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F 000 : INITIAL COMMENTS FO00
An abbreviated standard {KY17904, F 225 ’
reviateéd standard survey Corrective Actions for
KY18030) was conducted on 03/15/12. KY17904 ! s .
Targeted Resident(s):
was unsubstantiated with no deficient practice Resident's #1 and #2 had
identified. KY18030 was substaniiated with lefe head o toe skin -
deficient practice identified at "D” level, complete ?a rfc:; © ds
F 225, 483.13(c)(1)(ii)-(ii), (c)(2) - (4) F 225 o e e e
s5=D | INVESTIGATE/REPORT and were observed for
ALLEGATIONS/INDIVIDUALS behaviors and pain on
_ - 03/14/12, and no injuries,
The fachity must not empiloy individuals who have behaviors or pain were .
been found guilty of abusing, neglecting, or noted. CNA's #1, #2, #3
mistreating residents by a court of law; or have and the DOM were all
had a finding entered into the State nurse aide ‘discharged for their
registry concerming abuse, neglect, mistreatment involverment and failure to
of residents or misappropriation of their property; immediately report an
and report any knowiedge it has of actions by a allegation of abuse and
court of law against an employee, which would neglect. CNA #8 received
indicate unfitness for service as a nurse aide or P . :
| other facility staff to the State nurse aide registry dlsmpi:nary action for his
| or licensing authorities. late reporting of an
9 _ ; allegation of neglect and
The facility must ensure that all alleged violations § or abuse.. '
involving mistreatment, negiect, or abuse, c L
including injuries of unknown spurce and dentification_of Other
misappropriation of resident property are reported - Residents with Potentiat
immediately fo the administrator of the faclity and to Be Affected:
to other officials in accordance with State law All residents of the facnlrty
through established procedures (inciuding 1o the ‘have the potential to be
State survey and cerfffication agency). affected. The .
! - . Administrator reviewed all
The facility must have evidence that all alieged Accident and Incidents
viclations are thoroughly investigated, and must reports and Investigation
prevent further potential abuse while the gop days prior tog ’:hé
investigation is in progress. investigation of 03/15/12.
The resuilts of all investigations must be reported There was no evidence of
to the administrator or his designated
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Any deficiency statemant ending with an asterisk () denotes a deﬁc%nch the institution may be e‘icused from comecking praviding It is dstarmaned Ehat
ather safeguards provide sufficient protection fo the patients. (See instructions.} Except for nursing homes, the findings stated above are disciosable 90 days
following the dake of survey whether or not a plan of corection is provided. For nursing homes, the above ﬁndmgs and plans of correction are disclosable 14
days following the date these documents are made available to the facifity. If deficiencies are cited, an approved plan of comection is requisite to confinuzd

program partictpation.
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F225 Continued From page 1 F 225 'an A aHeQEd violation
n ‘ather - involving neglect and or
representative and to other officials in accordance abuse not being reported -
with State [aw {including to the State survey and “to the Administrator and
cerfification agency) within 5 working days of the 0 e Administrator and - .
incident, and if the alleged violation is verified or Director of Nursing
appropriate corrective action must be taken. immediately ~ ‘or  not
‘ ) exceeding 24 hours after
the discovery of an
incident.
This REQUIREMENT Is not met as ewdenced
by: - Systemic Changes:
Based on interview, record review, and a review All Nursing line staff, and
of facility policies, the facility failed to ensure ficensed staff, as well as
alleged violations involving neglect were reported " Department Heads and
immediately fo the Administrator of the facility for Administration of the
two of three sampled residents (Residents #1 and facility will be re-educated
#2). Ceriified Nurse Aides (CNAs) #1, #2, and #3 (in-serviced) regarding
stated on numerous occasions (dates unknown) th tabiished  facilits
they observed Resident#1 and Resident #2 at e esiaviishe acility
the lunch meal, wearing tha clothing that had policy E.md procedure_ on. '
become soiled at the breakfast meal, and Prevention and Reporting:
suspected CNA#4 negiected the rosidents' care. Resident Mistreatment,
CNA#2 reported her concems related to CNA #4 Neglect, Abuse, Including
fo the Director of Maintenance Services (DOM), . . Injuries . of  Unknown
however, interviews revealed the CNAs and the Source, . and
DOM failed to report their concems :mmedlately Misappropriation of
to the Administrator. Resident Property by
o 05/01/2012. This  re- .
The findings-inciude: education is  being
A review of the Prevention and Reporting: ;%lg?iﬁgtergtof Ilj)i)r('ectorﬂl)?‘
Resident Misireatment, Neglect, Abuse, Including Nursi an,d or the
injuries of Unknown Source, and ursing Traini
Misappropriation of Resident Property policy Education _ '1aining
{revised February 2011) revealed staff was Director. The in-service
required to report afieged violations to the will  place - special
Administrator and Director of Nursing emphasis on:
(DON)/designee immediaiely. According to the .
policy, “Immediately” meant as seon as possible
i .
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An interview with CNA#4 conducted on 03/15/12,
at 4:45 PM, revealed she suspected CNA#4 had
failed fo provide care to residents and aflowed
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F 225! Continued From page 2 F 225 '+ Immediate
nctification of
but was not to exceed 24 hours after dlscovery of the to the
the incident. e 1o ©
. : Administrator
1. Areview of the medical record for Resident #1 or Director of
revealed the resident was admitted to the facility Nursing of an
on 04/17/08 with diagnoses of Alzheimer's allegation of
Dementia with Psychosxs Neuropathic Leg Pam neglect -or
and Glaucoma. A review of the Resident's abuse.
Minimum Data Set (MDS) dated 02/21/12
revealed Resident #1 required extensive Monitoring:
assistance of one person for eating arid the The Quality Assurance
Sxten_sive azsiijstanoe cim; two "plusj: persons tf?; Committee will review the
ressing and personal hrygiene. Areview of the ) of Cotrection to
Mood and Behavior Symplom Assessment dated Pian : C : :
. : ensure it is being
01/04/12 revealed the resident had a severely implemented and carried
fmpaired cognrtwe' deficit out . Accidents and-
2. Areview of the medical record for Resident £2 Incidents as well as
revealed the resident was admitted to the facility Reportables  (Resident
on 12/21/09 with diagnoses of End Stage Mistreatment, ~ Neglect,
Huntington's Disease, Functional Decline, Abuse, Including Injuries
Mainutrition, and Psychosis. A review of the of Unknown Source, and
Resident's MDS dated 02/22/12 revealed Misappropriation of
Resident #2 required extensive assistance of one . Resident Property) will be
person for eating, and extensive assist of two reviewed to ensure they
"plus” persons to assist the resident with dressing are being immediately
and personal hygiene, A review of the Cognitive reported and followed up
Assessment/Plan of Care dated 02/22/12 . i i
iod th i th d it oh as-required. This QA |
Ir;veaa”? ente resident had severe cognidve Commitiee review will be
P _ for three months
Due to Resident #1's and Resident #2's impaired beg!nnlng April 2012 and 05/01/12
mental status, interviews with the residents were end[pg June 2012.
not conducted.
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. ~was aware that any withessed/suspected abuse
: or neglect was to be immediately reported to the

: An interview with CNA#2 on 03/15/12, at 5:20

i the DOM she should have immédiately reported

i An inferview with the Directer of Maintenance -

; during breakfast meals to the lunch meal, The

Continuéd From page 3

residents fo wear soiled clothing from the
breakfast meal to the lunch-meal on numerous
occasions. CNA#1 reported she had received ,
training by the facility on abuse and neglect and

DON or Administraior. However, CNA#1
acknowledged she falled to report her suspicions
of neglect to the Administrator or the DON.

An interview with CNA#3 on 03/15/12, at 7:05
PM, reveaied she suspected CNA#4 had
neglected to provide personal care to residents.
According to CNA#3, she had received fraining
by the facility that any suspected abuse or neglect
was to be immediately reported to the supervisor
but failed to report she suspected CNA#4
neglected residents to the Administrator.

PM, revealed she suspected CNA#4 had Tailed to
change the residents’ clothing when it became
soiled on numerous occasions. CNA#2
acknowledged she had received training from the
facility related to abuse and neglect. CNA#2
stated although she reported her suspicions to

her observation of Resident #1's and Resident
#2's sofled clothing and the suspicion that CNA
#4 had neglected the residents’ care to the
Adminjstrator.

(DOM) on 03/15/12, at 5;45 PM, revealed during

a "smoke break" on 03/08/12, CNA #2 reported to
him she was concemed staff failed to provide
care for Resident #1 and Resident #3 because
they had wom clothing that had become soifled

F 225
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DOM stated he had been trained by the facility to
report suspected abuse andfor neglect
immediately to the nurse and/or Administrator and
should have reported CNA# 2's concern that
resident care was being neglected. However, the
DOM stated he failed to report the CAN's conicem
to the nurse andfor Adminisirator and had

instructed CNA#2 to lzave any food that spilled
| onto the residents’ ciothing at the breakfast meal

the next day and if he saw the residents sitting in

soiled clothing on his daily rounds he would report |

it at that time.

An inferview with CNA#8 conducted on 03/15/12,
at 3:20 PM, revealed he becarne aware of
concems that CNA#4 neglected the care of
residents from a conversation he overheard
between CNAs #1, #2, and #3 during the _
breakiast meal on 03/07/12. CNA#8 stated he
also overheard CNAs #1, #2, and #3 discuss in
their conversation that the DOM was aware of
their concerns. In addition, CNA#8 stated that on
03/0712, during the breakfast meal, he.
witnessed CNA#1 give Resident #1 z cup of
chocolate milk even though the resident was
unabie to hold a'cup. According to CNA#S, the

.chocolate milk spilied onto the resident's clothing

and CNA#1 made no attempt to wipe the miik
from the resident’s clothing. CNA #8 aiso stated
he witnessed CNAs #2 and #3 "pour” cooked
oatmeal onto Resident #2's clothing and that

i CNAs #2 and #3 failed to clean the oatmeal from
: the resident's clothing. Although CNA #8

acknowledged he had been trained by the Tacility
to report any allegations of abuse and/or neglect
immediately to his supervisar, he stated he failed
to report his observations and/or the concems

expressed by CNAs #1, #2, and #3. In addition,
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1 An interview with the Regional Clinical Consultant :

| the personnel file for the DOM, dated 04/12/10,

.lnterwew with the Administrator on 6315712, at

i the sfaﬁ’s concems that resident care had been

Continued From page 5

CNA#8 stated because the DOM was in a
supervisory position,. he was afraid to report to the
Administrator that the DOM was reportedly aware
of the CNA's concerns.

conducted on 03/15/12, at 8:05 PM, revealed she
performed "one on one™ fraining on abuse and
neglect o alt staff in July 2011 and at that fime
staff was reminded to report all suspected andfor
witnessed abuse or neglect immediately to their
SUpenvsor.

A review of the Abuse/Neglect in-services
conducted on 07/27/11 confirmed CNAs #1, #2,
#3, #4, and #8 had received fraining on reparting
abuse-and neglect A review of documentation in

revealed he had also recefved fraining on
reporting abuse and neglect to the Administrator.

9:20 PM, revealed he had not been informed of

neglected. The Administrator stated staff had
been frained on abuse/neglectexploitation and -
did not know why they had failed to report their
concems.

F 225
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