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Preparation and/or exccution of the

F 00O | INITIAL COMMENTS F 000 Plar of Correction does not censtitute
admission or agreement by the
An abbreviated standard survey (iCY23460, Provider of the truth of the facts allcged
KY23470) was initiated on 07/07/15 and or conclusions set forth in the
concluded on 07/08/15. KY23460 was Statement o.(' Deficiencies, The Plan of
unsubstantiated. KY23470 was substantiated Cc;nicc;ion 18 pr;parcd a.m.d! or exccuted
| with deficient practice identified at D" levet. :ﬁ: s)t'at:‘:l;u\:: euli’::;': s:g;seog‘:?j:l
F225} 483.13(c){1)(iiy-(1i), (c)(2) - (4) F 225 e N P

maintains that the alleged deficiencies
SS=DI INVESTIGATE/REFORT do no jeopardize the health and safely

| ALLEGATIONS/INDIVIDUALS of the residents, nor is it of such

i . characier as to [imit the facilities
| The facility must not employ individuals who have capability to render adequale care.

been found guilty of abusing, neglecting, or neither an admission te nor an

mistreating residents by a court of law; or have agrcement with the Deficient Practices

had a finding entared into the Stale nurse aide noted below, but provided as required

registry concarning abuse, neglect, mistreatment under the Condition of Participation

of residents or misappropriation of their property;

and report any knowledge it has of actions by a F 225 483.13(c))(ii)-(iii), (c)—{4)

court of law against an employee, which would INVESTIGATE/REPORT

indicale unfitness for service as a nurse aide or ALEEGATIONS/INDIVIDUALS

other facility staff to the State nurse aide registry

or licensing authorities. 1. SRNA #7 received a coaching and |
| counseling on 7/10/2015 for not :

The facility must ensure that all alleged violalions immediately reporting to administrative

involving mistreatment, neglect, or abuse, stalT an allegation of abuse for Resident

including injuries of unknewn seource and
misappropriation of resident property are reported
immediately lo the administralor of the facility and
to other officials in accordance with State law

#2, however resident #2 immediately
reported the allegation of abuse to the
Director of Nursing, An immediate
investigation was started on the date of

through established procedures (including to the ; occurrence by the Director of Nursing.
Slate survey and cerification agency). i SRNA #7 was interviewed by the Director
of Nursing afier resident #2 made the
i 5 he Dircctor of Nursing. SRNA
The facility must have evidence that all alleged il g
! violations are thoroughly investigated, and must #7 was re-cducated on 7/10/15 by the

Staff Development Nurse on abuse and
neglect including when to report abuse
and neglect. The facility provided
immediate safety for resident #2
removing SRNA #6 from facility,. SRNA
#6 is no longer cmployed by facility.

i prevent further potential abuse while the
: investigation is in progress.

. The results of all investigations must be reported
lo the administrator or his designated

LABORATORY DIRELTOR'S OR PROVIDER/SUPPLIER HEPRESTNTATWE‘B SIGNATURE (X6) DATE
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Any deficlancy statement ending wl@n astarisk (*) denotes a deficiency which the Institution may be excused from corecting providing it is determined that
other safeguards provide sutficlent prolection 1o the patients . (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following tha date of survey whether or nat a plan of cotrection s provided, For nursing homes, Lhe above Findings an plans of correction are disclosable 14
days following tha data these documents ara made avallable to the facility, If deficiencies are ciled, an approved plen of correction is requisite to continued
program patticipation,
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reprasentative and to ather officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the allegad violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, review of the
facility's investigation, and facility poficy and
procedures review, it was determined the facility
failed to ensure an sllegation of abuse was
reported immediately to administrative staif for
one (1) of four (4) sampled residents (Resident
#2). On 0B/30/15, Resident #2 reported ta the
Director of Nursing (DON) that State Registered
Nurse Aide (SRNA) #8 had been "hataful® and
"mean” to the resident. Resident #2 revealed
SRNA #7 witnessed the incident; however, SRNA
#7 did not report the incident to the DON until she
was questioned about the incident.

The findings include:

A review of the facility procedure titled
"Prevention and Reporting: Resident
Mistreatment, Neglect, Abuse, Including Injuries
of Unknown Source, and Misappropriation of
Resident Property,” revealed all staff was
required to report alleged viclations to the
Administrator and DON immediately,

A review of the medical record for Resident #2
revealed the facility readmitted the resident on
0511914 with diagnoses including Bipolar
Disorder, Hypertension, and Anxiety. A review of
the quarterly Minimum Data Set (MDS)

2. Social Services interviewed residents
with a BIMS score of 8 and ghove on
711672015 1o see if they were treated with
dignity and respect or felt they had been
ebused in uny way, no issues were
identified. Administrative nursing staff
completed an observation of residents
with 2 BIMS score below 8 on 7/ 17/2015
to observe for non-verbal symptoms of
abuse or neglect , no issues were
identifled.

FORM AFPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NO. 0938-0351
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
c
185229 B. WING 07/08/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
SALYERSVILLE NURSING AND REHABILITATION CENTER 871 PARKWAY DRIVE
SALYERSVILLE, KY 41465
%4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S BFLAN OF GORRECTION ey
PREFIX {EACH DEFICIENCY MUST BE PRECEDED HY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225 | Conlinued From page 1 F 225

3. Re-education was completed including
2 quiz by the Staff Development nurse for
staff on abuse and neglect including when
to report abuse and neglect on 7/17/2015.
New hires will continue to be educated
during general orientation by the Staff
Development Nurse on sbuse and neglect
including when to report abuse and
neglect. The Staff Development nurse or
Nursing Administration will re-educate
staff as needed for continued compliance,

Social Services attended the resident
council meeting on 7/6/2015 1o review
resident rights and abuse with the
residents,

Social Services will randomly intervigw
10 residents each week with a BIMS
score of B and above to see if the residents
are being treated with dignity and respect
or feel they had been abused in any way
beginning the week of 7/23/2015 times §
week. Administrative nursing staff will
observel0 residents with a BIMS score
below & beginning the week of 7/23/2015
to observe for non-verbzl symptoms of
abuse or neglect times § weeks.
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assessment, dated 06/24/15, revealed the
resident was assessed to have a Brief Interview

. Results will be brought to the Quality
for Mental Status (BIMS) scare of 15, which ;‘\ s;:;:‘m it be bro fn o

indicated the resident was cognitively intact. reviewed on a monthly basis for further

recommendation. :
A review of the facility's investigation, dated !

06/30/15, revealed Resident #2 reported 1o the
DON that SRNA #8 had been "hateful” and
*mean” when the resident had an incontinence
episode and requested to be cleaned up by
SRNA#5. The Investigation further stated the
resident reported that SRNA #7 witnessed the
incident, The investigation further revealed
Resident #2 reported SRNA #6 "went off on the
resident” and SRNA #6 “acted like she was mad"
because she had to clean up Resident #2. The
investigation revealed SRNA #7 was inlerviewed
and reporied she felt SRNA #6 was "a little
hateful” to Resident #2 and it "hut" SRNA#7 to
see someone tatk to a resident that way. Further
review of the investigation revealed SRNA #8 was
imrnediately suspended and removed from
resident care. The allegation was
unsubstantiated by the facility; however, SRNA #6
was terminated as a result of the investigation
because the facllity determined that the actions
by SRNA #8 were Inappropriate and the facility
would not support the behavior.

Interview on 07/07/15 at 5.15 PM with Resident
%2 revealed the resident informed SRNA #6 tha
resident needed to use the restroom and was
Informed by SRNA #6 she would have to get the
lift and someone to help with the transfer. The
interview further revealed SRNA #8 and SRNA #7
refurned with the lift and Resident #2 informed
the staff he/she already “went" an his/her self. 772412013
Resident #2 stated SRNA #6 "grabbed" the
wheelchair, turned the resident around, and took
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the resident to his/fher room. The interview
revealed SRNA #8 was very "hateful" and "mean"
and appsared to be angry while she was cleaning
the resident. The interview further revealed afler
the incident Resident #2 asked SRNA #7 If she
was going to tell the DON how SRNA #6 had
treated the resident. Resident #2 stated that
SRNA #7 informed the resident that the resident
would have lo report the incident. Resident #2
stated hefshe reporied the incident to the DON
right away.

Interview on 07/08/15 at 11:15 AM with SRNA #6
revealed on 06/30/15 Resident #2 informed the
SRNA the resident neaded to use the restroom.
SRNA #8 stated she went to get the |ift and SRNA
#7 to assist with the trapsfer. The interview
further revealed when SRNA #6 returned io
Resident #2 the residant informed her that he/she
"went" on his/her seif. The intarview further
revealed Resident #2 kept saying he/she was
sorry and SRNA #8 stated she reassured the
resident that accidents happen. SRNA #6
revealed she and Reslident #2 "joked" and
“fussed” with each other ali the time and the
SRNA did not feel like she had been mean to the
resident in any way.

Interview on 07/08/15 at 11:30 AM with SRNA #7
revealed on 08/30/15 SRNA #6 asked her to
aasist her with iolleling Resident #2 and when the
SRNAs returned to Resident #2 the resident
reported to the slaff that he/she had an accident.
The interview further revealed SRNA #8 rolled her
eyes at Resident #2, grabbed the wheelchair
roughly, and pushed the resident to his/her room.
The Interview revealed SRNA #8 had a "hateful®
tone of voice and made comments to Resident #2
that the resident was not the only resident that

F 225
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needed help in the facility. SRNA#7 revealed
Resident #2 informed SRNA #6 that she did not
have to be so hateful and kept apologizing for
having the accldent and SRNA #7 kept reassuring
the resident that accidents happen and it was no
problem to clean the resident. SRNA#7 revealed
she assisted SRNA #6 to clean the resident and
transfer the resident back to the resident's
wheelchair. The interview revealed Resident #2
looked very sad after the incident and SRNA #7
was "hurt” and "cried on the inside" that SRNA #6
had talked to the resident in a hateful manner.
SRNA #7 stated that the DON questioned her
tater in the shift about the incident and infarmed
SRNA #7 she would have to write 2 statement
abaout the incident. SRNA#7 stated that the
incident should have been reported to the DON
as soon as it happened, but she was responsible
to open the smoke room Immediately after the
incident occurred and felt that it was more
important than reporting the incident to the DON.
SRNA #7 further revealed Resident #2 had
previously made comments such as "oh ne, not
her again" when the resident was informed SRNA
#8 would be providing care for the resident,
SRNA #7 stated she reported the resident's
comments {o the Unit Manager in the past, but
did not know when.

Interviews on 07/07/15 with Licensed Practical
Nurse (LPN) #1 at 4:43 PM and Registerad Nurase
(RN) #1 at 4:25 PM revealed Resident #2 would
often ask which staff would be providing care for
the resident and when informed SRNA #6 would
be providing care to the resident the resident
would make comments such as "not her again.”
The interviews further revealed Resident #2
never reported that SRNA #6 was mean to
himMer, naver requested to not have SRNA #6

F 225
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provide care to the resident, and never reported a
specific incident about SRNA #8. The nursing
staff revealed the Unit Manager (RN #2) had
been made aware of the comments Resident #2
made about SRNA #6. The interviews revealed
the nursing staff had never witnessed SRNA #5
be mean or rude to a resident.

Interview on 07/07/15 at 5:068 PM with RN #2
{Unit Manager) ravealed she had never been
made aware Resident #2 had made comments
about SRNA #6 and if she had been made aware,
she would have looked into the situation. RN #2
denled witnessing SRNA #6 baing mean or
hateful to any residents.

Interview on 07/08/15 at 4:28 PM with the DON
and the Administrator revealed the allegation was
investigated and the facility did not substantiate
abuse; however, they felt SRNA #B8's actions were
not appropriate. The interview further revealed
SRNA #7 should have immediately reported the
incident to the DON or the Administrator. The
administrative staff denied being made aware
Resldent #2 had made previous comments about
SRNA #6 or of any concemns regarding SRNA #8.

F 225
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