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d does not admit thet any deficiencies
isted, either, before, during or after the
rvey. Mountain Manor of Paintsville reserves

ountain Manor of Paintsville does not believe
F 000 | INITIAL COMMENTS F O

An abbreviated standard survey {KY19246) was all rights to contest the survey findings through
initiated on 10/23/12, and a standard health informal dispute resolution, formal legal appeal
survey was conducted on 10/29/12-11/01/12. pjoceedings. This plan of correction does not
The complaint was substantiated. Deficient nstifute an admission regarding any facts or
practice was identified with the highest scope and circumstances surrounding any alfeged

severity at "G" level, with no opportunity to deficiencies to which it responds, nor is it
correct, .

AMENDED-- anor reserves the right to reise all possible

inat claim, acti roceading. Nothin
After review by The Centers for Medicare and g action or proceeding. Nothing

L 4 ) comtained in this plan of correction should be
Medicaid Services (CMS), immediate Jeopardy ct}nsidered a5 a waiver of any pofentially
was determined to exist and an extended survey applicable peer revicw, quality assurance, or
was conducted on 12/11-13/12. sdlf-critical examination privileges which

ountain Manor of Paintsville does not waive,
d reserves the right to assert in any
inistrative, civil, criminal claim, action or
proceeding. Mountain Manor of Paintsville
offers its responses, credible allegation of
mpliance, and plan of cotrection as part of ity
ongoing eifort to provide quality care to its
idents,

Immediate Jeopardy was identified on 12/11/12,
and determined to exist on 10/15/12. Tha facility
was notified on 12/11/12. Observation, interview,
and record review revealed the facility failed to
have an effective system In place to ensure staff:
1) notified the resident's physician of a change in
the resident's conditfon, 2) assessed the
resident’s wound weekly per facility policy, 3)
arranged transporation io medical appointments,
and 4) documented the resident's wound
assessments weekly per facliity policy. On

F|157 483.10(b)(11) NOTIFY OF CHANGES
TURY/DECLINE/ROOM, ETC)

09/12/12, facility staff noted Resident #1 had a It the policy of this fcility to immediately
scabbed wound to the left great tos. Fauility staff form the resident; consult with the resident’s
notified the resident's physician of the wound and physician; and if known, notify the residents
new orders were obtained that included referring legal representative or an interested family
the resident to a Wound Care Clinic (WCC). mpmber when there is a significant change in
Resident #1 was seen at the WCC on 09/13/12 the resident’s physical, mental or psychosocial
and 08/20/12, and staff was to schedule a us (i.e,, a deterioration in health, mental, or
follow-up appointment for Resident #1 io be seen i piychosocial status in cither life threatening
at the WCC on 09/27/12; however, there was no canditions or elinical complications); & need to
1 documented evidence Licensed Practical Nurse alier treatment.

{LPN) #1 arranged transportation for the
/

(X6) DATE

(2, 2 aly (743
; may be excused from correcting providing il is determined that :
e-patfonts . (See instructions.) Except for nursing homes, the findings slated above are disclosable 50 days
following the dale of survey whether or nat a plan of comection is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the date these documents are made available io the facllity. If deficiencies are cited, an approved plan of correction is requisite lo cantinued
program participation.
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1. The attending physician and the
F 000 | Continued From page 1 F 000 family of resident #1 was notified on

resident's follow-up appointment for the 09/27/12
appointment and therefore the resident was not
assessed/reated at the WCCG.

Facility staff documented an assessment of the
wound on Resident #1°s left great toe on 09/28/12
(15 days after the previous documented
assessment of the wound on 09/13/12), and
noted the wound was red with pink surrounding
tissue measuring 1.4 centimeters (cm) x 0.2 ¢m x
0.1 em.

The Minimum Data Set (MDS) Assistant revealed
in an intarview that she conducted an
assessment of Resident #1 on 10/15/12, and the
resident's toe was moist with black necrotic
tissue, brown purulent drainage, a foul odor, and
redness fo the first joint of the toe. According to
the MDS Assistant, she did not document the
assessment but reported her concerns related to
the resident's wound o LPN #1 to notify the
physician. However, a review of documentation
revealed LPN #1 failed to nolify the physician of
the change in Resident #1's wound on 10715/12.

Although facility staff documented treatments
were administered to the wound on Resident #1's
left foot from 09/28/12 to 10/16/12, facility staff
fajled to document an assessment of the wound
until 16/17/12, 19 days after the previous
assessment of the wound on 09/28/12. A review
of the nurse's nates dated 10/17/12, revealed the
wound to the resident's left toe had an odor, was
draining, and facility staff nofified the resident's
physician and orders were received to culture the
wound and refer the resident to the WCC.

Facility staff also notified Resident #1's family

member of the changss and new orders.

10/17/12 by Mona Jacobs, LPN of
the change in condition related o the
wonnd on the left preat toe, See
attachment #1

The attending physician of resident
#1 was notified on 10/18/12 via fax
by Mery Arms, DON that resident #1
was being trensferred to KDMC 1o
the plrysician thet had previously
performed surgery on her prior to her
admission to this facility, See
Attachment #2

'Mary Arms, DON began reviewing
the record of Resident #1 on 10/18/12

and continued to review and
investigate on 10/19/12.

The attcnding physician of resident
#1 was notified on 10/21/12 vie fax
that the resident had missed the
appointment to the wound care clinic
by Mary Arms DON, See
Attachment #3

The MDS$ and care plan of resident
#1 was reviewed on 10/19/12 by
Reberta Thompsan, RN MDS
Coordinator.

On 16/20/12 the son of Resident #1
came to the facility: At this time
Mary Arms DON spoke with the son
end notified him that his mother,
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On 10/18/12, Resident #1's family member
insisted on observing the wound on tha resident's
left great toe. Docurnentation revealed the
wound was assessed and LPN #1 docurnented
the wound was red and inflamed, had a yellow
sloughing and an odor, and was necrotic.
Resident #1 was fransported o an acute care
facility on 10/18/12. Resident #1's toe was
amputated on 10/202, due fo a diagnosis of wet
gangrena.

Deficiencies were cited at 42 CFR 483.10
Resident Rights (F157}, 42 CFR 483.20 Resident
Assessment (F282), 42 CFR 483.25 Quality of
Care (F309), 42 CFR 483.75 Administration
(F490), Maintain Clinical Records (F514), and
Quality Assurance {F520) at a scope and severity
of "J*. in addition, deficient practice was
identified at 42 CFR 483.25 Quality of Care

{F314) at a scope and severity of "H".

Substandard Quality of Care (SQC) was identified
at 42 CFR 483.25 Quality of Care (F309 and
F314).

An acceptable Allegation of Compliance {AQC)
was received on 12/13/12, which alleged removal
of Immediate Jeopardy on 10/25/12. The State
Agency determined the Immediate Jeopardy was
removed on 10/26/12, prior to exit, which lowered
the scope and severity to "D" level at 42 CFR
483.10 Resident Rights {F157); 42 CFR 483.25
Quality of Gare (F309); 42 CFR 483.75
Administration {(F490), Maintain Clinical Records
(F514}, and Quality Assurance (F520) while the
facility monitors the effectiveness of systemic
changes and quality assurance activities. The
scope and severity for the deficiency cited at 42

Resident #1 has not returned to this
. foeility:

Omn 10/19/12 a full skin assessment
was eompleted on Regident #2 by
Jessica Amett, RN and Hesther
Mowery, LEN.

All wounds identified on the
10/19/12 individual skin assessment
for resident #2 was compared to the
trestment MAR to ensure that each
identified wound had a treatment
ordered. This was completed by
Christy Moore, RN on 10/20/12.

The individuel wound documentrtion
flow sheet for resident #2 was
reviewed and compared to the
individual skin essessment petformed
on 10/19/12 to easure that all
identified wounds had been measured
and are on the resident’s individual
wound documentation flow sheet,
This was completed on 10/20/12 by
Christy Moore, RN.

The skin assessment for resident #2
was compared to the most recent
MDS to ensure that all wounds were
identified and care planned. This was
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resident #1 had missed the
F 000 | Continued From page 2 F 00D appointment to wound care clinic and B
that the facility had notified AP and -
the OIG,
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35=J

(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident;
consult with the resident's physician; and i
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
dederioration in health, mental, or psychasocial
status in either life threatening conditions or
clinical complications); a need fo alter treatment
significantly {f.e., & need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment}; or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a). ‘

The facility must atso promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(s)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this sectiorn. -

The facility must record and periodically update
the address and phone number of the resident's

F 157
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completed on 10/21/12 by Donna
F 000 | Continued From page 3 F 000 Faonin; LPN MDS staff:
CFR 483.20 Resident Assessment (F282) was ) .
lowered to "G" ievel due to other examples of On 10/22/12 the attending physicians
actual harm. of Resident #2 was notified by fax of
the resident wounds, the type and
Additional deficiencies were cited as a result of focation. This was completed by
the standard health survey. Christy Moore, EN. See
F 157 | AB3.10(b){11) NOTIFY OF CHANGES Attachiment #4

On 11/20/12 the family of Resident
#2 was eontacted by Brenda
Humphries, RN regarding the
resident wounds 1o ensure that the
family was aware of the resident
wounds and treatments ordered.

- Om 10/19/12 an individual skin

mssessment was completed on
Resident #3 by Jeri Frazier, LPN.

All wounds identified on the
10/19/12 individual skin rssesement
for resident #3 was compared to the

streatment MAR lo ensure that each

identified wound hed & treatment
ordered. This was completed by
Christy Moore, RN on 10/20/12.

The individual wound documentation
flow sheet for resident #3 was
reviewed and compared to the
individual skin assessment performed
on 10719712 io ensure that all
identified wounds had been measured
and are on the resident’s individual
wound docomentation flow sheet,
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This was completed on 10/20/12 by
F 157 | Continued From page 4 F 157 Christy Moore; RN:
legal represeniative or interested family member.
The individual skin assessment

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and facility
policy review, it was determined the facility failed
io ensure the resident's physician and legal
representative were notified of a significant
change in condition and the need fo alter
treatment for one {1) of twenty-four (24) sampled
residents (Resident #1). On 08/12/12,
documentation in the nurse's noles revealed
Resident #1 had a scabbed area less than 0.1
centimeter (cm) in diameter with redness noted
.around a scabhed area to the left great toe.
interview with the Minimum Data Sat (MDS)
Assistant revealed on 10/15/12 she assessed a
wound to Resident #1°s left great toe and noted
the wound was moist with necrotic (dead tissue)
black tissue, brown purulent drainage, and a fout
odor. The MDS Assistant stated she immediately
imformed Licensed Practical Nurse (LPN) #1 of
the assessment of Resident #1's wqund on
10/15/12. However, there was no documented
evidence the physician and lega! representative
were notified on 10/15/12, concemning the change
in condition to Resident #1's left great toe. On
10/17/12 (2 days after the MDS Assistants
assessment on 10/15/12) LPN #3 nofified
Resident #1's physician of drainage and odor to
the resident's left great toe wound and obtained
new orders. On 10/18/12, at 10:30 AM a nurse's
noie revealed Resident #1's legal representative
insisted on observing the wound to Resident #1's
left great foe after the legal representative was
informed that new orders had been received on
10/17/12, related fo the resident's wound. LPN

completed on 10/19/12 for resident
#3 wes compared to the most recent
MDS to ensure that il wounds were
identified and carc planned. This was
completad on 10/21/12 by Donna
Fannin, LPN MDS staff.

On 10/22/12 the attending physicians
of Resident #3 was notified by fax of
the resident wounds, the type and
location. This was completed by
Christy Moore, RN. See
Attachment #4

Dn 11/20/12 the family of Resident
#3 was contacted by Chanity Purcell;
LPN regarding the resident wounds
to cnsure that the family was aware
of the resident wounds apd trestments
ordered.

1

2. On 10/19/12 a skin assessment was
complsted on all residents by
licensed staff to ensure that al
alterations in skin inteprity had been
identified. The staff names are Jeri
Frazier LPN, Jessica Arnett RN,
Heather Mowery LPN, Yvette Short

RN, Donna McDoweil, LPN and
Christy Allen LPN.
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#1 and the Assistant Director of Nursing (ADON)

weré present during the observation of the wound
on 10/18/12, at 10:30 AM and LPN #1
documented the toe was "red/inflamed" with a
“"necrotic area,” "yellow sloughing” (a mass or
layer of dead tissue separated from the
surrounding or underlying fissue), and had an
odor. Resident #1 was kansportad to an acute
care facility on 10/18/12, and the resident's left
great toe was amputaied on 10/20/12, due to "wet
gangrene” {death of tissue due to a loss of blood
supply with a bacterial infection), and the resident
remains at the acute care facility. (Referto
F309.)

The failure of the facility to ensure staff
immediately notified the resident’s physician and
respansible party when residents experienced a
change of condition placad residents at risk for
serious injury, harm, impaiment, or death.
Immediate Jeopardy was identified on 12/11/12,
and determined to exist on 10/15/12. The facility
was notified of the Immediate Jeopardy on
1211712,

The facility provided an acceptable credible
Aliegation of Compliance (ADC) on 12/13/12, with
the faciiity alleging removal of the Immediate

Jeopardy on 10/25/12. Immediate Jeopardy was -

verified to be removed on 10/25/12, as alleged
prior to exiting with the facility on 12/13/12, with
remaining rioncompliance at 42 CFR 483.10
Resident Rights, at a scope and severity of "D",
white the facility develops and implements a Plan
of Correction and the facility's Quality Assurance
process.

The findings include:

respective resident’s wounds, the
type of wound and Jocation. This
was completed by Christy Moore,
RN. See attachment i#4

The Medicat Director, Dr, Charles
Hardin reviewed alt the initial
physician notification regarding
wounds that was sent on 10/22/12.
He signed each sheet. See
attachment #4

On 10/28/12, 10/29/12 and 10730712
each attending physiciens was
notified of all wounds of their
respective residents and the current
treatment orders for those wounds.
The physicians were notified via fax

FORM. The physicians were asked
to sipn and retur. This was
completed by Christy Moore, RN,
See attachment #3 '

type of wound were contacted to
and treatments ordered. This was
completed on 11/20/12 by Anna
Caldwell ADON, Chanity Purcell

Humphries RN.

‘On 11/15/12 the physicians were
notified egain of all wounds and the

using the WOUND NOTIFICATION

The families of ell residents with any

ensure they were awate of the wound

LPN, Christy Moore RN and Brenda
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All attending physicians were
F 157 | Continued From page 5 F 157 notified via fax on 10/22/12 of their
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current treatments for their respective
F 157 | Continued From page 6 F 157 residents using the WOUND
: NOTIFICATION FORM. This was
Review of the facility policy entitied "Change In a completed by Christy Moore, RN.
Resident's Condition or Status" (undated) See atlachment #6

revaaled the facility was to notify the resident's
attending physician and representative of
changes in the resident's condition/status. The
policy revealed Nursing Services would be
responsible for notifying the resident's attending
physician and representative when thare had
been a significant change in the resident's
physical status, when there had been a need to
after the resident's treatment significantly or when
deemed appropriate in the best interests of the
resident. The review further revealed all
notifications should be made as soon as
practical, "but in no case shall such notification
exceed twenty-four (24) hours." The policy also
revealed, "All changes in the resident's medical
condition must be properly recorded in the
resident’s medical record in aceordance wilh our
charting and documentation policies and
pracedures.”

1. Aninterview on 10/25/12, at 1:00¢ PM with the
MDS Assistant revealed Resident #1 was initially
admitted to the facility on 06/26/12, for
rahabilitation following a Right BKA to learn how
to ambulate with prosthesis prior fo the resident's
discharge home. The MDS Assistant stated she
conducted a head 1o toe assessment of Resident
#1 on 1071512, during the completion of an MDS
assessment. The interview revealed at the time
the assessment was conducted, the MDS
Assistant was very concerned about the
resident’s wound to the lsft great toe; however did
not document the status of the wound. According
to the MDS Assistamnt, at the time of her
assessment, Resident #1's wound was moist,

The nurse’s notes for alf residents
were reviewed for the months of
October, November and through
December 15, 2012 for documented
changgs in resident condition and
physician and family notification.
This was completed by Mary Arms
DON, Anna Caldwell ADON, Emily
Jones-Gray Assistant Administrator,
Brende Humphries Quality
Assurance, Kathy Meadows Social
Services, Misty Pennington Social
Services and Marie Pennington
Activities Director.

I it could not be determingd by
reviewing the nurse’s notes that the
family and MD were notified of
changes in resident condition then the
MD and fernily were contacted
regarding the change. The respeciive
physicians were faxed by Mary
Ams, DON on December 18— 19,
2012 to ensure that they were aware.
None of the physicians responded
back to the facility indicating that

. they were unaware of any of the
documented changes in the
resident condition. Families werc
comzeted on December 14—~ 16; 2012
by Annz Caldwell, ADHON, Chanity
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had a foul odor, brown purulent drainage, black
necrotic tissue, and was red from the wound on
the tip of the toe to the first joint of the left great
toe. The MDS Assistant revealed she reported
her concerns about Resident #1's wound to LEN
#1. The interview revealed the MDS Assistant
thought LPN #1 would notify Resident #1's
physician of the wound condition.

An interview on 10/24/12, at 4:30 PM with LPN #1
revealed Resident #1's left great toe had a "smalll
biack spot" when she last assessed the wound

but could not recall ihe date. However, according

o the LPN, on 10/18/12, Resident #1's family to casure that the MDD and fomily had
member insisted on observing the wound and, at been notified. This was completed
that time, the resident's entire toe was red with by November 23, 2012 by Mary
black necrofic tissue, sloughing to the side. LPN Arms, DON.

#1 stated staff was to assess a resident wound
with each ireaiment and the physician. was to be
notified of any changes in the wound. LPN #1
stated she did not recall being informed that the
wound on Resident #1's great toe had changed or
had an ador.

- . MD and family of a change i g
An interview on 10/24/12, at 12:50 PM with LPN condition and fﬂih:e - Be i e
#3 revealed when she performed wound care fo i .
transportation arrangements to the

the wound on Resident #1's left great toe on
10/12/12, the wound had not changed and
appeared to be a dry callus. However, according

to LPN #3 when she assessed the wound an LPN #3, Mona Jacobs was given a
10/17412, the wound had an odor and drainage, disciplinary waming and placed on
and the LPN notified the physician and received probation On 10/20/12 by Mary

new orders. LPN #3 could not explain why she Arms, DON for failure to assess and
notified the physician on 10/17/12, when she document the resident wound.

signed the wound care as being completed on
10/16/12, according to the Treatment
Adminisiraion Record (TAR).

PAINTSVILLE, KY 41240

{44} 1D SUMMARY STATEMENT OF DEFICIENGIES D . PROVIDER'S PLAN OF CORREGTION (X5)
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DEFICIENGY}
Purcell, LPN, Emily Gray, Assistant
F 157 | Continued From page 7 _F 157 Administrator; Kathy Meadows;
' Social Services, and Misty

Penningion, Social Services fo ensure
that families werc aware of
documented changes in resident
condition. There was one
documented change in one resident
that the family was uneware of,

All accident/ incident reporis for
Sepiember, October and through
November 23, 2012 were reviewed
and compared to the resident record

LPN #1, Rose Ratiiff was terminated
on 10/18/12 by Mary Arms; DON for
failure to assess and document the

resident wounds; failure to notify the

watnd care clinic,

Licensed staff was in-serviced on
resident assessmnent, measuring
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Mild Malnutriion. On 09/12/12, approximately
two and one half months after admission,
documentation in the nuree's notes at 2:30 AM by
PN #1 revealed the resident had a scabbed area
less than 0.1 centimeter (cm} in diameter with
redness noted around a scabbed area to the left
great foe. The note revealed Resident #1's
physician and representative were notified at that
fime and new orders were received for reatment
to the area on the left great toe and for a referral
to the Wound Care Clinic (WCC).

Review of Residert #1's WCC notes dated.
09/13/12, revealed the wound to the resident's left
great ine was assessed to be a Diabetic Ulcer
that measured 2.2 cmx 1.8 cm x 0.1 om.
Continued review of the WCC notes revealed
Resident #1 received treatment on 09/20/12 and
at that time the resident's wound measured 0.7
em x 0.6 cm x 0.1 cm and the base of the wound
was pale pink, with scabbed epithelium partial
coverage o the wound. The nofe revealed there
was no eschar, no yellow sloughing, and no
drainage or on odor noted. The resident was not
seen again at the WCC due to the facility's failure
1o amange transportation for the 0G/27/12, follow
up appaintment. (Refer to F309.) There was no
further documentation from the WCC addressmg
the staius of Resident #1 s wound.

Continued review of Resident #1's medical record
revealed a Treatment Administraticn Record
(TAR) for September and Qctober 2012, which
revealed siaff was fo cleanse the wound an the

appoiptments, making transportation
arrangemeqts, the transportation log,
transportation policy and the new
transportation books for easier use.
These were completed on 10/19/12
thru 10/21/12 by Mary Arms DON,
See attachment #10

" Licensed staff were in-serviced

regarding notification of change,
causes of skin breakdown; Braden
scale, mutrition in skin breakdown,
tarn and reposition of residents, risk
factors for skin breakdown, how 1o
Write & compiete treatment order,
assessing, staging and measuring
wounds, weekly summaries and skin
assossments, the new wound
monitoring sheet, proper disposal of
soiled dressings, proper procedure
required in completing a
treatment/dressing change, storage of
miedication with focus on Mycalcin
spray, procedure for returning home
meds to family, entering medication
ordsrs/following physician orders,
transcription of high risk
medications, a second purse should
review all new and readmission

orders. This in-service was started on

11/08/12 and compieted on 11/23/12

() 1D SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF GORREGTION s
PREFIX {(EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
. DEFIGIENCY)
. wounds, trestments and
F 137 | Continued From page 8 F 157 doeumeniation; maintaining aceurate
Review of Resident #1’s closed record revealed medical records, physician and
the facility admitted the resident on 06/26/12, with family notification, policies and staff
diagnoses of Right below the Knee Amputation responsibility, making appointments,
(BKA), Hypertension, Diabetes Insipidus, and scheduling transportation to
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resident's left great foe with nonmal saline, cover

the wound with Aquacei AG ({a silver impregnated
antimicrobial dreseing which reduces the number
of bacteria in the wound) and a "4 x 4" gauzs,

then wrap the wound with a "Kling” dressing every )

forty-eight (48) hours. A review of the TAR
revealed LPN #1 performed wound care fo
Resident #1's left great toe on 10/04/12,
10/10/12, 10/14/12 and on 10/18/12. The TAR
further revealed LPN #3 performed wound care to
Resident #1's left great toe on 10/02/12,
10/06/12, 10/08/12, 10412/12, and on 10/16/12.

Although staff documented the wound care every
forty-eight {48) hours on the TAR from 10/02/12,
through 10/16/12, there was no documentation
irom 09/28/12 through 10/16/12 thai described
the stafus of Resident #1's wound on the left

-| great toe uniil 10/17/12. On 1011712, at 2:50

PM, LPN #3 documented the wound to the
resident's left great toe had an odor and drainage;
notified the resident's physiclan of the
assessment made on 10/17/12; and received
new orders for a culture of the wound and
another referral to the WCC.

Continued review of the rurse's note revealed on
10/18/12, at 10:30 AM Resident #1's farnily
member insisted on observing the wound, and
LPN #1 and the ADON removed the dressing
covering the resident's wound. Documentation
revealed the resident's toe was red and inflamed,
had a necrotic area, yellow sloughing, and had an
odor, According to documeniation by LPN #1,
Resident #1's family member insisted the resident
be fransporied to an acute care facility for
evaluation and treatment,

Licensed staff were in-serviced a
second time on the same information
contained in the in-service completed
on 11-23-12. Attachment #15 This
in-service was conducted on an
individirai basis Tor some staff and/or
very small groups for others with
more staff interaction encouraged. A

form was developed so that each staff -

attending the in-service inifialed each
item (as it was discussed/explained)
an ifem was discussed indicating that
they understood. Stedf were asked if
they had questions and if 5o all jtems
in question were discussed prior to _
their initialing, Tn-servicing started
on 12/18/12 and will be completed on
1/7/13 by Mary Arms, DON,

All nursing staff on medical leave at
the time of in-servicing wifl be in-
sefviced prior to their return to work
by Mary Arms, DON.

The Pressure Policy wes reviewed by
Mary Arms, DON gnd Deborah
Fitzpatrick, Administrator on
10/21/12 with ne changes needed.
The Medical Director, Dr, Charles
Hardin is in agreement. See
Attachment #11

'f‘he ‘Wound Documentation policy
was revised on 10/21/12 by Mary

(X4) )0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S Pt AN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PREGECED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE APPROPRIATE PATE
DEFCIENCY)
by Mary Arms, DON. See
F 157 | Continued From page @ F157 attachment #15
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Arms, DON md Deborah Fitzpatrick,
F 167 | Coniinued From page 10 F 157 Administtator with. The Medical

A review of the Surgical Report dated 10/20712,
revealed Resident #1's left great toe was
amputated due to ulceration with wet gangrene.

An interview on 10/25/12, ai 11:30 AM with
Resident #1's Prmary Physician confirmed she
had not been informed of the decline in the status

‘of Resident #1's wound until 10/17/12. Actording

to the Physician, she expected the nurses to
assess the resident’s wounds whiie performing
wound care and to be notified of any changes in
the wound. The interview revealed the Physician
was unaware Resident #1 had not kept the follow
up appointment at the WCC as ordered by the
WCC until after the resident was sent to the
hospital on 10/18/12,

2. Review of Resident #2's medical record
revealed the facility admitted the resident on
10/31111, with diagnoses of left butiock ulcer,
sacral ulcer, Anemia, Peripheral Vascular
Disease and Diabetes, Resident #2's medical
record revealed the resident was readmitted from
an acute care facility on 08/06/12, with a prassure
ulcer to the left buttock and blisters to both heels.

The Wound Evaluation Flow Sheet revealed the
wounds were assessed on 08/07/12 and the
wound to the lefl buttock measured 3 cm x 3.5
om x 4 cm, the left heel wound measured 5 cm x
£ ém, and the right heel wound measured 5 cm x
Scm. On 08/19/12, the feft hee! measured 6.1
cm x 8.6 om x unable to determine (UTD), the
right heel had no measurements and the area on
the left buttock measured 3 cm x 3.4 cmx 5 cm.
There was no documentation that the resident's
physician was nofified of the increase in size of
the resident's wounds.

Director, Dr. Chatles Hardin is in
agreement.
See Attachment i2

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

The Wound Notification Form was
revised on 12/14/12 by Mary Arms,
DON and Deborah Fitzpatrick,
Administrator to include a space for
measurements, instnrctions to notify
family of eny chanpes and a place to
document family member notified.

The Medical Director i3 in agreement
with the revision. See Attachment
#14(2)

The treatient nurse was hired on
10/24/12. Her name is Tracy
Thompson and she is an LPN. She
will work full time as a treafment
nurse 5 days per week.

Chiristy Moore, BN a cusrent
employee will also work 2 days a
week as a treatment gurse. There will

FORM CMES-2567(02-8B) Previous Versions Obsolele
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Interview conducted on 12/13/12, at 1:30 PM,
with Resident #2's physician revealed he could
not recall being made aware of an increase in the
size of Resident #2's wounds in August 2012.

3. Review of Resident #3's medical record
revealed the facility admitted the resident on
10/04/12, with multiple Pressure Ulgers,

Review of Resident #3's Wound Evaluation Flow
Sheet revealed on 10/04/12, the resident had an
area to a bunion on the left foot that measured
0.6 cm x 0.4 cm x unabie to determine (UTD) the
depth, an area to the left outer ankle with
measurements of 0.4 cm x 0.4 cm x UTD, an
area to the loft hee! that measured 1.7 cmx 2.3
cm x UTD, a Stage |l to the coccyx with
measurements of 3 cm x 3 cm x 0.2 cm, and an
area to the right heel with no measurements.

Further review of Resident #3's Wound
Evaluation Flow Sheet revealed no other
asgessments of the wounds unfi] the fasiity
conducted a facility wide “skin sweep” (is when
the facifity conducts skin assessments on all
residents o ensure accurate assessments)
during the weekend of 10/18-20/12. The flow
sheet revealed on 10/20/12, the bunion fo the
resident’s left foot measured slightly larger at 0.6
cm x 0.5 cm x UTD, the area 1o the left outer
ankle measured slightly larger at 0.4 cm x 0.5 cm
x UTD, the area 1o the left heel measured the .
same, the Stage |l io the cocoyx measured larger
at 7 ¢m x 3.5 cm x UTD, the area to the right heel
measured 3.4 cmx 4.1 cm x UTD and the area to
the left third toe measuring 0.6 em x 0.8 cm x
UTD. There was no dosumentation the resident's

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION s
PREFIX (EACH DEFICIENCY #MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
be a designated treatment nurse 7
F 157 | Continued From page 11 F 157 days & week.

 placed on the wonnd monitering

The treatment nurse will administer
treatments on all wounds Stage I or
greater (includes diabetic or stasig
ulcers), monitor wounds daily for
changes, measure wounds weekly,
document daily on wounds or
satrounding skin (of those wound
with treatments order other than
daily), sotify physicians bi-weekty of
all resident wounds and condition of
each wound, monitor daily to see that
docamentation is being completed as
part of CQI.

All stage 1 wounds have also been

sheet. The staff nurse assigned the
responsibility of providing carc for
the resident will administer
treatments to Stage I or other wounds
(such a5 surgical wounds) and for
decumenting the condition of the
wound daily. The staff nurse should
also notify the MD and family if
there are any changes te the wound.

An instroction shest for treatment
murses wis developed on 12/15/12 by
Mary Arms, DON and Deborah
Fitzpatrick, Administrator and placed
in the treatment books. See
Attachment #57
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the resident's wounds.

An interview with-the DON on 11/01/12, at 2:35
PM revealed licensed nurses were to notify a
‘resident’s physician of any changes in the
resident’s condition. The intarview revealed the
facility did not conduct audits to ensure
physicians were notified of a resident's change in
candition,

Aninterview on 11/01/12, at 3:45 PM with the
Administrator revealed all nurses were
responsible to nofify a residents' physician of any
change in a resident's condition as soon as the
nurse becomes aware of the change. The
interview revealed the facllity monitored a sample
of charts monthly to ensure notification was
conducted for alt change of condition; however,
the monitoring had been discantinued.

**An accepiable Allegation of Compliance (AQC)
related to the Immediate Jaopardy (1J) was
submitted by tha facility on 12/13/12, which

| alleged removal of |J effective 16/25/M2. An
extended survey was conducted on 12/1-13/12,
which determined the IJ was removed on
10/25/12 as alleged.

--A review of the AOC revealed the following:

On 10/18/12, Licensed Practical Nurse (LPN) #1
was terminated by the Director of Nursing (DON)
due fo the failure io assess/document Resident
#1's wound, notify the physician and responsible
party of the change in the resident's wound and
the failure tc make arrangements for the
resident's transportation to the wound dinic.

(Xd) 1D SUMMARY STATEMENT OF DEFRCIENCIES [Iv] PROVIDER'S PLAN OF CORREGTION (¥5)
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. DEFICIENCY}
Both treatment nurses (Tracy
F 157 | Continued From page 12 F157 Thompson, LPN on 12/16/12 and
physician was notified of the increase in size of Christy Moore, RN on 12/17/12)

hsve been in-serviced on the
instmction sheet and have initialed.
Sec Attachment #57

A new 24 hour shift report was
created on 10/24/12 by Mary Arms,
DON and includes physician and
family nolification See Attachment
#58

The new shift report created on
10/24/12 was revised sgain on
12/14/12 by Mary Arms, DON to
inchude the signatures of the shift
murses completing the reports and
signature of the administrative
nursing staff reviewing the report.
See Attachment # 58

A full time Quality Assurance nurge
was hired on 11/19/§2. Her narme is
Brenda Humphries. She is ain RN
who hes 19 years experience as a
quality assurance nurse for home
health and also has experience as a
namsing instructor

On 10/21/12 Mary Arms DON
notified Dr. Charles Hardin Medical
Director of the missed appointment
of resident #1, the change in
condition related to the wound and
Tailure of LPN #1 fo notify the
attending physician and family and

FORM CMS-2567(D2-83) Previous Versions Obsolete Event ID:éGKDﬂ
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SUMMARY STATEMENT OF DEFICIENCIES

On 1171812, the DON notified Resident #1's
physician the family requested the resident be
transported back to the acute care facility the
resident had previously been treated, prior to
admission fo this facility.

On 10/19/12, the DON reviewed Resident #1's
medical racord and continued to investigaie.

On 10/19/12, Registered Nusses {RN) #4, #8 and
LPNs #2, #4, and #13 conducted skinfwound
assessments on all residents.

Initiated on 10/18/12, and completed on 10/21/12,
the DON in-serviced all licensed staff regarding
physician and responsible party notification of
change in condition.

On 10/21112, the DON notified Resident #1's
physician by fax regarding the missed
appointment 1o the wound care clinic,

On 10/22/12, RN #2 noiified each physidian of
their respective resident's wounds addressing the
stage and location of each wound after the
facllity's Medical Director had reviewed/signed
each physiclan's notification,

On 10/24/12, a new Wound nurse started
employment and will be assessing and providing
treatments to all wounds five (5) days a week.
RN #2 will be assessing and providing freatments
to all wounds the other two (2) days a week. The
Wound Nurse or RN #2 will fax each resident's
physician a bi weekly notification of the resident's
wound type, location, description, and current
treatment.

F 157

On 10/28/12 a meeting was held with

Dr. Charles Hardin, Medical
Director, Mary Arms, DON and

Deborah Fitzpatrick, Administrator o

discuss the issues identified in the
current survey and Quality
Improvement related to assessment,
wound care, documentation,
physician and family notification and
franspartation to appointments,

On 11/27/12 a meeting was held with
Dr. Charles Handin, Medical
Director, Mary Arms, DON and
Deborah Fitzpatrick, Administrator to
discuss the plan of correction related
to the abbreviated and standard
surveys beginning on 10/23/12 and
ending on 11/01/12.

On 12/28/12 Dr, Charles Hardin,
Medical Director, Mary Arms, DON
and Peborah Fitzpatrick, _
Administrator met to discuss the
extended survey completed on
12/13/12 and corrective actions,

A full time Quality Assurance nurse
was hired on 11/19/12. Her name is
Brenda Hurnphries. She is an RN
wiio has 19 years experience as.a
quality assurance nurse for home
health and also hes experience asa
Tursing inslructor
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) failure to make tnmsportation
F 157 | Continued From page 13 arrangements.
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F 157 Continued From page 14 - F 157 The CQI skin monitoring sheet for
_ : pressure ulcers was revised by Emily
As part of the Facility's CQI for monitoring skin Gray Assistant Administrator on

assessments upon admission, the DON has 1)
Reviewed all skin assessments on new
admissions and readmissions and compared the
skin assessment with her own skin assessment
of the resident to ensure ali areas have been
identified, staged and measured accurately. 2
Reviewed the new admissions and readmissions
chart {0 ensure the physician and family were -
natifled of any skin areas, that appropriate
freatment is being utifized fo ali skin areas and all
skin areas were appropriately documented on the
wound monfioring flow shest for the resident.

The DON and RN #2 wili review all residents'
weekly nurses summary (which include a skin
assessment) and assess each resident o ensure
the skin assessment matches and ensure the
physician was nofified of any new alferations in
skin integrity or changes in condition. The nurse
completing the weekly skin assessments will
notify the physician of any changes, obtain new
arders, and update the resident's ptan of care
with the new orders.

--The surveyors validated the corrective actions
taken by the facility as follows:

interview on 12112/12, at 4:40 PM with the DON
and review of LPN #1's Employee Disciplinary
Report dated 10/18/12, revealed the LPN was
terminated dus to the failure to assessidocument
Resident #1's wound, nofify the physician and
responsible party of Resident #1 concerning the
change in the resident's wound and the faiiure to
make arrangements for the resident's
transportation to the wound clinic.

11/20/12. Twelye (12) charts will be

- teviewed monthly. This alse
incudes notification of physician
and family. This will be completed
by the Quality assurance nurse or the
ADON Anna Caldwell or Mary
Arms, DON. This will be ongoing.
All results will be reported quarterly
through CQT by Emily Jones-Gray
Assistant Administrator or the person
completing the monitoring. See
Attachment #17

A SKIN/WOUND QI LOG was
ordered and will be used to frack
wounds (facility acquired or admitted
with), type of wound, interventions
and physicisn and family
notification. This will be updated
weekly by Emily Gray, Assistant
Administrator. Thit may be assigned
to other staff in the futurce. This wilk
be ongoing. All results will be
teported quarterly through CQI by
Emnily Jones-Gray, Assistant
Administrator or the person
completing the monitoring.

10226/12 See Attachment #18

Mary Arms, DON or the QA Nurse
will review the skin assessments on
new admissions and readmissions,
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the DON notified Resident #1's physician the
family requested the resident be transported back
1o the acute care facility the resident had
previously been treated, prior o admission to this
facility. ’

interview on 12/12/12, at 4:40 PM with the DON
and review notes dated 10/19/12, revealed the
DON reviewed Resident #1's medical record
investigating the resident's wound and
appointment issues.

Interviews on 12/12/12, af 2:15 PM with LPN #4,
on 12M13/12, at-11;00 AM with RN #4, at 11:10
AM with LPN #2, at 1:15 PM with RN #6, at 1;20
PM with LPN #13, and review of notes revealed
on 10/19/12, the above licensed staff conducted
skinfwound assessments on all residents.

inlerview on 12/12/12, at 4:4C PM with the DON
and review in-service recards dated 10/19/12,
through 10/21/12, revealed the DON in-serviced
all licensed staff regarding physician and
responsible party noiification of change in
condition.

Interviews on 12/12/12, at 11:00 AM with RN #2,
at 2:15 PMwith LPN #4, at 5:00 PM with LPN
#12, on 12/13f12, at 2:00 PM with LPN #85, at
11:00 AM with RN #4, at 11:10 AM with LPN #2,
at 1:15 PM with RN #6 and at 1:20 PM with LPN
#13 confirmed the licensed staff were in-serviced
on physician and responsible party notification of
change in condition.

x4y ID - SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION o5
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’ DEFICIENCY)
They will then assess the resident
F 157 | Continued From page 15 F 157 skin and compare it with the skin
assgssment compieted by the staff
Interview on 12/12/12, at 4:40 PM with the DON nurse to ensure that ali areas have
and review of a faxed lefter revealed on 10/118/12, been identified properly and that the

steging and micasurements are
accuraie, if the family and MD were
notified, the appropriate trestment is
in place and that alf areas have been
placed on the wound monitoring flow
sheet and monthly log. This will
continne for 6 months and then will
be re-evatuated. The findings wil! be
repotted quarterty through CQI by
Mary Arms, Don. 10/25/12 See
attachment §20

A shift report review wilf be
completed at least 3 times weekly
and compared with the resident
nurses’ notes fo ensure that the MD
and family have been notified of
changes in resident condition. This
will be ongoing and will be
completed by Mary Arms DON, !
Amna Caldwell, ADON or the QA
nurse. The results of this audit will
be reported quarterly through CQI by
the person completing the andit.
12/14/12

A chart audit will be completed on 4
charts per unit per week (48 charts
pet menth) to easure that MDD and
families are notified of changes in
resident condition and that it is
documented. This wilf be completed
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Interviews on 12/12/12, at 4:40 PM with the DON
and review of a Ietter with a faxed cenfirmation
dated 10/21/12, revealed the DON notified
Resident #1's physician regarding the missed
appointment to the wound care clinic.

Interviews an.12/12/12, at 11:00 AM with RN #2,

‘on 12/13/12, at 1:30 PM with the Medical Director

and review notification letters dated 10/22/12,
revealed RN #2 notified each physician of their
respective resident's wounds addressing the
stage and location of each wound after the
facility's Medica’ Director had reviewed/signed
each physician's notification.

Interview on 12/12/12, at 2:45 PM with the newly
hired wound care nurse reveaied she started
employment on 10/24/12, and will be assessing
and providing treaiments io all wounds five (5)
days a weak. Interview on 12/12/12, at 11:00 AM
with RN #2, revealed RN #2 will be assessing and
providing traatments to all wounds the other two
{2) days a week. The interviews revealed the
wound care,nurse or RN #2 will fax each-
resident's physician a bi-weekly notification of the
rasident's wound type, location, description, and
current treatment. Review of the newdy hired
wound care nurses' employee file revealed she
started employment at the facility on 10/24/42,
Further review of physician notifications letters
revealed faxes were being sani bi weekly io the
resident's physician nofifying the physician of the
resident's wound type, locafion, description, and
current treatment.

Interview on 12/12/12, at 4:40 PM with the DON
and review of documentation of the only resident
that had been admitted since 10/25/12, revealed

04} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION (5
PREFIX (EACH DEFICGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. DEFIGIENCY) )
for 6 months and then re-evaluated, This
F 157 | Continued From page 16 F 157 will be completed by the QA nurse or

Mary Arms, DON usmg the Call Log

Audit Foem. This started on 12/1/12. See
Attnchment #59

The results of £| audits will be reported
quarterly through CQI by Emily fones QA -
Coordinator or the person completing the
andit. This will be ongoing.

Dr, Charies Hardin, Medical Director wil}

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

5. Date of Completion 01/08/13

Lo

1t is the policy of this facility 1o promote care for
tgsidents in 2 mamner and in an ervironment that

B

241 483.15(a) DIGNITY AND RESPECT OF
IVIDUALITY

intains or eribances each resident’s dignity and
pact in full recognition of his or her
d_ividljality. This is evidenced by the following;

1. All pursing staff were in-serviced on
Dignity, specifically knocking on doors
before entering the resident room and
requesting permission o emter  and
standing while feeding as it relates to the
residens identified during the survey as
being affected with the exception of
Resident 1 who was discharged to home

. aon 11#4/12. This in-service was started
on 11/8/2012 and was completed by
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11/23/2012. Emily Jones-Gmy,
" F157 Continued From page 17 F 157 Assistant Administrator, Mary Arms,
as part of the facility's CQI for monitoring skin DON and Chapity Porcell, Staff
assessments upon admission, the DON reviewed Development completed the in- -
the resident's ekin assassments and compared sorvices. See attachment #24
the skin assessment with her own skin :
assessment of the resident to ensure all areas 2. Kitty Harmon, Housckeeping
have been identified, staged and measured Supervisor conducted sn andit related
accurately. The DON further reviewed the to knocking on doors and requesting
resifient's chart.to ensure the.physlcian and permission fo enfer before entry,
family wers notified of any 5|-c|_n areas, that sitting on bed while feeding, and
ap_propnate treatmer:ut was being utilized tn.all standing while feeding on 11/19/12.
skin areas and all skin areas were appropriately .
documented on the wound monitoring flow sheet '
for the resident.
i Amanda Spacks, Kitchen manager
Interview on 12/12/12, at 4:40 PM with the DON, conducled an andit on dignity during
at 11:00 AM with RN #2 and review their personal meal tires, standing while feeding,
hand written notes revealed the DON and RN #2 sitting on bed while feeding and
will review all weekly nurses summary of each knocking on doors and requesting
resident, including skin assessment and assess permission to enter before entering the
each resident to ensure the skin assessment room on 11/16/12.
maiches and ensure the physician was nofified of
any new alterations in skin integrity or changes in Deborah  Fitzpatrick, Administrator
condifion. The _nurse' completlng t.he wesekly skin pecformed an anditvin camera syster
assessments \{Vili notify the physician of any on 11/5/12 related to knocking on R
changes, obiain new orders, and update the & riof to entering resident
resident's plan of care with the naw orders. 0TS prior to entering resident rooms.
241 | 483.15(a) DIGNITY AND RESPECT OF F 241
FSS=E INDIVIédAUTY : 3 A_ll mursing staff was in-serviced on
Dignity, specifically knocking on
The facility must promote care for residerts in a doors of all residents before entering
manner and in an envirenment that maintains or the room end requesting permission to
enhances each resident's dignity and respect in enter and standing while feeding as it
full recognition of his or her individuality. relates 1o all residemis requiring this
service. This in-service was siarled on
‘ ) 11/8/2012 and wes completed by
This REQUIREMENT is not met as evidenced 11/23/2012.  Emily  Jones-Gray,
by: : Assistant Administrator, Mary Arms,
Based on observation, interview, raview of the
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DON and Chanity Purcell, Staff
F 241 | Continued From page 18 F 241 Development  completed the in-

facility poiicy and Mosby Nurse Aide Training
textbook, it was determined the facility failed to
provide care for each resident that promoted the
resident's dignity and respect. Observation of the
avening meal service on 10/29/12 and the noon
meal on 10/30/12, revealed staff stood the
residents bedside when they fed residents, and
failed io sit face fo face with the residents in an
effort to promote the resident’s dignity for two of
twenty-four sampled residents (Residents #8 and
#14) and two unsampfed residents (Residents |
and 1) that were fed by facility staff. Additionally,
observation during medication pass on 10/29/12
and a wound care treaiment on 10/29/12
revealed staff failed to oblain permission prior fo
entering the foorm of two sampled residents
{Residents #7 and #21) and one unsampled
resident (Resident B).

The findings include:

Review of the facllity policy fitled Assistance with
Meals (revised 10/20/08}, reveaied residents who
could npt feed themseives would be fed with
attention to safety, comfort and dignity. The
policy directed staff that dignity should be
maintain by not standing over residents while
assisting the resident with meals,

Review of the facility's Quality of Life-Dignity
policy (revised 12/20/08), reveated residents'
private space and property would be respected at
all imes. The policy directed staff to knock on
the resident's door and request permission before
entering the resident's room.

According to the Bth Edition (2011} Mosby
textbook for Long Term Care Nurse Aide Training,

services. See Attachment #24 7

All nuesing staff were in-serviced a
second time on the same infornation
contained in the in-service completed
on 11-23-12. Attachment #24 This
in-service was conducted on an
individual basis for some staff and/or
very small groups for others with
more staff interaction encouraged. A
form was developed so that each staff
pitending the m-service initinled each
Hem (as it was discussed/cxplained)
an itetn was discussed indicating that
they understood. Staff were asked if
they had questions and if so al} items
in question were discussed prior to
their initialing, This in-service was
stated on  and was completed on
12/17/12 and will be completed on
1/7/13 by Deborah Fitzpatrick,
Adminisirator, Emily Jones Gray,
Afsistant Administrator and Mary
Armg, DON.

All nursing staff on medical leave at
the time of in-servicing will be in-

“ serviced prior to thejr retum to work
by Mary Amms, DON,

All Ancillary staff was in-serviced on
resident Dignity in general using the
interpretive  guidelmes. This in-
service was started on 11/8/2012 and
was completed by 11/23/2012,
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revealed Certified Nursing Assistants {CNAs)
were to sit facing the residents during feeding and
the textbook explained the sitting position was
more relaxing and demonstrated staff had fime
for the resigdent. The textbook also revealed by
facing the resident, staff could observe if the
rasident experiences any swallowing problems
and could see how well the resident was eating.

1. Observation of the evening meal on 10/29/12,
revealed staff delivered meal trays to residents
that remained in their rooms for the evening
meal. Observation revealed CNA #4 stood over
Resident J during part of the meal, as she fed the
resident and was not face to face with the
resident.

Imterview on 10/30/12, at 3:10 PM, with CNA #4
revealed staff could sit or stand fo feed resident
the meails. CNA #4 stated she was not aware
staff should not stand beside the residents when
assisting the residents with their meals,

Continued obsarvation of the evening meal
service, revealed GNA #6 assisted Resident #14
with the evening meal and stood af the resident's
bedside. CNA#6 failed to sit face to face with the
resident during the meal.

interview on 10/30/12, at 3:30 PM with CNA #6
revealed staff could sit or stand while feeding
residents. CNA #€ stated she was short.in height
and thought the resident could not see her unless
she stood at the resident's bedside.

Further observation revealed CNA #5 stood
during the meal as she fed Resident |. CNA#5
failed to sit face to face with the resident during

Administrator, Mary Arms, DON and
Chanity Purcell, Staff Development
are responsible for completing the in-
services. See Attachment #24

All ancillary staff was in-serviced a
second time on the same information
contained in the in.service completed
on 11/23/12 (Attachment 24). The
depertment  managers  were  in-
serviced by Emily Gray, Assistant
Administrator and the department
managers  then  in-serviced  their
employees. This was completed by
147113,

The Quality of Life — Dignity policy
was reviewed on  11/15/12 by
Deborah Fitepatrick  Administrator
with minor changes. Dr. Hardin,
Medical Director is in aprcoment
with the changes. See Aftachment
'#25

4, A C(H monitoring tool was developed on

Services to monitor dignity during menl
times, standing over residents while
feeding, infection controf during meal times
and mocking on doors and requesting
permission to emter prior 1o entering the
oom. See Aftachment #26

Kitty Harmon, Housckeeping
Supervisor, Brandy Cooper, Dietary
Manager, and Amanda Sparks,

F/16/12 by Kathy Meadows, Social
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wes completed by 11/23/2012.
F 241 | Continued From page 19 F 241 Emily Jones-Gray, Assistant
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Kitchen manager are mORitoring
F 241 | Continued From page 20 F 241 dignity during meal times, infection
the meal. In addition, observation of the noon contro] during meal times/sitting on
meal on 10/30/12, at 12:50 PM revealed CNA #5 the bed while feeding and knocking on
stood at the bedside of Resident | as she fed the doors prior fo entering the room af
resident the meal, and failed to sit face to face minimum of 3 times a week at
with the resident. different  iniervals  using  the
‘ monitaring tool. If staff is observed
Interview on 10/30/12 at 12:5C PM, with CNA #5 during the andit to violate any of the
reveaied §he had been ta_'ai(ned fo be at eye If.tvei above they are corrected by the person
of the resident when assisting the resident with anditing immediately. The violation
meals. CNA#5 .5tate<?l she shoulid have s'eated and  the committing the
herself on a chair beside the resident during the L. f
meal to better assist the resident with the mea. violation are reported to Mary Arms,
DON for further corrective action if
Observation of the noon meal on 10136112, at necessary.  This was started on
12:45 PM, revealed Resident #8 was seated in a 11/16/12 and will contime for 6
wheelchair and CNA #14 stood while she assisted months and then be re-evaluated.
the resident with the meal. CNA #14 failed to sit
face to face with the resident during the meal. Audit results are reported weekly in
the QA subcommittee meeting by the
An interview conducted with CNA #14 on person completing the audit.  All
10/30/12, at 1:00 PM revealed she thought she results will be reported quarterly
could sit or gtand when feeding a residen’_t. CNA through CQI by Emily Gray Assistant
#14 stated she had never been informed |¥ was Administrator o the.  person
4 unacceptable to stand when feeding a resident. conipl eting the audits,
inferview on 10/30/12 at 5:55 PM with the ) . .
Director of Nurstng {DON) revealed staff was Dr, Charles Hardi, Medical Director
required fo be seated at aye level with the will provide oversight during the
resident when assisting residents with meals. compliance process. The resulis of all
. audits will be reported to the Medical
2. Observation during the medication pass on Dircctor quarterly through CQI by
10/28/12, &t 5:35 PM, revealed Licensed Practica) Emily Jones-Gray, Assistant
Nurse (LPN #2} entered Resident B's room but Administrator. This will be ongoing.
falled to obtain the resident's consent prior to
entering the room. LPN #2 exited Resident B's Date of completion 01/08/13
room and returned to the medication cart :
positioned in the hallway. LPN #2 was observed
to reenter Resident B's room io evaluate the
FORM CMS-2567(02-99) Previous Versigns Obsolete Event ID:6GKOM Faciity I0: 100688 If continuation sheet Page 21 of 165
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#21. LPN#2 entered Resident #21's room but
fajled to knock to obtain consent prior to entering
the resident’s room.

Continued observation of the medication pass
revealed LPN #2 entered Resident #7's room to
obtain the resident's oxygen saturation and heart
rate prior to medication administration, LPN #2
failed fo knock to obtain consent prior to entering
Resident #7's room.

3. Observation on 10/29/12, at 7:35 PM revealed
LPN #2 prepared supplies (o provide a dressing
change for Resident #14. LPN #2 entered
Resident #14's room; however, LPN #2 failed to
knock on the resident's door prior to entering the
resident's room {o obtain consent to enter. LPN
#2 exited the resident's room to obtain additional
supplies from the treatment cart, positioned in the
hallway near the resident's door, and reentered
Resident #14's room without obtaining consent to
reenter the room. Afier the completion of the
wound treatment LPN #2 left Resident #14's
room to discard the soiled dressing in a waste
receptacle on the wound treatment cart, and
entered Resident #14's room again without
knocking on the resident's door.

Interview on 10/29/12, at 7:45 PM, with LPN #2
revealed staff should knozk on the resident’s door
and introduce themselves prior to entering the
room. LPN #2 stated she aiways knocked on
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F 241 | Continued From page 21 F241
Tesident's pain; however, LPN #2 failed to obtain
consent prior to reentering the room. .
P 9 F279 483.20(d}, 483.20(k)}1) DEVELOP
Continued observation of the medication pass on COMPREHENSIVE CARE PLANS
10/29/12, at 5:45 PM revealed LPN #2 prepared . | . . -
two oral medications and one Inhaler for Resident Itis the policy of this facility to utilize the

d revise the resident’s comprehensive care
an for each resident which includes
measurabie objectives and timetables to meet a

g‘dcm’s medical, mursing, and mental and

;{‘sults of the assessment to develop, review
b

ychosocial needs that are identified in the
mprehensive asscssment. This is evidenced
Y the following:

o

1. The behavioral care pian for resident
#6 was completed-and placed on the
chart on 11/1/12 by Misty
Pemningion, Secial Services.

Kathy Meadows, Social Services and
Misty Pennington, Sociel Services
reviewed resident #6°s entire care
plan on 11-15-2612,

Crystal Cantrell, Assistant MDS
Coordinator raviewed resident #6°s
MDS and care plan again on 11-23-
2012 1o ensure thet restdent needs
and behaviors are identified and care
planned.

2. Kathy Meadows, Social Services
generaied 2 list of all residents from
the MD5/Care Plan  computer
program for the past year (November
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The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must descripe the services that are

to be furnished to attain or maintain the resident’s -

highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right fo refuse treatment
under §483.10{b)(4).,

This REQUIREMENT is not met as evidenced
bry:

Based on interview, record review and review of
facility policy it was determined the facility fafled

Oy 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION . 5
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
. 2011 —-November 2012) who were
F 241 | Continued From page 22 F 241 identified on the MDS as having
resident's door at the beginning of the shift and bebaviors. Kathy and Misty
introduced herself to residents but did not knock Penningion, Social Services then took
on the resident's doar prior to entering the room all residents who had identified
during the remainder of the shift. behaviors on the MDS and compared
it with the care plan for each resident
Inferview with the Director of Nursing {DON) on to ensure all identified behaviors
11/01/12, at 2:30 PM, revealed staff shouid were addressed on the care plan.
always knock on a resident's door prior to This was starfed on 1 1-15-2012 and
enterlﬂg the resident's room. . wag t:omp]etedan 11-19-2012,
F 279 | 483.20(d), 483.20{k){1) DEVELGOP F279
§5=D | COMPREHENSIVE CARE PLANS Al resident care plans were reviewed
A facility must use the results of the asséssmenf by the 1\:;)8];:31: tand
to develop, review and revise the resident's compared wi
comprehensive plan of care. Assessment Su_mmm'-"' Sheet to
‘ ensure that all identified problems

had been care planned. No ofher
residents were identified s being
affected. 11/23/12

3. The Comprchensive Care Plan Policy
was reviewed on 11-16-2012 by
Deborgh
Fitzpatrick, Administrator, Mary
Arms, Director of Nursing and
Raberta Thompson, MDS
Coordinator with no changes made.
The Medical Director is in
agreement. See attachment #28

The Preliminary (Initial) Care Plan
Policy was reviewed on 11-16-2012
by Deborah Fitzpatrick,
Administrator, Mary Arms, Director
of Nursing and Roberta Thompson,
MDS Coordinator with no changes
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-made. The Medical Director is in
F 272 Continued From page 23 F 279

to use the results of the resident assessment to
develop a comprehensive plan of care for one (1)
of twenty-four (24) sampled residents (Resident
#8). Areview of a Minimum Data Set (M Ds)
Assessment and interview with staff reveated
Resldent #6 ofien rejected care provided by
facility staff. However, a review of the
comprehensive plan of care developed by facility
staff for Resident #6 revealed the facility failed to
ensure staff addressed Resident #6's behavior of
rejecting care, with goais and approaches
identified, in the resident's plan of care.

The findings include:

Acreview of the facility policy titled Care
Plans-Comprehensive (revised 10720/08),
revealed it was the policy of the fagility to develop
a comprehensive care plan for each resident that

included measurable objectives and tirmetables to )

meet the resident's medical, nursing, and
psychosocial needs. Further review of the policy
revealed the comprehensive care plan had been
designed to incorporate identified problem areas,
and to prevent declines in the resident's
functional status andfor functional level. The
policy revealed the Certified Nursing Assistant
{CNA} care plans were developad from the
comprehensive care plan and identified specific
care area needs and approaches necessary for
the CNA to provide daily care to individual
residenis,

A review of Resident #6's medical record
revealed the facility admitted the resident on
08/17/12, with diagnoses to include Fracture of
the Tibia, Uina, and Dorsal Vertebrae,
Alzheimer's, and Senile Depression.

agreement. See attachment §29

Allnursing staff wes in-serviced on
tuming and repositioning of residents
and following the CNA Care Plan.
This in-service was started on
11/8/2012 and was completed on
11/23/2012. Emily Jones-Gray,
Assistant Administrator, Mary Arms,
DON and Chanity Purcell, Staff
Development are responsible for
completing the in-gervices. See
Aftachment #24

Nursing staff were in-serviced on
documenting refasal of care
beginning on 12/17/12 and completed
on 1/7/13 by Mary Arms, DON,
Emily Jones-Gray Assistant
Administator and Deborah
Fitzpatrick, Administrator.

Kathy Meadows, Socia] Services and
Misty Permington, Social Services
were in-serviced on 11-21-2012 by
Deborsh Fitzpatrick, Administrator
regarding care planming rejection of
carg and completing documentation
by placing the completed care plan
on the chart. See attachment #30

Social Services staff will interview
staff caring for residents during their
Tespective assessment period to
identify any imdocumented
behaviors. This will be ongoing,
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A review of Resident #8's admission MDS
assessment dated 08/24/12, revealed the facility
assessed Resident #6 to be cognitively intact.
Further review revealed, based on the facility's
assessment, Resident #6 rejected care one (1) 1o
three (3} days out of the seven (7) day
assessment period., The assessment further
revedled Resident #6 was dependent on staff for
bed mobifity.

A review of the comprehensive plan of care and
the nurse aide care plan for Resident #5, dated
October 2012, revealed facility staff was required
to tum and reposition the resident every two (2)
hours. However, observation on 10/25/12, at
12:00 PM, 2:00 PM, and 4:00 PM revealed
Resident #8 was lying on hisfher backside.
Continued observations conducted on 16/29/12 at
6:14 PM, 6:45 PM and on 10/30/12, at 8:55 AM,
9:35 AM, 10:25 AM, 11:15 AM, 3:15 PM revealed
Resident #5 positioned on his/her backside.

Interview with Ceptified Nursing Assistant (CNA)
#13 on 10/30/12, at 12:00 PM and CNA #15 at
7:30 PM revealed they were aware they were
required to tum and reposition Resident #6 every
two hours. ‘However, both CNA #13 and #16
stated the resident refused o be turned and
repositioned and stated when a resident refused
care, they were to chart the resident's refusal in
the nurse aide care plan bogk. A review of
documentation of the nurse aide care plan book
revealed no documentation of Resident #6 refusal
of care. The CNA's further stated by the end of
their shift they did not have time {o chartif a
resident refused care or would forget to ghart it
for each resident.

v

sheet on 11-16-2012. This will be
used with cach resident’s care plan to
ensure all problems or potential
pioblems have been identified, a care
plan is in place and is on the chast for
thet problem or potential probiem,
This will be completed by the Care
Plan Team during the care plan
mesting and will be kepf in the
monitoning book i the Social Service
office,

This will be completed for 6 months -
and then re-gvaluated.

The resuthis of this audit will be
reported quarterly through CQL by
Social Services.  See atinchment
#31

Emily Jones-Gray QA Coordinator
will ensure that all audit results are
reported quérterly through CQI. This
will be ongoing.

Dr. Charles Hardin, Medical Director
will provide oversight during the
compliance process. The results of all
audits will be reported to the Medical
Ditector quarterly through CQI by
Emily Jones-Gray, Assigtant
Administrator. "This will be ongoing.

Date of Compietion 01/08/13

X4 1D SUMMARY STATEMENT OF DEFIGIENGIES b PROVIDER'S PLAN OF CORRECTION. s)
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F 279 | Continued From page 24 F 279 Kathy Meadows, Social Services
developed a Care Plan/QA check
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F282 483.20(5)(3)(i) SERVICES BY
F 278 | Continued From page 25 F 27Q@UALIFIED PERSONS/PER CARE PLAN
Interview with the Social Worker on 11/01/12, at Ttjis the policy of this facility th-al Services
10:55 AM revealed it was her responsibliity to priovided or arranged by the facility must be
develop a plan of care when a resident was p:Evided by qualified persons in accordance
assessed by the facilfty to refuse care. The social with each resident’s writien plan of care. This
worker stated Resident #6 should have had a isjevidenced by the following:
plan of care developed for rejection of care based
on the MDS assessment. 1. The care plan for resident #14 was
F 282 | 483.20(k)(3)(ii} SERVICES BY QUALIFIED F 282 reviewed on 11/23/12 by Crystal
s$5=) | PERSONS/PER CARE PLAN Cantrell, LPN MDS staff to ensure
that the resident needs were care
The services provided or arranged by the facility planned.

_transferred Resident #14 from the bed to a

must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:

Based on inferviews, Tecord review, and a review
of the facility's policy, the facility failed o ensure
sernvices provided by the facility were provided iny
accordance with each resident's written plan of
care for five (5) of twenty-four (24) sampled
residents (Residents #1, #2, #3, #7 and #14).
Facility siaff assessed Resident #14 to require
the assistance of a minimum of two staff persons
for transfers. On 04/09/11, cne staff person

wheelchair and the resident sustained soft tissue
injury to the left ankle. (Refer to F323.) Facility
staff addressed in a care plan for Resident #1
that staff would observe the resident's wound to
the left great toe for signs/symptoms of infection
such as an increase in drainage and to nofify the
physician of any of the signs. However, on

. #1 was reviewed on 10/19/12 by

On 12/29/12 the CNA care plan and
the CNA assignment sheet for
resident #14 was reviewed and
updated to ensure that identified
resident care aceds were care planned
and that both the care pian and
assignment sheets identify how care
is to be provided to resident #14.
This was completed by Crystal
Cantrell, LPN MDS Siaff

A medication/treatment report was
filled out by Mary Arms, DON on
11/2/12 regarding treatment not being
completed as ordered. See
Attachment #32

The MDD was notified on 11/2/12 by
Mary Arms, DON.

The MDS and care plan for resident
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upon the insistence of the resident's family
member and the residenfs ieft great toe was .
amputated on 10/20/12. {Refer 1o F309, F514).
The facility also failed to notify the physician of
alteration in wound size for two (2) residents
(Resident #2 and #3) and failed ta provide wound
treatments as ordered by the physician for
Resident#3. In addition, Resident #7 was
assessed to require tuming and repositioning
every two hours while in bed; however,
observatian on 10/29/12, and 10/30/12, revealed
staif falled to provide fuming and repositioning as
directed on the plan of cars.

The failure of the facilify to ensure services
provided were in accordance with each residents'
written plan of care placed residents at risk for
serious infury, harm, impairment, or death.
immediate Jeopardy was identified on 12/11/12,
and detgrmined to exist on 10/15/12. The facility
was notified of the Immediate Jeopardy on
12/11M12.

The facility provided an acceptable credible
Aliegation of Compliance {AOC) on 12/13f12, and
alleged removal of the immediate Jeopardy on
10/25/12. Immediate Jeopardy was verified to be
removed on 10/25/12, as alleged prior to exiting
with the facility on 12/13/12, with remaining
noncompliance at 42 CFR. 483.20 Resident
Assessment, at a scope and severity of "G" while
the facility develops and implements a plan of
correction and the facllity's Quality Assurance.

10/17/12 by LPN #3 of the change in
condition relzted to the wound on the
lefl preat toe. See attachment #1-

The attending physicizm of resident
#1 was notified on 10/18/12 via fax
by Mary Arms, DON that residemt #1
wes being ttansferred to KDMC to
the physician that had previously

performed surgery on her prior to her

admission to this facility. See
Attachment #2

On 10/18/12 Mary Atms, DON
began an investipalion by reviewing
the medical record of resident #1 and
continued the review and
inveésligaﬁon on 10/19/12.

The attending physician of resident
#1 was notified on 10/21/12 via fax
that the resident had missed the
appointment to the wound care clinic
by Mary Arms DON, See
Attachment #3

The medical record of resident #1
was reviewed on 10/20/12 by Mary
Amms, DON to sasure that other
appointments had not been missed.

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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‘ Roberta Thompson, RN MDS
F 282 | Cantinued From page 26 E 282 Coordinator 1o ensure that resident
10/15/12, Resident #1 was assessed to have foul care needs were identified. R
purulent drainage and staff failed to nofify the i
resident’s physician. Resident #1 was The attending physician and the f
transported 1o an acute care facility on 10/18/12, family of resident #1 was notified on
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revealed it was the policy of the facility to develop
a comprehensive care plan for each resident that
included measurable objectives and fimetables to
meet the resident's medical, nursing, and
psychosocial needs. Further review of the policy
revealed the comprehensive care plan had been
designed fo incerporate identified problem areas,
and to prevent declines in the resident's
functional status and/for functional level. The
policy revealed the Certified Nursing Assistant
{CNA) care plans were developed from the
comprehensive care plan and would identify
specific care area needs and approaches
necessary for the CNA to provide daily care to
individual residents.

1. Review of the record revealed the facility
admitted Resident #14 on 01/07/11, with
diagnoses that included a previous
Cerebrovascular Accident (CVA) with
Hemiparesis, Atrial Fibrillation requiring
Anticoaguiation, Atherosclerotic Cerebrovascular
Disease, Hypertension, and Nonpsychotic
Digorder.

A review of a Quarterty Minimum Data Set {MDS)
Assessment dated 10/08/12, and the last
Comprehensive Annual Assessment dated
01/10/12, revealed the facility assessed Resident
#14 1o be at risk for falls refated to impaired
balance and coordination during transitions. The
agssessments revealed Resident #14 had an
unsteady gait, a decreased awareness for safety,
sognitive Impairment, hearing problems, limited

Tacility.

On 11/24/12 Mary Arms, DON
attempled to interview resident #7 but
was unable to due to resident
confusion. Mary interviewed staff
providing care 10 Resident #7 on the
evening shift. Siaff interviews by the
DON revealed that resident #7 is
unable to lie on lefi side doe to
complaints of smothering and when
.she is positioned to her right side she
rolis herself back on 10 her back. The
comprehensive care plan, the CNA
care plan and assignment sheet for
resident #7 was reviewed on 11/24/12

by Mary Arms, DON and vpdated to
reflect this.

¢
Resident #7 expired on 12/3/12.

- 0n 10/1%/12 a ful} skin assessment

was completed on Resident #2 by
Jessica Arnett, RN and Heather
Mowery, LPN. ’

All wounds identified on the
10/19/12 individual skin assessment
for resident #2 was compared fo the
treatrment MAR to ensure that each
identified wound had 2 reament

) 10 SUMMARY STATEMENT OF DEFICIENCIES .10 PROVIDER'S FLAN OF GORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
. DEFICIENCY}
The son of Resident #1 wes notified
F 282 | Continued From page 27 F 282 on 10/20/12 by Mary Arms, DON of
The findings include: the missed appointment and that we
had reported this to OIG and APS,
- A review of the facility's policy titled, Care
Pians-Comprehensive (revised 10/20/08) Resident #1 has not returned to this
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minimum, two {2} staff persons with transfers.

| Continued review of the (MDS) Assessment
revealed CNAs were fo assist the resident with all
transfers and were to apply non-skid footwear to
the resident's feet for safety.

The review of the MDS Assessment contained a
document entitled Care Area Assessment
(CAAs), dated 01/13/11, revealed nursing staff
deveioped a Care Area Trigger (CAT) Worksheet
that identified Resident #14 to have a "Problem
for Falls”, and addressed care plan
considerations for siaff to assist the resident with
mobility and two (2} staff to be utilized {c fransfer
the resident,

A review of the Comprehensive Care Plan
Meveioped on 01/27/2011, reviewed with the
quarterly assessment on 04/14/12, and the most
recent review dated 10/09/12, also revealed

) D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (¥5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
ThG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
) ordered. This was completed by
F 282 | Coniinued From page 28 F282|" Christy Moore, RN on 10/20/12.
range of motion io the [eft upper extremity .
secondary to a previous CVA, incorfinence, The individual wound documentation
generalized weakness and required the use of a flow sheet for resident #2 was
wheeichair for mobility. The MDS Assessment reviewed and corapared to the skin
revealed the facility had assessed the residert fo agsessment performed on 10/19/12 to
require extensive physical assistance of, at a ensure that all identified wounds had

bean measured and ate on the
resident’s individual wound
documentation fiow sheet. This was
completed on 10/20/]12 by Christy
Moore, RN.

The individual skin assessment for
resident #2 was compared to the most
recent MDS to ensure that il wounds
were identified and care planned.
This was completed on 10/21/12 by
Donna Fannin, LPN MDS staff,

On 10/22/12 the attending physician
of Resident #2 was notified by fax of
the resident wounds, the type and
location. This was completed by
Christy Moore, RN. See

Resident #14 was at risk for fails with injuty, had Attachment #4
impaired mobility, generatized weakness, and . .
required assistance with transfers. Furthermore, 0a 11/20/12 the family of Resident
a revlew of the GNA Gare Record dated April #2 was contacted by Brenda
2012, and the most recent CNA Care Record Humphries, RN regarding the
dated Oclober 2011, revealed Resident #14 had resident wounds to ensure that the
been assessed to be at risk for falls, had family was aware of the resident
weakness of the left hand and arm, and required wounds and treatments ordered.
the use of a gait belt and the assistance of two for
transfers. The CNA Care Record also revealed
staft members were 1o report any sign of injury to
| the nurse. . )
FORM CMS-2557(02-98) Previaus Versions Olrsalste Event I0:6GK0 11 Facility iD: 100688 . If continuation sheat Page 29 of 165




e b

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/28/2012
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES , OMB NO. 0936-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERMSUPPLIER/CLIA {X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
. A. BUILDING '
[ .
185414 B WiNG 12M32012

NAME OF PROVIDER OR SUPPLIER

MOUNTAIN MANOR OF PAINTSVILLE

STREET ADDREES, CITY, STATE, ZIP CODE
1025 EUCLID AVENUE

PAINTSVILLE, KY 41240

SUMMARY STATEMENT OF DEFICIENGCIES

Review of the nurse's notes, the Incident Report
Tracking log, and Patient Transfer Sheet,
reveated on 04/08/12, at approximately 9:30 AM,
CNA #15 transferred Resident #14 from the bed
1o a wheelchair without assistance and, as a
result, Resident #14 sustained injury to the left
ankle and was transported fo an Emergency
Departmant for evaluation.

An interview conducted on 10/31/12, af 2:15 PM,
with CNA #15 revealed she had been traingd to
review CNA Care Records to determine resident
needs prior to providing assistance with care.
CNA #15 stated she was aware that Resident #14
required the assistance of two staff members for
transfers, and confirmed she failed to follow the
ptan of care and did not obtain assistance with
fransferring Resident #14 from the bed to a
wheelchair on 04/09/12. CNA #15 stated staff
members were busy assisting other residents on
04/09/12, and she had iransferred Resident #14
to a wheelchair, without probiems, in order fo take
the resident to the shower room for a shower.

‘CNA #15 stated she was not aware Resident #14

had an injury untif the afterncon of 04/09/12, at
which iime the nurse questioned the CNAs that
were on duty on 04/09/12, about Resident #14's
swollen ankie. CNA#15 also stated after she had
taken Resident #14 to the shower room
approximately 9:30 AM, CNA #13 assisted her
with Resident #14's shower and they had not
abserved any abnormal areas to the resident's
skin at that time.

interview on 10/31/12, at 2:45 PM with CNA #13
confirmed staff was required to provide resident
care as outlined on the CNA Care Records. The
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| On 10/19/12 a full skin assessment
F 282 | Continued From page 29 F 282 wes completed on Resident #3 by Jeri-

Frazier, LPN.

All wounds identified on the
10/19/12 individus! skin assessment
for resident #3 was compared to the
treatment MAR to ensure that each
identified wound had a treatment
ordered This was completed by
Chiisty Moore, RN on 10/20/132,

The individual! woond documentation
flow sheet for resident #3 was
reviewed and compared to the
individual skin assessment performed
on 10/E5/12 to ensure that all
identified wounds had been measured
and are on the resident’s individual
woumd documentation flow sheet.
This was compieted on 10/20/12 by
Christy Moore, RN,

The individoal skin assessment for
resident #3 was compared‘to the most
recent MDS to cnsure that all wonnds
were identified and care planned,
This was completzd on 10-21/12 by
Donna Fannin, LPN MDS staff

On 10/22/12 the attending physician
of Resident #3 was notified by fax of
the resident wounds, the type and
location, This was completed by
Christy Maore, RN. See
Attachment #4
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. O 11/20/12 the fumily of Resident
F 282 | Continued From page 30 F 282 #3 was contacted by Chanity Purcell,
interview revealed the CNA was aware Resident LN regarding the resident wounds
#14 was care planned to require-two (2) staff for to engure that the family was aware
transfers. CNA #13 stated Resident #14 had of the resident wounds znd treatments
already been fransported to the shower room on ordered.
04/09/12, by CNA#15.
' The wound care for resident #3 was
Interview an #1/01/12, at 4:00 PM, with Licensed completed on 10/30/12 by Mona
Pragtical Nurse {LPN) #4 revealed she had been Jacobs, LPN.
responsible to provide and direct care for
Resident #14 ©on 04/08/12. LPN #4 statod, at the Medication/Treatment ervor report
start of tlje shift, CNAs were provided a copy of was filled out for 10/27/t2, 10/28/12
each resident’s planned care needs and were .
expected to follow the pian of care. LPN #4 and "?’29”2 for omifted rreafmcms
stated she was not aware CNA #15 had failed io on resident #3 for 3 days. This was
follow the plan of care for Resident #14 and had comploted on 11/23/12 by Mary
transferred the resident without assistance until Armsg, DON. _
ihe details of the incident was discussed with the ;
survayor, LPN #4 stated the incident report was The MD was notified of the error on
forwarded to the Director of Nursing. 11/23/12 by Mary Arms, DON.
Interview with the Director of Nursing (DON) on In-services for nurse aides |
/21742, at 2:30 PM, revealed staff was (Attachment 24) and licensed staff
expecied lo follow each resident's plan of care. (Attachment 15) were held starting
¢ The DON confirmed CNA #15 failed fo follow the { on 11/8/12 and completed on
plan of care and transferred Resident #14 from 11/23/12. The in-services included
the bed to a wheelchair without assistance. ) .
According to the DON, it was discovered during assossmont mfi,dommﬂ of
the facility's investigation that Resident #14 - wounds, physician and fmily
sustained an injury to the left ankle as the result notification, following the plan of
of hitting the left ankle against the wheelchair foot care for individual residents,
pedal during the improper transfer. trensferring residents and turning and
- repositioning of residents, In-
2. Areview of Resident #1's closed medical services were compieted by Emily
record revealed the resident was admitted on Jones-Gray, Assistant Administrator
08/26/12, for rehabilitation due to a Right Below aod Chanity Puscell, Staff
the Knee Amputation (BKA) with diagnoses of Development, and Mary Arms, DON.
Dizbetes Insipidus, Mild Malnutrition, and
Hypertension. Review of Resident #1's
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Significant Change MDS Comprehensive
Assessment dated 09/07/12, reveaied the
resident was assessed to be at risk for
development of pressure ulcers. Review of
Resident #1's Comprehensive Care Plan dated

assignment sheets were reviewed to
ensure that resident care needs were
ideniificd and that assignment sheets
reflect how care is 1o be provided 1o
each resident  This was completed

07/16/12, revealed the facility had addressed the by Roberta Thompson, MDS
resident's risk of alfteration in skin integrity Coordinator and Crystal Cantrell,
secondary to history of skin tears, assistance LPN MDS Staffonl2/29/12.

required for bed mobility, general weakness, right
BKA, peripheral vascular disease, history of
malnutrition diabetes, and VRE carrier. Some
inferventions on the care plan were for staff to

On 11/5/12, 18/6/12, 11/8/12,

check the resident's skin condition daily during Arms, DON obsctved freatments

care and report any changes to the nurse, and for provided to 8 residents. smﬁ‘

staff to provided skin care as orderad by tite followed MD orders during the

physician. treatments. No other residents were
' identified as being affected.

Review of Resident #1's nurse's noted dated
09/12/12, at 9:30 AN, Licensed Practice Nurse

On 10/19/12 Roberta Thompson,

(LPN} #1 documented Resident #1 had a new MDS Coordinafor reviewed the two
scabbed area to the left great toe measuring less most recent MDS assessments and
than 0.1.centimeter {cm) in diameter. LPN #1 Care Plag of all residents identified
notified the physician and obtained orders for . a5 having a pressure area for o
treatment to the wourd and a referral to the ensure that all aféas had been
wee. identified.

Continued review of Resident #1's care plan
revealed the care plan was revised on 09/20/12,
with addifional interventions to include the
following: 1} for staff fo cleanse area 1o the left
great ioe with normal saline, dry and apply

On 10/19/12 a skin atsessment was
completed on all residents by
licensed staff. The staff names are
Jeri Frazier LN, Jessica Amett RN,

Aquace] AG {a silver impregnated aniimicrobial "Heather Mowery LPN, Yvette Short
dressing which reduces the number of bacteria in RN, Donne McDowell, LPN and
the wound), then a 4 X 4 gauze and wrap with Christy Allen LPN,

“Kling" (a roll of gauze bandage) every forty-eight

{48} hours, and 2) for staff to observe for signs A copy of the skin assessments

.and symptoms of infection such as an increase in

drainage, an elevated temperature, an rapid

completed on 10/19/12 was given to

11/9/12, 11/10/12 and 13/16/12 Mary |
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the MDS department for review. All
F 282 | Continued From page 32 F 282 residents identified during the skin
pulse, or a decreased blood pressure and fo assessments as having a wound of
notify the physician of any of the signs. #ry kind hed their most recert MDS
and Care Plan reviewed and revised
Review of Resident #1's facility Wound if needed by Donna Fannin, LPN send
Evaluation Flow Sheet and a Wound Care Clinic Crystal Cantrell LPN (MDS
note (note documented by staff at a Wound Care ' Department) to ensure that all skin
Clinic outside the facility) dated 09/13/12, areas identified were care planped
revealed the wound to Resident #1's toe appropriately. This was completed
measured 2.2 em X 1.8 om X 0.1 cm. According on 10724/12.
to the Wound Care Clinic note, the wound was a
dlEllbletIC ulcer. Further review of the Wound Care On 10/23/12 the MDS staff reviewed
Clinic notes dated 09/20/12, revealed the wound all weekl o5 which
to the resident’s toe was a scabbed area with a i weeky nw SUMTMRCICS Wile
pale, pink base, measuring 0.7 cm X 0.6 cm X -ulcludc.a skin assessment to ensure
0.1 cm with no eschar, no yellow sloughing, no thet resident care pians are up to date.
drainage, and no odor. Review of the facillty's
Wound Evaluation Flow Sheet dated 08/28/12, The MDS staff reviews all physician
revealed the wound to Resident #1's toe orders and npdates each resident’s
measured 7.4 em X 0.2 X 0.1 cm. However, care plan daily.
there was no documented evidence the physician
was notified of the increase in size of the wound. On 10/20/12 the individuai wound
Review of Resident #1's Treatment Administration monitoring records Were revicwed
Record (TAR) for September and October 2012, and compared to the individual skin
revealed st:_aff documentesi the resident's tqe was assessments completed on 10/19/12 ¢
cieansed with Normal Saline and treated with
Aquacel AG (a silver impregnated antimicrobial to ensure that all wounds hvae !Jeen
dressing which reduces the number of bacteria in mensured and 25 on.a monitoring
the wound} every forty-eight hours from 09/28/12 sheet and that there is documentation
through 10/16/12. The TAR revealed LPN #1 of the wound. This was completed by
performed wound care fo Resident #1's left great Christy Moore, RN.
toe on 10/04/12, 10/410/12 and on 10/14/12. The
TAR further revaaled LPN #3 performed wound All areas identified on the individual
care to Resident #1°s left great ipe on 10/02/12, skin assessments completed on
10/06/12, 10/08/12, 10/12/12, and on 10/16/12. 10/19/12 were compared to the
However, review of Resident #1's medical record individual treatment MARS to ensure
revealed no evidence the resident's wound to the thet trestments were ordered if
foe was assessed at least weekly as required by fecessary to all idemified arces. This
the facility's policy and the according to :
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. was completed by Christy Moore RN
F 282 | Continued From page 33 F 282 an 10/20112.

professional standards from 08/28/12 until
10/17/12, for a nineteen day period.

Review of Resident #1's nurse's notes dafad
10/17/12, at 2:50 PM by LPN #3 revealed the
area to the resident's left great foe had an odor
and drainage, the physician was notified, and new
orders were obtained. A nurse's note dated
10/18/12 at 10:30 AM by LPN #1 revealed
Resident #1's family member insisted on
observing the resident's toe. LPN #1 and the
Assistant Director of Nursing {ADON} removed
the dressing to reveal the toe was red and
inflamed with a necrotic area, yellow sioughing,
and a foul odor. Further review revealed the
resident was transported to an acute care facility
on 10/18/12 at 3:15 PM.

Review of Resident #1's History and Physical
dated 10/18/12, from the acute care facility
revealed the resident had Celiulitis of the toe
associated with a Diabetic Ulcer that appeared 1o
have ceniral gangrene. A Vascular Surgical
Consultationwas ordered,

Review of Resident #1'§ Vascular Surgical
Consultation Report dated 10/19/12 revealed the
resident had a quarter sized ulceration to the [eft
great toe, with purulent drainage, and a foul odor
when the dressing was removed. The entite
great ioe was erythematous (red) up to the base
of the foot. The surgeon's recommendation was
for amputation of Resident #1's toe.

Review of Resident #1's Surgical Report dated
10/20/12, revealed the resident's ieft great toe
was amputated secondary to ulceration with wet
gangrene.

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

All physicians were notified via fax
on 10/22/12 of their respective
residents’ wounds, type and location.
This was completed by Christy
Moom, RN, See attachment #4

On 10/28/12 and 10/25/12 ail
physicians were notified of afl
‘wounds and the cutrent treatments for
the wounds of their respeetive
residents using the WOUND
NOTIFICATION FORM. They were
asked to sign and return. This was
completed by Chiisty Moore, RN.
See attachment #5

A complete skin assessment was
completed on all residents to ensure
that afl skin issues (with special focus
on wounds) have been identified and
documented. These assessments
were compleied over a four (4} day
periad on 11/13/12, 11/14/12,
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11/15/12 and 11/16/12 by Maty Arms
F 282 | Continued From page 34 F 282 DON, Christy Moore RN, .
' Ashley Maggard, LPN, Teresa Kidd -
| An interview on 10/25/12, at 1:00 PM with the RN, Jessica Arnett, RN, Yvette Short
Minimuim Data Set (MDS) Assistant revealed on RN, and Bonnie Prater, LPN.
10/15/12, she conducted a head to toe )
assessment on Resident #1 during the On 11/15/12 the physicians were
completion of the resident's Discharge MDS notified again of all wounds and the T
assessment. The interview revealed the . . cutrent freatments for their respective
resident's wound fo the left great foe was moist, . residents using the WOUND
with black nacrotic tissue, brown purulent NOTIFICATION FORM. This was
drainage, a foul adar, and redness to the first joint .
of the toe. The MDS Assistant stated she o :;t:;y:th;;ty Moors, RN.
reported the findings to LPN #1, who was
responsible jor the resident’s care, and assumed " , .
the LPN, wouid assess the resident’s wound and The familics of all residents with any
call the resident's physician. Howaver, a review type of wound were contacted to
of Resident #1's medical record revealed no ensure they were aware of the wound
evidence the resident's wound was assessed until and treatments ordered. This was
10/17112. ] , completed on 11/20/12 by Anna
. Caldwell ADON, Chanity Purcell
An interview on 10/24/12, at 4:30 PM with LPN #1 LPN, Christy Meore RN and Brenda
and on 10/24/12, at 12:50 PM with LPN #3 Humphries RN,
revealed wounds were required to be assessed
during every wound care for changes and every
Friday the assessment was documented orya :
Wound Flow Sheet. LPN #1 and #3 were nof 3 EPI:J#] was tenmnalctc‘i on .110!18112 f
able to explain why there was no documentation v aryA'u?ns, D(_)N or m],m to
that Resident #1's wound was assessed for the foll.ow fa.cﬂity policy regarding
first two (2) weeks of October, even though thay notification ‘ofchm:ge, assessment,
had provided the wound care to Resident #1's toe documentation and raonitoring of
every forty-eight (48} hours, according to the ' wounds and faiture to follow
TAR. LPN #1 stated that the reason nothing was physician orders in send resident for
documented might have been that staff was too refum visit to the WCC.
busy.
~ LPN #3 was piven a disciplinary
An interview on 10/25/12, at 11:30 AM with warming and placed on probation On
Resident #1's Primary Physician revealed the 10/20/12 by Mary Arms, DON.
physician expected the nurses to assess the
residen{’s wounds while performing wound care.
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revealed the nurse assigned to the resident on

Friday of each week was required o assess

residents’ wounds unless the residents dressing
was not scheduled to be changed on Friday. In
that case; the resident's wound was required to
be assessed on the day the dressing was
changed, either Wednesday or Thursday. The
interview revealed staff was required to assess
the wound, including measurements, and
document the assessment on the Wound
Evaluation Flow Sheet. The interview revealed
they were not aware Resident #1°s wound to the
ioe had not been assessed at least weekly until
the resident's son requested to sea the resident's
wound and the resident was fransferred to the
hospital.

Interview on 10/24/12, at 7:30 PM with Registeréd
Nurse {RN) #2 revealed all nurses were irained
upan hire to assess and document all wounds on
evayy Friday or the closes treatment day to
Friday.

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

Review of Resident #3's admission Minimum
Data Set (MDS) Assessment dated 10/10/12
revealed the resident was at risk for pressure
ulcers and was admitted with severat pressure
uicers at various stages.
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F 282 | Continued From page 35 F 282 LPN #7 was terminated on 11/17/12
by Mary Arms, DON for failure to
interviews on 10/23/12, at 6:15 PM with the foliow MD orders and for
Administrator and the Director of Nursing (DON) Taisification of records.

LPN #6 was terminated on 11/17/12
by Mary Arms, DON for failure o
follow MD orders and faksification of
records.

The nurse aide was counseled on
foliowing the plan of care for
Resident #14 and given a disciplinary
" a-warning on 4/20/12 as a result of
the facility investigation. This was
completed by Mary Arms, DON.
The nurse aides last day of
employment with facility was
421712,

Licensed staff was in-serviced on
resident assessment, measuring
wounds, treatments and

{ doenmentation, maintaining accurate
miedical records, physician and
family notification, policies and staff
responsibility, making appointments,
scheduling transportation to
appointments, making transportation
arrangements, the transportation tog,
transportation policy and the new
transportation books for easier use.
These were completed on 10/19/12
thru 10/23/12 by Mery Arms DON,
See attachmemnt #10
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: In-services for nurse atdes and
F 282 Continued From page 36 F 282 licensed staff were held starting on
Review of Resident #3's plan of care dated - - 11/8/12 and completed on 11/23/12.
10/24/12, revealed the facifity addressed the The in-services included folowing
resident’s risk for impaired gkin integrity related to the plan of care for individual
stage |l pressure ulcer o the cocoyx, unstageabie residents, transferring residents and
uicers to bilateral heols, stage |! to left ankle and turning and repositioning of
identified interventions for nursing 1) to complete residents.
a skin assessment svery week and report any Restorative nursing care related to
attemti_ons 1o the physician and-2) {o provide turning end repositioning. These in-
treatments as ordered by the physician. services were given by Emily Janes-
Review of Resident #3's Treatment Administration gii:gtﬂzgniﬁz;::ﬂt
Record (TAR) for October 2012, revealed iy
Licensed Practical Nurse (LPN) #7 documented See Attachment 24
the treatment had been provided to the resident's . N .
feet on 10/27/12 and 10/28/12. In addition, Licensed staff were in-serviced
documentation revealed LPN #6 provided the regarding notification of change,
treatment on 10/26M12. canses of skin breskdown, Braden
scale, nutrition in skin breakdown,
Observation on 10/30/12, at 3:00 PM of Resident tum and reposition of residents, risk
#3's wound care performed by LPN #3 revealed factors for skin breakdown, how to
the area o the resident's coceyx had red tissue " writea complete treatment order;
surrounding the open wound which, based on assessing, staging and measuring
measurements obtained by the LPN, measured wounds, weekly summaries and skin
8.3 cm x 6.2 cm, and the open wound measured assessments, the new wound !
5.4 cm x 4.7 em x 0.5 cm. The coccyx wound . - .
was pink with yellow/white sloughing noted. The mouitoring sheet, proper disposal of
observation revealed the "Kling" dressings to boih soile.d dﬂ?&‘jiﬂgs, P “_’per procedure
heels had a date of 10/26/12, written in black required in completing a
marker on both dressings, LPN #3 treatment/dressing change, storage of
acknowledged the initials on the dressings were medication with focus on Mycalcin
hers and stated although she had not worked for - spray, procednre for returning home
the last three {3) days, the wound care to the meds to family, entering medication
resident's feet was ordered to be completed every orders/following physician orders,
day. The resident's right inner enkle was slightly transcription of high risk
red with no open wounds, the right heel was medications, a second nurse should
boggy and dark measuring 2.2 cm x 3.4 cm, and review all new @nd readmission
the left outer ankle was yellow, with a slight orders. This in-service was given by
amount of yellow drainage noted on the okd
FORM CMS-2567{02-39) Previous Versions Obsclete Event ID:6GKD11
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Mary Arms, DON on 11-08-2012 and
F 282 | Continued Frorn page 37 F2a2 compleied on 11-23-12, See
dressing, and measured 1.2 cm x 1 cm x 0.1 cm. attachment #15
The left heel had a dark area that measured 1.5
cm x 1.2 cm._The buaion 1o the outer side of the Licensed staff were in-serviced a
resident's lefi foot was dark and measured 0.4 second time on the same information
cm x 0.4 cm and the third toe on the left foot had contained in the in-service completed
black edge on a dark area that measured 0.4 cm on 11-23-12. Attackment #15 This
x 0.8 cm: in-service was conducted on an
) ) individual basis {or some staff and/or
Interview on 10/30/12, at 8:17 PM with LPN #7 very small groups for others with
revealed she had signed that the treatments to more staff interaction encoursged. A
Resident #3's heels on 10/27/12 and 10/28/12 a
) orm was developed so that each staff
had been provided; however, the LPN , L,
acknowledged she had not completed the atiending the in-service initialed cach
treatments. LPN #7 stated she ran out of time, Hemm {as it was discussed/explained)
but had reported the treatments had not been an tem was discassed indicating that
provided ta the night nurse (LPN #8) who was they understood. Staff were asked if
supposed to provide the treatments, they had questions and if so all items
. in question were discussed prior to
During an interview on 10/30/12, at 6:40 PM with their initialing. In-servicing started
LPN #8, the L PN stated she had not provided on 12/18/12 and wil! be completed on
treatments to Resident #3's heels on 10/27/12 1/7/13 by Mary Arms, DON.
and 10/28/12. LPN #8 also stated she had not _
been notifed that Resident #3's treatments Ali pursing staff on medical leave at
¢ | needed to be provided. { - the time of in-servicing will be in-

Interview on 10/30/12, at 5:20 PM with LPN-#6
confirmed the LPN signed off the treatment to
Resident #3's heels on 10/29/12, but did not
complete the treatment. LPN #6 stated she
provided wound care to the resident's coccyx, but
was called out of the room before providing
wound care fo the resident's heels. The interview
revealed the LPN “forgot" to go back and provide
the wound care to the resident's heels.

4. Review of Resident #2's medical record
revealed the facility admitted the resident on
10/31/11, with diagnoses of left buttock ulcer,

serviced prior to their return fo work
by Mary Arms, DON.

A treatment murse was hired on
10/24/12. Her name is Tracy
Thompson and she is an LPN. She
will work full time as a trestment
nurse five diys per week.

Christy Moore, RN a cumrent
employee will also work 2 daysa
week a5 a treatmert nurse. There will
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. be a designated treatment murse 7
F 282 | Coniinued From page 38 , F 282 days 2 week.

sacral ulcer, Anemia, Peripheral Vascular .

Disease and Diabetes. Resident #2's medical The ireatment nurse will administer

record revealed the resident was readmitted from treatments on all wounds Stage I or

an acute care facilify on OB/08/12 with a pressure greater (includes diabetic or stasis

uicer to the left buttock and biisters to both heels.
The Wound Evaluation Flow Sheet revealed the
wounds were assessed on 08/07/12 {one day
after re-admission} and the wound fo the left
buttock measured 3 em x 3.5 cm x 4 cm; the left
heel wound measured 5 ¢m x 5 cm; and the right
heel wound measured 5 em x 5 cm.

Review of Resident #2's Significant Change MDS
Assessment dated 08/10/12, revealed a decline
in the resident's cognition, Acfivities of Daily
Living {ADL) status, continence, and new
development of pressure ulcers foliowing a
hospitalization,

Review of Resident #2's ptan of care dafed
11/20/11; revealed the facility addressed the
resident’s risk for alieration in skin infegrity and
identified the resident to be at risk for the
development of pressure picers. Gontinued
review of the plan of care revealed facility staff
identified interventions for nursing to complete
skin assessment every week and notify the
physician of any alterations in the resident's skin
integrity.

Continued review of Résident #2's Wound
Evaluation Flow Sheet dated 08/19/12, revealed
documenitation that the resident's teft heel wound
measured 6.1 cm x 8.8 cm x UTD, and the
wound on the resident's left buttocks measured 3
cmx 3.4 cm x & cm. There were no documented
measurements of the wound to the resident's
right heel. ’

~ Brends Humphries and she is an RN,

ulcers), monitor wounds daily for
changes, measure wounds weekly,
document daily on wounds or
surrounding skin (of those wound
with treatments order other than
daily), notify physicians bi~weekly of
all resident wounds and condition of
each weund, monitor daily 10 see that
documentation is heing completed as
part of CQI.

A Quality Assurance rurse was hired
on 1'1/19/12 and wil] work under the
supervision of the Director of
Nursing to provide quality assurance
- monitoring specifically for the
mursing department. Her name is

She has 19 years experience in
Quality Assurance.

On 10/21/12 Mary Arms DON
notified Dr. Charles Hardin Medical
Director of the missed appointment
of resident #1, the change in
condition related to the wound and
failure of LPN #1 to notify the
aliending physician and famiky.

On 10/28/12 a meeting was held with
Dr. Charles Hardin, Medical
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Director, Mary Arms, DON and
F 282 | Continued From page 39 F 282 Deboreah Fitzpatrick, Administrator 1o
discuss the issues identified in the
The Wound Evaluation Flow Sheet revealed the current survey and Quality

next documented assessment of Resident #2's
wound to the lefi buttack was on 08/07/1 2,
(ninateen days after the previous assessment on
08/07/12, and the wound measured 3 cm x 3 cm
x UTD. However, there was no documentation of
an assessment and/or measurement of the
wounds on Resident #2's heeals.

Further review of the Wound Evaluation Flow
Sheets revealed on 08/14/12 {approximately five
weeks after the previous assessment on
08/19/12} the wound fo the resident’s left heel
measured 2 cm x 2 cm and the right hes! wound
measured 2,5 cm x 1 cm. Review of the Wound
Evaluation Flow Sheet revealed the next
measurement of the resident's left heel was on
10/21/12 (four weeks after the previous
gssessment on 09/14/12) and revealed the
wound measured 3 ecm X 1.8 cm.

interview on 10/23/12, at 7:30 PM, with
Registered Nurse (RN} #2, revealed she was
unsure why nursing staff had failed to document
weekly wounds assessments for Resident #2.

5. Review of Resident #7's medical record
revealed the facility admitted the resident on
08/23/12, with diagnoses 1o include Syncope,
Lung Cancer, Frontal Lobe Mass, and Chronic
Obstructive Pulmonary Disease.

A review of Resident #7's admission Minimum
Data Set (MD3) Assessment dated 08/30/12,
revealed the facility assessed the resident to be
cognitively intact. Further review revealed the
facility assessed Resident #7 to require extensive

Improvement related to assessment,
wound care, documentation,
physician and fareily notification and
iransportation 1o appointments,

The Medical Director reviewed all
the initial physician notificsticn
reparding wonnds that was sent on
10/22/12. See attachment &4

A Quality Assurance murse was hired
on 11/1%/12 and will work under the
superyision of the Director of
Nursing io provide quality assurance
monitoring specifically for the
mursing department. Her name is
Brenda Humphrics and she is an RN,
She has 19 years experience working
in Quality Assurance. She will work
full time,

The CQI skin monitoring sheet for
pressure ulcers was revised by Emily
Gray Assistint Administrator on
11720/12, Twelve (12) charts will be
revigwed monthly. This aiso
imclndes notification of physician
and family. This will be completed
by the Quality assurance nurse,
ADON or Mary Arms, DON. This
will be ongoing. All results will be
reported quarterly through CQI by
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cara dated 08/12/12 revealed the resident was at
risk for alteration in skin integrity because the
resident required assistance with position
changes and bed mobility. The fasility approach
was to provide weight-bearing assistance to
change the resident's position every two (2) hours
and as needed.

A review of the October Certified Nursing
Assistant (CNA) care plan revealed staff was
required 1o reposition Resident #7 every two (2)
hours,

Observation of Resident #7 on 10/30/12, at 8:57
AM, 2:38 AM, 11:18 AM, 12:27 PM, 3:20 PM,
4:50 PM and 6:30 PM revealed the resident was
lying in bed on his/her right side. ’

Interview with Resident #7 on 10/25/12, at 11:55
AM revealed staff did not asstst the resident-with
tuming and repogitioning every two {2) hours.
Resident #7 stated, "they [staff] don't offer” to turn
and reposition the resident. Resident #7 further
stated staff encouraged the resident to stay off
his/her right side, bui stated, "Scmetimes |
forget”. A second interview with Resident #7 on
10/30/12, at 7:50 PM revealed, it "would be nice if
staff helped [herhim] turn".

Interview with CNA #5 on 10/30/12, at 12:42 PM,
and CNA#13 at 12:00 PM ravealed they were not
aware Resident #7 required assistance with
turning and repositioning every two (2) hours.
Both CNA #5 and CNA #13 stated Resident #7
tumed her/himself in bed and were not aware

wounds (facility acquired or admitted
with), type of wound, interventions
and physician and family
notfilication. This will be completed
weekly by Emily Gray, Assistant

. Administrator or a designes. This
will be ongoing. All results will be
reported quarterly through CQI by
Emily Jones-Cirny, Assistant
Administrafor. See Aftackment #18

The treatment rmorse will administer
treztments on all wounds Stage IT or
greater {includes diabelic or stasis
ulcers), monitor wounds desly for
changes, measure wounds weekly,
document daily on wounds or -
surrasmding skin (of those wound
with treatments order other than
daily), notffy physicians bi-wockly of
il resident wounds and condition of
each wound, monitor daily to see that
documentation is being compleied as
part of CQI.  This will be engeing.

All weekly mursing summaries will
be tumed in to Mary Arms, DON.
Mary will moniter for completeness.
The weekly summary inchudes a skin
assessment. This staried on 10/22/12
and will be ongoing,
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Emily Jones-Gray, Assistant
F 282 | Continued From page 40 F 282 Administrator. See Attachment #17
assistance with bed mobility.
. A SKINFWOUND QJ LOG was
A review of Resident #7's comprehensive plan of ordered and will be used to track
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“required assistance with turning and repositioning

every two {(2) hours.

Interview with Registered Nurse (RN) #2 on
10/30/12, at 3:15 PM revealed CNAS were
required to review care plans daily for each
resident and provide the care that the care plan
required. :

Review of an in-service conducted 01431/12;
revealed CNAs were instructed to review the CNA
care planfassignment sheet and carry it at all
times. The in-service-informed staff the care pian
listed all the care needs of residents. The
in-service strassed fallure to follow the CNA,
assignment sheet could result in resident and
employee injury and staff would be subject to
writien warnings or termination for not following
the care planfassignment sheet. Further review
revealed resident safety was a priority and every
effort should be made to avoid resident/staff
injury during transfers.

4
*An accéptable Aliegation of Compliance (AOC)
related fo the Immediate Jeopardy {IJ) was
submitted by the facility on 12/13/12, which
alieged removal of IJ effective 10/25/12. An
extended survey was conducted on 12/11-13/12,
which determined the |J was removed on
10/25/12 as alleged.

=A review of the AQC revealed the following:

On 101 9/12,'the DON reviewed Resident #1°s

(X4 D SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
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A tracking form was developed on
F 282 | Continued From page 41 F 282 10/25/12 by Mary Arms, DON to use
Resident #7's care plan stated the resident In tmopitoring when weekly .

“summaries ar¢ due for cach resident.

Mary Arms, DON will review afl
weekly nursing summaries for
completeness. She will review the
skin assessmenl. She will then
perform a skia essessment on the
resident and compare this to the one
completed on the weekly summary to
ensure that the resident skin is
ossessed correctly. This will be
completed for 4 weeks at 100% unfil
11/25/12 and then re-evalumied. The
QA nurse will assist Mary Atrms,
DON in the review of the weekly
summarics and the weekly skin
assessments after 11/19/12.

If there are no problems identified
then the percentage of review will
decrease to 50%. .
All weekly summaries will continue ]
1o be reviewed at 100% for
completeness and that a weekly skin
assessment was compleled on afl
residents, Fifty percent (50%) of all
resideats will have their skin
reassessed by Mary Arms, DON or
the QA nurse and compared with the
one on the weekly nursing summary
to ensure that the skin is assessed
correctly, This will continue for 4

medical record and continued to investigate. wecks or until 12/25/12 and then be
] re-evaluated.
On 10/19/12, the Minimum Data Set (MDS)
FORM CMS-2567(02-89) Previous Versions Ohsolete Event 1D:6GKO11 Faciliy ID: 100688 §f continuation sheet Page 42 of 165
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assessment and care plan for accuracy and also
reviewed the two {2) most recent MDS
assessments of all resident for accuracy,

initiated on 10/19/12 and completed on 10/21/12,
the DON in-servicad all licensed staff regarding
the foliowing: 1) asséessment, measuring,
treatme:nts and documentation of wounds, 2}
maintaining accurate medical records, 3)
physician and responsible party nolification of
change in condition, 4} scheduling appointments,
5} making transportation arrangsments, 6) -
utilizing the transporiation log, 7) the revisions to
the transporiation palicy/procedures,

On 10/21/12, RN #2 and LPN #12 compared the
skin/wound assessments completed on 10/19/1 2,
for alf residents with the documentation in each
resident's plan of care, wound documentation
flow sheet and TARs to ensure accuracy of the
medical records. LPN #12 also compared the
skinfwound assessments wilh ihe most recent
MDS agsessment to ensurs all alteration in the
residents’ skin integrity had been accurately care
planned. RN #2 re-assessed/re-measured ail new
alteration in the residents' skin integrity that had
been identified on the skinfwound assessments
to ensure the areas were documenied accurately
on each resident's wound documentation flow
sheet.

On 10/23/12, the MDS staff (MDS Coordinator,
MDS Assistant and L.LPN #12) reviewed all weekly
nurses' summary including skin assessments to
ensure the resident's ptan of care were up to
date. The staff aiso reviews all regidents' new
orders daily (seven (7) days a week) and updates
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F 282 | Continued From page 42 F 282 If there are ne probiems identified
Coordinator reviewed Resident #1's MDS ' thien the percantage of review will

decrease to 8 residents per weck, Al
resident weekly nursing summaries
will be reviewed at 100% for
completeness and that a weekly skin
assessment was cornpleled on all
residents. Eight (8) residents per
week will have their skin reassessed
by Mary Amms, DON or the QA
nurse and compared with the onc on
the weekly nursing summary 1o
ensure that the skin js assessed
correctly. This will continue for 4
months and ther be re-evaluaied,
Seo Atisechment 19

Mary Arms, DON or the QA nurse
will review the skin assessments on
new admissions and readmissions.
They will then assess the resident
skin apd compare with the skin
assessment to ensure that al) areas
hive been identified property and that
the staging and measurements arg
aceurate, the famity and MD were
netified, the appropriate treatment is
in place and that all arcus have been
placed on the wound monitoring flow
sheet and monthly log, This will
contirie for 6 months and then will
be re-evaluated. The findings wilt be
reported quarterly through CQI by
Maty Arms, Don, See attachment
H20
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The Braden scale is completed on
F 282 Continued From page 43 F 282 Admission, Re-adinfssion and change

each resident's plan of care.

The Assistant Administrator/QA Coordinator will
report all monitoring results in the quarterly CQi
meetings.

--The surveyors validated the corrective actions
taken by the facifity as follows:

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

and review notes dated 10/19/12, revealed the
DON reviewed Resident #1's medical record
investigating the resident's wound and
appointment issues,

Interview on 12/12/12, at 3:15 PM with the MDS
Coordinator and review of notes dated 10/15/12,
revealed the MDS Coordinator reviewed Resident

#1's MDS assessment and care plan for accuracy

and also reviewed the two {2} most recent MDS
assessments of alf resident for accuracy.

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

-| and review in-service records dated 10/19/12,

through 1021712, revealed the DON in-serviced
all licensed staff regarding the following: 1)
assessment, measuring, treatments and
documentation of wounds, 2) maintaining
accurate medical records, 3} physician and
responsible party notification of change in
condition, 4) scheduling appointments, 5) making

_t transportation arrangements, 6) utilizing the

transportation log, and 7} the revisions to the
transportation policy/procedures.

interviews on 12/12/12, at 11:00 AM with RN #2,
at 2:15 PM with LPN #4, at 5:00 PM with LPN
#12, on 12113112, at 2:00 PM with LPN #9, at

in condition by the licensed nurses
for 4 weeks. Roberia Thompson,
MDS Coordinator will monitor as
pari of CQI the completion of the
Braden Scale by Licensed staff. Any
failure to corplete the form will be
reported to the DON for cotrective
action, The resalts of the andit will
be reported quarterly through CQI by

" Roberta Thompson, MDS
Coordinator. This will be ongoing,
See Attachment #21

As part of CQI the transportation logs
will be reviewed weekly by Emily
Gray Assistant Administrator Marie

- Pennington, Activity Director to
ensure that transportation
arrangements are being moade. This
began on 10/26/12 and will be
continuous. Any issues identified
will be reported immedictely to
nursing administration for correctfon,
All findings will be reported
quarterly through CQI by Emily Gray
Assistant Administrator. See
attachment #22

The MDS Nurses wilt docnment the
resuits of their skin assessments in
the resident’s medical records. The
MDS Nurse will complete o CQI
Skin Commumication Sheet with the
results of their skin assessment as
well. A copy of the Communication
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at 1:15 PMwith RN #6 and at 1:20 PM with LPN
#13 confirmed the licensed staff were in-serviced
on the following: 1) assessment, measuring,
treatments and documentation of wounds, 2)
maintaining eccurate medical records, 3}
physician and respensibie party notification of
change in condition, 4) scheduling appointments,
5) making transportation arangements, 6)
utilizing the transportation log, and 7) the
revisions to the transporiation policy/procedures.

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

Interviews on 12/12/12, at 3:15 PM with the MDS
Coordinator, at10:55 AM with the MDS Assistant
On 10/23/12, the MDS staff (MDS Coordinator,
MDS Assistant and 1PN #12) reviewed all weekly
nurses’ summary including skin assessments to
ensure the resident's plan of care were up to

Nursing. This ise CQI
communication tool. This began an
11-23-2012. All findings will be
reporied quarterly through CQI by
Roberta Thompson, MDS
Coordinator. This will be ongoing.
See attachment #23

A form was created fo use in
monitoring of tuning and
tepositioning of residents. This was
developed by Mary Arms, DON on
12/7712. See Attachment #36

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

1 completed for 6 months and then re-
evaluated. This started on 11/26/12,
The results of the zudits will be
reported weekly in the QA meeting
and quarterly through CQI by Emily
Jones- Gray Assistant Administrator,
QA Coordinator or the QA norse,
This andit may be deiegated to other
staff in the fitore,

The facility will continue to use the
original form that wes used prior to
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Sheet will be given to the Staff Nurse
F 282 | Continued From page 44 F 282 for the resident and a copy of the
11:00 AM with RN #4, at 11:10 AM with LPN #2, sheet will be given to the Dirccior of
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This REQUIREMENT is not met as evidenced
by: / _

Based on interview, record review and facility
policy review, It was determined the facilily failed
to ensure residents received and facllity staff
provided the necessary care and services to
attain or maintain the highest practicable physical
well-being, in accordance with the comprehensive
assessment and plan of care for two {2} of
twenty-four (24) sampled residents (Residents #1
and #14). On 09/12/12, facility staff assessed
Resident #1 and noted the resident had a
scabbed wound to the left great toe. Facility staff
noiified the resident's physician of the wound and
new orders were obtained that included to refer
the resident to a Wound Care Clinic {(WCC).

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S FLAN OF CORREGTION o5
PREEIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. - DEFICIENCY)
‘ the survey to monitor safe transfer of
F 282 | Continued From page 45 F 282 residents. See Attachment #37. -
date. The staff also reviews all residenis’ new .
orders daily (seven {7} days a week) and updaies The QA nurse will monitor 4
each resident’s plan of care. residents per onit 3 times weekly for
. a total of 12 residents per week for
Interviews on 12/13/12, at 2:55 PM with the appropriate transfer, This will be
Administrator, and at 3:10 PM with the Assistant completed for 6 months and then re-
Administrator revealed the Assistant evalusted. This started on 11/28/12,
Administrator/QA Coordinator will report all The resuits of the audits will be
monitoring results in the quarterly CQl meetings. reported weekly in the QA meeting
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 and Quarterly through CQI by Emily
g8=J) | HIGHEST WELL BEING Jomes-Gray, Assistant Administrator,
Each resident must receive and the facility must Q‘hf Cuox:dmamr or the QA nurse.
provide the necessary care and services to attain Thm@ntmay be de!egmg d to ofher
or maintain the highest practicable physical, staff in the firture.
mental, and psychosocial wetl-being, in” . )
accordanca with the comprehensive assessment A form was created on 11/23/12to
and plan of care. use in evaluntion of treatment
procedures performed by licensed

staff'regarding following physician
orders. This was developed by
Meary Arms DON and Deborah
Fitzpatrick Administrator, See
Attachment #33

Four (4) treatments per week will be
observed by the QA nurse to ensure
that the individaal resident care plan
and physician orders are bging
followed. This will be completed for
6 months and then re-evaluated.

This started on 11/27/12. The results
of the andits will be reported weekly
in the QA meeting and Quarterly
through CQI by Emily Jones-Gray,
Asgistant Administrator, QA
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Resident #1 was seen at the WCC on 09/13/12,
09/20/12, and staff was fo schedule a follow-up
appointment for Resident #1 1o be seen in the
WCC on 08/27/12; however, there was no
documented evidence Licensed Practical Nurse
(LPN) #1 arranged transportation for the
resident’s follow up appointment for the 09/27/12,
appointment, and the resident was not
assessedjtreated at the WCC.,

Faciiity staff docurnented an assessment of the
wound on Resident #1's left great toe on
09/28/12, {fifteen days after the last docurmented
assessment of the wound on 09/13/12) and nated
the wound was red with pink surrounding tissue
measuring 1.4 centimeters (cm)x 0.2 em x 0.1
cm. :

The Minimum Data Set {MDS) Assistant revealed
in an interview that she had conducted an
assessment of Resident #1 on 10/15/12, and the
resident's toe was moist with biack necrotic
fissue, brown puruient drainage, a foul odor and
redness to the first joint of the toe. According to
the MDS assistant, she did nof document the
assessment but reported her cancems related io
the resident's wound to LPN #1 fo nofify the
physician. However, a review of docurmantation
revealed LPN #1 failed to notify the physician of
the change in Resident #1's wound on 10/15/12.

Although facility staff documented treatments
were administered to the wound on Resident #1's
ieft foot from 09/28/12, to 10/16/12, facility staff
failed to document an assessment of the wound
uniil 10/17/12, nineteen (19) days afier the
previous assessment of the wound on 05/28/12.
A review of the nurses notes dated 10/17/12,
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. LCoordinator or the QA nurse. This
F 309 | Continued From page 46 F 309 audit may be delegated to other staff
in the fiture.

A form was created on 11/23/12 to
use in evaluation of medication
administration by licensed staff
regarding following physician orders.
This was developed by Mary Arms
DON ahd Deborah Fitzpatrick .
Administrator, See Attachment #34

Four (4) med pass observations will
be completed weekly by the QA
aurse to ensure that the individoal
resident care plan and physician
orders are being followed. This will
be completed for 6 reonths and then
re-cvaiuated. This started on
11/27/12. The results of the audits
will be reported weekly in the QA
meeting and Quarterly through CQJ
by Emily Jones-Gray, Assistant
Administeator, QA Coordinator or the
¢ . QA nurse. This audit may be
delegated to other stafT in the fiture,

The results of all audits will be
reported quarterly through CQ by
Emity Jones-Gray Assistant
Administrator or the person
completing the andits. This will be -
ongoing,

Dr. Charles Hardin, Medical Director
will provide oversight during the
compliance process. The resuits of
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an cdor, was draining, and that facility staff
notified the resident's physician and orders were
received fo culture the wound and refer the
resident to the WCC. Facility staff also notifled
Resident #1's family member of the changes and
new orders,

On 10/18/12, Resident #1's family member
insisted on ohserving the wound on the resident's
left great foe. Documentation revealed the
wound was assessad and LPN #1 documented
the wound was red and inflamed, had a yeliow
sloughing and an odor, and was necrofic.
Resident #1 was fransported to an acute care
facility on 10/18/12. Resident #1's toe was
amputated on 10/20f12, due to a diagnosis of wet
gangrene. (Refer o F157, F282 and F514.)

in addition, facility staff failed to ensure
physician’s orders for wound treatments were
followed for Resident #14, and failed o document
an assessment of Resident #14’s wound from
08/2941 2 until 07/27/12 (a timeframe of
twenty-eight days).

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

Administrator. This wil] be ongoing,

5. Date of completion 1/8/13

F{309 483.25 PROVIDE CARE/SERVICES
FOR HIGHEST WELL BEING

Itis the policy of this facility that each resident
must receive and the facility must provide the
ngcessary care and services 1o aftain or
nﬂaintain the highest practicable physical,

tal, and psychosocial well-being, in
o

cordance with the comprehensive assessment

plan of care.

1. The attending physiciar and the
family of resident #1 -was notified on
10/17/12 by LPN #3 of the change in
condition related 1o the wound on the
feft preattoe. See attachment #1

The attending physician was notified
on 10/18/12 via fax by Mary Anms,
DON that resident #1 was being sent

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

Mary Atms, DON began reviewing
the medical record of resident #1 on
10/18/12 emd investipating the

transferred to KDMC 1o the physician
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alf audits will be reported o the
F 309 Continued From page 47 F 309 Medical Director quarterfy through
reveaied the wound fo the resident's jeft foe had CQI by Emily Jones-Gray, Assistant
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incident She completed the review
F 308 | Continued From page 48 F 309 on 10/19/12 end continzed to
The facility provided an accepiable credible investigate.
Allegation of Compliance (AOG) on 12/13/12, with
the facility alleging removal of the immediate The attending physician of resident
Jeopardy on 10/25/12. Immediate Jeopardy was #1 was notified on 10/21/12 via fax
verified o be removed on 10/25/12, as alleged that the resident had missed the
prior o exiting with the facitity on 12/13/12, with appointment o the wound care ¢linic
remaining noncompliance at 42 CFR 483.25 by Mary Arms DON, See
Quality of Care, with a scope and severity of "D", Attachment #3
while the facility develops and implements a Plan .
of Correction and the faciiity's Quality Assurance. The me cliéal record of resident #1
o . was reviewed on 10/20/12 by Mary
The findings include: Arms, DON to ensure that other
Review of the facility policy entifled "Skin Care” appoiniments fiad not been missed.
revised September 2001, revealed all wounds
were fo measured and recorded weekly. The MDS and care plan of resident
) : #1 was reviewed on 10/19/12 by
Review of the facility policy entitled "Wound Roberta Thompson, RN MDS
Documentation” (undated) revealed pressure Coordinator.
ulcers, diabetic uicers and other wounds deemed : ,
necessary to measure should be measured The son of resident #1 was notified
weekly by licensed staff. The policy revealed on 10/20/12 by Mary Arms, DON of
documentation should inciuds wound !ocat‘ion, the missed appointment to the wound
s'tage, size, tupnelfng, undermining, lnecrotrc ! care clinic and that we had epcne d /-
tissue, sloughing tissue, eschar, drainage, and .
A L LT this to APS and OIG.
granulation, description of surrounding tissue,
pain and support surface. Review further . .
revealed if the wound did not show improvement Resident #1 has niot returned to this
or there were changes (such as warmth, redness facility.
of surrounding tissue, necrotic fissue or odor) the
physician shoutd be notified. A medication error form was
completed on 11/2/12 by Mary
Review of the faciiity policy entitled Arms, DON regarding faflure to
"Transportation Policy” dated May 2008, revealed follow the physician order for
the facility would assist resident by making resident #14. See Attachment #32
transportation arrangements for resident's
scheduled appointments, The review ravesaled
nursing staff was responsible to make
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iransportation arrangements as soon as aware of
the resident's appointment. The policy further
stated staff would maintain a record of
appointments, would obtain confirmation of
fransportation arrangements, and would check
the appeiniment book daily to ensure
appointments were kept.

Iriterview on 11/01/12, at 3:45 PM with the
Administrator revealed the facility did not have a
policy refated fo facility staff following physician's
orders. However, according to the Administrator,

following physician orders was a "standard of

practice” and nursing staff were 1o follow

physician’s orders in the provision of resident and were completed on 11/23/12.
care.

On 10/19/12 a fuf] skin assessment
1. Areview of Resident #1°s closed medical was completed on Resident #14 by
record revealed the resident was admitted on Jessica Arnett, RN and Heather
06/26/12, for rehabilitation due to a Right Below Mowery, LPN 1o ensure that all

the Knee Amputation (BKA) with diagnoses of
Diahetes Insipidus, Mild Mainutrifion, and
Hypertension. Review of Resident #1%

‘Significant Phange MDS Cornprehensive:

Assessment dated 09/07/12, revealed the
resident was assessed to be at risk for
development of pressure ulcers. Review of
Resident #1's Comprahensive Care Plan dated
07/16/12, revealad the facility had addressed the
resident's risk of alteration in skin integrity

secondary to history of skin tears, assistance needed by Donna Fannjn LPN and
required for bed mobility, general weakness, right Crystal Cantrell LPN {(MDS
BKA, peripheral vascular disease, history of Department) to ensure that all skin

malnutrition diabetes, and VRE carrier. Some
interventions on the care plan were for staff to
check the resident's skin condition daily during
care and report any changes to the nurse, and for
staff to provided skin care as ordered by the

- on 10/24/12,
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. The MD) was notified on 11/2/12 of
F 309 Continued From page 49 F 309 the error by Mary Arms, DON.

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

Licensed staff was in-serviced on
reading the entire physiciap order
prior 1o beginning treatment and on
following the physician orders for
resident #14 and all other residents
receiving treatments by Mary Arms,
DON. In-services started on 11/8/12

‘woungds were identified and assessed.

A copy of the skin assessment for
residént #14 completed on 10/19/12
was given fo the MDS departiment for
roview. The skin assessment was
compared with the most recent MDS
and care plan of resident #14, The
MDS end care plan was revised if

areas identified were care planaed
appropriately. This was completed
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physician.

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

Review of Resident #1's Wound Care Clinic's
(WCC) note dated 0%/13/12, revealed the wound
was assessed and determined to be a Diabetic
Ulcer measuring 2.2cmx 1.8cmx 0.1 cm. The

-WCC sent orders back to the facility on 09/13/12,
- for multiple tests, antibictics, treatment of Aquacel

AG (a silver impregnated antimicrobial dressing
which reduces the number of bacteria in the -
wound), 4 X 4 gauze and wrap with "Kling" (a roll
of gauze bandage) every forty-eight {48) hours,
and a follow up appointment for 09/20/12. On
08/20/12, decurmnentation by the WCG revealed
the wound was a scabbed wound with a pale pink
base, measuring 0.7 ¢ x 0.6 cm x 0.1 cm with
no eschar, no yellow sloughing, no drainage and
no odor. The WCC sent orders back to the
facility on 09/20/12, for oral antibiotic and for a
foliow up appointment in one (1) week, on
0927112, However, there was no documentad
evidence LPN #1 made transportation
arrangements for the resident's follow up
appointment on 09/27/12, and the resident was
not seen again at the WCC.

Continued review of Resident 3#1's care plan :
revealed the care plan was revised on 09/20/12,
with additional interventions to include the

(X4} ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {5
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DERCIENCY)
F 308 | Continued From page 50 F 309 On 10/20/12 the wound moniloting

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

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

The physician of regident #14 was
notified via fmx of the wound, type
and location by Christy Moore, RN
on 10722112,

The eare plan and MDB of resident
#14 was reviewed for scenracy by
Crystal Cantrell, LPN MDS Siaff,
11723712

The charts of all residents having
weekly outside appointments for
medical treatment outside the facility
were reviewed to ensure they had not
missed appointments dus to
transportation not being scheduled.
This was completed by Mary Arms,
DON and Christy Moere, RN on

{
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10/20/12, There were no other
F 309 | Continued From page 51 F 300 appoiniments missed for failure to
following: 1) for staff t0 cleanse area to the left make transportation arrangements.
great toe with normal saline, dry and apply
Aquacel AG then a 4 x 4 gauze and wrap with All cusrent residents with scheduled
"Kling” every forty-eight {48} hours, and 2) for appointments were reviewed to
' siaff to observe for signs and symptoms of ensure that transportalion
infection such as an increase in drainage, an arrangemends had been made. This
elevated temperature, an rapid pulse, ora was completed by Ora Little, LPN
decreased bloed pressure and to notify the and Jessica Wireman, RN on
physician of any of the signs. 10/21/12
Reviewcfa lV_Vound Eya%uaiion Flow Sheet_ Or 10/19/12 Roberta Thompson,
revealed facility staff had documented Resident MDS Coordinator roviewed the two
#1's wound measurements on 08/13/12, as "2.2
cmx 1.8 om x 0.1 cm,” and on 09/28/12, as *1.4 mast recent MDS asscssments and
cm x 0.2 x 0.1 cm"; however, there were no other Care Plan of all feﬁdm identified
measurements documented on the flow sheat. as having a pressure area for
Review of the Wound Evaluation Flow Sheet accuracy.
revedled the sheet contained insfructions on the . )
top of the sheet stating the sheet was to be On 10/19/12 a skin assessment was
completed by a nurse upon identification of a campieted on all residents by
wound and 2t least weekly from the date of licensed staff. The staff names are
identification. According fo the instrugtians, the Yeri Frazier LPN, Jessica Arnctt RN,
staff failed to conduct a wound assessment for Heather Mowery LEN, Yvette Short
wegks of 09/21/12, 10/05/12 and 10/1212, ¢ RN, Donna McDowell, LN and
A review of a Treatment Administration Record Christy Allen LPN.
{TAR) for September and October 2012, revealed : L
avery forty-gight hours, staff was fo cleanse A copy of the skin assessments
Resident #1's left great foe wound with normal completed on 10/19/12 was given to
 saline, cover with Aquacel AG and a 4 x 4 gauze, the MDS department for review, All
and then wrapped with Kling, the treatment was residents identified during the skin
to be performed every forfy-zight {48) hours. The assessments as having a wound of
TAR revealed LPN #1 performed wound care to ey kind had their MDS and Care
Resident #1's left great foe on 10/04/12, Plan reviewed and revised if necded
10/10/12, 10/14/12 and on 10/18/12. The TAR by Donna Fanmin LPN and Crystal
further revealed LPN #3 periormed wound care to Centrell LPN (MDS Department) to
Resident #1°s left great fpe on 10/02/12, ensure that all skin areas identified
10/06/12, 10/08/12, 101212 and on 10/16/12.
Event ID: 6GHKDT1 Facifity 1D: 100688 I cantinuation eheset Page 52 of 165

FORM CMS-2567(02-80) Previous Versions Obsolete




PRINTED: 1{2/28/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
-CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
#, BUILDING
B. WING C
185414 ' 1211312012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
MQUNTAIN MANOR OF PAINTSVILLE 1025 ELICLID AVENUE
PAINTSVILLE, KY 41240
o) 1D SUMMARY STATEMENT OF DEFICIENCIES I  PROVIDER'S PLAN OF CORRECTICN 05
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC [DENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENCY)
were care planned appropriately.
F 309 | Continued From page 52 F 309 This was compieted on 10/24/12.

Further review of nurse's notes revealed on
10/1712, at 2,50 PM LPN #3 documented the
wound fo Resident #1's ieft great toe had an ador
and drainage. Documentation reveaied Resident
#1's physician was notified of the assessment
and the physician requested facility staff to obtain
a culiure of the wound and to refer the resident to
the WCC. The-documentation further revealed
the resident's family member was also noiified of
the change and the new orders.

Review of Resident #1's nurse's notes dated
10/18/12, at 10:30 AM, Resident #1's famity
member insisted on observing the resident's
wound. Documentation revealed LPN #1 and the
Assistant Director of Nursing {ADON} removed
the dressing for the resident's left great toe and
the wound was ohserved to be red and inflamed

On 10/20/12 the wound monitoring
records for each individual resident
were reviewed and compared o the
individual resident skin assessments
completed on 10/15/12 to ensure that
all wounds(both pressure and non-
pressurs) have been measured and
-are on & wonitorng sheet This was
completed by Christy Moare, RN.

All arcas identified on the individual
resident skin assessments completed
on 10/19/12 were compared 1o the
individual resident treatment MARs
to ensure that treatments were
ordered if necessary to all identified

arens. This was completed by

with a necrotic, yellow sloughing and an odor.
Further review revealed the resident was
transported io an acute care faciity on 10M18/12,
at 3:15 PM for further assessment and treatment.

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

Review of a Vascular Surgicai Constitation
Report dated 10/19/12, revealed Resldent #41 had
2 quarter sized ulgeration to the left great toe with
purutent drainage. The report revealed a foul
odor was noted when the dressing was removed
and the entire great toe up 1o the base of the foot

Christy Moore RN on 10/20/12,

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

All physicians were netified via fax
on 10/22/12 of their respective
residents with the type of wound.
This was completed by Christy
Moare, RN. See attachment #4
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F 309 | Continued From page 53 F 309 On 10/28/12 and 10/29/12 all
was erythematous. Based on documentation in physicians were natified of all

the report, the Vascular Surgecn recommendead
amputation of Resident #1°s great toe.

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

An interview with the Minimum Data Set (MDS)
Assistant on 10/25/12, at 1,00 PM revealed she
had conducted a Discharge Assessment of
Resident #1 on 10/15/12. According to the MDS
Assistant, at that time, Resident #1's ios was
assessed to be moist, with black necrotic tissue,
brown purulent drainage, 2 foul odor and up to
the first joint of the toe was red. According to the
MDS assistant, the Discharge Assessment only

addressed pressure ulcer and because the

wounds and the current treaiments for
the wonnds of their respective
residents using the WOUND
NOTIFICATION FORM, They were'
asked to sign and refurn. This was
completed by Christy Moore, RN,
See atizgchment #5

A complete skin assessment was
comapleted on all residents to ensure
that all skin issnes (with special focus
on both pressure and non-pressure
woands} have been identified and
documented. These assessments were
completed over a four (4) day period on
11/13/12, 11/14/12, 11/15/12 and
11/16/12 by Mary Arms DON, Christy

resident's wound was not a pressure uicer, she
did not document the assessment; however, the
MDS assistant stated she reported her concemns
to LPN #1 and thought LPN #1 would notify
Resident #1's physician of the assessment.
However, a review of documentation revaaled
Resident #1's physician was not notified of the
resident’s wound on 10/15/12, and the care plan
was not revised to reflect the changs in the
resident's wound.

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

Moore RN,

Ashiey Maggard LPN, Teresa Kidd
RN, Jessica Arpeft RN, Yvetie Short
RN, and Bonnie Prater, LPN.

On 11/15/12 the physicians were
notified agein of all wounds and the
current treatments for their respective
residents using the WQOUND
NOTIFICATION FORM. This was .
completed by Christy Moore, RN, See
uttachment #

The families of all residents with amy.
type of wound were contacted to ensure
they were aware of the wound and
treatments ordered. This was
completed on 11/20/12 by Anna
Caldwell. ADON, Chanity Parcell
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during the first two (2} weeks of October 2012,
LPN #1 acknowledged on 10/18/12, Resident
#1's family member insisted on observing the
resident's wound and, at that fime, the resident's
entire toe was red with black necrotic issue, with
sioughing to the side. LPN #1 stated staff was to
assess a resident's wound with each freatment
and the physician was o be nofified of any
changes in the wound; {(however, there was no
documented evidence from 08/12/12 until

10/18/12). LPN #1 stated she did not recall being

informed that the wound on the Resident #1's
great toe had changed or had an odor. The LPN
also could not recall why she did not make
transportation arrangements for the foliow up
appoiniment to the WCC for 09/27/12.

An interview on 10/24/12, at 12:50 Piv with LPN
#3 revealed wounds were {0 be
assessed/measured every Friday during wound
care and documented on the wound flow sheet.
LPN #3 revealed the wound on Resident #1's
great toe appeared as a dry cajlused wound when
she performed wourd care to the wound on
10/12/12. However, according fo L.PN #3 when
she assessed the wound on 10/17/12, the wound
had an odor and drainage, so the LPN notified
the physician and orders were obtained. LPN #3
did not know why there were no wound
assessiments/measuraments on the wound flow
sheet for Resldent #1 during first two (2} weeks in
October 2012.

An interview on 10/25/12, at 11:30 AM with
Resident #1's Primary Physician confirmed she
had not been informed of the decline in the status
of Resident #1's wound unit 10/17/12. According
to the physician, she expscted the nurses to
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‘ LPN, Christy Moare RN and Brenda
F 309 Confinued From page 54 F 309 Humphries RN,

On 11/5/12, 11/6/12, 11/8/12,
11/9/%2, 11/10/12 and 11/16/12 Mary
Arms, DON observed treatments
provided to 8 residents. Staff
followed MDD crders during the
treatments. Na other residents were
identified.

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

LPN #3 was given a disciplinary
warning and placed on probation On
10220/12 by Mary Arms, DON.

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

The facilily process for making
transportation mnécments for
outside appointments was reviewed
by Deborah Fitzpatrick,
Administrator and Mary Atms, DON
on.10/19/21,

The facility ransportation policy was
reviewed aod revised on 10/15/12 by
Deborak Fitzpairick Administrator -
and Mary Amms, DXON or 10/19/12.
The Medical Director is in agreement
with the revision. See attachment
H7
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the WCC unti after the resident was transported
to the hospital on 10/18/12.

Interviews on 10/23/12, at 6:15 PM and on
11/01/12, at 2:35 PM with the Director of Nursing

[ {DON) revealed when a wound was ideniified on

a resident the nurse was required to notify the
resident's physiclan, obtain orders for freatment,
assess the wound fo include measurermnents and
document the assessment on the Wound
Evaluation Flow Sheet, The DON stated all
wound shouid be assessed/measured and
documented at least once a week, by the nurse
assigned fo the resident while providing wound
care every Friday unless the resident's dressing
was not scheduled to be changed on Friday. In
that case, the resident's wound was required o
be assessed on the day the dressing was
changed, either Wednesday or Thursday. The
interview revealed nurses received in-service
fraining twice a year on assessments,
measuremants and documentation of waunds.
The interview revealed the facility did not conduct
any audils Lo ensure physicians were nofified of a
resident's change in condifion; however, licensed
nurses were to nofify a resident's physician of any
changes in the resident's condition. The DOM
stated she was unaware Resident #1 had missed
the follow up appointment at the WCC, until
investigating the resident’s wound deterjoration.
According to the DON, staff was responsible to
provide care In accordance with each resident's
pian of care. The interview revealed the Quality
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F 308 | Continued From pags 55 F 309 A transportation log was developed
follow physician's arders, to agsess the resident's o track appointment and i
wounds while performing wound care, and to be transportation arrangements. This
notified of any ehanges in the wound. The was compieted by Deboraki
interview revealed the physician was unaware Fitzpatrick, Administrator, Mary
Resident #1 missed the follow up appointment at Arms, DON and Christy Moore, RN

on 10/20/12. See attachment #8

An instruction sheet was developed
as 2 guids for staff in making
appointments. This was completed
by Mary Arms, DON on 10/20/12.
See pitachment #9

A list of transportation services,
phone numbers, required forms and
special requirements was developed
a5 a guide for staff in making
appoiotments. This was completed
by Mary Arms, DON on 10/20/12.
See attachment #9

The systerﬁ used to keep the
appointment information and s
transportation armangements was
reviewed and revised on 10/19/12 by
Deborah Fitzpatrick, Administrator
snd Mary Arms, DON. Two books
bad been used to make appointments,
The books were combined info one
book. Each nursing unit has an
appointment/transportaiion book with
the following items: '
#  Transportation Policy
o Instructions for making
appoiniments.
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*  Phonoe numbers for the
F 309 Continued From page 56 F 309 fransportation services and
Assurance (QA) nurses {ihe Assistant Director of motification requirements of
Nursing (ADCN} and RN #2) were responsible for each scrvice.
conducting the QA of wounds on first and segond o  Transporiation Log
floor. (Referio F520.) e Appointment Calendar
¢  Transpartation Forms
Interviews on 10/23/12, at 6:15 PM and on
11/0112, at 3:45 PM with me‘Adrqipistra’tor Licensed staff was in-serviced on
revealed when a wound was identified on a . .
) . " resident assessment, measuring
resident the nurse was required o notify the :
resident's physician, abtain orders for treaiment, wounds, trcatments and -
assess the wound to include measurements and documentation, physician end family
document the assessment on the Wound - notification, pelicies and staft
Evaluation Flow Sheet. The Administrator responsibility in scheduling
revealed the facility monitored a sample of charts transportation 1o appointmetts,
monthly to ensure notification was conducted for making arrangements, the
all change of condition; howavet, the monitoring transportation log, transportation
hed been discontinued due to meeting the goal. policy and the new transportation
According to the Administrator, staff was books for easier use, These were
responsibie to provide care in accordance to the compleled on10/19/12 thru 10/21/12
presideni's plan of care. by Mary Arms DON. See
2. Review of the medical record revealed the attachment 410
fagility admitted Resident #14 on 01/07/11, with .
diagnoses that ipciuded Previous Pre_ssm_e Ulcer Doglmmtanon
Cerebrovascular Accident (CVA) with Guidelins were given to staff as
Hemiparesis, Atrial Fibrillation requiring handouts during the in-service.
Aniicoagulation, Atherosclerotic Cerebrovascular
Disease, Hypertension and Nonpsychotic The Pressure Uleer Documentation
Disorder. ) Guidelines were placed in the wound:
care monitoring book for reference,
A revisw of Resident #14's care plan revealad ‘This was compieted by Mary Arms,
facllity staff revised the care plan on 05/04/12, DON and Christy Moore on 10/19/12
with additional interventions to inciude the thr 10/21/12. See attachment £10°
following: 1) to cleanse the area to the resident’s
teft lateral ankle with normal saline, apply Santyl .
ointment (an active enzymatic therapy that The. Pressure Ulcer Policy was
removes necrotic tissue from wounds), a 4 x £ reviewed on 10{21!1% byM.aryArms
gauze and wrap the wound with "Kling" {a roil of DON &nd Deborah Fitzpatrick
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Administrator with no changes. The
F 308 | Continued From page 57 F 300 Medical Director is in agreement. See
gauze bandage) every day; and 2) for staff to Attachment #11
cleanse the resident's bilateral breast folds with _
soap and water, dry, and apply Nystatin (a The Wotind Documentation Policy
prescription anfi-fungal medication used to treat was reviewed and revised. The
fungal infecfions) powder twice a day. The care Medical Director is in agreement.
plan also revealed nursing staff were to complete See attachment #12

a skin assessment every week and report any
alterations to the physician.

A review of the monthly Physicians orders for
Qctober 2012, revealed staff were to cieanse the
folds undemeath Resident #14's breast with soap
and water, pat dry, and apply Mystaiin powder (an
antifungal agent) to the breast folds every shift,

Review of a Wound Evaluation Flow Sheet
revealed facility etaff had documented Resident
#14's wound measurements of the resident's left,
lateral ankie on 056/18/12, as™1.6cmx 1.5 cmx
0.0 em,” and on 06/01/12 {fourteen days after tha
last assessment) as "1.0 cm % 1.2 x 0.0 cm", then
weekly for the next three weeks until 06/28/12.
However, there were no other measurements
documented on the flow sheet until 07/27/12
(twenty-eight days later). Review of the Woung
Evaluation Flow Sheet revealed the sheet was to
be completed by a nurse upon identification of a
wound and at least weekly from the date of
identification. However, a review of the sheet
revealed staff failed io conduct a wound
assessment for weeks of 05/21/12, 07/02/12,
07/09/12 and 07/16/12.

Observation on 10/29/12, at 7:35 PM revealed
Licensad Practical Nurse {LPN) #2 applied
Nystatin powder fo Resident #14's breast folds;
however, LPN #2 failed to cleanse the breast
folds with soap and water and dry the area prior
to applying the Nystatin powder.

The currel{t wound documentation
flow shect was reviewed on 1024/12
and revised so that the arces for
documentation are larger, more
orpanized with descriptive terms wsed
to describe wounds, This was
completed by Mary Arms, DON apd
Deborah Fitzpatrick, Administrator.
See Attachment #13

On 10/24/12 the Assistant
Administraior, Emily Jones-Gray
began in-servicing all licensed staff
on how 1o utilize the revised Wound
Documentation Fiow Sheet. The
Assistant Administrator also placed 4
an instroction sheet in the Wound
‘Care books at each nursing station to
inform staff on how 1o ulitize the
revised Wound Documentation Flow
Sheet and that all wounds should be
measured and documented weekly.
This was completed on 10/24/12.

A Wound Notification Form was
developed on 10/28/12 by Dr.
Charles Hardin Medical Direcior,
Mary Arms DON and Deboreh
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Interview on 10/28/12, at 7:45 PM with LPN #2
revealed she failed io read the entire physician's
order prior fo the freatment for Resident #14.
LPN #2 staied she was "nervous™ during the
observation, had rushed to complete the
treatment, and failed to ensure the treatment was
performed In accordance with the physician's
orders.

Interview ont 11/01/12, at 2:30 PM with the
Director of Nursing {(DON} revealed staff shouid
review physician's orders prior to ireatments fo -
ensure treatments were performed in accordance
with physician's orders. The DON stated the
facility did not manitor to ensure physician's
orders were followed.

Interview an 11/01/12 _ af 3:45 PM with the

physiciana’ bi-weekly of their
respective resident wounds, condition
of the wounds and current breatments.
See Atiachment #14 (1)

The Wound Notification Form was
revised on 12/14/12 by Mary Acns, DON
and Deborah Fitzpatrick, Adroinisirator to
inciude 2 space for measimrements,
instroctions to notify family of any
changes and 2 place to document family
member aotifisd. The Medical Director is
in agreement with the revision. See
Attachment #14 (2)

All documeniztion giridelines, policies
whated to wound prevention, assessment
and idenfiftcation, MD and family
notification and treatment procedore and
wound monitoring should be used for both

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

**An acceptable Allegation of Compliance (ADC)
related to the Immediate Jeopardy {IJ) was
submitted by the facility on 12/13/12, which
alieged removal of [J effective 10/25/12. An
extended survey was-conducted on 12/11-13/12,
which determined the 1J was rermoved on

| 10/25/12 as alleged.

--A review of the AQC revealed the following:

0On 10/18/12, Licansed Practical Nurse {LPN) #1

preganee snd non-presshee wennds

Licensed staff were in-serviced
regarding notification of change, canses
of gkin breakaiown, Braden scale,
natrition in skin breakdown, risk factors
for skin breakdown, how to write a
complete treafment order, assessing,
siaging and measuring wounds, weekly
surnmaries and skin assessouents, the
new wound nronitoring sheet, proper
disposal of soiled dressings, proper
procedure required in completing a
treatrnent/dressing chenge, storage of
medication with focus on Mycalcin
spray, procedure for returning home
meds to family, entering medication
orders/following physician orders,
transcription of ligh risk
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medications, a second nurse should
F 308 | Continued From page 59 F 309 - review all new and readmission

was terminated by the Director of Nursing (DON)
due to the failure o assess/document Resident
#1's wound, nofify the physician and responsible
party of the change in the resident's waund and
the failure fo make arrangements for the
resident's fransportation to the wound clinic.

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

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

On 10/19/12, the Minimum Data Set (MDS)

Coordinator reviewed Resident #1's MDS
assessment and care plan for accuracy and also
reviewed the two (2} most recent MDS
assessments of all residents for accuracy.

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

Initiated on 10/18/12 and completed on 10/21/12,
the DON in-serviced all licensed staff regarding
the following: 1} essessment, measuring,
treatments and documertation of wounds, 2)

rmaintaining accurate medical records, 3}

physician and responsible party notification of
change in condition, 4) scheduling appointments,
£) making transportation arrangements, &)
uiilizing the fransportation log, 7) the revisions to
the transpaortation policy/procedures.

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

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

Licensed staff were in-serviced a
second time on the same information
contained in the in-service completed
on 11-23-12. Aitachment #15 This
in-service was condncted on an
individual basis for some staff andfor
very small groups for others with
more staff interaction encouraged. A
form was developed so that each staff
attending the in-service initialed zach
itesm as it was discussed/explained)

_ an item was discussed indicating that
they nnderstood. Staff were asked if
they had questions and if 5o all items
in question were discussed prior to
their initialing. In-servicing started
on 12/18/12 and will be completed on
1/7/13 by Mary Anms, DON. ¢

" A treatrent parse was hired on
10/24/12. Her name is Tracy
Thompson and she is an LPN. She
will work firll time as a treatment
nurse five days per week,

Christy Moore, RN a current
ernployee will also work 2 days &
week as a treatment nerse. There will
be & designated treatment nurse 7
days a week.
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reviewed and revised the facllity's transportation
policy and procedure. The Medical Director was
in agreement with the revision of the palicy. The
revisions included combining the appointment
book and transportation book into one (1) book.
The book is kept at each nurses' station and
contains the following: 1) Transportation Palicy, 2}
Instructions for making appointments, 3) Phone
numbers of each transpertation service and
notification requirements for each service, 4)
Transportation Log, 5} Appointment Calendar,
and &) Transportation Forms.

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

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

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

On 10/20/112, RN #2 compared the skinfwound
assessments completed on 10/19/12, for alt

- residents to each resident's Treattnent

X4 D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFIGIENCY)
F 309 | Continued From page 60 F 309 The treatment murse will administer

treatments on all wounds Stage I1 or
greater (includes diabetic or stasis
ulcers), monitor wounds daily for
changes, measure wounds weekly,
docnment daily on wounds or
surrounding skin (of those wound
with freatments order other than
daily), notify physicians bi-wegkly of
all resjdent wounds and condition of
cach wound, monitor daily to sce that
documentation is being completed as
part of CQL

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

A wound care reference guide has
been placed on each treatment cart as
a reference for appropriate

‘treatment/products for specific
wound types. This was completed on
11/5/12 by Mary Arms, DON. See
attachment #16

The MDS Nurses wil] decament the
results of their skin assessments in
the resident’s medical records.
Roberta Thompsea, MDS
Coordinetor will be responsible to
ensure this is completed. 11/24/12

4. On 10/21/12 Mary Arms DON
notified Dr. Charles Hardin Medical
Director of the missed appointment
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of resident #1, the change in
-F 308 | Continued From page 61 F 309 condition related to the wound and
Administration Records (TARs) and each failure of LPN #1 to mofify the
resident's individual wound documentation flow altending physician and femily.

sheets to ensure afl alteration in the residents’
skin integrity had been accurately documented.

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

On 10/21/12, RN #2 and LPN #12 compared the
skinfwound assessments completed on 10/19/12,
for all residents with the documentation in each
resident's plan of care, wound documentation
flow sheet and TARs o ensure accuracy of the
medical records. LPN #12 also compared the
skin/wound assessments with the most recent
MDS assessment to ensure all alferation in the

residents' skin integrity had been accurately care -

planned. RN #2 re-assessed/re-measured all new
alteration in the residents' skin integrity that had
been identified on the skinfwound assessments
to ensure the areas were documented accurately
on each resident's wound documentation fiow
sheet. !/

On 10721/12, RN #2 placed the "Pressure Ulcer
documentation guideline” and "How to |dentify
and Stage Pressure Ulcers® sheets {utilized for
in-service) were placed in the nursing
policy/procedure manuals and in the wound care
monitoring books kept at each nursing station for
staff raference,

0On 10/21/12, the Administrator and the DON
reviewed the fadility's Pressure Ulcer policy and
the Wound Documentafion policy and no
revisions required. The Medical Director was
also in agreement,

On 10/28/12 a mecting was held with
Dr. Charles Hardin, Medical
Director, Mary Arms, DON and
Deborah Fitzpatrick, Administrator to
discuss the issues jdentified in the
current survey and Quality
Improvement related (o assessment,
wound care, documentation,
physician and family notification and
trunsportation to appointments.

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

A Quality Assnrance nursc was hired
on 11/19/12 and will work under the
supervision of the Dircetor of
Nursing to provide quality assurance
monitoring specifically for the
nursing department. She will work
Tull tinee,

The CQI skin monitoring sheet for
pressure ulcers was revised by Emily
Gray Assistant Administrator on
11/20/12. Twetve (12) cherts will be
reviewed monfhly. This alse
includes notification of physician
and family. This will be completed
by the Quality assurance nurse or
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other oursing staff assigned by Mary
F 308 | Continued From page 62 F 309 Anms, DON. This will be ongoing.
All results will be reported quarterly

On 10/21/12, LPNs #10 and #14, reviewed ali through CQI by Emify Jones-Gray,

residents' charts with outside medical Assistant Administrator, See -

appointments to ensure transportation Attachment #17

arrangements had been made.

_ A SKIN'WOUND Q1 LOG was

On 10/22/12, RN #2 notified each physician of ordered and will be nsed to track

their respec‘rivelresident‘s wounds addressing the wounds (facility acquired or admitted

;stage fmd iogat;on .of gach wounql after tr‘me with), type of wound, intervemtions

acility's Medical Director had reviewed/sigred and physician and family

each physician's notification.

On 10/24/12, the Adrministraior and the DOMN
reviewed and revised the Wound Documentation
Fiow Sheet which was larger, more organized,
with descriptive terms used ic describe wounds.

Qn 10/24/M12, the Assistant Administrator started
in-servicing all licensed staff on how to utilize the
revised Wound Documentation Flow Sheet. The
Assistant Adminisfraior also placed an
instructional sheet in the Wound Care books at
each nursing station to inform staft of how §o
utilize the revised Wound Documentation Flow
Sheet and that all wounds should be measured
and documented weekly.

On 10724112, a new wound care nurse started
ernployment and will be assessing and providing
treatments to all wounds five (5) days a week.
RN #2 will be assessing and providing treatments
to all wounds the other two {2) days a week. The
wound care nurse or RN #2 will fax each’
resident's physician a bi weekly notification of the'
resident’s wound type, location, description and
current treaiment. :

As part of the fadility's CQI for manitering skin

notificstion. This wilt be compieted
weekly by Emily Gray, Assistant
Administraior or a designee. This
will be ongoing. All results will be
reported quarterty through CQI by
Emily Jones-Gray, Assistent
Administrator. See Attachment #13

All weekly nursing summaries will
be tumed in to Mary Agms, DON.
Mary will monitor for completeniess.
The weekly summary includes a skin
assessment. This started on 10/22/12
and will be ongoing.

A tracking form was developed on
10/25/12 by Mary Arms, DON to use
n monitoring when weekly
summaries are due for each resident.
See Attachment #19

Mary Arms, DON will review all
weekly nursing summaries for
completencss. She will review the
skin assessment. She will then
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perform a skin assessment on the
F 309 | Continued From page 63 F 309 resident and compare this to the one

assessments upon admission, the DON has 1)
Reviewed all skin assessments on new
admissions and readmissions and compared the
skin assessment wilh her own skin assessment
of the resident to ensure all areas have been
identified, staged and measured accurately. 2)
Reviewed the new admissions and readmissions
chart fo ensure the physician and family were
notified of any skin areas, that appropriate
treatment is being ufilized to ail skin areas and all
|| skin areas were appropriately documented on the
wound monitering flow sheet for the resident.

As part of the facility's CQI for monitoring the
transporiation arrangsment, the Assistant
Administrator or the Activity Director will review
the transportation logs on each unit to ensure all
transportation arrangements have been made
and any problems identified will he reported to the
nursing administration immediately for corraction.

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

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

completed on the weekly summary to
ensure that the resident skin is
assessed correctly. This will be
completed for 4 wecks at 100% until
11/25/12 and then re-evaluated. The
QA nurse will assist Mary Arms,
DON in the review of the weekly
summaries and the weekly skin
assessments after 11/19/12,

Hthere are no probiems identified
then the percentage of review will
decrease to 50%.

All weekly summeries will continue
to be reviewed at 100% for
corppleteness and that a weekly skip
assessment was completed on ali
residents. Fifty percent (50%) of all
residents will have their skin
reassessed by Mary Arms, DON or
the QA nurse and compared with the
one on the weekly narsing summary
to ensure that the skin #s assessed
correctly. This will continue for 4
weeks or until 12/25/12 and then be
re-evatuated.

If there are no problems idemtified
then the percentage of review will
decrease to 8 residents per week, All
resident weekly nursing summaries
will be reviewed at 100% for
completeness and that a weekly skin
assessment was completed on all
residents. Eight (8) residents per
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week will have their skin reassessed
F 308 | Continued From page 64 F 309 by Mary Arms, DON or the QA
The Assistant Administrator/QA Coordinatar will ' purs and compared with the one on
report all monitoring results in the quarterly CQI the weekly nursing summary to
meetings. ensure that the skin is assessed '
correctly. This will comtinue for 4 i
--The surveyors validated the corrective actions months and then be re-svaluated.
iaken by the facility as follows: See Attachment 19 ;
Interview on 12/12/12, at 4:40 PM with the DON Mary Arms, DON or the QA nurse
and review of LPN #1's Employee Disciplinary will revicw the skin assessments on i
' Report dated 10/18/12, revealed the LPN was new admissions and readmissions.
termmafed due to the falh_Jre o asses's{document They will then assoss the resident
Resident #1's wound, nofify the physician and \ ) .
respansible party of Resident #1 concemning the skin and compare with the skin .
change in ihe resident's wound and the failure. to Essessment.to ensurc that all arcas ‘
make arrangements for the resident's have boen identified properly and that
transportation to the wound clinic. the staging and measurements are |
accurate, the family and MD were ;
Inferview on 12/12/12, at 4:40 PM with the DON notified, the appropriate f
and review of a faxed letter revealed on 10/18/12, treatment is in place and that gl arcas :
the DON notified Resident #1's physician the have been placed on the wound :
family requested the resident be transporied back monitoring flow sheet and monthly
to the acute care facility the resident had log, This will continue for 6 months
previously been treated, prior to admission to this and then will be re-cvaluated. The
Faclity. _ ¢ findings will be reported quarterly ¢
Interview on 12/12/12, at 4:40 PM with the DON through2 CQI by Mary Arms, Don. *
and review notes dated 10/19/12, revealed the Ses attachment #26
DCN reviewed Resident #1's maedical record .
investigating the resident's wound and The Braden scale is completed on
appointment issues. Admission, Re-admission and change
in condition by the lficensed nurses
Interview on 12/12/12, at 3;15 PM with the MDS for 4 weeks. Roberta Thompson,
Coordinator and review of notes daied 10/19/12, MDS Coordinator will menitor as
revealed the MDS Coordinator reviewed Resident pert of CQI the completion of the
#1's MDS assessment and care plan for accuracy Braden Scale by Licensed staff. Any
and also reviewed the two {2) most recent MDS failuro to complete the form will be
assessments of all resident for accuracy. reported to the DON for corrective
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, action. The results of the audit will
F 309 | Continued From page 65 . F 309 be reporied quarterly through CQI by o
Interviews on 12/1212 at 2:15 PM with LPN #4: ‘ Roberta Thompson, MDS
on 12/13/12 at 11:00 AM with RN #4; at 11:10 AM Coordinator. - This will be ongoing.
with LPN #2; at 1:15 PM with RN #6; at 1:20 PM See Attachment #21
with LPN #13; and review of notes revealed on : )
10/19/12, the abovs licensed staff conducted As part of CQI the transportation logs
skinfwound assessments on all residents. _ will be reviewed weekly by Emily
. : Gray Assistant Administrator or
Intemeyf on 1?/1211.?, at 4:40 PM with the DON Marie Pennington, Activity Director
and review of in-service records dated 10/49/12 10 engure that transportation

through 10/21/12 revealed the DON in-serviced
all licensed staff regarding the following: 1}
assessment, measuring, treatments and
documentation of wounds, 2) maintaining

arrangements are being made. This
began on 10/26/12 and will be
contimious. Ary issues identified

accurate medical records, 3) physician and will be rePOﬂBd immediately to )
responsible party notification of change in nursing sdministration for correction.
condition, 4} scheduling appointments, 5} making All findings will be reported .
transportation arrangements, 8) utilizing the quarterly through CQI by Emily Gray
transportation log, and 7) the revisions to the Assistant Administrator. See
transportation policy/procedures. attachment #22
Interviews on 12/12/12 at 11:00 AM with RN #2: The MDS Nurses wilt document the
at 2:15 PM with LPN #4; al 5:00 PM with LPN results of their skin assessmexts in
#12; on 12/13/12 at 2:00 PM with LPN #9; a‘t#2 the resident’s medical records. The
11:00 AM with RN #4; at 11:10 AM with LPN #2; .
at 1:15 PM with RN #6; and at 1:20 PM with LPN ﬁé;ﬁﬁiﬂzggg he
#13 confirmed the licensed staff were in-serviced R
results of their skin assessment s

en the following: 1) assessment, measuring,

treatments and documentation of wounds, 2) well. A copy of the Communication

maintaining accurate medical records, 3) Sheet will be given to the Staff Nurse
physician and responsible party notification of o for the resident and a copy of the
change in condition, 4) scheduling appeintments, sheet will be given to the Director of -
5) making tfransportation arrangements, 6) ' Nursing, This is a CQl
utilizing the transportation log, and 7) the communication tool. This began on
revisions to the transportation poficy/procedures, 11-23-2012, All findings will be

rt CQI
interviews on 12/12/12, at 4:40 PM with the DON, ) ggﬁ;;hufpgn’th;%gsh Qrby

on 12/13/12, at 2:55 PM with the Administrator
and review of the facility's transportation
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. Coordinator. This will be ongoing.
F 309 | Gontinued From page 66 F 309 See attachment #23

policy/pracedure revealed the policy was revised
an 10/19/12, by the DON and Administrator,
Interview on 12/13/12, at 1:30 PM with the
Medical Director and review of the facility's
transportation policy/procedure revesled the
Medical Director was in agreement with the
revision of the policy. -

Observations conducted on 12/12/12, at 3:00 PM
on.the Secure Unit, at 3:10 PM on the 2nd floor
and at 3:20 PM an the 1st floor revealed an
Appeintment/Transportation book kept at each
nursing station. The book contained the
following: 1) Transportation Pelicy, 2) Instructions
for making appointments, 3) Phone numbers of
each transportation service and notification
requirements for each service, 4) Transportation
Log, 5) Appointment Calendar, 6) Transportaticn
Forms and 7) Instructional sheet.

Interviews on 12712112 &t 11:00 AM with RN #2;
at 2:15 PM with LPN #4; at 5:00 PM with LPN
#12, on 12113712, at 2:00 PM wilth LPN #9, at
11:00 AM with RN #4, af 11:10 AM with LEN #2;
at 1:15 PM with RN #6 and at 1:20 PM with LPN
#13 revesled the licensed staff were
knowiedgeable of the contents and use of the
Appointment/Transportation bock.

Interviews on 12/12/12, at 4:40 PM with the DON,
on 1211212, at 11:00 AM with RN #2, on
1211312, at 2:55 PM with the Administrator, and
review. of the facllity's transportation
policy/procedure revealed on 10/20/12, the
Administrator, the DON and RN #2 developed a
Transportation Log to track ’

All yesults will be reported quarterly
through CQI by the QA Coordinator,
Emily Jones-Gray or the person
completing the andit This will be
ongoing,

Dr. Charles Hardin, Medical Director
will provide oversight during the
compliance process. The results of
all audits will ba reported fo the
Medical Director quarterly through
CQI by Emily Jones-Gray, Assistant
Administrator. This will be ongoing,

L

Date of Completion 1/8/13

314 483.25( ¢ YTREATMENT/SVCS TO
REVENT/HEAL PRESSURE SORES

s>

Itlis the policy of this facility that a resident
who enters the facility without pressure sores >
does not develop pressitre sores unless the
individual’s climical condition demonstrates
they were unavoidable; and a resident

Ving pressure sores reccives necessary

en{ and services to premote healing,

vent imfection and prevent new sores from
developing. This is evidenced by the
fallowing:

1. The MDS and care plan of residents
#2, #3, 45,46, #7, #8 and #9 was

appointmentsAransportation arrangements and reviewed for accuracy by Roberta
an instructional sheet as a guide for staff for
FORM CMS-2567(02-89} Previaus Versions Obsolets Event 1D:8GK011 Facility ID: 100688 If continuation sheet Page 67 of 165




Lot

PRINTED: 12/28/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT (F DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: i . COMPLETED
A: BUILDING
B. WING ©
185444 : 12013212
WAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' L
MOUNTAIN MANOR OF PAINTSVILLE 1025 EUCLID AVENUE
PAINTSVILLE, KY 41240
() SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH COCRRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) ™G GROSS-REFERENCED TO THE APPROPRIATE DATE
‘ i DEFICIENGY)
Thompson, MD'S Cocrdinator on
F 309 | Continued From page 67 F 300 10/19/12,

making appointments, where forms are located,
 different fransportation services and contact
information which will be kept in the front of the
Appointment/Transportation books for staff
reference.

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

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

In{erviews on 12/12/12, at 11:00 AM with RN #2,
and review of notes dated 10/20/12, revealed RN
#2 compared the skin/wound assessmients
completed on 10718/12, for all residents to each
resident's Treatment Administration Records
(TARs) and each resident's individual wound
documentation flow sheets to ensure all alteration
in the residents’ skin integrity had been accurately
documented. ‘

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

L.

On 10/19/12 residents #2, #3, #5, #6,
#7, #8 and #9 had skin assessments
completed by staff nurses working on
10/19/12. Their names are Jeri
Frazier, LPN, Jessica Amett, RN,
Heather Mowery, LPN, Donna
McDowell, LPN, Yvette Short, RN
and Christy Allen, LPN.

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

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

Medication error sheet was
cotnpleted on M¥25/12 for resident
#6 reperding treatment not being
completed per physician order by
Christy Moore, RN:

FORM CMS-2567(02-99) Previous Versions Obsalete Event ID:BGK0T1

Fadiity ID: 100888

It Eontinuaiinn sheet Page 68 of 165




PRINTED: 12/28/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B. WING C
185414 i 12132012
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, GiTY, STATE, ZIF CODE
MOUNTAIN MANOR OF PAINTSVILLE 1025 EUCLID AVENLIE
PAINTSVILLE, KY 41240
%4y In SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
The MD of resident #5 was notified
F 309 | Continued From page 68 F 309 of the omitted treatment on 10/25/12

appoirntment to the wound care dlinic.

Interviews an 12/12/12, at 11:00 AM with RN #2,
at 5:00 PM with LPN #12 and review of notes
dated 10/21/112, revealad RN #2 and LPN #12
compared the skin/wound assessments
completed on 10/19/12, for all residents with the
documentation in each resident's plan of care,
wound documentation flow sheet and TARs to
ensure accuracy of the medical records. The
inferview and record review also revealed LPN
#12 compared the skin/wound assessments with
the most recent MDS assessment to ensure all
alteration in the residents' skin integrity had been
accurately care planned. The interview and
record review further revealed RN #2
re-assessed/re-measured all new alteration in the
residents' skin integrity that had been identified
on the skin/wound assessments to ensure the
areas were documenied accurately on each
resident's wound documentation flow sheet.

Observations conducted on 12/12/12, af 3:00 PM
on the Secure Unit, at 3:10 PM op the 2nd floor
and at 3:20 PM on the 1st fioor revealed a Wound
Care Book kept at each nurses' station. The
observation revealed "Pressure Ulcer
documentation guideline” and "How to Identify
and Stage Pressure Ulcers” sheets where in page
protectors in the front of each nursing
policy/procedure manuals and in the wound care
monitoring books for staff referencs.

Interviews on 12/12/12, at 11:00 AM with RN #2,
at 2:15 PM with LPN #4, ai 5:00 PM with LPN
#12, on 12/13M12, at 2:00 PM with LPN #9, at
11:00 AM with, RN #4, af 11:10 AM with LPN #2,
at 1:15 PM with RN #6 and at 1:20 PM with LPN

by Christy Moore, RN.

Medication/Treatment error sheets
for residents #3 and #7 were
completed due to omiited treatmenis.
This was corapleted on 11/23/12 by
Mary Arms, DON.

The MD was notified of the omitted
treatments for their respective
residents on 11/23/12 by Maty Arms,
DON.

On 10/28/12 and 10/29/12 the
physicians for residents #2, 43, #5,
#6, #7, #8 and #9 were notified of
their respective residents wounds and
the current treatments for the woinds
using the WOUND NOTIFICATION
FORM. They were asked to sign and
return. This was completed by
Christy Moors, EN. See nt{lxchment
#’s A

The DON attempted to interview
resident #7 on 11/24/12 but was
unable to due to resident confision.
Interviews with staff by the DON
revealed that resident is unable fo fie
on lefi side due to complaints of
smothering. The comprehensive care
plan and the CNA care plan and
assignment sheet for resident #7 was
reviewed on 11/24/12 by Mary Anms,
DON and updated to reflect this.
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F 309 Continued From page 69 F 308 Resident #7 expired on 12/3/12.
" | #13 revealed the licensed staff were .
knowledgeable of the contents and use of the 2. On 10/19/12 & skin assessment was
Wound Care book. completed on alfl residents by
) licensed staff. The staff names are
inferview on 12/12/12, at 11:00 AM with RN #2 Jeri Frazier LPN, Jessica Arnett RN,
and review of the nursing palicy/procedure Heather Mowery LPN, Yvette Short
manuals and wound care books kept at each RN, Donna MeDoweli, LPN and
nurses® station revealed on 10/21/12, RN #2 Christy Alien LPN,
placed the "Pressure Ulcer documentation
guideline" and "How to Identify and Stage A cbpy of the skin assessments
Pressure Ulcers” sheets were placed manuals :
and books for staff reference : completed on 10/19/12 was given to
: ’ the MDS department for review. All
Interviews on 124212, at 4:40 PM with the DON, residents identified during the skin
on 12/13/12, at 2:55 PM with the Administrator essessments as having 2 wound of
“and review of the facility's poiicies revealed the any kind hed their MDS and Care
Pressure Uicer policy and the Wound Plan reviewed and revised if needed
Documentation policy were reviewed 10/21/12, by by Donna Fannin LPN and Crystal
the DON and Administrator. Interview on Cantrell LPN (MDS Department) to
12/13/12, at 1:30 PM with the Medical Director ensure that all skin areas identified
| was in agreement with not revising the policies. were care planned appropriately.
This was completed on 10/24/12.
Interviews on 12/12/12, at 4:40 PM with the DON, - ’
/ on 12/13/12, at 1:30 PM with the Medical Director 2 O 10/20/12 the wound monitoring
and review of an e-mail revealed on 10/21/12, the n
DON notified the Medical Director of the issues records ware reviewed and compared
identified related to the investigation of Resident to the skin assessments completed on
#1's wound and missed appcintment with the 10/19/12 to ensure that all wounds
WCC. The Medical Director was also notified bave been measured and arc on 2
and in agreement with the facility's corrective monitoring sheet. This was
measures taken. compieted by Christy Moore, RN,
‘thterviews on 12/12/12, at 6:00 PM with LPN #10, All ayeas identificd on the skin
LPN#14, and review of the LPNs notes dated assessments completed on 10/19/12
10f21/12, revealed the LPNs reviewed all were compared to the treatment
residents' charts with outside medical MARs to ensure that freafments were
appointments to ensure transportation ordered if necessary to il identified
arrangements had been made.
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Interviews on 12/12/12 at 11:00-AM with RN #2,
on 12/13/12 at 1:30 PM with the Medical Direclor
and review notification letlers dated 10/22/12,
revealed RN #2 notified each physician of their
respective resident's wounds addressing the
stage and location of each wound after the
facility's Medical Director had reviewed/signed
each physician's notification.

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

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

and review of the old and new Wound
Documnentation Fiow Sheat ravealed the sheet
was larger, organized, with descriptive terms
used 1o describe wounds.

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

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

-inform staff of how to utilize the revised Wound

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

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

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

On 10/28/12 and 10/29/12 all
physicians were notified of all
wounds and the current freatments for
the wounnds of their respective
residents using the WOUND
NOTIFICATION FORM. They were
asked to sign and réturn. This was
completed by Christy Moore, RN,
See attachment #5

A complete skin assessment was
completed on all residents o ensure
that all skin issues (with special focus
on wonnds) bave been identified and
documented. These assessments
were completed over a four (4) day
period om 11/13/12, 11/14/12,
11715/12 and 11/16/12 by Mary Arms
DON, Christy Moore RN, Ashley
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areas, This was completed by
F 309 | Continued From page 70 F 309 Christy Moore RN on 10/20/12.
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Maggard, LPN, Teresa Kidd RN,
F 308 | Continued From page 71 F 309 Jessica Amett RN, Yvette Short RN,
Interview on 12/12/12, at 2:45 PM with the newly and Bonnic Prater, LPN.
hired wound care nurse revealed she started
.| employment on 10/24/12, and will be assessing A copy of the skin assessments
and providing treatments to alf wounds five (5) completed on 11/16/12 was given to
days a week. [nterview on 12/12/12 at 11:00 AM the MDS department for review. All
with RN #2 revealed RN #2 will be assessing and residents identified during the skin
providing treatments to all wounds the other two assessments as having a wound of
(2) days aweek. The intervie\.:vs revealed the ary kind had their individnal MDS
woynd c‘are nurse o RN #2 will fax le_acl'! and Care Plan reviewed and revised
res!dent‘s physician a biwegkly ncitflgatfon of the if needed by Donna Fanmin LPN and
resident's wound type, !ocatlon, descrlpthn and . 1 Cantrell LPN (MDS
current freatment. Review of the newly hired D that alf skin
wound care nurses’ employee file revealed she em en‘L) to ensure 5
started employment at the facility on 10/24/12. areas identified were carc planncd,
Further review of physician notifications ietters This was completed on 11/24/12.
revealed faxes were being sent bi-weekly fo the
residents' physician notifying the physicians of the On 11/15/12 the physicians were
residents' wound type, location, description and notified again of all wounds and the
current treatment. current treatments for their respective
residents using the WOUND
Interview on 12/12/12, at 4:40 PM with the DON NOTIFICATION FORM. This was
and review of docurnenta_tiqn of the only resident completed by Christy Moore, RN.
thal had been admitted since 10;'25_;r 12, revgaled See attachment 46
as part of the facility's CQI for monitoring skin e {
assessments upon admission, the DON reviewed . , .
the resident's skin assessments and compared ' The families of all residents with any
the skin assessment with her own skin type of wound were contacted to
assessment of the resident io ensure all areas ensure they were aware of the wound
have been idenfified, staged and measured and treatments ordered. This was
accuratefy. The DON further reviewed the completed on 11/20/12 by Anoa
resident's chart to ensure the physician and Caldwell, ADON, Chanity Purcell,
family were notified of any skin areas, that LPN, Christy Moore RN and Brenda
appropriate treatment was being utilized to all Humphries, RN.
skin areas and all skin areas were appropriately
documented on the wound monitoring flow sheet On 11/5/12, 11/6/12, 11/8/12,
for the resident. 11/9/12, 11/10/12 and 11/16/12 Mary
Interviews on 12/13/12, at 3:10 PM with the Asms, DON observed treatments
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provided to 8 residents. Staff
F 302 | Continued From page 72 F 309 followed MD orders during the
: . treatments. No other residents were

Assistant Administrator, on 12/12/42, at 4:25 PM
and on 12/13/12, at 1:40 PM with tha Activity
Director and review of audit book kept by the
Activity Director notes revealed as part of the
faciiity's CQI for monitoring the transportation
arrangement, the Activity Director had been
reviewing the transportation logs on gach unit to
ensure all transportation arrangements have
been made and no problems have been
identified; however, if a problem Is identified, it will
be reported io the nursing administration
immediately for correction.

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

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

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

identified.

On 12/7/12 an sudit was completed
facility wide to observe turning and
repositioning of residents using the
facility turn and reposition schedule,
If residents were observed not to be
in the scheduled position staff was
questioned a5 to the reason why.
This was completed by Kathy
Meadows and Misty Pennington,
Sacial Services, Marie Pennington,
Activity Director, Brenda Humphries
RN, QA nurse, Kitty Harmen,
Housekeeping Supervisor, Crystal
Cantrell LPN, MDS staff,

3. Cenified Medication Aides wilt no
longer be allowed 1o do treatments to
skin effective 10/25/12.

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

Mary Amms, DON.,

Licensed staff were in-serviced on
resident assessment, measuring
wounds, treatmenis and
documentation, physician and famity
notification, policies and staff
responsibility in scheduling
Lransportation to appoiniments,
miaking arangements, the
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SUMMARY STATEMENT OF DEFICIENCIES

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

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review

and a review of fagility policies/procedures, it was

determined there were fifteen {15) residents in
the facility with pressure sores and nine (9) ofthe
fifteen residents were selected for review. A
review of the nine (9) residents with pressure
sores revealed the facility failed to ensure
necessary treatment/services to promots healing
or prevent the development of new pressure
sores was provided for seven (7) of the residents
{Resident #2, #3, #5, #6, #7, #8 and #8). The
facility failed to perform weekly wound
assessments as per facility policy for Residents
#2 #3, #5, 48 and #9. In addition, the facility
failed to follow physician orders related to wound
care for Resident #3, #56 and #7 and also failed to
tum/reposition Resident #7 in accordance with
the resident's care plan. (Refer to F282 and
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tramsportation log, transportation
F 308 | Continued From page 73 F 308 policy end the new transportation
Administrator, and at 3:10 PM with the Assistant books for easier use. These were
Administrator revealed the Assistant completed on10/19/12 thru 10/21/12
Administrator/QA Coordinaior will report all by Mary Arms DON. See
monitoring results in the quarterly CQI meetings. aitachment #10
F 314 | 483.25{c) TREATMENT/SVCS TO F314 )
ss=H | PREVENT/HEAL PRESSURE SORES Pressure Ulcer Documertation

Guidelines were given 1o staff as
handeuts during the in-service.

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

The Pressure Ulcer Policy was
reviewed on 10/21/12 by Mary Arms
PON and Deborah Fiizpatrick
Administrator with no changes. The
Medical Director is in agreement.
See Attachment #11

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

A new wound monitoring sheet was
created by Deborah Fitzpatrick
Administrator on 10/24/12, This will
be used for all wound documentation.
The Medical Director approved the
anew wound monttoring form. See
Atiachment #13
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The findings include:

Review of the facility policy enfitled "Skin Care"”
revised September 2001, revealed wounds were
required to be measured and recorded weekly.

Review of the facility policy entitled "Wound
Documentation" (undated) revealed pressure
uleers, diabetic ulcers and other wounds deemed
necessary 1o measure should be measured
weekly by licensed staff. The policy revealed
documentation should include wound logation,
stage, size, funneling, undermining, necrotic
tissue, sloughing tissue, eschar, drainage,
granulation, description of surrounding fissue,
pain, and support surface. Review further
revealed if the wound did not show improvement
or there were changes (such as warmth, redness
of surrounding fissue, necrofic tissue or odor) the
physician shouid be notified.

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

‘Review of Resident #3's Wound Evaluation Fiow
Sheet revealed on 10/04/12, the resident had an
area to a bunion on the left foot that measured
0.6 centimeters (cm) x 0.4 cm x unable to
determine (UTD}); an area to the left outer ankie
with measursments of 0.4 cm x 0.4 cm x UTD; an
area 1o the left heel that measured 1.7 cmx 2.3
cm X UTD; a Stage |1 fo the cocoyx with
measurements of 3 cm x 3 cm x 0.2 cm; and an

on how to utilize the revised Wound
Documentation Flow Sheet. The
Assistant Administrator also placed
#n instmction sheet in the Wound
Care books 2t each nursing station to
imform staff on how to utilize the
revised Wound Documentation Fiow
Shest and that al! wounds should be
mneasured and documented weckly.
This was completed on 10/24/12.

A Wound Netification Form wes
developed on 10/28/12 by Dr,
Charles Hardin Mcdical Director,
Mary Arms DON and Deborah
Fitzpatrick Administrator, This form
will be used to neiify the sttending
physicians’ bi~weekly of their
respective resident wounds, condition
of the wounds and current treatments.
¢See Attachment #14 (1)

The Wound Notification Form was
revised on 12/14/12 by Mary Arms,
DON and Deborah Fitzpatrick,
Administrator to inchude & spece for
mesasurements, instructions to notify
family of any changes and a place to
dotument family member notified.
The Medical Director is in apreement

_ with the revision. See Attachment
#14 (2)

X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX {EACH CORREGTIVE AGTIDN SHCULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE _ DATE
’ DEFICIENCY)
F 314 Continued From page 74 Fa14 On 10/24/12 the Assistant
F514.) Administrator, Emily Jones-Gray
began in-servicing all licensed staff
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A treatment nurse was hired on
F 314 ; Continued From page 75 F 314 10/24/12. Her name is Tracy
area fo the right heel with no measurements, Thompson and she is an LPN. She
will work full time ag a treatment
Areview of the monthly Physician's orders for nurse five days per week
Cctober 2012, revealed an order for staff {o treat
Resident #3's right heel, left heel, bunion fo the Christy Moore, RN a carrent
lefi foot, and the left outer ankie with Granulex employee will also work 2 daysa
Spray, apply 4 x 4 gauze, then wrap with "Kling" week as a treatment nurse, There will
(gaure bandage) every day. The orders revealed be a designated treatment nurse 7
staff was to cleanse the cocayx with normal days aweek. -
saline, apply Aquacel AG Extra Hydrofiber
:ihr;s:gg; ‘c:;\;:r with Transparent dressing every The treatment nurse will administer
{reatments on all wounds Stage IT or
Review of Resident #3's admission Minimum greaier (inclndes diabetic or stasis
Data Set (MDS) Assessment dated 10/10/12 “uleers), monitor wounds daity for
revealed the resident was at risk for pressure changes, measure wonnds weekly,
ulcers and was admitted with several pressure document daily on wounds or -
ulcers at various stages. surrounding skin (of those wound
with treatments order other than
Review of Resident #3's plan of care dated daily), notify physicians bi-weekly of
10/24/12, revealed the facility addressed the all resident wounds and condition of |
resident's risk for impaired skin integrity related to each wound, monitor daily to see that
siage 1l pressure ulcer to the coccyx, unstageabie documentation is being completed as
ulcers to bilateral heels, and stage Il pressure art of CQL ¢
areas to the resident’s lower ankle. A review of B
interventions revealed nursing staff was 1) to . . .
complete a skin assessment gvery week and Lxcenst staftfwm_: in-serviced
report any alterations fo the physician and 2) to regarding notification of change,
provide treatments as ordered by the physician. causes of skin breakdown, Braden
_ scale, nutrition in skin breakdown,
Further review of Resident #3's Wound risk factors for skin breakdown, how
Evaluation Flow Sheet revealed no other to wrile a complete treatment order,
assessmenis of the wounds had been conducted sssessing, staging and messurimg
untit 10/20/12 {a timeframe of sixteen days after wounds, weekly summaries and skin
the last assessment). The flow sheet revealed on assessmients, the new wound
10720112, the bunion to the resident's ieft foot monitoring sheet, proper disposal of
measurad slightlty larger at 0.6 cm x 0.5 ¢cm x, soiled dressings, proper procedure
UTD; the area to the left outer ankle measured
FORM CME-2567(02-93) Previous Versions Dbsolete Event 1D:8GKOTT ) Facility ID: 100688 If continuation sheet Page 76 of 165
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slightly larger at 0.4 cm x 0.5 crn x UTD; the area
io the Jeft heel measured the sameg; the Stage !
io the coccyx measured larger at 7 cm x 3.5 cm x
UTD; and the area to the right heel measured 3.4
em x 4.1 cm x UTD and the area fo the resident's
left third toe measuring 0.6 cm x 0.8 cm x UTL.
There was no documentted evidence the
resident's physician was notified for the increase
in size of the resident's wounds to the left foot, left
outer ankle, and coccyx. ‘

| Review of Resident #3's Treaiment Administration

Record (TAR) for October 2012, revealed

-1 Licensed Practical Nurse {LPN) #7 documented

the treatment had been provided (o the resident’s
featon 10/27/12 and 10/28/12. In addition,
documentation revealed LPN #6 provided the
treatment on 10/29/12.

Observation on 10/30/12, at 3:00 PM of Resident
#3's wound care performed by LPN #3 revealed
the area p the resident's coccyx had red fissue
surmounding Lhe open wound which, based on
measurements obtained by the LFN, measured
8.3 ¢cm x 6.2 ¢m, and the open wound measured
5.4 cm x 4.7 em x 0.5 cm. The cacoyx wound
was pink with yeliow/white sloughing noted. The
observation revealed the "Kling" dressings io both
heels had a date of 10/26/12, written in black
marker on both dressings. LPN #3
acknowledged the Initials on the dressings were
hers and stated although she had not worked for
the last three {3) days, the wound care to the
resident's feel was ordered fo be completed avery
day. The resident's right inner ankle was slightly
red with no open wounds, the right heel was
boggy and dark measuring 2.2 cm x 3.4 cm, and
the left outer ankle was yellow, with a slight

medication with focus on Mycalein
Spray, procedure for remrning home
meds to family, entering medication
ordersffollowing physician orders,
transeription of high risk
medications, a second nurse should
review all new and readmission
otders. This in-service was given by

Mary Armg, DON on 11-68-2012 and -

was completed on 11/24/12, See
attnchment #15

Licensed staff were in-serviced a
second time on the same information
sontained in the in-service completed
on 11-23-12. Attachment #15 This
in-servicc was conducted on an
individual besis for some staff and/or
vety small groups for others with
tmore staif interaction encouraged. A
form was developed so that each staff
attending the in-service initinled each
item (as it was discussed/explained)
an itemn was discussed indicating that
they umderstood. Staff were asked if
they had questions and if so all items
i1 question were discussed prior to
their inftialing, Tn-servicing started
on 12/18/12 and will be completed on
1/7/13 by Mary Arms, DON,

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

X&) I SUMMARY, STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF GORREGTION 5}
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR [5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTe
. . DEFICIENCY)
: required in completing &
F 314 | Continued From page 75 F314 treafment/dressing change, storage of
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The left hee] had a dark area that measured 1.5
cm x 1.2 om, The bunion to the outer side of the
resident's left foot was dark and measured 0.4
¢m x 0.4 cm and the third toe on the left foot had
black edge on a dark area that measured 0.4 cm
x 0.8 cm.

Interview on 10/30/12, at 6:17 PM with LPN %7
revealed she had signed that the freatmenis to
Resident #3's heels on 10/27/12 and 10/28/12
had been provided; however, the LPN
acknowledged she had not completed the
treatments. LPN #7 stated she ran out of time,
but had reported the treatments had not been
provided to the night nurse {LPN #8) who was
supposed to provide the treatments.

During an interview on 10/30/12, at 6:40 PM with
LPN #8, the LLPN stated she had not provided
treatments to Resident #3's heels on 10/27/12
and 10/268/12. LPN #8 also stated she had niot
been notified that Resident #3's treatments
needed to be provided.

Interview on 10/30/12, at 5:20 PM with LPN #8
confirmed the LPN signed off the freatment to
Resident #3's heels on 10/29/12, but did not
complete the treatment. PN #86 stated she
previded wound care fo the resident's coceyx, but
was called out of the room before providing
wound care fo the resident's heels. The interview
revealed the LPN "forgot” to go back and provide
the wound care to the resident's heels.

2. Review of Resident #2's medical record
revealed the facility admitted the resident on

(X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION x5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)
A wound care reference guide has
F 314 | Continued From page 77 F 314 been placed on cach treatment cart as
' amount of yellow drainage noted on the old a reference for appropriate
dressing, and measured 1.2 cm x 1 ¢mx 0.1 cm. trestment/products for specific

asitachment #16

Roberta Thompson, MDS

wound types. This was completed on
11/5/12 by Mary Arms, DON. See

The MDS Nurses will docament the
resnlts of their skin assessments in
the resident’s medical records.

Coordinator will be responsible to
ensure this is completed. 11/24/12

4.  Oun 10/21/12 Mary Arms DON
notified Dr, Charles Hardin Medical
Director of the missed appointment
of resident #1, the change in
condition related 1o the wound and
faiture of LFN #1 to notify the
attending physician and famify.

On 10/28/12 a meeting was held with
Dr. Charles Hardin, Mctical
Director, Mary Arms, DON and
Deborah Fitzpatrick, Administrator to
discuss the issues identified in the
current survey and Quality
Improvemeént refated to assessment,
wolund care, documentation,
physician and family notification and
transportation to appointments,

The Medical Director reviewed all
the initial physician notification
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10/3111, with diagnoses of left buttock uicer,
sacral ulcer, Anemia, Peripheral Vascuiar
Disease and Diabetes. Resident #2's medical
record revealed the resident was readmitted from
an acute care facility on 08/08/12 with a pressure
ulcer o the leff buttock and blisters to both heels.
The Wound Evaluation Flow Sheet revealed the
wounds were assessed on 08/07/12 (one day
after re-admission) and the wound to the left .
buttock measured 3 ¢m x 3.5 cm x 4 cm; the left
heel wound measured 5 cm x 5 om; and the right
heel wound measured 5 cm x 5 cm.

Review of Résident #2's Significant Change MDS .

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

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

Continuous review of Resident #2's Wound
Evaluation Flow Sheet dated 08/19/12, revealed
documentation that the ieft heel wound measured
6.1 cm x 8.6 cm x UTD; there were no
documented measurements of the wound to the
resident’s right heel and the wound on the
resident's left buttocks meastired 3 ¢m x'3.4 cm x
5 em. There was no documented evidence the

A Quality Assurance nurse was hired
on 11/19/12 and will work under the
supervision of the Director of
Nursing to provide guality assurance
monitoring specificaily for the
pursing department.

The CQ!I skin monitoring sheet for
pressure uleors was revised by Emily
Gray Assistant Administrator on

* 13/20/£2. Twelve (12) charts will be

reviewed monthly. This also
includes notification of physician
and family. This will be completed
by the Quality assurance morse or
other nursing stalf essigned by Mary
Arms, DON. This will be ongoing.
All results will be reported quarterly
through CQI by Emily Jories-Gray,
Assistant Adminisirator. See
Attachment #17

A SKIN/WOUND QI LOG was
ordered and will be used o track
wonnds {facility acquired or admittad
with), type of wound, interventions
ond physician and famify
notification, This will be completed
weekly by Emily Gray, Assistant
Admicisteator. This will be ongeing.
All results will be reported guarterdy
throngh CQI by Emily Jones-Gray,

P4y 10 SUMMARY STATEMENT OF DEFICIENGCIES D PROVIDER'S PLAN OF CORRECGTION 065
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TAG REGULATORY OR LSG IDENTIFYING INFORMATION) e - CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
) regarding wounds that was sent on
F 314 Continued From page 78 F 314 10/22/12. See attachment #4
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Assistant Administrator, See
F 314 | Coniinued From page 79 F314 Attachment #18
physician was nofified of the increase in size of -
the left heel wound. : All weekly nwrsing summaries wili
be turned in to Mary Arms, DON,
The Wound Evaluation Flow Sheet revealed the Mary will moaitor for completeness.
next documented assessment of the Resident The weekly summary includes a skin
#2's wound fo the left buttock was on 09/07/12 (4 assessment. This started on 10/22/12
weeks after the previous assessment on and wifl be ongoing.
08/07/12) and the wound measured 3 cm x 3 em
x UTD, There was no documentation ofan - A tracking form was developed on
assess!-nent and/or measurement of the wounds 10/25/12 by Mary Arms, DON to use
on Resident #2's heels. . .
‘ in moniforing when weeldy
Further review of the Wound Evaluation Flow summaties ar¢ du for each resident.
Sheets revealed on 09/14/12 {5 weeks after the Sec Attachment 19
previous assessmant on 08/19/12) the wound fo
the resident's left heel measured 2 om x 2 em Mary Arms, DON will review all
and the right heel wound measured 2.5 ¢m x 1 - weekly nursing summaries for
cm. Review of the Wound Evaluation Flow Sheet complscteness. She will review the
revealed the next measurement of the resident's skin assessment. She will then
left heel was on 10/21/12 {four weeks after the perform a skin asscssment onthe
previous assessment) and reveated the wound resident and compare this to the one
measured 3 cm x 1.8 cm. completed on the weekly summary to
) . cnsure that the resident skin is
Observation on 10.{23!1 2, at 3:40 PM, of Resident assessed o orreéﬂy. This will be
#2's wound care with LPN #2 revealed a dark, 9% wntil
dry, scabbed area with redness of the wound on completed for 4 weeks at 100% un
the left heel and a small amount of swelling 11725/12 am.i t]wn_re-evaluated. The
arcund the wound. The wound measured 3 ¢m x QA nurse will assist Mary Arms,
1.5 cm with no drainage or odor. The observation DON in the review of the weekly
revealed the right heel had no wound and the summaries and the weekly skin
resident's buttocks had a wound vacuum with an assessments after 11/19/12.
occlusive dressing. ’ ‘
If'there are no problems identified
Interview on 10/23/12, at 7:30 PM, with then the percentage of review will
Registered Nurse (RN)#2, revealed she was decrease to 50%.
unsure why nurses had failed to document weekly Al weekly summaries will contime
wounds assessiments for Resident #2. 1o be reviewed &t 100% for
Event ID: 66GK01{ Facility ID: 100688 If continuation sheei Page 80 of 165
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resident's cocoyx area with normal safine, pat the
area dry, apply Bactroban ointment (an
antibacterial used to treat skin infections), and to
cover the area with a "Telfa" pad (non-adherent
absorbent colton dressing) and Hypafix
{self-adhesive, non-woven fabric for dressing
retention) every day. However, there was no
documentation of the appearance or size of the
pressure wound.

Review of Resident #5's ptan of care revealed a
revision date of 08/05/12, with additional
interventions for staff to cleanse area 1o the P
cocecyx with normal saline, pat dry and apply
Aquacel AG (z silver impregnated aniimicrobial
dressing which reduces the number of bacteria in
the wound) and a 4 x 4 gauze and cover with
Hypafix every seventy-two {72} hours.

Review of a Wound Evaluation Fiow Sheet
reveaied facility staff failed to document the
status of Resident #5's pressure tlcer until
09/14/12, (eighteen days after first identified), and
at that fime, the ulcer measured 1.4 emx 1.0 cm
x 0.2 ocm. Review of the Wound Evaluation Flow
Sheet revealed the form was to be compieted by
a nurse upon identification of a wound and at

then the percentapge of review will
decrease to 8 restdents per week, All
resident weekty nursing summarics
will be reviewed at 100% for
conpjeteness and that & weekly skin
assessment was completed on all -
tesidents. Eight (8) residents per
week will have their skin reassessed
by Mary Arms, DON or the QA
nurse and compared with the one on
the weekly nursing summary to
ensure that the skin is assessed
comrectly. This will continue for 4
months sud then be re-evaluated.
See Attachment 19

Mary Arms, DON or the QA nurse
will review the skin assessments on
new admissions and readmissions,
They will then assess the resident
skin and comipare with the skin
asscssment to cosure that all areas
bave been identified properly and that
the staging and measurements are
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compieteness and that a weekly skin
F 314 | Continued From page 80 F 314 assessment was completed on all

3. Areview of Resident #5's medical record rcs‘idcnts. Fiity percent (59%) of all
revealed the facility admitted the resident an residents will have their skin
01/14/12, with diagnosis of Cerebral Vascular reassessed by Mary Arms, DON or
Accident, Congestive Heart Failure, Depression, the QA nurse and compared with the
and Failure to Thrive. one on the weekly nursing summary

1o ensure that the skin is nssessed
Continued review of Resident #5's medical record ocorrectly. This will continue for 4
revealed nurse's notes dated 08/27/12, that the weeks or until 12/25/12 and then be
resident's physician was notified the resident had re-evaluated.
a Stage || pressure-uicer fo the coccyx.
Treatment orders were obtained to cleanse the Tf there are no problems identified
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agcurate, the family and MD were
F 314 | Continued From page 81 F 314 notified, the appropriate treatment is
least weekly from the date of identification. in place and that all arcas have been

‘However, a review of the Wound Evaluation Flow

Sheet revealed staff failed to conduct an
assessment of Resident #5's wound during the
weeks of 08/26/12, and 09/02/12.

A review of insiructions on a Treatment
Administration Record (TAR) for September and
October 2012, revealed staff was to cleanse
Resident #5's coceyx pressure ulcer with normal
saline, pat dry, cover with Aguacel AG and a 4 x 4
gauze, and then secure with Hypafix Kling. The -
treatment was to be performed every seventy-two
(72) hours. The TAR revealed wound care was
performed as ordered by the physician.

4. Areview of Residenl #6's medical record
revealed the facility admitted the resident on
08/17/12. Areview of Resident #8's Wound
Fvaluation Fiow Sheet revealed on 10/21/12, the
facilily identified a new Stage |i pressure sore o
the right buttock area on Resident #8. The facility
asgessed the wound to measure 1.0 cmx 1.5 cm
x 0.1 cm. [The facility further assessed the wound
1o be red with no drainage and a small amount of
brown crust.

A review of physician's orders dated 10/21/12,
reveated an order to clean the Stage It on
Resident #5's right buttock with normal saline, pat
the area dry, apply "Bactroban” (a topical
treatment for bacterial skin infactions) and "Telfa"
(a cotfon, non-adherent dressing), and secure
with "Hypafix” (a self-adhesive non-woven fabric
for dressing retention) daily for fourteen (14)
days.

Observation of a skin assessment of Resident #6

pleced on the wound monitoring flow
sheet and monthiy log. This will
countinue for 6 months and then will
be re-evaluated. The findings will be
reparted quarierdy through CQI by
Mary Arms, Don. See sttachment
420 i

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

As part of CQI the transportation logs
will be reviewed weekly by Emily
Gray Assistant Administrator or
Marie Penningion, Activity Director
tp ensure that transportation
arTangeiments are being made. This
began on 10/26/12 and will be
continuous.  Any issues identified
will be reported immediately to
nursing admnistration for cormrection.
All findings will be reported
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on 10/25/12, at 4:08 PM revealed a dressing in
place on the fight buttock. Observation revealed
a Stage !l wound was approximately thies (3)
inches from the dressing. Interview with LPN #5
during the skin assessment at 4:08 PM on
10725112, revealed Resident #6 had previously
received wound care on 10/25/12, by Certified
Medication Aide (CMA) #1, so the dressing was
not removed for this observation. LPN #5 stated
she was not aware Resident #6 had developed a
second Stage [ wound and stated the wound did
not "Mook new."

interview on 10/25/12, at 4:40 PM with Certified
Medication Assistant {CMA) #1 revealed the CMA
had performed wound care on Resideni #6 at
approximately 10:00 AM on the momning of
10/25/12. The CMA stated during wound care to
Resident #6 the resident only had one wound on
the right buttock and that wound was treated as
per physician order. The GMA further stated she
had not identified another wound on Resident
#6's buttocks during wound care,

Review of facility's "Job Description” for "Certified
Medication Technician” undated revealed CMTs
can observe, monitor, and report symptoms of
potential skin breakdown and/or decubitus ulcers
to the Charge Nurse and pravide treatment as
directed. '

Areview of a physician note dated 10/26/12,
revealed Resident #8 had a Stage 1l pressure
sore to the right buttock and a tape abrasion to
the right buttock in the same vicinily. The note
further revealed a nursing aide had inadequately
covered the abrasion with the freatment that was
ordered for the Stage 1l pressure sore, and as a

Pennington, Activity Direcior. See
attachment #22

The MDS Nurses will document the
results of their skin assessments in
the resident’s medical records. The
MDS Nurse will complete a CQl
Skin Communication Sheet with the
results of their skin assessment as
well A copy of the Commmnication
Sheet will be given to the Staff Nurse
for the resident and a copy of the
sheet will be given to the Ditector of
Nursing. This is a CQI
- comnmnication tool. This began on
11-23-2012, All findings will be
reported quarterly through CQI by
Roberta Thompson, MDS
Coordingtor. This will be ongoing.
See attachment #23 ’

The QA nurse will monitor 4
residents per unit 3 fimes weekly for
atotal of 12 residents per wesk to
observe mming and repositioning to
ensure that the individual resident
care plan and physician orders are
being followed. This will be
compieted for 6 mormths and then re-
evalnated. This started on 11/26/12.
The resuls of the pudits will he
reported weekly in the QA mesting
and quarterly through CQI by Emily
Jones- Gray Assistant Administeagor,
QA Coordinator or the QA nurse,

%) I SUMMARY STATEMENT.OF DEFICIERCIES iD PROVIDER'S PLAN OF CORRECTION (5}
PREFIX (EACH GEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
quarterly through CQI by Emily Gray
F 314 | Continued From page 82 F 314 Assistant Administrator or Marie.
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result, facility staff failed to provide the treatment
as ordered by the physician io the Stage I
pressure sore on the resident's right buttock.

5. Review of Resident #7's medical record
revaaled the facility admitted the resident on
08/23/12. Areview of Resident #7's Minimum
Data Set (MDS) Assessment compieted after
admission, dated 08/30/12, revealed the facility
assessed Resident #7 o be cognitively intact.
Further review reveaiad the facility assessed
Resident #7 to require extensive assistance from
two (2} staff with bed mobility.

A review of Resident #7's comprehensive plan of
care dated 09/12/12 revealed the resident was at
risk for alteration in skin integrity due to the
resident's dependency on two (2) staff io provide
the resident "weight-bearing” assistance, position
changes, and bed mobility every two (2) hours
and as needed.

Areview of the Ociober 2012, Certified Nursing
Assistant (CNA) care plan revealed staff was
required o reposition Resideni #7 every two (2)
hours.

Observations were conducied of Resident #7 on
10/30/12, at 8:57 AM, 8:38 AM, 11:18 AM, 12:27
PM, 3:20 PM, 4:50 PM and &:30 PM. During
each observation Resident #7 was positioned in
bed on his/her right side.

interview with Resident #7 on 10/25/12, at 11:55
AM revealed staff did not assist the resident with
tuming and repositioning every iwe (2) hours.
Resident #7 stated, "They Istaff] don't offer” to
assist the resident with tums and reposition.

Room checks are completed 3 times a
week by Kathy Meadows and Misty
Pennington, Social Services, Marie
Permington, Activity Disector,
Brenda Humphries RN, QA nurse,
Kitty Harmon, Housekeeping
Sopervisor, MDS staff and Chanity
Purcell, Staff Development. As of
12/7/12 turning and ropositioning is
being audited as room checks are
completed.  This wilt be ongoing.
The results will be reported quarterly
through CQI by Kathy Meadows,
Social Services or Emily Jones-Gray,
QA Coordinator.

The QA nurse will monitor 4
residents per unit 3 times weekly for
a total of 12 residents per week for
appropriate transfer to ensure that the
resident care plan and physicizm i
orders are being followed. This will
be completed for 6 months and then
r-evaluated This started on
11/28/12. The results of the andits
will be reported weekly in the QA
meeting snd Quarterly through CQI
by Emily Jones-Gray, Assistant
Administrator, QA Coordinator or the
QA nurse. This audit may be
delegated to other staff in the future.

A form was created on 11/23/12 to
use in evaluation of treatment
procedures performed by licensed
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