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An abbreviated standard survey (KY22888,
KY22908) was inltiated on 03/03M5 and
concluded on 03/04/15. Both complaints wera
substantisted whk deficlent practice Identified at
"E" level,
F 225 483.13(c)(1){f)-(H), (c)(2) - (4 225
sSeE | NVES'(I'Ig ;%éEJPg:gT, (4 F Tha allegations of resident #1 and resident 42 05-8+1%
ALLEGATIONS/INDIVIDUALS have been Investigatad by the Offices of Inspecter
Ganeral, Adult Protective Services - Protection
and Perma d tha bud \
Tha facillty must not employ Individualg who have SrmAnency, en aree Ombudéman
been found guilty of abueing, neglecting, or Abogls interviews for the past year with residants
mistreating residents by a court of law; or have and famiftes ware pulled and reviewed regarding
had a finding entered inte the Stala nuree side abuse questions and no reports of cbuse had bean
ragisiry concaming abuse, neglact, misirsatment made by any resident or famlly member. Rasident
of residents or misappropriation of their property; Cauncll Meatings wera pulled and reviewed for
and report any knowledge it has of actions by a the past year and na camplaints of abuse were
court of law against an smployea, which would "';:‘ "I:"V '“"::’:; 't':lm"“’“?tfl'b';“ s ,
Indicate unfitness for service as a nurse aide of :nhv':eﬂcum] d'n S :n"::":::uu:::;: f:rnilv
4 h
other facllity staff to the State nurse aida reglstry membor (I the residant Is unable to answear) will be
or licensing authorities. interviewed again using the Abagls screening
quastions (pee attached). Any yes answars will he
The facliity must ensura that all allegad viotations reported Immediately to Central intake, Pretection
involving mistreatmant, neglect, or abuss, and Parmenency/Adutt Protactiva Services, the
including injuries of unknown source and Office of Inspactar Ganaral, and the area
misappropriation of residant property am repeorted Qmbudsman per sttached policy [by phone, fax,
immediately to the administrator of the facllity and or amall). The allaged parpetrator will be removed
to other officials in accordanca with State law fram the pramisas immadiately, An invastigation
through established procedures (including to the will cammence immedtately and actions will be
d crtif taken to protect all residents during the
State survey and certification agency). Investigation procass.
Thae facllity must have eviderce that all alleged
viciatlons are theroughly investigated, and must Staffhave been in-serviced on three occasions
pravent further potentlal abuse while the during the manth of March on the Importance of
Investigation Is in progress, reporting allegations timely (tha ramoval of tha
allegad purpatrator from the premises to pravent
The results of all investigations must be reportad the possiblilty of other rasidents being abused)
to the administrator or his designated and the Impartance of reporting al sllegations to
BORA, ORFAOVIDE  PPLIER REPRESENTATIVE'S SIGNATURL e s B
Jra 429 &
Any ney slatomeni anding with an gate k) denates a daflclansy which tha Institution may ba ting providing It la dalermined thet

othar sefeguards provide sufficlent protection  tha Ratents. (Sea inatructions.) Ewcept for nurming homes, the findings stated above arw disclosabla 82 daye

following the dete of survey whether or nota plan of coraction Is provided, Fof nureing hemeas,

the above findings and plans ef conectian are disclozable 14

days following the dale theas decuments are made avalisbla to the facllly. If defizlencies are cltad, an spprovad plan of correction Is requistte 1o eahtinued

progrem partieipation.
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representative and to other officiale In aceordancs
with State law (Including to the State survey and
cartification agency) within 8 working deya of the
incident, and if the alleged visiation is verifiad
appropiiate comectiva action must be taken,

This REQUIREMENT is not mat as evidanced
by:

Basad on obaervation, Intarview, record review,
facility palicy review, and faclity sbuse
Investigatian review, it was determined the fecility
falled to ensura al) alleged violations involving
mistraatment, neglact, or abuse ware reported
immediately to the administrator of the facllity and
to etata agencles for iwo {2) of three (3) sampled
residents (Resident #1 and Resldent #2). Review
of a facllity investigation dated 02/10/15, revealed
State Registered Nursing Assistant (SRNA) #2
and SRNA #3 reportad to the Administrator a1
approximately 11:35 AM, that they obeerved
SRNA #1 placa a sock In Resident #1's mouth at
approximately 8;15 AM. Howaver, staff did not
report tha Incident untll approximately three (3)
hours and twenty (20) minutes later, SRNA #1
continued to provide realdant care during that
time, In addition, review of facility investigations
dated 02/19/15 and 03/02/15, revealed Resldant
#2 made aliegations of abuse to staff. The
Investigations reveeled the Incldants were
investigated and defermined to be
unsubstantiated; however, state agencies were
not notifiad of the allegations.

The findings Include;

Review of a facllity policy titled "Abuse Policy,"
with a revislon dute of January 2014, revealed the

bacome more stringent and staff are aware
In tarmination from employmeant. When
to raport the allegation Immediately to the
will;

1) tnsure the safaty of the resident.
premises.

a praliminary repore - fax a salf-raported
Incident form to the Offica of Inspector
Genaral if the Incdent ogeurs after working

during the next work day.
4) Call Adult Protactive Sarvices/OFlces of

gsend an small if aftar warking hours or on
weekends. Follow up with a call during the
naxt wark day.

sand an emell If aftar warking hours or on
weekends. Follow up with a call during the
next work day,

with a call on tha next work day.

7) Call a repost in to tha Kentucky State
Polles If tha Incident oceurs on weekends,
sfter work hours, or as indicated (L.e. rape).

the proper suthorities for Investigation. Our
policy for reaporting alfegntions Immediataly has

#allure to report allegations Immaed!iately can resuit
a residant reports an allegation to staffthey are

administrator. Tha administrator or designes

2) Remova the alleged perpetrator from the
3) Call the Office of Inspactor General and file

hours or on waekend ~ follow-up with a call

Protaction and Permanency snd flle a report—

5) Call the area Ombudsmun and flla a report-

6) Emall a repert ta Central Intake If the Incidant
occurs after hours or on weekends. Follow up

To malintain compllance and follow Kentucky
Statutes, the administrator acknewladges thet

any and all allegations must be reportad timely via
talephona, fax, or amall to the Offica of Inspactor
General, Adult Protective Sarvices ~ Protection

and Panmanency, the aran Ombudsman, tha
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Administrator must be notified Immadiately of any
sutpected abuse or incidents of abuse. The
policy also revealed any indlviduel obsearving an
Incident of abuse must Immediately report the
incident, The policy revealed ali reports of
resident abuse, naglect, and injuries of unknown
origin wauld ba promptly and thoroughly
Investigeted by facility management and would be
faported to state agencles as requirad,

1. Review of the medical record for Resldent #1
revealed the facility edmitted the residant on
01/24/14, with diagnosss that included Dementla,
Ostecarthritis, and Chronic Pain,

Review of a significant change Minimum Data Set
(MDS) asssasment for Resident #1 dated
02/11/15, revealed Resident #1 was sssessed by
the facliity to have & Brief Intarview for Mentai
Status (BIMS) score of 3 which Indicated the
residant had severaly impaired cognition. The
MOS also revealsd the resident to require tha
total easistence of two staff parsons for bed
mobility and tranefera,

Raview of a facillty investigation datad 02/18/1 5,
revealed Stale Registered Nursing Assistant
(SRNA) #2 and SRNA #3 reported an Incident of
abusa to the Adminlatrator at approximataly 11:35
AM. Tha investigation stated SRNA #2 and
SRNA #3 obsarved SRNA #1 place a sock in
Resident #1's mouth at approximataly 8:15 AM,
Howaver, ataff did not repert the Incident untll
approximately three hours and twanty minutes
leter,

Observation of Resident #1 on 03/04/18, at 5:15
AM, revealed the resident was laying on hisher
lefi side in bed, with full padded sida ralls ralsed

Mentucky State Police, and Contrat Intake by the
facllity Adminlstrator, Secial Servicas Director,

of the Dirgctor of Nursing. Informatien gathering
will shan bs Inhtiated to sacura the necessary
documants for conducting a thorough
Investigation, The Adminlstrator, Soclal Sorvices
Director, and the Diractor of Nursing will moniter
all allegations o insure compltanes ks malntained
end all allegations are raported to tha proper
Agencles far investigation. The Aliegation Check
List will b tnitiated by the administrator, Soclal
Services Diractor, or the Director of Nurzing (the
leadling investigatar) upon racelpt of an sliagation.
As the necessary contacts are made, the form will
ba completad by the leading Investigator {tha
form shauld ba completad within 72 hours of the
Initial alilagation), The form will become part of
the allegation Mla. Al allngations are primarily
Invastigated by the administrator, tha saclel
servicas directar, and tha director of nursing who
work as a team to Interview, gather Information,
provide Instructions, and davelop plans to insure
the safety of all tha residents entrustad in our
care. Tha invastigating team will alsn collaborate
and review the cheek list within 72 hours of an
allagatian to Insure all contacts have bigen mada
and documantad.
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on both sides. There were no apparent Injuries
noted.

Multiple attempts 1o contact SRNA #1 were
unsucceseful, Raviaw of the facllity's
Investigation dated 02/19/15, ravealed & witness
stalament writlen and signed by SRNA #1 siating
he placad the sock in Residant #1's mouth
bacause he had a headache and the resident
was screaming and would net stop,

Interview conducted with SRNA #2 on 03/04/15,
at 8:53 AM, revealad she was providing care for
Resident #1 an 02/19/15 with SRNA#1. SRNA
#2 further stated SRNA #3 came into the foom
and they both observed Rasident #1 with a sock
in the resident's mouth that was placad there by
SRNA #1. SRNA #2 stated she was aware the
Incidant should have been reportad Immediately
to the edministrator, but did not because she
knew SRNA #1 would lose his Job and she was
concemed for him. SRNA #2 stated she later
talked with SRNA #3 and decided they hrd to
report the incldent.

Interview conducted with SRNA #3 on 03/04/18,
at 7:12 AM, reveelsd et appraximately 8:00 AM to
B8:16 AM on 02/19/186, she enterad Resident #1's
room and cbsarved the resident with a sock In
his/er mouth. SRNA#3 staied she imenediately
told SRNA #1,"0h my Godl What are you dolng?
Don't you know that's a form of abusa?" SRNA
#3 statod SRNA #1 immediately took the sack out
of Resident #1's mouth, The SRNA stated she
knaw SRMNA #1 wauld loss his Job, but told SRNA
#2 over three hours later they would have to
report the incident. SRNA #3 stalad she wasg
aware she should have reported the incident
immediately,
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Interview conducted with the Administrator on
03/04/18, at 10:10 AM, revealed she was notifisd
on 02/19/15, at approximately 11:35 AM of the
incident in which SRNA #1 piaced & sock in
Resldent #1's mouth. The Administrater stated
staff was required to report any incidant or
suspiclion of abuse immediataly. The
Administrator stated SRNA #1 wag terminatad
Immedietely, and SRNA #2 and SRNA #3 were
both given disciplinary wamings because of their
fallura to Immediately report the Incident,

2. Review of the medical record for Resident #2
revealed the facility admittad the resident on
12104112, with diagnoses that included Senl(a
dementia, Depreasion, and Anxiaty.

Review of a quarierty MDS assessment for
Resldent #2 dated 12/10/14, revealed the
resident had been assaessed 10 have a BIMS
score of 5, which indicated the resident was
assessed to be severely cogritively impairad,
The MDS also revesled Resident #2 required the
extsnalva aseistance of two peraons for bed
mobllity and transfers,

Review of a facility investigation dated 02/18/1 5,
revealed Resident #2's family member called tha
facliity and spoke with the Admissions
Coordinator, and stated the residant told the
family member that "people were In [his/her) room
beating [him/her) and had [his/her] hends tled up.”
The lecility completad an investigation on
02118115, and detesmined the Incident was
unsubstantiated. However, there wes no
avidenca the facility notified state agencies of the
incidentL
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Review of a faclllty investigation dated 03/02/15,
revealed Residant #2 alleged that a male staff
member twisted the resident's arm, The facility
investigated the allegation end detenmined it was
unsubetantiated, However, thers was no
evidenca the facility nolified state agencles of the
allegation,

intarview conducted with the Admissions
Coordinator on 03/04/15 at 10:00 AM, revealed
she spoke with Resident #2's famlly member on
02/18/15S ragarding allegations of abuse. The
Admissions Cocrdinator stated she immediately
notified the Administrator when she recelved the
sllegation,

Interview conductad with the Administrator op
03/04/15, at 10:10 AM, revaaled she was nolified
of the Incldent with Resident #2 on 02/19/18, and
agaln on 03/02/15, and investigated the
allegetions. Tha Adminlstrator stated the facility
determined when Resident #2's family members
do nat visit frequently the rasident had a tendenay
to make false allegatlons. The Administrator
stated the state agencies were not notified
becausa the allegations wera unsubstantiated
and the resident makes frequant untrue
allegations. The Administrater further stated she
should have reportad tha incidants Lo the stata
agencies.
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