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. An Abbreviated Survey investigating
. KYG0021823 and KYD0021865 was conducted
| DB/25/14 through 06/27/14. KYDG0218253 was
. urisubstantiated with no deficiencies cited.
: KY00021865 was unsubstantiated with an
unrelatad deficiency ciled 5t 2 Scope and
| Severity of a D"
F 225 48313c) 1. (oX2) - (4)
84=0 INVESTIGATEREPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have ;
: been found guilty of abusing, negieching, or :
- mistreating residents by a court of law: or have
i had a finding entered into the State nurse aide
registry concerming abuse, neglect, mistreatment 3:
: of resideris or missporopriation of their property;
" and report any knowledge i has of actions bya
: court of law against an emplovee, which would
" indlicate unfitness for service as 2 hurse aide or
. other faciity staff o the State nurse aide regisiry
Lo licensing authorities,

: The facilify must ensure that il alleged violations |
involving mistreatment, neglect, or abuse, '
Hincluding injuries of unknown source and :
misappropriation of resident property are reported |
 immediately fo the administrator of the facility and
o other officials in accordance with State lew '
- through estabiished procedures (inciuding to the
" State survey and certification AZENCY}.

: The faciity must have evidence that ai alaged

. violations are thoroughly investigated, and must
i prevent further potential abuse while the
_investigation is in progress.

F 2% Director of Social Services coumseled

F 25

‘with resident with regard to incident on
record on 7/36/2014. Resident did not
sregister any complaints of abuse, or
‘cancerns. Resident feels secure in the
facility and feels treated well by staff.

- All residents with BIMS score of 10 or
_ higher were interviewed on 6/30/14 by
Becky Bryant, Director of Social

- Services. No additional complaints of
 care were registered by residents

- during survey,

. Abuse in-services were conducted on

. 7/16/14 by Becky Bryant, 88D, 7/21/14

{ by Susan Fulton, Staff Dev., Kim Breeze,
¢ Unit Coord., and Michelle Marshall, Unit
: Coordinator. 7721, 7/22, and 7/23 were

i conducted by Susan Fulton, on Seven

¢ Components og Abuse, including injuries
. of unknown origin. All employees in

~ facility wee n-serviced with the exception
. of four employees, who are currently on

- vacation. These four employees will not

* be allowed to work until they have

. received the mn-service taining,

; Administrator has verified alt employees
+ have had in-service training by recon-

© ciling employee roster with in-service

. sign in forms.

* The Statt Development Coordinator, Susan |
i Fulton will provide the QA Committee, at

* the monthly QA mezting, evidence {resident -
©imtarviews) of polling with each abuse alle-

itiowing the dato of survey whether ar not & plan of conrection
days following the date these documents sre made avaizbie to
srograsn parlicipation.
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The results of sl investigations must be reported :
i to the administrator or his designated : _
representative and (o other officials in accordance  F 225 : Cont.
! with State law (including to the State survey and | _
certification agency) within 5 working days of the i The Staff Development Coordinator, Susan
i incident, and if the alieged violation is verifieq Fulion and the Abuse Coordinator, Becky
" appropriate corrective action must be taken. ¢ Brvant will review each allegation to ensure
 that all components of abuse allegation and
. Investigation are adhered to.
{ This REQUHREMENT s not met as evidencey * The QA Committee is composed of: Susan
o _ - ' Fulton, LPN, Sandra Mitchell, RN. DON,
 Based on interview and record review, ftwas  Michelle Marshail, RN, Kim Brecze, RN,
determined the facility falled to ensure a thoraugh . ' Mi AT
; b - . : chaei Cox, AIT, Becky Bryant, L8W,
; nvaeshgation was conducted regarding Resident P Scott, RN, Charles Gimm, Maint. Di
| #71's allegation of verbal abuse by Certified ;T ORIy SCOtL, K, Lharles G, Mamt. Dir,
 Nursing Assistant (CNA) #2 as evidenced by Frances Zornes, Hsk Supr, Pamela Colemas, |
failure to interview other interviewsble residents : Litet Mygr, and Judy Bellamy, Activity
regarding CNA#2's care and behaviors, - Coordinator.
The findings inclucde: - The QA Committee will monitor compliance |
: . through the QA process for a period of 90
Record review revealed the facifity admitted ¢ days,
i Resident #1 on 03/28/14, with diagnoses which :
included Anxiety, Insomnia, Afiercare Healing 1 Frg: Compoleted 7/30/14
. Traumatic Fracture of Right Femur, Osteoarthritis
tand B/ Right Knee Surgery. Review of the
Quaartery Minimum Data Set (MDS) dated
: OBM 214, revealad & Brief Interview for Menta!
Status {BIMS) score of fifteen (15) indicating the
- tesident was interviswable and had na cogniive
' inipairment.
i Review of the facility's, "Resident Abuse
- Investigation Report Form®, dated 0530414,
i revealed on 05/28/14 at 9:45 AM, an incident
' involving alleged verbat abuse of Resident #1 by
. CNA#2 early that morning had been reported to
| the Social Worker {8W). Review reveated ; : :
FORM CMS-IS67(02-80} Previous Viersions Doschite Event 1 XEROM Faciiy i3 100452 If continuation sheat Bane 2 of 4
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' Resident #1 had reported the alleged verba!

_abuse by CNA#2 to two {2) "shower aides”

t approximately "two and a hall hours” earier, at
5:00 AM o 5:30 AM. Continued review revesled |

: Resident #1 had afleged CNA #2 had "grabbad®
him/her by “the leg” and tald him/her to “guit

: peeing” on himsetifhersell because he/she “was

‘ getting them i trouble™. Review of the Form

- revealed CNA#3 had been working with CNA#2

“and denied CNA #2 had inid Resident #1 that. 5

. Coniinued review revealed Resident #1's .

roommate was interviewed on 05/30/14; but, had ¢

. not heard "anything”. Review of the Form

‘revealed 3 “thorough investigation” was

. completed, however, further review of the Form

‘revesied no documented evidence the faciity

. interviewed other inferviewable residents 5

| regarding CNA #2's care and behavior which she

_ also might have provided care for.

Interview with Resident #1 on 06/26/14 at 10:15
i AM, regarding his/her allegation of verbal abuse
by CNA#Z in the early morning on 05/29/14,
: revealed a "gil" had come inle hissher room ang
told the resident "o stop peeing in between”
. his/her legs while in bed. Resident #1 stated this
“had "upset" him/her and he/she had not ssen the -
'girl” since. Resident #1 indicated no one else in |
! the facility had ever “upset” him/her like that in

any way.

"interview with ihe SW on 06/26/14 at 1:50 PM,

. Feveaied she indicated she had not conducted

{imerviews with other interviewable residents who i
might have had care provided by CNA #2 during

 the investigation to ensure no further allegations

_ of verbal sbuse were reported.

. Interview with the Director of Nursing (DON) en
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06/27/14 at 10:30 AM, revealad nursing staff had
not interviewed other interviewable residents wio
might have received care from CNA #2 during the
early morning hours of 05/28/14, to ensure there
were no further zllegations of verbal abuse by
CNA #2,

Interview, on 06/26/14 at 3:30 PM, with the
Administrator revealed the faciity had not
interviewed other interviewable residents who had
potentially been cared for by CNA #2 during their
investigation. He indicated, however, the facility
should have done this. The Administrator
revealed the facility had not received any further
aflegations fram residents who had been cared
for by CNA #2 during the garly maming hours of
05/29/14. According to the Administrator, in the
future the faciity would include interviewing other
interviewable residents who aiso might have
received care from an affeged perpelrator when
performing the investigation.
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