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F 000 { INITIAL COMMENTS F 000
An abbreviated/partial exiended survey (KY S~ .
#17340, KY #17428, KY #17330 and v #17220) This Plan of Correction js prepared
was conducted 01/17/12 through 01/23/12, After and submitted as required by law.
supervisory reviaw, the fnvestipation was By submitting this Plan of Correction,
reopened on 02/08M2 and conclisded on Paducah Care and Rehabilitation
02/08/12. KY #17340 was substantiated with Center does not admit that the
;ﬂﬁﬁ;gfes fgg-?mmicggt;fggpafﬁv was | deficiency listed on this form exist nor
antified on a .13 Residen s
Behavior and Facility Praotices, F223 and F228 at does' the Conter admit to any statements,
a scope and severlty ofa "J", Substandard findings, fact‘s,_ or cohiclusions that for th
Quallty of Care was identified at 483,13 Resident alleged deficiency. The Center reserves
Behavior and Facility Practices. the right to challenge in legal and/or
regulatory or administrative
On 10/07/11, it was reported Certifled Nurse Aide I proceedings the deficiency, statements,
(CNA) #3 grabbed Resident #4's halr causing olnst
hla/her head to be pulled back. Resident #4 spat EaCt.S’ t?‘“dﬂlco’éclf‘.‘sf"ns that form the
= el Lo GNA#-then GNA#3-slapped-Resldent #4 asis Tor the geliciency.
across the [oft cheek with an open hand. CNA #1
and CNA #2 reported the incident to Licensed i
Practical Nurse (LPN) #1. Howaver, LPN #1 did
not remove CNA #3 from direct care immediately.
CNA #3 remained on the hall the remalnder of the
shift, approximately two hours to iwo and & haif
hours after the Incident was reported. Aftar
becoming aware of the incident the facility
initiated an Investigation on 10/08/11. The facllity
developad and implementad intervantions to
correct the deficiency, Immediate Jeopardy was
determined to exist on 10/07/11 through 10/11/11.
It was determined the facility had completed all
corrective action prior 1o the State Agency
inittating the abbreviated survay on 01/17/12, thus
‘resulting In the determination of Past Jeopardy. :
The Jaopardy was determined to be corrected on i
10712114, : :
KY #17428 and KY #17339 wena substantiated .
LABORATORY MRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TmE (x8) DATE l
Uiz Neaeliioon - ﬂtru!laie?f ﬂ /m/l%’ r) 3/ @/}3‘ |
Any deficlency s!a!ec{y&nt anding with en asterisk (*) danates e deficlency which the Insilullon may b nxcuaed from correciing praviding )t 1s detormined that )
other safeguards provide aufficient proteciion to the patients . (3ee Instructions. ) Exoopt for nursing homes, the findings steled ebove are distiosable 80 days

daysa follovdng [he date thesa dooumanls are mado avallable lo the faclllly, if deficlencles are clted,

program parlicipation.

appraved plan of correction Is requisiia to continued

following the dale of survey whethar of not a plan of corradtlon Is provided. For nurelng homas, tha s:r\m findings &nd plana of carrection are disclosable 14
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with daficlencles cited at a scope and severity of
a"G." KY #17220 was unsubstantiated with
unrelated deficlencles cited.
F 157 | 483.10{b){11) NOTIFY OF CHANGES F 157
88=6 | (INJURY/DECLINE/ROOM, ETC)
A facllity must immedilatsly inform the resident;
consult with the resident’s physiclan; and if

known, notify the restdent's legal representative:
ot an interested famlly member when there Is an
accident involying the resident which resuifs In
Injury and has the potentiat for requlring physiclan
intervention; a significant change in the resident's
physicai, mental, or psychosocial status {i.e., a
deterloration In health, mental, or psychosocial
status in either life threataning conditions or
clinlcal complications); a need to aifer treatment
significantiy(.e.;-a-needlo.discontinue.an

1. Resident #8 was discharged from
our facility on 11/24/11, LPN #2
was re-educated on policy and
procedure for change of condition
with physician and family/

|  responsible party notification

exlsting form of treatment dus to adverse
consequences, or to commence & new form of
treatment); or a decision to transfer o discharge
the resident from the facility as specifled in
§483.12{a).

The faciiity must also promiptly notify the resident
and, If known, the residents legal representative
or interested family member when there ls-a
change in room or roommate assignment as
specified in §483,15{e)(2); or a change In
resident rights under Federat or State law or
rengulations as specified In paragraph {b){1} of
this section,

The facility must racord and perlodically update
the address and phone number of the resident's
legal representative or Interestad family member.

by Assistant Director of Nirsing
on 02/21/2012, Director of Nursing
was re-educated by Regional Director
} of Clinical Operations on policy and
procedure with physician and family

| /responsible party notification
' on 01/27/2012.

2. Current Residents with change in
condition were reviewed by Director

of Nursing Services and Assistant
Director Services on 02/02/2012 for
physician and family/responsible party
notification and RD recommendations.
Notifications completed as indicated
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F 157

This REQUIREMENT Is not met as evidenced
by:

Based on intsrview, record review, and review of
the facllity's policy/procadure, it was determined
tha facility failed to consult/notify the reskdant's
physiclan when there was a need to alter
freatmant significantly for one resident (#8), in the
salacted sample of tan residents. Resident #8
was re-admitted to the faollity on 09/30/11, with
excoriation fo buttocks noted and freatment was
ordered. On 10/11/11, a skin assessment
Identlfied a new pressura sore on the resident's
coccyx area measuring 7.9 centimelars {em})
length by 4.1 cm width by 0.1 cm depth. There
was no documented evidence the physiclan was
notified of tha new pressure sore or consulled to
alter freatment. On 10/18/11, the facility

3, Licensed Nursing staff was
re-educated by Director of Nursing

|| and Assistant Director of Nutsing

as of 2/24/12 on policy and procedure
for ohange in condition with physician
and family/responsible party notification

assessed_the_coceyx wound had Increased in
slza, measuring 8.2 cm length by 4.8 cm width by
0.1 cin depth. Tha facllity faxed the physician
notification, on 10/18/11, of the wound worsening;
howaver, there was no evidence the physician
recelved the fax and no change In treatmant was
recelved. Treatment o the resident's cocoyx was
not changed untii 10/26/11, 8 days later. On
11/01/11, the wound was noted to exhiblt an odor;
howsvar, there was no documented evidenca the
facility notified the physician.

Additionally, a multivitamin (MV1) was
recommended on 10/04/11 to promote wound
healing. The facllity failed to nollfy tha physician
of the dieficlan’s recommendation,

The findings Include:

Araview of the facility's policy/procedure,
"Change in Condition of a Resldent," dated

4, The Director of Nursing,

recommendations.

5. Completion Date

including RIJ recomimendations.

and/or Assistant Director of Nursing,
Unit Manger, Clinical Case Manager
and MDS Coordinator will audit five
charts per week for three weeks then
four charts per month for one month
to validate physician and family/
responsible party notification was
completed as indicated, Director

| of Nursing will report findings

to Performance lmprovement
Comunittee monthly for further

3/19/12
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 Malnutrition.

01/08, revealed "It Is the policy of the center to
take appropriale action and provide timely
communication to the resident's physiclan and
responsible parly relating to a change in condition.
of a resident.”

Aclosed record review revealed Resident #8 was
admitied to the facility on 06/24/11 and
re-admitied to the facility on 08/30/11 with
dlagnoses to include Failure To Thrive,
Psychosis, Anamia and Protein-calorie

Areview of Resident #8's "Potential for Skin
Braakdown," care plan, dated 07/06/11, revealed
to "observe skin every shift for signs/symptoms of
potential skin breakdown (8.9.
redness/discoloration.or open areas).”. Pertha
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F 157 | Continued From page 3 F 157

care plan, if breakdown was identified, the charge
nurse should ba alerted so the nurse could notify
the physiclan If needed for treatment ordars,

Araview of the nurse's notes, dated 09/30/11,
revealed excorlation was noted to the buttocks
and groin. There was no format skin assessment
completed upon re-admisslon. Howevar, on
10/02/11, an order was recaived for border gauze
fo an open-srea on the coccyx and to change as
needed.

Areview of a "Madical Nutrifon Therapy
Assessmenl,” dated 10/04/11, revealed the
resident's needs were (ncreased to promote
wound healing. A MV1 was recommended for
averall nutritional status and to ald in wound
healing. There was no evidenca the physician
was ever notified of this dietary recommandation.
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Continued From pega 4

An Intarview with the Reglstered Dieflclan {RD},
on 01/20/12 at 10:15 AM, revealed copies of the
recommeandations were given to tha Diractor of
Nurslng {DON}, Assistant Director of Nursing
{ADON), Dletary Manager, and to the respective
nursing station. If a resldent was given a dietary
racommendation, she expacted the nurse fo
contact the physician for an order. She stated a
MV provided extra nufrients to aid in wound
healing which the resident may not have received
by po intake.

A raview of Resident #8' "Pressure Wound and
Skin Documentation Form,* completed on
10/11/11, revealed a new Stage || wound to the
coceyx, measuring 7.8 centimeters {(cm) length by
4.1 cm width by 0.1 cn depth. There was no

F 167

it

evidence the physician was.notifiad.of the.new
wound, or consulted to alter treatment of the
pressure ulcar, Further review revealed on
10/48/11 the pressure uleer measurements were
8.9 cm length by 4.8 cm width by 0.1 cm depth,
The physiclan was notifled by fax on 10/18/11 by
Licensed Practical Nurse (LPN} #2, but there was
no evidence tha physiclan received the fax and
no change in treatment was recelved,

An Interview with LPN #2, on 01/20/12 at 2:39
PM, revealed if there was a change In wound
status or presance of a wound odor, she was
supposed to notify the physlcian. She was unable
fo recall the skin assessment on 10/11/11, and
when she notified the physician of the worsening
of the pressure uicer on 10/18/11.

Areviaw of the physician's progress notes, daled
10/19/11, revealed the Nurse Practitioner (NP}
ordered a wound care consultation due to the
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nurse's concem that the wound on the resident’s
sacral area was not healing. Per the NP's
progress notes, the wound continued to grow in
gize and had developed a dark center. Afer
recaipt of the wound care consult order on
10/15/11, the facllity scheduled the wound care
consuitation for 10/31/11. However, the NP did
not glve an order on 10/16/11 to alter treatment
for the pressure sore, and the facility did not notify
the physiclan for a change in treatment until
seven days later (10/26/11). There was no
documanted avidence the nurse practitioner or
Resident #8's physician was notified of the time
1apse of the Initial wound care consult ordered on
10/19/11, and the resident's scheduled
appointment on 10/31/11.

Further record revlew revealad, on 11/01/11, a

wound ador was identified by the DON during a
skin assessment; however, review of Realdent
#8's physiclan orders and nurse's notes revealed
no evidence of physician netification.

An interview with the DON, on 0171812 at 3:46
PM, reveatad if a nurse identified an area
worsened or with an odor, she expected tho stalf
fo nolify the physician by phone or fax.
Additionally, she expected the staff to contact the
physiclan with dietary recommendations.

An Interview with Resldent #8's physiclan, on
01/20/12 at 4:00 PM, revealed he expected the
staff to contact him regarding dietary
recommendations, Additionally, he expected the
staff to intensify treatment if the wound
deteriorated. He expected the staff o
re-evaluate, adjust freatment according to the
faciity's protocol, and notfy him if there was a
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change in wound status.
F 223 1 483.13(b), 483.13(b}{1){i) FREE FROM F 223
§SaJ | ABUSEANVOLUNTARY SECLUSION

Tha reskdent has the right to be free from verbal,
sexual, physical, and mental abuse, corporal
punishment, and Inveluntary seclusion.

The facliity must not use verbal, mental, sexual,
or physical abuse, corporal punishment, or
involuntary seciusion.

This REQUIREMENT Is not met as evidenced

by: :
Based on Interview, record raview, raview of the

facility's-poIlcylpmcedurerreview-df.the.facillty'ﬂ

Investigailve Report, and review of the timeclock
record, it was datermined the facllity failed to
ensure one resident (#4}, in the selected sample
of ten resldents, was free from physlcal abuse:
The faclity falied to follow their Abuse
policy/procedure to ensure protaction of residents
from abuse, On 10/07/11, i was reported that
Certifled Nurse Alde (CNA) #3 grabbed Resldent
#4's halr causing his/her head to be pulled
backward. Resident #4 then spif on CNA#3.
Aftarward, CNA #3 stapped Resident #4 across
the left cheek with an open hand. CNA #1 and
CNA #2 witnessed and reported the incident fo
Licansed Practical Nurse (LPN} #1; howsver,
LPN #1 did not remaove CNA #3 from direct care
immediately. CNA #3 remained on the hall after
the alleged Incident occuned at approximately
8:30 PM, through the remalnder of the shift,
which ended at 11:00 PM.
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‘ This faliure caused ot Is likely to cause serlous
injury, harm, Impairment, or death to a resident.,
The Immediate Jeopardy was determined to exIst
onh 10/07/11 through 10741/11. The facllity
implemented comective action which was
complated on 10/12/11 prior to the State Agency's
investigation, thus it was determined Past
Jaapardy. Substandard Quality of Care was
idantified at 483.13 Resldent Behavior and _
Facllity Practices, (Refer to F226} :

SO

The findings Include:

A raview of the fadllity's policy/procedure,
*Prohibltion of Abuse, Negtect, Mistreatment, and :
Misappropriation of Raskient Property,” revised 5
41710, reveeled "abuse was defined as the

inflistion-ofinjury-unreasenableconfinement,

intimidation, or punishment with resulting physical
ham, paln or mental anguish." Further review of
the policy/procedure revealed "the
Adrainistrator/designea shall suapand all
employeas suspacted of abuse psnding the
outcome of the investigation.” The Director of
Nursing (DON) revealed the facliity's policy, on
10707141, included If there was an aliegation of
abuse, the staff member should be suspended
immediately.

e oy s, § e e

An Intarview with the currant Adminlstrator, oh
02/07/12 at 4.:00 PM, revealed she expected the
staff to protect the resident first, when there was
an aflegation of abuse, $he stated stafl should
leave the room. The incldent should be reported
immediately to the supervisor. The supenvisor
should taks control of the staff member, nofify the
DON and Administrator Immediately, and the
employee should be suspended. The charge

FDRM GM3-2587(02-99) Previoua Vedskons Obsolals Event ID:RAWONIT Fediity [D: 100308 If centllnuation shest Paga B of 42
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F 223 | Continued From page 8

nurge should do a complete head-to-toe
assessment on the resident. The family end
physician should ba notified regarding the
findingsfincident. An Investigation should be
Initiated, and afl State agencies should be notified
the same day or within 24 hours, depending on
the tima of the incldent,

A racord review revealed Resident #4 was
admitied fo the facliity on 10/01/08 with diagnoses
to Include Damentia, Depressive Disorder,
Anxlaty and Cerebral Vascular Diseass.

A review of the annual Minimum Data Set (MDS},
dated 11/17/11, revealed Resldant #4 had
sevérely impatred daclsion-making skills. Fuither
review of the MDS revealed Resident #4 had

F223

i P i e

physlcal. behavioral. symptems.directed foward

others dally.

Areview of the facllity's Final Investigative Report,
dated 10/11/11, ravealed; on 10/07/11 at
approximately 8:30 PM, CNA #1 and CNA #2,
afong with CNA #3, were providing care for
Resident #4. Resldent#4 had a histery of
comballve beheviors during provision of cara.
The Investigallva Report detailed Resident #4
kicked CNA #3 durlng the provisfon of care, CNA
#1 and GNA #2 both wilnessed CNA #3 pull
Resident #4's hair causing his/her head to be
pulled back. Resident#4 then spit on CNA#3.
CNA #1 and CNA#2 detalled CNA#3 slapped
Resident #4 across tha left cheek with an open
hand. Additional review of the Final Investigative
Report revealed, after complation of Resident
#i4's care, CNA#1 and CNA #2 reported the
incident to their Immediate hursing supervisor.
Upon notification, the nursing supervisor
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complefed a visual skin assessmant of Resldent
#4. She noted no evidence of physical injury or
skin concama at approximately 8:00 PM, which
was a half-hour after the alleged incldent
ccourred. Further review of the Final Investigative
Repor revaaled the DON, on 10/08/11,
completed a head to toe assessment on Resident
#4 which identified no issues, The report revealed
Resident #4 was unable to recall any of the
events that ocourred and did not show any slgns
of paln or discomfort, CNA #3 was suspended on
10/08/414, and terminated on 10/11/11.

Araview of CNA #1's signed Investigation
interview, dated 10/08/11 af 11:16 AM, and a
review of CNA #2's signed Investigafion interview,
dated 10/08/11 at 11:00 AM, revaaled they
witnessed.an.Incident.dusing second shift, on

F223

10/07/11, betwean CNA #3 and Resident #4,

An Interview with CNA #1, on 01/18/12 at 3:10
PM, 02/07/12 at 1:10 PM, and on 02/08/12 at
3:35 PM, and an Interview with CNA #2, on
01/48/12 at 3:50 PM, 02/07/12 at 3:10 PM, and
on 02/08/12 at 3:16 PM, revaaled, at
approximately 8:30 PM, on 10/07/11, CNA#1,
CNA #2 and GNA #3 were providing care for
Residsnt #4, and the resident became combative,
CNA#1 and CNA#2 each stated CNA #3
wrapped her hand in Rezldent #4's halr and
pulled It hard, causing histher head to be pulled
backward, They stated Resident #4 then covered
hisiher face, started kicking and spit on CNA #3,
CNA #3 "slapped” the face of Residant #4 leaving
a red imprint. They stated Resident#4 cursed at
CNA#3, and CNA#3 then grabbed hisfer face,

CNA #3 stafed, "You all didn't ses anything. What -

happens in this room stays in this room.” CNA#1
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and CNA #2 asked CNA#3 {o leave the room.
CNA #3 stated, "no, I've got it." The CNAs
finlshed providing care to Resident #4 and all
three CNAs [eft the room at the same tima, CNA
#1 and CNA #2 further stated they went to the
nurse's desk and reportad the Incident
immadiately fo LPN #1. CNA#1 and CNA#2
slated they were not aware If LPN #1 talked to
CNA#3; howevsr, LPN#1 called the DON and
left her a message. They further stated CNA#3
remained on the hall after the incident and
clocked out at the end of the shift at 11:00 PM.

i CNA #2 sfated "| cannof say | actually saw CNA

#3 go info a resident's room after the Incident.”

An Inferview with LPN #1, on 01/18/12 at 2:33 PM
and 5:00 PM, and on 02/G7/12 at 2:15 PM, and a
review.of L PN #1's Investigaflon Interview, dated

F223

10/08/11, revealed she was the chargs nurse on
sacond shift on 10/07/11. Sha stated, at
approximately 9:00 PM, CNA#1 and CNA #2
reperted to her that GNA #3 slapped Resident #4.
She stated she first completed a skin assessment
on Resident #4, and no injurles or redness ware
noted. She stated the resident voiced no
compialnis of pain. She stated she attempted to
notify the DON, but just left her a message. She
stated she did not speak to CNA #3. She stated
CNA #3 remsined on the hall and compteted her
shift on 10/07/11. A review of the Investigation
Interview revealed the LPN did not do enything to
protect other residents, She stated, "l watched
where she was going.” She stated it was the
facliity's policy/procedure to suspend staff from
direct cara when there was an allegation of
ahuse. She revealed she did not foliow the
facliity's polloy/procedure, and stated, ¥l will be
honest. | didn't know exactly what to do." A review
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of CNA#3's "Time Clock Record," dated
10/07111, revealed she clocked ouf at 11:.07 PM,
allowing the parpetrator access to all rasidents of
the facliily for mare than two hours after the
alieged physical abuse.

Areview of the nurses’ note, dated 10/08/11,
reveated LPN #1 documented "Late entry for
10/07/11, at 2130, resident's skin assessed.
He/she was laying on right cheek. No marks on
that side, The left chask was pale in colér. No
blood or bruising noted on cheek or mouth.”

An Inferview with CNA #3 was attenpted, on
011812 at 2:10 PM. She stated, " hava not
worked there in a Jong fime. | think you have the
wrong person.”

An interview with the DON, on 01/19/12 at 6:35
PM, on 02/07/12 at 3:30 PM, and on 02/08/12 at
12:50 PM, revealed LPN #1 [eft a message
reporling the incident regarding Resident #4 and
CNA #3, on 10/07/11, sometime after 8;30 PM.
She staled shs returned LPN #1's phone all, and
was told whils CNAs #1, #2, and #3were
completing rounds between 8:00 and 10:00 PM,
CNA#1 and CNA #2 observed CNA#3 pull
Resident #4's hair and slap him/her. She stated
LPN i1 tokd her that CNA #3 worked the
remainder of the shift, She revealed LPN #1 did
not remove CNA #3 from diract care immediately.
She stated, "The facliity poiicy was not fallowed."

An interview with the former Adminisirator, on
02/0712 at 11:58 AM, revealed he was awara of
the incident thet occurred on 10#07/11, whera
CNA #1 and CNA #2 withessed the resident spit
on CNA#3, and CNA#3 pulled the resident's hair |
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and then slapped him/her. He further stated the
staff did not foliow the faclilty's policy. "One CNA
shouid hava iefl the room and gone to tell the
charge nursa, The charge nurse should have
suspendad CNA #3 immediataly,” He stated
when he was made awara of the Incident, on the
next day, CNA #3 and LPN #1 were suspended
immediataly,

**Tha facility implemented the following actions to
correct tha deficiency:

*The DON Iinterviewsd CNA#3, on 10/08/11 at
3:07 PM, and advised her she was suspanded
pending the investigation and escorted her out of
the building.

L PN #1_was suspended for 24 hours relafed fo

the fallure to foliow the facility policy/procedure.

*An in-servica was conducled for all staff from
10/08/11 through 10/10/11 to educate tham on
abuse/naglect.

*The resident's physician was nolified about the
incldent, on 10/08/41 at 10:00 AM. He assessed
the resident on 10/08/11 at 5:00 PM, The
facllity's Medical Diractor was nofified on
10/08/11. The resident's family was notifled
about the incident on 10/08/11 at 10:00 AM,

*CNA #3 was terminated on 10/11/11.

*The surveyor validated the corrective action
faken by the facillty as follows.

A review of tha Parsonnel Record for CNA #3
revealed her last day worked was on 10/07/11,
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The facillty notified CNA#3 on 10/11/11 and
tarminated her for gross misconduct.

.
A review of "Record of Counseling,” dated
10/08/11, revealed LPN #1 was suspended for
“not following protocol related to abuse
guidelines/policy and improper nofffication.” The
document was signed by LPN#1, the DON and
the former Administrator.

An Intsrview with the DON, on 02/07/11 at 3:30
PM, revealed she interviewed CNA#3, on
10/08/11, regarding the Incident betwsen her and
Residant #4 on 10/07/11. She staled she
suspended CNA #3 following the Inferview and
escorted her out of the facliity. She further stated
she suspended LPN #1 for 24 hours,

F223
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A review of inservices, dated 10/08/11 through
10/40/11, revealed all staff was educated on
abuse/neglect, to report evants immediately o
the DON and the Adminisirator and staff must
speak with them personally, and maintain
res(dent dignity. Nurses were also educated to
suspend a slaff member pending an
investigation, and must ba mads tc leave the
facllity immediately. Alist of all employees-was
compared against the Inservice sign In sheets.
All employees were inserviced on 10/07/11.

An interview with RN #1, RN #2, RN #3, MDS
Goordinstor #1, MDS Coordinator #2, LPN #2,
LPN #3, CMA#1, CNA#1, CNA#2, CNA#4, CNA
#5, on 02/07/41 and 02/08/11 batween 1:30 PM
and 5:05 PM, revealed they were Inserviced on
abuse/neglect In October, 2011 relaled lo
reskient abuse, immedlate reporting of evenis to
the DON and the Administrator and dignily. They
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were aware of all the types of abuse, who lo
report it to and that the staff member must leave
the facliity immediately. No concems were
identified.

An Interview with LPN #1, on 02/07/12 ai 2:15
PM, revealed sha was ingerviced on
abuse/neglact, on 10/08/11, related to abuse of
slaff, suspension of employees, reporting,
notification of family end physiclan. She was
aware of types of abuse, who to report it to and
that staff member must lsave the facility
immediately. No concerns were Identified.

Interviaws with elght Interviewable residents (#7,
#i8, #9, #10, #11, 412, 113, and #14)}, were
conducted on 02/07/12, who CNA #3 may have

| provided carefowhlle shewasonduty,on_ |
10/07/11, from 3:00 PM fo 14:00 PM. Al eight
resldents staled tha stalf treated them fine and
took goed care of them, They further stated they
have not been mistreated, yelled at or harmed by
any staff, and they had not geen the staff mistreat
any othar residents. They were aware they
should repoit any abuse to the staff,

An interview with the Medical Director, on
02/08/42 at 3,00 PM, revealed the facility notified
him of the Incident on 10/08/11. He stated he
contacted Residant #4's attending physician and
requasted that he see the resident.

Araview of the "Allegation of Abuse Investigation”
revealed Resident #4's alfending physician was
made aware of events that cccurred on 10/07/11,
betwesn CNA #3 and Resldent #4, on 10/08/11 at
10:00 AM. A review of the progress nots, dated

10/08/11 af 5:00 PM, revealed he agsessed
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Resident #4. He documented "Resident ie aleri,
talkative, no headache or change In vision, no
complaints of neck or arm paln. Scalp shows no
leslons, face symmetrcal, tongue midiine."
An interview with Resident #4's son, on 02/08/12
at 2:68 PM, revealed the-facility notifled him of the
incident on 10/G7/11 He stated "| think it
happened at night, The DON called me the next
day." He further staled the facllity later notified
him regarding the outcomne of the investigation,
and the CNA was ferminated. ’ '
F 226 | 483.13{c) DEVELOP/IMPLMENT F 226
.§5=J | ABUSE/NEGLECT, ETC POLICIES

The facllity must develop and implement written
policles and procedures.that prohibit
mistreatment, naglect,and abuse of restdents

and misappropriation of resident property.

This REQUIREMENT I3 not met as avidenced
by:

Based on Interview, review of the facillly's
polley/procedure, raview of the faclity's Final
Investigative Report, and review of the fimeciock
record, it was determined the facllify failed to
follow the Prohibitlon of Abuse pollcy that
prohibits abuse of resldents for one resident (#4),
in the selecled sample of ten residents. The
facility failed to protect residents from further
abuse by allowing the perpetrator access to
residents of tha facllity efter an allegation of
abuse was made, On 10/07/41, Certified Nurse
Alde {CNA) #1 and CNA#2 witnessed CNA #3
gtab and pull Resldent#4's hair and then slap
his/her left cheek, CNA#1 and GNA #2 reported
the Incident to Licensed Practical Nurse (LPN} #1
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at approximately 9:00 PM. LPN#1 did not
remove CNA#3 from direct care Immediately.
CNA#3 remalned on the hall after the alleged
incldent occurred at approximately 8:30 PM,
through the remainder of the shift, which ended at
11:.00 PM.

This failure caused or Is fikely to cause serious
injury, hamm, impalment, or death fo a resident.
The Immediate Jeopardy was determined to exst
on 10/07/11 through 10/11/11. The facllity
implemented corractive action which was
completed on 10/12/11 prior to the State Agency's
invastigation, thus it was determined Past
Jeopardy. Substandard Quality of Care was
identified at 483,13 Resident Behavior and
Facillty Practices, (Refer to F223}
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The findings include:

A raview of the facillly's policy/procedure,
“Prohibition of Abuse, Neglect, Mistreatment, and
Misapproprialion of Resident Property,” revised
11110, revealed "the Administrator or his/her
dasignee investigates allegations of ebuse, takes
action to protect the reaident during the
investigation, and implaments corrective actions
depending on the results of the investigation.
The Administrator/designee shall suspend all
employees suspected of abuse pending the
outcome of the Investigation." The DON stated
the facllity's policy on 10/07/11, revealed if thera
was an allegation of abuse, the staff member
should be suspended Immediately.

A review of the facllity's Final Investigative Report,
dated 10/14/11, ravealed, on 10/07/11 at
approximately 8:30 PM, CNA #1 and CNA#2,
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along with CNA #3, were providing care for
Resident #4. Resident #4 had a history of
combative behaviors during proviston of care.
The [nvestigative Report detalled Resident #4
kicked CNA #3 during the provision of cara. GNA
#1 and CNA #2 both witneased CNA #3 pull
Resident #4's halr causing hissher head to be
pulled back, Resident #4 then spit an CNA#3.
CNA #1 and CNA #2 detalled CNA #3 slapped
Resldent #4 across the loft cheek with an open
hand. Additlonal review of the Final Invesiigative
Report rovealad, after completion of Resident
#4's care, CNA #1 and CNA#2 repcried the
incldent to thelr immediate nursing supervisor.
Upon notification, the nursing supseivisor
completed a visual skin assessment of Rasident
4, She nofed no evidenca of physical injury or
skin concerns at approximately 9:00 PM, which

was a half-hour after the alleged Incident
occurred. Further review of the Final Investigative
Report revealed the Director of Nursing {DON},
on 10/08/11, completed a head to toe
assessment on Resldent #4 which identified no
issues, The report revealed Resident #4 wes
unable to recall any of the events that occurred
and did not show any slgns of paln or discomforf.
CNA #3 was removed from diract care on
10/08/11 at 3:07 PM and ierminated on 10/11/11,

An'interview with CNA #1, on 01/18/12 at 3:10
PM, 02/07/42 at 1:10 PM, and on 02/08/12 at
3:36 PM, and an Interview with CNA #2, on
01/16/12 at 3:50 PM, 02/07/12 at 310 PM, and
an 02/08/12 at 3:15 PM, revealed, at
approximatety 8:30 PM, on 10/07/11, CNAH,
CNA#2 and CNA#3 ware providing care for

Resident #4, and the resident became combativa,

CNA #1 and CNA#2 each stated CNA #3
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wrapped her hand In Resldent #4's hair and
putled it hard, causing hisfher head to be pulled
backward. They stated Residant #4 then covered
his/her faca, started kicking and spit on CNA #3,

a red Imprint. They stated Resident#4 cursed at
CNA#3, and CNA#3 then grabbad his/her face,
CNA #3 stated, "You all didn't see anything. VWhat
happens in this room stays In this rcom.” CGNA#1
and CNA #2 asked CNA #3 to laave the room,
CNA#3 staled, "no, I've got I." The CNAs
fintshed providing care to Resident #4 and all
three CNAs Iaft the room at tha same time. CNA
#1 and CNA#2 further stated they went to the
nurse's dask and reported the incident
immediately to LPN #1. CNA#1 and CNA#2
stated they were not aware if LPN#1 talked {o

CNA #3 "slapped" the face of Resident #4 leaving
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-CNA-#3-however-EPN-#4-called-the-BON-and—
left her a message. Thay further staled CNA #3
remained on the hall after the Incident and
clockad out at the end of the shift at 11:00 PM.
CNA#2 stated "I cannot say | actually saw CNA
#3 go Into & resident's room after the incldent.”

Interviews wiih CNA #1 and CNA #2 revealed
they did not address the Incldent or try to remove
the CNA, rather they allowed CNA #3 to continue
to provide care to this resident and walted to
report the Incldent to the nurse. Furthermore,
CNA #1 and CNA #2 revealed CNA#3 conlinued
to work through the end of her shift A review of
CNA #3's "Time Clock Record," dated 10/07/11,
revealed she clocked out at 11:07 PM, allowing
the perpetrator access to all residents of the
faclilty for more than two hours after the alleged
physlcal abuse.

An Interview with LPN #1, on 01/18/12 at 2:33 PM
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and 5:00 PM, and on 02/07/12 at 2:16 PM, and a
review of LPN #1's Investigation Interview, datsd
10/08/11, revealed, on 10/07/11 at approximately
9:00 PM, CNA#1 and CNA #2 reported to her
that CNA #3 slapped Resident#4. She stated
she first assessed Resident #4, and no injulles or
redness ware noled. She stated she atlempted
{o call the Director of Nursing (DON) and ieave
haer a message. She stated she did not speak to
CNA#3. She stated CNA#3 remalned on the
hall and complated har shift on 10/07/11. A review
of the investigafion interview revealed there was
no documented evidenca of action taken by the
facility to remove the perpetrator afler it was
alleged that CNA #3 physically abused Resident
#4, She staled it was the facllity's policy fo
suspand staff from direct cara when thera was an

altagation of abuse. She ravested she did not
follow the faclity's policy, and stated, "l will be
honest, | didn't know exactly what to do.”

An interview with tha DON, on 01/18/12 at 6:35
PM, on 02/07/12 at 3:30 PM, and on 02/08/12 at
12:E0C PM, revealed LPN #1 attempled to notify
her o report the incident about Rasident #4 and
CNA #3, on 10/07/11, somelime after 8:30 PM,
She stated she spoke to LPN #1 at approximately
1:30 AM on 10/08/11 and LPN #1 revealad GNA
#1 and CNA#2 witnessed CNA #3 pull Resident
##4's hair and stap himfher. She stated LPN #1
did not remove CNA #3 from direct resldent care
and allowed the CNA to work the remainder of the
shift. She slated, "The facility's policy was not
followed." . :

An Interview with the fonmer Administrator, on
02/07/12 at 11:58 AM, ravealed he was aware of
the incident that occurmed on 10/07/11, which

FORM CMS-2657{02-89) Previous Verskana Obsolste

Event [D; AWOH 1§

Faclity ID; 100309

it conlinuation sheet Page 20 of 43




bEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02£22/2012
FORM APPROVED
OMB NO. 6938-0391

STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/ICUA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:

186312

{(2) MULTIPLE GONSTRLICTION
A BUILDING

B, WiNG

{¥3) DATE SURVEY
COMPLETED

c
02/08/2042

NAME OF PROVIDER OR SUPPLIER

PADUCAH CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
§01 NORTH THIRD STREET

PADUGAH, KY 42001

o4y 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEQED BY FULL
REGULATORY OR LSC I0ENTIFYING [NFORMATION)

ID PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETHON
TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

DATE

F 226

Continued From page 20

involved CNA#3 and Resldent #4, where GNA #3
was witnessed pulling Resident #4's halr and
slapping the resident. He further stated the staff
did not follow the facility's policy. He stated, "ona
CNA should have left the room and gane to tell
the charge nurse. The charge nurse should have
suspanded CNA #3 Immediately." He stated
when he was made aware of the Incident, the
next day, GNA #3 and LPN #1 were suspended.

*The facllity Implemented the following actlons to
correct the deficiancy:

*The DON interviewed GNA#3, on 10/08/11 at
3:07 PM, and advised her she was suspended
pending the Investigation and escorted her out of
{ha building.

F 226

*LPN #1 was suspended for 24 hours related to
the failure to follow the facllity policyfprocedure.

*An In-service was conducted for ali staff from
10/08/11 through 10/10/11 to educate them on
abuse/negloct,

*The reslident's physician was notified about the
incident, on 10/08/11 at 10:00 AM. He assessed
the resident on 10/08/11 at 5:00 PM. The
facllity's Med|ca! Director was notifled on
10/08/11. The resident's famity was notified
about the Incldent on 10/08/11 at 10:00 AM,

*CNA #3 was terminated on 10/11/11.

**Tha surveyor validated the comeclive action
taken by the faclkity as follows:

A review of tha Personnel Record for GNA #3
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ravealed her last day worked was on 10/07/11.
The facllity notified GNA #3 on 10/11/11 and
fermlnated her for'gross misconduct.

A review of "Record of Counseling,” dated
10/08/11, rovealed LPN #1 waa suspended for
*not following protocol related to abuse
guidetines/policy and improper notification,” The
documant was signed by LPN #1, the DON and
the former Administrator.

An interview with the DON, on 02/07/11 at 3:30
PM, revealed sha interviewed CNA #3, on
10/08/11, regarding the incldent between her.and
Resident #4 on 10/07/11. She stated she
suspended CNA #3 following the inferview and
eacorted her out of the facifity. She further stated

F 226

she suspanded LPN #4 for 24 hours.

Areview of Inservices, dated 10/08/11 through
10/10/41, revealed all staff was educated on
abuse/naglect, to report avents immediately fo
the DON and the Administrator and staff must
spaak with them parsenally, and maintain
resident dignity. Nurses were also educated to
suspend a staff member pending an
Investigation, and must be made to leave the
facility immediately, A fist of all empioyees was
compared againsi the Inservice sign In sheets.
All employees were inserviced on 10/07/11.

An interview with RN#1, RN #2, RN #3, MDS
Coordinator #1, MDS Coordinator #2, LPN#2,
LPN#3, CMA#1, CNA#1, CNA#2, CNA#4, CNA
15, on 02/07/11 and 02/08/11 between 1:30 PM
and 5:05 PM, revealed they were Inserviced on
ahuse/neglec! In October, 2011 related o
residant abuse, immedlate reporting of events to
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the DON and the Administrator and dignity, They
were aware of all the fypes of abuse, who to
report it to and that the staff member must leave
the facllity Immediately. No concerns wera
klentified,

An interviaw with LPN #1, on 02/07/12 at 2:15
PIV, revealed she was Inserviced on
abuse/neglect, on 10/08/11, related {o abuse of
staff, suspension of employeas, reporting,
nolification of family and physician, She was
aware of types of abuse, who to report it to and
thal steff member must leave the facility
immadiately. No concerns were [dentifled.

Interviews with eight Interviowable residents {(#7,
#8, #9, #10, #11, #12, #13, and #14}, were
conducted on §2/07/12, who CNA #3 may havs

. F22

provided care to while she was on duty, on
10/07/14, from 3:00 PM to 11:00 PM. All eight
residents stated the staff treated them fine and
took good care of them. They further stated they
have not been mistreated, yoalled at or hamed by
any staff, and thay had not sean the staff mistreat
any other resldents, Theywere aware they
should report any abuse to the staff.

An interview with the Medical Director, on
02/08/12 at 3:00 PM, revested the facillty nollfted
him of the incident on 10/08/11. He stated he
contacted Resident #4's attending physicien and
requested that ha sea the resident

A review of tha "Allegation of Abuse investigation”
ravealed Resident ##4's altending physician was
made aware of events that occurred on 10/07/11,
betwean CNA #3 and Resident #4, on 10/08/11 at
10:00 AM. A review of the progress note, dated
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10/08/11 at 5:00 PM, revealed he assessed :
Residant #4. He documented "Resident is alert,
takkativa, no headacha or change In vision, no
complaints of neck or arm pain. Scalp shows no
lesians, face symmetrical, tongus midiine,"
An interview with Resident #4's son, on 02/08/12
al 2:68 PM, revealad tha facility notified him of the
incldent on 10/07/11 He siated "1 think it
happened at night. The DON called me the next
day." He further stated the facifity later notified
him regarding the outcoms of the Investigation, \ .
and the CNA was ferminated. 1. Resident #_8 was discharged
F 260 | 483.20(d)(3), 483.10(k}(2) RIGHT TO F2go| from the facility on 1124/11. RN
55=G | PARTICIPATE PLANNING CARE-REVISE CP # 4 last day worked at facility was

The resident has the right, unless adjudged

incompetent or otherwise found to.bs
incapacitated under the laws of the State, fo
particlpate In planning care and treatment or
changes In care and treatment

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

interdisciplinary tearh, that Includes the attending

physiclan, a reglstered nurse with responsibifily
for the resident, and. other approprlate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
tha resident, the rasident's family or the resident's
legal répresentalive; and periodically reviewed
and ravised by a feam ¢f qualified persons after
each assassment

on 01/27/2012,

recommendations.

09/30/2011 and LPN # 2 was
re-educated by Assistant Director
of-Nursing-en-updating-care-plans
with change in conditlop/interventions
timely on 02/21/2012, Directot

of Nursing was re-educated by
Regional Director of Nursing on
timely Care Plan updates with

change of conditions/interventions

2. Cutrent Residents' Care Plans
were reviewed on 02/23/2012 by
Assistant Director of Nursing,
Clinical Care Specialist and MDS
Coordinator and updated as indicated,
including skin integrity and dietary
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This REQUIREMENT is not met as evidenced
by:

Based on Interview, record review and review of
the facility policy/procaduras, it was determined
the facliity falled fo raview and revise a
comprehénsive care plan for one resident (#8}, in
the selected sampfe of ten residents related fo
the revislon of Resident#8's individual care plan
upon re-admission to the facility on 09/30/11,
after new skin integrity issues were Identifiad and
treatment was altered. On 10/11/1] a pressure
sore was ldentifled on the resident's coceyx area,
measuring 7.8 centimeters (cm} length by 4.1 cm.
width by 0.1 cm depth. On 10/18/11, the facllity
Identifisd {he coccyx wound had increased In
slze, measuring 8.9 cm length by 4.8 cm widlh by
0.1 cm depth. However, the resident's care plan

F 285

3. Licensed Nursing staff was
re-educated as of 2/24/12 by Director
of Nursing and Assistant Director of

Nursing for implementing and revising

the care plan with change of condition/
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wag not revised until 1020111,

In addition, Resident #8's care plan was not
revised after recommendations from the
Registered Dietician (RDY, on 10/04/11, fora
multl-vitamin {MVI}; on 10/09/11, to prevent
altered skin fntegrity {o the extremities whan the
resldent's extremities were swollen and blisters -
ware noted on the resident's peri-area and upper
thighs; and, cn 10/26/41 to reflect the new
interventlons to elevateffloat the resident's
bitaterat heels and to check the resldent every
two hours after the identification of blisters to the
resident's bllateral heels,

interventions-timely.

4, The Director of Nursing,
Assistant Dlrector of Nursing, Unit
Manager, Clinical Case Manager &
MDS Coordinator will review three
Care Plans per month for three
Months to validate care plans are
updated /frevised with a change of
condition timely, The Director of
Nursing will report findings to the
\Performance Improvement Committee
monthly for three months for further

FORM CMS-256T(02-98) Previous Verslons Obsolete Even! j0: RWON 11

The findings include: recommendations.
A revlew of the racﬁ'i!y‘s policy/procedure, "Putting .
the Plan Into Action," dated January 2008, 5. Completion Date 31912
revealed "Nursing assislants, licensed nurses,
and the entire interdisciplinary team all play a role
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in reviewing the care plan's effectivenass.”

A record review Rasldent #8 was admitted fo the
faciiity on 08/24/11 and re-admitted fo the fadliity
an 09/30/11 with dlagnoses lo include Failure To
Thrive, Psychosis, Anamla and Proteln-calorie
Malnuirition,

A review of Resldent #8's Admission Minimum
Data Sel {MDS), dated 07/06/11, ravealed the
facllity assassed the reskient was cognitively
independent, required otal dependence for
Activities for Datly Living (ADL's}, and had no
identified behaviors or Identlfied skin Issues.

A raview of Resident #8's “Potential for Skin
Breakdown,” care plan, dated 07/08/11, reveated
to "Observe.skinevery shift for signsisymploms.

N

o

of potential skin breakdown {e.g.
redness/discoloration or opan areas).” If
breakdown was ldentified, the charga nurse
sheuld be alerted so tha nurse could nolify the
physician if needed for treatment orders.

Areview of the nurse’s notes, dated 08/30/11 at
12:46 PM, revealad Resident #8 was re-admiited
to the facliity from the hospital, with exceriation to
the resident’s groln and buttocks noted. Therae
was no evidence that the resident’s care plan was
revised to address the identified excoriation.

An Interview with Registered Nurse (RN} #4, on
01119712 at 10:14 AM, reveated she could not
provide spedific Infermation regarding Resident
#8's skin assessmentupon re-admissfon to the
Facllity on 09/30/11. She stated she was not sure
who would ba responsible for Initiation of skin
Intervantions, such as wheslchalr cushlons or alr
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mattresses,

A review of a "Medical Nutrition Therapy
Assassment,” dated 10/04/11, revealed the
resident's needs were Increased to promote
wound heallng. A MV! was recommended to
improve overall nukrluonal status and to ald In
wound healing. There was no svidence the care
plan was revised to refiect this Intervention.

Areview ofthe nurses' notes, dated 10/08/11 at
6:30 AM, revealed documentation by the Director
of Nursing {DON) that the "Daughter......volced
concgrn over edema and 'blisters’ on peri-area
and upper thighs.” There was no documented
evidenca that the skin integrity care plan was
revised to includa the "blistered" areas fo the pefl

F 280

[URE R

area and upper thighs

A review of Resident #8's "Pressure Wound and
8kin Documentation Form,” revealed, on
10/11/11, a new Stage Il wound was identified o
the cocoyx, measuring 7.9 centimeters {cn}
length by 4.1 am width by 0.1 em depth, was
identified by Licensed Practical Nurse (LPN} #2.
There was no evidence the skin integrity was
revised to address the new Identified wound on
10/41/H1.

A review of Resident #8's sfgnlificant change
Minimum Data Set {MDS), dated 10/14/11,
revaaled the facliity assessed Resldent #8 as
cognitively indspendent, and fo require extensive
assistance o total dependence for Activities of
Daily Living {ADLs). Resident #8 was assessed
to be Inconlinent of bowe! and had a urinary
catheter.,

FORM CMS-2567{02-99) Pravious Versions Obgolets Event ID; RWON11

Facility ID: 100309

If continuaton sheet Paga 27 of 43




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

PRINTED: 022272012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPFLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

186312

(X2} MULTIPLE CONSTRUCTION
A GUILDING

8.WNGQ

{%3) DATE BURVEY
COMPLETED

c
02/08/2012

NAME OF PROVIDER OR SUPFLIER

PADUCAH CARE AND REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZiP CODE
501 NORTH THIRD STREET
PADUCAH, KY 42001

(%4) ID
PREFIX
TAQ

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDEO BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

ID : PROVICER'S PLAN OF CORRECTION

%5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAQ CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

DATE

F 280

Continued From page 27

A review of Resldent #8's comprehensive care
pfan, dated 10/14/11, revealed a problem of
swalling to all extremities, with Interventions for
medications as ordered, monloring for new or
worsened condltion, and o notify tha MD of any
changes. Nointervention was put into place to
prevent aliered skin integrity to the extremities,

On 10/18/11, the facility identiffed the cocoyx
wound had Increased in size, measuring 8.8 cm
{ength by 4.8 cm width by 0.1 em depth.
However, Resldent #8's care plan was not
revised until two days latar (10/20/11), to reflect
the pressure ulcer.

A review of the "Non-pressure Wound and Skin
Conditlon Documentation Form,” dated 10/26/11,
revealed a new blister was Identified on the lsft

F 280

heel on 90126/11, which measurad 4 cm length X
6 cm width, and a naw blister on the right heel,
which measured 6 cm length X 6 ¢m width,

Areview of a physlclan's order, dated 10/28/11,
revealed "elevataffloat bllateral heels, check
every two-hours." However, neither Resldent #8's
comprehensive care plan nor nursing alde care

plan was updated to reflect the new interventions.

An Interview with the DON, on 01/19/12 at 3:45
PM, revealed on admission, the admitting nurse
performs a head-to-toe assessment along with a
Norlon Pressura Ulcer Scale. Resldent #8's care
plan should have been revised on 08/30/11 fo
address the excorlated areas, She efated, pn
10/07/11, when the nurse documented that the
skin was notintact, the care plan should have
been revised to reflect the non-intact skin. On
10/14/11, when swelllng was identifled to the
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resident's extremitles, Resident #8's skin Integrity !
care plan should had been revised to protect the !
skin integrity. She could not provide an i
explanation as to why an Intervention such as |
heel boots wers not implemented to pravent j
alteration In skin Integrily. Additionally, she stated
any llcensed staff member could Implement an
revige the care plan. :
F 282 | 483.20(k)(3)(ii} SERVICES BY QUALIFIED F 282
§8=D | PERSCNS/PER CARE PLAN .
1. Resident # 7 Care Plan was
The services provided or arranged by the facliity reviewed and revised to reflect
must be provided by qualified persons In current needs of the Resident by
accordance with sach resident's written plan of Clinical Care Specialist ont
care. 01/19/2012. RN #3, 5, and 6, and
LPN # 3 was re-educated by Director
This. REQUIREMENT_Is nol. met.as evidenced ofNursing Services on (11/27/2012 on
by: following the care plan,
Based on ohservation, intervisw and record -
review, It was determined the faclfity falled to 2. Current Residents identified at high
provide care in accordance with the resident's risk by diagnosis and extensive/dependefit
written plan of care for one (#7) out-of ten bed mobility for skin related foot issues
sampled residents. The facllity falled to ensure ed Mab! tty T : .
licensed staff provided foot care daily for were l‘ﬂVlﬁ\\fed by Dlrecto.x of Nursn}g,
Residant #7. '} Assistant Director of Nursing and Clinied|
Case Manager, MDS Coordinator for
The findings include: appropriate interventions.and care plans
i indicated on 02/24/2012
An Interview with the Director of Nursing (DONJ, were reised as indica 124/ %
dated 01/18/12 at 11:20 AM, revesled thers was {
no policy and procedura to specifically address !
the Implementation of the care pian, !
Arecord review revealed Resident #7 was .
admitted to the facliity on 05/10/11 with a !
diagnosis of Diabetes, Type I, !
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: PRINTED: 02/22f2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
ETATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA 2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING
B, WING ¢
185312 i 02/08/2012
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
PADUCAH CARE AND REHABILITATION CENTER 501 NORTH THIRO STREET
. PADUCAH, KY 42001
4} 1D SUMMARY STATEMENT OF DEFICIENCIES- o PROVIDER'S PLAN OF CORRECGTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CCRREGTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSG IDENTIFYING NFORMATEON} TAQ GROSS-REFERENCED TO THE APFROPRIATE DATE
. DEFICIENCY}
F 282 | Continued From page 29 F 282

Areview of the quarterly Minimum Data Set i
(MDS) assessment, dated 11/12/11, revealed the g
facllity assessed Resident #7 and determined
Resldent #7 had Diabetes, his/er declsiens were
poor and the resident required cues and 3, Nursing staff was re-educated
supervision. as of 2/24/12 on the need to follow
the Care Plan and Certified Nursing
Assistant Care Card with instructions

A review of the Comprehensive Care Plan for
Diahstes, dated 06/25/11, revealed a Reglstered

Nurse (RN), Licénsed Practical Nurse (LPN) or to report any changes that would
Licensed Vocational Nurse {LVN) should provide require revisions to the Plan of Care by
dally foot care and observe skin for signs and Director of Nursing Services and
symptoms of infaction. : . Assistant Director of Nursing,

Arevlew of the December 2011 and January
2012 Treatment Adminlstration Record (TAR}
ravealed no evidenca the resldent was recelving

4, The Director of Nursing,
Assistant Director of Nursing,

daily foot care Clinical Case Manager, -
MDS Coordinator will review three

Obsarvatlon of Resident #7's fest, on 01/18/12 at Care Plans per month for three

630 AM, revealed the resident’s feet were Months to validate care is pr ovided

covered with thick, dry, flaky skin fo Includa in
between the resident's toes. The resldent's heels
were dry and appeered cracked, but the skin was

in accordance with the resident’s plan
of care, Director of Nursing will report

intact. Whien the resident removed hisher socks, findings to the Performance
dried, flaky skin fell to the ficor. Improvement Committee monthly for
interview with LPN #3 01/18/12 at 2:30 PM, thres months for further
nterview on at2: :

] . [} . m
revealed Resident #7's feet were in horsible recommendations
condition and she was embarrassed whan she .

5, Completion Date 3/19/12

asglsted the resident in removing his/her socks.

Interviews with RN #3, RN #5, RN #86 and LPN
#3, on 01/18/12 at 2,10 PM, 2:20 PM, 2:45 PM
and 4:05 PM, revealed they were not aware they
were suppose fo provide dally foot care and
assess the resldent's feat daily.
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Intarview with the DON, on 01/19/12 at 8:15 PM,
revealed "dally foot care™ means the resident's
feet should have been assessed dally, and if any
skin Issues were idantified, the staff should have
documented ¥ in the nurse's notes and provided
the appropriate care.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
ss=p | HHGHEST WELL BEING

Each resident must recsive and the facliity must
provide the necassary care and services to atiain
or malntaln the highest practicable physical,
mental, and psychosoclal well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT s not mst as evidenced
by:

Basad on observatlon, interview and record
review, it was determined tha facility falled to
provide the necessary care and services to attain
or maintaln the highest practicable physical
well-baing, in accordance with the comprehensive
assessment and plan of care far one residant
(#7), in the selected sample of ten residents. The
facliity failed to Implement the care plan related to
licensed nurses providing dally foot care and to
assess for slgns end symptoms of Infection and
failed to provida the appropriate care for dry skin
on the resident's feet.

Tha findings include:
An interview with the Direclor of Nursing (DON),

on 01118712 at 41:20 AM, revealed thers was no
policy and procedure fo address Diabatic

updated as indicated.

1. Registered Nurse completed skin
assessment on resident #7 on 2/3/12.

2. Current residents care plans
reviewed on 02/23/2012 by Assistant
Director of Nursing, Clinical Case
Manager and MDS Coordinator to
validate the plan of care is implemented
per physicinnorders,Plamrof Cares

3, Licensed Nursing staff re-educated
on foot care by Director of Nursing
Services as of 2/24/12. The education
included: assessment/inspection of feet,
legs, bathing feet, applying lotions,
podiatrist consult and follow up as needqd,
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residents related to foot care or dry skin,
However, the DON revealed "dally foot cara"
means the residant's faet should be assessed
dally, and if any skin Issues ara-identified, the
ataff should document it in the nurse's notes and
provide the appropriate cara.

A record review revealed Resldent #7 was
admitted to the facility on 05/10/11 with a
diagnoslis of Diabeles, Type i

A review of the quarterly Minlmum Data Sat
{MDS) assessment, dated 11/12/11, revealed the
faclity assossed Rasldent#7 to have Diabetes,
histher declsions were poor and the resident
required cues and supsrviglon.

A revlew of the physiclan’s orders, January 2012
revealed there were no orders for any treatments
related to dry skin.

A review of the Comprehenglve Care Plan for
Diabates, dated 05/25/11, revealed a Registered
Nurse (RN}, Licensed Practical Nurse (LPN) or
Licensed Vocational Nurse {LVN) should provide
daily foot care and observe skin for signs and
symptoms of infection.

A review of the December 2011 and January
2012 Treatment Administration Record (TAR})
revealed there was no evidence the resident was

"1 receiving dally foot care.

Further review of the January 2012 TAR revealed
the resldent's last skih assessment was
conducted on 04/13/12 and the resident's skin
was Iniact, A review of the nurse's note for

01/13/12, revealed there was no documentation

Performance Improvement

5. Completion Date

4. The Director of Nursing,
Assistant Director of Nursing,

Unit Manager, Clinical Case
Manager, MDS Coordinator

will review treatment administration
records to validate skin assessments
are completed as schedoled and the
plan of care is implemented by auditing
mrd wssossing three Residents weekly-
for three months. The Director of
Nursing will report findings to the

Committee monthly for three months
for further recommendations.

3/19M12
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of any concemns related to Resldent #7's skin. An
interview with LPN #4, on 01/19/12 at 2:40 PM,
revealed she had completed Resident #7's skin
assessment on 01/13/12. She stafed she
identifiad the resident's faet were very dry, but
she did not document i in the nurse's notes or
provide care to address the resident's dry gkin.

Observation of Resident #7's feef, on 01/16/12 at
©:30 AM, revealed the resldent's feet were
covered with thick, dry, fiaky skin to Intlude In
betwean the resident's foes. Ths resldent's heeis
wara dry and appeared cracked, but the skin was
intact. When the resident removed hisfher socks,
dried, flaky skin fell to the floor. Interview with
LPN #3, on 01/18/11 at 2:30 PM, revealed
Resldent #7's dried skin on his/her feet should

stated Rasident #7's feet were in homrible
condition and sha was embarrassed when she
assisted the rasldent In removing his/her socks.

Intarviews with RN #3, RN #5, RN #6 and LPN
#3, on 01/18/12 at 2:10 PM, 2:20 PM, 2:45 PM
and 4:05 PM, revealed wheh dry skin was
identifiad on a skin assessment it should be
documented in the nurse’s notes and addressed
on the resident's care plan. They stated they
were not awars they were suppose to provide
dally foot care and assess the resident's feet
daily.

483.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Basad on the comprehensive assessmeant of a
resident, tha facility must ensure that a resident
who entars the facllity without pressure sores
doas not develop pressure seres unless the

_have been.documented.inthe nurse's notes. _She. |

F 309]

F314

1. Resident #8 was discharged

from the facility on 11/24/11.

RN # 4 fast day worked af facility was
09/30/2011.
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. 2, Current residents had a skin
F 314 | Continued From page 33 F 314| assessment completed to determine

Individual's clinfcal conditlon demonstrates that

they were unavoldable; and a resident having

pressure sores fecelves nacassary treatment and
servicas to promote healing, prevent Infection and
prevent new sores from daveloping.

This REQIHREMENT Is not met as avidenced
by:

Based on Interview, record review, and review of
the facility's policy/procedure, It was determined
the facllity falled to ensure a resident having
pressure sores received necessary traatment and
services o promote healing, prevent infection and
prevent new sores from developing for ona
resident (#8), in the selectad sample of {en
residents,

necessary treatments were provided
by a licensed nurse on 2/5/12,

The physician/family notification
was completed with care plan
updated as indicated.

3, The licensed nursing staff have
been re-educated by Director of Nursing,
Assistant Director of Nursing, and
Medline Wound Care Representative

as of 2/24/12 to the Skin Management
Program, The education included weekly
skin assessment, implementation of
pressure reduction measures for high
risk residents, admission assessments,

SO PP P VU PO 3 A0 AP vy U —

Resident #8 was at high risk for impaired skin
integrity related to his/her multiple clinical
condltions, Resldent #8 was re-admitted to the
facllity on 09/30/11, with excorlation to buttocks
noted. The facility failed to complete an
assessment which Included a pressure risk
assessment (Norton Pjus Pressure Ulcer Scale}
upon re-admission from the hospital on 09/30/11.
On 10/04/11, a recommandation was made by
tha Registered Dleticlan {RD) for a Multivitamin
{(MV!) to promote wound healing; however, there
was 1o documanted evidenca tha physiclan was
notifiad regarding thls recommendation. Record
review revealed, on 10/09/11, Resident #8 sat in
his/er wheelchalr for an undetermined amount of
time prior to the oncoming shift's arrival on
10/08/11 {which started at 7:00 PM}, through
40/08/11 at 11:00 AM, On 10/11/11 a new
pressure-sore was identified on the resident's

coceyx area, measuring 7.9 centimeters (om)

staging-of pressure-uleers;-and-treatment
options for pressure ulcers.

4, The Director of Nursing, Assistant
Director of Nursing, Unit Manager,
Clinjcal Case Manager, and/or MDS
Coordinator will review by auditing and
assessing three residents weekly for
three months; treatment records to
assure skin assessments/weekly pressure
ulcer assessments are completed as
scheduled and physician/family
notifications implemented and
treatment adjustments as indicated.
Director of Nursing will report
findings to the Performance
Improvement Committee monthly
for three months for forther

recommendations
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length by 4.1 cm width by 0.1 em depth. There
was no documented evidence the physician was
notified of the new prassure sore or conslited to
alter treatment, On 104187114, the facllity [dentlfled
the cocoyx wound had ncreased in size,
measuring 8.9 cm length by 4.8 cm width by 0.1
cm depth. The facliity faxed the physiclan

notification, on 10/48/11, of the wound worsening, -

however, there was no evidence the physlcian
received the fax and no change In treaiment was
received, Treatment to the resident's cocoyx was
riof changed untll 10/26/11, 8 days later. (Refer
to F157)

in addition, on 10/25/11, Resldent #8 was

assessad {0 have a blister to the laft and right
heel with physician orders to elevate/ficat bilateral
heels;_however, there was no evidence this order

5. Completion Date
F 314

3/19/12

was Implemented. Further review of the medical
record revealed no evidence Residant #8's plan
of care was revised fo reflect the changes in the
resident's skin Integrity andfor interventions.
(Refer to F280) Resident #8 was transferred lo
another facllity on 11/14/11,

The findings incfude;

Areview of the facility's policy and procedure,
"Assaessment: Identifying Residents at Risk of
Skin Breakdown," undated, revealed, "Whan a
resident arrives, the licensed nurse reviews the
pra-admisslon screen and compleles a
head-to-toe essessment, documenting findings
onthe Nursing Assessmant. This procass
provides the team with an accurate description of
the resident's actual skin condition at the time of
admission. if the resident has a pressure Ulcer or
other wound at tha time of admisslon, treatment
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begins promptly according to physiclan orders,
The licensed nurse continues the evaluation
process to determine the risk of additional skin
breakdown, evaluatas rehabilitation and
nutrdtional needs, and prepares a plan of care for
the exlsting condition and prevention of additional
skin breakdown... After examining a resfdent's
current skin condifion, the licensed nurse next
evaluates the resident's risk for skin breakdown
using the Norton Plus Pressure Ulcer
Scale...Regardless of any resldent's total risk
score; the Heensed nurse and interdisciplinary
care teem are responsibie for reviewing each risk
factor and its potentia) causes and Implemanting
preventive siratagles, as applicable...Adequate
nutrition and hydration are necassary for overall
body function and skin heafth."

A closed record review Resident #8 was admitted
to the facility on 06/24/11 and re-admitted to the
facllity on 09/30/11 with diagnoses fo include
Failure To Thrive, Psychosls, Anemia and
Protein-talore Malnutrition,

A review of Resldent #8's Admission Minlmum
Data Set (MDS), dated 07/06/11, revealed the
facliity assessed the resident to be cognitively
Independent, required total dependenca for
Activitles for Dally Living (ADL's}, had no
identifled behaviors, and no skin Issues were
idantified.

A review of the care plan "Potential for Skin
Breakdown,” dated 07/06/11, revealed fo
"Observe akin every shift for signs/symptoms of
potential skin breakdown {e.g.
redness/discoforation or open areas).” If
breakdown was Identifled, the charge nurse
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should be alerled so the nurse could notify the
physician if needed for treatment orders.

A review of the nurse's notes, dated 09/30/11 at
12:45 PM, revealed Resident #8 was re-admiited
to the facility from the hospita! with excorlation to
the resident’s groin and buttocks noted. There
was no documanted avidence a formal skin
assessment was complated to detall the skin
Integrity, nor was a Norton Plus Pressure Ulcer
Scale completed to determine the risk for skin
integrity fasues, per the facility's policy, There
was ho evidencs the resident's care plan was
revised to address the identified exccriatlon.
Additionally, a new non-pressure wound
documentation form was not complsted to
monitor the progress of tha identified completed
excoratian

F 314

An Intervlew with Registered Nurse (RN) #4, on
01/18/12 at 10:14 AM, revealed she could not
provide specdific information regarding Resident
#8's skin assessment upon re-admission to the
faclity on 09/30/11. She stated she was not sure
who would be responsible for Initiation of skin
Interventions, such as wheelshalir cushlons or air
mattresses.

An interview with the Director of Nursing (DON}
on 01/19/12 at 3:456 PM, revealed on admission,
the admtitting nurse should have completed a
head-to-toe assessment along with a Norton
Pressure Ulcar Scale and tha resldent's care plan
should have been revised on 09/30/11 to address
{he excoriated areas, Additionally, a new
non-pressure ulcer documentation form should
have been Initiated on 09/30/11, upon
identification of the excoriated areas.
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Further review of the closed medical record
revealed a physician's order, dated 10/02/11 after
re-admission, for "Border gauze to open area on
cocoy, change as needed (prn)." However, there
was no documented evidence of an open area or
a skin assessment completed at that time.

A review of a Medical Nutrition Therapy
Assessment, dated 10/04/11, revealed the
resident's needs ware Increased to promote
wound heallng. A MVIwas recommendad to
improve overall nutritional status and {o aid In
wound healing. However, there was no evidence
the physiclan was notifiled of this dietary
recommendation.

An intarview with the Registered Dieticlan (RD),

£ A L it o

on 01/20/12 at 10:15 AM, revealed copies of the
recommendations were given to the DON,
Assistant Director of Nursing {ADON), Dietary
Manager, and the respective nursing stafion, lfa
restdent was given a dletary recommendation,
she expected the nurse to contact the physician
for an order. Sha stated a MV! provided extra

_nutrlents to ald In wound healing which the

resident may not have recalved by po Intake.

Further {nterview with the DON on 01/19/12 at
3:45 PM, revealed when the multi-vitamin was not
ordered, on 10/04/11, she expected the staff to
contact the physician with dletary
recommendations.

A review of the Treatment Adminfstration Record
{TAR), dated QOctober 2011, reveaiod a weekly
skin assessment was complsted on. 10/07741.
However, there was no documented evidence of

FORM CHM5-2667{02.99) Previous Verslons Obacksie

Event 1D: RyIN i1

Feciily D; 100309

it continualion sheel Page 38 of 43




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

PRINTED: 02/22/2012

FORM APPROVED -
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPPLER/CLIA
AND PLAN OF CGORRECTION IDENTIFICATION NUMBER:

186312

(%2) MULTIPLE GONSTRUCTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETEQ

c
02J08/2012

NAME OF PROVIDER OR SUPPLIER

PADUCAH CARE AND REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZIP GODE
801 NORTH THIRD STREET

PADUCAH, KY 42001

X4} 1D
PREFIX
TAG

SUNMARY STATEMENT OF DEFIGIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

10 PAOVIDER'S PLAN OF CORREGTIDN

X8
PREFIX ’ {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

F314

Continued From page 36

the findings of the skin assessment In either the
nurse's notes or on a pressure wound
documentation form, even though the physiclan
had ordered a treatment on 10/02/11 for an open
area to the resident's cotcyx.

A review of the nurses’ notes, dated 10/08/11 at
6:30 AM, revealed the DON documented
*Resident has heen up all night, refusing {o lay
down, refusing medlcations. Educated resident
on nead to tay down to relfeve pressure off his/er
buftocks. Resident continues to refuse, Spoke
wilh daughtear this AM. States she and her
husband may try to come up today.” Further
review of a nurses’ note, dated 10/09/11 at 11:00
AM, revealed "Daughter here, helped resident
back to bed....."

F 314

An inferview with the DON, on 01/19/12 at 3:45
PM, revealed she was the nurse who worked
night shift on 10/09/14. She recelved report about
Resident #8's refusal to lay down during day shift.-
She was unsure of the exact time the resident sat
up in the wheelchalr prior to her arrival. She

stated she did not contact the daughter or the

physiclan that evening because she felt sha could
convinca the resident to go to bed. She stated
she was aware of the resldent's history pf
paranoid behavior, which she helieved
coniributed to tha resldent's refusal to lay down.
She stated she contacted the resident's daughter,
for assistanca, prior {o the end of the shift She
stated she explained the risks of being up ali
night in the wheelchalr and documenfed . She
further explained that being up In a wheelchalr for
the entlre shift could contribute to the worsening
of a pressure Ulcar, She stated the resident had
a pressure-rellaving cushion in the wheelchalr

& o
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during this incident; however, there was no
documented evidance of a cushion in pface.

A review of Resident #8's "Pressure Wound and
Skin Documentation Form," completed on
10/11/11, revealed a new Stage It wound on the
coceyx, measuring 7.9 centimeters {cm) length by
4.1 cm width, by 0.1 cm depth. However, there
was no documentied evidence the physiclan was
notifled of the new pressure sore or consulted to
alter treatmant.

A raview of Resident #8's significant change
Minimum Data Set {MDS), dated 10/14/11,
revealed the facllity assessed Resident #8 was
cognltively independent, and required extensive
assistanca to total dependence for Activities of
 Dally Living (ADL's). Resldent #8 was identified

to be incontinant of bowel, with a urlnary catheter.
The facllity assessed Resident #8 0 have cne
Stage il pressure ulcer that was noted to be
present Upon admission/reentry.

Review of Residant #8's skin assessment
completed on 10/18/11, revealed the cocoyx
wound had increased in size, measuring 8.8 cm
length by 4.8 cm width by 0.1 cm depth. The
facility faxed the physiclan notification, on
10418111, of the wound worsening; however, thera
was no evidence the physician received the fax
and no change In trealmant was recelved.

A review of tha physician's progress notes, dated
10/19/11, revealed the Nurse Practitionar (NP}
ordered a wound care consultation due to the
nurse's concern that the wound on the resident's
sacral area was not healing and that wound
continued to grow In size and had developed a
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dark center. However, the wound care .
consuttaton was scheduled for 10/31/11, twelve
days later. Record review revealed the NP did
not change the treatment orders on 10/19/11 and
the facliity did not nofify the physictan far a
change in treatment unti! seven days later, on
10428/11. On 10/26/11, a physician's order was
recelved to discontinue the border gauvze
tfreatment, and start Dakin's solutlon, wet to dry
dressings, to be changed daily.

An intervlew with Licensed Practical Nursa (LPN}
#2, on 01/20/12 at 2:39 PM, revealed she
complated wound assessments on Realdenf #0
and if there was & change in the wound, such as
worsening or odor, she contacted the physiclan
by phone andfor fax.
 specifics of the worsenlng of the wound from
10711111 through 1018/11,

Further record review revealed, on 11/01/11, a

Sha was unable o recal

wound odor was Identified by the DON; however,
there was no documented avidence the physiclan
was notified at that time. Per record review, the
resident's treatment was not changad until
14/07/11, whan the wound care center
discontinued the Dakin's solution and ordered
Santyl (Collagenase) 250 units/gram {gm})
olntrment toplcal (external) - on day shift and
avening shift everyday: soap and water, wash
wound to coccyx area, apply Santyl gel then
saf-gal, cover with dry gauze and secure with
medipore {apa twica daily.

An Interview with Resident #8's physician, on
01/20/12 at 400 PM, revealed ho expected the
staff to confact him ragarding dietary
recommendations. Additionally, he expected the
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staff to intensity treatment If the wound
deterlorated. He expeoted the stafflo
re-evaluate, adjust treatmsnt according to the
facllity's protocol, and notlfy him If there was a
change in wound status.

Further review of Resident #8’s medical record
revealad in the nurses' notas, dated 10/09/11 at
6:30 AM, tha DON documentsd "Daughter volced
concarn over edema and ‘blisters' on perl-area
and upper thighs.* Further review revealed a
change in condition form was faxed to the
physiclan about the edema; howevasr, it did not
include the daughters concern regarding the
blistered areas. There was no documented
evidence that a care plan was revised to reflect
the new "blisters,” or a non-pressure wound

documentation form was completed at this fime.

Areview of Resident #8's comprehensive care
plan, dated 10/14/11, revealed the facllity
ldantified a problem of, "Swelling to alf
extremities,” with Interventions lo include
medications as ordered, monitoring for new or
woraened condition, and fo notlfy the MD of any
changes. There was no documanted evidence
an Intervention was put into place to prevent
altered skin Intagrity io the extremitles.

Areview of the non-pressure wound and skin
condition documentation form, dated 10/25/11
(sixteen days after the daughter expressed
concern about blisier areas), ravealed a new
biister was identlfied io the ieft heel that
measured 4 cm length by 5 cm width, and a new
blistar to the right heel, that measured 5 cm
length X 6 cm width, A physiclan's order dated
10/26/11, revealed the staff were to, "Elavataffioat
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bilateral heels, check every two hours.” However,

neither Resident #8's comprehensive care plan

nor nursing aide care pian was revised fo reflact

the new Interventions to elevate/float bilateral

heels or to check every two hours.

Further Interview with the Dlrector of Nursing

{DON) on 01/19/12 at 3:46 PM, revealed wihen

the swelling was idenfified to extremities, on

10/14/11, a care plar should have bgen inltiated

to protect the skin integrity. She could not

provide an explanation as to why an Intervention

such as hesl boots was not implemented to

prevent alteration i skin Integrify per the

physiclan's order.
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