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An Abbreviated Survey Investigating Ky 20055

was conductsd on 114243141413 to

determing the facliity's compliance with Federal

requirements. KY20965 was substantiated with A

deficiency cited af a S/S of "D,

F 225 | 483.13(c){1{N-(ED, (€){2) - (4)

$5=0 | INVESTIGATE/REPORT
ALLEGATIONS/ANDIVIDUALS

The facility must not employ Indlviduals who have
been found gulity of abusing, naglaciing, or -
mistraating residents by a court of law: or have
had & finding entered Into the State nurse alde
reglstry concerning abuse, negledt, mistreatment
of resldents or misappropriation of thelr propearty;
and repert any knowledge it has of actions by a
court of taw against an employee, which would
Indlcate unfitness for servics 4s a nurse alde or
olher facliity staff to the State nurse alde registry
or licensing awthoritles,

The fackity must ensure that'all alleged violations
invelving miatreatment, neglect, or abuse,
Including Injuries of unknown sourca and
misappropriation of resldent propery are reporied
immadiately to the administrator of the facility -and
to other officials in accordance with State law
through established procaedures (inciuding ta the
Stale survey and certification agency). -

The facllity must have evidence that all alleged
violations are thoroughly Investigated, and must
prevent fusthar polantial abuse whils the
invastigation Is In progress,

Tha resuits of &l investigations must be reported
to the administrator ot his designated

F opo| Hermitage Care snd Rehab Center docs ot believe and
docs not admit that any deficiencies oxisted, before,
during or after the survey, The Racitity reserves the
right to contest the survey Oadings through informal
dispute resolution, formal appeal procesdings or any
adminlstrative or fegal proceedings. This plan of
correction s not meant to establish any standard of
care, cohtract obligation or position. and tho Facility
reserves il rights to ralse ail possible contentions and
FF 225] defenses in any type of civil or criminal claim, action
or proceeding, Nothing contained in this plan of|
correction should be considered s a waiver of any
‘potentially applicable Peer Review, Quality Assutance
or s¢lf eritfeal examination privilege which the Pacility
does not waive and reserves the right to assert in any
administrative, civil or ¢riminal clalm, action or
procesding.  The Facility offers it response, credible
allegations or compliance and plan of correction as part
of ts ongoing efforts to provide quality of care o
yesidents,

1, Resideni #1 was assessed by Director
of Nursing and Assistant Director of
Nutsing on 11/4/13 with o negative
outcomes, No other residents were
affected by the alleged deficlent
practice. On 11/4/13 the incident that
occurred on 10/6/13 was re-Investigated
with & new root cause determined.

2. All other resident’s skin was assessed
to ‘ensure no other residents were
affected by the alleged deficient
practice, Resident’s were interviewsed
regarding abuse and neglect including
the care they receive from facility staff
with no negative findings,
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Any deficlency statement anding with an a3torisk ('}q:gndiaa a deficlncy which tha Instuton may be excused from correcting providing tls determined that
other safeguards provide sulliclent protection to tha patiants., (Sea kiatuctions) Excepl for nureing homes, the findings stated above are dlsclosable 90 dayé
toowing the dato of survey whather or ot & plan of eomrection s provided. For nurslng homms, the abwve findings and plang of comrection e disclosable 14
days foliwing the date these documents sre mada avafizble 1o the facaily, i deficionclos are ofiad, en approved plan of comecton I megulsite 1o continued

frogram partcipaton.
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representative and to other officlals In accordance
with State law (including to the State survay and
cartification agency) within & working days of the
incident, and If the alleged viotation Is verified”
approptiate corrective actlon must be taken,

This REQUIREMENT is not met as evidencsd
by:

Basad on Intarview, record review, and facltity
policy and procedure review, it was detemmined
the facility faited to Interview all staff prasent at
the tme of the alleged occurrence of abuse and
fallad fo report the allegation of abuse and
injuries of unknown erigin to tha appropriate Stale
agencles at the ime of the incident for ons (1) of
thres {3) sampled residonts (Rasidant #1).

The findlngs fno!udg:

Raview of the facllity's polley titled “Abuse,
Neglect, and Misappropriation”, last revised *
03/2013 revealed under subtitle Polley: B, "All
allsgations of abuse Involving abuse and Injuries
of unknown origin are Teported Immetiately to the
charge nurse andfor adminisitator of the facliity
along with other officials In accordance with State
taw through established guldelines *, Under
sublitle Tralnlngfidentification/Prevention: G.
Sign & Symploms of abuse (brulses, Injuries of
unkaown origin, crying, fearful, Increased
agitation, and withdrawal) to name a few, H.
raporiing of abuse and whom to report fe. Under .
subtitle Protection of the Reslden, The
administrator andfor DON will notify state
agendies according o their guidelines * . Undar
the subtitle, Investigation: all allegations of abuse

will be investigated and reported to ths
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. Pag F 226 3. Staff were in-serviced duting the week

of 11/04/13 by Staff Development |
Coordinator on facility abuse policy to
include how to identify potential abuse
and reporting information Immediately
fo  Director of Nursing and
Administrator. Administrator, Director
of Nursing and Human Resource
Manager met with the staff that was'
invoived In Investigation on 11/8/13 to,
re-educate them on Abuse Policy and!
Protocols, Consultations were issued on)
faiture to follow policy and to report
imtnediately to Director of Nursing and,
Administrator, Diregtor of Mursing!
completed re-cducation with Assistant
<Director of Nursing on conducting a
thorough investigation for Injuries of
undetermined  origin  emphasizing
Interviewing. and  wtilization of
appropriate root cause analysis to
identify causative factor for identified

injury,
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F 226 | Continued From page 2 F2z5/4 Nursing Administration team  will
approprate agencles, The review skin assessments weekly to
Administrator/designee will make alt reasonable ensure all altered skin integrity have
afforts to Investigate and addréss alleged reparts, been documented, investigated and
concems, and grievances, The person(s) root cause analysis identified.
;?:ﬁg“g&?é”ﬂ“gz:‘;:gi‘mg‘;’ﬂi;ﬁge’;ﬁ:i :’:‘3- Nursing  Administration team will|
rasident, date and time Incident occurred, where report findings to Director of Nursing
it eccurred, staff Involved and a description of weelly for proper follow up. Director]
what accurred. Investigations are kept of Nursing will review skin
confidential *, Under subtitle, Follow-up: all assessment  findings and  issue!
allagations are to be reported within tha Yme educational  referrals to  Staff]
frame allctted by state agency, Development Coordinator for 1:1
Racord review revealad Resident #1 was education with nurses identified asi.

e D A
admitted to the facility on 02/23/09 with diagnases “eef”'.g,, investigation and root cause
to Include Senile Delirium, Oateoperosls, Malaise flalysis educational _ heeds.
and Fatigue, Difficulty In Walking, Anemifa, and Director of Nursing will report
Cataracls, Review of the annual Minimum Data - findings  monthly to  Quality
Set (MDS) assessment, dated 05/10/43, revealed Assurance team for 3 months for
the faciilty assessed Resldent #1's cegnltion as recommendations and follow up.
severoly mpaired and hefshe requirad extensive Social Services Director will conduct
assistance with aclivitles of daity llving, weekly rounding to interview
Review of the facility’s Investigatien,-on 10/07/13 residents' regarding care and services
Resident #1 was noled to hava a red posa, and report findings to Administrator,
grabbed her by the collar and head bitted har. Social Services Director will report
The Assistant Director of Nursing (ADON) began findings monthly to  Quality
an Investigation of the radness. During the Assurance team for 3 months for
Investigatlon, the ADON Identifiad that the - recommendations and follow up.
resldent would rub her nose with geri-sleeves 5. Corrective Action Date: 12/29/2013 [12.2a13
frequently which they belleved could have been L
the cause.of the Infury: On 11/03/12, CNA#1 was
a na call, no show, and the staff reported that
CNA #1. may have pinchad Resident 1's nose
during the head butting sltuation on 10/06/13.
interview with CNA #1, on 11/13/13 at 10,00 AM,
revealed Resident #1 head butted her on
10/06/13 and no one else was in the raom. The
Evant |0: ETSU14 Factily O 10038 I cantinualion sheet Page dof 6.
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CNA stated she notifisd the charge nurse at that
time of the resident’s behavior, CNA# further
stated the facilily calied her In on Tuesday,
11705113, and asked what had happened and had
her welte a statement about the Ingldent
coneeming the head-butting,

Interview with GNA #6, on 1112/13 at 6:00 Py,
reveeled she had noticed Resident #4's nose wag
red and brulsed on 10/07/13. The CNATeported
itto Llpensed Practical Nurge (LPN} 1. CNA¥S
further revealed Resident #6 had stated someons
had hit his/her nose,

Interview wilh CNA #3, on 111413 at $:35 PM,
revealed white providing care 10 Resldent #1 on
10/07/13 sha noted Resldent #1 had & red
brulssd erea {0 the tip of hisfer nose,

Interview with CNA#4, on 11/14/13 at 2:35 PV,
revealed sha worked on 10/07/13 and sha had
neliced Resldent #1's nose was targe and reddish
with a blue it on the tip of histher nose, tha
ONA slatsd Resldent #1 told her somaone had

| pinchet himmer while sitting at the lunch tabls,

CNA#4 further stated Resldent #1 had stated two
girls cams In his/her room and one of them
pinched himher. CNA#4 staled the charge
nurse had walked by the table at the time, and
she thought the Charge Nurse had overheard i,

-1 CNA#4 further stated Resldent #1 told her ageln -

on §0/08M3 that someone had pinched hisfor
nose. CNA#4 stated she thought the incldent
weuld ba Investigated; but had not been
guestioned about the Incident untd) 11/08M13
around 4:00 PM by the DON and she wag not
asked 10 write a statement conceming the matler,
CNA#4 lurther staled she felt she had reporied It
1o the nurse when the nurse walked by the tabis,

F225
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Interview with LPN #1, on 111203 at 6:20 PM
end on 11714113 at 3:20 PM revealad she
Observed Resldent #1's noss and it was bruisad
and she could not determine how it had !
happanad. The LPN stated of a later fime the
resident sald something about being pinchad by
two boys. LPN#1 further revealed she had
talked to the ADON about the reported pinching
on the 11/04/13,

Interviews with Reglstered Nurse (RN} #1, CNA
#2, and CNA#T, on 11/14013 al 3:02 PM and 2:59
PM and 11143113 at 10:33 AM raspactivaly,
Tevealed they were working the night of the
incident related to Resldent #1's nose but RN #1
was nol asked 1o wrile a statement until 14/0813,

CNA#2 and CNA #7 ware never asked about the
incident,

Intervlew with ADON, on 1111313 at 10:44 AM,
revealed she was made aware of Resident #1'
brulsed nose on 10/07/13 during the moming
meeting and could not determine through
Interview with the resident what had happened.
The ADON further rovealsd she was nol sure how
It happened, and only talked with Licensed
Praclical Nurse (LPN) #1 and CNA 8 regarding
the Incident end did not Investigate i any further,
The ADON revealed she dki not talk with anyons
else bacause that was her Investigation and she
felt liks the area came about by Rasident #1
wiplng his/er nose on s'seve. Tha ADON further
revealed K was reported later Residont #1 had
head butted one of the CNAs and she assumed
nov that was how the brulse ocourred,

Infarview with the Director of Nursing (DON), on
11142413 ot 3:30 FM, on 11743113 at 11:10 AM
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and on 11/14/13 at 1:14 PM respactively,
ravealed CNA #1 and CNA #2 did nof work at the
facility any longer and thare had only bean one
silegation which was reported to the State on
11108713 In which it was alleged an employee
pinched Resident #1's nose. The DON further
revealed she was not made aware of the
allagation untll 41/03/13 but should have been
made aware of the Incident, The DON furthar
stated there was no documentation concaming
an assassment of Resident #1 at the ime of the
incldent,
1
FORM CM3Z567{02-93) Previous Versions Obsalata Event I0:ET6UH Faciny 1 100088 If continuation sheet Page 6ol §




