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An abbreviated standard survey (KY23111) was S
conducied on 04/20/15, The complaint was - \ ‘
substantiated with deficient practice identified gt te Q &C}\&A .
"D" level,
F 225 483.13(c)(1) (i), (c}(2) - (4) F 225
ss=0 INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals whe have
been found guilty of abusing, neglecting, or
mistraating residents by a court of law; or have
had a finding entered inte the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents ar misapproprigtion of thelr property;
and report any knowledge It has of actions by a
court of law against an employee, which would
indicabe unfitness for service as a nurse aide or
other facitity staff to the State nurse aide registry
or licensing authorities,

Tha facility must ensure that all alteged viclatians
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facillty and
to other officials in accordance with State law !
through established procedures (including to the

Stata survey and certification agency).

The facliity must have evidencs that all alleged
viclations are thoroughly investigated, and must
prevent further potential abuse while the
investigation Is in prograss.

The results of all invastigations must be repertad
to the administrator or his designated
representative and to other officials in accordance

LABORATDRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE X8) DATE

TiTLE
cC #&mmw‘r‘ 5-15-|5
Any deficiancy elatement ending with an asterizk (%) denctes g defiglency which the ingtitution may be excused from correcling providing it Is determined that
other safeguards provide auflident prolection to the patients (See Instructions.) Except far nursing homes, the findings stated above are disdosabie 90 days
fallowing the date of survey whether or not a plan of comection la provided, For nursing homes, the above indings and plans of corection are dlsclosatia 14

days following tha date theae dacuments are mada available to the fecllity If deficloncios are cited, an spproved plan of eorraction is requisite to continued
program participation
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with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if tha alleged vinlation is verlfied
appropriate corractive action must be taken.

This REQUIREMENT is not met as evidenced

Based on interview, record review, and review of
the facility palicy and taclilty Investigation, it was
determined the facility falled to ansure all alleged
violations involving mistreatment, neglect, or
abuse wera reported immedistely to the
Administrator and other officials in accordance
with atate law for ane (1) of three (3) sampled
residents (Resident #1). Resldent #1 raporied an
allegation of abuse to State Reglstered Nursa
Aide (SRNA) #1 on 04/20/15 at 1:50 PM. The
SRNA immediately reported the alisgation to
Licensed Practical Nurse (LPN) #1. However, the
LPN fafled to report the aflegation to
administrative staff or to other state agencies as
required by facility policy.

The findings include;

Review of the facility policy titled "Abuse Policy,"
last revised Decembar 2011, revesaled all
allegations which involvad mistreatment, neglect,
or abuse including Injuries of unknown source or
misappropriation of resident property would be
reporied immediately. The policy stated staff was
to report allegations to the Diraclor of Nursing
and/ar the Administrator and to other officials in
accordance with state law, Including the state
survey and certification agency.

Reviaw of the medical racord for Resident #1

F 225
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revesled the facility admitted the resident an
01/16/14 with diagnoses that Included Dementia '

and Anemla. Review of the resident's quarterly h ed
Minimum Data Set Assessment (MDS), dated - el Q-l"l‘flc ;
03/26/15, revealed staff assessed that Resident

#1 required extensive assistance with transferring
and bathing. The assessment further revealed
Resident #1 had moderately impaired cognitive

skills and was not interviewable. with a Brief
Interview for Mental Status {BIMS) score of 99,

! Interview with SRNA #1 on 04/20/15 at 1:50 PM

- revealed Residant #1 had stated to the SRNA that
| he/she was "going to find that black man and kil
him" and that he/sha had "never baen grinded on
like that in eighty-two (82) yeara." Tha SRNA .
acknowledged the resident's statement was an
allagation of abuse, and siated she notified the
nurse {later identified as LPN #1) immediately of
the resident’s allegation.

Interview with Licensed Practical Nurse {LPN) #1
at 12:30 PM on 04/20/15 confirmed she had been
nalified of Resident #1's allegation on 04/12/15,
The LPN stated she had not notified
administrative staff as required because "thare !
was no bizck man on the unit” at the time the
aliegation was voiced,

Interview with the facility's Nurse Conaultant an
04/20/15 at 1:15 PM revealed Resident #1's
allegation was identified from a review of the
facility's incident reports on 04/14/15 (2 days afler
the resident had voiced the allegation to faciity
staff), The nurse consultant stated she reported
the aflegation to state agencies and began an
investigation, as required, when she identifiad the
resident's allegation,

I
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Interview with the facility Adminlstratar an
0472015 at 3:15 PM revaaled staff had been
trained to report all allegations to adminlstrative
staff immediately. The Administrator stated staft
should have reported the allegation voiced by
Resident #1 immediately.

"S(,L a\ached.
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