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F 000 | INITIAL COMMENTS F 000  Submission of this plan of correction
is not a legal admission that a
An Abbraviated Survey investigating complaint deficiency . exists or that this
#KY21058 was conducted on 12/08/13 through statement of deficiency was correctly
12/13/13 to determine the facility's compliance cited, and is also not to be construed :
with Federal requirements. KY21058 was as an admission of interest against the
substantiated with the highest Scope and Severity facility, the Administrator or any
ata"G", , employees,  agents, or  other
F 157 | 483.10(b)(11) NOTIFY OF CHANGES o F157| individvals who draft or may be !
55=D | (INJURY/DECLINE/ROCM, ETC) = % : discussed in this response and plan of
: correction. In addition, preparation of
A facllity must immediately Inform the resident; this plan of correctign pdoes not
consult with the resident's physician; and if _ constitute an admission or agreement
known, notify the resident's legal representative of any kind by the facility of the truth
oran intu_a:rested family mgmberwhen there Isf an . of any facts alleged or see. the |
accldent involving the resident which results in correctness of any- allegation by the
fnjury and h?s the Pc_xtenliai for requiring physuc;?n survey agency. Accordingly, the
mter\.fentlon, a significant change in the r§5|dents | facility has prepared and submitted
physical, mental, or psychosocial status (i.e., a ik Blan GF o tion vricr to the
deterioration.in health, mental, or psychosocial p_ A orrectio przof o the
status in either-lifa threatening condltions or resolution of any appeal which may
clinical complications); a need to alter treatment be .ﬁle‘j solely because of the
significantly (i.e., a need to discontinue an requirements under state _an_d federal
existing form of treatment due to adverse law that mandate submission of a
consequences, of to commence a new form of plan .of correction within ten (10)
treatment); or a decision to transfer or discharge days of the survey as a condition to
the resident from the facllily as specified in participate in Titlel8 and Title 19 r
§483.12(a). . programs. The submission of the plan |
. ; ' of correction within this timeframe
The facility must also promptly notify the resident should in no way be construed or I
and, If known, the resident's legal representative considered as an agreement with the |
orinterested family member when there is a allegations of noncompliance or
change in room or roommate assignment as ‘ admissions by the facility. This plan
specified In §483.15(e)(2); or achange in ‘ of correction constitutes a  written
re5|der3t rights undgr Fer{ieral or State law or allegation of. submission “of
regulatiqns as specified in paragraph (b)(1) of substantial compliance with Federal
this:seation; Medicare Requirements,
The facility must record and periodically update

LABOWS OR PROVIDER/SUPFLIE, RE?RESENTATIVE’S SIGNATURE TITLE (X0),DATE
At D[ | e Uz s
eI T i) ,Ao[/mmsim.# 27 Joold

Any deﬁclr!nc;stalemenl ending wilh an aslerisk (*) denoles a deficiency which Ihe Institution may be excused.from correcting providing it fs determined that
olher safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
followling the date of survey whether or not a plan of correction is pfovided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documents are made available {o the facility. If ceficlencles are ciled, an approved plan of correction Is requisile to continued

program participation.
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the address and phone number of theé resident's
legal represantative or Interested family member.

This REQUIREMENT s not met as evidenced
by: o

Based on observation, interview, record review
and facllity policy and procedure review it was
detarmined the facliily failed to consult with the
restdent's physician and notify the family '
representative of the need fo alter treatment for
ona (1) of four {4) samplad rasidents (Resident
#1). Resldant #1 was agsessed as having a
Stage !l pressure sore to the left lateral aspect of
the [eft foot on 12/08/13. The staff falled to notify
the physlcian or famlly until 12/10/13.

The findings include:

Review of the facility's pollcy/procedurs fitled
"Skin System Policy & Procedure, {no date)”
revealed when observed skin Is éompromised,
the Nurse finding the problem will initiate a
freatment using formulary product if possible and
physician approval. The Physician and Family
must be notified at the time of discovery and
netification must be documenied in the medical
record according to regulatory guidslines.

Record review revealed the facllity admitted
Resident #1 on 07/01/12 with diaghoses which
included Muscle Weakness, Skin Sensation
Disturbance, and Adult Fallure to Thriva. Review
of a quartery Minimum Data Set (MDS)
assessment, daled 11/12/13, revealed the facility
assessed Resident #1's cognitien as moderately
impaired and raquired extensive assistance with
activities of daily iiving.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION S8HOULD BE - COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) - TAQ CROSS-REFERENCED TO THE APPROPRIATE . DATE
. DEFICIENGY}
!
F 157 | Continued From page 1 F 157 F157

‘4. The Director  of Nursing or

1. The family for resident # 1 was
notified of the wounds on 01-03-2014
by the Diréctor of Nursing and the |
physician for resident # 1 was |
notified of the wound to the left foot |
oft 12-10-2014 by the Unit Manager |
and a freatment ordered. |
2. A 100% skin audit of all current

residents was completed by 1-3-2014
by the Director of Nursing, Assistant
Director of Nursing and new LPN
wound nurse to identify any wounds
and to assure all had physician and
family notification, Any identified as
not having physician and family
notification  had notification ;
completed, - :

3. All Licensed Nurses will be re-
educated by the Director of Nursing !
or the Assistant Director of Nursing |
ot identification of wounds and
physician and family notification of
new or declining wounds. This
education will be completed by 1-6-
2014 with no Licensed Staff working
after 1-6-2014  without having |
received this re-education, i

Assistant Dircctor of Nursing will
complete a follow up skin assessment
on five (5) residents per week for

FORM CMS.2567{02.99) Provious Vorsions Chaalele Event D NVTP14
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F 157 | Continued Frompage 2 FAST]  twelve (12) weeks to assure wounds |
Observation, on 12/10/13 at 9:28 AM of a skin “are identified and the physician and I‘
assessment and wound Ireatmertt by Licensed family are notified timely of any new |
Practlcai N.Ursg {LPN) #f for Resident #1. wound or declining wound. The
revealadlB_laiuam foam with Kerlix drassing, not results of these audits will be!
drld o ke, pled oo wound oot eiewed wihthe Qaiy Assrnc

' ) Committee monthly for at least three !
Interview with LPN #1, on 12/10/13 at 9:28 AM, (3) months or as the committee deems
revealed she had found the "open area" o the left appropriate. If at any time concerns
lateral aspect of ihe left foot on 12/09/13. The are identified, & Quality Assurance
LPN stated she did not notify the physician or Committee ‘will be convened to
family about the wound on 12/08/13 because she review and make recommendations as
had an emergency and was called away and she needed. The Quality Assurance
was treating the wound according to the wound Committee will consist of at a|
care guidelines. LPN #1 further revealed there minimum the Director of Nursmg, f
was no order for the foam dressing applied to the Administrator, Assistant Director of
wound on 12/08/13 or 12/10/13 and she should Nursing, Dietary Service Manager
have noiifled the physician when she Identified and the Social Services Director with
the wound on 12/09/13. the Medical Director atiending at 8ol -

: ‘ least quarterly.

Further record revlew. revealed there was no
evidance the physiclan and family were notified of
the wound to the left [ateral aspect of the laft foot
on 12/08/13, F280
Interview with the Director of Nursing (DON), on N . . |
120113 8t 3:00 PM, revealed when s(taff ﬁgd an ;l’}c;“r‘:vg:ﬁ;‘: S‘L"::‘Z‘:; S;;ﬁr;:f:ﬁ '.
area/wound thé physiclan should be notified. plan for resident # 1 on 1-3-2014 to
Interview with Rasident #1's Physician, on assure that the care plan accurately
12/11/13 at 3:30 PM, revealed he expected to ba reflects all wounds and interventions ;
notified of a new wound immediately and felt this to meet the needs of the resident.
was a rule for allnursing facilities, _ ,

F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F2so| 2. On 1-3-2014, the Director of

58=G | PARTICIPATE PLANNING CARE-REVISE P Nursing and the MDS TNurse |

. reviewed all current resident’s care i

The resident has the right, unless adjudged plans to assure that all care plans’’
incompetent or otherwise jound to be '
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incapacitated under the laws of the State, {o
particlpate in planning care and treatment or
changes In care and treatment.

A comprehensive care plan must ba devaloped
within 7 days after the completion of the
comprahensive assessment; prepared by an

Jintérdisciplinary feam, that-includes the atlending

physician, a registerad nurse with responsibillly
for the resident, and other appropriate staff In

-disclplines as deferminad by the resident’s neads,

and, to the extent practicable, the participation of
the resident, the resident's farmily or the resident's
legal representative; and periodically reviewad
and revised by a team of qualified persons after
sach assessment, E

. This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview, and record
review it wag defermined the facility falled to
‘revisé the care plan for one (1) of four (4)
sampled residents (Resident #1), Resident #1
was readmitied to the facliity on 11/25/13 with
orders to apply protective heslboots and the
facility failed to revise the care plan to include the
protective boots. Resident #1 developed Stage H
pressure soras {o the lateral aspect of the left and
right foot. {Refer to F314)

The findings include:

Interview with the Director of Nursing (DON), on
12110113 at 4:02 PM, revealed the facility did hot
have a policy/procedure that addressed the
revision of care plens.

- resident’s

4. The Director of Nursing or

~review five (5) resident records per

" (3) months or as the committee deems

CENTERS FOR MEDRICARE & MEDICAID SERVICES
. STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLEIA (2} MULTIPLE CONSTRUCTION (X)) DATE S3URVEY
AMD PLAN OF CORRECTION ‘ IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185338 B.WING 12/13/2013
NAME OF PROVIDER COR SUPPLIER STREET ADDRESS, CITY, STAYE, 2i* CODE
: : ENT 124 WEST NASHVILLE ST '
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE PEMBROKE, KY 42268
X4 10 " SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIOER'S FLAN dF CORRECTION exS)
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F280 Continued From page 3 F 280 were up to date and interventions .

listed to meet the needs of the
resident. Any needed revisions were
made on 1-3-2014,

3. On 1-6-2014, the Regioral Nutse
Cousultant re-educated the Director
of Nursing and the Assistant Director
of Nursing on the requirement to
update a resident’s care plan as a
condition changes
incliding developing or declining
wounds in. the daily clinical meeting.
The daily clinical meeting is a clinical
meeting to- review any resident
changes in condition for further
intervention and care plan updates.

Assistant. Director of Nursing will

week for twelve (12) weeks to assure
that the care plans are up to date and
accurately reflects the resident
condition and interventions. The
results of these audits will be
reviewed with the Quality Assurance
Committee monthly for at least three

appropriate. If at any time concerns
are identified, a Quality Assurance
Committee will be convened to
review and make recommendations as
needed. Thé Quality’ Assurance
Committee will _consist of at a
minimum the Director of Nursing,

1/8/2014
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F 280 | Continued From page 4 F 280

Record review revealed the facility admitted
Resident #1 on 07/01/12 with diagnoses to
include Muscle Weakness, Skin Sensatioh
Disturbance, and Adult Failure to Thrive. Review
of the quarterly Minimum Data Set (MDS)
assessment, dated 11/12/13, revealed the facilty
assessed Resident #1's cognitlon as moderately
impalred and he/she required extensive
assistance with actlvities of daily living.

Review of a Physician Order, dated 11/26/13,
raevealed staff should apply protective boots every
shift,

| Review of Resldent #1's Comprehensive Care
Plan for impaired skin integrity, Initiated on
03/28M13, and the Certified Nurse Alde (CNA)
Actlvities of Dally Living (ADL) Plan of Care, -
dated 12/08/13, reveated the care plans were not
revised lo inctude the Intervention to apply
protective boots every shift. Further review of
Resident #1's potential for Impalred skin integrity
care plan, initiated on 03/28/13, revealed the care
plan was not revised to Include the Stage 1l area
to tha lateral aspect of the left foot or the right
foot.

Observations on 12/09/13 at 1:22 PM and on
12/10/13 at 8:28 AM and 10:20 AM revealed
Resident #1 was in bed and there were no
protective boots on histher feef. Further
observation-on 12/10/13 at 3:20 PM with the DON
revealed Resident #1 was in bed with no
pratective boots on his/her feat.

Inferviews with GNA #7, CNA #8, and CNA #9, on
12/13/13 af 2:00 PM, 2:23 PM and 2:30 PM,
respectively, revealed they were not aware

FORM CMS-2587(02-59) Previous Varslons Obsolets . Even! {D:NVTP {1 Faclity 10: 100069 It continuation sheel Page 5 of 48
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Continued From page. 5 F 280

F 280

Resident #1 was supposed to wear protective
boots. The CNAs stated if the resident was
supposed o wear protective boots it should bs on
the CNA'care plan. :

Interview with Licensed Practical Nurse {LPN)} #4
and LPN #3, on 12/12/13 at 10:40 AM, and on
12/13/13 at 2:56 PM and 3:28 PM, respectively,

revealed the protective beots should bs on the

CNA care plan so the CNAs know what care to

provide for the rasident,

interview with LPN #4, on 12/13/13 af 3:36 PMM,
revealed the physician orders were supposed to
be on the care plan and the nurses were
responsible for updating the care plan, LPN #4
revealed If the physiclan order for the protective
boots was not on the CNA care plan then the
CNAs would not know what care to provide for
the resident.

interview with the DON, on 12/12/13 at 10:50 AM
and 11:00 AM and on 12/13/13 at 8:58 AM and
2:55 PM, revealed the purpose of the profective
boot was to offioad or to provide a pressure
reduclng surface to protect the skin integrity. The
DON stated she: expacted the physician orders to
be care planned and followed, She stafed the
whole Interdisciplinary Team (IDT) was
responsible for updating the care plan.

Review of Resident #1's Wound Assessment
Report for left side of left foot, dated 12/10/13,
revealed the fecility identified a Staga If pressure
sore with a scant amount of sanguineous
drainage and measured 1.30 centimeters (cm.) x
1.30 cm. x 0.40 cm, Review of Rasident #1's
Wound Assessment Report for the right side of
right foot, dated 12/10/13 revealed the facility

FORM CMS-2587102-90) Previous Versions Obsoleta

Event ID:NVTP11
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F 280 | Conlinued From page 6 £ 280 Adm:msn ator, Assistant Director of f '
T
Identified a Stage I} pressure sore with 2 small ' N‘gsi’:g* Dlegtary Service Manage;
amount of sanguineous dralnage and measured and the Social Services Director wit
1.00 cm, x 1.00 em. x 0.40 cm. on 12/10/13, | the Medical Director attending at |
F 282 | 483.20(k)(3)(Il) SERVICES BY QUALIFIED Fopa| least quarterly.
a8=G | PERSONS/PER CARE PLAN |

The sérvices provided or arranged by the facllity -
must be provided by qualified persons in
accordance with each resldent's wrilten plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, interview, and record
review it was détermined the facillty failed to
provide care In accordanca with each residenf's
written plan of care for ona (1) of four {(4) sampled
"1 residents {Resldent #2). Resident #2 was care
planned fo wear heelboots every day howaver,
observations revealaed Rasldent #2 had no
heelboots on. The facility identified an "open
blister" to the Up of the resident's right great toe
on 1211113, (Refer to F314)

The findings include:

Interview with the Director of Nursing {DON), on
12/10/13 at 4:02 PM, revesled the facility did not
have a policyfprocedure that addressed cara
plans,

Record review ravealed the facility admitted
Resldant #2 on 04/08/13 with dlagnoses which
included Late Effects Cerebrovascular Diseasa,
Open Wound Site, Anemia, and Sepsis. Review
of the significant change Minimum Data Set
(MDS) assessment, dated 09/19/13, revealed the

F282

I. Resident # 2’s care plans were ;

reviewed by the Director of Nursing
on 1-3-2014 to assure that all care
planed- interventions were in place.
No concerns were identified,

2. On 1-3-2014,
Nursing and the MDS  Nurse
reviewed all current resident’s care

.plans to assure that all interventions

were in  place. Any identified

concerns were immediately corrected.

3. All nursing staff, to include CNAs,
will be re-educated by the Director of
Nursing or Assistant Direcior of
Nursing on following the resident's
plan of care and notification of the
nurse if you are a certified nursing
assistant or physician i{ you are a
nurse and unable to follow the
resident's plan of care. This re-
education will be completed by 1-6-
2014 with no nursing staff working
after  1-6-2014  withoiit having
received this re-education,

.the Director of

FORM CM5-2667{02-99) Pravious Vers'ons Obsolsie Event 1B NVTP 11
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facilily assessed Resident #2's cognition as
severely impaired and hefshe required extensive
assistance with activities of daily living.

Revlew of the Comprehensive Care Plan for
impaired skin Integrity. Initlated on 04/09/13, and
fhe Cerfified Nurse Aide {CNA) Activities of Daily
Living (ADL) Plan of Care; dated 08/21/13,
revealed an intervention for Resident #2 to wear

"| bilateral heel float boots,

Observations on 12/09/13 at 1:43 PM and on

| 12/10/13 at 8:07 AM and 10:05 AM, revealed

Resident #2 was in bed and dld not have bilateral
heel fioaf boots on his/her feet. Further
observation, on 12/10713 at 3:20 PM with the
DON, revaaled Resident #2 was in bed-and did
not have bilateral heel float boels on his/her feet,

Interview with CNA #7, on 12/13/13 at 2:00 PM,
revealed Resident #2's boots used to be put on
by therapy. However, this was no indicated on
the CNAADL Plan of Care,

Interview with CNA#8, on 12/13/13 al 223 PM,
revealed Resident #2 did not need the heel floats
or protective boots while in bed; even though
bilaterat heel float boots was listed on Resident
#2's CNAADL Plan of Care,

interview with CNA #9, on 12/13/13 at 2:30 PM,
revagled the CNAs were supposed to put the-
boots on the resident. The CNA stated Resident
#2's CNA ADL Plan of Care reveated he/she was
care planned for heel float boots. However, the
heel boots were not applied.

interview with Licensed Practical Nurse (LPN) #1,
on 12/12/13 at 10:40 AM and on 12/13/13 at 2:55

Assistant - Director of Nursing will
review five (5) resident records per
weok for twelve (12) weeks to assure

that all care plan interventions are in

place. The results of these audits will
be reviewed with the Quality
Assurance Commiftee monthly for at
least three (3) months or as the
committee deems appropriate, If at
any time concerns are identified, a
Quality Assurance Committee will be
convened to review and make
recommendations as needed. The

‘Quality Assurance Committee wili

consist of at a minimum- the Director
of Nursing, Administrator, Assistant
Director of Nursing, Dietary Service
Manager and the Social Services
Director with the Medical Director
attending at least quarterly.
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PM, ravealed the CNAs were responsible for
placing the heel float boots on the residents.

Interview with the DON, on 12/12/13 at 11:00 AM,
revealed the whole Interdisciplinary Team (IDT}
was responsible for updating the care plan, and
she expected the staff to follow the care plan.

Review of the Wound Healing Progress Report,
{no date), revealed the facility idenfified an open
bllster to the tip of the right great foe on 12/11/13
measuring 2.20 cm. x 2.20 cm.

F 314 | 483.25(c) TREATMENT/SVCS T() _

55=G | PREVENT/HEAL PRESSURE SORES

Based on ths comprehensive assessment of a
resldent, the facllity must ensure that a resident
who enters the facility without pressiure sores
does not develop pressure sores unfess the
Individual's clinical condition demonstrates that
they were unavoldable; and a resident having
pressure sores recelves necessary freatment and
sarvices to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record raview,
and facility policy/procadure review it was
determined the facllity failed to ensure a resldent
who enters the facility without pressure sores
does not develop pressure sores for two (2) of.
four sampled residents (Resident #1 and
Residant #2).

Resident #1 was readmitied to the facility on
11/25/13 with orders to apply protective boots to

314

Fatal 1 Resident # | and # 2 had a|.

complete ‘skin assessment completed
by the Director of Nursing on
12/30/2013 to identify all’ wounds,
measure the wounds and to assure

there is an appropriate freatment in
place and that the physician and
family were notified as well as to
assure aifl care plan interventions were
in place. Any needed corrections
were made by 01/04/2014,

I
2. A complete skin assessment was}
completed on all current residents by
“01-03-2014 by the Director of]
Nursing, Assistant Director of!
Nursing and new LPN wound nurse |
to assure all residents with wounds !
had wound identified, measured and |
appropriate, treatment in place and!
physician and family notification as|
well as a review of the skin care plan;
to assure care plan interventions were '
in place. Any identified concems[
were immediately corrected. -

FORM CMS-2587(02-99) Pravious Versions Obsclate Evenl 1D:NVTPY]

Facility 12; 100059 ) if eopfinualion sheet Page 8of 18




From:Christian Heights Nsg Rehab

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

270 475 9456

01/31/2014 11:55 #537 P.002/005

PRINTED: 01/02/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A TG COMPLETED
C
: 185338 5 NG 12/13/2013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
124 WEST NASHVILLE ST
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE PEMBROKE, KY 42266
(X4} ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 314 | Continued From page 9 F 314 )
his/her feet. The facllity failed to revise the care ) . .
plan to include the protective boots. 3. All nursing staff, to inghude CNAS%
Observations on 12/09/13 and 12/10/13 revealed will be re-educated by the Director o
there were no protective boots on Resident #1. Nursing or Asms'tant D:rcc[‘or ?f
Interviews with the Certified Nurse Aides (CNAs) Nursing on following the resident’s
revealed they were not aware the resident was plan of care and notification of the
supposed to wear protective boots. Interview with nurse if you are a certified nursing
the Licensed Practical Nurse (LPN) #1 revealed assistant or physician if you are a
she identified a Stage |l pressure sore to the nurse and unable to follow the
resident's lateral aspect of the left foot on resident’s plan of care. This re-
12/09/13 and the lateral aspect of the right foot on education will be completed by 1-6-
12/10/13. However, the LPN failed to measure 2014 with no nursing staff working
the resident's wounds when the wounds were after 1-6-2014  without  having
idsniified. (Refer to F250) received this re-education.
Resident #2 was care planned for bilateral heel The Director of Nursing, Assistant
float boots. Observahqns on 1.2/09/13 and Director of Nursing and new LPN
12/10/13 reve.aled Resudew #? s heel float poots wound Nurse were re-educated by the
were not applied. The facility identified Resident . Consultant/Wound
#2 had an "opened blister" on the tip of the right Regional _Nurse 2ns
Certified nurse on 01/02/2014
great toe on 12/11/13. (Refer to F282) Care ) : g .
on the appropriate identification,
The findings Include: measurement  and tream}e'nt for
wounds as well as physician and
Review of the facility's policy titled, "Skin System family notification. All Licensed
Policy", (no date), revealed all residents would be Nurses will be re-educated b){ the
assessed on admission, with each change in Director of Nursing or the Assistant
condition, and quarterly. Skin assessments Director of Nursing on identification,
would be completed weekly. Staging and measurement, staging and appropriate
measuring would be done exclusively by the skin treatment for wounds to include
Management Nurse assigned to that resident to notification of the physician for new
maintain continuity in documentation of or declining wounds and following
progression. On admission and when observed the treatment plan of care. This re-
skin was compromised, the Nurse finding the education of the Licensed Nurses will
problem would initiate a treatment using be completed by  1-6-2014 with no
formulary product if possible and physician Licensed Nurse working after 1-6-
approval. Physician and Famlly must be notified
at time of discovery and notification must be
documented In medical record. _
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1. Record review revealed the facility admitted
Rasident #1 on 07/01/12 with diagnoses which
included Muscle Weakness, Skin Sensation
Disturbance, ‘and Adult Failure to Thrive. Review
of a quarterly Minimum Data Set (MDS)
assessment!, dated 11/12/13, revealed the facility
assessed Resident #1's cognition as moderately
impaired and ha/she required extensive
agsistance with activities of daily living.
Additionally, the resident was assessed at risk of
developing pressure ulcers.

Review of the Nursing Notes revealed Resident
#1 was transferred fo the hospital on 11/22/13
and returned to the facllity on 11/25/13. Review
of Resident #1's Admission Skin Assessmant,
dated 11/25/13 at 12:00 noon, revealed there
wetre no wounds identified to the lateral aspect of
the leff or right foot of the residant,

Review of a Physlclan Order, dated 11/25/13,
revealed staff should apply protective boots every
shift. However, review of Resident #1's
GComprehensive Care Plan for impalred skin
integrity, initiated on 03/28/13, and the CNA
Activities of Daily Living (ADL) Plan of Care,
dated 12/09/13, revealed the care plans were not
revisad to include tha Intervention fo apply
protective boots every shift.

Review of Resident #1's December 2013
Trealment Administration Record (TAR) revealed
to apply protective boots every shift with a start

2014 without having received this re-
education.

4, The Director of Nursing or
Assistant Director of Nursing will
audit ail residents with wounds
weekly for twelve (12} weeks to
assure that the wounds are
appropriately measured, have
appropriate treatment and have had
physician and family notification if a
new wound or declining wound as
well as a care plan review to assure
all interventions are in place. The
results of these audits will be
reviewed with the Quality Assurance
Committee monthly for at least three
(3) months or the committee deems
appropriate. If at any time concerns
are identified, a Quality Assurance
Committee will be convened to
review and make recommendations as
needed. The Quality Assurance
Committee will consist of at a
minimum the Director of Nursing,
Administrator, Assistant Director of
Nursing, Dictary Service Manager
and the Social Services Director with
the Medical Director attending at
least quarterly.

FORM CM§-2567(02-83) Provious Varslons Obsolete

date of 11/25/13 and the TAR was initialed 1812014
indicating the protective boots were applied.
However, observations on 12/09/13 at $:22 PM
and on 12/10/13 at 9:28 AM, 10:20 AM, and 3:20
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| PM revealed Resident #1 was in bed and thare
‘were fio profective boots on his/her feet.

 Interviews with CNA#7, CNA #8, and CNA#8, on
12/13/43 at 2:00 PM, 2:23 PM, 2:30 PM and 2:45
PM, respaciively, revealed they were not aware
Resident #1 was supposed to wear protective
boots. . The CNAs stated if the residentwas '
supposed to wear protective boots it should be on
the CNA care plan. CNA #7 stated Resident #1
never had any foot profectors.

Observation, on 12/1 0f13 at 9:28 AM of a skin
-assessment and wound treatment by LPN #1 for
Resident #1, revealed Blatain foam with Kerlix
dressing , (not dated or inliialed), were puiled off
of a wound on the left lateral aspect of the left
foot, and the LPN redressed the wound. 1PN #1
examined the right foot and found an area on the
lateral aspect of the right foot and dressed it with
Blatain foam and kerlix dressing without
measuring elther area or notifying the physician
for treatment. LPN #1 stated she had identified
the wound on the iateral aspect of the resident's
left foot on 12/09/13,

Further record review reveaied there was no
avidence the physlcian and family were notified of
the wound to the left lateral aspact of the left foot
on 12/09/13. Interview with Resident #1's
Physician, on 12/11/13 at 3:30 PM, revealed he
expected to be nolified of 2 naw wound
immediately and felt this was a rule for alt nursing
facilities. :

Further intarview with LPN #1, on 12/10/13 at
9:28 AM and 12:24 PM, revealed she did not

i notify the physician or family about the wound on

| 12/09/13 because she had an amergency and
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was called away s0 she treated the wound
-according to the wound care guidslines. LPN #4
further revealed there was no order for the foam
drassing applied to the lateral aspect of the leit
footwound on 12/08/13 and 12/10/13 and no
order for the dressing applied to the iateral aspect
of the right foot on 12/10/13. She stated she
should have notified the physician when she
Tdentlfied the wound on 12/09/13. The LPN
further stated she should have measured the
araas when she identified them so the wounds
could be tracked to determing if they were heallng
or not. LPN #1 revealed the protocol for wounds
was to do a skin assessment and if an ogen area
was found to measure it and clean it, notify the
heaith care provider, write order and put the order
on the Medication Administration Record and the
Treatment Administration Record.’

[Review of Resident #1's Wound Assessment
'Report for teft side of left foot, dated 12/10/13,
revealed the wound was Identified on 12/10/13,
instead of 12/09/13, assessed as a Stage l with a
scant amount of sanguineous dralnage and
measured 1.30 centimeters (em.) x 1.30 em. x
0.40 cm. The physician and family were notified
‘on 12/10/13. Review of Resldent #1's Wound
Agsessment Report for the right sids of right foot,
revealed the wound was identified on 12/10/13,
assessed as a Stage |l with small amount of
sanguineous drainage and measured 1.00 cm. x
1.00cm. x 0.40 cm,

Further review of Resident #1's potential for ~
Impaired skin integrity care plan, initlated on
03/28/13, revealed the care plan was not revised
to include the Stags Il area to the lateral aspect of
the left foot or the right fool,
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interviews with LPN #1, LPN #3, and LPN #4, on
112/12/13 at 10:40 AM and on 12/13/13 at 2:55
"PM, 3:28 PM and 3:36 PM respectively, revealed -
the protective boots should be on the CNA care
plan so the CNAs know what care 1o provide for
the resident, LPN #4 revealed If the physician
order for the profective boots was not on the CNA
care plan than the CNAs would not know what
care to provide for the resident.

Inteiview with the Director of Nursing (DON), on
12/10/13 at 3:00 PM and 4:02 PM, on 12/12/13 at
10:50 AM and 11:00 AM and on 12/13/13 at 8:58
AM and 2:55 PM, revealed the purpose of the
protective boot was to offload or to provida a
bressure reducing surface to protect skin
integrity. The DON stated she expected the
‘| bhysictan orders-to be care planned and followed.
iThe DON revealed when licensed staff Identify a
wound she expected the staff to notify the
physician. She staled if an open area was
identified it should be measured, a treatmant put
int place specific to wound, and the wound should
be documented on the wound healing progress
éheet
2. Record review ravealed the faciiity admitted
Resident #2 on 04/08/13 with diagnoses which
included Late Effects Carebrovascuiar Disease,
Open Wound Site, Anemia, and Sepsis. Review
éf the significant change MDS assessment, dated
9/19/13, revealed the facility assessed Residant
#2's cognltion as severely Impaired and he/she
fequired extensive assistance with actlvitles of
éai!y fiving. Review of Resldent #2's Skin
Assessment, dated 10/01/13, revealed there was
40 open wound lo right great toe on admission.

f?evlew of the Comprehensive Care Plan for
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impaired skin integrity, initiated on 04/09/13, and
the CNAADL Plan of Care, datad 08/21/13,
reveated an intervention for Resident #2 {o waar
hilateral heel float boots,

Observations on 12/09/13 at 1:43 PM and on .
12/10/13 at 3:07 AM, 10:05 AM, and 3:20 PM,
revealed Resident #2 was in bed and did not

have bilateral heel fioat boots on his/er feat, ‘

Review of Residant #2's Dacember 2013 TAR
revealed to place heel float boot to both fest and
encourage and monltor placemant every shift to
promote skin integrity. The TAR was initialed on
12/09/13 on day shift indicating the heel Roat
_jlboots were in place. - -

Observation on 12/10/13 at 10:05 AM of skin
assessment by LPN #1 for Resident #2 revealed
the resident refused to aliow the LPN to conduct
the assassment. s

Review of the Wound Heallng Progress Reaport,
na date}, revealed the facility identified an open
bilster to the tip of the right great toe on 12/11/13
Inéasuring 2.20 em. x 2.20 cm,

nierview with CNA #2, on 12/13/13 at 2:30 P,
evealad the CNAs were supposed to put the
boots on the resident. Tha CNA stated Resident
#2's CNAADL Plan of Care revealed he/she was
care planned for heel float boots,

Inferview with LEN #1, on 12/12/13 at 10:40 AM
and on 12/13/13 at 2:55 PM, revealed the CNAs
Were responsible for placing the heel float boots
n the resldants and the nurse verified the heel
float boots were in place every shift and initialed
the TAR,

FORM CHI5-2567(32-98) Previous Verslens Obsolats EvenliD.NVTP11 Faciity 10 1030569

a

If cantinuation shest Page 15 of 18




Rl/27/2a814 12:12 278-475-9359

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

CHRISTIAN HGTS

PAGE  26/32

PRINTED: 01/02/2014
FORM APPROVED
OMB NO. 0938.0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

186338

{X2) MULTIPLE CONSTRUGCTION
A, BUILDING

B. ‘:’\RlNG

{X3) DATE SURVEY
COMPLEYED

C
1211312613

NAME OF PROVIBER OR SUPPLIER

CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE

S'{REETADDREéS, CITY, STATE, ZIP GODE
124 WEST NASHVILLE ST
PEMBROKE, KY 42266

%4 ||j SUMMARY STATEMENT OF DEFICIENCIES
PREFIY {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIF YING INFORMATION)

DEFTCIENCY)

D PROVIDER'S PLAN GF CORRECTION | x5
PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 314 | Continued From page 15

Intervisw with LPN #3 and LPN #4, on 12/43M3
at 3:28 PM and 3:36 PM, revealed licensed staff
Initialed the TAR to venfy CNAs have compieted
the task.

Interview on 12/13/13 at 3:35 PM with Registerad
"I|Nurse {RN) #2 ravealed the CNAs were usually
responsible for applying the heel protectors and
the nurse verified they were in place. RN #2
revealed Resident #2 did not use heel protectors
while In bed; however, heelboots were noted on
the resident's TAR.

Interviaw with the DON, ‘on 12/12/13 at 11:00 AM,
revealed she expected staff to follow the care.

| plan. The DON stated the purpose of the air
baots is to offlead or to provide pressure reducing
surface o protect the skin :ntegrlty

F 314
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