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F 000 . INITIAL COMMENTS ' F 000
E i i Plan of Action
| ) ‘ ’ ! Cambridge P|
i AnAbbreviated S urvey investigating ; Ab;:re:flia%:d sicriey 9/16/2043
FKYH00020654, KY#00020660, KY#00020686,
- KY#00020693, KY#000206894 and KY#00020696 : Prepml‘?tfog and c'fec”ﬁ?-? <:f1h(;s ;;Iain of i
- werg Initfated on 09/12/13 and conctuded on i correction does not constitnte admission or ;
: ¢ agreement by the provider of the truth of the fa qi]
i 23:‘;3!1% gg\’ﬁ#@g‘?ﬂ)@sﬁ, Kg‘g#ﬂogzé)?%é 20604 ! alteged or cottclusions sct forh in tl:leslatemcmiﬁ :
: 0020 , #00020693 an KOO020 ; i deficicncy. Tlis plan of correction is prepared and
- were unsubstantiated with no refated deficlencles | | oxoctled solely beeause itis requircd by federal |
. clted. KY#00020696 was substantiated with - Andstalelaw.

: refated deficlency cited. The highest Scope and
+ Severlty (S/S) was cited at a "G" with the facitity
| having no opportunlty to correct.
F 309 | 48325 PROVIDE CARE/SERVICES FOR . F30%::
88=G  HIGHEST WELL BEING : :

: Each resident must recelve and the faclity must . :
 provide the necessary care and services to attain L ¥309  Quality of Care
; or matntaln the highest practicabte physicat,

: mental, and psychosaciat well-being, tn :
: accordance with the comprehensive assessment

_and plan of care.

. : Eaclt resldent must recetve pad the frcitity mast

{ : [rrovide the nccessary care angd serviees 1o altain or

; : - malttain the (dghest practicahile physical, mentnf,

H :  and psychosocial welt-being, In accordanee wih

: i the conipreltensive fissessment and plan of care.
This REQUIREMENT is not met as evidenced :

i by: !

| Based on Interview, record review, and review of

. the faclity's protocol, It was determined the

facility fatled to provide Necessary care and

“ services to attain or maintain the highest

: practicabte physical, mentat, and psychosoclal

i well-belng for one (1) of ntne (9) sampled

¢ residents, {Resldent #7).

- On 03/02/13, Resident #7 sustained an injury to
the left outer ankle resuiting n a skin tear:
. however, there was no documented evidence of

LABORATORY QIRFCTOR'S OR \XBOER&PPL'FR HE?RESE%ATIVE‘S SISNATURE TilLE (X681 DAYE
» - Y s (m = fn. ?f
P F . AW A E -
- MR Vs L1 /87),

Any deficiency statemen( ending with an asterlsk (*} denoles a deficisncy which the instilution may be excused frors corresting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the tindings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided, For nursing homes. the abovs findings and plans of correctlon are disclosable 14
days following the data these documents are made available lo the facitity. If deficiencies are ciled, an approved plan of correction is requisite to continued
program partlcipation.
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¢ seventy-two (72) hour monltoring as per the
i facility’s protocol. Further, there was no
. documented evidence of facitity Interventiort

#7's nurse requested the wound care nurse
 assess the area which was documented as a skin
. tear measuring 0.7 X 0.8 X 0.1 centlmeters (cm)

i with a dark pink wound base, with scant serous

: dratnage and surrounding skin dark brown with

: somie scar tissue.

| Review of Resident #7's Hospital History and

¢ Physical Note, performed by the Primary Care

. Physician (PCP), on 09/03/13 at 8:32 PM,

: revealed Resldent #7 was admitted to the

: hospltal with admission dlagnoses of Left Lower
" Extremity Celtulttis with possible osteomyeliis.

. Revlew of the Brlef History portion of the History
; and Physlcal revealed "..the wound has opened

. taken care of",

{ The fndings Include:

Interview with the BXrector of Nursing (DON), on
09/13/13 at 10:45 AM, revealed the process of
reporiing an Injury would be If the State

{ an Injury, the SRNA shoutd alert the nurse. The
. nurse woutd go and took at the ijury, notify the

_ Physiclan, and get an order for treatment. If the
. Physictan did not glve an order for treatment,

* nursing woutd then continue with a weekly skin

(72} hour monitoring sheet would be put into
. place due to a change of condltion. The DON
: stated a "skin tear" woutd be considered a
" change of condition.

; related to the injury until 03/09/13 when Resldent

! up on hts/her teft foot and that is not appropriatety ;

; Reglstered Nurstng Asslstant (SRNA) discovered

“assessment. The DON atso stated a seventy-fwo

(Xd) 10 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRFCION )
FREFIX . (FAGH DEFICIENCY MUST BF PRECEDEO Y FULL PREFIX | (EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TAG REGULATORY OR LSC IOENTIEYING INFORMATION) WG | CROBS-REFERENCEO TO THE APFROPRIATE  ©  DATE
:? DEFICIENCY)
| ;
F 309 Continued From page 1

Criteria 1; -Resident 47 is ot
currently in the facility. Weekly skin

and wound asscssments were
conipleted/docuniented on the resident
prior to discharge. The resident was
fottowed by the wortnd carc center witlh
visit documentation inclnded in e
chatt.

Crllerla 2; ~All resitents with skin

tears i1 the last 20 days lave been

reviewed and andited by the DON, QA Nurse, and

Treatiment Norse to deternine that indicsted

documantation hias been conipleted, mctnding but 1ot

tititert ta:

assessnient with nicastrentents, MD

¢ treatinent orders, Treatment

Administration Record (TAR), 72 honr

foltow up docwsentation, antl care plan

npdates, The audit was comnpleted on $/19/13.
-All residents had weekly skin nesessments

coitducted by the chiarge vurses from %/17/13 10

Y4113 to determine thar there were 19 1n-

identified/unireatcd skin issnes.

Criteria 3: -Licersed mrses have :

received in-service edncation on skin lear

documentation incliding but not Hinited :

lo; assessinent with tneasurements, M

treatinent orders, Treatnient

Adrainisiration Record (TARY, 72 hour

Toltow ip dncumentation, and care pran

updates. The Staff Development Murse conipleted the
in-services on 9120/t 3.
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Integrity due to diagnosls of Pertpherat Vascular

- Dlsease (PVD) {the decreased circutation to the

extremities), amputation of right 4th and 5th toes, !

 history of Methicltin-resistant Staphylococcus

; aureus (MRSA), (bacterium responsible for

" several difficutt-to-tfreat Infections In humans),
i osteomyelitls, Incontinence, decreased mobiity,

tetraparesls, and reoccurring open areas to

: bitateral tower exterminates (BLE). Interventions
| tncluded weekiy skin assessments per licensed
' nurse, assess skin during perineat care, and

. reporting areas of concern to Medical Doctor

: (MD) and wound care nurse.

! fnterview with SRNA #9, on 09/13/13 at 2:08 PM,
i ravealed on 03/02/13, after ifting Resident #7 out

- of bed and Into a chair utiltzing a mechanical tift,

- SRNA #9 noticed blood on the resident's left outer
-ankle. SRNA#8 described the injury as "tike a
“scrape”. SRNA#0 stated Resident #7 had

: problems with his/her feet. SRNA #9 stated she
 informed Reglstered Nurse (RN} #1 of the
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F 309! Continued From page 2 F 300
!
Review of the facliity's poticy, "Code 72 (Acute
| Episode/Post Admiisston Charting)", undated, :
revealed observatlonal charting was to be I Criferla 4: ~The CQI indicator for
conttnued unttt condition stabltized or resoived. © the monitoritg of mirsing docurentation
! ¢ will be nititized monthty X 2 months and
; . Pt rartetly thereafler, vader the
Record review reveated the facility admitted S";Lﬂ:;s;ofl g’, the DON. Restfs afc
Resldent #7 on 11/30/07 with dlagnoses which I reviewed with the QA commiitee,
| inctudad Genetic Torsion Dystonta {painful © which includes the Allmi;{istramr and
: f ttabt - Medical Birector. An actiort plan is
(rjr;utsct(ia contractions resutting In uncIoEtro able L Sovelope T fiurs of o nieator o
stort OI’IS), Muscle Weakness, Per pnerai ! : nieet the cstablished threshold, and the
: Vascular Disease, Contracture of Jolnt - Muttipte ! i indicated repeated agzin the fotlnwing
: Sltes, Spasm of Muscte, and Osteomyetits, ! montl for commitice review to
? detcrntine nngning contpliance.
! Revlew of the Comprehenslva Care Plan for
. Resldent #7, updated on 12/12/12, reveated
focus area of potenttal for atteration th skin €riterta 8 9/28/13

FOHRM CME-2567 (02-99} Previous Versions Obsolete
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F 309! Continued From page 3 F 309:

: Incident and stated she totd RN #1 1o geta

- Physiclan's order for treatment. SRNA #9 stated :
! she saw Licensed Practical Nurse (LPNY#1 puta ¢ :
: "patch” on it. SRNA#9 stated Resident #7 ; ;
; usually wore socks throughout the day due i I
 his/her feet were always cotd, She also stated :
- Resident #7 usually recelved his/her baths on the ;
i evening shift so she did not usuatty perform a :
skin assessment. SRNA #0 stated she thought |
- someone had taken care of the resldent's wound.

- Review of the facliity's IncidentAccldent teport,

- dated 03/02/13, reveated Resident #7 received a
. sKin tear to the left outer ankle with a possible

| causative factor of contact of teft ankte with bed
-~ cradle. Furiher review of the Incident/Accldent

. report revealed no documented evidence of

| measurements or a description of the wound.
Thea InctdentAccident report was compteted by

: RN #1. However, there was no documented :
 evidence of the 72 hour monitoring sheet, ;

Interview with the Administrator, on GOf{5/13 at :
: 11:50 AM, revesled the facitty was unable to i
! produce a seventy-two (72) hour monitoring form
- which should have been started on 03/02/13. :

- Interview with RN #1, on 09/16/13 at 9:40 AM,

: who was assigned to Resident #7 on 0302113,

- revealed she remembered the incident and fitting

: out the Incident/Accident Report, RN #1 stated

- she was busy with another resident and was

" unable to assess the wound, so LPN #1 put a ;

: Mediplex, (seif-adherent absorbent dressing), on

' the wound, on 03/02/13. RN #1 also stated LPN
#1 started the seventy-two {72} hour monitoring

- Sheet,

- Intervlew with LPN #1, on 09/13/13 at 10:15 AM, : _
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F 309 Continued From page 4 i F309:

; revealed if aresident had art injury, the nurse

i should go assess the wound, inctuding

- measurements, Then the nurse should contact

the Physician to get a treatment order and

contact the family to inform them of the situation.

LPN #1 stated if the Physician did not order a ;

treatment, the nurse should contact the House | i

Supewvisor, stating this was an open area and 3

ask what should be done. LPN #1 also stated for

a new skin tear, a seventy-two (72) hour

monttering sheet, regardiass of the size of the

¢ Injury, should be started by the nurse. If the injury

. was getting worse, you shoutd call the Physician |
and get a treatment andfor antibiotics if

‘ necessary. Continued Interview with LPN#1, on

: 09/13/13 at 2:25 PM, reveated she did not

‘ remember this incident with Resident #7 and

fdidnt remember if she applied a bandage to : :

- Resident #7's wound or not and didn't remember |
starttng a 72 hour monitoring sheet, :

Interview with LPN #2, on 09/13/13 at 10:25 AM, :
“revealed if a skin tear was reported, the nurse ;
. should go and look at tt and start the procedures :

of calling the Physician and the famity. LPN #2
stated the wound should be measured and staft
should start a seventy-two {72) hour monitoring

: sheet.

~ Interview with the Unlt Manager where Resident : :
#7 resided. on 09/13/13 at 10:35 AM, reveated |
after a nurse learns of an injury, the nurse shoutd :
go and assess the resident. The Unlt Manager
stated the nurse, depending on the severity of the |

. wound, would need to provide care and treatment

. to the resident. The Unit Manager atso stated i

- after any injury, the resident shoutd be monitored

 every fifteen (15) iinute for the first twenty-four

i (24) hours. The Unit Manager also stated a
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F 309 Continued From page 5 F 3095
“ seventy-two (72) hour rmonitoring toai shoutd be :

- put in ptace.

tnterview with the AdmInistrator and the DON, on !
08/13/13 at 2:50 PM, raveated once an
¢ Incidentfaccident report was filted out, it was :
: discussed the next day during the morning

. reetings held dailty, The report was then sent
: back to the Unit Martager to fottow up on the :
incldent/accldent. When compteted the form was
turned Into the DON to sign, then to the :
» Administrator, and finatly to the Medijcat Director,

!
!

- Review of the Nurses' Notes revealed no ;

documented evidence of assessment, monitoring |
or treatment to the left ankte wound from
1 03/03/13 through 03/08/13. i

- Review of the facillty's Assignment Sheet, dated

; from 03/02/13 to 03/09/13, revealed SRNA #6 \
- had been assigned to Resident #7 on 03/03/13
from 3:00 PM to 11:00 PM. Further review of the
the facillty's Assignment Sheet reveated SRNA #6
i returned on 03/05/13, 03/06/13 and 03/07/13 and '
- was assigned to Residert #7 from 3:00 PMto ! !
. 11:00 PM on those dates. : :

Interview with SRNA #6, on 09/16/13 at 1:00 PM, |

revealed she remembered Resident #7 having a :

. dressing on the right ankte but did not remember

. a dressing on the teft ankle. SRNA #6 further

. stated Resident #7 usually wore socks to hetp
prevent the ankles from rubbing together,

. Review of the facility's Assignment Sheet, from
£ 03/02/13 to 03/09/13, revealed SRNA #7 had

- been assigned to Resident #7 on 03/03/13 from
* 11:00 PM to 7:00 AM,
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. Interview with SRNA #7, on 09/16/13 at 1:29 PM,
* revealed she did not remember the exact events
- In regards to Resident #7's left ankle wound.

| Revtew of the facllity's Assignment Sheet, dated
- from 03/02/13 to 03/09/13, revealed RN #2 had
- been assigned to Resident #7 on 03/04/1 3

- 0346513, and 03/06/13 from 3:00 PM to 11:00
fPM.

PR

Interview with RN #2, on 09/16/13 at 1:37 PM,
revealed she didn't remember any incident in

i regards to Resident #7. RN #2 stated she just

- remembered doing daity dressing changes for
Resident #7; however record review reveated no
documented evidence of dressing changes to
Resident #7's left ankte between 03/02/13 and
03r08/13.

Continued intarview with SRNA #9, on 03/69/13,
- revealed she was changing Resident #7's socks
and saw a dressing she descrtbed as "looking

. old". SRNA#% stated she then remnoved the
- dressing and called for the riurse when she saw
! the open wound,

- Interview with the Wound Care Nurse (WCN), on
09/13/13 at 11:00 AM, revealed she was in the

- factity working on 03/09/13 when a nurse asked

 her totook at Resident #7's wound. The WCN

. coutd not remember which rurse approsched

L her. After assessing the wound, the WCN state

: she catled the Physician for orders to begtn

treating the wound. The WCN also stated she
started a seventy-two (72} hour monitoring form

“atthattime. The WCN revealed she was
unaware of any injury Resident #7 received on

. 03/02/13.

FORM CAS-2867(02-80) Previous Versions Obsols|e Evant [0: (R

Facibify 1D t00451 If continuation sheet Page 7 of 12




T PRINTEL:O9/a0/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 1938-03901
STATEMENT OF DEFICIENGIES (X1} PROVIOERISUSPLIERICLIA [X2) MUL TIPLE CONSTRUCTION {X3) DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NURBER: A BUILDING COMPLETED
C
185444 B. WING 09/16/2013
NAME OF FROVIGER OR SUPPLIER STREET ADDRESS, CITY, STATF, ZIP CODF
2020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE LEXINGTON, KY 40504
xXd) 1 SUMMARY STATEMENT OF DEFICIENCIES Io PROVIDER'S FLAN OF CORRECTION ; (X8
PREFIX | (EAGH OFFICIENCY 8UST BF PRECEDEO BY FULL ! PREFIX ! (EACH CORRECT IVE ACTION SHOLILD BE : COMPLEYION
TAG | REGULATORY OR LSC [DENTIFYING (NFORMA TON) TaG | CRUSS-REFERENCEQ TO THE APPROPRIATE BATE
! 1 OFFICIENCY)
i N H '
F 309 Continued From page 7 i F309 E

i Review of Resident #7's Nursing Note, written on
{}3109!13 with no time glven, written by the WCN :
' revealed the teft ankte wound measured 0.7 x 0.8 |

: X 0.1 centimeters (cm) and was noted to have | : f
© scant serous drainage and treatment in ptace. i
| Treatment conststed of cleanse wound with :

seaderm {use to remove dead skin cells) and
apply lodosorb (used to treat exuding wounds)

' : and cover with Mapilex twice a day.

- Review of Resident#7's Nursing Note, written on

. 03/12/13 with no time given, written by the WCN

revealed the left ankie wound measured 0.7 x 0.8

:x 0.1 cm, noted to have pink wound base with : : !

- granulating tissue as well as scant serous : !

: drainage. The Note further revealed the Nurse : ‘
f - was to continue with current treatment.

Revlew of Resident #7's Nursing Note, written on
1 03/19/13 with no time glven, written by the WCN | :
‘ revealed the left ankie wound measured 1.0 x 0. 8"
. X 0.2 cm, noted to have dark pink wound base
I { with scant areas of white ttssue, light serous

" drainage was also noted. Revlew of the

. Physictan's orders reveated a rew order to :
 cleanse with seaderm and santyl (used to femove
' necrotic tissue from wounds) with normal saline,
, cover with Hydroflex dressing.

Rawew of the Wound Care Speciatist Evaluation, °
dated 03/26/13, revealed the wound size of the

. teft ankie wound measured 1.4 x 0.9 x 0.2 cm i
| with light sero-sanguinous dra thage. Therewas :
~a new order for treatment, writtert by the
" Advanced Registered Nurse Practitioner (ARNP)

: on 03/27/13, to cleanse with seaclens, apply
Iodosorb and cover with mepilex and kerlex

" wrap.,

FORM CMS-2587(02-99) Pravious Verslons Obsolale Event [O: OWR t1 Fachify [D: 140461 H confinuation sheet Page 8of 12




CENTERS FOR MEDICARFE & MEDICAID SERVICES

FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEEICIENCIES (Xt} FROVIDER/SUPPLIER/CLIA (X2) SMULTIPLE CONSTRUCTION (X3} DATE SURVEY
ANO FLAN OF CORRECTION [DENTIF [CATION NUMBFR: COMPLETEQ
A, BUILDING
C
185444 B. WING 09/16/2013
NAME DF PROVIDER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIP COOE
2020 CAMBRIDGE DRIVE
BRIDGE PLACE
cAM LEXINGTON, KY 40504
(X4} tD2 SUMMARY STATEMENT OF OEFICIENCIES ; o PROVIDER'S PLAN OF CORRFCTION (X8}
PREF X (EACH OEFICIENCY MUST BE PRFECELFO BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFY[NG [NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE = DATE

UEFIGIENGY?

F 308 : Continued From page 8

; Review of the Wound Care Specialist Evaluation, :
' dated 04/02/13, reveated the wound size of 1.4 x
0 9x 0.2 cm with light sero-sanguinous dralnage. °
! There was an order for a wound cutture to be

, i performed by the Physiclan. Mo treatment

ordered for wound,

| Review of the laboratory resuits from the wound :
| culture on 04/03/13 was reported to the facitity on
- 04/06/13 with result of Staphylococeus aureus |
. with a new medication order written by the ARNP,
. on 04/08/13, for medication addition of Augmentin
' {antiblotic) 875 miltigrams (mg), one pill taken

. twice a day for ten (10) days and Acidephillis !
- (omega-3 fish oil), one pill taken once a day for !
: thirteen {13) days for Infection.

Revlew of the Wound Cars Speciafist Evaluation,
dated 04/0%/13, revealed the wound stze of 2.0 x
1.3 x 0.2 cm and noted the detericration was dus
to Infaction. A surgicat procedure of exclsional
debridement of muscle was performed on the
wolnd and & new order for sitvaden(Topical
: Sulforramide/Siiver antibacterfal) dry protective
~dressing, #inc oxide to surrounding skin and
cover wound with thick foam with hole cut out in
- distribution of wound. Secure with soft,
i non-constricting kertex wrap.

- Review of the Wound Care Speclalist Evaluation, :

. dated 04/30/13, revealed wound size of 0.7 x 0.5

| x 0.1 om with findings that indicated }mprovement

! noted due to decreased necrotic tissue, :

. decreased drainage, decreased surface area,

" and increased granutation. The new treatment

: ordered was dry protective dressing, lodoform

- packing, skin prep with overlying zinc oxide to

" surrounding skin, Secure with soft,
nen-constricting kertex wrap.

F 309;
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: skin, secure with soft, non-constricting kertex
; wrap,

; 0.4 x 0.2 cm with wound progress noted as not

! a new treatment ordered of dry protective

numerous bacterfa including MRSA), skin prep
with overlying zinc oxlde to surrounding skin.
: Secure with soft, non-constricting keriex wrap.

0.3 x 0.2 cm with wound progress noted as

- now be seen by an ankle and foot surgeon,

- 0N 07/16/13 by the surgeon, revealed wound

. ordered.

. x0.2. Resident has an appointment with the
. surgeon on 08/27/13,

: Review of the Wound Care Speciallst Evaluation, :
| dated 05/14/13, revealed the wound size of 0.9 x
0.7 x 0.2 cm with wound progresslon noted not to -
. be tmproved. Cauterlzation of hypergranutation

. tlssue performed on left ankle to facilitate healing.
New treatment ordered of dry protective dressing,
sitver alginate packing, zinc oxtde to surrounding |

' Review of the Wound Care Spediatist Evatuation,
- dated 06/04/13, revealed the wound size of 0.7 x :

i linproved and a surgical pracedure of excisional
| debridement of muscle was needed. There was

¢ dresslng, santyl, hydrofere blue {effective agatnst |

Review of the Wound Care Specialist Evatuation,
dated 07/09/13, revealed the wound size of 0.4 x

: stable. The note aiso notad the resident was to

i Review of the Physician's Progress Note, wrltten
: measwed 0.4 x 0.3 x 0.3 cm. No new treatment
' Review of Resident #7's Nursing Note, written on

- 07/23/13 with no time given, written by the WCN :
"reveated the left ankle wound measured 0.3x 0.3
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F 309 Continued From page 10 . F309
i Review of Resident# 7's Nursing Nots, written on
. 08/27/13 with no time given, written by the WCN
| revealed the teft ankle wound measured 1.0 x 0.5 : :
: x 0.5 cm. ANew order for Aguacel (Dressing to } :
- facilitate heating) was received and an : i
{ appointment with the surgeon was made for ;
| 09/03/13, i

Review of Resldent #7°'s Nursing Note, written on
09/03/13 with no time given, written by the WCN
revealed Resident #7 left the facility for
appolitment with the surgeon and then was

: directly admitted to the hospital,

: Review of Resident #7's Hospitat History and
. Physical Note, performed by the Primary Care |
Physician (PCP), on 09/03/13 at 8:32 P, {
: revealed Resident #7 was admitted to the :
i hospital with admisston diagnoses of Left Lower
- Extremity Cellulitis with possible osteomyelltis, i
Review of the Brief History portion of the History :
and Physical revealed “..tlve wound has operned :
i up on his/her teft foot and that is not appropriataty ;
_taken care of", 3

! Interview with the Advanced Registerad Nurse

* Practitioner (ARNP). on 08/1 3713 at 11:55 AM,

 revealed due to past experience and medical

: history of Resident #7, she stated a wound couild ,

- change quickly and become worse. The ARNP : !
stated she felt the standard practice was to ! :

monitor a wound and contact the medical staff If it

i worsened,

Interview with Resident #7°s Primary Care
Physician (PCP), on 09/13/13 at 12:18 PM,

“ revealed the facility had a protocot in regards to

- monitoring new wounds and he expected the

- facllity to follow it. The PCP also stated he feit
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F 309 | Continued From page 11 I F309:
! the facitity should have been closely monitoring '
| Resident #7 due to medical history of paralysis, i : !
. soft muscle dystrophy, and PVD, ;
|
B H R :
|
H B i
FORM CMS-2587(02-99) Praviaus Verslons Obsolele . Evant ID:¢lWRt1 Facilly 1D: 103451 If contiruation shesl Page 124f12




