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: FPreporation andior exscution of this plar of corvection,
| . ) 1 does nol congtitule admission or agreement by the :
. An Abbreviated Survey Investigating . ' provider of the trush) of the focts alleged or conclusions
| KY#00012088 was Iniiatad on 09/25/12 and ! set forth in the statemeni of deficiencies, The plan f:f'u?
" concluded on 08/28M2. KY#00019086 was i ' cormr::iorr Is‘prcpargdarfd/w execured solely because |
[ substantiated with deficiencies clted. Deficiencles ' j {Isrequired by the provisions of federal and staie law;
j were clted with the highest scope and severity of F . 280 !
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[ ! i identify interventions. !
, The resident has the right, unless adjudged | ' 2. 100% audit completed on all [
| incompetent or otherwlse found to be | msidcl:n.ts to ensure famllies is not ;
; Incapacitated under the laws of the State to | f practicing a procedure out of their |
! particlpate in planning care and treatment or i scope of practice. |
| changes In care and treatment. I! | 3. Eduecation completed with all :
; ‘ licensed and certified siaff related |
| A comprehensive care plan must be developed f ! to interventions put into piace to i
: within 7 days after the completion of the ! i protect Resident #1. Care !
| comprehensive assessment; prepared by an | X conference conducted on 10/3/12 ]
| interdlsclplinary team, that includes the attending j | with Ombudsman, Administrator, |
' physiclan, a reglstered nurse with responsibllity | l Director of Nursing, and Licensed |
;for the resldent, and other appropriate staff in -~ | R ---Social Worker with Resident # 1’5 |
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; o : : ! I :
| and facility boll . It ywas determined the F compliance. QA members consist{'
i : i
LABORATORY DIRECTOFS ﬁvgeﬁs LIER REFPRESENTATIVE'S SIGNATURE TIFLE £X6) DATE
: Mo (oamdbend MHH ief2zfin

Anyd

eficiancy
other safeguards provide suff: aclion 10 the patienis. (See Instructions

Yy be excused from correctlng providing it is delermmned that

stgfignent ending with an asteriek {*) davciokg deficlency whick the Ingiitullon ma
} Excepl for nursing hames, ke findings slaled above are disclosable 90 days

7 nursing homaes. Ihe above findlngs and plans of correction are disciosabie 14

fotiig ihe dale of gurvey whether o nol & plan of correstion is provided, Fo
deficiencies are clted, an approved plan of corection is requisite 1o continued

days following the dale these documents are made available Lo the factity,
eagram particlpation,

FORM CMS-2567(02.6081 Pravious Varsions Opsolsie Ever [D:2Y30 1

Facilty ID: 10a%08 If continualion sheet Page 10f 12



From:WOODCREST NURSIKG & REHAB

DEPARTMENT OF HEALTH AND HUMAN SERVICES

855 3428701

11/07/2012 14:43 #238 P.003/013

PRINTED: 101212012
FORM APPROVED

OMB NO, 0938-0301

CENTERS FOR MEDICARE & MEDICAID SERVICES
STAYEMENT OF DEFICIENCIES (X1} PROVIDERBLIPPLIE R/CLIA (X2} MULTIPLE CONSTRLUCTION {X3} OATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B, WING ©
185448 ' 09/28/2012
NAME OF PROVIOER OR SUPPLIER STREETADDRESS. CITY, STATE, ZIP CODE
| WOODCREST NURSING & REHABILITATION CENTER 3876 TURKEYFOOT ROAO
ELSMERE, KY 41018
SUMMARY STATEMENT OF DEFICIENCIES D ) PROVIDER'S PLAN OF CORRECTION (X%)
) (EACH OEFICIENCY MUST BE PRECEDEO BY FULL PREFIX | |EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
| REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ’ CROSS-REFERENCED TO THE APPROPRIATE ' DATE
i ! . GEFICIENCY)
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E 280! allepation of compliance. i

F 280 Continued From page 1

| facility failed to revise the plan of care for one (1) !
_ of of four (4) sampled residents (Residents #1).
| Resldents #1 was Identified to have 3 bruiseon )

. the right upper extremily above the antacubital

: ,' space on 09/14/12, The facliity determined the

brulse was unintentional as & rasult of Resldent

f #1's son conducting Range of Mollon (ROM) on
Resident #1; however, the facility failed to revise
i the plan of care with new interventions to prevent |
{ Resident #1 from obiaining further bruising whie
: Resident #1's son visited and attempted ROM

: exercises again. ’

{ L
I The findings Include: f

| Review of facllity policy entitied "Care Plan :
Procedure’, dated effective January 2012, |
] ravealed the comprehenslve care plan must have
' measurable ob}e-ctwes with time frames and
f describe the services to be provided to attaln or
malntaln the resident's highest practicable |
physical, mental and psychosoclal well-being,
* Further review of the policy revealed g well |
| developed care plan provided Information ¢
! regarﬁmg how the cause and risk assoclated with |
f Issues and/or condltions can be addressed o :
| provide for the resident’s highest practicable lavel {
j ofwell being.

Med:catmr&mview revealed Resident #1 was ,
! admitted to the facllity, on 07/22/11 with [
. dlagnoses which ln(.luded Cerebral Vascular :
LACC}M{Q%}, Rightkemiplegin, Coronary |
Artery Dis#ase, Hypertensfon and Diabetes i
| Mellltus. Review of an Annual Minlmum Data Set |
(MDS) Assessment, dated 06/22/12, revesled the |
| facllity #ssessed Resident #1 to be saverely I
- Impalred with cognition skills for dally declsion

L

Preparation and/or exectilion of this plan of correction
does not constinue admission or agreement by the
provider of the truth of the faces alleged or conclusions
set forth in the statement of deficiencies. Ths plan of |
correclion IS prepored andfor execwled solely because |
it is required by the provisions of fedaral and state law.
|
of Medical Director, Administrator,
Direcior of Nursing, Assistant i
Director of Nursing, Business '
Office Manager, Social Services,
Dietary Service Mansger, MDS |
nurse, Education/Training Dirccior |
Therapy Manager and Mamtcnancq
Director.
5. Date of Compliance: 10/10/12 |

t
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F 280| Continued From page 2 ; F 280,
| making; required extenslve assisiance of two (2) :
persons for bed mobillty, dressing and tollet use; | | :
 total dependence of two (2) persons for transfers: : A f
and extensive assistance of one (1) person for ! ‘
! Incormotlon and personal hyglene; and as F
; Tecelving skin treatments to include pressure |
f reducing device to chalr and bed. Review of a ! | :
; Skin Integrity Prevention and Treatment Plan of | :
' Care, dated 08/28/12, revealed Resident #1 was : .
fat hlgh risk for impalred skin integrity and ! ‘
, Interventions included to provide ROM as ; : i
‘ applicable, position body with pllows and other :
i support devices and to utllize assistive devices to ; ;
" reduce friction and facilitate resigent movement
i such as turning sheets and mechanical lift. : ‘;

- Review of the facillty's incldent report, dated
- 09/14/12, revealed a restorative aide identified |
| that Resident #1 had two {2) brulses above f
| antectibital space of flaccld right &mm which were r
" purple In color. Additional review of the
{ investigative report revealed the facility belleved !
; the bruisas on Resident #1's right asm were an :
i unintentional result of range of motion exerclses '
performed by Resident #1's son every evening he |

wslted ,

Rm»v of & SKin SSSEREr XL conducted by !
| Licenseg Practicable Nurse (LPN) #2 on 08/14/12 |

and interview with LPN#Z, on 09/26/12 at 1:50
PM revealed Resident #1 was noted to have ! i i
; dark purple scattered bruising to the right arm ; '
" above the antecubitatemace. Further interview !
| revealed Resident #1's son had told her he ! ]
. performed ROM on Resident #1, but she had : '
! never seen him do that becauss he kept the door f
 closed. She stated the ADON was responsible for : ; i
l updatsng the plan of care and was not aware of . '
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!

F 280 Continued From page 3 F280;
any interventions to rmonitor or supervise \ ) :
| Resident #1's son while he was in the room to
ensure proper ROM exerclses were performed to i !
| { I

prave:nt brulging. : ‘
‘ ’ !

lntarvlew with Centified Nursing Assistant #2, on )
| 09/26/12 at 11:25 AM revealed Resident #1's son ?
» had told her he performed ROM exerclse on

) Resident #1; however, she had never observed

i him doing this because he closed the door when
he visited. CNA#2 indlcated she was unaware of | i :
| any Interventions that she should monltor or k
; supervise Resident #1's son whlle he was i ; (
? conducting ROM exerclses on Resident #1. -'

Observatlon during 2 skin assessment conducted | j. ,
: by Licensed Practical Nurse (LFN) #3 on . ) ;
{ 09/26/12 at 3:40 PM, revealed Residen| #1 had a |
fadlng quarter sized brulse on histher right arm | i
1 above the antecubital space.

{ Although the facility documented on the Skin f ;
| Integrity Assessment Pravention ang Tesiment !
' Plan of Care as a problem that Resident #1 had aj P
| brulse to the right upper extremilty, the facllity . ;
failed to docusment the cause and risk of the i i ,
l i bruise-errafiSe the plan of care to Include new | , {
Interventions e @nstire how the facility was going k |
. to supervise and monitor Resident #1's son i i :
! during vislts to ensure he was either not . i i
, performing ROM exercises or performing ROM ! :
| exercises.in.a mBnner o prevent bruising from |
j reoceurting. i

! Interview with LPN #4, on 09/26/12 at 1:30 PM, ,
: revealed she was unawsre of any care olan i | f[

 inferventions that she should be monitoring or | F
i stipervising Resident #1's son while he was : ! ;

N gpmen sy el
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F 2803' Continued From page 4
‘ eonducting ROM exercises. i

! Interview with the Director of Nursing, on i
| 09/26/12 2L 1:15 PM, revealed the facility had
_ shown Resident #71's son how to do ROM
exercises correctly because he had been so
insistent on dolng ROM with Resident #1  She |
| Indicated the facllity thought he possibly caused
. the brulse while doing ROM exercises with the
i resident; however, the facllity had not revised the i
. plah of care to include hew Interventions for
supervision and monitering after the bruising I
. incident on 08/14/12 to prevent further bruising.
F 323! 483.25(h) FREE OF ACCIDENT
88=D| HAZARDS/SUPERVISION/DEVICES ‘
The faclitty must ensure that the resident i
- environment remains as free of accident hazards
i @515 possible; and each resident receives
‘adequate supervision and assistance devices o
| prevent accidents. '
| I
I
E ]‘
| This REQUIREMENT is not met as evidenced :
by: !
| Based on obsarvation, interview, record review ;
j and review of the facllty's policies, it was {
- determined the facility falled to provide adequale !
i supervision and moniltoring to prevent accidents
for one (1) of four (4} sampled residents |
j {Resident #1). Resident #1 who had a diagnosls '
:of Cerebral Vascular Disease (CVA) with Right ‘
| Hemipleglewas assessed by the facility to require |

‘ extensive asststance of two (2) persons for bed
| mobility, total dependence of two (2) persons for |

Preparation and/ar executior af this plan of covrection’
| dees nat constitute admission or agreament by the :
. provider of the iruth of the focts alleged or conclusions
| sl farth in the statement of deficicncies. The plan of

correction is prepared anadior exected solely because '
bt is required by the provivions of federol and wore law]

F-323
1. Care Plan for Resident #1 reviewed.
and corrected a5 indicated to
identify interventions. i
2. 100% audit compieted on all :
i residents to ensure families is not |
; practicing a procedure out of their |
F 323 scape of practice. :
| 3. Education completed with all i
! licensed and certified staffrelated
i to interventions put into place to |
i protect Resident #1, Care
| conference canducted on 10/3/12
with Ombudsman, Administrator, |
: Director of Nursing, and Licensed
| Social Worker with Resident #1's
son. Interventions fiecessary i
i explained to son and why the :
interventions were needed. Son
! verbalized understanding and ;
i agreement with the interventions. :
i Audit will be condueted by DON or
! designee on compliance with ;
| interventions daily for one week, |
! then 3 times a week for three ‘
i weeks, then weekly for one month!
: All monitoring findings will be i
| reviewed at monthly QA meeting
j for compliance and/or the need to |
= update plan to reach 100% i
’ compliance.
J...Rate of Commlianses] 0/10/12 |

¥
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F 323/ Continued From page 5
trangfers and received Children’s Aspirin wiich
; increased the risk for bruising. The facility failed
‘to develop an individualized plan of care to diract
‘ staff on how to ensure Resident #1 received care, :
_supervislon and monitoring to prevent brulsing
| while Resident #1's son visited and conducted |
: Range of Motion (ROM) exercises on the F
{ resident's upper extremities. On 08/14/12, 1
_Resldent #1 was noted to have a bruise on the
i rlaht upper extermneay above the antecubical space.
: The faclity determined the bruising had occured
" while Resident #1's son had been conducting
. ROM exercises; however, the facility failed to
: develop new interventions to prevent further

! bruising,

! The findings include:
Review of the facillty's policy titled, “Weekly Skin
i Assessment Frocedure”, dated Aprit 2009,
| revealed to monitor areas of skin impairment unti ;
{ healed using the Treatment Administration . !
_Record {TAR} for areas including but not timited
i to braises. Further review of the policy revealed to
; document significant changes in the nursing i
. progress note, obtain a physicians order for
i treatment protocol and communicate
mterventaons to staff using the Skin Assessment
Preventaon and Treatment Plan of Care, i

: Review of fachity policy entitied “Care Plan .
| Procedure”, dated effective January 2012,
" revealed the corng;g_bgnsive care plan must be :
well developed to provide information regarding
i how the cause and risk associated with issues
+ and/or conditions can be addressed o provids for ;
“the resident's highest practicable level of well '

i
{
i
i
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i H
F 323 Continued From page & P F 323 5

i belng

| Revlew of the medical record revaaled the fac(llty :
admlfted Resident #1 on 07/22/11, with diagnoses, ; ’
| which Included Cerebral Vascular Accident (cvA).| i ! :
. Right Hemiplegia, Coronary Artery Disease, |
| ' Hypertension and Diabetes Mellitus, Review of an ’
, Annual Minimum Data Set, dated 06/22/12, ;
i revealed the facillty assessed Residant #1 to be
. severely impaired with cognition skills for daily ‘ )
I decision making; required extensive assistance of ' f
two {2) persons for bed mobility, dressing and :
' tollat use; total dependence of two (2} persons for '
, transfers; and extensive assistance of one (1)
{ person for locomotion and personal hygiene, and
. 88 receiving sKin treatments to include pressure )
' reducing device to chair and bed. ' i

{ Review of Resident #1's Care Area Assessment '
. (CAA) summary, dated 06/28/12, revealed the ’ _
fauhty would develop a plan of care rejated to ; ; ;
skm Review of a Skin Integrity Prevention and :
| Treatment Plan of Care, dated 06/28/12 revealed ; f
" Resident #1 was at high risk for impaired skin ! : ;

} integrity and interventlons included to provide i !
-ROM as applicable, position body with plitows and :

! other support devices and to itilize assistive i !
* devices to reduce friction and facilitate resident \

) ; movement such as tuming sheets and

" mechanical lift, ; ; |

F ! i

'Review of the Physician's Orders, dated 09/1 311, ;

i revealed Resident #1's Physician ordered for | ; '
" Resident #1 to-be adinistered 81 milligrams ; ;

' {mg) Children's Aspirin Daily for Coronary Artery ! :

" Disease and CVA. Review of a Physician’'s Desk

: Reference/ Rx Drug Interactions and Side Effects -

" at www.pdrhealth.com revealed Aspirin Is i

FORM CMS-2567(02-8%) Previous Versions Obsgisle Evenl 1Q: 2¥YJ011 Facility 1D: 100905 il continuzlion sheel Page 7ol 12
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i F 323; Continued From page 7

' sometimes used to treat or prevent heart attacks

i and strokes {CVA) and side effects can be

“increased bleeding or bruising.

[ :

. Further review of the Plan of Care revealed there !

l was no evidence the faclity revised the Skin
Integrity Plan of Care to include new interventions |

| to prevent bruising, for Resident #1 who was

g receiving Aspirin.

‘

i Review of the facility's incident report, dated
- 09/14/12, revealed a restorative alde wentified

| that Resident #1 had two (2) bruises above
antacubatal space of flaccid right arm which were ‘
!'purple in color. Further review of the fachiyy's = |
; Investigative incident report revealad the Director
" of Nursing.(DON} and the Administrator had
; Pbserved Resident #1's son perform ROM ;
exe.-rcases on the resident’s left arm by placing his
i hands sbove the antecubital space and wiist and |
stopped the son from performing ROM.

i Additional review of the investigative report
. revealed the facllity believed the bruises on
f Resident #1's right arm were an unintentional ‘
: result of range of motion exercises performed by |

Resadam #1'sw0N every evening he visited.

P
I

‘ Review of a skin assessment conducted by i
i Licensed Practicable Nurse {LPN} #2 on 09/14/12 :

“and interview with L PN#2 on 08/26/12 at 1:50
v PM, revealad Residant 1&1 was noted to have

. dark purple scatterad bruising to the resident’s
i ! light arm above the antacubital space. Further

; interview reveated Resident #1's son had told her |

: he performed ROM on Resident #1, but she had |
E never seen him do that because he kept the door

closed. She stated the ADON was responsible for /
] updating the plan of care and was not aware of g

H

i

I

!

l
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, @ny interventions to monitor or supervise
‘ Resident #1's son while he was In the room to

prevent bruising,

i

 Interview with Restorative Certified Nursing

. on Resident #1's right upper arm above the
: antecubita! space which appeared to have

 Further interview reveated she was unaware

' ROM exercises in the évening because she

" evenings.
¢ had told her he performed ROM exercise on

' any interventions that she should moenitor or
| supervise Resident #1's son whlle he was
. conducting ROM exercises on Resldent #1.

‘by Licensed Practical Nurse (1PN} #3, on

" above the-antebital space.

: resident’s right arm directly above antecubhal
' space that was purple/green in color until

" Assistant #1, on 08/28/12 at 12:05 PM, revealed

r when she went to do restorative ROM exercises
on Resitdent #1 on 08/14/12 she noted a bruise

fbruising in the shape of a thumb and fingerprint,
Resident #1's son had been giving Resicent #1

; worked day shift and the son came to visit in the

Interview with Certified Nursing Assistant #2. on

098/26/12 at 11:25 AM, revealed Resident #1°s son

“Resident #1; however, she had never observed

: him doing this because he closed the door when
. he visted, CNA #2 indicated she was unaware of

;' Observation during & skin assessment condyctad
|-©9/26/12 at 3:40 PM, revealed Residant #1 had a
. fading quarter sized bruise on his/her right arm

|
- Review of a Physician’s Order, dated 09/14/12,
! revealed an order to monitor scattersd bruising to |

; 8nsure proper ROM exercises were performed to

i

f

H

i

f

£
k|

|
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; resolved related to skin integrity.

Although the facility documented on the Skin

bruuse to the right upper extremity, the facitity
' failed to document the cause and risk of the
| bruise and failed to document the Physician’s
i treatment to monitor the bruise until healed.

WETe N0 new interventions to ensure how the
facility wag going to supervise and monitor

t either not performing ROM exercises or
; parforming ROM exercises in a manner to
i prevent bruising from occurring again.

' Interview with LPN #4, on 09/28/12 at 1:30 P,
‘revealed Resident #1's son had told her he

{ he could do the ROM therapy. Additional

j , Resident #1 in the evenings that he usually
closed the door and therefore she had not
j observed him doing the ROM, LPN #4 was

, shouid be monitoring or supervising Resldent
 #1's son while he was conducting ROM

- BXBICISES.

{ revealed she had observed Resident #1's son
i perform ROM exercises on Resident #1 which
é se#ned a hittle rough about a month and & haif

that time what she had seen. CNA #1 was
: unaware of any interventions that she was

'  Integrity Assessment Prevention and Treatment
Plan of Care as a problem that Resident #1 had & °

; Further review of the plan of care revealed there

! Resident #1's son during visits (o ensure he was

. Interview revealed when Resident #1's son visited |

"' unaware of any care plan ihterventions that she

Interview with CNA#1, on 09/26/12 at 11:00 AM,

: ; ago and she had reported to the charge nurse at

.5 supposed to check on Resident #1 while the son

;

i wanted Rasident #1 out of bed when he visited soi

i

i

H

H
i

H
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i Was in the room to ensure he was cond ucting
‘ ROM appropriately,

"Interview with Resident #1's son, on 09/26/12 at

. to do ROM on Resident #1 but had observed

: Physical Therapy conducting ROM. Additional

{ Interview revealed he knew the facilty was
"conducting ROM, but did not feel like fifizen (15)
| minutes was enough per shift to get Resident #1
, better and wanted to glve him/her more ROM

I every evening.

Hinterview with the Registered Nurse Education

1 and Training Director, on 09/26/12 at 5:15 PM,

‘ revealed she was responsible for overszeing the
: Restorative Nursing Program. Further interview
; fevealed Resident #1 recelved fifleen (18)
 minutes of ROM on all his/her extremities thres
i (3) imes a day. She indicated at times Resident
* #1 would moan or cry and therefore ROM would
i be conducted in shorter sessions. Additional

| that fifteen (15) minutes was not enough,

l' Interview with Physical Therapist (PT) #9, on

i 06/27/12 at 12:05 PM, revealed although not

- documented that he had educated Resident #1%
{ son related to Resident #1's ¢ondition and how

. PT was not going to improve Resident #17s

: condition. Further interview revealed since the

i 8on was insistent on having PT, he had shown

i he shouid do slow rhythmic movements and not
“to pull on the resident's arm. PT #9 indicated that
litcould be a safety issue by the son conducting

i ROM because even though he had been shown
how to do ROM, he had not been thoroughly

i

_interview revealed Resident #1's son had told her

the gon how to do some ROM exercises and that ;:

ELSMERE, KY 41018
(xapip SUMMARY STATEMENT OF HEFICIENC IS ID ; PROVIDER'S PLAN OF CORRECTION 06
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\ : ; OEFICIENCY)
F323;

v
4

i 420 PM, revealed he had never been shown how i '

f' i

{ i
- } H
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' trained to do ROM and had not been evaluated
&nd monitored to see if he was conducting it

i correctly.

Hnterview with the Director of Nursing, on

: 09/26/12 at 1:15 BM, revealed the facility had

I shown Resident #1's son how to do ROM.

j exercises correctly because he had beer so
tinsistent on doing ROM with Resident#1. She
| Indicatad the facility thoight he possibly caused
“ the bruise while doing ROM exercises with the
 resident; however, the facllity had not daveloped
' new interventions after the bruising incident on

1 08/14/12 1o prevent further bruising because it

' causing the bruislng was unintentional,

|

“was nothing nursing did or did not do and the son

L s T TP
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|
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