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The Braden scale is completed on
F 282 | Continued From page 43 F 282 Admission, Re-admission and change
wach resident's plan of care. in condition by the liconsed nurses
. for 4 weeks. Roberta Thompson,
The Assistant Administrator/QA Coardinator will MDS Coordinator will monitor as
repart all monitoring results in the quarterly CQl part of CQI the cormpletion of the
meetings. Braden Scale by Licensed staff. Any
. failure 10 complete the form will be
—The surveyors validated the corrective actions reporied to the DON for corrective
taken by the facility as follows: action. The results of the sudit will
: : be reported quarterly thro I b
Interview on 12/12/12, at 4:40 PM with the DON - Rob ;mm:npmym;gh CQfty
and review notes dated 10/19/12, revealed the . . .
. - , - Coordinator. This will be ongoing.
DON reviewed Resident #1's medical record See Attachment #31
investigating the resident's wound and ee en
appointment issues, .
. As part of CQI the transportation logs
Interview on 12/12/12, at 3:15 PM with the MDS will be reviewed weekly bry Emity
Coordinator and review of notes dated 10/19/12, Gray Assistant Administrator Marie
revealed the MDS Coordinator reviewed Resident - Pemnington, Activity Director to
#1's MDS assessment and care plan for accuracy - ensure that transporiation
-1 and also reviewed the two (2) most recent MDS arrangements arc being mads. This
assessments of alt resident for aceuracy. began on 10/26/12 and will be
) ) continuous. Any issues identified
Intenfle\'av or? 1212412, at 4:40 PM with t:e DON will be reportad immediately to
'| and review in-service records dated ‘!Iq/ 9!1?, nursing administration for comeation.
through 10/21/12, reveated the DON in-serviced . .
all licansed staff regarding the following: 1) All findings will be reported
assessment, measuring, reatments and quarterly through CQT by Emily Gray
documentation of wounds, 2) maintaining Ass?gm’t Administrator. See
accurate medical records, 3) physician and attachment #22
responsible party notification of change in
conditicn, 4) scheduling appointments, 5) making The MDS Nurses will docament the
.1 transportation arrangements, 6) utilizing the results of their skin assessments in
transportation fog, and 7) the revisions to the the resident’s medical records. The
transportation policy/procedures. MDS Nurse will complete & CQI
Skin Commumication Sbeet with the
Interviews on 12/12/12, at 11:00 AM with RN #2, results of their skin assessment as
at 2:15 PM with LPN #4, at 5:00 PM with LPN .
, well, A of the Commmunication
#12, on 12/13/12, at 2:00 PM with LPN #9, at oopy
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11:00 AM with RN #4, at 11:10 AM with LPN #2,
at 1:15 PM with RN #6 and at 1:20 PM with LPN
#13 confirmed the licensed staff were in-serviced
on the following: 1) assessment, measuring,
treatments and documentation of wounds, 2)
maintaining accurate medical records, 3)
physician and responsible party notification of
change in condition, 4} scheduling appointments,
5} making transportation arrangements, 6)
utilizing the transportation iog, and 7) the
revisions to the transporiation policy/procedures.

Interviews on 12/12/12, at 11:00 AM with RN #2,
at 5:00 PM with LPN #12 and review of notes
dated 10/21/12, revealed RN #2 and LPN #12
compared the skinfwound assessments
completed on 10/19/12, for all residents with the
documentation in each resident's plan of care,
wound documentation flow sheet and TARs o
ensure accuracy of the medical records. The
interview and record review also revealed LPN .
#12 compared the skinfwound assessments with
the most recent MDS assessment {o ansure all
aiteration in the residents' skin integrity had been
accurately care planned. The interview and
record review further revealed RN #2
re-assessed/re-measured all new alterstion in the
residents' skin integrity that had been identified
on the skin/wound assessments o ensure the
areas were documented accurately on each
resident's wound dogcumentation flow sheet.

Interviews on 12/12/12, at 3:15 PM with the MDS
Coordinator, at10:55 AM with the MDS Assistant
On 10/23/12, the MDS staff (MDS Coardinator,
MDS Assistant and LPN #12) reviewed all weekly
nurses’ summary including skin assessments to
ensure the resident's plan of care were up to

sheet will be given to the Director of
Nursing. This is a CQI

- communication tool. This began on
11-23-2012. All findiugs will be
reported quarterly through CQI by
Roberta Thompson, MDS
Coordinator. This will be ongoing.
See attachment #23

A form was created to use in
moniloring of tuming and
repositioning of residents. This was
developed by Mary Arms, DON on
12/7/12. See Attachment #36

The QA nurse will monitor 4
residents per unit 3 times weekly for
a total of 12 residents per week to
observe turning and repositioning to
ensure that the individual resident
care plan and physician orders are
being followed. This will be

4 completed for 6 months and then ye-
evaluated. This started on 11/26/12.
The results of the audits will be
reported weekly in the QA meeting
and querterly through CQI by Emily
Jones- Gray Assistant Administrator,
QA Coordinator or the QA nvrse,
This smdit may be delegated to other
staff in the fiture,

The facility will continue 1o use the
original form that was used prior to
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Sheet will be given to the Staff Nurse
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FORN CMS-2567(02-99) Previous Versions Obsolate

Event |D: 6GKa1M1

Facllity iD: 100688 If continuafion sheet Page 45 of 165




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

PRINTED: 12/28/2012

STATEMENT OF DEFICIENCIES (1} PROVIDER/SUPPLIERACLIA
AND PLAN OF GORRECTION IDENTIFIGATICN NUMBER:
185214

FORM APPROVED
OMB NO. 0338-03981
{X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A. BUILDING COMPLETED
B. WING c
12{13/2012

NAME OF PROVIDER OR SUPPLIER

MOUNTAIN MANOR OF PAINTSVILLE

STREET ADDRESS, GITY, STATE, ZIP GODE
1025 EUCLID AVENUE

PAINTSVILLE, KY 41240

attain or maintain the highest practicable physical
well-being, in accordance with the comprehensive
assessment and plan of care for two {2) of
twenty-four {24} sampled residents (Residents #1
and #14}. On 08/12/12, facility staff assessed
Resident #1 and noted the resident had a
scabbed wound to the left great foe, Facility staff
notified the resident's physician of the wound and
new orders were obtained that included to refer
the resident to a Wound Care Clinic (WCC).

and physician orders are being
followed. This will be completed for
6 months and then re-evainated.

This started on 11/27/12. The resulis
of the andits will be reported weekly
in the QA meeting and Quarterly
through CQI try Emily Jones-Gray,
Agsistant Administrator, QA

Py ID SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION sy
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIDN SHOULD BE GOMPLETICN
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. the survey to monitor safe transfer of
F 282 | Continued From page 45 F 282 residents. See Attachment #37, -
date. The staff also reviews all residents’ new .
orders daily (seven (7) days a week) and updates The QA nurse will monitor 4
each resident's plan of care, residents per unit 3 times weekly for
’ & total of 12 residents per week for
Interviews on 12/13/12, at 2:55 PM with the approgpriate transfer, This will be
Administrator, and at 3:10 PM with the Assistant completed for 6 months and then re-
Adminisirator revealed the Assistant evaluated. This started on 11/28/12.
Administrator/QA Coordinator wili report all The results of the audits will be
monitoring results in the quarterly CQI meetings., . .
F 308 | 483.25 PFQQOVIDE CARE?SERVI(%ES FOR ° F 309 reported weckly in the QA mecting
$s=J | HIGHEST WELL BEING -and Quarterly fhrough CQI by Emily
: Jones-Gray, Assistant Adminisirator,
Each resident must receive and the facility must QA_ Com:dmﬂtor or the QA nurse.
provide the necessary care and services to attain This ‘_md't may be delogated to other
or maintain the highest practicable physical, staff ir the future.
mental, and psychosocial well-being, in” :
accordance with the comprehensive assessment A form was created on 11/23/12 10
and plan of care. use in evaluation of reatment
procedures pecformed by licensed
staff reparding following physician
orders. This was developed by
) Meary Arms DON and Deborah
This REQUIREMENT is not met as evidenced Fitzpatrick Administrator, See
by: L ¢ o Aftachment #33
Based on interview, record review and facility
policy review, it was determined the facility faiied .
to en);ure residents received and facility ;yaff Four (4) treatments per week will be
provided the necessary care and services to obscrved by the QA nursc to ensure
that the individual resident care plan
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Resident #1 was seen at the WCC on 09/13/12,
09/20/12, and staff was to schedule a follow-up
appointment for Resident #1 io be seen in the

A form was crested on 11/23/12 1o

WCC on 09/27/12; hawever, there was no use in evaluation of medication
documented evidence Licensed Practical Nurse administration by licensed staff
(LPN)#1 arranged transportation for the regarding following physician orders.
resident's follow up appointment for the 05/27/12, This was developed by Mary Anns
appointrment, and the resident was not DON and Deborah Fitzpatrick

assessed/freated af the WCC.

Facility staff documented an assessment of the
wound on Resident #1's left great toe on
09/28/12, (fifteen days after the last documented
assessment of the wound on 08/13/12) and noted
the wolnd was red with pink surrounding tissue
measuring 1.4 centimeters {cm) x 0.2 cm x 0.1
cm.

The Minimurn Data Set (MDS) Assistant revealed

Although faciiity staff documented treatments
were administered to the wound on Residert #1's
left foot from 09/28/12, to 10/16/12, facility staff
failed to document an assessment of the wound
until 10/17/12, nineteen (19} days afier the
previous assessment of the wound on 09/28/12.
A review of the nurses notes dated 10/17/12,

Administrator, See Attachment #34

Four {4} med pass observations will
be completed weekly by the QA
aurse to ensare that the individual
resident care plen and physician
orders are being followed. This will
be completed for 6 months and then
re-cvalnated, This started on
11/27/12. The results of the audits

in gn interview that she had conducied an will be reported weekly in the QA
assessment of Resident #1 on 10M15/12, and the meeting and Quacterly through CQI
rfasident's toe was moist w_ith black necrotic by Emily Jones-Gray, Assistant
trsdsue, b;z\:'rr: prirL;lc_ar!t Sra;lshagf, & f;}\ul od;r ar;d Administrator, QA Coordinater or the
¢ redness e first joint of the toe. According to { . .
the MDS assistant, she did not dqcument the dQe? nursc.m'l‘:::;u:l;tfi:y ﬂl:: future
assessment but reported her concerns related to &l :
the resident's wound to LPN #1 to notify the o
physician. However, a review of documentation The results of all audits will be
revealed LPN #1 failed to notify the physician of reported quarterly through CQ by
the change in Resident #1's wound on 10/15/12. Ernity Jones-Gray Assistant
Administrator or the person

completing the audits. This will be -
ongoing,

Dr. Charles Hardin, Medical Director
will provide oversight during the
compliance process  The resulis of

X4} 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION x5)
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‘ DEFICIENCY)
. Coordinator or the QA purse, This
F 309 | Continued From page 46 F 309 sudit may be delegated to other staff
in the future.
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the wound was red and inflamed, had a yellow
sloughing and an odor, and was necrotic.
Resident #1 was transported to an acute care
facifity on 10/18/12. Resident #1's toe was
amputated on 10/20/12, due to a diagnosis of wet
gangrenhe. {Refer to F157, F282 and F514.)

fn addition, facility staff failed io ensure
physician’s orders for wound treatments were
followed for Resident #14, and faited to document
an assessment of Resident #14°s wound from
06/29/12 until 07/27/42 (a timeframe of
twenty-eight days).

The failure of the facility to ensure residents
received and facility staff provided the necessary
care and services to attain or maintain the highest
practicable physical well-being, in accordance
with the comprehensive assessment and plan of
care placed residents at risk for serlous injury,
harm, impairment, or death. Immediate Jeopardy
and Substandard Quality of Care was identified
on 12/11/12, and determined to exist on 10/15/12.
The fagility was notified of the Immediate
Jeopardy on 12/11/12.

cessary care and services lo aflain or
intain the Iighest practicable physical,
Hznta.t, and psychosocial weli-being, in

:?st receive and the facility must provide the
6

sceordance with the comprehensive assessment

d plan of care.

1. The attending physicien and the
family of resident #1 was notified on
10/17/12 by LPN #3 of the change in
condition related to the wound on the
keft great toe. See atiachment #1

The atiending physician was natified
on 10/18/12 via fax by Mary Arms,
DON that resident #1 was being set

that had previousty performed
surgery on resident #1 prior to her
admission to this facility. See
Atéachment #2

Mary Arms, DON began reviewing
the medical record of resident #1 on
10/18/12 and investigating the

transferred to KDMC 1o the physician

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING NFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
alf andits will be reported to the
F 309 | Continued From page 47 F 309 Medical Director quarterly through
revealed the wound to the resident's left toe had CQI by Emily Jones-Gray, Assistant
an odor, was draining, and that facility staff Administrator. This will be angoing.
notified the resident's physician and orders were )
received to culture the wound and refer the 5. Date of completion 1/8/13
resident to the WCC. Facility staff also nofified
Resident #1's family member of the changes and
new orders, :
F1309 483.25 PROVIDE CARE/SERVICES
On 10/18/12, Resident #1's family member FOR HIGHEST WELL BEING
insisted on observing the wound on the resident's
lefl great toe, Documentation revealed the Itjis the policy of this facility that each resident
wound was assessed and LPN #1 documented
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incident. She completed the review
F 309 | Continued From page 48 F 308 on 10/19/12 and continzed to

The facility provided an acceptable credible investigate.

Allegation of Compiiance {AQC) on 12/13/12, with

the facility alleging removal of the Immediate The attending physician of resident

Jeopardy on 10/25/12. Immediate Jeopardy was #1 was notified on 10/21/12 via fax

veiified to be removed on 10/25/12, as alleged that the resident had missed the

prior o exiting with the facility on 12/13/12, with
remaining noncompiiance at 42 CFR 483.25
Quality of Care, with & scope and severity of "D,
while the facility develops and implements a Plan
of Correction and the facility's Quality Assurance.

The findings include:

Review of the facility policy entitled "Skin Care"
revised September 2001, revealed all wounds
were to measured and recorded weekly.

Review of the facility policy entitled "Wound
Docurmentation” {(undated) revealed pressure
ulcers, diabetic ulcers and other wounds deemed
necessary to measwe should be measured
weekly by licensed staff. The policy revealed
documentation should include wound lacation,
stage, size, tunneling, undermining, necrotic /
tissue, sloughing tissue, eschar, drainage, and
granutation, description of surrounding tissue,
pain and support surface. Review further
revealed if the wound did nat show improvement
or there were changes (such as warmth, redness
of surrounding tissue, necrofic tissue or odor) the
physician should be notified.

Review of the facility policy entitled
"Transportation Policy” dated May 2008, revealed
the facility would assisi resident by making
transportation amangements for resident's
scheduled appointments. The review revealed
nursing staff was responsible to make

_ Attachment #3

 The medical record of resident #1

The son of resident #1 was notified

appoimment to the wound care clinic
by Mary Arms DON. See

was reviewed on 10/20/12 by Mary
Arms, DON to ensure that other
appointments had not been missed.

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

on 10/20/12 by Mary Arms, DON of
the miesed appointment to the wound
care clinic and that we had reported ¢
this 1o APS and 0IG.

Resident #1 has not refurned to this
facility.

A medication error form was
completed on 11/2/12 by Mary
Arms, DON regarding failure to
follow the physician order for
resident #14. See Attachment #32
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. The MD wes notified on 11/2/12 of
F 309 | Continued From page 49 F 309 the error by Mary Arms, DON.

transportation arrangements as soon as aware of '

the resident's appointment. The policy further LPN #2 was in-serviced and verbally

stated staff would maintain a record of counscled on 11/2/12 by Mary Anms,

appoiniments, would obtain confirmation of DON at the time she signed the

transportation arrangements, and wouid check

care.

the appointment book daily to ensure
appointments were kept.

interview on 11/01/12, at 3:45 PM with the
Administrafor revealed the facility did not have a
policy related fo facility staff foliowing physician's
orders. However, according fo the Administrator,
following physician orders was a "standard of
practice” and nursing slaff were to foilow
physician's orders in the provision of resident

1. Areview of Resident #1°s closed medical
record revealed the resident was admitted on
08/26/12, for rehabilitation due io a Right Below
the Knee Amputation (BKA) with diagnoses of
Diabetes Insipidus, Mild Mainutrition, and

Medication/Trestment error.

Licensed staff was in-serviced on
reading the entire physician order
prior to beginning treament and on
following the physician prders for
resideni #14 and all other residents
receiving treatments by Mary Arms,
DON. In-services started on 11/8/12
and were completed on 11/23/12.

On 10/19/12 a full skin assessment
was completed on Resident #14 by
Jessica Amett, RN and Heather
Mowery, LPN to ensure that al]
wounds were identified and assessed.

;I.ypgtnjtens;ionr; ,Revi;l\.; gfg{:siden; #T‘F; A copy of the skin assessment for

"Significant Qhange mprehensive- .

Assessmen? dated 09/07/12, revealed the ,res1dé'ut #14 completed on 10/19/12
resident was assessed to be at risk for wn% givan to the MDS departrnent for
development of pressure ulcers. Review of rovicw. The skin assessment was
Resident #1's Comprehensive Care Plan dated compared with the most recent MDS
07/16/12, revealed the facflity had addressed the and care plan of resident #14. The
resident’s risk of alteration in skin Integrity MDS and care plan was revised if
secondary fo history of skin tears, assistance needed by Donna Fannin LPN and
required for bed mobility, general weakness, right Crystal Cantrell LPN (MDS
BKA, peripheral vascular disease, history of Department) to ensure that all skin
malnutrition diabetes, and VRE camier. Some areas identified were cars planned
Interventions on the care plan were for staff o appropristely, This was completed
check the resident's skin condition daily during on 10724/12.
care and report any changes to the nurse, and for
staff to provided skin care as ordered by the
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x5)

physician.

Continued review of Resident #1's medical record
revealed nurse's noted dated 09/12/12, at 9:30
AM, by Licensed Practice Nurse (LPN) #1 that
noted Resident #1 had a new scabbed area to
the left great toe that measured less than 0.1
centimeter (cm) in diameter. LPN #1 notified ihe
physician and obtained orders for treatment to the
wound and a referral fo the WCC.

Review of Resident #1's Wound Care Clinic's
(WCC) note dated 09/13/12, revealed the wound
was assessed and determined to be a Diabetic
Ulcer measuring 2.2 ecmx 1.8 cm x 0.1 cm. The

-WCC sent orders back to the facility on 09/13/12,
-| for multiple tests, anfibiotics, treatrment of Aquace!

AG (a silver impregnated aniimicrobia! dressing
which reduces the number of bacteria in the
wound), 4 x 4 gauze and wrap with "Kiing" {a roll
of gauze bandage) every foriy-eight (48) hours,
and a follow up appointment for 09/20/12. On
08/20M12, documentation by the WCC revealed
the wound was a scabbed wound with a pale pink
base, measuring 0.7 cm x 0.6 em x 0.1 cm with
no eschar, no yellow sioughing, no drainage and
no odor. The WCC sent orders back io the
facility on 09/20/12, for oral antibiotic and for a
foliow up appointment in one (1) week, on

record for resident #14 was reviewed
and compared to the skin assessment
compieted on 10/19/12 10 ensure that
all wounds have been measnred and
are on a monitoring sheet. This was
completed by Christy Moorg, RN.

All arens identified on the skin
assessment of resident #14 completed
on 10/19/12 were compared to the
treatment MAR to ensure that
treatments were ardered if necessary
to all identified areas. This was
completed by Christy Moore RN on
10/20/12.

The pleysician of resident #14 was
notified via fax of the wound, type
and Jocation by Christy Moore, RN
on 10/22/12.

The care plan and MDS of resident
#14 was reviewed for pcouracy by
Crystal Cantrell, LPN MDS Staff.
1172312
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F 308 | Continued From page 50 F 308 On 11/20/12 the wound monitoring

{

09/2712. However, there was na documented 2. The charts of all residents having
evidence LPN #1 made transportation weekly outside appointments for
arrangements for the resident's follow up medical treatment outside the facility
appeintment on 08/27/12, and the resident was were teviewed to ensure they had pot
not seen again at the WCCGC. missed appointments duc to
. . _ ' frangportation not being scheduled.
Contlr;u:ilhrewew olf Resident #_!1 es; ﬁ;are0 g:;ra“z This was completed by Mary Arms,
reveale e care plan \?ras rev!s on ) DON and Christy Moore, RN on
with additional interventions to include the
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SUMMARY STATEMENT OF DEFICIENCIES

following: 1) for staff to cleanse area fo the left
great toe with normal saline, dry and apply
Aguacel AG then a 4 x 4 gauze and wrap with
"Kling" every forty-eight {48) hours, and 2) for

- staif to observe for signs and symptoms of

infection such as an increase in drainage, an
elevated temperature, an rapid pulse, ora
decreased blood pressure and fo notify the
physician of any of the signs.

Review of a Wound Evaluation Flow Sheet
reveaied facility staff had documented Resident
#1's wound measurements on 019/13/12, as "2.2
cmx 1.8 cm x 0.1 cm,” and on 08/28/12, as "1.4
cm x 0.2 x 0.1 cm"; however, there were no other
measurements documented on the flow sheet.
Review of the Wound Evaluation Flow Shest
revealed the sheet contained insfructions on the
top of the sheet stating the sheet was to be
completed by a nurse upon identification of a
wound and at least weekly from the date of
identification. According fo the instructions, the
staff fajled fo conduct a wound assessment for
wegks of 08/21/12, 10/05/12 and 10/12/12.

A review of a Treatment Administration Record
{TAR) for September and October 2012, revealed
every forty-eight hours, staff was io cleanse
Resident #1's left great toe wound with normal

saline, cover with Aquacel AG and a 4 x 4 gauze,

and then wrapped with Kling, the treatment was
to be performed every forty-eight {48) hours. The
TAR revealed LPN #1 performed wound care to
Resident #1's teft great toe on 10/04/12,
10/10/12, 10/14/12 and on 10/1812. Ths TAR
further revealed LPN #3 perfarmed wound care to
Resident #1's left great toe on 10/02/12,
10/06/12, 10/06/12, 10/12/12 and on 10/16/12.

make transportation armngements.

All current residents with scheduled
appointments were reviewed to
ensure that transporation
arrangements had been mmde, This
was completed by Ora Little, LPN
and Jessica Wireman, RN on
1021112,

On 10/19/12 Roberta Thompson,
MDS Coordinator reviewed the two
mogt recent MDS assessments and
Care Plan of all residents identified
as having 2 pressure area for
ACCUTACY.

On 10/19/12 a skin asscssment was
completed on all residenis by
licensed staff. The siaff names are
Jeri Frazier L PN, Jessica Ameti RN,
Heather Mowery LPN, Yvette Short
RN, Dorma McDowell, LPN and
Christy Allen LPN. '

A copy of the skin gssessments
completed on 10/19/12 was given to
the MDS department for review, All
residents identified during the skin
essessments as having & wound of
any kind had their MDS and Care
Plan reviewed and revised if needed
by Donna Fannin LFN and Crystal
Cantrell LPN (MDS Department) to
ensure that all skin ereas identified

Py ID D PROVIDER'S PLAN OF CORRECTION 5
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10/20/12. There were no other
F 308 | Cantinued Fram page 51 F 300 appoiniments missed for failure to
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Further review of nurse’s notes revealed on
10/17/12, at 2:50 PM LPN #3 documentied the
wound to Resident #1's left great toe had an adaor
and drainage. Documentation revealed Resident
#1's physician was notified of the assessment
and the physician requested fasility staff to obiain
a culfure of the wound and to refer the resident to
the WCC. The-documentation further revealed
the resident's family member was also notified of
the change and the new orders.

Review of Resident #1's nurse’s noies dated
10/18/12, at 10:30 AM, Resident #1's family
member insisied on observing the resident's
wound. Documentation revealed LPN #1 and the
Assistant Directar of Nurging (ADON) removed
the dressing for the resident's left great toe and
the wound was observed 1o be red and inflamed

On 10/20/12 the wonnd monitoring
records for each individual resident
were reviewed and compared fo the
individual resident skin assessments
completed on 10/19/12 to ensure that
all wounds(both pressure and non-
pressurs) bave been measured and
-are on a monitoring sheet. This was
completed by Christy Moore, RN.

All argas identified on the individual
resident skin assessments completed
on 10/19/12 were compared to the
individnal resident freatment MARs
to ensure thit treatments were
ordered i necessary to all identified
areas. This was compleied by

with a necrafic, yellow sloughing and an odor.
Further review revealed the resident was
transported to an acute care facility on 10/18/12,
at 3:15 PM for further assessment and treatment.

A review of a "History and Physical" report dated
10/18/12 revealed a physician at the acute care
faciity noted Resident ##1 had Cellulitis of the toe
associated with a Diabetic Ulcer that appeared to
have central gangrene, and the physician
recommended a consuliation with a Vascular
Surgical.

Review of a Vascular Surgical Consultation
Report dated 10/19/12, revealed Resident #1 had
a guarter sized uiceration to the isft great toe with
purulent drainage. The report revealed a folt
odor was nofed when the dressing was removed
and the entire great toe up to the base of the foot

Christy Moore RN on 10/20/12,

Any new aress or aress in question
(both pressure and non-pressure areas
identified on the skin assessments
completed on 10/19/12) were
reviewed, re-measured if necessary
and placed on 2 monitoring sheet,
New orders were obtained for ngwly
identified areas This was completed
by Christy Moore RN on 10/21/12.

All physicians wers notified vie fax
on 10/22/12 of their respective
residents with the type of wonnd,
This wes completed by Christy
Moore, RN, See attachment #4
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F 308 | Continued From page 53 F 308 On 10/28/12 and 10/29/12 all
was erythematous. Based on documientation in physicians were notified of all

the report, the Vascular Surgeon recommended
amputation of Resident #1's great ioe.

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

An interview with the Minimum Data Set (MD3)
Assistant on 10/25/12, at 1:00 PM revealed she
had conducted a Discharge Assessment of
Resident #1 on 10/15/12. According to the MDS
Assistant, at that time, Resident #1's toe was
assessed fo be moist, with black necrotic issue,
brown purulent drainage, a foul odor and up to
the first joint of the ioe was red. According tc the
MDS assistant, the Discharge Assessment only

wonnds and the current treatments for
the wounds of their respective -
residents using the WOUND
NOTIFICATION FORM, They were
asked to sign and retirn. This was
completed by Christy Moore, RN.
See attachment #5

A complete skio assessment was
completed on all residents to ensure
that all skin jssnes (with special focus
an both pressure and non-pressare
wounds) have been identified and
documented. These assessments were
completed over a four (4) day period on
11/13/12, 1114/12, 11/15/12 and

addressed pressure ulcer and because ihe ;:élozligy ? DON, Christy
resident's wound was not a pressure ulcer, she Ashley Maggard LPN, Teresa Kidd

did not document the assessment; howsver, the
MDS assistant stated she reported her concerms
to LPN #1 and thought LPN #1 would notify
Resident #1's physician of the assessment.
However, a review of documentafion reveaied
Residant #1's physician was not notified of the
resident's wound on 10/15/12, and the care plan
was not revised o reflect the change in the
resident's wound.

An interview on 10/24/12, at 4:30 PM with LPN #1
reveaied wounds were assessed/measured avery
Friday and documented on the wound flow sheet.
LPN #1 revealed Resident #1's left great toe had
"a small black spot® when she last assessed the
wound buf could not remember the date. The
LPN stated she did not know why there was no
documentation of an assessment of the wound

BN, Jessica Arpett RN, Yvetie Short
RN, and Bonnie Prater, LPN.

On 11/15/12 the physicfans were
nofified again of all wounds and the
current freatments for their respective
residents using the WOUND
NOTIFICATION FORM. This was
completed by Chiisty Moore, RN. See
attachment #6

The families of all tesidents with any,
type of wound were comtacted to ensure
they were aware of the wound and
treatments ordered. This was
completed on 11720/12 by Anna

Caldwell, ADON, Chanity Puorcell
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during the first two (2) weeks of October 2012.
LPN #1 acknowledged on 10/18/12, Resident
#1's family member insisted on observing the
resident's wound and, at that time, the resident's
entire toe was red with black necrotic tissue, with
sioughing fo the side. LPN #1 stated staff was o
assess a resident's wound with each treatment
and the physician was to be notified of any
changes in the wound; (however, there was no
documented evidence from 08/42/12 until
10/18/12). LPN #1 stated she did not recall being .
informed that the wound on the Resident #1's
great toe had changed or had an odor. Tha LPN
also could not recall why she did not make
transportation arrangements for the follow up
appaintment to the WCC for 08/27/12,

An inferview on 10/24/12, at 12:50 PM with LPN

"I #3 revealed wounds were to be

assassed/measured every Friday during wound
care and documented on the wound flow sheet.
LPN #3 revealed the wound on Resident #1's
great toe appeared as a dry callused wound when
she performed wound care 1o the wound on
10/12/12. Howsver, according to LPN #3 when
she assessed the wound on 10/17/12, the wound
had an odor and drainage, so the LPN notified
the physician and orders were obtained. LPN #3
did not know why there were no wound
assessments/measurements on the wound flow
sheet for Resident #1 during first two {2) weeks in
October 2012.

Aninterview on 10/25/12, at 11:30 AM with
Resident #1's Primary Physician confirmed she
had not been informed of the decline in the status
of Resident #1's wound unit 10/17/2. Accerding
1o the physician, she expected the nurses to

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIELE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: COMPLETED
A BULDING
wnNé c
8.
185414 12113/2912
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1025 EUGLID AVENUE .
MOUNTAIN MANOR OF PAINTSVILLE
PAINTSVYILLE, KY 41240
o) I SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDELD BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFGRMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE RATE
DEFICIENGY)
: LPN, Christy Moore RN and Brenda
F 308 | Continued From page 54 F 309 Humphries RN.

On 11/5/12, 11/6/12, 11/8/12,
1155712, 11/10/12 and 11/16/12 Mary
Amms, DON observed freatments
provided to 8 residents. Staff
followed MD orders during the
treatments. No other residents were
identified,

LPN #1 was terminated on 10/18/12
by Mery Arms, DON.

LPN #3 was piven a disciplinary
warning znd placed on probation in
10/20/12 by Mary Arms, DON.

LPN #2 was in-serviced and verbally
counseled on 11/2/12 by Mary Arms,
DON at the time she signed the
Medication/Treatment error.

The facility process for making
transporiation m'ranéements for
outside appointments was reviewed
by Deborah Fitzpatrick,
Administrator and Mary Arms, DON
on. 10/19/21.

The facifity transponation policy was
reviewed and revised on 10/19/12 by
Deborsh Fitzpatrick Administrator
and Mzry Arms, DON or 10/19/12.
The Medical Director is in agreement
with the revision, See attachment
#7
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F 309 | Continued From page 55 F 309 A traznsportation log was developed
follow physician's orders, to assess the resident's to track appointment and
wounds while performing wound care, and to be transportation arrangements. This
notified of any changes in the wound. The ~vras completed by Debarah
interview revealed the physician was unaware Fitzpatrick, Administrator, Mary
Resident #1 missed the follow up appointment at Arms, DON and Christy Moore, RN
the WCC until after the resident was transported on 1020/12. See attachment #8
to the hospital on 10/18/12.
. _ An instruction sheet was developed
Interviews on 10/23.'12,- at 6:1 S_F’M and on . as a guide for staff in making
1100112, at 2:35 PM with the Dlrectqr of Nursmg appointments. This was completed
(DOI\_I) revealed when a wounfi was ldeqilﬁed on by Mary Arms, DON on 10/20/12.
a resident the nurse was required to natify the
resident's physiclan, obtain orders for treatment, See attachment #2
assess the wound to include measurements and ] . .
document the assessment on the Wound A list of transportation services,
Evaluation Flow Sheet. The DON stated all phone mimbers, required forms and
wound should be assessed/measured and special requirements was developed
documented at least once a week, by the nurse as a guide for staff in making
assigned fo the resident while providing wound appoiniments. This was completed
care every Friday unless the resident's dressing by Meary Arms, DON on 10/2(/12.
was not scheduled to be changed on Friday. In See attachment #9
that case, the resident's wound was required to
be assessed on the day the dressing was The system used to keep the
'chang'ed, either Wednesday or Thursday. _The /| appointment information and !
mtt-ar'wew rgvealed nurses received in-service transportation arran —
training iwice a year on assessments, . . &
. reviewed and revised on 10/19/12 by
measurements and documentation of wounds. ) N .
The interview revealed the facifity did not conduct Deborah Fitzpatrick, Administrator
any audits to ensure physicians were notified of a end Mary Arms, DON. Two books
resident's change in condition; however, licensed bad been used to muke appointments.
furses were to nofify a resident's physician of any The books were combined into one
changes in the resident's condition. The DON book. Each mirsing mmit has an
stated she was unaware Resident #1 had missed appointment/transportation book with
the follow up appointment at the WCC, until the following items: '
investigating the resident's wound deteﬁgration. = Transportation Policy
Acc(?rdmg fo 'the DON, staff was responS{ble to v Instructions for making
provide care in accordance with each resident’s appointments.
plan of care. The interview revealed the Quality
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conducting the QA of wounds on first and second
floor. (Referto F520.)

Interviews on 10/23/12, at 6:15 PM and on
11/01/42, at 3:45 PM with the Administrator
revealed when a wound was identified on a
resident the nurse was required to nofify the
resident's physician, obtain orders for treatment,
assess the wound to include measuremenis and
document the assessment on the Wound -
Evalugtion Flow Sheet. The Administrator
revealed the facility monitored a sample of charts
monthly to ensure notification was conducted for
all change of condition; however, the monitoring
had been discontinued due to meeting the goal.
According to the Administrator, staff was
responsible to provide care in accordance to the
president’s plan of care.

2. Review of the medical record revealed the
facility admitted Resident #14 on 01/07/11, with
diagnoses that ipcluded Previcus
Cerebrovascular Accident (CVA) with
Hemiparesis, Atrial Fibriltation requiring
Anticoagulation, Atherosclerotic Cerebrovascular
Disease, Hypertension and Nonpsychotic
Disorder. '

A review of Resident #14's care plan revealed
facility staff revised the care plan on 05/04/12,
with additional interventions to include the
following: 1) to cleanse the area to the resident's
left lateral ankie with normal saline, apply Santyl
ointment {an active enzymatic therapy that
removes necrolic lissue from wounds), a 4 x 4

gauze and wrap the wound with "Kling" {a rolf of

»  Transporiation Log
e Appointment Calendar
. »  Transportation Forms

Licensed staff was in-serviced on
resident assessment, measuring
wounds, freafments and
documentation, pirysician and family
notification, pelicies and staff
responsibility in scheduiing
transportation to appointments,
making arrangements, the
traisportation log, transportation
policy and the new transportation
boolks for easier use, These were
completed oni0/19/12 thiu 10/21/12
by Mary Arms DON. See
attachment #10

Pressure Ulcer Documentation
Guidelines were given to staff as
bandonts during the in-service.

The Pressare Ulcer Documentation
Guidelines were placed in the wound-
care monitoring book for reference.
‘This was compileted by Mary Arms,
DON and Christy Moore on 10719712
thrie 10/21/12. See attachment #10

The Pressure Ulcer Policy was
reviewed on 10/21/12 by Mary Arms
DON and Deborah Fitzpatrick
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F 309 | Continued From page 56 F 309 fransportation services and
Assurance {QA) nurses (the Assistant Director of - notification requirements of
Nursing (ADON} and RN #2) were responsible for cach service.
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gauze bandage} every day; and 2} for staff to
cleanse the resident's bilateral breast folds with
soap and water, dry, and apply Nystatin (a
prescription anti-fungal medication used to freat
fungal infecions) powder twice a day. The care
plan also revealed nursing staff were to complete
a skin assessmeant every week and report any
alterations to the physician.

A review of the'monthly Physicians arders for
October 2012, revealed staff were to cleanse the
folds underneath Resident #14's breast with soap
and water, pat dry, and apply Nystatin powder {an
antifungal agent) to the breast folds every shift.

Review of a Wound Evaluation Fiow Sheet
revealed facility staff had documented Resident
#14's wound measurements of the resident’s ieft,
lateral ankle on 05/18/12, as "1.5cmx 1.5cm x
0.0 em," and on 06/01/12 ({fourteen days after the
last assessment) as "1.0 cm x 1.2 x 0.0 em", then
weekly for the next three weeks until 06/29/12,
However, there were no other measurements
documented an the flow sheet until 07/27/12
(twenty-eight days later). Review of the Woung
Evaiuation Flow Sheet revealed the sheet was io
be completed by a nurse upon identification of a
wound and at least weekly from the date of
identification. However, a review of the shaet
revealed staff failed fo conduct a wound
assessment for weeks of 05/21/12, 07/02/12,

) Ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION &)
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Administrator with no changes. The
F 308 | Continued From paga 57 F 309 Medical Director is in agresment. See
Attachment #11

The Wouind Documentation Policy
was reviewed and revised. The
Medical Director is in apreement.
See attachment #12

The curtent wound documentation
flow sheet was reviewed on 10/24/12
and revised so that the aress for
documentation are larger, more
organized with descriptive terms used
to describe wounds. This was
completed by Mary Arms, DON and
Deborah Fitzpafrick, Administrator,
See Atitnchment #13

Omn 10/24/12 the Assistant
Adminisirator, Emily Jones-Gray
began in-servicing all livensed staff
on how to utilize the revised Wound
Documentption Flow Sheet. The
Assistant Administratot also placed (
an insttuction sheet in the Wound
Care books at each mursing station to
inform staff on how to utifize the
tevised Wound Documentation Flow
Sheet and that all wounds shonld be

07/09/12 and D7/16/12. measured and documented weekly.
This was completed on 10/24/12.

Observation on 10/29/12, at 7:35 PM revealed _

Licensed Practical Nurse (LPN) #2 applied A Wound Notification Form was

Nystatin powder to Resident #14's breast foids; developed on 10/28/12 by Dr.

however, LPN #2 failed to cleanse the breast Charles Hardin Medical Direcsor,

folds with soap and waier and dry the area prior Mary Arms DON and Deborah

to applying the Nystatin powder.
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_ Fitzpatrick Administrator. This form
F 308 | Continued From page 58 F 309 wﬂ] be used to nolify the attending
physiciang’ bi-weekly of their
Interview on 10/29/12, at 7:45 PM with LPN #2° respective “*S“f;“f wounds, condition
revealed she failed fo read the entire physician's of the wounds and current {reaments.
order prior to the treatment for Resident #14. See Attachment #14 (1)
LPN#2 stated she was "nervous” during the e
The Wound Notification Form was

observation, had rushed to complete the
ireatrent, and failed to ensure the treatment was
perfarmed in accordance with the physician's
aorders.

Interview on 11/01/12, at 2:30 PM with the
Director of Nursing (DON) revealed staff shouid
review physician's orders prior to treatments to
ensure treatments were performed in accordance
with physician's arders. The DON stafed the
faciity did not monitor to ensure physician's
orders were followed.

Interview on 110112 _af 3:45 PM with the

revised on 12/14/12 by Mary Arms, DON
and Deborah Fitzpatrick, Administrator to
inclode a space for messnrements,
instroctions to notify family of amy
changes and  place o document Famify
member notified. The Medical Director is
in agreement with the revision, See
Attachment #14 (2)

All documentation gpidelines, policies
related to wound prevention, assessment
and jdentification, MDD and family
notification and reatment procedure and
wound menitoring should be nsed for both

pressnre sl non-pressum. wonnds

Administrator revealed nurses were io follow
physician’s arders and this was a nursing
"standard of praclice.” The Administrator stated
the facility monitored to ensure physician's orders
were entered into the computer system correctty;
however, there was no monitoring conducted to
ensure physician's orders were followed.

**An acceptable Aliegation of Compliance {AOC)
related to the Immediate Jeopardy (IJ) was
submitied by the facility on 12/13/12, which
alleged removal of |J effective 10/25/12. An
extended survey was-conducted on 12/11-13/12,
which determined the iJ was removed on

' 10/25/12 as alleged.

--A review of the AOC revealed the jollowing:

On 10/18/12, Licensed Praciical Nurse {LPN) #1

Licensed staff were in-serviced
regarding notification of change, causes
of skin breskdown, Braden séale,
nutrition m skin breakdown, risk factots
for skin brealdown, how to write &
complete treatment order, assessing,
staging and measuring wounds, weekly
summaries and skin assessments, the
new womnd monitoring sheet, proper
disposal of soiled dressings, proper
procedure required in completing &
treaimentdressing change, storage of
medication with focus on Mycalein
spray, procadure for returning home
meds to family, entering medication
ordersAollowing physician onders,
transcription of high risk
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medications, a second nurse should
F 309 | Continued From page 59 F 305 - review all new and readmission

was terminated by the Direcior of Nursing (DON)
due to the failure to assess/document Resident
#1's wound, nofify the physician and responsibie
parly of the change in the resident's wound and
the Tailure to make arrangements for the
resident's transportation to the wound clinic,

On 10/18/12, the DON notified Resident #1's
physician the family requested the resident be
transported to the acute care facility the resident
had previously been freated prior to admission o
this fagility.

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

On 10/19/12, the Minimum Data Set (MDS)
Coordinator reviewed Resident #1's MDS
assessment and care plan for accuracy and also
reviewed the two (2) most recent MDS
assessments of all residents for accuracy.

On 10/19/12, Registered Nurses (RN) #4, #6 and
LPNs #2, #4, and #13 eonducted skinjwound
assessments on all residents.

orders. This in-service was given by
Mary Arms, DON on 11-08-2012 and
was compieted on 11/23/12. See
attachment #15

Licensed staff were in-serviced a
second time on the same information
contained in the in-service completed
on 11-23-12. Attachment #15 This
in-service was conducted on an
individual basis for some staff and/or
very smal] proups for others with
more staff interaction encouraged. A
form was developed so that each staff
attending the in-service initfaled each
item (as it was discussed/explained)

_ an itern was discussed indicating that
they understood. Staff were asked if
they bad questions and if 5o ail items
in guestion were discussed prior to
their initialing, In-servicing started
on 12/18/12 and will be completed on
1/7/13 by Mary Arms, DON. ¢

Initiated on 10M19/12 and completed on 10/21/12; A treztment nurse wes hired on
the DON In-serviced all licensed staff regarding 10/24/12. Her name is Tracy

the following: 1) assessment, measuring, Thompson and she is an L.PN. She
treatments and documentation of wounds, 2) will work firll time as a treatment
maintaining accurate medical records, 3) nurse five days per week.
physician and responsible party notification of

change in condition, 4) scheduling appointments, Christy Moore, RN a current

5) making transportation arangements, 6)
utitizing the transportation log, 7) the revisions to
the transportation palicy/procedures.

On 10/19/12, the Administrator and the DON

employes will also work 2 days a
week as a treatment nurse. There will
be & designated treatment murse 7
days a week,
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reviewed and revised the facilily's transportation
policy and procedure. The Medical Director was
in agreement with the revision of the policy. The
revisions included combining the appointment
book and transportation baok into one (1) book.
The book is kept at each nurses' station and

containg the foliowing: 1) Transportation Folicy, 2} .

Instructions for making appointments, 3) Phone
numbers of each fransportation service and
notification requirements for each service, 4)
Transportation Log, 5} Appointment Calendar,
and B6) Transportation Forms.

On 10/20/12, the Administrator, the DON and RN
#2 developed a Transportation Log o track
appointments/ransportation arrangements and
an instructional sheet as a guide for statf for
making appointments, where forms are located,
different transportation services and contact
information which will be kept in the front of the
Appoinfment/Transporation books for staff
reference.

On 10/20/12, the DON reviewed Resident #1's
chart fo identify if any other appointments had
been missed. The DON and RN #2 reviewed ail
residents’ charts with weekly outside medical
appointments to ensure arrangements had been
made for transportation to each appointment with
no problems identified.

On 10/20/12, LPN #3 was reprimanded and
placed on probation by the DON due to the failure
io assess/document Resident #1's wound.

Cn 10/20/12, RN #2 compared the skinjwound
assessmants completed on 10/19/12, for all

-residents to each resident's Treatment

X4y D SUMMARY STATEMENT OF DEFICEENCIES D PROVIDER'S PLAN OF GORRECTION x5
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 309 | Continued From page 60 F 309 The treatment nurse will administer

treatments on all wounds Stage IT or
greater (includes diabetic or stasis
ulcers), monitor wounds daily for
chaniges, measure wounds weekly,
document daily on wounds or
surrounding skin (of those wound
with {reatmenis order other than
daily), notify physicians bi-weekly of
all resident wounds and condition of
each wound, monitor daily to see that
documentation is being completed as
part of CQL

Certified Medication Aides will no
longer be allowed io do treatments to
skin effective 10/25/12.

A wound care reference guide has
been piaced on each treatment cart as
a reference for appropriate
‘treatment/products for specific
wound types. This was complcied on
q 11/5/12 by Mary Arms, DON. See
attachment #16

The MDS Nurses will document the
results of their skin assessments in
the resident’s medical records.
Roberta Thompson, MDS
Coordinator will be responsible to
ensure this is completed. 11/24/12

4. On 10/21/12 Mary Arms DON
notified Dr. Charles Hardin Medical
Director of the missed sppointment
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SUMMARY STATEMENT OF DEFIGIENGIES

sheets to ensure all alteration in the residents’
skin integrity had been accurately documentéd.

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

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

On 10/21/12, RN #2 placed the "Pressure Ulcer
documentation guideiing" and "How 1o Identify

| and Stage Pressure Ulcers” sheets {utilized for

in-service} were placed in the nursing
policy/procedure manuals and in the wound care
rmonitoring bocks kept at each nursing station for
staff reference.

On 10/2112, the Administrator and the DON
reviewed the facility's Pressure Ulcer policy and
the Wound Documentafion policy and no
revisions required. The Medical Director was
also in agreement.

On 10/28/12 a mecting was held with
Dr. Charles Hardin, Medical
Director, Mary Atms, DON and
Deborah Fitzpatrick, Administrator to
discuss the issues jdentified in the
current survey and Quality
Improvemment related to asseszment,
wound cars, documentation,
physician and family notification and
trapsportation to appointments.

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

A Quality Assurance murse was hired
on 11/15/12 and will work under the
supervision of the Director of
Nursing to provide quafity AsSUrANCe
monitoring specifically for the
oursing department, She will work
full time.

The CQY skin monitoring sheet for
pressure ulcers was revised by Emily
Gray Assistant Administrator on
11/20/12. Twelve (12) charts will be
reviewed monthly. This zlse
inchades notification of physician
and family. This will be completed
by the Quality assurarce nurse or

{X4}iD - D PROVIDER'S PLAN OF CORREGTION . o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
of resident #1, the change in
F 300 | Continued From page 61 - F 309 condition related to the wound and
Administration Records (TARs) and each failure of LPN #1 to notify the
resident’s individual wound documentation flow attending physician and family.
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) other nursing staff assigned by Mary
F 309 | Continued From page 62 F 309 Arms, DON. This will be engoing.
All results will be reported quarterly
On 10/21/12, LPNs #10 and #14, reviewed all through CQI by Emily Jones-Gray,
residents' charts with outside medical Assistam Administrator, See
appointments o ensure transportation "Attachment #17
arrangements had been made.
A SKIN/WOUND QI LOG was
On 10/22/12, RN #2 notified each physician of ordered and will be used to frack
their respective_ resident’s wounds addressing the wounds (facility acquired or admitted
stage :emd Iogaﬂon .of each wouncll after the with), type of wound, interventions
feaﬂczir:tyi N:ieq;cz?l Dgttla:-:to:_had reviewed/signed and physician and family
physiclan's notitication. notification, This will be completed
On 10/24/12, the Administrator and the DON weckly by Emily Gray, Assistant
reviewed and revised the Wound Documentation Administrator o a designce. This
Flow Sheet which was larger, more organized, will be ongoing. Ali resulis will be
with descriptive terms used fo describe wounds. reported quarterly throngh CQI by
. ‘ Emily Jones-Gray, Assistant
On 10/24/12, the Assistant Administrator started Administrator. See Attachment #18
in-servicing afl licensed staff on how to utilize the
revised Wound Documentation Flow Sheet, The All weekly nursing summearies will
Assistant Administrator also placed an be tormed in to Mary Arms, DON,
instruction_al shegt in thg Wound Care books at Mary will monitor for completeness.
ealnc':h nursing .statlon to inform staff of r?ow fo The weekly summary includes a skin
¢ utifize the revised Wound Documentation Flow ¢ assessment. This 1 on 10/22/12 ¢
Sheet and that all wounds should be measurad and will be ongoing
and documented weekly, g
On 10/24/12, a new wound care nurse started A tracking form was developed on
emptoyment and will be assessing and providing - 10/25/12 by Mary Arms, DON to use
treatments fo all wounds five (5) days a week. in monitoring when weekly
RN #2 will be assessing and providing Freatments sumpnaties are due for each resident.
to all wounds the other two {2} days a wesk. The See Attachment #19
wound care nurse or RN #2 will fax each
resident's physician a bi weekly notification of the: Mary Arms, DON will review all
resident's wound type, loc:at?on, description and weekly nursing summaries for

current treatment.

As part of the facility's CQI for monitoring skin

completeness. She will review the
. skin assessment. She will then
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fransportation arrangements have been made
and any problems identified will be reported to the
nursing administration immediately for correction.

The DON and RN #2 will review all residents’
weekly nurses summary {which inciude a skin
assessmeni) and agsess each resident to ensure
the skin assessment matches and ensure the
physician was notified of any new alterations in
skin integrity or changes in condition. The nurse
completing the weekly skin assessments will
niotify the physician of any changes, obtain new
orders and update the resident's plan of care with
the new orders.

The Administrator formed a QA subcommittee
which consists of each department
head/manager that will meet weskiy to review the
mohitoring tools recently developed to improve
the facility's QA program.

assessment was completed on sl
residents, Fifty percent (50%) of all
residents witl have their skin
reassessed by Mary Arms, DON or
the QA nurse and compared with the
one on the weekly nursing summary
10 ensure that the skin is assessed
correctly. This will continue for 4
weeks or until 12/25/12 and then be
re-cvaluated.

Ifthere are no problems identified
then the percentage of review will
decrease to 8 residents per week. All
resident weekly nursing summeries
will be revicwed at 100% for
completeness and that a weekly skin
assessment wes completed on all
residents. Eight (8) residents per

STATEMENT OF DEFICIENCIES (¥1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFECATION NUMBER; COMPLETED
A. BUIEDING
C
185414 B-WING 12/13/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
MOUNTAIN MANOR OF PAINTSVILLE 1026 EUCLID AVENUE
PAINTSVILLE, KY 41240
4] 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED 8Y FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE CCMALETIGN
TG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . ) DEFICIENCY)
perform a skin assessment on the

F 309 | Continued From page 63 F 309 resident and compare this to the one
assessments upon admission, the DON has 1) completed on the ‘_VWHY summary to
Reviewed all skin assessments on new ensure that the resident skin is
admissions and readmissions and compared the asscssed correctly. This will be
skin assessment wilh her own skin assessment completed for 4 weeks at 100% until
of the resident to ensure all areas have been 11/25/12 and then re-cvaluated. The
identified, staged and measured accurately. 2) QA nurse will assist Mary Arms,
Reviewed the new admissions and readmissions ) DON in the review of the weekly
c:halrt to ensura tl?e physician and famll_y were summatics and the weekly skin
notified of any skin areas, that appropriate assessments after 11/19/12.
treatment is being ufilized to all skin areas and all :

- .| skin areas v:fen‘a appropriately documenjted on the I there are no problems identified
wound monitoring flow sheet for the resident. . .
then the percentage of review will

As part of the facility's CQI for monitoring the dooreaseto 50%.
transportation arrangement, the Assistant Al weekly summaries will continue
Administrator or the Activity Director will review to be reviewcd at 100% for
the transportation logs on each unit to ensure all completeness and that = weekly skin
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week will have their skin reessessed
F 309 | Continued From page 64 F 309 by Mary Acms, DON or the QA
The Assistant Administrator/QA Coordinator wil ' Durse and compared with the one on
report all monitoring resulis in the quarterly GQI the weekly nursing snmmary to
meetings, ensure that the skin is assessed
comectly. This will continue for 4
--The surveyors validated the corrective actions months and then be re-evaluated.
taken by the facility as follows: See Aftachment 1%
Interview on 12/12/12, at 4:40 PM with the DON Mary Arms, DON or the QA nurse
and review of LPN #1's Emplayee Disciplinary will review the skin assessments on
'Report dated 10/18/12, revealed the LPN was, niew admissions and readmissions.
terminated due to the fallL'Jre to asses‘s;"document They will then assess the resident
Resident #1's wound, notify the physician and kin and ith the skin
responsible party of Resident #1 conceming the Skin and compare W ©s
change in the resident's wound and the failure to assessment o ensire that all arces
make arrangements for the resident's have been identified properly and that
transportation to the wound clinic. the staging and measurements are
accurate, the family and MD were
Interview on 12/12/12, at 4:40 PM with the DON notified; the appropriate
and review of a faxed letter revealed on 10/1B8/12, treatment is in place and that al} arcas
e DON noftified Resident #1's physician the have been placed on the wound
family requested the resident be transported back monitoring flow sheet and monthly
to the acute care fadility the resident had log. This will continue for 6 months
previcusly been treated, prior fo admission to this and then will be re-evaluated. The
facility. ‘ ¢ findings will be reported quarterly {
Interview on 12/12/12, at 4:40 PM with the DON through CQI by Mary Arms, Don.
and review notes dated 10/19/12, revealed the See attachment #20
DON reviewed Resident #1's medical record .
investigating the resident's wound and The Braden scale is compicicd on
appointment issues. Admisston, Re-edmission and change
in condition by the licensed nurses
Interview on 12/12/12, at 3:15 PM with the MDS for 4 weeks. Roberta Thompson,
Coordinator and review of notes dated 10/19/12, MDS Coordinator will monitor as
revealed the MD'S Coordinator reviewed Resident pert of CQI the completion of the
#1's MDS assessment and care plan for accuracy Braden Scale by Licensed staff. Any
and also reviewed the two {2) most recent MDS failure to complete the form will be
assessments of all resident for accuracy. reported to the DON for corrective
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) action, The results of the audit will
F 309 | Centinued From page 65 F 308 be reported quarterly through CQI by o
' Interviews on 12/12/12 at 2:15 PM with LPN #4; Raberta Thompson, MDS
on 12/13/12 at 11:00 AM with RN #4: at 11:10 AM Coordinator. - This will be ongoing.
with LPN #2; at 1:15 P with RN #6; at 1:20 PM See Attachment #21
with LPN #13; and review of notes revealed on
10/19/12, the above licensed staff conducted As part of CQI the transportation logs )
skin/wound assessments on all residents. will be reviewed weekly by Exnily
. : . Gray Assistant Administrator or
Inteme\'fv on 1?{12 12‘, af 4:40 PM with the DON Marie Pennington, Activity Direcior
and review of m-serwqe records daie?d 10/1 9112 to ensure that transportation
through 10/21/12 revealed the DON in-serviced . .
: . X amangements are being made. This
all licensed staff regarding the following: 1) b 10/26/12 and will b
assessment, measuring, freatments and cgan on - an Vel be
documnentation of wounds, 2) maintaining cn_ntmuaus. Any xssues‘ identified
accurate medical records, 3) physician and will be reported immediately to
responsible party notification of change in nursing adminisiration for correction.
condition, 4) scheduling appointments, 5) making All findings will be reported i
transpartation arrangements, 6) utilizing the quarterly through CQI by Emily Gray
transportation log, and 7) the revisions to the Assistant Administrator, See
transportation policy/procedures. attachment #22
Inferviews on 12/12/12 at 11:00 AM with RN #2; The MDS Nurses will document the
at 2:15 PM with LPN #4; at 5:00 PM with LPN results of their skin assessmets in
#12; on 12/13/12 at 2:00 PM wilh LPN #9; at ; .
: ? : the resident’s medical records. The
11:00 AM with RN #4; at 11:10 AM with LPN #2; !
at 1:15 PM with RN #6; and at 1:20 PM with LPN I;:fé:ﬁﬁgzﬁgﬁgl e
#13 confirmed the licensed staff wers in-serviced .
on the foliowing: 1) assessment, measuring, results of their skin fasessment a5
treatments and documentation of wounds, 2) well. A copy of the Communication
maintaining accurate medical records, 3) Sheet will be given to the Staff Nurse
physician and responsible party notification of for the resident and a copy of the
change in condition, 4) scheduling appointments, sheet wifl be given to the Directar of -
5) making transpertation arrangements, 6) Nursing. This isa CQI
utitizing the transportation log, and 7) the communication tool. This begari on
revisions to the transportaiion policy/procedures. 11-23-2012. All findings will be
interviews on 12/12/12, at 4:40 PM with the DON, {fﬁ;’;f %ﬂm&gg b
on 12/13/12, at 2:55 PM with the Administrator
and review of the facitity's transportation
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revision of the policy. -

Observations conducted on 12/12/12, at 3:00 PM
on.the Secure Unit, at 3:10 PM on the 2nd floor
and at 3:20 PM on the 1st floor revealed an
Appointment/Transportation book kept at each
nursing station. The book contained the
following: 1} Transportatior Policy, 2) Instructions
for making appointments, 3) Phone numbers of
each transportation service and nofification
requirements for each service, 4) Transporiation
Log, 5) Appointment Calendar, §) Transpartation
Forms and 7) Instructional sheet.

Intendews on 12/12/12 at 11:00 AM with RN #2;
at 2:15 PM with LPN #4; at 5:00 PM with LPN
#12, on 121312, at 2:00 PM with LPN #9, at
11:00 AM with RN #4, at 11:10 AM with LN #2;
at 1:15 PM with RN #6 and at 1:20 PM with LPN
#13 revealed the licensed staff were
knowledgeable of the contents and use of the
Appointment/Transportation book.

Interviews on 12/12/12, at 4:40 PM with the DON,
on 12/12/12, at 11:00 AM with RN #2, on
12/13/12, at 2:55 PM with the Administrator, and
review of the facility's transportation i
poiicy/procedure revealed on 10720712, the
Administrator, the DON and RN #2 developed a
Transportation Log to track ’
appointments/iransportation arangements and
an instructional sheet as a guide for staff for

Dr. Charles Flardin, Medjcal Director
will provide oversight during the
compliance process. The results of
all andits will be reported to the
Medical Director quarterly through
CQI by Emily Jones-Gray, Assistant
Adrmipistrator. This will be ongoing.

th

Date of Completion 1/8/13

314 483.25( c TREATMENT/SVCS TO
REVENT/HEAL PRESSURE SORES

g kb

[

tiis the policy of this facility that a resident

ho enters the facility without pressure sores
es not develop pressure sores unless the
individual’s clinical condition demonstrates

ut they were unavoidabie; and a resident

ving pressure Sofes receives necessary

ent and services to promote healing,

vent infection and prevent new sores from
developing. This is evidenced by the
following:

- 2

1. The MDS and care plan of residents
#2, #3, #5, #6, #7, #8 and #9 was
reviewed for accuracy by Reberta
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Coordinator. This will be ongoing.
F 308 | Continued From page 66 F 309 See attachment #23
policyiprocedure reveaied the policy was revised , . : ‘
on 10/19/12, by the DON and Administrator, Al results will be reported quarterly
Interview on 12/13/12, at 1:30 PM-with the through CQI by the QA Coordinator,
Medical Director and review of the facility's Emily Jones-Gray or the person
transportation policy/procedura revealed the completing the andit. This will be
Medical Director was in agreement with the ongoing,
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Thompson, MDS Coordinator oo
F 309 Continued From page 67 F 309 10/19/12.

makinig appaintments, where forms are located,

_different transportation services and contact

informaticn which will be kept in the front of the
Appointment/Transportation books for staff
reference.

Interviews on 12/12/12, at 4:40 PM with the DON,
on 12/12112, at 11:00 AM with RN #2, on and
review of notes dated 10/20/12, revealed the
DON reviewed Resident #1's chart {o identify if
any other appointments had bzen missed. The
interviews and record review further ravealed the
DON and RN #2 reviewed all residents’ charts
with weekly cutside medical appoiniments to
ensure arrangements had been made for
transportation to each appolntment with no
problems identified.

Interview on 12/12/12, at 4:40 PM with the DON
and review of LPN #3's Empioyee Disciplinary
Report dated 10/20/12, revealed LPN #3 was
reprimanded and ptaced on probation due to the
failure to assess/document Resident #1's wound.

Inferviews on 12/12/12, at 11:00 AM with RN #2,
and review of notes dated 10/20/12, revealed RN
#2 compared the skinfwound assessmernts
completed on 10/19/12, for all residents 1o each
resident's Treatment Administration Records
(TARs) and each resident's individual wound
documentation flow shests to ensure all alteration
in the restdents’ skin integrity had been accuratefy
documented. :

Interviews on 12/12/12, at 4:40 PM with the DON
and review of a |etter with a faxed confirmation
dated 10/21/12, reveaied the DON notified
Resident #1's physician regarding the missed

On 10/15/12 residents #2, #3, #5, #6,
#7, #8 and #9 had skin assessments
completed by staff nurses working on
10/19/12. Their names arg Jer
Frezier, LPN, Jessica Amnet, RN,
Heather Mowery, LPN, Donna
McDowell, LPN, Yvelie Short, RN
and Christy Allen, LPN.

On 10/20/12 the individual resident
wound monitoring flow sheets for
residents, #2, #3, #5, #6, #7, #8 and
#9 were reviewed and compared to
their respective skin assessments
completed on 10/19/12 to ensure that
all wounds have been measured and
are on a monitoring sheet, This was
completed by Christy Moore, RN.

The physicians for resident #2, #3,
#5, #6, #7, #8 and #9 were notified
on 10/22/12 (vis fax) of their
respective resident’s wounds. This
was completed by Christy Moore,
RN. See attachment #4

L.

Medication error sheet was
completed on 10/25/12 for resident
#6 regarding treatment not being
completed per physician order by
Chiristy Moore, RN.
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: The MD of resident #6 was notified
F 308 | Confinued From page 68 F 309 of the omitted treatment on 10/25/12
appointment to the wound care clinic. by Christy Moore, RN.
Interviews on 12/12/12, at 11:00 AM with RN #2, Medication/Treatment error sheets
at 5:00 PM with LPN #12 and raview of notes for residents #3 and #7 were
daied 10/21/12, revealed RN #2 and LPN #12 completed due to omitted treatments.
compared the skinfwound assessments This was compicted on 11/23/12 by
completed an 10/19/12, for all residents with the Mary Arms, DON.
documentation in each resident's plan of care,
wound documentation flow gheet and TARs to The MD was notified of the omitted
_ensur‘e accuracy of the medlcal fecords. The treafents for their respective
inferview and record review also revealed L.PN . :
#12 compared the skinfwound assessments with residents on 11/23/12 by Mary Arms,
the most recent MDS assessment to ensure all DON.
aiteration in the residents' skin integrity had been
accurately care planned. The interview and On 10/28/12 and 10/29/12 the
record review further revealed RN #2 physicians for residents #2, #3, #5,
re-assessed/re-measured all new alieration in the #6, #7, #8 and #9 were notified of

residents' skin Integrity that had been identified
on the skinfwound assessments o ensure the
areas were documented accurately on each
resident's wound documentation flow sheet,

Observations conducted on 12/12/12, at 3:00 PM

their respective residents wounds and
the current treatments for the wounds
using the WOUND NOTIFICATION
FORM. They were asked to sign and
return. This was completed by

Christy Moore, RN, See attachment

on the Secure Unit, at 3:10 PM op the 2nd floor 45 ¢

and at 3:20 PM on the 1st floor revealed a Wound ‘

Care Book kept at each nurses' station. The . .

observation reFireaIed "Pressure Ulcer The DON attempted to interview

documentation guideline™ and "How to Identify resident #7 on 11/24/12 but was

and Stage Pressure Ulcers™ shests where in page unabie 0 due to resident confusion.

protectors in the front of each nursing Interviews with staff by the DON

policy/procedure manuals and in the wound car revealed that resident is unable to lie

monitoring books for staff reference. : o left side due to contplaints of
smothering. The comprehensive care

Interviews on 12/12/12, at 11:00 AM with RN #2, plan and the CNA care plan and

at 2:15 PM with LPN #4, at 5:00 PM with LPN assignment sheet for resident #7 was

#12, on 12/13/12, at 2:00 PM with LPN #9, at roviewed on 11/24/12 by Mary Arms,

11:00 AM wnl'1 RN #4, at 11:10 AM with L_PN #2, DON and updated to reflect this,

at 1:15 PM with RN #6 and at 1:20 PM with LPN :
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F 309 | Continued From page 69 F 309 Resident #7 expired on 12/3/12.
" | #13 revealed the licensed staff were
knowledgeable of the contents and use of the 2. On 10/19/12 a skin asscssment was
Wound Care book. compieted on all residents by
’  licensed staff The staff names are
Interview on 12/12/12, at 11:00 AM with RN #2 Jeri Frazier LPN, Jessica Arnett RN,
and review of the nursing policy/procedurs " Heather Mowery LPN, Yvette Short
manuals and wound care baoks kept at each RN, Donna McDowelt, LPN and
nurses’ station revealed on 10/21/12, RN #2 Christy Allen LPN,
placed the "Pressure Ulcer documentation
guidefine” and "How to |dentify and Stage A cbpy of the skin assessments
Pressure Ulcers" sheets were placed manuals ;
and books for staif reference complated on 10/19/12 was glven to
: ) the MDS department for review. All
Interviews on 12/12/12, at 4:40 PM with the DON, residents identificd during the skin
on 12/13/12, at 2:55 PM with the Administrator assessments as having'a wound of
and review of the facility's policies revealed the any kind had their MDS and Care
Pressure Ulcer policy and the Wound Plan reviewed and revised if needed
Documentation policy were reviewed 10/21/12, by by Donna Fannin LPN and Crystal
the DON and Administrator, Interview on Cantrell LPN (MDS Department) 1o
12/13/12, at 1:30 PM with the Medical Director engure that all skin areas identified
| was in agreement with not revising the policies. were care planmed appropriately.
This was completed on 10/24/12.
Interviews on 12/12/12, at 4:40 PM with the DON, : ’
/ on 12/13/12, at 1:30 PM with the Medical Diractor A On 10/20/12 the wound momitoting
and review of an e-mail revealed on 10/21/12, the .
DON nofified the Medical Director of the issues fecords wero reviewed and compared
identified related to the investigation of Resident 1o the skin assessments complated on
#1's wound and missed appoiniment with the 10/19/12 to ensure fhat all wounds
WCC. The Medical Director was also notified have been measured and are on a
and in agreement with the facility's corrective monitoring sheet. This was
measures taken. compieted by Christy Moore, RN,
‘Iiterviews on 12/12/12, at 6:00 PM with LPN #10, All areas identified on the skin
LPN#14, and review of the LPNs notzs dated assessments completed on 10719712
10/21/12, revealed the LPNs reviewed al! were compared to the frestment
residents' charts with oulside medical MARS to ensure that treatments were
appointments to ensure transportation ordercd if necessary to all identified
arrangements had been mada.
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Interviews on 12/12/12 at 11:00°AM with RN #2,
on 12/13/12 at 1:30 PM with the Medical Director
and review nofification letters dated 10/22/12,
revealed RN #2 notified each physician of their
respective resident's wounds addressing the
stage and location of each wound after the
facility's Medical Director had reviewed/signed
each physician's nofification.

Interviews on 12/12/12, at 4:40 PM with the DON,

L on 12/13/12, at 2:55 PM with the Administrator

and review of the old and new Wound
Documentation Fiow Shect revealed the sheet
was |arger, organized, with descriptive terms
used fo describe wounds.

Interview on 12/13/12, at 3:10 PM with the
Assistant Administrator and review of notes dated
10/24/12, revealed the Assistant Administrator
started in-servicing all licensed staff on how to
utilize the revised Wound Documentation Flow
Sheet. The interview also revealed the Assistant
Administrator afso placed an instructional sheet in
the Wound Care books af each nursing station to
inform staff of how to utilize the revised Wound
Documentation Flow Sheet and that all wounds
shouid be measured and documented weekly.

Observations conducted on 12/12/12, at 3:00 PM
on the Secure Unit, at 3:10 PM on the 2nd floor
and at 3:20 PM on the 1st floor revealed a Wound
Care Book kept at each nurses' station. The
observation revealed an instructional sheet to

-inform staff of how to utilize the revised Wound

Documentation Flow Sheet and that all wounds
should be measured and documented weekly.

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

All physicians were notified via fax
on 10/22/12 of tueir respective
residents with the type of wound.
This was completed by Christy
Moore, RN. See attachment #4.

On 10/28/12 and 10/29/12 ali
physicians were notified of all
wounds and the current treatments for
the wounds of their respective
residents using the WOUND
NOTIFICATION FORM. They were
asked 10 sign and rétom.  This was
compieted hy Christy Moore, RN,
See attachment #5

A comptete skin assessment was
campleted on all residents to ensure
that atl skin issues (with special focus
on wounds) have been identified and
documented. These assessments
were completed over a four (4) day
period om 11/13/12, 11/14/12,
11/15/12 and 11/16/12 by Mary Arms
DON, Christy Moore RN, Ashley
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areas. This was completed by
F 309} Continued From page 70 F 300 Christy Moore RN on 10/20/12,
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Maggard, LPN, Teresa Kidd RN,
F 309 | Continued From page 71 F 300 Jessica Amett RN, Yvette Short RN,
Interview on 12/12/12, at 2:45 PV with the newly and Bonnie Prater, LPN.
hired wound care nurse revealed she started
employment on 10/24/12, and will be assessing A copy of the skin assessments
and providing treatments to all wounds five (5) completed on 11/16/12 was given to
days a week. Interview on 12/12/12 at 11:00 AM the MDS department for review. All
with RN #2 revealed RN #2 will be assessing and residents identified during the skin
praviding treatments to all wounds the other two essessments as having a wound of
{2) days aweek. The interviews revealed the any kind had their individaal MDS
wound care nurse or RN #2 will fax gach and Care Plan reviewed and revised
resident’s physician a bi-weekly notification of the if needed by Donna Fannin LPN and
resident’s wound type, !ucatlon, descnptlc'm and Crystsl C 11 LPN (MDS
current reatment. Review of the newly hired .
wound care nurses' employee file revealed she Depar'tmen.t) o ensure that all skin
started empleyment at the Tacility on 10/24/12. arcas identified were care planned,
Further review of physician notlifications letters This was completed on 11/24/12.
revealed faxes were being sent bi-weekly to the
residents’ physician nofifying the physicians of the On 11/15/12 the physicians were
residents' wound type, location, description and notified again of all wounds and fhe
current treatment. i current treatments for thetr respective
residents using the WOUND
Interview on 12/12/12, at 4:40 PM with the DON NOTIFICATION FORM, This was
and review of documenrtation of the only resident mplemd by Christy Maore, RN.
that had been admitted since 10/25/12, revealed See attachment #6
as part of the facitity's CQI for monitoring skin / {/
assess‘ments upon admission, the DON reviewad The families of all residents with any
the resident's skin assessments and compared
the skin assessment with her own skin type of wound were contacted to
assessment of the resident to ensure all areas ensure they were aware of the wound
have been identified, staged and measured and treatments ordered. This was
accurately. The DON further reviewed the completed on 11/20/12 by Anna
resident's chart to ensure the physician and Caldwell, ADON, Chanity Parcell,
family were notified of any skin areas; that LPN, Christy Moore RN and Brenda
appropriate freatment was being utilized to alf Humphries, RN.
skin areas and all skin areas were appropriatety
documented on the wound monitoring flow sheet On [1/5/12, 11/6/12, 11/8/12,
for the resident. 11/9/12, 11/10/12 and 11/16/12 Mary
. Arms, DON observed treatments
Inferviews on 12/13/12, at 3:10 PM with the ‘

FORM GMS-2567(02-88) Previous Varsione Obsolete

Event I0: 6GKO11

Faeillty 1D: 100688

if continuation shest Page 72 of 165




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

PRINTED: 12/28/2012
FORMAPPROVED

OMB NQ. 0938-0391

Assistant Administrator, on 12/12/12, at 4:25 PM
and on 12/13/12, at 1:40 PM with the Activity
Director and review of audit book kept by the
Activity Director notes revealed as part of the
facility's CQl for monitoring the transportation
arrangement, the Activity Director had baen
reviewing the transportation logs on each unit fo
ensure all fransportation arrangements have
been made and no problems have been
identified; however, if a probiem is identified, it wil
be reported to the nursing administration
immediately for correction.

Interview on 12/12/12 at 4:40 PM with the DON,
at 11:00 AM with RN #2, and a review of persanal
hand written notes revealed the DON and RN #2
will review ail weekly nurse summaries of each
resident, including skin assessments, and assess
each resident to ensure the skin assessmants
match and ensure the physician was nofified of
any new alterations in skin integrity or changes in
condition. The nurse compieting the weekly skin
assessments will notify the physiclan of any
changes, obtaip new orders and update the
resident’s plan of care with the new orders.

interviews on 1211212 at 4:40 PM with the DON;
on 12/13/12 at 2:55 PM with the Administrator; at
3:10 PM with the Assistant Administrator; at 1:40
PM with the Activity Director, and review of the
QA subcommittee meeting minutes for the
10/23/12, meeting revealed the Admiristrator
formed a QA subcommittee which consists of
each department head/manager that meet weekly
to review the monitoring tools recently developed
to improve the facility's QA program.

interviews on 12/13/12 at 2:55 PM with the

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUIA {%2} MULTIPLE CONSTRLCTION (X3) DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFIGATION NUMBER: COMPLETED
. A. BUILDING
B. WING ¢
185414 ) 12/1312012
NAME OF FROVIDER OR SUPF‘L]ER_ STREET ADDRESS, CITY, STATE, ZIP CODE
1025 EUCLID AVERUE
MOUNTAIN MANOR OF PAINTSVILLE
PAINTSVILLE, KY 41240
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (XS
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIDN
TAG . REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
provided to 8 residents. Staff
F 308 | Continued From page 72

F 309 followed MD erders daring the

treatments. No other residents were
identified.

On 12/7/12 an andit was completed
Tacility wide to observe tuming and
repositioning of residents nsing the
Tacility tum and reposition schednle.
If residents were ohserved not to be
in the scheduled position staff was
questioned ag to ihe reason wity.
This weas completed by Kathy
Mendows and Misty Pennington,
Social Services, Marie Pennington,
Activity Dirzsctor, Brenda Humphries
RN, QA nurse, Kitfy Harmon,
Housekeeping Supervisor, Crystal
Cantrefl LPN, MDS staff,

3. Certified Medication Aides wili no
lomger be allowed to do treatments to
skin effective 10/25/12.

LPN #6 shd LPN#7 were terminated
on 11/7/12 for Geilure to follow MD
orders amd falsification of records by

Mary Arms, DON.

Licensed staff were in-serviced on
Tesident assessment, measuring
wounds, treatments and
documentation, physictan and family
notification, policies and staff
responsibility in scheduling
transportation {o appointments,
making arrangements, the
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transporietion log, transportation
F 308 | Continued From page 73 F 308 policy and the new transportation
Administratar, and at 3:10 PM with the Assistant books for easier use. These were
Administrator revealed the Assistant completed onl0/19/12 thru 10/21/12
Administrator/QA Coordinator will report all by Mary Arms DON. See
monitoring resuits in the quarterly CQI meetings. attachment #10
F 314 | 483.25(c) TREATMENT/SVGS TO F 314 ‘
55=H | PREVENT/HEAL PRESSURE SORES Pressur¢ Ulcer Documentation

Based on the comprehensive assessment of a
resident, the faclility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individuals clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and a review of facility poficies/procedures, it was
determined there were fifieen (15) residents in
the facility with pressure sores and nine {9} of the
fifieen residents were selected for review. A
review of the nine (9) residents with pressure
sores revealed the facility failed o ensure
necessary treatment/services to promote healing
or prevent the development of new pressure
sores was provided for seven (7) of the residents
{Resident #2, #3, #5, #6, #7, #8 and #9). The
facility failed to perform weekly wound
assessments as per facility policy for Residents
#2,#3, #5, #8 and #9. In addition, the facility
failed to follow physician orders relaied to wound
care for Resident #3, #6 and #7 and aiso failed fo
turn/reposition Resident #7 in accordance with
the resident's care plan. (Referto F282 and

Guidelines were given to staff as
handouts during the in-service.

The Pressure Ulcer Documentation
Guidelines were placed in the wound
care monitoring book for reference.
This was completed by Mary Arms,
DON and Christy Moore on 10/19/12
thru 10/21/12. See attachment #10

The Pressure Ulcer Policy was
reviewed on 1021/12 by Mary Arms
DON and Deborah Fitzpatrick
Admiinisitator with no changes. The
Medical Director is in agreement, _
See Attachment #11

The Wound Documentation Policy
was reviewed and revised, The
Medical Director is in agreement, See
attachment #12

A new wound monitoring sheet was
created by Deborah Fitzpatrick
Administrator on 10/24/12. This will
be used for 2ll wound documentation.
The Medical Director approved the
new wound monitoring form, See
Attachment #13
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F 314 | Continued From page 74 F 314 On 10/24/12 the Assistant
F514.) Administrator, Emily Jones-Gray
began in-servicing all licensed staff

The findings include:

Review of the facility palicy entitled "Skin Care”
revised Sepiember 2001, revealed wounds were
required to be measured and recorded weekly,

Review of the facilify policy entitled “Wound
Documentation” {undated) revealed pressure
ulcers, diabetic ulcers and oiher wounds deemed
necessary to measure should be measured
weekly by licensed staff. The policy revealed
documentation should include wound location,
slage, size, tunneling, undermining, necrotic
fissue, sloughing tissue, eschar, drainage,
granulation, description of surrounding tissue,
pain, and support surface. Review further
revealed if the wound did not show improvement
or there were changes (such as warmth, redness
of surrounding tissue, necrotic tissue or odor) the
physician should be notified,

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

Review of Resident #3's Wound Evaluation Flow
Sheet revealed on 10/04/12, the resident had an
area to a bunion on the |eft foot that measured
0.6 centimeters (cm) x 0.4 cm x unable fo
determine (UTD}; an area to the left outer ankle
with measurements of 0.4 cm x 6.4 cm x UTD; an
area io the left heel that measured 1.7 cmx 2.3
cm x UTD; a Stage 1l to the coceyx with
measurements of 3 cm x 3 cm x 0.2 om; and an

on how fo utilize the revised Wound
Docamentation Flow Sheet. The
Assistant Administrator also placed
an instruction sheet in the Wound
Care books at each nursing station to
inform staff on how fo utilize the
revised Wound Documentation Flow
Sheet and that alf wounds should be
measured and docemented weekly.
This was completed on 10/24/12.

A Wound Notification Form was
developed on 10/28/12 by D,
Charles Hardin Medical Diirector,
Mary Arms DON ard Deborah
Fitzpatrick Administrator. This form
will be used to notify the attending
physicians® bi-weekly of their
respective resident wounds, condition
of the wounds and crrrent treatments.
{See Attachment #14 (1)

The Wound Notification Form was
revised on 12/14/12 by Mary Arms,
DON md Deborh Fitzpatrick,

. Administrator to include a space for
measurements, instructions to notify
faroily of any changes and a place to
document family member notified.
The Medical Director 15 in agrecment

_ with the revision. See Attachment
#14 (2) ‘
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area to the right heel with no measurements.

Areview of the monthly Physician's orders for
October 2012, revealed an order for staff {o freat
Resident #3's right heel, left heel, bunion fo the
left foot, and the left outer ankle with Granutex
Spray, apply 4 x 4 gauze, then wrap with "Kling"
(gauze bandage) every day. The orders revealed
staff was to cleanse the coccyx with normal
saline, apply Aquacel AG Extra Hydrofiber
dressing cover with Transparent dressing every
three {3) days.

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

Review of Resident #3's plan of care dated
10/24/12, revealed the facility addressed the
resident's risk for Impalred skin integrity related to
stage [l pressure ulcer to the coceyx, unstageable
uicers to bilateral heels, and stage Ii pressure
areas to ihe resident’s lower ankle. A review of
irterventions revealed nursing staff was 1) to
complete a skin assessment every week and
report any alierations o the physician and 2} to
provide treatments as ordered by the physician.

Further review of Resident #3's Wound
Evaluation Flow Sheet revealed no other
assessments of the wounds had been conducted
until 10/20/12 {a timeframe of sixteen days after
the last assessment). The flow sheet revealed on
10/20/12, the bunion 1o the resident's teft foot
measured slightly larger at 0.6 om x 0.5 em x_
UTD; the area to the left outer ankle measured

Thompson and she is an LPN. She
will work full time as a treatment
nurse five days per week.

Christy Moore, RN a current
employee will also work 2 daysa
week as a treatment nurse, Thers will
be a designated treatment nuise 7
days a week.

The tregtment nurse will administer
treatments on all wounds Siage IT or
greater (includes diabetic or siasis

-ulcers), monitor wounds daily for -

changes, measure wounds weekly,
document daily om wounds or -
surroanding skin (of those wound
with treatments order tther than
daily), notify physicians bi-weekly of

all resident wounds and condition of

each wound, monitor daily to see that
dorumentation is being completed as
part of CQL ¢

Licensed staff were in-serviced
regarding notification of change,
causcs of skin breakdown, Braden
scale, putrition in skin breakdown,
risk factors for skin breakdown, how
to write a complete treatment order,
assessing, staging and measuring
wounds, weekly swmnmaries and skin
assesaments, the new wound
monitoring sheet, proper disposal of
soiled dressings, proper procedure
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A treatment nurse was hired on
F 314 | Continued From page 75 Fa14 10/24/12. Her name is Tracy
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. required in completing a
F 314 Continued From page 756 F 314 treatment/dressing change, storage of
slightly larger at 0.4 cm x 0.5 cm x UTD; the area medication with focus on Mycalcin
to the left heel measured the same; the Stage | sprey, procedure for retuming home
to the coccyx measured larger at 7 cm x 3.5 em x meds & family, entering medication
UTD; and the area to the right heel measured 3.4 orders/following physician orders,
cm x 4.1 em x UTD and the area to the resident's {ranscription of high risk
teft third toe measuring 0.6 cmx 0.8 cmx UTD. medications, a second nurse should
There was no documented evidence the review all new and readmission
resident's physician was notified for the increase orders. This in-servicc was given by
in size of the resident's wounds to the left foot, left Mary Arms, DON on 11-08-2012 and
outer ankle, and GocCyx. - was compleied on 11/24/12. See
Review of Resident #3's Treatment Administration attachment #15 .
Record (TAR) for Qctobar 2012, revealed . . R .
| Licensed Practical Nurse {LPN) #7 docurmented Licensed staff were in-serviced a .
the treatment had been provided to the resident's sccond time on the same information
feet on 10/27/12 and 10/28/12. In addition, contained in the in-service completed
documentation revealed LPN #8 provided the on 11-23-12. Attackment #15 This
treatment on 10/20/12. in-service was conducted on an
individual basis for some staff and/or
Observation on 10/30/12, at 3:00 PM of Resident very small groups for others with
#3's wound care performed by LPN #3 revealed more staff interaction encouraged. A
the area to the resident’s coccyx had red tissue form was developed so that each staff
sumounding the open wound which, based on attending the in-service initialed each
¢ | measlrements obtained by the LPN, measured ¢ item (as it was discussed/explained)
8.3 om x 6.2 cm, and the open wound measured an ftem was di 4 indicating that
5.4 om x 4.7 cm x 0.5 cm. The cocoyx wound B
L . i they understood. Staff were asked if
was pink with yellow/white sloughing noted. The . | .
abservation revealed the "Kling" dressings to both fhcy hac! quasl]ons‘ and if so al.l tems
heels had a date of 10/26/12, written in bfack in question were discussed prior to
marker on both dressings. LPN #3 their initialing. In-servicing started
acknowledged the inifials on the dressings were on 12/18/12 and will be completed on
hers and stated although she had not warked for E/1/13 by Mary Arms, DON,
the last three (3) days, the wound care to the
resident's feet was ordered to be completed every Certified Medication Aides will no
day. The resident's right inner ankle was slightly longer be allowed to do treatments to
red with no open wounds, the right heel was skin effective 10/25/12.
boggy and dark measuring 2.2 cm x 3.4 ¢m, and
the left outer ankle was yellow, with a shight
FORM GMS-2567(02-99) Previous Versions Obsoicle Event ID:8GKD11 Facility D: 100689 If continuation sheet Page 77 of 165
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-A wound care reference puide has
F 314 | Continued From page 77 F314 been placed onr each treatment cart as
amount of yellow drainage noted on the old a reference for appropriate
dressing, and measured 1.2 cm x 1 cm x 0.1 cm. treatment/products for specific
The left heel had a dark-area that measured 1.5 wound types. This was completed on
cm x 1.2 cm. The bunion to the outer side of the 11/5/12 by Mary Arms, DON. See
resident's Isft foot was dark and measured 0.4 attachment #16
cm x 0.4 sm and the third toe on the lefl foot had
black edge on a dark area that measured 0.4 cm The MDS Nurses will docnment the
x 0.8 cm. results of their skin assessments in
. . the resident’s medical records.
Interview on 10.’30/:12, at 617 PM with LPN #7 Roberta Thompson, MDS
revealed she had signed that the treatments to Coordinator will be responsible fo
Resident #3's heels on 10/27/12 and 10/28/12 s
had been provided; However, the LPN ensur this is compieted. 11/24/2
acknowledged she had not completed the
treatments. EPM #7 stated she ran out of time, 4. Ou 1021112 Mary Arms DON
but had reported the treatments had not been notified Dr. Charles Hardin Medical
pravided to the night nurse {LPN #8) who was Director of the missed appointment
supposed to provide the freatments. of resident #1, the change in
condition related to the wound and
During an interview on 10/30/12, at 6:40 PM with fuilure of LPN #1 to notify the
LPN #8, the LPN stated she had not provided attending physician and famiy.
treatments to Resident #3's heels on 10/27/12
and 10/2.8” 2. LPN #B also st?ted she had not On 10/28/12 a meeting was held with
:::gendo:giide t:re;tvzzs‘;dent #3's treatments Dr. Charics Hardin, Mcffical
’ Director, Mary Arms, DON and
Inferview on 10/30/12, at 5:20 PM with LPN #6 Deborah Fitzpatrick, Administrator to
confirmed the LPN signed off the treatment to discuss the issves identified in the
Resident #3's hesls on 10/28/12, but did not current survey and Quality
complete the treatment. LPN #6 stated she Improvement related to assessment,
provided wound care fo the resident’s coceyx, but wound care, documentation,
was called out of the room before providing physician and family notification and
wound care to the resident's heels. The interview transportation to appointments,
revealed the LPN "orgot” fo go back and provide
the wound care to the resident's heels. ‘The Medical Birector reviewed all
) the initial physicien notification
2. Review of Resident #2's medical record
revealed the facility admitted the resident on
Event ID:GGKO1 Facility iD: 100868 If confinuation sheet Page 78 of 185
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10/31/11, with diagnoses of left buttock ulcer,
sacral ulcer, Anemia, Peripheral Vascular
Disease and Diabetes, Resident #2's medical
record revealed the resident was readmitted from
an acute care facility on 08/06/12 with a pressure
ulcer to the left buttock and blisters to both heels.
The Wound Evaluation Flow Sheet revealed the
wounds were assessed on 08/07/12 {one day
after re-admissicn) and the wound to the left
buttock measured 3 cm x 3.5 cm x 4 cm; the left
heel wound measured 5 cm x 5 cm; and the right
heel wound measured 5 cm x 5 cm.

Review of R'esident #2's Significent Change MDS .

Assessment dated 08/10/12, revealed a decline
in the resident's cognition, Activities of Daily
Living (ADL) status, continence, and new
development of pressure ulcers foliowing a
hospitalization.

Review of Resident #2's plan of care dated
11/20/11, revealed the facility addressed the
resident’s risk for alteration in skin infegrity and at
risk for development of pressure ulcers was
revised on 08/06/12, when the resident was
readmitted with unstageable pressure ulcers to
both heels and a Stage 1V 1o the left buttocks,
with interventions to provide treatments as
ordered by the physician,

Continuous review of Resident #2's Wound
Evaluation Flow Sheet dated 08/19/12, revealed
documentation that the ieft heel wound measured
6.1 cm x.8.6 o x UTD; there were no
documenied measurements of the wound 1o the
resident's right heel and the wound on the
resident's lefl bultocks measured 3 cm x'3.4 cm x
5 cm. There was no documented evidence the

A Quality Assnrance nurse was hired
on 11/1%/12 and will work onder the
supervision of the Director of
Nursing to provide quality assurance
monitoring specificaily for the
musing department.

The CQI skin monitaring sheet for
pressure uleers was revised by Emily
Gray Assistant Administrator on
13/20/12, Twelve (12) charts will be
reviewed monthly, This also
includes notification of physieian
and family. This will be completed
by the Quality assurance murse or
other nursing siaff assigned by Mary
Arms, DON. This will be ongoing.
All results will be reported quarterty
through CQI by Emily Jones-Gray,
Assistant Adminjstrator. See
Aftachment #17

A SKIN/WOUND QI LOG was
ordered and will be used o track
wounds (facility acquired or admitied
with), type of wound, mterventions
and physician and family
notification. This wifl be completed
weekly by Emily Gray, Assistant
Administrator. This will be ongoing.
All results will be reported querterly
through CQI by Emily Jones-Gray,
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) regarding wounds that was sent on
F 314 | Continued From page 78 F314 10/22/12, See attachment #4
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Assistant Administrator, See
F 314 | Continued From page 79 F 314 Attachment #18

physician was notified of the increase in size of
the left heel wound. : All weekly nursing summaries will

: be tumed in to Mary Arms, DON,
The Wound Evaluation Flow Sheet revealed the Mary will monitor for completeness.
next documented assessment of the Resident The weekly summary includes a skin
#2's wound fo the left butfock was on 09/07/12 {4 assessment, This started on 10/22/12
weeks after the previous assessment on and will be ongoing.
08/07/12) and the wound measured 3 cm x 3 cm
X UTD. There was no docurnentation of an A tracking form was developed on
assess!';enz anldfir rnaeasurement of the wounds 10/25/12 by Mary Arms, DON 1o use
on Resident #2's heels. in monitoring when wezkly
Further review of the Wound Evaluation Flow summaries are due for each resident
Sheets revealed on 09/14/12 (5 weeks after the Sec Attachment 19
previpus assessment on 08/18/12) the wound fo
the resident's left hee! measured 2 em x 2 em Mary Arms, DON will review all
and the right heel wound measured 2.5 cm x 1 " weekly nursing summraries for
cm. Review of the Wound Evaluation Fiow Shest completeness. She will review the
revealed the next measurement of the resident's skin assessment. She will then
left heel was on 10/21/12 (four weeks after the perform a skin assessment on fthe
previous assessment) and revealed the wound resident and compare this to the ons
measured 3 cm x 1.8 cm. compieted on the weekly summary to

i . ensure that the resident skin is
Observation on 10/.33/12, at 3:40 PM, of Resident assessed co rre'étly. This will be
#2's wound care with LPN #2 revealed a dark, % until
dry, scabbed area with redness of the wound an completed for 4 weeks at 100% wn
the left heel and a small amount of swelling 11/25/12 and then re-cvaluated. The
around the wound. The wound measured 3 cm x QA nurse will assist Mary Arms,
1.5 cm with no drainage or odor. The observation DON in the review of the weckly
revealed the right heei had no wound and the summaries and the weekly skin
resident's butfocks had a wound vacueum with an assessments after 11/19/12,
occlusive dressing. ’
If'there are no problems idemified
Interview on 10/23/12, at 7:30 PM, with then the percentage of review will
Registered Nurse (RN) #2, revealed she was decrease to 50%.
unsure why rurses had failed to document weekly Al weekly summaries will continue
wounds assessments for Resident #2. to be reviewed & 100% for
Event ID:6GKO11 Fadility ID: 100688 If continuation sheet Page 80 of 165
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completeness and that a weekly skin
F 314 | Continued From page 80 F314 assessment was completed on att

3. Aveview of Resident #5's medical record residents. Fifty percent (50%) of all
revealed the facility admitted the resident on Tesidents will have their skin
01/14/12, with diagnosis of Cerebral Vascular reassessed by Mary Arms, DON or
Accident, Congestive Heart Failure, Depression, the QA nurse and compared with the
and Failure to Thrive. one on the weekly nursing summary

to ensure that the skin is assessed
Continued review of Resident #5's medical record comrecily. This will continue for 4
revealed nurse's notes dated 08/27/12, that the weeks ot unfil 12/25/12 and then he
resident's physician was notified the resident had re-gvaluated.
a Stage il pressure ulcer to the coccyx.
Tre'atme‘nt orders were o_btamed to cle_anse the Y there arc no problerms identified
resident's cocoyx area with normat saline, pat the ., .
area dry, apply Bactroban ointment {an then the pc[cmta-ge of review will
antibacterial used to treat skin infections), and to decrense to 8 residents per week. All
cover the area with a "Telfa" pad {non-adherent resident weekly nursing summaries
absorbent cotion dressing} and Hypafix will be reviewed at 100% for
(self-adhesive, non-woven fabric for dressing comnpletencss and that a wedkly skin
retention) every day. However, there was no ussessment was completed on all
documentation of the appearance or size of the residents. Eight (8) residents per
pressure wound, week will have their skin reassessed

by Mary Arms, DON or the QA
Rei'a'it_a-w of Resident #5's pla.n of c:a_n‘a revealed a nurse apd compared with the one on
revision (.jate of 09/05/12, with additional the weekly nursing summary to
|rg§(r;vent|fr::115 for:nstiag ;lt?nclez;tsz r3rc-3a (;10 th?y ¢ ensure that the skin is assessed !
C X with normal ine, and ap . .
Aqugcei AG (a silver impreghzted antimic:l:obial correctly. This will continue for 4
dressing which reduces the number of bacteria in months and then be re-evalunted.
the wound) and a 4 x 4 gauzs and cover with See Attachment 19
Hypafix every seventy-two (72} hours. )

Mary Arms, DON or the QA nurse
Review of a Wound Evaluation Flow Sheet will review the skin assessments on
revealed facility staff failed to document the new admissions and readmissions,
status of Resident #5's pressure ulcar until They will then assess the resident
09/14/12, {eighteen days after first identified), end skin and compare with the skin
at that time, the ulcer measured 1.4 cmx 1.0 cm assessment 1o ensure that all arens
g 3.2 tcm. Rf\rciﬁ\; fo the Wou:;jbEvaluati[or;elz{;w have been identified properly and that

eet revealed the form was to be comple Y .

a nurse upon identification of a wound and at the staging and m s are
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accurate, the family and MD were
F 314 | Cantinued From page 81 F 314 notificd, the appropriate ircatment is

least weekly from the date of ideniification.

‘However, a review of the Wound Evaluation Flow

Sheet revealed staff failed to conduct an
assessment of Resident #5's wound during the
weeks of 08/26/12, and 08/02/12.

A review of instructions on a Treatment
Administration Record (TAR) for September and
October 2012, revealad stafl was 1o cleanse
Resident #5's coccyx pressure ulcer with normal

saline, pat dry, cover with Aguacel AGanda 4 x 4 -

gauze, and then secure with Hypafix Kling. The
treatment was to be performed every seventy-two
(72) hours. The TAR revealed wound care was
performed as ordered by the physician.

4. Areview of Resident #6's medical record
revealed the facility admitted the resident on
0B/17/12, Areview of Resident #8's Wound
Evaluation Flow Sheet revealed on 10/21/12, the
faciiity identified a new Stage Il pressure sore to
the right butiock area on Resident #6. The facility
assessed the wound to measure 1.0 cm x 1.5 cm
x 0.1 cm. fhe facillty further assessed the wound
to be red with no drainage and a small amount of
brown crust,

A review of physician's orders dated 10/21/12,
revealed an order to clean the Stage Il on
Resident #6's right buttock with normal saline, pat
the area dry, apply "Bactroban” (a topical
treatment for bacterial skin infections) and " Telfa"
(a cotton, non-adherent dressing), and secure
with "Hypafix" (a self-adhesive non-woven fabric
for dressing retention) daily for fourteen {14)
days.

Chbservation of a skin assessment of Resident #6

in place and that all areas have been
placed on the wound menitoring fiow
sheet and monthly log. This will
continue for 6 months and then will
be re-evaluated. The findings will be
reported quarterly throegh CQI by
Mary Arms, Don. See attachment
220 :

The Braden scale is completed on
Admission, Re-admission and change
in condition by the licensed nurses
for 4 weeks. Roberta Thompsoa,
MDS Coordinator will monitor as
part of CQI the completion of the
Braden Scale by Licensed siaff. Any
failure to complete the form will be
reported to the DON for corrective
action. The results of the audit will
be reported quarterly through COQI by
Robertz Thompson, MDS '
Coordinator. This will be ongoing.
See Attachment #21

As part of CQI the (ransportation logs
will be reviewed weekly by Emily
Gray Assistant Administrator or
Marie Pennington, Activity Director
to ensure that transportation
armangements are being made. This
began or 10/26/12 end will be
coplinucns, Any issues identified
will be reported immediately to
nursing administration for correction.
All findings will be reporicd
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on 10/25/12, at 4:08 PM revealed a dressing in
place on the right buttock. Observation revealed
a Stage 1! wound was approximately thiee (3)
inches from the dressing. Interview with LPN #5
during the skin assessment at 4:08 PM on
10/25/12, revealed Resident #5 had previously
received wound care on 10/25/12, by Certified
Medication Aide (CMA) #1, so the dressipg was
not removed for this observation. LPN #5 staied
she was not aware Resident #6 had developed &
second Stage I wound and stated the wound did
not "ook new.”

Interviaw on 10/25/12, at 4:40 PM with Certified
Medication Assistant (CMA} #1 revealed the CMA
had performed wound care on Resident #6 at
approximately 10:00 AM on the morning of
10/25/12. The CMA stated during wound care to
Resident #6 the resident only had one wound on
the right buttock and that wound was freated as
per physician order. The CMA further stated she

had not identified another wound on Resident
#6's buttocks during wound care.

Review of facility's "Job Description" for "Certified
Medication Technician” undzted reveated CMTs
can observe, monitor, and report symptoms of
potential skin breakdown andfor decubitus ulcers
to the Charge Nurse and provide treatment as
directed. '

Areview of a physician nole dated 10/26/12,
revealed Resident #6 had a Stage I pressure
sore to the right buttock and a tape abrasion to

the right butfock in the same vicinity. The note

further revealed a nursing aide had inadequately
covered the abrasion with the freatment that was
orderad for the Stage Il pressure sore, and as a

(X4 ID SUMMARY STATEMENT-OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTIDN (B}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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querterly through CQI by Emily Gray
F 314 | Continued From page 82 F 314 Assistant Administrator or Maric

Pennington, Activity Director, See
attachment #22

The MDS Nurses will document the
results of their skin assessments in
the resitdent’s medical records. The
MDS Nuarse will complete a CQE
Skin Communication Sheet with the
results of their skin assessment a8
well A copy of the Communication
Sheet will be given to the Staff Nurse
for the resident and a copy of the
sheet will be given to the Director of
Nursing. This is 2 CQI

-communication tool. This began on

11-23-2012. All findings will be
reported quarierly throngh CQI by
Reberta Thompson, MDS
Coordinator. This will be ongoing.
See attachment #23

The QA nurse will monitor 4
residents per unit 3 times weekly for
a total of 12 residents per weck to
observe tnming and réposiﬁoning fo
ensure that #he individual resident
care plan and physician orders are
being followed. This will be
compicted for 6 months and then re-
evaluated. This starled on 11/26/12.
The results of the audits wili be
reported weekly in the QA meeting
.and quarterty through CQI by Emily
Jones- Gray Assistant Adminisieaior,
QA Coordinator or the QA nurse,
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This audit may be delegated to other
F 314 | Confinued From page 83 Fa14| -  staffinthe future.

result, facility staff failed to provide the treatment
as ordered by the physician fo the Stage i

pressure sore on the resident's right buttock. week by Kathy Meadows and Misty
) ’ Peonington, Social Services, Marie
5. Review of Resident #7's medical record Penmington, Activity Director,
revealed the facility admitted the resident on Brenda Humphries RN, QA nurse,
08/23/12. A review of Resident #7's Minimum Kitty Harmon, Housekeeping

Data Set (MDS) Assessment completed after
admission, dafed 08/30/12, revealed the facility
assessed Resident #7 to be cognitively intact.
Further review revealed the facility assessed

) . R . being audited as room checks are

Resident #7 1o require extensive assistance from compileted. Fhis will be ongoin:
two {2) staff with bed mobility, P ; ¢ ongoing

T The resulis will be reported quarterly
A review of Resident #7's comprehensive plan of thmugh CQI by Kathy.M;adows,
care dated 09/12/12 revealed the resident was at Social Services or Emily Jones-Gray,
risk for alieration in skin integrity due to the QA Cmrdmator.. _
resident's dependency on two (2} staff to provide The QA murse will monitor 4

the resident "weight-bearing” assistance, posiiion
changes, and bad mobility every twa (2) hours
and as needed.

A review of the October 2012, Certified Nursing
Assistant {CNA) care plan revealed staff was
required fo reposition Resident #7 every two (2)
hours. i

Observaiions were conducted of Rasident #7 on
10/30/12, at 8:57 AM, 9:38 AM, 11:18 AM, 12:27
PM, 3:20 PM, 4:50 PM and 6:30 PM. During

each observation Resident #7 was positioned in

bed on histher right side. QA nurse. This audit may be
delegated to other staff in the fiture.

Interview with Resident #7 on 10/26/12, at 11:55

AM revealed staff did not assist the resident with A form was created on 11/23/12 to

turning and repositioning every two (2} hours. use in evalpation: of treatment

Resident #7 staied, "They [staff] don't offer” to

assist the resident with tums and reposition.

Room checks are completed 3 times e

Supervisor, MDS staff and Chanity
Purceli, Staff Development As of
12/7712 turning and repositioning is

residents per nnit 3 tmes weekly for
a total of 12 residents per week for
appropriate transfer to ensure that the
resident care plan and physician )
orders are being followed. This will
be completed for 6 months and then -
r-cvaluated. This staried on
11/28/12. The resalts of the andits
will be reported weekly in the QA
meeting and Quarterly throngh CQI
by Emily Jones-Gray, Assistant
Administrator, GA Coordinator or the

procedures performed by licensed
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stuff regarding following physician
F 314 | Continued From page 84 F 314 orders. This was developed by
" | Resident #7 further stated siaff encouraged the Mary Arms DON "md Deborah
resident io stay off his/her right side, but stated, Fitzpatrick Administrator. See
"Sometimes | forget." A second interview with Attachment #33
| Resident #7 on 10/30/12, at 7-50 PM ravealed, it
"wolld be nice if staff helped (her/him] tum.” Four (4) treatmenis per week will be
observed by the QA nurse to ensure:
interview with CNA #5 on 10/30/12, at 12:42 PM, that the individual resident care plim
and CNA#13 at 12:00 PM revealed they were not and physician orders are being
aware Resident #7 required assistance with followed. This will be completed for
turning and repositoning every two (Z) hours. 6 months and then re-evaluated.
Both CNA #5 and CNA #13 stated Resident #7 .
. ; This started on 11/27/12. The results
turned herhimself in bed and were not aware £ the sudits will b rted weekly
Resident #7's care plan stated the resident f’ m‘k' Wl_ “ZP o oKy
required assistance with turning and repositioning in the QA meoting at Quarterly
every two (2) hours. However, the CNA care plan th“’_“gh cQ b?' Em]]y Jones-Gray,
for Resident #7 revealed staff was required to Assistant Administrator, QA
reposition the resident every two {2) hours. Coordinator or the QA nurse. This
' . sudit may be delegated to other staff
Interview with Registered Nurse (RN} #2 on in the future.
10/30/12, at 3:15 PM revealed CNAs were -
required-to review care plans daily for each A formn was created on 11/23/12 1o
resident and provide the care that the care plan e in evatuation of medication
required. administration by licensed staff
‘ regarding followi iciah orders.
in addition, a review of Resident #7's nurse’s mgard € ing phrysi
. s was developed by Mary Arms
nofes dated 10/28/12 revealed the resident had DON and Deborah Fitzpatrick
complained of pain to the right hip. Upon an "S :ZP ©
assessment by facility staff, an "abrasion” was Administrator. Sec Attachment #34
observed or'the resident's right hip.
‘ Four (4) med pass observations will
A review of physician orders, not dated, revealed be completed weekly by the QA
an order fo clean the abrasion to the right hip with nurse to ensure that the individual
normal saline, pat the area dry, apply resident care plan and physician
"Bactroban,” cover with "Telfa," and secure with orders are being followed. This will
"Hypafix" daily, for ten days. be completed for 6 months and then
re-cvalnaied. This starfed on
Observation during a wound care assessment, on 11727/12. The results of the audits
10/30/12, at 10:30 AM of Resident #7's right hip
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will be reported waekly in the QA
F 314 | Gontinued From page 85 F 314 meefing and Cuarterly through CQI
revealed a Stage 1l pressure sore that measured by Emily Jones-Gray, Assistant
1.8 cm x 1.8 om, with no dressing in place. A Adminisirator, QA Coordinetor or the
review of Resident #7's October 2012 Treatment QA marse. This andit may be
Administration Record (TAR) revealed the delegated to other staff in the fiture.
physician ordered treatment was documented on
the TAR to be provided daily; however, no The results of all andits will be
treatment was documented on 10/28/12. reported quarterly through CQ by
. ) Emily Jones-Gray Assistant
Interv:e\c"v v:thdIT:N i:z on :! 01?1,'1 t2', at t91:15 PM Adminisirator or the person
revealed she did not provide treatment fo . . o
Resident £7's wound on 10/28/12. The LPN :zg‘;f:’* the audits. "This will be
stated, "It was a crazy day" on 10/29/12, and she
must have forgotten fo perform the wound care. Dr. Charles Hardin, Medical Director
6. Areview of Resident #8's medical record will provide oversight during the
revealed the facility admitted the resident on compliance process. The results of
09/21/10, with diagnosis of Chronic ischernic all andits will be reporied to the
Heart Disease, Cerebral-Vascular Accident, Medijcal Director quarterly through
Kyphosis, and Anemia. - CQI by Emily Jones-Gray, Assistant
Adminigtrutor. 'This will be ongoing.
Continued review of Resident #8's medical record
revealed nurse's noles dated 08/31/12, which
reveaied staff nolified the resident physician the 5. Date of Completion 1/8/13
/ resident had a Stage [l pressure ulcer to the right {
butiock. Treatment orders were obtained o
cleanse the resident’s right butiock with normal
saling, pat dry, apply Bactroban pintment (an F 323 483.25(b) FREE OF ACCIDENT
antibacterial used 1o treat skin infections), cover HAZARDS/SUPERVISION/DEVICES
with a "Telfa” {a non-adherent absorbent cotton
dressing pad), and io secure the "Telfa" with a It is the policy of this facility that the resident
Hypafix {a self-adhesive, non-woven fabric for environment remains &5 free of accident.
dressing retention). The treatment was to be n_mni:ls 18 is possible; and each resident
performed every day. However, famhty staff failed receiyes adequatc supervision aud essistance
to document the appearance or size of the devides to prevent accidents .
pressure wound until 09/16/12. )
Review of Resident #8's care plan revealed the
care plan was revised on 09/04/12, and on
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