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An abbreviated standard survey {KY20988) was does not believe and doss not
initiated on 11/18/13 and concluded on 11/19/13, admit that any deficiencies existed
The complaint was subsiantiated and deficient cither before, during or after the E
Dracfice was identified at "G" level related to the ‘ SUTVEY. The i*‘acﬂ_hy reserves ail i
staff's failure to ensure a resident who entered a rights to contest the survey
facility without pressure sores did hot develop findings through informal dispuie !
pressure sores, to ensure care was provided in resolution, formal appeal
accordance with the resident's plan of care, and proceedings or any admipistrative
to ensure the comprehensive care plan was or legal proceedings. This plan of '
revised when a resident developed a pressure comrection is not meant to establish
sore. any standard of care, contract
abligation or position and the
Resident #1 was transporied to the Emergency Faciiity reserves all rights to raise
Room (ER) on 10/06/13 and diagnosed with a ali possible contentions and
pathclogical fracture of the left femur. The dc.fm.lscs o any lype of civil of
) . o e - . : criminal ¢laim, action or
physlcian applied a "pillow splint” to immobilize i . . . .
the resident’s leg. On 11/13/13, Resident #1 was proceeding. Nothing contiined in
transported o the ER after hefshe had a change : this plan of correction should be
. o considered as a waiver of any
in mgntal status, Upon admlf&Slon to_the ER, potentially applicable Peer
hospital staff removed the "pillow splint" from the ; Review, Quality Assurance or sclf i
resident's {eft ieg and observed an open sore fa i critice] examination privilege jE
the top of the resident's lower leg and a pressure which the Facility does not waive 1
area with black eschar io the resident's leff heal. and reserves the rlght to assert in
The facility had assessed Resident #1 to be at f any administrative, civil or
risk for impaired skir: integrity prior to the criminal claim, action or
diagnosis of a fracture to the left femur and proceeding. The Facility offers its
developed a plan of care to address the : response, credible allegations of
preventicn and developrent of pressure sores. complisnce and plan of correction
However, the facility failed to follow the plan of as part of'its ongoing efforts to
care. |nvaddition, the faciiity failed to revise the provide quality of care to
plan of care after the resident sustained the residents.
fracture to include when to remove the "piliow F280 RIGHT TO PARTICIPATE
splint” to conduct an assessment of the resident's PLANNING CARE-REVISE CP | 19197113
skin that was covered by the "pillow splint.” ? The facility will ensure the comprehensive
F 280 | 483.20(d)(3), 483.10(x)(2) RIGHT TO F 280  care plan is periodically reviewed and
85=G | PARTICIPATE PLANNING CARE-REVISE CP
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Any deficiency statemepf ending with an asterisk (% dencies!a deficiency which the institution may be excused frumi:orrectmg providing il is determined thaf

other safeguards prowide sufficient proteclion ta ths patients. (See instrucions.} Except for nursing hiomes, the findings stated above are disclosable 90 days

days foliowing the date these documents are made available to the facilily. If deficiencies are sited, an approved plan of correciion is requisite to continued
program parlicipation.

following the date of survey whether or not &
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The resident has the right, unless adjudged
incompeient or ctherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment,

i A comprehensive care plan must be developad
i within 7 dhays after the completion of the
: somprehensive assessment; prepared by an

interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's neads,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
iegal representative; and periodically reviewed
and revised by a feam of qualified persons after
each assessmant,

This REQUIREMENT is not met as evidenced
by:

Based cn interview, record review, and review of
facility policy, it was defermined the fadility failed
to ensure the Comprehensive Plan of Care was
revised for one (1} of four {4) sampled residents
{Resident #1), Resident#1 sustained a
pathological fracture of the left fernur on 10/06/13

{ and the physician requested the use of a "piliow

splint® to immabilize the resident's leg. However,
the facility failed to revise the Comprehensive
Pian of Care after the resident sustained the
fracture to include how they would ensure the
resident's leg remained immaobilized or how they
wauld monifor the skin status of the resident's left
leg under the "pillow splint" to ensure the resident
attained or maintained his/her physical weli-being.

i
F2api  revised as the resident’s status changes. F
]

Residents affected:

Resident #1 was out to hospital, upon return
to the facility, resident #1 was immediately
assessed, appropriate intervention put into
place to address resident care needs and care
plan/SRINA care plan updated to reflect
resident on 11/26/13 by nursing staff and
unit manager, 100% of residents care plans
were audited and revised on 11/28/13, Skin
assessments wera initiated or: 11/15/13 and
completed on 11/18/13 for 100% of all
residents to ensure no other resident(s) were
affected by this deficient practice. 100% skin
assessments wers completed by nursing
ADM on T1/20/13. All staff was in-serviced
on the facility’s abuse and neglect policy and
procedure by the SDC beginning 11/21/13
and completed on 12/2/13. All licensed stafl
was in-serviced on comprehensive care
planning, revision of care planning, proper
skin assessments with skils checl off Hst
and skin management and prevention of
pressure sores policy and procedures by the
SDC beginning 13/19/13 and completed on
12/2/13.

Residents potentially affected:

Residents have the potential to be affected
by this deficient practice. Resident #1 was
out to hospital, upon return to the facility,
resident #1 wag immediately assessed,
apprepriate intervention put into place to
address resident care needs and care
plan/SRINA care pian updated to reflect
resident on 11/26/13. 180% of residents care
plans were audited and revised on 11/21/13.
100% skin assessments were completed by
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upcn admission to the ER hospital staff removed

i the "pillow splint” from the resident's left leg and

: observed a 3.5 centimster {cm) open pressure

: sore to the top of the resident's ieft, lower leg and
.black eschar (dead tissue) to the resident's left

heel.
The findings inciude:

Review of the facility's policy entitled "Care

| Plans-Comprehersive" and dated Octaber 2010,
: reveated facility staff was to revise the
- Comprehensive Plan of Care when a resident

experienced a significant change in condition,

Review of the facility's policy entitled "Splinting”
and dated Juty 2010, revealed splints should be
removed and the resident observed for areas of
redness, adema, ar the development of any open
lesions and to report the findings to the Charge
Nurse and physician,

Review of the medical record for Resident #1

revealed the facility admitied the resident on
04/28/12. The resident's diagnoses included
Hypertension, Cardiovascular Accident, Coronary
Artery Disease, Osteoporosis, Chronic Kidney
Disease, Diabetes, Severa Alzheimer's Disease,
Ostecarthritis, History of Sepsis secondary 1o

. Right Lower Lobe Pneumeonia, and a history of
. Vahcomycin Resistant Enterococcus (VRE). In

addition, the facility assessed the resident to be
cognitively Impaired.

Further review of the medical record revealed
Resident #1 susiained a pathelogical fracture of

audited by nursing ADM o ensure heels and
lower extremities were positioned to prevent
skin breakdown on 11/19/13, 100% of
resident’s comprehensive care plang were
upilated and/or revised in accordance with
the skin assessment audit on 11/21/13. All
staff was in-serviced on the facility’s abuse
and neglect policy and procedure by the
SDC beginning 11/21/13 and completed on
12/2/13. All licensed staff was in-serviced
on comprehensive care planning, revisien of
care planning, proper skin assessments with
skills cheek off list and skin management
and prevention of pressure sores policy and
procedures by the SDC beginning [1/19/13
and completed on §2/2/13.

Systemic measures:

100% of residents care plans were audited
and revised on 11/2[/13. 100% skin
asscssments were completed by nursing
ADM on 11/20/13. 100% of all residents
with splints were andited by nursing ADM
for skin integrity on 11/19/13. 100% of all
residents were visualized and audited by
nursing ADM to ensure heeis and lower
extremities were positioned fo prevent skin
breakdown on 11/19/13. 100% of resident’s
comprehensive care plans were updated
and/or revised in accordance with the skin
assessment audit on 11/21/13, Al staff was
in-serviced on the facility’s abuse and
neglect policy and precedure by the SDC
beginning 11/21/13 and completed on

i
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F 280 | Continued From page 2 E 280 nursing ADM on 11720713, 104% of all
On 11/13/13, Resident #1 was transported to the residents with splints were audited by
locat Emergency Room (ER) after hefshe had a nursing ADM for skin tntegrity on 11/19/13.
change in condition. Based on documentation, 100% of all residents were visualized and
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: the femur on 10/06/13. Documentation in the

; progress notes by the orthopedic surgeon dated
: 10/07H3 revealed the resident's fracture was

i pathologic in nature. As a result of the fracturs,
the physician immobilized the resident's |eft femur
with the use of a "pillow splint.” Review of
physician‘s orders dated 10/06/13, revealed staff
was to keep the pillow splint In place to the
resident's left ieg and to remove the spiint "as
needed"” to provide care. Continued review of
physician's orders revealed on 10/08/13,

' Resident #1 was taken io the orthopedic

: surgeon's office and the physician ordered a

{ "wedge cushion” to be placed to the side of the
resident's left leg to aid in positioning, to continue
the pillow splint o the resident's left leg at all
times, and to remove only for care as necessary.

Review of the comprehensive care plan for
Resident #1, dated 10/02/13 and updated on
10/M8/13, revealed the resident was at risk for the
gevelopment of skin breakdown and needed
extenslve assistance with bed mobility. In
addition, the goals sstablished by siaff for
Resident #1 revealad the resident's skin was to
remain intact and free of redness, blisters, or

| discoloration over bony prominences through the
' next review date. Inierventions io achieva the

: established goals were based on the physician's
crders and included for staff to remove the pillow
spiint as necessary and to use a wedge cushion
to the left side of the resident's left leg to aid in
positioning. However, canfinued revisw of the
comprehensive care plan for Resident #1
revealed staff had not identified the conditions
and/ar symptoms that would reguire staff fo
remove the resident’s "pillow splint” in order to

| assess the resident's skin status and failed 1o
update the comprehensive care plan to reflect the

i

gD | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o
PREFIX | (EAGH DEFICIENCY WMUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHCULD 8E COMPLETION
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F 280 | Continued From page 3 F 280 12/2/13. All staff wasg in-serviced on the

facility’s abuse and negleet policy and
procedure by the SDC beginning 11/21/13
and completed on 12/2/13. Al licensed staff
was in-serviced on comprehensive care
planning, revision of care planning, proper
skin agsessmients with skills check off list
and skin management and prevention of
pressure sores policy and procedures by the
SDC beginning 11/19/13 and completed on
12/2/13. Effective 11/19/13 100% of all skin
assessments will be completed by two
licensed staff to ensure accuracy, Nursing
stafl will update care plans with any resident
changes and/or erder changes immediately.
Care plans are monitored/reviewed for
accuracy and if any reviston/updates are
needed the care plans will be updated during
clinical whiteboard meeting by the MDS
coordinator. The MDS coordinator wiil
review/monitor care plans throughout the
week on all residents with new orders and/or
changes for compliance with needed
intervention updates to accurately retlect
resident care needs. The ADON/SDC wili
audit 10% or resident care plans weekly for
accuracy and compliance for 4 weeks then as
deemed necessary by the QA committee.
Effective 11/25/13 unit mangers will audit
32 weeldy skin assessments weekly for 6
weeks and then 8 weekly skin assessments
for 12 weeks on their perspective units to
ensure licensed staff'is accurately
completing weelkly skin assessments. |
Edfective 11/25/13 the ADON will audit 20
weekly skin assessments for 6 weeks and
then 5 weekly skin assessments for 12 weeks
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requirements identified in the facility's policy
entifled "Solinting.”

Interview with Licensed Practical Nurse (LPN) #4
on 11418/13 at 9:35 AM, revealed she had .
readmitted Resident #1 to the faciity after the
resident returned from the ER on 10/06/13 and
had added the use of the "pillow splint" fo the
resident's care plan. LPN #4 stated she called
the orthopedic surgeon and was told to remove

- the splint "if necessary,” that the fracture might

i not heal and to utilize two (2) to three (3} people

: to held the resident's feg still and in position to

i change the "pillow splint.” However, LPN #4 did

i nat include this information on Resident #1's cara
i plan. According to LPN #4, the nurses did not

: remave the piflow splint because the physician

had said the resident's fracture might nct heal,
that he did not want the positioning of the femur
to move, and did not want the pillow splint
removed uniess "hecessary.”

On 11/13/13, documentation in the medical
recard revealed Residant #1 was transported to
the ER after hefshe had a change in mental
status. Based on documentation in the resident's
ER medical record, upon the resident's admission
fo the ER on 11/13/13 the ER physician and
nurse removed the pillow splint from the

 resident's leg and discovered a 3.5 cm by 6.5 cm
‘gpen pressure sore to the top of the resident's
"ieft, lowsr leg and black eschar to the resident's

. left heel.

Observation of Resident #1 on 11/19/13 at 12:30

PM at the local hospital revealed the resident was
not able to be interviewed as the resident was
cognitively impaired. A skin cbservation with a
nurse at the hospital revealed a gauze dressing fo

completing weekly skin assessments.
Effective 11/25/13 the DON will audit 12
weekly skin assessments weekly for 6 weelcs
and the 3 weekly skin assessments for 12

|  weeks to ensure licensed staff is accurately

! completing weekly skin assessments. The '
: updating and/or revision of care planning :
will be completed during the morning white
board meeting.

Monitoring measures:

Care plans are monitored/reviewed for
accuracy and if any revision/updates are
needed the care plans will be updated during
clinical whiteboard meeting by the MDS
coordinator, The MD$ coordinator will
review/monitor care plans throughout the
weele on all residents with new orders and/or
changes for compliance with nceded
interventions updates to accuratety reflect
resident care needs. The ADON/SDC will
audit 10% or resident care plans weekly for
accuracy and compliance for 4 weeks then as
[ deemed necessary by the QA cemmittoe.

f Effective 11/25/13 unit mangers will audit

32 weekly skin assessments weelly for 6
weeles and then 8 weeldy skin assessments

for 12 weeks on their perspective tnits 1o i
ensure licensed staff is accurately .
completing weekly skin assessments.
Effective 11/25/13 the ADON will andit 20
weeldy skin assessments for 6 weeks and
then 5 weskly skin asscssments for 12 weeks
to ensure licensed staff is accurately
completing weekly skin assessments,
Effective 11/25/13 the DON will audit 12,
weeldly skin assessments weekly for 6 weeks
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the top of the resident's left leg that was removed
i by the hospital nurse. The nurse removed the
| dressing from the resident's left leg and obtained
! measurements of an opan area on the leg.
According 1o the nurse, the area on the resident's
left leg was a Stage [ pressure ares that
measured 3.5 cm by 6.5 om in diameter. Upaon
removal of the gauze dressing from the residant's
left heel by the nurse, a black area was chserved
on the resident's left heel. The nurse at the
" hospital identified the area as an unstageable
prassure area that was covered with black
eschar.

[nterview with Certified Nurse Aide (CNA) #1 on
11/48/13 at 1:55 PM, CNA#2 on 11/18/13 at 2:10
| PM, CNA#3 on 11/18/13 at 2:15 PM, CNA #4 on
F11/18/13 at 3:05 PM, and Ceitified Medication
Aide (CMA} #1 on 11/18/13 at 2:22 PM revealed
the aldes had provided direct care to Resident #1
after hissher return from the hospital on 10/06/13
with a fractured femur. The aides stated they had
not been directed fo remove the resident's "pitlow
splint’ and had left the splintintact. The aides
said if the pillow splint became soiled they natified
* the nurse in charge. According to the aides,

' nurses were 1o remove the pillow splint and apply
a clean pillowcase and/or spiint as needed. The
aides stated they had not observed Resident #1
to have any pressure sores, and stated if there
was any change in the resident's condition they

- would have nofified the nurses.

Interview with Licensed Practical Nurse (LPN} #1
on 11/18/13 at 2:44 PM, LPN #2 on 11/18/13 at
2:55 PM, LLPN #3 on 11/18/13 at 4:05 PM,
Registered Nurse (RM} #1 on 11/18/13 at 5:00

" PM, BN #2 on $1/19/13 at 8:55 AM, LPN #4 on

i 11/19/13 at 9:35 AM, LPN #5 on 11/19/13 at 3:10

board meeting.

weeks 1o ensure licensed staff is accurately
completing weeldy skin assessments. The
updating and/or revision of care planning
will be completed during the moming white

Findings from audits will be reviewed at the
monthly QA meeting for three months to
ensure compliance with state, federal and
company policy, rules and regulations.
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PM, and the Scuth Hall Unit Manager on 11/19/13
at 3:25 PM revealed they were aware of the
physician's erder to remove the "pillow splint”
from Resident #1's left femur on an "as needed”
basis. Further interview revealed the "pillow
splint" was removed when it became heavily
soiled and no pressure sores had been observed,
The nurses stated the CNAs had not reparted any
concerns, including pressure areas, related to the
resident's skin condition that had not already
been identified. The interviews revealed staif had
i provided treatment to a scabbed area on

! Resident #1's great toe, and applied medicated
creams to the resident's buttocks after
incontinence care.

LPN #3 stated in interview conducted on 11/18/13
at 4.05 PM that she had performed a head to toe
assessment of Resident #1 on 11/43/13 prior to
the resident's fransfer to the ER on that date
refated to a change in the resident's mentai
status. According to LPN #3, she had not
identified pressure areas to Resident #1's lower
left leg or left heel; however, LPN #3 stated she
had not removed the pillow splint to examine
Resident #1's skin bacause the physician did not
want the splint removed. LPN #3 was not aware
of a blackenad area to Resident #1's left heel or
of the cpen area to the resident's left lower leg.

Intervisw with the orthopedic surgeon on 11/18/13
i at 11:45 AM revealed the surgeon utilized the
“"pitlow splint’ on 10/06/13 related 1o Resident #1's
: diagnosis of Osteoporosis and the brittieness of

' the resident's bones. According to the physician,

| the pillow splint should have been removed to
 check for pressure and should have been
‘ changed when it became soiled.
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$8=G | PERSONS/PER CARE PLAN

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

- This REQUIREMENT is not met as evidenced
. by:

Based on interview, recerd review, and policy
review, it was determined the facility failed o
ensure care was provided in accordance with the
residents Plarnof Carerfor ane {1) of four (4)
sampled residents (Resident #1). The facility
assessed Resident #1 io be at risk for impaired
skin integrity and developed a plan of care to
address and/er implement in an effort to prevent
the development of pressure areas. However, ¢n
: 11713113, the facility transferred Resident #1 to
! the focal Emergency Reom (ER) related to a
change in the resident's mental status and ER
staff noted the resident had a visible area of black
eschar (hardened/dead fissue) to the fefi heel, In
addition, upen removal of a "pillow spfint” that had

F 282
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The Administraior and the Nurse Consultant
acknowledged in an interview conducted on '
11/18/13 at 3:40 PM that the orthopedic surgeon
had requested the "pillow splint” to Resident #1's
left leg to only be removed, as needed, to provide
care. The Nurse Consultant stated nursing staff F282 SERVICES BY QUALIFIED 12{2,”13‘
should have contacted the resident's physician to PERSONS/PER CARE PLAN
clarify the arders related to removing the pillow
; spiint and should have updated the care plan to The facility will ensure the comprehensive
reflect when and how to remove the spiint to care plan is periodically reviewed and
- ensure Resident #1's leg remained stable and the revised by qualified persons.
skin integrity remained intact Residents affected:
F 282 | 483.20(k)(3Xil) SERVICES BY QUALIFIED

Resident #1 was out to hospital, upon refurn
to the facility, resident #1 was immediately
assessed, appropriate intervention put injo
place to address resident care needs and care
plan/SENA care plan updated to reflect
resident on 11/26/13 by nursing staff and
unit manager, 100%6 of residents care plans
wers audited and revised on 11/21/13. Skin
assessments were initiated on 11/15/13 and
completed on 11/18/13 for 100% of all
residents 1o ensure no other resident(s) were
affected by this deficient practice. 100% skin
assessments were completed by nursing
ADM on 11/20/13, All staff was in-serviced
on the facility’s abuse and neglest policy and
procedure by the SDC beginning 11/21/13
and completed on 12/2/13. All Heensed staff
was in-serviced on comprehensive care
planning, revision of care planning, proper
skin assessments with skills check off list
and skin management and prevention of
pressure sores policy and procedures by the
SDC beginning 11/1%/13 and completed on
12/2/13.

FORM GMS-2587(02-92) Previous Versions Obsolele Event [D: HRER11

Facllity 10: 160387 If continuation shaet Page 8 of 19



Jacques Balette



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

PRINTED: 12/18/2813
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
185094

(X2) MULT!PLE CONSTRUCTION (%3 DATE SURVEY
A. BUILDING COMPLETED

C
B VNG 11/19/2013

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE CF PIKEVILLE

ETREET ADDRESS, CITY, STATE, ZIP CODE
260 SOUTH MAYO TRAIL
PHKEVILLE, KY 41501

besn utilized to support the resident's left femur
due fo a recent fracture, ER staff ohserved a 3.5
| centimeter (cm) by 6.5 cm pressure sore o the

| top of the resident's lower leg. Continued review
of the resident's medical record revealed staff
failed to conduct a complete skin assessment of
the resident, to include the resident's left heal and
the skin undemeath the "pillow spiint," and failed
to repert the changes in the resident's skin
integtity to the physician in accordance with the
plan of care.

Fhe findings include:

Review of the facility's policy entitled "Care
Plans-Comprehensive" and dated Gclober 2010,
revealed the Comprehensive Care Plan
incorporated risk factors associated with
identified problems, identified interventions to aid
in the prevention or reduction of declines in the
resident's funciional status and/or functional
levels, and identified the professional services
that were responsible for each element of care.

Continued review of the facilty’s policies revealed
a policy entifled "Splinting” and dated July 2010,
that reveated splinis shouid be removed and the

: resident observed for areas of redness, edema,

! or the development of arty open lesions, and {he

: findings reported to the Charge Nurse and

¢ physician,

" Record review revealed the facility admitted

- Resident #1 on 04/28/13 with diagnoses of
Hypertension, Cardiovascular Accident, Corenary

- Artery Disease, Osteoporesis, Chronic Kidney

- Disease, Diabetes, Severe Aizheimer's Disease,

- Osteparthritis, and History of Sepsis secondary to
right Lower Lobe Pneumoniz, and a history of

X4 1D SUMMARY STATEMENT OF DEFICIENCIES 10 FROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 282 | Continued From page 8 1 Foao Residents potentially affected:

Residents have the potential to be affected
by this deficient practice. Resident #1 was
out to hospital, upon retura to the facility,
resident #1 was immediately assessed,
appropriate intervention put into place to
address resident care needs and care
plan/SRNA care plen updated to reflect
resident on 11/26/13. 100% of residents care
plans were andited and revised on 11/21/13.

- 100% gkin assessments were complated by

nursing ADM on 17/20/13. 100% of all
residents with splints were aundited by
nursing ADM for skin mtegrity on 11/19/13.
100% of all residents were visualized and
andited by nursing ADM to ensure heels and
lower extremities were positioned fo prevent
skin breakdown on 11/19/13. 100% of
resident’s comprehensive care plans were
updated and/or revised in accordance with
the skin assessment audit on 11/21/13. All
staff was in-serviced on the facility’s abuse
and neglect policy and procedure by the
SDC beginning 11/21/13 and completed on
12/2/13. All licensed staff was in-serviced
on comprehensive care planning, revision of
care planning, proper skin assessments with
skills check off list and skin management
and prevention of pressure sores policy and
procedures by the SDC beginning 11/19/13 -
and completed on 12/2/13,

Systemic measures:

190% of residents care plans were audited
and revised on 11/21/13. 100% skin
assessments were completed by nursing
ADM on 11/20/13. 100% of all residents
with splints were audited by nursing ADM
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Vancomycin Resistant Enterococcus. The facility
also assessed the resident to be cognitively
impaired. Review of the facility's plan of care for
Resident #1 dated 10/02/13 revealed due to the
resident’s assessed risk for skin impaiment due
to age and not eating/drinking well, facility staf
was to immediately nolify the nurse of any new
areas of skin breakdown, redness, biisters,
bruises, or discoforations noted during bathing
and/or daily care, complete weekly skin

i assessments, and report changes to the

i physician. In addition, staff was {o assist the

i resident, as needed, o reposition/shiff hissher

: waight to refieve pressure fo utilize "off-loading”

- devices (e.g., heel pads) to the resident's bilateral
. lower extremities to prevent pressure and fo

- ensure proionged skin-to-skin exposure was

- avoided,

Dacumentation in the medical record revealed
when staff provided morning care to Resident #1
on 10/06/13, they obhserved a "deformity” to the
residenfs left feg, and the resident was
transported to the ER for evaluation. Resident #1
was assessed at the ER and diagnosed to have a
fractured left femur. An orthopedic surgeon
diagnosed the fracture and documented the
fracture was "pathogenic in nature, refated to the
diagnosis of Osteoporosis and brittle bones.”
The physician applied a "pillow splint" to the left
leg and the resident was transferred back to the

E facility.

| Continued review of the plan of care revealed

{ facility staff revised Resident #1's plan of care on

- 10/08/13 after hefshe had been assessed in the

i ER and diagnosed with a fracture of the femur to

| include the use of a "piliow splint.™ The staff
identified goals related to the resident's skin

(X4) I SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIGN SHOULD BE COMPLETION
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F 282 | Continued From page 9 Foap|  forskin integrity on 11/19/13. 100% of all

residents were visualized and audited by
nursing ADM to ensure heels and lower
extremities were positioned to prevent skin
breakdown on 11/19/13. 100% of resident’s
comprehensive care plans were updated,
and/or revised in aceordance with the skin
assessment audit on 11/21/13, All staff was
in-serviced on the facility's abuse and
neglect policy and procedure by the SDC
beginning 11/21/13 and completed on
12/2/13. All staff was in-serviced on the
facility’s abuse and neglect policy and
procedure by the SDC beginning 11/21/13
and completed on 12/2/13, Al licensed staff
wag in-serviced on comprehensive care
planning, revision of care planning, proper
skin assessments with skills check off list
and skin management and prevention of
pressure sores policy and procedures by the
SDC beginning 11/19/13 and compleled on
12/2/13. Effective 11/19/13 100% of all skin
assessments will be compicted by two
liensed staff to ensure accuracy. Nutsing ‘
staff will update care plans with any resident |
changes and/or order changes immediately.
Care plans are monitored/reviewed for
accuracy and if any revision/updates are
needed the care plang wiil be updated during
clinical whiteboard meeting by the MDS
coordinator. The MDS coordinator will
review/monitor care plans throughout the
week on all residents with new orders and/or
changes for compliance with needed
interventior updates fo accurately reflect
resident care needs. The ADON/SDC will
audit 10% or resident care plans weekly for
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status based on the physician's ordars to remove
the "piflow splint” only "as necessary,” However,
staff had not identified the conditions and/or
symptoms that would require staff to remove the
resident's "pillow splint" "as necessary” in order to
assess the resident's skin status, and faiied to
update the plan of care to reflect the
requirements identified in the faciiity’s policy
entitled "Splinting.”

Continued review of Resident #1's medical record
revealed on 11/13/13, the facility transferred

: Resident #1 to the ER due to a change inthe
: resident's mental status, Although the Tacility

! failed to doctiment the time of the resident's

transfer to the ER, review of the ambulance
transfer form revealed Resident #1 was
transported to the local Emergency Department
at 12,15 PM on 11/13/13. Review of a skin
assessment performed by facllity siaff on
11/13/13 (no time decumentead) prior to the
resident's transfer to the ER revealed Resident
#1's buttocks were pink, the left leg "pillow splint”
was in use, petechia {red rash) was present fo
the resident's arms and legs, and the resident's
skin was dry. According fo the skin assessment,
there was a dressing noted to the residant's left
grezt toe and scabs were noted to the resident's
left foot. However, review of documentation
obtained from the ER revealed upon Resident
#1's arrival fo the ER on 11/13/13 at 12:36 PM,
the physician removed the “piliow splint” from the

| resident's left leg and ohserved a85cmby 3.5
. o decubitus ulcer on the top of the resident's
- lower leg and a pressure uicer with black eschar

on the left heel. Based on review of the resident's
medical record, faclfity staff failed fo assess the
discolared area to the resident’s heel and the
impaired skin integrity to the top of the resident's

deemed necessary by the QA commiittee.
Effective 11/25/13 unit mangers will audit
32 weekly skin assessments weeldy for 6
weeks and then 8 weekiy skin assessments
for 12 weeks on their perspective units to
ensure licensed staff is accurately
completing weekly skin assessments.
Effective 11/25/13 the ADON will audit 20
weekly skin assessments for 6 weeks and
then 5 weekly skin assessments for 12 weeks
to ensure licensed staff is accurately
completing weekly skin assessments,
Effective 11/25/13 the DON will audit 12
weekly skin assessments weekly for 6 weeks
and the 3 weekly skin assessments for 12
weeks o ensure Heensed staf is accuraigly
completing weekly skin assessments. The
updating and/or revision of care planning
will be completed during the morning white
board moeeting.

Monitoring measures:

Care plans are monitored/reviewed for
accuracy and if any revision/updates are
needed the care plans will be updated during
clinical whiteboard meeting by the MDS
coordinator. The MDS coordinator will
review/monitor care plan throughout the
week on all residents with new orders and/or
changes for compliance with needed
interventions updates te accurately reflect
resident care needs. The ADON/SDC will
audit 10% or resident care plans weekly for

deemed necessary by the QA committee.
Effective 11/25/13 unit mangers will audit
32 weekly skin assessments weekly for 6
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left leg, and failed to report the change in the
rasident's condiiion to the physician as planned in
the resident's plan of care.

Interview conducted on 11/18/13 at 1:55 PM with
Certified Nurse Aide (CNAY#1, 14/18/43 at 2:10
PM with CNA#2, 11/18/13 at 2:15 PM with CNA
#3, 11/18/13 at 3:05 PM with CNA#4, and
11718113 at 2:22 PM with Certified Medication
Alds {CMA) #1 revealsd if the aides identified any

; problems related to the skin condition of any
- resident, or if a resident's dressing became
: soited, they notified the nurse immediately.

Accerding to the aides, they were not parmitied to
remove the "pillow splint" from Resident #1's left
leg and stated the nurses were responsibie for
dressing changes. The aides said after the
"pillow splint" was in place for Resident #1 they
had not noticed any pressure sores when they
provided incontinence care of bathed the
resident. The =ides said when the pillow splint
became heavily soiled the nurses would change
the splint. The aides also stated that Resident #1
ware heel protectors to relieve pressure from the
heels, and the protectors were removed to

| provide bathing/showers. According to the aides,
" they had not observed pressure sores to
i Resident #1's heels,

interview with Licensed Pracfical Nurse (ILPN} #1
an 11/18/13 at 2:44 PM, LPN #2 on 11/18/13 at
2:55 PM, LPN #3 on 11/18/13 at 4:05 PV,
Registerad Nurse (RN) #1 on 11/18/13 at 5:00
PM, RN #2 on 11/19/13 at §:55 AM, LPN #4 an
11/19/13 at 9:35 AM, LPN #5 on 11/19/13 at 3:10
PM, and the Scuth Hall Unit Manager on 11/18/13
at 3:25 PM revealed if the CNAs observed any
skin problems when they provided care to
residents, they were to report the problems

for 12 weeks on their perspective units to
cnsure licensed staff is accurately
completing weekly skin assessments.
Effective 11/25/13 the ADON will audit 20
weekly skin assessments for 6 weeks and

then 5 weekly skin assessments for 12 weeks |

to ensure licensed staff is accurately
completing weekly skin assessments,
Effective 11/25/13 the DON will audit 12
weekly skin assessments weekly for 6 weeks
and the 3 weekly skin assessments for 12
weeks to ensure lieensed staff is acourately
compleling weekly skin assessments. The
updating and/or revision of care planning
will be completed during the morning white
board meeting.

Findings from audits will be reviewed at the
monthly QA meeting for three months to
ensure compliance with state, federal and
company policy, rules and regulations.
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immediately fo the nurse. The interviews
reveated the nurse aides had not notified the
nurses of any concerns reiated to Resident #1's
skin condition. Continued interviews with the
nurses revealed nursing staff was reguired to

: conduct resident skin assessments on a weekly
! basis and they had not observed any concerns
‘ with Resident #1's skin condition when they had
: assessad the resident during the weekly skin

assessments. However, the nurses stated they
only removed the resident's spiint when it became
heavily soiled because the resident's physician
only wanied the "pillow splint” io be removed
when necessary. LPN #3 stated she performed a
"head to toe" assessment of Resident #1 on
11/13/13, prior to the resident's transfer fo the ER,
and observed the resident's buttock was pink, the
left ieg "pillow splint’ was in use, pefechia was
present to the resident’s arms and legs, and the
resident's skin was dry. In addition, LPN #3
stated Resident#1 had a dressing to the left
great toe and scabs werg noted to the resident's
left foot. However, LPN #3 stated she did not
remove the pilfow splint to examine Resident #1's
skin pricr to the resident's fransfer to the ER
becauss the physician had not wanied the splint
removed. Interview with LPN #5 revealed splints

" and heel booties wars routinely removed to
! perform skin assessments; however, the | PN
- stated the physician only wanted the splini to

" Resident #1's leg to be removed when necessary.

Interview with the Administrator and the Nurse
Consultant on 11/19/13 at 3:40 PM revealed staff
was to foliow each resident's plan of care when
they provided care, According to interviews, staff
that performed/assisted residents with the
activities of daily living (bathing, incontinence
care) was o assess each resident's skin

i
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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 clinical condition demonstrates that

- they ware unavoidabile; and a resident having

! pressure sores receives necessary freatment and
| services to promoete healing, prevent infection and

prevent new sores from developing.

This REQUIREMENT is not met as evidenced

by

Based on observation, interview, record review,
and review of facility policy itwas defermined the
facility failed to ensure one (1) of four (4) sampled
residents (Resident #1) who entered the facility

" without pressure sores did not devetop prassure
' sores. Documentation revealed Resident #1
: returned from an Emergency Room visit on

44 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTICH )
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DEFICIENGY) :
F 282 | Continued From page 13 F 282
condition and report any abnormal findings to the
nurses. The interviews also revealed as directed
in the plan of care, nurses were to assess
residents, document their findings, and notify the :
! physician for orders if there were any concerns
 identified. The Nurse Consultant said
adminisirative staff was {o monitor CNAs and F314d TREATMENT/SERVICES TG
 nurses o see that plans of care were followed PREVENT/HEAL PRESSURE 1R H13
| and any problems identified were addressed SORES
Immediately. The Administraior and the Nurse :
Consultant did not know why the black eschar The facility will ensure residents who enter -
observed on Resident #1's left heel and the open the facility without pressure sores does not
area on the residents left leg wera not reporied develcp pressure sores unlese individuals ;
by the CNAs or assessed/documented by the conditions demonstrates that they wers
nurses, unavoidable and that a resident having
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 pressure sores receives necgssa.ty treatment
$$=G | PREVENT/HEAL PRESSURE SORES and services to promote healing and prevent

new pressure sores from developing.
Residents affected:

Resident number 1 was assessed and the care
plan was revised on 11/26/13 to reflect the
resident’s care needs. Skin assessments were
initiated on 11/15/13 and completed on
11/18/13for 100% of all residents to ensure
no other resident(s} were affected by thig
deficient practice. 100% skin assessments
were completed by nursing ADM on
11720/13, All staff was in-serviced on the
facility’s abuse and neglect policy and
procedure by the SDC beginning 11/21/13
and compieted on 12/2/13, All ficensed staff
was in-serviced on cornprehensive care
plagning, revision of care planning, proper

skin assessments with skills check off st
ang gkin management and prevention of
pressure sores policy and procedures by the
SDC beginning 11/19/13 and completed on

FORM CMS-2667(02-93) Previous Versions Obsoleta

Event ID: HRSB11

Facility IT: 100367 If continuation sheet Paga 14 of 18



Jacques Balette



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICA|D SERVICES

PRINTED: 12M19/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X4 PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: A BURLDING COMPLETED
185094 B. WING 11/19/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SIGNATURE HEALTHC 6] VILLE 250 SOUTH MAYQ TRAIL
ARE OF PIKE
FIKEVILLE, KY 41501
08 D SUMIMARY STATEMENT OF DEFICIENGIES ) : PROVIDER'S PLAN OF CORRECTION x5
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {(EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG | REGLULATCRY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY}
- F314 Contirued From page 14 F314| 12/2/13.
- 10/06/13 afier hefshe was diagnosed with a Residents potentially affected:

_fractured left farmur, At the time of Resident #1's
- return to the faclility on 10/06/13, facility staff
. documented the resident's skin was intact with no

| open areas, and assessed the resident 1o have a

discoloratian to the left side of the left knee,
reddened areas fo the buttocks, and multiple red
ansas to the right thigh. The resident was also
noted to have a "pillow splint" in place 1o the left
leg. Review of Resident #1's medical record
revealed facility staff conducted skin
assessments on 10/08/13, 10/08/13, 101013,
10117113, 10/24/13, 10/31/13, 11/0513, 1116713,
and 11/13/13 and noted the resident's skin was
intact. On 14/13/13, the facility transferred
Resident#1 fo the Emergency Room (ER) due to
a change in the resident's mental status. Upon
Resident #1's arrival to the ER on 11/13/13, the
ER physician removed the "pillow splint” from the
resident’s left leg and observed a 3.5 centimeter
{cm) by 6.5 cm decubitus ulcer to the top of the
left fower leg and purulent drainage on the "pillow
splint.” In addition, the ER physician documented
Resident #1 had a pressure area io the left heel
that had biack eschar (dead tissue).

The findings include:

Review of the facility's policy entitled "Prevention
of Pressure Ulcers" and dated October 2013,
revealed staff shoukd make every attempt {o
"float" heels (keep hesls from direct contact with
the bed) when residents were in bed to avoid
pressure, According to the policy, sfaff was to
place a pillow from the resident's knee to the
ankle or to use other devices as recommended
by clinical staff or the physician.

Review of the facility's policy entitled "Splinting”

Residents have the potential to be affected
by this deficient practice. All stafl was in-
serviced on the facility’s abuse and neglect
policy and procadure by the SDC beginning
11/21/13 and completed on 1272/13. All
licensed staff was in-serviced on
comprehiensive care planning, revision of
care planning, proper skin assessments with
skills check off list and skin management
and prevention of prassure sores policy and
procedures by the SDC beginning 11/19/13
and completed on 12/2/13, 100% skin
assessments were completed by nursing
ADM on 11/20/13. 100% of all residents
with splints were audited by nursing ADM
for skin integrity on 11/19/13, 100% of all
residents were visualized and audited by
nursing ADM to ensure heels and lower
extremities were positioned to prevent skin
breakdown ot 11/19%/13, [90% of resident’s
comprehensive care pians were updated
and/or revised in accordance with the skin
assessment audit on 11/22/13,

Systemic measures:

All staff was in-serviced on the facility’s
abuse and neglect pelicy and procedure by
the SDC begirning 11/21/13 and completed
on 12/2/13. All ticensed staff was in-
seiviced on comprehensive care planning,
revision of care planning, proper skin
assessments with skills check off [ist and
skin management and prevention of pressure
sares policy and procedures by the SDC
begianing 11/19/13 and completed on
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and dated July 2010, revealed splints should be
removed and the resident ohserved for areas of
redress, edema, or the development of any open
lesions and the findings reported to a Charge
Nurse and physician.

Based on documentation in the medical record,
the facility admitted Resident #1 on 04/28/12 with
diagnoses that included Hypertension, |
Cardiovascular Accident, Coronary Arery

* Disease, Osteoporosis, Chronic Kidney Disease,

Diabetes, Severe Alzheimer's Disease,

' Osteoarthritis, History of Sepsis secondary to

Right Lower Lobe Pneumonia, and a history of
Vangomycin Resistant Enterococcus. According
to documentation on the Minimum Data Set
(MDS) assessment, Resident #1 "rarely/naver
understood” and as a result, a Brief Interview for
Mentai Status (BIMS) assessment was not
conducted. However, facility staff documented on
the M3 that Resident #1's cognition was
“severely impaired.” Continued review of
Resident #1's medical record revealed on
10/06/13, facility staff transfetred the resident fo
the ER due to a deformity of the left leg.
Resident #1 was diagnased with a "pathological”
fracture of the left femur related to Osteoporosis

" (a disease in which bones become fragile and
. more likely to fracture). Documentation in the ER
record revealed the ER staff applied a "pillow

splint" to the resident's leff femur in an effort to
stabilize the resident's leg due io the fracture and
transferred the resident back to the facility.

Interview with the orthopedic surgeon on #1/19/13
at 11:45 AM revealed he had assessed Resident
#1 when hefshe had presented {o the ER on
10/06/13 and datermined the resident had a
fractured femur. According to the orthopedic

completed by nursing ADM ‘on 11/20/13.
100% of all residents with splints were
audited by nursing ADM for skin integrity
on 11/19/13. 100% of all residents were
visualized and audited by nursing ADM to
ensure heels and lower extremities were
positioned to prevent skin breakdown en
11/19/13. 100% of resident’s
comprehensive care plans were updated
and/or revised in accordence with the skin
assessment audit on 11/22/13. Effective
11/19/13 100% of all skin assessments will
be complsted by two feensed stalf to ensure
accuracy. Effective 11/25/13 unit mangers
will audit 32 weekly skin assessments
weeldy for 6 weeks and then 8 weekly skin
assessments for 12 weeks on their
perspective units to ensure licensed staff is
accurately completing weekly skin
agsessiments. Effective 11/25/13 the ADON
will audit 20 weekly skin assessments for 6
weeks and then 5 weekly skin assessments
for 12 weeks to ensure Hoensed staff is
accurately completing weekly skin
assessments. Effective 11/25/13 the DON
will audit 12 weekly skin assessments
weekly for 6 weeks and the 3 weelly skin
assessments for 12 weeks to ensure licensed
staff is accurately completing weekly skin
assessments, The updating and/or revision of
i care planring will be completed during the

* morning white board meeting,

Monitoring measures:

Effective 11/25/13 unit mangers will andit
32 weekly skin asscssments weeldy for 6
weeks and then 8 weekly skin assessments
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surgeon, due to the resident's diagnosis of
Ostaoperosis and the "brittleness” of the
resident's bones, a "pillow splint" was applied to
Resident #1's left thigh for stabilization. The
surgeon also stated facility staff should have
removed the "pillow splint” to assess Rasident #1
for prassure, and changed the spiint when it

- became sciled.

- Upon Resident #1's return fo the facility from the -
i ER on 10/06/13, facility staff assessed the

resident to have "discoloration” to the left side of
the left knee, reddened areas to the buttocks, and
multiple red areas ta the right thigh. In addition,
on 10/08/13, 10/09/13, 10/10/13, 1017713,
10/24113, 18/31/13, 11/05/13, 11/G7/13, and
11/13/13 facility staff documented that skin
assessments revealed there were no open areas
to Resident #1's skin.

On 11/13/13 at 12:15 PM facility staff transferred
Resident #1 to the ER due to & change in mental
status. Documentation in Resident #1's ER

record revealed the resident arrived o the ER on

1111313 at 12:34 PM. Based on documentation,
“when the ER physician removed the piliow splint
! from Resident #1's left leg, he observed a 3.5 om

by 6.5 cm decubitus ulcer to the resident's left
lower leg and a prassure area with black eschar
on the resident's laft heel,

Observation of Resident #1 was conducted at the
haspital on 11/19/13 at 12:30 PM, and an
interview was attempted; however, due 1o the
rasident's impaired cognition the interview was
not successful. A skin observation of Resident #1
was conducted on 11419713 at 12:30 PM with a
nurse at the hospital and, after the nurse

: removed the gauze dressing from the top of

_then 5 weekly skin assessments for 12 weeks

STATEMENT OF DEFICIENGIES {x1) PROVIDER/SUPPLIER/CLIA (%X2) MULTIPLE CONSTRUCTION £X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: GOMPLETED
A, BUILDING
C
185094 B.VaNG 11/19/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
BIGNATURE HEALTHCARE OF PIKEVIL Z60 SOUTH JAYQ TRATL
IKEVILLE
PIKEVILLE, KY 41501
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION (X5}
PREFTX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE cOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 314 | Continued From page 16 F 314 for 12 weeks on their perspective uniis to

ensure licensed staff is accurately
completing weekly skin assessmems.
Effective 11/25/13 the ADON will andit 29
weekly skin assessments for 6 weeks and

to ensure licensed staff is accurately
completing weekly skin assessments.
Effective 11/25/13 the DON will audit 12
weekly skin assessments weekly for 6 weeks
and the 3 weekly skin assessments for 12
weeks o ensure licensed staff is accuratety
completing weekly skin assessments. The
updating and/or revision of care planning
will be completed during the moming white
board meeting.

Findings trom audits will be reviewed at the
monthly QA meeting for three months to
ensure compliance with state, federal and
company policy, rules and regulations,
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| Resident #1's left leg, an area was observed on

| the resident's left lower leg that was open and

" had yeliow drainage. According to the nurse, the

" area measured 3.5 cm by 6.5 cm in diameter. In

; addition, continued observations revealed an area

on the resident's left heel that was black and

I unstageable.

According fo interviews conducted with Cerified

Nurse Aide (CNAY #1 on 11/18/13 at 1:55 PM,

CNA#2 on 11/18/13 at 2:10 PM, CNA #3 on

1171813 at 2:15 PM, CNA#4 on 11/18/13 at 3:05

PM, and Certified Medication Aide (CMA) #1 on

11/18/13 af 2:22 PM, they had provided direct

care fo Resident #1 after his/her retumn from the

hospital on 10/06/13. Theaides stated they-had

- net been directed to remove the resident's splint

" and had left the splint intact. The aides said if the
splint became soiled they nofified the nurse in

i charge, and the nurses chznged the spiint

According to interviews with the aides, they did

not observe Resident #1 to have any pressure

sores prior to the resident's transfer to the ER on

11/13/13. The aides stated if they cbhserved a

pressure area they woukd have reparted the

change in the resident's condition to the nurse.

Interviews with nursing staff, Licensed Practical
Nurse {LPN) #1 on 11/18/13 at 2:44 PM, LPN #2
on 11/18/13 &t 2:55 PM, LPN #3 on 11/18/13 at
4:05 PM, Registered Nurse (RN) #1 on 11/18/13
at 5:00 PM, RN #2 on 11/16/13 &t 8:55 AM, LPN
#4 on 11/19/13 at 8:35 AM, LPN #5 on 11/19/13
at 3:10 PM, and the South Hall Unit Manager on
i 11119113 at 3:25 PM, revealed they were only 1o
: remeve Resident #1°s "pillow splint” as
"necessary,” Based on the interviews, the
: CNAs/CMAs were to report any concerns refated
' to any resident fo the nurses and stated they had
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not reported any concerns related to Resident
#1's condition or "pitlow splint" to them.

I According to interview, the nurses had conducted
| skin assessments on a weeldy basis of all

i residents, The interviews revealed they had not

: ohserved any concaims related o Resident #1's

skin integrity; however, with the exception of LPN
#5, they had not remeved the splints and heel
pretectors to perform skin assessments.

LPN #3 stated in an interview conducted on
11/18/13 at 4;05 PM that she had performed a
head to toe assessment of Residerit #1 prior to
the resident's transfer to the ER on 19/13/13.
LPN #3 stated she was not aware of a blackenied

: area to Resident #1's left heel. in addition, the

; LPN stated she had not removed Resident #3's

i "pillow splint” because the physician did not want
: the splint removed.

The Administrator and the Nurse Consuitant
stated in interview canducted on 11/19/13 at 3:40
PM that all splints, assistive devices, and
preasure prevention devices should be removed
prior to skin assessments unless thers were
physician's orders not to remove them.
According to the Administrator, the physician had
requesied for the "pillow splint" to Resident #1's
left leg fo only be removed "if necessary”® to

- provide care. TherAdministratorand the Nurse

. Consuliant stated they did not know if facility staff

- had removed the "pillow splint” from Resident
#1's left leg or why staff failed to identify the

pressure areas to Resident #1's left lower leg and
the left heel.
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