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AMENDED

08/05/13 corrected abbreviated survey number fo
KY #20214

A recerlfication/abbreviated survey (KY #20202
and KY #20214) was ¢onducted on 05/24/13
through 05/31/13 to determine the facility’s
compliance with Fedaral requirements. The
facility failed to meet minlmum requirements for

recertification with the highest scope and severity F223
of a"D". KY #20202 and KY #20214 were 483.13(b), 483.13(c)(1){i) FREE FROM
F 223 | 483.13(b), 483.13{c){1)(i) FREE FROM F 223

The resident has the right to be free from
verbal,sexual, physical and mental abuse,

s§8=p | ABUSE/INVOLUNTARY SECLUSION

The resident has the right to ba free from varbal, corporat punishment, and invoiuntary seclusich,
sexual, physical, and mental abuse, corporal Criterla 1: -Resident # 20 was assessed on
punishrent, and involuntary seclusian. 5/13/13 to determine fhat he did not deman-
The facliity must not use varbal, menial, sexual, strate any negative effects related to the

or physical abuse, corporal punishment, or reported event. the physician and responsible
invotuntary secfusion. party were notified of the event.

-A Velcro stop banner was on the
entrance of the room of the resident # 20 to
reduce the risk of residents entering without
This REQUIREMENT is not met as evidenced staff knowledge.

by:. ] -A lransistor radio was placed on the
Based on observation, interview, record review . .
and facility policy review it was determined the wheelchair of resident #12 fo assist staff to be

facility failed to ensure one (1) resident (#20), not alert tb her location within the facility.
in the salected sample of saventeen (17) -A psychiatric consult was obtained
residents, was free flom sexual abuse, Afemale for resident #12.

resident (212) who was cognitively impaired, and
unsupervised, entered Resident #20's room and
was found touching tha resident’s ganitals.

Criterla 2: -A raview of the behavlor observation
decumentation for the last 3 months was
completed by the Interdisciplinary Care Plan
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Findings includas:

Raeview of the facility's undated palicy, liled
"Policy and Procedure for Resident Abuses,
Neglect, and Exploftation” revealed "Employees's
are to ensure that all residents are protected from
abuse, neglect, or explofation. The supervisor
will do & complete physlcal and mental
assessment on the resident. Results of
assessment will be noted in the resident's chart
and {umed in to the Director of Nursing {DON)
and Administrator. All alleged actions involving
abuse, neglect of exploitation must be reported
immediately to Your Supervisor or Adminlstrator.®

Record review revealed Resident #20 was
admitted fo the facility with diagnosses to include
Cereal Vascular Aceident, Right Sided Spaciicity
and Dementia, and Senile Dementia, Vasaular
Type.

Review of Resident #20's annual Minimum Data
Set (MDS)} assessment, dated 2/21/13, revealed
the facility assessed the resident with severe
cognitive Impairment and the rasident was {otally
dependent on staff for anticlpating and meeting
all needs.

Reacord review revealed Resident #12 was
admitied to the facility with diagnoses to include
Dementia with Behavior Disfurbance and impulse
Contral Disorder.

Review of the guarterly MDS assessmeni, dated
06/17/13, revealed the facility assessed Resident
#12 with severe cognitive impaiment and the
resident required assistance wilh all activities of
datly fving. Resident #12 was mobile per self via

team on 6/26/13 {o Identify resident behaviors

which may present anisk for abuse. The tean

then reviewed/revised the care plans for the
identified residents to determine that the

necessary abuse prevention Interventions were

documented and implemented.

Criteria 3: -Inservice education was provided
to the nursing staff on abuse, and the facllity
policy on abuse, including but not fimited to
the need to identify resident behaviors which
may demonstrate the risk for abuse and the
need fo address the idenlifled behaviors, as
provided on 8/17/13, 6/18/13, and 6/19/13 by
the DON/Staff Development Coordinator,
Criteria 4; -The CQ] indicator for the monitoring
of compllance with the faciiity abuse policy will
be utilized monthty X 2 months and then

guarterly thereafter under the supervision of the
Administrator,

Criteria 5: June 26, 2013.
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reclining back wheatchair with fact rests remaoved.
The resident had behaviors of wandering about
the facility and into other residents rooms.

Review of a Nursing Note, dated 05/12/13 af 5:50
1 AM, revealed Resident #12 was found in another
tesident's room and had hisfher hands under the
covers of the resident. Resident #12 responded -
"' was asked by him/her to help him/her pee™,
The resident was redirected with poor success.

Review of the facility's investigation revealed on’
06/12/13 at 5:50 AM, Resident #12 was observad
In Resident #20's room with his/her hands in
Residant #20's brlef. Resident #12 was ramovad
from Resident #20's room. The dafe the incident
was reported was 05/13/13 at 7:15 AM.

An interview conducted with Certifled Nurse Aids
(CNA)}#7, on 05/31/13 at 3:30 PM, revealed on
05/12/13 she came out of another resident's
room and obsarved Residant #12 in Resident
#20's ronm wilh his/her hand in Resldent #20's
brief, which was undone, and had the Resident
20's genitals in his/her hand. CNA#7 stated she
removed Resident #12's hand from Resident
#20's genflals. She stated Resldent #20 did nof
appear {o have any reaction ta the incident,

Interviow with CNA #8, on 05/31/13 at 4:00 PM,
revealed she observed Resident #12 in Resident
#20°s room on the morning of 05/1213. Resident
#12 had his/her hand in Resident#20's brief and
was making movemenis of fondling Resident
#20's genitals. CNA#8 stated Resident #20 did
not appear to have any response {o what was
happening. Resident #12 was removed from
Resident #20's room and redirected to the lobby
area,
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The facility must promole care for residents In a
manner and in an environment that maintalns or
enhances each resident’s dignity and respect in
fult recognition of his or her individuality.

This REQUIREMENT s not met as evidenced
by:

Based on observation and interview it was
determined the facllity failed to provide care in a
manner and environment that maintained each
residents dignity for six (B) residents (#12, #13,

914, #15, #18, and #17), in the selecled sample

of seventeen {17) residants, and five residents
(#18, #19, #20, #21 and #22), not in the selected
sample. Observation on 05/29/13 at 4:10 AM
revealed Resident #12, #13, #14, #15, #186, #17,

| #18, #19, #20, #21 and #22 were up and dressed

in the front lebby and in the hatlway.

Findings include:

QObservation on 06/29/13 at 4:10 AM revealed
Reslident #12, #13, #14, #15, #116, #17, #18, #19,
#20, #21 and #22 were up and dressed In the
front lobby and in the hallway.

Interview with Cerlified Nurse Assisiant (CNA) #4,

in full recognition of his or her individuality,
Criteria 1: -The Administrative nurses and
IAdministrator reviewed the facility schedule for
assisting the residents fo rise in the morning fg
breakfast. The schedule was aliered fo begin
assisting residents up from 5 am to 7 am in the
moening.
-Residents #12, 13, 14, 15, 16, 17, 18
19, 20, 21, and 22 (or their responsible party if
they were not inlerviewable) were
nterviewed by activity, social services or
administrative nursing staff to determine their
preferred time to rise In the morning. Those
residents who preferrad to gef up before 5 am
prafter 7 am had this preference ldentified on
their Care Plan and C.N.A. Care Plan,
Criteria 2: -The Administrative nurses and
Administrator reviewed the facility schedule for
assisting the residents to rise in the moming fo!
breakfast. The schedule was altered to begin
assisting residents from 5 am to 7 am in the
morming.

a manner and In an environment that maintaing
or enhances each resident's dignity and respet!
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An Interview conducted with the Direclor of
Nursing (DON), on 05/30/13 at 4:45 PM, revealed
Resident #12 should have been supervised to F 241
prevent the resident from entering the other 483.15(a)DIGNITY AND RESPECT OF
resident's room. INDIVIDUALITY
F 241 483.15¢(a) DIGNITY AND RESPECT OF F 241 The facility must promote care for residents In
55=D | INDIVIDUALITY P ear ¢

ul

-All residents{or thelr responsible
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on 05/29/13 at 5:20 AM, ravealed staff start
getting residents up between 4:00 AM and 4:30
AM because rasidents have fo ba ready for
breakfast by 7:00 AM,

Interview with CNA #3, on 05/29/13 at 5:45 AM,
revealed staff start to get residents up at 4:00 AM
oF 4:30 AM. The CNA stated non-coharent
residents and residents who are not in their right
minds are assisted from bed first

Interview with Licensed Practical Nurss (LPN) #85,
an 05/29/13 at 6:00 AM, revealed staff don't get
any residents up before 4:00 AM, The LPN stated
aven if they are short of staff we should not have
any residents up before 4:00 AM. The LPN
revealed staff have to have all residents up by
7:00 AM because the Director of Nursing (DON})
and Assistant Direclor of Nursing (ADON]) sald
they have to be In the dining roont sliling at the
tabie by 7:00 AM. The LPN stated there are
suppesed {o ba six staff members on night shift
but the last two weeks there have only been four
ataff. The LPN stated it was very hard to get
averyone up by 7:00 AM and have them fully
drassed and at the dining room table by 7:00 AM
with less staff and some residents require two
assist

Interview with Registered Nurse (RN} #1 Charge
Nurse, on 05/29/13 at 4:35 AM, revealed a lot of
residents went to go to bed afler supper and they
want 1o gat Up early. They eat supper at 5:00 PM
and spend abeut ning hours in bed. Slaff ster
getting the residents up about 4:00 AM or 4:30
AM,

Interview with the ADON, on 05/31/13 at 4:30 PM,

revealed staff start doing resident baths, getiing

F 2431941, Griteria 2, Continued
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party if {hey were not Interviewable} were
interviewed by activity, social services and
administrative nursing to determipe their
preferred time to rise in the moming. Those
rosldents who preferred fo get up before 5 am
or after 7 am had this preferance [dentifled on
their Care Plan and Nurse Alde Care Plan.
Criteria 3: -Facillity nursing staff have received
nsarvica education on the revised facillty
schedule for assisting residents up in the
morning for breakfast, and the nead to refer to
the Care Plan/C.N.A. Gare Plan for residents
rising time preferances that-are hefore 5 am or
after 7 am, as provided on 6/17/13. 6/18/13,
5/19/13 and 6/20/13 by the DON and ADON.
Criteria 4; -The CQI indicator for the monitoring
pf residents dignity, including but not limited to
morning rising fime, will be utilized monthly X 2
months and then quarterly thereafter, under the
supervision of the Director of Socfal Services,
Criteria 5: June 21, 2013.
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the residents ready and up fo go o breakfast
around 4:30 AM. The ADON stated we make the
deterrtination of when to get them up just like we
do wilth other cholces they can't make. All
residents are up and ready o go to the dining
room by 7:00 AM for breakfast The CNAS are
instructed to start thelr rounds at 4:30 AM, The
ADON stated she did not know why residents
wore up af 4:10 AM. The ADON ravealed the'
facility has to have a schedule, The CNAs are
instructed to start baths and getting residents up
at 4:30 AM . The ADON staled soms residents
go to bed after supper and have been in bed nine
hours and are ready to get up.

Inierview with the DON, on 05/31/13 at 4:50 PM,
revealed staff start at 4:30 AM or 445 AM fo get
residenis out of bed. Resident's go fo bed around
6:00 PM or 7:00 PM and start to gef restiess and
want up. The majority of the resldents want to be
bathed and dressed befora they go to breakfast,
Their restless and awake and try to get out of
bed. That's their way of telling the CNAs thalr
ready to get up. We don't have a policy that says
they have fo be up and ready for breakfast. They
want to be drassed and not in thelr night wear.
Alfter supper they are ready {o go to bad. Supper
is at 5:00 PM and by 6:00 PM their ready.

Interview with the Adminlstrator, on 05/31/13 at
5:10 PM, revealed a couple of staff called in sick
s0 staff starled earlier getting the residents up.
The staff normally start at 4:30 AM. The
Administrator stated siaff try fo get up as many
residents as they can so the residents can go fo
the dining room fo sodlallze and have braakfast.
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