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1. The MDS and Care Plan of resident
F 314 | Continued From page 88 F 314 #14 was reviewed by Crystal
09/16/12, to include ths treatment as directed by Cantrell, LPN MDS staff.
the physician. Based on documentation,
interventions had been added to the plan of care The nurse aide was counseled on
for staff to cleanse area to the resident’s right following the plan of care for
buttocks with normal saline, apply Bactroban Resident #14 and given a disciplinary
ointment, cover with a "Telfa" pad, and secure a~waming on 4/20/12 as a result of
with "Hypafix," on a daily basis. The care plan " the fheility investigation. This was
required nursing to complete a skin assessment completed by Mary Arms, DON.
every wesk and to notify the physician of any The nurse aides Iast day of
alterations. ' ‘ employment with the facility was
Review of a Wound Evaluation Flow Sheet 421/12. '
revealsd facilify staff had failed to document the i N
status of and/or treatment fo Resident #8's In-scrvices for narse aides and
prassure ulcer from 09/16/12 until 10/06/12 licensed staff were held starting on
(twenty days later], when the uicer measured 0.4 11/8/12 and completed on 11/23/12.
cm x 0.2 cm x 0.4 om” on both dates. However, The in-services included following
documentation revealed staff assessed the the plan of cars for individual
resident's wound on 10/19/12, {thirteen days after residents and transferring residents.
the previous assessment) and noted the ulcer See Attachment 24
measured "4.0 cmx 0.8 cmx 0.1 cm." Review of X
the Wound Evaluation Fiow Sheet revealed the No residents were identified as being
fshee'ln was to be complsted by a nurse upon affected by the elevated temperature
|dent|ﬁca’t|or1 of E_lWDLllng and at least weekly from in the sink or the switch to the stove
the date of identification. However, based on being i binet out of view
documentaiion, the staff failed fo conducta & m vPpeT G .
: of the residents in the unit.
wound assessment for several weeks.
Areview of Resident #8's Treatment On 10/31/12 the hot water to the sink
Administration Record (TAR) for September and was turned of to prevent injury by
Qctobar 2012, revealed staff was to cleanse the James Adams, Mainterance.
resident's right buttock with normal saline, pat )
dry, apply Bactroban ointment (an antibacterial On 10/31/12 a box was placed over
used o ireat skin infections), cover with a "Telfa" the switch to the siove and the cover
(& non-adherent absarbent cotton dressing pad), was seoured with alock. This was
and to secure the "Telfa" with a Hypafix {a completed by Tim Hiyes, HMC
self-adhesive, non-woven fabric for dressing Service Co. See attachment #41
retention). The TAR revealed wound care was
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performed as ordered by the physician.

7. Areview of Resident #9's medical record
revealed the facility admitted the resident on
03/20/11, with diagnosis of Severe Degenerative
Changes of L Spine, Weight Loss, Anemia, and
Cementia.

Review of Resident #3's care plan revealed the
cars pian was revised on 10/04/12, io include the
Stage || pressure ulcer to the resident's right
outer hip; however, at the time of the revision,
there were no additional interventions added to
the care plan to address the pressure area.
Based on documentation on the care plan, staff
was to complete a skin assessment every week
and to notify the physician of any alterations in the
resident's skin integrity.

Review of a Wound Evaluation Flow Sheet

revealed facility staff documented on 10/06/12

that the pressure area to Resident #9's right outer

iip measured "3.2cm x 2.0 cm x 0.1 om." The

next assessment was conducted on 10/20/12 ¢
(fourtsen days after the previous assessment)

and revealed the ulver measured "2.5 cm x 2.5

cmx 0.1 cm."

A review of Resident #9's Treatment
Administration Record {TAR) for Sepiember and
October 2012, revealed staff was to cleanse the
resident’s rght buttock with normal saline, pat
dry, apply Baciroban ointment {an antibacierial
used fo freat skin infections), cover with a "Teifa"
{a non-adherent absorbent cotton dressing pad},
and to secure the "Telfa" with a Hypafix {a
self-adhestve, nor-woven fabric for dressing
retention) daily. The TAR revealed wound care
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F 314 | Continued From page 87 F 314

2. The MDS and care plans of all the
residents in the securs unit were
reviewed by Mary Arms, DON on
11/1/12, The total census for the
secure unit on 10/31/12 was [3. Four
residents were idertified as
cognitively impaired and/or wander
and were identificd es having the
potential to be affected. Five
residents are bedfast and do not have
the potzntiz] to be alfected. Two of
the other residents are in wheel chairs
when up end do not wander. One
other resident had a fractured arm
end is zmbulatory with a walker and
assistance. She does not wander.

All CNA resident care plans and
assignment sheets were reviewed to
ensure that resident care needs were
jdentified and that assipnment sheets
reflect how care is to be provided to
each resident. This was commpleted ¢
by Roberta Thompson, MDS
Coordinator and Crystat Cantrell,
LPN MDS Staff onl2/29/12, -

A resident transfer audit was
completed on 11/13/12 by Mary
- Arms, DON and Emily Jones Gray,
- Assistant Adminisitator. No other
residents were identified as being
affected.
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A water temperature andit was
F 314 | Confinued From page 88 F 314 completed throughont it other
was performed as ordered by the physician. sesident carc arcas in the entire
. : facility by the Maintensmee
Interviews on 10/23/12, at 8:15 PM with the Department on 11/1/12. No other
Administrator and the Director of Nursing {DON} residents were identified as being
revealed the nurse assigned to the resident on affected,
Friday of each week was required to assess
wounds unless the resident's dressing was not 3. On 1031712 a box was placed over
scheduled to be changed on Friday. In that cese, the switch to the stove and the cover
the resident's wound was reguired fo be was secured with 2 lock. This was
a_sﬂswes'segéan the day EP;: drgssing wa§ igapged, completed by Tim Hayes, HMC
either Wednesday or .urs ay. The interview Service Co. See attachment #41
revealed staff was required o assess the wound,
including measurements, and document the ..
assessment on the Wound Evaluation Flow On 11/1/12 8 mixing va?lve was_ )
Sheet. The interview revealed the Quality installed on the faucet in the unit in.
, Assurance {QA) nurses were to ensure wounds the k‘“‘he“_a‘f&b!’ Gary Mollett,
wore assessed per facility policy and report any HMC Service Co. The water
issues to the QA Committee. {Refer to F520.) temperature is set at 105 degrees.
Further interview on 11/01/12, at 2:30 PM with the See attachment #42
Director of Nursing {DON) revealed staff should
review physician's Qrders prior to treatments to On 11/6/12 the mixing valve for the
ensure treatmerts were performed in accordance unit was rebuilt by Gary Mollett,
with physician's orders. Further interview with the HMC Service Co.
Administrator gn 11/01/12, at 3:45 PM revealed See Attakhment #43
nurse are to follow physician's orders this is a
nursing "standard of practice.” o
All water temperaiure momionn
F 323 | 483.25(h) FREE OF ACCIDENT F323 et wm‘;’; - d‘;f:isﬁf o
_3 | HAZARDS/SUPERVISION/DEVICES
58=G 11/5/12. A separate sheet has been
The facility must ensure that the resident developed for cach unic. This was
environment remains as free of accident hazards completed by De"-’“fah Fltzl’_‘l‘ﬂck»
as is possible; and each resident receives Administrator, William Endicott,
adequate supervision and assistance devices o Maintenance Director and Madge -
prevent accidenis. Armett, Stock Control. See
attachment #44
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In-services for nurse aides and
F 323 | Continued From page 89 F 323 licensed staff were held starting on
_ 11/8/12 and compieted o 11/23/12.
This REQUIREMENT is not met as evidenced The in-services included following
by: the plan of care for individuat
Based on observation, interview, record review, residents, transferring residents and
and review of facility policy, it was determined the (urning and repositioning of
faciiity failed to ensure one of twenty-four residents, Infection controt
sampled residents (Resident #14) received _ (specifically not sitting on the side of
adequate supervision and assistive devices to the bed while foe diﬁg).

prevent accidants. (Refer to F282.)

The facility assessed Resident #14 to require the
assistance of a minimum of two staff persons for
transfers. However, on 04/09/12, one staff
person transferred the resident from the hed to a
wheelchair, and the resident sustained a soft
tissue injury to the left ankle after reportedty
hitting histher ankle on the wheelchair, As a
result of the injury, Resident #14 required
evaluation et an Emergency Department on two
separate occasions. On 04/09/12, Resident #14
was transferred to the emergency room for
evaluation due to swelling, pain, and redness of
the left ankle. On 04/18/12, Resident #14 .

Restorative nursing care related 1o
trging and repositioping, These in-
services were given by Emily Jones-
Gray, Assistant Administrafor and
Chanity Purcell, Staff Development.
See Attachment #24

Licensed staff were in-serviced
regerding notification of change,
causes of skan breakdown, braden
scale, nutrition in skin breakdown,
tum and reposition of residents, risk
factors for skin breakdown, how to

experienced increased pain, (refused for staff to wite ;_l comp le.te treatment Drd,a’ {
touch the ankle), swelling and developed a assessing, staging and measurm.g .
necrotic area at the-injured site. On 04/18/12, wounds, weekly summaries and skin
Resident #14 was transferred to the emergency asscssments, the new wound
room for evaluation, was diagnosed with cellulitis, monitoring shect, proper disposal of
and was prescribed an antibiotic treatment. In soiled dressings, proper procedure
addition, on 04/26{12, a hematoma formed at the required in cornpleting &
injured site and wound care was required for the treatrnent/dressing change, storage of
left ankle, medication with focus on Mycalcin

) spray, procedure for returning home
Thg facility also failled to ensure the r_esident‘s meds to family, entering medication
environment rern.a[ned as f(ee of accldenf . orders/following physician orders,
hazards as possible. Areview of the facility policy transcription of high risk
titted Safety of Water Temperatures Dated . L
10/20/08, revealed water heaters that service medications, a second atirse should
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. . review all new and readmission
F 323 | Continued From page 90 F 323 orders. This in-setvice was piven by

| care plans would be developed from the

common areas shall be set to temperatures of no
more than 110 degrees Fahrenheit. During
environmental tour on 10/31/12 at 11:04 AM
water temperatures at a sink in the secured unit
was observed to be 138 degrees Fahrenhzit. In
addifion, a switch that confroiled and disabled the
cooking stove was located in an unlocked cabinet
near the stove.

The findings include:

Mary Arms, DON on 11-08-2012 and
completed on 18-23-12. See
sttachment #15

All pursing staff were in-serviced a
second time on the same information
contained in the in-service completed
on 11-23-12. AHtachment #24 This
in-service was conducted on an

individua! basis for some staff and/or
Review of the facility's policy fitled, Safeiy and very small ,g ups _for others with
Supervision of Residents (revised 10/20/09) more staff interaction encouraged. A
revealed the resident's environment would be as form was developed so that cach staff

free from accident hazards as possible. The
palicy indicated resident safety, supervision and
assistance fo prevent accidents was a facility
wide priority. A review of the facility's policy fitled,
Care Plans-Comprehensive (revised 10/20/08)
revealed the Certified Nursing Assistant (CNA)

comprehensive care plan and would identify

attending the in-service initialed each
itemn {as it was discussed/explaincd)
an ftem was discussed indicating that
they nnderstood. Staff were asked if
they had questions and if so all items
in question were discussed prior to
their initialing. This in-service was
started on  amd was completed on

specific care area needs and approaches 12/17/12 end will b leted
necegsary for the ChAs to provide daily care 1o (713 byﬂI]:cb‘::'ah ;‘i:pn::}ri:k, o
individual resid .

individual residents Admini . Emily Jones Gray,
Review of an in-service conducted 01/31/12, Assistant Administrator and Mary
revealed CNAs were instructed to review the CNA Arms, DON.

care planfassignment sheet and carry it af alt
fimes. The in-service informed staff the care plan
listed alf the care needs of residents. The

A Qua[itj( Assurance nurse wes hired
‘on 11/19/12 and will work under the

in-service stressed failure to follow the CNA supervision of the Director of
assignment sheet could result in resident and Nursing to provide quality assurance
employee njury and staff would be subject to monitoring specifically for the
written warnings or termination for not following mursing department.

the care plan/assignment sheet. Further review
revealed resident safety was a priority and every

effort should be made to avoid resident/staif
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‘ 4. Water temperatures for ail arens will
F 323 | Continued From page 31 F 323 be monitored all lepst 3 times weekly
injury during transfers. in all units by maintenance and/or
) housekeeping and will be recorded.
1. Review of the record revealed the facility This will be ongoing.. See
admitted Resident #14 on 01/07/11, with Attachment #44
diagnoses that included a previcus
Cerebrovascular Accident {CVA) with The resulis of alf water temperature
HerTlipa resisl, Atrig! Fibritlation 'requin'ng audits will be reported quarterly
g::ntm:oaguljlatlor:.1 Ath.erosclzrc;jm Cereariivascular through CQI by the William
Isease, Hype ension, and Nonpsychatic Endicott, Maintenance Supervisor.
Disorder. Lo, .
This will be ongoing.
The Comprehensive Annual Assessment dated : . i
The QA nurse will monitor 4

01/10/12 and a Quarterly Minimum Data Set
{MDS) Assessment dated 10/09/12 revaaled
Resident #14 was at risk for falls. Facility staff
assessed Residert #14's risk for falls was related
to environmental faclors; impaired balance and
coordination during transfers; the resident's
unsteady gait and histher decreased awarenass
for safety; impaired cognition, hearing problems,
limited range of motion of the left upper extremity
secondary to a previous CVA, incontinence,
generaiized weakness and the use of a
wheelchair for mobility. The Quartegy MDS
Assessment revealed the facility had assessed
the resident to require extensive physical
assistance of a minimum of two staff persons
with fransfers; the resident was io wear non-skid

footwear for safety; and CNAs wers to assistthe -

resident with all transfers.

Review of Resident #14's Comprehensive Care
Plan developed on 01/27/11 and last
reviewed/revised on 10/22/12, revealed the
facility developed a plan of care fur Resident
#14's risk for falls with injury, hisfher impaired
mobility, generalized weakness with interventions
which included staff assistance for transfers. In

residents per unit 3 times weekly for
aiotal of 12 residemts per week for
appropriate fransfer to ensure that the
resident care plan is followed. This
will be completed for 6 months and
then re-evaluated, This started on -
11/28/12 The tesulis of the aidits
will be reported weekly in the QA
meeting and Quarterly through CQI
by Emily Jones-Gray, Assistant
Adrinistrator, QA Coordinator ér the
QA nurse. This amdit may be -
defegated to other stafl in the futare.

The facility conducts other resident
safety audits as part of CQL Some
exanples are:

. Hﬁnd raiis are checked
reported through CQI

quarterty, This is ongoing.
The results of these andits

daily by housekesping and
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are reported Quarterly
F 323 | Continued From page 92 F 323 through CQI by Aretiz
addition, a review of the CNA Care Record dated Harmon, Housekeeping
April 2012, and the most recent CNA Care Supervisor. This is
Record dated Oclober 2012, revealed the CNAs ongoing.
were instructed Resident #14 was at risk for falls,
required the assistance of two staff for iransfers, e Slings used in the transfer
had weakness of the left hand and arm, and i of residents are checked
required the use of a gait belt with transfers. The ch time th .
CHNA Care Record also directed staff to report any . & vd ﬂre.
sign of injury to the nurse laundered (according to
9 J ’ mannfacturer guidelines) to
Areview of an Incident Report Tracking tog, on cnsure they are mfe for
04/09/12 at approximately 3:30 AM, CNA #15 resident use. This is
transferred Resident #14 fram the bed to a completed by the lanndry
wheelchair without assistance and Resident #14 st=ff and recorded. Aretta
sustained an injury to the left ankle. According to Harmon, Housckeeping
the nurse's note dated 04/09/12 at 1:50 PM, Supetvisor is responsible
Residant #14 experienced "severe” pain of the for monitoring this and
left foot/ankie and refused for staff to touch the reporting the results
foot. quarterly through CQI.
This is ongoing.
Further review of the nurses’ notes, Incident . Eome
Report Tracking log, and a review of the PR
Treatment Administration Record (TAR) revealed | The ::;itsu:i:g alt;]c:s wﬂ(l:bi
¢ | on 0470812, Resident #14 was transferred to the (| rponstquneny ugh CQL by
emergency room for evaluation due to the Emily Jones-Gray, Assistant ‘
complaint of pain, redness, and sweliing of the Adminisirator, QA_CO‘“dmam_f or by
left foot. According to the Patient Transfer Form, the person completing the audits.
Resident #14 was transferred as the result of
hitting his/her left foot on the wheelchair and Dr, Charles Hardin, Medical Director
resident complained of “a lot of pain.” The will provide oversight during the
transfer form revealed the resident's left ankle compliance process. The results of
was swolien. -al] audits will be reported to the
: _ . Medical Director quarterly throngh
Continued review of the Incident Report Tracking CQI by Emily Jones-Gray, Assistant
log revealed Resident #14 was fransferred from o A ,
dministrator. This will b .
the facility to an Emergency Department on Adminis S Wi he angomng
04/09/12 at 2:00 PM and retumed to the facility .
that evening. A review of the Emergency Compiction datc 1/8/13
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F 323 | Continued From page 93 F 323

Department's discharge instructions dated
04/09/412 revealed Resident #14 had a foot
contusion with soft tissue injury and was to apply
an ace bandage and keep the left foot elevated
five days.

Review of the Medication Adminisiration Record
{MAR) for Aprll 2012, revealed following Resident
#14's retum to the facility from the Emergency
Department, Resident #14 complained of pain on
04/11/12 at 9:00 AM, related to the injury to the
left foot and required 5/600 milligrams of Lorfab
{analgesic/narcotic) and 500 milligrams of Extra
Strangth Tylencl for pain.

On 04/18/12, nine days foliowing the incident on
04/09/12, nurse’s notes, and Patient Transfer
Form dated 04/18/12, revealed Resident #14
experienced increased pain, {resident refused for
staff to touch the ankie), swelling, and a necrotic
area had developed at the previously injured site.
The nurses’ notes revealed the left ankle was
"deap, dark red with a necrofic looking area on
the outer ankle.” Review of the Comprehensive
Care Fian revezled a 1 centimeter by 5
centimeter blood blister was observed to have
formed on the left outer foof on 04/18/12.
Documentation revealed Resident #14 was again
transfamed to the Emergency Department on
04/18/12 for evaluafion and was diagnosed with
cellulitis, treated with intravenous Rocephin {an
antibiotic}, and returned fo the facility with orders
for B75 milligrams Augmeniin (an antibiotic) twice
each day for ten days.

Continued review of nurses notes revealed on
04/24/12 facility staff observed a change in
condition of Residant #14's left foot and

F 431 483.60(b), (1), () DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

It s the poficy of this facility to obtain the
services of a licensed pharmacist who
lishes a system of records of receipt and
dispasition of all controlied drugs in sufficient
detail to enable an accurste reconciliation; and
ines that drug records are in order and
thiat an account of all controlled drugs is
‘ intained and periodicatty reconciled. I is
the policy of the facility to store all drugs and
biplogical in locked compartments and to
it only authorized personnel to have
acpess fo the keys. Tt is the policy of the
-ility that drmgs and biologicals used in the
facility must be labeled in accordance with
ently accepted professional principles, and
jn¢inde the appropriate accessory and
tionary instructions, end the expiration date
en applicable. These are evidenced by the
following:

-

¢

1.  All resident medications identified
on 11/1/12 (brought the facility by
the family/resident) were disposed of
by 11/6/12 by Christy Moore, RN
and Yvette Short, RN. A list of the
medications and the disposition of
each is included. See attachment 45

Narcotics were wasted by Christy
Moore, RN and Yvette Short, RN on
11/1112. See Attachment #46
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F 323 | Continued From page 94 F 323 On 11/24/12 Mary Arms, DON
contacted Resident #14's physician fo obtain reviewed the storage of Mycalcin

wound care orders.

A skin assessment was conducted of Resident
#14 on 10/29/12, at 7:35 PM. Ablack eschar
(dead tissue) area was observed on Resident
#14's left outer ankle and the tissue surrounding
the eschar area was deep red in color. LPN #2
cleansed the escharfwound area with normal
saline, applied Bactroban antibactsrial cintment,
covered the wound with a non-adherent pad, and
secured the dressing with gauze wrap and tape.
As the LPN cleansed the resident's wound, the
black eschar detached from the wound onto the
normal saline moistened gauze.

Resident #14 was observed on 10/29/12, at 5:25.
P to be lying in bed with a dressing intact to the
left foot. Resident #14 made no effort to respond
{o verbal prompts and an attempt to interview the
resident was unsuccessful, In addition, a review
of a quarterty assessment, dated 10/09/12, of
Resident #14 revealed the resident was
cognitively impaired.

CNA #15 stated in interview conducted on
10/31M2, at 2:15 PM that she had been trained to
review CNA Care Records to determine the
resident's needs prior i providing assistance with
care, and was aware Resident #14 required the
assistanice of twa staff for transfers. CNA#15
confirmed she failed to obtain assisiance with
transferring Resident #14 from the bed o a
wheelchair on 04/09/12, and stated during the
transfer Resident #14 was unable to pivot to the
wheelchair as well as he/she had done in the
past. - CNA#15 stated she was not aware of any
injury to Resident #14 until the afternoon of

spray in the medication cart. We
have 2 residents receiving this. Both
gprays were upright in the medication
cart.

Pharmacy was contacted by Mary
Arms, DON regarding proper storage
of Mycalcin on 11/24/12. Mycalcin
in smaller packing so fhe container
stands upright in the box,

Nursing staff were ig-serviced
beginning 11/08/12 and completed on
11/23/12 regarding recommended

. storage of Mycalcin Spray. See
Attachment 15

2. Areview of the medication
rooms in £ll units was completed
on 11/21/12 by Madge Amett,
CMA Stock Control. - There
were no other medications that
were improperly stored or
improperly reconciled.

The narcotic books were
reviewed and reconciled by
Mary Arms, DON on 11/8/12,
1116412, 12/10/12 and 12/31/12
us part of CQL No problems
were identified.

3. Licensed siaff were in-serviced
regarding notification of change,
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. ceuses of skin breakdown,
F 323 | Continued From page 95 _ F 323 braden scale, nutrition in skin
04/09/12, when the CNAs were asked about the ‘breakdown, furn and reposition
resident's ankle swelling. CNA#15 stated of residents, risk factors for skin
Resident #14 must have hit the leg rest of the breakdown, how to write a
wheelchair and acknowisdged she should not complete treatment order,
havse transferred Resident #14 without assessing, singing and
assistance. measuring wounds, weekly
. summaries and skin
Interview on 10/31/12, at 2:45 PM with CNA #13
assessments, the new wound
revealed Resldent #14 had been transperted to monitoring shee
the shower room by CNA #15 and she had P %, ﬂeﬁg?
assisted CNA #15 with the resident's shower. 1SpOsQLL O 50 smgs,
CNA #13 stated she and CNA #15 assisted the proper procedure required in.
resident to stand after the shower was complete commpleting a treatment/dressing
and stated the resident did not complain of any change, storage of medication

pain or discomfort. In addifion, CNA#13 stated
she did notf observe an injury to the resident's leg
when she assisted the resident to dress.

Licensed Practical Nurse (LPN) #4 revealed in an
inferview conducted on 11/01/12 at 4:00 P, that
she had been responsible for directing the care of
Resident #14 on 04/09/12. LPN #4 stated CNAs
were provided a CNA plan of care at the
beginning of each ghift of resident care needs
and were expected to follow the plan of care.
LPN #4 stated she had requested the assistance
of the Assistant Director of Nursing (ADON} on
04/09/12 and stated the ADON had asked her to-
ascsess Resident #14's foot and ankle. LPN #4
stated Resident #14 complained of left foot and
ankle pain, the ankle was swollen and "a littie
red,” and the resident complained of pain when
the ankle was touched. LPN #4 stated she was
not aware at the time of the resident's complaints
on 04/09/12, that CNA #15 had failed to follow the
plan of care for Resident #14 and had transferred
the resident without assistance.

with focus on Mycalcin spray,
procedure for retnrping home
meds to family, entering
medication orders/following
physician orders, transcription
of high risk medications, a
second nurse should review all
new and readmission orders.
This in-service was given by
Mary , DON on 11-08-
2012 and completed on 11-24-
12. Sec attachment #15

Licensed staff were in-serviced
2 second time on the same
information contgined in the in-
service completed on 13-23-12,
Attachment #15 This in-
service was conducted on an
individual basis for some staff
and/or very small groups for
vthers with more staff
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_ interaction encouraged. A form
F 323 | Continued From page 86 F 323 was developed so thal each staff
The Direcior of Nursing (DON) stated in an attending the in-service initialed
interview on 11/01/12, at 2:30 PM, that staff each item (as it was
members were required to follow the resident discussed/explained) an item
plan of care. The DON confirmed CNA#15 failed -wag discussed indicating that
to follow the plan of cara and transferred they understood. Stafl were
_Rgsident #1. 4 from the bed t'o a wheelchair asked if they had questions and -
wuﬂ_'lolut assistance and Resident #14 susiained if so ll items in question were
an injury to the left ankle. . diseussed prior o their
2. Areview of the faciity's policy titled Safety of initinling. In-servicing started.
Water Termperatures Dated 10/20/08, revealed on 12/18/12 and will be
water heaters that service common areas shall compléted on 1/7/13 by Mary
be set to temperatures of no mare than 110 Arms, DON.
degrees Fahrenheit. Further review of the policy
reveated maintenancas staff was responsible for Any licensed staff of medical
pefiodically monitoring tap water temperature and Jeave at the time of the in-
io record the water temperaiures in a safety log. service will be required to
: . receive the in-service prior to
\n addltion, an interview conducted with the facility tetuming to work.
Maintenance Diractor revealed the facility did not
have a policy rlegarding t‘he maintenance;_’security An audit sheet was developed 10
F:f a confrol swm::l? that disabled the cooking stove use in auditing the mod sooms
in the secured unit. ( and the storage of Mycalcin . ,
Observations of water temperatures conducted Spray. This wes developed by
during an environmental tour on 10/31/12, at Madge Amctt, CMA Stock
11:04 AM, revealed a hot water temperature of Control and Mary Arms, DON
138 degrees Fahrenheit in a sink i the common on 11/21/12. See Attachment
area of the secured unit where residents with #47

demenitia resided. Additional observation during
the tour revealed a control switeh that disabled
the cooking stove located in the kitchen was
located inside an unlocked cabinet next to the
stove and as a result, residents in the unit had
access fo the switch.

A review of the resident census for the secured
unit revealed during the survey conducted

A medication retum form was
developed by Mary Arms, DON
On 11/24/12 for use in
documenting that drugs brought
in by family/residents have
returned.  See Aftachment #48
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. This form will be placed in the
F 323 | Continued From page 97 F 323 admission packet for all new
10/20-11/01/12, thera were three {3} cognitively residents. The Medical Records
impaired residents who wandered through out the clerk will be responsible for this
unit. i ' effective 11/241Z,
An interview conducted with the Maintenance A notice was prepared and
Director on 10/31/12, at 11:04 AM, revealed he placed on the outside of the
penod:ca%ly'checked the water temperature in the . cabinet in the med foom
secured unit buf had n(?t documentcle,-d the water instructing nurses fo rehun &t
femperatures. The Maintenance Director stated 4 eds, +0 use the rturn
he had never checked the water temperature at ame o .
the sink in the common area and was not aware form and where t_he form is
the hot water femperature was 138 degrees located and 1o give & copy f’f
Fahrenheit. According to the Maintenance the form the DON for anditing
Director, the secured unit had been in use for purposes. This wes completed
approximately two (2) years and he had not by Mary Arms, DON en
considerad checking the water temperature in the 11/24/12. See Attachment #49
sink. Additional Interview with the Maintenance -
Director revealed the control switch to the cook . :
- stove on the secured unit was placed in the 4. The medication rooms for each
cabinet to prevent unwanted resident use but was unit will be audited weekly by
not aware the ‘cabln.et was not secured and could Madge Amett, Stock Control.
be accessed by residents. The results of the audits will be
An intervigw conducted with the Facility / “p;';'ed i“an:sm” through CQL
Administrator on 10/31/12, at 4:30 PM, revealed by Mary . , DON. This will
the Administrator was not aware the Maintenance - bg completed weekly for 6
Director had failed to monitor or maintain a months and then reevaluated.
femperature log of the water temperatures in the See Attachment #47
Secure Unit. in addition, the Administrator stated .
she was not aware residents had access fo the The DON will monitor the
' sontrol switch that confrolled the power to the retorn of at home meds using the
cook stove. Medication Return Form, This
F 431 | 483.60{b}, (d), () DRUG RECORDS, F 431 will be ongoing. The resulis
gs-E | LABEL/STORE DRUGS & BIOLOGICALS wil be reported quarterly
- timough CQI by Mary Arms,
The facility must empioy or obtain the services of DON.
a licensed pharmacist who establishes a system :
of records of receipt and disposition of all
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The Narcotic Books are audited
F 431 | Gontinued From page 98 F 431 bi- weekly by Mary Arms, DON
" | controlled drugs in sufficient detfail fo enable an * to ensure proper documentation,
accurate reconciliation; and determines that drug hendling and storage of
records are in order and that an account of all narcotics. The results of the
controlled drugs is maintained and periodically audits will bz reported quarterly
reconciled, throngh CQI be Mary Arms,
DON. This will be on-going
Drugs and biclogicals used in the facility must be
|abtfaledl|n a;:co.rdgn;:e WIthdc:urrler;ﬂyt:ccepted The results of all andits will be
professiona’ principles, an include the reported quarterly through CQI
appropriate accessory and cautionary .
. - L by Emily Jones-Gray QA
instructions, and the expiration date when 3 :
applicable. _ . Coordinator or the persen
completing the andit. This will
In accordance with State and Federal laws, the be ongoing,
facility must store all drugs and biologicals in
jocked compartments under proper temperature Dr, Charles Hardin, Medical
controls, and permit only authorized personnel to Dircctor will provide oversight
have access fo the keys, during the compliance process.
The results of all audits will be
| The facility must provide separately iocked, reported to the Medical Director
permanently affixed compartments for storage of quartesly through CQI by Emify
Fomrenonetos brug Abuos Proventon and Joncs-Gray, Assisiant
QMpee Ve use on a ) .4 Thi M X
Control Act of 1976 and other drugs subject fo A pistrator- is will b ¢
abuse, except when the facility uses single unit ongomng,
package drug distribution systems in which the .
quantity stored is minimal and a missing dose ean 5. Date of Completion 1/8/13
be readily detected.
Fid41 483.65 INFECTION CONTROL,
PREVENT SPREAD, LINENS
This REQUIREMENT is not met as evidenced Itfis the policy of this facility to establish and
by: intain an Infaction Control Program
Based-on observation, interview, record review, dgsigned to provide & safe, sanitary and
and review of facility policy it was determined the mdoriable environment and & help prevent
facility failed to store all drugs in accordance with the developmemt tnd transmission of disease
currently accepted professional principles and d infection.
according to manufacturer's recommendations.
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The facility failed to ensure Calcitonin-Safmaon
- | Nasal Spray (used to treat osteoporosis) was
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1. In-services for nurse aides and
F 431 | Contiriued Fram page 89 F 431 Ticensed staff were held starting on

11/8/12 and completed on 11/23/12.
The in-services incieded following

siored in an upright position afer opered as
recommended by the manufacturer.

In addition, on 11/04/12, at 10:55 AM, observation
of the medication room on the second floar of the
facility revealed eighty-two {82} boxes/containers

the plen of care for individual
residents, transierring residents and
tumning and repositioning of
restdents, Infection controt
{specifically not sitfing on the side of

Resident L).

o thirty days.

The ﬁndings include:

of medications focated in an unsecured cabinet,
The unsecured medications belonged io one (1)
oul of twenty-four (24) sampled residents
(Resident #21), and seven (7} unsampled
residents (Resident A, Resident C, Resideni G,
Resident D, Resident E, Resident F, and

Review of facility policy fitted Recommended
Minimum Medication Storage Parameters
{revised 04/08/11) revealed Calcitonin-Salmon
Nasal Spray should be stored in the refrigerator
until opened. The policy directed staff that once
the Calcitonin-Salmon Nasal Spray had been
opened the medication should be siored in an
upright position and discarded after thirty doses

1. Observation of the North Hall medication cart
on 10/30/12, at 12:45 PM, revealed a box that
contained Calcitonin-Salmon Nasal Spray that
had been opened, lying in the medicafion cart
drawer. Further observation revealed the
medication was prescribed for Resident #6.
Review of the medication revealed the foliowing
instructions: Refrigerate until opened, store at
room temperature in an upright position.

the bed while feeding).

Restorative nursing care related to
{urning and repositioning, These in-
services were given by Emily Jones-
Gray, Assistant Administrator and
Chanity Purcell, Staff Development.
See Attachment #24

Licensed staff were in-serviced
regarding notification of change,
causes of skin breakdown, braden
scale, mutrition in skin breakdown,
turn and reposition of residents, risk
factors for skin breakdown, how to
write a complete treatment order,

/ assessing, staging and meesuring
wonnds, weekly siummaries and skin
assessments, the new wound
monitoring sheet, proper disposal of
soiled dressings, proper procedure
required in completing a
treatment/dressing change, storage of
medication with focus on Mycalcin
spray, procedure for refurning
home meds to family, entering
medication arders/following
physician orders, transcription of
high risk medications, 2 second nurse
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Review of the manufacturer's recommendation
printed on the opened boitle of Calcitonin-Salmon
Nasal Spray, revealed an opened bottle of
Calcitonin-Salmon Nasal Spray should be stored
at room temperature in an “upright” position.

Inferview on 11/01/12, at 9:15 AM, with Licensed
Practical Nurse (LPN) #2 revealed the LPN had

was given by Mary Arms, DON on
11-08-2012 and completed on 11-23-
12. See attachment #15

2. On1U5/12,11/6/12, 11/8/12,
11/9/12, 11/10/12 and 11/16/12 Mary

no knowledge of how Calcitonin-Salmon Nasal . DON ohse_rved treatments

. . provided to 8 residents to ensure that
Spray should be stored, LPN #2 stated she tried

to keep all inhalers and nasal sprays in the prope T pro @me were fo]lawed
original box and in an upright position. LPN #1 during dressing chimge including
stated she had not been instructed to store proper disposal of soiled dressings.
Calgitonin-Salmon Nasal Spray in the upright Staff followed proper procedure -
positian and acknowledged the box used to during the treatments. No other
contain the nasal spray was too large and the’ residents were identified.

nasal spray would not stay in an upright position.

interview on 11/01/12, at 2:30 PM, with the
Director of Nursing (DON) revealed
Calclionin-Saimon Nasal Spray should be stored
in an upright position o maintain priming of the
nasal spray pump. The DON stated the
Calcitonin-Salmon Nasa! Sprayawas usually
dispensed with a plastic base that secured the
nasal spray in an upright position.

2. Areview of the facility's policy titled,
*Medications Brought To The Facility By The
Resident/Family”, with a revision date of April
2007, revealed medications brought into the

" Kitty  Harmon,
Supervisor conducted en anditing
refated to knocking on doers before
entry, sitting on bed while fecding, and
standing while feeding on 11/1%/12.

Amanda Sparks, Kitcheh manager
times, standing while feeding, -sitting
on bed whille feeding and knocking on
doors on 11/16/12. :

3, Liconsed staff were in-serviced

fachity that were not approved for the resident’s regarding notification of change,
use shall be refumed o the family. The poticy causes of skin breakdown, braden
alsp stated if the family does not pick up those scale, mutrition in skin breakdown,
medicafions within thirty {30) days, the facility tarn and reposition of residents, risk
may destroy them in accordance with established factors for skin breakdowm, how to

policies.

wriic a complete treatment order,

Housckeeping

began monitoring dignity during meal
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‘ should review all new and
F 431 | Continued From page 100 F 431 readmission orders. This in-service
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as5essing, staging and measuring
F 431 | Continued From page 101 F431 wounds, weekly summaries and skin
: Observation of the medication room on the : agsessments, the new wound
second floor of the facliity on 11/01/12, at 10:55 monitoring sheet, proper disposal of
AM, revealed eighty-two {82) bottles/containers of soiled dressings, proper procedure -
medication located in an unsecured cabinet. The required in completing 2
following medications were observed in the treatment/dressing change, storage of
cabinet which had been brought into the facility by medication with focus on Mycalcin
the family: oo ‘ spray, procedure for returning home
. meds to family, entering medication
A. Medication botties/containers labeled as s ]y 25 me
. . . - orders/following physician orders,
belonging to Resident #21 and containing L .
= . transcription of high risk
medication labeled as: odicat: (
-Neurontin 100 milligrams e cations, 8 seoond nurse Sh ouid
-Sodium Bicarbonate 650 milligrams review all new and ljeadmlsspn
: -Metoprolol 50 milligrams orders. This in-service was given by
\ -Lasix 20 milligrams ' Mary Arms, DON on 11-08-2012 and
: -Aspirin 325 milligrams completed on 11-23-12. See
-Gozaar 100 milligrams attachment #15
j ~Lipitor 10 milligrams
-imdur 30 miligrams Licensed staff were in-serviced 2
-Buspar 5 mitigrams second fime on the same information
-Detrof La 4 milligrams contained in the in-service completed
o . on 11-23-12, Adtachment #15 This
B. Medication bottles/containers labeled as . .
. . L in-service was coaducted on an
¢ belonging o Resident A and containing ¢ . o ,
= . individual basis for some staff and/or
medication labeled as: S
Malium 5 milligrams very smalf groups for others with
-Cardura 4 milligrams more staff interaction encouraged. A
-Aspirin 81 milligrams form was de:vcloped so that each staff
-Quinapril 40 milligrams - atiending the in-service initipled each
-Zetia 10 milligrams Hem (as it was discessed/explained)
-Pravachol 4C milligrams an item was discussed indicating that
-Lortab 7.5/500 milligrams they pnderstood. Staff were asked if
-loratadine 10 milligrams they had questions and if so all items
-Albuterol Sulfate HFAQQ microgram Inhaler in question were discussed prior to
~Spiriva Handihaler 18 micrograms Inhaler their initiating, In-servicing started
. on 12/18/12 and will be leted
G. Medication boltles/containers labeled as iy nz:«{ N 2 an D%);Jp edon
belonging to Resident C and containing by Mary ’ :
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medication labeled as:
-Ferrous Sulfate 325 milligrams
-Ranexia 500 milligrams
-Lipiior 80 milligrams
-Theophylline 30 milligrams
-Plavix 75 milligrams

-Zantac 150 milligrams
-Synthroid 75 micrograms
-Carvedilol 3.25 milligrams
~TriCor 145 milligrams
-Glipizide 5 milligrams
-Ramipril 2.5 milligrams
-Potassium Chiorde 20 milliequivalents
-Dukes Mouthwash

D. Medication boffles/containers labeled as
belonging to Resident D and containing:
-Antivert 25 milligrams

evoihyroxine .5 milligrams

staff were held starting on 11/8/12 and
conpleted on 11/23/12. The in-services
incladed following the plan of care for
mdividoal residents, transfering residents
and tming and repositioning of residents,
Infection cantrol {specifically not sitfing
on e side of the bed while feeding).
Restorative nursing care related to tuming
and repositioning. These in-services were
given by Emily Jones-Gray, Assistant
Adminjstrator and Chenity Purccll, Staff
Development. See Attachment 24

4. CQI monitoring tool was developed on
11/16/12 by Kathy Meadows, Social
Services to monitor dignity during meat
times, infoction control during meai times
and knocking on doors. See Attachment
#26 :
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F 431 Continued From page 102 F 431 In-services for murse aides and Jicensed

-Levothyroxine .25 milligrams

-Aggrenox 25/200 milligrams (four bottes)
-Geodon 20 milligrams

-KiorCon 20 milliequivalents

-Exelon Patches 8.5 milligrams {three boxes}
-Vitamin [ 1.25 milligrams

-Flomax 0.4 milligrams

-Aggrenax 25/100 mifigrams {two botlies)
~Vitamin D 50,000 units

E. Medication bottles/containers labeled as
belonging to Resident E and containing:
-Advair Diskus 100/50

-Pantoprazole Sodium Delayed release 40
miliigrams

-Gabapentin 100 miiligrams

-Digoxin 125 micrograms

-Cyanocobatamin 1000 micrograms per milliliter
-Celexa 40 miltigrams

Kitty Harmon, Housekeeping Supervisor,
Brandy Cooper, Dictary Manager, and
Amenda Sparks, Kitchen mansger are
monitoring. dignity during meal EHmes,
infection bontrol during meal times and
knocking on doors at differemt infervals
throughont the day at a minimum of 3 times
8 week I staff are observed during the
audit io violate any of the above they arc
comected by the person  muditing
immediately. The
violation and the pesson committing the
violation are reported to Mary Amms, DON
forther comective action if necessary, This
" was stared on 11716712 and will contime
for 6 months end then be re-evaluated,

Four (4) treatments per week will be
ohoerved by the QA nurse to ensure thet
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the individua! resident care plan and
F 431 | Continued From page 103 F 431 phiysiciun ordess are being followed and

-Carvedilol 3.125 milligrams

F. Medication botlles/containers lzbeled as
belonging to Resident F and containing:
-Aspirin 325 milligrams

-Patassium Chloride Exiended release 20
miliequivalents

-Ranexa Extended release 500 milligrams
-Losartan Potassium 30 mifligrams
-Donepezil Hydrochloride 10 milligrams
-Januvia 100 milligrams

-Plavix 75 milligrams

-Nitrofurantoin MCR 30 milligrams
«|sosorbide Mononitrate Extended Release 60
miliigrams’ ‘
-Lansoprazole Delayed Release 30 miligrams
~Furosemide 40 milligrams

-Promethazine 25 milligrams

-Simvastaiin 40 milligrams

that soiled dressings are disposed of per
facility policy, This will be completed for
6 months and then re-evaluated. This
started on 11/27/12. The results of the
mudits will be reporied weekly in the QA
meeting end Quartetly through CQI by
Emjly Jones-Gray, Assistant
Admipistrator, QA Coordinater or the QA
oorse. This audit may be delegated to
other staff in the fisture.

Andit results are reported weekly in the Q4
commiitee meeiing by the pemson
completing the andit AH resulis will be
roported guarterly through CQI by Emily
Gray Asgistant Administrator or the person
completing the audits.

Dr. Charles Hardin, Medical Director wilt
provide oversight during fhe compliance

-Welchal 625 milligrams
-Enablex 7.5 milligrams {two bottles)
-Novolog Mix 70/30 Insuin

G. Medication botties/containers labeled as,
belonging fo Resident G and containing:
-Albuterol Sulfate 0.083% for inhaiation {three .
boxes}

-Prednisone 5 milliigrams

-Advair Diskus 500 micrograms (two baxes)
~Prednisone Dosepak ’
-Ventolin HFA 80 microgram inhaler

H. Medication bottie/container tabeled as
belonging to Resident L and containing:
~Megace AC 40 milligrams per miliiliter

An interview conducted with the Nursing
Supervisor {NS) on 11/01/12, at 11:05 AM,

process. The results of all andits will be
reported to the Medicel Director quarterfy
through CQI by Emily Jones-Gray,
Assistant Administrator.  This will be
ohgoing.

5. Date of Completion 1/8/13

F 4D 48325 EFFECTIVE
ADMINISTR TION/RESIDENT WELL-BEING

1t i the policy of this facility to be

inistered in a manner that enables it to use
its resources effectively and efficiently to attain
intain the highest practicable physical,
mental, end psychosocial well-being of sach
resident.
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i 1.  The attending physician and the family of -
F 431 | Continued From page 104 F 431 resident #1 was notified on 10/17/12 by
: revealed the NS had been unaware there were LN #3 of the change in condition related
N R X {0 the wound on the lel} great foe, See
medications in the cabinet and stated the 1
medications should have been sent home with sttackmen
the resident's families. The NS steintec{ she,was The attending physician was notified on
unayvare who had placed‘the medications in the 10/18/12 via fax by Mary Amms, DON
cabinet. The NS the facility had not assigned any that resident #1 was being sent transferred -
particular staff persan to monitor the medication to KDIMC to the physician that had
cabinets to ensure medications brought info the previously done surgery o her other fog.
facility by family members were sent home with See Attachment #2
the families.
' Mery Arms, DON began reviewing the
b An Interview conducied with the Direcior of medical record of resident #1 on 10/18/12
| Nursing (DON) on 11/01/12, at 11:10 AM, - and confinued reviewing and investigating
| revealed the DON had not been aware on 10/19/12,
' medications had been placed in the cabinet. The
’ DON also stated, in accordance with fadiiity The attending physician was notified on
policy, ths medications shouid have been sent 10/21/12 via fax thet the resident had
home with the resident's family members. The missed the appointment fo the wound care
DON stated she was unsure who had placed the alinic by Mary Arms DON. See
medications in the cabinet. Auachment &3
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 The modical recard of residant #1 was
83=E | SPREAD, LINENS seviewed on 10/20/12 by Masy Arms,
The facility must estabiish and malntain an i zgﬁb&:;l:::fmm AppOI(mERtS

Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
o help prevent the development and transmission
of disease and infection. ’

(a) Infection Control Program

Tha facility must establish an Infection Control
Program under which it -

(1) investigates, controls, and prevents infections
in the facility;

(2} Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

The MDS and care plan of resident #1
was reviewed on 10/19/12 by Roberta
Thompson, RN MDS Coordinator.

The family was notiftzd on 10/20/12 by
Mary Atms, DON of the missed
appointments and that we had reported
this to OIG,

Resident #1 has not retumed to this
facikity.
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The care plen for resident #14 was .
F 441 | Confinued From page 105 F 441 reviewed for accuracy on 11/23/12 by
Crystal Cantrell, LPN MDS staff.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation fo
prevent the spread of infection, the facility must
isolate the resident.

Jones-Graty, Ansistant Administrator, -
(2} The facility must prohibit employees with a Mary Arms, DON and Chanity Purcelf,
communicable disease or infected skin lesions 1PN Staff Development.

from direct contact with residenis or their food, if
direct contact will transmit the disease..

(3) The facility must require staff ic wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens :

Personnel must handie, store, process and
trapsport linens so as fo prevent the spread of
infection.

All nursing staff was in-serviced 11/8/12
through 11/23/52 regarding following the
resident care pian and transfesring
residents, This was completed by Emily

The charts of all residents having weekly
ouiside appointments for medical
treatment outside the facility were
reviewed to ensore they had not missed
appointments dug to transportation not
being schednied. This was completed by
Mary Arms, DON and Christy Moore, RN
on 10/20/12. There were no other
appointments missed for fatlure to make

This REQUIREMENT is not met as gvidenced
by: .
Based on chservation, interview, and review of
facility policy, it was determined the facility failed
o maintain an effective infectton Control Program
designed to provide a safe and sanitary
environment to prevent the development and
transmigsion of disease and infection for one {1)
of iwenty-four (24) sampled residents {Resident
#14}. Observation on 10/29/12, revealed staff
failed to properly dispose of a soiled dressing

tramsportafion arrangements.

AH corrent residents with mndomly
scheduled appointments were reviewed to
ensuie that transpertation amangements
had been made. This was completed:by
Ora Littte, LPN md Jessica Wireman, RN
on 10/21/12.

On 10/19/12 Roberts Thompson, MDS
Coordinator reviewed the two most recent
MDS assessments gnd Care Plan of all
residents.

On 10/19/12 a skin asseesment was

during a wound treatment, LPN #3 removed a completed on all residents by Heensed
dressing from Resident #14's left foot and placed staff, The staff names are Jeri Frazier
the soiled dressing directly on the resident's bed. LPN, Jessica Amett RN, Heather

Additionally, observation on 10/29/12 of the

Mowerly LPN, Yvette Short RN, Donna
McDowell, LPN and Chrisiy Alien LPN,
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evening meal and of the noon meal on 10/30/12,
reveaied staff sat on resident's beds while
assisting the residents with the meal.

The findings include:

Review of ihe facility's policy tiled Wound

Care/Treatment Guidelines {not dated) revealed identified werc care planncd
dressing supplies were never placed on the appropriately. This was completed on
resident’s Ded. The policy directed staff to bag 10/24/12.

trash from dressing changes in a frash bag and

dispose of the trash in the soiled ufility room, On 10/20/12 the individual wonnd

1. Observation during wound care for Resident
#14 on 10/29/12, at 7:35 PM revealed LPN #2
prepared supplies for the wound care. LPN #2
removed a dressing from Resident #14's left foot.
LPN #2 placed the soiied dressing directly on the
resident's bed. Further observation revealed LPN

on 10/19/12 was given to the MDS
department for review. All residents
identified during the skin aysessments as
heving & wonnd of any kind hed their
individial MDS and Carn Plan reviewed
and revised if needed by Donna Fannin
LPN and Crystal Cantrell LFN (MIDS
Drepartment) to ensare that all skin arcas

moniforing records were reviewed and
compared to the ndividual resident skin
assesgments completed on 10/19/12 to
ensure that all wounds have been
measured and are on a maoniioning shest.
This was completed by Christy Moore,
RN,
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F 441 Continued From page 106 £ 441 A copy of the skin assesements completed

#2 cleansed Rasident #14's ankle wound with
gauge moistened with normal saline. A black
scab detached from the wound during the
cleansing process. LPN #2 placed ihe soiled
moist gauge that contained the black scab on the
resident's bed. Further observation revealed
when LPN #2 completed the wound care, she
removed the soiled dressing supplies from
Resident #14's bed and caried the soiled
dressing to the haliway and disposed of the soiled
dressings in & waste receptacle on the treatment
cart.

interview on 10/29/12, at 7:45 PM with LPN #2
revealed she was knowiedgeable of the
requirement to bag soiled dressing in a frash bag
and stated she shoulg not heve placed the soited
dressings on Resident #14's bed. LPN #2 stated
the treatment cart did not contain a trash bag and

AH arcas identified on the individual
resident skin assessments completed on
10/19/12 were compared to the individunl
ircatment MARS to ensure that treatinents
were ordered if pecessary to all identified
areas. This was compleied by Christy
Moore RN on 10/2(/12,

Any new areas or areas in question
(identified on the individual skin'
assessments completed on 10/19/12} were
reviewed, re-measured if necessary and
placed on a monitoring sheet New orders
were obtained for newly identified areas.
This was completed by Christy Moore RN
on 10/28/12.

All prysicimms were notified via fix on
10/22/12 of their respective residents
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she faiied to take the fime to restock the cart.

Interview with the Director of Nurses (DON) on
110112, at 2:30 PM, revealed siaff were trained
io never place soiled items on resident beds. The
DON stated to prevent transmission of germs;
staff was required to take a garbage bag in the
resident's room for disposal of the soiled dressing
and should discard the garbage bag in the waste
receptacie on the treatment cart.

2. The facility failed to provide a policy relaied to
staff sitting on resident's bed; however, according
to the Nursing Assistant Education website
(www.nursingassistanteducation.com), siting on
resident's beds could "spread infections to
patients and residents from our uniform.*

Observafion of the evening meal on 10/28/12

(X4 11 SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
wounds, the type and location. This was
F 441 | Continued From page 107 F 441 completed by Christy Moore, RN. See

attachment #4

Gn 10/28/12 and 10/29/12 all physicians
were notified of all wounds and the
current trestments for the wommnds of theic
rspective residents using the WOUND
NOTFICATION FORM. They were
asked fo sign and return. This was
completed by Christy Mooze, RN. See
attachment #5

A complete skin assessment was
cotapleted on all residents to ensure that
all skin issues (with special focus on
wounds) have been identified and
docimented. These assessments were
completed over a four (4).day period on
11713412, 11584712, 11/15/12 and
11/16/12 by Mary Arms DON, Christy
Moore RN,

reveaied staff delfivered dinner trays to residents
that remained in their rooms for the evening
meal. Observation revealed CNA #4 siood,
during part of the meal, beside unsampled
Resident J as she fed the resident. Further -
observation revealed CNA #4 sat on Resident J's
bed to finish feeding the resident the evening
meal.

CNA #8 was observed {0 deliver a meal fray to
unsampied Resident K. CNA #8 was observed fo
sit on Resident K's bed to feed the resident.
Continued observation of the evening meal
service, revealed CNA #9 assisted unsampled
Resident { with the evening meal. CNA #3 was
observed ic sit on the resident's bed o feed the
resident.

Observation of the noon meal on 10/30/12,

Ashiey Maggard LPN, Teresa Xidd BNV,
Jesgica Amett RN, Yvetie Short RN, and
Boanie Prater, LPN,

On 11/25/12 the pliysicians were notified
agein of all wounds and‘the crrent
ireaimenits for their respective residents
asing the WOUND NOTIFICATION
FORM. This was campleted by Christy
Moore, RN, Sce attachment #6

The families of all residents with any type
of wound were contacted 1o ensure they
were aware 0f the wound and treaiments
ordered. This was completed on 11/20/12
by Anne Caidwell ADON, Chanity
Purceli LPN, Christy Moore RN md
Brenda Humphries RN,
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the noon meal.

Observation of the noon meal service on
10/30/12, at 12:55 PM, revealed CNA #14 was
observed 1o sit on Resident #8's bed while
ceniinuing fo feed the resident the meal.

Interview on 10/30/12, at 12:50 PM with CNA #5,
revealed staff should be at eye level when
assisting residents with meals. CNA #5 staied
staif was not permitted to sit on resident's bed if
the resident occupied the bed. CNA #5 stated
Resident | was sitting in .a wheelchair for the meal
therefore, it was acceptable for the CNA 10 sit on

ihe resident’s bed. CNA#5 stafed she recallad

assighment sheets were reviewed to
ensure that resident care needs were
identified and that assignment sheets
reflect how care is to be provided to each
resident. This was completed by Roberta
Thompson, MDIS Coordingtor and Crystal
Cantrell, LPN MDS Staff onl2/29/12.

The nurse’s notes for all residents were
revigwed Tor the ntonths of October,
November and through December 15,
2012 fer documeated chenpes in resident
comndition and physician and family
notification. This was completed by Mary
Arms DON, Amnz Caldwell ADON,
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A 1esident transfer andit was completed
TID)
F 441 Continued From page 108 F 441 on 11/15/12 by Mary Avms, DON and
revealed CNA #5 delivered a meal tray io Emd? Jones Gray, Ass t.
: A \ Administrator. Ne other residents were
: Resident I. CNA #5 sat the tray up for Resident |, identifiod 85 boing affected.
who was sitiing in a wheeichair. CNA #5 was 0§
observed to sif on the resident's bed to assist with At CNA resident care plans and

being taught in nurse aide training to piace a
towel bn the resident's bed prior to sitting on the
bed to prevent staff from spreading germs.

Interview on 10/30/12, at 3:10 PM with CNA ##4,
revealed staif were permitted to sit or stand at the
residents’ bedside. CNA #4 stated if siaff sat on
resident beds, germs could be spread from one
residents’ bed to ancther bed fram staff clothing.

Interview on 10/30/12, at 3:15 PM with CNA #8

stated she had been empioyed at the facility for
three years and had always sat on resident beds
during meals. CNA #8 stated “afier thinking about
it, it was "kinda gross" because germs could be
spread from my uniform"”.

Interview on 10/30/12, at 3:20 PM with CNA #9
staff were permitted to stand ar sit when assisting

Emily Jonzs-Gray Assistant
Administrator, Brenda Hamphries Quality
Assurance, Kathy Meadows Social
Services, Misty Penmington Social
Setviees und Marie Penninpton Activities
Darector,

If it could not be determined by reviewing
the anrse’s notes that the Tamily and MD
wese notified of changes in resident
condifion then the MDD and family were
contacted regarding the change. The
respective pbysicians were faxed by Mary
Atms, DON on December 18- 19, 2012
{n ensure that they were aware. None of
the physicians responded back to the
acility jodicating that they were
anaware of any of the docomented
changes in the resident condition,
Families were contacted on December 14
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— 16, 2012 by Annn Caldwell, ADON,
F 441! Continued From page 109 F 441 Chﬂflitﬁ’ Parcell, LPN, Emily Gray,
residents with meals. CNA #2 stafed staff wera Assfsm Afjmm ‘mmf’ Kutity M“dm
not permitted to st in resident's wheelchairs and Sootal Servicss, aud Misty Penuington,
. Social Services to casure that famifics
probably should not sit on b.ed because could were aware of documented changas i
spread germs from one residents’ bad to another. resident condifion. There was one
documenied change in one resident that
Interview on 10/30/12, at 3:30 PM with CNA #6 the Zamily wes unaware aof
revealed staff could sit or stand to feed residents.
CNA #6 stated because she was short in statue, All accident! incident reports for
she had to stand at residents' bedside when September, October and through
feeding for the resident to-have full view of her. November 23, 2012 were reviewed and
CNA #€ stated sitting on the bed could cause compared to the resident record to ensure
cross contamination and spread germs from that the MD and famity had been notifted
resident's beds. This was completed by November 23,
2012 by Mary Arms, DON,
An interview conductad with CNA #14 on
10/30/12, at 1:00 PM revealed she could either sit On 11/5/12, 11/6/32, 11/R/12, 11012,
or stand to feed a resident and had never been 11/10/12 and 11/16/12 Mary Arms, DON
told it was uracceptable to sit on a resident's bed observed treatments provided io 8
when feeding a resident. However, the CNA residents, Staff followed MD orders
acknowledged it was not a good idea to siton a during the treatments. No ofher residents
resident's bed due to the risk of spreading germs. were identificd
interview on 11/01/12, at 9:00 AM with the
infection Contral Nurse revealed staff was.not LEN #1 was terminated on 10/18/12 by
permitted to sit on resident's bads. The Infection Mary Arms, DON.
| Control Nurse stated germs could be spread from ) o ]
resident fo resident and staff could be in contact LPN #3 was given a disciplinary waming
R . . . ' and placed on probation On 10720/12 by
with germs from a resident’s bed. Mary Amms. DON
F 490 | 483.75 EFFECTIVE F 490 wy * .
ADMINISTRATION/RESIDENT WELL-BEING The surse side was counssled on

58=J

A faciiify must be administered in a manner that
enables it to use its resources effectively and
sfiiciently to aftain or maintain the highest
practicabie physical, mental, and psychosocial
well-being of each resident.

following the plan of care for Resident
#14 and given ¢ disciplinary a-waming on
4/20/12 & = yesult of the facility
investigation. This wes completed by
Mary Arms, DON. The nurse aides last
day of employment with the facility was
42112
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F 480 | Continued From page 110 F 480 The facikity process for making

This REQUIREMENT is not met as evidenced
by: : .
Based on interview, record review, and faciiity
policy review, it was determined Administration
failed to ensure the facility was edminisiered in a
manner that enabled its resources {o be used
effectively and efficiently to attain or maintain the
highest practicable physical wellbeing for two (2)
of twenty-four (24) sampled residents (Resident
#1 and #14). The Administrafion failed to ensure
policy and procedures were implemented for
wound care. Facility sfaff noted on 08H2/12,
Resident #1 had a wound on the left great toe.
However, Administration failed to ensure facility
staff assessed and documented Resident #1's
wound on a weekly basis in accorgance with
facility policy and protedures; failed fo ensure
necessary care and services were provided fo
Resident #1's wound in an effort to aide healing:

fransportation asrangements for outside
appointments was reviewed by Deboran
Fitzpattick, Admiristeator and Mary
Arms, DON on 10/19/21.

The facility transportation policy was
reviewed and revised on 10/19/12 by
Deborsh Fitzpairick Administrator end
Mary Amas, DON on 10/19/12. The
Medical Director is in agreement. See
atitnchment #7

A transportation log was developed to
track appeiniment and transportation
arrangernents. This was completed by
Deborzh Fitzpatrick, Administretor, Mary
Arms, DON and Christy Moore, RN an
10/20/12, See attnchmenit #8

An insfruction sheet was developed as a

failed fo ensure arrangements had been made fot
Resident #1 to be assessed at a Wound Care
Cliniz (WCC) as ordered by the resident’s
physician; and failed ic ensure the physician was
noiffied of a significant change in the wound on
Resident #1°s ieft great fos. Documentation
revealed the wound. on Resident #1°s 1eft great
toe worsened and on 10/20/12, the resident's foe
was amputated. (Refer to F157, F282, and
F309].

in addition, Administration failed o ensure policy
and procedures were implemented related to
care plans. Nurses failed to follow the care plan
for Resident #14 to ensure adequate assistance
was provided during the transfer and, as a result,
Restdent #14 sustained an injury o the left ankie
that required wound care. {Refer fo F282 and
F323).

guide for staff in making appoiniments.
This was compleied by Mary Amms, DON
on 102012, See attachment #9

A fist of trensportation services, phons
numbers, required forms and special
requirements ‘was developed as a guide for
staff in making appomtments. This was
completed by Mary Arms, DON on
"1020/12. See atnchment #9

The system vsed to keep the appointment
information and fransportation
arrangements wes reviewed and revised
on 10/19/12 by Deborah Fitzpatrick,
Administrutor and Mary Arms, DON.
Two books hed been used 10 make
appointments. The books were combined
into one book. Each nursing mit has an
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appointment/ransportation book with the
F 490 | Continued From page 111 F 450 following: items:

Administration also failed to ensure the Quality
Assuranca (QA) Committee identified quality
deficiencies and implemented corrective actions
related to weekly wound assessment/care.
(Refer to F520).

The failure of the facility to ensure the factlity was
adminisiered in & manner that enabled its
resources to be used effectivety and efficiently to
attain cr maintain the highest practicable physical
wellbeing placed residents at risk for serious
injury, harm, impairment, or death. Immediate
Jeopardy was idenified on 12/11/12, and
determined to exist on 10/15/12. The facility was
notified of the Immediate Jeopardy on 12/11/12.

The facility provided an acceptable credibie

Aliegation of Compliance (AQC) an 12H3/12, with

»  Transpodation Policy

«  Instructions for making
appointments.

=  Phope numbers for the
transportation services and
notification requirements of
each service.

»  Transportation Log

=  Appoinment Calendar

»  Transportation Forms

Licensed staff were in-serviced on
resident assessment, measoring wounds,
freatments and documentsmion, physician
and Tatnily notification, policies and staff
responsibility in schednling transportation
to appointments, makmg arangements,
the transportation jog; transportation
policy and the new transportation books
for sasier vsg, These were completed

the faciiity alleging removal of the immediate
Jeopardy on 10/25/12. Immedizie Jeopardy was
verified to be removed on 10/25M2, as alleged
prior to exiting with the facility on 12/13/12, with
remaining noncompiiance at 42 CFR 483.75
Administration, with a scope and severity of "D,
while the facility develops and implernents a Pian
of Correction and the facility's Qualily Assurance.

The findings include:

Review of the Tacility policy entitled "Change in a
Resident's Condition or Status” (undated}
revealed the fagcility was to notify the regident's
attending physician and representative of
changes in the resident's condition/status. The
policy revealed Nursing Services would be
respansible for notifying the resident’s attending
physician and representative when there had

onl1(/19/12 thru 10/21/12Z by Mary Anms
DON, See nttachment #10

Pressure Ulcer Documentation Guidefines
werp given {o staff as handouts during the
in-service,

The Pressure Ulcer Documentation
Guidelines were placed in the wound care
monitoring book for reference. This was
completed by Mary Arms, DON and
Chisty Moore on 10/19/12 thyu 10/21/12,
Sce attachment 210

The Pressure Ulcer Policy was reviewed
oo 10/21/12 by Mary Arms DON and
Deborzh Fitzpatrick Administrator with
no changes, The Medical Director is in
agreement. See Attachment #11
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The Wound Dacomentation Policy was
F 490 | Gontinued From page 112 F 450 reviewed and revised. The Medica!

been a significant change in the resident's
physical status, when there had been a need o
alter the resident's freatment significantly or when
deemed appropriaie in the best interests of the
resident. The review further reveaied ail
nofifications should be made as soon as
practical, "but in no case shall such notification
exceed twenty-four (24) hours.” The policy also
revealed, "All changes in the resident's medical
condition must be properly recorded in the
resident's medical recard in accordance with our
charting and documentation policies and
procedures"

Review of the facility policy entified "Skin Carg"
revised September 2001, reveaied staiff were to
measure and record wounds on a weekly basis.

Review of the faciiity palicy snfitled "Wound

Dircctor is in pgreement. See sttachment
#12

A new wound monitoring sheet weas
created by Deborah Fitzpatrick
Administretor o 10/24/12. This will be
used for all wound documentation. See
Attachment #13

On H0/24/12 the Assistant Adeministrator,
Emity Jones-Gray began in-servicing all
licensed staff on how to utilize the revised
Wound Docomentation Fiow Shest, The
Asgistant Administrator also placed an
instruction sheet in the Wound Care bocks
at each nursing station to inform stafT oa
how io utjlize the revised Wound
Documeniation Flow Sheet and that all
wounds shonld be measured and
documented weekly. This was completed

Documentation” undated revealed pressure
ulcers, diabetic ulcers and other wounds shouid
be measured wsekly by licensed staff. The policy
revealed documentation shouid include wound
location, stage, size, tunneling, undermjning,
necrofic fissue, sloughing tissue, eschar,
drainage, granulation, description of surrounding
fissue, pain, and support surface, Review further
revealed if the wound did not show improvement
or there were changes {such as warmth, redness
of surrounding fissue, necrotic tissue or odor) the
physician should be notified.

Review of the faciiity policy entitied
"Transporiation Policy” dated May 2008; revealed
staff would assist residents by making
transportation arrangements for resident's
schéduled appoinirments. The review revealed
nursing staff was responsible to make

on [Q/24/12,

A Wound Nofification Form was
deveioped on 10/28/12 by Dr. Charles
Hardin Medical Director, Mary Anms
DON end Deborah Fitzpatrick ¢
Administrator. This form wilf be used 1o
notify the sttending physicians” bi-weekly
of their pespective resident wounds,
condition of the wounds and current
treatrents. See Attachment #14 (1)

The Wonnd Notifieation Forn was
revised on 12/14/12 by Mary Armg, DON
und Deborah Fitzpatrick, Adminisirator fo
inchude 2 space for messurements,
instructions to notify family of any
changes and a place to document famity
member nofifiesd. The Medical Director is
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iransportation arangements as soon as they
were aware of the resident's appointment. The
policy further revealed staff should maintain a
record of appoiniments should obtain
confirmation of transportation arrangements and
should check the appointment book daily to
ensure appointments were kept.

1. On 09/12/12, facility staff assessed Resident
#1 and noted the resident had a scabbed area on
the left great tos, the resident's physician was
notified, and orders were received for wound care
treaiment and to arrange for the resident to be
assessed at 2 Wound Care Clinic (WCC).

Resident #1 was seen at the Wound Care Clinic
(WCC) on 09/13/12, 09/20/12, and staff was to
scheduie a follow-up appointment for Resident #1

fo be seen in the WCC on 09/27/12; howsver,

In-services for nurse aides end ficensed
steff were held starting on 11/8/12 and
completed on 11/23/12. The in-services
included following the plen of care for
individual residents, transferring residents
and taming and repositioning of residents,
and Infection control.

Restorative nursing care related to iuming
and repositioning. These in-services were
given by Emily Jones-Giray, Assistant
Administrator end Chanity Purcell, Staff
Development. See Attachment 24

Licensed staff were in-serviced reganding
notification of change, canses of skin
breakdown, Braden scalke, nutriiion in skin
. breakdown, risk factors for skin
breskdown, how to write a complete

Py D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORRECTION xa)
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) in agreement with the revision. See
F 490 : Continued From page 113 F 490 Attachment #14 (2)

staff (Licensed Practical Nurse [LPN] #1) failed fo
arrange transportation for the resident's foliow up
appoirtment on 09/27/12, and, as a result, the
resident did not receive an assessment/freatment
.on that date by the WCC.

An interview on 10/24/12, ai 4:30 PM, with LPN
#1 revealed the nurse had been responsibie to
make arrangements for Resident #1's
transportation to appointments. LPN #1 stated
she could not recall why she faiied to make
transportation arrangements for Resident #1's
follow up appointment on 09/27/12 to the WCC.

On 09/28/12, (15 days after the assessmant of
the wound on 08/13/12) staff documented an
assessment of the wound on Resident #1's ieft
great {oe and noted the wound was red with pink
surmounding fissue measuring 1.4 centimeters

treatment order, assessing, staging and
measuring wounds, weekly summearies
end skoin assessments, the new wound
monitoring sheet, propar disposal of

) sotled dressings, proper procedure

J required in completing a
treatment/dressing change, storage of
medication with focus on Mycalcin spray,
procedure for returning home meds 1o
famity, entering medication
arders/following physician orders,
tramscription of high risk medications, 2
second nurse should review all pew and
readmission orders. This in-service was
giver by Mary Arms, DON on 11-08-
2012 snd wes completed on 11/23/12,
See attachment #15

Licensed staff were in-serviced 2 second
time on the same information contained in
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the in-service completed on 11-23-12,
F 490 | Continued From page 114 F 490 Attachment #15 This in-service was

{cm) X 0.2cm X 0.1 cm.

Although facility staff documented treatmants
were adminisfered to the wound on Resident #1's
left foot from 09/28/12, to 10/16/12, facility staff
failed to document an assessment of the wound
until 10/17/12, ninetean (19) days after the
previous assessment of the wound on 08/28/12.
A review of the nurses notes dated 10/17/12,
revealed the wound to ihe resident's leff toe had
an odor was draining.

The Minimum Data Set (MDS) Assistant revealed
in an interview that she had conducted an
assessment of Resident #1 on 10/15/12, and the
resident's oe was moist with biack necrotic
tissue, brown purulent drainage, a foul odor, and
redness to the first joint of the toe. The interview
revealed the wound status was repored to LPN

conducted on en individuat basis for some
steff and/or very small groups for others
with more staff interaction encouraged. A
form was developed so that each staff
attending the in-service initialed each item
{as it was discussed/expisined) an jtem
was discussed indicating that they
undersiood. Steff were asked if they had
questions and if so &l items in guestion
were discussed prior o their initialing.
In-servicing started on 12718/12 and will
be completed on 1/7/13 by Mary Arms,
DON. .

A treatment nurse wasg hired on 10/24/12,
Her name is Tracy Thompson end she is
an LPN. She will work full time as a
trextment nurse five days per week.

Christy Moore, RN o current employee

#1 to report to the resident's physician; however,
the physician was not notified of the change in the
resident's condition on that date.

Documentation revealed LPN #1 assessed
Resident #1's wound on 10/18/12, and
documented the wound was red and infiamed,
had a yellow stoughing and an odor, and was
necrotic. Resident #1 was transported to an
acute care facifity on 10/18/12, and the resident's
left great toe was amputated on 10/20/12, due to
"wet" gangrene,

Interviews on 10/23/12, at 6:15 PM and on
11701412, at 2:35 PM with the Director of Nursing
{DON) revealed a resident's wound should be
assessed/measurad and documented at least
once a week. The interview revealed although
the faeiiity did not conduct audits to ensure

will also work 2 deys a week as a
trestment norse. There will be 8
designated treatment nurse 7 days a week,

The treatment nurse will adminisicr
treatrents on all wonnds Stagh 11 or
greater (inclndes diabetic or stasis ulcers),
monitar wounds deily for chemges,
measure wouruds weekly, docoment daity
on wounds or surrounding skin {of thase
wound with treatmenis order other than
daily), noiify physicians bi-weekly of all
resident wounds and condition of each
wound, monitor daily to see that
docomentation is being completed as part
of CQL

Certified Medication Aides will no Jonger
be aliowed to do freatmenis to skin
effective 10/25/12.
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F 490 | Continued From page 115 F 490 A wound care seference guide hes beco
. . . placed on each treatment cast as a
physicians were notified of a change in a .
. . . ) reference for sppropriate
res!dents c.onditlmn‘ [|cn?r]sed nurses were to. treatment/products for spesific wound
not!fy a remdenits physician of any changes in the types. This was completed on 11/5/12 by
resident's condition. The DON stated the nurse Mary Arms, DON. See sttachment #16
caring for the resident was responsibie for ' :
making transportation arrangemsants for The MIS Nurses wili document the B
resident's appointments. results of their skin ascessmenis in the
resident’s medical records. Roberia
Interviews on 10/23/12, at 615 PM and on Thempson, MDS Coordinator witl bs
11/01/12, at 3:45 FM with the Administraior responsiblie to ensure this is completed.
revealed when a wound was identified, the nurse 11/23/12 :
was required to notify the resident's physician,
obtain orders for treatment, assess/maasure the ’
wound, and document the assessment on the On 10/21/12 Meary Arms DON notified
Wound Evaluation Flow Sheet. The Administrator Dr. Charles Hardin Medical Director of
revealed the facility had monitored a sampie of the missed appointment of resident #1, the
charts on a monthly basis to ensure staff change in. condition related to the wound
conducted physician notification for all change in and fﬂf‘lure ofITP.N #1to non..fy the
resident condition; however, the Administrator attending pirysicien and family.
:tated the mo'mtonn.g had Lteen disconfinued due On 10/28/12 & mesting wes held with D,
o staff compliance in meeting the goa! . ) ;
established. The Administrator also stated the Charies Hardin, Medicel Director, Mary
. \ . Arme, DON and Deborah Fitzpatrick,
nurse caring for Ths': resident was responsible for Administrator 1o discuss the issues
¢ malklng transpolﬁaﬁon arrangements for the / jdéntified in the current survey and
resident's appointments. : Quality Improvement related fo
: assessment, wound care, documestation,
An interview on 10/25M12, at 11:30 AM with phiysician and family notification and
Resident #1's Primary Physician confirmed she transportation to appoutments. -
had not been inforrmed of the decline in the status
of Resident #1's wound unit 16/17/12. According The Medical Director reviewed all the
to the physician, she expected the nurses to initial physician notification reganding
foliow physician's orders, to assess the resident's wounds fhat wes sent on 10/22/12. See
wounds while performing wound care and {o be aitachment #4
notified of any changes in the wound.
A Quality Assarance mrse was hired on
2. Arreview of the facility's policy iitled, Gare 11/19/12 and will work under the
Plans-Comprehensive {revised 10/20/08) supervision of the Director of Nursing to
{ revealed it was the policy of the facility fo develop
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a comprehensive care plan for each resident that
inciuded measurable objectives and timetables to
meet the resident's medical, nursing, and
psychosocial needs, Further review of the policy
revealed the comprehensive care plan had been
designed to incorporate identified problem areas,
and to prevent declines in the resident's
functional status and/or functional level. The
policy revealed the Cerfified Nursing Assistant
{CNA) care plans were developed from the
comprehensive care plan and would identify
specific care area needs and approaches
necessary for the CNA to provide daily care fo
individual residents.

The facility assessed and identified in a plan of
care that Resident #14 required the assisiance of
a minimum of two staff for transfers. However,
on 04/09/12, one staff person transferred the

A QA subcommitiee wes formed by
Dehorah Fitzpatrick, Administrator and
consists of the department managers. The
committee meets weekly and reviews the
results of the recently developed
micnitoring tools to improve the fcility’s
QA program, This will be oogoing. The
results will pe reported quarterly throngh
CQI by the person completing the audits,

The CQI skin monitoring shest for
pressure ulcers was rovised by Emily

Grey Assistant Administrator an 11/20/12,

Twelve (12) charts will be reviewed
montily. This also Incindes notification
of pbysician and famlly. This will be
completed by the Quality assurance nurse
or other mursing steff assigned by Mary
Arrog, DON. This will be ongoing. All

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETION
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DEFICIENCY)
provide quality assurance menitoring
F 480 | Continued From page 116 F 490 specifically for the nursing depestment.

resident from the bed to a wheeichair and the
resident sustained a soft fissue injury to the leit
ankle after reportedly hitting his/her ankie on the
wheelchair. As a result of the injury, Resident
#14 required evaluation at an Emergency
Department on two separate occasions. On
04/09/12, Resident #14 was transferred io the
Emergency Department for evaluation due to
swelling, pain, and redness of the left ankle. On
04/18/12, Resident #14 experienced swelling of
the ankle, increased pain (refused for staff to
touch the ankle), and had developed a necrotic
area at the injured site. On 04/18/12, Resident
#14 was again transferred to the Emergency

| Departrnent for evaluation, was diagnosed with

celiulitis, and was prescribed an antibiotic
freatment. In addition, on 04/26/12, a hematoma
formed at the injured site and wound care was
required for the left ankle.

results will be reported quarterly theough
CQI by Emily Jones-Gray, Assistant
Administrator. See Attachment #17

A SKINWOQURD Q1 LOG was ordered
and wilf be used tof track wounds (Facility
acquired or admitted with), type of
wound, interventions and physician and
Tamily notification. This will be
completed weskly by Emily Gray,
Assistani Administrator of a designee.
This will bt ongoing. All results wilf be
reporied guarterty through CQI by Emity
Jones-(itey, Assistant Administrator. See
Aftachment #18

All weekly nursing summaries will be
tumed in to Mary Arms, DON. Mary will
monitor for completencss. The weekly
summary includes a skin assessment.
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_ This started on 10/22/12 and will be
F 490 | Continued From page 117 F 490 ongoing,

The Director of Nursing (DON) stated in an
interview on 11/01/12, at 2:30 PM, that staff
members were required to follow the resident
plan of care. The DON confirmed Certified
Nursing Assistant {CNA} #15 failed fo foliow the
plan of care and transferred Resident #14 from
the bed o & wheelchair without assistance and
Resident #14 sustained an injury to the laft ankle.

3. Areview of the facility's policy titled "Quality
Cantrol,” {(undated) revealed the facility had a
qualily control program that that ideniified specific
deficiencies, measured the level of quality
services by each depariment, and continually
furnish information that would aid the facitity in
taking correciive action for problams that wers
identified, n addition, the policy revealed quality

A tracking form was developed an
10/25/12 by Mary Amms, DON to use
in moenitoring when wezkly
summarijes arc due for each resident.
See Attachment 419

Mary Arms, DON will review all
weekly nursing summaries for
completeness. She will review the
skin asscssment. She will then
perform a skin assessment on the
tesident and compare this to the ene
completed on the weekly summary to
ensure that the resident skin is
assessed correctly, This will be
completed for 4 weeks at 100% until

gonirol records wouid be maintained and wouid

be discussed quarterly during commiitee
meefings. The policy also stated any ifems
requiring corrective action would be discussed
with the Administrator as they arose.

A review of the facility's Resident Roster Matrix
revealed there were nineteen (19) residents in the
facility with wounds. A review of medical records
for ten (10} of the residents (Residents #2, #3,
#4, #5, #8, #7, #6, #9, #12 and #14) wiih wounds
revealed facility staff had not always conducted a
weekly assessment of the wounds in accordance
with facility policy.

An interview with the Assistant Director of Nursing
(ADON) on 10/23/12, at 7:10 PM and with
Registered Nurse (RN) #2 on 10/23/12, at 7:30
PM reveaied they had the responsibility to
perform Cuality Assurance {QA) activities related

11/25A12 and then re-gvaluated. The
QA nurse will assist Mary Arms,
DON in the review of the weekly
summaries and the weekly skin
assessments after 11/19/12,

If there are no problems jdentified
then the percentage of review will
decrease to 50%,

All weekly summaries will continue
to be reviewed at 100% for
completeness and that a weekly skin
assessment was compleied on all
residents. Fifty percent (50%) of all
residents will have their skin
reassessed by Mary Arms, DON or
the QA nurse and compared with the
ong on the weskly nursing summary
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to resident wounds and acknowledged staff had
not always documented skin assessments of
wounds on a weekiy basis. The ADON and RN
#2 stated they failed to ensure their findings were
reported to the QA committee to ensure
corrective actions were identified in an effort to
prevent wound deterioration and promate wound
healing. '

An interview on 11/01/12, at 1:10 PM with the

Assistant Adminisfrator revealed she was also the

QA Coordinator. The Assistant Administrator
stated she had not been infarmed that the weekly
wound assessmentis had not been conducted.

An interview on 10/25/12, at 5:45 PM with the
Administrator revealed the facility monftored

wound care by conducting Continuous Quality
Improyement (CO1) .of wounds, The interview

(41D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION §HOULD BE COMPLETION
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DEFICIENCY)
to ensure that the skin is assessed
F 480 | Gontinied From page 118 F 480 correctly, This will continue for 4

weeks or unti] 12/25/12 and then be
re=cvaluated.

If there are no problems identified
then the percentage of teview will
decrease to 8 residents per week. All
resident weekly nursing summaries
will be reviewed at 100% for
complcteness and that a weekly skin
assessment was completad on all
residents. Fight (8) residents per
week will kave their skin reassessed
by Mary Arms, DON or the QA
nurse and compared with the one on
the weekly nursing summary to
ensure that the skin is assessed

comectly. This will comtinue for 4
months and then be re-evaluated

revealed facility policy was for the nurses to
assess wounds once a week and record the
assessment on the Wound Flow Sheet and the
wound logbook. Accerding to the Administrator,
she was unaware nurses had not conducted
weekly wound assessments uniil the facility
initiated an investigation into ihe deterioration of
Resident #1's wound, or that all resuits of staff
rmonitoring, including wound care assessmenis,
had not heen reported to the QA commitiee.

**An acceptabie Allegation of Compliance (AOC)
related fo the Immediate Jeopardy {IJ} was
submitted by the facility on 12/13/12, which
alleged remaval of lJ effective 10/25112. An
Extended Survey was conducted on 12/11-13/12,
which determined the | was removed on
10/25/12 as alleged.

See Attachment 19

Mary Arms, DON or the QA nurse
will review the skin assessments on
new aef:nissions mmd readmissions.
They will then assess the resident
skin and compare with the skin
assessment 1o ensure that all areas
have been identified properly and that
the staging and measurements are
acourate, the family and MD were
notified, the appropriate treatrent is
in place and that alf areas have been
placed on the wound monitoring flow
shest and monthly log. This will
continee for 6 months and then will
be re-evaluated. The findings wili be
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reported quarterly throngh CQI by
F 490 Continued From page 119 F 490 Mary Arms, Don. See attuchment

—A review of the AOC revealed the following:

On 10/19/12, the DON reviewed Resident #1's
medical record and continued to investigaie.

Initiated on $0/18/12 and completed on 10/21/12,
the DON in-serviced all licensed staff regarding
the foliowing: 1) assessment, measuring,
treatments and documentation of wounds, 2)
maintaining accurate medical records, 3}
physician and responsible party notification of
change in condition, 4} scheduling appointments,
5} making transportation arrangements, 6)
uiiiizing the transportation log, 7) the revisions to
the transportation policy/procedures.

On 10/19/12, the Administrator and the DON
reviewed and revised the facility's transportation
policy and procedure. The Medical Director was

#20

The Braden scale is completed on

" Admission, Re-admission and chanpe

in condition by the licensed murses.
for 4 weeks, Roberta Thompson,
MDS Cooprdinator wiil monitor as
part of CQT the completion of the
Braden Scale by Licensed staff. Any
frilure to complete the form will be
reported to the DON for corrective
action, The results of the audit will
be reported quarter]y through CQI by
Roberte Thompson, MDS
Ceordinator, This will be ongoing,
See Attachment #21

As part of COT the transportation logs

in agreament with the revision of the policy. The
revisions included combining the appointment
book and fransportation book into one (1) book.
The book is kept at each nurses’ station and
contains the following: 1) Transportation Policy, 2)
instructions for making appointments, 3} Phone
numbers of each transportation service and
notification requirements for each service, 4}
Transportation Log, 5} Appointment Calendar,
and 6) Transportation Forms,

On 10/20/12, the Adminisirator, the DON, and RN
#2 developad a Transportation Log to track
appointmenisfiransportation arrangements and
an insfructional sheet as a guide for staff for
making appointments, where forms are located,
diffarent transportation ssrvices and contact
information which will be kept in the front of the
Appointment/Transportation books for staff

will be reviewed weekly by Emily
Gray Assistant Adminisirator, or a
designee to ensure that transporiation
arrangements are being made. This
began on 10/26/12 and will be
continions. Amny issues identified
will be reported immediately to
nursing administration for correction.
All fmdings wiil bz reported
quarterly through CQI by Emily Gray
Assistant Administrator. See
attachment #22

The MDS Wurses will document the
resulis of their skin assessments in
the resident’s medical records. The
MDS Nurse will complete a CQI

{
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reference.

On 10/21/12, the Administraior and the DON
reviewed the facility’s Pressure Ulcer policy and
the Wound Documentation policy and no
revisions required. The Medical Director was
also in agreement.

On 10/21/12, the DON notified the Medical
Director of the issues identified related o the
investigation of Resident #1's wound and missed
appointment with the WCC. The Medical Director
was also notified and in agreement with the
facility's corrective measures taken.

On 10/22/12, RN #2 notified each physician of
their respective resident's wounds addressing the
stage and location of each wound after the
facility's Medical Director had reviewed/signed

(¥4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X5}
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- Skin Commumication Sheet with the
"F 490 | Continued From page 120 F 490 resnits of their skin assessment as

well. A copy of the Communication
Sheet will be given to the Staff Nurse
for the resident and a copy of the
sheet will be given o the Director of
Nursing. This is a CQI
conynuaication tool. This began on
11-23-2012. All findings will be
reported quarterty through CQI by
Roberta Thompson, MDS
Coordinator, This will be ongoing,
See attachment #23

A form was created on 11/23/12 1o
use in evaluation of treatment
procedures perforrned by licersed
staff regarding following physician
orders and the resident plan of care.

This was developed by Mary Arms

each physician's notification.

The Administrator formed a QA subcommittee
which consists of each depariment
head/manager thai will meet weelkly fo review the
monitoring fools recently developed o improve
the facility's QA program.

The Assistant Administratar/QA Caordinator will
report all monitoring results in the quarterty CQi
meetings.

~The surveyors validated the corrective actions
taken by ihe facility as follows:

Interview an 12/12/12, at 4:40 PM with the DON
and review notes dated 10/19/12, revealed the
DON reviewed Resident #1's medical record
investigaling the resident's wound and

DON and Deborah Fitzpatrick
Administrator. See Attachment
#33

Four (4) treatments per week will be
observed by the QA rurse o ensure
that the individual resident care plan
end physician orders are being
foliowed and soiled dressings are.
disposed of per facility policy. This
will be compieted for 6 months and
then re~gvaluated  This started an
11/27/12. The results of the audits
will be reported weekly in the QA '
meeting and Quarierly through CQI
by Ermily Jones-Gray, Assistant
Administrator, QA Coordinator or the
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QA nurse, This audit may be
F 480 | Continued From page 121 F 490 delegated to other staff in the fature.

appointment issues. ‘

A shifi report review will be
Interview on 12/12/12, at 4:40 PM with the DON compleied at least 3 times weekly
and review in-service records dated 10/18/12, and compared with the resident
through 10/21/12, revealed the DON in-serviced nurses’ notes to ensure that the MD
all licensed staff regarding the following: 1) and family have been notified of
assessment, measuring, treaiments and changes in resident condition. This
documeniatiop of wounds, 2} mair?tr?lining will be ongoing and will be
accurate‘}brtnedxcal_rer.;t‘}rdsg‘(%) p?y::cuan z!nd compicted by Mary Arms DON,
responsible party no fiication of change in . A Caldwell, ADON o the QA
condition, 4} scheduling appointments, 5) making R o

) i s nurse. The results of this audit will

transportation arrangements, 8) ufilizing the b cted Jv throteh COL b
transportation jog, and 7} the revisions to the € repo quaiter‘y ugh ; QL by
transpartation policy/prosedures. the person completing the audit.

12/14/12

interviews on 12/12/12, at 11:00 AM with RN #2,
at 2:15 PM with LPN #4, at £:00 PM with LPN

A chart audit will be completed on 4

#12, on 12113/12, at 2:00 PM with LPN #9, at charts per unit per week (48 charis
11:00 AM with RN #4_at 1110 AbL with L PN #2. permonth) to-ensure that MD and
at 1:15 PM with RN #6 and at 1:20 PM with LPN families are potified of changes in

#13 confimed the licansed staff were in-serviced
on the following: 1) assessment, measuring,
treatments and documentation of wounds, 2)

aintaining : dical rds, 3) for 6 moniks and then re-evalnated.
m ning accurate medical reco . )
’ i . Thi: 1t i
physician and responsible party nofification of s will be completed by thc.QA
change in condition, 4) scheduling appoiniments, Turss ar )_ s, DON using the
Call Log Audit Form This started on

5} making transportation arrangernents, 6)
utilizing the fransportation iog, and 7) the
revisions to the transportation policy/procedures.

The QA nurse will monitor 4
Interviews on 12/12/12, at 4:40 PM with the DON, residents per unit 3 times weekly for
on 12/13/12, at 2:56 PM with the Administrator a total of 12 residents per week to

and review of the facliity's ransportation
policy/procedure revealed the policy was revised
on 10/19/12, by the DON and Administrator.
Interview on 12/13/12, at 1:30 PM with the
Medical Director and review of the facility's
transportafion policy/procedure revealed the

resident condifion and that it is
documented. This will be completed

12/1/12. See Aftachinent #59

ensyre that residents are transferred
according to their plan of care. This
will be completed for 6 months and
then re-evaluated. This started on
11/28/12 The results of the andits
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revision of the policy.

Observations conducted aon 12/12/12, at 3:00 PM
on the Secura Unit, at 3:10 PM on the second
floor and at 3:20 PM on the first floar revealed an
Appointment/Transportation book kept at each
nursing station. The book contained the
foliowing: 1} Transportation Palicy, 2) Instructions
for making appoiniments, 3) Phane numbers of
each transportation service and notification
requiremants for each service, 4} Transportation
Log, 5} Appointment Calendar, 8) Transportation
Forms and 7) Instructional sheet.

Interviews an 12/12/12, at 11:00 AM with RN #2,
at 2:15 PM with LPN #4, at 5:00 PM with LPN
#12, on 12/13/12, at 2:00 PM with LPN #9, at

Administrator, QA Coordinztor or the
QA nurse. This audit may be
delepated to other staff in the future,

The results of all andits will be
reported quarterly through CQI bi
Emily Jones-Gray QA Coordinator or
the person compieting the audit, This
will be ongoing.

Dr. Charles Hardin, Medical Director
wiil provide oversight during the
compliance process. The results of all
audits will be reported to the Medical
Director guarterly through CQI by
Emily

1100 AM with BN #4_at 11:10 AM with LPN#2.

at 1:15 PM with RN #6 and at 1:20 FM with LPN
#13 revealed the licensed staff were
knowledgeabie of the contents and use of the
Appoiniment/Transporiation book. '

Interviews on 12/12/12, at 4:40 PM with the DON,
on 12/12/12, at 11:00 AM with RN #2, on
12/13/12, at 2:55 PM with the Administrator, and
review of the facility's fransportation
policy/procedure revealed on 10/20/12, the
Administrator, the DON and RN #2 developad a
Transportation Log to frack
appointments/transportation arangesments and
an instructional sheet as a guide for staif for
making appointments, where forms are located,
different transportation services and contact
information which wilt be kept in the front of the
Appointment/Transportation books for staff
reference.

o Mie 5

b

3

Tones-Gray, Assistant
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: will be reported weekly in the QA
F 490 | Gontinued From page 122 F 480 meeting and Quarierly through CQI
Medical Director was in agreemant with the by Emily Jopes-Gray, Assistant

Adraimistrator~-Fhis-will- beongoing.

Date of Completion 1/8/13

514. 483.75(D)(1) RESIDENT RECORDS —
OMPLETE/ACCURATE /ACCESSIBLE

is the policy to maintain clinical records on

=

h vesident in accordance with agcepted
professional standards and practices that are
mplete; acoursely docomented; readily
cessible; and systematically organized. This
ig evidenced by the followinp:

L

The attending physician and the
family of resident #1 was notified on
10/17/12 by LPN #3 of the change in
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F 480 | Continued From page 123

Interviews on 12/12/12, at 4:40 PM with the DON,
on 12/13/12, at 2:55 PM with the Administrator
and review of the facility's policies revealed the
Pressure Ulcer palicy and the Wound
Documentation policy were reviewed 10/21/12, by
the DON and Admiristrator. Inferview on
1213412, at 1:30 PM with the Medical Director
was in agreement with not revising the policies.

Interviews on 12/12/12, at 4:40 PM with the DON,
on 12/13/12, at 1:30 PM with the Medical Director
and review of an e-mail revealed on 10/21/12, the
DON notified the Medical Director of the issues
identified related o the investigation of Resident
#1%s wound and missed appoinimen! with the
WCG. The Medical Director was also notified
and in agreement with the facility's corrective
rmeasures taken.

Interviews on 12/12/42, at 11:00 AM with RN #2,

1 on 12/13/12, at 1:30 PM with the Medical Director
and review noiification letters dated 10/22/12,
revealed RN #2 notified each physjcian cf their
respective resident's wounds addressing the
stage and location of each wound after the
facility's Medicai Director had reviewedfsigned
sach physician's notification.

Interviews on 12/12/12, at 4:40 PM with the DON,
on 12/13/12, al 2:55 PM with the Administrator, at
4:10'PM with the Assistant Administrator, at 1:40
P with the Activity Directar and review of the QA
-| subcommittee meeting minutes for 10/23/12,
revealed the Administrator formed a QA
subcommittee which consists of each department
head/manager that meet weekly ta review the
raonitoring fools recently developed to improve

condition retated to the wound on the
F 490 feft great toe. See attachment #1

The attending physician was notified
on 1{/18/12 via fax by Mary Arms,
DON that resident #1 was being sent
transforred to KDMC to the physicisn
that had previously done surgery on
her other leg. See Attachment #2

Mary Armms, DON began reviewing
the medical record of resident #1 and
investigating, She continued to
review the record and investigate the
incident on 10/19/{2.

The aitending physician was notiffed
on 10/21/12 via fax that the resident
had missed the appointment to the
wound care clinic by Mary Arms
DON. See Attachment #3

The medical record of resident #1
was reviewed on 10/20/12 by Mary
Arms, DON to ensure that othér
appointments had pot been missed.

The MD'S and care plan of resident
#1 was reviewed on 10/19/12 by
Roberta Thompson, RN MDS
Coordinator-

The famity was notificd on 10/20/12
by Mary Arms, DON of the missed
appointments and that we had '
reported this to OIG.
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F 490 | Continued From page 124
the facility's QA program.

Interviews on 12/13/12, at 2:55 PM with the
Administrator, and at 3:10 PM with the Assistant
Administrator revealed the Assistant
Administrator/ QA Goordinator will report all
: monitoring results in the quarterty CQl meetings.
F 514 | 483.75(I)(1} RES

55=J | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on gach
resident in accordance with accepted professional
standards and practices that are complete;-
agourately documented; readily accessible; and
systematically organized.

The dlinical Tecord must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State,
and progress notes.

This REQUIREMENT is not met as evidenced
by:

The facility failed to ensure clinical records were
complete and accurately maintained in
accordance with accepted professionatl standards
and practices for eight {8) out of twenty-four (24)
sampied residents (Residents #1, #2, #3, #5, #8,
#9, #14 and #18).

Resident #1 developed a scabbed area to the left
great toe on 09/1212. Staff measured the wound
on 08/12{12, and again on 09/28/12. The facility

Resident #1 has not returned to this
F 490 facility.

Individual skin assessments were
completed on Residents #2, #3, #5,
#8, #9 and #14 on 10/15/12 by Yveiie
Short, RN, Jessica Ameit, RN, Jeri
Frazier, LPN and Heather Mowery,
LPN to ensure that all resident

F&14 wounds were identified.

- All areas identified on the individual
skin assessments of residents #2, #3,
#5, #8, #9 and #14 completed on
10/19/12 were compared o theix
individua! frestment MARs to ensure
that treatments were ordered if
necessary to all identified arcas. This
was completed ry Christy Moore RN
on 10/20/12.

. Any new areas or ar¢as in question
(identified on the individual sicn
assessments of resident #2, #3, #5,

¢ #8, #9 and #14 completed on

10/19/12) were reviewed, re-

measured if necessary and placed on

a monitoring sheet. New orders were

obtained for newly idemtified areas.

This was completed by Christy

Moore RN on 10/21/12.

On 10/20/12 the individual wound
monitoring records for residents #2,
#3, #5,#8, #0, und #14 were
reviewed and compared to their
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completed on 10/1%/12 fo ensure that
F 514 | Continued From page 125 F 514 all wounds have been measared and
nineteen days later, when the area was noted fo are documented on their individusl
be draining and had a foul odor. On 10/18/12, wound care monitoring sheets. This
Resident #1's family mamber asked to abserve was compieied by Christy Moore,
the resident's toe. The resident's toe was red and RN,

inflamed, had an odor, yellow slough {a mass or
layer of dead tissue separated from the
surrounding or underlying fissue), and a necrofic
{dead tissue) area. Resident #1 was transported
io an acute care facility on 10/18/12, for freatment
to the jeft toe, at the insistence of the resident's
family after the family member observed the
resident's toe had worsened. Resident #1's left
great foe was amputated on 10/20/12, due to wet
gangrene (death of tissue due fo a loss of blood
supply with a bacterial infection). The facility also
failed fo ensure weekly wound assessmenis were
conducted in accordance with fadiiity policy and
professional standards for Resident #2, #3, #5,
#8, #9 and #14. {Refer to F309 and F314}

1n addition, Resident #16 had a physician's order
for twenty (20) milliequivalents of Potassium
Chioride {composed of potassium /chiorine)
capsules to be administergd orally every day.
However, during the facility's changeover o a
new computer system that had been
implemented to develop the resident's Medication
Administration Records (MAR), in June 2012, 20
milliequivalents of Potassium Citrate (potassium
salt/citric acid) capsules was documented on
Resident #16's MAR Instead of (20)

milliequivalents Potassium Chloride as prescribed’

by the physician. Documentation revealed from
06/07/12, through 07/13/12, staff documented
twenty-two (22) out of thirty-seven (37} days that
twenty {20) milliequivalents of Potassium Citrate
was administered even though according to the
pharmacist, Potassium Citrate had not been

The attending physicians of resident
#2,#3, 45, #8, #9, and #14 were
notified via fax on 1/22/12 of their
respective resident wounds, type and
iocation. See Aftachment #d

A copy of the individual skin
assessments for residents #2, #3, 43,
#8, #9, and #14 completed an
10/19/12 was given to the MDS
department for review. The
individual MDS and carz plans for
these residents were reviewed and
revised if needed by Donna Fenmin,
LPN and Crystal Caatrell LPN (MDS
Department) 1o ensure that atl skin
areas were identified and care
planned sppmpﬁately?{ This was
completed on 10/24/12

A list of the current medications for
resident #16 was obtained from
pharmacy and compared to.the
clectronic MAR to ensure that all
medication orders were transcribed
correctly. This was completed on
11/24/12 Christy Moore, RN

2. On 10/19/12 Roberta Thompson,
MDS Coordinator reviewed the two
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supplied to the facility and was not available for
siaff to administer. The MAR was comected and
the Potassium Citrate was changed fo Potassium
Chloride on 07/13/12.

The failure of the facility to ensure clinical records
were complete and accurately maintained in
accordance with acoepted professional standards
and practices placed residents at risk for serious
injury, harm, impairment, o death. Immediate
Jeopardy was identified on 12/11/12, and
detarmined to exist on 10/15/12. The facility was
notified of the Immediate Jeopardy on 12/11/12.

The facility provided an acceptable credible
Allegation of Compliance (AOC) on 12/13/12, with
ihe facility alleging removal of the Immediate
Jeopardy on 10/25/12. Immediate Jeopardy was
verified to be removed on 10/25/12, as alleged
prior to exiting with the facility on 12/13/12, with
remaining noncompliance at 42 CFR 483,75
Administration, with a scope and severily of "D,"
while the facility develops and implements a Plan
of Correction and the faciiity's Quality Assurance.

The findings indude:

't Areview of the facility's policy titled,

"Diocumentation of Medication Administration,”
with a revision date of April 2007, revealed staff
was required to document the name and strength
of a drug.

A review of the facility's policy titled, "Electronic
Order Eniry Policy", with a date of 09/18/12,
revealed when a physician's order was received it
should be transcribed onto the MAR in the
electronic health record . The policy also stated
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) most recent MDS sssesstnents and
F 514 | Continued From page 126 F 514 Care Plan of all residents identified

"On 10/20/12 the individual wonnd

as having a pressuse area.

On 10/19/12 an individuat skin
assessment was completed on all
residents by licensed staff. The staff
pames arc Jeri Frazier LPN, Jessica
Arnett RN, Heather Mowery LPN,
Yvetie Short RN, Donna McDowell,
LPN and Christy Allen LPN.

A copy of the individua! skin
assessments completed on 10/19/12 -~
was given to the MDS department for
review. All residents identified on
their individus! skin assessments as
having a wound of any kind had their
MDS and Care Plan reviewed and
revised if needed by Donng Farmin
LPN and Crystal Centrell LPN (MD5S
Department) to ensure that all skin
areas identified were care planned
appropriately. This was completed
on 10/24/12, ‘.

monitoripg records of all residents
were reviewed and compared to their
individual skin assessments
completed on 10/19/12 to ensure that
all wounds have been measured and
are on a monitoring sheet. This was
completed by Christy Moore, RN.

All areas identified on the individual
skin mssessments completed on
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. 10/19412 were compared te their
F 514 | Continued From page 127 F 514 individnal treatment MARS fo ensure
when staff was transcribing orders they shouid that treatments were ordered if
compare the electronic health record to the necessery to all identified areas. This
written order affer franseribing the order fo ensure was completed by Christy Moore RN
the accuracy of the order. on 10/20/12.

Review of the facility policy entitied "Change ina
Resident's Condition or Status” {undated}
revealed the facifity was fo notify the resident's
attending physician and representative of
changes in the resident's condition/status. The
policy revealed Nursing Services would be

' responsible for notifying the resident's attending

physician and representative when there had
been a significant change in the resident's
physical status, when there had been a need to
alter the resident's freatment significantly or when
deemed appropriate in the best interests of the
resident. The review further revealed all
notifications should be made as soon as
practical, “but in no case shall such notification
exceed twenfy-four (24} hours.” The pelicy also
reveaied, "All changeé in the resident's medical
condition must be properly recorded in the
resident's medicg! record in accordance with our
charting and documentation policies and
procedures” ‘

Review of the facility policy entitled "Skin Carg”
revised September 2001, revealed all wounds
were required to be measured and recorded
weekly.

Review of the facility policy entitled "Wound
Documentation" undated revealed pressure
uicers, diabefic ulcers and ofher wounds deemed
necessary to measure should be measured
weekly by licensed staff. The policy revealed
documentation shouid include wound location,

Any Tew areas or areas in question
(identified on the individual skin

- pssessments completed on 10/19/12)
were reviewed, re-measured if
necessary and placed on their
individual wound monitoring sheet.
New orders were obtained for newly
identified arcas. This was completed
by Christy Moore RN on 10/21/12.

All phiysicians were notified via fix
on 10722/12 of their respective
residents with the type of wound.
This was completed by Christy
Moore, RN, See attachment #4

On 10/28/12 and 10/28/12 all
physicians Were notified of all
individnal resident wounds and the
current treatments for each wound of
their respective residents nsing the
WOUND NOTIFICATION FORM.
They were asked to sign and retumn.
This was completed by Christy
Moore, RN, See attachment #5

A complete individoal skin
assessment was completed on all
residents fo ensure that all skin issues
{(with special focus on wounds) have -
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been identified and documented.
F 514 | Continued From page 128 F 514 . These assessments wete completed
stage, size, tunneling, undermining, necratic over a four (4) day period on
tissue, sloughing tissus, eschar, drainage, 11/13/12, 11/14/12, 13/15/12 and
granuiation, description of surrounding tissue, 11/16/12 by Mary Arms DON,
pain, and support surface. Review further Christy Moore RN,
revealed if the wound did not show improvement Ashley Maggard, LPN, Teresa Kidd
or there were changes {such as warmth, redness RN, Jessica Ameit RN, Yvette Short
of surrounding tissue, necrotic tissue or ndor) the RN, and Bonnie Prater, LPN.
physician should be notified.
On 11/15/12 the physicians wer¢
Interviews on 11/01/12, at 2:35 PM with the oo o of‘;ﬁ"m i
Director of Nursing {DON), and at 3:45 PM with dent gamds dth :
the Administrator, revealed it was a nursing rest wo;n th:n N )
standard of practice to assess wounds af least freatments ior thoit respective
| onee a wesk. residents using the WOUND

1. Review of Resident #1's closed medical
record revealed the resident was admitted
08/26/12, for rehabilitation after a Right Below the
Knee Amputation (BKA) and diagnoses of
Diabetes Ingipidus, Mild Mainutrition, and
Hypertension. Resident #1's nurse's note dated
09/12/12, at 9:30 AM by Licensed Practice Nurse
{LPN) ##1 revealed the resident had a scabbed
area fo the left great toe measuring less than 0.4
centimeter {cm) in diameter.

Review of Resident #1's facliity Wound
Evaluation Flow Sheet and a Wourd Care Glinic
note {note documented by staff at a Wound Care
Clinic outside the facility) dated 09/13/12,
revealed the wound to Resident #1's toe
measured 2.2 cm x 1.8 om x 0.1 em. According
1 the Wound Gare Clinic note, the wound was a
diabetic uleer. Further review of the Wound Care
Clinic notes dated 09/20/12, revealed the wound
io the resident's toe was a scabbed area with-a
pale, pink base, measuring 07cmx06cmx0.1
cm with no eschar, no yellow sloughing, no

NOTIFICATION FORM. This was
completed by Christy Moore, RN.
See atiachment #6

The families of all residents with any
type of wound were contacted {0
ensure they were awars of the wound .
and treatments ordered. This was
completed on 11/20/12 by Amma
Caldwell ADON, Chenity Purcell !
LPN, Christy Moore RN and Brenda
Humphries RN,

3, LPN #1 was tenminated by Mary
Arms, DON on 1{/18/12 for failure
to assess and document resident #1
wounds, faifure to potify the MD of
the change in condition and failure to
make transportation arrangements o
the wound care clinic for resident #1.
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