B3/19/2813 15:25 6867689085

EDGEWOOD ESTATES . PAGE 82

DEPARTMENT OF HEALTH AND HUMAN SERVICES 2nd SOD D | W o201
CENTERS FOR MEDICARE & MEDICAID SERVICES n GECES gy ’)ﬁ‘i& NGO, (8380391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIRR/GLIA (x2)MULTIPLE cONGRLBTION  © ' & © o bes LT SURVEY
AND PLAN OF CORRECTION . IRENTIFICATION NUMBER; A BUILDING CPMPLETED
. Division of Health Cars c
185423 B WING Southern Enforcement Brangh 7121/2013

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, 2IP CODE
195 BERRYMAN ROAD

FOGEWOOD ESTATES FRENCHBURG, KY 40322
xX4m SUMMARY RTATEMENT OF DEFICIENCIES D ; PROVIDER'S PLAN OF CORRECTION L
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EAGH LORRECTIVE ACTION SHOULD BE ' COMPLETION
TAG REGULATORY OR |.5C (DENTIFYING INFORMATION) b e | CROSS-REFERENCED TQ THE ARPROPRIATE ! DATE
, ‘ ‘ DEFICIENEY) 1
- F 157 Failure to Notify of Changes 1
FQ00 INITIAL COMMENTS F 000  The facility has ensured the following
j | eorrective action: ;
- An abbreviated standard survey (KY20470) was | * On7/31/13, the Charge Nurse notified
initiated on 07/30/13 and concluded on 07/3113. ! the Resident’s POA that the abraised
Tha complaint was substantiated with deficiant area to buttocks was designated asa |
; practice identified at ‘D' [aval. ~ Stage Il pressure avea by the Nurse i
F 157 | 483.1D(b)(11) NQTIFY OF CHANGES F 157 Practitionet. o
§3=D ' (INJURY/DECLINE/ROOM, ETC) | |
N o . The facility has taken the following |
A facility must immediatzly inform the resident: ‘ ; , . \
, consult with the residant's physician; and if : | :::,;:;:; g:::::t this practice from \
+ known, notify the rasident's legal representative ! | - i
j or an interested family member when there is an .t On _7/ 31713, DOH .and AD_ON made a f_
" accident involving the resident which results in | review of the facility medical records |
! injury and hae the patential for raquiring physician | of residents with pressure areas to
! intervention; a significant change in the resident's . ! ensure that the physician and
« physical, mental, or psychesocial status (i.e., a ; E respongible party were informed as to |
deterioration in health, mentsl, or psychesosial . ; pressure area designation. :
! statug in sither lifa threatening conditions or L (Attachment #12) i
! elinical complicktions); a need to a:&ar freatment +  Further review was made of all facility:
» significantly (i.e.. a need to discontinue an ' - : |
i existing fo:'n( of freatment due ic adverse ' remdf’n?l medical rt?cords 'to cn.sum |
! conseguences, or to commence a new form of physician and family notification was |
treatment); or @ decision to transfer or discharge accomplished for all other '
. the resident from the facility as specified in occurrences. (Attachment #1b)
" 84B3.12(a). . * On 7/31/13, the Director of Nursing 1
; | issued the Physician Order and |
| The faciity must alse promptly notify the resident : Propress Note Review Protocol, 1
and, if known, the rasident’s legal represantative directing all Charge Nurses to review 1
tor interastad family member wher:a thereisa progress notes made by physicians, or
; ehange In room or reommate assignment as other staff under ther direction, and
. specified in §483.15(e)(2); or a ehange In ak ison to th it
i resident rights under Federal or State law or : mage a cornpansorf 0 e Wrnien
 regulations as specified in paragraph {b)(1) of i order, if one was given. The protocol -
' this section. : outlines steps 1o take for any noted !
‘ ! discrepancy. (Alachment #2) |
The facifity must record and periodically update Facility nurses were in-serviced on the!
the address and phione number of the resident's protocol an 8/2/13. (Attachment # 3)
legal representative or IMgrested family member. .
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F 157 | Continued Fram page 1

This REQUIREMENT s net met as evidenced
by:.

Based oh ocbservation, interview, and record
review the facility failed 1o notify the resident's
family member of a change In the resident's
i conditiors for one of three sampled residents
(Residant #1), Resident #1 was assassed by the
facliity on 07/19/13 and 07/24/13 to have
abrasions to the left and right buttacks. The
resident's family was nofified of the abrasions.
On 07/28/13, Resident #1 was assesasd by the
Advanced Registered Nurse Practitionsr (ARNP)
to have two small Stage Il pressure areas to tha
i left buttock and one small Stage I prassura area
' 1o the right buttock. The Facility failed to notify
Resident's #1's family that the open areas on tha
resident's buttocks had been assessed on
07/25/13 as prassure areas,

The findings includa:

A raview of Resident #1's medical record
revaaled the resident was admitted to the facility
on UB/Q8/10 with diagnoses including Damantia,
. Hypertansion, and Diabstes Mallltus Type 2. A
review of the nurse's notes dated 07/19/13.
revesiod Residant #1 was cbearvad 1o have two
abrasions to the left buttock with documented

- avidenca that the resident's family member was
notifiad of the abrasion, Further raview of the
nurse's notes, dated 07/24/13, revealed a small
abrasion was obsarved on the resigent’s right
buttock with documented evidenca that the
resident's family member wag notified of the
abragion. Review of e ARNP's note, dated

| 07/28/13, revealad the resident was observed to
| have two small open areas 1o the left buttack and

' The Tacility Tnitiated the following

F 157 | Systemic changes to prevent this practice

from recurring:

*  On§/30/13 and 8/31/13, ali facility :
nursing staff received in-service training|
review on the facility’s Family
Notification Policy and Federal
Regulations, including physician and
famnily notification, (Attachments #4a-c)

¢ Ag srated in the Physician Order and

Progress Note Review Protocol, the

Charge Nurge will indicate review of

physician’s progress note and order by

recording the date and his/her initials,

The Charge Nurse will place a copy of

the physician’s progress note in the

Assistant Director of Nursing’s mailbox.

The ADON shall review / compare the

note zud order on the next business day,

taking immediate corrective action for
any noted discrepancy regarding the
orders, or failure to notify the
responsibic party of pressure area
classification.

The facility will sustain performance
through the foowing monitoring
practice:

»  Charge Nurse Seaff shall continue 1o
document any resident change of
condition and physician/resident/family
nottfication on the Condition Change

¢ Form. (Attachment #3) The duplicate’ .
forms shall be distributed ag follows: |
i White - Chart copy / Nurses notes 5
- section; Yellow - DON (or designee / !
ADON); Pink - MDS Coordinator; Gold

i
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F 157 . Continued From page 2

; one emall open areq to the right buttack, Further
. review of the ARNP's note revealad the areas had
| been identifiad as Stage 1l prezsure areas with
i recommendations for an Allevyn bandage (a
| Protective dressing), and turning and
i rapasitioning every two hours from side to side. A
| review of the nuree's notes, dated 07/25/13,
revealed Resident #1's family member was
| notified of the ARNP's treatment
i racommendations; howaver, there was no
" documented evidence the family member had
; been notified the aress had been staged as
| pressure aress.

| interview on 07/30/13 at 4:45 PM with Licensad

: Practical Nurse (LPN) #1 revealad tha LPN had

[ notified Resident #1's family mermber of the
' abrasions, treatment ordered for the abrasions,

i @nd the ARNP's recommendations for the areas.

| Further interview revealed the LPN did not notify
Qhe family membar the areas had been identifiad

| as Stage !l pressure areas because the LPN had

; not read the ARNP's notes and was not aware the

' areas hed been identified by the ARNP as
pressure araas, The intarviaw revealad the

| family member should have been natifiad of the

i change

\ Interview on 07/30/13 at 5:15 PM with the
Assls{ant Directar of Nursing (ADON) revealed
: , the family bad not bean notified of the areas an
' Resident #1's battom being identified as $taga /I
I pressure areas because the facility staff had not
! read the ARNP's notes and wers not awara the
i ARNP had identified the area as s pressure area.
Fat4i i 483.25(c) TREATMENT/SVCS TO
88=b. \ PREVENT/HEAL PRESSURE EORES

: - Pharmacy. The DON, or designee /|
F157.  ADON, shall review the Condition .

i Change Forms on the next business day

: for accuracy, taking immediate |

corrective action for any noted f
| discrepancy regarding orders, '
!_ physician/family notification, etc. i
' *  The ADON’s monthly raport to the
" Director of Nursing has been amended '
I
I

to include a surmmary of the Condition

action. (Attachment £6)

the Administrator.

|
'+ The Director of Nursing shall present a !
| surnmary of the monthly roports cach
\ quarter to the Medical Director as part
. of the Nursing Department Quality

Change review findings / corrective

]
*  Per facility policy, the DON reviews :
and includes this report in the monthly !
Nursing Department Quality Assurance

5 Report, which is reviewed monthly by

Assurance review. (Attachment #7)
Completion Date F 157; 8/30/13

F 314
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F 314 | Continuad From page 3 F 314 F314 - Treatment / Services to Prevent
Based on the comprehensive assessment of & / Heal Pressure Sores
residant, the Fecility must ensure that a residant . ,
who enters the fa]:yility witheut pressure sares The facility has ensured the following
does not develop pressure sores unless the corrective action:
individual's clinical condltion demonstrates that *  On7/31/13, the facility changed the
they ware unaveidable; and a resident having classification of the abraised area to
pressure sores recelves necessary traatment and 2 Stage 11 pressure ulcer per the
senvicas o promete healing, prevant Infection and APRN’s designation. Allevyn
prevent new sores from developing. dressing, ordered as a preventative
measure, was initfated per the
. . APRN’s request.
This REQUIREMENT i not met as avidanged
bBy; - .
Byased on observation, intarview, record review, The facility has take‘n the ﬁallowmg
review of the facility policy, and review of the a‘:ﬁon_ to prevent this practice from
Resident Assassment Instrument User Manual affecting others ‘
3.0 {(MD§& manual) tha facillty falled to ensura an *  The Director of Nursing consulted
effective pres=zure ulcer pravention and treatment the Medical Director regarding
program was in place to identify the presence of standardized protocol for facility
pressure wlcers for one of three sampied physicians, or designee staff, to use
residents (Rasidant #1), Resident #1 was for unity of wound staging. The
fs:essedbby t!we fa;il;t: oln :7]1 dQIr‘I 3;:1@754/1 3 Wound Assessment and
| to have abrasions to the left and rig acks. . ;
The Advanced Registerad Nurse Practitionat's g.::f{:,ﬁ:ﬂg:sgo‘::ﬁ[;ﬁ 0
(ARNP's) notes, dated 07/26/13, revesied two Lo op o
small open greas to the left buttock and one small gu}d.elmes a’_’d_ was provided to
open araa to tha right buttock which wera facility physicians. (Attachment
identified as Stage ll prassure areas. #1)
The findings ingluda:
. Areview of the faciiity policy titled "Definition,
Prevention, |dentification and Treatment of
Pressure Ulcers,” revised date 06/26/07, revesled
& gompleta assessment is ascential to an
effective preszura uleer prevention and treatment i
program. A comprehensive, individual evaluation i
helps the facility to identify the presenca of ‘
pressuts ulcers. ‘ !
FORM CMS-2267(02-85} Praviaus Varsigns Obzoiete Event ID; DESE1Y Faalllty 1D 100700 If tomtinuatian sheet Fage 4 of 7

Received Time Sep. 19, 2013 3:10PM No. 0319




89/19/2813 15:25 E0AE7683085

. DEPARTMENT OF HEALTH AND HUMAN SERVICES

EDGEWDUD ESTATES

PAGE BE

PRINTED: OBM4/2013

A renfiew of the Resident Azsesement User
Manual 3.0 (MDS manual) ravesled a Stage #
préssure Licer is a partial thicknesz loss of
dermis presenting as a shallow open ulcar with 2
red-pink wound bed, Stape it pressure ulcars are
often related to friction and/or shearing force.

A review of Resident #£1'= medical racord
revealed the rasident was admitted to the facilty
on 09/08/10 with diagnoses including Dementia,
Hypertension, and Dlabetes Mellitus Type 2. A
review of {ie nursa's nates dated 07/19/13,
revesied Resident #1 was observed to have two

, abrasions to the left buttock with documented
evidence that the resident's physician was
notifiad of the areas, with a new order received to
clean the abrasions with wound ¢leaner and apply
Silvadene cintment and a dty dressing two times
per day until healed. Further review of the
nurse’s notes, dated 07/24/13, ravealad a small
abrasion was observed on the residents right
buttock with documented evidenee that the
resident’s physician was notified of tha area, with
a new order received to clean the abrasion with
wound cleaner, apply Silvadena, and apply a
Telfa pad two times per tfay Untl haaled. Review
of tha ARNF's note, dated 07/25/13, revealed the
| resident was observed fo have two small open
areas to the ieft butteck and one =mall open area
to the right buttock. Further review of the ARNP's
note revealed the areas had bean idantified as
Stage If pressurs areas with racormeandations
for an Allevyn bandage (a protective dressing),
and turning and repositioning evary two hours

! from sida to side.

Interview on 07/30/13 at 4:37 PM with Licensed
Practical Nurse (LPN) £2 revealed the LPN had
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] .
*  Facility staff nurses w rovided
F 314 | Continued From page 4 F 314 acility saff nurses were P

an in-service training on the protocol
on 8/2/13. (Attachment #2)

*  Achart audit was performed on
7/31/13 by the DON and ADON to
ensure that all facility residents with
a pressure area designation were
accurately classified per the MDS
3.0 guidelines, (Attachment #3)

*  On 8/30/13 and 8/31/13, in-service
raining review was conducted with
all nursing staff on the facility

, Pressure Ulcer Policy, which

includes directives for prevention

(Hydration, Nutritional needs,

Functional abilities, Transfer and

repositioning needs, Moisture

management, Need for pressure
reduction devices, Observation of
behaviors that indicate skin
discomfort); treatment (Notifying
physician, Daily assessment of
pressure area, Wound Care Team
evaluation, Consult with physician
for an unfavorable response to
treatment, Consult with other
specialties as necessary, Evaluate
and update Plan of Care as needed);
and follow-up assessment and
reporting to physicians of pressure
aress. (Attachment #4a-b)

The facility initiated the following
systemic changes to prevent this
practice from recurring:

*  The Charge Nurse and ADON {or
L DON in his/ her absence) shall
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observed the areas on Resident #1's bottarn the
day the areas were found. Tha interview furthar
revealed the three areas appeared to ba
abrasions caused by shearing and lookad like
bligters that the top layer of skin had been paeled
off of with no depth. The LPN denied being
aware the ARNP had assessad the areas to be
prassure areas.

tnterview on U7/30/13 at 4:45 PM with LPN #1
revedled the LPN found the areas on Resident
¥1'¢ bottom which appeared to be tiny open
abrasions. The Inferview revesled the doctor was
notifiad of the abrasions and treatment was
started o the areas immaediately, The LPN

! denied being aware the areas had been identifiad

by the ARNP a= pressurs areas but was aware of
the recommandations the ARNP had made for
treatmant of tha araas,

Interview on 07/30/M3 at 5:21 PM with tha ARNP
revealad the ARNF was asked by staff to ioak at
the resident's bottom because of rednass and the
areas, The interview ravealed Resident #1's
bottom was red und thera were thrae small opan
areas which were staged because the areas were
open in anh area that does have presegure, The
interview further revealed the ARNP mads a
recommendation for & protective dressing and for
the resident to be turned and repositioned from
side to side {0 prevent further breakdown,

Intervisw on 07/30/13 at §:15 PM with tha

Assistant Director of Nursing (ADON) revesied
the thrae areas on the resident's bottom were
aszassed during the waskly wound rounds and
identified as sbrasions that had been caused by
shearing. The interview further revaaiad the
facility uses the MDS definitions to Identify apd

l
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[ y -
_ review and compare /i physician \
F 314 | Conlinued From page 5 F 314 progress notes and orders.

{(Attachment #5a-b) Any noted
discrepancy from the Wound
Assessment and Classification
Protocol will be immediately
clarified per physician order (written
or telephone clarification).

Charge Nurse Staff will cantinue to
perform weekly skin assessments per
facility policy, and present any new /
unusual findings from the
assessment to the ADON, who shall
inform the physician.

The facility Wound Care Team, per
facility practice, shall observe,
measure and review, all new resident
pressure areas on the next business
day after designation, The Wound
Care Team shall, per facility
standing practice, observe, measure,
and review all pressure areas on a
minimum of & weekly basis, The
team shall document this review on
the Wound Care Team Assessment
Review Form. (Attachment #5) A
copy of the Wound Care Team
Assessment Review Form shall be
faxed by the ADON (or the DON in
her absence) ont the dare of review to
the physician for his/her review and
desired follow-up. The ADON she]l
request physiclan medical record
documentation for any pressure area
designated as unavoidable due to
medical condition. A copy shall be
presented to and reviewed weekly by

the Administratar, J

FORM CMS-2567(02-95) Previous Versions Ohisolete

Event ID; DESB11

Received Time Sep. 19, 2013 3:10PM No. 0319

Facility 1D: 100700

If contlsuation sheet Page & of 7



#9/15/2913 15:25

&gt 7683805

DEPARTMENT OF HEALTH AND HUMAN SERVICES

ENTERS FOR MEDICARE & MEDICAID SERVICES

EDGEWOOD ESTATES

PAGE &8

PRINTED: 08/14f2013
FORM APPROVED
QME NO. 0338-0391

denied being aware tha ARNP had idantified the
areas as prezzure areas bacause the ADON had
hat read the ARNP's riotes from the [ast visit,
The intarview further revealed thans were no
changes to the treatment of the areas onca
identified as prassure areas, only
recommendations for a protective dressing.

Completion Date F 314: 8/31/13
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F314 | Continuad From page & Fa14| The facility will sustain performance
stage pressure areas and the ADON did not feat ‘ throu.gh.the following monitoring
llke the areas were pressure areas. The ADON practice:.
]

The ADON’s monthly report to -
the Director of Nursing has
been amended to includs: 1) a
summary of review of pressure
area classifications, 2) any
noted discrepancy per the
Wound Assessment and
Classification Protoce] and
MDS 3.0 guidelines, and, 3)
sorrective action taken.
(Attachment #7)

A copy of each Wound Care
Team Assessment Review
Form sha!l be included with the
ADON report.

Per facility practice, the
Director of Nursing reviews
&nd includes this report as part
of the monthly Nursing
Department Quality Assurancs
Report, which is reviewed
monthly by the Administrator.
The Director of Nursing shall
present a summary of the
monthly reports each quarter to
the Medical Director, as part of
the Nursing Department
Quality Assurance review,
(Attachment #8)
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