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{N 000} Initial Comments {N 000}
Based on the off-site revisit and implementation
of the acceptable Plan of Correction (PoC)
received via email on 12/11/2025, the facility was
in compliance on 11/21/2025 as alleged.
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N00C Initial Comments N 00O
A Relicensure and Complaint Survey was initiated
on 10/14/2025 and concluded on 10/16/2025 with
regulatory violations identified. ’\)O O 5
No deficiencies were issued for KY00044754.
A deficiency was issued for KY00047361 at NOOS. Naw (Po\'-c\,\ fool effect on
N 005 902 KAR 20:300 1(1)(a) Section 1. Scope of N 005 \°f9°l3 S}
Operations and Licensure
S\oi% edocated
{1) A nursing facility licensed under this Q\\ w aS C\\
administrative regulation shall comply with C& FOU0
federal, state, and local laws and regulations C\Y\A \l.e(o*e _h\“ 5
pertaining to the operation of the facility, including W I , C{
compliance with the laws and regulations DO»\-Qb \\ L?) ‘3'5 JCD & a
specified in this subsection. _ : ded
wib~ & M’\‘Ofe,b P'DU'
(a) A nursing facility shall comply with the . 9 d S
requirements of 42 C.F.R. 483.1-483 95 N Cfra. QoCumento:
I his Polic Y has Ween
i AL Orentabion
PoCerS and will loe
Suped on e dede and
This requirement is not met as evidenced by: L1 1 3 mm)f\\é .
Based on observation, interview, record review, e ed‘x("\.@ o 0 E
review of the facility's "Investigation,” and review
of the facility's policy, the facility failad to comply .
with state law by failing to report an allegation of ‘FO\\UJU UQ \ (\-\ej“ \j'\e\.\){D UO'.\ \
abuse for 1 of § sampled residents, Resident (R)
1. State Registered Nurse Aide (SRNA) 2 stated "G) ¢ rd\)&\'ed Yo g\\ 6\1\‘:(:
she saw SRNA1 hit R1 across the face on or e Co
around 09/14/2025; however, she failed to report
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the incident untit 10/06/2025
The findings include:

Review of the facility’s policy titled, "Abuse,”
revised 07/2020, revealed the facility's staff was
to report allegations of abuse to the facility's
administration immediately.

Review of the facility's "Investigation,” dated
10/06/2025, revealed SRNA? stated SRNA1 had
slapped R1 on or around 09/14/2025. Further
review revealed the facility interviewed other
potential witnesses and did a skin assessment an
R1 with no findings of injury.

Review of R1's "Skin Assessment,” dated
09/15/2025, revealed no documented bruising or
other injury consistent with abuse,

Observations on 10/14/2025 at 1:02 PM and 4:05
PM and on 10/15/2025 of R1 revealed no sign of
injury or psychosocial changes consistent with
abuse. The State Survey Agency (SSA) Surveyor
attempted an interview with R1 on 10/14/2025 at
4:05 PM. However, the resident was not able to
answer questions.

In an interview on 10/15/2025 at 5:05 PM, SRNA2
stated she saw SRNA1 hit R1 across the face
one night around 09/14/2025. She further stated
R1 had made a comment about SRNA1 having
dark skin, and SRNA1 responded by slapping R1
across the face. SRNA2 stated she knew she
should have reported the incident immediately,
but she was afraid to report the incident because
the facility's Assistant Manager was related to
SRNA1 and had a reputation for refaliating
against staff. Addilionaily, SRNAZ2 stated she
decided to report the incident after talking to
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N 005

Continued From page 2
SRNAS about it.

In an interview on 10/15/2025 atl 3:31 PM, SRNA4
stated he and other staff members would be
afraid to report allegations of abuse because the
Assistant Manager would accuse them of trying to
make the facility look bad. SRNA4 further stated
the Assistant Manager had bullied past staff
members until they left. He stated he understood
why SRNA2 would be afraid 10 report about the
Assistant Manager's family member, bul it was
stifl important to report all abuse concerns
immediately.

In an interview on 10/16/2024 at 8:29 AM, SRNA?
stated she left the facility after the Assistant
Manager bultied her regarding a personal
situation. She stated she did not witness abuse
while at the facility but knew she was to report
concerns for abuse immediately. SRNA? further
stated she understood why someone would be

afraid of the Assistant Manager retaliating against
them.

In an interview on 10/16/2025 at 2:15 PM, the
Assistant Manager stated she handied all the
facility's human resource tasks, including
handling disciplinary action and maintaining
employee files with performance evaluations. She
stated, as a member of the management team,
she expected staff to report allegations of abuse
immediately. Per interview, the Assistant Manager
stated she believed SRNA1 and SRNA2 should
have been suspended pending the investigation
However, she stated there were no allegations of
abuse against SRNA2. When asked if she could
see thal the fear of being suspended might cause
someone not to report abuse allegations, she
stated it did not really matter because those
decisions were not up to her. The Assistant
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Manager stated the Assistant Director of Nursing
(ADONj) and Director of Nursing (DON) shared
responsibility for monitoring the working A\\ 5\-{\?‘: wene '
performance of clinical staff, which helped to . \; 5
protect against potential personal conflicts of _ a -FGC‘
interest. re @)m\'&i 0_\_ p \ c
1\ .nye. C (PAY \
In an interview on 10/16/2025 at 9:57 AM, the Roose, ey "
ADON stated his expectalions were for staff o TRV nr ™ s\ﬂ\' S and
report witnessed or suspected abuse % \ 6
immediately. He further stated SRNA2 should s P@O\" N
have reported immediately, and he wanted all N\m\do‘v \L:‘
staff to feel comfortable reporting concerns to . 5.
hins! M greme s -\- e C\
-n AR teintorCe
In an interview on 10/16/2025 al 11:51 AM, the e T‘:@C\ ‘ b\
DON stated she expected all staff to report abuse N 2ero - \-o \er‘a‘f\ee
allegations immediately. She further stated after d
conducting a full investigation, she was unable to %Y\C& OV~ QbJSfL Gn
find evidence to substantiate SRNA2's allegation. i \-6 \_. o 5
The DON stated she was aware SRNA2 had n "“VPP 4] Pra\,\-e inter Qo ’
delayed reporting the abuse alfegalion against
SRNA1 because the Assistant Manager was
related to SRNA1, and SRNA2 was afraid the
Assistant Manager would retaliate against her. ' \\
The DON stated, during the investigation into the A\\ N euw) \3«{ Peb Vo
abuse allegations, the Assistant Manager called _\_
the DON to the Assistant Manager's office, where tee Qwe_ o\,\oose ’\)ﬂ)&r\ 1on,
she saw SRNA1. Per interview, the DON had not . . . _\_q .
spoken to SRNA1 since the allegations were oo f\ci‘) dU“\ rxg oOrMen on,
made, and she believed the Assistant Manager \ .
was trying to warn SRNA1 so she could prepare ‘\r\(‘,\ NN 5\»’:@' Wi\l ecewg
for the interview. The DON stated she wanted all . \er\ .
staff to feel safe to report any concerns without (‘9,9‘36\\6(‘ '\ﬂ;““' ‘\6 % “1
fear of retaliation.
In an interview on 10/16/20265 at 2:38 PM, the
Administrator stated his expectations for abuse
reporting were for each staff member to report
any abuse they witnessed or suspected He
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