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A Recertiilcation/Abbreviated Survay was
condueted 11/02/10 through 11/06/10, and a Life
Safety Code Survey was ganducted on 11/04/10.
Deficlehcles were cited with the highest Scope
and Severity of 5 "G". ARO #KY00014835, ARO
KY00015504, ARO KY00015505, ARO
KY000165607 and KYQOC15609 were -
substantiated with no deflclencles clted. ARQ
KY00015284 was unsubstantiated with
deficlencies cited. ARO KYQ0018008, ARO
KY00014836 and ARO KY00016508 were
substantiated with deficiencles clted, ARO
KY00015283 and ARO KY00014837 were

F 226 | 483.13(0) DEVELOP/IMPLMENT F 226 . : D040
ss=p | ABUSE/NEGLECT, ETC POLICIES ‘ _ Please see next- e

- N poua—e,
The facllity must develop and implement written .
policies and procedures that prohiblt .
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT Is not met as evidenced’
by:

Based cn intarview and record review, it was
determined the facility falled implement.its
policies ralated 1o Immedlataly reporting alleged
violations invoiving misapproprlation of resldent co
properly to the State Agency far one (1) of B e .
twenty-seven (27) sampled residents (Resident T
#1). . . .

,&@&znwﬁn

n?’ﬁ‘ 7 N

i € i

| The findings include:

Review of Resident #1's medical record revealed
-| diagnoses which included Anxlety, Seizure

AHORATORY DIRECTOR'S OR PROVIDER/SUFFLIER REPRESENTATIVE'S SIGNATURE ‘ TTITLE %6 DATE
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Any deflclency statornent ending with an asterlsk () danotos a delljepey which the Inatitution may be excused from corraoting provitding it Is detarminod hat
othsgr sategu'a¥ds provide sufficient protection to the pailents. (See %’chllons.} Excapt for nuraing homes, the findings stated above ate disclosable 90 days
tollowing the date of survey whether or not a plan of correolion Is provided, For nursing homas, tha above findings and plans of correction aro disclosabla 14
days fallowing the date thess documents are made available to the facllty, If dellclencias are clied, an approved plan of carrestion 18 requislte to continued
program participation.
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F 228 Continued From page 1 F226) pegident #1had anew lock installedon | 188010
Disordat, and Ostecarthritis. Review of the " the cabinet in the room on 9-3-10. A
Annual Minimum Data Set (MD8) Assessment new key was given to the resident for
dated 08/06/10 revealed the facllity assessed the the new lock. Social Services will
resident as having modified Indepandence in daily interview every resident in the facility
declslon mal_clng. to determine a master list of residents
Intairview with Resident #1 on 11/03/10 at 10:00 T et 1t
AM, revealed someone had "swiped” the The Nursine S tail’)f il b educated on
resident's keys off of his/her belt, which was on the Fa cilit?zgxb wso Policies and _
the resldent's pants. Resident #1 reporied going Procedutes. which includes
to bed on the evening of 08/27/10 at - ocecl ""i_’iat. foro Thev will
approximataly 7:00 PM, with the keys on hisfher glfag’mtp q bm;lo Sgaft? f)rty " n{ i
belt. Further Interview revealed the resident e dca ¢ t}i( :11 a gvbop @
noticed the keys were missing the following Coordinator a:)e alege g ahuse
'| morning when he/she awoke. Resldent #1 stated violations must be reporte h

.................. heishe reportod the missing keys to steff lata.on. | . | | immediately totheir supervisorwhoin | .
the morning of 08/28/10. Resident #1 further tii Will Feport to thie Tacility ™
stated that on 08/30/10, whan malintenance staff administtation for follow up and wito
were able to unlock the cabinels in his room will then report to the state agency
(which the lost keys opened), it was determined W:w‘(}l;fgog’;)sﬁu?aﬁgf‘ble’ not o

! eXcee f
$16.00 dollars was missing. conference for nursing staff on 12-2-10
Review of the Resldent Abuse Report Form and nursing meeting on 12-14-10.
revealed the incldent ocourred either the evening The nursing supervisor will make
of 08/27/10 or the marning of 08/28/10. Further rounds every shift that will include
review of the Report Form revealed a search for . inquiring of the charge nurse about any
Resident #1's keys was Initiated on 08/28/10; incidents, including but not limited to,
however, a.chargs nurse fatied to immediately alleged abuse violations. This would
inform Administration of the miasing keys. Faclliity . then be reported to administration for
Adminisiration was not informed of the missing follow up which would then repott to
keys untll 08/30/10, The Repori Form further the state agency immediately (as soon
stated the state agencies were informed of the as possible, not to exceed 24 hours).
incidant on 08/30/10. Facliity Administration
.| conducted interviews In an effort to determine
whether keys had been misapproptiatad or lost,
but wete unable to identify a perpetrator. An
interview with the charge nurse conducted as part
of the fagility investigation Indicated the charge
nurse belleved the keys may have heen
FORM OMB-2667(02-89) Pravious Versions Obsolele Even! [D: 2T6V1{ Fagllfy I 100020 If continuation shest Page 2 of 44
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F 226 | Continued From page 2

misplaced and called ldundry In an effort to locate
them.

An Interview with the Sacial Worker on 11/06/10 -
at 10:.46 AM révealed he/she was aware the
allegation was not reported in a imely manner,
The alleged violation was reported by Resident #1
on Saturday, 08/28/10 to Certlfled Nursing Alde
(CNA) #5, who then reported to his/her charge
nurse. The ¢harge nurse failed to forward the
. | feport to administration. The alleged violation
was not reported to state agencles unfil 08/30/10,

Review of facility policy, "Social Services,
Resldent Abuse,” dated 12/01, stated-"all aileged

B ...|-abuse violations and all gubstantiated incldents ...
shall be-reported to the state agency immediately
(as soon as possib!e, and ought not to exceed 24
hours),"

F 2801 483.20(d}(3), 483. 10(k)(2) RIGHT TO

68=D | PARTICIPATE PLANNING CARE-REVISE CP

The tesident has the right, unless adjudged
Incompetent or otherwise found to be
incapacitated under the laws of the State, to
patticipate in planning care and freatment ar

changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that Includes the attending
physlclan, a reglstered nurse with responsibility
for the resident, and ottier appropriate steff 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 representative; and perlodically reviswed
and revised by a team of qualified persons after

F 226

‘been revised on 11-4-10 to reflect
discontinuation of splints to the elbows
F280|  and hands. In order to identify any
residents with incorrect orders/care
plans, every chart was thoroughly
reviewed during facility change-over
which was completed 11-30-10 for any
errors. Copies of all changes faxed to
pharmacy for updates were provided
for the MDS office who then corrected
any care plans by 12-3-10,
The Staff Development Nurse will
educate the nursing staff to update care
. plans at time of order changes. The

. MDS office will be educated to engure
that changes are made to the care plans
by verifying order changes against the-

~ day. Education conference for nursing
staff on 12-2-10 and nurses meetings
conducted on 12-14-10.

Res. #7°s care plans and orders have

care plan no later than the next business !

{220 -}o
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F 280 Continged From page 3 - F 280 The.MDS CP Coordinator will conciuct JA20-/0
each assessment. ‘ _ routine audits on 2 monthly basis to -

verify order changes are being reflected
on the care plans. This will be
monitored by the facility via the

- performance improvement process for

This REQUIREMENT s not mel as evidenced | ! one year to ensure compliance is
[by: . . S . achieved and maintamed and then wiil
Based on obgervation, interview, and record _be re-evaluated,

review, It was determined the facility failed to
ensure the Care Plah was réviewed and/or
revised to refiect Physician's Orders for one (1) of
twenty-seven (27) sampled residents (Resident

_| #7). Resident #7 had an Qrder to discontinue
splints to elbows and hands. However, the
intervention remained on the active Care Plan -
B I .| fourteen (14} months after the.Qrderwas-written. . | |

The findings Include:

Review of the Clinical Aecord revealed Resldent
#7 was admitted with diagnoses which included
Carebral Palsy with Congenital Quadriplegia and
_| Befzure Disorder, Review of the Physiclan's
Qrders for November 2010 revesled an Order for
a splint to elbows and hands for (4) hours a day.
Review of the Care Plan, revised on 07/20/10,
revealed an intervention for splints to elbows and
hands four (4) hours a day.

Observation of the resident on 11/02/10 and
11/03/10 revealed no splint was present.

Interview with Certifled Nursing Assistant (CNA)

#5 on 11/04/10 at 11:650 AM revealed she fook

care of Resldent #7 most days she was on duty.

She stated she had never applled a splint to the

resident. Review of the Daily Cara Record, used

by the CNAs revesaled no Inatructtons regardlng
the application of splints.
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F 280 | Continued From page 4 _  F280|
intarview with Registered Nurse (RN).#1 on
| 11/04/10 at 12:10 PM ravealed Resident #7's
| aplints ‘had besn discontinued "for a while". She
producad a copy of the original Order, dated
09/11/09, to discontinue the splints. The Verbal
Physlelan's Order was signed by the resident's
attending physiclan, -
Interview with Livensed Practical Nurse (LPN) #4
on 11/04/10 at 2:45 PM revealed when Orders
were recelved, (he transcribing hurse updated the
Resident Dafly Care Record. She stated a copy
of all new Orders was sent to the Minimum Data
Set (MDS} reviewers who were respongible for )
..... e TOVISInG the. Care Plan to reflect the Orders. ...l Do | E
interview with LPN #12 (MDS Nurse) on 11/04/10
at 2:50 PM revealed Care Plans were revised
quarterly. She stated MDS staff was respohsible
for ravigwing all new Orders and updating the-
Care Plans accordingly, Continued interview
revealed, regarding Resident #7's splints, the
Ordor was overlooked. . A |
F 2811 483.20(K)(B){l) SERVICES PROVIDED MEET - F 281  Res.#24 wasa closed record review. | /2-20-/0
89=0 PHOFESSIONAL STANDARDS Res. #6 has since been discharped from
' the facility. Res, #3 and #8 have had
The services provided or arranged by the facility their care plans revised in regards to
must meet professnonal standards of quallty, " areas of identified deficient practice.
Res. #3 was revised on 11-4-10, Res.
) . #8 was revised on 11-3-10. Bach RN
This REQUIREMENT is not met as evidenced Mg, will audit cach res. com;:ﬁng
by: curtent phyician orders f i
Based on observation, interview, and record safefy dgvgg:;?:g with ;i:?’i’;liimes’
Teview, it was determ ineg the facility faiilad to place. They will audit all orders, no
ansure services providad meet professional st th ’ C
standards of quality for four (4) of twenty-seven ‘l:llsu b:fii;;%g;(ig-ﬂll;g?n;f; are. This
(27) sampled residents (Residents #B, #6, #3, discrepancios will be imme diately
and #24).
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. F 281 Contlnusd From page 6 F281] ypdated by 12-17-10. This will then be 22540
_ ' audited on a monthly basis and :
Resldent #8 was Identifled by the tacllity as being - followed up through t he performance
at riak for pressure ulcers; however, the facllity improvement program.
tis 8506, Feaident #1 doveloped a Prossurs The Staft Devalopment Nurse will -
S . ped 3 educate the mrsing staff on
ore to the Left Heel which was unidentified by implementation of admission and -
the fagcility, before the surveyor requested a skin readmission care plans to address ail
| assessment be 9011'duc;ed. in addition, Resident areas of concern for a resident such as
#8 had a Physician's Order for the uss of an pain, alteration in mobility, potential
abductor splint/wedge, to ba used while the for skin breskdown, potential for
resident was in bed. The facility failed to _ infection, etc. Nursing stafF will be
Implemept the order. educated to update and revise all care
Resident #6 was admitted with an abdominal : ﬁﬂﬁ:ﬁgﬁmﬁe dchmgme em‘ng“d:%ge
incision site. Tha facility failed to develop an ! c
oa : will be educated to ensure that changes
S — Admissionfinitial. Plan.of Care related to.the nead | Lo o0 0 the care plans by verifyfng e | et
to monitor the resident's incision slte for signs and | + ord : lt’ the o Y I
symptoms of infeation, or to address the need to : fart ertﬁha'ges :gxzt“l’:s : ﬁ plan no
manitor the residsnt for risks and complications TherM]a)nS CE;’I;, ;i;mtess ]i’ " onduc
| related to recelving anti-coagulant medication. g u‘:im o it m‘;‘l’;hlyat‘;"‘:’;{u;‘:: d:r
The tacility falled to develop an Admisslonfinitial, changes are being reflected on the care
Plan of Care which addressed the need to ; plans. L
monitor Resident #24's incision sites for signs Nursing Supervision will conduct
and symptoms of infection. routine audits on admissions and re-
. ) admissions to verify that care plans are
Resldent #3 had Physician's Orders for mats a in place and verify that areas of concern
the bedslide at all times howaver, the facllity falled identified for the resident are such
to ehsuro the order was Implemenied/followed  noted. The wound nurse will assess
each admission and readmission on a
The findings include: daily basis and verify that any skin
areas of concern are such noted on the
1. Review of Resident #8's clinical record ~ care plans. The wound nurse will
roveslad the resident was admitted to the facility - conduct a monthly audit to ensure
on-10/27M0 with diagnoses which Included Status compliance with furning and
Post Left Hip Fraciure on 10/23/10 and IM Naling _ repositioning and validate correct care
{Intramedullary Nailing; a surgical progedure used plans in regards to skin needs and to
to treat fractures of long bones In which a metal ensurg res, are bein, stumed and .
rod is forced into the madullary cavity of a bong) teposittoned as needed/vrdersd. ng
Event iD: 2T8V{1 Facility ID: 100028 " .. If gontinuation sheet Page 6 of 44
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F 281 | Continued From page 6 . F281| Supervision education on 1~ 16-10, [3-&0 /8

of the Lefl Hip. - Further review revealed no
Minimum Data Set (MDS) Assessment had baen
completed bacause of the recent admission date.

Review of the Admission Physlcian's Orders

nurses meeting on 12-14-10.

- This will be monitored by the facility
via the performance improvement
, process for ong yeat to ensure

Education conference 12-2-10 and i

datad 10/27/10, revealed orders which Included
the use of an abductor splint/wedge to be
provlded while the resldent was in bed

comphance is achieved and maintained '
and then will be re-evaluated.

Review of the facility's, "Risk Factors that .
increase a Resldent's Susceptibliity to Develop or
to Not Heal Pressure Ulgers” form, revealed the
tacility assessed the rasident as being at risk to
develop pressure ulcers related to drugs affecting
awareness; pain, altering mobliity, fracture; and i
.................... drapaired.mobility,. ..o s
Revlew of the Admlssion/Initial Care Plan dated
10/27/10, revealed no documented evidence the
factfity developed a Plan of Care to address the
resident's potential for the development of
pressure ulcers, although the facility had
[dentifled risk factors.

Fieview of the “Resldent Dally Care Record”
dated 10/10 and 11/10, revealéd the resident
required the asslstance of iwo (2) staff related to
turning and repositioning, but it did not gpecify
how often the residentwas tobe
turned/repositioned. The Resident Daily Care
Record falled to address the use of the abductor
" | wedge, as a posltioning dav!ca.

Review of the Nursa's Note dated 10/27/10 at
5:00 PM, revealed the resident was admitted o
the facihly from the haspltal with & Left Hip IM
Nailing. Further review revealed the resldent had
| athree (3) inch incislon with eleven (11) staples
and-& two and a half (2.5) inch Incislon with ten

Event ID:2TeV11 if continuation sheet Page 7 of 44
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F 281

| Interview on 11/03/10 at 8:30 PM with LPN

Continued From page 7

{10) staples from the hip surgety, and a linear
skin tear to the feft thigh. According to the Note,
the resident was alert and orlented, continent of
howe! and bladder, and required the assistance of
two (2) staif for transfers.

Obaervation on 11/03/10 at 8:50 AM, during &
skin agsesament performed by the Wound Nurse,
revealed the resident had a 3.25 cm x 2.5 om
Pressure Sore, located on the left heel. The
Wound Nurae desérlbed the area as being purple
In eolor with "suspected daep fissue injury™,
Observation, at this time, revealed the resident's
abductor wadge was on a chalr, by tho resident's
bed.

Interview on 11/03/10 at 9:50 AM and at 10 30
AM with the Wound Nurse, revealed the
resldent's Pressure Ulcers had not been identified
by the facility. He indicated he was not sure why
the abductor plilow was not being used.

Interview with Certiflad Nursing Assistant (CNA) -
#9 on 11/03/10 at 10:15 AM and 1:40 PM,
Licansed Practical Nurse (LPN) #8 on 11/01/10 at
10:20 AM; and, CNA #30 on 11/03/10 at 2:30 PM
revealed staff ware unawate the resldent should
be utlilzing an abductor wedge.

Interview on 11/03/10 at 1;50 PM and on 11/04/10
at 4:00.PM with the Unit Manager, who was
assigned to Resident #8's unit, revealad the
resident should have had a Plan of Care, on
admission, related to the risk for pressure due to
decreased mobllity and the necd for tuming and
repositioning, as well as utilizing the abductlon
wedge.

E 281
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#68/Evening Shift Supervisor, revealed she had
completed the Admission Care Plan for the
residént on 10/27/10 and should have ensured
the resident had a Plan of Care to prevent skin
|oreakdown due to dacreased mobility. 'LPN #6

'| stated Interventions to ensure turning and
.repositioning, and the use of the abduotor wedge
should have baen in place,

Interview on 11/04/10 at 9:00 AM with the
resident, revealed he/she could turn him/herself .
to the right side but, had not been turning )
him/herself much, Reskient #8 further stated
he/sha could nat turn self to the right side due 1o
pain. The rosident stated staff had not been £
| assisting him/er with turning nbaduntil 1 e e |
yesterday when they found a "bedsore". '

‘| 2. Review of Resident #8's clinfcal record
revealed the resident was admitted to the facility
on 10/22/10 with diaghoses which included
Perforation of the Intestines with Total Colectomy,
and Dlabetes Mallitus. Further review revealed
there was no Minimum Data Set (MDS)
Assassmant or Comprehensive Assessment due
to the raecent admission date.

Observation of a skin assessment on 11/03/10 at
" | 2:46 AM revealed steri-strips were in place along
| the abdominal incigion site. ,

Review of the Admlssion Nurse's Notes dated

10/22/10 (no time noted) revealed the resident

| had an abdominal wound with thirty (30} staples
which were intact with slight redness around the

staples and scant drainage on the dressing.

Revisw of the Physlclan's Orders dated 10/22/10,
revealed orders for-an laland Dressing to the
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ahdominal wound every day after cleansing with
Sea Clens. Further raview of Physlclan's Orders
dated 10/28/10, revealed orders to remove the
thirty (30) staples and monitor steri-strips to
abdomen.

Review of the Admission Plan of Care revealsd
| there was no plan of care to address the,
resident's abdominal incision site or the need to
monltor the site for signs and symptoms of
infection. .

Further raview of the Physlcian's Orders dated
10/22/10, revesaled orders to start Coumadin five
{6) mliligrams {anti-coagulant medication) every
] Y, -@NCLLOVENOX Injection (anticoaguiant... |

- | medication) forty (40) milligrams every day for -
twenty.(20) days. Physiclan's Orders dated
10/28/10, revealed orders to hold Goumadin
taday, administer Vitamin K ten {10) miligrams by
mouth for one dose, and recheck the PT/INR
{Prothrombin Time /international Normaiized
Ratio (test used to detarmine the ¢lotting
tendency of blood) tomorrow. Further review of
the Physiclan's Orders dated 10/29/10, revealed
orders for Vitamin K ten (10) milligrams for one
day and check INR Sunday. Review of
| Physician's Orders dated 10/31/10, revealed
orders for Coumadin threé (3) milligrams overy
day and recheck INR Wednesday.

Review of tha Admission Plan of Care tevealed
the anticoagulants, and compllcations and Hsk
factors associaled with the medlcation wate not
addressed.

Interview on 11/05/40 at 9:50 AV, WIth Licensed
Practical Nurse (LPN) #8 revealed she had
admitted the resident an 10/22/10 and completed
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Ihe Admission Plan of Care. She stated she
should have completed a care plan to address
monitoting the resident's abdorminal incision site
for signs and symptoma of infection. She further
stated she should have completed a cars plan to
address the anticoagulant mediocation due to the
risk of bleeding.  Continued Interview revealed, " |
haven't had too much experience: with Care
Plang",

3: Review of Residont #24's closed record
revealed the resident was admitted to the facliity
on 08/16/10 with a diagnosis of Coronary Artery
Bypass Graft (CABG) on 08/11/10.

Review of the Resident Data Collection dated
08/16/10, rovealed the resldent had a midsternat
Inclslon, two (2) harvest site Incisions on the right
lowar leg and a one and-a half {1.6) centimeter
incislon to the right groln catheter site.

Revlew of the Admilssion Plan of Care revealad
no plan of care to address the resident's Inclslon
1 sltes or the nead to moritor tho sitee for signs
and symptoms of Infection.

Intarview on 11/05/10 at 5:00 PM with the Director
of Mursing revealed the Unlt Managers were to
review the new admission medical records the
day of admisslon, or the next day, and should be
checking the Admlssron Care Plans. She further
stated she was unaware the Admission Care
Plans were “not thorough'.

‘4, Review of Resident #3's medical record
revealed diagnoses which included Dementia and
Cerebrovascular Accldent (CVA). Review of the
Quarterly Minimum Data Set (MDS) dated
08/30/10, ravealed the facilily assessed the
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resident as sustaining a fall in the past thirly-one

| Summary (RAPS) dated 01/08/10, revealed the

_ | mats on both sides of the bed.
| interview on 1/03/10 at 4:1Q0 PM with the Unit

-{ revealed she wase not sure if the resident was to

residant ag having moderate Impalrment tn
cognltive skills and requiring extensive aselstance
with mpst Activities of Daily Living. Further review
of the MDS revealed the facllity assessed the

(31} to one hundred eighty days (180).
Review of the Residant Assessment Protocol

resident had a history of falls in the past 31-180
days, was nhon-ambulatory, and was to have a tab
alarm and mats at the bedside at ali times.

Review of the Comprehensive Plan of Care dated
01118/10, revealed the resident was at high risk
for falls, The interventions included mats to the
bedskie while In the bed.

Otservation of Resident #3 on 11/02/1Q at 4:456
PM, and 5:30 PM; and, on 11/03/10 at 8110 AM,
10:00 AM, 1:45 PM and 3:06 PM revealed the
resldent was in bed and thete was & fallmat on
the floor on the left side of the bed. .However,
there was no fall mat on the right side of the bed.

Interview on 11/03/40 at 4:00 PM with Certified
Nursing Assistant (CNA) #31 revealed she was
assigned to the resident consistently. She
chacked the State Reglstered Nursing Assistant
{SRNA) Record and stated the resident was to
have floor mats at all times. She further stated, -
she dld not reslize the resident was to have floor

Manager, who was assigned to the resident's unit,

have fall mats, After reviewing the Physiclan's
Orders she stated there were orders for fall mats
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at all times.
Further observation of the resident an 11/04/10 at
9:00 AM and 11:30 AM revealad the resident had
a fall mat on the left side of the bed, but no fall
mat.was obsetved on the right side of the bed, ‘as
per physlcian's orders.
| interview with the Unit Managef on 11/04/10 at
11:30 AM, revealed she had forgotten to tell
anyone the resident needed another mat. Further
.| interview with the Nurse Manager on 11/06/10 at
9:55 AM revealed the CNAs werd to check safety -
devlices to ensure they were In place at change of
shift when they did walk through rounds from
.. | reom ta room, - _
F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F282| | Res, #3, #11, and #12 are current with /;2 2075
88:zD | PERSONS/PER CARE PLAN - routine weekly skin assessments from
_ . © 11-2-10 to 12-14-10. Res. #3 had mats
The services provided or arrangad by the facllity to bedside discontinued by the
must be provided by qualitisd.persons in - physician on 11-4-10. All RN Mgr.’s
accordance with each tesident's written plan of conducted an audit of each :
care. - neighborhood to verify compliance and
-, completion of weekly skin assessments.
ak | This was completed by 12-14-10. All
g‘r;'ls REQUIREMENT s not met as evidenced resident charts with assessments from
i et d . 11-2-10 to 12-14-1 .
.Based on observation, interview, and record Res. #3 hgd ma:; dg?g%;u;;ﬁcian on
review, it was determined the faollity falled to 11-4-10. Bach RN Mgr. will audit each
ensure sorvicas ware provided In accordance with —_ o
oach resident's written Comprehensive Plan of for ;;;ﬁpaz?:f :Eg‘g&{:;agtgr ‘:&r&
Care for three (3) of twenty-seven (27) sampled what is in pla(;e. They will audit all
resldents (Resldent #3, #11, and #12). _ " orders, not just thoso to be on the plan
' . of care, This will be dons by 12-17-10.
The findings include: Any discrepancies will be immediately
: . dated by 12-17-10. This will then be
1. Review of Resldent #3's medical record upcs .
revealed diagnoses which included Dementia and audited on a monhly basis and
Cerabrovascular Accident (CVA). Review of the ' \
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F 282 | Continued From page 13 F 282] . followed up through the performance i2-26~18
Quarterly Minimum Data Set (MDS) dated improvement program for one year and
0830110, revealed the facliity assessed the then re-evaluated. - -
resident as being moderately impaired In. Tho Staff Development Nurse will

‘cognitive skills, resisted care, and as physically educate the nursing staff on
abusive. Further review of the MDS revealed the jmplementation of physician orders to
facility assessed the resident to require extensive ‘be placed on the SRNA flow record
.assistance with most Activities of Dally Living, and the care plans on 12-14-19.
| incontinent of bowel/bladder, and sustained a - Nursing staff will be educated to update
“f4ll In the past thirty-one (31) to ane-hundred and revise all care plans as orders are
e]ghty days (1 80). : changed and/or care needs are
identified on 12-14-10. The IDT Team
Fievlew of the Resldent Asaessment Protocol will be educated to carry over any care
Summary (RAPS) dated 01/08/10, revealed the planned interventions that would affect
resldent had a history of falls in the past 31-180 daily care (behaviors, etc.) on to the
days and was to have ihe bed at the lowest SRNA daily care record on 12-14-10.
position when in bod, & tab alarm when in bed, The MDS office will be educated to
and mats at the bedside at all times. ' ensure that changes are made to the
_ care plans by verifying order changes
Review of the Comprehenslve Flan of Care dated against the care plan no later than the
01/18/10, revealed the rasident was at high risk next business day.
for falls. The goal stated the resident would be The MDS CP Coordinator will conduct
free of self Injury related to falls, and the routine audits monthly to verify order
interventions included; mats to the bedslde while changes are being reflected on the care
in the bed. | plans. ‘ '
] Nsg. Supervision education on 11-16-
Observation of Resident #3 on 11/02/10 at 4.45 ‘ 10. Education conference 12-2-10 and
PM, and 5:30 PM; and, on 11/03/10 at 8:10 AM, nurses meeting on 12-14-10.
10;00 AM,1:45 PM and 3:05 PM revealed the This will be monitored by the facility
resident was In the bed and there was a fall mat via the performance improvement
on the floor on the left slde of the bed. Further process for one year to ensure
observation revealed there was no fall mat on the compliance is achieved and maintained
right slde of the resident’s bed. and then will be re-evaluated.,
Interview on 14/03/40 st 4:00 PM wih Certifled o Stall Do e s ™
ucate the SRNA’s on following the
Nursing Assistant (CNA) #31 revealed she was SRNA dai 412910
assigned to the resident consistently and was not aily care record 12-2-10.
sure If the resident was to have fall mats on both
sides-of the bed. After checking the State
| Registered Nursing Assistant (SRNA) Record,
FORM CMS-2667(02-00) Pravious Varalons Obsolale Evént ID:276V1 Facllity 1D: 100028
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she stated the resident was to have floor mats al - educate the nursing staff on timeliness
all times on both sides of the bed. of the weekly nursing skin assessment

' ’ . : and the schedule to follow for such on

Interview on 11/03/10 at 4:10 PM with the Unit [, 12-14-10, The Resident Care .
Manager assigned to the resident's unit, revealed . Managers will conduct a weekly audit
she was not sure if the resident was to have fall of the weekly nursing assessments to
mats on both sidas of the bed. ' ensure timely completion. :

_ ' _ i The MDS$ CP Coordinator will conduct
{ Further observation of the resident on 11/04/10 at . randora (10 per monih) audits to be
9:00 AM and 11:30 'AM reveafed the resident had reported with quarterly and annual
a fall mat on the left side of the bed. However, reviews to verify specialized _
there was still no fall mat on the right side of the |- interventions that affect daily care are
| bed | also placed on the SRNA daily care
: ' record.
Interview.with the Unit Manager on 11/04/10 at This will be monitored by the facility
'11:30 AM, revealed she had falled to tell anyone . via the performance improvement

the resident needed another mat. Further " process for one year to ensure

interview with the'Nurse Manager on 11/05/10 at compliance is achieved and maintained |
9:55 AM revealed it was the CNAs responsibility and then will bo re-evaluated. !

to check safety devices to ensure they were In
place at changs of shift when they did walk
through rounds from room to room.

In addition, Resldent #3's Resident Assessient
Protocol Summary (RARS) dated 01/08/10,
revealed the rosident was resistive to care and
combative with staff at times. The RAPS also
revealad the resldent was occasjonally
incontinent of bladder and required stedf support
for incontinence care.

Reéview of the Comprehensive Plan of Care dated
1 0171810 revealed the resldent resisted care at.
fines and had eplsodes of combative behavior.
The interventions Included leaving the resident
alone for a few minutes when an eplsode
oceurred; and returning later to contihue care.

| Review of a Nurses' Note, written by the Unit
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Manger and dated 10/12/10 at 12:00 PM,
revealed the resident was upsst and combative
with staff changing his/her depends. The Note
further stated the resident ripped off the clean
depends and refused to allow staff to asslst the
resident with pulting ancther depends on.

Interview on 11/06/10 at 10:40 AM with Certifted
Nursing Assistant (CNA) #21, revealsd she was
assigned to the resident on 10/12/10 at 12:00 PM
whan the resident was heing combative. She
stated the resident inftlally agreed to have his/her
adult briet changed, and then began "screaming
and hitting" het while she was changing him/er.
She stated she went {o gat CNA #20 to assist her
because she did not think she gould leave the
rasident lying oh a solled pad and exposed with

-| nobrief, Continued interview revealed the iwo (2)
| aides finished the incontinence care and applied
A new brief while the resident was resistive,
*fighting, yelling, and screaming". Further
intarview revealed she'was unaware the rasident
had a Gare Plan Intervantion to leave the resident
alone and come back later if the resident was

angry.

Further review of the RAPS dated 01/08/10,
revealed the resident was at risk for pressure
ulcers related to decreased mobility due to
diagnoses of Congestive Heart Failure, Asthme,
.| Lung Cancar, and Incontinence of bowelbladder.
The RAPS further stated waekly skin
assessments were to be completed and
dacumentad by licensed nurses.

Revlew of the Comprehensive Pian of Care dated
01/18/10 revealed the resident had the potential
for skin breakdown. The interventions Included &
head to toe skin assassment which was {0 be
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_complelad waekly.

‘refused).
.| Interview on 11/05/10 at 9:65 AM with the Unit

.revealed Skin Assessments were to be done

' oorrectlon yef regarding the skin assesaments, .

| requiréd & head to toe skin assessment weekly,
Review of the Care Plan dated 09/11/110, revealed | -
an Interveption for "head to toe skin assessments |

Continued From pege 16

Review of the Weekly Skin Assessments
revealed there was no documanted evidence of a
skin assessment completed from 08/13/10
through 08/27/10, (14) fourteen days, and from
08/27/10 through 09/11/10. (A skin assessment
wag attompted on 09!11/10 and the resident

Manger, who was assigned te Resident #3,

weekly. She stated she tried to audit every chart
weekly and was aware there wete issues with the
Skin Assessments net heing completed. She

turther stated, shie had not implemented a plan of

2. Raview of the clinical rebord revealed
Resident #11 was admiited with diagnoses which
inoluded Chronlc Obstructive Pulmenary Dissase,
Congestive Heart Failura, and Depression. In
addition, the resident was Status Post
Corebrovascular Acoldent (CVA) and required
assistance with bed mability and transfers,

Review of the Resident Agsessment Protocol
Summary (RAPS) dated 07/02/10, revealed
Regldent #11 had a history of pressure ulcers.
Due to the residant's history and ongalng
dependence for bed mobility, high risk for the
development of.new pressure areas, 1he resident

weekly and PRN {as heeded)."

Review of Resident #11's Weekly Nursing

Fas2
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Con'tlnued From page 17

Assessments, which included a head to toe skin
assessment, revealed no assessment was

completed between 08/16/10 and 10/06/10. After | -

the 10/08/10 assessment, the resident was nat
assessed again untl 10/27110.

'| 3. Record review revealed Resident #12 was

admitted on 03/15/10 with dlagnoses which
includad Hypertenston, Congestive Heart Failure,
Depreasion, Weakness and Debility.

| Review of the RAPS dated 05/18/10, revaaled the

facitity Identified that Resident #12 required
assistance with bed mobllity and was frequently
incontinent of bowe), which Increased the risk of

" | pressure utcer formation. The RAPS indicated

the resident was to have a head to tos skin
asgsessment coinpleted weakly.

Review of the Cara Plan dated 08/19/10 revealed
Resident #12 was a high risk for skiih breakdown,
The Plan of Care includad an intervantion for a
"head o toe skin assessments weekly and PRN
(as needed) "

Review of Resldent #12's Weekly Nursmg
Assessments rovealed no skin assessments -
were completed betwean 08/28/10 and 10/19/10.
interview with the Resident Care Manager on
11/03/10 at 10:00 AM revealed the weekly skin
assessmants should have been conducted.

Obsarvation. of the head to top assessment, by
Licensad Practical Nurse (LPN) #20 on 11/03/10

‘at 3:10 PM revealed a Stage |l Ulcer on the
oocoyx which was covered with DuoDerm

dressing. Review of the Wound Care Nurses'
Note dated 11/03/10 at 1:00 PM revealed the
newly identified area measured 0.5 ce_mtlmeters

F 282
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Interview with Licensed Practical Nurse #13 on
11/03/10 at 2:25 PM revealed the floor.nurse was
responsible for performing weskiy skin
assessments on each resident. She stated if a
new pressure area was identitiad, the Wound
Care Nurse was notiflad, Continued Interview
revealed while the resident was recelving
treatrnent by the Wound Care Nurse, the flaor
nurse should slll be completing the weekly
assessments
Intetview with thé Resldant Care Manger on
11/03/10 at 2:40 PM revealed the Wound Care
Nurse measured all [dentified ulcers on Mondays,
but did not perform full skin assessments. She
| stated the fioor nurse was responsible for
.completing weekly head to toe skin assessments.
Review of the faclity's Wound Care Palicas and
Procedures revesled "the Charge Nurse will
assess all resldents waekly using Skin
Assassment Form". . : . '
F 300 | 483.25 PROVIDE CARE/SERVICES FOFI F 309 Res. #22 was a closed record review. C | 2b
88=D | HIGHEST WELL BEING Res. #3 has had follow up evaluations :
E K _ conducted by the physician and the
Each resident must recslve and the facllity must MD and interdisciplinary team have
provide the necessary care and services to attain reviewed and revised the plan of care
or maintaln the highest practicable physioal,. - as of 11-4-10.
mental, and psychosocial well-being, In : The Staff Development Nurse will
accordance with the comprehensive assessment conduct education with the mmsing
and plan of care. . . staff in regards to the proper procedures
Co regarding falls, the investigative
« process for incidents, and necessary
. . . dacumentation for such on 12-2-10 via
This REQUIREMENT Is not met as evidenced education conference and nurses
by. -
| Baged on observation, Interview, and record

FORM GM8-2887(02~99)ProvlousVeralons Obsolete . Eveniib:2Tevil Faclity D; 100020 - " if continuaiion shast Page 19 of 44
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review, It was dstermined the faclfity failed to
ensure each resident received the necossary care
and services to attain or maintain the highest .
practicable physical well baing for two (2) of
twenty-seven (27) sampled residents (Resldent
#22 and #3). - o .

. | Residant #22 sustained a fall on 02/18/10. The

resident was not assessed by the nurse, no fall.
investigation was initiated, and the nurge falled to
taport the incldent to any other nurse or to the
supervisor.

Resident #3 was asséssed to have pain and
bruising to the left hand and wrlst on 10/18/10.

| The physician was notified and X-rays ardeted.

There was no documented evidence of further
assessment and monitoring of the resident's left
hand and wrist. Observation on 11/03/10
revealed the resident’s left hand was flexed and
the resident was unable to fully extand the left
hand without complaints of paln.

.| The findings inclhde:

1, Review of tHe Nurses' Notes, dated 02/18/10
at 5:00 AM, revealed a Certified Nursing Assistant

1 {CNA) approached Licensed Practical Nurse

(LPN) #11 and reported Resldent #22 had been
found on the floor beside the bed. The'CNA
assisted the rasident back to bed and reported
the resident had no problems. Review of the
Nurse's Notes, dated 02/18/10 at 6:00 AM,
revealed the CNA assisted the resident to the
bathroom and reported the resident exhibited no
problems and volced no complaints refated to the
"racent incident”,

. | Continued review of the clinical record revealed

above in addition to the definition of a
fall and the requirement for a mse to .
assess the resident.

A change in condition form will be
placed with nursing shift report. This

- form will list the resident name,

condition that needs to be monitored
and followed up with documentation.
The documentation guidelines will be
attached for quick review. The form
-will be revised on a weekly and/or as
needed basis by each Resident Care
Manager. Nursing Supervision will
utilize this form to conduct routine
weekly audits on follow up
documentation completed by the staff
nUrses.

All residents from 11-2-10 to 12-14-10
have had weekly pain assessments
completed and any new pain has been
addressed via the new change in
condition form and followed up with
nursing supervision audits.

The facility will monitor this via the
performance improvement process for
_one year and then will re-evaluate.
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no documented avidence the resident was
assessad at the fime of the fall. In adcdition,
although the falf occurred on 02/18/10 at 5:00
AM, there was no documented evidence the
resident was assessed after the fall untll 02/19/10
at 72456 PM.

Review of the Nurses' Notes, dated 02/19/10 at

5:00 AM, revealed a CNA reported the resident

| was complaining of pain and the nurse took &
palin plll to the resident. According to the Note the

tesident was fying in bed with syes closed, and

.| showing no grimacing, or signs of distress,

Continued review of the Nurses' Notas, dated
02/19/10 at 7:30 PM, revealed during shift reponrt
the resldent informed the oncoming CNA she/he

| needead to ba assistad with breakfast because of
a fall the previous night. Review of the Note at
7:45 PM revealad the nurge entered tha resident's
room and noted the resident was in the bed, and
bruising and swelling wes noted to the right upper
arm and shoulder area. Continued review of the
Notes at 8:30 PM, revealed the Phyalclan was
assessing the resident for complaints of right
shoulder pain and ordered an X-Ray. The Note
timed 5:00-PM revealed a call was recelved from
Moblle Imaging, stating there was preliminary
finding of a Fracture of the Right Shoulder.

Review of the Physician's Order dated 02/19/10
at 6:00 PM, revealed Orders to send the resident
to the hospital emergency room. Review of the
Hospltal Discharge Summary dated 02/24/10
revealed the resldent was diagnosed wilh a
Closed Fracture of the Humerus. .

The facility was unable to provide evidence an
investigation was Initiated for the fall on o_zﬁ 8/10.

F 302
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Interview with LPN #11 on 11/05/10 at 4:30 PM
revealed the nurse learnad from & CNA, Resident
#22 had fallen to the floor besgide the bed. The
nurse stated she did not check the resident
hersplf, as the aide reported the resident did not
geem to be having any problems, Contlnued
interview revealed the hurse did not consider the
incident a true fall since the resident had a low
bed and was found on the fall mat beside the hed.
She further stated she probably should have gone
and checked on the resident harself.

Upon further interview, LPN #11 explained the
procedure to follow after a fall. The nursg should
check the vital signs, assess the residant for
Injury, initiate a fall incident report, and add a note
to.the “shift report” for the supervisor. The nurse |
acknowledged she did not follow the procedure:
she did not assess the resident, initiate a fall
report, or inform the supervisor of the fall.

interview with the Director of Nursing (DON) on
11/06/10 at 4:40 PM revealed if a resident was
found on a mat beslide the bed, It was considered
afall. She stated the nurse should chaok the vital
signs, complete an agsessment, notify the
Physician and family, and Inltiate & "falls packet", .

2. Raview of Resident #3's medical record
revealed dagnoses which included Dementia and
Cerebral Vascular Accident (CVA). Review of the |
Quarterly Minimum Data Set (MDS) dated
08/30/10, revealed the facilily asgessed the
resldent as having short term memory loss and
moderate impalrment in cognitive skills.” Further
. | review of the MDS revealed the facllity assessed
the resident as requilring extensive assistance
with most Activities of Dally Living, and having no

. FORAM CMS-2667(02-08) Previous Vorslonse pbaurela " BventID: 276V Faclity £): 100028 If continuation sheet Page 22 of 44
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functional limitations with Range of Motion
(ROM)..

Review of the Nurses’ Notes dated 10/18/10 at
10:00 AM revedlad the resldent's Power of
Attorney (POA) was in to visit and the resident
had complainad of pain in the left hand and wrist
area. The Noie further stated thare was purple

| bruising noted to the area. Further review of the
Note revealed the nursa altempted to assess the

area and the resident yelled out when touched.
The Note revealed the resident's hand was up on
a plilow and paln medication was given as
scheduled. The Note further stated the Physiclan
was notified and an otder was recsivedtodo a

| Stat-X-Ray.

Further review of the Nurses' Notes revealed
there was no documented evidence of further
assessment and monitoring of the residant's left
hand and wrist after 10/18/10.

Revisw of the Physician's Order Sheet and
Progress Notes dated 10/18/10 revealed orders
for a Stat X-Fay to the loft lower arm, wrist, and
hand, due to paln and a cold pack to the left hand
thres (3) times a day for tive (6)days.

Review of the X-Rays obtained 10/18/10 revealed
no evidence of fracturés of the left forearm and

the left hand, and-no evidencs of aoute fractufe or

significant chronio arthritic change in the left-wrist.

Observation of a ekin assessment on 11/03/10 at
1:45 PM, with the Wound Nurss, revealad the
residents left hand was flexed, and the resident
would not allow the nurse to extend his/fher hand,
The reslident complained of pain with touching the
hand. Interview with tHie Wound Nurse at the time

F. 308}
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| of the skin assessment revealed he was unaware
tha resident weg having pain and was unable to.
extend the left hand. - . :

Interview with Resident #3 on 11/03/10 at 3:15
PM revealed the resident could not open histher |
left hiand due to pain and soreness, although the
resident used to be able to open hie/her hand.

interview on 11/03/10 at 4:00 PM with Certified
Nursing Assistant (CNA) #31 revealed she was
- | assigned to the resident, She stated the resident
| used histher right hand for everything and
complained of his/her left hand being sore. She
stated she did range of motion (ROM) during care
and the resident would not allow ROM to the left
hand. -

Interview on 11/0410 at 2:00 PM with CNA #18
revealed she had been assighed to the resident
the past month. She stated, the resident’s left
hand "worked fine" in the past. However, the

| residant no longer used his/her left hand. She
stated she had informed the nurses of continuad
soreness of tha left hand.

Interview on 11/04/10 at 3:00 PM with ihe evening
. supervisor/ LPN #8, who was [n charge of
Resident #3's unit on the evening shift, revealed
the-facility protoco! was to assess and monitar for
* | seventy-twe (72) hours or longer If needed after a
change In condition or injury. She further stated
no one had reported the resident was still having
pain and usually the aldes would tell the nurses it
thera was a change in condition. '

Interview on 11/05/10 at ©:50 AM with LPN #8
who was assigried to the resident, revealsd when
she completed skin assessments prior to

FORM CMS-2607(02-00) Proviaus Verslons Ciosolete Event ID:2TEV14 Faollity ID: 100020 if continustion sheel Page 24 of 44
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- have pain In the left hand on 107/18/10.

1-and the pain may be related to Pseudogout, She

Continued From page 24

10/18/10the resident was able to open and
extend the left hand. Howaver, the resident's [eft
hand was more sliff now. She further-stated the
resident would accasionally ask far pain
medication which was usual for the resident.

Observation of the resident oh 11/0310 at 4:15
PM with the Unit Manager assigned to the
resldent, revealed she wag unable to open the
résldent'’s left hand. The Unit Manager stated no
one had reported the resident was sfill having
pain with the left hand or not able to extend the
left hand. Further interview with the Unit Manager
on 11/05/10 at 8:55 AM révealed the nurses were
1o wrlte changes in resident's condition on the
Twenty-Four. Hour (24) report and the nurses
wore to follow up, She fulther stated there should
have been follow up assessment; monitoring and
docurnentation after the resldent was noted to

Interview on 11/04/10 at 6:00 PM with the Direcior
of Nursing (DON} revealed Resldent #3 should |
have been assessed and monitored with
dooumentation evary shift for at least twenty-four
(24) hours after complaints of pain in the left
hand,” :

Interview on 11/04/10 at 12:00 PM with the
Allending Physlolan revealed she was unaware -
the resident was slill having pein in the laft hand,

further stated she saw the resident "today" and
noted he/she was able to open the hand “most of
the way®. Continued Interview revealed she had
Just ordered Cecupational Tharapy and a repsat
X-Ray after belng notifled of the continued
paln/soreness of the left hand.

F 308
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Interview on 11/04/10 at 4:00 PM with the
Occupational Therapist revealed she had
screaned the resident 08/10 and there were no . . i
 concerns with the resklent’s left hand at that time. ' ‘ S ' ;
She further stated she had Just screened the -
resident and he/she would not allow her to open
the left hand, She stated the resident was
holding his/her hand closed from soreness and
the hand could become contracted if not
addressed. Review of the Intordisciplinary
Therapy Scraening dated 11/04/10 revealed the
resldent was soreened far left wrist/hand ROM
and pain. Further review of the Screening
revealad recommendations for & Oceupational
Therapy Evaluation pending the results of the
X-Ray for ROM and Splinting as needed.

T o i
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;

Although the resident complained of left hand
palnh on 10/18M0; there was no dosumented

| evidenoe of further assessment, monltoring and
documentation after 10/18/10. In addilion;
aithough the resident was unable to extend the
{eft hand due fo soreness and pain, there was no
ovidencs the facility addressed the Issue until
surveyor Intarvention,

Review of the facilily, "Documentation-Change In
Condition Pellcy', revealed "aside from weekly
charling; Incidents or changes with residents that ) :
arise will require more frequent dooumentation.” L - i
The Polioy further stated, a incldent or Fall ' ' :
required every shiit documentation for 24 hours if
there was no emergency room vistt, and requlred
every shift documentation every shift for three (3)
days if thare was an emergsncy room visit.
Further review revealed a change in physical or
functional status required every shift
documentation until resolved; or for 24 hours.

F 314 483.25(c) TREATMENT/SVCS TO F314 S‘:ee M} o 0oae 12009
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5S=6 | PREVENT/HEAL PRESSURE SORES

.Based on tha comprehensive assesament of a
resident, the facllity must ensura that a resident
who enters the facllity without pressure sores
does not develop pressure sores unless the.
Individual's clinical condition demonstrates that
they were unavoldable; and a resident having
pressure sores receives necessary treatment and

prevent new sores from develaping.

This REQUIREMENT s not met as evidenced
by: ) '

Based on observation, interview, and record
review, it was determinad the facility falled to

‘| ansure a resident who enters the facility without
pressure sores did not develop pressure sores for
one (1) of twenty-seven (27) sampled residents
(Resident #8). ' . _

Residant #8 acquired a Pressure Ulcer to the Left
Heel which was describad as a three (3)
centimeter (cm) x two and & half (2.5) om area,
purple in color, with suspscted desp tissue Injury.
Tha Pressure Ulcer was acquired at the faclllty, -
and unidentifled by the facllity, untii the surveyor
requested a skin assesement on 11/03/10, at 9:50
AM. -

The tindings Include:

Review of Resident #8's medical record revealed
the resident wag admitted to the facliity on
*10/27/10 with diagnoses which included Status

(Intramedullary Nalling (surgical procedure used
to treat fractures of long bones in which a metal

sorvices to promota healing, prevent infection and [

Post Left Hip Fracture on 10/23/10 with IM Nalling

- applicable. )
. The Staff Development Nurse will

" regards to the audit findings related to

(f(d,) [2] SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION X8}
PREFIX (EACH DEFICIENCY MUST RE PREQEDED BY FULL PREFIX (EAQH CORRECTIVE ACTION EHOULD BE COMPLETION
TAQ REQULATORY OR LBC IDENTIFYING INFORMATION) . TAG CROBS-REFERENCED TO THE APPROFPRIATE DATE
] ) ' .. DEFIGIENGY) T ' )
F 314 | Gontinued From page 26 F314|  Res. #8°s care plan has since been asio|

reviewed and revised on 11-3-10. All
residents from 11-2-10 to 12-14-10
have had weekly skin assessments
completed which would identify if they -
had any skin areas which were not
previously noted. All resident skin
conditions have been addressed where

conduct education with the Nursing
staff on facility protocols on turning
and repositioning on 12-2-10 via
education conference and 12-14-10
nurses meeting,

The Wound nurse will assess cach
admission and readmission on a daily
basis and verify that any skin areas of
conoern or potential for skin
breakdown is addressed through.
applicable orders and care plans. This
will include prevention methods and
freatments. :

The facility Womnd Nurse will conduct
monthly audits to ensure compliance
with turning and repositioning. The
Wound Nurse and/or designee will
review admission and readmission care
plans to ensure any skin areas of
concern and potential for skin
breakdown/pressure areas have been
identified in the care planning process.
The treatinent nurse will report
maonthly in the facility performance
improvement program mesting in

pressure Sore prevention, treatments
and services.
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have maximum functional mability. The
‘| interventions included full weight hearing stalus

alert and otlented, was continent of bowel and

rod.ls forced into the medullary cavity of a bone))
of the Leéft Hip. Further record review revealed
the Minimum Data Set (MDS} Assessment had
not haen completed dus to the recent admission
date. '

Review of the facllity's, “Risk Factors that
increase & Resident's Suscepliblity to Devalop or
to Not Heal Pressure Ulcers” form, revealed the
resident was at risk of daveloping pressure ulosrs

related to drugs affeoting awareness, paln alteting )

mobility, fracture, Impalred mobility, Thyroid
Dissase, Chronic Obstructive Pulmoneary Disease
(CQPD). and ebrasions/bruises.

Review of the Admissicn Care Plan dated
10/27/10, revealed the resident had a Hip
Fraoture with a goal stating the resident would

and monitor for pain. There was no plan of care
to address the resident’s potential for skin
breakdown. K

Review of the Resident Dally Care Record (Nurse
Alde Care Plan) dated 10/10-and 11/10, revealed
the resident required the assistance of iwo (2)
staff for turning and repositioning. However, the
Racord did not specify hoiv often the resident was
to be tutnedfirepositioned. - -

Review of the Nurses' Notes dated 10/27/10 at -
5:00 PM, revealed the raskdent was admitted to
the faclilty from the hospltal with-a three (3) inch
incislon with eleven (11) staples and a two and &
half (2.8) inch Incision with ten (10) staples from
thio hip surgery, and a linear skin tear to the left
thigh. According to the Note, the resident was

 performance improvement process for
. onte yoar and then will re-gvaluate,
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bladder, and required the assistance of two (2) -
siaff for transfers. Continued review of the Noles
revealad there was no documented evidence of
skin hreakdown to the leit heol. .

Review of the Wound Care Nurse's Notes dated
10/27/10 at 10:00 PM revealed the resident had
ataples to the [aft hip incision site and a skin tear
to the left thigh. Centinued review of the Wound
Care Nurse's Notes dated 10/28/10 through
11/02/10, revealed there was no evidence of
pressure ulcars on the left heel..

Further raview of the Nurse's Notes dated
10/28/10 through 11/02/10 revealed thare was no
documentad evidence of akin breakdown to.the -
left heel. i addition, there was no dacumented
evidence the resident was belng assisted with
turning and repositioning.

-I-Review of the AdmIssion Physiclan's Orders - | - -+ oo
dated 10/27/10 revealed orders for Alos Vesta to
the huttacks due to rednesa, every shift and as
needed unm resolved. :

Review of the Physiclan's Orders dated 10/28/10
revealed orders to discontinue the Aloe Vesta to
the butlocks sacondary to no redness,

Observation on 11/03/10 at 9;50 AM during a skin
agsessment petformed by the Wound
NuraefLicensed Practical Nurse #14, revealad the
resident had a Prassure Ulcer which the nurse
descrlbed as a 3.25 cm X 2.5 cm Pressure Ulcer,
.purple in color with "suspected deep tissue
injury." Further observation revealed the resident
hed staples In the laft hip.

‘[ntervlew on 11/03/10 at 8:50 AM and at 10:30-
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:Daily Care Record” when providing care.

AM with LPN #14 revealsd the pressure ares was )

new and had not besn identified by the facilily.
He further stated staff relied on the resident to
turn him/harself: however, the rasident "was hot
dalng that reat well”. '

Interview on 11/03/10 at 10:15 AM and 1:40 PM
with Certifled Nursing Assistant (CNA) #29 _
revealed she was assigned to the resident, She
stated the residant turned and repositioned
him/erself and the only thing she had done for
the resident during the shlft was to déliver the
resident his/her breakfast tray. Continued
interview revealed she was unaware the resldent
had any skin breakdown to the left heel.
Continuad interview revealed she checked the
"nurse alde care plan" which was the "Resident

Interview on 11/03/10 at 10:20 AM with LPN #8

and 11/03/10 on.the day shift, revealed she was
unaware the resident had skin breakdown. She
stated she did rounds during the shift and the
resident was to be assisted as needed-with
turning and repositioning.

Phone interview on 11/03/10 at 2:30 PM with CNA
#30, who was assigned to the residenton the |
evening and night shift for 11/02/10, revealed the
resident turned and positioned him/ herself in the
bed and did not need assistance. She staled the
resident was continent and only needed the urinal
amptled so she did not check his/her skin. She
stated the aldes went by the "Resident Dally Care
Regord" when providing care. '

Phone interview on 11/03/10 at 3:00 PM with CNA
#19 revesled sho was assigned to the resident on

(X4) ID SUMMARY BTATEMENT OF DEFICIENCIES 14} * PROVIDER'S PLAN QOF CORRECTION - X5)
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Continued Froim page 30

11/02/10 on the day shift, and had asslsted the
resident with & bath on 10/28/10 and 11/01/10.
She stated she was uhaware of tha resident
having Pressure Ulcers; however, she did notice
the resident's "bottom was kind of red". She
turther stated she Informed LPN #8 and Alce
Vesta was applled.. Further interview revesled
she did not agsist the resident with furning and
repositioning because the resident turned him/
herself,

Interview on 11/03/10 at 1:50 PM and 11/04A10 af
4:00 PM with the Unit Manager, who was
assignad 1o the resident, revealed the resident |
was unable to completely tumn self to the gidein
the bed and should be asslsted with turning and
positioning. She was unaware staff were not
turning and posilioning the resident.

Intervlew on 11103!10 at3; 30 PM w[th LPN

admitted the resident to the faclilty on 10/27/10
and completed the Admigsion/initial Care Plan.
She further stated the resident should have had a
Plan of Cars to prevent skin breakdown due to
decreased maobility, with interventions to ehsure
turning and positioning.

Interview on 19/05/10 at 5:00 PM with the
Occupational Theraplet (OF) revealed the
resident was currently racelving Oecupational
Therapy and she had completed an eveluation to
assoss the resident's ability to to turn and position
in the bed. She stated she would not depend on

the residant to turn on his/fher own because the

resident nasded reminders, guidance, and
minimal assistance 1o tum in the bed. Review of
the Plan of Treaiment for Rehabllitation dated

10/28/10 completed by the OT, revealed the

F 814
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rasident required minimum assistance to roll.
Interview on 11/04/10 at 8:00 AM with Resldent
#8,. revealed hefsha could turn him/herself to the
right gide; howevar, had not been turning
him/herself much. Resident #8 furiher stated
he/she could not turn self to the lefl side due to
pain. Continued interview, revealed staif had not
been assisting the-resident with-turning and
positioning in bed until yesterday when they found
a "hedsore”, . o
“1 Review of the facility's, “Wound Care Polices and -
Procedures” revealed the purpose of the palicy.
was to ensure resldents admitted to the facllity did
not develop pressure ulcers, unless the clinical
cehdition demonstratad they were unavoidable,
The Palicy further stated residents would be
assessed for potential for pressure uicer .
development on admission and a pressure ulcer ,
| ek Bssesaent WoLld ba GOmBIOtB By the | | e e
licenzed nurse to determine approptriate
interventlons to prevent the development of
pressure sofes. . - : ) i .
F 323 | 483.25(h) FREE OF ACCIDENT F323| Res. #22 was a closed record review. [2-8D 40
$6=0D | HAZARDS/SUPERVISION/DEVICES The Goal of Kingsbrook is to ensure
. ) - that the resident environmment remains
The facility must enaure that the resident as free of accident hazards as much as
envitonment remains as free of accident hazards possible and that each resident receives
as is possible; and each resident recelves adequate supervision and assistance
adequate supervision and assistance devices to - devices to prevent accidents. All staff
prevent accldents. will be educated on identifying hazards
: that could lead to falls such as
chemicals, medications, side effects of
. medications, underlying medical
This REQUIREMENT I$ hot met as evidenced :3{1;’;‘t‘l?)';sw‘:ﬁsggg‘;’;‘i?;‘g;;; Do
by: ' ’
B!é\sed oh observation, interview, and record
Evant ID:2T6V11 Faolllty 10: 1000220 It continuation sheet Pags 32 of 44
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F 323 | Continued From page 32 F323| 17-10. Res, #3 has had follow up Y2-20-/0 |
review, it was determined the facility failed to ovaluations conducted by the physician
ensUre each resldent racslved adaquate and the MD and interdisciplinary team
superyision and assistance devices to prevent have feviewed and revised the plan of
acekdents for iwo (2) of twenty-seven (27) care as of 11-4-19,
sampled residents {Resident #22, and #3). ‘The Staff Development Nurse will
_ _ ' conduct education with the nursing
‘Resident #22 austained & fall on 02/18/10. The - staff in regards to the proper procedures
resldent was not assessed by the nurse, and the - regarding falls, the investigative
nurse failad to report the fall to any cther nurge or process for incidents, and necessary
to the supervisor. In addition, & fall investigation documentation for such on 12-2-10 via
was not Initiated. On 02/19/10, the resident was education conference and nurses
sent to the Hospital emergenoy room after meeting onl2-14-10 which included the
gom]tJlainls; ?ifl pﬁn and dlagnosed with a Closed above in addition to the definition of a.
raoture of the Fumerus. fall and the requirement for a nurse to
assess the resident.
Resident #3 had Physiclan's Orders for fall mats A change in condition form will be
at alf times; however, observation during the placed with nursing shift report. This
't survey revealed there was a fall mat on the left form will st the resident name,
side of the bed, there was no fall mat oh the right condition that needs to be monitored
.|.8lde @ °f the bed. ..and followed up with documentation.
_ The decumentation guidelines will be
. ftached for quick review. Areastobe
The findings inolude: ?ollowed up on for documentation
1. Review of Resident #22's closed record .Im.lfluge'fausi’lf‘gw pa‘.‘“’;cc‘dems’ liltc
revealed the resident was admitted to the facllity ¢ Jorn Wit be revised on a weexly
and/or as needed basis by each
on 01/22/10 with diaghoses which Included Resident Care M. Nusi
| Congestive Heatt Fallure, Hypertension, and - m'll a“.a.ger‘thi“rfs“‘g
Anxiety. Review of the Admlission Minimum Data ot ronti utilize this form to
Set (MDS) Assessment dated 02/04/10 revealed -conduct routine weekly audits on
the facllity assessed the resident as having follow up documentation completed by
modified Independence in cognitive skill for the staff nurses. A monthly audit will .
decislon making and as raquiring limited to be completed by the RN Mgr to verify
extensive assistance with Activities of Daily that all safety devices, appliances, efc.
Living. that are ordered for the resident are on
| o ‘ the SRNA flow record and are in use in
Review of the Comprehensive Plan of Gare dated the resident room. The first audit is to
‘[ 02102110, revealéd the resident was at high risk be completed by 12-17-2010.
[for fails. The interventions included a chalr alarm, :
FOAM oms-zasf(oz-sa) Previous Veralona Obgolaje Evanl D;2ToV11 " Facllty ID: 10302¢ It continuation sheet Page 83 of 44
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however, there was no intarvention for a floor met

| Review of the Fall Risk Assessment dated

| 01/22M0, revealed the resident was et high risk
for falls related to Intermittent confuglon, paor
vislon, decreased muscular coordination, and
. | required the uge of assistive devices.

Reviaw of the Nurse's Notes dated 02/18/10 at
6:00 AM, revealed a Ceriified Nursing Assistant
(CNA) informed Licensed Practical Nurse (LPN)
#11, the resldent had been found on the fioor

asslsted the resldent back to bed.and reported
the resident had no probléms. Accarding to tha
Nurse's' Notes dated 02/18/10 at 6:00 AM, the
CNA assisted the resident to the bathroom and
reported the restdent exhibited no problems and
. voiced na complaints related {0 the "recent
Incident”. .

Further review of the clinlcal record revealed no
documented evidence of an agsessment and/or
monitoring of the resident at the time of the fall or
alter the fall until 02/19/10 at 7:45 PM.

Review of the Nurse's Notes dated 02/19/10 at
5:00 AM, révesled a CNA reported the resident
wae complaining of pain. According to the Note,
the nurse took a pain pill to the resldent who was
lying in bed with eyes closed, and showing no
grimacihg, or.sighs of distress.

'| The next entry in the Nurée's Notes dated
02/19/10 at 7:30 PM, revealed during shift report
the resldent stated to the oncoming CNA she/he
needed to be asslsted with breakfast due to
falling the previous night. Review of the Note at

beside the bed. Further review revealed the CNA |

7,45 PM revealed the nurse entered the resident's

- the performance improvement process.

* verify that the vesident environment

. designee and any areas of potential
“aecident hazard will be addressed

have had weekly pain assessments
completed and any new pain has been,
addressed via the new change in
condition form and followed up with
nursing supervision audits.

Th_e facility will monitor all audits via

for one year and then will re-evaluate. *
"An sudit was conducted on 12-17-16 to

was free of potential accident hazards.
No areas of concem were identified.
Thiis audit will be conducted on g
monthly basis by the RN Mgr ot

mediately and forwarded to the
Maiutenance department if warrauted,
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room and noted the resident was in the bed was _ 2
alett and confused with bruising and swell[ng '
noted to the right upper arm and shoulder area.
Further review of the Notes, revealed at 8:30 PM,
the Physician was assessing the resident for
complaints of right shoulder paln and an x-ray
was orderad. Acoording to the Notes, at 5:00 PM
a call was received from the x-ray imaging
company, stating there was preliminary finding of
a fracture of the Right Shoulder.

Review of the Physiclan's Order on 02/19/10 at
8:00 PM revealed orders to send the residant-to
the amergency room.

Review of the Hospltal Discharge Summary dated
02/24/10, revealed the resident was dlagnosed
t with a Closed Fracture of the Humerus,

The facllity was unable to provide evidence an - :
. Investlgalton'was initiated for the fall-on-O2/48/10, |- e e e i s s s

Intervlew on 11/05/10 at 4:30 PM wnth LPN #11,
revesled the nurse learned from a CNA, Hesldent
#22 had sustained a fall from a low bed to the fall
met on the floor. The nurse stated she did not
agsess.the resident, because the aide reported
the resident did not seem to be having any
problems. Further Interview revealed the nurse
did not consider the incident a "irue fall" since the
rasident had a low bed and was found on the fall
mat beside the bed. Continued interview,
revealed the nurse probably shauld have gone
and checked on the resldent herself,

Further Interview with LPN #11, revealad the
procedure to follow after a fall included; checking
vital signs, assessing the resident for Injury,
inltiating & Fall Incident Report, and adding a note
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to the "shift report” for the supervisor. The nurse
acknowledged the procadure was not followed
after the residant sustained the fall on 02/18/10,
She stated she dld not assess the resident, _
initlate a fall report, or inform the supervisor of the
fall. - - :

Interview on 11/05/10 at 4:40 PM with the Director
- | of Nursing {DON} revealed it was consldered a
fall If a resident was found on a mat beside the
bed. She siated after a resident sustained a fall,
the nurse should check the vital signs, complete
an assessment, notily the Physiclan and the
famiiy, and inltiate a "falls packet”,

. 1.2, Review of Resident #3's madical record

| revealed diagnoses which Included Dementia and
Corabrovascular Accident (CVA). Revlew of the
Quarterly Minimum Data Set (MDS) datad
08/30/10, revealed the facllity assessed the :
cognitive skills, required extensive aaslstance to ' : , g
transfer, was unable to ambulate,-and had
sustained a fall in the past thirty-one (31) to one
hundred efghty days (180).,

_ | Review of the Resldent Assesamant Protocol

Summary (RAPS) dated 01/08A10, revealed the
facllity noted Resident #3 had & history of falls in
the past 31-180 days and was to have mats at the
bedsids, at all times.

Review of the Physician's Ordets dated 11/10,
revealed orders for mats at the bedside at all
| times, .

Review of the Comprehensive Pian of Care dated
01/18/10, revesled the resident was at high risk
| for falls. The.interventions included mats to the
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‘bedside whita In the bed.
. | Observatlon of Resident #3 on 11/02/10 at 4:45

" | revesled thiere was a fall mat on the floor on the

| Nursing Asgistant (CNA) #31 revealed she was

.she was unsure if the resident was to have fail

‘| alert stalf of the need for the resident to havea

| rounds fram roomi to room at the end of the shiit,

Continued From page 36

PM, and 5:30 PM; and, on 11/03/10 at 8:10 AM,
10:00 AM, 1:46-PM and 3:06 PM revealed the
resident wes lh the bed, Further obaervailon,

left side of the bad, and no fall mat on the right
side of the bed.

Iriterview on 11/08/10 at 4:00 PM with Certified
assigned to the resident consistently; however,

mats on both sides of the bad. She reviewed the
State Reglsterad Mursing Assistant (SRNA)
Record and indicated the resident was to have
floor mats at ait times on both sides of the bed,

Interview on 11/08/10 at 4:10 PM with the Unit

she was unsure If the resident was to have fall
mats on baoth sides of the bed, After reviewing the
Physiclan's Otrders, she stated thera were orders
for fall mats at all times, '

Further observation of the resident on 11/04/10 at
£2:00 AM and 11:30 AM revaaled the resident had
a fall mat on the left side of the bed, however,

there was no fall mat on the tight side of the hed.

Fun.her int,érview with the Unit Managet on
11/04/10 at 11:30 AM, revealed she had falled to

mat on the right side of the bed, Continued
Interview with the Nurse Manager on 11/05/10 at
9:55 AM revealed the CNAs did walk through

and were responsible for chacking safety devices

F 823
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Coritinued From page 37
to engure thay were in place.
Review of the facllity's, "Documentation-Change

in Condition Policy", revealed "aside from weekly
charting, Incidents or changes with residents that

arlse will require more frequént documentation.”
'} The Policy further stated, an incident or fall
required every shift decumentation for 24 hours If

there was noc emergency room visit, and required
every shift documentation every shift for three (3)
days if there was an emergency room visit. '
Futihar review revaaled & change In physical or

| functional status required every shift

documentation untll resolvad; or for 24 houts,
483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facllity must establish and maintain an
Infection Control Program designad to provide a

| safe, sanitary and comfortable environment and

F 328

F 441

to help pravent the developmant and transmisslon| =

of disease and infection.

(a) Infection Control Program
The facility must establish an Infection Contra
Program undar which it - :

(1) Investigates, controls, and prevents infections

in the facility; o
(2) Dacide's what procedures, such ag isolation,

-| should be applled to an individual resident; and

(3) Malntains a record of Incidents and corrective
actions related to infections. -

{b) Preventing Spread of infectlon

(1) Whan the Infection Control Program
determines that a resident needs Isolation to
pravent the spread of infection, the fecllity must
isolate the rasident, _

(2) The tacllity must prohiblt employees with a

The facility Infection Control Program
is overaeen by the infection control

nurse who is also the staff development -

nurse, All nurses are trained in
infection control guidelines upon ttew -
hire orientation and annually at a

" mininium.; Before admission; residents

are screened for any potential

-infections. This is then communicated
" to the nursing staff through the
admission paperwork to iniplement the

appropriate transmission based
precautions. Once a resident is admitted
to the facility, any Nosocomial
infections are noted by the charge nurse
on the Infection Notification Form and
education for any necessary
transmission based precautions is
passed along to the staff via education
conferences. The IC/SD nurse then
checks these on a daily basis to monitor
for any new infections. On a weekly
basis a monitoring/tracking and
identification report is completed. A
monthly review Is conducted as well.

[ 2201
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-communicable digease or infested skin lesions

‘ 4. Observation of medication pass on 11/02/10 at

" medication cart. There was no evidence the LPN .

| Further observation revealed LPN #6 obtained a

from direct contact with residents or their food, if
diract contact will transmit the diseass. )

{3) The facllity must require staff to wash their
hands after edch direot resldent contact for which
hand washing is ndicated by accepied :

professional practice. new pharmacy will provide a monthly
i - audit of monitoring the nurses/cmt’s
{c} Linens with medication passes. The IC/SD

Personns| must handle, store, process and
transport [inens so as to prevent the spread of
Infection. ,

This REQUIREMENT is not met as evidenced
by:

Based on obsorvation, Interview, and recotd
review, it was determined the facllity failed to

a safe, and sanliary environment and to help
prevent the development and tranemission of
disease and Infection.

The findings inciude:

5115 PM revealed LPN #6 obtained a fingerstick
blood sugar {FSBS) from Unsampled Resident
#2, removed her gloves, sanitized her hands, and
placed the glucometer in & plastio cup on the

sanltized the glucometer after uge.
FSBS from Unsampled Resldent #3 with the

same glucometer, removed het gloves, and
sanitized the glucometsr with an alcohol pad.

‘| malftan an Inféstion Control Program to provide |~ K

" actions taken immediately. The facility

. aspecis of infection control from proper

¢« adminisiration, including application of |
nasal spray, praper cleaning of

" glucometer machines, and sanitizing

: and washing of hands on 12-2-10-and

-help prevent the development and

:by the facility via the performance
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then reviewed on a daily, weekly, and
monthly basis as needed and corrective

is changing pharmacy providers
effective 1/6/2011. In addition to a
monthly audit by the IC/SD nurse, the

audit will ensure compliance with all

handling/transport of linens,
handwashing guidelines including
when it is applicable, monitoring
contact with resident foods, and .
standards of professional practice.
The Staff Development Nurse will
educate the nursing staff on proper
procedures for medication

12-14-10. 1t is the goal of Kingsbrook
Lifecare Center to niaintain an
Infection Control Program (o provide a
safe and sanitary environment and to

transmission of disease and infection.
The monthly audits will be monitored

improvement process for one vear to
ensure compliance is achieved and
mainfained and then will be re-
e\’alllated- e
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Interview on 11/02/10 at 5:30 PM with LPN #6
revealed she had not cleaned the giucometar
alter obtaining the FSBS on Unsamplad Rasident
#2 and prior to obtaining the FSBS on Unsampled
Rosident #3. Further Interview revealed she had

| attended a recent Inservice refated to oleaning the .
glucometers after each use with alcohol pads.. : . : ok

Interview on-11/02/10 at 8:00 AM with the
Infectlon Control Nurse revealed staff were = -
Informed in June 2010 of the need to use "Virex"
1o clean the glucometers.

Review of the faciiity's Polioy entitled "Care of
Glucose Equipment”, revealed It was the facility's
policy to prevent the indirect transmission
involving the transter of an infectious agent
through a contaminated intermediate object or
petson. Further review ravealsd the glucose

" [ morittoring eqlpiment was to besleanedin -~ 7|~
belwesh avery usa following the manufacturer's
recommendations.

2, Observation of medication pass on 11/02/10 at
5:00 PM revealed Licensad Practioal Nurse (LPN)
#15 adminlstered Astelln Nasal Spray to
Unsampled Resident #1 with ungloved hands,
axlted the resident's raom, moved the medication
eatt to the dining room, opened the dining room
refrigerator, and obtalned a bottle of Ensure.
There was no evidence the'LPN washed ot
sanitized her hands after administering the Nasal
Spray, and prior to moving the medication cart,
and opening the refrigerator to obtaln the Ensure.

Interview on 11/02/10 at 5:10 PM with LPN #15
revealed she normally wore gloves when
administeting Nasal Spray. Further interview
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-1 revealed sta should have washed her hands after

- | Nurse (LPNj) #1¢ administerad madications to

.| sink iy the resident's bathraom.

Continuad From page 40

administering the Nasal Spray.

3. Obse‘rvatlon of the medication pass on
11/02/10 at 4:50 PM revealed Licenséd Practical

Unsampled Resldent #4. Before leavingthe
room, the nurse assisted the resident to secure -
her/hia shoes with Veloro taba.

Further observation revesled LPN #1 9 proceedad
to prepare the medications fof Unsampled
Reslident #5, who refused the pllls. The resident
told the nurse sheé thought her/his doctor had
changed her medication. LPN #19 walked to the
nurses’ station and checked the resident's chart
for néw orders. She returned to the medication
cart, crushed the pills, and flushed them down the

Continued obsetvation of medication pass
revealed Resident #186 required Phenergan which
was not avallable on the-catt. The surveyor
observaed LPN #19 ¢o to the medication room .
where she discoverad the medicatlon was not
available there either. The nurge thenh walked to
another unit to obtain the-drug, returned to the
resident and administered the pill along withthe -
tesident’s other medlcations,

Unsampled Rasident #6 called out, requesting a
pain pill. LPN #19 entered the ras;dem’s room
and talked to the resident prior 1o preparing the
medication. She then returned to the catt,
obtained the pain pill from the locked narcotic
drawer, and administered the medication.

Throughout the medication pass, LPN #18.did not

wash or sanitize her hands. During Interview on

‘DEFIGIENGY)

F 441
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Cantinused From page 41

11/02/10 at 5:45 PM, the nurse acknowledged her
failure to wash her hands, Sha stated she was
nervous but should have washed her hands "in
and out of every room"

Review of the facilltfs Pollcy entitled
"Handwashing", revealed handwashing was

Indicated; before and after contact with a resident,.

after touching a source which was likely to be
contaminated, and as appropriate throughout
medication distribution.

483.75()(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE .

The facllity must maintain clinica! records on each
resident in accordance with acceptad professional
standards and practices that are complete;
accurately documented, readlly dccessible; and
aystemallcally organized.

The clinical record must contain sufflcient

| information to Identify the resident; a record of the

resident's agsessments; the plan of care and
services provided; the results of any
preadmission screening conduocted by the State;
and prograss notes.

This REQUIREMENT is not met as evldenced
by:

Based on ohservatlon, Intervlew. and record

review, it was determined the facility feiled to
ensure the clinical record was accurately
maintained for one (1} of twenty-seven (27)
sampled resldents (Rosident #7). Resident #7
had an order to discontinue elbow and hand
splints. However, it remaingd on the active
orders from Sepiember 2009. until noted by the

F 441

F 514

_ been revised to reflect discontinuation

* care plan no later than the next business

Res. #7’s care plans and orders have /2-20+0
of splints to the elbows and hands on
11-4-10. A monthly audit will be
completed by the RN Mgr. to verify
that all safety devices and appliances,
etc. ordered for a resident are on the
SRNA flow record and in use. This
audit is being done to determine no
other residents were affected by the
deficient practice. This audit will be
completed by 12-17-10 with any
inconsistencies identified addressed
and corrected immediately.

The Staff Development Nurse will .
educate the nursing staff to update care
plans at time of order changes. The
MDS office will be educated to ensure
that changes are made to the care plans
by verifying order changes against the

day. Education conference 12-2-10 and
nurses meeting 12-14-10,

The facility change over nurses will be
educated to Jook back at all ancillary
order changes for 2 months vs. one in
case something is inadvertently missed
by the pharmacy.
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SUMMARY STATEMENT OF DEFICIENCIED

surveyor.
The fihdings include:

Review of the clinical record revealed Resident
#7 was admitted with diagnoses which included
Cerelbiral Palsy with Congenital Quadriplegia and
Seizure Digorder. Review aof the Physician's

.| Orders for November 2010 revealad an order for

a splint to elbows and hands four {4) hours a day.

Observation of the resident on 11/02/10 and
H1/03/10 rovealed no gplint was prasent.

interview with Certiflad Nursing Assistant (CNA)
#5 on 11/04/10 at 11:50 AM revealed she took
care of Resident #7 most days she wag on duty.
She stated she nover applled a splint to the
resident.

Interview with Reglsterad Nurse (RN) #1 on

1 11/04/10 at 12:10 PM revealad Resident #7's

splints had been discontinued "fora while". She
produced a copy of the ariginal Physlelan’s Order,
dated 09/11/09, 1o discontihue the splints. The
Verbal Physiclan's Order was signed by the
resident's altending physfolan. Continugd
Interview revealed the order should have been
faxed to the pharmecy to be removed from the

-active Physlcian's Ordars, which were tomputer

generated each month. The facility was unable to
show evidence the order was faxad to the
pharmacy.

Further review of tha Physician's Ordbrs revealed
thie order for splints continued to be carrled over
gach month, irom September 2009 to the
present.
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- expectations for records to be

‘medical records person.

", facility via the performance :
' improvement process for one yearto

new pharmacy provider effective
1/6/2011. On 11-17-2010 a mesting
was held with the new pharmacy
medical records personuel and all

maintained in a complete manner were
reviewed. All aspects of the record and
how changes are made were
documented for follow up by the

‘The MDS CP Coordinator will conduct
monthly andits to verify order changes
are being reflected on the care plans,
The Medical Records depariment at the
facility will be responsible for auditing
every chart once per month for
verification that the clinical records are
complete, sccurate, accessible, and
organized. Any areas of needed
improvement will be addressed
immediately where applicable or noted
and forwarded to the Resident Cars
Mgr. for follow up.

All audits will be monitored by the

ensure compliance is achieved and
maintained and then will be re-
evaluated.

' FORM CMG-2607(02-88) Previous Versions Qhsolste
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Continued From page 43 F 514

F 514

-responglble for faxing all orders to the pharmacy.

interview with the pharmacy's General Manager
on 11/04/10 at 3:05 PM revealed the nurse was

She axplained the order would remaln month ta
month if the pharmacy did not recaive the order. .
Continued Interview revaaled the pharmacy
racaived three (3) ordars for Resident #7 on
09/11/09 and 09/12/08. She further stated no
order related to splints was received by the
pharmacy. o

Interview with the Director of Nursing {DON} an
11/04/10 at 5:50 PM revealed during the monthly
changeover, all orders received during the
previous month were reviewed by a nurse and
checked against ihe. newly generated orders, tor
sach resident. She stated the nurae should have
caught the errot when the Orders recelved during
September 2000 were checkad against the new
Order shaet for October 2009, Continued
interview revealed If the error was not caught the
first month, there would be nothing to suggest the
mistake on subsequent months.  Howavet, If-tha
nurse chacking the Orders each month was
aware Resident #7 was not using splints, the
presence of the Order should inftlate an attempt
at clarification.

- FORM CM3-2567(02-08) Fravious Verelons Obsolate Event iD:2TéV11
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, . DEFICIENCY) :
K 000 | INITIAL COMMENTS K 000
A Lite Safety Code survey was intiated and ’
.| eencluded oh October 4, 2010. The faclilty was
found not to meet the minimum requirements with I
42 Cods of the Federal Regulations, Part 483.70. E
The highest Scope and Severity deficlency C
s identified was an "F". ]3’ 39“ hE
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD Ko26| ) .
88=g| - : + All fire/smoke wall barriers were :
Smoke barriers are constructed o provide at cotrected with fire resistant caulking on
least'a ene half hour fire resistance rating in 11-4-2010.
accordance with 8.3. Smoke barriers may The fire barrier walls will be visually
terminate at an atrium wall. Windows ate “inspected on a monthly basis by the
protected by fire-rated- glazing or by wired glass maintenance department.
| panals and steel frames. Aminimum of two This will be monitored by the facility
separate compartments are provided ohgach | |~ via the performance improvement- -
floor. Dampers are not required in duct program for one year snd then will be
penetrations of smoke batrlers in fully ducted re-evaluated.
heating, ventliating, and alr conditloning systems.
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4 :
This STANDARD is not met as evidenced by: ECERNVE
j Based on observation and interview during the . '
{ gurvey on 11/04/2010, it was determined the BEC 21 200
| facility falled to ensure the fire bartler walls would ‘ :
resist the passage of smokeffire 1o other areas of
the facllity in the event of a fire, The deflolent o
practice could affecied staff and residents, The
tacllity has the capacity for 147 hads and at the
lime of the survey the census was 142,
The findings Include:
Observation on 11/04/2010 at 10:30 AM with the
Maintenance Director, rovealed panetrations in
| the fire bartlets In the foliowing areas: The Vent
(ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPAESENTATIVE'S GKANATURE TITLE {%8) DATE
Wiy Tk }'ﬁchz‘....._ B jis ST T ARt

Any deficiency statement ending witt: an aslérisk (*) denotes a deficlency wlinh_lhe Institution may bs excusad from correcting providing It Is determined that
other safeguards provids.sufficlent protection to the patlents. (See instructions.) Except for nursing homes, the findings slated above are disclosable 20 days
following the date of survey whether or not & plan of ¢orrection is provided. For nursing homes, the above findings and plans of correctlon are dlaclosable 14
days folowing the date these documents are mado available to the facillty. H deficlencies are cited, an approved plan of carreotion i requisite to continued

program partioipation,

Event ID: 2T6v21 Facily ID; 100020 1 sontinuation sheat Page 1 of 3
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STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIEFVGLIA (X2) MULTIPLE CONSTRUGTION (X8) DATE SURVEY - 5
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: . COMPLETED ' i
: , . A BUILDING 01 - BUILDING
: 186449 ne 11/04/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 2500 STATE ROUTES -
KINGSBROOK LIFECARE CENTEFI. ASHLAND, KY -41102 |
() 1D . SUMMARY STATEMENT OF DEFICIENCIES ) PROYIDER'S PLAN OF CORRECTION e o
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PHEFIX {EACH CORREGTIVE ACTION BHOULD BE coMPLETION | . L
TAQ . REGULATORY DR LSC IDENTIFYING INFORMATION) TAR CRO88-REFERENCED TO THE APPROPRIATE DAt
T DEFICIENCY)
K 025 Contlnued From page 1 K025
' Hall fire barrier next to reom 248 and lha Data
‘Room; the fire barrler next to the Shoreline
Library;. and the fire bariler next to room 201,
interview-with the Maintenance Director on
11/04/2010 at 10:30 AM, Indicated he had. not .
seen the openings.
NFPA 101 19.3.7.3
Standard: Smoke barriers shall be continues from
an outsida wall to an outside wall. Such barriers
shall ba continuos through all concealed spaces,
such as those found above a celiing, including
Interstitial spaces per NFPA 101 8.3.2. When
pipes, conduits, cables, wites, alr ducts and
+| similar-bullding service equipment pass. through ...
smoke barrlers, the space between the
penetrating item and the smoke barrier shall be
filled with a material thet Is capable of maintaining
the smoka resistance of the smoke barrler or
protacted by an approved device that Is designed
for the speclific purpose per NFPA 101 8.3.6.1. c o , 0 / B
K 040 | NFPA 101 LIFE SAFETY CODE STANDARD K 040| The et door on Forest Heights wilibe | |1 212010}
§8=F ‘ . ' reversed to swing in the direction of
Exit access doors and exit doors used by health - cgress, '
care gocupants are of the swinging type and.are Any fature doors installed in the .
at least 32 inches In clear width, 19.2.3.6 : facility will be installed so that they
swing in the direction of egtess.
Compliance will be monitored by the
Maintenance Manager when
! . construction applications oceur. .
This STANDARD is hot met as evidenced by.
Basad on observation and interview it was
determined the facility failed to ensure exil
discharge doors opened In the direction of
egress.
The findings include:

'ORM CMS-2667(02-80) Previous Verslons Obsolets
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NAME OF PROVIDER OR SUPPLIER ‘ : STREET ADDRESS, CITY, BTATE, ZIP CODE i
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X4 D ~ SUMMARY STATEMENT OF DEFICIENCIES ) . PROVIDER'S PLAN OF CORRECTION (¥6)
- PREEIX - (EACH DEFICIENCY MUST BE PRECEDRED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED.TO THE APPROPRIATE . DATE
_ . ) DEFICIENGCY) -
K 040 | Continued From page 2 K 040

Obsetvations during the life safety code
Ihspection on 11/04/10 at 10:34 AM revealed the
axit door in Forest Helghts Hali did not swing in
the direction of egress, This deficlency affected
staff and thirty-sight (38) residents. The facility s
licensed for one hundred forty-seven {147) and
the census, on the day of the survey, was one
hundred forty-five (145). This observation was
confirmed by the Maintenance Director.

Interview with the Maintenance Director en.
11/04/10 at 10:34 AM revealod the Mainlenance
Director was not aware the exii discharge door
needad to open In the direction of egréss.

72143 ' ]
A door shall swing in the direction of egress travel
"| where used In ah exif enclosure or where serving
a high hazard contents area, unless li is a door
from an individual living unit that opens directly
intp an exit enclosure,
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