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b AN Abbreviated Survey, investigating

| KY00622304, was initiated on 10/07/14 and :
; concluded on 10/09/14 with no deficiencies cited,
i However, after Supervisory review KY00022304
FWas reopened on 10/21/14 and concluded on .
10721714, KY00022304 was unsubstantiated with |

i

F 000

i

i
i

! an unrelated deficiency cited at a highest Scope .

; and Severity of "I,
F 5141 483.75()(1) RES
55=0' RECORDS»COMPLE?E!ACCURATEfACCESSIB
FLE

The facifity must maintain ¢hinical records on each
! resident In accordance with accepted professionai’ !
' standards and practices that are complete;

i

, accurately documented; readily accessible; and

i

; Systemnatically organized.

I * The clinical record must contain sufficient :
information to ideniify the resident; a record of the
| resident's assessments; the plan of care and '
; services provided: the resuits of any
: preadmission screening conducted by the State: ;
- and progress notes, :

i

: This REQUIREMENT s not met as evidenced

i by:

¢ Based on observation, interview, racord review
"and review of the facility's policy and Finai
" investigation Report, it was determined the facility ,
. failed to maintain complete and aceurately ;
| documented medical records for one (1) of four !

i {4) sampled residents (Resident #1), s

i : i

F514

L On 1672272014, Resident #1
was  assessed by DON and
assessment was documented in
Resident #1's medical record,
No  issues  were identified
during the assessment that was
completed on Resident #1.

2. A 100% review of each
resident’s medical record was
completed on  10/22/2014 (o
ensure that the medical record

—
|

if/!‘f/f‘/'

was complete and accurate by
reviewing all physician orders |

and comparing the orders to |
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Any deflciency staterment ending with an asterisk {*} denoles 2 deficiency which the nstitation may be excused from coreecling providing it is deterfined that
Aner safeguards provide sufficlent protestion o the patients. (Sze instructions.) Except for nursing homes, the findings stated abave are disclosable 00 days
ollowing the date of survey whether or nol a pian of cerrection is provided. For nursing hames, the above findings and plans of correction are disclosably 14
iays folloving the date thee documents are mads avalla ble fo the faclity, 3 deficiencies are cifed, an approved plan of correction ja requisite to continued

rogram participation.
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: i each care plan and the care that
F 514 Continued From pags 1 F14; is being provided.
: The findings inciude: ; ,
) ; 3. DON, ADON, 8SDC, Unit
: Raview of the facility's policy fitled, "Charting and Manager, and other Nursing
i D{)cumentattion'ﬂ revissd ?pril 20{3?, égvei!ed aft t Supervisors wiil inifiate an in
' assessments were to be documented in the ' ; . :
: ) . . . ' ¢ on LI/12/14 to be
! residents’ medical record by ficensed staff. The : semcl f; 1118714 related fo
! Policy revealed the documentation was fo ‘ complete by : p »l
! includer the date and lime of any procedures or % complete and accurate medice
! treatments; the name of the staff member records to fuclude  any
! performing the care; the assessment data: : . assessment completed requires
f 'not*iﬁcation of the Pljysicéan‘ fam%i}f or other staff if . documentation in the medical
, indicated, and the signature and iifle of the staff E .
! ; record.
: member who performed the documentation
! . ” . — . The DON, ADON, Unit
: Raview of the facility's Final tnvestigation Report \ , m. d RN Supervisors
1 dated 09/26/14, revealed Resident #1'g sister had ! M‘anagex?, an v Sup )
' reported to the Social Worker (SW) on 00/23/14, | will audit all admissions an
P the resident had a briise on hisfhar cheekand a ! readmissions for the next 90
““knot” on histher forehead on 08/19/14 which she ! days to ensure the medical
* had tc_!d anurse about: Per the Fina} record s complete and accurate
. Investigation Report, E_scensgd Practical Nurse : X with ail zssessments completed
F(LPNY #1 had assessed Resident #1 and had not and documented in the medical
 observed any bruising or a knot an the resident's | : and cocume .
! face. ' ! record, The ongoing process
will be discussed in the Quality
. Observation on 10/21/14 at 2:07 PM, of Resident Assurance committee meeting
i #?’s skin assessment performed by the Assis_tgnt i monthly for three months, for .
Du';:acttt)r of Nurstmg, t{éwo:\i)jreaéeajed Ao bruising f ; recommendations  and  for
ggreﬁos present on the resident's face or further foliow wp as indicated.
. ead, - -
: : The members of the Cuality
 Review of Resident #1's medical record revealed ! Agsurance committee fnchfde,
i the facility admitted him/her on 0772612, with but not Hmited to the Medical
i diagnoses which included Hemorrhagic Stroka, Director, Administrator,
Pe‘rsistent Vegetative State, Chronic Respiratory Director of Nursing, Assistant |
i Failure, Tracheostomy and Muscle Spasms, Director of Nursing, SDC, !
i Review of the Quarterly Minimum Data Set : ’
1 {(MDS) Assessment dated C7/31114, revealed the i
. | faciiity assessed Resident #1 as being severely : i
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j cognitively impairad, However, further record

. feview revealed no documented evidence of L PN |

i #1's assessment of Resident #1 performed
1 performed on 08/19/14 as perthe Final

! Investigation Report, and no documented
tevidence of the resident's sister's report of
s bruising and knot on his/fer face.

i

! Interview, on 10/09/14 at 9:50 AM, with LN #1
, ber telephone, revealed Resident #1's sister had
 8Xpressed concern on 08/19/14, of a “knot” and

 "bruise” on histher face and forehead, She stated :
i she immediately went and did a skin assessment

1 of Resident #1, with the famiy present in hisiher
Froom. Per interview, the skin assessment was

‘ negative for any sbnormalifies so she did not

! document the assessment in Resident #1's

. medical record as per facility policy. LPN #4

; revealed if there had been abnormalities

; observed or the family had expressed Sofcerns
: of possible abuse, she would have reported the
Leoncern as per facility policy. LPN #1 stated In
thindsight, she should have documented the skin
' assessment in the medical record as per facility
! policy, regardiess of what the findings were.

At Ao

" Interview with State Re

 (SRNA} #1 on 10/21/1
, was assigned to Resident #1 on 08719744, when

 hisfher sister reportad the knot and bruising to the

i resident’s face. Continued imerview revealed

{ : Resident #1 did not have any bumps, bruising or

i skin tears when she performed walking rounds
twith the previous shift that morning.
" anything abnormal was found en the walking

. rounds, the SRNAs waere to notify the nurse
 Immediately. SRNA#1 revealed she was doing
, rounds around lunch time and Resident #1 's

. family who were visiting the resident, did not

4 at 2:00 PM, revealed she ‘

i ;

i

gisterad Nursing Assistant

She stated if |

i

Director, and Unit Managers,
i

3
i

i
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" voice concerns when she provided care of
, himfher at that time.  She stated a short time

later, Resident #1's call light was on and she wenti
o answer it and the resident's family toid her they _
 had already talked to LPN 21 about the “knot"on ! :
i Resident #1's forehead. SRNA #1 reported the |

s family did not mention a bruise al Hhat time.

| forehead,

! the facility's policy for documentation. They
! stated LPN #1 should have documented the
 results of Resident #1's skin assessment and

" his/her family's concems in the medical record as 1

. per the facility policy.

f
i
i
i
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i Interview with the Certifiag Respiratory Therapist
HCRT) on 10/21/14 at 1:35 PM, revealed he wasg i
Vin Resident #1's room at least six (6 to eight {8y
‘ times a day In order to assess the lracheostomy
g (trach) settings and provide the ordered breathin
; lreatments. He stated he had never observed

; any bruising or knots on Resident #1's face or

g,

Inerview on 10/24/14 with the ADON at 5:59 PM, |
tand the Direcior of Nursing (DON) at 6:02 PM,
‘reveaied it was thair expectation for staff to fallow !
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