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Xyo | BUMMARY STATEMENT OF DEFICIENCIES Pl PROVIBER'S PLAN OF GORRECTICH s
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F 0001 INITIAL COMMENTS . Fo0o

" An Abbreviated Survey investigating
FKYEO0GZ2200, KY#00022146, KY#00022145 and .
 KY#RO0022151 was inifisfed on 08/29/14 and ’
“conctuded on 08710714, KYROD0Z2200 snd

| KY#00022146 were unsubstantisted with no

, deficiencies. KY#00022145 was unsubstantisted

L with a retated deficiency. KY#00022151 was i
| substartiated with deficiencies cited at @ Scope A :
~&nd Severity of 3 "G 5 F 157 i

F 157 | 483, 10(b} 11} NOTIFY OF CHANGES : F 157! ;
86=0G (INJURY/DECLINE/ROOM, ETC) E Igmmee:}iate Corrective Action F(}I‘

| Afacilty must immediately inform the resident. | Residents Found To Be Affected

| consult with the resident's physician; and #

“known, notify the resident's legal representative | .p Physician was notified by the
Lor an inferested family member when thers is an ; “' . N

 accident involving the resident which results in | ¢ Wound Care Nurse  (WCN) on
“injury and has the potential for requiring physiciarn | : August 28, 2014 relative to Resideht

 intervention: a significant change in the resident's | . P .
. physical, mental, or psychosocial status (e, a #1 with treatment orders received,

| deterioration in health, mental, or psychosocial © Assessment, notifications, treatment
| status in either life threatening conditions or ; J s
clinical complications); a need to after treatment orders, and care plan ey zs:_t;im

sigrificantly {i.e., a need to discontinue an ; . completed. !

; existing form of treztment due to adverse i

' consequences, of io commence g new formof  ° : . . Ly

| restment); or a decision to transfer or discharge | | Identification Of’ Other R931dax;§s
the resident from the facility as specified in . With The Potential to be Affected

| §483.12(2).

‘ f 1 C with Stasis Ul %r
| The facilty must also promptly notify the resident ¢ All Residents with Stasis LEC%.&

rand, if known, the resident's legal representative | - were assessed by the WCON J:}r;
or intere_sted family member Wh&r'l there is a2 i i August 28, 2014 with no ﬁl{iﬁ.@f
i change in room or roommate assignment as [ ; i :
| specied in §483.15(e}2): or 3 change in ; | 1ssues identified. :

' resident rights under Federal or State law or 2 ! i
| reguiations &s specifiedt in paragraph (B)(1) of j |

i ; H
DIRECFOR'S OR PROVIDER/SUIPBIHER REFRESENTATVES BIGNATURE TITLE X6y DATE
-y L (e
_ o LA S L5 TP EPEIIN e el

Smepfending with an astensk {*) dengtes a deficiency which the mettation may be exalsed fom comesting providing R is defeimindd that
other safeguérds provide sufficiant protection to the patients. (See instrugtions.) Except for nursing hames, the findings stated above are disclosabie 80 days
following the date of survey whather ar net a plan of correction is provided, For nursing homes, the shove findings and plany of corection are disclosable 14
days fallowing the date thase dosuments are made available to the facllity. If doficiencies are ¢ited, an approved plan of serraction is requisiie fo continued

pregram participation,

[r——— i,
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i~ ; , ‘ T
F 187, Continued From puge 1 F15% 100% resident skin audit was

" this section.

- Tre facility must record and periadically update

; the address and phona number of the resident's :
“legal representative or interastad farmity member.
I H

i z
This REQUIREMENT is net met as evidenced ‘
by :
i Based on observation, interview, recor review, |
, @nd review of faciity policy, it was determined the :
*facility failed to promptly notify the Physician
fwhen there was a significant change in the
; resident’s physica! siatus and a need to aller
treatment for ane (1) of thirteen (13) sampled
! residents (Resident #1). l
~On 07/03/14 Resident #1 was noted 1o have f
' edematous weeping legs with an open areacn
i the right lower extremity measuring three (3;
. centimeters (om) x 0.1 em on 07/03/14, and the 1
' Advanced Registered Nurse Practitioner {ARNP)
| was notified. Lasix (antidiuretic medication) was |
, ordered; however, the nurse who notified the
TARNP, did not ensure a treatment was ordersd
i for the wound. On 07/24/14 the resident was
“noted te have 2n open drea to tha tight shinand |
left great toe; however, there was no documented |
| evidence the Physician or ARNP was notified of
- the progression of skin breakdown in order to
| obstain 2 treztment order until 07/25/14, when ‘
 Vaseline Gauze was ordered % the open areas of ‘
 the lower extremities. The skin on the resident's '
 lower extremities continued to deteriorate and on |
LO7/33/14 the resident was nofed to have apen
| @reas to the right inner calf and the toy of the ;
"right foot On 08714714 the resident was noted to |
| have open blisters to the left foot and an open |
| area to the right foot and right leg. However, there

£

performed on September 19-23,
2014 by the Sigpawre Care
Consultant  (SCC), Director of
- Nursing (DON), Assistant DON
| (ADON),  Staff  Development
- Coordinator  (SDC), MDS Nurse
i (MDSN), WCN, PEvening Shift
{ Nurse Supervisor (ESNS), W eckend
| Nurse Supervisor (WNS) oF
Licensed Nurse. Any  issues
identified were assessed,

b

notifications  completed,  orders
received and care plans developed.!

Measures Taken Te Assure There
Wiil Not Be a Recurrence

¢ Licensed murses will be educated by

the SDC, DON, SCC, ADON,
MDSN, or WCN fiom September
©16-26, 2014 as well as during on-
| boarding for new staff beginning
| September 26, 2014 regarding the
facility policy of Change ;of
Condition, Notification, Wound
Measuring and weekly tracking.

FORM CMG-2587 102-08) Pravious Varsions Obsolals vt 0 WHLMI
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FROVDER'S PLAN OF CORRBOTION

- was no documented evidence the Physician was
i notified of the increased number of wounds and
. the continued deterioration of the wounds after E
L O7/25/14. On 0827714, the ARNP was notified of
I maggols in the {arge elongated wound on the
right calf, however, there was no documented
Fevidence the ARNP was notifisd of the the
s Increased number of wounds or the deterioration
' of the wounds until 08/28/14. Cbservation of a i
| skin assessment an 08/30/14 by the surveyer ‘
| revealed a total of 3ix (8) open zreas {0 the lower |
- exiremnities with two (2} of the larger areas on the
 right calf having eschar at the edges of the ‘
Cwounds, (Refer to F308)

+ The findings inciude:

| Review of the faciity's "Change in a Resident's

| Condition or Status” Palicy, revised 10/13, _

revealed the Nurse Supervisor/Charge Nurse will

: notify the resident's Attending Physician ar on-call i

. Physician when there has been; a significant

| change in the resident's

. physicallemotional/meritai condition, or 2 nead ta i

Lalter the resident's madical treatment,

{ :
Review of the medical record revealed the faciliy i

ladmitied Resident #1 on 07/02/10. Continued )

i review revealed diagnoses which included Non |

_Alzheimer's Dementia, Muscle Weakness,

! Degenerafive Joint Disaase, Afrial Fibrilletion

. Diabetes Melfitus. Review of the Quarterly

I Minimum Data Set (MDS) Assessment dated

; 07714114, revealed the facility assessed the

. resident as having 3 Brief Intervisw for Mental

« Status (BIMS) of a fiva (5) out of fifteen {18}

 indicating the resident was cognitively impaired.

" Further review revealed the facility assessed the

| residant as having no arierial or venous ulesrs,

yand

gy iy SUMMARY STATEMENT OF DEFICIENGIES (1%} i :
PREFIAL | (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFL (EACH CORRECTIVE ACTION SHOULD B | COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Tan | CHOSS-REFERENGED TO THE APPROPRIATE | DatTE
' . DEFDIERNG Y
157 Continued From: page 2 o FisT

¢ All condition changes including skin

' issues will be discussed at daily

- clinical meeting (M-F) with chari

" review to assure ah MD/APRN

' netification,  with asseﬁmentjs:,_
orders, treatments, Rexponsibfe
Party notifications completed and
care plans updated accordingly,

Monitoring Changes To Assure

Continuing Compliance :

f The At Risk Committee censistizﬁg
of a varying mix of DON, ADON,
Registered Dietician (RD), Dietary
Services Manager (DSM), WCN,
and Social Services Director (SSD),
will meet weekly to discuss rza;::h
patients skin issues as reported via
the daily clinical meeting and to be
assured that all assessments are
being  completed,  treatments
obtained, notifications and care pIan
18 initiated/reviewed/revised. :

E

i
i H
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DEFICIENGY)

- :
;
f i

F 15% Continued From page 3 F 15?‘1} Reports of the audits/reviews will be

prasented to the Quality Assurance

| Review of the monthly July 2014 Physician's ‘1 ; ‘ . i

| Orders, revealed orders for Ammania Lactate 12 | (QA) Committee monthly beg;nnn'fg

- % {twelve percent) lotion 1o the bilsteral upper t September 24, 2014 for review ard

| and lower extremities every other day, Hydrophor | . . . ;
Qintment to feet and legs daity, and ' follow up with the medical director

_ Dermaseptine Ontrment topically to affested Iountil at such  time consistent

arees as needed i | substantial compliance has beén

I'Review of the Weskly Skin Integrity Review i [ achieved as deternmined by the

| (WSIR), dated 07/03/14, revealed Resident#1 ; e 3

_had two (2) plus ederma and an open area 5 o COmIMIteE.

! measuring three {3) centimeters {em) x 0.1 cm i

y and the disgram on the WSIR revealed the area ;

, Was on the right shin. Date of Completion: 09-27-14

; Review of the Interdiscipiinary Progress Notes,
' dated 07/03/14 at 10:00 AM, revealed Resident |
| #1's bilateral fower extremities were edematous t i
-and weeping, the ARNF was notified, and & now
' dose of Lasix 40 milligrams {mg's) was orderad |
{and given. Review of the Physician's orders

dated 07/03/14 reveated orders for Lasix 40 mg
| “now". However, there was no indication the
; nurse had requested a treatment order,

| Further review of the WSIR dated 07/10/14 i |
revealed Resident #1's skin was dry ond there r
was two (2) plus edema and weseping. Raview of
: the WSIR dated 07/17/14, revealsd the residents i
“gkin was dry and the right lower extremity had

{ weaping and two (2] plus edema. Review of the
, Physician's Orders dated 07/17/14 revesled

| orders for Lasix 40 mg in the AM {moming), and
P20 mg &t 200 PM,

| Phone interview on 06/05/14 &t 11:05 AM, with :
- Licensed Practical Nurse (LPN) #18, who had | !
' signed as completing the WSIR's for 07/03/14, "

FLORM CMS-2887(02.93) Frevious Verslons Dhasiets Svent ID;:VVELAMY Fadliity I 100492
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BFE baTE

F 157 | Continued From page 4

P 07710114, and 07M17/14, revealed she had

; obtained the Physician's Qrdars for Lasix on

LQ7/17H4, due to the resident's lowar extremities

| being edematous with weeping fluid. She stated
she had notified the ARNP on 07/03/14 of the ,

| open ared on the resident’s leg and the edemato |

| 11e lower extremities, and the ARNP ordered

" Lasix and told her {o talk to the Woung Nurse

| about a treatment. Further interview revealed,

« she had asked the Wound Nurse o assess the

“leg for & treatment order; however, couid not

| recali if a treatment was ordered and was unsure |

; If the Wound Nurse had assessed the resident.

" Further interview revealed she could not

" remember what type of reatment was being

; performed for the resident's weeping legs during

that time period. Review of the Treatment f

| Adrainistration Record (TAR), dated July 2014, |
. revealed there was no treatment orders related to |
e weeping iegs and open area which were :
: noted on 07/03/14, and no indication the
 Physician/ARNP had been notified of the lack of

! reatment even though the resident had an open

| area identified on 07/03/14 and the legs were

" weeping fluid, )
f

|

. Review of the WSIR dated 07/24/14, revealed
" there was skin breakdown on Resident #1's right
I'ghin and left great toe. interview on 08/04/14 gt
- 9:47 AM, with Registerad Nurse (RN)
| #2/Assistant Director of Nursing (ADONYUnit
: Goordinator {UC) for the North Unit who
" compieted this skin assessment, confirmad these
| areas were open at the time she completed the
. skin assessment. She {urther stated she did not |
- call the Physician/ARNP for notification of the
| &reas of skin breakdown and request an order for -
‘treatment because she did not reslize these
[ areas ware naw and thought there was atready a |

F 1571
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(%3) DATE SURVEY

'treatment order in place. However, further review i
L of the TAR dated July 2014, and the Physician's '
. Orders dated July 2014 revealed there wes no
! treatment ordered for the open areas on the right

| shir and great toe at that time, :

- Review of the Interdisciplinary Progress Nete,
 dated 07/25/14 at 10:00 PM, and compieted by
“LPN #19, revealed Resident #1 had open areas

| o the right lower extremity and left great toe and

, New orders were received for Vaseling Gauze and |
' dressings to the arees daily and as nesded {pro).
! Phone interview with LPN #18 on 05/05/14 at '
. THO0 AM, revealed before 07/25/14, the resident ;
' just had orders for ¢creams and lotions to the ‘
i lower extremities for dry cracked skin; however,
_the day she obtained the trgatment order on ;
| 07/25/14 the resident had an open area to the left |
. greal toe, and open areas i the right $hin and '
 the laleral calf which were smail andg iooked like |
 the top layer of skin was ganhe. :

i

Furthar review of the WSIR dated 07/51/1 4,
| completed by LPN #17, revealed Resident #1 had |
“dropen area on the resident's right medial calf
L &nd top of the right foot and o decumentation
| addrassing the resident's left great tos.

i Review of the WSIR dated 08/14/14 completed

' by LPN #17, revealed the resident had open

| blisters to the left foot and also open areas to the ;
_fight foot and right [eg, The WSIR dated
1 08/14/14, stated treatment nurse notified, i
| Interview with LPN #17 on 09/04/14 at 12:00 PM, i
Teveaied the resident had an area on the right calf!
I and the top of the right foot which was ot j
- present on the pravious WSIR; however, she )
.‘ thought this aren was old. She further stated,
i according to what she could remembar and ;

¥

F 1571
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{looking at the WSIR for 08/14/14 the resident hae
; anarea 1o the left great toe and new areas o the "
left 3rd digit and 2nd a new arez to the top of the |
resident's left foot. She stated she called and
s informed the Wound Care Nurse because the
"aress to the left 3rd digit and the top of the
s resident's lef foot were naw. LEN #17 stated she |
1 assumed the Wound Nurse wauld call the
F"*hymuan for a treatment order. However, review |
i of the Imgrdisciplinary Progress Notes and i
; Physician Progress Notes revealed there was no )
dmumenteﬁ evidence the Fhysician was nofifisd !
| of these new areas of skin braakdown. i

Revz&w of the WSIR dated 08/21/14 completed

by LPN #18, revealed open aress to the right |
medfaé calf, right great ioe, and e foot, Further
" phone interview with LPN 218 on 09/05/14 &
| 1100 AM, revealed she was unabls to remember |
,;usi what the wounds locked like on that date:
' however, she thought there was 2 freatment
corder for the wounds,

| Review of the Nurse's Notes dated 08/27/14 at
2:00 PM, written by LPN #5, revealed the
! fessdems wound was found to have forgign
i matter in an open area, the wound was cleansed |
‘ ' with all foreign matter cleaned outand a i
i treatment was applied. Interview with LPN #5 on
. 08/28/M14 at 2:00 PM, revealed Resident #1
started having weeping in her leqs and about 5
| month ago deveiopad open areas to the lower
extremities. She stated when starting to remove
' the bandage on 08/27/14 she noted the residents
s wound on the right leg had white round foreign
“matter which would move and could have been
i maggots, although she had never seen maggots
before i

AND BLAN GF CORRESYIOMN IRENTIFICATHON NUMBER: A BLILDING
c
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(X5}

[In) | FROVIDER'S PLAN OF CORRECTION i
GOMPLETION

F 157 Continued From page 7
_Review of Resident #1's Non Pressure Skin
| Condition Resord, completed by the Wound
; Nurse, dated 08}28{ 14, revealed the following;
* Left Great Toe Metatarsal 1.4 em Length (Lyx 1.7 !
| cm Width (W)-partiz! I thickness, Right Lower
Extremity Calf Postericr measuring 13.5cm Lx & |
Lem w % 0.3 om depth-full thickness, serous
i drainage. and siough described as moist yellow
~or gray necrofic tissue, Right Great Toe jatera! |
| metatarsal 0.8 om Lx 1 e W- -partial thickress,
Right Proximal Lower Extramity 2 cm L x 1 om
- W-pariial thickness, serosanguincus exudate, i
| and sfough-mcist yellow or gray necrotic tissue,
. and Rignt Distal Lower Ext0 9 cm Lx 0.7 om
" W-partial thickness. Further review of the Non
t Pressure Skin Condition Record for each wound
revealed an sres marked Physician notified ‘
| 08/28/14.

' Dbservation of Resident #1's skin assessment
| performed by LPN #17 on 08/30/14 at 10:15 AM,
revealed tha resident had an open ared to the left |
‘ great loe medial base which measured 1.8 om L x
1.5 em W and the wound bed was beefy red: an
open area to the right great toe medial base
i which measured 1 cm x 008 em and the wound
' bed was red; an open area to the right shin with 2 |
! red wound bed with 2 yellow center which
measured 1.5 cm L x 1 om W, an open area on
! the lower shin which had a red woung bed and
P measured 0.5 om L x 0.6 om W, an open area fo
" the right medial/posterior calf which rmeasured 3
rem Lx 1.9 cm W with a red wourd bed and white
. middle surrounded by eschar; an area just below |
! the previous area to the right medialiposterior calf ;
i which mezsured 8 em L x 35 cm W x 0.4 om
depth with & red wound bed with yellow/green
| areas on the wound bied surrounded by eschar;
; and, an area on the right lower medlabposter;m

x40
PREFY | EACH DEFICIENCY MUST BE PRECERED BY FanL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LEC [DENTIFYING IKFORMATION) TAG CROSS-HEFERENCED TO YHE APBROPRIATE DATE
DEFICIENCY?
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F 1571 Continued From page 8
 calf which measured 5 om W x 7 cm L and
" appeared as scar lissue,

H

V12:15, and 09/09/14 at 6:50 PM, revealed she
| had initially sean Resident #1 late June or aarly

Interview, with the Wound Nurss on 08/30/14. at

L

July 2014, reiated to the iower exiremites having |
| weeping and edema. She stated she did not ‘
. document her observation and thought the nurses
“had a treatment in place. She further stated sha
- was not notified of any open areas or any wounds |
in fhe resident's lower extremities untit 08/27/14
' when she was told the resident had a

detericration in the wounds and also had
' maggols in one of the wounds as ghe wes
| walking out the door to go 1o class.

tinterview on 08/28/14 &t 2:50 PM and 09/05/14 at |
1111 AM, with the ARNP revealed she was ;
*nofified of the staff finding maggots in the ‘
i Resident #1's wound. She stated she was
“informed the resident had weeping in the lower
i exiremitios earlier this summer and the divretic
_had been increased; and she was in % assess :
-the wounds on 08/02/14, She siated the last time |
she had seen the resident's lower extremities
- they wers "nothing like now”. " was surprised the |
| wounds were that bad”. Continued interview '
revealed g gry drassing would have been i
' sufficient for weeping leas; however, staff needed )
 fo notify her of any change in status such az ;
deteriorating wounds or any new wounds. She
' stated she did not know at what point the wounds |
 worsened because she had not been notified. :
- Further interview revealed the staff was her eyes |
; @nd ears and she was not notified of the ’
' deterioration of the waunds or the numerous
| wounds yntil the resident had developed a large

1

vy

. elongated wound which was possibly necrotic
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F 157 ' Continued From page 9
| with maggots. She further stated she did not
«rnow If the Attending Physician was nofifiag; :
| however, there was no documentation o support
ithe Phys:man had been notified. Furthar rnfewzew i
revealed she would have ordered a wound
1 consult soconer had she been aware of the
conditic;n of the residents lawer extremities.

I
i

The residents Physician was out of tha courtry at)
Fthe time of the investigation and unavaiable for
an interview.

] Interview with the Director of Nursing (DON) on |
09/056/14 &t 11:20 AM, revealed the Physician was |
| to be notified of any new area of skin breakdown
 or any change in wound status. She stated at the |
' point & wound was Identified, or for any change i in
i @ wound, staff should have netified the
PhySrcrathRNP for a treatment order, Howswver, |

{ the BON indicated, by rewmwen;; the record for
Resldent #1, the Phys ician or ARNP was not kept |

Vinformed of :hls resident’s change in condition ’
_related o wounds.

F 280 | 483.20(d)(3), 483.10(k}(2) RIGHT TO
5% c; | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, uniess adjudged

| incompetent or stherwise found to be

, incapacitaled under the laws of the Stafe, to

| participate in planning care and treatment or

: chaﬁges in care and treatment. i

A comprehensive care plan must be developed
| within 7 days after the completion of the
comprehenssve assessment; prepared by an

| interdisciplinary team, that includes the atending
i physician, a registered nurse with responsibility
 for the resident, and ather appropriate steff in

L i

1

F 157,

F 280

F 280!
Immediate Corrective Action
Besidents Found To Be Affected

Fﬁr

r'

0 Physician was notified by the WC‘\E
on August 28, 2014 relative t:}
Resident #1 with treatment o rd?rs
received. Resident wounds were
added to the care plan and \aound
tracking log on same day. ‘
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i disciplines as determined by the resident's rigeds,
“and, to the extent practicable, e participation of
the resident, the resident's family or the regident's
legai representative; and perisdically reviewead
“and revised by a team of qualified persons after
leach assessment,

| This REQUIREMENT is not met as evidenced
by
© Based on observation, mremew racord review,

fecility failed to ensure the Comprenensive Plan
“of Care was revised for ane (1) of thirtsen (13)
| sampled residents (Resident #1).

' On (7/03/14 Resident #1 was noted to have
| edematous weeping legs with an open area on
. the right lower extremity measuring three (3)
i centimeters (em) x 0.1 ¢ on 07/03/14, and the
| Advanced Registered Nurse Practitionsr (ARNF)
‘was nolified. Lasix {antidivretic medicztion) was
E orderad; however, the nurse who notified the
ARNP did not ensure a treatment wes ordered
* for the wound, On 07/24/14 the resident was
; noted to have an apen area to the right ghin and ,
"left great toe; however, there was no docurmented |
| evidence the F’hyslman or ARNP was nofified of
. the pregression of skin braaicdown in order to '
! obtain a treatment order until 07/25/1 4, whan ;
| Vageline Gauze was ¢rdered o the open areas of : :
tne iower extremities. The skin on the regident's
! fower extremities cominued to deteriorate and on |
: 07/31/14 the resident was noted to have open
' areas fo e Hght inner calf and the top of the !
i right foot. On 08/14/14 the resident was roted fo

L

i and review of faciity policy, it was determined the

F 288ith The Potential to be Affected

ﬁmnficatwn of Oiher Keszdentg

¢ All Residents with Stasis Ulcers
were assessed by the WCN on
August 28, 2014 with no further
ssues identified. i

¢ 100% resident skin audit wﬁé&;

performed on  September 19-23.

2014 by the SCC, DON, ADON,

- SDC, MDSN, ESNS, WNS, WCN

| or licensed nurse.  Any issues
identified were assessed,
interventions and orders obtained,
notification, and  care plan
developed.

Measures Taken To Assure There

W:Il Not Be a Recurrence -

¢ Licensed nurses will be educated bx
the SDC, DON, SCC, ADON,
MDSN, ESNS, WNS or WCN from
September 16-26, 2014, as wellfas
during on-boarding for new steff
beginning September 26, 2GI4
regarding the facility policy ?of
Change of Condition, assessments,

FORM CMS-2567(02-90) Previoug Vesslons Osolets Evant 10:WELMTS
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F 280 Continued From page 11 o Fago
| h&ve open blisters to the left foot and an opan
area to the right foot and right leg, However, there i
[ was no documented evidence the Physician was |
. netified of the increased number of weunds and :
' the continued deterioration of the wounds after
| 07/25/14. On 08/27/14, the ARNP was notified of
, Mmaggots in the large elongated wound on the ) |
Iright calf; however, there was no dosumented ! :
. evidence the ARNP was nofifind of the the |
| increased number of wounds or the deterioration ) :
| of the wounds until 08/28/14. Observation ofa | 1

skin assassment on 08/30/14 by the BUIVEYOr

revezled a total of six (8) open areas o the lower |
j extremities with two {2) of the larger sreas on the
" right calf having eschar at the edges of the 1 i
fwounds, Although this resident had multigle : )
. Ulcers to the lower extremities, and the uleers 4
“were continuing to deteriorate, there was no
i documented evidence the facility evaluated and

raviged the Care Plan as the resident's status :
Fchangad related to the development of venous :
 ulcers to the lower extremities. (Refar to F308) ?

L The findings include:

| Review of the facilily "Care : ‘e
Plans-Comprehensive", revised October 2010, | :
revealed Assessments of residents were ongaing - é
_and care plans were ravised as information about ' ‘

| the resigent and the resident's conditon changed. |

. Further review revesled the Care ) ;
“Planning/Interdisciplinary Team was responsible |

i for the review and updating of care plars when i
there was a significant change in the residents | &

I condition, when the desired outcome was not | f

_met, and st least guarterly. , i
i I ‘-

Review of the clinical record revezled the facility |
" admitted Resident #1 on 07/02/10. Further review |

notifications, treatments, and care
plans. 4

All residents with new skin issues
will be reviewed at daily clinical
meeting M-F to be assured that car;e
plans are initiated/reviewed and
revised as needed fe match current
interventions as per orders. WNS
will assure care plans  are
updated/revised on weekends.

Weekly wound rounds will {;e
performed by a varying mix( if not
all) of DON, ADON, .Licretzséd
Nurse, WCN, SRNA, Dietician,
DSM and SSD to assure current
interventions matck care plan.

The At Risk Corpmuttee consisti_ﬁg
of a varying mix of DON, ADON,
RD, DSM, WCN, 88D, will reviﬁéw
care plans weekly for at sk
residents with skin issues ‘as
reported via the daily clini:éraf
meeting for any furt!ﬁer

b

review/revision.
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F 280 Continued From page 12
'revealed diagnoses including Non Alzheimears |
¢ Dementia, Muscie Weakness, Degenerative Joint j
. Diskase, Atrial Fibriftation, and Dizbetes Mellitus.
" Review of the Quarterly Minimum Data Set ’
I (MDS) Assessment dated 07/14/14, revealed the |
facilty assessed the resident as having a Brief
Intarview for Mental Status (BIMS) of & five (5)
i out of fifteen (18) which indicated cognitive ;
impairment. Continued review revealed the
Hacility 2ssessed the resident as having no srierial

i OF venous ulcers,

i

i
!

" Review of the Cormprehensive Plan of Care with
i @n onset date of 11/14/%%, revealed Resident #1
“was at risk for developing skin breakdown and
| hiad a history of pressure related aress. The goal |
: stated the resident would have intect skin, free of
tedness, blisters, or discoloration over a bony
{ prominence through next review. There was
| severai approaches iisted including a notation
under the approaches, undated, which stated the |
! resident had an open arez to the right lower '
extremity and the left great toe, However, the
“care plan did not address this resident's actus!
Lvenous uicers ta the lower extramities with
specific individualized interventions in an atternpt
Ho hea! the venous ulcers, and Kesp further uloers |
 fram develaping, Also, there was no docurrented
“evidence the Care Plan had been reviawed gnd |
| evaluated despite the non healing wounds and
: despite the development of new wourks.

( Review of the WSIR, dated 07/03/14, revesled
. Resident #1 bad twe (2) plus edema and an open
" ares measuring three (3) centimaters (em) x 0.1 |
i ¢rm and the diagram on the WEIR revealad the

~wrea was on the right shin, ‘
| Review of the Interdisciplinary Progress Notes |
i dated 07/03/14 at 10:00 AM, revealed the :

(X‘!} 1 ‘ BUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PPLAN OF SORRECTION ) (X
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE o COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CRUSS-REFERENCED TO THE APPROPRIATE TATE
LEFICIENGY)
' F2eo!

Monitering Changes To Assure
Continuing Compliance ;

*

Reports of the audits/reviews will be
presented to the QA Commitice
monthly begirning September 24,
2014 for review and follow up with
the medical director until at such
| time congsistent substantial
| compliance has been achieved as
determined by the committee.

Date of Completion: 09-27-14

E
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F 2801 Continued From page 13 . P80
| resident's bilateral lower extramities wers
, edematous and weeping, the ARNP was notified, |
'and a now dose of Lasix (diuretic medication)
i forly miligrams (40 mg's) was ordered ang
~administered.

, Gantinued review of the WSIR dated 07/10/14 ‘ .
revealed Resident #1's skin was dry and there | i
| was two (2) plus ¢derma and weeping. and the ’
 WEIR dated 07/17/14. revealed the residents skin
“was dry and the right lower extremity had

P wesping and two (2) plus edema. Further review ;

. of Physician's Orders dated 07/17/14 revealed ) = )
' orders were obtained for Lasix 40 mgs in the AN | ' 5
| (moming), and 20 mgs at 2:00 PM. There was ;

_notation on the care plan, which stated Lasix 40

- mg po riow 07/03/14, and Lasix per order

1 07117714, However, there was no documented

“evidence the Care Plan was revised relatad o the

‘actual new area of skin braskdown which was |

 identifizd on 07/03/14., or updated refated to the ;

"actual edematous and waaping lower extramities.

 Review of the WSIR dated 07/24/14, reveales
' there was skin breakdown on Resident #1's right

; shin and ieft great toe and interview with !

' Registerad Nurse (RN) #2/Assistant Director of

i Nursing/Unit Coordinator for the North Unitwha :
“completed this skin assessment verified these ‘
! areas were open when she assessed the
 resident's skin, She stated she did not realize

* these were new areas that required care plan

i revision and she did not check the care plen af
 the time of the assessment to see if it neaded to
i be revised.

' Review of the Interdisciplinary Progress Note, "‘ X
| dated 07/25/14 at 10:00 PM, and completed by j !
. LPN #19, revesled Resident #1 had open areas

Evenit 1D WELMTY
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F 280, Continued From page 14
to the right lower extremity and left great toe and
! new orders were receivad for Vaseline Gauze and ;
| dressings {0 the areas dally and as needed (pm). ;
" There was a notation, undated, on the Care Plan |
. under approaches which stated the resident had
. @nopen area {o the right lower extremity and to
the left great foe and treatmernt per order.
'Further review of the WSIR dated 07/31/14 and
{ completed by LPN#17, revealed there was an
| open area with a diagrem indicating areas on the |
right medial calf and top of the right foot;
{ howsver, there was no documentation address:r*q
, the regidents left great toe. Review of the WSIR !
“dated 08/14/14 compieted by LPN #17, revesled
| the resident had open blisters to the le® foot and
. open areas to the right foot and right leg. The
| diagram indicated thare was an old area of skin
i breakdown on the right medial ealf and and an
~area on the top of the right foot and also new
| areas to the left foot. However, there was no
. documented evidence the Care Plan was revised |
i relafed b the new aréas of skin breakdowr.

Rewew of the WSIR dafed 08/21/14 complated
by LPN #18, ravealed Residert #1 had open
areas to the nghl medial calf, right great toe, and
| Ieft foot. ‘

Rewew of the Nurse's Notes dated 08/27/14 at

| 2:00 PM, written by LPN #5, revesled Resident
| #1's wound was noted to heve forgign matter in
‘an open area, the wound was cleansed with all
foreign matter cleanad out and a treatment was
 applied. Interview with LPN #5 on 08729114 &t |
1200 PM, revealed the resident started having i
; weaping in the lower extremities znd sbout a
“month ago developed open aress fo the lower [
| exdremities. She stated on 08/27/14 she noted
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the resident's wound on the right leg had white
[ round foreign matter which would rnove about
. and could have been maggots.

| Review of the Non Pressure Skin Conditian
Record for Resident #1, compieted by the Wound
| Nurse, dated 08/28/14 reveaind the following skin
; assegament; Left Great Toe Metatarsal 1.4 em
“Length (1) x 1.7 cm Width (Wi-partial thickness,
| Right Lower Extremity Calf Posterior messuring
135 em L x & om W x 0.3 cm depth-fill [
i thickness, serous drainage, and slough described .
| @5 moist yellow or gray necrotic tissue, Right
Great Toe lateral metatarsal 0.8 em Lx 1 om
! W-partial thickness, Right Proximal Lower
. Extremity 2 e L x 1 ¢m W-partial ‘thickness,
! serosanguinous exudate, and siough-maist
| yellow or gray necrotic tissue, Right Distal Lower
| CExt0.8 em L x 0.7 em Wepartial thickness. :

!

. Observation of Resident #1's skin assessment |

performed by LPN #17 on 08/30/14 at 10:15 AM,

s reveaiad the resident had an open area to the lefs -

. Great loe medial base which measured 1.5 ¢m L x|

| 1.5 om W and the wound bed was beefy red; an

. open area to the right great foe medial base

‘which measwred 1 cm x 0.9 cm and the wound

| bed was red; an open area fo the right shin with a
' red wound bed with a yellow center whick ?

r measured 1.5 cm L x 1 em VW, an open area on
the iower shin which had a red wound bed and

r measured 0.8 om L x 06 om W, an open area o ;
. the right medial/posterior calf wmch measured 3
fem Lx 1.8 om W with 2 red wound bad and white | i

i middle surrounded by escher; an area just below
“the previous ares to the right medial/zosterior calf |

{ which measuredBom Lx 35 em Wy 04 em !
. depth with @ red wound bed with yaliow/green '

| areas on the wound bed surrounded by eschar;

£

F 280

i
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. &nd, an area on the right lower medialiposterior |
| calf which measured § om W x 7 om L and

: appedred as soar tissue,

Interview, with the Wound Nurse on 08/30/14 at i
- 12:15, and 09/09/14 at 6:50 PM, revegled she '
'had seen Resident #1 in late June or early July
| 2014, related to the [ower extremities having
_weeping and edema. Further interview with the
 Wound Nurse revealed she assessed the wounds |
» an the resident's lower extramities on 0872814
and was "surprivsed” to see five (5) open areas to ‘
- the lower extremities which she would classify as |
; vascular uleers (she stated she measured three
*(3) uleers as one (1) on the right posteriar calf),
i and the regident also had ulcers on the left and
fight great toe and right lower extremity posterior
| and antarior areas. Further interview revealed
; @ny nurse could revise the care plan, but she wes |
regponsible for revising the care plans for the
| wounds which she was tracking. She stated
“there was no care plan in place to indicate this
i resident had aciual stasis uleers, and she
. completed a care plan when she becarne aware

' of the rasident's wounds.

i

i

|
‘Interview, on 08/30/14 at 10:15 AM, LEN £17 !

| stated she knaw any nurse could update the care |
plan but she thought the Wound Care Nurse was
| following this resident and she would have ‘
. révised the care plan.

linterview, on 08/29/14 at 2100 PM, with LPN #5 |
“revealed she was aware any nurse could revise

i the care plan but she failed to look at the care

- blan w see if it required revision and she thought
| the Wound Care Nurse was revising the care
| plans when there were new open areas identified, |

f
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F 280 Continued From page 17 ! Fza0

| interview on 08/28/14 at 2:50 PM and 09/05/14 at ?

| 1111 AM, with the ARNP revealed she was '

I aware Resident #1 had weaping in the lower
| extremiting earlier this summer and the divretic
~had been increased; however, she assessed the ‘
' wounds on 09/02/14 and the previous time she | ‘
 had seen the residents lower extremitiag they !
. were "nothing like row”. “l was surprised the
wounds wers that bed”, ;

lntemew on 08/09/14 at 3:00 PV with the MDS |

| Nurse on the North Un#t, revesled she had
j completed the resident’s lagt MDS on 07/14/14 i
a?zd the resident had no ukcers and just dry skin fo| )
! the lower extremities at that time. She stated she !
| obtained information for the MDS fom the skin ]
" assessments which the Wound Nurse completed | :

' and also observed resident's skin during the :
; assessment pariod, She further stated she
| revised care plans for the Admission, Quarterly, I
- Yearly, and Significant Changs MDS's and the
floor nurses were to update the care plans
between assessments. Continued interview

i revealed the wound care plans were to be ) i
; completed by the Wound Nurse because ghe i '
tracked the wounds, However, she stated in July

12014, she was still respsns&b e for updating the
care plans from Physician's Ordars and she or
* the Wound Nurse should have ensured the Care ,

i Plan was revised relatad to the venous uicers
“when new Physician's Orders were received

| resiasted to the edematous waeping legs and the

| treatrment for Vaseline Gaurze to the sress.

Hinterview with the Director of Nursing (DON3 on ;
, C9/05/14 at 11:20 AM, revealed there was no i i
 Care Plan in place o addresg this resident's '

ractual stasis ulcers and risk factors with

individualized interventions relatad to the venous
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$5=G ' HIGHEST WELL BEING
|

- Each resident must receive and the facility must
provide the nacessary ¢are and sarvices to attain |
| or meintain the highest practicabls physical, ‘
i mental, and psychosocial well-being, in
accordance with the comprehensive assessment
fand plan of care, 5

| s
; i

' This REQUIREMENT is not met as evidenced |

1 by

~ Based on observation, interview, record review,

L and review of facility's policy, it was determined

; the faciity faited to provids the NECessary care
and sesvices to altain or maintain the highesgt

| practicable physical, mental, and psychosocial

- well-being for one (1) of four (4) sampled

' residents who was diagnosed with stasis vicers

 (Resident #1), out of 5 total sample of thirteen

({13} residents.

i

; On 07/03/14 Resident #1 was noted to have

' edematous weeping legs with an cpen area on

| the right lower extremity measuring three {3
 centimeters (o} x 0.9 cm on 07/03414, and the
' Advanced Registered Nurse Practitioner {ARNP}
- was notified. Lasix (anfidiuretic medication} was |
"ordered; howaver, the nurse who nofified the

| ARNP, did not ensure a treatment was ordered

AND ALAN OF QORRECTION IDENTIFICATION NUMBER: | A BUILDING COMPLETED
c
| 185448 B WING B9M10/2014
| NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, 2P CORE
3576 PIMLICO PARKWAY
BLUEGRASS CARE & REHABILITATION CENTER
LEXINGTON, KY 40547
oD SUMMARY STATEMENT GF DEFIGIENCIES o PROVIDER'S PLAN OF SORREGTION D o
PREFIX (EACH DEFICIENCY MUST 88 PRECEDED By FULL PREFIX | (EACH CORREGTAVE ACTION SHAULD BE | COMPLETION
TRG © REGULATORY OR LSC IDENTIFYING INFORMATION: TAs CROSS-REFERENDED TG THE APPROPRIATE | DATE
DEFICENGY) .
| ‘
F 280 Confinued Fram page 18 : Fago’ <
! ulcers until the Wound Nurse compieted a care ; :
| plan on 08/28/14. The DON stated, usually the |
. Wound Nurse revised the wound cere Mans, but
“other staff including the foor nurses or MDS : /
‘nurses could also revise the care plans. ‘F 309
F 308, 483.25 PROVIDE CARE/SERVICER FOR F 309,

Immediate Corrective Action For
i Residents Found To Be Affected

. Physician was notified by the WCN
on August 28, 2014 relative' to
Resident #Iwith treatment orders
recelved, Assessment, notifications,
treatment orders, and care f)ian.
revision completed. ;

Identification of Other Residents
i With The Potential to be Affected

¢ All Residents with Stasis Ulcers
were assessed by the WCNf on
August 28, 2014 with no fui‘ther

issues identified.

©o4 100% resident skin  audit Swas
' performed on  September 19-23,
' 2014 by the SCC, DON, ADON,
| SDC, MDSN, ESNS, WNS, WCN

or licensed nurse. Any i3sues

i

FORM Gr&-2587(02-99) Previous Varsishs Cbsalete Evant {0 WALM1Y

Fapifity i) 160452 If continuation sheet Page 19 of 53



UEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERE FOR MEDICARE & MEDICAID SERVICES

A
LLi i

FRINTED: 0972472014
FORM AFPROVED
OME NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPSLIER/CLIA

{X2) MULTIPLE CONSTRUCTION (X3} DATE SUBVEY

the progression of skin breakdown in order to

- obtain & treatment order until 07/25/14, when &
, Vaseline Gauze was orderad o the open areas of |
' the lower extremities. The skin on the resident's

i lower extremities continued to deteriorate and on

07731414 the resident was noted to have opean '

! greas o fhe right inner calf and tha top of the

| right foot. On 08/14/14 the resident was noted to i

" have apen blistars to the left foot and an open

| area to the right foot and right lag. However, there |

| Was no documented evidence the Physician was

' notified of the increased number of wounds and

| the continued deterioration of the wounds after

07125114, On 08/27/14, the ARNP was notified of :

! maggots in the large eiongated wound on the

| right calf, however, there was no documented
evidence the ARNP was notified of the the :

inereased number of wounds or the deterioration |

, of the wounds until 08/28/14. Observation of 5

 skin assessment on 08/30/14 by the sSurveyor

; reveaied a tetal of i (8) open areas 1o the lower

"extremities with two (2) of the larger areas on the |

i right calf having eschar at the edges of the
walnds. Although this resident had multiple

 blcers to the lower extremities, and the lcers

; were tontinuing fo deterigrate. there wae no

| dacumented evidence the facility evaluated and

- revised the Care Plan as the resident's status

. Ghanged related to the development of venous

i ulcers to the lower extremities. (Refer to F1 57,

; F280)

i

i The findings include;
!

| Review of the facility's "Pressure Weers/Skin

L

AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A BUILDING | COMPLETED
; c
185446 B WiNG 08/1012014
NAME OF PROVIIER OR SUPPLIER BYREET ADORESS, CITY, ETATE, ZIP CODE
3876 PIMLICC PARKWAY
BLUEGRASS CARE & REHABILITATION CENTER )
LEXINGTON, KY 40517
xaylg | SUMMART STATEMENT OF DEFICIENCIES i : PROVIDER'S PLAN OF GORRECTION %5
PREFIX (BAGH DEFICIENCY MUSY 88 PRECEDED BY FLLL PREFIX {EACH CORRECTIVE ASTION BHOULD B COMPLETION
TAG REGULAYGRY OR LEC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED T THEAPFROPRIATE | CATE
DERICIERCY)
: :
F 3091 Continued From page 19 Fapy  identified were assessed,
 for the wgund. On U7/24714 the resident was T interventions and orders obtained,
. hofed to have an open ares o the right shin and . .
left areat toe; however, there was no documented : notification, and care P 1311
; evidence the Physician or ARNP was notified of developed. i

f i
iMeasures Taken To Assure Th;ere
. Will Not Be a Recurrence ‘

: + Licensed nurses will be educated‘by

- the SDC, DON, SCC, ADON,
MDSN, or WCN from September
16-26, 2014 as well as during on-
boarding for new staff beginning
September 26, 2014 regarding ithe
facility policy of Change | of
Condition, Notification,  Wound
Measuring and weekly tracking.

i Monitoring Changes To Asgﬁure
. Continuing Compliance ;

¢ The At Risk Committee consisting
i of a varying mix of DON, ADON,
! RD, DSM, WCN, 88D, will review
| wound measurements, assessments,
notifications, treatments, and lcare

plan reviews and revisions weekly as
i

FORM CMS-2587(02-09) Previcus Vergsians Obsalate Bvant D Welnins
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F 309’ Continued From page 20 ' Faos'  reported via the daily clinical

| Breakdown-Clinical Protacol” Policy, revised

- 10/2013, revealed the physician wouls sssist siaff

“to determine eticlogy (for example, arerial or
 stasis uleer) and characteristics (necrotio tissue,
- status of wound bed) of the skin alferation.
' Further review revealed the Physician wotkd
| authorize pertinent arders related to wound
freatments, including wound cleansing ard
' debriding approaches, dressings, and
| applications of topical agents i indicated for type |

. of skin alleration. Centinued review revealed the ;

Physician would evaluate and document the
progress of wound healing and would help staff
| review and modify the care plan especially when
wounds were riot hsaling as anticingied or new
- wounds daveloped despite existing interventions.
 Interview with the Director of Nursing on 08/05/14
at 11:20 AM, revealed this was the pa! cy which
| was to be used for Pressure Ulcers ag well Stasns

| Ulcers,

Review of the medical record revealed the facility !

admitted Regident #1 on 07/02/10, Further review |
revealed diaghoses which includad Non
| Alzheimer's Demenﬁa Muscle Weakness,
; Degenerative Joint Disease, and Atrial Fibrillation, |
| and Diabates Mel litus. Review of the Quar‘erfy
! Mindrmurn Diata Set (MEXS) Assessment date
07714714, reveated the faciity assessed ?h& i
| resident as having & Brief Interview for Menta
. Status (BIVIS) of & five (8) out of fifteen (15}
mdmtmg cognitive impairment. Further review
‘revealad the faciity assessed the resident as
, Fequinng extensive assist of two (2) siaff for bed
| moil Hy and transfers, and limited assist of one
C (1) staff for ambulation. {sontinued review
revealed the facility assessed the resident 23
¢ havirg no artertal or venous uicers,

1

‘

skin Issues will be discussed at daily
i clinical meeting (M-F) with chart

meeting.  This will be reviewed
against the weekly wound rounds
information fo assure appropriate
interventions are in place. '

All condition changes as identified
' via physician orders, 24 hour report
" or daily assessments performed
mcluding  skin  issues  will be
discussed at daily clinical meeting to
assure all assessments, treatments,
notifications and care plans have
been completed and reviewed ;and
revised as needed. WNS will as.iure
care plans are zxpdatecifrewsed on
weekends.

All condition changes inc!uﬁing

review to assure aif MB/A}’RN

noftification,  with a$sessm}:znrs,
orders, treatments, Responsible

Party nofifications completed f and
care plans updated accordingly.

i

Evert 1D WaLat

Faciity 10: 100263
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F 309 Continued From page 21 F 308! |
| Review of the Comprehensive Plan of Care dateq ' ] -
: 1114111, revealed Resident #1 was af risk for | Y Weekly wound rounds will be
* developing skin breakdown and had 2 Rigtory of f , el if mot
' pressure related areas. The goal stated the ‘ | performed by a varying mix( if no
i' resident would have intact skin through next 5‘ all) of DON, ADON, Licensed

review. There was & notation, thet was undated, . ar . N
; which stated the resident hadt an open aresa to the | . Nurse, WCN, SRNA4, Dietician,
 fight lower extremity and the left greattosang | DSM and SSD to assure current
| treatment per order, ; I .
Eemem per erde ! interventions maich care plan.
' Reviaw of the monthiy July 1, 2014, Physician’s . o
i Orders revealed orders for Ammonia Lactate 12 | ‘4 Reportz of the audits/reviews will be
. % (twelve percent) lotion fo bilateral upperand | | . -f
lower extremities every other dey, Hydrophar | ' presented m‘ @e QA Commgt&:e
| Qintment to feat and Jegs daily, and ' monthly beginning September 24,
 Dermaseptine Ointment, ; | 2014 for review and follow up with
| Review of the WSIR, dated 07/03/14, revealed - i the medical director until at such
Resident #1 had two (2) plus sdema and an open | ; ; : L
) X - ; : : substantia
P arga measuring three (3) centimeters {fcrmx 01 : tme ) consistent . i an 1
| em &nd the diagrem on the WSIR revealed the | + compliance has been achieved, as
area was on the right shin. . determined by the committee.

| i
Review of the Interdisciplinary Progress Notes, : i

' dated 07/03/14 at 10.00 AM, revealed the ' :

| fesident’s bilateral lower extremities were e | ‘ ;

- edematous and weeping, the ARNP was noti ied, . Y 302714

iand a now’ (one time) dose of Lasix 40 | Date of Completion: 09 2714

. milligrams (mg) was ordered and administered, i ;

- Review of the Physician's orders dated 07/03/14

- fevediled orders for Lasix 40 mg now; however,

| there was no orders for freatment to the area.

| Further review of the WSIR dated 07/10/14

| revealed the resident's skin was dry and there :
; was two {2) plus edema and weeping. The WSIR §
P dated 07/17/14, revealed the resident's skin was ‘
: dry and the right lower extremity had weeping and
L two (2) plus edema. Further review of Physician's | ;
FORM CMS-2567(52-50) Previpss Vertions Obolste Event i waLkatt Faciity It); tonaaz i esitinustion shest Page 22 of 53
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F 302 ' Continued From page 22

| 40 mgs in the AM, and 20 mgs at 2:00 PM.

| Physician's Orders for Lasix an 07/1 7/14,

| the lower extremities, and the ARNP ordered
Lasix and instructed her fo taik to the Wound

when she cormpleted the skin agsegsments:
“she obtained an order for increased Lasix on
0771714, She further steted she could not

. remember what type of reatment was being

i that time pariod. Review of the Treatment

the weeping legs and open areas which wers
| noted on G7/03/14,

WE%&FJIFSQ and edgma. She stated she did not

| Qrders dated 07/17/14 revealed orders for Lasix

| Fhione interview on 09/05/14 at 11:05 AM, with
Licensed Practical Nurse (LPN) #18. who had
| signed as completing the WSIR's for 07/03/14,
07/10/14, and O7H7/14, and had obtained the

i revesled she had noted the resident had edema
to the iower extremities and the resident's legs
| were weeping fluid. She stated she had called
 the ARNP on 07/03/14 and informed her of the
" open area on the resident's leg and the edema to

| Nurse about 2 treatment. She further stated she ‘
; had asked the Wound Nurse to assess Resident |
'#1's leg Tor a freatment order; howaver, could not .
 recall if & treatment was ordered and was unsure
if the Wound Nurse had assessed the resident. |
. LPN #18 stated she could not recall if the resident,
| stifl fad &n open area on 07110714 and 07/47/14 |

; howevar, the resident’s legs were edamatous and

' performed for the resident's weeping legs during

- Admimsiration Record (TAR), deted July 2014,
| revealed there was no treatment orders relatm to |

| interviaw, with the Wound Murse on 08/30/14 at
L1218 PM, and 09/09/14 af 6:50 PM, ravealed she |
had initially seen the resident fate June or early
July 2014, relafed to the lower extramities having |

]

i
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F 302 Continued From page 23
. maxe a note and thought the nurses had a

' the [ower exdremities unt! (872721 4.

! Review of & Physician's Note dated 07/18/14,

| shethe refused to let staff dress,

- the resident's right shin and left great toe and
| interview with Registered Nurse (RN)

 for the Nortih Unit who completed this skin

“ the time she compleisd the assessment, She

. was already an order in place. Continued
interview revealed she was only assessing the
; resident's skin due to the facility doing a skin
sweap and was not familiar with {he resident's

“removed Kerlix from the resiklent's bilatera!
_the treztment was for Skin Repair to the legs,
bilaterally. Howsver, further raview of the TAR

| dated July 2014, and the Physician's Orders

, Gredt tos at that time,

Hreatment in place. She further stated she was
. not notified of any open areas or any changes in

| written by the Attending Physician, revealed the
resident had weeping lower extremity areas that

' Review of the WSIR dated 07/24/14, revealed a
( diagram indicating there was skin breakdowr on

y dssessmant, confirmad these areas were apen at
i stated these were not pressure uicers so she did

_not measure and describe the wounds; however,
!in hindsight felt she shioyld have measured the

- wounds. She further stated she did not oall the :
| Physicizn for an order because she thought there

i wounds at the time, She further stated she had

favoiding the open areas, and Kerlix 1o the iegs

i Review of the Interdisciplinary Progress Note for

. #2Assistant Director of Nursing/Unit Coordinator |

'
1

P extremities before assessing the skin and thought |

1

; dated July 2014 revealed there was no treatment |
: in place for the open areas on the fight shin and

F 308,
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| Resident #1, dated 07/25/14 st 10:00 PM, and
compieted by LPN #18, revealed the resident had | |

I open areas 1o the right lower extremity snd feft : i
. great 08 and new orders were received for ! .
' Vaseline Gauze and dressings fo the areas daily

1 and as needed (prm), However, there was no
' documented evidence of messurement or

| description of the sreas. Review of the
Physicien’s Orders, dated 07/2512, revealed
 orders to cleanse the open area to the right lower ;
- extremity with Normal Saline and pat dry, and

! apply Vaseline Gauze wrap witft Kerlix and caver
- with Ace Wrap every day and prm. Further review ‘
revealed orders to cleanse the open arez o the |
left great toe with Normal Saline, pat dry, and i
“apply Vaseline Gauze and dry dressmg gyvery day ’

- and pra. i

| Phone interview with LPN #15 on 09/05/14 st
_11:00 AM, revealed before 0712514, the resident
! just had orders for creams and lotions to the
lower extremities for dry cracked skin; howsaver,
' the day she obtained the treatment order on
- 07/25/14 the resident had an open ares to the feft |
| great toe, and open areas to the right shinang
the lateral caif which were small and looked like
| the top layer of skin was gone. She stated she
did not knaw why she did not measure the BIBGS,
J but should have measured them, : 1

| Further review of the WSIR dated 07/31/14 ang : \
. completed by LPN #17, revealed there was an :
| open area with a dsagram Indicating aress on the |
_right medis! ¢alf and top of right foot and ne :
| documentation addressing Residant #1's le%
. great toe. Review of the WSIR dated 08/14/14
! completed by LPN #17, revealed the resident had |
. Open blisters fo the feff foot and opan aress to the ;
Fright foot and right leg. The diagram indiceted

!

(%) 10 SUMMARY STATEMENT OF BEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
PREFIX | (EAGH DEFICIENGY MUST BE PRECEDED BY FLILL PREF (EACH CORRECTIVE ACTION SHOULD BE
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{ i'
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' there was an old area of skin breskdown on the

- right foot and new areas to the left foot. The
- WSIR dated 08/14/14, stated treatment nurse
! notified.

"revealed by looking 2t the WSIR for 07/34/1 4, the
resident had an area on the right calf and the top
; ©f the right foot which was not present on the

_ previous WEIR, however, she thought these
tareas were old. She further stated, according to

| what she could remember end looking at the

, WEIR for 08/14/14 the resident had an area to

' the left great toe and new areas fo the left 3rg
 digit and a new area to the top of the residant's

. Care Nurse because the areas on the left 3rd
“digit and the top of the resident's left foot were

; bew. Continued interview revealed she assumed
- the Wound Nurse would call the Paysician for s

- treatment order and also assumed the Wound

: Nurse was measuring and describing this

. resident's wournds weekly. LPN #17 stated she

| 1o be measured and described weekly and the
. Phiysician was to be notified of any new areas of

! recerd including Interdisciplinary Progress Notes

' no documented evidence the Physician was
| notified of these new areas of skin breskdown.

Review of Resident #1's WSIR dated 08/24/14,
[ complefec by LPN #18, raveaied a diagram

' great toe, and left foot; however, no
| measurements were noted. Further phone
; interview with LPN #18 on 09/05/14 at 11:00 AM,

| H
| Irterview with LPN #17 on 09/04/14 at 12:00 P,

: left foot, and she called and imformed the Weund

" used to be wound certified and stasis uicers were

 skin breakdown. However, review of the medica!

- and Physician Progress Notes revealed there was |

| fight medial calf and and an area on the top of the

1

i indicating cpen areas to the right medial calf, right ‘{
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AND PLAN OF CORRECTION IDENTIFICATION NUMBSR * A BULLDING COMPLEYED
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F 309} Continued From page 26
 revealed she was unable to remember just what
“the wounds looked fike on that date; however,
- she thought there was a treatment already in
. place for the wounds and thought the Waund
! Nurse was following Resident #1 for
, measurements. i

Review of the Nurse's Noles dated 08/27M14 =t
| 2:00 PM, wiitten by LPN #5, revealed the !
| resident's wound was found to have foreign
matter in an open area, wound cleansed with all
{ forgign matter cleansd out and trestment applied. |
: Further review, revealed the ARNF was notified
‘with no new orders, dressing changes to coniinue ©
; daily, and the resident had ne signs and |
symploms of pain, infection, or deterioration.
| Interview with LPN #5 on 08/29/14 at 2:00 P,
revealed the resident starled having weeping in
| her legs about 2 month ago and developed open
ﬁ‘ areas to the lower extremities. She stated on
1 08/27/14 she noted the resident's wound on the
- tight leg had white round forgign matter which
- woutd move and could have been maggots,

i although she had never seen maggots before.

| She stated she had RN #2/AD0ONAIC for the

- North Unit, come o the room to assess what she

'had seen. She further stated she took the

 dressings and the bed finens, and placed them in |

“a red biohazard bag and handed them to the

[ housekeepur o digpose of. LPN #5 stated she
flushed the wounds with Normal Saline until they

| were clean. Continued intervisw revesled RN ;

#2/ADONMJC called the ARNP and notified her of

 the white foreign matter, although she (LPN #8;

" had written the Note stating the ARNE was

 notified en 08/27/14 at 2:00 PM.

| Further interview with RN #2/ADON/UG of the
“North Unit, on 08/04/14 at 9:47 PM, revesied she |

XA ! SUMMARY STATEMENT OF DEFICIENCIES 2} ' PREOVIDER'S FLAN OF CORRECTION ey
PREFIX | [EACH DEFICIENDY MUST BE PRECEDED BY FLALL PREFIX [BAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION TAG CRUOSS-REFERENCED TO THE APPROPRIATE DATE
LEFIGIENCY)
] v
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| was asked o come in Resident #1°s room an i :
0827714 and she noticed magaots on the bed 5
| covers; howsver, she did not see maggots in the

 resident's wounds. She stated she had notified i
' the ARNP. however, had LPN #5 make the Note, :
i She stated the ARNP did not give orders or ; :
“instructions except 1o clean the wounds, She ' !
i further stated the staff threw away the bed covers |
and nofified housskeeping to clean and disinfect
| the rocm,

: Interview, with Stete Registered Nurse Aide : j
i (SRNA) £78, on 08/03/14 4t 4:00 PM, revealed on :
| 08/27/14, she saw PN #5 remove the bandage
j on the resident’s leg and maggots rolled out on to |
_the bed spread, matiress. SRNA #28 stated she .
| had nover seen maggots before this. Sha stated
- she had seen flies and gnats in Resident #1's
! room daily and was not sure if she or anyone slse : |
. had reported this, She stated the resident's mea) | i
' trays stayed in the room jonger than they shouid
. becauss the resident refused to aliow them to ;
takea the tray at times. !

interview, with SRNA#4T on 09/03/14 at 420 |

| PM, revealed she was assigned to Resident#1 | ;

“on 08/27/14 when LPN #5 called the SRNA ints |

| the resident's room. She stated when LPN #5 ;

-opened the dressing on the resident's feg, ;

| maggots were everywhere, on the bed linens, and | ‘

- an the floor, and there was about forty (40) of ; ‘

| them. Continued interview revealed this was the | f
first tirne she had seen maggots in the resident's ;‘ '

| roorn; however, she had noticed flies in the :

: resitdent's room this summer a5 well as the

' resident had old food and milk at the bedside on

| CUCasion.

| Interview, with SRNA#14 on 08/03/14 at 4:30
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F 309 Continued From page 28 i
| FM, revealed she witnessed maggoets on the floor |
while the nurse was cleaning the residents :
wounds on 08/27/14 and assisted with giving the
 resident a bed bath afterwards. She stated she
“had seen flies, gnats, and spiders evarywhere
'and had reported it to 2 nurse; howaver, cauld rot:
| femember which nurse. She further stated
- Residert #1 had flies and gnats in the raom at ;
| times and she threw away old food which was left
- &t the bedside. ’

|
' Review of Resident #1's Non Pressure Skin

- Condition Recard, compietad by the Waund

" Nurse, dated 08/28/14, revealed the areas were

| first observed on 08/28/14, including the :
- following, Left Great Toe Mefatarsal 1.4 cm ‘
Length (L) x 1.7 em Width (W)-partial thickness,

- Right Lower Extremity Calf Posteriar measy g
38 em x5 em W x 0.3 cm depth-full ;
thickness, serous drainage, and siough describad |
+ as maist yellow or gray necrotic tissue, Right
. Great Toe lateral metatarsal 0.8 cm L x 1 om
' W-partial thickness, Right Proximal Lower

. Extremity 2 crm L x 1 em Wepartiai thickness,
serosanguinous exudate, and slough-maist
tvellow or gray necrotic tissue, Right Distal Lower |
CExt 0.8 em L x 0.7 cm W-partial thickness.

| Observation of Resident #1's skin assessment

. performed by LPN #17 on 08/30/14 at 10:15 AM, ‘
!revezled the resident had an open area to the left -
i great toe medial base which measured 1.5 om L x|
1.5 cm W and the wound bad was beefy red; an j
| open area fo the rHight great toe medial base :
_which measured 1 cm x 0.8 cm and the wound |
I bed was red; an open ares fo the right shin witha |
; red wound bed with a yeliow center which :
'measured 1.5cm L x 1 erm W: an ODEn area on

{ the lower stin which had a red wound hed and |

F 3&95
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i measured 0.8 cm Lx 0.8 cm W, an open area fo | 5

 the right mediat/posterior calf which measured 3

com Lx 1.9 em W with 2 red wound bad and white |

rniddte surrounded by eschar; an area just below |
 the previous area to the right medial/posterior calf ; )
which measured 6cm Lx 3.5 cm W x 0.4 em i j
 depth with 2 red wound bed with yeliow/green .
areas on the wound bed surrounded by eschar: ; ,
and, an area on the right lower medial/posterior ;' 5
calf which measured & e W x 7 om L and ; :
| appeared as scar tissue. : i

| Interview, with the Wound Nurse on 08/30/14 at
12115, and 09/09/14 gt 6:50 PM. revesied she
I was not notified of any open greas or any
changes in the lower extremities untii DR/27/14
when she was loid the resident had 2
. deterioration in the wounds and alsc had
' maggots in the wound as she was walling out the ;
; door {o go to ciass. The Wound Nurse stated she -
' assessed Resident #1's wounds on the fower
extremities on 08/28/14 and was surprised to see '
five (5) open areas 1o the lower extremitios whish ;
: shie would classify as vascular tlosrs {(she stated |
' she measured three {3)ulcersas cne (Yonthe -
- right posterior calf), and the resident atso had
uleers on the left and right great foe and fight
i lower extremity posterior and anterior areas. | ;
' Continued interview revealed she was fo be ; .
 notified of any new areas of skin breakdown unti/ | 5
CQE/27/14 and therafore had not been tracking the
| Fesident's wounds with measiremeants and :
 deseriptions of the wounds, snd had not been -
corroborating with the Physician or ARNP related ’
‘1o the wounds. Further interviaw revealed staff i
| was to fill out 2 Communication Form to the :
“Wound Nurse and flag it in the skin assessment ‘ ;
i book which was read daily by the Wound Nurse [
"or the Assistant Director of Nursing in the ; :
Event I wWeLM11 Fagilty 1. 100482 if continuation sheet Page 30 of 53
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1 |

i marning meatings, however, she did aot

' remembar being told verbally or by the

| Commuriication Farm of the resident's wourds,

- Continued interview revealed any hurse could :

‘revise the care plan, but she was responsibie far : ‘, ’

j revising the care plans for the wounds which she | ? !
was tracking, She stated there was no care plan i

in place to indicate the resident’s actual stasis
ulcers, and she completed a care plan when she

I becamea aware of the residents wounds.

Interview, on 08/26/14 st 2:50 PM and 09/06114
Cat 11111 AM, with the ARNP revealed she was : ;
naotified of the staff finding maggots in Resident :
L#'s wound and staff also said there was a lot of 1
 files in the building this summer. She stated she | ‘ :
was aware the resident had weeping in the lower | | |
| extremities earlier this summer and the diuretic : E
_had been increased, however, she saw the f :
| wounds on 09/02/14 and the previous time she
_ had seen the resident's lower extremities they :
- were "rothing like now”, "l was surprised the } :
- wounds were that bad”. She further stated the \
: wounds were not pressure ticers but were : ’
; venous stasis uicers related to Peripheral Artery
Disease and the resident also had Disbetes :
- Mellitus. The ARNP stated, a dry dressing would | ; '
'have been sufficient for weeping fegs: howeaver, f ‘ !
! staff needad to notify her of any change in status |
“such as deteriorating wounds or any new wounds |
L and she did not know at what point the wounds
 worsened. She stated the staff was her eyes and | ;
| ears and she was not notified of the gecline in the _ :
. wounds ar the numercus wounds until the |
i regident had a large elongated wound which was ;
i pasaibly necrotic with maggots. Further inferview E
‘revealed, she was avallable excent from 08/18/14 :
“through 08/25/14 when she was on vacation. : (
L  She staied she did not know if the Attending :
Evest ID:WELM11 Pagility ID: 100448 if continuation sheet Page 31 of 53
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F 309 Continued From page 31 ‘ . F30%
! Physician was notified of the worsening wounds; |
[ however, there was no documentation to support
the Physician had been notified. Continued )
interview revealed the Wound Nurse should have
 been following Resident #1 to give
' recommendations for further treatment. She
 stated the Wound Nurse guided her related to i

wound treatments because she (Wound Nurse)
' was aware of the Istest treatments svailable. The |
 ARNP indicated she had ordered & waund consult
" after she assessed the wounds which she would
{ have done sooner had she been aware of the
- condition of the residents lower extremities,
H

; The resident's Physician was out of the colintey at ¢
“the time of the investigation and unavailable for
fan interview.

Hinterview with the Director of Nursing (DON), on
; Q9705714 at 11:20 AM, revealed the Physician was
ta be notified of any new area of skin breakdown :
{ Of ary change in wound status. She stated at the
. point & wound was identified, or for any change in
| & wound, staff should have notified the Physician ‘
for a treatment order as well 28 obtained :
- measurements and documented the
: measurements and description of the wounds on |
“@ Nen Pressure Skin Condition Record which was |
: the facility's tracking form for a stasis uleer, , !
. However, she indicated by reviewing the record ! '
| the Physitian or ARNP was not kept informed of g
. this resident's change in condition related to : .
fwounds, and the wounds were not being
| measured weekly. She stated in the morning .
! clinical meeting Monday through Friday thay !
| discussed anything which aceurred the previous

. day as well as the new Physician's Grders and

! also reviewed skin assessments. She stated the i
| - ADON's, the Wound Care Nurse, the MD& ) i
Rvent 1D WELIMT Facility 1D. 00452 H sontinuation sheet Page 32 of 53
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F 308 ; Continued From page 32 |
Nurses, Medical Records, Social Sarvices, St
| Development attendsd the meetings; however,
; She was unaware if the Wound Care Nurse would ;
" have been gt the mesting the day they discussed
; the new Physician's Orders recaived on 07/28/14 i
for the wound treatment. She stated the RUSES
| were to fill aut & communication sheet for the
- Wound Nurse if there was new or worsened skin
| breakdown,; however, she was Unsure if this was ,
1 done for this resident  Further interview revealed |
the nurses should have ensured the Wound ;
| Nurse was notified of changes in the wound and
| &n appropriate treatment was in place; however, |
*there was no indication the Wound Nurse was
| foliowing this resident. When reviewing the ‘
. Tecord, the DON stated there was no skin
I assessment completed form 07/3%/14 through
1 08714114, howsver, siaff had addressed but not '
“measured the residen!'s wounds on the 0807114
P weekly summary. Review of the Comprehensive
. Plan of Care and further interview with the DON,
" revealed there was no Care Plan in place to
- address Resident #1's actual stasis uloers and
risk factors as well as individualized interventions |
' related to the ulcers untl 08/28/14. She stated
" usually the Wourd Nurse revised the wound care
 plans, but other staff including the fioor nurses or
. MDS nurses could also revise the care plans. i
F 4471 483.85 INFECTION CONTROL, PREVENT
sgmaj SPREAD, LINENS

| The facility must establish and maintain an
“Infectian Controt Program designed to provide a
 safe, sanitary and comfortable environment and 5
te help prevent the development and transmission '
! of disease and infection. .

l ' {a) infaction Cortrol Program

) PROVIDER/BUPELIERICLIA (X2 MUULTIPLE CONSTRUCTION (X3 DEYE SURVEY
IGENTIFICATION NUMBE R: A BUILDING COMPLETED
¥
185445 B WING Q81072014
{ STREETADURESS, CITY, STATE 7iD COUE
3576 PIMLISO BARKWAY
LEXINGTON, KY 40517
D ) PROVIDER'S PLAN OF CORRECTION : oxs:
BREF | {EACH CORRECTIVE ATTION SHOULD BE | COMPLETION
TAG CROSG-REFERENCED TO THE APPROPRIATE | DATE
‘ DEFICIENCY: :
F 308 :
! i
j
:
i
: i .’
? ;
Faa1 441

i Immediate Corrective Action jFﬁr
: Residents Found To Be Affected

¢ Resident #1 was assessed on
September 19, 2014 by the ADON

FORM CMS-2557(02-25) Previous Versions Obsolate Event [D: WELM14
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F 441" Continued From page 33
- The faciity must estabiish an Infection Control
¢ Program under which it -

in the facility:

't actions related to infections,

. {b} Preventing Spread of infection
{1} When the Infaction Contral Program
! determings that 2 resident needs isolation to

F isoiate the resident.
(2} The facility must prohibit emplayees with 2
communicable disease or infected skin lesions

_ direct cantact will transmit the disease.
'(3) The facility must require staff to wash theip

~hand washing is indicated by gccepted

' professional practice.

|

_{c) Linens

' Personngl must handle, store, process and

| transport inens so as to pravent the spread of
- Infection.

: hy;

and review of the facility's poliay, it was
- determined the facility failed to establish and

1o provide a safe, sanitary and comfortable

- {1} Invastigates, controis, aind prevenis infections |

' {2) Decides what procedures, such ag iolation,
1 should be applied to an individual resident: and
(3} Maintains 2 record of ineidents and corrective |

i prevenit the spread of infection, the facility rrust

; from direct contact with residents or their food, i

i hands after egch direct resident contact for which |

i
 This REQUIREMENT is not met as evidenceg

i Based on observation, interview, record review,

| maintain an Infection Control Program designed |

 environment and o help prevent the development
“and transmission of disease and infection far two

and #3 was assessed on Septembier
22,2014 by the ESNS and SCC with

no issues identified by the alleged
deficient practice. :

F4da1'

hdentiﬁcaﬁon of Other Residents
With The Potential to be Affected

ié All Residents with Stasis Ulcers
 were assessed by the WCN on
August 28, 2014 with no other
residents were identified 1 be at

risk.

¢ DON  reviewed the Infection
Control tracking and trending log
Jor the previous thirty (30) days
witlh no other residents identified.

! Measures Taken To Assure There
' Will Not Be s Recurrence 5

¢ Licensed nurses will be educated by
the SDC, DON, SCC, ADON,
MDSN, or WCN from September
16-26, 2014 as well as during:on-
boarding for new staff beginning
| September 26, 2014 regarding the

FORM CMS-2887702-35) Provious Versons Obssigie
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| {2} of four (4) rasidents who were chserved for } _ ;
Perineal care, skin assessments andfor dressing | -~ facility policy and procedures for
| changes out of & fotal sample of thirteen (13 : . el -
residents (Residents #1 and #3). ! f dressing changes, hand washing and
! glove use. '
I‘ Obsarvation of @ skin assessment and dressing i
: change for Resident #1, revealed staff removed : L o T
. kerlex bandages from the resident's lower : i ¢ Al clinical staff will be educ:med:b?
; extrernities ky cutting them and then placed the - the SDC, DON, SCC, ADON,
soiled s¢issors oh the bedside table which did not | ' . rrNT ;
; | ; g
i have a barrier. Further observation revealed the .‘ MDSN, or WCN from Scptem} er

_nurse cleaned multiple wounds without washing 16-26, 2014 as well as during on-
- her hands and changing gloves befween wounds. ; ; bﬂarding‘ for new staff beginning

| Observation of perineal care/incontinence care |  September 26, 2014 regarding the
for Resident #3, revealed after staff cleaned stoal | T 3o

| from the resident's rectum and buttacks, siaff : fa,cﬂ%t} P olicy Z_ﬁd mecedures

tailed to wash hands and change gloves prior to relative to proper infection control

| assisting the rasident to s#t up in bed by hoiding | ; techniques during peri care and
the resident's hards with soilad glovas. . . e = ;

! dressing changes.

i .
The findings include: . : :

E . : " ' ¢ Beginning September 23, 2014
o pcview of e facility ‘Dressings, Dry/Clean | [ incontinency care observations will

Folicy, revised October 2013, revealed steps in - Authisah
“the procedure included cleaning the bedside : i be completed for five residents daily
| stand ard establishing e clesn field, then placing :‘ , by licensed nurse and results v,'jﬁ be
“the equipment on the clean field. Further review | reviewed by the Admini strator,

| of the policy revealed, clean wound with ordered p . . ot |
' cleanser, apply the ordersd dressing and secure DON, ADON, ESNS, WNS' or

; with tape or bordered dressing per order, discard | WOCN. Any identified concerns fwill
i disposeble iterns, remove gloves, and wash ; be investiga’fed bv . the
- hands. The pdlicy did not address cleaning and | , . ; . ;
| dressing multiple wounds. | Administrator, DON, ADON, SDC,
_ L ; HRIVAIT, licensed nurse S5 or
' Review of the medical record revealsd the facility DOA,

_admitted Resident #1 on 07/02/10. Further
| reviaw revealed diagnoses which insludad Non
“Alzheimers Dementia, Diabetes and Venous ;

FORM CM13-2857(02-88) Previous Versions Dbsclels Bvent WMy Facilily [D! 160255 If confisuation sheet Page 55 of 53

i
H
'




R
.51

et
LA

Tt
L
Eay

PRINTED: 082472014

DEPARTMENT OF HEALTH AN HUMAN SERVICES FORM ARPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0928-0381
STATEMENT OF DEFICIENCIES (X417 PROVIDERISUPFLIER/DLIA (123 MULTIPLE CONSTRUCTION £X3} DATE SURVEY
SHD PLAN OF CORRECTION IDENTIFICATION NUMBER: "t COMPLETED
A, BUILDING
| | oot
185446 B. wing 08/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ALIDRESS, CITY, §TATE, ZiP CODE
. 3576 PIMLICO PARKWAY
BLUEGRASS CARE & REHABILITATION CENTER
LEXINGTON, KY 40517
ayid SUMMARY STATEMENT OF DEEICIENCIES o PROVIDER'S PLAN OF QORRECTION L o
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL D oemrERiR {EACH CORRECTIVE ALTICN SHOULD BE | comPETIoN
TAS REGULATSAY QR LEC IDENTIFYING INFORMATION; TaE CROSS-REFERENCED TO THE APPROFRIATE  DATE
. | DEFICIENTY) i

H W
i N .
H |

F 441] Continued From page 35 . Faa1,
Stasis Ulcers, Review of the Quarterly Minimum * Twe (2) clean dressing change
- Data Set (MDS) Assessment dated 07/14/14, i i % . ayo
revezled the facility assessed the resident as l ) f,,:amp etencze’; will be
having a Brief Interview for Mental Status (BIMS) | - completed daily by SCC, DON,
~of & five (5) out of fifteen (15) indicating cognitive | . ] AT r oA
impairment. ; | ADON, jS'DC, E{&?VS, H?}S, MQS,\
' ; . or WCN on shift dressing change
| Observation of & dressing change for Resident g occurs (Residents will nor . be

F#1, on 0B/03/1E &t 10115 AM, revealed Licensed . . :
| Practical Nurse (LPN) #17 cut the soiled g mmconverienced nor consed n(zdo

' bandages from the resident's lower extrermiies . discomfort in order ' w

; with scissors and placed the soiled seissors on i . 3
I the bedside fable which had no bamier. Further | _ accommodate competencies) forithe
. Observation revealed the nurse cleansed ; licensed  nurses to  monitor
| Resident #1's wound on the left great toe with & ; . b
; vial of Normai Saline (NS} and a gauze pad, then | - compliance and results will  be

!washed her ?anﬂs ar;d charged gloves. The . reviewed by the Administrator.
. nurse then cleansed five (§) wounds to the righ 5 . - . o
| fower extremily (RLE) by is}éng a new NS via}ﬂa;d i . DON, ADON, ESNS, WNS! or
. Using a clean gauze pad for sach wound. ; ; WOCN. Any identified concems will
| However, the nurse failed fo wash hands and | : L. :

chainge gloves between cleaning each wound on § be mvestigated by ;ﬂw
| the RLE. : - Administrator, DON, ADON, SDC,

Interview, on UB/30/14 at 11:65 AM with LPN #(7, BRD/AIT, SSD or DOA with ' re-

I revealed she should not have placed the sciled education andior disctpii’iaf}r
 8Ciss0rs on the bedsids table without a barrier, | : . hen i fred
| and had rot thought about it until the interview but . Action as warranted when identifie
_would need fo clean the table with a bleach wipe. : by the SCC, DON, ADON, WCN or
: She further stated she used to be wound certified SBC

" and she had used one gauze to clean each

i wourd and had ensured the N8 did not run from ; ;
{one wound ta fhe other, She stated she did not - . Monitoring Changes To Assure

feel she needed fo wash hands and don new | . Continuing Compliance
gloves between cleansing different wounds on the
same extramity. | '

Interview, on 08/05/14 af 11:20 AM, with the
; Director of Nuraing (DON) revealed the nurse . : ;
Event i WELM Facility £2: 106452 i continuation shaat Page 36 of 53
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F 441! Continued From page 36
, Should not have placed soiled seissors on a

- the nurse should have washed hands and
donned new gloves betweaen cleaning each

2. Revigw of the facility's "At-A-Glarce-Hand
' Washing and Use of Gloves” poicy, effective
i Decernbear 2010, revealed handwashing was the

r spread of infections. Continued review revealed
' handwashing was fo be perfarmed before and

I after resident care and after handling

' contaminated articles,

' diagnoses which included Azheimer's Disease,

' infections (UT1). Review of the OQuartarly

; Minimum Data Set (MDS) Assessments datad

. 07/05/14 revealed the facility assessed the

 resident as having both short and long term
memory loss and as severaly cognitively

| impaired.

 Observation, on 09/08/14 at 10:00 AM. revealed

- stool from Resident £3's rectum and butfocks,

; then without washing hands or changing gloves,
 puiied the resident’s pants up and assisted the

| resident fo & sitting position in the bed by holding
: 01 fo the resicent's hands while wearing the

: soiled gloves. SRNA #4 then placed 2 gait belt

; around the resident, and assisted the resident to
i stand and pivot fransfer to & wheelcheir,

Hnterview, on 0%/08/14 at 10:25 AM, with SRNA
| #4 revealed she realized she should have
L washed her hands after providing incontinence

. bedside table without a barrier She fu f »
; badside table without a barrier. She r’th&rﬁt&t&d; . presented to the QA Committee

 wound due to the potential for spread of infeotion, : 2014 for review and follow up w;i’th

' single most important measure of preventing the

' Review of Resident #3's medical record reveated

! Peychotic Disorder, and a History of Urinary Tract | ;

. State Registered Nurse Aide (SRNA) #4 clearsed .

£ 441, |
+ Reports of the audits/reviews will be

monthly beginning September 24,

the medical director until ar such
time consistent substantial
»_ . compliance has been achieved;as
‘ I determined by the committee,

i

09-27-14

Date of Completion:

i b

! i
£ N ;

FORM CMS-2567{02-89) Pravieys Versions Obaciese

Event 1L WELM TS Fagiitty (D 100487 If continuation shes! Fage 57 af 55




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

PRINTED: 0g/24/2014
FORM APPROVED
OMB NO. 0838-0381

STATEMENT OF DEFICIENGIES 0 PROVIDERSSUERLIERICLIS
AND PLAN OF CORRESTION FOENTIFICATION NUMBZE:

185445

(X2} MULTIPLE CONSTRUCTION

(%3 DATE sumvEY
A BUILDING

COMPLETED

B wine | osnomos

HAME OF PROVIDER OR SUPPLIER

BLUEGRASS CARE & REHABILITATION CENTER

oo
|

STREEY ADDRESS, CiTy, SIATE, 2IP SO0k
3576 PIMLICT PARKWAY f
f LEXINGTON, KY 40517

x40 SUMMAFY STATEMENT OF DEFIGIENCIES
FREER | {EACH DEFICIENCY MUST BE FRECEDED BY FuL(,
TAG REGULATORY OF LEC IDENTIEYING INFORMATICON)

9] : PROMVIDER'S PLAN GF GORRECTION I (25
PREFI ¢ {EACH CORRECTIVIE ACTION SHOULD BE - COMPLETION
TAG CROSE-REFERENCED 1O THE APPROPALLTE i SATE
; SEFICIENCY;

F 441 Continued From page 37
'care and prior to assisting the resident to pull
[ higther pants up ang transferring the resident to
the wheelchair, She confirmed she did hold the
| resident's hands while weenng the soiled gloves.

Interview, on 09108114 at 10:30 AM, with the
| Infection Contret Nurse revealed the SRNA
| gloves after incontinence care and prior te pulling
1 the resident's pants up, holding the resident's
"hands, and trangferring the resident to the
| wheelchair, She stated the facility had ongoing
- Inservices retated to perineal care, inconfinence
- care and handwashing. She further stated staff
i inchuding herself, and the Assistant Directors of
Nursing (ADON's) were doing ongaing |
- observations of hand washing, glove usage and
| perineai care/incontinence care and had been
" doing this since the last slrvey.
F 459 | 483.70(h)(4) MAINTAINS EFFECTIVE PEST
§8=f | CONTROL PROGRAM

b

I The faciity must maintain an effective pest .
. control program so that the faciiity is free of pasis .
- and rodents. !

i

| This REQUIREMENT is not met as evidencad

 by: |
' Based on shservation, interview, and review of
| the: facifity's policy, it was determined the facility |
feiled to maintain 2n effective pest contro!

! program to ensure the facility was free of pests

: as evidenced by no documented evidence
"actions were initiated after g complzint of flies in

| the bullding was reported, on 07/28/14, 10 facility

i

i

i
'

- should have washed her hands and changed her

F441)

F 4o '
F 469 ;

;’Immediate Corrective Action Eor
Residents Found To Be Affected

‘¢ Rooms of Residents #1,2, 9 & 10 as

" well as room # 6 and § were
inspected  with anv flies fot{ind
removed. ?

f

Identification of Other Residents
' With The Potential to be Affected :

E

|
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L

staff. On 08/27/14, ancther complaint regarding |

, flies in the building was reponted t facility staff

I and maggots were obsarved in Resident £1's
wourd and dressing by staff. Observation and ‘

tinterview revealed retated actions infiated by the

facility were not completed/enforced as !

| eviderced by a doot enfrance was not completely

- segled, an open dumpster beside the kitchen

' door containad discarded food and had multiple

; flies observed zround the site, fiiss were

i observed at multiple [scations in the building, and

 residents and staff reported flies in the building. |

' The findings include:

| Review of the facility's policy: "Pest Control”,
“dated January 2005, revealed the facility was to
j maintain an on-going pest controf program to
“ensure the building was kept free of insects and
: rodents.

- Interview with the Ombudsman, on 09/04/14 at

' 10:30 AM, revealed on 07/29/14 she spoke to the
- previous Administrator about the flies Building. '
* The Ombudsman revealed she shared what

i rooms she had found flies and some previous

| actions she had seen work in the past which may

j help rid the flies. in addition, she spoke to the .
: Plant Operations Manager (POM) about the flies.

! Intarview with the former Administrator, on

09/04/14 at 4:15 PM, revealed if someone :

| complained about seeing insects/fies they called
the exterminator and they usually responded the |

| next day or within that week. He stated the

~Ombudsman had reported she had seen flies in

| the faciiity, in July or August but he was not sure

“of the exact date, and he had notiied the POM

| and told him to call the exterminator and request

ANT: PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETER
P C
‘ 185446 | & wine : 09/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS LITY. STATE, 2P ooibie
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Xy D SUMMARY STATEMENT OF DEFICIENSES o PROVIDER'S PLAN OF CORRECTION P
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; DEFICIENCT ;
F 483 Continued From page 38 F 489"

+ Resident council minutes were
- reviewed for the previous three
months with no complaints noted.
However, given a fly could
potentially be found in any arka
within the facility, all residents haye
the potential to e affected. !

Measures Taken To Assure There
'Will Not Be a Recurrence :

" Door seal on South entrance door
 was replaced on September 04, 2014
' by the Plant Operations Director

| (POD) and Plant Operations
Assistant  (POA). Contractor
contacted on September 17, 2014:’ by
POD  to  provide quote ‘for
. replacement. :

. Dumpster owside dietary door \SNM"
! emptied and cleaned on September
04, 2014 by the DSM. |

t
1
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F46¢, Continued From page 29
-they come out. Further interview revealad flias
~were an infection conirol probiem,
! !
< Interview, on 09/04/14 at 3,42 PM ang on X
- 09/05/14 at 9:26 AM, with the POM revealed sia?
‘was supposed 1o notify him abou pests, but staff ;
i and residents kad not reported any problems with |
 fiies. The POM revealed the Ombudsman had
reperted, a faw weeks ago, seeing a fiy in the i
Phallway. He stated he had checked the building |
i bt had not sean any fliss and also checked the |
 fly boards, but did not see a problem. The POM
, fevealed he was unable to recall if the |
FAdministrator had discussed the fly concern with
Fhim, but if he had askaed him 1o call past contrnl
. he would have called.

' Review of the Pest Control Servics Report
| revealed 2 monthly general service visit wag
i performed on 08/07/14,

| Further interview with the Ombudsman, on

| 09704714 at 10:30 AM, revealed she had also

. Bean flies on a visit on 08/25/14 and reparted the
fly problem to the Sacial Services Director on :
| B8/27114. In addition she stated on 08/27114 she
| Nad observed a large gap in the side ertrance
" doot,

i

Finterview with the Social Services Dirsctor (S50,
, on 02704114 at 2:06 PV, revealad last week the
“Ombudsman commented she had seen flies in

! the faellity, but the SSD had not done anything
| because the Administrator had alse spoken fo the |
I' Ombudsman zbout the flies, ;
| Observation and interview, on 08/28/14 a( 240
: PM, revealsd two (2) lve flies in Resident #9' !
oo and one (1} daad fly on the window ledge.

i
3

F45%  Five additional wall sconce fly traps

: were  purchased and  installed
September 09-17, 2014 by the POD
and/or POA, ]

f

+ Education was provided to  all

| stakeholders SDC, DON, SCC,
ADON, MDSKN, WCN, DSM, POD,
POA, HRD/AIT, DOA, SSD,

' QoLD, QoLA, BSNS or WNS from

é September 19-23, 2014 as wel as
during on-boarding for new staff
begirning September 24, 2014
regarding the facility policy on pest !
control. :

(¢ All windows, doors and sm‘eéns
" were inspected on September 1?,
2014 by the POD and POA with
request to contractor same day for 2
quote  on replacing  identified
bent/missing screens as well as the

South entrance door. f
|
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* Interview with Resident #9 revasled thers wara

 fies in his/her room as observed and they were a :

i problem. Review of Resident #9's medica! record |

i revealed the Quarterly Minimyrmn Data Set {(MDEY
Assessment, completed on 08/28/14, revealed

| the Tacility assesged the resident as cognitively
intact, per the Brief Interview of Mental Status

{BIMS) assessment score of 14 (fourteen),

' Observation, on 08/30/14 at 10:05 AM revesled

i fly oo the North Unit Snack cart. :
[

[ Obsarvafion and interview with the POM, on

. 09/03/14 at 12:24 PM, revealed outside of the

- kitchen docr (approximately four (4) to five (5

i feet away from the door) was an open dumpster

~with discarded card board boxes and a green

Hood ltem. Multiple flies were observed o be

. Bwarming the dumpstar. Further shservation

'reveaied the outside door, by the parking &2 on

i the South Unit, had a gap between the door adge

“and the door frame and the door was not sealed

- completely whan closed. Interview with the POM

fevazled the dumpster was used for recyclable .

“ card board and no food items were o ba placed

| in the dumpster, He stated the concern with the

- discarded food was fiy altraction and verified

; multiple flies were around the dumpster, Further |
l

interview with the POM revealed the South Unit

| door swelled and contracted and needed & new

~seal. He stated the sesl was replaced last month, :
| but noticed iast wesk the seal needed o be '
repiaced again, and he had not yat repaired the :
- seal, Further interview revealed because the door |
| was notf sealed properly insects had access to the
' building, j

! Imerview with the Distary Manager, on 09/03/14
| &t 12:56 PM, reveaiad {he dumpster by the ?

¢+ POD requested dumpster switch or
cleaning of existing dumpsters fo
Waste Management on September
03,2014 :

¢ Beginning September 20, 2014,
- POD or POA will inspect all

entrance doors and window screeps
! monthly to assure they are sealing
i appropriately  and  all  window
i screens monthly  during  wamm
weather.  This will continue until
directed otherwise by the QA

Committee,

' Begioning September 20, 2014,

" POD or POA will inspect wall

' sconce fly traps daily and replace
baits as warranted.

Monitoring Changes To

Asstire
‘Continuing Compliance
H

' ¢ Reports of the auditsreviews wiil; be
. presented to the QA Committes
monthly beginning September 24,

L
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F 459" Continued From page 41 Fagg 2014 for review and follow up with [

kitchen door was for boxes only and staff had

: been trained on the proper disposal of food, She |

! - stated they did not want flies close to the Kitchen

rdoor and the discarded food was drawing flies,

| Interview with the Vice President of Past Control |
company contracted by the facility, on 09/08/14 at «
1 3113 PM, revealed to help control fiies, the facility

' needed to keep discarded foods and trash cans

away from the building.

PM, revealed a fly was observed in the dining
roaom a&res on a food cover naar a resident's
- meal interview with Registered Nurse {RN)

Unit Coordinator (UC) at the time of the

- but they were supposed to observe and had
manual fly swatters just in case. Continued

e e e et

- were in the facility sometimes.

| Observation and interview, on 09/03/14 at 1:.08

| #2/Assistant Director of Nursing (ADONYNorth

abservation, revealed she had not noliced the Y,

- Interview reveated it was summer time and flies

 Observation, on 08/03/14 at 150 PM, revealed ;

Ay was abserved fiying around Resident #2's

Lroom, Interview with Resident #2 at the time of

- the observation revealed he/she ate in hisfher
raom and noticed the fly at meals and told the

nurse today. Resident #2 further stated the flies

werg not as bad this year, but the resident hag

l  seen flies in the facility the last one (1) to two (2)

] | months with the warm weather. Review of
’ Resident #2's medical record revealed the

S

Q5/05/14 |, reveaied the facility sssessed the
resident as cognitively intact, per the BIVS
assessment score of 13 (fifteen).

Significant Change MDS Assessment, completed

P

Observation, on 09/04/14 at 11:16 AM, revealed o

me consistent substantial
compliance has been achieved as

. . : i
determined by the committee. ! f

the medical director until at sucﬁ l
|

; Date of Completion: ;: 09-27-14

i

oy e ————
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.y was observed flying around Resident #10's

I Io0m. intarview with Resident #10 at the time of
the cbservation revealed the facitty kept ing/her
' roomm clean, but he/she had observed a fly in ,
; his/her room attimes. Review of Resident #10's |
* medical record revealed the Annual MDS
 Assessrment, compieted on 05/24/14, revealed
 the facility assessed the resident as cognitively
- intact, per the BIMS assessment score of 13
C(thirtesn). 1

“Interview, on 09/03/14 at 3.40 FM, with Siate i
| Registered Nursing Assistant (SRNA) #28 ’
“revealed she had seen flies in rooms #E and #8

. and reported it to the prior Administrator, but the :
flies were still a problem. Further interview with !
I SRNA#28 revealed food attracted flies and thay
“had some residents who were slow eaters and

s the Tood trays were not abways picked up after
meals.

Interview, with SRNA #28, on 09/03/14 at 4:00
| PM, revealed she had seen flies and gnats in
- Resident #1's room daily and was not sure # 1
! had been reported. She stated, at fimes, the i
 resident refused to allow staff to take meal trays
~and they stayed in the room longer than they ;
; Should. She further stated, on 08/27/14, maggots |
| had rofled out of the wound onto the bed spread |
. @nd matiress after the nurse removed the

{ drassing.

| Interview, with SRNA#41, on 09/03/14 at 4.0

- PM, revealed she was assighed to Resident #1 :
| on 08/27/14, and when Licensed Practica!l Nurse
| (LPN) #5 removed the dressing on the resident's i
i leg, she observed about forly {40} maggots which
. were everywhere, on the bed linen and figor. She
| further revealed she had noticed flies in the :

i

i
F 469

'

!
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F 458, Continued From page 43
i resident's room this summer as well as old food
Fand milk at the bedside 0N eccasion,

HInterview, with SRNA #14, on 09/03/14 atd:30
| PM. revealed she had seen fies, gnats, and i
| $piders everywhere and reponted it {0 3 nurse, but

- could not remember which nurse, She further

, Stated Resident #1 had flies and grats in the I
i room at times and she threw away old food which -
1 was ledt at the bedside. In atdition, SRNA #14

| revealad she withessed maggots on the fioor

i when a nurse cleaned the resient’s wounds on
FO8/27M14,

! Inferview with RN HUADON/UC of the Norih Unit,
"on 09/04114 at 9:47 P, revealed she was asked
to come in Resident #1' room on 0827 M4 ang
' she noticed maggots on the bed COVESS. :

Interview, on 08/29/14 gt 2:50 PM znd 09/05/14

i al 11:17 AM, with the Advanced Registared Nurss i
. Praciftioner (ARNP) revealed she was notified of

, the staff finding rmaggots in the resident's woung
 and staff also saic there was a lot of flies in the

, building this surrmer.

Qbservations on 09/04/14 of the facility's "Fly _
, Light" boards revealed: obsarvation at G581 AM of |
| the front lobby “Fly Light" board revealed ten (10} |
: dead fes; observation at 9:58 AM on the South ;
i East hall of the "Fly Light" board revesied ning (9)
 dead fifes; observation at 10:00 AM on the South
. West hall of the “Fly Light" bozard revesled )
¢ bwenty-four (24) dead fies; observation ut 10:03
| AM of the “Fly Light” board in e dining room
| Mevealed nine (8) dead fies an the fly board;
: observation at 10.06 AM on the Nerth East hall of -
 the "Fly Light" board reveaied fifty-three (63} dead |
| fliee; and obgervation at 10:08 AM of the North |

5 P
L
P
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F 489 Continued From page 44
. West hall "Fly Light” board revealed eight (8)
! dead fiies.

Hnterview, on 09/04/14 2t 10:10 AM and on
08/06/14 at 3:26 AM, with the POM revealed the |
| fly boards were not that bad last week. The POM
revesied they looked at the boards each week to !
| see if they need to ba changed and i they were
full they knew they had = fly problem, but thers
i was no patiern as the nurnmber of flies on the
' board varied week to week., The POM stated
i they usually changed the iy boards routinely at
thie beginning or end of each month, and thought
i the maintenance assistant had charged them ‘
' sometime last week.

! Further interview with the POM, on 08/04/14 at

| 3142 PM and on 08/05/14 at 9:268 AM, revealed he -
+had beenr made aware of the magaot observation :
- atamorning meeting. He stated the ;
tAdministrator had them spray around the i
- dumpster with a chemical recommended bythe
t pest guy and also poured Blesch arcund the
 dumpster last week. Further interview revesled
he had checked the doors/window seals and was
aware of the side doar seal problem last week, |
| He also stated pest control routinely came out the !
first of the month and in the past if had an insect |
| problem they would call pest control. However,
'the POM revealed he had not called pest contral

{ this summer regarding the flies but they wers out
ton 0804114 and they advised him fias were i
- aftracted to food and urine and thought he ’
' reported this to the Administrator. ;

| Review of the Pest Control Serviee Reped, dated |
09/04714, revealed = gengral service was !
| performed on the exterior of the building. The :
' document nated operations asked for help with fiy:

Fasy
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i H

| refief and they advised them fly probfems in

| residents’ reoms wers from foad debris and also

} Uriree,

H

“Interview with the Vies President (VP) of the Peat
Corntrel company contracted by the facility, on

| 09/08/14 at 3:13 PM, revealed for an extra fee

! they asgisted faciities
"o see what caused the fly problems and made

with fly control, they looked |

' recornmendations to facilities on what to do. The

. VP stated the facility was advised by the
i‘ tachnician, during the rautine visit, flies were
, attracted by food debris and urine

|
| Interview with the current Admiristratar, on

1 09/04/14 at 4:32 PM and on 0910714 af 1:50 PH,

| reveaiad nothing was passed onto him abaut the
' Ombudsman's concerm about flies that wae

} reported to the prior Administrator, He stated

‘ before the maggot incident he had seen fies on

' oceasion and they had no complaints from

' residents, but checked into the fly problem more
lafter the incident, The Administrator revegled the

- Ombudsman had talked to him about seeing flies |

bt it was after the maggots were observed by

| staff on 08/27/14. The Administrator furiher

' stated he had toid maintenance to chesk door

' seals, window seals/sersens and anywhere they

" thought insects could enter the facility, He stated

' the seal on the south door should have begn

' fixed right away when it was noted the seal was

- nottight. The Admiristrstor revealed the fod

"' was not sUpposed to have been in the dumpster

P by the Kitchen door, the Dietary

linserviced staffl He reveslad afer the maggots
| "' were obaerved additions fiy lights were ordered.

I maintenance staff had sprayed bleach and

I another produsts the past control company

| - provided that atiractedfiilled fies by the trash

Manager had just '

!

{

H

i r
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' containers and dumpsters. Me stated he was not !
. sure if the pest control company hag been called
to come out after the incident, byt they had come ! ;
{ out on 08/04/14 and stalf inservices on fly control | f
started on 09/01/14 and was ongoing. F 502 ;
F 502 | 483.75()(1) ADMINISTRATION 1 F&02: :
88=0, j‘ j ; : e ; ]
. The facility must provide or obtain laboratory : iml{ledlate Corrective Action Fxpr
 senvices to meet the needs of its residents. The | Resxdents Found To Be Affected
*facility is respcmsrisfe for the: quality and t;me!mesal

i of the services, ' ¢ Resident #26 received treatment for

: | i UTl and course of weatment is

ghis REQUIREMENT is not met as evidenced | sl completed. :

\ Y. {

Based on interview, record review, and review of | ; i .

| fomil Iity's pol Er‘y it was determined the fﬁﬁfliw falled Ideﬂtlﬁcatlﬂﬂ of Othel’ Rfﬁbidenfs
. to obtain iahoratory servicss to mest the neads Wlth ‘The Potential to be Affected

i of its residents for one (1) of three (3) sampled ’

. residents who had & disgnosas of an Uringry : o . . .

| Tract Infection (UT1) out of thirteen (13) sampled ¢ 100% resident b audit was
residents (Resident #5), I completed  from  ¥192014 1o
Physician s Orders were received on 08/17/14 fs:;r 9222014 by the SCC, DOx,
| & urinalysis and cufture and sensitivity if indicated ; ~ ADON, SDC, all labs were validated
for Resident #5; however, thers was no : j . . .

i documented evidence the urine specimen was i ) to be compieted  with \‘&E}
 Obtained. On 08/24/14, the resident was sentts | . noetifications  and  follow-up | as
the hospital emergency room and diagnosed with _

a Ut ; :

: 'The findings include: ! {Measures Taken To Assure Thﬁre

| i Will Not Be a Recurrence
" Review of the facility's "Laboratory ! j

| Protocol-Diagnostic Testing" policy, effective : ; . :
12110, revealed the procedure included; providing | i+ Licensed nurses were educated by
| laborstory, radiological and diagnostic services as © the SDC, DON, 8CC. ADON. |
- necessary and appropriate, assuring the ; i ? o ! !

. i ;
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" residents recaive laboratsry, radiclogical and
j diagnostic services as ordered by the Attending
' Physician/Advarced Registered Nurse
| Practitioner (ARNP), and assuring the results of
" all diagnostic services were promptly reparted to
the resident's Attending Physician/ARNE,

| Review of Resident #5's medical record revealed |
 the facility admitted the resident on 07/23/12, with

- disgnoses which included Depressive Disorder,
{ Difficulty Walking, Muscle Weakness, and a

 histery of Urinary Tract Infactions (UTT's). Review |

! of the Anrua! Minimum Data St (MDS)

; AAssessment, dated 06/23/14, revealed the facility

‘ assessed Resident #5 to have 2 Brief Interview
i for Mental Status (BIMS) score of thirteen {13
“which indicated the resfdent was connitively

[ intact,

F Review of the Nurse's Note dated 08/17/14 at
11.30 AM, revealed Resident #5 was having

tremors fo the bilateral upper and lower

| extremities, Further review reveaied: Blood

' Pressure 130/70, Puise 84, Respirations 18, evan !

r and unlabared, Temperafura 98, and Gxveen
“saturation 97% (percent). The Note stated, the

1

| Physician was nofified and orders were received, .

. Review of the Physician's Qrder for Resident #5,

 dated D8/17/14 revealed orders for & Thyroid

! Stimulating Hormone {T. SH;, Thyroxine (T4),
Complete Blood Count (CBC), Comprehensive

| Metabolic Panel (CMP), and a urinalysia; sulture

- and sensitivity as indicated.

; Further review revealed the laboratory results for
: the labs ordered on 08/177/14 were noted in the

- madical record as collected on 08/18/14, except
for the Lrinalysis; culture and sensitivity.

j

[

through 9/26/2014 as well as during
© on-boarding for new staff beginning
t 9/26/2014 regarding the facility
policies and procedures on lab
process.

A Lab log system was implemented
' by the DON and ADONs on
f923/2014 1o monitor dagly
- including weekends (by the XS,
i SCC, DON, ADON, WCN, SDC or
ESNS) that all lab orders have been
received, completed and res@ki:
communicated to MD as needed for
orders. |

‘Monitoring Changes To Assure
Continuing Compliance ;

¢ Beginning 9/23/2014 all lab orders
and the lab log will be reviewed ‘by
DON, and ADON M-F during
momming clinical meeting to assilre
+ scheduled labs are being completed
per  orders and results  are
communicated to the MDD as needéd.
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F 802 Continued From page 48
|
. Continued review of the Nurse's Notes dated
1 GBI24714 at 12:00 PM, revealed Resident #5 wag |
 leaning {o the leff side in the recliner and had f
siurred speech, orbital edema and no urine output!
 noted from 7:00 AM to 12:00 PM, Further review 1
‘revesled the resident's skin was clarnmy, warm,
1 and pale, range of motion was difficult, fung j
' seunds were diminished bitaterally, and abdomen |
| was soft, round, non distended with positive
bowel sounds all four (4) quadrants, Further :
| review revaaled; Blood Pressure 70/40, Pulse a8,
Respirations 20 and shellow, and Temperature |
' 97.6. The Note stated, the Physician was notified -
and orders were received to send the resident to
“the hospital emergency room.

' Review of the Hospital Emergency Department
i Notes, revealed Resident #5 arrived on 08/24/14 |
LAt 12:37 P Further review revealed during the
the Emergency Room visit the resident raceived a ¢
; hest x-ray, infravenous fluids, and laboratory

‘ data was ordered Including a urinalysis. Heview

- of the laboratory data for the urinalysls collected

L on 08/24/14 revealed Gram Negalive Rods, and
! the resident was started on Ciprofloxacin 500 i
“milligrams (mg's) (antibiotic medication} avery
i twelve {12) hours fara UTL

| Further review of Nurse's Notes dated 08/24/14 |
At 6:30 PM, revealed Resident #5 returned to the i
[ fzcility and new orders were received for tre

rasident to receive Ciprofloxacin 500 mg's by ]
! mouth twice & day for seven (7) days, '

| Review of the laboratory data for the urine culture .
obtained on 08/24/14, final repart verified *

. DB/27114, revealed a UTi with the {

| organism-Escherichia Coli which was resistantio |

F502¢  Reports of the audits/reviews will be

presented to the QA Committee
monthly beginning 9/23/3014 for
review and follow up with the
medical director until at such time
consistent substantial compliance
has been achieved as determined by
the committee,

!

Date of Completion: - 09-27-1
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! Ciprofloxacin. New orders wera received on

| Q8720414 o discontinue tha Ciprofloxacin and

; start Macrobid {antibictic medication) 100 mg's
| twice a day for seven (7) days,

_ Interview with Licensed Practical Nurss {LPN)
20, on 0S/08/14 at 1145 AM, who transoribed
| the Physician's Qrder for the urinalysis; cufture | :
“dated 08717414, revealed when she received an E
L order for a urinalysis; cUlture, she either calied | '
i the: laboratory or entered the information related

' to the lab order in the computer. She further

! stated, she then docurnentad the 1ok which was |
c ordered in the Laboratory Baok, and completad & {
- Lab Requisition slip in which she éither tapedto ;
| the nurses station until the urine sample was :
 Oblained or placed in the iab accordion file box
" under the current date or the next days date

| Caparding on when the spacimen was o be
collectad, Contintied interview reévesfed, on

| 06/17/14 she had obtained an order from the !
. Physician for a urinalysis and other labs becaues |

‘ Resident #5 was having tremors in the upper ‘

- extremities. LPN #20 stated this was not riew for

the resident because shame had them before on |

L pccasion; however, wanted to informn the '

| Physician. Continued interview revealed the

resident had no complaints of pain or frequency .

! withy urination or any signs and symptoms of 2 [
; UT) and the resident's vital Signs were stable \ '
“during her assesgment on 0274 7714, Further
 Interview revealed she asked Resident ¥5fora |
. urine sample; however, the resident did not want
|t try to urinate right then, and soon afterwards :
| Winch was defivered. LPN #20 stated she thought | [
the next shift had obtained the urine sarmple ‘ j
| because she worked the next day and would '
( have known if the sarnple had net been collectad
by shift report from the nurses, She stated the |

i

|

I
;
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i nurses were 1o check the Laboratory Book at the f

~beginning of each shift to see which fabs were
| obtained and which labs were to be drawn and
 also'check the lab accordion file box to see i

* there was Lab Requisition siips, LPN #20 did not

( remember if she had placed the Laboratory
Reguisition stip in the Iab accordion file box or
taped the slip to the nurses station on 08/17/14.
“Further interview revealed on 08/24/14 she was
assigned to the resident and noted the resident

was tethargic, hed 2 low blood pressure and was :

not having urine output, and she notified the

- Physician and had the resident transferrad to the

hospital emergency raom.

Interview an 09/08/14 2t 10:40 AM with
Registerad Nurse (RN) #4, Assistant Direcor of
. Nursing (ADONY Unit Coordinator {UC) for the

- South Unit, revested when a urinalysis; culture

, Was ordered a Leb Requisition slip was

t completed in triplicate form and was to be taped
o the nurses station until the spacimen was

" obtained, She stated, once the urine specimen

| was collected, all copies of the Lab Requisition

" slip was placed in the lab accardion file bex ang
the urine specimen was placed in the lab
refrigerator on the Nardh Unit. Gontinued

|

| interview revealed the nurse who transcribed the !

write the order in the Laboratory Book. She
stated the nurse who transcribed the order Was
| respansible for collesting the urine Bpecimen or
" ensuring it was collected on the next shig

| Further interview revealed the nurses were to

Physician's Order for the urinalysis; culture was fo

check the Laboratory Book every day before they -

j ieave to ensure the labs were collected of drawn

. 8s ordered. She further stated she alsc checked |

| the Laboratory Book every day or every few days ;

to ensure the lab results were received. Review
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F 502 Continued From page &1
i of the "Lab Tracking" Form inside the Laboratory |
_Book, revealed Resident #5's name was written in f
»and the diagnostic test was written in including a |
(CBC, CMP, TSH, T4, ang Urinalysis. Howaver,

" the columing including date completed, MIVARNE
s response or folow up eall was not signed as i
- completed for either of the labs, RN #4/ADON/UG |
i confirmed these labs were not signed off as date ,
- compieted, MD/ARNP response or follow up call |
- was not signed for the lgbs; however, stated the
 nurses shoukd have followed up with ensuring the |
' labs were tracked. Continued interview revealed if,
2 urine specimen was not collected on the shift in -
“which it was ordered, it should be written on the

¢ Twenty-Four (24) Hour Report so the next shift
“would know it was to be collectsd: however, she |
i stated she had checked the 24 Hoyr Reports and

_this was nof carried over. Further interview

| revealed the system may kave fafled due to not

having consistent staff on the same halls, RN

| HYADON/UC revealed if a urine was not

 collected and a resident had a UTL, the resident

t could get septic.

s Interview on 09/08/14 at 11:14 AM with the

. Infection Control Nurse, revealed the ADON's on
tfor the North and South Units were respongiple
for tracking labs. She stated she did not receive

' copies of Physician's Orders or copies of

s fmboratory resulis. Mowever, shie stated she
Hleamed of new Fhysician‘s Orders for labs or

; anfibiotics from the morning meeting, and ¥ she |
' was unable fo attend, the ADON's were 10 tell her
. 1f an antibiatic was started, She further stated,

! ence she tearned ar antibistic had been started,
i 8he would pull the laboratory results and frack the
infection from there. The Infection Contro Nurse
| explained it could be a concem if a urine :
| specimen was not collected as ordered due to the ;
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F 502 Contnued From page 52 - F502,
! risk of becoming il: or septic with & UTI, ? i

Hnterview with the DON on 09/09/14 2t 1:36 PM. |

; revealed she was unable to find any fab results :

| for the urinalysis; cuiture which was ordered on
08r17/14 for Resident #5, She stated the A

| ADOM/UC was the safety cheek and was to bring :

& copy of alf requisition slips to the morning ' :

| mesting Monday through Friday anc cempare the | '

slips o the Laboratory Book to ensure the labs

- were obtained or drawn 2¢ ordered. She further |

stated she checked the computer and 2l the labs i

including the urinalysis; culture for Resident #5

~were ordered in the computer. She further stated

| the laboratory staff was to have the nurse sign the :

“computerized faboratory requisition slip after the ,

| @bs were drawn so the nurse could ensure &l the | !

labs had been drawn or collected. Howavaer, '

| review of the computerized Reguisiiion Slip Jated |

+ 08/18/14 revealed the nurge did not sign the

: computerized Requisition Slip dated 081814, for

! Resident #5's iabs.

|
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