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INITIAL COMMENTS

An abbreviated standard survey (KY 19520} was
conducied cn 01/04/13. The complaint was
substantiated with deficient practice identified at
"D level

483,13(e)(1)(iiy-(iil), {cH(2) - {4}
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals wihe have
been found guilty of abusing, neglecting, or
mistreating residents by a court of iaw; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misapprapriation of their property;
and report any knowledge it has of actions by a
cour of law against an empioyee, which wouid
indicate unfiiness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alieged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reporied
immediately to the adminisirator of the facility and
to other officials in accordance with Staie law
through established procedures {including to the
Staie survey and cerfification agency}.

The facifity must have evidence that all alieged
violations are thoroughly invesiigated, and must
prevent further petential abuse while the
investigation Is in progress.

The results of all invesiigzetions must be reporied
1o the administraior or his designated
represantative and to uther officials in accardance
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ARy deﬁclency statemant EI'IdII'IQ WIP.h an asterisk {*} denotes a deficiency which the inslitulion may be excused from carrecting providing it is determined that
other safeguards provide sufficient protection to the patients. (S=e insiructions,} Except [or nursing homes, the findings sialed above aswe disciosable 30 days
following the date of survey whether or nof a pian of comrection is provided, For nursing homes, the above findings and plans of correction are distlosable 14

days following the date these documents are made avaiiabie o the facility. 4 deficienciss are cited, an approved plan of correction is requisiie to continued

program participation.
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with State law (including o the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violztion is verified
appropriaie corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interviews, a review of faciliy
policies/procedures, and a review of facility
investigations, it was determined the faciiity failed
to ensure an allegation of abuse was immediately
reparted fo the Adminisirator and the staie survey
and certification agency, failed to have evidence
that an allegation of abusz had been thoroughly
investigaled, and failed to ensure that further
potential abuse was prevented while the faciity's
investigation was in progress for ane of three
unsampled residents {Resident A) and three
sampled residenis. Inierviews with facility staff on
01/04/13 revealed "a coupla of months ago,” date
unknown, they had reported fo Unit Manager
{UM;} #1 that Certified Nursing Assistant (CNA) #1
had *yelled" at Resident A. interview with UM #1
revealed she had reported the aliegation o the
Director of Nursing (DON); however, interview
with {he DON revealed she was unaware of the
aliegation. :

The findings include:

A review of the facility's policy fitled Abuse Policy,
na daie noled, revealed allegations of abuse
would be reparted immediately to the Directar of
Mursing {DON) andfor the Administrator of the
facility and to the state survey and certification

F2

25

FORM GM5-2567{02-09) Previous Versions Obsolele Evant 10, 5XQRT1

Facility 0: 100425 If continuation sheet Page 2 of 4



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/18/2013
FORM APPROVED
OMB NO. 09380381

agency. Further review of the policy revealad
allegations of abuse would be Investigated, and
individuals suspected of resident abuse or
neplect would be suspended pending outcome of
the investigation,

An interview with CNA #4 on 01/04/13 ai 2:35 PM
reveated she had reported an allegation of verbal
abuse to UM #1, daie unknown, which invoived
CNA#1 and Resident A. CNA #4 stated she
witnessed CNA #1 yell, "you only do this crap
when your famlly is here, and | am sick af it,"
when CNA #1 assisted Resident A o the
restroom. CNA #4 stated she informed CNA #2
of the incident and both CNAs (CNAs #4 and #2)
raported the incident to Uk #1.

An interview was attempted with Resident A on
01/04/13 at 2:50 PM. However, the interview was
unabie fo be conducted related o the residenf's
cegnitive impairment.

CNA#2 confirmed in inferview conducied on
01/04413 at 10:50 AM that she witnessed CGNA #4
{date unknown) report to UM #1 that CNA#7 had

| "velted"” at Resident A.

An inferviaw with UM #1 on 01/04/13 at 2:40 P
confirmed an zllegation of abuse had been
reported 1o her, date unknown, which involved
CNA#1 and Resident A, The UM stated she
immediately reporied the allegation to the
Director of Nursing (DCN) after the CNAs made
her aware of the incident. However, according to
the UM, the aliegation was noi reported fo state
survey agencies, was not investigated, and CNA
#1 had nat been removed from providing direct
care to facility residents as indicated in the
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facility's policies.

An interview with the DON was conducted on
0104413 at 3:00 PM. The DON stated she had
not been made aware of an allegation that CNA
#1 had "yelied” at ResidentA. The DON stated
all allegations of abuse or neglect shaould be
reparted to the siate agencies, investigated, and
individuals named in any atlegation should be
removed from resident care, as required.

An interview with the facility Administrator was
conducted on 01/04/13 at 3:30 PM, The
Administrator stated she had not been made
aware of an aliegation that CNA #1 had "yelled” at
Resident A. The Administrator siated allegations
of abuse or negiect should be investigatad,
reporiad 10 state agencies, and individuals named
in any allegation were required to be removed
from resident care.
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Submission of this plan of corection does not indicate that a deficiency exisfed or that
a deficiency was cited conectly. This Plan of Correction Is being submifted o ensure
confinuing complicnce with State and Federat regulations,

1)

3)

4]

5)

Resident A was involved in this incident; however, she is cognitively impaired,
with a BIMS score of $9. She did not suffer any Injury or-ill effects frorm this
incident, Her aftending physician and responsible party were nofified of this
incident. '

All residents had the potential 1o be affected by this deficient practice. The
administrator and DON interviewed all residents and staff members affer being
made aware of this cllegation by the state surveyor during the abbreviated
survey for a self-reporfed compiaint on January 4, 2013, There were no oiher
allegaiions of abuse ogainst CNA #1 or any other staff members at that fime.
CNA #1, the staff member withiessed fo be verbally abusive foward Resident A,
has been terminated from ermployment with this facility. UM#1 was counseled
regarding her failure to follow the facility's procedure for abuse reporting when
originally made aware of this allegation by CNA's #4 and #2. Ali facility
employees recelved re-education on abuse and negiect reporting by the
Administrator and Direcior of Nursing. All employees voiced thelr understanding
of the abuse policy and procedures and were able 1o verbalize what should be
reported, their knowledge that all cllegations must be reported fo the DON and
Administrafor, and what process they should see happen following their report of
an allegatfion, and when/how fo follow up on thelr reporis. All new hires go
through fraining on the abuse policy/reporting procedures upon hire. Al
employees recelve ongoing training on the abuse policy and feporfing
procedures af ieast quarierty.

During the weekly CQl commiifee meeting, any and alt complaints and
allegations will be discussed fo ensure that the entire management feam is
aware of all concems and that they have been followed through with and
reported fo the appropriate agencies, The administrafor and DON will complete
random staff inferviews weekly x 1 monih and then quarterty x 6 months about
the abuse reporfing process. Any iregularities will be corrected immediately
and staff counseling and re-education scheduled as necessary. '
Compigtion Dafe: January 22, 2013




