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An abbrevialad standerd survey (KY23624) was
conducted on 08/12/15. The complaint was
substaniiated with deficient practice ideniified at
“D* level.
F 225, 483.13(c){1)(i)-(ii)), {cX2) - (4) F 225
5$5=pD | INVESTIGATE/REPORT
ALLEGATIONS/ANDIVIDLSALS

The lacility must nat smploy individuals who have
been found guilty of abusing, neglecting, or
mistreating rasidents by & court of law; or have [
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of resitdents or misappropriation of their property;
and reporl any knowledge it has of acllons by a
courl of law against an employes, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
ar licensing authorities.

Tha facility must ensure that all allaged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of rasident property are reporied
immediately to the adminislrator of the facility and
to othar officials in accordance with State faw
through established procedures (including to the
Siate survey and certification agancy).

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

Tha rosulls of all investigations must be reported
to the administrator or his designated
rgpresentative and to other officials in accordance
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with State law {including to the State survay and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Basaed on interview, record review, raview of he
facility's investigation, and review of the facillly’s
policy, it was determined the facility failed to
ensure an allegation of abuse was reported
immediately to administrative stafl for one {1} of
four (4) sampled rasidents (Resident #1). Onthe
moming af 07/24/15, Stale Registered Nurse Aide
(SRNA) #1 reported to Licensed Practical Nurse
(LPN} #2 that on 07/23A15 (the prior evening)
SRNA#3 had told Resident #1 she was going to
hit the resident in the face with the resideni's
“dirty diaper.* SRNA #1 falled to report the
sllegation of abuse immed|ately to administrative
siaff.

The findings Include:

Review of the facility policy titied "Resident Abuse
Policy," revision date 06/25/14, revealed the
facility upheld the residents’ rights lo be free from
abuse and strictly prohibited verbal, sexual,
physical, and mental abuse. All allegations of
abuse would be reported and tharoughly
investigated. The policy furthar revealed all
allegations involving mistreatment, neglect, or
abuse would be reported immediately to the
facility Administrator, Director of Nursing (DON),
and the state agencies.

Raviaw of the medical record for Resident #1
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revealed the facility admitted the resident on
04117114 with diagnoses that inciuded Cerebral
Vascular Accldent (CVA), Depression, and
Hypertension. Review of Resident #1's quarterly
Minimum Data Set (MDS) assessment revealad
the resident was assessed to have a Brief
Interview for Mantal Status (BIMS) scora of 15,
which indicated the resldent was cognilively
intact.

Review of the facility's final investigation, dated
Q7/30/15. revealed on the morning of 07/24/18,
SRNA #1 reported to LPN #2 that on the evening
of 07/23115 SRNA #1 and SRNA #3 had changed
Resident #1 and was assisting tha resident back

| into the rasident’s wheelchair. The investigation

further revealed SRNA #3 made a statement to
Resident #1 that she would smack the residant in
tha face with the resident's dirty diaper: however,
SRNA #3 then stated to the resident sha was just
joking. Further review of the invostigation
reveaiad Resident #1 thought SRNA #3 was
going fo slap the resident in the face with a dirty
diaper. Continued review of the investigation
ravealed Resident #1 ravealed he/she felt upsal
over the statement and denied that SRNA #3 had
physically harmed the resident. An investigation
of the incident was initiated immediataty when
reportad {the morning after the incldent occurred)
and SRNA #3 was escorled to a non-resident
care area and removed from ihe schedule.
Review of the social services statement, which
contained Resident #1's witness statement, dated
07124115, revealad when Lhe resident was asked
if anyane had said anything "out of tha way" to the
rasidant, the resident stated "yas" and the
resident said “that gid" said she was golng to
smack him/her in the faca with histher dirty
"dlaper.” The statement further revealed the

F 225
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resident stated he/she felt that SRNA #3 was
serious bacauss the SRNA came back into the
resident’s room and begged the resident to not
toli about the incident. Raview of lhe
investigalion revealed tha lacility lailed to
substantlate or unsubstantiate the allegation due
to differing statamants from SRNA #1 and SRNA
#3; however, SRNA #3 was terminated due lo
circumstances of the incident.

Intarviaw on 08/12A15 at 12:55 PM wilh Residant
#1 ravealed the resident did have a problem with
“a girl" saylng something mean to him/har and
identified tha girl as SRNA #3. The rosident
further revealad "the girl® tcld tho residant she
was going to slap the resident in the face with the
residant’s dirty "diaper™ and it hurt the resident's
feslings that someone would say something like
that. Resident #1 furthar ravealed "the girl" had
not been back ta wark since 1he incident.
Continued interview revealed Residont #1 dig not
tell the staif about the incident bacausae the gin
osked the resident not to tell becausa the staff
person would get In trouble.

Interview on 08/12/15 at 1:21 PM with SRNA #1
revealed SRNA #1 and SRNA #3 changed
Resident #1 and transfermed the resident back to
the resident's wheelchair on 07/23/15. SRNA #1
stated that SRNA #3 told Resident #1 she was
gaing to hit the resident in the face with "that diry
diaper.” The Interview further revealed Resident
#1 stated to SRNA #3, *If you hit me with my
diaper you will be Jooking for a new job." SRNA
#1 felt like the statament made {0 Resident #1
was inappropriate and needed to be reported;
howevar, the SRNA thought she had 24 hours to
report abuse allegatlons so the SRNA reported
the incident the next morning to the nursa.
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Interviaw on 08/12/15 at 5:09 PM with SRNA #3
ravealed SRNA #3 and SRNA #1 changed
Resident #1 and transferred the resident back o
the resident’s wheelchair on 07/23/15. SRNA#3
slated that Residant #1 slated, *| thought you
were gong {6 hit me in the face with my dirty
diaper.” SRNA #3 revealed she informed
Resident #1 no one was going to hit the resident
with a dirty diaper, left tha room lo throw away the
supplies fram changing the resident, and navar
re-antered the room. The SRNA denied making
any ineppropriata commenis to the resident.

Interview on 08/12/15 at 1:53 PM with LPN #2
revealed that on the morning of 07/24/15 SRNA
#1 reported Ihat something had been bothering
her and that the pravious evening SRNA #3 had
lold Resldent #1 she was golng to hit the resident
in the face with a dirly diaper. The interview
further ravealad LPN #2 immediately started the
investigation, reporied the allegation to
administrative staff, and pullad SRNA #3 off the
floor. LPN #2 revealed she intarviewed Resident
#1 and the resident raportad the incident had
happened and that SRNA #3 had ashked tha
resident to not tell anyone aboul the incident.

Intervigw on 08/12/15 at 2:24 PM with the Quality
Assurance Registered Nurse (QARN) revealed
when the incident was reporied, SRNA #3 was
immediately removed from resident care, the
incident was immediately investigated, and
wilness siatemants ware oblained from Resident
#1 and staff. The intarview further revealed
SRNA #1 should have reported the incident
immediately and had been tralned to report
allagations of abuse immediataly.
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Intarview on 08/12/15 at 4:00 PM with the
Director of Nursing (DON) revealed SRNA #1 H = H S
should have reported the incident immedialely, H lo
Tha intarview further revealed as socon as the
administrative staff was made aware of the

allegation the residents werae protected and an
investigation was Iinitiated, Conlinued interview
revealed the facillty did not subatantiate or
unsubstantiaie the allegation due to the differant
statements given about the incident by SRNA #1
and SRNA #3, but stated that SRNA #3 was
terminated due lo the incidant.

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 DLO w Sj_[ ﬂ'l/#b C—/\ N-«’{‘

$5=0 | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement writlen 3 A‘ 3 B 3 C

palicies and proceduras that prohjbit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT i3 not met as avidenced
by:

Based on Interview, record roviaw, review of the
facility's investigation, and review of the facility's
policy, it was detarminad the facility failed to
assura the abuse policy oullined proceduras ta
assura all invesligations had a final finding of
substaniiated or unsubstantiatad in order for
substantiated incidents to be reported 10 agencles
as required. On the morning of 07/24/15, State
Registered Nurse Aida (SRNA) #1 reported to
Licensad Practical Nurse (LPN) #2 that on
07/23115 {the pricr evening) SRNA #3 told
Resident #1 she was going to hit the rasident in
the face with the resident's dirty diapar. Although
the facility investigated the allagation, the facility
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failed o determine a finding of substaniiated or
unsubstantisled basad of the findings of the
investigation.

The findings include;

Palicy,” revislon dete 06/25/14, revealed the

abtise and strictly prohibited verbal, sexual,
physical, and mental abuse. All allegations of
abusa would be repotted and thoroughly
invastigated. The policy further revealed all
allegations involving mistraatment, neglect, or
abuse would be reperted immadiately lo the
facility Administrator, Diractor of Nursing (DON]),
and the state agancies, Further review of the
policy ravealed all results of an intarnal
investigation would be faxed within five (5)
working days to the appropriate state agencies,
but did not include how to determine the resulis
and make a determination of substantiated or
unsubstantiated.

Review of the medical record for Residant #1
revealed the facility admitted the residant on
0417114 with diagnoses that incheded Cerabral
Vascular Accident (CVA), Depression, and
Hypertension. Review of Resident #1's quaredy
Minimum Data Set (MDS) assessment revealed
the resident was assessed to have a Brief
Interview for Mental Status (BIMS) score of 15,
which indicated the resident was cognitively
intact.

Review of the final investigation, dated 07/30/15,
revealed on the moming of Q7/24/15, SRNA #1
reported to LPN #2 on the avening of 07/23M15

Reviaw of the facility policy titled "Resident Abuse

facility upheld the residents' rights to be free from

SRNA#1 and SRNA #J changed Resident #1 and
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was assisting the resident back Into the resident’s
wheelchalr. The investigation further revealsd
SRNA#1 reported SRNA #3 made a statoment to
Resident #1 that she would smack the rasident in
the face with the resident's dirty diapar;, however,
SRNA #3 then stated to the resident she was just
joking. Furher review of the Invesligalion
revealed SRNA #3 stated Resident #1 made the
stalement that the resident lhought SRNA #3 was
going 1o slap the resident in the face with a dirty
diapar and SRNA #3 denied making any
inappropriate slalerments to the resident, The
invastigation revealed the abuse commiltee met
on the incident and datermined the incident would
not be substantiated or unsubstantiated due to
the difference in the statemenis by tha reporting
SRNA (SRNA #1) and the involved SRNA (SRNA
#3). Continued revlew of the invastigation
revealsd thal although the atlegation was neither
substantiated nor unsubstantiated, SRNA #3 was
terminated from empioyment related to the
circumnstances of tha incident.

Interview on 0B/12/15 al 2:24 PM with the Quality
Assurance Regisiered Nurse (QARN) revealed
the allegation was immediatety investigated when
the allegation was reported. The interview furthar
revealed the facility did not substanliate or
unsubstantiate the allegation due to the diffaring
statemants of SRNA #1 and SRNA #3.
Continued interview revealed the Facllity stafl feit
it was "strange” that SRNA #1 did not report the
allegation until the day after the allegation
occurred and Resident #1 did not report the
allegation until spacifically asked about the
allegation.

Interview on 08/12/15 at 4:00 PM with the
Director of Nursing (DON) revealed ali allegations

F 226
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of abuse were talked about in the Quality
Assurance Meeting prior to subsiantiating or
unsubstantiating the allegation to ensura all areas
of concem ware addressed. The intorview furiher
revealed the facility did not determine ths
allegation was substantiated or unsubstantiated
due ta tha different statements given about the
incidant by SRNA #1 and SRNA #3.
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