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F 000 INITIAL COMMENTS 

A recertification survey was conducted on 
06/12113 through 06/14/13 to determine the 
(acilitys compliance with Federal requiremenls. 
The facility failed to meet minimum reqUirements 
for recertification with the highest scope and 
severity of a "Gil. 

F 157 483.10(b)(11) NOTIFY OF CHANGES 
SS=G (INJURYIDECLINEIROOM, ETC) 

A facility must immediately inform the resident; 
consult with the resident's physician; and if 
known. notify the residen~s legal representative 
or an interested family member when there is an 
accident Involving the resident which results In 
injury and has the potential for requiring physiCian 
intervention; a significant change In the resldem's 
physical, menial, or psychosocial status (i.e., a 
deterioration in health, mental, or psychosocial 
status in either life threatening conditions or 
clinical complications); a need to alter treatment 
significantly O.e., a need to discontinue an 
existing form of treatment due to adverse 
consequences, or to commence a new form of 
treatment); or a deCision to transfer or discharge 
the resident from the facility as specified in 
§483.12(a). 
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PROVlDER'9.,f4N OF'dt)RREC~~ION , p 
(EACH CqR~?:'i~~C-r:ION SHOULD Sf, "'L't 

CROSS-REFERENCE0-t9:r,HfJV'~~O ~t 
DEFICIENCy) f-.! 

Submission of this plan of correction is 
not a legal admission that a deficiency 

exists or that this statement of deficiency 
was correctly cited, and is also not to be 

construed as aD admissio.n of interest 
against the facility, the Administrator or 

any employees, agents, or other 
individuals who draft or may be discussed 
in tbis response and plan of correction. III 

addition, preparation of this plan of 
correction docs not constitute an 

admission or agreement of any kind by 
thl facility of the truth of any facls 
a·J(eged or see the correctness ofaoy 

aUegation by the survey agency. 
Accordingly, the facility bas prepared and 
submitted this plan of correction prior to 
the resolution of any appeal which may he 

filed solely because of the requirements 
under state and federal law that malJ,datc 
submission ora plan ofcon'ection within 
ten (10) days oftbe survey as R condition 

10 participate in Tillel8, and Title 19 
programs. The submission of the plan of 
correction within this tirucframc should 

The facility must also promptly notify the resIdent in no way be construed or considered as 
and, if known, the resident's legal representative an agreement with the allegations of 
or Interested family member when there is a noncompliance or admissiQns by the 
change in room or roommate assignment as facility. Tbis plan of correction constitutes 
specified in §483.15(e)(2); or a change in a written allegation of submission of 

-- - - -resident-rights-oh-der-Fe·d.·rarorSlatEflawor- -·- -- ._--.. _ . ·-subslantial-eompliance-with Fcde.ral- ·· 

regulations as specified in paragraph (~) of Medicare Requirements. 

this section. /'"'I /1 
Th~irecord a d periodic IY'7date 

Any deficiency statement ending WIth an (lsterl!l-k ( I denoles a deficiency whIch the Inslilution may be excused from correcting providing it l:i determIned that 
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes. the findings slaled above are disclosabla 90 days 
follo""';ng the dale of survey whether or not a plan of correction Is provided. For nursing homes. the aoove findIngs and plans 01 correction are dlsclosable 14 
days fonowing the dale these documents are made availabfe to the facifity. If deficlerrcles are cited, an approved plen of correction Is requisite 10 continued 
program partidpatioo, 
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F 157 Continued From page 1 

the address and phone number of the resident's 
legal representative or interested family member. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, record review. 

and review of the facility's policy/procedure, it was 
determined the facility failed to immediately 
consult with the resident's physician a need to 
alter treatment for one resident (#1) in the sampie 
of fourteen (14) residents (Resident #1). The 
facility failed to notify the physician of unrelieved 
pain during treatments. During a dressing 
change, on 06/12113 at 1:15 PM, and on 06/13/13 
at 10:00 AM, Resident #1 exhibited 
verbaVnon-verbal signs of pain; however, the 
nurse continued the treatment without further 
intervention. On 06/12113 at 1:15 PM, Resident 
#1 winced with pain while tears rolled down 
hislher face as the nurse attempted to remove an 
old dreSSing 10 the righlleg. 

Additionally, on 06/13/13 at 10:15 AM, Resident 
#1 began complaining of ieft heel pain, The nurse 
assessed the resident as having a Rred, mushy" 
area to the left heel wnh a darkened scabbed 
area to the left second toe; however, the nurse 
failed to notify the physiCian of the pain to the left 
heel, or the new areas identified, 

The findings include: 

Review of the Notification of Resident Change in 
CondiUon policy/procedure, undated, revealed 
clinicians would immediately consult with the 
residenfs physician when there was a significant 
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FI57 - NolilY of Changes 
F 157 

I. The physician was notified ofthe 
unrelieved pain for resident #1 by the 
Director of Nursing on 7/5/13 with new 
orders noted. The physician was 
notified ofthe identified wound to 
resident #1 's left heel on 6/13/13 by the 
Assistant Director of Nursing with 
treatment orders noted. 
2. A complete skin assessment will be 
completed on all current residents by 
7128/13 by the Director of Nursing, 
Assistant Director of Nursing or Unit 
Manager. Any identified skin 
impairments will be reviewed to assure 
that the MD has been notified and an 
appropriate treatment, if needed, is in 
place. Any identified skin impairments 
that have not had MD notification or 
that does not have an appropriate 
treatment in place, the facility will 
contact the physician for notification 
and/or treatment. A comprehensive pain 
assessment will be Completed on all 
current residents by 7128/13 by the 
Director of Nursing, Assistant Director 
of Nursing or Unit Manager. Results of 
the comprehensive pain assessment will 
be reviewed by the Director of Nursing, 
Assistant Director of Nursing or Unit 
Manager to determine if the resident's 
level of pain exceeds the resident's 
goals for pain. Any identified as not 
meeting the resident's goal for level of 
~piilii\vnr&ij'teviewcirWljht1ii( ~~ ~-~ 

physician for further intervention and a 
follow up pain assessment completed. 

06/14/2013 
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F 157 Conlinued From page 2 
change in the resident's physical, mental, or 
psychosocial status. 

Review of the Pain Management Process, dated 
03/11, revealed the physician and family would be 
notified when pain levels were outside normal 
levels for each individual resident and could not 
be relieved or inlerfered with the residenrs goal 
or functional abilily. 

Review of the Skin System policylprocedure, 
revised 08/08, revealed the physician and family 
would be notified of any changes of skin 
condition. 

Record review revealed the facilily admitted 
Resident #1 on 03120/13, with diagnoses which 
Included Anxiely Disorder, Peripheral Vascular 
Disease, Chronic Ulcer of the Leg, Rheumatoid 
Arthrilis, Pain In JOint, and Muscle Weakness, 
Review of the significant change Minimum Data 
Set, dated 05/20113, revealed the facilily identified 
the resident as moderalely cognitively impaired. 
Review of the Pressure Ulcer Risk Assessment, 
dated 03120/13, revealed the facility identified the 
resident at high risk for pressure ulcers. Review 
of the Comprehensive Pain Assessment Form. 
dated 05120/13, revealed the resident indicated 
having frequent pain, making it hard to sleep at 
night and limiting day-Ie-day activities. The pain 
assessment indicated the resident~s 
medicalionltreabnents moderately relieved 
hislher pain. The resldenrs pain Intensily goal 
was-ac"4"-(four)-onthepaln-scale-of-0,10,- -- --- ---

Review of the Risk for Alleralion in Comfort Care 
Plan, dated 05120/13, revealed to report 
unrelieved or unacceptable levels of pain to the 

FORM CMS-2SS7(02-99) Pre'lloutl Vef$JOO' Obsolete Event ID,6L7211 

PRINTED: 06/2612013 
FDRMAPPRDVED 

OMB NO 0938-0391 
(X2) MUlTIPLE CONSTRUCnON 
A.. BUILOING' ______ _ 

(X3) DATE. SURVEY 
COMP1..ETEO 

B, 'MNG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1561 NEWTON AVE. 

ID 
PREFIX 

TAG 

BOWLING GREEN, KY 42104 

PROVIDER'S PlAN Of CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCy) 

3. All Licensed staff will be re-
F 157 educated by the Director of Nursing, 

Assistant Director of Nursing, Unit 
Manager or Regional Nurse CDnsuliant 
on completion of comprehensive pain 
assessment, physician notification of 
unrelieved pain outside the resident's 
goal for pain levels or pain at 
unacceptable levels. All Licensed staff 
will be re-educated by the Director of 
Nursing, Assistant Director of Nutsing, 
Unit Manager or Regional Nurse 
Consultant on identification of skin 
impairments, notification ofthe 
physician and appropriate treatment. 
Both of these re-education will be 
completed by 7/28/13 with no Licensed 
Staff working after 7128/13 without 
having received these trainings. 
4. The Director of Nursing, Assistant 
Director ofN~rsing or Unit Manager 
will review five (5) resident records per 
week for twelve (I 2) weeks to identify 
any unacceptable levels of pain to 
assure that the physician has been 
notified. The Director of Nursing, 
Assistant Director of Nursing or Unit 
Manager will observe five (5) wound 
dressings per week for twelve (12) 
weeks to assure that the resident does 
not experience pain levels during 
treatment at unacceptable levels and if 
the resident does, the nurse will notify 
the physician of unacceptable pain 
levels. 

. . tjitD1ieiif6r-8rNii~;ng; ASSIstant 
Director of Nursing or Unit Manager 
will complete a look behind skin 
assessment five (5) times per week for 

0611412013 
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physidan as needed. 

Observation of a dressing change, on 06/12113 at 
1:15 PM, with Registered Nurse #1 (RN) revealed 
a moderate amount of yeilowlbloodY drainage to 
the right leg wound dressing. During the removal 
of the dressing. the resident was observed 
wincing in pain with fadal grimacing. The 
dressing appeared to be stuck to the resident's 
leg and difficult to remove. The resident began to 
cry. with visible tears rolling down the resident's 
face, as RN #1 conUnued to remove the dressing. 
RN #1 indicated the resident had been 
"pre-medicated" and conlinued the dressing 
removal without any other intervention. 

Observation 01 a dressing change, on 06113/13 at 
10:00 AM, revealed old dressings were removed 
from four (4) wounds on the resident's right side. 
Resident #1 continuously stated "Oh' during the 
treatment. dressing change 01 the wounds. 
Further observalion revealed the resident with 
ladal grimacing and complaints 01 pain during the 
treatmenl. The resident was rolled to the other 
side while continuously stating "Oh God, please," 
Observation revealed dressings were removed 
from three (3) wounds on the resldenrs left side. 
Durlng treatment of these wounds, ladal 
grimacing was observed with the resident stating 
"Oh, please." Throughout the treatment of the 
wounds. RN #1 stated "Is the pain pili not 
helping?" and "We are almost done. Irs hard on 
you, isn't it?" 

Observation, on 06/13/13 at 10:15 AM, revealed 
Rasident #1 continuously complained 01 pain to 
the lett heel. RN #1 observed the heel to be red 
and 'mushy." She stated "We need to prop that 
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twelve (12) weeks. A look behind skin 
assessment is a skin assessment 
completed after the direct care nurse has 
completed a skin assessment to assure 
that the nurse has identified any new 
skin impairments and notified the 
physician of any new skin impairments, 
The results ofthese audits will be 
reviewed with the Quality Assurance 
Committee Monthly for at least three 
(3) months to assure ongoing 
compliance, If at any time concerns are 
identified, a Quality Assurance 
Committee will convene to review and 
make further recommendations as 
needed. The Quality Assurance 
Committee will consist of at a minimum 
the Administrator, Director of Nursing, 
Assistant Director of Nursing, Social 
Services Director with the Medical 
Director attending at least quarterly. 

06/14/2013 
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heel up." RN #1 additionally observed a 
darkened scabbed area to the left second toe. 

Interview with Resident #1, on 06/13/13 at 5:30 
PM, revealed the pain medications were not 
effective during treatments. He/she revealed the 
rate of pain during the treatment on 06/13113 was 
an "8" eight out of "10" (ten). The resident 
indicated that was "pretty bad" pain. 

Observation of Resident #1, on 06/14113 at 10:45 
AM, revealed a red, non-blanchable area to the 
left heel per assessment of the Assistant Director 
of Nursing (ADON). She indicated the area was 
"boggy" underneath. At approximately 10:55 AM, 
a blister had ruptured on the left heel with serous 
drainage noted. Additionally, an unstageable 
area to the left second toe measured 1 x 1.4 
centimeters (em). 

Record review, on 06/14/13, revealed no 
documentation related to the left heellieft second 
toe. Further review revealed no documented 
evidence new orders were initiated. 

Interview with RN #1, on 06/14/13 at 10:10 AM, 
revealed she had not notified the residenrs 
physician of unrelieved pain. She indicated 
Resident #1 always had pain during treatments. 
She stated the resident feared the treatment 
before it even started. RN #1 stated the resident 
had anxiety disorder, which was "a lot of the 
problem," VV'hen a resident complained of pain 

_. . . . .. - ... "before-touchlng,them,lt,had,t(} be· determined, 
anxiety. She revealed the resident's pain 
management was effective for himlher as the 
resident's behavior during treatments on 06/12113 
and 06113/13 was "typical." 
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Continued Interview with RN #1, an 06114113 at 
10:10 AM, revealed she had nat noticed the red, 
"mushy" area to the resident's left heel prior to the 
assessment, an 06113113. She did nat report the 
residenrs pain to the left heel as she did not feel 
it was significant. She revealed the ADON Was 
notified of the area; however,lntervlew with the 
ADON, an 06/14/13 a13:50 PM, revealed she had 
no knowledge of the area prior to observation 
with the state surveyor. Further interview with RN 
#1 revealed she did not report the area to the left 
second toe; however, she should have made the 
ADON aware. She stated it was "up in the air" 
whose responsibility it was to notify the physician 
of the new areas. She revealed it was IIprobably"' 
her responsibility since she found the new areas. 

Interview with the Director of Nursing (DON), or 
06114/13 at 4:45 PM, revealed she expected staff 
to try other measures for relief during treatments 
and call the physician if pain continued. 

An attempted Interview with Resident #1's 
primary phYSician, an 06114/13 at 10:35 AM, 
revealed he was not available for interview. 

Interview with the ADON, an 06114113 at 10:45 
AM, revealed if a new wound was discovered, it 
would be the nurse's responsibility to notify the 
physician. 

Interview with the DON, on 06114/13 at 4:45 PM, 
---.--. _ .. , - -reveaJed-she--expected-the-nurse-to-assess,-­

document, and notify the physician of any new 
areas Identified. 

Interview with the Medical Director, an 06/14/13 

..... 
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F 157 Con1inued From page 6 
al 2:00 PM, revealed he would expec! s!aff!o 
notify the physician of any new areas idenlified on 
a resident. Continued interview with the Medical 
Director, revealed he would expect staff to notify 
the physician if pain medication was not effective 
during a treatment 

F 252 463.15(h)(1) 
SS=D SAFElCLEAN/COMFORTABLElHOMELIKE 

ENVIRONMENT 

The-facility must provide a safe, clean, 
comfortable and homelike environ men!, allowing 
the resident to use his or her personal belongings 
!o !he extent possible. 

This REQUIREMENT is not me! as evidenced 
by: 
Based on Interview, observation and record 
review and facility policy; H was de!enmined the 
facility failed to ensure the residents' environment 
was comfortable and homelike related !o !he 
absence of window coverings in five (5) of 
thirty-four (34) reslden!s' rooms. 
The findings include: 
Observatlons on 06/12113 al 6:30 AM and on 
06/14/13 a! 3:45 PM, revealed five residen!s' 
rooms (rooms 1, 2,11 and 34) reveale<! !he 
windows had no window coverings such as 
blinds, shades, and/or curtains. 
Interview with Assistant Director of Nursing 

-- --- -(ADON),on06/14/13aI3:45-PM;revealed1he­
window coverings were a housekeeping and/or 
maintenance issue. The ADON stated she was 
not aware there were resident rooms without 
window coverings for the outside wall windows. 
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F252 - Safe!Clean/Comfortable! 
HomeUke Environment 

I. The identified resident rooms # 
1,2,11 and 34 will have window blinds 
Installed by the Mainlenance director by 
7/12/13. 
2. The Administrator and 
Housekeeping supervisor will complete 
nn audit of all resident rooms to assure 
thai they have window coverings and 
present a comfortable home like 
environment by 7128/13. Any identified 
as not being homelike and comfortable 
or without window coverings will be 
made comfortable and homelike or have 
window coverings installed by 7128113. 
3. The Administrator will re-educate 
the Housekeeping Supervisor by 
7128/13 on the requirement ofa 
comfortable home like environment and 
window coverings. 
4. The Administrator and 
Housekeeping Supervisor will complete 
weekly audits ofaflresident rOoms_ for 
twelve (12) weeks to assure thai all 
rooms have window coverings and 
present as comfortable and homelike. 
The results of these audits will be 

06/14/2013 

"'" COJrIPlETlON 

""'" 

7128113 

Facility to: 100409 If continuaUon sheet Page 70f26 



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

STATEMENT OF DEFIClelClES 
AND PLAN OF CORRECTION 

(Xl) PROVlDERJSUPPLlERlCUA 
IDENTIFICATION NUMBER: 

185224 

tJ.AME OF PROVIDER OR SUPPLIER 

BOWLING GREEN NURSING AND REHABILITATION CENTER 

(X4) fO 
PREFIX 

TAG 

SUMMARY STATEMENT Of DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULl. 
REGt.A.ATORY OR lSC IOENTIFYING INFORMATION) 

F 252 Continued From page 7 

The ADON revealed the absence of window 
coverings put resident's privacy at risk. 
Interviewwilh Director of Nursing (DON), on 
06/14/13 at 4:15 PM, revealed she did not know 
who was responsible for ensuring the residents' 
rooms had window coverings. but each window 
should have something. 
Interview with the Housekeeping Supervisor in 
the presence of the Environmental SelVices 
Dlstriel Manager, on 06/14/13 at 4:50 PM; 
revealed he/she was not aware there were 
resident rooms without blinds, curtains, or 
shades. The Housekeeping Supervisor stated the 
resident rooms should be homelike and have 
curtains or blinds covertng an outside window to 
ensure privacy for the resident. 

F 281 483.20(k)(3)(Q SERVICES PROVIDED MEET 
SS=D PROFESSIONAL STANDARDS 

The selVlces provided or arranged by the facility 
must meet professional standards of quality. 

This REQUIREMENT is not met as evidenced 
by: 
Based on obselVaUon, intelView, and record 

review, a was determined the facility failed to 
enSure services provided met professional 
standards of quality for one (1) of fourteen 
(14)sampled residents (Resident #1). The facllay 
failed to follow physician's orders related to a 

--. ""'dallydresslng change- to·the-resldent's right-leg; 

The findings Include: 

The facility had no specific policy related to 
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reviewed with the Quality Assurance 
Committee Monthly for at least three 
(3) months to assure ongoing 
compliance. If at any time concerns are 
identified, a Quality Assurance 
Committee will convene to review_and 
make further recommendations as 
needed. The Quality Assurance 
Committee wi1l consist of at a minimum 
the Administrator, Director of Nursing, 
Assistant Director of Nursing, Social 
Services Director with the Medical 
Director attending at least quarterly. 

F281- Services Provided Meet 
Professional Standards 

1. The dressings for resident # I were 
noted to be changed per physician order 
by the Director of Nursing on 7/8/13. 
2. A review of all current residents' 
physician orders for the past 30 days 
will be completed by the Director of 
Nursing) Assistant Director of Nursing 
or Unit Manager by 7128/13 to assure 
all physician orders have been followed 
or the physician has been notified if 
uoable to follow the order. Any 
identified as not being followed without 
physician notification will have 
physician notification for further 
direction. An observation of all wound 
dressings will be completed by the 
Director ofJo.lIl~lIg,.e.~si~!.Dir,-cto-,­
'ofNliiSingor Unit Manager by 7128/13 
to assure treatment were completed per 
physician orders. Any identified as not 

06/14/2013 
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following physiCian's orders. 

Observa1ion, on 06/13/13 at 5:30 PM, revealed a 
dressing intact to the resident's right leg, dated 
06/12113. There was a large amount of 
brownish/pink tinged drainage observed on the 
outside of the dressing, as well as a towel laying 
under the resident's leg. 

Interview with the Resident #1 's husband, on 
06/13/13 at 5:30 PM, revealed the nurse said she 
was going to change the dressing; however she 
did not. 

Observation, on 06/14113 at 8:10 AM, revealed a 
dressing Intact to the resident's right leg, dated 
06/14113. 

Record review revealed the facility admitted 
Resident #1 on 03/20/13, with diagnoses which 
included P~ripheral Vascular Disease and 
Chronic Ulcer of Ihe Leg. Review of the 
Significant Change Minimum Data Set (MDS), 
dated 05/20/13, revealed the facility Identified the 
resident as moderately cognitively impaIred and 
required extensive assistance with bed mobility 
and transfer. 

Review of the Physician's Orders, dated 
05/30/13, and the Treatment Administration 
Record (TAR), dated June 2013, revealed an 
order for Soloslte Hydrogel Wound (wet-t<>-dry) 
dressing topically, daily to the right calf. A copy of 

- . - 'the-TARwas-received-by-the-surveyor;:-on--- " ~ 

06/13/13 at 5:45 PM. The TAR revealed an order 
to complete the treatment on dayshifl (6:00 
AM-2:00 PM); however, It was not Initialed as 
being compleled on 06/13/13. 
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will have MD notification for further 
direction. 
3. All Licensed Nurses will be re­
educated on following physician orders 
and notification of the physician if 
unable to follow the physician orders, 
This re-education will be completed by 
the Director of Nursing, Assistant 
Director of Nursing or Unit Manager" 
anq will be completed by 7128/13 with 
no licensed nurse working past 7128/13 
without having received this re~ 
education, 
4. The Direclor of Nursing, Assistant 
Director of Nursing or Unit Manager 
will audit live (5) resident's medical 
records weekly for twelve (12) weeks to 
assure physician orders have been 
followed or the physician was notified 
ifunable to follow. In addition, the 
Director of Nursing) Assistant Director 
of Nursing or Unit Manager will audit 
five (5) wound treatments per week for 
twelve (12) weeks to assure the 
treatment was compleled per physician 
order. The results of these audits will be 
reviewed with the Quality Assurance 
Committee Monthly for at least three 
(3) months to assure ongoing 
compliance, If at any time concerns are 
identified, a Quality Assurance 
Committee will convene to review and 
make further recommendations as 
needed. The Quality Assurance 
COIluuittee will consist pCata.roioirXlUl.n 

-ih'-Adt;i-;;Tslr~;~;: 6;;:~clor of Nursing, 
Assistant Director of Nursing, Social 
Services Director with the Medical 
Director attending at least quarterly. 

00/14/2013 
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Interview with Resident #1, on 06/14/13 at 9:25 
AM. revealed staff did not change 1he dressing on 
06/13/13. It Was changed afterhislh.r bath, on 
06/14/13. 

Interview with the Assistanl Director of Nursing 
(ADON), on 06/14/13 at 3:50 PM, revealed the 
treatment to Ihe residenfs right leg was 
completed by her, on 06/14/13 al approximately 
6:45 AM. She indicated the dressing had been 
removed prior to the treatment; therefore, she 
was unsure of the date on the old dressing. 

Interview with Registered Nurse (RN) #1, on 
06/14/13 at 10:10 AM, verified she did not 
complete the treatment for Resident #1, on 
06/13/13. RN #1 revealed it was reported to the 
Dayshill Charge Nurse, Licensed Practical NUrse 
(LPN) #1, who Indicated she would change t,he 
dressing. 

Interview with LPN #1, on 06/14/13 at 2:40 PM, 
revealed she was the Dayshift Charge Nurse on 
06/13/13. She further stated the Charge Nur,se 
typically completed treatments; however, she 
thought RN #1 completed the dressing change 
for Resident #1. 

Interview with LPN #2, on 06/14/13 at 9:45 AM, 
revealed she was the nurse on evening shift for 
Resident #1, on 06/13113. She slated she did not 
complete the treatment to the resident's right leg 

... _... .. onOO/-1·3/-1;k.... . .. .. , ,. 

Interview with the Director of Nursing (DON), on 
06/14113 at 4:45 PM, revealed she expected staff 
to complete treatments, per the physician's 
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orders. 
F 282 483.20(k)(3)(li) SERVICES BY QUALIFIED 
SS=D PERSONSIPER CARE PLAN 

The services provided or arranged by the facility 
must be provided by qualified persons in 
accordance with each resident's written plan of 
care. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observaUon, Interview, record review, 
and review of the facility's policy/procedure, it was 
determined the facility failed to ensure services 
were provided by qualified persons in accordance 
with each resldenfs written plan of care for one 
(1) oftourteen (14) sampled residents (Resident 
#1). 

The findings Include: 

Review of the guidelines for the Resident 
Comprehensive Care Plan, dated 09/08, revealed 
the residenfs Comprehensive Care Plan should 
be viewed as an Interdlscipllnal)l approach to 
managing the acute and chronrc needs of the 
resident living in the facility. 

Record review revealed the facility admitted 
Resident #1 on 03120/13, with diagnoses which 

" "." " .. --included-Al1i<iety1'lisorder;PeJipheraIVascular" 
Disease, Chronic Ulcer of the Leg, Rheumatoid 
Arthritis, Pain In Joint, and Muscle Weakness. 
Review of the Significant Change Minimum Data 
Set (MDS), dated 05120/13, revealed the facility 
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1'282 - Services by Qualified 
PersonsfPer Care Plan 

I. The Assistant Director of Nursing 
observed on 7/5/13 that resident # 1 's 
care plan interventions were being 
followed; that staff had documented 
pain location; rate of pain prior to and 
after intervention and the dressing 
change was completed without 
exceeding the resident's stated pain 
goal. 
2. A complete audit of all resident's 
records will be completed by the 
Director of Nursing, Assistant Director 
of NUl sing or Unit Manager by 1128/13 
to assure all care plan interventions are 
in place. Any intervention not in place 
will be implemented. 
3. All Licensed NulSes will be re· 
educated by the Director of Nursing, 
Assistant Director of Nursing or Unit 
Manager on the requirement to follow 
the resident's plan of care to include 
rating pain before and after treatment 
including location of pain, report 
unrelieved pain or unacceptable pain 
levels to the physician and stop 
treatment if unacceptable pain 
implement further intervention before 

. _ r~sumWg.tr"~tment. Thisr~~edIlGation." 
will be completed by 7128/13. 
4. The Director of Nursing, Assistant 
Director of Nursing or Unit Manager 
will audit five (5) resident's pain flow 

1128/13 
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Identified the resident as moderately cognitively 
impaired. Review of the Compre~ensive Pain 
Assessment Form, dated 05120/13, revealed the 
resident Indicated having frequent pain, making it 
hard to sleep at night and limiting day-to-day 
activities. The pain assessment indicated the 
resldenfs medicationltreatments moderately 
relieved hislher painT The resident's pain intensity 
goal was a "4" (four) On the pain scale of ()"10 ( 
zero to ten). 

Review of the Risk for Alteration In Comfort Care 
Plan, dated 05/20/13, revealed to Identify the 
location and rate of pain prior to and after any 
interventions. Report unrelieved or unacceptable 
levels of pain to the physician as needed. 

Review of the Controlled Substance Proof of Use 
sheet, dated 06112113, revealed Registered 
Nurse (RN) #1 administered Dilaudid (pain 
medication) 4 milligram (mg) to Resident #1 at 
7;05 AM. Review of the Medication Administration 
Record (MAR), dated 06/12113 at 7:05 AM, 
revealed the Dilaudid was administered for 
generalized pain; however, there was no rate of 
pain documented. Further review of the MAR 
revealed the resident's pain had decreased at 
8:00 AM, but no rate of pain was noted. 

Observation, on 06/12113 at 10:00 AM, revealed 
Resident #1 was siHing up in hislher room, after 
completing physical therapy. The resident 
complained of hislher "botlom" hurting and 

. - - - - .. <lppeared·uncomfortablec·---.... .. __ · 

Observation, on 06/12113 at 10:15 AM, revealed a 
staff member reported the resident's pain to 
Registered Nurse (RN) #1 with the state surveyor 
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sheets per week for twelve (12) weeks 
to assure pain rate before and after 
intervention and location of pain are 
documented, that the physician was 
notified of any unrelieved or 
unacceptable levels of pain to the 
physician. The Director of Nursing, 
Assistant Director of Nursing or Unit 
Manager will observe five (5) wound 
dressing changes per week to assure 
that the pain Is relieved or at acceptable 
levels or the nurse stops treatment for 
further intervention. The results oHhese 
audits will be reviewed with the Quality 
Assurance Committee Monthly for at 
least three (3) months to assure ongoing 
compliance. If at any time concerns are 
identified, a Quality Assurance 
Committee will convene to review and 
make further recommendations as 
needed. The Quality Assurance 
Committee will consist of at a minimum 
the Administrator, Director of Nursing, 
Assistant Director of Nursing, Social 
Services Director with dle Medical 
Director attending at least quarterly. 
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present. Al 10:30 AM,Ihe residenl remained in 
the Wheelchair with facial grimacing. 

Further observation, on 06/12113 al11 :50 AM, 
revealed Residenl #1 remained up in hlsfher 
room. The resldenl revealed hls/her "bottom' was 
slill hurting "pretty bad." 

Review of the Conlrolled Substance Proof of Use 
sheet, dated 06/12113, revealed RN #1 
adminislered Dilaudld 4 mg 0112:40 PM. Review 
of the MAR, daled June 2013, revealed no 
documenlation of Ihe localion, rale of pain, or 
effecllveness of the medication given al12:40 
PM. 

Interview with RN #1, on 06/14/13 0110:10 PM 
and 3:00 PM, revealed she "tried" 10 look althe 
care plans as she charted on residents. She was 
aware documenlatlon of pain medication Included 
the location, rate of pain, and a re-evaluation; 
however, she was unsure of the reason it was not 
documented oil 06112113. She did nol give the 
resident pain medication when asked, on 
06112/13 at 10:15 AM, as II was nol Ume for a 
dose. She revealed the physiCian was not notified 
of unrelieved pain, per the care plan. 

Review of the Impaired Skin Inlegrity Care Plan, 
daled 05120/13, revealed if Ihere was complaints 
of pain during a treatment, stop the treatment, 
leave the resident safe, and seek pain relief. 
Relurn to complete the Irealmenl when Ihe pain 
waHeportedas acceplable. 

Observalion of a dressing change, on 06/12113 al 
1:15 PM, revealed a moderate amount of 
yellowibloody drainage 10 the righlleg wound 
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dressing. During the removal of the dressing, the 
resident was wincing in pain with facial grimacing. 
Further observation revealed the dressing 
appeared 10 be stUck to the resident's leg and 
was difficult to remove. The resident QegC).n to cry, 
with visible tears rolling down the resident's face, 
as RN #1 continued to remove the dressing. RN 
#1 Indicated 1he resident had been 
"pre-medicated" and continued removing the 
dressing without implementing any other 
intervention. 

Observation of a dressing change, on 06113113 at 
10:00 AM, revealed old dressings were removed 
from four (4) wounds on the resident's right side. 
Further observation revealed Resident #1 
continuously stated "Oh" during the 
treatment/dressing of the wounds. Observation 
revealed facial grimacIng and complaints of pain 
during the treatment. The resident was rolled to 
Ihe other side while continuously stating "Oh God, 
please." Dressings were removed from three (3) 
wounds on the resident's left side. During 
treatment of these wounds, facial grimacing was 
observed with the resident stating nOh, please." 
Throughout the trealment of the wounds, RN #1 
stated 'Is the pain pill not helping?" and "We are 
almost done. It's hard on you, Isn't it?" 

Interview with RN #1, on 06114113 at 10:00 AM 
and 3:00 PM, revealed Resident #1 always had 
pain during treatmenls. She revealed the 
resident's pain management was effective for 

- '- ,-.-- --- --hlmlheras-the resident'srbehavior-during- - - -
treatments on 06112113 and 06113113 was 
"typlcal.1I 

Interview with the Director of Nursing (DON), on 
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06/14113 a14:45 PM, revealed she felt the 
Interventions on Resident #1 's care plan were 
generic and should have been more 
Individualized; however, she stili expected staff to 
follow the interventions. 

F 309 483.25 PROVIDE CAREISERVICES FOR 
SS=G HIGHEST IM:Ll BEING 

Each resident must receive and the facility must 
provide the necessary care and services to aHain 
or maintain the highest practicable physical, 
mental, and psychosocial well-being, in 
accordance wllh the comprehensive assessment 
and plan of care. 

This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, interview, record review, 

and review of the facility's policy/procedure, it was 
determined the facility failed to ensure each 
resident received the necessary care and 
services to attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being, In accordance with the plan of care for 
one (1) of fourteen (14) sampled residents 
(Resident #1). On 06/12113, Resident #1 
complained of unrelieved pain three (3) hours 
after pain medication was given; however, he/she 

-- _ ... - - -. -did-not-receive-any furth'edntervenftan-untilihe~ 
next "as needed" dose of medication could be 
given. During a wound treatment, on 06/12113 at 
1:15 PM, Resident #1 was observed wincing in 
pain with tears rolling down hisJher face~ however, 
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F309 - Provide Care/Services for 
Highest Well Being 

l. A comprehensive pain assessment 
was completed all Resident # 1 on 
7/5113 by the Director of Nursing that 
indicated her new pain regimen was 
effective. The Assistant Director of 
Nursing noted on 7/5/13 during a 
wound treatment that the resident did 
not exhibit any signs or symptoms of 
pain greater than the stated pain goal. 
The Director of Nursing noted on 
7/8/13 that staff documented pain 
before and after as needed pain 
medication was given on 7/8/13. 
2. A comprehensive pain assessment 
will be completed on all current 
residen1s by the Director of Nursing, 
Assistant Director of Nursing or Unit 
Manager by 7128/1310 assure that all 
residents pain interventions are 
effective for their goals. Any identified 
as not being effective will have 
physician notification with further 
interventions and reassessment. An 

-obscrvatio~-ofafl·c·urrent residents ,Vltfl­
wound treatment dressing orders will be 
completed by 7128/13 by the Director of 
Nursing, Assistant Director of Nursing 

06/14/2013 

71281t3 

- -1-- _ . .... 

Fadtity 10: 10M09 If continuation sheet Page 15 of 26 



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

STATEMENT Of DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1) PROVlDER/SUPPLIERlCUA 
IDEI'mFICAnON NUMBER: 

185224 

NAME OF PROV]DEROR SUPPllER 

BOWLING GREEN NURSING AND REHABILITATION CENTER 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF CERelENCIES 
(EACH DEACIENCY MUST BE PRECEDED BY FULL 
REOlJLATORY OR lSC IDENTIFYING INFORMATION) 

F 309 Continued From page 15 

the nursa continued the treatment With no further 
intervenlion. Resident #1 exhibited non-verbal 
and verbal signs of pain during a wound 
treatment, on 06/13/13 at 10:00 AM; however, the 
nurse continued the treatment without further 
intervention. Additionally, the facility failed to 
assess and document the resident's pain before 
and after pain medication was administered. 

The findings Include: 

Review of the Pain Management Process 
policy/procedure, dated 03/11, revealed the 
facility would react to the resident's pain control 
needs based on the residenfs goals for pain relief 
and the residenfs goals for funcllonal ability. The 
facility's goal was to ensure all residents received 
appropriate pain relief measures to assure that 
the residents' pain did not affect their ability to 
foncllon within their deSignated goals for 
funcllonal ability. Documenlation of pain Intensity 
would be recorded along wilh the Intervention for 
pain reducllon using appropriate facility forms. A 
post intensity evaluation would be assessed and 
documented in a timely manner. Upon follow-up, 
if the Intervention was Ineffective, the process 
should be repeated until the resident Indicated 
adequate relieve andlor functional goals were 
met. 

Record review revealed the facility admitted 
Resident #1 on 03/20113, wHh diagnoses which 
included Anxiety Disorder. Peripheral Vascular 

. __ .. __ .. _- -Disease;Chronlc-Ulcerotthe-leg';'Rheumatold _. 
Arthritis, Pain in Joint, and Muscle Weakness. 
Review of the Significant Change Minimum Data 
Set, dated 05120/13, revealed the facility Identified 
the resident as moderately cognitively impaired 
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or Unit Manager to ensure that all 
F 309 residents with wound treatment 

interventions are effective. Any noted to 
have pain during treatment not relieved 
by interventions will have physician 
notification with further interventions 
and follow up assessment completed. 
An audit of all cUlTent residenls who 
receive as needed pain medications will 
be reviewed by the Direclor of Nursing, 
Assistant Director of Nursing or Unit 
Manager by 7128/13 to assure that pain· 
is assessed before and after as needed 
pain medications are administered. Any 
identified as not having pain rated 
before and after pain medication 
administrated will have a pain 
assessment completed with follow up 
with the physician for pain levels 
unrelieved or unacceptable for further 
intervention and follow up assessment 
completed. These audits will be 
completed by 7128/13. 
3. AlI Licensed Nurses will be re­
educated by the Director of Nursing, 
Assistant Director of Nursing, Unit 
Manager or Regional Nurse Consultant 
related to pain assessments, pain goals 
and physician notification related to 
unacceptable pain levels: slopping 
treatment with unacceptable levels of 
pain with further intervention before 
resuming treatment as well as 
documenlation of pain levels before and 
after administration of as n_ee_d~~Jl.'!in_ 

···medlcati;;;;:-This ;~~ed;;~;tion will be 
completed by 7128/13. 
4. The Director of Nursing, Assistant 
Director of Nursing or Unit Manager 

06/14/2013 
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and required extensive assistance with bed 
mobility and transfer. Review of the 
Comprehensive Pain Assessment Form, dated 
05120/13, revealed the resident indicated having 
frequent pain, making it hard to sleep at night and 
limiting day-to-day activities. The pain 
assessment indicated the resident's 
medicationltreatments moderately relieved 
hislher pain. The resident's pain Intensity goal 
was a "4" on the pain scale of 0-10. 

Review of the Physician's Orders, dated 06/01/13 
through 06/30/13, revealed an order for the 
following pain medications: 
1. Fentanyl (controlled pain medication) 100 
microgram (mcg)/hour patch, one patch topically 
every seventy-two (72) hours 
2. Hydromorphone (Dilaudid, controlled pain 
medication) 4 milligram (mg) tablet every six (6) 
hours, as needed, and 
3. Acetaminophen (pain medication) 325 mg 
tablet every four (4) hours, as needed 

Review of the Risk for Alteration in Comfort Care 
Plan, dated 05/20/13, revealed to Identify the 
location and rate of pain prior to and after any 
interventions. Report unrelieved or unacceptable 
levels of pain to the physician as needed. 

Review of the Controlled Substance Proof of Use 
sheet, dated 06/12113, revealed Registered 
Nurse (RN) #1 administered Dilaudid 4 mg to 
Resident 111 at 7:05 AM. Review ofU,e 

- -Medlcation'Administralion-Record -(MARkdated' 
06/12113 at 7:05 AM, revealed the Dllaudld was 
administered for generalized pain; however. there 
was no rate of pain documented. Further review 
of the MAR revealed the resident's pain had 
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will audit five (5) resident's pain flow 
sheets per week for twelve (12) weeks 
to assure pain rate before and after 
intervention and location of pain are 
documented, that the physician was 
notified of any unrelieved or 
unacceptable levels o[pain to the 
physician. The Director o[Nursing, 
Assistant Director of Nursing or Unit 
M~nager will observe five (5) wound 
dressing changes per week to assure 
that the pain is relieved or at acceptable 
levels or the nurse stops treatment for 
n,rther intervention. The results of these 
audits will be reviewed with the Quality 
Assurance Committee Monthly for at 
lenst three (3) months to assure ongoing 
compliance. If at any time concerns are 
identified, a Quality Assurance 
Committee will convene to review and 
make further recommendations as 
needed. The Quality Assurance 
Committee will consist of at a minimum 
the Administrator, Director of Nursing, 
AssistalltDirector ofNufsing, Social 
Services Director with the Medical 
Director attending at lenst quarterly. 
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decreased at 8:00 AM, but no rate of pain was 
noted. 

Observation, on 06/12113 at 10:00 AM, revealed 
Resident #1 was sitting up in hislher room. after 
completing physical therapy. The resident 
complained of hislher "bottom" hurting and 
appeared uncomfortable, 

Observation, on 06112/13 at 10:15 AM, revealed a 
staff member reported the resident's pain to 
Registered Nurse (RN) #1 with the state surveyor 
present. At 10:30 AM, the resident remained in 
the wheelchair with faelal grimacing. 

Further observation, on 06/12113 at 11:50 AM, 
revealed Resident #1 remained up in his/her 
room. The resident revealed hislher "bottom" was 
still hurting "pretty bad." 

Review of the Controlled Substance Proof of Use 
sheet, dated 06/12113, revealed RN #1 
administered Dilaudid 4 mg at 12:40 PM. Review 
of the MAR, dated June 2013, revealed no 
documentation of the location, rate of pain, or 
effectiveness of the medication given at 12:40 
PM. 

Review of the Impaired Skin Integrity Care Plan, 
dated 05/20/13, revealed if there was complaints 
of pain during a treatment, stop the treatment, 
leave the resident safe, and seek pain relief. 
Return to complete the treatment when the pain 

~ . ~ .. - .. waS"reported as.acceptabl".~~~ - ----

Observation of a dressing Change, on 06/12113 at 
1:15 PM, revealed a moderate amount of 
yellowlbloody drainage to the right leg wound 
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dressing. During the removal of the dressing, the 
resident was wincing In pain with facial grimacing. 
Further observation revealed the dressing 
appeared to be stuck to the resident's leg and 
was difficult to remove. The resident began to cry, 
with visible tears rolling down the residenfs face, 
as RN ttl continued to remove the dressing. RN 
#1 indicated the resident had been 
"pre-medicated" and continued removing the 
dressing without implementing any other 
Intervention. 

Review of the Controlled Substance Proof of Use 
sheet, dated 06/13/13, revealed RN #1 
administered Dilaudid 4 mg at 8:00 AM. Review 
of the MAR, dated June 2013, revealed no . 
documentation of the location, rate of pain, or 
effectiveness of the medication given at 8:00 AM. 

Observation of a dressing change, on 06/13/13 at 
10:00 AM, revealed old dressings were removed 
from four (4) wounds on the resident's right side. 
Further observation revealed Resident #1 
continuously stated "OhIO during the 
treatmenVdresslng of the wounds. Observation 
revealed facial grimacing and complaints of pain 
during the treatment. The resident was rolled to 
the other side while continuously stating "Oh God, 
please." Dressings were removed from three (3) 
wounds on the resident's left side. During 
treatment of these wounds, facial grimacing was 
observed with the resident stating "Oh, please." 
Throughout the treatment of the wounds, RN #1 

~-.-- . stated-"Is-the-paln-pillnothelplng?~an.d-"Weare· . 
almost done. It's hard on you, Isn't It?" 

Interview with Resident #1, on 06113/13 at 5:30 
PM, revealed pain medications were not effective 
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during treatments. The resident stated it may be 
better if staff give himlher pain medications 
before the pain was so bad. He/she revealed the 
rate of pain during the treatment on 06113113 was 
an "a" out of "10." The resident indicated that was 
"pretty bad" pain. 

Intemew with Resident #I's husband, on 
06113113 at 5:30 PM, revealed the pain had 
actually improved as the resident used to "squawJ 
out" during treatments. He indicated the resident 
somellmes had to ask three (3) times before 
getting pain medications. 

Intemew with RN #1, on 06114113 at 10:00 AM 
and 3:00 PM, revealed pain medlcallon was not 
given when asked on 06112113 as n was not time 
for the medication. She revealed the resident was 
assessed and informed that it was not time for 
pain medication. Further intelView with RN#1 
revealed she had not notified the residenfs 
physician of the residenfs unrelieved pain. She 
indicated Resident #1 always had pain during 
treatments. She stated the resident feared the 
treatment before it even s!arts. She stated the 
resident had anxiety disorder, which was "a lot of 
the problem." She stated when a resident 
complained of pain before touching them, then it 
had to be due to the residenfs anxiety. She 
revealed documentallon of pain medications 
included the location of the pain pain, rate of pain, 
and effectiveness; however, she was unsure of 
the reason It was not documented on 06112113 or 

-".- -- -OO/1-3J13,-She-revealedthe-residenfs-paln--
management was efrective for hlmhler as the 
resident's behavior during treatments on 06/12113 
and 06113113 was "typical." 

--
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InteNlew with the Director of Nursing (DON), on 
06114/13 at 4:45 PM, revealed documentation of 
pain included the rate of pain. The DON stated 
she expected staff to reassess and document 
within the hour after a pain medication was given. 
She felt the Interventions on Resident #1's care 
plan were generic and should have been more 
Individualized; however, she still expected staff to 
follow the inteNentions. She stated staff should 
try non~pharmalogical interventions if it was not 
lime for pain medicalion but if a resident 
continued to complain of pain, the physician 
should be notified. She expected staff to try other 
measures for relief during treatments and call the 
physician If pain continued. 

An attempt to interview Resident #1's primary 
physician, on 06/14/13 at 10:35 AM. revealed he 
was not available for interview. 

Interview with the Medical Director, on 06/14/13 
at 2:00 PM, revealed he would expect staff to 
notify the physician if the pain medication was not 
effective during a treatment. 

F 314 483.25(c) TREATMENT/SVCS TO 
SS=D PREVENTIHEAL PRESSURE SORES 

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
Individual's ciinical condilion demonstrates that 
they were unavoidable; and a resident having 

-- --- ---- -- -pressllte~sorei'neceivi;:fs-nE:fCeSsary-treatmErl1t-'aJid-' 

seNlces to promote healing, prevent infection and 
prevent new sores from developing. 
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FJ 14 - TrealmentlSvcs to 7/28/13 
PreventlHeal Pressure Sores 
1. The physician was notified of 
resident # l's pressure ulcer on 6/13113 
by the Assistant Director of Nursing 

F 314 Wilh an appropriale treatment put in 
place. 
2. A complete skin assessment will be 
completed on all cllrrent residents by 
7/28/13 by the Director of Nursing, 
Assistant Director of Nursing or Unit 
Manager. Any identified skin 
impairments will be reviewed to assure 

- _ th_aUlw. MP.ha.s_.be~n Mtifi~d>__ 
documentation complete and an 
appropriate treatment ifneeded are in 
place. Any identified skin impairments 
that have nol had MD notification or 
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This REQUIREMENT is nol mel as evidenced 
by: 
Based on observation, interview, record review, 

and review of Ihe facility's policylprocedure, it was 
delermlned Ihe facility failed to ensure a resldenl 
having pressure sores received necessary 
treatment and services to promote healing for 
one (1) of fourteen (14) sampled residents 
(Residenl #1). A skin assessment for Resident #t 
revealed the nurse Identified a "red, mushy" area 
on the residenl's left heel, and a darkened 
scabbed area 10 Ihe left second toe; however, Ihe 
nurse did not assess, document, or notify the 
physician of the new areas to ensure an 
appropriate treatment was in place to promote 
healing. 

The findings Include: 

Review of the Skin System policy/procedure, 
revised 08/08, revealed on admission and when 
observed skin was compromised, the nurse 
finding the problem would initiate a treatment 
using a formulary product, if possible and 
physician approval. Physician and family would 
be notified at Ihe lime of discovery and 
notificallon would be documented in the medical 
record. 

Record review revealed the facility admitted 
Resident 111 on 03120/13, wilh diagnoses which 
included Peripheral Vascular Disease, Chronic 
Ulcer of Ihe Leg, Rheumaloid Arthrilis, Pain in 

. - _._--- :-Joint-;-and Muscle·Weakness~-Review of· the 
significant change Minimum Data Set (MDS), 
dated 05120/13, revealed the facility identified the 
resldenl as moderately cognilively Impaired. 
Review of the Pressure Ulcer Risk Assessment, 
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that does not have an appropriate 
treatment in place, the facility will 
contact the physician for notification 
and or treatment. 
3. All Licensed Nurses will be re­
educated by the Director of Nursing, 
Assistant Director of Nursing, Unit 
Manager or Regional Nurse Consultanl 
on assessing. documentation, physician 
notification and appropriate treatment 
for pressure ulcers. This re-education 
will be completed by 7128113 Witil no 
Licensed Nurse working after 7128113 
without baving receiving this tTaining. 
4. The Director of Nursing, Assistant 
Director ofNmsing or Unit Manager 
will complete a look behind skin 
assessment five (5) times per week for 
twelve (12) weeks. A look behind skin 
assessment is a skin assessment 
comp1eted after the direct care nurse has 
completed a skin assessment to assure 
Ihat the nurse has identified any new 
skin impairments documented tile skin 
impaimlent and notified the physician 
of any new skin impairments for 
appropriale treatment if needed. The 
results of these audits will be reviewed 
with the Quality Assurance Committee 
Monthly for at least Ihrce (3) months to 
assure ongoing compliance. Ifat nny 
time concerns are identified, a Quality 
Assurance Committee will convene to 
review and make further 
recommendations as needed. The _ , 
Qu''-UiY-ASsuronce -Coniliiiitce "iii 
consist of at n mioimulIl the 
Administrator, Director ofNur.;ing, 
Assistant Director of Nursing, Social 
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dated 03120/13, revealed the facil~y identified the 
resident at high risk for pressure ulcers. 

Observation, on 06113/13 at 10:15 AM, revealed 
Resident #1 complained of pain to Ihe left heel. 
Upon observation by Registered Nurse (RN) #1, 
the left heel was desClibed as "red, mushy." RN 
#1 made the statement the heel needed to be 
"propped up." Additionally, RN #1 identified a 
darkened scabbed area on the resident's left 
second toe. 

Record review, on 06/14/13 at 9:00 AM, revealed 
no documentation of the area identified to the 
resident's left heel or left second toe. There were 
no new !reatments Initiated. 

Observation with the Assistant Director of Nursing 
(ADON). on 06/14/13 at 10:45 AM, revealed the 
residenfs left heel was red and non-blanch able. 
TheADON revealed It was "boggy" underneath. 
The ADON left the room to obtain supplies 10 
assess the wound. Approximately ten (10) 
minutes later, yellow drainage was noted to the 
bed as the "blister" had ruptured. The ADON 
assessed the area as a "Stage 2'· measuring 1.2 
cenlimeters (cm) in length by 1.1 cm width. She 
assessed the darkened scabbed area to the leH 
second loe as ·unstageable" measuring 1.0 em In 
length by 1.4 em width (possibly an arterial or 
venous ulcer). 

Interview wilh RN #1, on 06/14/13 at 10:10 AM, 
. revealed ·she Identlfled·thearea·to·theres.ldenfs· 
left heel. on 06/13113. She revealed the ADON 
was made aware and would be responsible to 
notify the physician for a treatment plan. She 
revealed the increased pain to the left heel was 
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not addressed as she did not feel it was 
significant. RN #1 revealed the darkened 
scabbed area to the left second toe was idenllfled 
on 06/13113; however, she did not address the 
findings. She revealed the ADON should have 
been made aware. She indicated it was 
"probably" her responsibility to notify the physician 
of both areas, since she was the Identifying 
nurse. 

IntelViewwith the ADON, on 06114113 at 10:45 
AM, revealed she was not aware of the newly 
Identified areas on 06113113. She revealed RN #1 
should have assessed, measured, and 
documented the wounds. as well as notified the 
physician for a treatment plan. 

Interview with the Director of Nursing (DON), on 
06114113 at 4:45 PM, revealed the ADON 
assessed and measured wounds weekly; 
however, If new areas Were Identified, it would be 
that nurse's responsibility to assess, document. 
and notify the physician for treatment. 
483.25(h) FREE OF ACCIDENT 
HAZARDSISUPERVISIONIDEVICES 

The facility must ensure that the resident 
environment remains as free of accident hazards 
as Is possible; and each resident receives 
adequate supervision and assistance devices to 
prevenl accidents. 

This REQUIREMENT Is not met as evidenced 
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F323 - Free of Accident Hazardsl 
Supervision/Devices 

1. The knife for resident # 12 was 
removed by a CNA on 6112113. 
2. A facility wide audit was completed 
by the Administrator and Maintenance 
Director on 7117/13 to identify any 
enVironmental hazards including 
knives. No other identified 
environmental hazards were identified. 
3. All facility staffwill be re-educated 
by the Administrator, Director of 
Nursing, Assistant Director of Nursing 
of Unit Manager related to promoting a 
safe environment including residents 
using sharp-ObJeCts to include-knives --­
and scissors. This edu~tion wiH be 
completed by 7128113 with no staff 

7128113 

~. . 
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Based on observation and interview it was 

determined the facility failed to ensure the 
resident environment remained as free of 
accident hazards as is possible related to sharp 
knives observed being kept unsecured in a 
resident's room. 

The findings include: 

Review of the facility's Admission Agreement, 
dated 07/01112, revealed under the 
responsibilities Section #9: "The resident agrees 
that if the presence of any of his or her personal 
possesSions violates local, State, Federal laws, 
rules, or regulations, or policies of the Center, the 
Center has the right to require the resident to 
remove them or to seek assistance from 
appropriate authorities to assist in the removal of 
such possessions". 

A record review revealed Resident #12 was 
admitted to the facility on 03/11113 w~h diagnoses 
to Include Diabetes Mellitus and Congestive Heart 
Failure. A review of the admission Minimum Data 
Set assessment, dated 03118/13 revealed the 
facility assessed the resident as cognitively Intact. 
There was no evidence an assessment was 
completed to determine if ~ was safe for the 
resident to store knifes in hisJher room. 

Observalion on 06/12113 at 6:30 AM, during the 
initial tour, revealed Resident #12 was in hlslher 
,00"" Interviewwilh-Ihe-resident at·this·time 
revealed the resident was confused. 

Observation on 06/12113 at 12:00 PM, revealed 
the lunch meal being served to Resident #12 in 

FORM CM5-2567{02-99) P/e\llOll$ Versions ObKllete EvenIID.6L7211 

PRINTED: 0612812013 
FORM APPROVED 

OMB NO 0938·0391 
(Xl) MULTIPLE CONSTRUCnON (X3) DATE SURVEY 

COMPlETED A. BUllDING ______ _ 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1661 NEWTON AVE. 

BOWLING GREEN, KY 42104 

10 
PREFIX 

TAG 

F 323 

... 

PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECTlVEACT10N SHOULD BE 

CROSS-REFERENCEO TO THE APPROPRIATE 
DEFICIENcy) 

working after 7/28/13 without having 
received this education. 
4. The Administrator, Director of 
Nursing, Assistant Director of Nursing 
or Unit Manager will complete weekly 
audits for twelve (12) weeks of the 
facility to assure that no unsafe objects 
are unsecured. The Director of Nursing. 
Assistant Director of Nursing or Unit 
Manager will complete a look behind 
skin assessment five (5) times per week 
for twelve (12) weeks. A look behind 
skin assessment is a skin assessment 
completed after the direct care nurse has 
completed a skin assessment to assure 
that the nurse has identified any new 
skin impairments and notified the 
physician of any new skin impairments. 
The results of these audits will be 
reviewed with the Quality Assurance 
Committee Monthly for at least three 
(3) months to assure ongoing 
compliance. If at any time concerns are 
identified, a Quality Assurance 
Committee will convene to review and 
make further recommendations as 
needed. The Quality Assurance 
Committee will consist of at a minimum 
the Administrator, Director ofNufsing, 
Assistant Director ofNufsing, Social 
Services Director with the Medical 
Dire<:tor attending at least quarterly. 

06114/2013 
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hislher room. Resident #12 did not want what 
was being served and requested the Certified 
Nurse Aide (CNA) #1 to obtain ring bologna from 
the resident's personal refrigerator located in the 
room and a knife to cut the bologna. The CNA 
obtained the bologna from the refrigerator and 
then got a sharp knife from the bed side night 
stand top drawer. Observation, at the time 
revealed two (2) sharp knives, unsecured, In the 
top drawer of the Resident #12's bed side night 
stand. 

Interview with CNA 111, on 06112113 at 12:50 PM, 
revealed sharp objects were never to be 
unsecured in residents' rooms and she did not 
know how long .Resident #12 had the sharp 
knives. The CNA reported the sharp knives she 
had observed to her supervisor after serving 
Resident #12's lunch. 

Interview on 06112 13 at 3:45 PM, with the 
Assistant Director of Nursing (ADON), revealed 
residents were not permitted to keep sharp 
knives in a drawer unsecured because there was 
a potential for injury as mUltiple residents who 
were confused and wandered. 

Interview with the Director of Nursing (DON), on 
06112113 at 3:50 PM, revealed no resident was to 
have any sharp object In their room that was not 
secured. It was the responsibility of everyone to 
observe and ensure sharp objects were not left 
unsecured. 
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