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An Abbreviated Survey Investigating KY #21994 T 2014
was conducted on 07/29/14 through 07/30/14 to ) e
determine the facility's compliance with Federal = NERECCE e e |
requirements. KY #21994 was substantiated with $_ . |
a deficiency cited at the highest S/S of a "D". 9, QY |
F 225 | 483.13(c)(1)(i)-Gii), (€)(2) - (4) F226| F225 A R 8-19-14
85=D | INVESTIGATE/REPORT -
ALLEGATIONS/INDIVIDUALS What corrective action will be
The facility must not employ individuals who h accomplished for those residents
e facility must no ndividua ave
been found guilty of abusing, neglecting, or found t.c-.have beer_1 ai;fected by
mistreating residents by a court of law; or have the deficient practice?
had a finding entered into the State nurse aide
registry conceming abuse, neglect, mistreatment The alleged incident revealed no
of resldents or misappropriation of their property; harm occurred to the resident
and report any knowledge it has of actions by a identified as #1 of this

court of law against an employee, which would ) . .
indicate unfitness for service as a nurse aide or investigation. The Director of Nurses
other facility staff to the State nurse aide registry submitted an allegation of abuse

or licensing authorities. on 7/14/14 and completed the
investigation on 7/18/14.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse, 7 z P "
including injuries of unknown source and How will this facility identify

misappropriation of resident property are reported other residents having the

immediately to the administrator of the facility and potential to be affected by the ,
to other officials in accordance with State law same deficient practice?

through established procedures (including to the

Stats suriey aiid certiication agenicy): All residents had the potential

The facility must have evidence that all alleged ko be.affected by the deficient
violations are thoroughly investigated, and must practice.

prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported

to the administral/oor h
LABORATORY DIRECTOR'S OR W1 PLIER REPRESENTATIVE'S SIGNATURE E ;sj DATE
AA o Vi 4

Any deficlency statement ending with/an asterisk (*) denotes a deficiency which the institution may be excused from comecting providing it Is determined that

other safeguards provide sufficle tection to the patients . (See Instructions.) Except for nursing homes, the findings stated above ara disclosable 90 days
following the date of survey fer or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these ents are made avallable to the facllity. If deficiencies are cited, an approved plan of comrection is requisite to continued

program participation.
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F 225 | Continued From page 1 F225|  What measures have been put

representalive and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violalion is verified
appropriate comective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
the facility’s investigation and Abuse and Neglect
policy and procedure it was determined the facility
failed ensure all non-interviewable residents who
waere cared far by the alleged perpetrator were
assessed timely to ensure there were no injuries
after one (1) of three (3) sampled residents
(Resident #1) alleged Certified Medication
Technician (CMT) #1 hit him/her on the buttocks
with a bedpan. The facility only assessed three
(3) of nine (9) non-Interviewable residents on
Resident #1's hall two (2) days after the alleged
incident.

The findings Include:

Review of the facility's policy "Abuse and Neglect
Policy and Procedure”, last updated 02/25/14,
revealed a formal investigation would be
performed by the Administrator, DON (Director of
Nurses), or designee.

Record review revealed the facility admitted
Resident #1 on 10/02/12 with diagnoses to
include Sepsis secondary to Urinary Tract
Infection, Possible Alzheimer's Dementia, and
Anxiety.

Review of the facility's investigation, dated

into place or systemic changes
made to ensure that the
deficient practice will not recur?

The Quality Assurance Coordinator
provided education of the F 225
and N 108 laws along with the
interpretive guidelines to

the Administrator and the Director
of Nurses on 8-15-14. The facility
shall have evidence that all alleged
violations are thoroughly investigated,
and must prevent further potential
abuse while the investigation is in
progress. This shall include a timely
assessment of all non-interviewable
residents who are cared for by an
alleged perpetrator.
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7114114, revealed Resident #1 report that CMT
#1 had hit him/her on the buttocks with a bedpan.
Further review revealed there were three (3)
non-interviewable residents skin assessmants
completed on 7/16/14 two days after the
allegation of abuse,

Interview with Licensed Practical Nurse {LPN) #3,
on 07/30/14 at 2:45 PM, revealed he completed
thres (3) skin assessments on non-interviewable
residents.

Interview with the Director of Nursing, on
07/30/14 at 1:30 PM and 3:55 PM, revealed there
were no Injuries found during the skin
assessments completed on Resident#1's
roommate and two (2) residents across the hall.
She stated there were nine (8} non-interviewable
rasidents on Resident #1's hall but staff did not
complete skin assessments on all of them. She
ravealed the skin assessments were completed
on three (3) resident's for the investigation
because staff cornpleted skin assessments
weekly and the aides knew to report anything out
of the normal and knew the investigation was
going on. She stated she told staff to do the three
(3) residents as pait of her investigation to make
sure residents were safe and she Just randormnly
picked that number of residents.

Interview with the Administrator, on 07/30/14 at
4.40 PM, revealed residents are looked at
everyday In this facllity.

monitor its performance
tao ensure that solutions are
sustained?

Administrator shall monitor
the performance of the

. Director of Nurses weekly
to ensure that all alieged
violations and all substantiated
incidents are reported
according to the policy and
procedure of the facility.
This monitoring will be
documented along with the
Safety Team report to the
Quality Assurance Team
weekly for one year.
Alleged compliance date is
August 19, 2014
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