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An ebbreviated atandard survey (KY23732) was rederves the rightt to contest the survey findings
Inltiated and concluded on 08/25/16, The through jnformal disputs resolution trmal nppesl
complaint wag subatantiatad with daficlent proceedings or any sdminlstrative or lagal
praciice identified st "D" level. proceedings, This plan of comection is not meant
F 225 | 483.13(c)(4)(i=(iH), (cX2) - (4) F 225| toestablish any standasd of care, contract obligation or
gs=p | INVEBTIGATE/REPORT poaltion and the facility reserves all rights to ralae al]
ALLEGATIONS/AINDIVIDUALS postible contentiony and defenscs in any type of civil
ot oriminal claim, actlon ar procesding. Nothing |
The facllity must not amploy Individuals who have coniained in this plan of correction shenld be '
bean found gulity of abusing, neglecting, or coneidered a8 & waiver of any porentially applicabls
mistresling residents by a court of law; of have Peer Roview, Quality Assurance or ealf criticl ™ *
had a finding entered Into the State nurse alde examination privilege witlch the fucilicy does not
reglsiry concaming abuse, naglact, mistreatment waive and reserves the right to sssort in aay
of residents or misappropelation of thelr property; administmtive, civil or cximinal claim, acdon or
end report any knowledge It has of sations by a proceeding. Tha facility affers jm reaponse, cradible
court of law agalnst an employes, which would nlingations of compliance snd plan of correction as
Indicate unfitness for service @s a nurse aide or purt of §ts ongolng cforts to provide guality of cars
4 other facility ataff to tha State nuras alda reglsry 10 resident.
or licensing authorities. The allegation of abuge in regerds to brojsing of
unkaown arigin for Retidene #] was reported 1o a
The facllty must ensure that all alleged violations nurse on duy shift. LPN #2 failed to docoment
Involving mistreatment, neplect, or abusa, end natify Adminlstraror immediarely. LEN #1 did
including injuries of unknown source and doctmunt and notify Admininmtion.
misappropriation of resident property are reported Residont #) safety was entured and Resideat #1 was
Immediately ta the adminisirator of the facility and agoessed by LN #] wh notifiod Physicion end
to other officials in acordance with Stale law recelved orders to send Resident #1 1o the hospiml.
through establiahed procedures (Including to the Renident #1 resporuiblo party declined to pend her to
State survey end cerllfication agency). ths hosplial Howevor o 8/12/15 Resident #] was
scat to hospital due to swelling und bruising.
The facllity must hava evidence that all allagad Al resldents with BIMS scars <8 were sssessed bry
violations are thoroughly investigated, and must charge pursss snd all residents with BIMS seoro >8
prevent further potential abuse whila the ware intarviowsd by DON & SSD with oo signs/ |
investigation is in progress. symptors of abuse noted or toporied. An audit of ull
Pperscmz] racorda wis comple
The results of all Investigations must be reported st e
fo the adminlstrator or his dasignated i
mepresentative and to other officials In emordnnce i
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with State law (Including to the Siate survey and
cartification agsncy) within 5§ working days of the
Incident, and If the allaged violation Ie verifled
appropriate corrective action must be taken.

This REQUIREMENT 5 not mel as evidenced

by:

Based on obsarvation, Interview, record review,
and a raview of the facliity policies and
procedures It was datermined the facility feiled to
anaure Bn Injury of unknown source was reportend
immedinataly to five Adminlstratar as required. An
Injury of unknown orlginfbrulaing was reported to
a nursa an (08/94/16 during the day shift (8:00 AM
102;:30 PM). Review of the reskdent record
revealed no evkienca that the nurse documentsd
the brulsing or filled out an Incldant report as
maquired by the facifity policy. Further review
revealed ne evidencs the Administrator wes
immediately nolified of the injury of unimown
origin. Resident#1's family discoverad the Injury
and reported the injury fo evening shift staff on
08/11/15 (2:00 PM 1o 10:00 PM) who documentad
the injury and madse required notificalions.

The findings include:

A review of the facility policy filed "Abuse
Prevention,” undatad, revealed it was the
employee’s duty and obligation to report abuse to
the adminietrator Inmadiately. Further review of
the policy revealed the fadility would utliize
Incident mporte to identlfy abusa or suspected
abuse. According to the policy titled
“investigating Unexplalned Injuries,” undated, an
Investigation of all unaxplalned Injurles Including
brulees and Injurles of unknown sources would ba

F225| or dafotens practico moted, All Ensideat Roports for the

«past 30 dsys wern rovicwad by the Administrator om
for any possibla allegations not roport=d__
snd none were identified.
Facility departmont menagors to inclode Ademiniutrtor,
DON, Clinicat Supervisar, SDBC, MDS, SSD, HR,
Chaplaln, Muintonsnco Director and cther ficility swff
will be roquired to stznd 2 Mandatery Meeting on
9/15/2015 by Ombudsman for trajning/education oy
Abuse Polley and Procedure to inolude reporting
requiremonts. Focility stail were educnwd/trainad by the
Bxecurive Directar on the Abuse Policy and Procedure to
include sppropristoly reporting to mgulatary agenelos by
97152015 the DON/Clinical Supervisar/QA Director will
sudiz ull Incidant Reports daily x 4 weeks to ensura al}
alicgations are reported 1o the sppropriate regulstory
agencies, Administrato/DON/QA will sudit all grievances
daily x 4 wecks (o ensure all allogations are reported to
approprists regulntory sgensies, Findings of the sbove
geated nudits will be seporred during moathly QA mecling
for review and any recommendations, compllance, noeded
tevisions and/or any needed ongoing education/training.
10 Regidents with BIMS soore > § will be intorviswad by
35D to cnsure no abuse has occumed and not been
roported. Thazo intarview will bo conduetad wookly %
4 weelns then monthly x 2 months,
19 Regidenis with BIMS score < § will have Skin
Asscoaments perinrmed 10 ensure no abuse has occurred
and not been rupuctod. These Asscssments will bo
performed weekly x 4 weslks then moncily x 2 moaths,
Remits of these interviews and Skin Asscasraonts will be
reported during monthly QA mecting to determina
the nead for ongoing mondtoring.
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conducted by en indlvidual appointed by the
adminietretor to ansure the safely of residents
hed not been joopardized. Further revisw of the
policy revesied If a resident was observed with
unexplalned njurles of unknewn solrce, Including
bruising, the Nuree Supervisor was required to
completa an Incldant report and to decument the
information in the resident's clinical record.

Observation of Resident #1 conducted on
08/26/15 at 1:25 PM reveelad the resident was
observed to have ok fading bruising fo the right
upper arm and multiple brulaas to both forearms.

An Interviaw conducted with State Reglsterad
Nurse Aide (SRNA) #4 on 08/25M5 at 5:10 PM
revealed the SRNA was aseigned to care for
Resident #1 on 08/11/15 during the day shift and
wee checking and changing the resldent with
SRNA#5 aler lunoh (exact time not known) and
had neticed brulsing to tha realdent's upper arm
and armpit area, According to SRNA, the area
was reported to Liconsed Practical Nurse (LPN)

2.

An intarview conductad with LPN #2 on 08/25M &
at 5:56 PM ravarled SRNA#4 had reported tn
LPN #2 that Resident #1 had a bruise to the
upper arm. According to LPN #2, she went and
checked the resident and thought the resldent
had cellullls dus to a previous histary of cellulitis.
Further Interview revealed LPN #2 did not
documant tha brulsing in the medicsl record,
complete an incldant report, or nolify the
Administralor of the Injury. According to LPN #2,
she was busy and forgot to document the
bruising, bul notified the oncoming nurse {LPN
#1) of the bruise on Resldent #1.
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Interview wilh LPN #1 conducted on 0B/25/15 at
6:30 PM rovealed ehe was informed by Resident
#1'e family of a brulee on the right upper am.
LPN #1 statad she assessed the brulsing,
compieted an Incldent raport, and nollfied the
physlcian and family of the bruise,

A roview of the medical record for Resident #1
revaaled the regident was admitted to the facllity
on 01/24/15 with dlagnoses that incuded
Dementia with Behavior Disturbanes, Joint
Contracturas, and Pressure Ulcar to the Cocoyx.
Further review of tha record revealed on 08/11/16
at 3:30 PM Resident #1's family reportad
Resldent #1 had a brulee and swelling to (ha right
upper arm and cheat wall which was not there
when tha family mamber vislted the rasidsnt two
days carller. The resident's physiclan was
contacted with orders to send the residant tp the
hospltal for evaluation and treatment, According
ta the record, 1he reskdent's Respaonsibla Parly did
not want the resident transferred to the hospital,
However, on 08/12/16 at 3;55 PM, the swellihg
and brulaing to Resldent #1's right upper arm and
chest wall became warse snd Lhe realdaent was
transferved to the hospital,

Areview of the hospital records, including
pictures, and tha admission history and phyalcal
for Resident #1 revesled the resident had
axitsnsive bruising to the right shoulder, right
upper extremity, and the right side of the chast
grsater then 15 centimetara In length,

An Interview with the Adminlstrator on 08/25/15 at
7:30 PM revealed he was mado aware of the
bruleing from an Incident rapert on 08/11/15 by
the Director of Nursing but was not aware that
LPN #2 had not reportad the bruise or not
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documented when the nurse was made awere of
the bruiging by SRNA #4. Further intarview
reveaied the resident was transferred o the
hospitai on G3/12/15 because the brulsing wae
worae. According to the Adminisirater, the faclity
thought the cause of the brulsing was relatad to
the use of a At eling and the faciity had orderad a
larger sling for the resident 4o usa, The
Administrator stated the famlly has requestad that
the resident only be golten up from the bed on
shower daya Inaiead of every day.
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