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t An Abbreviated Survey, investigating

. KYQO(20680 was inftiated on 08/11/13 and

! soncluded on 0%/12/13, KY00020680 was :
. substantiated with deficient practice identilied ata
" Brope/Severily (5/8) of a "D level.

The services provided or arranged by the facility

{ must be provided by qualified persons in

, accordance with each resident’s written plan of

fcare. i

i -,

. This REQUIREMENT s not met as evidenced

by

: Based on observation, interview, recard review

" and review of the facility's pollcy, it was

i determined the facillty failled to provide care by
. qualified persons In accordance with each
‘resident's written Plan of Care for one (1) of three
(3) sampled residems {Resident #1). Thefacllty

' agsessed the resident to be at risk for brulsing

, and had ravised the resident’s plan of care on :

" 08/23/13 to include observations for bruising and

. for staff to report all skin changes. Mowever, on
09/04/13, a State Reglstered Nursing Assistant

. {SRNA #3) noticed a bruise to the resldent's left

" thigh and failed to repori the brulse to the Nurse

: per Resident #1's care plan and facility's policy,
Interview also revealed the bruise was noted by
SRNA#2 on 09/05/13 and she also failed
report the bruise, The staff's failure to follow the

- resident’s plan of care delayed the facllity's ;
assassment of tha resldent to determine the
. cause of the bruise and prevent recurrence, i
(Reﬁer te F323)

F 000,

F282'  gEE ATTACHED 9/16/13

TITLE (XB) BATE

mm? PROVIDEF/SHPMLIER REF’RE$§NTATNE'S SiGNATURE
ﬁaéfwzy?@%u /2-343

Any deficiengy stalement endi

with an agterigk {*) danotes a deficiancy which tha tnstitution may be excused from comecting providing 1t Iy determined that

other safeguards provide suffiafant pratactian o the patients. (See tnstructions.} Except for nursing homas, the findings stated above are dlsclosabia $0 days
follzwing the date of survay whather or not 3 plan of cotrectlon ts provided. For nursing komes, tha above findings snd plans of comection are disclogsable 14
days following the dale thess docurnants ore made available to the facltty. If defficlancles ara cited, an approved plan of correction |2 reguisite io continuad

program participation.
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An Abbreviated Survey, investigating
KY000206890 was initiated on 09/11/13 and
concluded on 09/12/13. KY00020890 was
substantiated with deficient practice identified af a
Scope/Severity ($/S) of a "D” level.
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The services provided or arranged by the facility
" must be provided by gualified persons in
accordance with each resident’s written plan of

care.

This REQUIREMENT is not met as evidenced
by:

. Based on observation, interview, record review
and review of the facility's policy, it was

: determined the facility failed to provide care by
qualified persons in accordance with each
resident’s written Plan of Care for one (1} of three
(3} sampled residents (Resident #1). The facility :
assessed the resident to be at risk for bruising '
and had revised the resident’s plan of care on ;
(8/23/13 to include observations for bruising and
for staff to report all skin changes. However, on
(9/04/13, a State Registered Nursing Assistant
(SRNA #3) noticed a bruise to the resident's left
thigh and failed to report the bruise to the Nurse
per Resident #1's care plan and facility's policy.
Interview also revealed the bruise was noted by
SRNA #2 on 09/05/13 and she also failed to
report the bruise, The staff's failure to follow the

. resident’s plan of care delayed the facility's
assessment of the resident to determine the

. cause of the bruise and prevent recurrence.
(Refer to F323)

LABORATORY DIRICTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIG NATURL TITLE (X&) DATE

i denotes a dsliciancy which the institution may be excused from correciing providing it is determined that
other safeguards provide sufficient protection 1o the patients. {See instructions.} Except for nursing homes, the findings stated above are disctosable 00 days
foltowing the date of survey whether ar not a plan of correction is provided, For nursing homes, the above findings and plans of carrectian are disciosable 14
days following the date Ihese documents are made avaitable to (he facility. H deficiencies are cied, an approved plan of correction is requisite to continued

program partlcipation.

Any deficiency statement ending with an asterisk {*

FORM CMS-2567(02-08 Previous Versions Obsolele Evenl ID:AUFR1? Facillly £ 100166 If continuation sheet Page 1 of 9




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/26/2013
FORM APPROVED
OMB NG, 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIER/CLIA {X2) MU TIPLE CONSTRI/CTION {X31 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
C
185389 BWING__ 09/12/2013
NAME OF PROVIDER OR SUPPLIER STRELT ADDRESS, CITY. STATE, ZIP CODE
323 WEBSTER AVENUE
EDGEMONT HEALTHCARE
CYNTHIANA, KY 41031
X4} ID SUMMARY STATEMENT OF DEFICIENCIES I _ PROVIDER'S PLAN OF CORRECION X5
PREFIX fEACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX {EACH CORRLCTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION| TAG CROSS-REFERENCED TO THE AFPROPRIATE AT
DEFICIENCY}
F 282

F 282 Continued From page 1

: The findings include:

" Review of the facility's policy, "Care Plans -

. Comprehensive Policy”, no date, revealed care
“ plans should be implemented and revised as

: changes in the resident’s condition dictated.

the resident was admitted to the facility on
04/23/12, with diagnoses which include Mental

Cerebral Palsy, and Aphasia, Review of the
annual Minimum Data Set (MDS) Assessment,
dated 04/22/13 and the quarterly MDS

assessed the resident as requiring total

_bladder and bowl!, and as being at risk for skin
“break down due to immobility.

Review of the Comprehensive Plan of Care,
“dated 04/24/13 with a review date of July 2013,
revealed a problem of risk for skin breakdown

to include a problem of bruising easily with
interventions which included to observe and
report all skin changes.

' 8Kin assessment, revealed the resident had a

~approximately 3/4 1o 1 inch in width and 5-6
inches long. The resident's skin was intact.
Interview with the Nurse performing the skin
assessment revealed she did not know how or

- Review of Resident #1's medical record revealed

Retardation, Scoliosis, Anemia, Seizure Disorder,

Assessment, dated 07/22/13. revealed the facilit

assistance with transfers, as having contractures
to all four (4) extremities, as being incontinent of

related to incontinence and dependent on staff far
bed mobility; and moves legs side to side of chair '
when up. The care plan was revised on 08/23/13

Qbservation of Resident #1, on 09/11/13 during a

yellow/greenish bruise to the top outer leff 1high,
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when the resident received the bruise on his/her
thigh,

resident to bed. She stated the brijise was green
and looked old so she did not report it to the

she thought the bruise was old and had probably
already been reported.

“revealed she was assigned to provide care for
Resident #1 on 09/05/13, and had seen the
bruise on Resident #1's thigh. However, she did
not report it to the Nurse, because it loocked old
and she assumed it had already been reported.

- care plan was to report it.

Interview with SRNA #1, on 08/12/13 at2:15 PM,
revealed that she was assigned to provide care
for Resident #1 on 09/06/13, and had seen the
“bruise on Resident #1's thigh, it was
“greenish/yellow. She stated she reported the
. bruise to the nurse, Licensed Practical Nurse

and ask if they knew about it and LPN #2 said

yes”
Interview with LPN #2, on 08/12/13 at 4:40 PM,

. revealed that she did not remember anyone
reporting a bruise to her on Friday. She further
stated she first knew of the bruise on
Resident#1's thigh on Sunday, 09/08/13, when
the resident's mother returneqd the resident to the

" Interview with State Registered Nursing Assistant ;

- (SRNAY#3, on 09/12/13 at 1-51 PM, revealed that
she was assigned to provide care for Resident #1 |
on 09/04/13, and saw the bruise when she put the

“Nurse. Interview revealed she knew the resident's °
care plan stated to report skin changes; however, :

Interview with SRNA #2, on 09/12/13 at 1:45 PM,

- She further stated she knew the process and the

{LPN} #2, and told her it looked tike an ofd bruise :
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+facility and ask about the bruise,

Interview with the Director of Nursing (DON), on
09/12/13 at 11:00 AM, revealed that she was
. informed of the bruise on Resident #1's thigh on
~Sunday evening 09/08/13, at about 5:45 PM. The
Charge Nurse had called her and reported that
Resident #1's mother had asked about the bruise
when she returned the resident to the facility.
The DON further stated that the resident’s plan of
care was not followed. Interview revealed the
SRNA's should have reporied the bruise no
matter the size or color.
F 309 483.25 PROVIDE CARE/SERVICES FOR
5S8=0- HIGHEST WELL BEING

Each resident must receive and the facility must
. provide the necessary care and services to attain
or malintain the highest practicable physical,
mental, and psychosocial wellbeing, in
accordance with the comprehensive assessment
and plan of care. :

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review
and review of the facility’s policy, it was
determined the facility failed to provide the
“necessary care and services to attain or maintain
“the highest practicable physical, mental, and
psychosocial well being in accordance with the
comprehensive assessment and plan of care for
one (1) of three (3) sampled residents {Resident
#1). The facility assessed the resident to be at
risk for bruising and had revised the resident’s
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- plan of care on 08/23/13 to include observations
+ for bruising and for staff to report all skin

changes. However, on 09/04/13, a State
Registered Nursing Assistant (SRNA #3) noticed
a bruise to the resident's left thigh and failed to
report the bruise to the Nurse per Resident #1's
~care plan and facility's policy. Interview also
revealed the bruise was noted by SRNA #2 and
- #10n 09/05/13 and 09/06/13 and SRNA #1
reported the bruise to the Nurse; however, there
. Was no documented evidence the resident was
~assessed. The facility was not aware of the
bruise until 09/08/13 when reported to them by
the resident’s family. This failure delayed the
facility's assessment of the resident to determine
the cause of the bruise and prevent recurrence.

. The findings include:

Review of the facility's policy titled "Change in a
Resident's Condition or Status”, revised 08/07,

- revealed the policy statement : Our facility shall
promptly notify the resident, histher attending
physician, and representative (sponsor) of
changes in the resident's condition and/or status.

* The policy further stated the Nurse Supervisor
would nofify the resident's physician when the
resident had injuries of an unknown source and

“the Nurse Supervisor will notify the resident's next
of kin or representative when: the resident had
injuries of an unknown source,

Review of Resident #1's medical record revealed -
the resident was admitted to the facility on
04/23/12, with diagnoses which include Mental
Retardation, Scoliosis, Anemia, Seizure disorder,
Cerebral Palsy, and Aphasia. Review of the
annual Minimum Data Set (MDS)} Assessment,

. dated 04/22/13 and the quarterly MDS
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Agsessment, dated 07/22/13, revealed the facility
- assessed the resident as requiring total
assistance with transfers, as having contractures
- to all four (4) extremities, as being incontinent of
_ bladder and bowl, and as being at risk for skin
" break down due to immobility.

- Review of the Comprehensive Plan of Care,

_dated 04/24/13 with a review date of July 2013,

“revealed a problem of risk for skin breakdown

- related to incontinence and dependent on staff for
bed mobility, and moves legs side to side of chair
when ui. The care plan was revised on 08/23/13
to include a problem of bruising easity with
inferventions which included observe and report
all skin changes, assist as need 1o increase
mabilily as tolerated, remind and assist resident
to keep pressure off any affected areas by
turning, pillows, etc., preventive skin care as
ordered if ordered and encourage fluid.

Observation of a skin assessment performed on
Resident #1 on 09/11/13, revealed the resident
had a bruise 1o the bend of the left arm, which
staff explained was due to a blood draw. Further
observation revealed the resident had a
yellow/greenish bruise to the top oufer left thigh,
approximately 3/4 to 1 inch in width and 5-6
inches long. However, the Nurse performing the
skin assessment did not know how or when the
resident received the bruise on his/her thigh.

Interview with State Registered Nursing Assistant
(SRNA) #3, on 09/12/13 at 1:51 PM. revealed that
she was assigned to provide care for Resident #1
on 09/04/13, and had given him/her & shower.
- She stated she did not see the bruise at the time
of the shower, but did see it after lunch when she
* put the resident to bed. She further stated the
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- bruise was green and looked old so she did not
report it to the Nurse because she thought it had
already been reported.

Interview with SRNA #2, on 09/12/13 at 1:45 PM, !

revealed that she was assigned to provide care

for Resident #1 on 09/05/13, and had seen the

bruise on Resident #1's thigh. She stated she did
“not report it to the Nurse, because it looked old

and she assumed it had already been reported.

Interview with SRNA #1, on 09/12/13 at 2:15 PM,
revealed that she was assigned to provide care
for Resident #1 on 09/06/13, and had seen the
bruise on Resident #1's thigh and that it was

- greenishiyellow. She stated she reported the
bruise to the Nurse, and told her it looked like an
old bruise ard ask if they knew about it, and the

-Nurse replied yes. She stated the Nurse was

. busy but she thought she understood her.

However, interview with Licensed Practical Nurse
(LPN) #2, on 09/12/13 at4:40 PM, revealed that
she did not remember anyone reporting a bruise

to her on Friday, 09/06/13. She further stated she
first knew of the bruise on Resident #1's thigh on
Sunday, 09/08/13, when the resident's mother

. returned the resident to the facility and ask about
the bruise. She stated she reviewed the resident’s
chart, and treaiment administration record (TAR)

_but found nothing about a bryise.

Further interview with LPN #2 and record review
revealed LPN #2 found a skin assessment form
in the TAR with the resident's name, date of
09/07/13, signed by a Nurse but the form was
blank, with no assessment completed. She stated
she notified the DON, and Physician of the bruise

~on 09/08/13.

F 309
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“Interview with LPN #1. on 09/12/13 at 2:25 P,
revealed she was the Nurse working with the

‘resident on 09/07/13. She revealed the skin

. assessment was scheduled for 09/07/13 but she

failed to complete it. Further interview revealed
she was not aware of the bruise on Resident #1's
thigh until the night of 09/08/13,

Interview with the Director of Nursing (DON), on
09/12/13 at 11:00 AM, revealed that she was
_informed of the brutse on Resideni #1's thigh on
Sunday evening 09/04/13, at about 5:45 PM. The _
- Charge Nurse had called her and reported that
Resident #1's mother had asked about the bruise
. when she returned the resident lo the facility, but
" the Nurse could find ne documentation of a
bruise in Resident #1's medical record. She
further stated she went to the faciity and initiated
the investigation for "bruise of unknown origin®.
" Through the investigation she determined the
bruise either cccurred when the resident would
“put his/her leg over the side of the wheel chair, as
his/her |leg would fit under the wheel chair arm, or
during transfer as the resident was lifted by two
staff members. one under each arm and leg. She
referred the resident to Physical Therapy for a
screen of the wheel chair for modification and to
work with the staff on the resident’s transfers.

Interview with the Physical Therapist, on 09/12/13
at 5:20 PM, revealed he had completed an
evaluation and placed Resident #1 on case lnad
for wheel chair modification and to work with the
staff for safe transfers of the resident. He
continued to state he could say with 100%
cerfainty, the bruise was caused by the wheel
chair arm because the arm of the wheel chair
“lined up with the bruise. He stated he lowered the :
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: wheel chair arms and padded them so he/she
- couldnt get his‘her leg under the arms anymore,

Further interview with the DON, on 09/12/13 at

- 3120 PM, revealed that when she came to the
facility on 09/08/13, SRNA #5 had told her that |
she had seen the bruise on the resident’s thigh on

- 09/07/12, but was sp busy she didn't tell the
Nurse. The DON further stated the SRNAs
should have followed the resident’s care plan and
the facility's policy ang reported the bruise no

‘ matter the size or color.,

The State Survey Agency was unable to reach
SRNA #5 for an interview.

FORM CMS-2567/02-90| Previous. Versions Obsoleja Eveni 11 AUFR1%

Facility Il 100166 if continuation sheet Page Sof §
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Edgemont Healthcare
323 Webster Ave Cynthiana, KY 40361
Ph: 859-234-4595 fox: 859-234-8070

December 2, 2013

Office of inspector General

Cabinet for Health and Family Services
Division of Health Care Facilities

P.C. Box 12250

Lexington, KY 40382

RE: POC Allegation of Compliance for both 8/23/13 and 9/12/13 survey exits.

and Full Revision for POC - Datc of Compliance Allegation for 8/23/13 survey POC is 9/16/13 per request
based on following information below. (first changes for POC only was asked for date change for date of
compliance). First full revision for POC were made, and now finai 2™ full revision being submitted for

both state and federal deficiencies.

;I'his cover Letter also zddresses POC for 9/12/13 exit datc and is the 3™ full revision based on requested
changes for both Federal and state deficiencies.

To avoid confusion, please note that this letter acknowledges request for iater date of compliance, even
though abatement/ allegation of compliance letter removed 17s in addition to length of survey itself’, gave
facility additional time to assure compliance as of 5/16/13.

The plan of correction does not necessarily reflect agreement or admit guilt to the alleged information
quoted in the 2567, and was completed as required for compliance by the facility to adhere to the Federai
and state’s rules and regulations, stated deficiencies, and time guidelines. Facility is/has attempted to
comply with requests to plan of correction changes, and shail continue to work with Office of Tnspector

General,

Sincerely,
Deb Zech, Administrator
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te: following terminolosy for tire POC

QY= Quality Improvement team (members are all Dept. Heads assigned to know respective

residents, inspect common areas which end up inspecting all residents/areas in facility)

* QA= Quality Assurance {checks to assure that Ql/compiiance and systems are effective) Team
inciudes Medical Director, Administratora’desigzee_. Nursing Management, §8 Director, Human
Resources/de-signee, Housekceping/Maim‘. Supcrvisor, and other Dept. Heads in general}. Includes
Ql/cliniea] care quality indicators, survey results, policy changes, etc,

*  Weekly Ctinical Meetings (Usually held middie of week, Wed. or Thurs.) and includes Nurse
manager, Admin/designece, Social Services/designec, therapy, and otiier QI members as necded.

« IbTr (interdiscipiinary team) other wise known as CP (care plan team- same 23 clinical team)
MOD= Manager on Duty assigned on weekends (consists of QI dept heads)

®  Piease refer to F490 to reveal andit forms, inservices, dates, detailed information jf lacking

etsewhere far referesre,
f no date given/or state as of compliance date:

2/16/13

then be assured s erformed prior to

Pian of Correetion/Ai]egation of Complisnce for F282 Right to Participate Planning Care-Revise CP

Sampled residents #1 and 2

Interventions respanses fo answers for POC questions: Not able to do/email on 2567 jtseif
#1). Ris Care Plan was reviewed on 8/23/13, 8/29/13,9/13/13 and assured as of compliance date. This i

also ongoing with changes m condition requiring notification/updates/ete as needed ongoing, Last time

{prior to compliance date of 9/

phyvsician, PASSR specialist, Dermatolgist, ete have a|| assisted facility with R| and POA ongoing for
overall pian of care ¢xpectations which are noted in R s chart on multipic dates, POA has declined several
of suggestions and have been documented accordingly throughoue stay/88 notcs, etc.as of compiiance date.

#2 Al residents have potential to be affected by said practice. No other residents identified/had any
adverse effects based on al leged deficient practice. Assured via al] care plans audited as of 9/ 4/} 3, along
with chart/24 hr report audits/etc. Compliance also assured by CP nurses receving new physician orders

NTATION; it abave stated, desisnated members have assiened rom ds Mon-Fri
and scheduied MOD Sat-Sun, to assure thet pursing syaff are adhering ro plan of care by performing rounds
that include kmowing Care Flan for designated residents. These are done daily and tyrned into
Admin/designee for review iy addition to assure compliance, {see below for O1 rounds/whom/dates for
detailed ipformation for care pian implementation.

84/12
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information. This was assured by DON/designee as of compliance date. Shail repeat QA audit form for

proof of performing x 30 days.(see below for detailed jnservices/audits/monijtoring with datcs performed in

dition on how assured no other residents {other than R1 were affected by said practice). Was aiso

assured dyring QA meetipgs with reviesy of audits for gkin assessments. incidents/accidents, etc. as noted
below as of 9/15/13.

#3/4 Administrator/designee in-serviced/re-in-serviced Department Managers/Ql members/Managers on
duty, (MOD). Including Activities Manager, Social Services, Medical Records, Dictary, ‘
Housckeeping/Maintenance, Human Resources Manager, and Nurse Managers) regarding notification of
changes/policy including requirements for notification when thete is an accident/incident per policy on:
8/23/13,8/26/13/.9/13/13 at minimum to perform rounds and check, in addition to nursing staff , if any
incidents/accidents, when making rounds to assess from staff/residents of concerns, look for changes in
condition which will be calied to nursing supervisors and Administration when not during normal working
hours to assure staff adhering to policy. QI team assigned designated arcas daily and shall complete on Qi
rounds checklist that they performed/inspected, These rounds toois shall be given to
Administrator/designee at ieast weekly in addition to assure were completed/corrected. These internal QA
rounds then transeribed onto Audit form for Admin/designee to show compliance times 30 days. (Again, ail
issues will be given to Tespective department management, prior to audit form for POC proof, when noting
concerns to be corrected at that time based on the issue). In addition to above listed in-service dates:
additional individual inservices/counseling given as vecded for department head staff members.

Administrator/Executive Director/DON gave general all Staff In-services both prior to survey exit and
again at minimum: 8/23/13, 8/26/13,$/9/13 and 9/13/13 (along with individoal ones to new staff/others as
nceded accordingly- will be available to survey team) to assure stafffQl members received information
regarding Care Pians, assuring resident needs are addressed/interventions in place regardless of depariment
if noting change in “normal” function, Notification requirements, and covered all issues regarding
regulatory/policy requirements for duties, policy/regulations, etc., and to enstire prevention/interventions
with documentation. Staff voiced understanding of policy/procedures and voiced no concemns or issucs, and
ensured that they were competent on policy and proceditres. Any additional issues noted with audits as
listed for Quality Assurance shali result in additional education/disciplinary action accordingly.)

Ql members(designated Dept Heads) shall document compieting checklist rounds sheet which inciude
mgpitoring/assuring plan of care being given, ctc at least daily. Discuss conggrns to both staff member at
titme of rpunds and to respective . Head nsible hat supervisor's staff to follow up. IN
ADDITION; Administrator/desiznee shall review a cument af least wee f completion. This
information shall be discussed with both weelcly department head clinical meetings for any concerns and

also with eeting x 30 dave. This includes scheduled weeken
member/Dept Herd assigned to show monitoring/rounds performed

CPC/DON(CPF team) reviewed all Care plans as of 8/23/13 (after survey exit) and continued ongoing as
needed when changes in care plan necded/RAT due date and repeated as of 9/13/13. Audits performed given
to Administrator/designee to assure performance completed with showing number af care plans
audited/when, etc as of compliance date 16 show &ll were reviewed by CP managers,
Interventions/inservices,etc. have been cffective regarding accuracy of care plan information being updated
accordingly to individual residents’ needs. This information also reported with previous/current QA

meetings.

Formal QA meeting includes: Medical Director/QA members initiated as of 8/23/2013 and was repeaied
8/26/13, 9/4/13, and again with QA members after 9/12/13 survey cxit/prior to date of comphance. Shail be
repeated additionai times (not for POC, but internal purposes only and scheduled for: 10/7/13 and 11/7/13
(which revealed no further non-compliance, after survey exit. (attendance of QA meetings held to be given
to show completion). All issues as noted in 2567/POC examined outcomes/compliance/systems/audits/and
if needing changed in interventions, atc. Also inciuded all noted deficiencies, reviewing policies,
monitoring systems/tools, and survey results prior to date of compliance. Medical Divector more than
picased with QA discussions/monitoring/audits.{These formal QA meetings are in addition to facility
weekly QA clinical meetings heid from 8/23/13 through compliance date times 30 days)
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Date of Compliance 9/1 6/2013.
Responsible: Director of Nursing/CPC

Plan of Correction/Allegation of Compliance for 309 Provide Care/Services for Highest Weiibeing
Sampied R1 (Please refer to Previous Care Plan deficicney for Care Plan Auditing as same
resident/under different tag in addition to infermation)

Interventions responses to answers for POC guestions; )
#1 Sampled Ri remains in facility as of this date. R1's MD and POA notified as needed as of compliance

date for changes in unexpected changes in condition/per policy, cte. OTG notified on 9/8/13 as well
regarding incident along with MI/POA. No additional treatmentiorders needed for said occurrence.(this is
in addition to survey team performing skin assessments prior 10 exit). {Please note error that bruise, as
noted in 2567, should be in em. not “inches in diameter of measurement™)
R1 has had comprehensive care pian and formal skin assessment zudited for accuracy on 9/8/13 and was
repeated after survey exit 9/13/13. Was assessed/rc-assessed by DON, as well as obscrvation of skin
assessment by state surveyor on 9/11/13 and nurse/nursing staff by weekly skin assessments, daily peri care,
showers etc .Has been documented in appropriate places in addition to formal CP/Skin assessments on
9/14/76 (ie: nurses notes, chart records, etc ongoing as needed with changes. )

#2) All residents have potential to be affected by said practice. No other residents identified/had any
adverse effects based on al leged deficient practice as of compliauce date (9/16/13). DON, CPC,
Admin/designee assured Compliance by checking/comparing nurses’ 24 hr reports, incidents, careplans
and skin assessments for residents priar to survey exit and tepeated on: $/12/13, 9/13/14 to assure for
compliance date, Also audited to assure notifiying MD/POA/other agencies as nceded by DON/designee by
comparing incident reports, 24 hr nurses iog, and QI/MOD rounds on 9/13 and otigoing when listed on 24
hour report, having new MD order for change in condition/notification of incident report completed. and
with performing additional assessments. Information as noted above transcribed onte an audit form te
si:ow compieted.. Shall repeat on weelly basis and given to Administrator/designee for proof of performing
x 30 davs.(see below for detailed inservices/au its/monitoring with dates performed in additjon on how
assured go other residents {other than R| were aficsted id practice). Was aiso azsured during OA

meetings with review of audits for skip_zasessments incidents/accidents. ete. a3 noted helow as of 9/15/13,

#3/4 Administrator/designee in-serviced/re-in-serviced Department Managers/Qf members/Msnagers on
duty, (MOD). Tncluding Activities Manager, Social Services, Medical Records, Dietary,
Housekeeping/Maintenance, Human Resources Manager, and Nurse Managers) regarding notification of
changes/policy including requirements for notification when thers js an accident/incident per policy on:
8/23/13,8/26/13/9/13/13 at minimum to perform rounds and check, in addition to frarsing staff | if any
incidents/aceidents, when making rounds to assess from staff/residents of concerns, ook for changes in
condition which will be calied to nursing supervisors and Administration when not during normal working
hours to assure staff adhering to policy. QI team assigned designated areas daily and shall complete on Q1
rounds checklist that they performed/inspected. These rounds tools shall be given to
Administrator/designee at Icast 3 times weekly in addition to assure were cotnpleted/corrected, These
internal QA rounds then transcribed omte Audit form for Admin/des; gnee to show compliance times 30
days. (Again, all issues will be given to respective department management, prior to audit form for POC
proof, when noting concerns to be corrected at that time based on the issue). Tn addition to above listed in-
service dates: addltional individual inservices/counseling given as needed for department head staff
members,

Adminisirator/Executive Director/DON gave general all Staff In-services both prior to survey exit angd
again at minimum: 8/23/13, 8/26/ 13, 9/9/13 and 9/13/13 (along with individua! ones to new stafflothers ag
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needed accordingly- will be available to survey team) to assure staff’Ql members received infonnation
regarding Notification requirements, and covered all issues regarding regulatory/policy requircments for
duties, policy/regulations, etc., and to ensure prevention/interventions with documentation. Staff voiced
understanding of policy/procedures and voiced no concerns or issues, and ensured that they were competent
on policy and procedures. Any additional issues noted with audits as listed for Quality Assurance shall

resuit in additional education/disciplinary action accordingly.)

Ombudsmen/SS Director/designee gave inservices to residents/staf and/or interviewed/talked to
residents/responsible party on at least following dates: both prior to and as of 8/23/13, 9/4/13, and repeated
ongoing as noted in remainder of this paragraph as of 9/15/13. These are in addition to discussing at Care
Plan meetings held both prior and as of date of compliance (9/16/13) regarding resident Tights, asgess
concerms, etc. Information of resident rights also given upon admission and at least annually thereafier as
well which addresses all resident rights/abuse/reporting grievances/notifications with carefetc. EYI:
Ombudsmen and §S Director/designee have assured that all residents/families understand resident

rig : ‘ col/grievances as of compliance date (9/16/13). No similar grievances voiced
with Ombudsman. who is in on bi-monthiv basis at minimum. in sddition to monthly Resident Couneil
meetings held and assured compliance as of 9/15/16 with anmount of interaction from QI team doing
rounds/Ombudsmen’s interviews/review of S8 gricvance reports/in addition to what Nursing Management
performing as noted above to assure notifications/reporting has occurred as of 9/15/13. This information
transcribed onto audit form that information was included with the weekly clinical meetings and QA
meetings held, and initialed off as completed on form. Done weekly after survey exit and shall continue

times minimum of 4 weeks on audit form for POC.

Administrator in-serviced-re-in-serviced Department Managers/QI Members/Managers on Duty regarding
care planning/revision/implementation of care plans to ensurc that care plang are revised to meet the needs
of the residents on 9/12/13 after survey exit. Care pians shall be implemented and updated by facility staff
to assure that each resident receive the necessary care and services to attain or maintain the highest
practicable physical, mental, and psychosocial well-being, in accordance with the comprehensive

assessment and pian of care,

QI members shall turn in QI rounds audit forms for Adrin/designee review at least weekly times 30 davs
to assure compliance/corrections are done. Audits and concerns with QI rounds shall be discussed at next
scheduled QI meeting to review outcomes and listed above and address any ongoing issues in addition to
the weekly QI audits. Weekly informal clinical meetings with QT team (dept. managers) discuss all audits
performed, effectiveness, compliance, concetns and what corrections if any need to further addressed.
Information of this being completed has been transferred onta another formed which k:as been/shall be

signed off by Administrator/DON/ and/or designee,

Formal QA meeting includes: Medical Director/QA members initiated as of 8/23/2013 and was repeated
8/26/13, 9/4/13. 13 and again afler 9/13/13 survey exit. Shall be repeated additional times {not for POC, but
internal purposes and scheduled for: 10/7/13 and | 1/7/13 (which revealed no further non-compliance after
survey exit.. All issues examined citeomes/compliance/aystems/audits/and if needing changes in
interventions, ete, Aiso included all noted deficiencies, reviewing policies, monitoring systems/tools, and
survey results prior to date of compliance. Medical Director more than pleased with QA '
discussions/monitoring/eudits.(These formai QA meetings are in addition to facility weekly QA clinical
tneetings held from 8/23/13 through compliance date times 30 days)

Date of Compliance: 9/16/13
Administrator/Executive Director



