed at least weekly as required by
the facility's policy and the according to

assessments as having 8 wound of
any kind had their most recent MDS
and Care Plan reviewed and revised
if neaded by Donna Fennin, LPN and
Crystal Cantrell LFN (MDS

" Department) to ensure that alt skin
areas identified were cars planned
appropriately. This was completed
on 10/24/12.

On 10/23/12 the MDS staff reviewed
all weekly nurse summaries which
inchude a skin assessment to easure
that resident care plans are up 1o date.

The MDS staff reviews all physician
orders and updates cach resident’s
care plan daily. :

Dn 10/20/12 the individual wound
monitoring records were reviewed
and compared to the individua! skin
assessments compieted on 10/19/12
to ensure that all wounds have been
measured and are on a monitoring
sheet and that there is documenntation
of the wound_ This was completed by
Chisty Moore, RN.

All areas identified on the individual
skin assessments completed on
10/15/12 were compared o the
individual treatment MARS to ensure
that trestments were ordered if
necessary to all identified arcas. This
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. was completed by Christy Moore RN
F 282 | Continued From page 33 F 282 on 1/20/12.

professional standards from 09/28/12 until
101712, for & ningteen day period.

Review of Resident #1's nurse's notes deted
10#17/12, at 2:50 PM by LPN #3 revealed the
area to the resident's left great toe had an odor
and drainage, the physician was notified, and new
orders were obtained. Anurse's note dated
10/18/12 at 10:30 AM by LPN #1 revealed
Resident #t's family member insisted on
observing the resident's toe. LPN #1 and the
Assistant Director of Nursing (ADON) removed
the dressing to reveal the toe was red and
inflamed with a necrotic area, yellow sloughing,
and a foul odor. Furiher review revealed the
resident wag transported ic an acute care facility
on 10/18/12 at 3:15 PM.

Review of Resident #1's History and Physical
dated 10/18/12, from the acute care facility
revealed the resident had Celiulitis of the foe
associated with a Diabetic Ulcer that appeared to
have central gangrene, A Vascular Surgical
Consultationwas ordered.

Review of Resident #1's Vascular Surgical
Consultation Report dated 10/19%/12 revealed the
resident had a quarter sized ulceration to the left
great toe, with purulent drainage, and a foul odor
when the dressing was removed. The entire
great toe was erythematous (red} up to the base
of the foot. The surgeon's recommendation was
for amputation of Resident #1's toe.

Review of Resident #1's Surgical Report dated
10/20/12, revealed the resident's left great toe
was amputaied secondary to ulceration with wet
gangrene.

Amy new greas or areas in question
(identified on the individual skin
assessments completed on 10/19/12)
were reviewed, re-measured if
necessary and placed on a monitoring
sheet. New orders were obtained for
nowly identified areas. This was’
completed by Christy Moore RN on
10/21/12,

All physicians were notified via fax
ot 10/22/12 of their respective
residents’ wounds, type and location,
This was completed by Christy
Moare, RN, See attachment #4

On 10/28/12 and 10/29/12 ull
physicians were notified of all
‘wounds and the current treatments for
the wounds of their respective
residents using the WOUND .
NOTIFICATION FORM. They were
asked to sign and return. This was
completed by Christy Moore, RN.
See attachment #5

A complete skin assessment was
completed on all residents to ensore
that all skin issnes (with special focus
on wounds) have been identified and
documented. These assessments
wore completed over a four (4) day
period on 11/13/12, 11/14/12,

FORM CMS5-2567(02-98) Previous Varsicns Obsolete

Evant IC; 8GKD11

Facilty IC: 100638

I continuation sheet Page 34 of 165




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

PRINTED: 12/28/2012
FORM AFPROVED

OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIDN

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFIGATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

A, BUILDING
B. WING
185414 1211312012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF GODE
MOUNTAIN MANOR OF PAINTSVILLE 1025 EUCLID AVENUE
PAINTSVILLE, KY 21240
X4 ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S FLAN OF CORREGTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVEACTION SHOULD BE GOMPLETION
TG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
11/15/12 and 11/16/12 by Maty Arms
F 282 | Continued From page 34 F 282 DON, Christy Moore RN,
Ashley Maggard, LEN, Teresa Kidd
‘| An interview on 10/25/12, at 1:00 PM with the RN, Jessica Amett, RN, Yvette Short
Minimum Data Set (MDS) Assistant revealed on RN, and Bornis Prater, LFN.

10/15/12, she conducted a head to toe
assessment on Resident #1 during the
completion of the resident's Discharge MDS

| assessment. The interview revealed the

resident's wound to the left great tpe was moist,
with black necrofic tissue, brown purulent
drainage, a foul odor, and redness to the first joint
of the toe. The MDS Assistant stated she
reporfed the findings to LPN #1, who was
responsible for the resident's care, and assumed
the LPN, would assess the resident's wound and
call the resident's physician, Howaver, a review
of Resident #1's medical record revealed no
evidence the resident's wound was assessed until
104712,

An interview on 10/24/12, at 4:30 PM with LPN #1
and cn 10/24/12, at 12:50 PM with LPN #3
revealed wounds were required to be assessed
during every wound care for changes and every
Friday the assessment was documented orya
Wound Flow Sheet. LPN #1 and #3 were nof
able to expiain why there was no documentation
that Resident #1°s wound was assessed for the
first two {2) weeks of October, even though they
had provided the wound care to Resident #1's toe
every forty-eight (48) hours, according to the
TAR. LPN #1 stated that the reason nothing was
docurmented might have been that staff was too
busy.

An interview on 10/25/12, at 11:30 AM with
Resident #1's Primary Physician revealed the
physician expected the nurses to assess the

.resident's wounds while performing wound care.

On 11/15/12 the physicians were
notified again of all wounds and the
current freatments for their respective
restdents using the WOUND
NOTIFICATION FORM, Thig was
completed by Christy Moore, RN,
See sttachment #6

The famitics of all residents with amy
type of wound were contactad to
ensure they were aware of the wound
and treatments ordered. This was
completed on 11/20/12 by Anna
Caldwell ADON, Chamty Purcell
LPN, Christy Moore RN and Brenda
Humphries RN,

LPN #1 was terminated on 10/18/12 ¢
by Mary Amms, DON for failure to
follow facility policy regarding
notification of change, assessment,
documentstion &nd monitoring of
wounds end failure to follow

physician orders in send resident for
retumn visit to the WCC,

" LPN #3 was given a disciplinary

warning and placed on probation On
10/20/i2 by Mary Arms, DON.
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F 282 | Continued From page 35 F 282 LPN #7 was terminated on 11/17/12
by Mary Arms, DON for feilure to
Interviews on 10/23/12, at 6:15 PM with the follow MD orders and for
Administrator and the Director of Nursing (DON) falsification of records.

revealed the nurse assigned 1o the resident on
Friday of each week was required to assess
residents’ wounds unless the resident's dressing
was nof scheduled to be changed on Friday. In
that case; the resident's wound was required to
be assessed on the day the dressing was
changed, either Wednesday or Thursday. The
interview revealed staff was required to assess
the wound, inciuding measurements, and
dgocument the assessment on the Wound
Evaluation Flow Sheel. The interview revealed
they were not aware Resident #1's wound to the
foe had not been assessed at least weekly untit
the resident's son requested fo see the resident's
wound and the rasident was transferred fo the
hospital.

Interview on 10/24/12, af 7:30 PM with Registered
Nurse (RN) #2 revealed all nurses were trained
upeh hire to assess and document all wounds on
eveyy Friday or the cioses reatment day to
Friday.

3. Review of Resident #3's medical record
revealed the facility admitted the resident on
10/04/12 with multiple Pressure Ulcers and
diagnoses of Contractures of Tendons in Lower
Extremities, Deamentla and Anorexia.

Review of Resident #3's admission Minimum
Data Set (MDS) Assessment dated 10/10/12
revealed the resident was at risk for pressure
ulcers and was admitted with several pressure
uloers at various stages.

LPN #6 was terminated on 11/£7/12
by Mary Arms, DON for failure to
Tollow MD orders and falsification of
records.

The nurse aide was counseled on
foliowing the plan of care for
Resident #14 and given 2 disciplinary
" a-wamning on 4/20/12 as a result of
the facility investigation. This was
completed by Mary Arms, DON.
The nurse aides last day of
employment with facility was
421712

Licensed staff was in-serviced on
resident assessment, measuring
wounds, reatments and

¢ documentation, maintaining accurate
medical records, physician and
family notification, policies and staff-
responsibility, making appointments,
scheduling transportation to
appointments, making transportation
armangements, the fransportation log,
fransportation policy and the new
transportation books for easier use.
These were completed on 10/1912
thru 10/21/12 by Mary Arms DON.
See attachment #10
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Review of Resident #3's plan of care dated
10/24/12, revealed the facility addressed the
resident's risk for impaired skin integrity related to
stage Il pressure ulcer to the cocoyx, unstageable
ulcers to bilateral heels, stage |l to lefl ankie and
identified interventions for nursing 1} to complete
a skin assessment every week and repart any
alterations to the physician and 2) to provide
treatments as ordered by the physician,

Review of Resident #3's Treatment Administration
Record (TAR) for October 2012, revealed
Licensed Practical Nurse (LPN) #7 documented
the treatment had been provided to the resident's
feet on 10/27/12 and 10/28/12. In addition,
documentation revealed LPN #8 provided the
treatment on 10/29/12.

Observation on 10/30/12, at 3:00 PM of Resident
#3's wound care performed by LPN #3 revealed
the area to the resident's coctyx had red tissue
surrounding the open wound which, based on
measurements obtained by the LPN, measured
8.3 ¢ x 8.2 am, and the open woynd measured
5.4 cm x4.7 cm x 0.5 cm.  The coceyx wound
was pink with yellowiwhite sloughing noted. The
observafion revealed the "Kling" dressings to both
heels had a date of 10/26/12, written in black
marker on both dressings, LPN #3
acknowledged the initials on the dressings were
hers and stated although she had not worked for
the last three (3) days, the wound care to the
resident's feet was ordered to be completed every
day. The resident's right inner ankle was sfightly
red with no open wounds, the right heel was
boggy and dark rmeasuring 2.2 om x 3.4 ¢m, and
the left-outer ankle was yellow, with a slight
amount of yellow drainage noted on the old
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. In-services for murse aides and
F 282 | Continued From page 36 F 282 licensed staff were held starting on

~ factors for skin breakdown, how to

11/8/12 and cosmpleted on 11/23/12.
The in-services included following
the pian of care for individual
residents, transferring residents and
turning and repositioning of
residents.

Restorative norsing care related to
teming end repositioning. These in-
services were given by Emily Jones-
Gray, Assistant Admigistrator and
Chanity Purcell, Staff Development.
See Attachment 24

Licensed staff were in-serviced
regarding notification of change,
canuses of skin breakdown, Braden
scele, outrition in skia breakdown,
tum and reposition of residents, risk

write a complete treatment order,
assessing, staging and measuring
wounds, weekly surnmaries and skin
assessments, the new wound ¢
monitoring sheet, proper disposal of
soiled dressings, proper procedure
required in completing a
treatment/dressing change, storage of
medication with focus on Mycalcin
spray, procedure for returning home
meds to family, entering medication
ordersfollowing physician orders,
trenscription of high risk
medications, a second nurse shonld
review ell new and readmission
orders. This in-service was given by
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Mary Arms, DON on 11-08-2012 and
F 282 Continued From page 37 F 282 completed on 11-23-12. See
dressing, and measured 1.2 cm x 1 em x .1 cm. attachment #15 ’
The ieft heel had a dark area that measured 1.5
cm x 1.2 em, The bunion to the outer side of the Licensed staff were in-serviced a
resident’s lefl foot was dark and measured 0.4 second fime on the same information
cm x €.4 cm and the third toe on the left foot had contained in the in-service completed
black edge on a dark area that measured 0.4 ¢m on 11-23-12. Attachment #1585 This
x 0.8 cm; in-service was conducted on an
. ) individual basis for some staff and/or
Intervlle‘;r or: 1 r?/zﬂij 2, %;t gt!ﬂF:Mt wnt? LF’P;I #ti? very small groups for others with
revealed she had signed that the freatments to . .
Resident #3's heels on 10/27/12 and 10/28/12 more staft m‘“ﬁm‘m °"}°‘°"“’ge¢ ;
had been provided; however, the LEN form was dsvc OPEd.SOt. ?t.mch sta
acknowledged she had not completed the fmmdmg. the m-@qce "“t"’le_d cach
treatments. LPN #7 stated she ran out of time, ftem (as it was discussod/explained)
but had reported the treatments had not baen an item was discussed indicating that
provided to the night nurse (1 PN #8) who was they understood. Staff were asked if
supposad to provide the treafments. they had questians and if so all items
. in question were discussed prior in
During an interview on 10/30/12, at 6:40 PM with their initialing, In-servicing started
LPN #8, the LPN stated she had not provided on 12/18/12 and wilt be completed on
treatments to Resident #3's heels on 10/27/12 1/7/13 by Mary Arms, DON,
and 10/28/12. LPN #8 also sfated she had nof
been notified thal Resident #3's treatments All norsing staff on medical leave at
¢ | heeded fo be provided. ‘- the time of in-servicing will be in-
Interview on 10/30/12, at 5:20 PM with LPN #6 serviced prior to their rotun to work
confirmed the LPN signed off the treatment to by Mery Arms, DON.
Resident #3's heels on 10/29/12, but did not
complete the treatment. LPN #6 stated she A treatment nurse was hired on
provided wound cars to the resident's coceyx, but 10/24/12. Her name is Tracy
was called out of the room before providing Thompson and she is an LPN, She
wound care fo the resident's heels. The interview will work full time s a treatment
reveated the LPN "forgot” to go back and provide nurse five days per week.
the wound care to the resident's heels.
. : Christy Moore, RN a cument
4. Review of Rgsident #_2'3 medical _record employee will also work 2 days a
revealed the facility admitted the resident on week a5 8 treatmext nurse. There will
10/31/11, with diagnoses of left buttock ulcer, i
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sacral ulcer, Anemia, Peripheral Vascular
Disease and Diabstes. Resident #2's medical
record revealed the resident was readmitted from
an acute care faciltty on 08/08/12 with a pressure
ulcer fo the left buttock and blisters fo both heets.
The Wound Evaluation Flow Sheet revealed the
wounds were assessed on 08/07/12 {one day
after re-admission} and the wound to the left
buttock measured 3 ¢m x 3.5 cm x 4 cm; the left
heel wolind measured 5 crm x 5 cm; and the right
heel wound measured 5 cm x 5 cm.

Review of Resident #2's Significant Change MDS
Assessment dated 08/10/12, revealed a dedline
In the resident's cognition, Activities of Daily
Living (ADL) status, continence, and new
development of pressure ulcers following a
hospitalization.

Review of Resident #2's plan of care dated
11/20/11; revealed the facility addressad the
resident's risk for alteration in skin integrity and
identified the resident to be at risk for the
development of nressure plcers. Continued
review of the plan of care revealed facility staff
identified interventions for nursing to complete
skin assessment every week and notify the
physician of any alterations in the resident's skin
integrity.

Continued review of Resident #2's Wound
Evaluation Flow Sheet dated 08/19/12, revealed
documentation that the resident's left heel wound
measured 6.1 cm x 8.6 cm x UTD, and the
wound on the resident's left buttocks measured 3
cm x 3.4 cm x & cm, There were no documented
measurements of the wound to the resident's
right heel. ’

The treatment nurse will adminjster
treatments on all wounds Stage IT or
greater (inclndes diabetic or stasis
wleers), monitor wounds daily for
changes, measure wounds weekly,
document daily on wounds or
surrounding skin (of thoss wound

" with treatments order other then
daily), notify physicians bi-weekly of
all resident wounds and condition of
each wound, monitor daily fo see that
documentation is being completed as
part of CQL

A Quality Assurance murse was hired
on 11/19/12 and will work under the
supervision of the Director of
Nursing to provide quality assurance

" mnitoring specifically for the
nursing department. Her name is
Brenda Homphries and she is an RN,
She has 19 years experience in
Quality Assurance,

On 10/21/12 Mary Arms DON
notified Dr. Charles Hardin Medical
Director of the missed appointment
of resident #1, the change in
condition relaied to the wound and
Tailure of LPN #1 to notify the
attending physician and family.

On 10/28/12 a meeting was held with
Dr. Charles Hardin, Medical
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be a desipnated treatment nurse 7
F 282 | Continued From page 38 F 282 days & week.
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next documented assessment of Resident #2's
wound 1o the lefi buttock was on 09/07/12,
{nineteen days after the previous assessment on
08/07/12, and the wound measured 3 cm x 3 cm
X UTD. However, there was no documentation of
an assessment and/or measurement of the
wounds on Resident #2's heels.

Further review of the Wound Evaluation Flow
Sheets revealed on 09/14/12 (approximately five
weeks after the previous assessment on
(08/19/12) the wound to the resident's left heel
measured 2 cm x 2 cm and the right hee! wound
measured 2.5 cmx 1 am. Review of the Wound
Evaluation Flow Sheet revealed the next
measurement of the resident's left heel was on
10/21/12 (four weeks after the previous
assessment on 09/14/12) and revealed the
wound measured 3 cm x 1.8 cm.

interview on 10/23/12, at 7:30 PM, with
Registered Nurse {RN) #2, revealed she was
unsure why nursing staff had failed to document
weekly wounds assessments for Resident #2.

5. Review of Resident #7's medical record
revealed the facifity admitted the resident on
138/23/12, with diagnoses 1o include Syncope,
Lung Cancer, Fronial Lobe Mass, and Chronic
Obstructive Puimonary Disease.

Acreview of Resident #7's admission Minimum
Data Set {MDS) Assessment dated 08/30/12,
revealed the faciiity assessed the resident to be
cognitively intact. Further review revealed the
facility assessed Resident #7 to require extensive

Improvement related to assessment,
wound care, documentation,
physician and family nofification and
transportation to appointments.

The Medical Director reviewed all
the iitial physician notification
regarding wounds that was sent on
10/22/12. See attachment #4

A Quality Assurance nurse was hired
on 11/19/12 and will work under the
supervision of the Director of
Nursing to provide quality agsurance
monitoring specifically for the
musing department. Her name is
Brenda Humphries and she is an RN,
She has 19 years cxperience working
in Quality Assurance. She will work
full time,

The CQI skin monitoring sheet for
pressure ulcers was revised by Emily
Gray Assistant Administrator on
11720/12. Twelve ([2) charts will be
reviewed monthly. This also
intludes notification of phrysician
ani family. This will be compieted
by the Qualify assurance nurse,
ADON or Mary Arms, DON, This
will be ongoing. All results wilt be
reported guarterly through CQI by
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Director, Mary Arms, DON and
F 282 | Continued From page 39 F 282 Deboreh Fitzpatrick, Administratar to
discuss the issues identified in the
The Wound Evaiuation Flow Sheet revealed the current survey and CQuality
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changes and bed mobility. The facility appraach
was to provide weight-hearing assistance to
change the resident's position every two (2) hours
and as needed,

Areview of the October Certified Nursing
Assistant {CNA) care plan revealed staff was
required to reposition Resident #7 every two (2)
hours.

Observation of Resident #7 on 10/30/12, at 8:57
AM, 9:38 AM, 11:18 AM, 12:27 PM, 3:20 PM,
4:50 PM and 6:30 PM revealed the resident was
lying in bed on hisfher right side. ‘

Interview with Resident #7 on 10/25/12, at 11:55

notification. This will be completed
weekly by Emily Gray, Assistant
Administrator or a designee. This
will be ongoing, All resulis will be
reported quarterly through CQI by
Emily Jones-Gray, Assistant
Administretor, See Attachment #13

The treatment marse will administer
treatments on all wounds Stage 11 or
greater (includes diabetic or stasis
ulcers), monitor wounds daily for
changes, measure wounds weekly,
document daily on wounds or -
surrounding skin {of those wound

AM revealed staff did not assist the resident-with with treatments order other than '
turning and repogitioning every two (2) hours. daily). n icians bi-weckly of
Resident #7 stated, "they [staff] don't offer” fo turn all rﬁ-’i d:ﬂ‘{f{vphwk and cot ditionyof

and reposition the resident. Resident #7 further
stated staff encouraged the resident to stay off
hisfher right side, but statad, "Semetimes |
forget". A second interview with Resident £7 on
10/30/12, at 7:50 PM revealed, It "would be nice if
staff helped [herhimj turn".

“each wound, monitor daily to see that
docurmentation is being completed as
part of CQI.  This will be ongeing,

All weekly nursing summaries will

be tumed in to Mary Arms, DON.
Interview with CNA #5 on 10/30/12, at 12:42 PM, Mary will monitor for completeness.
and CNA #13 at 12:00 PM revealed they were not The weekly surmmary includes o skin
aware Resident #7 required assistance with assessment. This started on 10/22/12
tuming and repositioning every fwo (2} hours, and will be ongoing,

Both CNA #5 and CNA #13 stated Resident #7
tumed herhimself in bed and were not aware
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Emily Jones-Gray, Assistant
F 282 | Continued From page 40 F 282 Administrator. See Attachment #17
assistance with bad mobility.
- A SKINWOUND QY LOG was

A review of Resident #7's comprehensive plan of ordered and will be used to track
care dated 09/12/12 revealed the resident was at wounds {facility acquired or admitied
risk for alteration in skin integrity because the with), type of wound, interventions
resident required assistance with position and physician and family
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A tracking form was developed on
F 282 | Continued From page 41 F 282 10/25/12 by Maty Arms, DOM to use
Resident #7's care plan stated the resident ' in monitoring when weekly .

required assistancé with turning and repositioning
every two (2) hours,

Interview with Registered Nurse {RN) #2 on
10/30/12, at 3:15 PM revealed CNAs were
required ic review care plans daily for each
resident and provide the care that the care plan
required. ’

Review of an in-service conducted 01/3112;
revealed CNAs were instructed to review the CNA
care planfassignment sheet and carry it at all
times. The in-service informed staff the care plan
tisted all the care needs of residents. The
in-service stressed failure to follow the CNA
assignment sheet could result in resident and
employee injury and staff would be subject to
written warnings or termination for not foliowing
the care plan/assignment sheet. Further review
revealed resident safety was a priority and every
effort should be made to avoid resident/staff
injury during transfers.

**An acceptable Allegation of Compliance (AOé)
related io the Immediate Jeopardy (1)) was
submitted by the facility on 12/13/12, which
alleged removal of L) effective 10/25/12. An’
extended survey was conducted on 12/11-13/12,
which determined the |J was removed on
10/25/12 as alieged.

--A review of the AOC revealed the fallowing:

On 10/158/12, the DON raviewed Resident #1's
medical record and continued to investigate.

On 10/19/12, the Minimum Data Set (MDS)

_summaries are due for each resident.

Mary Arms, DON will review all
‘weekly nursing summaries for
completeness. She will review the
skin assessment. She will then
perform a skin assessment on the
resident and compare this to the one
completed on the weekly summary to
ensure that the resident skinis =~
assessed correctly. This will be
completed for 4 weeks at 100% until
11/25/12 and then re-evaluated. The
QA nursé will essist Mary Arms,
DON in the review of the weekly
summaries and the weekly skin
assessments after 11/19/12.

If there are no problems identified
then the percentege of review will
decrease to 50%.

to be reviewed at 100% for
completeness and that a weekly skin
assessment was completed on glf
residents. Fifty percent (50%) of all
residents will have their skin
reassessed by Mary Arms, DON or
the QA nurse and compared with the
one on the weekly nursing summary
to ensure that the skin is assessed
comectly, This will continue for 4
weeks or until 12/23/12 and then be
re~gvalugted,

All weekly surmmaries will continue
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F 282 | Continued From page 42 F282] . Ifthere are no problems identified

Coordinator reviewed Resident #1's MDS
-assessment and care plan for dccuracy and also
reviewed the two {2) most recent MDS
assessments of all resident for scouracy.

Iniiated on 10/19/12 and completed on 10721412,
the DON in-serviced all licensed staff regarding
the following: 1) assessment, measuring,
treatments and documentation of wounds, 2)
maintaining accurate medical records, 3)
physician and responslble party notification of
change in eondition, 4} scheduling appointments,
5) making transportation arrangements, 6} -
utilizing the transportation log, 7) the revisions to
the transporiation policy/procedures.

On10/21/12, RN #2 and LPN #12 compared the
skinfwound assessments completed on 10/19/12,
for all residents with the documentation in each
resident's plan of care, wound documentation
flow sheet and TARS fo ensure accuracy of the
medical records, LPN #12 also compared the
skin/wound essessments with the most recent
MDS agsessment to ensure alf alteration in the
residents’ skin integrity had been accurately care
planned. RN #2 re-assessed/re-measured all new
alteration in the residents' skin integrity that had
been identified on the skin/wound assessments
to ensure the areas were documented accurately
on each resident's wound documentation flow
sheet,

On 10/23/12, the MDS staff {MDS Coordinator,
MDS Assistant and LPN #12) reviewed all weekiy
nurses’ summary including skin assessments to
ensure the resident's plan of care were up io
date, The staff also reviews all residents’ new
orders daily (seven {7) days a week} and updates

then the percentage of review will
decrease to 8 residents per week, All
resident weokly tursing summaries
will be reviewed at 100% for
completencss and that a weekly skin
assessment was compleled on all
residents. Eight (8) residents per
weck will have their skin reassessed
by Mary Arms, DON or the QA
ouree aud compared with the one on
the weekly nursing summeary to
ensure that the skin is assessed
corcectly. This will continue for 4
months and then be re-evaluated.
See Attachment 19

Mary Arms, DON or the QA purse
will review the skin assessments on
new admissions and readmissions,
They will then assess the resident
skin and compare with the skin
assessment 1o ensure that all areag
hiive been identified properly and that
the staging and measurements are
accurgte, the family and MD were
notified, the appropriate treatment is
in place and that all areas have been
placed on the wound monitoring fiow
sheet and monthly log. This will
contimie for 6 months and then wilj
be re-evaluated. The findings will be
feported quarterly through CQI by
Mary Arms, Don, See attachment
#20

FORM CMS-2567(02-98) Previous Versions Obsolate

Evert ID:6GK01%

Faciity ID: 100688 . . If continuation shest Page 43 of 165




