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F 000 INITIAL COMMENTS f 000,
. Fhes Plan af Covrection 15 the comer's credible
An Abbreviated Survey investigating Complaint ; : alieation of complance.
B#KY 21901 was conducted on 07/08/14 through ' } Preparation ardeor exaeuton of tins plan of correcoon |
07/11/14 to delermine the facility's compliance o does not eonstine ua’nn‘.v.ﬂ'c-‘n or agreement by the ‘
vith Federal requicements. Gomplaint #1CY 21904 proveder of the truth (,_'{me'_(ﬂcff mlc-'sz-ed or 4.'nnfm.mm.\- ;
. R . SeLfoeth o ihe stotement of deliciorcies. The plan of
was subslaniiated with deficiencies cited at the correction Is proparad andlor exeeited solely beeause
highest Scope and Saverity of a "D". y i dris required by the provisions of federol and stne lo,
After supervisory review, Complaint #KY 21901 LOFa187 825714
was reopened on 07/25/14 10 ablain additional i
informalion, and concluded on 07/25/14. I. Resident Affected
Complaint #KY 21901 was substantisted with
deficiencies cited al the highest Scope and E Resident # 1 no longer resides in the
Severity of a "G", . : center as of 6/19/14. As stated in the
: j 2567 dated 7/25/14, resident’s POA and
On 03/27114, the facility identified Resident #1 ; 5 MD were nolified of the wound by
had a non-pressure vound to the left buttoek; Licensed Nurse on 4/2:14,
however, the physician was not notified of the
wound until 04/02/14, six (6) days later. The . . Residents With (he Potential 1o
facility failed 10 conduct the initial wound ! be Affected
assessment until 04/02/14 and failed to conducl :
ongoing weekly wound assessments per the 5 i All residents have the potential 1o be
facility's policy. On 04/22/14 Resident #1 was aflected, Residents identified with an
sent to the Wound Care Cenler due to the wound ; actual wound wer¢ reviewed by Director
having a foul odor, The wound care physician at of Nursing (DNS), Stafl’ Development
the Wound Care Center identified the wound as a : Coordinator ($DC), and Unit Managers
chronic {ull thickness abscess with signs and (UMs) 10 assure that the resident’s MD
symptoms of infection noted and family POA have been nolified
F 157 483.10(b)(11) NOTIFY OF GHANGES F157 regarding current status of skin, and that
§8=G (INJURY/DECLINE/ROOM, ETC) ; an appropriate skin weatment was
: : ordered by physician, This review began
A facility must immedialely inform the resident: 8/18/14 anc completed on 8422714,
consull with the resident's physician: and i . |
known. notify the resident's legal representative ! ! L1. Systemic Change
or anintgrested family member when there is an ;
accident involving the rasident which results in : Lleensed nurses were re-educated by the :
injury and has the potential for requiring physician i Regional Quality Speciulist (ROS). ‘
Inlervention: a significant change in the resident's i 5 District Director of Clinical Operatjons
rd | :
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DEFICIENLYS

F 157 Continued From page 1 . : F 157
physical, mental, or psychosocial status (L.e., 2
detenoration in health, mental, or psychosocial ‘
5t3€.us in 3"h?r life threatening mndmo‘ns or Preparation undor exection of fing plar of corevonon
chnical complications); & nead o alter treatment : doey rof constitute adimisston ov agreement by i ‘
significantly (i e, 8 need to discontinue an ; i provider of the trath of the fuces afleged or conclusions |
existing form of treatment dug to adverse . L serfacth in .ﬁre statement of deficieacies, The plon of

. P ¢ sorviction is prepaved andior executed solely bocunse
consequences, or ta" gommence a new -Ofm 0 : WIS ceguired by the provisions of federal ond state bew.
reatment); or a decision to transfer or discharge !

Fhis Frun of Corregnon is the couter's credible
affegation of complimes,

the resident from the facility as specified in : f (DDCO)Y and DNS on 8/6- 877714
§483.12(a). regarding Condition Change of &

' : Q Resident, Dacumenting change of
The facility must also prompily notify the resident i condition in the Medical Record,
and, if known, the resident's legal representative § f Documenting Regident Health Status,
or interested family member when there is a ; and Decumenting in the Medical
change in room or raommate assignment as Recard, This education will also be
specified in §483.16(e)(2); or a change in : § provided for newly hived ticensed nurses -
resident rights under Federsl or Stats law or : in Employee Orientation by the SDC :
ragulahons as speciited in paragraph (b)(1) of (Stafr Dc;mmpmcm Coordfnatur} and or
this section, ‘: ‘ IINS (Direetor of Nursing): this will be

N o an on-geing intervention,
The factlily must record and periodically update =

the address and phone number of the resident's

‘ . Licensed narses were also educated by
tegal representafive or interested family member.

the Regional Waund Nurse on August
5-6, 2014 on the steps 1o be taken alter
identification of pressure or non-

This REQUIREMENT is not mel as evidenced ' ' Pressure wound on admission or skin

by: C cheek™,
Based on inlerview, racord review, and review of . ‘
the facility’s policyrorocedure. it wes detsrmined ; . DNS., UM (Unit Manager), and or SDC

the facilily failed o notify the physician and
responsible party regarding a change in condgition
ferone (1) of seven (7} samplad rasidents
{Resident #1). On 03/2714 Resident #1 was
neted 10 have a aon-prasswe area to the laft
buttock, pink in color, with the appearance of
shearing (Stage 2). measuring approximately six
(8) centimeters (cm) In fength and three (3) cm in
wndth, with ne depth noled. The physician and
responsible pary were not notifted of the wound

will updite the Pressure and Non-
Pressure Wecekly Ulcer Log on weekly
bausis. This Log will be utilized o track
pressure and non-pressure wounds
weekly. The Jicensed nurse who
identifies any new skin arca will be
respongible for MD and family POA

; notification, and iniplementing

appropeiate skin/wound care and
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untit 04/02/14, six (6} days later.
Findings include:

Review of the faciity’s policy and procedure titled
"Notfications”, dated 08/23/02 and revised on
04/28/13. revealed staff should inform the patient
corwsuil with the altending physicisn, and noliy
the patient's surrogates when a significant
change occurs in the patiant's physical, mentat or
peychosacial status and when treatment needs to
" be siterad significantly,

v

Retord raview revealed lhe facility admitted
Residenl #1 on 02/12/13 with diagnoses which
included Diabetes Mellitus Type I, Perniclous
Anemia, Depression, Hyperlipidemis,
Hypertension, Anxiely, and Alzheimer's Disease.

Review of the Nursing Prograss Note, daled
03/27/14 at 10:24 PM, revealed while providing
ircontinegnt care for Resident #1, staff idemified
an open area o tha left buliork. with tha
appearance of shearing (Stage 2). pink in color,
medsunng approximately six {6) em in length and
three (3) cm in wadth, with no depth noted,
Adaptic inon-adherent dressing) was applied and
tha wound nurse was notified. However, there
was no dogumeantad evidence the Power of
Attoenay (POA) or physiclan was notified until
04702114 when a new order was received for the
treatment of the left bultock wound.

fnterview with Licensed Practical Nurse (LPN} #4,
on G704 51 12:40 PM, revealed she identified
the feft buttock woung on Resident #1 on
0327114 and could not recall if she notified the
physician al that time. The LPN stated she lold
e fesidanl’s daughter, who workad at the

C TRy Plan of Correction is the center's crodihle
' aflegarion of cympliance.

' Preparation cusdior execution uf Buy plon of corvecton
clecs sat consiture adntissign or agreemsal by the
provider of the truth of the facet ullaged or conolesions
set forth in the sietctacnt of defieiencies. Ve plan of
carcection I propaved andlor executed solely becuuse
t {s vequired By the provisims of federal and state fan,

treatment. Vahidation of MD and family
POA notification will occur in Clinical
Rounds,

Residents identified as having
significant change(s) in condition will
continue (o be reviewed in daily Clinical
Rounds. Clinical Rounds was
implemented by DNS on 5/13/14 to

; validate physicians and families have

i been notified as needed with changes in
resident congition.

On an ongoing basis, The Dircetor of
Nursing, Unit Manager, RN Weekend
Supervisor and/or $1alf Development
Coordinator will conduct clinical
cducation as needed based on
findings/trends of the dajly clinical
rounds form/audit loo} and the
recommendations of the Perfonmance
tprovement Commitee.

v, Monitoring

‘The Pressure and Non-Pressure Weekly
Ulcer Log will be reviewed by Unit
Managers prior to weekly Pl
(Performance [mprovement) meeting to
assure ML and family notification.
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F 137 Conlinued From page 3 F 157
{facility, about the wound in passing (who was not ?1’}!;‘ .F{{m af f,‘m-rcq;‘u‘n i the center’s cradible
ihe POA). Additionally, she revealad there was na alleguanian of campitinne,
reason for her not to notity the physician or the FPreparanon aidior execttion of this plan of correction
other daughtee, who was lhe POA. daes aot constitine admission or agreement by the
o provider of e trih of the facy allrgad ur canchisiony
Interview with the Wound Nurse, on 07/10/14 al L SeLfrth i the sttt "{"""”“"”“""2‘ Phe plan of
) . ) [ carrection is prepared andlor exeeuted solely heconse
9:43 AM, revealed the nurse who identified the ; L is roquired by dhe provisions of federal ard siate o,
left bultock wound pn 03027/14 siould have ; :
netified the physician and the family about the = Findings from the log will be tracked
change n condition, _ and trended weekly by the Director of
o ) ; Nursing, UM, and or $DC and
Inferview vath Hall 1 Unit Manager (UM) #1, on : forwarded to the Performance
07/10/14 a1 9:30 AM,'re-vealied the charge nurses Improvement Commines weekly with
warg responsible for obtaining new physician's further review. Subsequent education or -
orders and nolifying the physician and family of . actions 1aken will be determined by the
any resident's change In condition, ; Committee.
intorview with the Director of Nursing (DON), on : By reviewing the findings of the
07110114 a1 10:53 AM, revoaled ha was unsure | tracking and trending, the Pecformance
when the physician and family were notified ‘ : Impravement Committee will monitor
regarding the left buttock wound, but the aurse : the offectiveness and compliance with
should have netfied the physician and family of the plan weekly (o validute interventions
any change in condition In the resident, » i are appropriate,
Interview with the Executive Directer (F0), on i ? The Performance Improvement
07/14/14 at 10:20 AM, reveated nursing shouly i Committee consists of the Exceutive
have notiffed the physician and fhe‘famlly whan : Director, Director of Nursing, Unit
the wound was identified on 03/27/14. Managers, $taff Development
; ) s .
R #1's Physicisn/Medical Coordinator. Case Manager, MDS
S - S . o ! . o
Interviaw wuh. asident ,s N ysictan/Madica nurse, Social Services Director, Activity
Director, on 07/00/14 at 4:25 PM, revegled th? direetor, and Therapy Services Director,
staff should have been better communicators, in
regard to the new wound lo the left buttock, and Ihe Performance lnprovement
he expected nursing staff ta notify him of a i Commiltee is meating weekly at this
resident's change in COH'G'RIOB.‘ L time, but will reswne monthly meetings
k280 483-20@{3}' 483.10(k)(2) RK’HT 10 F 280 once substantial compliance is achicved,
58 PARTICIPATE PLANNING CARE-REVISE CP :
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The resident has the right, uniess adjudged
incompelent or otherwise found 10 be
incapaciiated under the laws of the Stata. to
participate in planning care and treatment or
shanges in carg and treafment,

A comprehangive care plan must be developed
within 7 days afier the campletion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the atiending
physician, a registeraed nurse with responsibility
for ihe resident, and other appropnrate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident. the resident's family or the resident’s
legal rapresentalive; and perfodically reviewed
and revised by a team of quabfied persons after
each assessment.

This REQUIREMENT s not met as evidenced
by: :

Basged on inlerview, record review, review of the
facidity's pohcyfprocadure, and review of Hospital
Discharge Insiructions, it was determined the
facility failed to ensure the comprehensive care
pian was revissd for one (1) of seven (7) sampled
residents (Resident 81). On 03/27/14 Resident
#1 was noted to have a non-pressure area 10 e
left buttock, pink in color, with the appearance of
sheanng (Stage 2) Licensed Practicat Nurse
(LP*N) 4, who identified the weund, notifled the
faciiily's Wound Nurse and recaived a
recommeanded treatment of Adaplic
{non-adherent dressing) and Blatain (Silicone :
foam) dressing However, LPN #4 did not revise

Fhs Blaw of Coreeciion 1s the caitar’s erodifle
abtlegaiton uf Comphance

Preparation atdlor execution of fus plan of correcin
eloos wul enastinte admission or ggreement iy the
Frovuder uf the treth of the Jacts afleged or conclnsions
set fortit in thiz statemont of deficiences The pien of
correchion 1§ prepoared andfor sxecuted solely bocuse
it ls required by the provisions of Jederal and siate livve,

F-280 ’ 825714
1. Resident Affected

Resident # | care plan was reviewed on
524 by MDS (Minimwn Data Set)
Coordinator. Restdem 4 1 is no tonger
residing in the center as of 6/19/14.

1L Residents With the Potential o
be Aflected

Alb residents have the potentiaf to be
affecied. Resident identified with actual
glerations with skin inlegeity had their
care plans reviewed from 8/5/14 10
8424714 by the MDS Coordinater, DNS,
and SDC 1o assure thal care plans
accuralely reflect resident’s current
fevel of care. Any identified care plan
discrepancies were corrected by
Heensed nurses and or MDS
Coordinator.

Residents on specialty
beds/mattresses/products were assessed
by Nursing Administrative Team
Members (IYNS, MDS Coordinalor,
3DC, Case Manager, and UM) from
8/12714 through 8/18/14 to assure ¢ach
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DEFICIENGY)
¥ 280 Continued From page 5 F 280
the care plan for altered skin integrity. © o Fins Plon of Carvection is the cenar’s eredibe
allegatinn of compliance.
In addition, on 04726114, the phySiC]an ordered an o Prepovation andive execution of this plon of correction
Ai{er”a“ng pres ANELL] Mauf@ss f(!t’ lhe r@sideﬁl; ' does ot curstifute admiysion or ayreen b}: the :
hawever the care plan was not revised for the use provider of the trth gf the focis alleged or conclusions
of this mattress. On 05/04/14, Resident #1 {all _ ‘ swfw-rfr mthe statestain !{c.’eﬁc—n'm‘m&. The picor vf
i bed : \ N h i Correaiieh I pregrived and'or exectsed safely hecause g
rom the bed f‘nd sustained a lgceration to the : t 35 resqnivedd by the provesions af federat wnd siare lo |
right side of hisiher head and was sent to the
Emergency Room (ER). The resident's forchead resident has & curvent bed assessiment
laceration required Darmabond (liquid adhesive - and wpdted care plan detailing safety
bandage). ' : risks.
Findings inciude: 3 1. Sysiemic Chunges

Review of the facilily's policy and procedure titted
"Comprehensive Plan of Care, dated 08/31/12,
revealed the care plan was re-svaluated and
modified as necessary lo reflect changes in eare,
service and lreatment, and with a significant
change of condition assessment. Staff wouly
update the care plan during the course of care
delivery to reflect improvement and declines, new
problems, and modified intecventions.  New or
changed cers plans would be communicate to
members of the interdisciplinary leam and o
caregivers, The facility would ensure any car
ves wer2 placed appropriotely to remind
caregivars of ihe patient's spocial needs.

b ; Licensed nurses wore re-educated on
g August6-F2015 by the RQS, DDCO,

; aned DNGS, and SDC on procedure titled,

: “Comprehensive Plan of Care”, This
procedure details the Interdisciplinary
team member's role in updating the care
plan w reflect improyement, and
dectines, new prabiems, and modified
interventions, This in service will be
provided by the SOC and or ONS for
newiy hired Heensed aurses in New
Employee Orientation; this will be an
on-going intervention.

Licensed nurses will be responsible for

updating the resident’s plan of care us

needed, Residends thay are identified

with wounds wilt (m addition) have

their care plan reviewed weekly by the

NS, UM, and or MDS Coordinator

o assure necessary updates Lo the care

ptan reflect improveiment, declines, new
' problems, and modilicd intervention,
: thiz will be an on-poing measure.

Record review revealed the facility admilted
Residen #1 on 02/12/13 with disgnoses which
included Diabeles Mellitus Type I, Permicious
Anemia, Depression, Hypedipidemia. Apxiaty,
Hyperlension, and Alzheimer's Dementia,

Review of the Quadery Minimum Data Set
{MDS8} Assessment, dated 04/30/14, revealed the
facility assessod Resident #1's cognition as
saversly impsired due to his/her inability (o be
interviewed.
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F 280 Cantinued From page 6 F 280

Thiy Plan of Correctton 1s the conter’s crodiblo

Review of the Nursing Progress Note, dated wlfegation of compliance,

03727114 at 10°24 PM, revealed while praviding | Proparution andvor exeention of this plan of conrvection
incontinent ¢are for Resident #1, an open area to L does nur constinde adrission er agrecent by the
the teft buttock was i0entified which appeared o © proveder of the truth of the Juars alleged or conclusions
be shearing, pink in color, measuring six (6) - et en the suemant rgflflaﬁcu-nrres_. Fhy plan of

. . . ] L Corredtion S prégared andior exvewivd sokely becouye
centimeters {om} in length and three (3) om m L fis ergulred by the provisions of federal and sune hne
width, (Stage 23, with no depth noted ‘

. : The Clinical Rounds process which was
Howrever, reviaw of the Comprehensive Care ! implemented on 5713714 by the DNS
Plan for aitered skin inlegrity. initiated on
12/24/13 and last revised 06/12/14, revealed
there was no reviston to the care plan (o address
lhe wound on the left buttoek,

| serves as an Interdisciplinary process to

: validate new ordors and cure plans are
initiated, reviewed, and modified when
# réwident is identificd as having a

lew with LN #44 7104 . M i - significant change in condition; The
Intardiew vith LEN 14, on 07/10¢14 at 12:40 P, Clinical Rounds precess will remain on-

revealed she ider?t‘iﬁ?’d the left buttock wound on : oing and the Clinical Rounds Audit
Resrden_t #1 on 03/.2." 14 end she_ was : ' Tool will be utilized 1o include any
responsible for revising t_he czjre plan with updates made to the resident’s plan of
changes re!atedllo kS res;d_er!ls condition; care, On an ongoing basis, The Director
however_,_she faited 10 revisz the care plan vhen : of Nursing, Unit Manager, RN Weekens
she dentified the vound. : Supervisor and/or The Registered Nurse
‘ Staft Development Coordinator will
conduct ¢linical education as needed
based on findingsitrends of the daily
cliniest rounds form/audit ol and the
recommendations of the Performance
Improvement Conmitiee,

Intarviaw with tha facility's Wound Nurse, on
0708114 at 7.54 AM, revealed the first time she
s8w the wound on Resldent #1's left buttock was
on 04/02/14. She statad the wound appeared as
g sneear {0 the left buttock with necrosis
measunng three (3) emin length. ene (1) emin
width, and one tanth (G.1) em in depth. She . IV

. Monitoriny
revealed she raceived a new order for treatmen| =

to the left buttock wound, but dig not ravise the
care plan,

Further record review for Residani #1 revealed a
Physiman's Orger, dated 04/29/14, for a STAT
5000 Low Alr Loss mattress to the bed o
promote wound healing, Raview of the resident's
Comprehanstve Gara Plan, titled "t am at risk for

The Ciinicat Rounds Audit Teol will
identify concerns with updating
resident’s ptan of care, Findings from
the audit tood will be tracked and
trondded by the Divector of Nursing
weekly snd forwarded to the
Perfonnance boprovement Contmitiee

TN OMTESEN DI Pravigus Yorsons Obsolnta
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{ar0 BUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 8
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!
£280 Continued From page 7 F 230
falling”, mnitiated 03/01/14, revealed there were no Tiis Plan of Correctran 13 the conter’s crecible
: altegation of comphonce,
revision made Lo tha ¢are olan to address the
Implementation of & STAT 5000 Air Matiress and Preparasion andior executinin of this plan of corvection
any risks refated {o the use of the maitress. desey ot consfitute almission or dgrepmont by the
proviger of B sriith of the fircts altogod or eancfisons
. . »p Tot s yrerivowe _‘v,f_._-:fjl.- BT
On 0504114, Resident #1 falt fom the bed and oot an 1 st of dficienctes e plon sy
. : X COrrRLNnN i3 Prepured ndior executed sede iy beeaise
sustained a laceration to the nght side of the t iy veguered By the provivions of federel and siate da
head and was sent 1o the Emergency Room (ER),
Review of the Hospits! Discharge Instructions, with further education or actions taken
dated 05/04/14. revealed Resident #1 was as determined by the Committer
dingnosed with a forehead laceration from the
fall, which required Dermabond (figuid adhesive
bandage),
- . By reviewing the fiadings, the
inlerview with Certified Nurse Aide (CNA) #1, on Performance Improvement Comminee
rd T . N - .
0777019 2 6 00 AM, reveéled a wedge was will monitor the effectiveness and
placed behind the resident's back to prevant comphianee with the plan weekly 1o
pressure on the resident's buttock. She stated validste compliance 1o system,
tha resident may have been too close to the edge .
of the bed and when the martress fluctuated, it The Performance hoprovement
caused the residant to be pushed out of the bad. Committee consists of the Executive
L ~ . Director, Director of Nursing, Unit
Interview with LI‘ ™ #1, OF 0’/11[14 F:ﬂ 2:25 F'\ﬁ I\II?lna.gerf\', Sfﬂf‘[‘ [)CthOPﬂ]k’ﬂt
fevealed f o resident had a change in condition Coordinator, Case Manager, MDS
which needed to be added to the care plan and nurse, Social Services Direcior, Activity
new ordlers ware repe;ved. she would ble . Director, and 7§ hetapy Services
responsible for adding the problem to the existing Director
cere plan of lor initiating a new one,
_ ith LN 2 7111114 a1 2:30 P The Performance taprovement
Interview with LPN: 2, Dhn UIM ! dai ' i Commiuee is meeting weekly af this
e aicee o " . . .
revedied she E";d the ot ;er Icense Inur_s;es wou time, but wili resume monthly meetings
be respoasible for updating s cars plan if a new once substantial compliance is achieved.
orGet was recened
[nterview with the Dirsclor of Nursing (DON). on
07/10714 &t 10 53 AN, ravealed documentation by
the staff may not be what it should be o timas,
and the care plan should have been updated at
e ime the leff butiock wound was identified, on i
S M- 28002 B0) Prevsus Versions Qbuelprs Eveat 10 90COs Fachty 10, 100481 If conunuation shea! Pags B af 22
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F 280 Conlinued Fram page 8 F 280

(0327114, as welt as with interventions for the use
of the alternating ar matiress.

Imeniew with the Executive Director {£D), on . :
714 @ 10,20 AM, revealed nursing staff . i |
showid hava ensured the care plans were revised ’
regarding the resident's naw feft buttock wound
and the use of the STAT 5000 alternating
mattress. Adddionally, she revealed the care plan
should have ideniified any risk faclors related Lo
the use of the air mattress.

Interview with ihe MRS Goordinater, on 0711714

2t 2:10 PM, revealed the person responsibls for

updating the care plan with new orders.

treaiments, ete., was the licensed nurse wio

recewved the new order. She reveaied the naw

ordees and eare pians were roviewad in the

morning meetng to ensure the care plan was

appropriate {0 meet the resident's needs. ;
F 309 483.28 PROVIDE CARE/SERVICES FOR : F 309:
$5=¢3 HIGHEST WELL BEING :

Each resident must receivie and the faciity mus!
provide the necessary care and services to aftain
or maintain the highest practicable physicat,
mental, snd psychosocial well-being, in
accordance with the comprehensive s33assment
and plan of care.

This REQUIREMENT 5 not met ss evidenced
by.

Based on interview, record review, and review of
the faciily's pollcies/procedures, it was
determined the fasility failed fo ensure necessary

SIHAE OMEB-2ERTQ2 A0Y P e Sus vVersioons Ghsotoln Bugid {0 0vCON Frcdry 10: 100481 I eentinuation rhea Page 9of 22
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DEFICIENGY)
F 309 Centinued From page 9 F 208
care and services were provided to f‘i:es Flen aj‘(inw.;"nw 15 ike conters creiie
attain‘maintain the highest practicahle physical, hegaticn of complianca,
mental, and psychosaciat wall being in Petparaston andior cxecution of this plow of correcisan
accordance with the comprehansive assessment s ot cenannite admitsion or ayreenient bs. the
amd plan of care for one (1) of seven {7y sampled proveder of the sruth of the _;fn:'.r; allaged vr conclusions
residents (Resident #1). The facility identified “"ﬁ"""’""” e statentert o dffﬁﬂ'hf"ffﬂ-‘ The plan U[
sid #1 had : dto the ed correction Is propared ancior evpented sofely bectuse
Resident 80 a non-pressure WOU#'.i 410 e e IS vuguaired by the provisions of federal and state s, -
bultock on O327/14; however, the facitity failed 19 i _
conduct the inial wound assessmant unti F-300 $23/14,
D4/02414 and failed to conduct ongoing waekly
wound a55essments per the facility's policy, On L Resident A ffeoted
04/22/14 Resident #1 was senl to the Wound
Care Center due to the wound having a foul odor, Resident # | had BWAT (Bates-Jensen
The Wwoung care physicisn at the Wound Care Wound Assessment Tool) completed by
Center identified the wound as a chronic full Licensed Nurse 4/2/14.
thickness abscass wath signs and symploms of
infection noted 1. Residents With Potential 1o be
_— Afiecied
Findings ncluda,
e : All residents huve the potential to be
Review of the faciiity's policy and procadure titled affected. Residents identified as having
- A G 2T e ‘ - R
Pauerst‘.ﬁ?aesam&nt , tated 04[2§I14. rmlfeaied presswre wounds were audited by NS,
the facility's assessment process included direct SDC. UM 1o assore that o current
phiservation and communication with the patient BWAT had been completed. This audit
{resident) as weil as communicaiion with direct D& i iers o 14 ape
care staff on all shifts, scussions with the its nittated on August 18, 2014 and
L P ) completed on August 22, 2014
altanding physician, family membars, outside
consultants, and review of the patient's 0 Systemic Chanae
[resident’s] medical racord may also be used in Z
the process, Assessment Data was collecied on Licensed nurses were ve-eduonted to
Qara collec:uoz) andlc?r alssessmen{ !‘3{”}5 arrjdlor palicy titfed, “Prevention and Treatment
HY & elecrronfc medlqm record to individualiza of Pressure Uleers and Non-Pressure
and direct patient {resident] care. Related Wounds” on August 6 and
o ‘ August 7, 2014 by RQS, DDCO, and
Reviavr of the facility's policy and procedure titled [)N{Q v RQ )
"Frevention and Treatment of Pressure Ulcers o
and Non-Pressure Related Wounds”, dated
Q8/31/12, revesied the idantification of Dressire
and non-pressuse related wound characteristics
SRR LG -ZBE X0 ) Previnus Versiond Dbsolats Gutnr (92 Facdity B3, jupedy If continuaton sham Page 10 of 22
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309 Continued From page 10 F 309
initially, at regular intervals, and as needed with a . This Plan aof Corroctnant vs the cenerts erodibilo
change in wound status was o be documented ; clfesouon of compliace
using the Bates-Jensen Wound Asssssment Tool Propeeraiion andior exceuton of tns plan of correcnon
(BWAT). interview with ths Direclor of Mursing \ does nol constimte gsmission or agrevment by the
{DONj and the facility’s Wound Nurse revealed provider of the trath of the Jacts offeged or conchistons
“reguiar intepvals” meant weekly wound . selﬂfr{f: 1 e Stcenment r.yjdcjic'frjrcfe-?. The gplan of
v eorvecton 15 propiarsd endior executed solely bocamse
assessments were 10 be completed, Do M requared by the provivions of federal ong stare e
Record review revealed the facility admitted Regional Wound Nurse Consultant
Resident #1 on 02/12/13 with dmgnoses which provided additional education to the
included Diabetes Mellitus Type 11, Parnicious Licensed Nurses on the following:
Angmia, Depression, Hyperlipidemia, Weekly Pressure Ulcer BWAT Repaort,
Hypertension, and Alzheimer's Dementia. Daily Monitoring/Pressure Uleer Form,
_ ) M Role in Wound/Skin Issues,
Review of the Nursing Progress Note, dated Pressure Uleer Prevention for Nurses,
Q3!2 3{14 al 10:24 PM, rgvealed while prow{'img : Skin InjuryUJleer Definidons, Staging
incontinent care for Residant #1, gtaf{ rdentlned‘ ; Pressure Ulcers Algorithm, Best
an open ares o the tef t?ulto_ck, pink in color, with . Practice Guides for Lower Exiremity
the appearance of shean{lg (Stage 2), measuring Ulcers, Wound Measurement and
Approximately six (6) em in langth and three (3) ? Documentation Guide, $1eps 10 be
grn in width, with no depth noted. The wound Tuken after Jdentifiention of Pressure or
nurse was notified of the new area and gave Non-Pressure Wound on Admission or
cjlrecupn t‘o :—lp.pliy Adaptic {(non ad,henng dressing) S$kin Check, and Best Practice
and Biatain (Sllicone foaen) dressing. However, Ouidelines for Pressure Ulecers and
reagord review rgyeaterj tvh"ere vias no documented Wounds, snd Medications that Effecrs
evidence the initial BWAT assessment was Wound Healing. This education was
completed andg the ph.ysmran was nol:tlgd 14] provided on August 12-13, 2014,
outain treatment. Review of the Physician's -
?yf,i;i;::agg?:::g:;iﬂ?Ié’:;:;'sgri;?rd .Nu‘rslmg Assxsfams were also provided
S N - i trawing on Skin Prevention o include:
evidence any frgatments were provided 1o the -
rasident's h;:ﬁ Buttock wound from 03/27/14 off londing of pressure sites. and
through G4/01/14 reporting skin variances o the Licensed
Raview of the physician's orders revealed an Nurse by the Reglonal Wound Nurse
p ‘ Consaltant on August 1213, 2014,
order on 04/02/14 to claan the l2ft buttock open )
" araz with wound cleanser and apply Hydrogel
90% watar in a gel base dressing) and a foam - P .
Efressmrj t?) tlm cr?angej lZian‘ry andga)ns needed. D‘Nb’ UM (Unit Maoager), and o SDC
# st undarethe Pressyes and Mon.
QIR AS- A T0Z0Y) Prenius Vs Quasiely Eva 10 07CO1 Facliny iy 100461 if coniinuson shes! Page 11 of 22
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DEFICIENGY)
F 308 Continued From paga 19 F 303
Py Plan of Correction 1y the enter's eredible
Ruview of the Comprehensive Gare Plan for legution of compiance.
attered _skln integrity, initiated on 12/ 24_’ 13 and Ovepaarateon andtar exectusan of this plen uf correcten
tast revised 65/124 4, revealad the resident's care dues nel tanstitute advassion o agnenent by the

Plan was nol revised 1o address the weound 1o the
left buttogk,

Further record review revealed the first BWAT
Assessment was cormpleted on 04/02/14 and
identfied the wound measured 3.2 cm in length
and 2.9 cm i width with no deptin. The wound
was unstagable with necrotic lissue identifted a5
firmly adherent soft, black eschar covenng
¥3-100 % of the wound with a smal| amaount of
serosenguinzous (thin, watery, pale, redipink}
exudate {(drainags), undermining less than two {2)
Cmn any area and edges were distingt and
outling clearly visible and aftached even with
wound base. The skin sUrrpunding the wound
was bnght red and blanches to touch with
minimal swelling around the wound, The
peripherat hssue induration was two (2 emto
four (4) cm exiending grealer than or saual to 50
% around the wound with no granulation lissye
present.

Further record review revesled weekly BWAT
#3sessments were not conducted on ihe
resident’s left buttock wound on 04/00/44 and
04718414 per facitity policy and inlerview.

Review of a Plan of Care Note, dated 04118714 at
1.08 PM, revealed Resident #1 was schedulad a
wound care appointment on 04/22/14 dus 1o the
wound appearing worse and had an odor,
However review of he Daily Moniloring/Pressure
Ulcer form, dated April 2014, revealed there were
no changas to the wound noted until 04/20/14
vihan the wound was noted to have deleriorated,

provider af they trrsth of the faers alleped ar conclusims
sl St i the stetesmens of deficeencees. The plan of
ctrivetipn s propored undior execured solely becose
itIs vequired by the provisens af fecerad aad seare taw.

clinical rounds formdmdit too) and tha
recommendations of the Perforimance
Tmprovemem Commitee,

V. Monitoring

The Pressure (o include resident's
BWAT assessment score) and Non-
Pressure

Weekly Ulcer Log will be reviewed
prior to weekly PE(Performance
Improvement) meeeting. Findings from
the log will be tracked and trended
weekly by the Dicccror of Nursing, UM,
and or SDC and forwardéd 1o the
Performance Improvement Commitee
weekly with further review. Subsequen;
education or actions taken will be
determined by the Committee,

By reviewing the findings of the
acking and trending, the Performance
Improvement Conmies will monitor
the eifectiveness and compliance with
the plan weekly 10 validate solutions is
astained,

RS SR IEFHNL UG Srevieus Vicng Opselaty Evann 13 97¢0Nn Fazility 10, 1048 Ifeortinuation shewt Page 12 of 22
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F 309 Continuad From payge 12 ' F 309
the dressing was leaking drainage, and the
sufrounding skin was black or hyperpigmentead.

This Pler of Covracion 1 the sonters erediis
allegntivn of evmphience,

Preparation andive exseution uf thes plga of corrdvtm

In addition, review of the Apnil 2014 TAR revealed : L doss not constirt admission wy agicement by the
on 04/03/14 and 0D4/18M 4, the dates were circled : L previcher af the: irnth of the fiees ally et o consfinsions

sel forth in the Statsument of deficwncres fhe plan of
correction is prepared andlor vaecnted seleiy fecavse
wes vsqpered ty the peovisions of foderal e sigre iow

on the TAR indicating the treatment was not
completed Additionally, on 06/09/14 and
04116114, the dates were [eft blank indicating the
treatmant was not complsted.

The Performance Improvement

Interview with Unit Manager {UM) #2, on 07/25/14 Committee consists of the Executive
at 1115 AM, revealed the possible causes for the ' Director, Director of Nursing. Unit
omitted spaces on the TAR could have been dusg o

) ; Managers, Staff Development

to the dressing 1o the ares being clean and dry : Coordinator, Case Manager, MDS
from the pravious shift changing the drassing; nuirse, Social Services Director,
therefore, nol requiting a change. However, thare
was No decumented evidencs of this being the
case. Activity director and Therapy Services
i Director,

Review of the Wound Care Cunter Progress

Nole, dated 04122/14, reveslad he feft buttoek !
area was identified as an abycess in chronic
condition with measurements of 3.2 om in length,
38 cm nwidih, 2.7 em depth, and 4.9 cm
undarmining. Additionally, the wound was noted
lo have a strong odor, purulent drainage wilh
maderate exudate smounts and was edematous
with one (1) to twenty-five {26)% adherent yellow
slough, one (1) to twenty-five (25)% mols) yallow
siough, twenty-six (26) lo fity (80)% moist black
aschar, one (1) to twenty-five (25)% pink
granulation, twenty-six (28) to fitty (50)%
non-granulation with muscle exposed prior to
debridement. The area was debrided by the
wound care physician based on the wound having
slotigh and being necrotic. Review of the lab
culture collected an 04/22/14 at 2:50 P,
revaalad the culiure of the wound 1o the left
butloek to have Proteus Mirabilis {(Rod shapeg

The Pertormance Improvenien(
Committee is meeting weekly a this
time, but will resume monthly mestings
once substantial compliance 15 achieved,

TN MBS ZERA0T.0) Prownus Vorshang Obsolots Eventi 00N Facaliey i 100401 eonbnuation shaet Page 14 of 22

| 29l 12-80-%102
I9/9L d 8809688042 << 99yl |




OEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED' 08/08/2014
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENDIES (X1} PROVIDERISUPPLIERASLIA
ARDBLAN OF CORRENTION ICENTIFICATION NUMBER

185142

(A3 DATE SURVEY
COMPLEMED

c
0712512014

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B8 WING

MANE QF PROUIDER OR SRPPLIER

HERITAGE MANQR HEALTH CARE CENTER

STREEY AGDRESS, CITY, STATH, 1R COBE
401 INDIANA AVE
MAYFIELD, KY 42066

iREVHY SUMMARY STATEMENY OF DEFICIENCIES n ‘ PROVIDTR'S PLAN QF GORRECTION [y
PREEIL (ZALH CEACIENGY MUST BE PREGEDED BY FULL PREFIN {EACH CORRECTIVE ACTION SHOULD BE COueLETION
YAG REGULATORY QR L5C IDENTIEYING INFORMATION) TAL CROZE-REFERENCED YO THE APPROPRIATE Barg
DEFIGIENTY)
£308 Continuad From page 13 F 309

bacienum), which raquired antibiotics for
realment

Intervigw with the Wound Care Physicisn, on
07710414 at 8.25 AM revealed when Resident #1
presented o the Wound Care Center, hefshe had
@ large abscess on the left butiocks with 2n odor
that could be smelled down the hallway. He
staed the wound did not present ag a pressure
uicer. but as an sbscess. He stated he did not
know when the oder began, But it was Lndetectad
by the nursing home staff and he coutd not
understand how the nursing home staff could net
have noticed t He stated he was unsure when
Ihe wound apenad.

imervigvs with Licensed Practcal Nurse (LPN) 24,
on 07110714 a1 12:40 PM, revealed she identified
the left butlock wound on 03/27/14, which
appeared as bright pink and as shearing with no
drainage or odor noted. She stated she could no!
recall ff she notified the physician or the Power of
Atlorney (POA) al the ime the nev woungd was
wdertificd She revesled she made the Wound
Nurse aware of the area and implemented a
traalment per the Wound Nurse's suggestion;
however, review of the TAR revealed no
weatmont was documented from 03/27/14 Lo
04701114 Further review of the TAR revealed no
documentation of trealment (o the resident's
wound unll 04/02/14 aftar the BWAT was
aompleted by the Wound Nurae, and the
physician notified for a troatment order for the
4roa

Interview with the faility’s Wound Nurse, on
O7/089/14 at 7.54 AM and 07410714 at 9:43 Al
revealad 04/02/14 was the firs! time she obgerved
the: area on Resident #1°s left butiocks because
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that was the day the wound rounds for evary
resident with @ pressure uloer wers due,
Additionally, she revealed she had given LPN #4
recemmendations for an immediate treatment.
She staied unless the charge nurse specifically
asked her to look at 8 wound immedialely, she
would wait until the next wound rounds were due;
however, further interview reveated the licensed
g who wentified the wound should have
cempleted a BWAT, She statad the area
appedred as a shear (o the 1afl buttock with
necrasts measvring three (3) om in iength, one
(1} emin width, an¢ ona tenth {0.7) emiin depth
Furthar intervigw revealad she received g now
order for reatment on 04/02/14 {o the left bultock
wound, bul did not revise the cars plan as |
shoukt have been, When asked vy the BWATs
were not compleied waekly after the waund was
assessed on 04/02/14 per the facility's protocol,
she rephed she had been in and out of the fadility
due o an ikness in the family, and she did not
know why the naxi BWAT was not completed until
04/24/14. Bhe slated the Charge Nurse was
responsible for completing the assessments
when she was not availlable, Additionally, she
revealnd there was no dosumaniation related to
80 odor 1o the wound pror to the resident qoing in
the Wound Care Center on 04/22/14: and she did
net know how the odor from the wound could
have been missed prior to the resident {oing to
the Wound Center. Howsver, record review
revealed a Plan of Care Note, dated 04/18/14 at
1;08 PM, that the wound anpesrad worse and
had an odor.

Further interview wath the facility's Wound Nurse,
on Q7126114 at 10.256 AM, revealed Rasident #1143
fefl Duttock wound appeared superficial and had o
smalf amount of stough and nacrosis to il. She
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F 308 Continued From page 15 F 309
tevesled LPN #4 documented the wound 4% open :
on 03/27/14 retated 1o shearing and she was
unsure if the wound had deteriorated from
03727714 to 04/02{14 when she firg| assessed the
waund. Additionally, she slated the day shift
flicensed nurses were the ones wio documented
on the Dady Wound Monitoring Logs and shauld
have documented on the areas of the
assessment partalning o a8 wound with a
dressing as was the case with Resident #1's 1aft
buttock wound. Additionally. she revealad the
nurse who identified the wound (LPN #4) should
have placed the treatrment ir the wound on the
TAR on 03127114 when the wound was idenlified.

Additional interviews with Certifieg Nurse Aids
(CNA) #4 and #10, on 07/25/14 at 9:40 AM and
9:55 AM, revealed they had seen the fefl buttock
wound and ¥t was open and had an odor to it,
Both CNAs revealed the wound became farger
and the odor worsened approximatety mid-April,

However. interview with GNA #11, on 07/25/14 at
11:40 M, revealed she did not recall the left
buttock wound having an odor ang gach lime she
provided inconlinent care to Resident #1_ the
weund drassing was clean ang imtact.

Interview with Registered Nursa {(RN) #1, on

7125114 a1 9:00 AM, revesled she worked with
Resident #1 on 04/14/14 and she saw the laft .
bultock wound and did not racall the wound
having drainaga or an ador.

ntenview with LPN #2, on 07125114 21 8:29 AM,
revealed before Resident #1 was sent to the
wound cenle for treatment, 1he sres was
worsening with an odor,
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Interview with UM #1, on 07/25/14 at 1045 Al
revealed she could not recali the 12t buttoek
wount worsering untl Resident #1 wenl to the
Weound Care Center on 047221 4. Additionally,
she revealed @ BWAT assessment should have
bean completed by the ficensed nurse {LPN #4)
when the wound was first ideniified on 0372714,
She revealed the DON was responsible for
ensuring the BWAT assessment was complated
timely, then the Unit Managars.

Interview wilh the Minimum Data Set (MOS)
Nurse (former DON), on 07/25/14 at 12,65 PM,
revealed she could not recall sewing the wound
or: Residant #1°s left butloek. She acknowledged
she completed the weekly skin assessment on
Resident #1 on 04/01/14 and documented the left
butlock wound to be present and 1o “See BWAT"
for additional information: howeaver a BWAT was
not ¢completed until 04/02/14, She revealed when
she performed the skin assessment on 0401114,
the dressing to the wound was intact; therefore,
she did nol remove it because she knew the
wound nurse would be doing pressure ulcer
rounds the following day. Additionally, she
reveaied tha wound care process was when a
wound was identified, it was 1o be sssessed,
measured, and documented, and the physician
and POA should be notified A treatment order
should be obtained and all information regarding
the wound should be documented on the TAR
and a dally maniornng log should be
impiemented. Further interview revealed the
Gharge nurses should have compleled the BWAT
assessments 1n the wound nurse's absence and
the Unit Managers were rgsponsible for ensuring
he BWAT assessments were being completed
weekiy on all residents with pressure ulcars.
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Interview with the Executive Director (ED} an
07711714 at 10:20 AM, revealed she expacted
stafl to assess the wound and ensure
mierventions were in place o care for the wound.
Addilienally, the licensed nurse wha identified the
wound should have documented on the TAR,
initiate 2 Pressure Ulcar Monitoring Log, and
complete a BWAT assessment.

483.25(h) FREE QF ACCIDENT
HAZARDSISUPERVISION/IDEVICES

F 323
S$8=D

The facliy roust ensure that the resident
environment remains as freg of accident hazards
88 s possibie, and esch rasident recelves
adequate supervision and assistance devices 10
pravent accidents.

This REQUIREMENT is not met as evidenced
by.

Based on inlerview, record review, review of the
facility's policles/procadures, and reviow of the
"Key Gudetines for the STAT 5000 Matlress”, i
was determined the facility fafled o ensure each
resident received adequate supervision and
assistance devices o prevent accidents for one
(1) of seven (7) sampled residents {Resident #1).
On 04728114, a Stat 5000 low air loss mattress
was implemented for Resident #1. The faciliyy
faled to conduct & Bed Safety Evaluation per
policy end faled to revise the care plan for any
falis risks related to the use of the mattrass  On
08/04/14 at approximately 11:30 PM, Resident #1
oxperianced a fall from the bed to the floor
resulting in 2 laceration to the forehead requiring
Dermabond {liquid adhesive bandage).

F 323 Foag 323

1

This Plan g Correcman s the conter’s orodibiu
ablegretion of complicnee

Preparation andsor sxeention of ths piun uf correerion
tloes not constinte adwission oy agircement by the
provider of the truth of the forcis eileyed or conclusums
Set forth i the statement of deficrengiog. The planof
correction is prepared andiur exseuted sulely bconsy
it is required by ihe provisions af federal ond stage v

82514
L Resident Affocted

Resident # 1 care plan was reviewed on.
and updated on 505/14 1w include
bilateral “ upper ratls o stabilive
matiress, ensure that residen? is
positioned in the middle of the bed, a
fanding strip o the floor on biluters)
sidexs of bod, low bed for sufety, and (o
lower the HOB no more than a 30
degres anple wheon he/she is not eating,
Resident #1 was reviewed by
Oceupational Therapy on 57514 for
further positioning and safety
intervontions. Resident #1 discharged
from facility 6419714,

I Residents With the Potential 1o
be Affocted

Residents on specialiy
beds/mattresses/products were assessed
by Nursing Administrative Team
Memberg (UNS, MDS Coordinator,
SDC. Case Manager, and UM} from
8374 through 8/18/14 1o assure each
resident has a current bed assessment

Q4 GRS ER02-99) Provigus Verans Qbaolste

Ly/i2 4 8809688022 <<

Everd 1) 670011

Faaly 10, 150281

If conlinuabion shest Page 18 of 22

87:%l 12-80-%10¢




PRINTED, 08/08/2914

Ly/22 4 88096880.2 <<

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CFNTEH& FOR MERICARE & MEDICAID SERVICES OMB NO. 0938-0391
FIATEMENT I DEFICIENCIES (%1} PROVIDERISUPPLIBRICLIA £2) MULTIPLE CONSTRUSTION 1X3} DATE SUIRVEY
AN PLAM OF CORREC TION IDENTIFIGATION NURBER; o BULDING _ 3 COMPLETED
C
185142 B WING R - Q712512014
NAME OF FROVIDER OR SUPPUER TREET ADDRESS, GITY, STAE, 2P SODE
HERITAGE MANOR HEALTH GARE CENTER 101 INGIANA AVE
” g MAYFIELD, KY 42066
Ay SUMMARY STATRMENT OF DEFICIENCIES 10 PROVIDEIS PLAN OF QORRECTION (a8
BRES X WEAGH DEFICIENCY MUST $E PRECEDED 8Y FULL PREFIX . (EACH CORREQTIVE ACTION SHOULD E COMPLETIQN
TAG REGULATOREY OR LSCIDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPADPRIATE TR
‘ : DEFICIENGY;
F 323 Continued From page 18 F 323
' Vs Plan af Corvaction is the conter's credibie
v . swation of ¢ ; .
Findings Include: alfegation ¢f camplinnge,
. Preparanon amtor exXecution of tis plan of coreection
Review of the facility's policy and procadure titled t023 nal constinite atloussion or agrecment by the
“Fall Response and Management®, dated pruwler of the teuth of the Justs alteged o conchusins
0511214, revealed residents were assessed aftor sl forth in th ststement of deficiencios. e plon of
fall to attempt fo d ine Ih f the fal COreeottun 1y pre-,r;-:rmdmar#or execnted salely becanse
aia ) a ‘mp_ i 0‘ mem_’ ne [he cause of the fa w s required by the provisiany of federal and state dia
and implement individualized interventions 1o
reduce the tisk of falf occurrence. and upduted care plan detiling safety
) risks.
Roeview of the Key Guidelines for use of the STAT
8000 Mattress, (no date}, revealed the bead of . Systemic Changes
the bed should ba no higher than thirty {30}
degrees or ar the IOLvegt dfz-greee pf eieva{.gp Regiopal Quatity Specialist provided
consistent with the patient's medical condition to education on procedure titled *Speciaity
prevent sliding, shear, of injury. Mattress/Bed and/ or Products to
) fthe faciitv's. aah ] Nursing A drinistrative Ieam Members
Review of the facility's policy and procedure titled (sec above for positions) on 818714,
"Spesialty Mattress/Beds and/or Products”™. ast
revised 10/31/0¢, revealeg if @ resident was On May 10" 2014 the Divector of
deten m'”“: 10 be appropnhatef fo:;he use of a Nursing revised the falls packet for the
lateral rotation n;g“rehs' ! e‘: act m‘{ was ‘.0 Licensed Nurses (o wse Lo mvum’,am i}
o1 \ - SRt i ciar B
'c;ompif%ta the safety eva.lua(lnon o (",lLt(.?[ﬂﬂlﬂD what, falf a1 the time of 1 oceurrence. This
ffany. mlervenlions needed o be imp emented revision includes using a new Falls
with usq of the matiress (e.g.). low bed, soft mat Scene Investigation Report form the
e floor, side rail pads, elc). Kentucky Quality lmaprovemeat
L , , Organization and guides a licensed
Record reviews revealed the facility admmeﬁ nurse o determine rout cause with any
. \ , \
Resident #'1 on 021 2!1"3 Nféh dfagn:ses: w tich fall that occurs. This packet was
) t] 3 .
included Diabstes Mellilus |yp§ o EK"C‘P“S reviewad again on 8/1 214 by the RQS
Anemia, erressmn, HYPEHFlN ema, Anxtety, to assure validity ol each form in
Hyperiension, and Alzheimer's Demantia Review packet
of Resigent #1's quartedy Minimum Dawa Set )
(MS) be Bt Iraad DaiS0rT e AS 0F 771544 the 10T Falls Review
remden:s.. ne lr'rierv;;ewﬁ_en ars aklus( M )d Form has been utilized and completed in
sfvr 4 L N N
score o nzn:,ly.tnme & .g} ‘g'th severely "‘?_pa,lre datly Clinteal Rounds 10 assure
Lu?nstxon. ' f"lb ufa rﬂ;‘“ge T‘;.(]t.?ﬁs'\':e assistance interventions and appheable measures
with one person for bed mobility, was have been implemented 1o reduce and
nan-ambulatory, and at risk for falls
DR LMEZOEL02.09) Frgwous Varsang Ousulete Evant 13 9/CHN Fagiay 10, 100441 fcominuaton sheat Page 18 61 32
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Review of a Fhysician's Order, dated 04129114,
revesfed & new order for a STAT 5000 Low Air
Loss mattress to the bed 1o promote wound
healing. Furthet record review revealed there was
ne dogumentad evidencs the faciiity conductad »
Bed Safsty Evaluation per the facility's policy and
procaedure prior to implementing the mattress.

Review of the Comprehensiva Care Plan, titled "
am &l nisk for falling”, initiated 03/01/1 4, revaalad
there were no revision made to the care plan 1o
address the implementation of 8 STAT 5000 Air
Maltress and any risks related to the Lise of the
matress or intarventions,

Review of a Nursing Progress Note, daled
05/04/14 at 11:28 PM, reveaied Resident #1's
foommate came oul into the hall sereaming that
the resident had fallen to the floor, When the
charge nurse ertered the room, the resident was
on the foor on the window side of the bed. The
charge nurse applied first aid to the head wound
and the ambulance was called to send the
resident to the Emergency Room (ER) for
trealmant for possible head trauma and a
laceration 1o the right side of the head measuring
3 2 centimeters {em) in length and 0.4 em i
wAdth.

Review of the facility's Post Fall Assessmant.
dated 05/04114 a1 11:30 PM, revesled the
resident's activity &t the time of the fall was
determined (o be the resident's positioning teo
close to the adge of the air maitross,
Interventions inniated after the fall included a
recommendation for bed rails and stalf education
on positioning.

Touy Plent of Correction 1s the comer's ceodiblo
allagation of complinmes.

Propaaeaston engdior exceniom &f Mg plinr of vorrecinm
ddtes not constione atmission or agreeoent by the
grovider of the truth of he facrs aiteged or vonctusions
SCr LG 0 the stotarg i of deficrescios, The plan of
corrachion is prepared andior executed Folely becee
il reqiived by the pravisions o federet andd stane fow,

prevent futare falls fom ovcurring. The
: DNS and or UM/Supervisor is
responsible for completing this form
daily.

On 7723-24/14 and $/5-6/14 the ROS,
DDCO, SPC, DNSY re-educared the
Licensed Nurses on the following
policies and procedures: Accidents and
supervision to Prevent Aceidents, Root
Cause Analysis, and Fall Response and
Munagemen, This edusation will be on-
going as part o New Employey
Orientation for Licensed Nurses and
will be provided by the SDC and or
NS,

Daily, each post fall is reviewed in
Chinical Rounds to assure that ideatificd
findings of the full s reviewed and
immediate corrective action by the DT

leayn (rafer o members) has taken place.

As of S-17-14 the duily clinical rounds
form is utitized as an audit ool {Dajly
Clinical Rownds Form/Audit Toal} by
the IXirector of Nursing (DNS), RN
Weekend Supervisor, RN Case
Manager, and/or Unit Manager (1iM) 1o
assist in identifying findings tfrom the
clinical vounds that requive additional

SUMBARY STATEMENT GF DERICIENCIES 18] PROVIDER'S PLAN OF CORREGTION X3
EACHDEFICHENCY MUST BE PRECEDED BY FLALL PREFIY (EACH CORRECTIVE ACTION SHOULE BE COMPLETRIN
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inlerview with Cerlified Nurse Aida (CNAY #1, on
07710114 at 8 00 AM. revesled she and tha
Charge Nurse wers the fivst bwo {2} in the reom
afler Resulent #1 fell. She stated she was
wiorking a double shift on 05/04114, and around
1130 PM 10 11:45 P, the resitient's roommale
Came out 1 the hallway and was erying and lold
her that Resident #1 had fallen out of the bed.
She stoted the Charge Nurse assessed the
resident and there was a lacecation to the
resident’s farehoad and ghe held a towel to the
resident's head and walted for the ambulance o
arrive. Further interview revesied she and the
Charge Nurse attempted o determine how the
resident felf our of the bed. They determined
there was a wedge behind the resident’s back Lo
prevent pressure on the resident's butfosk and
the only conclusion was the resident was too
close (o the edge of the bed and whan e
mattress fluctuated, it caused the resident to be
nushed oul of ihe bed  She reveaied she was
Unsure how the resident was positoned in tha
Ged. because when she gof to tha coom, Residant
#1 was on the floor.

tterview with CNA #2, on 07/10/14 al 6:00 PM,
revealed she was working the midnight shift after
Resident #1 fell from the bed. She staled she
entered the room afler the resident had faflen ang
did not know where the resident was pasitioned In
the bed prior 10 the fall,

lntennaw wiln the Executive Dieclor (ED), on

07111114 &l 10:20 AM. revested she realized after

the fall, there wore arzas of improvernent needed
related o the Invesligalion process after 3 fall,
She stated aflor reviewing the rasults from the
pest fall assessment she fell comfortabls in
determining the root sause of the fall was

Tnes Pion of Correction §s the cenier s eredible
allegativn of complianee,

Preparoiion andior execntion of s plan gf corrscnon
s not constitne sctnpssion or dgareemen by ihe
providzr of the trush of the foets alleged gr conelxions
el foeddt s the steitenens of daflosencies The plan of
LREreCi iy ;.‘.r‘e;';wmd e exconiedd yole iy becatse
@k requeiredd by tle provisioms of federal and sete oy

follow up by the DT,

On an ongoing basis, The Dirceror of
Nursing, Unit Manager, RN Weekend
Supervisor and/or The Registered Nurse
Starl Development Coordinator will
conduct elinical education as needed
based on findingsirends of the daily
vlinioal rounds Formzudit toul, DT
Falls Review Form and the Falls Scene
investigation Report and (he
recommendations of the Performance
Impravement Commitiee,

V. Monitoring

The ¢linical rounds daily audit oot and
orthe IDT Falls Review Form g
completed by the Director of Nursing
(or Unit Manager, Stafr Bevelopment
Coordinator, Case Manager, or
Weekend Supervisor when the Director
of Nursing is not available). These audit
toels will identify any concerns wilh
falls investigations and revigion of
interventions o prevent reoccurrence of
falls. Findings from the audit tool and or
IDT Faily Review Farm will be tracked
sod wended by the Director of Nursing
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impropet posiioning of the resident in the bed. Fius Plan af Correction is the sonter's ¢radvble

allogation of compiumce.

Fraparation ndar expcution R thes plen of coreetton
woes kot consiitute admissign op agreeinent by e
pravider of the wuth of the fucts afleged & conclicgions
et forth i thie staterrent of defiguncies The plan of
CATFRCHICN 15 prepared andior execntod xalely bevause
s vequirad by the provisions af fideral and sutte fow

wezkly and forwarded 1o the
Performance fmprovement Comminee
with further educauon or actions 1aken
as determined by the Commitee,

By reviewing the findings of the
trucking and rending, the Performance
Improvement Commitice will monitor
the effectivencss and compliance with
the plan weekly o validate solutions is
gustained.

The Performance Impravemeny

' Comnittes consists of the Execmive
Director, Divector of Nursing, Unit
Managers, Staff Development
Coordinator, Case Macager, MDS
nurse, Soclal Services Director, Activity
director, and Therapy Services Divector.

The Performance buprovement
Commitiee js meeting weeklyv

at this Bme, but will resume monihly
Meetings once substantial compliance is
achieved.
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