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FO00 INITIAL COMMENTS F Q00
2" plan of Correction
An abbreviated standard survey {KY22833) was
initiated on 02/17/15 and concluded on 02/20/15.
The complaint was substanliaied with deficient
praclice idenlified at "D" ievel. .
F225 483.13(c)1)(iD-(i), ()(2) - (4) F 225 483.13(c)(1)(H)-{lii), {cN2} - (4)
ss=p INVESTIGATE/REPORT INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS ALLEGATIONS/INDIVIDUALS
The facility must not empioy individuais who have {1)The resident’s responsibie party notified the
been found guilty of abusing, neglecting, or Administrator and Director of Nursing of the

mistreating residents by a court of law; or have
had a finding entered into the Stale nurse aide
regisiry conceming abuse, neglect, mistreatment
of residents or misappropriation of iheir properly;
and report any knowledge it has of actions by a

aliegations on February 9, 2015. The
investigation was initiated by the DON on
February 9, 2015, The empioyee was
interviewed on February 9, 2015, she denied

court of iaw against an employee, which would ny wrong doing. Ail employees’ working the
indicate unfitness for service as a nurse aide or day of the aliegation were interviewed on
other facility staff to the State nurse aide registry February 9, 2015, ailegation was found to be
or licensing aulharities. unsubstantiated. The investigation revealed a
failure to report to the proper agency in a
The facility must ensure lhat all alleged violations timely manner as stated in the Policy and
involving misireatment, neglect, or abuse, Procedure Manuel and required by statute, The
including injuries of unknown source and resident had been at Telford Terrace from Aprii
misapproprialion of resident property are reported 19, 2014 through his transfer to psychiatric
immediately to the administrator of the facility and hospital on February 2, 2015. On March 11,
to other officiats in accordance with State law 2015 the QA Nurse interviewed all

through astablished procedures {including to the

State survey and cerification agency), interviewabie residents. No residents reported

any concerns about abuse, negiect,
mistreatment or misappropriation of property.

The facility must have evidence that all alleged
On March 12, 20185 aii other

violations are thoroughly investigated, and must

prevent further potential abuse whiie the residents/responsibie parties were sent a letter
invesﬁgalion isin progress. I'egal'dlns abuse, neglect, mistreatment, and
CONT'D

The results of all investigalions must be reperied
to the administrator or his designated
reprasentative and to other officials in accordance

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATINE'S, RE {n8) DATE

TITLE
) Actnou stttz %&fﬁ
Any deficency stalement eading with an asterisk (°) denotes a deficiency which the inslitubon may be excused from comecting providing il 1% determined thdl

other safeguards provide suflicient protection 1o he patients . (Sea mstnuctions ) Excapt for nurging homes, the findings stated above are disclosable 90 days
follamng the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of cosrecion are disciosable 14
days lollowing the date thase documents are made avadable (o the faciily If deficiencies are cited, an approved plan of comection 13 requisite 10 conlinued
program parhcipation
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F 225 ' Continued From page 1

with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alieged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and a review
of the facility abuse policy and procedure i was
determined the facilily failed to protect residenis
from abuse and ensure allegations of abuse were
reporied to slate agencies for one (1) of three (3)
sampled residents (Resideni #1). Resident #1's
rasponsible party nolified the faciiity Administrator
on 02/06/15 that a State Registered Nurse Aide
cursed Resident #1, showered the resident in
cold water, and (hreatened to not allow the
resident to visit wilh histher pet. The faciiity faiied
to remove the SRNA from resident care duties
during the investigalion and failed to report the
allegation to appropriale state agencies as
required.

The findings include:

A review of the facility policy for abusa and neglect
{untitled and undated) revealed any alleged
violations involving mistreatment, neglect, or
abuse must be reporied to the Administrator
and/for his/her designee immediately and lo
appropriate agencies when an allegation of abuse
occurs. Further review of the facility policy

. revealed while an investigation is being

| conducted facility employees who have been

i accused of resident abuse would be removed
from resident care duties or suspended
depending on the severity of the alleged offense

F 225:Ietter purposefully noted what to do if abuse,

misappropriation of resident’s property. The

hey ect, mistreatment, and misappropriation of
resident’s property were suspected. They were
instructed that if they suspected abuse, neglect,
mistreatment, and misappropriation of
residents property to contact the Administrator
or Director of Nursing.

It was also noted that they could contact the
facilities Ombudsman, Adult Protective Services
or The Office of Inspector General if needed. To
date we have not received any concerns related
to the letter.

(2)Interviewable residents were interviewed by
the QA Nurse on March 11, 2015 and a letter |
was sent to the remaining responsible parties
asking about abuse, negiect, mistreatment and
misappropriation of resident’s property on
March 12, 2015. On March 11, 12, and 13 ail of
the faciiities staff was interviewed, The
interviews and ietters did not reveai any
additional reports of abuse, neglect,
mistreatment, or misappropriation of resident’s
property. No other residents were identified 10
have been affected by this deficient practice.

{3)An in-service was conducted by the QA
Nurse for ail facility staff on March 12, 2015 to
address the issue of abuse, neglect,
mistreatment, and misappropriation of
resident’s property including how and when to
report the incident. The Administrator and
CONT'D
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until the results of the investigation had been
reviewed by the Administrator.

A review of the medical record for Resident #1
| revealed the resident was admiited to the facility
| on 04/19/44. A review of the resident's current
diagnoses revaaled the resident had diagnoses
' that included Schizoaffective Mood Disorder,
Psychosis, Anxiety, Bipolar, and Depression.
Additional review ravealed a comprehensive
Minimum Data Set (MDS) assessment dated
12/19114 in which the resident was assessed lo
require the extensive assistance of two people for
bathing. In addition, the resident was assessed
to have moderately impaired cognition. Further
review of the record revealed Resident #1 struck [
i & stafl member while the staff was attempting lo
| bathe the resident on 02/04/15 at 8:00 AM and
| twisted another stafl member's arm at 11:00 AM
tha same day. The resident’s physician was \
conlacted and orders received to transfer the
resident to a psychiatric hospilal for evaluation.
The resident was admitied to the psychialric
haspilai on 02/04/15 and remained in the hospital
at the time of the investigation.

A review of a facility investigalion completed by
the Director of Nursing (DON) on 02/09/15 for
Resident #1 revealed an allegation that State
Registered Nurse Aide (SRNA#1) cursed at
Resldent #1 on 02/04/15. The investigation
further revealed SRNA #1 told Resident #1
heishe would never be able lo sea his/her dog
again if he/she didn't "straighten up” and also
gave the residenl a cold shower.

An intlerview conducted with the Director of
Nursing (DON) on 02/20/15 at 2:05 PM, revealed
the Administrator informed the DON of an

Director of Nursing were in-serviced on March
F 225 12, 2015 about the proper time frame to report
the incident as weil as when to suspend an
employee. To heip prevent future incidents
employee orientation will include a thorough
review of the abuse, neglect, mistreatment, and
misappropriation of resident’s property and a
signed acknowiedgment sheet. |

Abuse, negiect, mistreatment, and
misapprapriation of resident’s property wiil
continue to be part of our bi-annual in-service
to all employees and as orientation of new
employees. Bi-annual in-service wili include the
importance of reporting allegations
immediately and that the Administrator or [
Director of Nursing will repart the alieged
incident immediately and the investigation Is
Fompleted in S days and findings are reported |
to the State Certification and Survey Agency
and all other required state officials. The
Activities Director will review during monthiy
resident’s councii meetings abuse, neglect,
mistreatment, and misappropriation of
resident’s property and give everyone an
opportunity to discuss any concerns they may
have in camplete confidence.

{4)The QA Nurse wiil conduct monthly
interviews with 10% of the current census to

!

inquire if they are aware of any abuse, negiect,
I

mistreatment or misappropriation of resident
property at Telford Terrace. The Activities
CONT'D
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| allegation of abuse on 02/068/15. Tha intarview
further reveaied the DON was instructed to
conduct an investigation regarding Ihe aliegation
of abuse of Resident #1. The DON stated she

| conducted an investigation of the allegation. The

| DON further stated she did not suspend the

! employee or remove the employee from resident
care during lhe investigation and did nat report
ihe allegalion to slale agencies. The DON slated
she was new (o the job and this was her first
allegation of abuse to investigate.

- An interview conducted with the Administrator on

- 02/20M15 at 2:30 PM, revealed the Administrator

. was conlacted by Resident #1's Responsible

| Parly {RP) on 02/06/15 by phone, The

| Administrator stated the Responsible Party

| informed the Administrator thal Rasident #1 was

| upset because a staff member lefl the resident

 alone in the shower for a long time and sprayed

' the residen{ with cold water. Further interview
reveaied the Administralor instructed the DON to

| conduct an investigation of the allegation. The
Administrator staled he did not reperi the
allegation to the slale agencies or

| remove/suspend the employee because the

' allegation was unsubstantiated and he felt abuse
did not occur.

F 225 to report abuse, neglect, mistreatment, and |

Director wiil give the residents an opportunity |
misappropriation of resident’s property in a
confidential environment. The Quality
Assurance Team wili review weekly all reports
of abuse, neglect, mistreatment, and
misappropriation of resident’s property for a
period of one year. The review wili fook at
timeiy reporting to ail appropriate agencies o
include but not limited to Office of the
Inspector General, Adult Protection and local or
state law enforcement agencies, interviews
with staff and residents, safety of residents,
what action was initiated on the accused, was
the investigation completed within the five day
periad, and the outcame of the investigation.

{S5}Completion Date

03/14/15
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