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b. Employees were in-serviced on
. timely reporting.
F226 Conlmtljed From pagf-z :l ! F 226 C. Emp?::yezs we?e in-serviced on
according to the facllity's policy. staff leaving area of residents
. . when report is made which
| Findings include: warrants implementation of facility
olicy.
A review of the factlily's policy/procedure, d. ?:.N.K. #1 and C.N.A. #2 were
"Resident Abuse," revised 02/11, revealed suspended without pay for not
reporting suspected abuse/neglect is required by following the facility policy.
. Kentucky Revised Statute 209. The employee e. C.NA. #1and C.N.A. #2 were
identifying the abuse will immediately nolify their informed any future failure to
supervisor, The supervisor will then notify the promptly report suspected abuse,
Social Worker on-call, in the event that the neglect, mistreatment or
Social Services cannot immediately be reached, misappropriation of resident
LTC Administrative Team member on-call will be property will resuft in termination
nolified. Jn addilion, state social services shall be of employment. )
notified, Nothing in this section will relieve an f.  LP.N.#1 was in-serviced to
employee of his/her obligation to report such facility policy/procedure.
findings in accordance KRS 2089. 9. Social Workers will provide
education to staff quarterly
Arecord review revealad the facility admilted regarding signs and symptoms of
Resident #1 on 03/05/10 with diagnoses to ﬁ;’ﬁﬁpi‘o‘i"éiﬁ‘on"‘é?‘ﬁiiﬁﬁ?‘ and
include Dementia, Hypertension, and Altered ) ,
Mental Status. Fudhyer review revealed Resident property. Policy/procedure will be
#1 was transferred to a behavioral health facllity reviewed al in-sarvice.
on 09/07/12 The facility ptan to monitor its
' performance to ensure that solutions
An interview with GNA #1, on 09/20/12 at 2:60 are Sl ed O N and RN
PM, revealed she was in the room providing care Supervisors will review
to Resident #1's roommate when she overheard policy/procedure practices by all
the "slaps.” She revealed, at the lime, she was departments when reports ere
unable to see anything because the privacy made.
curtain was pulled between the two residents. - - b. Iffacility fails to ensure
After completing the resident's care, they (CNA compliance, then employees will
#1 and CNA #2) reported this information to LPN recelve suspension and Completion
#1. CNA#i also reported she had previously termination of employment for D‘;&,
observed CNA#3 "pop" Resident #1 on the hand repeated non-compliancs. 10/15/2012
and forehead, She thought the incident of CNA
#3 "papping” Resident #1 on the hand was a
reflex, so she did not report it to anyone. The
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incident regarding CNA #3 "popping” Resident #1
on the forehead shouid have been raported.
There were no markings on the resident and she
received a suspension related to not reporiing
suspected abuse immediately.

An interview with CNA#2, on 09/20/12 at 2:33
PM, revaaled she was In the room providing care
to Resident #1's roommate, but she did not hear
any “slapping” sound. She reported fo LPN #1,
on 09/02/12, about overhearing CNA #3 tell
Reasident #1 "if you do that again Il hit you",
however, the incident did not happen on that day.
She revealed she was not thinking clearly by not
reporting what she overheard CNA #3 say lo the
resident. She was aware she should report

- suspected abuse at the fime it was observed.

An Interview with GNA#3, on 09/20/12 at 3;15
PM, revealed she was providing care to Resident
#1 when CNA#1 and CNA#2 came in lo provide
care {o the roommate. Resident #1 bit her on the
forearm during provision of incontinent care.
CNA#3 stated she "lapped" himfher on the arm
3.4 imes and askead the resident to let go. The
resident looked at the CNA, then released her
arm from his/her mouth. He/she conlinued to hit
and "siap” at the s!aff until they completed the
care and exiled the room. CNA#3 denled
threatening Resident #1 or hitling the resident on
the hand. She ravealed she put her hand on the -
resident's forehead to keep from hitling the
mechanical liit while being hooked up to the arms
of the lift. She revealed she was expecled to
report immediately to the supervisor if she saw or
heard anything abusive.

An interview with LPN #1, on 09/21/12 al 1:35
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PM, revealad, on 09/02/12 belween 5:30 PM and
6:00 PM, CNA#1 raported she observed CNA #3
“pop" Resident #1 on hisfher head earlier in the
day, and she had witnessad this before. LPN #1
dirscted CNA#1 lo write a statement and then
reported the alleged incident to Regislered Nurse
(RN)#1, RN #1 took over and she returned 1o
the nursing station where she observed CNA#3 |
in the dining room feading residents, She did not
know the facifity's protocol related lo abuse. LPN |
#1 reported she did not know she had to remove
the "accused" person from direct care, but she
was aware of it now.

An interview with RN #1, on 09/21/12 at 2:30 PM,
revealed she was informed of an allegation of
abuse by LPN #1 around 6:10 PM lo 6:25 PM.
She reported {he aides came and lold her they
heard a “slap"” white CNA#3 provided care to
Resldent #1. The CNA who reporled the alleged
abuse stated the curtain was pulled and she did
not see anything. RN #1 revealed she assessed
the resident and found no evidence of any
markings on the tesident. CNA#3 was removed
from direct resident care. The RN altempted to
contact the DON but she did not answer. RN #1
ihen ¢alled Scclal Services and the Administralor,
She was directed by the Administrator to not allow
any of the staff io leave and that the Administraior
would come In to talk with them, The staff were
expecled lo report suspecled abuse immedialely -
and remove the staff from direct resident care,
and contact the Director of Nursing (DON) and
Administrator,

An interview wilh the DON, on 08/24/12 at 3,30
PM, revealed the staff responded appropriately
with the incident that was Identified on 09/02/12;
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however, lhe stalf did not respond appropriately |
when they reported the previous incidenls of :
suspected ahuse. The staff were tralned on
ahuse/neglect in orientation and threughout the
year. She slated abuse allegations were fo he
reported immediately to the supervisor, then they
were o nolify the Administrator, who would then
contact the DON.

An interview with the Administrator, on 09/21/12
at 3:50 PM, revealed tha staff were trained on
abuse/neglect, The slaff completed mandatory
madness which was a computer program and
they were tested over the contenl for written
confirmation of the training, Social Services
provided quarterly fraining on abuse/neglect. She
stated the staff did no! respond appropriately
when they reported information about the other
abusive sitluations.
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