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designed and implemented to identify and reduce
the risk of residenis acquiring pressure ulcers
and providas standards of care for residents with
pressure ulcers ang non-pressure refated wounds
to promote healing, reduce the risk of infection
prevent further development! to pressure ulcers.”

A pollcyfprocedure related to care pfan
implementation was not provided,

Arecord review revealed the facility admitted
Resident #9 on 10/16/07 with dlagnoses to
include Peripheral Vascular Disease, Paraplegla,
Osteoperosis Arterial Disease, and Chronic Pain
Syndrome.

Review of an annual Minimum Data Set (MDS),
dated 11/14/12, revealed the facliity assessed
Resident #9 with no cognltive impairment and
required exiensive assistance with bed
mobility/lransfers, dressing, grooming/hygiene,
and Impairment of range of motion bilaterally.

Review of the care plan, "Skin Integrity
Assessment: Prevention and Treatment of Care,”
fast reviewed 11/14/12, revealed "pressure
relieving surface, ROHOC to the wheelchalr” under
the very high risk secflon,

Review of the documentation of Resldent #9's
Skin Grid revealed the date of Inlial identificalion
of the area {o lhe lower bultock was 11/26/12.
The measurements were 1.0 centimelers {cm)
length, 0.6 cm width, and 0.1 cm depth.

An observalion and interview, on 12/04/12 at 3:20
PM, revealed Resident #9 was seated in a
wheelchair with a pressure reducing (ROHO)

Director of Nursing or the Unit
Managers will audit all resident
records to  ensure that pressure
reducing cushions are in place per the
Plan of Care. This audit will be
completed by 1/15/2013. Any missing
pressure reducing cushions will be
immediately placed.

3. All licensed staff will be re-educated
by the Staff Development
Coordinator, Director of Nursing,
Assistan{ Director of Nursing or the
Unit Managers on Care Plan
implementation. This re-education
will be completed by 1/15/2013,

4.  The Staff Development Coordinator,
Director of Nursing, Assistant
Director of WNursing or the Unit
Manager will audit residents that have
pressure relieving cushions care plans
to ensure the device is in place daily
for two (2) weeks; then, three (3)
times for a week for three (3) weeks;
then, two (2) times a week for three
(3) weeks; then, weekly for four (4)
weeks. The results of these audits will
be reviewed with the Quality
Assurance Committee on a monthiy
basis for at least three (3) months and
quarteriy for three (3) quarters in order
to vatidate continued compliance, If at
any time a concern is identified, a

(Xd) D SUMMARY STATEMENT OF OEFICIENGIES D ! PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
: 2. The Staff Development Coordinator,
F 282 | Continued From page 1 F 282 Director of Nursing, Assistant

FORM CMS.2567{02-98) Previous Versions Qbsolele

Evanl1D: 27961

Facility 1D: 00084

if continuallon sheet Page 2 of 7




From:

DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

12728/2012 16:25

* PRINTED: 12/20/2012
FORM APPROVED
OMB NG, 0938-0391

#853 P.005/016

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIEFUGLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER;, : COMPLETED
) A BUILDING
C
185087 B WING 12/06/2012
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZIP CODE
2420 W. 3RD ST.
TWIN RIVERS NURSING AND REHAB CENTER OWENSBORO, KY 42301
(Xd4) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION P o
FREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSC IDENTIFYING INF ORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page 2 F 282 Quality Assurance Committee meeting
cushion. Rasidant #9 stated hefshe had been will be held to review concems for
without hisfher regular pressure reduging cushion further recommendations as needed.
for a few days about a week or so ago because it The members  of the Quality
was lost and a pressure area developed, A A{ss"r ance Comr;ttt;z will consist EO f
different lype of cushion was provided at that laj. ® minimum the Administrator, the
! irector of Nursing, the Assistant
ime, and the resident stated it was thinner than Director of Nursing and the Social
his/her cushion. The resident staled he/she had Services Director with the Medical
not had skin breakdown In a long lime. Director attending at least guarterly.
An abservation of a skin assessment on Resident
#9, completed by the wound nurse, Licensed Compliance Date: 1/15/13
Practical Nurse {LPN) #1, on 12/06/12 at 10:20
AM, revealed an open area fo the right lower Fil4
buttock which measured 4.5 c¢m In length and 0.6
cm In width with 0.1 cm depth. An interview with i. Resident #7's slide board was
LPN #1, at the time of the skin assessmenlt, discontinued  for  transfers  on
revealed she recalled Resldent #9's pressure 11/23/2012. Resident # 7's plan of
reducing cushion being missing for a few days carc was reviewed by the Director of
{number of days unkrown) and thought It was Nursing on 11/23/2012 who noted that |
found In the shower room. LPN #1 staled there the resident had appropriate treatment
was an Increased risk for skin breakdown without in place to heal the pressure ulcer and
the pressure reducing cushion. prevent further unavoidable pressure -
ulcers and that the pressure ulecr was
An interview with the Direclor of Nursing (DON), healing as expecied. Resident # 9°s
on 12/06/12 at 1:30 PM, revealed she was aware pressure reducing ROHO cushion was
Resident #9's pressure reducing cushion was in place in ti‘lc wheelchair as qbscrvcd
missing and thought another device was In place. ?; P 121;}2 Director of Nursing on
The DON staled she expected the resident lo ' '
gﬁ\;ﬁ;hceafereslsure reducing cushion, which was 2, The Staff Development Coordinator,
pian. Director of Nursing,  Assistan
IF 314 | 483.25{c) TREATMENT/SVCS TO F 314 Director of Norsing, the Wound-care
ss=0 | PREVENT/HEAL PRESSURE SORES Murse or the Unit Manager will
efform a 100% skin audit of all
Based-on the comprehensive assessment of a Eurrcm residents to ensure that no 115713
resideni, the facllity must ensure that a resident unavoidable skin inteprity issues are
who enters the facility without pressure sores present as well as a review of all
does not develop pressure sores unless the current resident’s wound prevestion
individual's clinical conditlon demonstrates that program to assure that ail residents’
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they were unavoidable; and a resldent having
pressure sores receivas necessary treatment and
services to promote healing, prevent infeclion and
prevent new sores from developing.

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, record review,
and review of lhe facility's polley/procedure, it was
determined the factily failed to ensure two
residents (#7 and #9), in the selected sample of
12 residents, did not develop pressure sores.
Resident #7 had a change of condition and was
sent to the hospital for evaluation and assessed
with a pressure area on admission. Resident #8,
who was high risk for skin breakdown went
without histher pressure reducing cushion for an
undetermined number of days, because the
cushion was lost, and developed a pressure sore,

Findings inciude;

A review of the facliity's policy/procedure,
“Prevantion and Treatment of Pressure Ulcers
and Non-Pressure related Wounds", dated
08/31/12, revealed "A skin wound care program is
designed and implemented to identify and reduce
the fisk of pallents acquiring pressure ulcers and
provides standards of cara for patiants with
pressure ulcers and non-pressure related wounds
to promote healing, reduce the risk of infections
and prevent further developmant of pressure
ulcers. The palicy included documentation of
*Nursing intervenlions for patients Identified as al
risk for skin breakdown are Implemented by
nursing staff based on the prevention protocol
algorithm" and " Special populations (e.g.,
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appropriate to prevent unavoidable
pressure ulcers. This audit will be
completed by  1/15/2013. Any
identified needed interventions wit! be
implemented immediately. The Staff
Development Coordinator, Director of
Nursing, Assistant Director of Nursing
or the Unit Managers will audit all
resident records to ensurc that pressure
reducing cushions are in place per the
Plan of Care. This audit will be
completed by 1/15/2013. Any missing
pressure reducing cushions will be
immediately placed,

All licensed staff will be re-educated
by the Staff  Development
Coordinator, Director of Nursing,
Assistant Director of Nursing or the
Unit Manager on the facility’s policy
“Prevention and Treatment of Pressure
Ulcers and Non-Pressure related
Wounds.” This re-education will be
completed by 1/15/2013.

The Staff Development Coordinator,
Director of Nursing, Assistant
Director of Nursing or the Unit
Manager will andit five (5) resident
records per week for twelve (12}
weeks to assure that appropriate
measures are in place to prevent
unavoidable pressure ulcers and that
interventions are implemented. The
Staff  Development  Coordinalor,
Director of Nursing, Assistant
Director of WNursing or the Unit
Manager will audit residents that have
ptessure  relicving  cushions care
planned to ensure the device is in
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-t Kidney Disease, Stage I, Amputation Below the

- and raw from use of the slide board, no open

bariatric, critically ill, spinal cord injury, end of life,
elc.) are assessed and pressure ulcer prevention
Interventions and lreatments are identified and ~ ;
implémented.”

1. Arecord review revealed the facility admiited
Resldent #7 on 07/01/12 wilh diagnoses to
include Diabetes Mellitus, Anemia, Chronic

Knee, Hypothyroidism, and Thrombocylopenia.

Review of a quarierly Minimum Data Sst (MDS)
assessment, dated 10/19/12, revealed {he facillly
assessed Resldent #7 fo be cognitively Intact and
required extensive assistance with transfers,
hygiene, and was incontinent of bowel,

Review of the resident's cara plan, "Skin Integrity
Assessment Prevenlion and Treatment Pian of
Care," revealed the resident was assessed al risk
for Impaired skin integrity with a Braden score of
18, Intarventions included frequent turning, keep
skin clean, dry, free of body wastes, perspiration,
and wound drainage.

Review of the nurses' notes, dated 11/12/12 at
1:40 PM, revealed documentation that the
resident was to be sent to the local hospltal. At
1:50 PM, an ambulance was callad for the
resident's transport to the hospital emergency
room, Review of the nurses’ note, dated 11/12/12
al 2:30 PM, revealed a report was given {o the
ambtiance staff and "caccyx conlinues fo be red

areas noted."

Review of lhe hospital admission records
revealed Resldent #7 was admitled 11/12/12 and
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F 314} Continued From page 4 F 314 place daily for two (2) weeks; then,

three (3) times a week for three (3)
weeks; then, two (2) times per week
for three {3) weeks; then, weekly for
four (4) weeks. The results of these
audits wil} be reviewed with the
Quality Assurance Committee on a
monthly basis for three {3) months and
quarterly for three (3} quarters in order
to validate continued compliance, If at
any time a concern is identified, a
Quality Assurance Commiliee meeting
will be held to review concerns for
further recommendations as needed.
The members of the Quality
Assurance Committee will consist of
at a minimum the Administrator, the
Director of Nursing, the Assistant
Director of Nursing and the Social
Services Director with the Medical
Director attending at least quarterly.

Compliance Date: 1/15/13

FORM CMS.2567{02-99) Pre.\rious Versions Obsolele

Evenl ID; 278G 11

Facility ID: 100094

If conlinuation sheal Page & of 7




From;

12/28/2012 16:27 #853 P.008/016

PRINTED: 12/20/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X#) PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILOING
B. WING C
186087 ' 12/06/2012
NAME OF PROVIDER OR SUFFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2420 V/. 3RD ST,
w IVERS NURS ENT
TWINR NURSING AND REHAB CENTER OWENSBORO, KY 42301
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 2] PROVIDER'S PLAN OF CORRECTION ;s
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO TH}E APPROPRIATE DATE
DEFICIENCY:
F 314 | Continued From page 5 F 314

assessed at 3:10 PM (40 minutes from last fachity
note) to have a stage ) pressure area to the
coccyx and was pre-existing (present on
admisslan),

An intervlew with the ambulance service
dispatcher, on 12/06/12 at 1:00 P, revealed an
ambulance was summoned to the facility at 2:03
PM, arrived al the facllity at 2:37 PM, and
lransported the resident at 2:47 PM.

2. Arecord raview revealed the facliity admitted
Resldent #9 on 10/16/07 with diagnoses to
include Peripheral Vascular Disease, Paraplegia,
Osteopoerosls Artertal Disease, and Chronlc Pain
Syndroma, .

Review of an annual Minimum Data Set (MDS),
dated 11/14/12, revealed the facilily assessed
Resident #8 with no cognitive Impalrmant and
required extensive assistance with bed
mobilty/transfsrs, dressing, grooming/hyglene,
and impairment of rangs of motion bilaterally.

Review of the care plan, "Skin Integrity
Assessment: Preveniion and Treatment of Care,”
last reviewed 11/14/12, revealed "pressure
relieving surface, ROHO to the wheeichair’ under
the very high risk section.

Review of the documentation of Resldent #9's
Skin Grid revealed the datle of initlat identification
of the area to the lower buttock was 11/26/12.
The measurements were 1.0 centimetars (cm)
length, 0.6 crm width, and 0.1 cm depth.

An observation and interview, on 12/04/12 at 3:20
PM, revealed Reasident #9 was sealad In a
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without histher regular pressure reducing cushlon
for a few days about a week or so ago because It
was lost and a pressure area developed. A
different fype of cushion was provided at that
time, and the resldent statad It was thinner than
hisfher cushion. The resident stated he/she had
not had skin breakdown in a long time.

An observation of a skin assessment on Rasident
#9, campleted by tha wound nurse, Licensed
Practical Nurse (LLPN) #1, on 12/06/12 at 10:20
AM, revealad an open area to the right lower
buttock which measured 1.6 ¢m in length and 0.6
cm In width with 0.1 cm depth. An Interview with
LPN #1, at the time of the skin assessment,
revealed she recalled Resident #9's pressure
reducing cushion being missing for a few days
(number of days unknown) and thought it was
found In the shower room. LPN #1 stated there
was an ncreased risk for skin breakdown without
the pressurs reducing cushion.

An iterview with the Director of Nursing (DON),
on 12/06/12 at 1:30 PM, reveated she was aware
Resldent #9's pressure reduclng cushion was
missing and thought another device was in place.
The DON stated she expecied the residsnt to
have the pressure reducing cushion, which was
an the care plan, :
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wheelchair with a pressure reducing (ROHQ)
cushion. Resldent #9 slated he/she had been
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