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An abbreviated survey {KY22548) was
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The facility must nat emploey individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law: ar have
had a finding enterad inte the Stale nurse alde
regisiry concerning abuse, negleet, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which wouid
indicate unfitness for service as a nurse aide or
other facllity staff to the Stata nurse aide registry
or licensing authorities.

The facility must ensure that ali alleged violations
involving mistreatment, naglect, or abusa,

including injurias of unknown source and
misappropriation of resident property are reported *
immediately o the administrator of the facility and
to other officials in accordance with Stats law
through established procedures (including to the
State survey and carlification agency).

The facility must have avidence that al aileged
violations are thoroughly investigated, and must
prevent further patantial abuse while the
investigation is in progress,

The resuits of all investigations must be reported |
to the administrator or his designated ,
representative and ta other officials in accordance | |

| | i

LABORATORY DIREQROR'S QR PROVIDERISUPPLIE REPRESENTATIVE'S SIGNATURE TIMLE (X8) DATE
g Eim AN, mndtadeor, 123415
Any daficency staterment ang| -

ing with 2n asterisk (*) denotes s deficlency which the institwion may be excused from corecting providing it iz detenmined that
ather safaguards provide sufficien? protection 1o the Patlents. {See instructions.) Except far nursing hemes, the findings stated above are disclazeble 50 daye
Intiowing the date of survey whather or nota plan of comection Iz provided. For nursing homes, the ahave findinga and pians of correction are disciosatie 14
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with State law (Including to the State survey and
certlfication agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corractive action must be {aken.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of polices, the facility failed %o assure
all allegations of abuse were reported
immediately to the administrator of the facility In
accordance with facility policy for one (1) of three
(3) sampled residents. Resident #3 reported to
the Unit Manager on 12/02/14 that he/sha had
been “beaten up” by ancther residant on
Thanksgiving Day. The Unit Manager failed to
repurt the allegation to Administration according
to the facility policy.

The findings Include;

A raview of the facllity policy titled “Abusa Policy,”
dated December 2011, ravealed "all allegations
involving mistrestment, neglect, or abuse” would
be reported “immediately to the Director of
Nursing and/or the Administrator of the facility "

During a tour of the facility on 12/08/14, Resident
#3 slated to the surveyor that hefshe was “baaten
up” by ancther resident on the day before
Thanksgiving, The Unit Manager was present
during the interview and heard the statement
made 1o the surveyor,

An inkerview with the Unit Manager on 12/08/14 a¢
12:05 PM ravealed the resident reported the
incident to her an 12/02/14. The Unit Manager
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stated Resident #3 has a histary of meking false
accugationa and a care plan was in place for this
behavior, The Unit Manager stated that she
reported the allagation to the DON (Director of
Nursing) on 12/02/14.

Review of Rasident #3's record revealed the
faciity admitted the resident on 02/27/13 with
diagnoses that included osteoporesis and
hypertension. The most recent assessment, g
guarterly MDS (Minimum Data Set) with a
refarence date of 11/05/14 ravesled the resident
BiMS (Brief Interview for Mental Status) score

. was B, indicating severa impairment. A reviaw of
i the care plan for Residant #3 revealed 8 cara

plan atdressing behaviors that included making
faise statements and resisting care. Further
review of tha care plan revealed tha cara plan
was updated on 12/02/14 and included the
statement that the rasident reported a resident
came in his/er raom and bisat himMer up on
Thanksgiving Day. According to the
documentation, a head 1o toe assessment
ravaaled no injurles and the resident was aasured
that he/ehe was safe. There was no
documantation to indicate the allegation was
reported to facility Administration.

An interview conducted with the DON and
Administrator on 12/08/14 at 3:10 PM reveaied ali
allegations of abuse wera to be reported, even i
a resident had a history of making false
accusations. The DON and Administrator both
staled they were unaware of the ailegation made
by Resident #3 on 12/02/14.,
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