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staff regarding following physician
F 314 | Continued From page 84 F 314 grders. This was developed by
*| Resident #7 further stated staff encouraged the Mary Armus DON and Deborah
resident o stay off his/her right side, but stated, Fitzpatrick Administrator. See
"Sometimes | forget.” A second interview with ’ Attachment #33
1 Resident #7 on 10/30/12, at 7:50 PM revealed, i
"would be nice if staff helped fher/him] turn.” Four (4) treatments per week will be
observed by the QA nurse fo shsure:
Interview with CNA #5 on 10/30/12, at 12:42 PM, that the individuel resident care pEin
and CNA#13 at 12:00 PM revealed they were not and physicisn orders are being
aware Resident #7 required assistance with followed. This will be completed for
turning and repositioning every two (2) hours. 6 months and then re-evaluated

Both CNA#5 and CNA #13 stated Resident #7

turned herfhimself in bed and were not aware This on 11/27/12. The results ‘

Resident #7's care plan stated the resident ?fthe audits wﬂl be reported weakly

required assistance with turning and repositioning in the QA meeting a_nd Quarterly

every two {2) hours. Howaver, the CNA care plan through CQI by Emily Jones-Gray,

for Resident #7 revealed staff was required to Assistant Administrator, QA

reposition the resident every two {2) hours. Coordinator or the QA nurse. This

: ) audit may be delcpated to other staff

Interview with Registered Nurse (RN} #2 on in the future.

10/30/12, at 3:15 PM revealed CNAs were : .

required-to review cara plans daily for each A form was created on 11/23/12 to

resident and provide the care that the care plan use in evaluation of medication ‘

required. administration by licensed staff

in addition, a review of Resident #7's nurse's reg_ardmg following physm.aﬁ orders,

notes dated 10/28/12 revealed the resident had This was developed by Mary Arms
DON and Deborah Fitzpatrick

complained of pain 1o the right hip. Upon
assessment by facility staff, an “abrasion" was
observed on'the resident's right hip.

Adnyinistrator. See Attachment #34

Four {4) med pass observations will

A review of physician orders, not dated, revealed be completed weekly by the QA

an order o clean the abrasion to he right hip with nurse to ensurs that the individual

normal safine, pat the area dry, apply  resident care plan and physician

"Bactroban,” cover with "Telfa,” and secure with ' orders are being followed. This will

"Hypafix" daily, for ten days. be completed for 6 months and then
re~gvaluaied. This started on

Observation during a wound care assessment, on 1127112, The resnlts of the audits

10/30/1 2_, at 10:30 AM of Resident #7's right hip
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will be reported weekly in the QA

F 314 | Continued From page 85

revealed a Stage |1 pressure sore that measured
1.8.¢m X 1.8 ¢m, with no dressing in place. A
review of Resident #7's October 2012 Treatment
Administration Record (TAR) revealed the
physician ordered treatment was documented on
the TAR to be provided dsily; however, no
treatment was documented on 10/28/12.

interview with LPN #2 on 10/31/12, at 9:16 PM
revealed she did not provide treatment to
Resident #7's wound on 10/28/12. The LPN
stated, "It was a crazy day" on 10/29/12, and she
must have forgotien to perform the wound care.

8. Aroview of Resident #B's medical record
revealed the facility admitted the resident on
08/21/10, with diagnosis of Chronic Ischemic
Heart Disease, Cerebral-Vascular Accident,
Kyphosis, and Anemia. -

Continued review of Resident #8's medica! record
revealad nurse's notes dated 08/21/12, which
revealed staff notified the resident physician the

{ resident had a Stage |l pressure ulcer to the right
buttock. Treatment orders were obtained to
cleanse the resident's right buttock with normal
saline, pat dry, apply Bactroban cintment (an
antipacterial used to treat skin infections}, cover
with a "Telfa" {a non-adherent absorbent cotton
dressing pad), and to secure the "Telfa" with a
Hypafix (a self-adhesive, non-woven fabric for
dressing retention). The treatment was 1o be
performed every day. However, facility staff failed
to document the appearance or size of the
pressure wound until 09/16/12.

Review of Resident #B's care plan revealed the
care plan was revised on 08/04/12, and on

F 314 meefing and Quarterly through CQI
by Emily Jones-Gray, Assistant
Administrator, QA Coordinator ot the
QA murse. This andit may be
delegated to other staff in the future.

The results of all andits will be
reported quarterly through CQ by
Emify Jones-Gray Assistant
Adeministrator or the person
completing the audits. This will be
ongoing.

Dr. Charles Hardin, Medical Director
- will provide oversight during the
_compliance process. The results of
all andits will be reported to the
Medical Director quarterly through
CQI by Emily Jones-Gray, Assistant
Administrator. This will be ongoing.

5. Date of Completion 1/8/13

F 323 483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

It is the policy of this facility that the resident
environment remains as free of accident.
hazards as is possible; and each resident
receiyes adequate supervision and sssistance
devides to prevent accidents.
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'The MDS and Care Pian of resident
F 314 | Coniinued From page 86 Fai4 #14 was reviewed by Crystal '
Cantrell, LPN MDS staff.

09/16/12, toinclude the treatment as directed by
the physician. Based on documentation,
interventions had been added to the plan of care
for staff to cleanse area to the resident's right
buttocks with norma! safine, apply Bactroban
ointment, cover with a *Telfa" pad, and secure
with "Hypafix," on a daily basis. The care plan
required nursing to complete a skin assessmert
every week and o notify the physician of any
alterations. :

Review of a Wound Evaluation Flow Sheet
revealed fadility staff had failed to document the
status of and/or treatment to Resident #8's
pressure uicer from 09/16/12 untit 10/08/12
(twenty days later), when the uicer measured "0.4
cm x 0.2 cm x 0.1 cm” on both dates. However,
documentation revealed staff agsessad the
residenf's wound on 10/19/12, {thitteen days afer
the previoug asseesment) and noted the ulcer
measured "4.0 cmx 0.B cm x 0.1 cm." Review of
the Wourd Evaluation Flow Sheet revealed the
sheet was to be completed by a nurse upon
identification of a woung and at least weekly from
the date of identification. However, based on
documentation, the staff failed to conduct a
wound assessment for several weeks.

A review of Resident #8's Treatment’
Administration Record (TAR) for September and
October 2012, revealed staff was to cleanse the
resident's right butteck with normal saline, pat
dry, apply Bactroban aintment {an antibacterial
used to treat skin infections), cover with a "Telfa"
(a non-adherent absorbent cotton dressing pad;,
and to secure the "Telfa” with a Hypafix (a
self-adhesive, non-woven fabric for dressing
retention). The TAR revealed wound care was

The nurse aide was counseled on
following the plan of care for
Resident #14 and given a disciplinary
p-warning on 4/20/12 as a result of
the facility investigation. This was
completed by Mary Arms, DON.

The nurse aides lzst day of
employment with the facility was
42112, :

In-services for nurse aides and
Yicensed staff were held starting on
11/8/12 and completed on 11/23/12.
The in-services included following
the plan of care for indjvidual
residents and iransferring residents,
See Attachment 24

No residents were identified as being
affected by the elevated temnperatore
in the sink or the switch to the stove
being in an upper cabinet out of view
of the residents in the unit.

On 10/31/12 the hot water to the sink
was turned off to prevent injury by
James Adams, Maintenance.

On 10/31/12 a box was placed over
the switch to the siove and the cover
was sectred with alock. This was
campleted by Tim Hayes, HMC
Service Co. See attachment #41
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F 314 | Continued From page 87 F 314
The MDS and care plans of all the

performed as ordered by the physician.

7. Areview of Resident #¢'s medical record
revealed the facility admitted the resident on
03/29/11, with diagnosis of Severe Degenerative
Changes of L Spine, Weight Loss, Anemia, and
Dementla.

Review of Resident #9's cave plan revealed the
cars pian was revised on 10/04/12, to 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 fo complete a skin assessment every week
and to notify the physician of any alterations in the
resident’s skin integnity.

Review of a Wound Evaluation Flow Sheet
revealed facility staff documerried on 10/06{12
that the pressure area to Resident #9's right outer
hip measured "3.2 cm x 2.0 cm x 0.1 cm.” The
next assessment was conducted an 10/20/12
(fourteen days after the previous assessment)
and revealed the ulcer measured "2.5cm x 2.5
cm x 0.1 em."

A review of Resident #9's Treatment
Administration Record {TAR) for September and
October 2012, revealed staff was to cleanse the
resident's right buttock with normal saline, pat
dry, apply Bactroban ointment (an antibacterial
used fo treat skin infections), cover with a "Telfa"
(a non-adherent absorbent cottor dressing pad),
and to secure the "Telfa" with a Hypafix (a
sel-adhesive, non-woven fabric for dressing
retention) daily. The TAR revealed wound care

residents in the secure unit werc

reviewed by Mary Arms, DON on

11/1/12. The total censas for the

secure unit on 10/31/12 was 13. Four
residents were identified as
copnitively impaired and/or wander
and were identificd as having the
potentiat to be afiected. Five
residents are bedfast and do not have
the potential to be affected. Two of
the other residents are in wheel chairs
when up and do not wander. One
other resident had a fractured arm
and js zmbulatory with a watker and
assistance. She does not wander.

All CNA resident care plans and
assignment shests were reviewed to
ensure that resident care neads were
identified and that assipnment sheets
reflect how care is o be provided to
cach resident. This wes completed
by Roberta Thompson, MDS
Coordinator and Crystal Centrell,
LPN MDS Staff on12/29/12.

A resident transfer andit was
completed on 11/15/12 by Mary

_Arms, DON and Emily Jones Gray,

Assistant Administrator. No other
residenis were idenfified as being
affected. :
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A waler tempetsture audit was
F 314 | Cortinued From page 88 : F 314 complcied thronghout att other
was performed as ordered by the physician. resident care areas in the entire ‘
. . facility by the Maintenance |
Interviews on 10/23/12, at 6:15 PM with the Department oa 11/1/12. No other !
Administrator and the Director of Nursing (DON) residents wese 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 10/31/12 s box was placed over
scheduted to be changed on Friday. In that case, the switch to the stove and the cover
the resident’s wound was required o be was secured with 2 lock. This was
als‘;:ess\.;d c(IJn thde day Eltj: df:SSJHE_lr :a; nctzgar'\ged, completed by Tim Hayes, BMC
either Wednesday or Thursday. The interview Service Co. See attachment #41

revealad staff was required fo assess the wound,
including measurements, and document the
assessment on the Wound Evatuation Flow
Sheet. The interview revealed the Quality

On §1/1/12 & mixing valve was ;
installed on the faucet in the unit in

Assurance (QA) nurses were to ensure wounds the kitchen area by Gary Mollefs,
were assessed per facility policy and report any HMC Service Co. The water
iasues to the QA Committee. (Refer to F520.) temperature is set at 105 degress.
Further Inferview on 11/01/12, at 2:30 PM with the See attachment #42

Director of Nursing {DON) revealed staff should

review physician's orders prior to treatments o . Omn 11/6/12 the mixing valve for the
ensure treatments were performed in accordance unit was rebuilt by Gary Mollett,
with physician's orders. Further inierview with the HMC Service Co.

Administrator gn 11/01/12, at 3:45 PM revealed See Attathment #43

nurse are to follow physician's orders thisis a
aursing "standard of practice."

F 323 | 483.25(h) FREE OF ACCIDENT CF323
ag=G | HAZARDS/SUPERVISION/DEVICES

All water temperature monitoring
sheets were reviewed and revised on
11/5/12. A separate sheet has been
developed for each unit. This was

The facility must ensure that the resident

environment remains as free of accident hazards compieted by Deborsh Fitzpatrick,
as is possible; and each resident receives Administrator, William Endicott,
adequate supervision and assistance devices to _ Miintenzmce Director and Madge
prevent accidents. Arnett, Stock Conirol. See

: attachment #44

FORM CMS-2567{02-98) Previous Versions Obsolele Event ID:65K011 Facility | 100688 If cantinuafion sheet Page 89 of 165



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/2872012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFIGATION NUMBER: COMPLETED
: ‘ A BUILDING
C
185414 B NG 12113/2012
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CiTY, STATE, ZIP CODE
MOUNTAIN MANOR OF PAINTSVILLE 1025 EUCLID AVENUE
PAINTSVILLE, KY 41240
{%4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 05)
PREFIX . (EACH DEFICIENCY MUET BE PRECEGED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) MG CROSS-REFERENCED TO THE APPRGPRIATE DATE
OEFICIENCY}
In-services for nurse aides and
F 323 Continued From page 89 F 323 licensed staff were held starting on
‘ 11/8/12 and completed on 11/23/12.
This REQUIREMENT s not met as evidenced The in-services included folfowing
by: the plan of care for individuat
Based on observation, intervlew, record review, residents, transferring residents and
and review of facility policy, it was determined the turning and repositioning of
facllity failed to ensure one of twenty-four residents, Infection control
sampleq residentls‘(Resident #%1 t_l) reoeiyed (specifically not siting on the side of
adequate stjtper\nsmn and assistive devices to the bed whilc foeding).
prevent accidents. (Refer to F282.) Restorative nursing care related to
The facility assessed Resident #14 to require the hmn'ng énd rep?smomng. Thesc In-
assistance of a minimum of two staff persons for SETvIces were given b.y.Emﬂy Jones-
transfers, Howsver, on 04/09/12, one siaff Gray, Assistant Administrator and
person transferred the resident from the bed to a Chenity Purcell, Staff Development.
wheelchair, and the resident sustained a soft See Attachment #24
tissue injury to the left ankle after reportedly
hitting hisfher ankle on the wheelchair. Asa Licensed stall ware in-serviced
result of the infury, Resident #14 required regarding notification of change,
evaluation at an Emergency Department on two catses of skin breakdown, braden
separate cccasions. On 04/08/12, Resident #14 scale, nutrition in skin breakdown,
wasl tra}[psfzrredtto the;merggnrry n;omdfor . furm and reposition of residents, risk
evaluation due to swelling, pain, and redness o .
ths left ankle. On 04/18/12, Resident #14 . factors for skin breakdown, how 1o
. : . write a complete treatment order,
experienced increased pain, (refused for staffto , , . {
touch the ankle), swelling and developed a assessing, staging and m‘casunng .
necrotic area at the injured site. On 04/18/12, wounds, weekly summaries and skin
Resident #14 was transferred to the smergency assessments, the new wound
room for evaluation, was diagnosed with cellulitis, monitoring sheet, proper disposal of
and was prescribed an antibiotic freatment. In soiled dressings, proper procedure
addition, on 04/26/12, a hematoma formed at the required in completing a
injured site and wound care was required for the treatment/dressing change, storage of
left ankle. medication with focus on Mycalcin
spray, procedure for retarning home
The. faciity also failled io ensure the r'esident‘s meds to family, entering medication
environment ren-famed as f@e of acctdeqt_ arders/following physician orders,
hazards as possible. A review of the facility policy .  high risk
fitled Safety of Water Temperatures Dated msfm?uon °
10/20/08, revealed waler heaters that service medications, a second nurse should
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' DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDHCAID SERVICES

PRINTED: 12/28/2012

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

{¥1) PROVIDER/SUPRLIER/CLLA
IDENTIFICATION NUMBER:

185414

FORM APPROVED
OMB NO, 0938-0391 -
(X2} MULTIPLE GONSTRUCTION | {¥3) DATE SURVEY
COMPLETED
A.BUILDING -
B. WING C
) 12i1312012

NAME OF PROVIDER R SUPPLIER

MOLINTAIN MANOR OF PAINTSVILLE

STREET ADDRESS, GITY, STATE, ZIP CCRE
1025 EUCLID AVYENUE

PAINTSVILLE, KY 41240

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

The findings include:

Review of the facility's policy fitled, Safety and
Supervision of Residents (revised 10/20/09)
revealed the resident's envirenment would be as
free from accident hazards as possible. The
policy indicated resident safety, supervision and
assistance fo prevent accidents was a facility
wide pricrity. A review of the facility's palicy titled,
Care Plans-Comprehensive (revised 10/20/08)
revaaled the Certified Nursing Assistant (CNA)

| care plans would be developed from the

comprehensive care plan 2nd would identify
specific care area needs and approaches
necegsary for the CNAs to pravide daily care {o
individua! residents. :

Review of an in-service conducted 01/31/12,
revealed CNAs were instructed to review the CNA
care plar/assignment sheet and carry it at all
times. The in-service inforrned staff the care plan
listed all the care needs of residents. The
in-service stressed failure to follow the CNA
assignment sheet could result in resident and
employee injury and staff would be subject to
written warnings or termination for not following
the care plan/assignment sheet. Further review
revealed resident safety was a priority and every
effort should be made to avoid resident/staff

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

All pursing staff were in-serviced a
second time on the same information
conteined in the in-service completed
on 11-23-12. Attachment #24 This
in-service was condocted on an
individual basis for some staff and/or
very small groups for others with
more staff interaction encouraged. A
form was developed so that each staff
attending the in-service itialed each
ftemn (as it was discassed/explained)
an item was discussed indicating that
they understood. Staff were asked if
they had questions and if so all items
in question were discussed prior lo
their initiating. This in-service wes
started on  and was completed on
12/17/12 and will be completed on
{71113 by Dehorah Fitzpatrick,
Administrator, Emily Jones Gray,
Assistant Administrator and Mary
Armg, DON.

A Quality Assurance nurse was hired

-on 11/19/12 and will work under the

supesvision of the Director of
Mursing to provide qualify assurance
monitoring specifically for the
nursing department.

(x4j Te) SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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. . roview all new and readmission
F 323 Continued From page 80 F323| orders. This in-service was given by
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diagnoses that included a previous
Cerebrovascular Accident (CVA) with
Hemiparesis, Atrial Fibrillation requiring
Anticoagulation, Atherosclerotic Gerebrovascular
Disease, Hypertension, and Nenpsychatic
Disorder.

The Comprehensive Annual Assessment dated
01/10/12 and a Quarterly Minimum Data Set
{MDS) Assessment dated 10/08/12 revealed
Resident #14 was at risk for falls. Facility staff
assessed Resident #14's risk for falis was related
to environmental factors; impaired balance and
coordination during transfers; the resident's
unsteady gait and his/her decreased awareness
for safety; iImpaired cognition, hearing problems,
limited range of motion of the left upper extremity
secondary to a previous CVA, incontinence,
generalized weakness and the uge of 2
wheelchair for mobility. The Quartefly MDS
Assessment revealed the facility had assessed
the resident to require extensive physical
assistance of a minimum of two staff persons
with transfers; the resident was to wear non-skid

footwear for safety; and CNAs were to assist the -

resident with all transfers.

Review of Resident #14's Comprehensive Care
Plan developed on 01/27/11 and last

XD SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYIN INFORMATION) e CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
‘ 4. Water temperatures for ell arcas will
F 323 | Continued From page 91 F 323 be monitored all Ieast 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

The results of all water temperature
andits will be reporied quarterly
throngh CQE by the William
Endicott, Maintenance Supervisor.
This will be orgoing.

The QA nurse will monitor 4
residents per unit 3 times weekly for
a total of 12 residents per week for
appropriate transfer to ensure that the
resident care plan is followed. This
wilt be completed for 6 months and
then re-evaluated. This started on
11/28/12. The resuits of the audits
will be reported weckly in the QA
meeting and Quarterly through CQI
by Emily Jones-Gray, Assistant
Administrator, QA Coordinator ér the
QA nurse. This audit may be -
delepated to ather staff in the future.

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

e  Hand rails are checked

rev?e.:wedlrevised on 10/22/12, revealed Ithe daily by housekoeping and
facu‘rty fjeveloped a Ipia'n _of care for Ptesu:l.ent reported through CQI
#14's risk for falls with injury, his/her impaired - .
- - - : guarterty. This is ongoing.
mability, generalized weakness with interventions Th its of th dits
which included staff assistance for transfers. in e resulls ol tess au
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: are reported Quarterly
F 323 | Continued From page 92 F 323 through CQI by Aretta
addition, a review of the CNA Care Record dated Harmon, Housckeeping
April 2012, and the most recent CNA Care Supervisor. This is
Record dated October 2012, revealed the CNAs ongoing.
were instructed Resident #14 was at risk for falls,
required the assistance of two staff for transfers, s Slings used in the transfer
had \:ueakness of the' Ief_tthbanlf ap: arm,fand ™ of residents are checked
required the use of a gal‘ elt with iransfers. The cach time they are
CNA Care Record also directed staff to report any .
sign of injury to the nurse. Iaundered (according to
mannfaciurer guidelines) to
A review of an Incident Repost Tracking log, on ensure they aro safe for
04/09/12 at approximately 8:30 AM, CNA#15 resident use. This is
transferred Resident #14 from the bed fo a completed by the lanndry
wheelchair without assisiance and Resident #14 staff 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, Superviser is responsible
Resident #14 expsrienced "severe” pain of the for monitoring this and
feft foot/ankle and refused for staff to touch the reporting the resnlts
foot. quarterfy through CQI.
i . Thik is ongoing.
Further review of the nurses' notes, Incident
Report Tr.?lcklng ng, apd a review of the The results of all andits wifl be
Treatment Administration Record (TAR) revealed 1. cted Iy thr COI
¢ | on 0470912, Resident #14 was transferred to tne ;1 reported quarterly through CQI by
emergency room for evaluation due to the Enily Jones-Gray, Assistant
complaint of pain, redness, and swelling of the Administrator, QA_C"""dmﬂ‘fr or by
left foot. According to the Patient Transfer Form, the person complefing the mndits.

Resident #14 was transferred as the result of
hitting hisfhar left foot on the wheelchair and.
resident complained of *a lot of pain." The
transfer form revealed the resident's left ankle
was swollen.

Cantinued review of the Incident Report Tracking
log revealed Resident #14 was iransferred from
the facility to an Emergency Depariment on
04/09/12 at 2:00 PM and refumed to the facility
that evening. A review of the Emergency

“all andits will be reported to the

Dr. Chasles Hardin, Medical Director
will provide oversight during the
compliance process. The resulis of

Medical Director quartedy through
CQI by Emily Jones-Gray, Assistant
Administrator. This will be ongoing.

Completion date 1/8/13
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F 323 | Continued From page 83 F 323
Department's discharge instructions dated F 31 483.60(b), (d), (¢) DRUG RECORDS,
04/09/12 revealed Resident #14 had a foot LABEL/STORE DRUGS & BIOLOGICALS
contusion with soft tissue injury and was o apply

an ace bandage and keep the left foot elevated
five days.

Review of the Medication Administration Record
(MAR) for April 2012, revealed following Resident
#14's return to the facility from the Emergency
Pepartment, Resident #14 complained of pain on
04/11/12 at 5:00 AM, reiated to the injury fo the
left foot and required 5/500 miliigrams of Lorab
(analgesic/narcotic} and 500 milligrams of Exira
Strength Tylenol for pain.

On 04/18/12, nine days following 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 fouch the ankle), swelling, and a necrotic
area had developed at the previously injured site.
The hurses’ notes revealed the left ankie was
"deep, dark red with a necrofic lvoking area on
the outer ankle." Review of the Comprehansive
Care Plan revealed a 1 centimeter by &
centimeter biood blister was observed to have
formed an the left outer faot on 04/18/12.
Docurnentation revealed Resident #14 was again
transferred fo the Emergency Department on
04/18/12 for evaluation and was diagnosed with
cellujitis, treated with intravenous Rocephin (an
antipiotic), and returned to the facility with orders
for 875 milligrams Augmentin (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 Resident #14's left foot and

1t §s the policy of this facility to obtain the
services of a licensed phamacist who
lishes a system of records of receipt and
dibposition of all controlled drugs in snfficient
defail to enable an accurate reconciliation; and
ines that drug records are in order and
th; an accownt of all controlled drugs is
- intained and periodically reconciled Ttis
thp policy of the fhcility to store all drugs and
biplogical in Jocked compertments and to
permii only authorized personnel 1o have
ackess to the keys. It is the policy of the
fagitity thet drugs and biologicals used mn the
itity must be labeled in accordance with
tly accepied professional principles, and
jneinds the appropriate accessory and
capfionary instructions, and the expiration date
en applicable. These are evidenced by the
following: :

1.  All resident medications identified
on 1171112 {brought the facility by
the family/resident) were disposcd of
by 11/6/12 by Christy Moore, RN
and Yveite Short, RN. A list of the
medications and the disposition of
gach is included. See attachment 45

Narcotics were wasted by Christy
Moore, RN and Yvette Short, RN on
11/1/12. 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 obfain
wound care orders,

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

Rasiderit #14 was observed on 10/29/12, at 5:25.
PM 1o be lying in bed with a dressing infact 1o the
left foot. Resident #14 made no effort to respond
to verbal prompts and an attempt fo interview the
resident was unsuccessful. In addition, a review
of a quarterly assessment, dated 10/09/12, of
Resident #14 revealed the resident was
cognitively impaired.

CNA #15 stated in interview conducted on
10431/12, at 2:15 PM that she had been trained fo
revlew CNA Care Records to determine the
resident's needs prior to providing assistance with
care, and was aware Resident #14 required the
assistance of two staff for transfers. CNA#15
confirmed she failed to obtain assistance with
iransferring Resident #14 from the bed to a
wheelchair on 04/09/12, and stated during the
transfer Resident #14 was unable to pivot to the
wheslchair as well as hefshe had done in the
past. - CNA{#15 staied she was not aware of any
injury to Resident #14 uniil the afternoon of

reviewed the storage of Mycalcin
spray in the medication cart. We
have 2 residents recejving this. Both
sprays were upright in the medication
cart.

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

Nursing staff were in-serviced
peginning 11/08/12 and completed on
11/23/12 regarding recommended

_ storage of Mycalcin Spray. See
Attachraent 15 .

2. Areview of the medication
rooms ip &ll units was completed
on 11721712 by Madge Amnett,
CMA Stock Control. - There
were no other medications that
were improperly stored or
improperty reconciled.

The narcotic books were
reviewed and reconciled by
Mary Arms, DON on 11/8/12,
11A19/12, 12/10/12 and 12/31/12
a8 part of CQL o problems
were identified.

3. Licensed staff were in-serviced
regarding notification of change,
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04/09/12, when the GNAs were asked aboui the
resident's ankle swelling. CNA#15 stated
Resident #14 must have hit the leg rest of the
wheelchair and acknowledged she should not
have transferred Resident #14 withouwt
assistance.

Interview on 10/31/12, at 2:45 PM with CNA#13
reveaied Resident #14 had been transported to
the shower room by CNA #15 and she had
assisted CNA #15 with the resident's shower.
CNA#13 stated she and CNA#15 assisted the
resident to stand after the shower was complete
and stated ihe resident did not complain of any
pain or discomfort, In addition, CNA#13 stated
she did not observe an injury to the resident's leg
when she assisted the resident fo dress.

Licensed Practical Nurse (LPN) #4 revealed in an
interview conducted on 14/01/12 at 4:00 PM, 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 al 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 herto -
assess Resident #14's foot and ankle. LPN #4
stated Resident #14 complained of left foot and
ankle pain, the ankie was swollen and “a fittle
red,” and the resident complained of pain when
the ankle was touched. LPN #4 staied 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 transferrad
the resident without assistance.
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i causes of skin breakdown,
F 323 | Continued From page 95 F323| ‘braden scale, nuirition in skin

breakdown, turn and reposition
of residents, Tisk factors for skin
breakdown, how to write 2
complele treatment order,
assessing, staging and
measuring wounds, weekly
summaries and skin
assessments, the new wonnd
monitoring sheet, proper
disposal of soiled dressings,
proper procedure required in
complefing a treatment/dressing
change, storage of medication
with focus on Mycalcin spray,
procedure for returning home
meds to family, entering
medication orders/following
physician orders, transeription
of high risk medications, a
second ourse should review all
new and readmission orders.
‘This in-service was given by
Mary s, DON on 11-08-
2012 and completed on 11-24-
12. Sec attachment #15

Licensed staff were in-serviced
2 second tizne on the same
information contained in the in-
service completed on 11-23-12.
Attachment #15 This in-
service was conducied on an
mdividual basis for some staff
and/or very small groups for
others with more staff
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interaction encoureged, A form
F 323 | Continuad From page 36 F 323 was developed so that each staff
' The Director of Mursing (DON) stated in an attending the in-service inftialed
interview on 11/01/12, at 2:30 PM, that staff each item (as it was '
members were required to follow the resident discussed/expleined) an item
plan of care. The DON confirmed CNA #15 failed was discussed indicating that
fo fotlow the plan of care and fransferred they understood. Staff were
Resident #14 from the bed o a wheelchair asked if they had questions and .
w1tl_1qut assistance and Resident #14 sustained if so all items in question were
an injury to the Teft ankle. discussed prior fo their
2. A review of the facliity's policy titled Safety of initialing. In-servicing started
Waler Temperatures Dated 10/20/08, revealed on 12/18/12 and will be
water heatera that service common areas shall cornpleted on 1/7/13 by Mary
be set to temperatures of no more than 110 Arms, DON.
degrees Fahrenheit. Further review of the policy
revealed malntenance staff was responsible for Any ficensed staff of medical
periodically monitoring tap water femperature and leave at the time of the in-
to record the water temperatures in a safety log. service wilt be required to
: ' . receive the in-service prior to
In addition, an interview conducted with the facility returning to work.
Maintenance Director revealed the facility did not
have a policy rggarding t_he maintenance{secur‘rty An audit sheet wes developed fo
;f ; Zc:\et:;lr:.:l‘t;?tmat disabled the cnokmg stove use in auditing the med rooms
’ / and the stomge of Mycalcin : ;
Observations of water temperatures conducted ' Spray. This was developed by
during an environmental tour on 10/31/12, at Madge Amett, CMA Stock
11:04 AM, revealed a hot water temperature of Control and Mary Arms, DON
138 degrees Fahrenheit in a sink inthe comman on 11/21/12. See Attachment
area of the secured unit where residents with #47
dementia resided. Additional ohservation during
1he tour revealed a controt switch that disabled A medication return form was
the cooking stove located in the kitchen wes developed by Mary Arms, DON
located inside an unlocked cabinet next to the On 11724712 for use in
stove and as a tesult, residents in the unit had documenting that drugs brought
access fo the switch. . . :
- in by family/residents have
A review of the resident census for the secured retorned.  See Attachment #48
unit revealed during the survey conducted
FORM CMS-2667{02-89) Pravious Versions Obsolzie Event |D:6GKOT Faifity ID: 100688 If conlinuation sheet Page 97 of 165




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/28/2012

FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 1838-0381
STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPPLIER/GLIA (%2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAK OF CORRECTION IBENTIFIGATION NUMBER: COMPLETED
A. BUILDING
Cc
185414 B VNG 12/1312012
NAME OF PROVIDER OR BUPPLIER | TREET ADDRESS, CITY, STATE, ZP CODE
MOUNTAIN MANOR OF PAINTSVILLE 1025 EUCLID AVENUE
PAINTSVILLE, KY 41240
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF GORRECTICN 05
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™G REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENCY)
' This form will be pleced in the
F 323 | Continued From page 97 F 323 adimission packet for all new
10/29-11/01/12, there were three (3) cognitively residents. The Medical Records
-impaired residents who wandered through aut the clerk will be responsible for this
unit. ‘ ‘ effeciive 1172412,
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
pericdically checked the water temperature in the . cabinet in the med room
secured unit but had nc?t chument?d the water in. ting nurses 1o retum st
iemperatures. The Maintenance Director stated
: home meds, to use the Tetum
he had never checked the water temperature at X
the sink in the common area and was not aware form and whers t,hs form is
the hot water temperature was 138 degrees located and to give a wopy of
Fahrenheit. According o the Maintenance the form the DON for anditing
Director, the secured unit had been in use for . purposes. This was completed
approximately two (2} years and he had not by Mary Arms, DON on
considered 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 copk )
- stove on the secured unit was placed in the 4, The tnedication rooms for each
cabinet fo prevent unwanted resident use but was it will be audited weekly by
not aware the g:abln'et was not secured and could Madge Amett, Stock Control
be accessed by residents. The results of the mudits witl be
An intervigw conducted with the Facility / rep;:-;ted guarterly through_ CQ.I
Adrministrator on 10/31/12, at 4:30 PM, revealed by Mary Arms, DON. This will
the Administrator was not aware ihe Maintenance - be completed weekly for 6
Director had failed to monitor or maintain a months end then reevaluated.
temperature log of the water temperatures in the See Attachment #47
Secure Unit. in addition, the Administrator stated .
she was not aware residents had access to the The DON will monitor the
 control switch that controlled the power to the retum of at home meds using the
cook stove, Medication Retum Form, This
F 431 | 483.60(b), (d), (e} DRUG RECORDS, F 431 will be ongoing. The results
ag=f | LABEL/STORE DRUGS & BIOLOGICALS will be reported quarterly
. through CQI by Mary Arms,
The facility must employ or obtain the services of DON.
a licensed pharmacist who establishes a system
of records of receipt and dispasition of al
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F 431

controlled drugs in sufficient detail o enable an
accurate recongiliation; and determines that drug
racords are in arder and that an account of all
controlled drugs is maintained and periodically
raconciled, '

Drugs and biclogicals used In the faciiilty must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessary and cautionary
instructions, and the expiration date when
appiicabie. : :

In accordance with State and Federal laws, the
facility must store all drugs and biclogicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the kays.

1 The facility must provide separately locked,

permanently affixed compariments for storage of
controlled drugs listed in Scheduls 1] of the.
Comprehensive Drug Abuse Prevention and
Control Act af 1976 and other drugs subject fo
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based-on observation, interview, record review,
and review of facility policy it was determined the
facility failed to store all drugs in accordance with
currently accepted professional principles and
according to manufacturer's recommendations.

5.

t0 ensure proper documentation,
handling and storage of
narcotics. The resulis of the
audits will be reported quarterly
throngh CQI be Mary Arms,
DON. This will be on-going

The resuits of all andits wilt be
reparted quarterly through CQI
by Emily Jones-Gray QA
Coordinator or the person
completing the audit This will
be ongoing.

Dr. Charles Hardin, Medical
Director will provide oversight
during the compliance process.
The results of ol audits will be
reported to the Medical Director

quarterly through CQI by Emily -

Jones-Gray, Assistant
Administrator. Thiswill be
ongoing, d

Date of Completion 1/8/13

Fia41 483.65 INFECTION CONTROL,

PREVENT SPREAD, LINENS

It|is the policy of this facility to establish and
intzin an Infection Control Program

ddsigned to provide a safe, sanitory and
mfortable eovironment and to help prevent
the development and transmission of dissase

d infection.
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The Narcotic Books are audited
Confinued From page 98 F 431 bi- weekly by Mary Aons, DON
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1. In-services for nurse aides and
F 431 Continued From page 9% F 431 licensed staff were held starting on

The facility failed to ensure Calcitonin-Safmon
Nasal Spray (used to treat osteoporosis) was
stored in an upright position after opened as
recommended by the manufacturer.

In addition, on 11/04/12, at 10:55 AM, observation
of the medication room on the second floor of the
facflity revealed eighty-two (82) boxes/containers
of medications located in an unsecured sabinet.
The unsecursd medications belonged to one (1)
out of twenty-four (24) sampled residents
(Resident #21), and seven (7) unsampled
residents (Resident A, Resident C, Resident G,
Resident D, Resident E, Resident F, and
Resident L}.

The ﬁndings include:

Review of facility policy fitled Recommended
Minimum Medication Starage Parameters
{revised 04/08/11} revealed Calcitonin-Salmon
Nasal Spray shouid be stored in the refrigeraior
uniil opened. The policy directed siaff that once
ihe Calcitonin-Saimon Nasal Spray had been
opened the medication should be stored in an
upright posiiion and discarded after thirty doses
or thirty days.

1. Observation of the Morth Hall medication cart
on 10/30/12; at 12:45 PM, revealed a box that
contained Calsitonin-Saimon Nesal Spray that
had been opened, lying in the medication car
drawer. Further observation revealed the
medication was prescribed for Resident #6.
Review of the medication revealed the following
instructions: Refrigeraie until opened, store at
room temperature in an upright position.

11/8/12 and completed on 11/23/12.
The in-services incleded following
the plan of care for individunal
residents, transferring residents and
tuming and repositioping of
restdents, Infection control
(specifically not siiting on the side of
the bed while feeding).

Restorative norsing care related to
furning and repositioming. 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,
cavses of skin breakdown, braden
scale, nutrition in skin breakdown,
tumn and reposition of residents, risk
factors for skin breakdown, how to
wiite a complete treatment order,

¢ assessing, staging and measuring
wounds, weekly summaries and skin
esscssments, the new wound
monitoring sheet, proper disposal of
soiled dressings, proper procedure
required in completing a
treatment/dressing change, starage of
medication with focus on Myealein
spray, procedure for returning
home meds i¢ family, enfering
medication enders/follewing
physician orders, ranseription of
high risk medications, & second nurse
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: should review all new and
F 431 | Continued From page 100 F 431 readmission orders. This in-service
Review of the manufaciurer's recommendation was given by Mary Arms, DON on

printed on the opened boltie of Calcitonin-Salmen -

Nasal Spray, revealed an opened bottle of
Calcitonin-Saimon Nasal Spray should be stored
at room temperature in an “upright” position.

Interview on 11/01/12, at 9:15 AM, with Licensed
Practical Nurse (LPN) #2 revealed the LPN had
no knowledge of how Calsitonin-Salmen Nasal
Spray should be stored. LPN #2 stated she tried
to keep all inhalers and nasal sprays in the
ofiginal box and in an upright posiiion. LFN #1
stated she had not been instructed to store
Calcitonin-Salmon Nasal Spray in the upright
position and ecknowledged the box used o
contain the nasal spray was too large and the’
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
Calcitonin-Salmon Nasal Spray should be stored
in an upright position to maintain priming of the
nasal spray pump. The DON stated the
Calcitonin-Salmon Nasal Spraypvas usually
dispensed with a plastic base that secured the
nasal spray in an upright position,

2. A review of the facility's policy tifled,
"Medications Brought To The Facility By The
Resident/Family”, with a revision date of April
2007, revealed medications brought into the
facility that were not approved for the resident's
use shall be refurned fo the family. The policy
also stated If the family does not pick up those
medications within thirty (30) days, the faciiity
may destroy them In accordance with established
policies.

11-08-2012 and completed on 11-23-
12. See attachment #15

On 11/5/12, 11/6/12, 1178/12,
11/9/12, 11/10/12 and 11/16/12 Mary
Arms, DON observed treatments
provided to 8 residents to ensure that
proper procedure were followed
duting dressing change including
proper disposal of seiled dressings.
Staff followed proper procedare
during the treatments. No other
residents were rdentified.

Kitty  Harmon,  Housekeeping
Supervisor conducted &n  auditing
related to knocking on doors befors
entry, sitting on bed while feeding, and
standing while feeding on 11/19/12.

Amands Sparks, Kitcheh MmANaper
began moniloring dipaity duriug meal
times, standing while fecding, sitting
on bed while feeding and knocking on
doors on 11/16/12. :

Licensed staff werc in-scrviced
regarding notification of change,
causes of skin breakdown, braden
scale, nutrition in skin breakdown,
turn and reposition of residents, risk
factors Tor skin breakdown, how o
write a complete treatment order,
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SUMMARY STATEMENT OF DEFICIENCIES

medication labeled as:

-Valium 5 milligrams

-Cardura 4 milligrams

-Aspirin 81 milligrams

-Quinapril 40 milligrams

Zetia 10 milligrams

-Pravachol 40 milligrams

~Lortab 7.5/500 milligrams

~Loratadine 10 milligrams

-Albuterol Sulfate HFA 80 microgram Inhaler
-Spifva Handihaler 18 micrograms Inhaler

C. Medication bottles/containers labeled as
belonging to Resident C and coniaining

very smal! groups for others with
more staff interaction encourmged. A
form was developed so that each staff

- attending the in-sgrvice initialed each

itam (as it was discussed/explained)
tn item was discussed indicafing that
they understood. Siaff were asked if
they had questions and if so all items
in question were discnssed prior to

" their jnitialing. In-servicing started

on 12/18/12 and will be completed on
1/7/13 by Mary Armas, DON.

{%4) ID D PROVIDER'S PLAN OF GORRECTION (x5
PREF{X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
nassessing, staging and measuring
F 431 | Continued From page 101 F431 wonnds, weeldy sommaries and skin
Observation of the medication room on the ) assessments, the new wound
second floor of the faclity on 11/01/12, at 10:55 monitoring sheet, proper disposal of
AM, revealed eighty-two (82) botties/containers of soiled dressings, proper procedure -
medication located in an unsecured cabinet. The required in completing a
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: R spray, procedure for returning home
A. Medication bottles/eontainers labeled as meds 1o ¥ entem‘zg' medication
‘ . R L orders/following physician orders,
belonging to Resident #21 and containing intion of high risk
medication [abeled as: tanscnp fon of high ris’
-Neurontin 100 milligrams met_hcarlons,  second frurse _Shmlld
-Sodium Bicarbonate 650 milligrams review al new aad m‘l‘m‘?“‘m
Metoprolot 50 milligrams orders. This in-service was given by
-Lasix 20 milligrams Mary Atms, DON on 11-08-2012 and
-Aspirin 325 milligrams compleizd on 11-23-12. See
-Cozaar 100 milligrams attachment #15
-Lipitor 10 milligrams
-Imdur 30 milligrams Licensed staff were in-serviced &
~Buspar & milligrams second time on the same information
-Detrol La 4 milligrams contained in the in-service completed
o . on 11-23-12. Attachment #15 This
B. Mec}nqataun bcfttleslcontamers ]gbgled as in-setvice was conducted on an
{ belonging fo Resident A and containing ¢ individual basis for some staff and/or
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F 431 | Continued From page 102 Fd31]| In-services for murse aides and licensed

medication labeled as:
-Ferrous Sulfate 325 milligrams
-Renexia 500 milligrams
-Lipitor 80 milligrams
-Theophyiline 30 milligrams
-Plavix 76 milligrams

-Zantac 150 milligrams
-Synthroid 75 micrograms
-Carvedilol 3.25 milligrams
-TriCor 145 milfigrams
-Glipizide 5 milligrams
-Ramipril 2.5 milligrams
-Potassium Chloride 20 milkequivalents
-Dukes Mouthwash

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

-Levothysoxine .5 milligrams

staff were held starting on 11/8/12 and
completed on 11/23/12. The in-services
included foflowing the plan of care for
individual iesideats, transferring residents
and torning and repositioning of residents,
Infection coatrol (specifically not sitting
on the side of the bed white feeding).
Restyrative nursing care related to tuming
and repositioning, These in-services were
given by Emily Jones-Gray, Assistant
Administrator and Chenity Purcefl, Staiff
Development See Attachment 24

4. CQI monikxing tool wes developed on
11/i6/12 by ¥athy Meadows, Social
Services to menitor dignity during meal
times, infection cortral during meal times
amd knocking on doors, See Attachment
#26 :

-Levothyroxing .25 milligrams

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

-KiorCon 20 milliequivaients

-Exelon Patches 9.5 milligrams {three boxes)
-Vitamin D 1.25 milligrams

~Fiomax 0.4 milligrams

-Aggrenox 25/100 milligrams (two botiles)
=Vitamin D 50,000 uniis

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

-Pantoprazoie Sodium Delayed release 40
milligrams

-Gabapentin 100 miligrams

-Digoxin 125 micrograms

-Ceiexa 40 milligrams

-Cyanocobaiamin 1000 micrograms per milliliter

Kitty Harmon, Howsekeeplng Supervisar,
Brandy Cooper, Dictary Manager, and
Amanda Sparks, Kitchcn rmanager arc
meniforing, dignity dofing meal times,
infection bontrol duripg meal times and
knocking on doors at different intervals.
thmoughoxt the day at a minimum of 3 times
a week  If staff are observed during the
audif fo vielate any -of the above they are
comected by the person  anditing
immediately. The
violation &nd the person commitfing the
violgtion are reported to Mary Arms, DON
further comective ackion if necessary, This
" was started on 11/16/12 and will continue
for 6 months end then be re-evaluated,

Four (4} treatments par week will be
observed by the QA nurse fo ensure that
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-Carvedilol 3.125 miiligrams

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

-Potassium Chloride Extended release 20
miliequivalents

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

-Flavix 76 milligrams

~Nitrofuranioin MCR 30 milligrams
~Isasorbide Mononitrate Extended Release 60
milligrams .
-Lansoprazole Delayed Release 30 miligrams
-Furosemide 40 milligrams

-Promethazine 25 milligrams

-Simvastatin 48 milligrams

) ID SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION (5
PREFIX ° (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DarE
' DEFICIENCY) :
the individuaf resident core plan md
F 431| Continued From page 103 F 431 physicitm orders are being followed end

ihat soiled dressings are disposed of per
facility policy. This will be completed for
6 months amd then re-evaluated, Thes
staried on 11/27/12. The results of the
endits will be reported weekly in the QA
meeting and Quarterly through CQF by
Emity Jones-Gray, Agsisiant
Adminisirator, QA Coordinator or tie QA
nurse. This audit may be delegated to
other staff in the fistare,

Andif resulfs are reported weekly in the QA
commitiee mesting by the person
completing the audit. All results will be
reported quarterty throungh CQI by Emily
Gray Assistant Administrator or the pergon
complsting the mdits,

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

-Welchol 625 milligrams
-Enablex 7.5 milligrams {two bottles)
-Novolog Mix 70/30 Insulin

G. Medication bottles/containers labeled as,
belonging to Resident G and containing:
-Albuterol Suifate 0.083% for inhalation {three .
boxes)

-Prednisone 5 milligrams

-Advair Diskus 500 micrograms (two boxes)
-Pradnisone Dosepak '
-Ventolin HFA 90 microgram inhaler

H. Medication botflefcontainer labeied as
belonging to Resident L and containing:
~Megace AG 40 milligrams per milliliter

An interview conducted with the Nursing
Supervisar {N5) on 11/01/12, at 11:05 AM,

process. The results of all andits will be
reparted to the Medical Director quarterly
throngh OQI by Emily JonesGray,
Assistant Administrator.  This will be

ongoing.

5, Date of Completion 1/8/13

F4pG¢ 48325 EFFECTIVE
S TRTION/RESIDENT WELL-BEING

It s the policy of this facility to be

inistered in a manner that ewables it 1o wse
its resources effectively and efficiently to attain
or mam{ain the highest practicable physicat,
mental, and psychosocial well-being of each
restdent.
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i ‘ 1,  The attending plysician and the family of -
F 431 | Corfinued From page 104 F 434 resident #1 wus notified on 10/17/12 by
; revealed the NS had been unaware there were LPN'#3 of the change in condition rolated
medications in the cabinet and stated the to the wound iﬂ the left great toe. See
medications should have been sent home with attachment #
ihe resident's families. Tha N8 st?tetd. shelwgs The attending physician was notified on
unaware who had placed the medications in the L0/18/12 via fax by Mary Arms, DON
cabinat. The NS the facility had not assigned any that resident #1 was being sent transferred -
particular staff person to moniior the medication 1o KDMC to the physician that had
! cabinets to ensure medications brought into the previousty done srzery on her other leg.
: facility by famity members were sent home with See Attachment #2
the famiiies.
Mary Arms, DON began reviewing the
1 ' An interview conducted with the Director 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 baen aware o 10/19/12.
medications had been placed in the cabinet. The
5 DON also stated, in accardance with facility The aftending, physician was notified on
policy, the medications should have been sent £0/21/12 vin S that the resident had
home with the resident's family members. The missed the appoimtment to the wound care
DON stated she was unsure who had placed the clinic by Mary Arms DON. See
medications in the cabinet, Attachment #3
F 441 | 483.85 INFECTION CONTROL, PREVENT F 441 The medical eoord of resident 41 was
88=E | SPREAD, LINENS reviewed on 10/20/12 by Maey Arms,
The facility must estabiish and maintain an R Eﬁf\;n;:f: ;t::iothm o s

tnfection Control Program designed to provide a .
safs, sanitary and comfortable environment and.
to heip prevent the development and iransmission
of disease and infection. '

(a} Infection Contro! Program

The faciiity must establish an nfection Control
Program under which it -

(1) Investigates, controls, and prevents infections
i the facility;

(2) Decides what procedures, such as isolation,
shouid be applied to an individual resident; and
(3) Mainfains a record of incidents and corrective
actions related to infoctions,

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

The family was notified on 10/20/12 by
Mary Ams, IXON of the missed
appointments and that we had reporied
this to OfG.

Resident #1 has not returned to this
facility.
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Thie care plen for resident #14 was
F 441/ Continued From page 105 F 441 roviewed for econracy on 11/23/12 by
Crystal Cantrell, LPN MDS staff

(b} Preventing Spread of Infection

(1) When the Infection Control Program
gefermines that a resident neads isolation to
prevent the spread of infection, the facility must
isolate the resident,

{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
direct contact will transmit the disease.

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

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

Al norsing staff was in-serviced 11/8/12
through 11/23/12 regarding following the
resident care pian and fransferring
residents. This was completed by Emily
Jones-Gray, Assistant Administrator,
Mary Arms, DON and Chanity Parcell,
LPN Staif Development.

2.  The chats of all residents having weekly
outside appointments for medical
treatment outsids the Facility were
reviewed to ensore they had not missed
appoigiments due o trmspaortation not
being schednled. This was completed by
Mary Amms, DON and Chrlsty Moore, RN
on 10v20/12. There were no other
appointments missed for fathie to make

This REQUIREMENT is not met as evidenced
by: N
Based on observation, Interview, and review of
facility policy, it was determined the facifity failed
to maintain an effective infection Control Program
designed to provide a safe and sanitary
environment to prevent the development and
transmission of disease ang infection for one (1}
of twenty-four {24) sampled residents {Resident
#14). Observation on 10/28/12, revealed staff
failed to properly dispose of a soiled dressing
during a wound treatment. LPN #3 removed a
dressing from Resident #14's left foot and placed
the soiled dressing directly on the resident's bed.

Additionally, observation on 10/29/12 of the

transpoitallon amrapgements.

A current residents with randomly
scheduled appointments were reviewed to
enzure that transportation arrangements
had been made, 'This was completediby
Ora Little, LPN and Jessica Wireman, RN
on 10/21/12.

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

On 10/19/12 a skin sssessment was
compleied on alt residents by Heensed
staff. The staff names are Jeri Frazier
LPN, Jessica Amett RN, Heather
Moverly LPN, Yvette Short RN, Donna
McDowell, LPN and Christy Allen LPN.
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F 441 Continued From page 106 F 441 A copy of the skin assessments completed

evening meal and of the nocn meal on 10/30/12,
revealed staff sat on resident's beds while
assisting the residents with the meal.

The findings include:

Review of the fadility's policy titied Wound
Care/Treatment Guidelines (not dated) revealed
dressing suppiies were never placad on the
resident's bed. The policy directed siaff to bag
frash from dressing changes in a trash bag and
dispose of the trash in the soiled utility room:.

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

on 10719712 was given fo the MDS
depariment for review. All residents
idenfified doring fhe skin assessments as
having 8 wound of any kind had their
individual MDS amd Care Plan reviewed
and revised if needed by Donna Fannin
LPN and Crystal Cantrell LPN (MDS
Department) to ensure that all skin areas
identified were care plamed
appropriately. This was completed on
16/24/12,

On 10/20/12 the individaa] wormd
monitoring records were reviewed and
compared i the individual resident skin
agsessments completed on 10/19/12 1o
ensure that all wounds have been
measwed md are on & monitoring sheet.
This was completed by Christy Moore,
RN,

#2 cleansed Resident #14's ankie wound with
gauge moistenad with normal saline. Ablack .
scab detachad from the wound during the
cleansing process. LPN #2 placed the soiled
mioist 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 carried the soiled
dressing to the haliway and disposed of the soiled
dressings in a waste receptacle on the treaiment
cart.

interview on 10/29/12, at 7:45 PM with LPN #2
revealed she was knowledgeabie of the
requirement o bag soiled dressing in a trash bag
and stated she should not have placed the soiled
dressings on Resident #14's bed. LPN #2 stated
the treatment cart dig nct contain a trash bag and

AN areas identified on the individual
resident skin assessments completed on
10/19/12 were compared io the individoal
ireatment MARS to ensure that freatments
{ * were ardered if necessary to alf identified
arces. This was compleied by Christy
Moore RN on 18/20/12,

Any new arcas or areas in question
(identified on the individuat skin’
assessments complefed on 10/19/12) were
reviewed, re-measured if necessary and
placed on a monitoring sheet, New orders
were obtaited for newly identified areas.
Thix was completed by Christy Moore RN
on 10/21/12.

Al physicians were notified via fex on
10/22/12 of their respective residents
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she failed 1o take the time to restock the cart.

Interview with the Director of Nurses (DON) on
14/01A2, at 2:30 PM, revealed staff were trained
o never place soiled items on resident beds. The
DON stated to prevaent transmission of germs;
staff was required to take a garbage bag in the
resident's room for disposal of the sciled dressing
and should discard the garbage bag in the waste
receptacle on the treatment cart.

2. The facility failed io provide a policy refated fo
staff sitting on resident's bed; however, according
o the Nursing Assistant Education website
{www.nursingassistanteducation.com), sitting on
resident's beds could “spread infections to
patients and residents from our uniform.”

Observafion of the evening meal on. 10/28/12

91D SUMMARY STATEMENT OF DEFICIENCIES 10
PREFIX (EACH DEFICIENCY MUST BE PRECENED BY FULL PREFIX (EACH CORREGTIVE AGTION SROULD BE COMPLETION
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) woutds, the iype and location.  This was
F 441 | Cordinued From page 107 F 441 completed by Christy Moore, RN. See

attachment #4

On 10/28/12 and 10/29/12 all physicians
were notified of all wonnds and the
current trestments for the wounds of their
respective residents using the WOUND
NOTIFICATION FORM. They were
asked to sign and return. This was
sompleted by Christy Moore, RN. See
attachment #5

A complefe skin assegsment wis
compieted on atl residents to ensure that
all skin issues (with special focus on
wounds) have been ideptified and
docymented. These assessments wers
completed over z four (4) day period on
11/13412, 11/14/12, 11/15/12 and
11/16/12 by Mary Arms DON, Christy
Moore KN, :

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

CNA #8 was observed io deliver a meal tray i
unsampled Resident K. CNA #8 was observed 1o
sit on Resident K's bed io feed the resident.
Continued observation ¢of the evening meal
service, revealed CNA #9 aessisted unsampled
Resident | with the evening meal. CNA#9 was
observed to sit on the resident's bed fo feed the
resident,

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

Ashley Maggard 1PN, Terosa K100 KN,
Jessica Amett RN, Yvetie Short RN, and
Bonnig Prater, LPN,

On 11/15/12 the physicians were notified
again of all wounds andithe current
treatments for their respective residents
wsing the WOUND NOTIFICATION
FORM. This was comapleted by Christy
Moore, BN, See attachment #6

The familics of all residents with any type
of wound were contacted to ensure they
were gware of the wound and treatments
ordered. This was completed on 11/20/12
by Anne Caldwell ADON, Chanity )
Purcel! LPN, Christy Moore RN and
Brends Humphries RN,
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the noon meal.

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

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

the resident's bed. CNA #5 stated she recalled

assignment sheeis were reviewed to
ensure that resident care needs were
identified and that assignment shects
reflect how care is to be provided to cach
resident. This was completed by Roberta
Thompsor, MDS Coardinator and Crystal
Centrell, LPIN MDS Staff on12/20/12.

The nurse’s notes for all residents were
reviewed for the naonths of October,
November and through December 15,
2012 for documented changes in rusident
condition and physician and family
nofification. This was completed by Mary
Amng DON, Anoa Caldwell ADON,
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A resident transter andit was complsted
F 441 | Continued From page 108 F 441 an 11/45/12 by Mary Arms, DON and
revealed CNA #5 delivered a meal tray to Em'l?' "m Gray, Assi .
. . Administrator. No other residenis were
Resident |. CNA #5 sat the tray up for Resident |, identified gs being affected.
who was sitting in & wheelchair. CNA #5 was
observed o sit on the resident's bed to assist with AICNA resident care plans and

being taught in nurse aide training fo place a
towel on 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,
ravealed staff were permitted to sit or stand at the
residents’ hedside. CNA #4 staied if staff sat on
resident beds, germs could be spread from one
residents’ bed to another bed from staff clothing.

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

stated she had been employed at the facility for
three years and had always sat on resident beds
during meals. CNA #8 stated "after 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#3
staff were permitted to stand or sit when assisting

Emily Jones-Gray Assistant
Admuinistrator, Brenda Humphries Quality
Asgurance, Kathy Meadows Soctal
Services, Misty Pennington Social
Setvices and Marie Pennington Activities
Difector,

If it cowld not be defermined by reviewing
the murse’s notes that the family and MD
were netified of changes in resident
condifion then the MD and family were
conacied regarding the change. The
respective physicians were faxed by Mary
Arms, DON on December [8- 19, 2012
i0 ensure that they were ewere. Nope of
the physicioms responded back to the
fncility indicating that they were
wnaware of any of the docomented
changes in the resident condition.
Families were contacied an Dacember 14
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— 16, 2012 by Anna Caldwell, ADDN,
F 441 | Continued From page 109 F 444 Chenity Parcell, LPN, Emity Gray,
residents with meals. CNA #9 stated staff were Assistant Administrator, Kaflty Meadows,
. L ) . Social Services, and Misty Pennington,
not permitted fa sit in re&dent’s wheelchairs and Social Services fo cnsure fhat famifics
probably should not sit on bgd because could were aware of documented changss in
spread germs from one residents’ bed to another. resident condifion. There Wes one
documenied change ia one resident that
Interview on 10/30/12, at 3:30 PM with CNA #6 the family wes unaware of
revealed staff could sit or stand to feed residents.
CMNA #8 stated because she was shott in statue, Al acoident/ 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 #6 stated sitting on the bed ¢ould cause compared to the resident record to ensure
cross contamination and spread germs from that the MD and family had been notifted.
resident's beds. This was completed by November 23,
2012 by Masy Arms, DON.
An intsrview conducted with CNA #14 on
10/30/42, at 1:00 PM revealed she could either sit On LU5/12, 11/6/12, 11/8/12, 115912,
or stand to feed a resident and had never been 11/10/12 and 11/16/12 Mary Arms, DON
told it was unacceptabie to sit on a resident's bed observed treatments provided to 8
when feeding a resident. Howsver, the CNA rtsiflm. Staff followed MD urderfs
acknowledged i was not a good idea to siton a during the treatments. No other residents
resident's bed due to ihe risk of spreading gemms. were ideatified
Interview on 11/01/12, at 8:00 AM with {he
Infection Control Nurse revealed staff was not 3.  LPN#| was terminated on 10/18/12 by
permitted to sit on resident's beds. The Infection Mary Amms, DON.
Conirol Nurse stated germs could be spread from . L .
resident to resident and staff couid be in contact LPN #3 was given a disciplinary warning
with germs from a resident's bed. and;:hced a;g;bmgn On 10/20/12 by
F 490 | 483.75 EFFECTIVE F 430 Mary Acms, DON.
- 88=) ADMINISTRATION/RESIDENT WELL-BEING The nurse aide was counscled on
" n . following the plan of care for Resident
A faclity must be administered in a manner that #14 and given a disciplinary e-warning cn
enables it to use its resources effectively and 4720/12 8 a result of the facility
efficiently to attain or maintain the highest investigation, This was completed by
praciicable physical, mental, and psychospeial Mary Arms, DON. The nurse sides last
well-being of each resident. day of employment with the facilify was
4721712
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This REQUIREMENT is not mei as evidenced
by: . :

Based on inferview, record review, and facility
policy review, it was determined Administration
failed io ensure the facility was adminisiered in a
manner that enabled its resources to be used
efiectively 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 Administration failed to ensure
policy and procedures were impiemented for
wound care. Facility staff noted on 09/12/12,
Resident #1 had a wound on the left great tce.
However, Administration failed to ensure facility
staff assessed and documented Resident #1's
wound on a weekly hasis in accordance with
facility policy and procedures; failed to ensure
necessary care and services were provided o
Resident #1's wound in an effort to aide healing;
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F 430 | Continued From page 110 F 490 The facility process for making

trensportation asmengemenis for outside
appoimtments was revicwed by Deboraly
Fitzpatrick, Administrator and Mary
Arms, DON an 10/19/21.

The facility transportation policy was
reviewed and revised on 10/19/12 by
Dreborah Fitzpatrick Administrator end
Mary Arms, DON on 10/19/12. The
Medical Direcior is in agreement. See
attachment #7

A transportafion log was developed to
track appeintment and frangportation
arrongements. This was completed by
Debarah Fitzpatrick, Administrator, Mary
Arms, DON and Christy Moore, RN or
10/20/12. See attachment #8

An insiroctien sheet was developed as a

failed I ensure arrangements had been made for
Resident #1 to be assessed at a Wound Care
Glinic (WCC) as ordered by the resident's
physician; and failed to ensure the physician was
noiified of a significant change In the wound on
Resident #1's left great toe. Documentation
revealed the wound on Resident #1's leff graat
toe worsenad and on 10/20/12, the resident's toe
was amputated. (Refer to F157, F282, and
F309).

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

guide for staff in malking appoiniments.
This was compleied by Mary Aums, DON
on 1020/12. See aftachment #9

A tist of transportation services, phone
rumbers, required forms and special
tequirements was developed as a guide for
staff in making sppoméments. This was
completed by Mary Amns, DON op
"10/20/12. See attachment #9

The system used to keep the appointment
infotmation and transportation
arrangements was reviewed and revised
on 10/19/12 by Deboreh Fitzpatrick,
Administrator and Mary Arms, DON,
Two books had been used to make
appointments, The books were combined
into one book. Each nursing unit has an
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. appointmentfirapsportation book with the
F 490 | Continued From page 111 F 490 folloving items:

Administration aisc failed to ensure the Quaiity
Assurance (QA} Committee identified quality
deficiencies and implemented corrective actions
related to weekly wound assessment/care.
(Refer o F520).

The failure of the facility to ensure the facliity was
administered in a manner that enabled its
resources to be used effectively and efficiently to
attain or malntain the highest practicable physical
wellbeing placed residents at risk for serious
injury, harm, impairment, or death. immediate
Jeopardy was identified on 12/11/12, and
determined to exist on 10/15/12. The fasility was
notified of the immedizte Jeopardy on 12/11/12.

The facility provided an acceptable credible

»  Transportation Policy

s instmctions for making
appointments.

*  Phone nembers for tie
transportation services and
notification requirements of
each service.

»  Transportation Log

s  Appoiatment Calendar

»  Transportation Forms

Licensed staff were in-serviced on
resident assessment, measoring wounds,
treatments snd documentstion, physicien
and family notification, policies and staff
responsibility in scheduling transportation
o appointments, making atrangements,
the transportation log; transportation
policy and the new transporiation books
for easior use, These were completed

Allegation of Compliance (AQC) an 12/13/12, with
the facility alleging remnoval 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 severity of "D,"
while the facility develops-and implements a Plan
of Correction and the faciiity's Quality Assurance.

The findings inciuda:

Review of the facility policy entitlted "Change in a
Resident's Condition or Status™ {undated)
revealed the facility was to nofify the resident's
attending physician and representative of
changes in the resident's condition/siatus. The
policy revealed Nursing Services would be
responsible for notifying the resident’s attending
physician and representative when there had

on10/15/12 thru 10/21/12 by Mary Arms
DON. See aftachment #10

Pressure Ulcer Documentation Guidelines
w:z‘pgiven to staff a5 handouts during the
in-service.

The Pressire Ulcer Documentation
Guidelines were placed in the wonnd care
monitoring book for reference. This was
completed by Mary Arms, DON and
Christy Moore on 10/19/12 thru 10/21/12.
See attachment #10

The Pressure Ulcer Policy was reviewed
op 10/21/12 by Mary Arms DON ead
Deborsh Fitepairick Administrator with
no changss. The Medical Direstor is in
‘sgrecment. See Aftachment #11
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been a significant change in the resident's
physical status, when there had been a need to
alier the resident's treatment significantly or when
deemed appropriate in the best interests of the
resident. The review further revealed ail
notifications should be made as soon as
praciical, "but in no casa shail such nofffication
exceed twenty-four (24) hours." The policy also
revealed, "All changes in the resident's medical
condition must be property recorded in the
resident's medical record in accordance with our
charting and docurnentation policies and
procedures”

Review of the facility policy entitled "Skin Care"
revised September 2001, revealed staff weore to
measure and record wounds on a weekly basis.
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The Wound Documentation Policy was
F 480 | Continued From page 112 £ 490 reviewed and revised. The Medical

Ditector 1 n agrecment. See attachment
#2

A new wound monitoring sheet was
creafed by Deborah Fitzpatrick
Administrator en 10/24/12. This will be
used for all wonnd documentation, See
Attachment #13

On 10/24/12 the Assistant Administrator,
Emily Jones-Gray began in-servicing all
ticensed staff on how fo uiilize the revised
Wound Docomentation Flow Sheet The
Asgistant Administrator also placed an
instruction sheet in the Wound Care books
at each nursing station fo inform staff on
how to utilize the revised Wound
Documentation Fiow Sheet and that all
wounds shorld be measured and
documented weekly. This was completed

Review of the facllity poficy enfitted "Wound
Documentation" undated revealed pressure
ulcers, diabetic uicars and other wounds should
be measured weekly by licensed staff, The policy
reveaied documentation should include wound
location, stage, size, tunnefing, undermjning,
necrofic tissue, sloughing tissue, eschar,
drainage, granuiation, description of surrounding
tissue, pain, and support surface. Review further
revealed if the wound did not show improvement
or there were changes (such as warmth, redness
of surrounding tissue, necrotic tissue or odor) the
physician should be netified.

Review of the facility pdiicy entitled
"Transportation Policy” dated May 2008; revealed
staff would assist residents by making
transportation arrangements for resident's
scheduled appoiniments. The review revealed
nursing staff was responsible to make

on 1024/12,

A Wound Netification Form was
developed on 10/28/12 by Dr. Charies
Hardin Medical Director, Mary Arms )
DON and Deborsh Fitzpairick ¢
Administraior, This form will be used to
nofify e attending pliysicians” bi-weckiy
of their respective resident wounds,
condition of the wounds end current
treatments. See Attachment $14 (1)

The Wound Nofification Form was
evised oa 12/14/12 by Mary Arms, DON
and Deborsh Fitzpatrick, Administrator to
include a space for meesurements,
instructions to netify family of any
changes and a place to document family
member notified The Medical Director is
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ih agreement with the revision. See
F 490 | Continued From page 113 F 490 Attachmenf #14 (2)

transportation arrangemenits as soon as they
were aware of the resident’s appeiniment. The
poiicy further revealed staff should maintain a
record of appointmenis should obtain
confirmation of transportation arrangements and
shouid check the appeintment 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 toe, the resident's physician was
notified, and orders were received for wound care
treatment and to arrange for the resident ic ba
assessed at a Wound Care Clinic (WCC).

Resident #1 was seen at the Wound Care Clinic
{WCC) on 08/13/12, 09/20/12, and staff was to
schedule a follow-up appointment for Resident #1
to be seen jn the WCC on §8/27/12; however

In-services for nurse aides end licensed
steff were beld starting on 11/8/12 end
complefed on 11/23/12. The in-services
inclpded following the plem of care for
individual residents, transkerring residents
and tyming and repositicning of residents,
and Infection control

Restorative nursing care relaed to tming
end repositioning, These in-services were
given by Emily Jones-Gray, Assisiant
Administrator and Chanity Purcell, Staff
Development, See Attachment 24

Licensed staff were in-serviced regarding
notification of change, canses of skin
breakdown, Braden scale, nutrition in skin
. breakdown, risk factars for skin
breakdown, how 1o write a complets

staff {Licensed Practical Nurse [LPN} #1) failed fo
arrange transportation for the resident’s follow up
appointment on 09/27/12, and, as a result, the
resident did not receive an assessmentfAreatment
on that date by the WCC.

Aninterview on 103/24/12, at 4:30 PM, with LPN
#1 revealed the nurse had been responsible to
make arrangements for Resident #1°s
fransportation to appoiniments. LPN #1 stated
she could not recall why she failed to make
fransportation arrangements for Resideni #1's
follow up appointment on 08/27/12 o the WCC.

On 09/28/12, (15 days after the assessment of
the wound on 09/1.3/12} staff documented an
assessment of the wound on Resident #1's left
great toe and noted the wound was red with pink
surmounding fissue measuring 1.4 centimeters

treatment order, assessing, staging and
measuring wounds, weskly summaries
and skin assessments, the new wound
monitoring sheet, proper disposal of

) soiled dressings, proper proceduore

{ required in completing a
{reatment/dressing change, storage of
medication with focus on Mycaicin spray,
procedure for retumning home meds to
famuily, entering medication
orders/following physician orders,
transcription of high risk medications, &
second nurse ghould review all new and
readmission orders. This in-service was
given by Mary Arms, DON on 13-08-
2012 and was completed on 1123/12,
See attachmenmt #15

Licensed staff were in-serviced 2 second
time on the seme infarmation contained in
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{cm) X 0.2cm X 0.1 cm.

Although facility staff documented treatments
were administered to the wound on Resident #1's
left foot from 09/28/12, to 10/16/12, faciiity staff
failed to document an assessment of the wound
until 10/17/12, nineleen {19) days after the
previous assessment of the wound on 09/28/12.
A review of the nurses notes dated 10/17/12,
revealad the wound to the residenf's |eit tce had
an odor was draining.

The Minimum Data Sel (MDS3) Assistant reveaied
in an interview that she had conducted an
assessment of Resident #1 on 10/15/12, and the
resident's toe was moist with biack necrotic
tissue, brown purulent drainage, a foul odor, and
redness fo the first joint of the toe. The interview
revealed the wound status was reported (o LPN

D | SUMMARY STATEMENT OF DEFICIENCIES D PRDVIDER' PLAN OF CORRECTION x3)
PREFIX {EACH DEF!C{ENCY MUST BE PRECEDED BY FULL FPREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION -
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DEFICIENGY)
the in-service completad on $1-23-12,
F 490 | Continued From page 114 Fag0| Attpehment #15 This in-service was

conducted on an indéviduat basis for some
staff and/or very smell groups for others
with more staff inferaction encouraged. A
form was devcloped so that each staff
attending the in-service initialed each item
{as it was discussed/expleined) an item
was discussed indicating that they
undersiood. Staff were asked if they had
questions and if so all items in question
were discussed prior to their inifialing.
In-servicing siarted on 12/18/12 and wilt
be compieted an 1/7/13 by Mary Arms,
DON.

A treatment nnrse was hired on 10/24/12,
Her name is Tracy Thompson and she is
an LPN. She will work full time &s a
ireatmesnt nurse five days per week,

Christy Moore, RN a current employee

#1 fo repori 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 inflamed,
had a yellow sloughing and an odor, and was
nocrotic. Resident #1 was transported to an
acute care facility 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
11/01/12, at 2:35 PM with the Director of Nursing
{DON]) revealed a resident's wound should be
assessed/measured and documented at least
onte a week. The interview reveaied althcugh
the faciiity did not conduct audits to ensure

will alse work 2 davs a'wesk s a
freatment nurss. There will be &
designated treatment aurse 7 days = week,

The treatment marse will administer
treatments on all wounds Steek 1 or
greater (includes diahetic or stasis ulcers),
monitor wonnds daily for changes,
measnre wounds weskly, document daity
on wounds or surrounding skin (of those
wound with treatmenis arder other than
daily), notify physieians bi-weekly of all
resident wounds and condition of each
wonnd, monitor daily fo see that
documentation is being completed as part
of CQL

Certified Medication Aides will no longer
be altowed to do treatments to skin
effective 10/25/12.
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'F 480 | Continued From page 115 F 490 A wound care reference puide has been
. . . placed on cach treatment cart as &
physicians were nolified of a change in a .
X \ L ) reference for appropriste
resident's conditicn, licensed nurses were to .
. . ) o . treatment/products for spesific wound
notify a resident's physician of any changes in the types. This was completed.on 115712 by
resident's condition, The [DON stated the nurse Mnry‘ Arms. DON. See sttachment #16
caring for the resident was responsible for ’ :
making transportation arrangements for The MDS Nurses will document the -
resident's appointments. resnlis of their skin assessments in the
resident’s medical recomis. Robetta |
Interviews on 1072312, at 6:15 PM and on Thempsan, MDS Coordinstor will be |
14/01/12, at 3:45 PM with the Administrator responsible 0 ensure this is completed. ) |
revealed when g wound was identified, the nurse 1123/ : ) |
was required to nofify the resident's physician,
obtain orders for freatment, assess/measure the
wound, and document the assessment on the Cn 10/21/12 Mary Arms DON notified
Wound Evaluation Flow Sheet. The Administrator Dr. Charles Hardin Medical Director of
revealed the facility had monitored a sample of the missed appointment of resident #1, the
charts on a monthly basis to ensure staff change in condition refated to the wound
conducted physiclan nofification for all change in and failuyro of LPN #1 to notify the
resident condition; however, the Administrator attending pirysician and family.
stated the monitoring had been disconfinued due B .
to staff compliance in meeting the goal On 10/28/12 N mem,lg wes held with Dr.
established. The Administrator also stated the Charles Hardin, Medioal Dircotor, Mary
) ) . Arms, DON and Deborsh Fitzpatrick,
nurse caring for the resident was responsible for C . .
‘ King & el ts for th ) Adminigtrator to discuss the issues
¢ making Eranspol ation arrangements for the K identified in the current survey and
resident's appointments. . Quality Improvement related to
. . " assessment, wound care, docwnentation,
An interview on 10(251’12, at 11:30 AM with physicinn and ﬂ]ﬂlﬂy notification and
Resident #1's Primary Physician confimmad she transportation tc appointments. N
had not been informed of the decline in the staius
of Resident #1's wound unit 10/17/12. According The Medical Director reviewed alt the
to the physician, she expected the nurses 1o inifial physician notification reparding
follow physician's orders, to assess the resident's wotnds thar was sent on 10/22/12. See
wounds whiie performing wound care &nd to be atinchment #4
notified of any changes in the wound. .
A Quality Asshrance murse was hired on
2. A review of the facility's policy titled, Care 11719432 and will work wnder the
Plans-Comprehensive (revised 10/20/08) supervision of the Director of Nursing o
| revealed it was the poficy of the facility fo develop
FORM CMS-2567¢{02-98} Previous Versions Obsolete Event ID:6GKOM Fagiity iD: 100888 1§ continuation sheat Page 116 of 165
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provide guality assurance moniforing
F 490 | Continued From page 118 F 490 specifically for the nursing department.
a com i} i ,
e e e A QAo e sy
n eas ! s Deborah Fitzpatrick, Administrator and

meet the resident's medical, nursing, and
psychosocial needs. Further review of the policy
revealed the comprehensive care plan had been
designed 1o incorporate identified probiem areas,
and to prevent declines in the resident's
funciional status and/or functicnal level. The
policy revealed the Certified Nursing Assistant
(CNA) care plans were developed from the
comprehensive care plan and would idenfify
specific care area needs and approaches
necessary for the CNA fo provide dgily care to
individua! residents.

The facility assessed and identified in a plan of
care that Resident #14 required the assistance of
a minimum of two staff for transfers. Howevaer,
oh (4/89/12. one staff person fransferred the

consists of the department managers. The
committes mests weekly and reviews fhe
results of the recently developed
monitoring tools o improve the fucility’s
QA program. This will be anpoing. The
results will be reported quarterly through
€QI by the person completing the andits.

The CQI skin monitoring sheet for
pressure uicers was revised by Emily
Gray Assistant Administratar an 1 1/20/12,
Tweive (12) choris will be reviewed
monthly. This also includes notification
of phrysician and family. This will be
completed by the Quality sssurance rurse
or other mirsing staff assigned by Mary
Armz, DON. This wilf be ongoing, All

resident from the bed to a wheelchair and the
residert sustained a soft tissue injury to the left
ankie after reportedly hitting his/her ankle 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 to the
Emergency Department for evaluation due to
swelling, pain, and redness of the teft ankle. On
04/18/12, Resident #14 experiencad swelling of
the ankle, increased pain (refused for staff to
touch the ankie}, and had developed a necrofic
area at the injured site. On 04/18/12, Resident
#14 was again transferred io the Emergency
Department for evaluation, was diagnosed with
cellulitis, and was prescribed an antibiotic
treatment. in addition, on 04/26/12, a hematoma
formed at the injured site and wound care was
required for the left ankle.

resutts will be reported quarterly through
CQI by Emily Jones-Gray, Assistant
Admintstrator. See Attacirment #17

A SKINWDUND,QI LOG wes ordesed
and will be used t track wounds (facility
acquired of admitizd with}, type of
wound, interventions and physician and
Iamily notification. This will be
completed weekly by Emily Gray,
Assistant Administrator or a designee.
This will be ongoing. All results will be
reported guarterly through CQI by Emity
Jones-Orey, Assistont Administrator, Sce
Attachment #18

All weekly nursing summaries will be
turped in to Mary Arms, DON. Mary will
monitor for completeness, The weekly
summary includes a skin assessment.
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This started on 10/22/12 and will be
F 480 | Continued From page 117 F 420 OREOIDg,
The Direclor of Nursing {DON} stated in an A tracking form was developed an
interview on 11/01/12, at 2:30 P, that staff £0/25/12 by Mary Arms, DON tc use
members were required to follow the resident in monitoring when weekly
plan of care. The DON cenfirmed Certified summarics are due for each resident.
Nursing Assistant {CNA) #15 failed to follow the See Attachment #19 -
plan of care and transferred Resident #14 from
the bed to a wheeichair without assistance and Mary Arms, DON will review all
Resident #14 sustained an injury to the left ankle. weekly nursing summaries for
3. Areview of the facility's policy titled "Quality co‘mpleteness. She will oW the
Control," {undated) revealed the facility had a skin assessm.m . She will then
quality control program that that identified specific pcr'fonn a skin asscssmc.mcn the
deficiencies, measured the level of quality resident and compare this to the one
services by each depariment, and continually campleted on the weekly summary to
furnish information that would aid the facility in ensure that the resident skin is
taking corrective action for problems that were assessed correctly. This will be
identified, In addition, the policy revealed quality completed for 4 weeks at 100% until
control records would be maintained and would 11/25/12 and then re-evalated. The
be discussed quarterly during commitiee QA nurse wilt assist Mary Arms,
meefings. The policy also stated any items DON in the review of the weekly
requiring corrective action would be discussed summarics and the weekly skin
with the Administrator as they arose. assessments after 11/19/12.
Areview of the facility:s Resident Roster Mat'rix If there are no problems identified
revealed there were nineteen (19) residents in the then th . .
- ) ) en the percentage of review will
Tacility with wounds. A review of medical records o
for ten (10) of the residents {Residents #2, #3, decrease to 50%. . .
4,45, #5, 7, 49, #9, #12 and #14) with wounds All weekly summaries will continue
revealed facility siaff had nof always conducted a to be reviawed at 100% for
weekly assessment of the wounds in accordance compieteness and that a weekly skin
with facility policy. assessment was conpleted on all
residents. Fifty percent (50%) of all
An interview with the Assistant Director of Nursing residents will have their skin
{ADON) on 10/23/12, at 7:10 PM and with reassessed by Mary Arms, DON or
Registered Nurse {RN) #2 on 10/23/12, at 7:30 the QA nurse and compared with the
PM revealed they had the responsibility to " ing surmary
-perform Quality Assurance (QA) activities related o o the weekly narsing
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to resident wounds and acknowledged staff had
not always documented skin assessments of
wounds on a weekly basis. The ADON and RN
#2 stated they failed fo ensure their findings were
reported to the QA committee to ensure
comective aciions were ideniified in an effort fo
prevent wound deterioration and promote wound
healing. '

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

Assistant Administraior revealed she was also the -

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

An inferview on 10/25/12, at 5:45 PM with the
Administrator reveaied the facility monitored
wound care by conducting Continuous Guality

Improvement {(CO[).of wounds, The inferview

{%4) D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (X5)
PREEIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
i0 ensure that the skin is assessed
F 490 | Continied From page 118 F 490 comrectly, This will continue for 4

weeks or until 12/25/12 and then be
re-gvaluated.,

If there are no problems identified
then the percentage of review will
decrease 1o 8 residents per week. All
resident weekly nursing summaries
will be reviewed at 100% for
compjeteness and that a weekly skin
assessment was completed on all
residents. Eight (8) residents per
week will have 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
correctly. This will continue for 4
meonths-and then be re-evaluated.

revealed facifity poficy was for the nurses to
assess wounds once a week and record the
assessment on the Wound Flow Sheet and the
wound logbook. According to the Administrator,
she was unaware nurses had not conducied
weekly wound assessments until the facility
initiated an investigation into the deterioration of
Resident #1's wound, or that all resuits of staff
monitoring, including wound care assessmenits,
had not been reported to the QA committee.

**An acceptable Allegation of Compliance (AOC}
related to the Immediate Jeopardy {IJ) was
submitted by the facllity on 12/13/12, which
alleged removal of L) effective 10/25/12. An
Extended Survey was conducted on 12/11-13/12,
whiich determined the 1J was removed on
10/25/12 as allegad.

See Attachment 19

Mary Arms, DON or the QA nurse
will revicw the skin assessments on
new adrmissions end 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
accurate, the family and MD were
notified, the appropriate freatment is
in piace and that all areas have been
placed on the wound monitoring fiow
sheet and monthly log. This wili
continue for 6 months and then will
be re-evaluated. The findings will be
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medical record and continued {o investigate.

Iniiated on 10/18/12 and completed on 10/21/12,
the DON in-servicad all licensed staff regarding
the Foliowing: 1) assessment, measuring,
treatments and documentation of wounds, 2)
maintaining accurate medical records, 3)
physician and respansible party notification of

Admission, Re-admission and change
in condition by the licensed murses.
for 4 weeks. Roberta Thompson,
MDS Coordinator will monitor as
part of CQI the completion of the
Braden Scale by Licensed staff. Any
fajlure to cornplete the form will be

4025 EUCLID AVENUE
MOUNTAIN MANOR OF PAINTSVILLE
PAINTSVILLE, KY 41240
X4 D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION [i'e)
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DEFICIENGY)
reported guarterly through CQI by
F 490 | Confinued From page 119 F 490 Mary Arms, Don. See attachment
—A review of the AOC revealed the following: #20
On 10/19/12, the DON reviswed Resident #1's The Braden scale is completed on

book and transportation book inio ane (1) book.
The boak is kept at each nurses' station and
contains the following: 1) Transportation Poficy, 2}

change in condition, 4) scheduling appointments, rcpprted to the DON for corrective
5) making fransportation arrangements, 6) action. The results of the audit will
utilizing the transportation log, 7) the revisions to be reported quarterty throngh CQI by
the transpertation policy/procedures. Roberte Thompson, MDS
: Coordinator. This will be ongoing.
On 1019112, the Administrator and the DON See¢ Atinchment #21
; reviewed and revised the facifity's transportation
: policy and procedure. The Medical Director was As part of CQI the transportation logs
‘ in agreement with the revisian of the policy. The will be reviewed weekly by Emily
revisions included combining the appeiniment Gray Assistant Administrator, or a

designee to ensure that transportation
arrangements are being made. This

instructions for making appeintments, 3) Phone bcga:n on 10}26/17.' and ‘Ylu b?

numbers of each transportafion service and co.nnnuous. Any msues. identified

nofification requirements for each service, 4) will be reported immediately to

Transportation Log, 5) Appoiniment Caiendar, nursing adrintstration for correction.

and 6) Transportation Forms. All findings will be reported
quarterly through CQI by Emily Gray

On 10/20/12, ibe Administrator, the DON, and RN Assistant Administrator. See

#2 deveioped a Transportation Log to track aitachment #22

appointments/iransportation arrangements and

an instructional sheet as a guide for staff for The MDS Nurses wili document the

making appeintments, whetre forms are located,
different transportation services and contact
information which will be Kept in the front of the
Appointment/Transportation books for staif

resulis of their skin assessments in
the resident’s medical records. The
MDS Nurse will complete 8 CQI
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On 10/21/12, the Administrator and the DON
reviewad the facility's Pressure Ulcer paolicy and
the Wound Documentation palicy and no
revisions required. The Medical Director was
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Skin Communication Sheet with the
“F 490 | Continued From page 120 F 490 results 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
shest will be given to the Director of
Nursing. This isa CQL
communication tool. This began on

alsc in agreement.

On 0/21/12, tha DON notified the Medical
Director of the issues identified refated to the
investigation of Resident #1's wound and missed
appointment with the WCC, The Medical Director
was also notified and in agreement with the
faciiity'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

See attachment #23 -

each physician's nofification.

The Administrator formed a QA subcommittee
which consists of each deparment
head/manager thaf will meet weekly io review the
monitoring fools recently developed o improve
the facility's QA program.

The Assistant Administrator/QA Coordinator will
report ail monitoring resuits in the quarterly GQ!
rmeetings.

—The surveyors validated the corrective actions
taken by the facility as follows: '

interview on 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
investigating the resident's wound and

#33

11-23-2012. All findings will be
reported quarterty through CQI by
Roberta Thompson, MDS
Coordinator. This will be ongoing.

A Torm was created on 11/23/12 to
se in evalugtion of treatment
procedures performed by lcensed
staff regarding following physician
orders and the resident plan of care.
This was developed by Mary Arms
DON and Deborah Fitzpatrick
Administrator. See Aftachment

Four (4) treatments per week will be
observed by the QA nurse to ensurs
that the individual resident care plan
and physician orders are being
followed and sotled dressings are
disposed of per facility policy. This
will be completed for 6 months and
then re-cvaluated.  This started on
11/27/12. The results of the audits
will be reported weekly in the QA '
meeting and Quarterly throngh CQI
by Emily Jones-Gray, Assistant
Administrator, QA Coordinator or the
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QA nurse. This audit may be
F 480 | Gontinued From page 121 F 480 delegated to other siaff in the fiature.
appciniment lssues,
A shift report review will be
interview on 12/12/12, at 4:40 PM with the DON caripleted at least 3 times weekly
and review in-service records dated 10/19/12, mnd compared with the resident
through 10/21/12, revealed the DON in-serviced nurses’ notes to ensure that the MD
al! licensed staff regarding the following: 1) and family have been notified of
assessment, measuring, treatmants and changes in resident condition. This
documentation of wounds, 2) maintaining will be ongoing and will be
accurra]te.br[nedtc:i rei?ﬁrdst,l 3) p::yi:man z?nd compieted by Mary Arms DON,
responsible party nottfication of change in Anna Caldwell, ADON or the QA

condition, 4) scheduling appoiniments, 5) making
transporiation arrangements, 8) ufilizing the
transportation lcg, and 7} the revisions to the
transportation paolicy/procedures.

Interviews on 12/12/12, at $1:00 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
1400 AM with RN #4_at 1110 AWM with LPN #2,

nurse. The resalts of this audit will
be reported quarterly through CQI by
the person completing the eudit.
12/14/12

A chart audit will be completed on 4
charts per unit per week (48 charts
per-manth)-to-cnsure-that MD and

at 1:15 PM with RN #6 and at 1:20 PM with LPN
#13 confirmed the licensed siaff were in-serviced
on the fallowing: 1) assessment, measuring,
freatments and decumentation of wounds, 2)
maintaining accurate medical recards, 3} |
physician and respensibie party notification of
change in condition, 4) scheduling appointments,
5) making transporiation arrangements, 6)
utilizing the transportation log, and 7) the
revisions to the transpertation policy/procedures,

Interviews an 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 transportation
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 aof the facility's
transportation policyfprocedure revealed the

families are notified of changes in
resident condifion and that it is
dozumented. This will be completed
for 6 months and then re-evaluated.
This will be completed by the QA ¢
nursz or Mary Arms, DON using the
Call Log Aundit Fora. This started on
12/1/12. See Aftachment #59

The QA nurse will monitor 4
residents per unit 3 times weekly for
g total of 12 residents per week to
ensure that residents are transferred
according to their plan of care. This
will be completed for 6 months and
then re-evaluaied. This started on
11/28/12. The resulis of the audiis
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: will be reported weekly in the QA
F 480 | Continued From page 122 F 490 mecting and Quarterty throngh CQI
Medical Director was in agreemant with the by Emily Jopes-Gray, Assistant

revision of the policy. .

Administrator, QA Coordingtor or the
QA nurse. This audit may be

Observations conducted on 12/12/12, at 3:00 PM delegated to other staff in the future.
on the Secure Unig, at 3:10 PM on the second -

floor and at 3:20 PM on the first floor revealed an The results of all andits will be
Appointrnent/Transporiation book kept at each reported guarterly fhrough CQ1 bi

nursing station. The book contained the
following: 1} Transportation Palicy, 2) Insiructions
for making appeointments, 3) Phone numbers of
each transportation service and nofification
requirements for each service, 4} Transportation
Log, 5} Appointment Calendar, 8) Transportation
Forms and 7) instructional sheet.

Interviews on 12/12/12, at 11:00 AM with RN #2,
at 2:15 PM with LN #4, at 5:00 PM with LPN
#12, on 12/13/12, at 2:00 PM with LPN #8, at

Emily Jones-Gray QA Coordinator or
the person compieting the audit. This
will be ongoing,

Dr. Charles Herdin, Medics] Director
will provide oversight during the
compliance process. The results of all
audits will be reported to the Medical
Director gquarierly through CQI by
Emily Jones-Gray, Assijstant

1400 AR with RN #4_ a8 11-10 AM with L PNH2.
af 1:15 PM with RN #6 and at 1:20 PM with LPN
#18 revealed the licensed staff were
knowledgeabte of the contents and use of the
AppointmentTransporiaiion book.

Intérviews on 121212, at 4:40 PM with the DON,
on 12/12/12, at 11:00 AM with RN £2, on
12/13/12, at 2:65 PM with the Administrator, end
review of the facility's transportation

F

I

Administrator—Thiswill be oneoing

5. Date of Completion 1/8/13

514. 483.75(I)(1) RESIDENT RECORDS —

CQOMPLETE/ACCURATE /ACCESSIBLE

15 the policy to maintain climical records on

! , zpch: resident in accordance with accepted
policy/procedure revealed on 10/20/12, the fossional standards and practices that are
Administrator, the DON and RN #2 developed a P P _ A
Transportation Log to frack cpmplete; accurately documented; readily
appointments/transportation arrangements and & eej,sible; and systemahc?l}y organized. This
an instructional sheet as a guide for staff for evidenced by the follewing:

making appointments, where forms are located,
different transportation services and contact
information which will be kept in the front of the
Appointment/Transportation books for staff
reference.

1, 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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condition related to the wound on the
F 490 | Continued From page 123 feft great toe, See attachment #1

Intarviews on 1271212, at 4:40 PM with the DON,
on 1271312, at 2:55 PM with the Adminisirator
and review of the facility's policies revealed the
Pressuwre Ulcer policy and the Wound
Documentation policy were reviewed 10/21/12, by
the DON and Administrator. [nterview on
12/4312, 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 reveaied on 10/21/12, the
DON nofified the Medical Director of the issues
identified related fo the investigation of Resident
#1's wound and missed appoiniment with the
WCC. The Medical Director was also noiified
and in agreement with the facility's corrective
measures taken.

Interviews on 12/12/12, at 11:00 AM with RN #2,
on 12/13/12, at 1:30 PM with the Medical Director
and review nofification letters dated 10/22/12,
revealed RN #2 nolified each physjcian of their
respective resident's wounds addressing the
stage and location of each wound after the
faciity's Medicat Director had reviewed/signed
each physician's nofification.

interviews on 12/12/12, at 4:40 PM with the DON,
on 1211312, at 2:55 PM with the Administrator, at
3:10°'PM with the Assistant Adminisirator, at 1:40
PM with the Activity Director 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 to review the
monitoring tools recently developed to improve

F 490

The attending physician was notified
on 10/18/12 via fax by Mary Arms,
DON that resident #1 was being sent
transferred o XDMC to the physician
that hed previously done surgery on
her other leg, See Attachment #2

Mary Armas, DON began reviewing
the medical record of resident #1 and
investigating, She continued to
review the record and investigate the
incident on 10/19/12.

The attending physician was notified
on 10/21/12 via fax that the resident
had missed the appointment to the
wound care clinic by Mary Amas
DON. See Attaclment #3

The medical record of resident #1
was reviewed on 10/20/12 by Mary
Arms, DON to ensure that othér
appointments had not been missed.

The MDS and care plen of resideat
#1 was revicwed on 10/19/12 by
Roberta Thompson, RN MDS
Coordinator.

The family was notificd on 10/20/12
by Mary Arms, DON of the missed
appointmets and that we had
reported this to OIG.
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Resident #1 has not retumed to this
F 480 | Continued From page 124 F 490 facility.
the facility's QA program. ’
: Individual skin assessments were
fnterviews on 12/13/12, at 2:55 PM with the completed on Residents #2, #3, #5,
Administrator, 2nd at 3:10 PM with the Assistant #8, #0 and #14 on 10/19/12 by Yveie
Administrator revealed the Assistant Short, RN, Jessica Amett, RN, Jeri
Administrator/QA Coordinator will report all ) Frazier, LPN and Heather Mowery,
monitoring results in the quarterty CQI meetings. PN to ensurc that all resident
F 514 | 483.75()(1) RES F514 wounds were jdentified.
55=) | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE - All arcas identified on the individusl
The facility must maintain ciinical records on each skin asscssments of residonts #2, 43,
resident in accordance with accepted professional #5, #8, #9 and #14 completed on
standards and practices that are complete;. 10/19/12 were compared 1o their
accurately documented; readily accessible; and individual treatment MARs o0 ensure
systematicafly organized, that treatmenits were ordered if
. ~ mecessary to all identified arens. This
The clinical record must contain sufficient was completed by Christy Moore RN
information to identify the resident; a recerd of the on 10/20/12.
resident's assessments; the plan of care and
services provided; the resulis of any Amy new areas or areas in question
preadmission screening conducted by the State; (identified on the individual skin '
and progress notes. - assessments of resident #2, #3, #5,
{ ¢ #8, #9 and #14 completed on
This REQUIREMENT is not met as evidenced 10/19/12) were reviewed, re-
by: memd .l.f necessary and placed on
The facility faled to ensure clinical records were amonitoring shect. New orders were
complete and accuratety maintaired in obtained for rewly identified areas.
accardance with accepted professional standards This was completed by Christy
and praciices for eight (8) out of twenty-four (24) Moore RN on 10/21/12.
sampled residents (Residents #1, #2, #3, #5, #8, '
#0, #14 and #18). On 10/20/12 the individual wound
monitoring records for residents #2,
Resident #1 developed a scabbed area to the left 3, 5, #8, #9, and #14 were
great toe on 09/12/12. Steff measured the wound reviewed and compared to their
on 08/12/12, and again on 09/28/12. The facility individual skin assessments
failed 1o assess the wound again until 10/17/12,
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completed on 10/19/12 to ensure that
F 514 | Continued From page 125 F 514 all wonnds have been measured and

ninefeen days later, when the area was noted to
be draining and had a foul edor. On 10/18/12,
Resident #1's family member asked to observe
the resident's toe. The resident's toe was red and
inflamed, had an odor, yeltow slough (a mass or
layer of dead tissue separated from the
surrounding or underying tissue), and a neerotic
{dead tissue) area. Resident#1 was iransported
o an acute care facility on 10/18/12, for treatment
1o the left toe, at the insistence of the resident's
family after the family member observed the
resident's toe had worsened. Resident #1's |eft
great toe was amputated on 10/20/12, due to wet
gangrene (death of tissue due fo a loss of biood
supply with a bacterial infection). The facliity also
failed to ensure weekly wound assessments were
conducted in accordance with facllity policy and
professional standards for Resident #2, #3, #5,
#8, #3 and #14. (Referto F309 and F314)

In addition, Resident #16 had a physician's order
for twenty (20) milieguivalents 'of Potassium
Chloride {(composed of potassium /chiorine)
capsules to be administergd orally every day.
However, during the facliity’s changeoverto a
new computer system that had been
implementad to develop the resident's Medication
Administration Records (MAR), in June 2012, 20
milliequivaients of Potassium Citrate (patassium
salt/cifric acid) capsules was documented on
Resident #16's MAR instead of (20)
milliequivalents Potassium Chloride as prescribed-
by the physiclan. Documentation revealed from
06/07112, through 07/13/12, staff documented
twenty-two (22) out of thirly-seven (37) days that
twenty (20} miliequivalents of Potassium Citrate
was administered even though according to the
pharmacist, Potassium Citrate had not been

are documented on their individual
wound care monitoring sheeis. This
was compleied by Christy Moore,
RN,

The attending pirysicians of resident
#2, 43,45, #8, #9, end #14 were
notified via fax on 1/22/12 of their
respective resident wounds, type and
location. See Attachment #4

A copy of the individual skin
pssesgments for residents #2, #3, #5,
#8, #9, and #14 completed on
10/19/12 was given to the MDS
department for review. The
individoal MDS and care plans for
these residents were reviewed and
revised if needed by Donna Fannin,
LPN and Crystal Cantrelt LEN (MDS
Depariment) to ensure that all skin
areas were identified and care
planned Bppropriately.é This was
completed on 1024/12.

A list of the current medications for
resident #16 was obtained from
pharmzcy and compared to the
electronic MAR 10 ensure that all
medication orders were transcribed
correctly. This was completed on
11/24/12 Christy Moore, RN

On 10/19/12 Roberla Thompson,
MDS Coordinator reviewed the two

i
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most recent MDS assessments and
F 514 | Continued From page 126 F 514 Cate Plan of all residents identified
supplied to the facility and was not available for as having a prossure area.
staff to adminisier. The MAR was correcled and '
the Potassium Citrate was changed to Potassium On 10/19/12 an individus! skin
Chloride on 07/13/12. assessment was completed on all
residents by licensed staff. The staff
The failure of the fagility to ensure clinical records names arc Yer Frazier LPN, Jessica
were Zompleigﬂa:nd accur;xtety mai_ntamed md , Amnett RN, Heather Mowery LPN,
sodarc it i rlssns, s Yot St R, Do MeDowel
al acll pia g or s LPN and . A N
injury, harm, impairment, or death. Immediate and Christy Allen LEN.
Jeopardy was identified on 12/11/12, and o .
determined to exist on 10/15/12. The facllity was A copy of the individual skin _
noiified of the Immediate Jeopardy on 12/11/12. assessments completed on 10/19/12
’ was given to the MDYS depariment for
The facility provided an acceptable credible review. All residents identified on
Allegation of Compliance (AOC) on 12/13/12, with- their individual skin assessments as
ihe facility alleging removal of the Immediate having & wound of any kind had their
Jeopardy on 10/25/12. immediate Jeopardy was MDS and Care Plaa reviewed and
verified io be removed on 10/25/12, as alleged revised if needed by Donna Fannin
prior to exiting with the facility on 12/13/12, with LPN and Crystal Cantreil LPN (MDS
remaining noncompliance at 42 CFR-483.7% Department) to ensure that all skin
Administration, with a scope and severity of "D," etify
while Lhe facility deveiopsF;nd implementyts a Plan :;;a:,;dﬁam;d;?; ;c:ig;ag;::d
of Correction and the facilify's Quaiity Assuranca. / _ on 102412, {
The findings include: L e
On 10/20/12 the individual wonnd
| A review of the facility's policy titled, monitoring records of all residents
*Documentation of Medication Administration,” were reviewed and compared to their
with a revision date of April 2007, revealed staff individual skin assessments
was required to document the name and strength completed op 10/19/12 to ensure that
of a drug. all wounds have been. measnred and
are on a monitoring sheet. This was
Areview of the faciilty's policy titled, "Electronic completed ry Christy Moore, RN,
Order Entry Policy", with a date of 09/18/12, '
revealed when a physician's order was received it All -”r . oge s
areas identified on the individoal
should be transcribed onto the MAR in the skin assessml::nts cDon lr:e don
etectronic health record . The policy also stated mp
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10/19/12 were compared to their
F 514 | Continued From page 127 F514 individual treatment MARS to ensure
when staff was transcribing orders they shouid that treatments were ordered if
compare the electronic health record to the necessary to all identified areas. This
written order afier transcribing the order to ensure was completed by Christy Moore RN
the accuracy of the order. on 10/20:/12.
Review of the facility poficy entifled "Change in a Any new arcas or areas in question
Resident's Condition or Status” {undated) (identified on the individual skin
re\reac:?d the falci.lity wa(T fo notify th?‘ res;:f:ient‘s pssessments completed on 10/19/12)
attenr :ng_physzc:arl\ an repreggnta ve were reviewed, re-measured if
changes in the resident's condition/status. The .
! N ) necessary and placed on their
policy revealed Nursing Services would be dividual d toring sheet
responsible for notifying the resident’s atiending ndividual woun mmfl ring sheel.
physician and representative when there had Plcw f:rrders were obf‘mued for newly
been a significant change in the resident's r.dmuﬁ_ed arcas. This was completed
physical status, when there had been a need to by Christy Moore RN an 10/21/12.
alter the resident's treatment significantly or when :
deemed appropriate in the best interests of the All physicians were notified via fax
resident. The review further reveaied all on 10722/12 of their respective
netifications should be made as soon as residents with the type of wound.
praciical, "but in no case shall such notification This was completed by Christy
exceed tweniy-four {24} hours.” The policy also Moote, RN, See attachment #4
revealed, "All changes in the resident's medical
COI"_IdItIOﬂ must be pmperly.r racorded in the‘ On 10/28/12 aod 10/29/12 all
resident's medicgf record in accordance with our sciatis v .
- . - physicians Were notified of all
charting and documentation poficies and ndividnal _dm‘ ds and th
procedures” in resident wounds and the
current treatments for each wound of
Review of the facility policy entitled "Skin Cars" their respective residents using the
revised September 2001, revealed all wounds WOUND NOTIFICATION FORM.
were required fo be measured and recorded They were asked to sign and retum.
weekly. This was complcted by Christy
Moore, RN, See attachment #5
Review of the facility policy enfitled "Wound
Documentation® undaied revealed pressure A complete individual skin
ulcers, diabstic ulcers and other wounds deemed assessment was completed on all
necessery to measure should be measursd residents to ensure that all skin issues
weekly by licensed staff. The policy revealed (with special focus on wounds) have
documentation should include wound location, ¥ .
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stage, size, funneiing, undermining, necrofic
tissue, sloughing tissue, eschar, drainage,
granulatian, description of surrounding tissue,
pain, and support surface. Review further
revealed if the wound did not show improvemeant
or there were changes (such as warmih, redness
of surrounding tissue, necrotic tissue or odor) the
physician should be nofified.

interviews on 11/01/12, at 2:36 PM with the
Director of Nursing (DON), and at 3:45 PM with
the Administrator, revealed it was a nursing
standard of practice to assess wounds at least
once a week.

1. Review of Resident #1's closed medical
record Tevesled the resident was admitted
08/26/12, for rehabilitation after a Right Below the
Knee Amputation (BKA] and diagnoses of
Diabetes Insipidus, Mild Malnutsition, 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 & scabbed
area to the left great toe measuring less than 0.4
centimater (cm} in diameter.

Review of Resident #1's facility Wound
Evaluation Flow Sheet and a Wound Care Clinic
note (note documented by stafi ata Wound Care
Ciinic outside the facility) dated 08/13/12,
revealed the wound o Resident #1's toe
measured 2.2 em x 1.8 cm x 0.1 em. According
to the Wound Care Clinic note, the wound was a
diabetic vicer. Further review of the Wound Care
Clinic notes dated 08/20/12, revealed the wound
1o the resident's loe was a scabbed area with.a

pale, pink base, measuring 0.7 cm X 06cmx0.1.

cm with no eschar, no yellow sloughing, no

over a four (4) day peribd on
$1713/12, 11/14/12, 13/15/12 and
11/16/12 by Mary Arms DON,
Christy Moore RN,

Ashley Maggard, LPN, Tercsa Kidd
RN, Fessica Amneit RN, Yvette Short
RN, and Bonnie Prater, LPN.

On 11/15/12 the physicians were
notified again of all individual
resident wounds and the corent
treatynents for their respective
residents using the WOUND
NOTIFICATION FORM. This wes
completed by Christy Moore, RN.
See attachment #6

The families of all residents with any
type of wound were contactod to
ensure they were aware of the wound
and treatments ordared.  This was
completed on 11/20/12 by Anna
Calawell ADON, Chenity Purcell
LPN, Christy Moore RN and Brenda
Humphries RN.

3. LPWN#1 was terminated by Mary
Arms, DON on 10/18/12 for failure
to assess and docurnent resident #§
wounnds, faijure to potify the MD of
the chenge in condition and failure fo
make ireasportation arrangements to
the wound care clinic for resident #1.
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Wound Evaluation Flow Sheet dated 09/28/12,
revealed the wound to Resident #1's toe
measured 1.4 cm x 0.2 x 0.1 cm. However, there
was no documented evidence the physician was
notified of ihe increase in size of the wound.
Review of Resldent #1's Treatment Administration
Record {TAR) for September and October 2012,
revealed staff documented the resident's toe was
cleansed with Normal Saline and treated with
Aquacel AG (a silver impregnated antimicrobial
dressing which reduces the number of bacteria in
the wound) every forty-eight hours from 09/28/12
through 10M6/42. The TAR ravealed LPN #1
performed wound care to Resident #1's lefi great
toe on 10/04/12, 10/10712 and on 10/14/12. The
TAR further revealed LPN #3 parformed wound
care to Resident #1's left great toe on 10/02/12,
10/06/12, 10/08/12, 10/12/12, and on 10/16/12.
Howaver, review of Rasident #1's madicatl record
revealed no evidence the resident's wound to the
tos was assessed at least weekly as required by
the facility's policy and the according to
professipnal standards from 08/28/12 untl
10/17/12, for a nineteen day period.

Review of Resident #1's nurse's notes dated
10/17/12, at 2:50 PM by LPN #3 revealed the
area to the resident's left great toe had an odor
and drainage, the physician was notified, and new
orders were obtained. Anurse's note dated
10/18/12 at 10:30 AM by LPN #1 revealed
Resident #1's family member insisted on
observing the resident's toe. LPN #1 and the
Assistant Director of Nursing {ADON) removed
the dressing to reveal the toe was red and
inflamed with a necrotic area, yellow sloughing,
and a foul odor. Further review revealed the

by Mary Arms, DON on 10/20/12.

Licensed staff were in-serviced on

 resident assessment, MEASUIngG

wounds, tegtments and
documentation, physician and family
notification, policies and staff
responsibility in scheduling
{ransportation to appointments,
making armngements, the
transportation log, transportation
pelicy and the new transportation
books for easier use. Thesc were
completed on10/19/12 thru 10/21/12
by Mary Arms DON. See
attachment #10

Pressure Uleer Documentation
Guidelines were given to staff as
handonuts during the in-service.

The Pressure Ulcer Documentation
Guidelines were placed in the wound
care monitoring beok for reference.
This was completed by Mary Arms,
DON and Christy Moore on 10/15/12
thru 10/21/12, See atiachment #10

The Pressure Ulcer Policy was
reviewed oo 10/21/12 by Mury Arms
DON and Deborah Fitzpatrick
Administrator with no chemges. The
Medical Director is in agrecment.
See Attachment #11
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LPN #3 was reprinmnded and placed
F 514 ! Continued From page 129 . F 514 on probation for failure to assess and
drainage, and no odor. Review of the facility's document the wound of resident #1
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SUMMARY STATEMENT OF DEFICIENCIES

Review of Resident #1's Surgical Report dated
10/20/12, revealed the resident's left great toe
was amputated secondary fo ulceration with wet
gangrene.

An interview on 10/25/12, at 1:00 PM with the
Minimum Data Set (MDS) Assistant revealed on
10/15/12, she conducted a head to oe
assessment on Resident #1 during the
completion of the resident's Discharge MDS
assessment. The interview revealed the
resident's wound o the left great toe was moist,
with black necrofic tissue, brown purulent
drainage, a foul odor, and redness to the first joint
of the toe. The MDS Assistant stated she
reported the findings to LPN #1, who was

responsible for the resident's care, and assumed
‘the LPN would assess the resident's wound and

call the resident's physician. However, a review
of Resident #1's medical record revealed no
evidence the resident's wound was asgessed untit
10/17H12.

An interview on 10/24/12, at 4:30 PM with LPN #1
and on 10/24/12, at 12:50 PM with LPN #3
reveaied wounds were required 1o be assessed
during every wound care for changes and every
Friday the assessment was documented oh a
Wound Flow Shest. LPN #1 and #3 were not
able to explain why there was no docurentation
that Resident #1's wound was assessed for the
first two (2} weeks of Oclober, even though they
had provided the wound care to Resident #1's toe
every forty-eight (48) hours, according to the
TAR. LPN #1 stated that the reason nothing was

(X4 D 1D PROVIDER'S PLAN OF GORRECTION we
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _{EAGH GORREGTIVE AGTION SHOULD BE - | GOMPLETION
TAG REGULATORY OR LSG |DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 514 | Continued From page 130 F514 The Wound Docomentation Policy
resident was transported to an acute care facility was reviewed and revised. The
on 10/18/12 at 3:15 PM. Medical Director is in agreement.
‘ See attachment #12

A new wound monitoring sheet was
created by Deborah Fitzpatrick
Administrator on 10/24/12. This will
be used for all wound documentation.
The Medical Director approved the
forrn. See Attachment #13

On 10/24/12 the Assistant
Administrator, Emity Jones-Gray
began in-servicing all licensed staff
on how to uiilize the revised Wound
Documentation Flow Sheet. The
Assistant Administrator alse placed
an instruction sheet in the Wound
Care books at ¢ach nursing station to
inform staff on how to utilize the
revised Wound Docamentation Flow'
Sheet and that all wounds should be
measured and docnmented weekly.‘(
This was completed on 10/24/12.

A Wound Notification Form was
developed on 10/28/12 by Dr.
Charles Hardin Medical Direttor,
Mary Arms DON and Deborah
Fitzpatrick Administrator, This form
will be used to notify the attending
physicians’ bi-weekly of their
respective resident wounds, condition
of the wounds and current treatments.
See Attachment #14 (1)
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An interview on 10/25/12, at 11:30 AM with
Resident #1's Frimary Physician revealed the
physician expected the nurses to assess the
resident's wounds while performing wound care.

\nterviews on 10/23/12, at 6:15 PM with the
Adminisirator and the Director of Nursing (DON)
revealed the nurse assigned to the resident on
Friday of each week was required o assess
rasidents’ wounds unless the resident's dressing
was not scheduled fo be changed on Friday. iIn
that case, the resident's wound was required to
be assessed on the day the dressing was
changed, either Wednesday or Thursday. The
interview revealed staff was required to assess
the wound, including measurements, and
docurnent the assessment on the Wound
Evaluation Flow Sheet. The interview revealed
they were not aware Resident #1's wound to the
toe had not been assessed at least weekly until -
[/ the resident's son requested fo see the resident's
wound and the resident was transferred fo the.
hospital.

interview on 10/24/12, at 7:30 PM with Registered
Murse (RN} #2 revealed all nurses were trained
upon hire to assess and document all wounds on
every Friday or the closes treatment day to
Friday. :

2. Review of Resident #2's medical record
revealed the facility admitted the resident on
10/31/11, with diagnoses of left buttock ulcer,
sacral ulcer, Anemia, Peripheral Vascular

Disease and Diabetes. Resident #2's medical

Administrator 1o include a space for
measuremnents, instructions to nofify
family of any changes and 2 place to
document farmily member notified.
The Medical Director is in agreement
with the revision. See Attachment
#14 (2)

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

Chﬁsty Moore, RN a current
cmployee witt also work 2 daysa
weck as a treatment nuese. There will
be & designated treatment nurse 7
days a week.

The treatment nurse will administer
treatments on all wounds Stage II or
preater (includes diebetic or stasis
wlcers), rmonitor wounds daily for
changes, measure wounds weekly,
document daily on wounds or
surrounding skin (of those wound
with treatments order other than
daily), notify physicians bi-weekly of
all resident wounds and condition of
each wound, monitor daily to see that
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F 514 | Continued From page 131 F 514 The Wound Notification Form was
‘documented might have been that staff was foo revised on 12/14/12 by Mary Arms,
busy. . DON and Deborah Fitzpatrick,
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documentation is being completed as
F 514 | Continued From page 132 F 514 part of CQL -

record revealed the resident was readmitted from
an acute care facility on 08/06/12 with a pressure
ulcer to the left buttock and blisters to both heels,
The Wound Evaluation Flow Sheet revealed the
wounds were assessed on D8/07/12 and the
wound to the left buttock measured 3 cm x 3.5
cm x four cm, the left heel wound measured 5 cin
x5 cm, and the right heel wound measured 5 cm
x 5 cm. On 08/19/12, the left heel measured B.1
cm x 8.8 cm x UTD, the right heel had no
measuremenis and the |eft buttocks measured 3
cm x 3.4 em x 5 cm. '

Review of the Wound Evaluation Flow Sheet
revealed the next assessment was on 09/07/12 (4
weeks later) the left buttock measured 3 cm x 3
cm x UTD. There was no evidence the resident's
heels were assessed.

Further review of the Wound Evaluation Flow
Sheets revealed on 09/14/12, {5 weeks later) the
left heels measured 2 cm x 2 cm and the right

| heet measured 2.6 cm x 1 cm. Physical Therapy

was providing treatment to Regident #2's buttock,
which was assessed by Physical Therapy.
Review of the Wound Evaluation Flow Sheet
revealed the next measurement for the |eft heel
was not until & facility wide skin sweep was
conducted on 10/21/12 (four weeks later), which
measured the wound to be 3 om x 1.8 cm.

Observation on 10/23/12, at 3:40 PM, of Resident
#2's wound care with LPN #2 reveated the ieft
heei had a dark, dry, scabbed area with redness
and a small amount of swelling around the
wound. The wound measured 3 em x 1.5 em with
no drainage or odar. The observation revealed
the right heel had no wound and the resident's

In-services for nurse aides end
Ticensed staff were held starting on
11/2/12 and completed on 11/23/12.
The in-services included following
the plan of care for individual
residents, transferring residents and
tuming and repositioning of
residents.

Restorative nursing care related to
tnzning and repositioning. These in--
services were given by Emily Jones-
Gray, Assistant Administrator and
Chenity Purcell, Staff Developmend.
See Attachmient

Licensed staff were in-serviced
regarding notification of change,
causes of skin breakdown, braden
scale, nutritien in skin breakdown,
risk factors for skin breakdown, how
to write & complete treatraent order,
assessing, staging and measuring
wounds, weekly summarics ard skin
assessments, the new wound
mopitwring sheet, proper disposal of
soiled dressings, proper procedure
required in completing 2
reatment/dressing change, storage of
medication with focus on Mycalcin
spray, procedure for releming home
meds to family, entering medication
ordersifollowing physician orders,
transcription of high risk
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medications, a second nurse should
F 514 | Confinued From page 133 F 514 review all new znd readmissien
buttocks had a wound vacuum with an occlusive orders. This in-service was given by
dressing. ' Meary Arms, DON op 11-08-2012 and
was completed on 11/23/12. See
Interview on $0/23/12, at 7:30 PM, with attachment #13
Registered Nurse (RN) #2, revealed she was
unsure why nurses had failed to document weekly Licensed staff were in-serviced a
woundg assessments for Resident #2. second time on the same information
. ) , . _ contained in the in-service completed
3. Review of Rg§|dent#§3 s medical _record on 11-23-12. Attachment #15 This
revealed ’chel tacility admitted the resident on in-service was conducted on an
10/04/4 2, with multipie Pressure Ulcers. ndividual basis for some staff and/ar
Review of Resident #3's Wound Evaluation Flow " very stall groups for others Witk
Sheet revealed on 10/04/12, the resident had an more staff interaction encouraged. A
area to a bunion on the left foot that measured form was developed so that each staff
0.6 em x 0.4 cm x unable to determine (UTD) the’ attending the in-service initialed cach
depth, an area fo the left outer ankle with jtem (as it was discussed/explained)
measurements of 0.4 cm x 0.4 cm x UTD, an an item was discussed indjcating thet
area to the left heel that measured 1.7 cm X 2.3 they understood. Staff were asked if
cm x UTD, a Stage 1l to the eoccyx with they had questions and if'so all items
measurements of 3 cm x 3 cm x 0.2 em, and an in question were discussed prior to
area fo the right heel with no measurements. their initialing, In-servicing started
pi Further review of Resident #3's Wound { ‘13?7}122: 1:f 12 anc!::;sb;g;npleted on
Evaiuation Flow Sheet revealed no other y Mary i :
assessments of the wounds untif the facility . o .
conducled a facility wide skin sweep during the Certified Medication Aides will no
weekend of 10/18-20/42. The flow sheet longer be allowed 1o do treatments to
revealed on 10/20/12, the bunion to the resident's skin effective 10/25/12. '
left foot measured slightly larger at 0.6 cm x 0.5 '
cm x LUITD, the area to the left outer ankle A wound care reference puide has
measured slightly larger at 0.4 cm x 0.5 cm x ‘been placed on each treatment cart as
UTD, the area to the left heel measured the a reference for appropriats
sarme, the Stage |l to the cocdyx measured larger treatment/producs for specific
at 7 em x 3.5 cm x UTD, the area to th(ir:'ight heel wound types. This was completed on
measured 3.4 ¢m x 4.1 cm x UTD and the area b
the left third toe measuring 0.6 cm x 0.8 em x 11/5/12 by Mary Arms, DON. See
UTD. attachment #16
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F 514 | Continued From page 134 F514 The MDS Nurses will document the
results of their skin assessments in
Review of Resident #3's TARs for October 2012, the resident’s medical records.
revealed LPN #1 provided the residents Roberte Thompson, MDS

freatments on 10/04/12, 10/05/12, 10/09/12,
10/10/12, 10/14/12, 10{15/12 and on 10/18/12.
The TAR further reviewed LPN #3 provided the
resident's treatments on 10/06/12, 10/07/12,
10/08/12, 10/11/12, 10/42/12, 10M6f12, and on
10M7/M12. According fo the TAR, LPN #7
provided the resident's treatment on 10/13/12.

Ohservation on 10/30/12, at 3:00 PM of Resident
#2 wound care with LPN #3 revealed the area to
the coocyx had red tissue surrounding the open
wound which measurad 8.3 cm x 6.2 cm, the
opened wound measured 5.4 ¢m X 47cmx05
cm. The coccyx wound was pink with
yellow/white sloughing noted. The right inner
ankle was stightly red with no open wounds. The
right heel was boggy and dark measuring 2.2cm
x 3.4 cm. The left outer ankie was yellow with a
slight amount of yeliow drainage noted an the old
dressing and measured 1.2 cm x 1 cm X 0.1cm.
The left heel had a dgrk area that measured 1.5
cm x 1.2 cm. The bunion to e ouier side of the
left foot was dark and measured 0.4 cm x 0.4 cm
and the third toe on the left foot had black edge
on a dark area that measured 0.4 cm x 0.8 cm.

Interviews on 10/24/12, at 12:50 PM with LPN #3,
at 4:30 PM with LPN #1 and on 10/30/12, at 6:17
PM with LPN #7, revealed all wounds were to be

| assessed and documented once a week every

Friday on thie Wound Evaluation Flow Sheet. The
LPNs were unable to explain why there were no
weekly wound assessments of Resident #3's
wounds documented once a week even though

the LPNs had provided the resident's treatments.

-electronic MAR of each resident to

‘attending physician and family.

" corrent survey and Quality

Cootdinator will be responsible to
ensure this is completed. 11/24/12

A list of the current medications for
all residents was obtained from
pharmacy and compared to the

ensure that alf medication orders
were iranscribed correctly. This was
completed on 11/24/12 by Mary
Arms, DON, Christy Moors, RN,
Anna Caldwell, ADON and Chanity
Parcell, LPN.

On 10/21/12 Mary Arms DON
notified Dr. Charles Hardin Medical
Director of the migsed appoiniment
of resident #1, the change in
condition related to the wound and
fatlure of LPN # 10 notify the

On 10/28/12 a meeting was held with
Dr. Charles Hardin, Medical
Director, Mary Arms, DON and
Deborah Fitzpatrick, Administrator to
discuss the issues identified in the

Improvement related to assessment,
wound care, documentation,
physician and family notification and
transportation to appointments.
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F 514 | Continued From page 1356 F 514 " The Medical Director revigwed all
. the initial physician notification
4. Review of ihe medical record revealed the regarding wounds that was sent on
facility admitted Resident #14 on 01/07/11, with 10/22/12, See attachment #4
diagnoses that included Previous
Cerebrovascular Accident {CVA) with A Quality Assurance nurse was hired
Hemiparesis, Atrial Fibrillation requiring on 11/19/12 and will work under the
Anticoagulation, Atherosclerotic Cerebrovascular supervision of the Director of
Disease, Hypertension, and Nonpsyehatic i Nursing to provide quality assurance
Disordar. moniforing specificafly for the
A review of Resident #14's care plan revealed nursing deparlmfmt Her nﬂfm i
facility siaff revised the care plan on 0&/04/12, Bfenda Humphries fmd ehe s an RN
with additional interventions o include the with 19 years experience working in
following: 1) for staff to cleanse araa fo the left Quality Assurance.
iateral ankle with normal saline, apply Santyl
ointment (an active enzymatic therapy that The CQI skin monitoring sheet far
removes necrotic fissue from wounds), apply a 4 pressure ulcers was revised by Emily
x 4 gauze and wrap with "Kling" (a roll of gauze Gray Assistant Administrator on
bandage) every day, and 2} for staff io cleanse 11/20/12. Twelve (12) charts will be
the resident's bilateral breast folds with spap and " reviewed monthiy. This also
water, dry the area, and apply Nystatin powder (a includes notification of physician
prascription anti-fungal medication used to treat and family. This will be completed
_ fungal mfeqhons) twice a day. The care plan also by the Quality assurance nurse or
stated nursing would complete a skin assessment ; ther nursing staff pssigned by Mary ¢
every week and report any alterations to the omer e .. gned by \
physician. Arms, DON._This will be ongoing,
Review of a Wound Evaluation Flow Sheet All results will be lt':pﬁl’tﬁﬂ quartesly
revealed facility staff had docurnented Resident through CQI by Emily Jones-Gray,
#14's wound measurements on 05/18/12, as "1.5 Assistant Administrator or the person
em x 4.5 om x 0.0 cm,” and on 06/01/12 (fourteen completing the audit See
days after the previous agsessment) as ".0ocmx Attachment #17
4.2 x 0.0 cm" then waekly for the next three-
weeks unill 06/29/12. However, there were no A SKIN/WOUND QI LOG was
other measurements documented on the flow ordersd and will be used to track
sheet from 06/29/12, until 07/27/12, (a timeframe wounds (facility acquired or admitted
of twenty-sight days). Review of the Wound with), type of wound, interventions
Evaluation Flow Sheet reveaied the sheet was to . gnd pliysician and famity
be compleied by a nurse upan identification of 2
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: . notification. This will be completed
F 514 | Continued From page 136 F514 weckly by Emily Gray, Assistemt

wound and at least weekiy from the date of
identification. Howaver, based on
documentation, the staff failed to conduct a
wound assessment for weeks of 0572112,
07/02/12, 07/09/12, and 07612, -

5. A review of Resident #5's medical record
revealed the facility admitted the resident on
01/14/12, with diagnosis of Cerebral Vascular
Actident, Congestive Heart Failure, Depression,
and Failure to Thrive.

Continued review of Resident #5's medical record

1 revealed nurse's noted dated 09/05/12 that

revealed the resident's physician was notified the
resident had a Stege |1 pressure uicer to the
coccyx. Treatment orders were obtained to
cleanse the coccyx with normal saline, pat dry,
apply Aquacel AG then a 4 x 4 gauze, and secure
with Hypafix every seventy-two (72) hours.
However, there was no documentation of the
appearance or size of the pressure wound.

Review of Rgsident #5's care plan revealed
faciiity staff revised the care plan on 08/05/12, -
and included the additional interventions for staff
to cleanse the area to the resident's coccyx with
normal safine, pat dry and apply Aquacel AG,
then a 4 x 4 gauze and cover with Hypafix every
seventy-two (72) hours.

Review of a Wound Evaluation Fiow Sheet
revealed facility staff failed to document the
status of Resident #5's pressure ulcer until
09114112 {eighteen days after first identified),
when the ulcer measured ™1.4cmx 1.0 cmx 0.2
cm. Review of instructions on the Wound
Evaluation Fiow Sheet, the sheet was o be

Administrator or a designee. This
will be ongoing. All results will be
reported quarterly through CQI by
Emily Jones-Gray, Assistant
Administeator. See Attachment #18

Al weekly norsing summaries will
be tumed in to Mary Arms, DON.
Mary will monitor for completeness.
The weekly summery includes a skin
assessment. This started on. 10/22/12
and will be engoing.

A tracking form was developed on
10/25/12 by Mary Asms, DON to use
in monitoring when weekly
snmmaries are due for each resident.
See Attachment #19

Mary Arms, DON will review all
weekty nursing summaries for
compiefeness. She will review the
skin assessment. She will then
perform a skin rssessment on the
resident and compare this to the one

_ completed on the weekly summary

ensure that the resident skin is
assessed correctly. This will be
completed for 4 weeks at 100% until
11/25/12 and thén re-evaluated. The
QA nurse will assist Mary Arms,
DON in the review of the weekly
summarics and the weekly skin

_ assessments after’ 11/19/12.
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completed by a nurse upon identification of a
wound and at least weekly from the date of
identification. Based on a review of
docurnentation on the Wound Evaluation Flow
Shest, staff failed to conduct a wound
assessment for weeks of 08/26/12 and 09/02/12.

A review of a Treatment Administration Record
{TAR) for September and October 2012, revealed
staff was to dleanse Resident #5's cocoyx
pressure ulcer with normal saline, pat dry, cover
with Aquacel AG and a 4 x 4 gauze, and then
secure with Hypafix the treatment was o be
performed avery seventy-twa (72} hours. The

-| TAR revealed wound care was performed as

ordered by the physician; however failed to
document an assessment weekly.

6. Areview of Resident #8's medical record
revealed the facility admitted ihe resident on
09/21/10, with diagnosis of Chronic lschemic
Heart Disease, Cerebral Vascular Accident,
Kyphosis, and Anemia.

Continued review of Resident #8's medical record
revealed nurse's notes dated 08/31/12 that
revealed the physician was nofified the resident

had 2 Stage || pressure ulcer to the right butiock.

Treatrnent orders were obtained to cleanse the
resident's right buttock with normal saline, pat dry
then apply Bactroban ointment {an antibacierial
used to freat skin infections), cover the area with
a Telfa (a non-adherent absorbent cotton
dressing pad), then secure with Hypafix (a
self-adhesive, non-woven fabric for dressing
retention) every day. However, there was no
docurentation of the appearance or size of the
pressure wound until 09/16/12.
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F 5§14 | Continued From page 137 F514 I there are no problems identified

then the percentage of review will
decrease to 50%.
All weekly sumimaries will contimue
1o be reviewed at 100% for
completeness and that a weekly skin
essessment was completed on alf
residents. Fifty percent (30%6) of all
residents will have their skin
renssessed by Maiy Arms, DON or
- the QA murse and compared with the
one on the weekly nursing summary
tp emsure that the skin is assessed
comectly. This will continne for 4
weels or until 12/25/12 and then be
re~evaluated.

If there are no problems identified then
the percentage of review will decrease '
to B residents per week. Al resident
weekly nursing summaries will be
reviewed al 100% for compleieness and
that a weekly skin assessment was
compieted on all residents, Eight {8)
residents per week will have their skin
reassessed by Mary Arms, DON or the
QA narse and compared with the ene
on the weekly nursing summary to
ensure thal the skin is assessed
comectly. This will continne for 4
months and then be re-gvahiated.

Mary Arms, DON or the QA nurss will
review the skin assessménts on new
admissions and readmissions. They
will then assess the resident

FORM CMS-2567(02-09) Pravious Versions Obsolete

Event ID:6GKR1 -

Faaity 1D: 100688 . If continuation sheet Page 138 of 165




PRINTED: 12/28/2012
FORM APPROVED

OME NO, 0938-0391

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

Review of Resident #8's care pian revealed the
care plan was revised on 09/04/12, and 08/16/12
with additional interventions for staff to cleanse
area to the right buttock with nommat satine, apply
Bactroban olntment then cover with Telfa pad and
secure with Hypaiix every day. The care plan
revealed nursing staff was to complete a skin
asseesment every week and ta noftify the
ghysician of any alterations.

Review of 2 Wound Evaluation Flow Sheet
revealed facility staff had faited o document the
siatus of Resident #8's pressure ulcer from
09/18112 until 10/06/12 (a timeframe of twenty
days) and, based on documentation, the ulcer
measured "0.4 cm x 0.2 €M X 0.1 cm" on both
dates. However, the next measurement on
10/19/12, fthirteen days after the previous
assessment}, revealed the ulcer measured "4.0
cm X 0.8cm X 0.1cm.” Review of instructions
the Wound Evaluation Flow Sheet revealed the
sheet was to be compleied by a nurse upon
identification of a wound and at least weekly from
thedate of identification. However, the staft
failed to conduct an assessment of the wound on
a weekly basis as instructed on the Wound
Evaluation Flow Sheet, and failed to assess the
wound for several weeks. -

Areview of Resident #8's Treatment
Administration Record {TAR) for September and
October 2012, revealed staff to cleanse the
resident's right buttock with norral saline, pat dry
then apply Baciroban ointment {an antibacterial
used to treat skin infections), cover the area with
aTelfa {a non-adherent absorbent cotton
dressing pad), then secure with Hypafix (@
self-adhesive, non-waoven fabnic for drassing

have been identified properly and that
the staging and measurements are
accurate, the famity and MDD were
notified, the appropriate treatment is
in place and that all areas have been
placed on the wound monitoring flow
sheet and monthly log. This will
continue for 6 months and then will
be re-cvalnated. The findings will be
reported quarterty through CQI by
Meary Aoms, Doti. See attachment
#20 .

The Braden scale is compieted on
Admission, Re-admission and ¢hange
in condition by the Hcensed murses
for 4 weeks, Roberta Thompson,
MDS Coordinator will monitor as
part of CQI the completion of the

| Braden Scale by Licensed staff. Any -

faiture to complete the form will be
reported to the DON for corrective

¢ action. The resulis of the andit will
be reported quarterty through CQI by
Roberta Thormpson, MDS
Coordinator. This will be ongoing.
See Attachment #21

As part of OQI the yransportetion logs
will be reviewed weekly by Emily
Gray Assistant Adnanistrator, or 2
designes to ensure that transporiation
arrangements are being made. This
began on 10/26/12 and witl be
continuous. Any issues jdentified
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: will be reported immediately to
F 514 | Continued From page 139 F514 nursing administration for correction.
retention) every day. The TAR revealed staff All findings will be reported

perormed wound care as ordered by the
physician; however failed to document an
assessment weekly.

7. A review of Resident #9's medical record
revealed the facility admitted the resident on
02729411, with diagnosis of Severe Degenerative
Changes of L Spine, Weight Loss, Anemia, and
Dementia.

Review of Resident #9's care plan revealed
faciiity staff revised the care plan on 10/04/12, to
include the Stage 1l pressure ulcer to the right
outer hip; however, no additional interventions
were noted at that time, According to the care
plan, nursing staff was fo complete a skin
assessment every week and fo rotify the
physician of any alterations. .

_ . repotted guarterly through CQLby :
Review of 2 Wound Evaluation Flow Sheet Roberta Thompson, MDS ;
revealed facility staff had documented on Coordingtor. This will be ongoing.
10/06/12, that the pressure uicer io the resident's Ses attachment #23
right outer hip measured 3.2 cm % 2.0 cm X 0.1 :
cm." The next assessment was conducted on .
10/20/12 {fourteen days |ater) and reveaied the All orde;s are chec_kcd :m}y-(? days
ulcar measured "2.5 cm X 2.5 cm X 0.1 cm.” per week) by mursing administrative

staff to ensure that orders are

A teview of Resident #9's Treatment
Admiristration Record (TAR} for September and

quarterly through CQLby Emify Gray
Asaistant Administrator. See
attachment #22

The MDS Nurses will document the
results of their skin assessments in
the resident’s medical records. The
MDS Murse will complete a CQI
Skin Communication Shest with the
results of their skin assessment as
well. A copy of the Communication
Sheet will be given to the Staff Nurse
for the resident and s copy of the
sheet will be given #o the Director of
Wursing, This s a COL
communication tool. This begen on
11-23-2012. All findings will be

transcribed/entered correctly as part
of CQI. The atigched form is used.

Ortober 2012, revealed staff performed wound The results of the andits will be

care as ordered by the physician; however failed reported quarterly through CQIL by

to document an assessment weekly. Mary Arms, DON or a designee.
This is opgoing.

8. A review of the medical record for Resident .

#16 rovealed the facility admitted ihe resident on The Assistant Administrator/QA

08/D9/10, with diagnoses which included Coordinator will report all

Azheimer's, Cerebral Vascular Acsident,
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of Potassium Citrate on 068/07/12, 06/09/12,
06/10/12, 06/11/12, 0612/12, 08/16/1 2,06/22/12,
0B8/23/12, 06/24/12, 06/25/12, 06/27/12, 06/28/12,
06/20/12, 08/30/12, 07/01/12, 07/03/12, 07/04112,
07/06/12, 07/09/12, 07/12/12, and 07113/12.

An intetview conduciad with Registered Nurse
(RN) #5 on 10/31/12, at 1:50 PM, reveated she
had administerad medicafions to Resident #16 on
06/12/12, 06/16/42, DB/2T/12, 06/30/12, and
07/01/12. The RN stated she had administered
Potassium Chloride 1o Resident #16 on the dates
identified. The RN stated she pulied the
madication from the medication drawer, saw
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_ monitoring reswults guarterly through
F 514 | Continued From page 140 . F51i4 CQL

Hypovolemia, Chronic Obstructive Pulmonary ) '
Disoase, and Arthritis. A review of physician's Dr. Charles Hardin, Medical Director
orders dated 06/15/10 revealed the resident had will provide oversight during the
a physician's order for twenty (20) miliequivalents compliance process. The resulis of
of Potassium Chioride to be administered to all andits will be reported to the
every day. Medical Director quarterky through

) . CQI by Emily Jones-Gray, Assistant
A review of the consultant pharmacist report for Administrator. This will be ongoing,
Resident #16 dated 07/10/12, revealed the
pharmagcist documented Resident #16 had been .
receiving twenty {20) miliequivalents of 5. Dateol Completmn 18713
Potassium Chlorids tablets. . However, the '
pharmacist documented Potassium Citrate had
;llaen egﬁered into the new com;;uter systemTand F $20 483.75(0)(1)Q AA COMMITTEE-

.| the medications were nof interc angeable. The
pharmagist asked the facility fo clarify the order. MEMBERS/MEET QUARTERLYIPLANS
Areview of the MAR for Resident #16 revealed tis 'the policy of this fmhty o mamm::n N
on 06/07/12, facility staff had entered the . quality assessraent and assurance commiilee
physician's order on the resident's MAR as twenty conaisting of the director of Dursing services; &
(20) millequivalents of Potassium Citrate o be physician designated by the facility; end at least
' administered daily. A review of the MAR for 3 otier members of the facility’s staff. This is

Resident #16 revealed staff documenied the evidenced by the following:
ragident had received twenty (20) milliequivalents ¢

1. 1 cannot correct this as it relates to
restdent #1. The resident was
transferred on 10/18/12 and has not
remurned to this fecility. This record
wes reviewed on 10/18/12 and "
10/19/12 by Mary Atms, DON
during ber nvestigation.

On 10/19/12 Roberta Thompson,
MDS Coordinator reviewed the two
most recent MDS assessments and
Care Plan of residents #2, #3, #5, #6,
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"Potassium,” and had assumed it was the correct
medication. The RN stated she should have
checked the MAR closer and was unsure how
she had missed the Potassium Citrate being on
the MAR instead of the Potassium Chiloride.

An interview conducted with Licensed Practical
Murse {LPN) #4 on 10/31/12, at 2:10 PM,

revealed the LPN had been responsible for
administering medications to Resident #16 on
06/21/12, and 06/25/12, The LPN stated she
could not recall but had probably saw the word
“potassium” written on the pox and adminisiered
the medication. The LPN stated she knew she
was required to check.the MAR with the _

" | medication and shouid have observed the ervor.

An interview conducted with Certified Medication
Aide [CMA) #1 on 10/31/12, at 2:15 PM, revealed
she had administered medications to Resident
#16 on 06/07/12 and 07/09/12. The CMA stated
shie could not recall the dates ‘and was unsure
what medication she administered to the resident.
The CMA stated she wagyrequired to check the
MAR with the medication fo ensure the correct
medication was being administered.

LPN #5 acknowiedged in interview conducted on
10/31/12, at 5:35 PM that based on
documentation she had administered medication
for Resident #16 on 06/22/12. The LPN. stated
she would have given the drug that was in the
drawer and could not recall if the medication.was |
Potassium Citrate or Potassium Chloride.

An interview conducted with RN #2 on 11/01/12,
at 9:25 AM, revealed she had administered
medications for Resident #16 on 06/23/12. The

planned.

On 10/19/12 an individual skin
assessment was completed on
resident #2, #3, #5, #6, #7, #8, #9 and
#14. The stafT names completing the
assessments ere Jeri Frazier LPN,
Jessica Arpett RN, Heather Mowery
LPN, Yvette Short RN, Douna
McDowelt, LPN and Christy Allen
LPN.

A copy of the individual skin
assessmeats completed on 10/19/12
for resident £2, #3, #5, #6, #7, #8, #9
and #14 was given to the MDS
department for review. All residents
identified an their individual skin
assgssments as having a wound of
any kind had their MDS agd Care
Plan reviewed and revised if needed
by Donna Fannin LPN and Crystal
Cantrell LPN (MDSDepartment) to
ensure that all skin areas identified
were care planned appropriately.
This was cotapleted on 10/24/12.

On 10720412 the individual wound
monitoring records of residents #2,
#3 #5, 46, #7, #8, #5 and #14 were
reviewed and compared fo their
individual skin assessmenis
completed on 10/15/12 to ensare that
all wounds have been meesured and
are documented on their individual
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RN stated she was the Nursing Superviscr and
had assisted in developing the MAR for the
residents. The RN stated she had corected the
MAR after being notified of the error by the
pharmacist. The RN stated Potassium was listed
in several dosages and forms in the . o
computerized system, and that wheh entering the
physician's orders into the computarized system
she ihought Potassium Citrate had been keyed in
by accident. The RN stated she had not caught
the error during reviews of the MAR's.

An interview conducted with RN #4 on 11/01/12,
at 9:40 AM, revealed she had been administered
medications to Resident #16 on 06/09/12,
061012, 06f11/42, 06/24/12, 06/28/12, 06/29/12,
. 07/03/12, 07/04/42, 07/12/12, and 07/13/12. The
RN stated she "guessed" she had just saw the
word "Potassium® and had administered the
medication that was in the resident's medication
drawer. The RN acknowiedged she shouid have
checked the medication with the MAR to ensure
the accuracy of the medication she was

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICUIA {32) MULTIPLE CONSTRUCTION ‘ (2} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
K. BURDING
B.WIN <
WING
185414 12113/2012
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZiP CODE
1025 EUCLID AVENUE
MOUNTAIN MANOR QF PAINTSVILLE
. PAINTSVILLE, KY 41240
x) 1D SUMMARY STATEMENT OF DEFICIENCIES D ‘ PROVIDER'S FLAN OF GORRECTION (x5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECT!VE AGTION SHOULD BE COMPLETION
TG REGULATORY (R LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
wound monitoring sheet. This was
F 514 Continued From page 142

F 514 sompleted by Christy Moore, RN.

All areas identificd on the individua!
skin assessments of residents #2, #3,
#5, #6, #7, #8, #9 and #14 completed
on 10/19/12 were compared to their
individunl treatment MARS 10 ensure
that treatments were ordered if
necessary to all identified areas. This
was completed by Christy Moore RN
on. 10/20/12.

Any new arcas or areas in question
(identified on the individual skin
pesessments of resident #2, #3, #3,
#6, #17, #8, #9 and #14 completed on
10/19/12) were reviewed, re-
measured if necessary and
documented on their individual
wound monitoring sheet. New orders
were obtained for newly identified
areas. This was completed by
Christy Moore RN on 10/21/12.

administered. o ¢
An interview conducted with the Consultant i;i ’l:h}';!;l;l: aojd r;sll:mts #2, #iej.i, is,
Pharmagist (RPH) for the fadllity on 10/31/12, at 6, #7, 5, were notifie
2:35 PM, revealed she had identified the . visfaxon 10/?2112 of their
transcription error on 07/10/12. The RPH stated respective residents wound, type and
the pharmacy had previously developed the - tocation. This was completed by
faciiity's MAR's but the facliity fhad implemented a Christy Moore, RN, See attachment
new computer system for generating the resident fi4
MAR's. The RPH stated she had not reviewed
the new MAR's uniil 07/40/12 and at that time the On 10/28/12 and 10/20/12 alt
RPH printed what had previously been in the physicians were notified of the
pharmacy system, compared that information individuz! wounds of resident #2, #3
with the facility's new MARs, and r-rad ldt?ntlﬁed #5. %6, #7, #8, #9 and #14 and the
the error. The RPH stated Potassium Citrate had
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not been sent to the faclity because it was not
avajiable for use, and that facility staff had
actually administered the medication Potassium
Chloride as prescribed by the physician.

An interview conducted with the Director of
Nursing (DON) on 11/01/12, et 8:45 AM, revealsd
the facility had begun ufilizing the facility
generated MAR's on 06/07/12. The DON stated
RN #2 had been responsible for checking the
MAR's on ihe second floor for accuracy prior to
the facility utilizing the MAR's on 06/0T/12. The
DON stated when she received the RPH review
of Resident #16's MAR; she immediately gave it
to RN #2 to comect the error. The DON stated
curantly RN #2 and the Assistant Director of
Nursing (ADON) were responsible for monitoring
all new physician's orders every day, Monday
through Friday, and the Minimum Data Set (MDS)
nurses were responsible for checking all new
physician orders on the weekends.

“*An acceptable Allegation of Compliance {AQC)
related to the Immediate Jeopardy (1J) was
submitted by the facility on 12/43/12, which
alieged removal of L effective 10/25/12. An
Extended Survey was conducted on 12/11-13/12,
which determined the |J was removed on
10/25/12 as alleged.

-A review of the AOC revealed the following:

©n 10/18/12, Licensed Practical Nurge {(LPN) #1
was terminated by the Director of Nursing (DON)
due fo the failure to assessidosument Resident
#1's wound, notify the physician and responsible
party of the change in the resident's wound and

the failure to make arrangements for the

WOUND NOTIFICATION FORM.
They were asked to sign and return,
This was completed by Christy
Moore, RN. See attachment #5

A complete individual skin
assessment was completed on -
residents #2, #3, #5, #6, #7, #8, #9
and #14 1o ensure that all skin issues
{with special focus on wounds) have
been identified and documented.
These essessments were compieted
over a four (4) day period on
11713712, 11/14/12, 11/15/12 and
11/16/12 by Mary Arms DON,
Christy Moore RN, Ashley Maggard,
LPN, Teresa Kidd RN, Jessica Amett |
RN, Yvette Short RN, and Bonnie
Prater, LPN.

On 11/16/12 the physicians were
notified again of the individual
resident woufds of resident #2, 43,
#5,#6, #7,#8, #9 and #14 and the
curent treatments for their respective
residents using the WOUND
NOTIFICATION FORM. This was
completed by Christy Moore, RN.
See attachment #6

The charts of al} residents having
wegkly outside appointments for
medical treatment outside the facility
were reviewed to ensure they had not
missed appointments due to
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_transportation not heing scheduled.
F 514 | Continued From page 144 " F 514 This was completed by Mary Amus,
resident's fransportation 1o the wound clinic. DON and Christy Moore, RN on
10/26/12, There were no other
On 10/19F12, the DON reviewed Resident #1's appointments missed for failure to -~
medical record and continued to investigate. meke transpostation arrangements.
On 10/18/12, the Minimum Dats Set (MDS) Al currept residents with randgmly
Cobrdinator reviewed Residert #1's MDS scheduled appointments were
assessment and care pian for accuracy and also reviewed to ensure that transportation
reviewed the two (2) most recent MDS errengements had been made, This
agsessments of all resident for accuracy. vms completed by Ora Little, LPN
On 10/19/12, Registered Nurses (RN) #4, #6 and and Jessica Wircman, RN on
LPNs #2, #4, and #13 conducted skinfwound 1021712,
'| assessments on all residents, . '
On 10/19/12 Roberta Thompson,
Initiated on 10/19/12 and completed on 10/21/12, MDS Coordinator reviewed the two
ths DON in-serviced all licensed staff regarding most recent MDS assessments of all
the following: 1) assessment, measuring, 1esidents.
treatments and dosumentation of wounds, 2}
maintaining accurate medical recards, 3) On 10/19/12 an individual skin
physician and responsible party notification of . asscssment was compieted o aft .
change in condition, 4} scheduling appointments, residents by licensed staff. The staff
5) making transportation arrangsments, 6) names are Jeri Frazier LN, Jessica
ilizing the ; he revisions .
e oy procndurs, ¢ Aot RN, Heather Mowsty LEN, ¢
Yvette Stiort RN, Donna McDowell,
On 10/20/12, LPN #3 was reprimanded and LPN and Christy Allen LPN.
placed on probation by the DON due to the fatlure
to assessidocument Resident #1's wound. A copy of the individual skin
’ assessmenis completed on 10/19/12
On 10720/12, RN #2 compared the skinfwound was given i the MDS department for
assessments cormpleiad on 10/19/12, for all review. The individual skin
residents to each resident's Treatment assessments of all residents were
Administration Records {TARs) and each cornpared to the most recent
.resident's ihdividual wound dosumentation fiow individual MDS and care plan of all
shests to ensure all alteration in the residents’ residents by Donna Pannin LPN and
skin infegrity had been acourately documented. Crystal C {1 LPN (MDS
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Department) to ensure that ail skin
F 514 | Continued From page 145 F 514 arcas identified were coded on the
On 10724/12, RN #2 and LPN #12 compared the MDS or if a significant change was
skinfwound assessments completed on. 10/19/12, needed and care planned
for all residents with the documantation in each appropriately. This was completed
| resident's plan of care, wound documentation " on 10/23/12.
flow sheet, and TARs o ensure aceuracy of the
medical records, LPN #12 also compared the On 10/20/12 the individual wound
skin/wound assessments with the most recent monitoring records were reviewed
MDS assessment to ensure all alteration in the and compared to the individual skin

residents’ skin integrity had been accurately care
planned. RN #2 re-assessed/re-measured all
new alteration in the residents' skin integrity that
had been identified on the skinfwound
assessments to ensure the areas were
documented accurately on each resident's wound
documentation flow sheet

On 10721712, RN #2 placed the "Pressura Ulcer
documentation guideling’ and "How to Identify
and Stage Pressure Ulcers” sheets {utilized for
in-service) were placed in the nursing
policy/procedure manuals and in the wound care
monitoring books kept at each nursing station for
staff reference.

‘( .
On 10/21/12, the Administrator and the DON
reviewed the facility's Pressure Ulcer policy and
the Wound Documentation policy and no
revisions required. The Medicat Director was
also in agreement.

On 10/24/12, the Administrator and the DON
reviewed and revised the Wound Documentation
Fiow Sheet which was iarger, more organized,
with descriptive terms used to describe wounds.

On 40/24/12, the Assistant Administrator started
in-servicing all licensed staff on how fo utilize the
ravised Wound Documentation Flow Shest. The

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.

Al arcas identified on the individual
skin assessments compieted on
10/19/12 were compared to their
individual treatment MARSsto ensure
that treatments were ordered if
necessary to all identified arces. This
was completed by Christy Moore RN
or: 10/20/12.

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 their
individual wound monitoring shest
New orders were obiained for newly
identificd sweas. This was completed
by Christy Moore RN on 10/21/12.

All physicians were notified vie fax
on 10/22/12 of their respective
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residents wounds, type and location.
F 514 | Cortinued From page 146 This was completed by Chiristy

Assistant Administratar also placed an
instructionat sheet in the Wound Care books at.
each nursing station to inform staff of how to
utilize the revised Wound Documentation Flow
Shest and that all wounds should be measured
and documented weekly.

On 10/24/12, a new Wound nurse started
employment and wil be assessing and providing
treatments to all wounds five (5) days a week.
RN #2 will be assessing and providing treatments
to ali wounds the other two {2} days a week. The
Wound Nurse or RN #2 will fax sach resident's
physician a bi weekly nofification of the resident's
wound type, location, description, and current
treatment.

As part of the facifity's CQ for monitoring skin
assessments upon admission, the DON has 1)
Reviewed all skin assessments on new
admissions and readmissions and compared the
skin assessment with her own skin assessment
of the resident to ensure ali areas have been
identified, staged and measured accugately. 2}
Reviewed the new admissions and readmissions
chart to ensure the physician and family were
notified of any skin areas, that appropriate
treatment is being ufilized to all skin areas and all
skin areas were appropriately documented on the
wound monitoring flow sheet for the resident.

The DON and RN #2 will review all residents’
weekly nurses summary {which includz a skin
assessment) and assess each resident to ensure
{he skin assessment matches and ensure the
physician was notified of any new afterations in
skin integrity or changes in condition. The nurse
compieting the weekly skin assessments will

F514|

Moore, RN, See attachment #4

On 10/28/12 and 10/29/12 all
physicians were notified of all
wounds and the current treafments for
the wounds of their respective
residents using the WOUND

NOTIFICATION FORM. They were

asked to sign and return, This was
completed by Christy Moore, RN.
See attachment #5

" A individual skin asscssment was

completed on all residents to ensure
that al} skin issnes (with special focus
on wounds) have been identified and
documented. These assessments
were completed over a four {4) day
period on 11/13/12, 11/14/12,

11/15/12 and 11/16/12 by Mary Arms

DON, Christy Moore RN,

Ashley Maggard LPN, Teress Kidd
RN, Jessica Arneit RN, Yvette SHort
RN, and Bomnie Prater, LPN.

On 11/15/12 the physicians were
notified again of all wounds and the
current treatments for their respective
residents using the WOUND
NOTIFICATION FORM. This was
completed by Christy Moore, RN,
See attachment #6

The families of all residents with amy

~ type of wound were contacted to
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ensure they were aware of the wound
F 514 | Continued From page 147 F 514 and the treaments ordered. This was

=,

notify the physician of any changes, obtain new

| orders, and update the resident's ptan of care

with the new orders. -

The Assistant Administrator/QA Coordinator will
report all monitoring results in the quarterty CQH
meetings.

--The surveyors validated the corrective actions
taken by the facllity as follows:

Interview on 12/12/12, at 4:40 PM with the DON
and review of LPN #1's Employee Disciplinary
Report dated 10/18/12, sevealed the LPN was
terminated due to the failure to assess/document
Resident #1's wound, nofify the physician and
responsible party of Resident #1 concerning the
change in the resident's weund and the failure to
make arrangements for the resident's
transportation fo the wound clinic.

Intarview on 12/12/12, at 4:40 PM with the DON
and review noies dated 10/19/12, revealed the
DON reviewed Resldent #1's medical record
investigating the resident's wound and
appointment issues,

tnterview on 12/12/12, at 3:15 PM with the MDS
Coordinator and review of notes daied 10/19/12,
revealed the MDS Coordinator reviewed Resident
#1's MDS assessment and care plan for accuracy
and also reviewed the two (2) most recent MDS
assessments of all resident for accuracy.

Interviews on 12/12/12, ai 2:15 PM with LPN #4,
on 12/13112, at 11:00 AM with RN #4, at 11:10
AM with LPN #2, at 1:15 PM with RN #6, at 1:20

_| PM with LPN #13, and review of notes revealed

completed on 11/20/12 by Arma
Caldwell ADON, Chanity Purcell
1PN, Christy Moore RN and Brenda
Humphries RN.

The facility process for making
transportation arrangements for
outside appointments was reviewed
by Debomuh Fitzpatrick,
Administrator and Mary Arms, DON
on 10/15/21.

The facility transportation policy was
reviewed and revised on 10/19/12 by
Debomb Fitzpatrick Administeator
and Mary Arms, DON on 10/19/12,
The Medical Director is in
agrecment. See attachment #7

. A transportation log was developed

1o track sppointment and
transporiation arrangements, This
was compieted by Deborah
Fitzpatrick, Administrator, Mary
Arms, DON and Christy Moore, KN
on 10/20/12. See attachment #3

An instruction sheet was developed
as a guide for staff in meking
appointments. This was compieted
by Mary Arms, DON on 10/20/12.
See sitachment #9

A list of transportation services,
phone numbers, required forms and
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special requirements was developed
F 5§14 | Continued From page 148 F 514 as a guide for staff in making

on 10/15/12, the above licensed staff conducted
skiniwound assessments on all residents.

See attachment #9
Interview on 12/12/12, at 4:40 PM with the DON ‘
and review in-service records dased 10/19/12, The system used to keep the
through 10/21/12, revealed the DON in-serviced appointment ioformation and

all licensed staff regarding the following: 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} utilizing the
transportation log, and 7) the revisions to the
transporfation policy/procedures.

Interviews on 121212, at 11:00 AM with RN #2,
at 2-15 PM with LPN #4, at 5:00 PM with LPN

treatments and documentatign of wounds, 2).

1 maintaining accurate medical records, 3)

physician and responsible party notification of
change in condition, 4) scheduling appointments,
5) making transportation amrangements, 6)
utilizing the transportation log, and 7) the
revisions fo the fransportation policy/procadures.

interview on 12/12/12, at 4:40 PM with the DON
and review of LPN #3's Employee Disciplinary

appointments, This was compicted
by Mary Arms, DON on 10/20/12.

_ fransportation arrangements was
reviewed and revised on 10/19/12 by
Deborah Fitzpatrick, Administraior
and Mary Arms, DON. Two books
had been used to maks appointments.
The books were combined into one
pook, Each nursing unif hes an
gppointment/transportation book with
the following items:

«  Transportation Policy
» Instmctions for making

#12, on 12/13/12, at 2:00 PM with LPN #9, at appointments.
14:00 AM with RN #4, at 11:10 AM with LPN #2, e Phone numbers for the
at 1:15 PM with RN_#B and at 1:2Q PM with LF’N . sransportation scrvices and
#13 confirmed the licensed staff were in-serviced . . .
. , notification requirements of
- on the following: 1) assessment, measunng, \
each service.

«  Transportation Lég
. »  Appointment Calendar
~«  Transportation Forms

Licensed staff wers in-serviced on
resident assessment, measuring
wounds, freatments 2nd
documentation, physician and family

notificati licies and staff
Report dated 10/20/12, revealed LPN #3 was hotication, pavicies FE
. : responsibility in scheduling
reprimanded and placed on probation due to the ‘on 1 . s
failure to ssess/document Resident #1's wound. transportation to appolntments,
muking arrangements, the

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

fransportation log, transportation
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policy and the new {ransportation
F 514 | Continued From page 149 F 514 books for casier use. These were

and review of notes dated 10£20/12, revealed RN
#2 compared the skinfwound assessments
completed on 10/18/12, for all residents to each
resident's Treatment Administration Records
(TARs) and each resident's individual wound
documentation flow sheets ta ensure all alteration
in the residents' skin integrity had been accurately
documented.

Interviews on 12/12/12, at 11:00 AM with RN #2,
at 5:00 PM with LPN #12 and review of notes
dated 10/21/12, revealed RN #2 and LPN #12
compared the skinfwound assessments
completed on 10/19/12, for all residents with the
documentation in each resident's plan of care,
wound documentation flow sheet and TARs to
ensure accuracy of the medical records. The
interview and record review also revealed PN
#12 compared the skir/fwound assessments with
the most recent MDS assessment to ensure all
afteration in the residents' skin integrity had been
accurakely care planned. The interview and ‘
record review further reveated RN #2
re-assessed/re-measured all new aiteration in the
residents’ skin integrity that had been identified
on the skinfwound assessments to ensure the
areas were documented accuraiely on each
resident's wound documentation flow sheet.

Observations conducied on 12{12/12, at 2:00 PM
on the Secure Unit, at 2110 PM on the 2nd fioor
and at 3:20 PM on the 1st floor revealed a Wound
Care Book kept at each nurses' station. The
observation revealed "Pressure Ulcer
documentation guideline® and "How to identify
and Stage Pressure Ulcers” sheets where in page
protectors in the front of each nursing
policy/procedure manuals and in the wound care

compieted ont0/19/12 thre 10/21/12
by Mery Arms DON. See
attachment #10

Pressuce Ulcer Documentation
Guidelines were given to staff as
handouts during the in-service.

. The Pressure Ulcer Documentation

Guidelines were placed in the wound
care monitoring book for reference.
This was completad by Mary Arms,
DON and Christy Moore on 10/19/12
thru 10/21/12. See attachment #10

The Pressure Ulcer Policy was
reviewed on 10/21/12 by Mary Arms
DON and Deborsh Fitzpatrick
Administrator with no changes. The
Medical Director is in agreement.
See Attschment #11

The Wound Documentation Policy
was reviewed and revised. The
Medical Director is in agreement.
See attachment #12

A new wound monitoring sheet was
created by Deborah Fitzpatrick

- Administrator on 10/24/12. This will

be used for all wound documentation.

_ The Medical Director approved the

form. See Attachment #13
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monitoring books for staff reference.

Interviews on 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
11:00 AM with RN #4, at 11:10 AM with LPN #2,
at 1:15 PM with RN #6 and at 1:20 PM with LPN
#13 revealed the licensed staff were :

- knowledgeable of the contents and use of the

Wound Care book.

Interview on 12/12/12, at 11:00 AM with RN #2
and review of the nursing policy/procedure
manuals and wound care books kept at each
nurses' station revealed an 10/21/12, RN #2
placed the "Pressure Ulcer documentation
guideling” and "How to Identify and Stage
Pressure Uicers" shests were piaced manuals
and books for staff reference.

Interviews on 12/12/12, at 4:40 PM with the DON,
on 12/43/12, at 2:55 PM with the Administrator
and review of the facility's policies revealed the
Pressure Ulcer policy and the Vound
Documentation policy were reviewed 10/21/12, by
the DON and Adminisirator. Interview on
12/13/12, at 1:30 PM with the Medical Director
was in agreament with not revising the policies.

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 old and new Wound
Documentation Flow Sheet revealed the sheet
was larger, organized, with descriptive terms
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On 10724/12 the Assistant
F 514 | Continued From page 150 F5i4| = Adminisirator, Emily Jones-Gray

began in-servicing all licensed staff
on how to utilize the revised Wound
Documentation Flow Sheet. The
Assistant Administrator also placed
an instruction sheet in the Wound
Care books at each nursing station to
informmn stalf on how to utilize the
revised Wound Documentation Flow
Sheet gnd that all wounds should be
measured and documenied weekly.
This was completed on 10/24/12.

A Wound Notification Form was
developed on 10/28/12 by Dr.
Charles Hardin Medical Director,
Mary Arms DON and Deborah
Fitzpatrick Administrator. This form
will be used to notify the attending
physicians’ bi-weekly of their
respective resident wounds, condition
of the wounds and current treatments.
See Attachment #14 (L)

The Wound Notification Form was
revised on 12/14/12 by Mary Arms,
DON and Deborsh Fitzpatrick,
Administrator to include a space for
measurenents, instructions to notify
farnily of any changes and a place to
document family member notified.
The Medical Director is in agreement
with the revision. See Attachmient

used to describe wounds. #14(2)
Interview on 12/43/12, at 3:10 PM with the
Assistant Administrator and review of notes dated
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the Wound Care books at each nursing station to
inform staff of how to utiize the revised Wound
Documentation Flow Sheet and that all wounds
should be measured and documented weekly,

Observations conducted on 1211212, at 3:00 FM
on the Secure Unit, at 3:10 PM on the 2nd fioor
and at 3:20 PM on the st floor revealed a Wound
Care Book kept at each nurses' station. The
observation revealed an instructional sheet to
inform- staff of how to uilize the revised Wound
Documentation Flow Sheet and that all wounds
should be measured and documentad weekly.

Interview on 12/12/12, at 2:45 PM with the newly
hired wound care nurse revealed she started
asmployment on 10/24/12, and will be assessing
and providing treatments to all wounds five {5)
days a week, Inferview on 12/12/12, at 11:00 AM ¢
with BN #2, reveaied RN #2 will be assessing and
providing treatments to all wounds the other two
{2) days a week. The interviews revealed the
wound-care nurse or RN #2 will fax each
resident's physician a bi weekly nofification of the
resident's wound type, location, description, and
current treatment, Review of the newly hired
wound care nurzes' employee file revealed she
started smployment at the facility on 10/24/12.
Further review of physician netifications letters
revealed faxes were being sent bi-weekly o the
resident's physician notifying the physician of the
resident's wound type, location, description, and
gurrent treatment. .

employes will also work 2 days a
weck as a treatment nurse. There will
be & designated treatment ourse 7
days 2 week.

The treatment nurse will administer
treatments on all wounds Stage I or
greater (includes diabetic or stasis
ulcers), monitor wounds daily for
changes, measure wounds weekly,
docuament daily on wounds or
surrounding skin (of those wound
with {reatments order other than
daily), notify physicians bi-weekly of
ali resident wounds and condition of
each wound, mnitor daily to see that
documentation is being completed as
part of CQIL

In-services for nurse aides and
licensed staff were held starting on
11/8/12 and completed on 11/23/12.
The in-services included foliowing
the plan of care for individual
residents, transferring residents and
turning and ropositioning of
residents. .
Restorative nursing care relatad to
turning and repositioning. These in-
services were given by Emily Jones-
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. : A treatment murse was hired on
F 514 | Continued From page 151 F 514 10/24/12. Her name is Tracy

10/24/12, revealed the Assistant Administrator Thompson and she is an LPN. She

started in-servicing ali licensed staff on how to will work full time as a irestment

utilize the revised Wound Documnentation Flow -nurse five days per week.

Sheet. The interview also revealed the Assistant

Administrator also placed an instructional sheet in- Christy Moore, RN a current

FORM CMS-2567{012-09) Previous Versions Obsolets

Event ID: 5GKO 1

Facifity ID: 100888

if continuation sheet Page 152 of 165




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/28/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PI.AN OF CORREGTION IDENTIFICATION NUMBER: GOMPLETED
, A. BUILDING
o c
185414 N 12/13/2012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CIFY, STATE, ZIP CODE
41025 EUCLID AVENUE
MOUNTAIN MANOR OF PAINTSVILLE
PAINTSVILLE, KY 41240
(X2) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION 5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE -GOMFLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
Gray, Assistant Administrator and
F 514 | Continued From page 152 F 514 Chanity Purcell, Staff Development
: See Attachment 24
Interview on 12/12/12, at 4:40 PM with the DON o )
and review of documentafion of the only resident Licensed staff were in-serviced
that had been admitted since 1025/12, revealed regarding notification of change,
as part of the facility's CQI for manitoring skin causes of skin breakdown, Braden
assessments upon admission, the DON reviewed scale, putrition in skin breakdown,
the resident's skin assessments and compared risk factors for skin breakdown, bow
the skin assessment with her own skin to write 2 complete treatment order,
assessmen}t of ﬂ:le resident fo ensure all areas assessing, staging and measuring
have been identified, staged and._rneasured wounds, weekly summaries and skin
.| accurately. The DON further reviewed the
. ° . gssessments, the new wound
resident's chart to ensure the physician and monitoring sheet, proper disposal of
family were notified of any skin areas, that ted dr & N proper 4isp 4
appropriate freatment was being utifized to all soited dressigs, proper procequre
skin areas and alfl skin areas were appropriately required in W“fplmg z
documented on the wound monitoring flow sheet treatment/dressing change, storage of
for the resident. medication with focus on Mycalcin
spray, procedute for retuming home
Interview or 12/12/12, at 4:40 PM with the DON, meds to family, entering medication
at 11:00 AM with RN #2 and review of their orders/following physician orders;
persanal hand written notes reveaied the DON transeription of high risk
and RN #2 will review all weekly nurses medications, a second nurse should
summaries of each resideni, including skin review all new and readmission
tal"ssef(.srm-:q');g and as?esstear:ch resdident to etr}:sure orders (This in-service was given by
e skin assessment malches an ensure the Mary Arms, DON on 11-08-2012 and
physician was notified of any new alterations in
B ) - L was completed on 11/23/12. See
- skin integrity or changes in condition. The nurse 18
completing the weeldy skin assessments wil attackment #
rotify the physician of any changes, obtain new . o .
orders, and update the resident’s plan of care Licensed stafl were in-serviced a
with the new orders. second time on the same information
contained in the in-service completed
Interviews on £2/13/12, at 2:55 PM with the on 11-23-12. Attachment #15 This
Administrator, and at 3:10 PM with the Assistant in-service was conducted on an
Administrator revealed the Assistant individual basis for some staff and/or
Administrator/QA Goordinator will report all very small groups for others with
monitoring resuits in the quarterly CQl meetings. : more steff interaction encouraged. A
F 5201 483.75{(0){1) QAA F 520
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§5=J | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committos consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
committes meets at least quarterly to identify
issues with respect to which quality assessment
and assurance aciivities are necessary; and
develops and implements appropriate plans of
action fo correct identified quality deficiencies.

A State or the Secretary mey not require
disclosure of the records of such committes
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to igentify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
facility policies, it was determined the facility
failed to ensure the Quality Assessment and

jtem {as it was discussed/explained)
an item was discussed indicating that
they understood. Staff were asked if
they hrad questions and if so all items
in question were discussed prior to
their inftialing. In-servicing started
on 12/18/12 and will be completed on
1/7/13 by Mary Arms, DON.

Certified Medication Aides will no
longer be allowed to do treatments o
skin cffective 10/25/12.

A wound care reference guide has

been pinced on cach treatment cart as

a reference for appropriate
treatment/products for specific
wound types. This was completed on
11/5/12 by Mury Arms, DON. See
attachment #16

The MDS Nurses witl document the
results of their skin assessments in
the resident’s medical records.
Roberta Thompson, MDS
Coordinator will be responsibls to
ensure this is completed. 11/24/12

A CQI subcommittec was formed by
the Administrator, Deborah
Fitzpatrick on 10/23/12 to review and
evaluatc the mobitering tools recently

X 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s}
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] fortn was developed so that ench staff
F 520 | Continued From page 153 E 520 aitending the in-service initialed each

Assurance Committee (QAAC) was effective to developed to improve the facility’s
ensure nursing staff followed facifity policies and QA program.
procedures for the assessment of wounds
weekly. On 08/12/12, facilily staff assessed
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. On 10/21/12 Mary Arms DON
F 520 | Continued From page 154 F 520 notified Dr. Charles Hardin Medical
' Resident #1 and documented the resident had a DMor of the missed appf)mtment
calloused area on the fip of the left great foe. of resident 41, the change in
Sia7f also conducted assessments of the area on condition related to the wound and
1 09/13/12 and 08/28/12. On 10/18/12, staff failure of LPN #1 to notify the
| assessed Resident #1's wound 1o be red, attending physicien and family,

inflamed, and necrotic with sloughing, and
purulent drainage and an odor. Resident #1 was
transported to an acute care facility on 1011812,
and the resident's left great toe was amputated
on 10/20/12. Interview with staff reveaied there
were nineteen residents in the facility with
wounds, twelve {12) of the nineteen (19)
residents were selecied for record review and
revealed fagility staff did not consistently conduct
a waekly assessment of the wound in accordance
with fasility policy for eight (8} resident (Residents
#2,#3, #5, #6, #7, #8, #9, and #14). Interviews
with the Assistant Director of Nursing {ADON)
and Registered Nurse (RN) #2 revealed they had
the responsibility to perform Quality Assurance
[QA) aciivities related to resident wounds. Per
interviews, they were aware nursing staff failed to

-gonsistently documented a skin assessment of

wqunds, on a weekly basis; however, failed to
ensure actions were identified as part of the QA
that would be required fo ensure staff assessed
all wounds on a weekly basis, or as ordered, in an
effort to prevent wound deterioration and promote
wound healing. Further interview revealied no
one was responsibie for conducting QA activities

related io resident wounds on the Secure Unit.

(Refer to F2B2, F309, F314, and F514.}

The failure of the facility to ensure the Quality
Assessment and Assurence Committee (QAAG)
was effective placed residents at risk for serious
injury, harm, impairment, or death. Immediate
Jecpardy was identified on 12/11/12, and

On 10/28/12 a meeting was held with
Dr. Charies Hardin, Medical
Director, Mary Atms, DON and
Deborah Fitzpatrick, Administrator to
discuss the issues identified in the
current survey and Quality
Improvement Telaied to assessment,
wound care, documentation,
physician and family notification and
transportation to appointinents.

The Medical Director reviewed all
the initial physician notification
regarding wounds that was sent on
10/22/12. See attachment #4

A Quality Assuratce nurse was hired
on 11/19/12 and will work under the
supervision of the Director of
Nursing 1o provide quality assurance
menitoring specifically for the
pursing department. Her name is
Brenda Humghries. She is an RN
with 19 years experience working in
Quality Assurance.

The CQI skin monitoring sheet for
pressurc dleers was revised by Emily
Gray Assistant Adrrinistrator on
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determined 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
the facility alleging removal of the Immediate
Jeopardy on 10/25/12. Immediate Jeopardy was
verified to be removed on $0/25/12, 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 severity of “D",
while the fagility develops and implements a Plan
of Correction and the facility's Quality Assurance.

The findings include:

Acreview of the facility's policy titled "Quality
Contral," (undated) revealed the faciiity had a
quality control program that that identified specific
deficiencies, measured the level of quality
services by each department, and continually
furnish information that would aid the facility in
taking corrective action for problems that were
identified. In addition, the policy gevealed quality
control records would be maintained and would
be discussed quarterly during commitiee
meetings. The policy also sialed any tems
requiring corrective action would be discussed
with the Administrator as they arcse.

A review of Resident #1's closed medical record
revealed ihe facility admitted the resident on
D6/26/12 for rehabilitation due to a Right beiow
the Knee Amputation {BKA} and diagnosis of
Diabetes Insipidus, Mild Malnutrition, and
Hypertension. Continued review of the medical
record revealed Licensed Practical Nurse (LPN)
#1 documented at 9:30 PM on 09/12/12

includes nofification of physician
and family, This will be completed
by the Quality assiurance nuyse or -
other nursing staff assigned by Mary
Arms, DON. This will be ongoing.
All results will be reported quarterty
through CQI by Emily Jones-Gray,
Assistant Administrator. See
Attachment #17

A SKIN/WOUND QI LOG was
ordergd and will be used to track
wounds (facility acquired or admitted
with), type of wound, interventions

and physician sod family

- motification, This will be completed

weekly by Emily Gray, Assistant
Administrator or a designee. This
will be ongoing. Al resulis will be
reporied quarterly through CQE by,
Enmily Jones-Gray, Assistant
Administraior. See Attxchm(ent #18

All weekly nursing summaries will
be turned in fo Mary Arms, DON.
Mary will monitor for completeness.
The weekly summary includes a skin
assegsment. This started on 10/22/12
and will be ongoing,

A tracking form was developed on
10/25/12 by Mary Amms, DON to use
in monitoring when weekly
summaries are duc for cach resident.
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11720712, Twelve (12) charts will be
F 520 | Confinued From page 155 F 520 reviewed monthly, This also
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F 520 | Continued From page 156 F 520 Mary Arms, DON will review all
tapproximately two and one-half months after weekly nursing summaries for
admission) that Resident #1 had a scabbed area completeness. She will review the
to the Jefi great toe that measured less than 0.1 skin assessment, She will then
centimeter (cm) in diameter. perform a skin assessant on the
resident and compare this to the one
Review of a Wound Evaluation Flow Sheet compleied on the weekly summary to
revealed facility staff had documented Resident ensure that the resident skin is
#1's wound measuraments on 09/13/12 as "2.2 assessed correctly. This will be
cm % 1.8 emx 0.1 cm," and on 09/28/12 as "1.4 complted for 4 weeks at 100% until -
om x 0.2 x 0.1 cm™; however, staff failed to 11/25/12 and then re-evatuated. The
o e i Q4 il i iy A
y 51eq y Teciity policy- DON in the review of the weekly
Continued review of the medical recard revealed summaries and the weekly skin
at 10:30 AM an 10/18/12, (twenty (20) days after assessments after 11/19/12.
the previous assessment) Resident #1's family
member insisted on observing the resident's If there &re ne problems identified
wound. Documentation reveaied LPN #1 and the then the percentage of review will
Assistant Dirsctor of Nursing (ADON) removed decrease to 50%.
the dressing from the resident's left great ioe and Alf weekly summaries will continue
the wound was observed to be red, inflamed, with to be reviewed at 100% for
a necrotic area, yellow sloughing and an odor. completeness and that 8 weekly skin
Further review of the medical record revealed the assessment was completed on all
{ resident was transported to an acule care facility y residents. Fifty percent (50%) of all
on d1 ]E-)rl‘i 81:.'1 2, ?t 3:15 PM for further assessment residents will bave their skin
and treatment. reassessed by Mary Arms, DON or
A review of a Surgical Report dated 10/20/12, the QA marsc and comp'ared with the
revealed Resident #1's the left great toe was one on the weekly mrsing summary
amputated secondary to ulceration with wet to ensure that the skin is assessed
gangrene. correctly. This will contiome for 4
weeks or uptil 12/25/12 and then be
An interview on 10/23/12, at 6:15 PM the Director re~gvalusted.
of Nursing (DON) revealed staff should assess,
measure, and document the status of the wounds If there are no problems identified
of residents at least once a week. The Interview then the percentage of review will
re\fealed t!lwe fadility provided nurses in-service decrease o § residents per week. All
fraining twice a year related fo the assessment,

FORM CMS5-2567(02-89) Pravious Versions Qbsolete

Event ID: BGKD11

Facility ID; 100688

If continuation sheet Page 157 of 165




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

PRINTED: 12/28/2012

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIFLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENT{FICATYON NUMBER: COMPLETED
] A BUILDING
B. WING ©
185414 ) 121312012

NAME OF PRDVIDER DR SUPPLIER

MOUNTAIN MANCR OF PAINTSVILLE

STREET ADDRESS, CITY, STATE, ZIP CCDE
1025 EUCLID AVENUE

PAINTSVILLE, KY 41240

1

measurement, and documeniation of wounds.’

A review of the Wound Evaluation Flow Sheets
for the eight {8) sampled residents {Residents #2,
#3, #5, #6, #7, #8, #9, and #14) chosen from the
nineteen (19} residents in the facility with wounds
revealed the facility failed to ensure nursing staff
consistently assessed/documented the status of
the residents' wounds once a week in accordance
with facility policy.

An interview on 10/23/12, at 7:10 PM with the
ADON revealed she gathered information on the
first floor nursing unit of resident wounds for
purposes of Quality Assurance (QA). The ADON
stated she completed a Continuous Quality
Indicator (CQI) assessment shest once a menth
and had identified staff nurses failed to conduct
weekly wound assessment as required. The

) ADON stated she had reported the problems to

i tive former Assistant Administrator, but this

| ' problem was not discussed/addressed in the

' quarterly QAAC meefings.

An interview on 10/23!12{, at 7:30 PM with RN #2
revealed she gathered information on the second
fioor nursing unit of resident wounds for purposes
of Quality Assurance {QA). RN #2 also stated
she completed a CQl assessmert sheet once a
month and had also identified nurses had failed to
conduct weekly wound assessments. The
interview revealed she had not reported this
problem to any Administrative staff or
discussedfaddressed the problem in the quarterly
QAAC meetings. ‘

An interview on 1072512, at 5:10 PM with the

Director of Nursing {DON) revealed the facility's

completeness and that a weekly skin
assessment was completed on all
residents. Eight {8) residents per
week will have their skin reassessed
by Mary Arms, DON or the QA
nutse and compared with the one on
the weekly nursing summary 1o
ensure that the skin is assessed
correctly. This will continue for 4 -
months and then be re-evaluated,
See Attachment 19

Mary Arms, DON or the QA nurse
will review the skin assessments on
new admissions end readmissions.
They will then assess the resident
skin and compare with the skin
assessment to ensure that afl areas
have been identified properly and that
the staging and measyrements are
accurate, the famity and MD were
notified, the appropriate treatment is
in place and that all‘arens have been
pleced on the wound monitoring flow
sheet and monthly log. This will
continue for 6 months and then will
be re-evaluated. The findings will be
reported quarterly throngh COQI by
Mary Arms, Don. See attachment
Lrl

The Braden scale is completed on

- Admission, Re-admission and change

in condition by the licensed muses
for 4 weeks. Roberta Thompson,
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resident weekly nursing summarics
F 5201 Continued From page 157 F 520 will be reviewed ai 100% for
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MDS Ceordinator will monitor as
F 520 | Continued From page 158 F 520 part of CQI the completion of the
policy for wound assessments was to assess Braden Scale by Licensed staff. Any -
measure and docurnent the wound assessment failure to complete the form will be
on the Wound Flow Sheet. According to the reported to the DON for comective
DODN, staff was {o conduct the assessments one action, The resulis of the andit will
tirve a week, on Fridays. The DON stated she be reported quarterly through CQI by
had assisted with obtaining information for QA in Roberta Thompson, MDS
September 2012, and had noticed several weekly Coordinator. This will be ongoing.
wountd assessments had not been completed. See Attachment #21
The DON stated she made a list of residents that.
needed a v-_'ound asse:ssment, requested the As part of CQL the transportation logs
week-end riurses obtain the assessments and \ , .
will be reviewed weekly by Emity
had "followed up" to ensure all the assessments Gray Assistant Administrator or
had been obtained. The DON stated she was A . .
unaware staff continued fo fail to conduct weekly Marie Penninglon, Activity Director
wound assessments until she started the ’ {0 ensure that transportation
investigation into the deterioration of Resident arrangements are being made. This
#1's wound on 10/18/12. Actording to the DON, began on 10/26/12 and will be
she "knew it was missed at imes but didn't continuous. Any issues identified -
realize it was such a big systems failure until the will be reported immediately to
investigation was done." The interview confirmed nursing administration for correction.
. the DON was unaware no one was . All findings will be reported
responsible/assigned to oond’ucted QA activities gquarterly through CQI by Emily Gray
on wounds on the Secure Unit. Assistant Administrator. See
. ‘ . { attachment #22 {
Aninterview on 11/01/12, at 1:10 PM with the
ASSIStEl"lt Admlnist-ra.tor revealed she had been The MIS Nurses will document the
the Assistant Administrator for approximately one o i
year and also functioned as the facility's QA results of their skin assessments i
Coordinator. The inferview revealed the ADON the resident’s medical records. The
and RN #2 had been given the responsibility fo MDD’ Nurse will complete a CQI
audit wound development and.obfain information Skin Communication Sheet with the
related to what contributed fo the development of results of their skin assessment as
the wound. According to the Assistant well. A copy of the Commumication
Administrator, the ADON and RN #2 were also to Sheet will be given to the Staff Nurse
determine the stage of wounds, ensure the for the tesident and a copy of the
wound was addressed on the resident’s care sheet will be given to the Director of
plan, what the treatment was, if the treaime'rrt was Nursing. This is 2 CQL
effective, if there were nutritional interventions,
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conununication tool. This began on
F 520 | Continued From page 159 F 520 11-23-2012. All findings will be
physiclanfrepresentative notificalion, changes in reported quarterly through CQI by
the wounds, or if there had bean an increase in Roberia Tlmmpmfn, @S '
number of wounds. The Assistant Administrator Coordinator. This will be ongoing.
staled she was not aware staff had not always See attachment #23
sonducted the weekly assessment of wounds in )
accordance to facility policy, or that staff had All new orders gre checked daily by

failed to report the informaticon 1o the QAAC. The
interview confirmed the Assistant Adminisirator
was unaware no one was responsible/assigned 1o
conducied QA aciivities on wounds on the Secure
Unit.

An interview on 10/25/12, at 5:45 PM with the
Administrator revealed facility staff were 1o obtain
information related to wounds and provide the
information to the faciiity's Continuous Quality
Improvement {(CQi) program. The interview
revealed nurses were o assess wounds once a
week and record the assessment on the Wound
Flow Sheet and the wound logbook in
agcordance with facility poficy. According to the
Administrator, she was unaware nurses had
failed to conduct the weekly wound assessments
until the facility Jnitiated the investigation into the
deterioration of Resident #1's wound. The
Adrninistrator acknowledged in interview
conducted at 3:45 PM on 11/01/12, at 3:45 PM
QA staff had not looked at the complete QA
process 1o ensure the facility's QA program was

_completely effective. The interview confirmed the

Administrator was unaware no one was
responsible/assigned to conducted QA aclivities
on wounds on the Secure Unit.

| **An acceptable Allegation of Compliance {ADC)

related 1o the Immediate Jeopardy (1J) was
submitted by the facility on 12/13/12, which
alleged removal of 1 effective 10/25/12. An

" Emily Jones-Gray QA Coordinator or

nursing administrative staff to ensure
that physicien orders are entered
cotrectly as part of CQL The
attached form is used. The resuits of
the audits will be reporied quasteriy
through CQI by Mary Arms, DON o
the QA nurse. This will be ongoing.

A CQI subcommittee was formed by
the Administrator, Deborah
Fitzpatriok on 10/23/12. The
commiftee consists of the
Administrator and all department
managers. The Administrator will act
as head of this committee and will
meet weekly. The results of all
audits monjtored by this committee
will be reported quarterly through
CQI by the person completing the
andit .

The results of all andits will be
reported quarterly through CQI by

the person compleiing the audit. This
will be ongoing. '

Dr. Charles Hardin, Medical Director
will provide oversight during the
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Extended Survey was conducted on 12/11-13/12,
which determined the 1J was remaved on
10/25/12 as alleged.

—-A review of the AOC revealed the following:

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

Initiated on 10/198/12 and complefed on 10/21/12,
the DON in-serviced all ficensed staff regarding
the following: 1) assessment, measuring,
treatments and documentation of wounds, 2)
matntaining accurate medical records, 3)
physician and responsible party notification of
change in condition, 4) scheduling appointments,
5) making transportation arrangements, 6}
utilizing the transportation log, 7} the revisions to
the transportafion policy/procedures.

As part of the faciiity's CQI for monitoring skin
assessrents upon admission, the DOM has 1)
Reviewed all skin assessments on new
adrissions and readmissions and compared the
skin assessment with her own skin assessment
of the resident to ensure all areas have been
identified, staged and measured accurately. 2)
Reviewed the new admissions and readmissions
chart to ensure the physician and family were
notified of any skin areas, that appropriate
treatment is being utilized o all skin areas and all
skin areas were appropriately docurnented on the
wound monitoring flow sheet for the resident.

As part of the facility's CQI for monitoring the
transportation arrangement, the Assistant
Administrator or the Activity Director will review
the transportation logs on each unit 1o ensure all

Director quarterly through CQI by
Emily Jones-Gray, Assistant
Administrator. This will be ongoing.

5. Date of Completion 1/8/13
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compliance process. The results of all
F 520 | Cantinued From page 160 F 520 audits will be reporied to the Medical
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Continued From rpage 161

transportation arrangements have been made
and any problems identified will be reported to the
nursing administration immediately for correction.

The DON and RN #2 will review afl residents'
weekly nurses summary (which include a skin
assessment) and assess each resident to ensure
the skin assessment matches and snsure the
physician was notified of any new alterations in
skin infegrity or changes in condition. The nurse
completing the weekly skin assessments will
notify the physician of any changes, obtain new
orders and update the resident's plan of care with
the new orders.

The Administrator formed a QA subcommitiee
which consists of each department
head/manager that wili mest weekly o review the
monitoring tools recently developed fo improve
the facility’s QA program.

The Assistant Administrator/QA Coordinator will
report all monitoring results in the quarterly CQI
meetings.

A decision was made to hire a full ime QA nurse
with 19 years' experience, who will start
employment on 11/19/12.

—The surveyors validated the corrective actions
taken by the facility as follows: -

Interview on 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
investigating the resident's wound and
appointment issues.

F 520
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interview on 12/12/12, at 4;:40 PM with the DON
.| and review in-service records dated 10/1912,
through 10/21/12, revealed the DON In-serviced
all licensed staff regarding the following: 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, 8) utilizing the:
transportation log, and 7} the revisions to the
transportation policy/procedures.

Interviews on 12/12/12, af 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
11:00 AR with RN #4, at 11:10 AM with LPN #2,
at 1:15 PM with RN #8 and at 1:20 PM with LPN
#13 confirmed the licensed staff were in-serviced
on the following: 1) assessment, measuring,
treatments and dosumentation of wounds, 2)
maintaining accurate medical records, 3)
physiclan and responsible party notification of )
change in condition, 4) scheduling appointments, {
5} making transportafion arrangements, )
utilizing the transportation log, and 7) the
revisions to the transportation policy/procedires.

Interview on 12/12/12, at 4:40 PM with the DON
and review of documentation of the only resident
that had been admitted since 10/25/12, revealed
as part of the faciiity's CQ! for monitoring skin
assessments upon admission, the DON reviewed
the resident's skin assessments and compared
the skin assessment with her own skin
assessment of the resident to ensure all areas
have been identified, staged and measurad
accurately. The DON further reviewed the
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resident's chart to ensure the physiclan and
family were notifled of any skin areas, that
appropriate freatment was beirg utilized to all
skin areas and all skin areas were appropriately
documented on the wound monitoring flow sheet
for the resident. ' :

Interviews on 12/13/12, at 3:10 PM with the
Assistant Administrator, on 12/1212, at 4:25 PM
and on 12/13/12, at 1:40 PM with the Activity
Directar and review of the Activity Director's audit
book revealed as part of the facility's CQI for
monitoring the transportation armangement, the
Activity Director had been reviewing the
transportation logs on each unit to ensure all
transportation arrangements have been made
and no problems have been identified; however, if
a problem is identified it will be reported to the
nursing administration immediately for comrection. ’ |

Interview on 12/12/12, at 4:40 PM with the DON, -
at 11:00 AM with RN #2 and review of their :

personal hand wrilten notes revealed the DON _
/| and RN #2 will review all weekly nurses F;
summaries of each resident, including skin
assessment and assess each resident to ensure
the skin assessment matches and ensure the
physician was notified of any new alferations in
skin integrity or changes in condition. The nurse
compleating the weekly skin assessments will
notify the physician of any changes, obtain new
orders and update the resident's pian of care with
the new orders.

Interviews on 12/1212, at 4:40 PM with the DON,
on 12/13/112, at 2:55 PM with the Administrator, at
3:10 PM, with the Assistant Administrator, at 1:40

PM with the Activity Director and review of the QA
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subcommittee meeting minutes for 10/23/12,
revealed the Administrator formed a QA
subcommittee which consists of each department
head/manager that meet weekly to review the
monitoring tools recently developed to improve
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 Coordinator will repart al
monitoring results in the quarterty Q! meetings.
interview on 12/13/12, at 11:45 AM with the newly
hired QA nurse and review of her empioyee file
revealed she started employiment on 11/19/12,
and will be working full time.
{ ¢
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