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F 000 | INITIAL COMMENTS Fopoj Laukview  Nursing and |
i! Rehabilitztion Center
An abbreviated standard survey (KY21835, | acknowledges 1eéeipt of the. !
KY21638) was Initiated on 04/30/14 and : Statement of Deficiencies and |
concluded on D5/12/14. Both complaints were | o . - . P
substantiated with deficient practice identified at | , PI P oscs‘ this plan of correctian, !
“D" lavel. i 1o the extent ther the surpmary of |
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F27e| Afndings is factually correct and
§5=D | COMPREHENSIVE CARE PLANS in order to maintain compliance
A facility must use the results of the assessment with apphcablc. mles  and '
to develop, review and revise the resident's provision of quality of care and: |
comprehensive plan of cars. r safety of the residents. The plan
The facliity must develop a comprahensive care ' ! Df.ccn-echon .15 submmed. as 2 :.
plan for each resident that includes measurabie wiitien allegation of compliznce. | |
objectives and timetables to meet a resident's Pazkview Nursing  2ad:
medical, nursing, and mental and psychosoclal yip s Vol
.| needs that ars identified In the comprehensive ‘Rchabﬂﬁft]on Cen'fr_s ICSPORES: &
assessment. to this Siate of Deficiencies :md!; i
™ 1 it i fhe sorvices that Plan. of Comection does not !
@ care plan must describe the services that are denot : . [
{0 be furnished to attaln or maintaln the residents | ) nowe agreemam' w_lth the, ]
highest practicable physical, menta!, and ; statem.e.n't of deficiencies, nor |
psychosocial well-belng as required under i does it constituie an admission. :
§483.25; and any services that would otherwise | ! that anv defici : i
be required under §483.25 but are not provided ‘ ; Fu h Y P ﬁt:l_ency = gccurate.; i
dua 1o the resident's exercise of rights under | ruriher, Perkview Nuorsing aad '
§483.10, Including the right to refuse treatment Rehabilitation Cenier rescrves
under §483.10(b){4). the right to submit’ |
| documentaiion io refute any of :
This REQUIREMENT is not met as evidenced , the state deficiencies on this '
bg: o abservation. nfen e ' statement of deficiencies through |
ased on chservation, interview, record review, bie 2 e :
and review of the facility's policies, the facility | intormal  dispute  resolution, |
failed to ensure a comprehensive plan of care ; fDnT{al_ app_eal, and/or any ather ;
was developed and/or revised that included ; administtative or legal
maeasurable objectives and timetables to meet the i proceedings. |
LASO RY Of Til'LG (x6) DATE

RSOR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

0@ 03 -y

Any defitiency statament anding with Bn asteriak (*} denotes a deficiency which the institution iy be excused from correcting providing it 1a determined that
other aafeguards provide aufficiant prolection (o the patients . (See instrucions.) Except for nursing homes, the findinga stated above are discloasble 90 days
fallowing tha dats of survey whather or not a plan of comrection is provided. Fer nursing homas, the above indinga and plana of correction are digclosable 14
days following the date hese documants ara made available to the fecility. if deficiencies are cited, an approved plan of correciion is requisile lo conlinued
pragram participation.
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medical and nursing needs for one (1) of four (4) 1. Resident #2 was discharged
L fromthe fcility prior o
: cal record rav . s . ;
admitted the resident on 0472114, A review of identification of the deficient
, Resident #2's Admission Care Plan, dated pracuce.

04/21/14, revesled staff had circled the pressure

' sore area of the care plan; however, staff failed to

' individualize the care pian to include & specific

. plan and interventions for staff fo follow in an
attempt to prevent the development and/or
worsening of pressure sores.

The findings includa:

. A review of the facility policy titlied “Cars Plan,”

. raviglon date 02/27/14, revealed an interim care

; plan must be developed within 24 hours of
admission to insure that the resident's needs
were met appropriately.
A review of Resident #2's medical record
ravealad the facllity admitted the resident on

. 04/214 with diagnoses incluging Cementia,

| Cerabrovascular Accident. Diabetes Meliitus,

| Congestive Heart Failure, and Hypertension. A
review of Resident #1's Admission Data

" Coliaction {admission assessment), dated

. 04/21/14, revealed the resident was assessed to

' requlre the assistance of ane staff member for

' bed mability, transfers, and ambulation.

; Continued review of the admission assessment
revealed the resident did not have any signs of

i skin bregkdown. Review of the Braden Scale
{tool for predicting the pressure sore risk)

maderate risk for the development of pressure
S0f6s. '

; A review of Resident #2's Admission Care Plan,

rovaaled staff had assessed the residenttobe at -

2, All residents have the potential
1o be affected by the facility's
failure to ensure a
comprehensive plan of care
was developed based on the
medical and/or nursing needs
with associated risk factors
identified in the facility's '
assessment, On 5/26/14, the .
Director of Nursing, Assistant
Director of Nursing, Minimum
Data Set Coordinators(MDSC)
and the Nurse Unit Managers ;
completed a review of the
active diagnosis lists and plans
of care for each current resident
to ensure any medical and/or
nursing need with associated |
risk factors was identified and
had a care plan with
individualized interventions,
measurable objectives and
tlimerables developed to ensure
the residents’ medical and
nursing needs were met. Any
discrepancy was corrected
during the review.
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F 278 Continued From page 2 Pt Director of Nt.u'sing reeducated
dated 04/21/14, revealed staff had circled the ) licensed nurses to devel
pressure sofe area of the care plan; however, ; nurses to cevelop a
staff failed to document If the resident had a : comprehensive care plan for
] ?l::assuml sore or if the resident w:s c;lnly at ?sk f ; active diagnoses taking into
' for developing a pressure sore. Further review o considerati :
\ the care plan revealed the facllity staff failed to nursi n? mecclI léml endlor
| Identify and document evidence of pressure sore IDg nccds an evelopment
| prevantion interventions or interventions to of a care plan with
. monitor and/or treat pressure sores. individualized interventions,
: measura jecti
| Areview of the physician's History of Presant t u‘l;iblcbobjectwes and
* lliness, dated 04/22114, revealed no evidence | metables based on the results
| Resident #2 had pressure sores or skin issues. | _ of facility assessments.
. - ' b. The MDSC will now review the
Continued review of the medical record revealed records of new admissions the next
documeniation in the nurse's notes dated : . s
' 04/25/14 at 10:30 AM that Resident #2 was business day after admission to ensure
. | trensferred to an acute care facllity for an an 1‘nt.emn.care plan with
_evaluation of a fever and congestion. There was individualized interventions,
. no documantation of 8 skin assessment measurable objectives, and time tables
i gg;f;;r;}ed prior to the resident's transfer to the hasibeen deve]ope e
? diagnoses taking into consideration
- A copy of Resident #2's medical record from the medical and/or nursing needs and
i acute care facility that the resident was | based on the results of facility
' transferred to on 04/25/14 was obtained for : ts. D \ b
raview and revealed tha resident arrived at the i asscssmcn‘s' xsqrcpanc1es Wil be
| Emergency Department (ED) of the acute care addressed immediately and reported to
l facility on 04/25¢14 at 11:14 AM. A review of the Director of Nursing for reeducation
, Photographs provided by the acute care facility as needed.
revealed on 04/25/14, the resident had an area 8 4. Th ls of th . b
with a scab-like appearance to the left heel area; : ’ ¢ resulls o : € reviews by
' a purple area to the left bottom heal ares; an area the MDSC will be reported
: witcr; a bnsber;l\lr::: aip;g?raxaﬁe to tha left innter tf;l:znt: : monthly for 3 months to the
and an area a blister-like appearance 10 (ne ‘I | ’ ’
l lateral side of the tight foot. Continued review of i ?uainty fgssurance Comm.l ftec
! the acute care facility's record revealed "Wound or development of an action
i Management Charting,” dated 04/25/14 at 8:15 plan as needed.
; PM, which revealed the resident had multiple : _
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desp tissue injuries (DTI) to the bilateral feet, to

' the medial side of the 1eft foot, and the lateral side
of the right foot. Continued review of the Wound

i Management Charling revealed Resident #1 was
assassed to have a large intact deep tissue injury

" (DTHblister to the laft heel.

, At the {ime tha investigation was conducted on

* D4/3014, Residant #2 remained in the acute care
facifity and a skin assessment or interview was

« not conducted.

Interview on 05/12/14 at 12:55 PM with

! Registered Nurse (RN) #2 revealed the RN

| gonducted the admission assessment of Resident

; #2 whan he/she was admitted to the facility on

i 04/21/14. RN #2 did not have access to Resident

' #2's medical record at the time of the interview

) and the RN stated sha could not recall if Resident

i #2 had any skin issues at the time of his/her
admission. According to RN #2, if the resident

. did have skin issuas, the RN would have

. documented them on the admission assessment.

. Cantinued intarview with RN #2 revesaled anytime
a regident was assessad to be at moderate rsk

| for the development of pressure sores, staff

i should identify the risk on tha resident's plan of

| cara and should decument interventions on the

. cara plan for the prevantion of pressure gores.

i According 1o RN #2, ali residents were turned and

i repositioned every fwo hours based on facility

| poiicy, RN #2 could not recall the specific

| intarventions requirad by Resident #2.

I

! Intarview on 05/12/14 at 2:22 PM with the

! Director of Nursing {DON} revealed the facility
held "stand up" staff meetings on a dally basis
and roviewed the care needs of all new

i admissions the day after the facility admitted the
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resident. The DON stated there had not been :
any concerns ldentified for Resident #2 at the
tima of his/her admission and stated staff had not
assessed Resident #2 to have a pressure sore at '
the time they developed histher care plan. The | _
DON acknowledged, based on Resident #2's ! !
Braden assessment, the resident was at g :
moderate risk for the development of a pressure :
sore. Confinued interview revealad If staff had d ‘ ,
determined, based on the Bradan assessment, :
that Resident #2 had 2 moderate risk for the ' :
development of pressure sores, staff should have i '
developed a care plan with interventions and ! ;
should have implemented the assessed
interventions in an effort to prevent the
development of pressure sares. i .06/11/14
F 312 | 483,25(=)(3) ADL CARE PROVIDED FOR . F312|]F312 :
5S=0 { DEPENDENT RESIDENTS i :
S ) .
A resident who is uneble to carry out activities of - ] 1. Resident #1 was admitted to
daily living recelves the necessary services to the local hospital prior to
maintain good nutrition, grooming, and personal ’ . identification of the deficient
and oral hygiene. 1 practicc. :
| 2. All residents who are unable to:
carry out activities of daily
This REQUIREMENT is not met as evidencad : living have the potential to be
by: i T A !
Based on interview, record review, and a review ! affected by t],:le facﬂltys‘ fallurc.
of the facillty policy It was datermined the facillty 5 10 ensure residents receive the |
failed to ensure necessary services to maintain i necessary services to maintain :
goad nuirition, grooming, and personal and oral : good nutrition, grooming and
hygiene were provided for one (1) of four (4) i - 5
sampled residents (Resident #1). Areviewofthe | personal and oral hygiene. On .
medical record for Resident #1 revealed the ' 5/1/14, the Director of Nursing
facility transferred the resident to the Emergency viewed the oral cavity of all
Department (ED) of an acute care facility on residents who are dependent
: I i i . \
04/24/14 at 11:46 AM. A review of the : upon or require assistance of
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Emergency Depariment (ED) record revéated on
04/24/14 at 12:45 PM (one hour after the resident
was transferred from the facility), ED staff
documented Resident #1's "mouth appaared very
dry and the residents tongue was coated and
furrowed," and took phatographs of the resident's
mouth. A review of the photographs obtained
from the acute care facility revesled a dark
yellow, dried, thick substance on Resident #1's
tongue.

The findings inciude:

Review of the facility policy titled *Oral Hygiens,"
dated 04/2/14, revealed facility staff would
provide oral hygiene in order o cleanse the
resident's mouth, The policy further revealsd
staff would repeat oral hygiene. as frequently as
nacessary to keep the resident's mouth clean and
moist, '

Review of the medical record for Resident #1
revealed facility staff admitted the resident on
03/31/11, with diagnoses which included
Alzhelmer's, Congestive Heart Failure, and
Chronlc Obstructive Pulmonary Disease. A
review of the quarterly Minimum Data Set
Assesament (MDS) dated 03/26/14 revealed
Resident #1 required extensive asslistance with
dreasing, bathing, and hygiene. Continued
raview of the MDS revealed Resident #1 was not
interviewable and had 2 Brief Inierview for Mental
Status (BIMS) scora of 4. Documentation in the
medical record ravealed facility staff transfered
Reslident #1 to the ED of an acute care facllity on
04/23/14, at 11:45 AM, due to increased
confusion and decreased responsiveness.

A copy of the residant's medical record from the

receiving or had received good,
oral hygiene. On 5/1/14,
5/2/14, 5/5/14-5/9/14, and

5/12/14-5/16/14, the Director
of Nursing made two rounds

daily throughout the facility to:
| visualize the staff assisting the
| residents who were unable to
i carry out their activities of
daily living independently. No -
problems were noted., :
3. On5/22/14, the Assistant

| the certified nursing assistants

! responsibility to assist any

*  resident who is unable to camry
out activities of daily living and
to ensure each resident receives
the necessary services to
maintain good nutrition,
grooming, and personal and
oral hygiene.

4, The Nurse Unit Managers will

- round on their respective floors

twice daily, five times weeldy

for two weeks, then weekly

i thereafter to visualize 10

residents/unit receiving

Director of Nursing reeducated

and the licensed nurses on their-
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acute care facility was obtained for review.
Documentation In the record revealed at 12:45
PM (ona hour after the resident was transferred
to tha ED of the acute care facility) ED ataff
documented Resident #1's "mouth appeared very
dry and the residents tongue was coated and
furrowed.” Continued review of the ED record
revealed staff at the acute care facility had
obtained photographs of Resident #1's tongue on
the day hefshe arrivad at the ED. A review of the
photogrephs revealed a dark yellow, dried, thick
substance visible on Resldent #1's tongue. The
time the photographs were cbtained could not be
determined.

An interview conducted with Licensed Practical
Nurse (LPN) #1 on 04/30/14 at 2:67 PM revesled

to the resident's transfer to the ED of the acute
care facility on 04/24/14. LPN #1 stated she had
provided mouth care to the resident "right before”
he/she was transferred to the acute cara facility
on 04/24/14, Tha LPN stated she had not
observed any concerns related to Resident #1's
oral care at the time the resident was transferred
to the acute care facility on 04/24/14,

An interview with State Registered Nurse Alde
(SRNA) #2 on 04/30/14 at 3:37 PM revealed staff
had been “attempting" to pravide mouth care to
Resident #1 while the ambulance gervice was
waiting to transfer the resident to the ED of the
acute care faciity, The SRNA stated the
resident's mouth was "not as ¢lean as it should
be" when the residant was transferred to the
hospltal on 04/24/14.

An interview conducted with Resident #1's
Responsible Party (RP) on 06/01/14 at 8:00 AM

, ] she had prayided diract care to Resident #1 prior .

F 312

| months to the Quality
| Assurance Committee for

assistance with activities of
daily living. Any problems wall
. be corrected immediately.
results of these rounds will be
reported monthly for three

The .

| development of an action plan

. as needed.

i et A | $1 Sk SR - a e oo =

0
i
1
H
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ravealed he/she amived at the ED of the acute
care facility approximately 15 minutes after the
resident ardved at the ED from the facility on
04/24/14. The RP stated whan he/she arvived,
he/she observed Resident #1's tongue and the

i "rgof* of the resident's mouth to have a "dry,
patchy substance" present. The RP continued to
state he/she assisted hospital staff In
photographing and “cleaning” the resident's
mouth. The RP ststed the photographs Were
taken "not long after | arrived" and stated “we
worked approximately 40 minutas, to clean all of
that out of* his/her mouth.

An intarview. with the Director of Nursing {DON)
on 05/12/14 at 2:20 PM revealed staff was to
provide oral care to facllity residents as required
and the residents' pral gavities should be kept
clean and moist, Continued interview revealed
she made "rounds” and locked at the oral cavities
of residents randomly every other day. The DON
stated she hdd not identified any concemns related
to oral care of residents at the facllity.

F 314 | 483.25(c) TREATMENT/SVCS TO

g8sp | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessmant of @
resident, the facility must ensure that a resident
who enters the facliity without pressure sares
does not develop pressure sares unless the
individual's dlinical condition demnonstrates that
they were unavoldable; and a resident having
pressure sofes recelves necessary lreatment and
services to promote healing, prevent infectlon and
prevent new sores from developing.

This REQUIREMENT Is not met as evidenced

F 312 o

i
: 1
F314 06/11/14

F 314 . -'
1. Resident #2 was discharged | -

prior to the identification of the\
deficient practice, ,

2. All residents have the potential |
to be affected by the facility's
failure to ensure a new pressure
sore does not develop. Between

i 5/1/14 and 5/8/14, licensed

! nurses performed skin sweeps

: on current residents, No newly

i ' developed or worsening

| ; pressure sores were noted.

' FORM CM3-2587(02-99) Previous Virsiona Obaolels Event 10: DM2B11 Facltty 1D; 100599 1f continuation sheat Page B of 13

A



[ 11:09:33 8.m. 06-08=-2014 | 11 |
JUN/04/2014/WED 11:18 AM FAX No. P.011/027
PRINTED: 05/27/2014
DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0351
SYATEMENT OF DEFICIENCIES {x1} PROVIDER/SUPPLIER/CUA (X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
c
185266 B, WING 0511272014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATS, 2P CODE
RKVIEW RURSING AND RE ILITATION CENTER 200 URSING HOME LAKE
PA HABILITA PIKEVILLE, KY 41501
(X4)10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION *3)
PREFIX . (EACH DEFICIENCY MUST BE PRECEDGED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE , COMPLETION
Tag ! REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
! : DEFICIENCY)
| U «
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by:
Based on cbservation, interview, record review,

. and review of the facility'a policy, the fagility failed

o ensura care and services were provided based

: on the comprehensive essessment for one (1) of

" four (4) residents (Resident #2). Review of the

. comprehensive assessment and a Braden Scale

: (tool for predicting the pressure sore risk)
assessment raveaiad staff had identified

. Resldent #2 to be at moderats risk for the

' development of pressure sores. However, the

i facility failed to develop a pian of care to addrass
the resident's rigk for the development of

i pressure sores and falled to provide the

| necessary treatment and services to ensure the

- resident did not develop pressure sores. The
faciiity transferred Resident #2 to the Emergency

,  Department (ED) of an acute care facility on

' 04/25M4. A review of the madical record from
the acute care faciiity rovealad staff noted
Resident #2 had multiple pressure areas upon

' admission to the facility,

| The findings include:
I

1 Areview of the facility policy titted "Wound Care

. Prevention and Treatmant Objectives,” ravision

' date of 09/01/11, revealad the facility would

, identify residents at risk for pressure 50res

1 accurately, identify existing pressure ulgers, and
provide proactive intervention and education to

i optimize healing.

* A review of Resident #2's medical record
revealed the facility admitted the resident on

" 04721114 with diagnoses including Dementia,

" Cersbrovascular Accident, Diabetes Mellitus,

Congestiva Heart Failure, and Hypertension. A

review of Resident #1's Admission Data

Director of Nursing reeducated
the certified nursing assistants
on the importance of
examining residents skin at
least daily and reporting any
changes to the charge nurse
immediately.
b. On 5/22/14 the Assistant Director of
Nursing reeducated the licensed nurse
lon their responsibility to ensure that a
‘resident who enters the facility without
I1:sn=.~.ssur¢ sores does not develop
pressure sores unless the individual's
clinical condition demonstrates that
they were unavoidable and that a
iresident having pressure sores receives
'ncccssary treatment and services to
promote healing, prevent infection,
and prevent new sores from
developing. At this time, the licensed
nurses were also reeducated on their
responsibility to complete resident
assessments and use the results to
develop a plan of care with appropriate
interventions for that resident.
c. A Braden Scale assessment will now
be completed by a licensed nurse on
each new admission weekly x 4 weeks.
The results of these assessments will
be discussed in a weekly skin
condition meeting whose members

FORM CMS-2567(02-99) Previous Versions Obsclete
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F 314 | Continued From page 9 Fata. will mc_lude the. Director of Nl_Jrsing,
Collaction (admission assessment), dated : | the ASSIS‘_&“I Director of Nursing, the
04/21/14, revealed the resident was assessed to ' . Nurse Unit Manager for each resident's
| Tequire the assistance of one staff member for unit, and the Dietary Manager. The
| bed mobility, ransfers, and ambulation. carc. lan will be ary, d g d h sed
| Continued ravisw of the admission assessment , CAre p FEVIEWEC anc revise
! revealsd no documentstion that facility staff had ; | using the results of these assessments.
assessed the resident to have pressure sores. ! . d. A “skin alért” sheet will now be
! Review of the Bradan Scale (tool for predicting available for the certified nu.rsing
| the pressure sore risk) assessment revealsd staff : . t0d Kin 18
 had assessed the resident to be at moderate risk ! assistants to document any sXin 18Sue.
 for the development of pressure sores. ‘ | These will be forwarded to the charge
nurse and Nurse Unit Manager for
A review of Resldent #2's Admission Care Plan, : " review :
dated 04/21/14, revealed staff had circied the ! i Th N Unit M. il
pressure sore area of the standardized care plan; | IR L o Ul et s {
however, staff falled to document if the resident ! | perform a skin sweep daily 5 x '
had.a pressure sare or if the resident was at risk ) : week.ly(Monday through Friday) for
« ! for the development of a pressure sore. Further 3 ' the first week on ncwly admitted or
| review of the care plan reveated the facillty staff } | e A
falled 1o individualize the residents care plan to : | readmitted residents then a license
address hisfher risk for the development of ' ' nurse will do a skin sweep weekly
; bressure sores, and failed to identify and ' thereafter.
: document Interventions to prevent, monitor, ' : MD . .
and/or freat pressure sores. : ! f. The SC.WlH re,v'leW the care plan
| of newly admitted residents the next
Areview of the documentation on the physician's ; . business day after admission to ensure
History of Present lliness, dated 04/22/14, : ' 4 care p]an is developcd that addrcsses
;’se:::;ed no evidance Resident #2 had skin I : risk factors and individualized
:  interventions that will provide the
Continued review of the medical record revealed ' necessary treatment and services
documentation In the nurse’s notes dated ‘ required.
04/26/14 at 10:30 AM that Resident #2 was | )
transferred to an acute care facility for an I :
evaluation of a faver and congestion. There was : i
| no docurnentation of a skin assessment :
performed prior to the resident's transfer to the )
| acute care facility. |
1 i ] i
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A copy of Resident #2's medical recard from the
acute care facility that the resident was
transferred to on 04/26/14 was obtained for
review and revealed the resident amrived at the
Emergency Dapariment (ED) of the acuts care
facility on 04/26/14 at 11:14 AM. Areview of
photographs provided by the acute care facility
revealed on 04/26/14, the resident had an area
with a scab-like appearance to the left heel area,
a purple area to the left bottem hael areg; an area
with a blister-fike appearance to the left inner foot;
and an area with a blister-like appearance to the
\ateral sice of the right foot. Continued review of
the acule cars facility's record revealed "Wound
Management Charting” dated 04/25/14 at B:15
PM, which revealed the resident had multiple
deep tissue injuries (DTI) to the bilateral fest, to
the medial side of the left foof, and the lateral side
of the right fooL.  Continued review of the "Wound
Management Charting" revealed Resident #1 was
assessed to have a large intact deep tissus injury
(DTh/blister to the left heel,

At the time the investigation was conductsd on
04/30/14, Resident #2 remained in the acute care
facility and 2 skin assessment or interview was
not conducted.

Interview on D4/30/14 with State Registered
Nurse Aide (SRNA) #3 at 3:42 PM, SRNA #4 at
6:13 PM, and SRNA #5 at §:35 PM revealed the
SRNAs had provided care to the resident
including turning and repositioning the resident
and bathing tha resident while the resident was at
the facility. The interviews further revealed the
SRNAs had not observed Resident #2 to have
any pressure areag of skin issues while at the
facility.

}
i
1
!

audit 10/unit weekly skin

sweeps weekly for 4 weeks, |

then 5/unit weekly for 2

! months to ensure accuracy of |
the licensed nurse skin sweeps. |

Results of these audits willbe |

reported monthly for 3 months

to the Quality Assurance i

Comymittee for development of

an action plan as needed.

Il
)
.
1
1
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F 314! Continued From page 11 i F314

! Interview on 04/30/14 at 3:11 PM with SRNA#1 :
| revealed the SRNA had provided care to Resident : !
j #2 the day the resident was transferred out to the : i
i hospital. The interview further revealed the ' i
i SRNA had given the resident a bed bath before

" the resident was transferred to the hospital which

; included washing the resident's feet. The SRNA :

' denied Resident #2 had any pressure areasor : i
* skin Issues on the resident's feet. Continued :

. interview revealed the SRNA did not remember
. the rasldent having pressure prevention

i Intervantions in place except for turn and

, Fepositioning.

H

]
i intervigw on 04/30/14 at 7:07 PM with Licensed !
| Practical Nurse (LPN) #4 revealed the LPN

provided care to Resident #2 the day the resident
- wag transfarred out to the acute care faciiity. The
| interview further revesled the LPN did not assess
: the resident's feet because the resident did not
have any treatmenis ordered for the feaet. LPN #4
stated she was not aware of any pressure sores i
Resident #2 had prior to his/her transfar to the
acute care facility.

Interview an 05/12/14 at 12:55 PM with ]

Ragistsrad Nurse (RN) #2 revealed sha had !

completed a skin assessment of Resident #2 the '

day the resident was admitted to the facility. The

interview further revealed the RN did not recall : :
| the resident having any skin issues at the time of

, admission and stated if the resident did hava skin
! issues, it would have been documentad.

| Continued Interview revealed interventions should i
- have been put n place for Resident #2 If the . :
resident was assessed to be at risk for the
development of pressure areas or if staff had : | :
identified any skin impairment. ! :

l
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Interview on 05/12/14 ot 2:22 PM with the
Director of Nursing revealed staff had discussed
Rasident #2 at the standup mesting (meeting of
staff each weskday to discuss residents) the day
aftar the resldent’s admission, The interview i
revealed all new admissions, and any concerns
that staff had identified, were discussed at each
meeting. Further Interview revealed staff had not
assessed Resident #2 to have any pressure :
areas or skin issues upon admission so the ) '
resident's skin was not discussed. The DON
further revealed residents assessed to be at sk :
for pressure sore development should have

interventions put into place to prevent pressure.

|
|
|
|
| Z
‘ |
i
|

'r
|

i
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