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‘ _ DEFICIENCY)
. Hermitage Care and Rehab Center docs not believe
F 000! INITIAL COMMENTS F 0op{and does not admit thet =ny deficlencies existed,
) before, during or after the survey. The Facility
reserves the right to contest the survey findings
An annual recertification survey and an through lnformal dispute resotution, formal appoal
abbreviatad survay ( KY #18193) was conducted Pfgxg;:gs '1?1: alny fadmm-i_tmti}fe tor Iig:l
on 04/18/12 through 04/20/12, and a Lile Safety proceedings. ‘This plan of comection is not meaat fo
i establish any standard of care, contract obligation or
Code survey wag co?ducted on 04/18/12 to position and the Pacility reserves all rights to raise all
determine the facility's compllance with Federal possible contentions and defenses in any type of civil’
requirements. The facliify was notIn compliance .for criminal claim, action or procesding. Nothing
with Federal regutations with deficlencies cited al contaiged in this plan of correction should be
the highest S/S of an "H." An extended survey considered as @ waiver of any potentially spplicabls
was conducted on 04/20/12, Substandard Quality f:“m;in“:g;:‘"i)ri&‘l‘:;‘:’wgf:;';l“:eF:c’“i:;‘fig‘ﬁ
gggagrsegai'lder}lgad o?:gg?)m}?(;i:eﬁggﬂ waiv‘e‘ and regerves the fight o asserl i_n any
b;;t.emliel:ti|cltyw?th'daergc([enc‘,iesr cited e admlmgmm?fnm;“ fr crtl’lf]eﬂmi o am: b(l’r
sy . proceeding. The Facility offers it responss, credible
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 |allegations or compliance and plan of comection a3
55=p | PROFESSIONAL STANDARDS $$d2ﬁ23 ongoing etforg to provide quality of care to
The services provided or arranged by the facllity
must meet professional standards of quality. .
1. Resident #18 that was affected by the
alleged deficient practice was
wls REQUIREMENT Is not met as evidenced discharged from the facility ou 4/2/12.
Based on inlerview, recard review, and review of 2 ‘:“ ) ‘ftheru. resﬁde“t’; Is"lfled‘catw‘;
the facllity's policy/procadure, it was detsrmined d‘d’."m?"a on Records Sheet an
{ha faciiity failed to ensure services provided met medications were checked by the
professional slandards of quality refated to Administrative Nurses on 04/23/2012
administration of medicalions per the physician's to ensure no other residents were
order for ona resldent (#18), In the selected affected by the alleged deficient
sample of eighteen residents, practice. Medication Administration-
Records were audited to ensure pain
Findings include: medications were administered to
include control substance. No other
| Areview of the facilily's policy/procedure, deficient practice was identified
"Physician Visits and Medlcai Orders," effectiva
Decomber 2010, revaaied members of the
interdisclplinary leam were to provide care,
services, and lreatment according {o lhe most
recent medical orders and according o laws,
LABORATORY DIRECTOR'S OR PRAVIDER/SUPPUER REPRESENTATIVE S SIGNATURE L TITLE (X8) DATE
¥
Vs AN Admnw"-vn"‘b?‘ ‘;17"} Il.’o.’-

{ an astarisk {*) donolee 4 daflclancy which tha tnstilution may be excusad from correcling providing i ls datarmined that

lactlon lo the palients. (See Instrucilona,) Except for nursing homas, tha findings slatad above ara disctosable 90 days

n of cosreciion ls provided. For nursing homesy, the above findings and plans of correcilon are disclosable 14
d ptan of coiraction ig requisite lo contlnued

Any daficlency slalement onding wi
olhar salaguards provide aufficient pro
followlng the date of survey whather or not'a pla
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reguiations, and slandards of praclice.

Arecord review revealad the facility admitted
Resident #18 on 03/29/12 with diagnoses to
include Chronle Obstructive Pulmonary Disease
(COPD), Rheumatoid Arthritis (RA), Lupus,
Depresslon, Hypertension (HTN), and Left Total
Knae Revision. A review of the Nursing
Admission Information, dated 03/26/12, revealed
the facllity identified the resident as alart and
orlented. . :

Areview of the physician's admisslon orders,
dated 03/20/12, revesled "Prednisone &
milllgrams (mg) twice dally far COPD, Neurontin
300 mg twice dally for Rheumateld Arthrllis and
Lupus, Ferrous Sulfate 326 mg twlce daily for 30
days, Plavix 75 mg dally due to Left Total Knee
Revlsion, Atenolol 50 mg dally for HTN, '
Furosemide 40 mg dally, and Zoloft 60 mg daily
for Depression, ,

Areview of the Medlcation Administration Record
(MAR), dated 03/12, revesled the foliowing
medicafions were inltialed and circled (as not
adminlatered) or not Initialed as given, on
03/29/12: Prednisone & (mg), Neurontin 300 mg,
and Ferrous Sulfate 326 mg. The following
medicatlons were Inltialed and circled (as not
administered) or not Initialed as given, on
03/30/12: Alenolol 60 mg, Furosemlde 40 mg,
Foerrous Sulfale 326 mg, Piavix 76 mg. Neurontin
300 mg, and Zoloft 50 mg. ‘

Areview of the medication list from the facllity's
emergency kil, undated, revealed ali the sbove
listed medicalions were avallabte in the facilily,

{X4) ID
P'RE)FIX {EACH DEFICIENCY MUST OE PRECEDED 8Y FULL PREFI (EAGH CORREGTIVE ACT/ON SHOULD BE
TAQ . REGULATORY OR LYG IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THE APPROPRIATE DATE
: DEFIGIENCY)
, Director of Nursing - and the Staff
F 281 | Continued From page 1 F 281 Development Director will in-service

on 05/11/2012 licensed nursing staff
and Certified Medication Technicians
on all new residents or new medication
orders. The in-service will include
policy and procedure for medicution
administration, ordering and
reordering  medications  including
narcotics, pain management, use of
emergency drug kit and notifying
Director of Nursing when medications
are - unavailable, obtaining all
medications available through the
Emergency Drug Kit for new residents
or new medication orders, a list of all
Bmergency Drug Kit medications will
be posted at each nursing station and
each Medication Administration
Record book, 5 rights of medication
administration, 24 hour review of all
new orders to be conducted by evening
nurses (7p-7a shift), and procedure for
immediate notification of backup
pharmacy if medications are not
available in the Emergency Drug Kit,
and ordering medications to ensure
timely  administration.  Pharmacy
Consultant to provide in-service on
process of securing wmedications,
ordering medications and
administcation,  Licensed  Nursing
Administrative team will be assigned a
specific hall to review daily x 72
hows, Medication Administration
Records for missed medication dose
for new admissions or residents with
new medication orders.
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: This will ensure medications are given
F 281 | Conlinued From page 2 F 281 as ordered. Director of Nursing will
An Interview with Licensad Practical Nurse (LPN) audit monthly 10% of new medication
#4, on 04/20/12 at 1:10 PM, revealed she passed orders to enswre resident medications
medications the night of 03/29/12. She revealed are ordered, available, administered
there was no Ferrous Sulfate In the smergency and offective. The Director of Nursing
kit. She further revealed she should have given will review menthly the Emergency
the other medication from the emergency KiL. Drug Kit forms to ensure Emergency
An interview with Registered Nurse (RN) #1, on B{“’fm ﬁ}c‘:ﬁzi?gtgzil‘iig P;glt"’:glf;r
04120112 al 9:30 AM, revsaled she passed Solivered and Lable £ thy
medicalions on the morning of 03/30/12, She e ,‘;"‘re and/or not dﬂ‘““ able for the
revealed some of the resident's madications were Tesidents as prescribed. ,
not recelved from pharmacy, &0 they were The Nursing Administrative team will
"initfaled and circlad" on the MAR to indicale the report findings to Director of Nursing
resident did nol raceive them. She revealed she in the daily clinical meeting to ensure
should have golten the resldent's medications proper follow up. Any deficient
from the emergency kit practice identified will be reported to
_ the administrator immediately by the
An Interview with the Pharmacy Director, on Director of Nursing.  Further
04/20/42 al 3;00 PM, revealsd the emergency Kit investigation will be completed by the
was replaced thrae times a week. Director of Nursing and Administrator
with riate action go8s3ary.
An interview with the Diractor of Nursing (DON), Doty of N m‘i’ng B
. P
on 04/20112 at 4:15 PM, revealed the slaff were . _ :

‘ : . findings to the - monthly Quality
expected lo use the emergency kit if a resident's Assurance C ttes for 3 ths for
medIoations were not avallable, W nee °m§“ ot m‘”; ihe

F 282 | 483.20(k)(3)(il) SERVIGES BY QUALIFIED m“'}} oring and follow _tt‘;P ’:, h
§5=H | PERSONS/PER CARE PLAN quality assurance commitiee ano tng
Medical Director. _ l
The services provided or arranged by the facility Corrective Action Date: 06/01/12 [ he
must be provided by qualified persons in . '
accordance wilh each resident's written plan of £ LB
care. :
This REQUIREMENT Is not met as evidenced
by: .

8ased on observation, Interview and record

review, Il was determined the facllity falled to
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| assessed the resident at high risk for falls and

provide care according to the wrilten plan of cara
for two resldents (#1 and #4 }, in the sefacted
sample of 18 residents. The facliity failed lo
provide adequate supervision to Resldent #4 as
directed on the Comprehensiva Care Plan to
preven! repeated falls, On 01/27/12, Resldent #4
was admilled to the facllity with a history of falls al
home. The Plans of Care for Januaty, March,
and April ldentified falls on 01/31/12, 03/18/12,
04/16/12, and 04/17/12, with the initlated
intervantions related to alarms and observations
of the resident, On 03/30/12, Resident #4
sustalned a hip fracture which requiréd surgical
Intarvention as a reault of a fall whare the resident
was left unatiended In his/her room; On 04/08/12,
Resident #4 was readmitled to the facllity and
detarmined at high rlsk for falls. Resldent #4
suffered additional unobsarvad-falls on 04/16/12
and on 04/17/12 where staff conlinued to nat
follow (he care leaving the resldent unaltended
while up in the wheelchalr In the resldenta room.
The facliity falled to implament care plan
interventiong for Residant #1 to prevent accidents
and/or injury for the resident. The facllity

developed care plan Intarventions to address lhe
clsk for falls; however, the facility failed to foflow
tha planned Interventions and provids the
assistive devices deemed appropriate to prevent
accldents and/or Injuries to Residsnl #1.
Findings Include:

An Inlerview with the Director of Nursing (DON),
on 04/20/12 at 4:00 PM, revealed the facliily did
not have a policy and procedure that speclfically
addressed the Implemantation of the care plan.

1:1 supervision on 04/20/12 by the
Administrator and Director of Nursing.
Resident #1 was reassessed by the unit
Assistant Director of Nursing for need for
alarms and alarms were discontinued on
04/21/12. Presswre bed alarm and the
personal alanm  were  discontinued
04/24/12.

2. Résidents who have experienced a fall
within the last 30 days had a complete
chart review by the licensed nursing
administrative team on 4/22/12 to ensure

i appropriate interventions were in place.
On 04/22/12 all residents were reassessed
and new fall risk assessments were
documented and care plan audits for
residents at risk for falls was completed by
licenses nursing administrative team,

3. Director of Numsing and Staff
Dovolopment Coordinator  in-serviced
liconsed nursing staff April 27", 2012 on
root cause analysis, appropriate fall
interventions, change of condition,
physiojan/responsible party notificarion,
falling star program, recognizing when to
discontinue an ineffective current fall
interventjon that is not working and/or
agitating the resident, care plan updating,
incident & accident reporting, obtaining
witness staternents, survey and/or recreate

(X4} ID - SUMNARY STATEMENT OF DEFICIENCIER D) PROVIDER'S PLAN OF CORREGTION e
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
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‘ ' DEFICIENCY)
. 1. Resident #4 that was affected by the
F 2821 Conlinued From page 3 . Foan| alleged deficient practice was. placed on
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F 282 Continued From page 4

1. Aracord review revealed the facility admitted
Resident #4 on 01/27/12 with dlagneses to
Include Fatigue, Generalized Weakness, Chronic
Back Paln, Hypertension, and Left Ventrlcular
Hypertrophy. Areview of the DischargefTransfer
form, dated 01/27/12, revealed activity limitations
nesded with falls precaulions, Areview of the
Interim Plan of Care, dated 01/27/12, ravealed
Rasldent #4 was at risk for falls.

Areview of the Admisslon Interim Plan of Care,
dated 01/27/12, revealed the facillly assessed
Rosldent #4 al risk for falls with interventions to
Include verbat reminders not to ambulate alone,
his/her bed to be in the lowest position,
assistance with lransfers and ambulation as
needad, and obsarve for any unsafe actions and
intervene as neaded.

Areview of the admission Minimum Data Sel
(MDS) assessment, dated 02/03/12, revealed lhe
: facliity assessed Resident #4 at risk for falls with
a history of falls prior to admission fo the facility,
and the resldent required extensive assistance for
walking within his/her room and did not walk in

the carridors during the time of the MDS
evaluation, -

Areview of the Comprehensive Care Plan for
falls, dated 02/03/12, revealed Interventions to
provide a personal body alarm to ba on et &l
limes and a pressurs bed alarm on while
Resldent #4 was in the bed, Further review of the
Comprehensive Care Pian revealed an update,
on 03/18/12, to discontinue the Interventlon of a
personal alarm on at all times.

Arevlew of the Cars Plan for *head injury from

the accident scene immedjately, updating

F 282 Certified  MNurse  Alde/  Treaument
Administration  Records  with  new
{nterventions, documenting on
incident/accidents for 72 hours, place on
24 hour report & neurological checks both
for 72 hours. In-service was also
conducted with Certified Nursing Aides on
May 16th 2012 regarding resident fall
interventions, resident alarms, Certified
Nugse Aide caré records and falling star
program.

4, Tall management performance
imptovement will be completed by
Director of Nursing and/or Assistant
Directors of Nursing with each fall to
ensure all steps taken. Acuity by hall
sheets  are  updated  daily - by
interdisciplinary team. Acuity sheets show
all interventions including falls
developed and updated daily in moming
stand up meeting to ensure Fall
interventions are followed per care plan.
Interdisciplinary team will audit 10% of
alacms daily tmes 4 weeks and 7p-Ta
Charge Nurse will audit 10% of alarms
nightly times 4 weeks and findings will be
reported to clinical white board meeting
and quality assursnce committee for
raview and  follow  up. Al
incident/aceident reports will be brought to
clinical white board meeting daily times
72 hours to review medical chart bj.rl
interdisciplinary team for revisions and
follow up to the care plans. Investigation

FORM CM3.2567(02-99) Previous Versions Obsolate Evam |D;UGJR11
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fall", dated 03/18/12, revealed the facility.
developed interventions for staff to encourage
Resident #4 1o be In the lobby for observation and
lo not be lofl unaltendad while up in the
wheelchair, A review of the Plan of Cara for
"head [njury from fall*, dated 03/18/12, was
Updaled on 03/23/12 and documented thsir
knowledge that the resident refused to laave
alarms on, takes them off and hidas tham;
however, maintained these interventions to
prevent falls,

Areview of Physician’s Orders, daled 03/28/12,
revealed Resident #4 was lo have personal
(clipped to clothing) and pressure bed atarms on
at all imes.

A raview of the “Fall/Change in Funclional
Slatus," dated 03/30/12, revealed a CNA found
Resident #4 sitting on the floor in hisfher room
and was unaltended, The facility assessed the
resident for injuries and found a skin tear on the
left elbow and Resldént #4 was complaining of
hip pain. An Interview with CNA#8, on 04/18/12
at 3:00 PM, revealad (he falf on §3/30/12
ocevurred during the suppaer meal while Resldent
#14 was alone in his/fher room, CNA#8 slated she
found the Resident #4 sitting on the floor,
(nterview with RN #5, on 04/20/12 at B:10 AM,
revealed she was cailed from the dining room (o
find that Resident #4 had fallen. RN #5 found the
resldent sitiing In the wheelchalr and complaining
of hip pain, RN #5 reported the alarms were
sounding when Resldent #4 [ali and slaff reported
they found him/har silting In the floor of histher
room alona. The facliity did not identify that
Rasidenl #4's care plan was not being f{ollowed
as the resldent was left unattended In histher

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES _ D s
PREF{X (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG - GROSS-REFERENGED TO THE APPROPRIATE DATE
. ! DEFICIENCY)
report will be brought to clinical white
FF 282 Continued From paga 5 F 282 board meeting and root cause analysis will

be identified and added to the
incident/accident by licensed nursing
administrative team, After review of
incident/accident reports at clinical white
board meeting with interdisciplinary team
any educational referrals will be made to
Staff Development Coordinator for 1:1
education with nurses identified as
needing educational neads in
“investigation and root cause analysis”.
Interdisciplinary team will report findings
to DON aad DON wiil report findings to
Quality Assurance feam monthly for 3
months for mopitoring and follow up by
Quality Assurance Commiitee and the
Medical Director.

Corrective Action Date; 06/01/12

tochﬂ. |
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room and was not in the lobby. .

A raview of the physiclan's order, dated 03/30/12,
and Nurse's Notes, dated 03/31/12 at 7:.00 AM,
revealed that Resident #4 had suslained & left hip
fracture. Resldent #4 was lransferred to the
Ernergency Room for surgical repalr on 03/31/12,

Areview of the "Admisaion Information," dated
04/06/12 at 6:00 PM, revealed Resident #4 was
admitted to the facility after surglcal repair of the
left hip fracture sustained in the facllity on
03/30/12. The facllity assassed the resldent to be
at high risk for falls,

Areview of the Interim Plan of Care, dated
04/06/12, revealed the Interventions for fails
included the bed be in the lowest posltion, verbal
reminders not to ambulate alone, assistance with
transfers and ambtiation ss needed, observe for
unsteady gall, dizziness, and intervene as
needed, and pressure bed alarms and chalr
alarms. There were no interventions to address

Resident #4's demonstrated ability to remove the |

alarms or the need for increased supervision due
to the resident’s history of falls at the facility.

Areview of the Care Plan for "resident fal, dated
04/1612, revealed an inlervention for tha rasident
ta ba in the lobby while up in the wheelchair and
the resideni was non-compliant with the alarms
and will not stay off hip.

Areview of the "Fall/Change in Functional
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Status," dated 04/16/12, revealed Resldent #4
was found silting on the floor In his/her room. The
asgessment revealed no apparent injury was -
sustainad. An intarview with RN #5, on 04/20/12
at 9:10 AM, revealed the fall was unobserved so I}
must be trealed as a fall, An interview with CMT
#3, an 04/20/12 al 10:30 AM, revealed Reslident
#4 was found sitting on the floor in his/her roorn
alone, There wasg no avidence that the facility *
identified that staff was not following the care plan
related to the resident was to be in the lobby while
up In the wheslchalr and not be left unaftended
while in the room,

Areview of {he Care Plan, dated 04/17/12,
revealed tha facifity inlifated no interventions
relalad to the pravention of further falls. A review
of the "Fali/Change in Functional Status,” dated
04/17/12, revealed two (2) unobserved falls within
a ona and & half (1.5) hour fime period. The
record revealed Resldant #4 was found sitting in
the floor of hisfher room ynaltended. The resldent
was asglated back Into the wheelchalr, the alarms
were turned off, and the RN #5 lefi Resldsnt #4
alone In the room, The fagility did not foliow the
care plan intervention of using tha pressurs chair
alarm In that the alarm was turned off after the
resldent was assisted back into the wheelchalr, in
addltion, lhe facility did not follow the cars plan
intefvention of resident to be In the lobby when In
tha-whaslchalr. An interview wilth RN #5, on
04/20/12 at 9:10 AM, revealed Resident #4 was
alone in the room when the chalr and bed alarms
sounded. The resident was found sitting in tha
floor, was returned to the wheelchair, and RN #6
left the room, RN #5 sfated, upon her return, she
found Resident #4 on the opposile side of the

F 282
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bed, on hands and knees, Irying to pull the hed
contro| cord from the bed frame. The resident
was unattended and the fall was not observed.
An interview with CNA#7, on 04/20/12 at 12:40
PM, revealed, CNA #7 found Residant #4 in
hisfher room alonhe after the chalr alarm sounded
on Q4/17/12. CNA#7 revealsd Resident #4 was
laken for activities but would leave the activity
and self-propel back to histher room uhasgisted.
Supervision after tha falls Included taking the
resident out of the room while in the wheelchalr
and parking the resident's wheelchair at the
nurse's station, but he/she always wanted to
return fo the room to be alohe.,

An observalion, on 04/16/12 at 11;40 AM,
revealed Residant #4 was in bed with his/her
eyes closed and was unattended.

On 04/10/12 at 8:55 AM, the resident was
relurned to the room from physlcai therapy and
was In hisfher wheelchair. The facility staff
provided Rasidant #4 with aclivities and [eft the
resldent alone in the room.

An observation, on 04/19/12 at 2:.00 PM and at
2:30 PM, found Resident #4 laying in the bed
unallended with his/har eyes closed. The
personhal body alarm was attached to the
resident's clothing and the bed atarm activation
light was blinking. The raesident was unattended.

An observation, on 04/20/12 at 1:30 M, revealed
Resident #4 was observad in the bad with a
personal body alarm In place. The pressure bed
alarm activation light was not blinking and the

F 282
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‘'stated If the nursing staff was busy, she could

Continued From page 9
slaff was notified. The resident was Unalténded.

An obgsrvation, on 04/20/12 at 4:25 PM, revealed
Rasident #4 was siiting In hisfher wheelchair In
the doorway of hisfher room in a forward drooped
position with hisfher eyes closed. The resident did
not respond to a verbal grasting. An inlarview
with CMT #3 revealad Resldent #4 récalved
Lortab 5/325 mg for pain at 11:00 AM, and
received Alivan for anxlety at 12:00 PM, At 4:33
PM, Resldent #4 ramained in tha wheelchalr in
hisfher the doorway of his/her room. Hisfher
posture was more erect at that ime. The resident
responded to a verbal greeting by lifting hisfher
head and opsning his/her glassy eyas, Hisfhar
mouth fell open from a relaxed faw, but no verbal
response was glven.

Tha Dlrector of Nursing (DON), on 04/20/12 at
3:10 PM, raveaied the facllity had staffing to
ensure adequale supervision was provided for
Resldent #4 to keep him/her safe. The DON

notify other facliity departments, such as activilies
or the chaplain, to allend (o lhe resldanl. The
DON stated Resident #4 cannot be forcad to slay
at the nurse's slation and the staff cannot keep
the resldent on one-to-one supervislon, as the
slaff had to take ¢are of olher residents. The
DON reported the facility ensured the safaly of
Residant #4 (ha same way as they do for all
resldents by moving around the facllity and
ensuring wheraabouts of the resldents, Another
method of ensuring safety, reported by the DON,
was "team tackiing" and described this method as
part of Internal audits and the review of diffarent
toples each day, However, the DON was unable
to provide avidencs that the facility had idenlified

F 282
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their failure to ensure interventions developed to
prevenl recyrrence of falls was implemented.
These failures continued even after the resident
sustained a fall rasulting in hip fraclure which
requlred surgleal repalr.

2. Arecord revlew revealed the facllity admitted
Resldent #1 on 10/17/07 with diagnoses to
include Cerebral Vascular Accident (CVA) with
lefl-sided hemiparesls and Psychoses with
hallucinations,

Areview of the quarterly MDS assessment, dated
02/02/12, revealad the faclity assessed Resldent
#1 as cagnitively Intact and requiring minimal
aesistance of one staff for ambulation. A review
of the Falls assessment, dated 02/02/12,
revealed the facility assessed Rasident #1 at high
risk for falis.

Arevlew of the Comprehensive Cars Plan for
falls, dated 02/06/12, reveated the facility
devaloped intervenifons for Resident #1 lo have a
personal alarm In place at all times while in the
wheelchair and a pressure alarm In place when In
the bed,

Observations, on 04/18/12 at 10:30 AM, 3:50 PM,
4;35 PM and 4:55 PM, and on 04/19/12 at 9:30
AM, 10;55 AM, 11:40 AM and 1:50 PM, revealed
Resident #1 was up in his/her wheelchair with no

alarm on the chair. Obsarvations of the resldent's

bed revealed there was no pressure alarm in
placa.

An observation and an Iinterview with LPN #1, on
0471612 al i0:10 AM, revealed Resident #1 was
up In the wheelchair with no alarm on the chalr,

F 2682
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Interviews with CNA #4 and CNA#5, on 04/20/12

Continued From page 11

and when the nurse checked the resident's bed,
there was no pressura alarm under the sheetin
the bed. She stated Resldent #1 was supposed
to hava a clip alarm on his/her wheelchalrand a
pressure alarm on lhe bed. She was unable to
provide an exp!anaiion as lo why the alarms were
not in place,

at 9:15 AM and 10:25 AM, respecllve!y, revealed
Resident #1 should have had = chair afarm and
bad atarm; however, they were unable to provide
aP explanalion as lo why the alarms ware not in
place.

An interview wilh the DON, on 04/20/12 at 4:00
FPM, revealed Resident #1's alarms should have
been on the wheelchair and the bed.

Interview with the Director of Nursing (DON), on
04/20/12 at 3:10 PM, revealed the processa for
evaluallon of effeclive Interventions was to
determine why an Intervention was not in place,
to educate and coach the staff, Further
evaluation of interventions for Resident #4 were
monitored weekly threugh clinlcal meetings,
Interdisciplinary Team meetings, and "at risk”
meatings, The team lalked about behaviors on a
daily basls and with any change in condition.
483,25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must recelve and the facillly most .
provide the necessary care and services to attain
or maintain the highest practicable physleal,
mental, and psychosocial well-being, in
accordance with the comprehensive assessmant
and plan of care.

F 202

Residens #18 that was affected by the
alleged deficlent practice discharged
from the facility on 4/2/12,

2, All other resident’s narcotic count
sheeis were reviewed by lcensed
Nursing  Administrative team on
04/23/2012 to ensurc an adequate
supply of physician ordered narcotics

were available and that other residents

F 3081,
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were not affected by the afleged
F 3091 Conlinued From page 12 F309]  deficient  practico.  Medication
Administration ‘Records were audited
to ensure pain medications were

ghis REQUIREMENT lIs not mat as gvidenced
y!

Based on Interview, record review, and review of
the facility's pollcy/precedures, it was determined
the (acliity falled to ensure each resldent receijved
the necessary care and services to attain the
highest praclicabls physical, mantal, and
psychosacial well-baing, related o the
adminis{ratlon of pain medlcation for one residenl
{#18), In the selected sample of eighteen
residents. '

Findings Include:

A rovlew of the facilily's policy/procedure, "Pain
Management," daled December 2010, revealed
unrelieved pain was a stressor that could cause
both physical and psyshological straln. Without
proper managament it would actualiy lead fo
pathological changes such as complications with
immobility and malnutdtion. Each resident
identified with pain would have an ongoing
dssessment, a monitering system, and a spacille
plan of care to address these issues.

Artecord review revealed the facility admitled
Resident #18 on 03/26/12 with diagnoses to
Include Left Tolal Knee Revision, Migraines,
Rheaumatold Arthritls, Ostecporesis, and
Fibromyalgla. A review of the Nursing Admission
Informatlon, daled 03/29/12 at 4:00 PM, revealad
the facllity assessed the resident as alert and
oriented. A review of tha Pain Evalualion revealed
daily severe Incislonal pain and moderate joint
pain. The Instructions on the Pain Evaluation

adminjstered to include control
substance. No other deficient practice
was identified,

Director of Nursing and Staff
Development  will  in-service on
05/11/2012 all licensed nursing staff
and Certified Medication Technicians
on- policy and procedure for
medication administration, orderirg
and reordering medications including
narcotics, pain management, use of
omergency drug kit and notifying
Director of Nursing when medications
are unavailable, Pharmacy Consultant
to provide in-service om process of
securing  medications,  ordering
medications and administration.
Licensed Nursing Administrative team
will be assigned a specific hall to
review weekly for 3 months
narcotics and medications to ensure
they have been ordered in a timely
manper. Director of Nurslng will audit
monthly 10% of resident’s narcotics
and medications to ensure they are
ordered, available, administered and
effective.  Nursing Administrative
teatn will report findings to Director of
Nursing  weekly to ensure proper
follow up by the Director of Nursing.
Director of Nursing will report weekly
audits to the administrator for further
follow up and education as needed.
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revealed lo consult the physician if pain
management was ineffective. inlerventions
should be implemented Immadiately and
documented on the residenl's care plan.

Documsntation from the Nursing Admission Skin
‘Assessmant, dated 03/29/12, revealed the
resident rated his/her pain as a“7" with
movement, and according to the Pain Evaluation
Scale, 8 "7" Indicated very severe pain.

Areview of the physiclan's orders, dated
03/29/12, revealed "Percocet (har¢otic pain
medication) 6/326 milligrams (mg) avery four
hours as needed for severe paln.”

Areview.of the Conlrolled Medication Record,
dated 03/20/12, revealed Resldent #18 received
two (2) Percocel 6/3256 mg at 6:50 PM, which was
almost three hours after admission to the facility.

An intarview with Licensed Practical Nurse (LPN)
#3, on 04720112 at 8:45 AM, revealed she was the
nurse who completed ihe resident’s admission
paperwork, oh 03/29/12, She recalled the
resident was in pain because of ihe long drive
from the hospital to the facllity. She revealed the
resident's-medicalions were orderad "slat"
{immediately), but it could take up to four hours to
recejve "stat' medications from the back-up
pharmacy. She revealed the nurse working the
unit should have called the physician for anolher
pain medication order, until the realdent’s
medicalions arrived at the facllity.

An interview with Registered Nurse (RN) #2, an
04/20/12 at 10:26 AM, revealed she was the

rosldent's nurse, on 03/24/12, She slated that the

F 309

The Administrator will report audit
rasults to the monthly quality
assurance committee team for 3
menths for monitoring and follow up,
by the quality assurance commitiee
and the Medical director.

Corrective Action Date: 06/01/12 G{ \ { 1z
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resldent had knee paln upon admisslon, but ehe
was unsure of the severity. She revealed it could
take between one and three hours to receive a -
hew residont's medicalions, She could have
holified the physlcian for other pain medication,
but she stated that the resident stated hefshe
could "hold off" until the medlcation was received
from the pharmacy,

An intervisw with the Direclor of Nursing (DON),
on 04/20/12 at 4:16 PM, revealed she expected
the slaff to offer a resident non-pharmacologlcat
pain interventions (such as massage, dim
fighting, sound leve) control), unlil the resident's
pain medlcalions arrived from the pharmacy. She
revegled the physiclan should be nolified for other
medication options, if these techniques were
ineffactive. .

Addittonally, the facility failed io ensure the
resident's Percocet was reardered timely.

Areview of the Pharmacy Services Agreamsnt,
effective 01/01110, revealed the pharmacy
provided, malntalned, and replenished, in a
prompt and limely mannsr, and within twenty-four
heurs of the request, :

.| Areview of the Controlled Medication Record,

dated 03/29/12, revealed lhe resident's [ast two
Percocet were signed oul by RN #2, at 5:10 PM
on 04/02/12,

Areview of the Refill Re-Order Sheel, dated
04/02/12, revealed a re-order requsst for the
resident's Parcocel with a note which 2aid “need
loday." The sheet was recelved by the pharmacy
at 12:46 PM, on 04/02112.

F 309
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Arcviow of the Nurse's Notes, dated 04/02/12 at
7:30 PM, revealed LPN #4 placad a call to the
pharmacy to verify the resident's Percocat were
going to be delivered to the facility. The phatrnacy
Informed the nurse a "new scripl” was needed for
the narcotlc prior to delivery. At 8:15 PM,
Resident #18 was offered Tylenol (non-narcotic
pain medlcalion) as the Parcocet had not been
received. The resident refused and loft the facllity
against medical advice.

Areview of the Shipping Manifest, dated
04/03/12, revealed the resident's Percacet was
dalivered to the facility at 12:15 AM (four hours
after a dose could have been givon).

An interview with RN #2, on 04/20/12 at 10:26
AM, revealad she racalled re-ordering the
resident's Percocet on 04/02/12; however, she
was unsure of the ime she called the pharmacy,
An inlerview with the Pharmaoy Director, on
04/20/12 at 3:00 PM, revealed she did not have a
record of a call requesting the Percocel.

An interview with LPN #4, on 04/20/12 at 1:10
PM, revealed the resident's Percocet was
completely oul at shifl change, on 04/02/12 at
7:00 PM. She revealed RN #2 reported to her (hat
she called the pharmacy to reorder (he
medication and it would arrive from the back-up
pharmacy. LPN #4 ravealed she made a phone
call to the pharmacy after a report to check the
status of the madication. She revealed the
pharmacy informed her they needed a "new
script’ before the medicalion could be dslivered.
She notilied ths physfcian and had him fax a "new
script” to the pharimacy. She revealed the

FORM CM5-2667(02-80) Previous Verstons Obsolale

Evonl Il: UGJR11

Faciity ID: 60088

)i conlinuatlen shaet Pago 18 of 34




Jun. 5, 2012 5:35PM

No. 9745

P. 23

PRINTED: 05/04/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA (%2) HULTIPLE CONSTRUCTICN (#3) DATE SURVEY
AND FLAN OF CORRECTION ~ !DENHFICAT[ON HUMBER: COMPLETED
_ -~ A, BUILDING .
186346 8 WinG 04/20/2012

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF CODE
4614 PARRISH AVE, WEST

HERMITAGE CARE AND
RE AND REHABILITATION GENTER. OWENSBORO, KY 42101
(X4} Ip SUMMARY STATEMENT CF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION Py
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHQULD RE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE,
) . DEFICIENGY)
F 3091 Conlinued From page 16, . F 309
medlcallon arrlvad after lhe resldant left the
facility against medical advice. She revaaled the
medication should have been ordered earlier o
ensure the resident did not miss a dose,
An Interview with the DON, on 04/20/12 al 415
PM, revealed nurses were supposa to monilor
and ensure the labsis on medicalions were pulled
for re-order timely. _ '
F 323 | 482.25(h) FREE OF ACCIDENT F323|l- Resident #4 that was affected by the
88=H | HAZARDS/SUPERVISION/DEVICES alleged deficient practice was placed

-1The facilﬂy must ensure thai the resident

environment remains as free of accidenl hazards
as Is possible; and each resident receives
adequale supervision and asslsfance devices to
prevent accldents,

This REQUIREMENT Is not mel a8 evidenced
by

Based on observation, Interview, record review,
and review of the faclilly's policy and procedurs, it
was determined the facllity failed to provide
assisiive devicas or supervision to pravent
accldents and/or injury for two residents (#1 and
#14), In the selected sample of elghleen rasidents,
The facility falied to provide adequate supervision
for Resldent #4 o prevent falls and/or other
injuries and failed to ensure Intervantions
implemented wera effactive In preventing falls for
the residents. The facility assessed Resident #4
as a high risk for falls due to histher history of
falls. The resident sustained six falls between
01/31/12 and 04/17/12. On 01/31/12, Resident

on I:1 supervision on 04/20/12 by the
Administrator and Director of Nursing.
Resident #1 was reassessed by the
ADON of the unit for need for alarms
and alarms were .discontinued on
04/21/12. Pressure bed alarm and the
personal alanm  were  discontinued
04/24112.

2. Residents who have experienced a fall

chart review by the licensed nursing
admigistrative team on 4/22/12 to
ensure appropriate interventions were
in place. On 04/22/12 all residents
were reassessed and pew fall risk
assessments were documented and
care plan audits for residents at risk for
licenses

falls was completed by
nursing administrative team.
3. Director of Nwsing and  Staff

Development Coordinator in service
licensed nursing staff April 27" 2012
on root cause analysis, appropriate fall
interventions, recognizing when to
disconfinue an ineffective current fail
intervention, that is not working and/or

within the Jast 30 days had a complete |
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F 323 | Continued From page 17 323 agitating the resident,  care plan
#4 sustained a skin tear. On 03/18/12, the - updating, incident & accident
resident sustained a laceratlon to the back of the reporting, survey and or recreate the
head, On 03/30/12, Resident #4 suifered a hip accident acene immediately, updating
fracture as a result of the fafl. The facility's Certified Nurse Aide/ Treatment
incident investigations failed to identify causal Administration Records with new
factors of the falls to prevent recurrence. The interventions, documenting on
factlily failed to identify that staff was not incident/accidents times 72 hours,
implemeniing the care plan reiated to suparvision place on 24 hour report & conduct
and falled lo [dentify that ihe regident was neurological checks both for 72 hours.
agltated by the alarms. The facllity contlnued lo In-service was also conducted with
utliize Interventions despite having knowledge ‘' Certified Nursing Aides on May 16th
that the resident was known to remove and hide 2012 regardin resident . fall
the alarms that were placed by the facllity to ; " gardimg dent {arms
monitor the resldent's movemnent and would - mnterven d“m"" _r:“ en adarm .
propel him/herself back to the resident's room Certified Nurse Aide care records an
without staff supervision after slalf placed the failing star program.
residant In the fobby. The facility continued these 4. Fall  managoment  performance
Interventlons falling to determine Lheir improvement w:?l be _ completed by
Ineffectiveness and failing to implement new Director of Nursing with each fall to
interventions to prevent fall recurrence. This ensure all steps taken to include
failure ted to the resldents continued fall appropriate interventions and follow
occurrences on 04/16/12, and twice on 04/17/12 up. Acuity by halt sheets are updated
placlng the resident al further risk for falls \wlh " daily by interdisciplinary team. Acuity
pOtenlla| for “‘I]Ur[es sheets show all interventions

e e including falls developed and updated
The facility feiled to provide asslstive devices lo daily in morning stand up meeting to
prevent accidents and/or Injury for Resident #1. ensire Fall interventions are followed
The facility assessed the resident at high risk for care plan.  Interdisciphinary feam
falls and developed care pian interventions to per care pan. prany
i will audit 10% of alarms daily times 4
address the risk for falls. The facility fafled to 1 Tu-7a Ch N it
follow the plannad interventions and provide the weeks and /p-’a Laarge Lo Wi
asslstive devices deemed appropriate to prevent audit 10% of alarms nightly times 4
accldanlg andfor injurles to Resident #1. weeks and findings will be reported to
clinical white board meeting and
Findings Include: quality assurance committee for
review and follow up.
A review of the facility's policy and procedures for
FORM CM5-2667(02-90) Pravious Verslons Obactate Evant ID:VoJR1TS Feclllly 1D: 100028 Il continuation sheet Pago 18 of 34
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"Falla," dated 12/10, revealed [t was the Intent of meeting daily times 72 hours to review
this facllity to provide residents with asslstance medical chart by the laterdisciplinary
ar;dls‘.llpeilvssmn In an affort to avo[c:Ifails and team for revisions and follow up to the
minimlize Injury and complications that may resuit Foratd ; )
from a resident falllng. A revlew of the facillty's f)m pli‘“s‘t Invi:;pgia:lon m}?.‘:n wl;“ bg
incldent Reporting policy and procedure, dated rough 3 into V;ll © .C’la;
12110, revealed the facllity shall ensure that each YSEting And [OOL CAUSS analysis will be
resldent shall receive adequate supervision and identified and added to the
assistive devices that shall reduce accldents, incident/accident. After review of
incident/accident reports at clinical
white  board  meeting with
1. Arecord raview revealed the facllity admiited interdisciplinary team any educational
Resident #4 on 01/27/12 wilh dlagnoses to referrals will be made to Staff
Include Fatigue, Generalized Weakness, Chronic Development Coordinator for L 1
Back Paln, Hypertension, and Left Ventricular education with nurses identified as
Hypertrophy. Areview of the Discharge/Transfer needing  educational needs in
form, dated 01/27/12, revealed Activity Limitations “investigation  and  root  cause
Included falls precautions. analysis”, Interdisciplinary team will
Areview of the Interim Plan of Care, daled report findings to Director of Nursing
0112712, revealed the facilly Identified Restdent and the Dircctor of Nutsing Wit repor
#4 was el risk for falls. Interventions Included indings to Quality Assurance (eam
verbal reminders not to ambulate alone, hisfher monthly for 3 months for monitoring
bed to be In the lowest posltion, assistance with and fo}low up by Qua.ilty A.ssurance
transfers and ambulation as needed, and observe Committee and the Medical Director.
for any unsafe actions and Intervene as needed. Comective Action Date: 06/01/12 2 l e
A review of the “incident Accident Tracking Leg,”
dated 01/31/12 at 10:00 AM, revealed Resldent
#4 urned off \ha pressure afarm, got out of bed,
stumblad and fell, which resulled in a skin tear to
the right arm. A review of the Plan of Care, daled
01/31/12, revealed the facilily initiated an
intervention conducting neurcloglcal checks and
clean the steri strips applied (o the skin lear on
right arm. A Plan of Gare entry on 03/07/12
ldentified the skin tear as healed,
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_| was moved 1o a room closer to the nurse's desk

Continusd From page 19

Areview of the Admission Minlmum Dala Set
(MDS) assesament, daled 02/03/12, revealsd tho
facility assessed Residont #4 as at risk for fails
wilh a history of fails prior o agmiasion to the
factlity. The resident requirad extensive
assistance for walking In his/her room, but did not
walk In the corridors at (he time of the MDS
evaluation,

A reviaw of the Comprehensive Care Plan for
falls, dated 02/03/12, revealad interventions
Includsd a parsonai alarm on at all times and a
prassure bed alanm on while in the bed. Further
review of the Comprehensive Care Plan for falls,
dated 02/03/12, and updated on 03/16/12,
revealed the intervention for the personal alarm
was disceniinued,

Araview of the "Fall/Change in Functional
Stalus,” dated 03/18/12 at 6:30 AM, revealed
Resident #4 had an unobserved fall which
resulted In & hamatoma, 7-centimeler (cm) by 4
cm laceration Injury to the back of his/her head,
and a brilse on the left thumb, The resident
stated he/she fell on the fioor. A review of the
*Incldent Accldent Tracking Log," dated 03/16/12
at 8:30 AM, reveated Residant #4 altempted lo go
10 the bathroom unassisted and fell, hitting his/her
haad, An Iinterview with Certifled Nurse Alde
(CNA) #8, on 04/20/12 at 10;00 AM, revealed
Resident #4 did not like to request assistance and
fraquantly want lo the bathroom unassistad, The
alarm sounded on 03/18/12, but the resident was
already up and trylng to get to the bathroom by
the time staff arrivad. An inlerview with RN #4,
on 04/20/12 al 1:45 PM, revealed Resident #4

F323
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on 03/18/12 to enable the facility staff to closely
| monltor the resident. The facility initiated an
intervention for Resident #4 to be out in the lobby
while up due lo the resident removing alarms and
hiding them In drawars. A review of the Plan of
Care, dated 03/18/12, revealed interventions
includad to encourage Resident #4 to be In up in
the lobby for observation and not to be leit
unattended while up In the wheslchair,

Araviaw of the "FallfChange In Funclipnal
Stalus," dated 03/30/12, revealad a CNA found
Resident #4 sitting in the fioor of hisfher reom
unatiended. The resident staled hefshe was
trying fo walk from the bathroom to the bedroom,
reachad for the door jam, missed it, and fell to the
floor. The facility agsassed for injuries and found
a skin tear on the left elbow, as wellasa .
complaint of hip pain. A review of the "Incident
Accldent Tracking Log," dated 03/30/12 at 8:30
PM, revealed Resident #4 was trying o go to the
bathroom unassisted after ha/she disconnected
the alarms. An interview with CNA#8, on
04/16/12 at 3:00 PM, revesied the fall, on
03/30/12, occurred during the dinner meal while
Resident #4 was In his/her room alone. CNA#8
described the rouline for CNAs during mealtime
was to “patrol” the hallway whila residents ate
meals in thelr rooms. She passed Resident #4's
room and observed him/her sitting on the floor,
The resldent reported he/she reachad for the
door jam and fell backwards onto his/her bottom,
An interview with RN #8, on (04/20/12 at 9:10 AM,
revealed she was assisting in the dining room
and was notified that Resldent #4 fell, RN #5
raturned o the unit after 10 minutes and found
that (he staff had asslsted the resident to the

F 323

FORM CMS-2607(02.99) Praviaus Verslons Obsolele Evon110: VoJR1}

Faclily (D: $00088 f} conlinvalion sheot Paga 21 of 34

&




Jun.

h. 2012 5:36PM

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

No. 9745 P 28

PRINTED: 05/04/2012
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTION ~  IDENTIFICATION NUMBER:

185346

(2} MULTIPLE CONSTRUCTION - -
A, GHILOING

B. WING

{%3) DATE SURVEY
COMPLETED

04/20/2012

NAME OF PROVIDER OR SUPPLIER
HERMITAGE CARE AND REHABILITATION CENTER

BTREET ADDRESS, CITY, STAVE, 2P CODE
1814 PARRISH AVE, WEST

OWENSBORO, KY 42301

(X4) I
PREFIX
TAG

SUMMARY STATEMENT QF DEFICIENCIES
{EACH DEFIGIENCY MUST BE PRECEDED HY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

iD PROVIOER'S FLAN OF CORRECTION s)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE _DATE

DEFICIENCY) -

F 323

Conlinued From page 21

wheelchair, and he/she complained of hip paln.
The physical assessment, completed at that tims,
revealad no obvlous deformity and the resident
was able to bear weight on histher lag. RN #5
reporiad the staff informed her that the alarms
sounded when Resident #4 fel and lhe staff
arrived to histher room to find himfher sitting on
the floor. However, the faility did not Identify
Resident #4's care plan was not balng followad
as the resident was unaltended in his/her room,
was not In the lobby, and had alarms In place
after they had baen discontinued on 03/16/12. An
intervenlion was added lo keep the resident In the
haltlway while up in his/her wheelchalr.

A raview of the Plan of Care, daled 03/30/12,
revealad the inlerventions wera updaled to
include a pressure alarm to {he resident’s
wheaelchair even though the facllity had
digcontinued thia inlervenlion on 03/168/12
because the Resident #4 would disconnect and
hidea the alarms.

Arevlew of the physician's order, dated 03/30/12,
rovealed an authorizallon {o x-ray Resident #4's
laft shoulder, left hip and faft knee. A review of the
nurse's hole, dated 03/31/12 at 7:00 AM,
revealed the x-ray resuils showed Resldent #4

-t had a left hip fracture, The physician was nolified

and the faclilty transferred Resident #4 o the
Emergency Room at 8:45 AM on 03/31/12.

A raview of the admission informatlon, dated
04/06/12 at 6:00 PM, ravealed Resident #4 was
admitted lo the facllity after surgical repair of a left
hip fracture which was sustalned In the facility on
03/30/12. The facility conlinued to assess the
rosident at high 1isk for falls, Furher review the

F 323
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Interim Plan of Care, dated 04/08/12, revealed
interventions included the bed was to be in the
lowest position, a verbal reminder to not ambulate
alone, assistance with transfers and ambulation
as needed, observe for unsteady galt, dizziness,
and intervens as needed, and pressure bed
alarm and chalr alarm, There were no .
documented Interventions to address Resldent .
#4's abilily to remove the alarms or the nesd for
increased supervision due to the resident's
history of fails in the faciiity or recent faif resulling
In ahip fracture requiring surgical repair.

Areview of the "Fall/Change in Funcilonal
Status," dated 04/16/12, revealed Resident #4
was found silling on the floor of room and
"seomed" to he working on his/her talevislon with
a melal rod from the wheelchair brake system,
The physical assessment revealed no apparent
injury was sustained. An interview with GMT #3,
on 04/20/12 at 10:30 AM, revoealed Resident ##4
was found silling on the floor in hls/fher room with
{he wheeichair behind him/her. The resident had
the televislon remole in his/her hand and was
"liddling with it." it "appeared” the resldant sal on
the floar to work oh the television in an aitempt to
gqulet the alarms which were sounding. An
Intarview with RN #8, on 04/20/12 at 9:10 AM,
revealed sha did not think the resident had Fallen;
however, the fall was unobserved so It must be
treated as a fall. She belleved Rasident #4
thought the television.-made the atarm sound and
worked on the tefevision lo make the alarm stop
sounding. She stated Resident #4 was returned
to the wheelchalr and distracied wilh aclivities
and left alone in the room.
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F 323

A reviaw of the Plan of Care for fails, dated
04/16/12, revealed an intervention for tha rasident
to ba In the lobby while up In the wheelchalr as
(he resldent was non-compliant with afarms,
However, there was no documented evidence the
facility addressed the alarm Intervention,

A reviaw of the "Fall/Change In Funolional
Status," dated 04/17/2, ravealad Resident #4
suffered two (2) falls within one hour to one and a
half (1.5) hours. Resident #4 was found silting on
the floor with ona elbow on the bed and one
elbow on the seat of the wheslchalr. The resident
was assistad back to the wheelchair and tha
alarms were urned ofi, RN #5 Wransfarred the
resident back Info the wheelchalr and lefi the
room {0 get equipment necessary for the post
falls physical assessmant, Resident #4 was [eft
alone in hlsfher room at that time. An Inlerview
with RN #5, on 04/20/12 at 8:10 AM, revealed she
believed the first unabserved Incident on this data
was a "true fall." Resident #4 was alone In his/har
room when the chair and bed alarms sounded.
RN #5 found the resident siiting on (he floor, next
to the bed, with one (1) elbow on the bed and one
(1) elbow In the seat of the wheelchalr, Resident
#4 was relurned to the wheelchair and RN #5 Jeft
(he room to get assessmenl equipment, A review
of the "Incldent Accldent Tracking Log," daled
04/17112 at 2:30 PM, revealed "the resident was
rnoving in bad and the pressure alarm wen! off.
The resident trled to turn the alarm off and fell out
of the bed." Intervenlions included to offer
tolleting, snacks or for the activities staff o spend
one-to-one time wilh Lhe resident.
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Furiher review of the Fall/Change In Funcliona
Stalus report, dated 04/17/12 revealed Residant
#4 sustalned a second fall at 4;:00PM. RN #5 .
returned to the resident's room after leaving to
obtain physical assessment equipment to find
Resident #4 on histher hands and knees on the
opposita side of tha bed, He/she was trying to pull
the bed control cord from the bed frame, A
review of tha post falls physical assessment
revealed no Injurles. An intervisw with RN #5, on

| 04/20/12 at 8:10 AM, revealed RN #5 found
Resldent#4 on the opposite side of he bed, on
hands and kneaes, trying to puil the bed contro}
cord from the bed frame when she refutned to the
resident's room with the physlcal assessment
equipmenl. RN #5 did not believe the sacond
Incldent was a lrue fall because the resident waa
found on hisfher hands and knees and pulling on
the bed controf cord. Howaver, the resident was .
unattended and the fall was not observed which
mandated the fall protocol bs inlifated. RN #5
stated the "alarms seem to agltale [him/her]."

A raview of the Incident Accidant Tracking Log,
dated 04/17/12 al 4:00 PM, revealad the resident
was lrying to go to bed unagsisted and fell,
inlerventions Included to apply gerl sleaves,
medications were reviewed, and the resident was
started on antl-anxiety medication. There was rio
avidence the facllity allampted to determine the
root cause of the falls related to the Information
provided on the Incldent Accident Tracking Log
dated 04/17/12 compared to the information
provided on the Fall/Change In Functional Stalus
raport, The Incidant Accident Tracking Log listed
the root cause of the incident as "Resident was
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moving in bed, pressure bad alarm wenl off,
Resident ttiad o turn off alarm and fall out of
bed." Information provided by Resident #4's
charge nurse at the time of thé fal was
documented on lhe Fall/Change in Functional
Stalus report describing the resident was found
sitting on the floor with one elbow on'the bed and
ohe elbow on the seat of the whaalchair. An
intarview with RN #5, on 04/20/12 at 9;10 AM,
revealed Resldent #4 was alone In hisfher room
when the chalr and bed alarms sounded. RN #5
found the reslident silling on the floor, next lo the
bed, with one (1) elbow on the bad and one (1)
elbow in the seat of the wheslchafr.

Areview of the Plan of Care, dated 04/17/12,
revaaled an intervention was added to treal the
resldent’s paln routinaly. The facility did not
Implement any Interventions related to falla
prevention or resldent safely, on 04/17/12, refated
to the falls sustalned that day. On 04/18/12, an
intervention was added to discontinue usa of the
Norvasc medication and initiate use of
Lorazepam for anxlety, A review of the physician's
order, dated 04/18/12, revealed s medication
change from Norvasc (recommended for high
blood pressure) to Ativan {recommended for
anxiety) related to frequent falls. However, there
was no evidence that the facility considered
potentlel side effects of the drug change as the
drug Ativan acts by slowing activity In the brain
and may cause sidas effects to include
drowsiness, dizziness, weakness, and shuffiing
gait,

An Interview with CNA #7, on 04/20/12 at 12:40

F 323

FORM Ci3-2567(02-90) Previous Varlons Obsalela Evanl ID:U0JR1¢

Facllity 1D: 100088 If conilnuallon sheat Page 26 of 34

2




Jun.

h. 2012 5:37PM

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

No,

9745 P 33

PRINTED; 05/04/2012
FORM APPROVED

OMB NO. 0938-0391

BTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
- { AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186346

{A2) MULTIPLE CONBTRUGTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

04/20/2012

NAME OF PROVIDER OR SUPPLIER
HERMITAGE CARE AND REHAH|LITATION CENTER

STREET ACDRESS, CITY, STATE, 2{P CODE
1814 PARRISH AVE, WEST
OWENSBORO, KY 42301

(%4) ID
PREFIX
TAG

SUMMARY STATYEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

lo PROVIDER'S PLAN OF CORRECTION (X6)
. PREFIX {EACH CORREGTIVE ACTION SHQULD RE COMPLETION
TAQ CROS3-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENGY)

F 323

Coniinued From page 26

PM, revealed Resldent #4 did not like the alarms
and wanted to try fo go to the bathroom alone,
CNA#7 revealed the common ocourrencs of the
resident leaning forward In the wheelchair caused
the pressure chalr alarm to sound, which agitated
Resident #4, On 04/17/12, CNA#7? found
Resident #4 in hisfher room alohe after the chalr
alarm sounded, CNA#7 revealed Resident #4
waa laken for activitieg but would leave the
activity and relurn to his/her room, Supervislon
after the falls included taking the resldent out of
the room whlle In the wheelchair and parking the
resldent's wheelchalir at the nurse's statlon;
however, he/she always wanled to retumn (o the
room, and was able to self-propel back to histher
room.

An interview with CMT #3, on 04/20/12 at 10:30
AM, revealed her knowladge of the fallg, on
Q4/17/12, came as a request from the Charge
Nurse for pain medication Indlcaling pain as the
possible reason for Resident #4's agitation. CMT
#3 staled she gave the paln medication Lortab
51325 milligrams (mg) as requesled by the
Charge Nurse.

An observalion, on 04/18/12 at 14:40 AM,
revealed Resident #4 was in bed with his/her
oyes closed and was unattended.

On 04/19/12 at 8:59 AM, the resident was
raturned to the room from physlcal therapy,
He/she refused to be toileted and refused to go to
bed, The resident stated hefshe would rather be
outside In the sun. The facilily staff provided
Resident#4 with activilies on the over bad table

F 323
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for easy reach and the table was on the right side
of the resident's wheselohalr. Afterward, the fadility
staff provided Resident #4 with activilies and laft
the resldent afone In the room.,

An observation, on 04/19/12 at 2:00 PM and at
2:30 PM, found Resldent #4 lying In the bed
unallended with histher eyes closed. The -
personal body alarm was altached to the
resident’s clothing and the bed alarm activation
light was blinking.

An observation, on 04/20/12 al 11:55 AM,
revealed Resldent #4 was sllting In histher
wheelchair at tha nurse's station. The resident
was {eanlng forward, talking and gesturing with
hls/her hands and arms,

An observation, on 04/20/12 at 1:30 PM, revealed
Resldenl #4 was observed in the bad with a
personal body alarm in place. The pressure bed
alarm activation light was not biinking and the
slaff was nolified. '

An observation, an 04/20/12 at 4:25 PM, revealed
Residant #4 was sitting in his/her wheeichalr In
the doorway of his/her room In a forward drooped
position with histher eyes closed, The resident did
rnot respond to a verbal gresting. An interview
with CMT #3 revealad Resident #4 receivad
Lortab 6/325 mg for paln at 11:00 AM, and
received Allvan for anxiety at 12:00 PM. At 4:33
PM, Resident #4 remainad in the wheelchair in
the doorway of hisfher room, His/her posture was
more erect at that time. The resident responded
to a verbal gresling by litting hisfher haad and
opening his/her "glassy" eyes. The resident's
mouth fell open from a relaxed jaw, bul no verbal

F 323
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rasponse was given,

An Interview with RN #5, on 04/20/12 at 9:10 AM,
revealad Rasident #4 was non-compliant with
belng In the haliway whila ou! of the bed. He/she
self-propelied down the hallway and out of sight,
Resldent #4 was taken to the television room to
be with other residents on another unit of the
facility at fimes, However, the resident
self-propelied around the facllity as deslred. RN
#5 staled she checked on Resldent #4 about
evary hour or 8o, '

Interview with CNA#8, on 04/20/12 at 10:00 AM,
revealed Rasident #4 got "aggravatad" with
alarms and thraw theim across the raom,
Resident #4 did not want “the glrls,” meaning the
CNAs, to take himv/her to the bathroom and tled
to go without assistance. CNA #6 raportad the
staff was suppose to keep an eye on him/her and
maka sure the resident was not trylng to get up
unassisted. The staff was to watch for indications
of tolleling needs, such as shutfling around, or
restlessness. Resident #4 was usually taken to
the television area on a differant unit after meals
and left withaut supervision.

An interview with CMT #3, on 04/20/12 at 10:30
AM, revealed Residont #4 moved in and out of
hisfher room all tha time while up in the
wheelchalr. CMT #3 stated the resident was to be
visible al all imes, and racalled Resident #4
being In the television room on another unil as
recently as four (4} days ago, and self-propelied
back to hisfher room upassisted.
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Interview with CNA#7, on 04/20/12 a! 12:40 PM,
revaaled Resident #4 slartad going to the
television room on another unit within the past
wesk. The resident was unsupaivised whlile in the
television room. The staff assigned to Resident
#4 relied on the slaff from another unit when the
resident traveled to the talevision room and called
the nurses to alert them that the resident was
going to the television room. CNA #7 specifically
recalfled the resldent belng in the television raom

| unsupervised al 7:00 AM on the morning of
04/17/12, CNA#7 staled she was constantly
looking for the resident as hefshe was too quick
and "you pretty much have !o be thers all {he
time." CNA#7 reporled there was only one (1)
CNA on the hallway when she worked and she
could not keep the resident from going into
histher room, so she had to listen for the alarms.

Interview with RN #4, on 04/20/12 at 1:45 PM,
revealed the slaff tried to keep Resldent#4 In
sight, but he/she was moblle and went to his/her
recm when he/she wantad to, RN #4 stated
Resldent #4 had no safety awareness and
returned to histher room where hefshe was
unsuparvised,

An interview with the DON, on 04/20/12 a1 3:10
PM, revealed the facility had staifing to ensure
adequate supervision was provided for Resident
#4 to keep him/her gafe, The DON stated If the
nursing staff was busy, she could notify other
facillty depariments, such as activities or the
chaplain, to allend to the resldent, The DON
stated Resident #4 cannot be forced to stay at the
nuree's glatlon and the staff cannot keep the

F 323
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resident on ona-to-one supervislon, as the staff
had (o take cara of other residents. The DON
reported ihe facillty ensured the safety of
Resident #4 the same way as they do for all
residents by moving around the facility and
ensuring whereabouls of the residents, Another
method of ensuring aafety, reportad by the DON,
was "téam tackling” and desoribad this method as
part of internal audits and the review of different
toplcs sach day, However, the facliity continued

agitated the resident. Furthermare, the facliity
speclfied the resfdent was not to be left alone in
his/her room and to be up in the lobby, but the
resident was consistently found in the room
unattended and found on the floor and
congidered to hava fallen, even after the resident
experienced a hip fracture requiring suriglcal
repalr. Furthermore incidenls reports confinued
to detall the resident was altempling to go to the
bathroom unassisted with no documented
evidence that the facillly addressed new
interventions to prevent the resident from
altempting to go to the bathroom unassisted.

2, Arscord review revealed the facility admitied
Reasident #1 on 10/17/07 with diagnoses to
include Cerebral Vascular Accident (CVA) with
left-sided Hemlparesis and Psychoses wilh
haliucihations,

A roview of the quarterly MDS assessment, dated
02/02/12, reveated the facliity assegsed Resident
#1 as cognitively Intact and hefshe requirsd
minimal assistance of ons stalf for ambulation. A
review of the Falls asssssment, dated 02/02/12,
revealed the facility assessad Resident #1 at high
risk for falls.

to use Interventions of alarms whlch staff detalled |
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A review of the Comprehenasive Care Pian for
falls, dated 02/06/12, revealad the facility _
developed interventlons for Resident #1 to have a
personal alarm on at all imes while up In the
wheeglchair and a pressure alarm on whila In the
bed.

A review of tha Licensad Nurse Treatment
Record, dated 04/12, revealed Resldent #1 was
suppose to have a personal alarm whité up in the
wheelchair and a pressure bed alarm on the bed
atall imes.

Areview of tha CNA Traatment Record, dated
04/12 revealed Resident #1 was suppose to have
a personal alarm while up In the wheelchalr, and
to check placement and funclion every shift, and
for a pressure bed alarm, check placement and
function every shift.

Observations on 04/18/12 at 10:30 AM, 3:60 PM,
4:36 PM and 4:55 PM, and on 04/19/12 at 9:30
AM, 10:55 AM, 11:40 AM and 1:50 PM, revealed
Resldent #1 was up In the wheelchalr with no
alarm in place. Review Licensed Nurse
Treatment Record revealad the licensod staff
inltialed the Treatment Racord on 04/18/12 and
04/19/12 for both shifls (7A-7P and 7P-7A)
indicating the alarm was In place and had besn
checked by e licensed slaff,

Further review CNA Treatmant Record revealed
CNAs Indicated the alarm was in place and
funclioning on the Trealmaent Record on 04/18/12
and 04/19/12 for both shifts (7A-7P and 7P-7A).

An obssrvation and interview with LPN#1, on
04/19/12 at 10:10 AM, revealed Resident #1 was
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In the whaalchalr with no alarm on the wheelchair
and when the nurae checked the resident’s bad,
there was no pressure alarm under the sheet on
the mallress or an alarm box in place. She
stated Resident #1 was suppose to have a clip
alarm on his/her wheelchair and a pressure alarm
on the bad, She was unable to provids an
explanation as to why tha alarms were not in
place. She showed the survayor the Licensed
Nurse Treatment Record and stated the Licensed
Nurse checked every shift to ensure hisfher alarm
was in place and slgned.

interviews with CNA#4 and CNA#6, on 04/20/12
at 9:16 AM and 9:25 AM, respeclivaly, revealad
Resident #1 should have had a chair alarm and
bad alarm In place, but they wera unable to
provide an explanation as to why lhe alarms wers
notin place. They were also unable to provide an
explanation as tho why tha CNA reatment record
was Inltialed indicaling the alarms were in place
on 04/18/12 and 04/16/12,

interviews with RN #1, RN #3, and Cettified
Madicalion Technlcian (CMT) #2 (who Initialed
alarms were In place on 04/18/12 and 04/19/12),
oh 04/20/12 al 10:35 AM, 10:40 AM and 11:00
AM, respactively, revealed when the licensed
nurse Inltialed the trentment record next to the
alarm orders, lhls indicated the alarms wera In
place and functioning. They were unable to
provide an explanation as to why the trealment
record was initlalad, Indicating the alarms were in
place on 04/18/12 and 04/19/12.

fntarview with the DON, on 04/20/12 at 4:00 PM,
revealed licensed staff and CNAs were suppose
to check and ensure alarms were in place and

F 323
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functioning every shift, and when ¢care was
provided for tha residents. She stated the
llcensed treatment record and CNA treatmant
record was suppose o be inllialed al the end of
the shifl to indlcale the alarms were In place and
functioning throughout the shift.
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