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Basad on the comprehensive assessmerit of a
resident, the facility must ensure that a rasident
who enters the facility without pressure shres
does not develop pressure sores unless |he
individual's clinical condition demonstrateis that
they were unavoidable; and a resident having
pressure sores receives necessary treatinent and
services to promote healing, prevent infesstion and
prevent new soras from developing.

This REQUIREMENT is not met as evidinced
by:

Based on staff interview, review of the ¢ ssed
¢linlcal record and the Pressure Ulcer
Management policy, it was determined the facillty
falled to ensure preventative measures viere
Implemented for identified risk of pressure sore
development for one (1) of five (5) eamp ed
resldents (Resident #4). The facllity assessed
Resldent #4 at risk for pressure sore
development upon admission; however, |ailed to
Implement preventive measures that wer's
consistent with the resident's ldentified nieds
until after the development of a pressure ulcer to
the resident's back. The faciiity failed to perform
weekly skin assessments according to thelr pollcy
and falled to provide wound care treatment as
ordered by the physliclan. The resident's ‘wound

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUFFLIER 'SLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMIER:! COMPLETED
A. BUILDING
C
185443 B WING 07/20/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GONE
. 225 SAINT JOHN ROAD
KENSINGTON MANOR CARE AND REHABILITATION CENTER ELIZABETHTOWN, KY 42701
o4 Ip SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION (X8
PREFIX (BAGH DEFIGIENCY MUST BE PRECEDED BY F.JLL PREFIX - (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Kensington Manor
F 000 IN!T'AL COMMENTS F 000 Plan of Correcﬁon
’ Abbreviated Survey
An abbreviated survey was initiated an July 20th, 2011 '
concluded on 07/20/11 to Investigate KY" 6742. y ’
The Divigion of Health Care substantiatex; ‘ )
KY16742 with deficlencies cited at the S/53 of a Plan of Correction
"G", actual harm. ‘
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 "This plan of correction is prepared
58=G | PREVENT/HEAL PRESSURE SORES and submitted as required by law.

By submitting this Plan of Correction,
Kensington Manor Care & Rehabilitation
does not admit that the deficiency listed
on this form exist, nor does the Center
admit to any statements, findings, facts,
or conclusions that form the basis for the
alleged deficiency. The Center reserves
the right to challenge in legal and/or
regulatory or administrative proceedings
the deficiency, statements, facts, and
conclusions that form the basis for the
deficiency."

F 314

1. Resident #4 was discharged
on June 20, 2011, from the
facility.

Current residents had a skin
assessment completed by a
licensed nurse, as of August 3,
2011. The Plan of care,
notification and investigation
was updated to reflact current
status of residents by a licensed

IRECTOR'S OR PFROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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nurse as of August 3, 2011,
‘ (X9) DATE
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. i
Any’defb{ngy staten(_aﬂt ending with an aaterlsk (*) denotee({sll
other safeguands provide sufficient protactlon to the patients, (S«

following the date of survey whethar or not & plan of correction le provided. For nursing homan, tha abovs findings and plan
to 11e faciilty, If deficlenclas are clited, an approved plan of correstion I requisite to continued

days followlng the date these dacuments are made avallable
program participation, .

clency which the [natitution may be Qxc‘ﬁaad from correcting providing 1t s detarmined that
Instructions.) Except for nursing hornes, the findings stated above

are dlzclosable 80 days
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Increased In slze, became Infected, and Ihe
resident required hospitalization for several
weeks. The resident experlenced Increaded paln
and recsived multiple treatments (IV, biend
transfuslon, wound vae, and chemical
debridement).

The ﬂndings include:

Review of the facility's skin care and preuisure
ulcer management program policy (revisid
January 2008) revealed guidelines were Jtilized
by the facliity to prevent pressure ulcer
development, promote healing, and prevant
Infection when skin breakdown occurs, The
facility skin program used the ‘APIE' apploach to
care giving: Assess, Plan, Implement, ard
Evaluats. Section (1) Assessment stated: upon
admisslon, the facllity would agsess eacl
resident's risk for development of presstire ulcers
utlllzing the nursing assessment and the Norton
plus Pressure Ulcer Scale, Section (2) stated:
planning; Implementation; evaluation; ami care
planning, were to be based on the resident's
assessment. A care plan would be deve oped
with individualized interventions to prevent skin
braakdown. The Interventions would be iipecific
to the risk factors identified through the
assessment process, such as mobillity, z stivity,
moisture, nutrition, sensation, and frictio'. Once
the care plan was written, the facility staif was
responsible to ensure that all planned

interventions and treatments were "carrlid out as

written in the care plan.” The policy statud a
licensed nurse would perform a weekly
head-to-toe skin check of the resident ard
document the findings on the treatment
administration record (TAR) by using the

5. Date of compliance:
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3. The Registeraed Nurses, Licensed
F 314 | Continued From page 1 F 314 Practical Nurses and Certified

Nursing Assistants, have been
ré educated to the Fressure Ulcer
Management Program by the
Staff Development Coordinator as
of August 5, 2011. The education
included completion of weekly skin
- assessments, implementation of
preventative measures for high
risk residents, and providing
wound care treatments. The
certified nursing assistants use
the Daily 8kin Documentation
Pad/Book to note and skin
developments and a copy is given
fo the licensed nurse as well as
the Diractor of Nursing or Assistant
Director of Nursing 10 ensure
interventions arg implemented.

4, The Director of Nursing or the
Assistant Director of Nursing will
review treatment records to ensure
skin assessments and treatments
are completed as scheduled on
3 residents weekly times 3 months
and complete a skir assessment O'P
3 residents weekly times 3 months.
A summary of findings will be
submitted to the Performance
Improvement Committee by the
Director of Nursing, monthly times
3 months for review and further
recommendations. '

10 August
2011,
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notatlons of "Y" = gkin Intact and "N" = nit Intact,
The policy revealed any new skin issue \vas to be
consldered an "Incldent.” Every Incldent required
investigation to determine the root cause.
Through the investigation, information wits to be
gathered, to determine why the resident may
kave developed a pressure ulcer.

Review of the closed clinical record for Flesldent
#4 revealed the nursing facility had admiited the
resldent on 05/05/11 with the following d agnoses:
Muscle Weakness, Urinary tract Infection, Severe
Back Pain with possiblilty of compresslor
fractures of the spine, Osteoarthros, Alzfieimer's
Disease, and unspecific Atherosclerosis, The
nursing assessmant dated 05/05/11 revealed
Resident #4 did not have any pressure L cers
upon admission, The skin was assesser as
warm, dry, and Intact. Interview with Res dent
#4's daughter, on 07/20/11 at 11:00 AM, ‘evealed
the rasident had no skin breakdown upo\
admission to the facility. The facllity completed
the Norton plus pressure ulcer scale assassment,
on 05/05/11 which revealad the resident 'vas at
high risk for skin breakdown.

Continued review of the closed clinical record
revealed Physical (PT) and Occupational (OT)
therapy inltiated treatment on 05/12/11. Review
of the weekly PT progress hote dated 0£'12/11
revealed the therapist had discussed the need to
use a positioning device to support the risident's
upper and lower back related to Kyphosis
(forward curvature of the spine). The prc Jress
note identified Increased risk for skin bre akdown.
The OT weekly progress note dated 05/'12/11
revealed the resident's wheelchair had bizen
modifled to recline by ralsing the front wl'esls.
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Bllateral bolsters and a pormmel cushlon were
added to achieve functional upright position. The
therapist assessed the resident to have devere
Kyphotic posture with the resident's chin pressed
“snugly against breast bone." There wat no
documented evidence any type of pressure relief
device for the back was piaced In the regident's
wheelchair. The weekly skin assessmen| for May
2011 revealed the facllity performed the “irst skin
assessment for Resident #4 on 05/12/11 and
found no skin |ssues.

Review of the admission MDS (minlmury data
set) assessment completed on 05/17/11 revealed
the faclllty assessed the resident as at rlik for
pressure sore development related to ur nary
incontinence, decreased mobllity, Nortor Plus
assessment, and cognition impairment. 'he MDS
assessment Identlfied the resident had no skin
breakdown at the time of the assessmeril. In
addltion, the facility assessed the residert to
require extensive assistance from staff fur bed
mability, transfers, ambulatlon, eating, diessing,
toilet use, locomotion on the unit, and bathing.

Review of the care plan dated 05/17/11 mavealad
Resident #4 had a potential risk for skin
braakdown related to decreased mobility urinary
incontinence, friction, and cognition impairment.
The goal was for the resident to have no skin
breakdown dally with the following Intervintions:
(1) assist the resident to turn and reposiflon every
2 hours and as needed, (2) pravide presiure
reducing/relleving devices as ordered, (3| tollet
the resident frequently, and (4) perform v/eakly
skin assessments. Review of the May 20111
Nursing Assistant Care card revealed under the
section "skin", there were insfructions to "urn and
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reposition every two (2) hours and as ne:ded.
Pressure relief was only marked under the bed
section, not the chalr,

Continued Interview with Rasldent #4's diasughter,
on 07/20/11 at 11:00 AM, revealed the re sident
developed a red area to the middie of the: back on
06/16/11 and she had informed the nursing staff
of the redness. She had reported the rec area to
& staff nurse (could not recall name) on {/6/19/11.
However, review of the weekly kin asseizsment
revealed no documented evidence the faility
assessed the resldent's skin on this date desplte
being informed by the daughter of the re:| area.
interview with the Director of Nursing (DON), on
07/20/11 at 7:50 PM, revealed she did speak with
the daughter on 05/19/11 and did not recall her
reporting a red area on the resident's spine, She
reviewed the skin assessment log and siated she
could not provide evidence the skin asse 3sment
was conducted on 05/16/11 as schedule:l and
revealed there was no monitoring of the ikin
assessment forms to ensure they had been
completed as scheduled,

Review of the Interdisclpiinary progress 1 otes,
dated 06/25/11 at 2:00pm, reveeled the facility
documented a new stags Il pressure areia on
Resident #4's medial spine. ¥ Resident hixs
curvature of the spine." " Kyphotic area nppears
fo rub” when the resident is sifting in the
wheelchair or lying down. The physician was
notifled and ordered a wound treatment 1>
cleanse with normal saline, cover with optifoam
dressing and change every third day. On
05/25/11 the nursing facility called the dz ughter
and reported an open area to the spine.
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The naxt skin assessment was not perfarmed
until Thursday, May 26, 2011 where it wiis -
documentad the resident now had & prelisure
ulcer, in addition, review of the May 201|
Treatment Administration Record (TAR) -evealed
no documented evidence the wound frestment
was completed on 05/31/11.

Review of the pressure ulcer documentzition form
initiated on 06/25/11 revaaled the presstire ulcer
continued to Increase in size and bacan s 50%
covered with eschar (06/08/11), then 10(1%
slough (06/15/11). The wound treatment was not
changed until after the daughter spoke viith the
physician on 06/02/11.

Continued interview with Resident #4's claughter,
on 07/20/11 at 11:00 AM, revealed the claughter
had surgery (05/23/11) and was unable > visit the
resldent for awhile. Upon her return visit to the
facllity on 06/02/11, the daughter found the wound
on the resident's back was now "biack”. The
daughter stated she took a pleture of the
resident's wound and emailed a friend wo is a
wound care speclalist. The nurse told thy
daughter the wound was necrotic. On 05/02/11,
the daughter spoke with the physician, nJrse
manager and the Director of Nursing anil stated
she could get no answers.

Review of the physiclan's progress note dated
06/02/11 ravealed the open area was now &
Stage 11l thoracle spine decubitus with ni:erotic
fissue In the center of the wound and recness on
the sides. The physician documented, "spoke
with daughter who found the decubitus zind she Is
upset" The physliclan documented the caughter
had spokan with a wound care nurse an.l
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recommended the present wound care olders:
Santyl, (collagenase) ointment daily, covirr with
wet sallne gauze packing and foam, The
physician also ordered the resident not t¢ be up
for more than one (1) hour at & time. The
physician documented the daughter told him the
resldent's skin was clear without any predisure
ulcers when the resident was admitted to the
nursing facllity. Interview with the physician (who
is the facility's Medical Director) on 07/20/11 at
515 PM, revealed the daughter came to him on
the above date and was upset because the
resldent had a presstre ulcer. The daugnter told
the physician she was the one who foun« the
pressure ulcer and was upset because she sald It
had started as a red area.

Continued review of the pressure ulcer
documentation form Initlated on 05/25/11
revealed the wound treatment was not clanged
until after the daughter spoke with the pt ysiclan
on 06/02/11. '

Interview with the daughter on 07/20/11 wt 11:00
AM revesled she spoke with the Adminig rator on
06/03/11 and reported her concerns regsirding the
resldent's pressure ulcer development. The
daughter stated she went through the priper
chain of command by speaking with a nurse, then
the Director of Nursing, and then the
Adminlstrator. However, the daughter st:ted upon
her visits, she found the residant sitting il the
wheelchair for extended perlods of time without a
pillow or cushion to the resident’s back. iShe
stated the resident's curved spine rubbe| the
back of the wheslchair causing friction.

Interview with the Administrator of the Nursing
Faclity, on 07/20/11 at 7:50 PM, raveale:| she
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was not aware of the pressure sore development
until 06/03/11 when the daughter came t) her with
concerns. She stated she want with the claughter
the evening of 06/03/11 and assessed the wound
herself (she Is 2 nurse). The administralor stated
the wound was dark red with ho eschar.

Continued review of the closed clinical record
revealed, on 06/15/11, the facllity faxed
notification of change to the physician that stated
moderate amount of yellow/tan foul odor drainage
was observed in Resident #4's wound. Tne
physiclan ordered a wound culture and s.ansitivity.
However, the fagility did not collect the waund
culture until 06/17/11 due to no cuiture g\vabs
available. The wound culture results wer:
raceived by the faclilty on 06/19/11 that riavealed
heavy growth of Proteus Mirabllls and
Enterococeus (bacteria). The results were
reported to the physician; however, the physician
did not order any treatmant because the daughter
had informed the nursing facility that she: was
taking the resident to an acute hospital for
treatment the next day.

Continued interview with the daughter, on
07/20/11 at 11:00 AM, revealed the rasidant's
wound was not gelting better, She staled she had
a nurse wound speciallst (who was a frlend)
asaess the resident's wound on 06/19/1' and
was told it was "bad". She made the decislon to
transfer the resident to an acute hospital for
wound evaluation and treatment. Review of a
nurses' note dated 06/20/11 revealed at '12:55
PM, Reslident #4 was transported to an acute
hospital.

Review of the acute hospital documentalion
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(history and physical dated 06/20/11) revaaled the
resident was admitted with a Stage (V pressure
ulcar with Infection and sapsla, electroly!
abnormalilies, and severe dehydration. “"he
resident was admitted for IV (intravenou) fluids,
antiblotics, and possible debridement. R isview of
the hospital's skin assesement conducted upon
admission on 06/20/11 revealed the woud
opening measured 2 by 2 centimetars (¢ ). The

| wound had erythema (redness) with sigrilficant
amount of undermining around the wourd whigh
measured 7 by 7 cm with foul-smelling d -ainage.
Aplastic surgeon was consulted; haoweviir, due to
the resident's age and medical condition, surgical
Intervention was not appropriate. The relident
was treated at this acute hospital and thin
transferred to another hospital speciallzi'ig In
wound care on 08/24/11 for further wour d
evaluation and treatment.

Continued Interview with the daughter, on
07/2011, revealed the resident suffered | ain and
discomfort because of the pressurs ulce!’
formation. She stated the resident had i be
transfused with one unit of packed red blood cells
and treated for severe dehydration and electrolyte
Imbalance at the hospltal. The daughter ndicated
the nursing facility failed to provide meaisures to
pravent the pressure ulcer formation ant dld not
take appropriate actions once the presst.re ulcer
developed. She revealed the resident re nained in
the hospital for almost a month. The dal ghter
stated the resident experlenced a lot of paln due
to the infected wound and had to endure multiple
treatments,

Interview with the Director of Nursing (DIDN), on
07/20/11 at 7:50 PM, revealed there was no
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monltoring of the skin assessment forms: to
ensure they are completed as schedulec.. The
DON reviewed the pressura vicer care plan with
the surveyor and stated friction, as listed under
the problem list, could be referring to the
resident's back. She stated she thought 1 cushion
was provided In the wheelchair; howaver, review
of the care plan revealed a foam back cushion
was not provided until 06/25/11, after the resident
had developed a pressure ulcer on the biack. A
derma saver was placed on the resident 3
wheelchair on 08/01/11, and an air mattriss was
orderad on 06/02/11.

Interview with the Administrator on 07/2¢ 111 at
7.50 PM revealed na investigation of the
resident's pressure ulcer development hiid been
conducted, When the Administrator and lhe
Oirgctor of Nursing was agked what thel root
cause analysis was for the pressure ulcer
davelopment, they did not give an answer. The
Administrator did not Indicate an "incidert’ report
was completed according to the facllity's pollcy
and protocol for skin care management. In
addltion, the Identified rigk for the residert (the
resident's back deformity and friction frora the
wheelchair) was not addressed on the csre plan
with Individualized interventions developad to
prevent skin breakdown until after the relident
developed a pressure uleer on the back. The
Adminlstrator stated she was sure the stnff had
utilized a-pillow in the resident's wheelchir;
however, she had no documented evidelce to
support that statement. She stated the waekly
skin asssssments are forward to the DON and
she thought they were being monitored for
compllance.
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