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. . 3 . Fyati it kv Nursing and Rehab
An Abbreviated Survey investigating #KY21397 fﬂ'&fﬁiiﬁfwﬁfﬂ%?E;ﬁm?:c;m?;; :Edeéf%fn
1y i iminal claim, sclion, ceeding, Notlin;
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890 {. On?2/21/14, an allegation of abuse
The facility must develop and implement written was reported to the Director of
policies and procedures that prohibit Nmsmg by resident #1. After
mistreatment, neglect, and abuse of residents ensuring the resident #1 was safe,
and misappropriation of resident property. C.N.A #1 was immediately
suspended pending investigation on
2/21/14 by the Director of Nursing.
: : . Resident #1 was assessed [or injury
I;ns REQUIREMENT is not met as evidenced and psychosocial harm by the
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procedures were implemented that prohibited of Nursing. The Chaplain visited
abuse of residents for one (1) of three (3) with Resident # 1 on 2/21/14,
sampled residents (Resldent #1). The facilily Resident #1°s care plan was
failed to immediately investigate and protect reviewed and updated by the
remd:ﬂtt]s after an allegation of abuse was Director of Nursing. LPN #1 was
FepereE. issued a disciplinary action by the
; ir ' 'si 25/14
The findings include: Duectcln of Nmsl.ng on 2/ ?/
regarding allegation reporting.
Review of the facility's Abuse, Neglect, and Education was done.wnh LPN# 1
Misappropriation policy/procedure, last revised on 2/25/14 by the Director of
03/2013, revealed all allegations of abuse were to Nuysing regarding signs and
be reported immediately to the charge nurse. The symptoms of abuse and following
charge nurse would immediately remove the policy on reporting of dbuse
suspecled perpetrator from resident care areas, allegations.
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obtaln the staff members witness statements, and
immediately suspend the employse pending the
outcome of the investigation. The charge nurse
would immedialely notify the Adminlstrator,
Director of Nursing (DONj, and/or Abuse
Coordinator as appropriate.

Record review reveated the facilily admitted
Resident #1 on 10/29/09 with a diagnosis of
Hemiplegia. Revisw of the Annual Minimum Data
Set (MDS) assessment, dated 01/14/14, revealed
the facillly assessed Resident #1's cognilion as
cognitively Intact with a Brief Interview of Mental
Status (BIMS)score of "15".

Interview with Resident #1, on 03/13/14 at 10:10
AM, revealed "a day or two" before he/she
reported the incident , Certified Nurse Alde (CNA)
#1 had been in hisfher room getling the resident
dressed for bed. The resident indicatad CNA #1
was irritated with him/her and the CNA "hit"
his/er lefl arm on {he bedside table. He/she
reported the incldent after an aide had questioned
the resident about the bruise on hisfher left arm,

Interview with Licensed Practical Nurse {LPN) #1,
on 03/13/14 at 1:30 PM, revealed CNA #2
reported an allegation to her involving Resident
##1, on 02/19/14, She stated CNA #1 allegedly
rofled the resldent over, hitting hisfher hand on
the siderail. LPN #1 Indicated that she was busy
at the time, and asked CNA#2 to report the
allegation to the DON. At that time, she did not
think about the allegation as abuse, as "it was
carsiessness.” She dld not follow up to ensure
the DON was aware of the incident.

Inferview with CNA #2, on 03/14/14 8.55 AM,
revealed she noticed a brulse on Resldent #1's
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State, Adult Protective Servi i
F 226 | Continued From page 1 F 226 H ofective Services, and 3/25/14

the Ombudsman were notified of
Resident #1°s allegation and the
ongoing investigation on 2/21/14,
Following completion of the
investigation, CNA #1°s
employment was terminated on
2/26/14.
i

2. Interviews were conducted
immediately with residents on
2/21/14 by Staff Development
Coordinator, Assistant Director of
Nursing, and Unit Manager
regarding abuse, No concerns were
identified. On 2/21/14, Skin
assessments were performed
immediately on residents unable to
be interviewed to identify any signs
or symptoms of abuse by Director of
Nursing, Unit Manager, Assistant
Director of Nursing, and Staff
Development Coordinator, No
concerns were identified,

3. In-services were initiated to re~
educate staff by the Staff
Development Coordinator on
2/21/14 and completed on
2/24/14 and will be ongoing at
least every 6 months and as
indicated regarding the policy for
Abuse/Neglect, identitying signs
and symptoms of abuse and "~ -
reporting allegations.
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teft hand. She revealed the resident informed her
CNA#1 had "hit! the hand on the bedside table.
She reported the incldent at that time to LPN #1,
who asked her to report it to the DON, CNA#2
indicated she did not work the next day; however,
when she returned to work the resident indicated
CNA #1 had been in his/her room after finding out
the resident had reported the incident.

Interview with CNA#1, on 03/14/14 at 9:15 AM,
revealed ha was informed by LPN #1 of an
aliegation that he had bruised Resident #1's left
hand. He stated, on 02/20/14, he asked the
resident about the bruise and the resident
responded “} told them you did iL."

Interview with Resident #1, on 03/13/14 at 10:10
AM, verified CNA #1 had taken care of the
rasident after the report was made to CNA #2,

interview with the Director of Nursing (DON}, on
03/14/14 at 10:00 AM, revealed CNA#2 reported
the allegation to LPN #1, on 02/19/14. He
expected LPN #1 to interview and assess the
resident af that time, He revealed CNA #2 had
appreoached him on 02/19/14, stating Resident #1
wanted lo see him; however, he was busy and did
not taik o the resideni. He revealed there were
no details of an allegation conveyed to him at that
{ime. He revealed, on 02/21/14, CNA #2 asked
him again {o talk with Resident #1. He talked with
the rasident and started an investigation
immediately after the allegation was made.

interview with the Administrator, on 03/14/14 1:20
PM, revealed he expected staff {o follow the
abtise polley related to reporting abuse; howaver,
LPN #1 did not see the incldent as an allegation
of abuse.

‘education will be initiated as

quarterly with emphasis on any
mislreaiment or dignity concerns.
Any issnes that arise are handled in
a serious and timely manner, Any
concerns of abuse will be reported
to state and federal agencies as
required. Residents are encouraged
1o report any type of abuse or
mistreatment during resident councilt
as well as Chaplain, Social Services,
and Activities visits, New
employees are educated by HR
during each orientation. Facility
will continue to ulilize an internal
survey readiness tool to conduct
inferviows with residents or
families, The Administrator and
PON will review all interviews for
any allegations of abuse or
raisireatment and act upon them
tmmediately according to State and
Federal guidelines.

All findings from the survey
readiness tool, resident council
minutes, and all education given fo
staff related to reporting of abuse
will be discussed in the Quality
Assurance meeting monthly for 3
months for recommendations and
further follow up as indicated. A
perforimance improvement plan and

indicated.
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