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An Abbreviated Survey invest gating Complaint
#KY22785 was conducted on 02/13/15 thraugh
02/2015. KY#22785 was substant ated with
deficiencies cited at the highest Scope and
Severity of a "D".

483.13(c) DEVELOP/IMPLMENT
ABUSE/NEGLECT, ETCPOL CES

The facility must develop and mplement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property

This REQUIREMENT is not met as evidenced
by.

Based on interview record review, and facility
policy review it was determined the facility failed
to imp ement the facility's 'Personal Care Alleged
Abuse/Potential Neglect/Exploitation Reporting/
Investigation policy and procedure for one (1) of
three (3) sampled residents (Res dent #1). The
facil ty falled to To low thera policy and procedure
ralated to conducting an investigation prior to
unsubstantiating the ai egation and allowing the
alleged perpetrator fo retum to work. Skin
assessmenis on eighteen (18) non-interviewable
residents on the wing the alleged incident of
abuse occurred on were not completed until after
the alleged perpetrator had returned to work.

The findings include:
Review of the facility's policy titled, 'Personal

Care Alleged Abuse/Potential NeglectExploitation
Reporting/ Investigation”, not dated revealed it

F 226 Abuse

The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect, and abuse of
resldents and misappropriation of resident
property.

Criterla 1: Resident #1 is unable to answer
interview questions, so a head-lo-loe skin
assessment was performed on 1/26/15 by
ADONs. No signs/symploms of physicalimental
abuse were noled, as evidence by: no
suspicious  bniising, no changes in
mood/behavior,

Criteria 2: Residents on the same wing as ths
residenl with BIMS score of 8 or above were
interviewed on 112615 by SSD ad
Administrator with questions about staff
treatment. Those residents with BIMS below 8
had head-o-loe skin assessments completed
1/29/15 by North Staton RN No allegations of
abuse were made by residents and no
suspicious bruises/marks were found during skin
assessments.

Criteria 3: All facllity staff received in-service
education on the fac(ity's policy/procedure on
resident abuse on 1/26/15 as provided by MDS
Coordinator and DON. A post-test was given
with 100% pass score required. No staff member
will be allowed to relurn to work until they have
received the in-service education and
successiully passes the post test,

The DON received in-servce education the on
abuse investigation process (inc uding, but nat
fimited to: identifying other esidents hav g the
polential lo be affecled by the allegalo and
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Any deficiency statermer 4 ending with an asterisk {") dencies a deficiency which the institulion may be excused from corr cling providing t s determined that
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was the policy of the facility to provide an
environment that promotes dignity and respect for
residents and one that prohibits abuse and/or
neglect against a child or elderly person. Any
person who know or has reasonable cause to
suspect that a resident has been or is being
abused, neglected or exploited shall immediately
report such knowledge or suspicien to their
supervisor, charge nurse, designee, or
Administrator. Allegations of abuse and potential
neglect/exploitation should be thoroughly
investigated. The investigation will be initiated as
soon as alleged abuse, potential
neglect/exploitation has been identified. The
Administrator, or designee, will complete the
invastigation process,

Recond raview revealed the facility admitted
Resident #1 on 09/06/13 with diagnoses which
included Dementia with Behaviors, and Bipolar
Disorder,

Review of facility initial investigalion, dated
01/26/15, revealed there was an alleged
altercation between Resident #1 and Licensed
Practical Nurse (LPN) #1 reported by State
Registered Nursing Assistant (SRNA) #1. LPN#1
was immediately suspended and the resident was
assessed for injury with no injury noted. Review
of the facility's final investigation, dated 01/28/15,
revealed LPN #1 was reinstated to job duties on
01/28/15 following a thorough investigation by the
facility and the allegation was unsubstantiated.

Further raview of the facility's investigation to
include skin assessments, revealed skin
assessments werg conducted on eighteen (18)
non-interviewable residents on 01/29/15 (three
days after the alleged incident and one day after

assessing them in a timely manner) as provided
by the nurse consultant on 2/20/15.

The DON provided in-service education to the
administrative  nursing staff and  faciity
administrator on abuse investigation process
{including, but not limited lo: identifying other
residents having the potential to be affected by
the allegation and assessing them in a fimely
manner) an 2/20/15,

Criteria 4: The QA moniloring tool for monitoring
of Abuse Policy and Invesligation process will be
used with each allegation made for 2 months,
and then the tocl (which allows for up to §
raviews) shall be completed quarterly under the
supervision of the Administrator. Results of the
audits will be reportad to the QA Commiltee by
the Administrator or DON each month it is
completed. if an accepted threshold of
compliance is not achieved, the Administrator or
DON shall immedfately develop and oversee a
correclive plan. The details of the comrective plan
will be reported to the QA Committee, with
updated audit results, at the next monthly
meeting. Members of the QA Commiltee include:
Administrator, Director of Nursing, Medical
Director, ADON, Sacial Services/Admission

Director, Activities Director, Maintenance
Director, Dietary Manager, and Business Office
Manager.

Criteria 5: Targel Dale
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the alleged perpetrator returned to work) to
identify if thers were any signs and symptoms of
abuss.

Intarview with the Diractor of Nursing (DON), on
02/19/15 at 1:47 PM, revealed the skin
assessments on non-interviewable residants
were not completed until 01/29/15, three days
after the allegation was made and one day after
LPN #1 had retumed to work.
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