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a Closed Femur Fracture. The rasident was
admitted to the facllity with a leg Immobllizer on
the left leg, which was ¢changed to a custom
brace on 12/21/11.

A review of the physician's orders, dated
12/13/11, Janvary 2012, and February 2012,
revealed the staff were lo remove the brace on
the resident's left leg three (3) times each day for
skin checks,

Areview of the TARs, dated January 2012 and
February 2012, revealed “remove the brace on
the left lag three times per day for skin checks:®
however, the times listad on the TARs were "7,00
AM - 7:00 PM" and "7:00 PM - 7:00 AM.” Further
revlew of the February 2012 TAR revealed a
single Iine was marked through the word "three,"
and "BID" (twice a day) was inserled.

Observation of Resident #4, on 02/23/12 at 4:20
PM, revealad the custom brace was In placs. The
Assistant Director of Nursing {ADON)
demonstraled removal of the braca from the
resident’s left leg, as well-as the skin
check/assessment which she confirmad shouid
be completed by the charge nurses thres (3}
fimes aach day.

An intarview with "D" hall charge nurse,
Registered Nurse (RN) #1, on 02/29/12 at 8:10
AM, revealed if a new physician's order for a
treatment was obtained and to be started
immediately, then sha would write it on the TAR;
howaver, if there was an existing order, sha
would not aller the wording of that order. She
stated that initials documented on the TAR
indicated that the treatment was complated.
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F 281 Continued From page 1 F281| completed for 100% of facility

residents and all residents with orthotic
braces, splints, or devices wero
removed per physician orders and the
skin assessments were completed on
2/23/12 and 2/24/12 by the Assistant
Directors Of Nursing, Staff
Development Coordinator, Admission
Nurse, Restorative Manager, Minimum
Data Set Coordinators, and the Central
Supply Nurse, Wound re-assessments
for a}] residents with wounds were
completed simultaneously with the
head to toe skin assessments. Any skin
integrity concerns identified were
communicated by the licensed nurses to
the physician on 2/23/12 and 2/24/12,
with new orders implemented as
preseribed, with family notification,
and treatment and care plans updated as
appropriate by licensed nursing staff.

Licensed nursing staff in-service was
conducted on 3/16/12 by Director of
Nursing and Staff Development
Coordinator. The in-gservice inciuded
the following, physician's orders,
physician orders at a glance protocol,
appropriate times placed on treatment
administration record if treatmient was
ordered more than twice a day.

Assistant Directors of Nursing, Staff
Development Coordinator, Restorative
Manager, Admission Nurse, and
Central Supply Nurse will audit

FORM CMS-2567(02+33) Provigus Verelons Obsolata

Evenl [D: PILN1T

Facdily I 100086 If continuation shaet Page 2 of 10




Mar. 23, 2012 9:42AM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

No. 8669 P. 18

PRINTED: 03/14/2012
FORM APFROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0351
STATEMENT OF DEFICIENCIES (Xf) PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING c
1853486 ) 02/29/2042

NAME OF PROVIDER OR SUPPLIER

HERMITAGE CARE AND REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, 2IF GODE
1614 PARRISH AVE, WEST

OWENSBORO, KY 42301

(X4} ID SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORREGTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING fNFORMATION) TAG GROSS-REFERESEE% 'TE?J &E APPROPRIATE DATE
F 281 Continued From page 2 F281|  {reatment administration records
weekly for thirty days, biweekly for
An interview with LPN #1, on 02/29/12 at 10:10 thirty days, and monthly for thirty days
AM, revealed when working the floor, she for appropriate times for treatments to
ensured {he times on the TAR were accurate, and be completed. Administrative nurses
If not, she notified the physician for clarification, will report findings to Director of
LPN #1 then explained tha process utillzad for the Nursing weekly in the Clinical
month-to-month changaover of information on the Whiteboard Meeting to ensure proper
TAR, She stated the process was that tha nurse follow up. The Director of Nursing will
was o fax any changss or updates on the TAR to renort an ' discrepancies weekly
the corporate pharmacy. The corporate . b'p g o d monthly to the
pharmacy made the changes in the computer, |wec|-, 1y, an Th D?ﬁ ctor of Nursing
prinied a hard copy of tha TARs, and sent the Afimmlslrator. Lhe Dir o Onali
TARs back to the facility. LPN #1 stated the will report findings menthly to Quality
physician was to be notified for clarification if any -Assuran‘ce team for three (3) months for
changes were required. She further stated, to monitoring and follow up.
ensure accuracy of the TARS, thera was a l I
"nursing administrative person” assigned to Corrective Action Date: 3/21/12 32|
check the TARs each month prior to utilization by
the nurses, .
An inferview with LPN #2, on 02/29/12 at 11:08
AM, revealad that she was rasponsible for
‘checking the "D" hall TARs for accuracy each
month prior to being utilized by the nurses. She
stated the monthly changaover process involved
taking the physician's orders and comparing
those to any naw orders, then verify the
information printad on the TAR. LPN #2
explained that the nurses' initials on the TAR was
an acknowledgement that two treatments wers
belng completed on the 7,00 AM - 7:00 PM shif,
and one {reatment was baing completed on the
7:00 PM - 7:00 AM shift,
An interviaw with the DON, on 02/29/12 at 2:05
PM, revealod she expactad the treatments to be
completad three imes per day (TID} as written.
The DON reviewed the January 2012 and
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February 2012 TARs and noted the discrepancy
betwaen the physician's order and the
documentad times of care. She explained that the
standard times printed on the TAR were 7:00 AM
- 7:00 PM and 7:00 PM - 7:00 AM, She siated
that her expectations wera for the information to
be comectly transfarred from one month's TARs
to the next month's TARSs,

F 314 | 483.25(¢c) TREATMENT/SVCS TO

§3=D | PREVENT/HEAL PRESSURE SORES

Based on the comprehiensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not devalop pressure sores unless the
individual's clipical condition dermonstrates that
they were unavbldable; and a resident having
pressure soras receives nacessary treatment and
‘services to promote healing, prevent Infection and
prevent new sores from devaloping,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record raview,
and review of the facility's poliey and procadure, it
was determined the facility failed ‘o ensure one
resident (#1}, In the selecled sample of four
residents, with pressure sores receivad the
nacessary trealment and services to promote
healing and prevent new sores from devaloping,
The facility failed to ensure their system for
assessing, identifying and Lreating pressure
sorgs/deep tissue injuries was effaclive.

Findings include:

An Interviaw with the Diractor of Nursing (DON),

F 281

F 314

Resident # 1 was assessed by

the Assistant Director of Nursinig on
2/23/12 to ensure no negatjve outeome
was caused by the alieged deficient
practice. Upon receiving the
information the Director of Nursing
reviewed resident’s care plan on
2/23/12 with no updates determined
necessary.

Head to toe visual skin assessments
were completed for 100% of facility
residents and all residents with orthotic
braces, splints, or devices were
removed per physician orders and the
skin assessments were completed on
2/23/12 and 2/24/12 by the Assistant
Directors of Nursing, Staff
Development Coordinator, Admission
Nurse, Restorative Manager, Minimum
Data Set Coordinators, and the Central
Supply Nurse, Wound re-assessments
for all residents with wounds were
completed simultaneously with the
head to toe skin assessments. Any skin
integrity concerns identified were ‘
communicated by the licensed nurses to
the physician on 2/23/12 and 2/24/12,
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on 02/22/12 at 3:00 PM, revealed tha facifity had
no policy/procedure to address the pravention of
pressure sores, A review of the facility’s policy
fprocedure for Pressure Weer Managemant,
dated December 2010, revealed if a wound was
identified the nurse would notify the physician to
obtaln a treatment ordar. The nurse would
document on the Individual Skin Report. The
Assistant Director of NMursing/Designee/
Supervisor should assess the wound the next day
1o verify the findings.

Arecord review revealed the facilily admitted
Resident #1 on 12/21/11 with diagnoses to
Inciude Chronic Obstructive Pulmonary Disease,
Peripheral Vascular Disease {PVD) and Fracture
of the |eft praximal Tibia/Fibula.

Areview of the Nursing Admission Information,
dated 12/21/11, revealed a Bradon Scale for
predicting pressure sore risk was completed and
the staff assessed Resident #1 as a mild risk for
pressura sores even though the resldent had a
history of EVD, required assistance of two staff
for bed mobility, was non-weight bearing on the
teft leg and wore a braca on the left leg
cantinuously,

A review of the admission physician's orders,
dated 12/21/11, revealad the staff should ensura
the brace was in place to Jeft lewer extremily at all
times, keep locked at zero, and 1o remove the

{ brace and provide skin gcare daily.

Araview of the admission Minimum Data Set
(MDS) assessment, dated 01/03/12, revealed
the facllity assessed Rasident #1 as moderately
cognitively impalred and required extensive
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with new orders implemented as
prescribed, with family notification,
and treatment and care plans updated as
appropriate by licensed nursing staff.

3. Edncatjon was provided on 2/24/12,
2/25/12, 2/26/12, and 2/27/12 by the
Director of Nursing and Staff
Development Coordinator for the
licensed nursing staff on the following
topics: F-314, Skin Integrity Policy
(Skin Clinical Seven) including
assessment, identification, prevention,
treatment, documentation, notification
of physician and family, updating care
plans, following physician orders, care
of residents with braces splints, and
devices to ensua skin integrity
including removal of devices to
visually inspect the skin beneath the
brace. Assistant Directors of Nursing
were in serviced on 3/21/12 by the
Director of Nursing to ensure follow
up is being done on all new pressure
areas identified the day they are
notified of the new area with
documentation to be done either on
individual skin report sheet or n the
nurses notes,
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regarding pain and burning on higfher eft heel.
The CNA asked RN #3 to ook at tha resident's
feft fool. RN #3 then assessed Resident #1's left
foot and identified four wounds on the lsft foot to
includa a dark purple area (deep tissue injury) on
the hesl measuring nine (9) centimeters (cm) by
three (3) cm, two (2) dark purple areas on the
bottom of the left foot measuring one (1) cm by
0.6 em and one (1) cm by 0.8 cm, and a dark
purple area on the top of the left foot measuring
four {(4) cm by 0.6 cm.

An interview with RN #3, on 02/29/12 at 9:25 AM,
revealed she had not removad the brace and
provided skin care or an assessment of the
rasident's leg until the resident complained about
the heel pain and the burning sensation. (This
wouid have resulted in the the brace not being
removed and skin care and and an assessment
not being ¢completed betwean 30,5 hours {0 42.5
hours.) Further interview ravealed she completed
the Altered Skin Integrity Change in Cendition
Report when she |dantifind the wound and faxed
the raport to the physician. She also initiated a
treatment to cleansa the wounds with a wound
cleanser, apply grenulex and foam and wrap with
kerlix.

A review of the Altered Skin integrity Change In
Condition Report, revealed the report was faxed
back to the Tacility, on 01/26/12 at 1:26 PM, with
an order for the Nurse Practitioner (o assess the
wolnds on rounds the following day. An interview
with the Nurse Practilioner, on 02/22712 at 12:30
PM, revaaled she did not see Resident #1's
wounds,

An intervisw with the DON, on 02/22/12 at 2:50

F314
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PM, revaaled it was the facility's policy/pracedure
that once a new wound was identified, tha nurse
should document the wound on th 24-hour report,
Change in Condition Report and the Individual
Skin Sheel. The individual skin sheet was used to
document the weekly wound assessmants to
track the condilion of the wound. The next day,
during morning meeting, all new wounds should
be discussed, and following the meeting the
Assistant Diroctors of Nursing {ADONs) should
assess the wound 1o determine the condition of
the wound and determine if an appropriate
treatment was in place. A review of the record
and an interview with RN #3, on 01/28/12 at 2:00
PM, revealed there was no skin report completad
on any of the wounds to ensure the wounds were
monitored weekly, Additionally, interviews with
ADON #1 and ADON #2, on 02/23/12 at 12:30
PM, and on 02/28/12 at 5:25 PM, respactively,
revealed they assessad the wounds, on 01/27/12
at epproximately 4:50 PM, (approximately two
days sfter the wound was identified). Further
interviews with ADON #1 and ADON #2 revealed
they fait the treatment was not appropriate for the
wound bacause they identified slough on the
wound, 8¢ they netified the physieian and
recelved a new treatment order to cleanss the Jeft
heel wound, apply Santyl, cover with foam, wrap
with kerlix and secure in place with taps.

A review of the physiclan's order and nurse's
note, dated 01/27/12, revealed the Orthopedic
Phyeician was contacted and orders were
received to make an appointment with the wound
cara center "as soon ag possible.” The Wound
Care Clinic was contacled and an appointment
was obtained for 01/31H2,
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A review of the facility’s investigation and the
Incident Acsident Tracking log, daled 01/31/12,
revealed the faciiity conducted an investigation
and detenmnined the root cause of the wounds
was from the foot portion of the brace. The facility
did not take aggressive action when they
identified the resident could not be ssan by the
wound care clinic for four days to try Lo prevent
new wounds from developing, and/or to prevent
the identified wounds from warsening.

Interview with ADON #1, on 02/21/12 at 2:30 PM,
revealed sha identified the foot portion of the
brace caused the wounds on the resident's foot,
80 she placed gauze and towels In Ihe fool
portion of the brace to {ry {0 protect the hesl. A
raview of the Comprehensive Care Plan and
January 2012 TAR revealed there were no
interventions in place to protect the resident's foot
from the foot portion of the brace to ensure all
staff provided consistent and appropriate care,

An Interview with the Wound Care Physiclan, on
022112 at 1:15 PM, revealed that when the
resident came to the Wound Care Center, on
01/31/12, there was a deep tissue injury on the
heel and another area was developing to the side
of that wound that appeared of be from the heel
shifting in the brace and causing a new wound.
She stated there was no padding in the foot
porlion of the braca and the rasident's fool was
directly against the plastio foot portion of the
brace.

A review of the nurses' notes, dated 02/01/12,
revealed the resident was seen by the Onthopedic
Surgeon and was directly admitted to the hospital.
A review of the history and physical and the

F 314
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hospital records, revealed Resident #1 was
admitted {o the facility with an unstageable
pressure sore on the feft heel measuring two (2)
em by 5.5 cm by 0.5 cm, Aggressive trealment
was attempted to the area to lry to prevent
surgery, howsvar, on 02/08/12, surgery was
conducted to debride the wound of the dead
lissue.

An observation of the wound, on 02/24/12 at 2:00
PM, revealed a Stage 4 pressure sore on the
resident's (eft hesl with a wound vac in place.
After removal of lhe wound va¢ and dressing, the
wound measured 4.6 cm x 4.6 ¢m by 0.3 cm.
There was a small amount of thin, dark pink
exudate with no odor. The gacondary tissue was
sloughing and the surrounding tissue was pink.
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