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! ‘Responsa lo F 225. The following policy has
F 000 INITIAL COMMENTS F 000 been revised and implemented so thal our

[acility can be assured thal proper and
thorough invastigations are conducled.
An abbreviated standard survey (KY22399,

KYZ22453) was conducted on 11/10/14. KY22453 Facliity policy 6.08 lilled, "Abusa Prevention

was unsubstantiated with no deficiant practice Program, :"h" been revised and laidde a

identified. KY¥22399 was substantiated with procedure thal ensuras invasligations are

! ‘ > .o conducled properly and tharough, Reviewed

deficient practice idenlified at "0" level. last 6 months of Investigations and no errors
F 225 483.13(c)(1)(n-{iii}, (c)(2) - (4) F 225 in the invesligation process occurred. Form
55:0 INVESTIGATE/REPORT "EKVC Abuse Investigation Inlemal Checklist”

ALLEGATIONS/ANDIVIDUALS has been erealed and implemented lor use in

investigalions. This sheet will be used internally
lo assure that all investigalive steps are laken
and followed by checking off steps as they are
completed and being submitted lo the

The facility musl not emplay individuals who have
been {found guilty of abusing, neglecting, or

mistraaling residents by a court of law; or have Adminisirator or Assisiant Adminisiralor within
had a finding enlered Inlo the State nurse aide five days far final approval and submission.
registry conceming abuse, neglecl, misirealment

of residents or misappropriation of their property; Additionalty all staff not on leave were trained on
and report any knowledge it has of actions by a the “Abuse Prevention Program” palicy specifically

relaling lo resident confinement by November
lhe Sth, 2014, Furthermore, all residenls that
smoke have been inlerviewed by Social Servicas

court of law against an employee, which would
Indicate unfilness for service as a nurse aide or

other facilily staff io the Siale aurse aida regisiry and it was found that this was an tsolated
or licensing authorities, incident and has not occurred before,
The facility must ensure that all alleged violations Final dale of correclions occurred on 12/3/2014,

involving misireaiment, neglect, or abuse,
including injuries of unknown source and
misapproprialion of rasident property ara reporied
immedialely lo the administralor of the facility and
fo olher officlals in accordance with State faw
through established procadures {including to the
State survey and certliicatlon agency).

The facility must have evidence that all elleged
violalions are lhoroughly Investigated, and must
prevent further polenlial abuse while the
invesligalion is in prograss.

The results of all Invastigations must be reporied
1o lha administrator or his designated

OR'S OR VIDE LIER REPRESENTATIVE'S SIGNATURE TITLE {NB) DATE
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Any doficicncy statament onding ilh an nsteriSk (*) dencles a deficlency which tha Inslilulion may be excusad lrom cosrocting providing ilis dolemmined thal |~ 7
other safeguirds pravide sulliciont protection lo the palianis . (Sae instruclions.) Excepl for nursing homes, the findings slated above we disclosable 90 days
following he dale of survey wheathor of not a plon of corroclion Is providad, For nursing homes, the above findings and plans of corroction ate disclosable 14

days lollowing the data ihoge documaonis aro mada availablo 1o the facibty, If doficioncios are cited, an approved plan of correclion is requisilo 1o contnued
program parlicipation,
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incidenl, and if the allegad violation is verified
appropriate corrective action must be taken.

This REQUIREMENT Iis not met as evidenced
by:

and procedures, it was delermined the facility’s

related to an allegation of abuse for one {1) of
threa (3) sampled residenis {Resident #4). A

Regislared Nurse Aldae (SRNA) had locked
Resident #4 in the "smoke room" aftsr lhe
resident did not exit lhe room when asked. A
raview of the facility investigation ravealad

residents who ulilize the smoka room to
by similar violations.
The findings include:

Areview of the facllity policy litled “Abuse
Pravenlion Program,” revision dale 07/16/12,
ravealed involunlary seclusion is deflned as
separalion of a resident from other residenis

but not limited to the following: assigned
careglver, caregivers in the immediate area,
potential wilnesses such as visilors, family,
roommales, and the alleged perpetrator.

represenialive and o olher officials in accordance
with State law (including to the Stala survey and
certification agency) within § working days of the

Based on abservation, interview, record review,
and review of the facility's invesligalion and policy

Investigalion (ailed to include resident inlerviews

raview of the facilily investigation rovealed a Stale

Reslident #4 was interviawed about the incidenl;
however, the facility had failed to interview other

determine if they had witnessed or been affecled

against the resident’s will. The initial invesiigation
should include interviews of wilnesses including
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F 225 Continued From page 2

A review of the medical record for Resident #4
revealed ihe facility ra-admitted the resident on
11727113 with diagnoses Including Post Traumatic
Stress Disorder {PTSD), Dapression, and
Dementia. A raview of the resident's significant
change Minimum Data Set (MDS) assessment
daled 07/24/14, revealad lha resident (o be
assessed to have a Brief Interview for Mentat
Status (BIMS) score of 10 which ravealed the
residanl Is moderalely cognitively impaired.

Areview of the five-day final report of the facility
invesligation, dated 10/26/14, revealed the facility
Social Waorker (SW) abserved SRNA #1 standing
outside the facility smoke room by the pool tabla
on 10/21/14, The SRNA informed the SW he/she
was unable to get Resident #4 to lsave the
smoke room. Conlinued review of the
invesligation revealad SRNA #1 informed the SW
that the SRNA had told Resident #1 if the resident
did nol come oul of the smoke room the SRNA
was going fo lock the door, The SW then
informed the SRNA she would gel Resident #4 to
come out. Furlher review of the invastigation
revealed when the SW wen! o the smoke room
daor, she obsarved Resident #4 inside 1he smoke
room, and the door to the smoke room was
locked. Review of the investigalion reveafed the
SW informed SRNA #1 she should never lock a
resident in a room or threaten lo lock a resident in
aroom, SRNA#1 lold the SW she had called the
resident’s bluff and locked the door because the
resident would nol come out of the smoka room.
Further review of the investigation revealed
Residenl #4 did nat appear lo be in any distress
when lhe smoke room door was opened. A
review of Ihe investigallon revealad Resldenl #4
and sialf that worked with the resident were

F 225
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interviewed; howaver, tha Investigation had no
documanted avidence thal other residenls that
smoke were interviewed as par of the

revealed SRNA #1 was immediataly remaved
from the floor and resident care.

. Interview on 13/10/14 at 1:35 PM with Resident

the smoke room was when a worker locked lhe

his/her cigarette.

#1 on 10/22/14 revealed on 10/21/14 at
all residents the smoke break was over and the

the residents had left the room excepl lor
Resident #4. The wilnass stalement further

continued 1o sit in the smcke room. SRNA #1

stated lo lhe SRNA, “You won't doil.” The
wilness stalement revealed SRNA #1 leflt the
smoka room, locked tha daor, and assisted
another resident in a wheelchair around the

revealed SRNA #1 had no inlentions of leaving
any harm lo the resident.

Interview on 11/10/14 al 3:45 PM wilh the SW
revealed she was walking toward the smoke

invastigation. Furlher review of the investigalion

#4 revealed the only problem (ha resident had In
resident in there one day for a few minutes, The
resident denled that he/she was “bothered” by the
incident because the resident was able to finish

A review of a wilnass stalement wrillen by SRNA
approximalely 1:30 PM, SRNA #1 had informed
residents needed to exit the smaoke room. All of
revealed SRNA #1 informed lhe resident several
limas tha smoka break was over and the resident

naeded {0 leave the smoke room but the resident

revealed she stalad to Residenl #4, "You belter
come out or 1 will lock the door,” and Resident #4

corner. Further raview of the wilness slatamenl

lhe resident in the smoke room and did not mean
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roam and observed SRNA #1 slanding by the
pool table. The SRNA informed the SW he/she
was unatle {0 get Resident #4 to come out of the
smoke rcom. The inlarview furlher revealed
SRNA #1 informed the SW that the SRNA had
lold Resident #4 if he/she did nol come out of the
smoke room the SRNA was going to lock the
door. The SW informed SRNA #1 she would gel
the resident lo come out, Continued interview
revaaled when lhe SW went {o lhe smoke room
door she observed Resident #4 inside the smoke
room and the door lo the room was locked. The
SW revealed the smoke room door was unlocked
by SRNA #1 and the resident came out of the
smoke room and did not appear io be in any
distrass. The intarview further revealad the SW
informed SRNA #1 hat staff should never lock or.
threatan to Iock a resident in a room. Conlinued
inlarview revealed the SW immedialely reporied
the incident to the Direclor of Nursing (DON) and
the SRNA was ramoved from the floor, The
inlerview revealed the SW conducted the
investigation of tha incident and denied
inlarviewing other residents relaled to the
allegation because the allegalion obviously
happened and the SRNA admilted to locking the
door of the smoke room.

Interviews on 11/10/14 31 4:55 PM wilh the
Administrator, DON, and Assistant Administrator
revealed the administralive slaff reviewed all
investigations and did not find a problem wilh the
investigation relaled io Resident #4. The
interview furlher rgvealed the administrative slalf
felt the investigation was “an open and shul case”
because SRNA #1 had reperied locking Residenl
#4 in the smoke room, The adminisirative staff
acknowledged lhat other residenis thal usa tha
smoke room should have baen interviewed as
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part of the investigalion.
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