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{F 000} | INITIAL COMMENTS {F 000}

Based on implementation of the acceptable
POC, the facility was deemed to be in
compliance, 12/29/13 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficlency which the institution may be excused from correcting providing it is determined that
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F 000 | INITIAL COMMENTS £ 000
An abbrevialed survey investigating #KY21070
was conducted on 12/16/13 through12/17/13 to
determine the facilily's compliance with Federal
requirements. #KY21070 was unsubstantiated
with an unrelated deciciency cited.
F.226 483‘13(0) DEVELOP/IMPLMENT F 226 Hermitage Care and Rehab Center does not bejieve and
58=D | ABUSE/NEGLECT, ETC POLICIES does not admit that any deficiencies existed, before,
A d.uring or after the survey. The Facility resérves the
The facility must develop and implement written ;'ﬂ‘m': gg:ﬁii‘o;he ESU'::I)'aﬁ"dirgsro‘scfg;ﬁ]hgi"fOV"‘ﬂl
, forn ppeal p or any
pqlicles and procedures that prohibit administrative or legal proceedings. This|plan of
mistreatment, neglect, and abuse of residents correction is not meant to establish any stahdard of
and misappropriation of resldent propertly, care, contract obligation or position and the: Facility
reserves all rights to raise all possible contenlions and
defenses in any type of civil or criminal clai, action
or proceeding. Nothing contained in this| plan of
. comrection should be considered as a waivey of any
This REQUIREMENT is not met as svidenced potentially applicable Peer Review, Quality Absurance
by' or self critical examination privilege which th§ Facility
A y . . does not waive and reserves the right to assert in any |
Based on 'obse(vallon, Interview, rec?rd reviaw, administrative, civil or criminal claim, action or
and fac}“tys policy f‘nd p.rocedure review it was procecding.  The Facilily offers it response; credible
determined the facllity falled to report and allegations or compliance and plan of correction as part
investigate the cause of an injury of unknown of its ongoing efforts to provide quality of care to
origin for one (1) of three (3) sampled residents residents.
(Resident #2). The facility identified a brulse to
Resident #2's left og.lter elhow dunng_ a skin . Resident #2 was assessed by Director
assessment and failed to report the injury of of Nursing and Assistant Directdr of
unknown origin or investigate to determine the Nursing on 12/17/13 and was nofed to
cause., ’ have discoloration to left outer elbow.
o . No other residents were affected by the
The findings include: alleged deficient practice. P
) . . . 2. All other resident’s skin was assessed
Review of the facilily's po"l;cy and prqcedure titled, by Director of Nursing, }\'?Sismm
# INCIDENT REPORTING", dated 12/2010, Directors of Nursing and Restorative
revealed "An incldent report to be completed for Nurse Manager on ]2!17/73 and
falls, bruises, 'ar}'d skin tears of known or 12/18/13 to ensure no other residents
unknown origin. were affected by the alleged déficient
. , . practice. Resident’s were interviewed
Record review revealed the facility admitted by Director of Nursing, Assistaijt
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
TY0 D AfriinheeYor 12912014
7 : . i iding ined that
Any deficlency statement ending "haaib asterlsk (*) denotes a deficlency which the Instilution may be excused frorr] correcting providing it Is delerm
olhixr saregua¥ds provide sufficiont protaction to the patients. (See inslructions.) Excepl for nursing homes, the findings slated above are disclosable 90 days
following the date of survey vhether or not a plan of correclion’is provided. For nursing homes, the above findings and plans cf correclion are dlsclosable 14
days following the date thess documents are made available to the facility. If deficiencies ara ciled, an approved plan of correclion is requisite lo conlinued
program pardicipalion.
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Director of Nursing and Social Sefvices
F 226 Continued From page 1 F226]  Director on 12/17/13 and 12/18/13

Resident #2 on 07/31/12 with diagnoses which
inciuded Venous Stasis Ulcers {legs),
Hypertenslon, Osteoarthritis, Dementia, Adult
Failure to Thrive, and Anemia.

Observaticn of the resident, on 12/7/13 at 8:45
AM, revealed a frail lady sitting In the dining room
eating breakfast, He/She would only answer "yes"
to a question related to breakfasl, Additionally, at
14:15 AM, an observation of a head to toe skin
assessment was completed and there was a
bruise of unknown origin identified by the nurse
completing the assessment. Resldent #2 was
unable fo voice how the bruise occurred.

Review of the Certified Nursing Assistant (CNA)

-SKin Alert Sheet, datad 12/16/13 on 7A-7P shit

revealed an old bruise was documented 1o the left
etbow area. )
interview with CNA 1, on 12/17/13 at 3:30 PM,
ravealed he had identified the bruise on Residen?
#1's left elbow and wrole It on the GNA care
tracker form (body audit sheet), Additionally, he
stated he informed the charge nurse of the brulse
after he finished showering the resident.

Interview with Licensed Practical Nurse (LPN) #1,
on 12117113 at 3:42 PM, revealed CNA#1 had
informed her of the brulse but had marked it as
an old bruise, She slated she assessed the
brulse and thought it was a bruise that had
already been identified. Additional interview
revealed even though she assumed the bruise
was old she should have started an Investigation
becauss the resident was nof able {o report how
the bruise occurred. ‘

Interview with the Diractor of Nursing (DON), on

regarding abuse and neglect including-
the care they receive from facility staff
with no negative findings.
Staff was in-serviced during the|week
of 12/17/13 by Staff Development
Coordinalor on  facility inkident
reporting policy to include imimediate
assesstment  of  resident | upon
identification of change in condition in
tesident’s skin. State Registered Nurse
Aides were in-serviced that in addition
to written documentation of new skin
areas, mus! also verbally commynicate
information to the Charge Nurse.
Licensed Nursing Staff were  in-
serviced to review daily thej State
Registered Nurse Alides Care[ Alert
Sheets to ensure all new identified areas
have been reported to the Charge
Nurse. Charge Nurses were aiso in-
serviced to  immediately ! begin
investigation as i relates to neW skin
areas identified through the written
documentation on the State Registered
Nurse Aide Care Alert Sheet andl those
verbally communicated from th;e: State
Registered Nurse Aides to the Charge
Nurse, Director of Nursing met xllrith the
Charge Nuwrse of Resident ’#2 on
12/17/13 to re-educate on abovgf stated
policies. A written consultatidn was
issued on failure to follow policy to the
Charge Nurse responsible. i

Assistant Directors of Nursinjv',‘ Staff

Development Coordinator, Admission
Nurse, Medical Records irector,
Medical Records  Assistant! and
Restorative Nurse Manager wil] review
skin assessments weekly to ensure all
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F 228 | Conlinued From page 2 F 298 altered  skin infegrity  have 1been .
1217113 at 3:25 PM, revealed she Interviewed documented, investigated and § root

Resident #2 concerning the brulse and was told
by the resident it probably occurred from bumping
his/her arm on the bed. Additionally she revealed
LPN #1 should have started an investigation,
made the approprlate notifications, and put
intérventions in place to prevent further injury.

Interview with the Administrator, on 12/17113 at
4:41 P\, revealed he expected the charge nurse
on duty to start an investigation immediately and
make appropriate notifications as well,

" for recotnmendations and follow uia

cause analysis identificd, Assistans
Directors of MNursing,  IStaff
Development Coordinator, Admission
Nurse, Medical Records Dircctor,
Medical Records  Assistant % and
Restorative Nurse Manager wiil report
findings to Director of Nursing weekly
for proper follow up. Director of
Nursing will review skin asws{ment
findings and issue educational refj?nals
to Staff Development Coordinaidr for
133 education with nurses identified as
needing “investigation and root ;E':ause
analysis” educational needs. Diéector
of Nursing will report findings manthly
to Quality Assurance team for 3 m,%nths

Corrective Action Date: 12/29/20(3 i -'zq\ b
]
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