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An abbreviated survey (KY #20521) was
conducted on 08/13/13 through 08/14/13 to
determine the facility's compliance with Federal
requirements. KY #20521 was substantiated with o
a regutatory citation, ) A
F 225) 483,13 iiy-(iil), (c)(2) - (4 : s
$8=D INVES%?GHA)%III:E!&”E)P(S)FQ “4) Fesb “This Plan of Correction is prepared
ALLEGATIONS/INDIVIDUALS and submitted as required by law. By

| Involving mistreatment, neglect, or abuse,

The facility must not employ Individuals who have
been found guilty of abusing, neglecting, or
mistreating resldents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their praperty;
and report any knowledge it has of actions by a
court of law against an employee, which would
Indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide reglstry
or licensing authorilies.

The facility must ensure that all alleged violations

including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials In accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation Is in progress.

The results of all investigations must be reported
to the administrator or his designated

submitting this Plan of Correction,
Edmonson Center does not admit that
the deficiency listed on this form exist,
nor does the Center admit to any
statements, findings, facts, or
conclusions that form the basis for the
alleged deficiency. The Center reserves
the right to challenge in legal and/or
regulatory or administrative
proceedings the deficiency, statements,
facts, and conclusions that form the
basis for the deficiency.”

F225 09/6/13
Resident #1 was transported to the
hospital on 07/22/13 and is no longer a
resident at this facility. On 7/31/13 the
Administrator filed a report with the
State agencies and Office of Inspector
General for an allegation of abuse &
neglect related to injury of unknown
origin.

Current resident incident & accidents
were reviewed by the Director of

MBORﬁTm OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
\) S OMED) Qdviriatnadet, eS|

Any deficiency statemedt ending with an asterisk (*) denotes a deficlency which the Institulion may be excused frem correcling providing Rt Is determined that
olher safeguards provide sufficient protection lo the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fellowing the date of survey whether or not a plan of correclion Is provided. For nursing homes, the above findings and plans of correcllon are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
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o4y in SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE BATE
) DEFIGIENCY)
| Nursing and Assistant Director of
e i;?ggzﬁgﬁ:fn??oeolner officials in accordance " #2% Nursing to dentify any that may be of
with State law (including to the State survey and . nlm‘kﬂ‘)““ omgin. l\i‘édm}““es of
certification agency) within 6 working days of the unknown origin noted.
incident, and if the alleged viotation is verified
appropriate corrective action must be taken, On 08/6/2013 the Regional Vice-
President of Operations re-educated the
Administrator on the center’s policies
This REQUIREMENT s not met as evidenced and federal regulations regarding i
by: investigating/reporting injuries of
Based on interview, record review and policy and unknown origin and any suspicions of.
procedure review, It was determined the facllity abuse and neglect. On 09/04/2013 the
falled o report an injury of unknown origin to the Administrator re-educated the '
State Survey Agency for one resident (#1), in the department managers on the center’s
| selected sample of thrae (3) residents. policies and federal regulations
The findings include: | regarding investigating/réportmg
injaries of unknown origin and any
Areview of the facility pollcy and prosedure titfed, suspicions of abuse and neglect. On
"Abuse Prohibition - Stafe of Kenlucky", dated -09/05/20:13 the Director of Nursing
07/01/13, revealed an Injury of unknown origin is Services, Assistant Director of Nursing
an injury with both of the fo!logving conditions. 1) Services and the Staff Development
The source of the injury was riot observed by any Coordinator completed re-education
person or the source of the injury could not be ooranator compieted re-educ
explained by the patient; and 2) The injury is with staff on the center’s policies and
susplcious because of the extent of the Injury or federal regulations regarding
the lacation of the Injury {e.g., the Injury Is located investigating/reporting injuries of
In an area not generally viinerable to trauma) or unknown origin and any suspicions of
the number of injuries ohserved al one particular -
. : abuse and neglect.
point in time or the incidence of injuries over time, :
Staff will identify everts - such as suspiclous .
bruising of palients, accurrences, patterns, and Daily for the next three months the
trends that may constitute abuse - and determine Director of Nursing Services and
the direction of the investigation. Anyone who Assistant Director of Nursing Services,
witnesses an incldent of suspected abuse, Unit Manager or Charge Nurse will
neglect, invgl?ntary s[eclusion, iini[[lmesfof fent audit resident accident & incidents to
unknown origin, or misappropriation of patien - .
property is to tell the abuser to stop Immediately ensure any injury of unknown origin
and report the Incident 1o histher supervisor is/has been reported per policy and
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F 225

.| than usual, Due to the resident's contraclures, the

Continued From page 2

immediately. The notified supervisor wil! report
the suspected abuse immediately (not lo exceed
24 hours) o the Adminisirator or designee and
other officlals in accordance with state law.
Injuries of unknown origin will be Investigated to
determineg if abuse or naglect Is suspacted.

Arecord review revealed Resident #1 was
admitted to the facility on 01/01/06 with diaghoses
to Include Cerebral Palsy and Osteoporosis. A
review of the quarterly Minimum Data Set {(MDS)
assessment, dated 05/03M3, revealad the faciiity
assessed Resident #1's cognllion as severely
impaired.

A raview of the Change of Condition
documentation dated 07/22/13 and Interviews
with Licensed Practical Nurse { LPN} #1 on
8/13/13 at 2:00 PM and SRNA#1 on 08/14/13 at
10:15 AM, revealed on 07/22/13, after the
evening meal, the LPN and SRNA were
transferring Resident #1 back to bed from the
wheelchair by lifting the residént beneath the
arms. When the slaff pulled the resident’s pants
down to provide incontinent care, It was
discovered the resideni's left leg looked different

resident's legs normaily wouid not touch the bed
but it was noted that the left lag was touching the
bed, The staff immediately reported this to the
¢harge nurse, who then notified the Advanced
Practice Registered Nurse {APRN) and the
family. The resident was transported fo the
smergency depariment via ambulance. A review
of the hospital History and Physical (H&P), dated
07/22/13, ravealed Resident #1 was admitied with
a diagnosls of Mid Femoral Shafi Fracture,

presumably due to longstanding osteoporosis and _

immobilized state.

federal regulation. The Director of
Nursing will report findings to the
Performance improvement Committee
monthly for three months for further
tecommendations.

F 226
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F 225 | Gontinued From page 3

An Interview with the APRN, on 08/14/13 at §:54
AM, revealed she recelvad a call from the charge
nurse (CN}) on 07/22/13, in the evening. The CN-
reported to the APRN Resident #1 was noted to
have a obvious deformity to the left upper leg and
the staff feared it might be fractured. Orders
were given to'the CN to have the resident
fransported to the emergency departmant and to
notify the resident's mother of the findings. The
APRN revealed she had seen the resident a
couple of hours garlier In the facllity and the
resident did not appear to be In any distress.
There was no reported Injury. The APRN
revealed it was determined the resident had a
spontaneous fraclure due to the resident's history
of osleoporosls and osteopenia,

An Interview with the Administrator, on 08/14/13
at 11:01 AM, revealed the Investigation regarding
Residant #1 was started on the morning of
07/23/13 by interviewing staff and geiting
statements from them. She stated the fracture of
the leg was not reported lo the State agencles
because after speaking with the Nurse
Practitioner, they felt the fracture was
spontaneous in nature due to a simiar fracture In
the past and bacause of no known Injury.

F 225
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
813 S. MAIN ST.

Behavior & Fac. Praclice

(3) Staff treatment of residents. ‘

(d) The facility shall document alleged violations
involving mistreatment, neglect, or abuse,
Including Injuries of unknown source, are
reported immediately to the administrator of the
facility or to other officials in accordance with
KRS Chapters 209 and 620.

This requirement is not met as evidenced by:
Based on Interview, record review and policy and
pracedure review, it was determined the facility
failed to report an injury of unknown origin to the
State Survey Agency, for one resident (#1), in the
selected sample of three (3) residents.

The findings include:

A review of the facility policy and procedure titled,
"Abuse Prohibition - State of Kentucky", dated
07/01/13, revealed an injury of unknown orlgin Is
an injury with both of the following conditions. 1)
The source of the injury was not observed by any
person or the source of the injury could not be
explained by the patient; and 2) The injury is
suspicious because of the extent of the injury or

FRRIONSOR GENTER . BROWNSVILLE, KY 42210
4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
VDEFICIENCY) "
N 000, INITIAL COMMENTS N 000 » & : \\
A complaint survey (KY #20521) was conducted o) ‘@{b W
on 08/13/13 through 08/14/13 to determine the Q '
facility's compliance with State requirements, KY afp
#20621 was substantiated with dsficiency clted.
N 110: 902 KAR 20:300-5(3)(d) Section 5. Resident N 110

“This Plan of Correction is prepared
and submitted as required by law. By
submitting this Plan of Correction,
Edmonson Center does not admit that
the deficiency listed on this form exist,
nor does the Center admit to any
statements, findings, facts, or
conclusions that form the basis for the
alleged deficiency. The Center reserves
the right to challenge in legal and/or
regulatory or administrative
proceedings the deficiency, statements,
facts, and conclusions that form the
basis for the deficiency.”

¥ 225 09/6/13

Resident #1 was transported to the
hospital on 07/22/13 and is no longer a
resident at this facility. On 7/31/13 the
Administrator filed a report with the
State agencies and Office of Inspector
General for an allegation of abuse &
neglect related to injury of unknown
origin. :

Current resident incident & accidents
were reviewed by the Director of

LABCORATORY DIRECTOR'S OR PROVIDER/SUFPPLIER REPRESENTATIVE'S SlGNﬂTUR_E - . TPKE M . (X6) DATE
U QOB X8 © Obrumetals 09053
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Nursing and Assistant Director of
‘Nursing to identify any that may be of
‘unknown origin. No injuries of -
unknown origin noted.

iOn 08/6/2013 the Regional Vice-
‘+President of Operations re-educated the
‘. Administrator on the center’s policies
f;and federal regulations regarding

¥ investigating/reporting injuries of
drunknown origin and any suspicions of .
1'abuse and neglect. On 09/04/2013 the
{iAdministrator re-educated the =

i department managers on the center’s

1 policies and federal regulations E
I regarding investigating/reporting : i
| injuries of unknown origin and any 4
| suspicions of abuse and neglect. On

1 09/05/2013 the Director of Nursing

i Services, Assistant Director of Nursing
Services and the Staff Development &
Coordinator completed-re-education i
with staff on the center’s policies and
federal regulations regarding
investigating/reporting injuries of .
unknown origin and any suspicions of
- abuse and neglect. ] §

ted abuse Tmmediately (ol torexceed |
m lstrator OF demgnee and
ice, with :

Daily for the next three mouths the
 Director of Nursing Services and ‘
| Assistant Director of Nursing Services, -
| Unit Manager or Charge Nurse will
- audit resident accident & incidents to
| ensure any injury of unknown origin  { :

‘ fdusco &76d the: fesident’s lsft teg'iooked differert | .- |/ is/has been reported per policy and
" than usuaE Due to the residen!‘s contractures{ ihe '

o WBPTL Weoiiniaon shedt2 614
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federal regulation. The Director of

N110| Continued From page 2 N0 h , .
resident's legs normally would not touch the bed Nursing will report findings to the
but it was noted that the lefi feg was louching the ; Perfolﬁnai{zce ;rnpmvené? nthommmee
bed. The staff immediately reporied this to the monthly for three months for further
charge nurse, who then notified the Advanced rgcommendanons.

Practice Reglstered Nurse (APRN) and the
family. The resident was fransported to the
emergency department via ambutance. A raview
of the hospital History and Physical {H&P), dated . ‘
07/22/13, revealed Resident #1 was admilted with
.a diagnosls of Mid Femoral Shaft Fracture,
presumably due to longstanding osteoporosis and
immobiiized state,

An Interview with the APRN, on 08/14/13 at 9:54
AM, revealed she received a call from tha charge
nurse {CN) on 07/22/13, in the evening. The CN
reported to the APRN Resident #1 was noted {o
have a chvious deformily to the left upper leg and
the staff feared it might be fractured. Orders .
were given to the CN to have the resident o
transported to the emergency depariment and to .

nolify the resident's mother of the findings. The
APRN revesaled she had seen the residenta
couple of hours earller in the facllity and the
resident did not appear to be In any distress,
There was no reported injury. The APRN
revealed it was determined the resldent had a
spontaneous fracture due fo the resident’s history
of osteoporosis and ostaopenia.

An interview with the Administrator, on 08/14/13
at 11:01 AM, revealed the investigation regarding
Resldent #1 was started on the morning of
07/23113 by interviewing staff and gelting
statements from them, She stated the fracture of
the ieg was not reported to the State agencies
because after speaking with the Nurse
Practitioner, they felt the fracture was ,
spontaneous In nature due o a similar fracture In
the past and because of no known injury.
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