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

PRINTED: 09/12/2014
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (X2) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING ) GCOMPLETED
C
185057 B WING __ 09/05/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ISE MAN 63 NURSING HOME 717 NORTH LINCOLN BLVD
SUNR HODGENVILLE, KY 42748
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORREGTION xX8)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-aasrsﬂegcegrﬁ gy}s APPROPRIATE DATE
A EFICIE
F 000! INITIAL COMMENTS F 000
An abbreviated survey Investigating KY22177
was initiated on 08/03/14 and concluded on
09/05/14. KY22177 was suhstantiated with
regulatory violations.
F 280 483.20(d)(3), 483.10(k)}(2) RIGHT TO F 280
s5=D| PARTICIPATE PLANNING CARE-REVISE CP F 280 10/05/2014°

The resident has the right, unless adjudged
incompetent or otherwise found to be
Incapacitated under the laws of the State, to
patticipats in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessmeant; prepared by an
interdisciplinary team, that includes ths attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the exient praciicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and the Care
Area Asgsessment policy, it was determined the
facility falled to revise the care plan for one (1) of
four (4) sampled residents (Rasident #1) as it
related fo supervision needs while utllizing a bed

" completed on 10/1/14 /

Resident number 1was discharged from the
Facifity on 8/24/2014 due to bleeding ,

A 100% audlt was completed by the Director of
Nursing, Assistant Directors of Nursing, and Unit
Managers on all residents to determine i there
wera any changes in the last 30 days and to
ensure the care plan was updated approprlateh}
The audit was completed on 10/01/2014. No
other residents were found to be affected,

The Director of Nursing reeducated the Assistant
Directors of Nursing, MDS Coordinatars, Unit-
Managers, and Licensed nurses on the
development and revision of care plans. All new
resident charts and residents with change of -
condition will be brought to the AM Clinical :
Meeting for review by the Clinical taam which
conslsts of the Administrator, Divector of )
Nursing, Assistant Directors of Nursing, MDS K
Coordinator, Quality of Life Director, Chaplain,
and Soclal Setvices Director, to ensure \
appropriate care plans are In place and revisions’
are In place for alf change of conditions, This was

, !
The Director of Nursing will raview five residenty
charts to ensure care plans were developed after]
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F 280 Continued From page 1 F 280 assessments were completed and change of
pan. condltions were care planned appropriate, .
‘ These audits wift be completed weekly times |
The findings include: ’ eight weeks and then monthiy times four 1
) . months, The results of these audits will be
Review of the Care Area Assessment policy, | forwarded to the Quallty Assurance Committes’

revised December 2011, revealed the Care
Planning/Interdisciplinary Team was responsible
fof the review and updating of care plans when
there had been & significant change in the
resident's condition.

for further review and recommendations.

Review of the facility's closed record for Resident
#1, revealed he/she was admitted on 08/08/14
with a diagnosis of Respiratory Distress, Sepsls,
Malignant Hypertension, and Chronic Obstructive
Pulmonary Disease. Review of Resident #1's
Nursing Admission Skin Evaluation form,
revealed Resldent #1 had multipte skin concems
to include superficial open areas on the coccyx.

Review of Resident #1's Weekly Skin
Assessment form, dated 08/14/14, revealed the
resident had a purple bruise in the shape of a
horseshoe on the resident's buttocks.

Review of Resident #1's Certlfled Nursing Alde
{CNA} Skin Care Alert assessment, dated
08/17/14, revealed the resident had a purple
bruise In the shape of a horseshoe on hisfher
COCLYX.

Record review of Resident #1's Interim Plan of
Care, developed on 08/08/14, revealed the
problem was g potential or alteration with bowel
function. The goal, which was updated on
08/15/14, was to offer the bedpan and not use
briefs. .

Interview with the Minimum Data Set (MDS)
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Coordinator, on 09/05/14 at 3:37 PM, revealed
she did not attend morning meetings. The MDS
Cootdinatot stated the Assistant Director of
Nursing (ADON) had the responsibility to take any
new orders, update the care plans, and provide
Interventions as needed. The MDS Coordinator
stated if a resident asquired a bruise in the shape
of a badpan, the incident could have been an
accident or a supervision problem. The MDS
Coordinator stated she would have updated the
care plan, and placed supervision of the bed pan
under the skin care plan. The MDS Coordinator
stated she did not touch the Interim care plans,
because it was generated upon admission. She
anly worked on the Comprehensive Care Plans.

Interview with the ADON, on 09/05/14 at 3:50 P,
revealed she would have updated the care plans
based on the physician orders. The ADON stated
she was informed the area on Resident #1's
coccyx was not a bruise, but rather a pink imprint
that went away. The ADON stated each resident
would have a different skin integrity. The ADON
stated when the incident occurréd, she did not
update the care plan to include close supervision
for when the resident was on the bedpan,
because she was not palnted a clear picture of
the incident. The ADON futther stated, avery
resident should be monitored when on the
bedpan, net just Resident #1. She felt the care
plan should not be updated, because this process
was part of the toileting process anyway.

interview with the Director of Nursing {DON), on
09/05/14 at 4:23 PM, revealaed she did not specity
on the Interim Cars Plan a time frame to check
an Resident #1 when on the bedpan. The DON
stated she wanted to monitor the resident while
on the bedpan to ensure the resident did not

F 280
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obtain a skin concern. The DON stated she
should have updated the care plan so the nurses
and tha CNAs would have known 1o increase
supervision for Resident #1.

F 323 483.25(h) FREE OF ACCIDENT F323
83=0 | HAZARDS/SUPERVISION/DEVICES :
F 323 10/05/2014
The facility must ensure that the resident }
environment remaing as free of accldent hazards 1. Resident number 1 was discharged from the
as is possible; and sach resident recelves facility on 8/24/2014 due to bleeding.
adequate supervision and assistance devices fo
pravent accldents, 2, An audit will be completed by the Director of
Nursing, Asslstant Directors of Nursing, and Unit
Managers to identify all residents who require
‘ asslstive devices, including the use of bed pans,;s
This REQUIREMENT Is not met as evidenced to ensure there is adeguate supervision to f
by: - prevent Injury, Also, to ensure Care plans are ,

Based on interview, record review and the updated with change of condition. ’
Bedpan/Urinal, Offering/Remoaving Policy, it was  Environmental safety audit of resident care areas
determined the facility failed to ensure one (1) of was conducted by the Plant Operations Director,,
four (4) residents, (Resident #1) recelved the Plant Operations Asslstant Director, and the'
adequate supervision fo prevent Resident #1 Environmental Setvices Director to ensure
from sustaining a bruise to coceyx in the shape of facility has provided a safe environment for the
a bedpan. residents. No other residents were found fo bef
The findings include: affected, E
Review of the Bedpan fUrinél, Offering /Remaovin g 3, The Director of Nursing, Assist,ant Directors of
Policy, revised April 2013, revealed a resident Nursing, and Unit Managers will re-educate the
should not be allowed to sit on a bedpan for nursing staff on Signatures Policy and
extended perfods. (Note: This isnotonly Procedures for providing adequate supervision,
uncomfortable to the resident, it also causes skin bed pan policy and procedure and on the safe
breakdown.) use of assistive devices , Staff will be re- ‘

educated on resident environmental safety by’
Review of Resident #1's closed record, revealed the Environmental Services Director.
Resident #1 was admitted on 08/08/14 with a ,
diagnosis of Respiratory Distress, Sepsis, 4. The Director of Nursing, Assistant Directors z:'f,3
} :
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Mallgnant Hypertension, Chronic Obstructive
Pulmonary Disease, and was on Coumadin
Therapy. Review of Resident #1's Nursing
Admission Skin Evaluation form, revealed

Resident #1 had multiple skin concermns to include |

supetficial open areas to the cocoyx.

Review of Resident #1's Minimum Data Set

(MDS8), dated 08/20/14, revealed he/she could

not be assessed for cognition. Resident #1 was

assessed to have an ambulation scote of eight

(8), which meant the resident was non

ambulatory and needed a two {2} person assist
with transportation.

Review of the Physical Therapy/Treatment
Encounter Notes, dated 08/15/14, revealed the
recommendation for staff to utilize a bedpan to
ensure safety dunng functional task performance.

Record review of Resident #1's Weekly Skin
Assessment form, dated 08/14/14, revealed th
resitdent had a purple bruise in the shape of a
horseshoe on the buttocks.

Record review of Resident #1's Certified Nursing
Assistant (CNA) Skin Care Alert agssssment,”
datad 08/17/14, revealed a purple bruise In the
shape of a horseshoe on Resident #1's coceyx.

Interview with CNA#1, on 09/05/14 at 2:42 AM,
ravealed she and One-South Unit Manager were
on morning raunds, when they discovered
Resident #1 had a circular red ring on his/her
bottori. CNA #1 stated she did not recall the
exact time, but it was right around the first bed
check of the morning. CNA #1 stated she and
Ong-South Unit Manager had gathered from the

incident that third shift had probably placed

F 323

- areas weekly times eight waeks than monthlyA

Nursing, and Unit Managers will complete
obsarvation audits and complete use of hed pan
competency tool on two staff members per
neighborhood to ensure appropriate assistive%\
devices are used correctly and with adequate‘%l
suparvision. This wlil be completed weekly
times eight weeks and then manthly times four
months. The Environmental Services Director
and Plant Operations Director will conduct
environmentat safety rounds in resident care

times four months, The results of these audits
will be forwarded to the Quality Assurance!
Committee for further review and
recommendatlons. -
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‘tevealed she worked night shift on the day of the

.and check on them no more than ten (10)

Resldent #1 on the bedpan and did not take
him/her off the bedpan. CNA #1, stated Resident
#1 had so many skin Issues that when she
applied lotlon to the resident, he/sha would
bacome red. CNA #1 remembered Resident #1
as being covered with red dots, and had an order
for lotion to be applied two (2) to three (3) times
per shift. .

Interview with One-South Unlt Manager, on
09/05/14 at 9:12 AM, revealed when CNA #1
asked for assistance with Resident #1, she feit
that she could compléte a skin assessment at the
same time, Resident #1 had some skin issues to
include very dry skin with redness, The ,
One-South Unit Manager stated, when CINA #1
rolled Resident #1 over they found the bedpan.
CNA #1 then stated the bedpan was placed there
bafore she came in on her shift, The One-South
Unit Manager stated she could tell where the
bedpan had been, and the mark did not go away
within ten (10} minutes. She then reported the
incident to the Assistant Director of Nursing
(ADON).

Interview with CNA #86, on 09/05/14 at 3:15 PM,

oceurrence, and did not remember having placed
and removed a bedpan from underneath :
Resident #1. CNA #6 stated she had heard it was
second shift who caused the accident. CNA#8
stated she had no clue how the bedpan had
gotten there. CNA #6 stated it was okay to place
a resident on a bedpan, cover them up for privacy

minutes later. CNA #6 stated she had not seen

anything like this before with other residents. CNA |

#6 stated she did not want the resident to be on

the bedpan for very long, so that the resident
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would not bruise.

interview with CNA#5, on 09/05/14 at 1:16 PM,
revealed she worked second shift and
remembered she and another aide observed a
purple ring in the shape of a hedpan on Resident
#1's coccyx, CNA #5 stated Resident #1 did not
ory out in pain when cleaned up. CNA #5 stated
One-South Unit Manager had found Resident
#1's coceyx in that condition. CNA #5 siated she
thought it was first shift who caused the injury o
Reslident #1's cocecyx.

Interview with the ADCN, on 09/05/14 at 10:32
AM, revealed she did not remember the day the
incident ocourred, but she was famillar with the
bedpan incident. The ADON stated Ona-South
Unit Manger asked her around 9:30 AM to lock at
Resldent #1's wound because he/she was on &
bedpan for too long and it had left a thin ring. The
ADON stated she was unable to assess Resident
#1's coceyx, because hefshe was sitting up In
his/her chair. The ADON stated she did not
assess Resident #1's cocoyx wound, and was
told it was nothing. The ADON stated upon
Resident #1's admission she knew Resident #1
had poor gkin condition. The ADON stated if she
thought it was something to be concerned about
she would have had the staff put the resident
back ih bed so she could assess the wound, but It
was portrayed o her as not being an issue, and
that the bedpan left a faint ring. The ADON stated
the next day she met with the family, and the
family voiced that there was still a ring to the
resident’s bottom. The ADON stated she
informed the Director of Nursing {DON) and the
DON jooked into the matter,

Interview with the DON, on 09/06/14 at 4:23 PM,
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.| over his/her body. The DON stated the resident

Continued From page 7

revealed she looked at Resident #1's coceyx and
did not think it looked bruised. The DON stated
Reslident #1's bottorn looked pink and blanchable,
She stated It lockad more like petechiae (red or
purple spot on the skin caused by broken
capillary), and that the circle had started to heal,
The DON stated Resident #1 had petechiae all

was on Coumadin, which delayed his/her healing
time. The DON related she felt the resident's
skin was just fraglle.

Interview with the Administrator, on 09/05/14 at
5:02 PM, revealed there was some confusion as
to who was responsible for putiing the resident on”
the bedpan. However, staff members who
checked on Resident #1 frequently, stated the
resident wanted to stay on the bedpan per his/her
request. The Administrator stated she was aware
of Resident #1's multiple skin conditions, but did
not look at Resident #1's cacoyx. The
Administrator stated if a resident stayed cn a
bedpan too long, the resident could develop
some skin issues.

‘F 323
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