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: . ‘g ; DEFICIENCY? i
' ' | Oakmont Manor does not believe |
F 000 | INITIAL COMMENTS ! F 000, and does not admit that any deficiencies ;
i ' { exasted, either befors, during or after the :
. . . . . H ] survey. * W }
i An Abbreviated Survey investigating ; | mm?mmrﬁimm r‘esm'\es all %
! L gt 2 urvey findings thraugh
. KY#00021002 was inltiated on 12/63/13 and ; | informal dispute resolution, forms]
*condluded on 12/04/13, KY#00021002 was : ©legal appeal proceedings, or any
i Bubstantlated wnr) a8 rei?teid defickency cited ata ! { adminjgtrative or legal proceadings, ;
“Scope and Severity of 'D". ;- This plan of correction does not constityre i
F 2261 483.13(c) DEVELOMIMPLMENT . F226' oy admission roparding any tacts or '
$§=0) ABUSE/NEGLECT, ETC POLICIES : | oreumstances swrounding any alleged
{ ; . deficiencies to which it responds, ner is
i The facility must develop and Implement written t Tvmeant to establish any standard of care, _
~policies and procedures that prohibit |  Comtwact obligation or position. and Oskmont |
| mistreatment, neglect, and abuse of residents . Manar reserves al rights 1o aise all possible
; and misappropriation of resident praperty. ! | ontentions and defonses in any type
i ; . of m_'xf or criminal claim, action or proceeding,
S i I Nothing confained in this plan of corrsction
! i | should be considered us s waiver or any ;
. ) ¢ potentially applicable peer review, quality ;
! Thlfs REQUIREMENT is niot met as evidenced f [ assurance or self-critical examinatios privileges
by o ) . ; | Which Oskmont Manor does not swaive. and
! Based on record Teview, interview and review of : ' admnistrative, civil or criminal claim,
| the facB;t‘y pollcy, it was determined the facility ; ; action or procesding. Oskmont Manor offers jts |
!t farled to implement written policy re!at.&ﬁ to | ! yesponses, eredible allegations of comphiance
reporting verbal abuse; and, failed to im plement | i and plan of correction ag part of its ongoing i
: written policy on investigating abuse by not i : efforts 0 provide quality care of residente. i
i interviewing alt residents the alleged perpetrator i‘ |
 had provided care for. Additionally, staff failed to ; : ]
! implement written policy by not immediately | | ;
i reporting witnessed allaged verbal ghuse to i | i
: faciity Administration as per poticy for two (2) of | ! !
| three (3) sampled residents (Resldent #1 ang i ; ;
: Resident #2}. This resulted In two (2) incidert!s of | !
| alleged abuse by State Registered Nurs ing !
Assistant (SRNA) #1 to Resldent #1 and Resident i
LI i i
. I : :
g The findings Include: ; : '
! Review of the facility "Abuse” policies dated ; !
1 j 08/01/13, ravealed the goal of the facillty was to ; !
LABORATORY OIRECTUR'S OR PROVIDER/SUPPLIER REPRESENTATIVES srs&m URE : TITLE T AT
| C OAAA. Nmm.') -3 -4

corecting providing i & gstermined that

Any deflciency sistement enr:g:ﬁth &N astensk (7) denntes 2 deficlency which the Institution may be excused from
Elant dings stated sbove are disclosahle B0 days

other safeguards provide su

following the date of survey whether or not a plan of gomrection i provided. For wirsing hames, the above fing:
mends are made available to the faclity. If dsfidiendies are slted. n approved plan of cotrection is requisite 1 gontinued

days following the date these docu
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XA SUMMARY BTATEMENT QF DEFICIENGIEE, P PROVIDER'S PLAN OF CORRECTION | s
PREF ! {(EAGH DEFICIENGY MUST BE PRECEDED BY FuLL . PREFX | (EACH CORREC TIVE ACTION SHOULD BE ; GOMPLETIN
TAG | REGLLATORY OR LSC IOENTIFYING :NEGRMATIGN; P TAG ; CROSS-REFERENCEQ TO THE APPROFRIATE +o WTE
: ; ' DEFICIENGY} :
| , ' ! Itisand was on the day of survey
F 226{ C«:}ﬁfmued From page 1 ’ F226, .. policy of Oakmont Manar to 5
: maintaln an abuse free environment. Fuzfther ! i implement policies and procedures
;f review reveatad anyone D{?seWIn'g an incident of ' i that prohibit mistreatment, neglect !
: resident abuse or suspecting resident sbuse were. . abuse, and mi o r :
! to report this information immediately to the f | abuse, and misappropriation of
; Administrator or hlssher designee. AN reports of !  restdent property. Oakmont Manor
{ resident abuse were to be promitly and ! . did complete an investigation ints
! thoroughty iInvestigated by facillty management. | i this identified incident as it wag ;
i Continued review revealed the person conducting ; - self-reported: however, the facility .
, the investigation would Intervew other residents : * s held to a striet Kability standard .
. To whom the accused employee provided care or - | ! related to the actions of the '
| srvices. fn addition, review revasled residents | i employees. ;
| would be proteatjd from any harm du(rjlr:)g the ] i i
| Investigation: and, emplovees accusa allaged % . :
| abuse araould be suspendgd Immexiately untl gwe ‘ | Resident #1and #2 had no adverse '
| findings of the investigation were reviewsd by the | i effect related to the Hentified g
| Adminlstrator. } Practice as weekend supervisor (RN)
r i . And DON intarviewed residents i
i Review of Resident #1's record revesled the I ; #land #2 00 11/10/13. SaNA #1 :
! facitity admitted the resldent on 10/16/11, with j - was suspended at the time that f
j disgnoses which included Anxisty, Depression ! i the incident was reported R :
rand Dementia. Continued feview of Reslden ! | 11/10/13. i
1 #1's record revealed on 09/28/13 the fectlity had 1 ; !
 assessed the resident to be cognitively impaired ! ;
I with short and long term memory cieﬂg'rts. ¥ i | There was no adverse effect to any ;
! i i other resident that SRNA #1
| Review of Resident #2's record revezled e ; . Provided care to as weekend |
i facility admitted the restdent on 04/21/07, with . Supetvisor and charge nurse ‘
, dizgnoses which ingiuded Anxiety, Depresalon _5 Made rounds and obseryed for
anq Dementiz with agitated featyres. Continued : ! sign and symptoms of distress or i
| review of Resident's #2's record revealed on i i increased behaviors an 11/10/13 !
i 10/21/13 the facility assessed the resident to be i i following the report of the incident,
| swverely cognitively impalred. ; i
: : i
! Review of the facllity provided list of residents the ' i
| allaged perpetrator, State Registered Nurse Arde ;
| (SRNA) #1 had cared for, reveated there were a !
“total of ten (10) resldents he cared for on ! : !
£ 11/06/13 and 11/10/13, Review of the facilitys | i ‘
[ i Initlal Report” dated 11/10/13, revealed SRNA#1 | ; ;
Evaal [ HBTEN Paaiity 10: 0833 If conttnuiation skeet Page 2 of 8
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i made ingippropriate comments to Resident #2
- and then to Resident #1 on 11/08/13 . Caontinued :
! review of the "Initial Report” revealod SRNA#! |
| wai witnessed 1o tell Resident #4 he might "only |
thave & one (1} inch peter but” knew how to "use
(it Further review revealed SRNA #1 was

! withessed 1 state to Resident #2 "get that big

i cherry ass over there®, {

[
. Review of SRNA #1's fime card revealed the
| SRNA worked from 1:58 PM unti) 1 027 PMon

3
1]

i’ 11/10/13 at 5:59 AM and clocked out at 5:00 Fha,

 Personnel record review revealed a document _
- fited, "Reporting Resident Abuse” which indicated |
| staff were ta repart resident abuse immaediately to
: a supervisor, Director of Nursing (DON;) or ;
| Administrator. Continued review of this document
| revealed it was the right of facility residents to be |
| free from physical and verbal abuse. Further ;
| review of the document revealed, "never walt unti :
| your shift is over or until the next day” to report !
! possible abuse. |

I

Interview with SRNA#T on 12/03/13 at 3:25 PM, .
i revealed he had made 3 comment 1 Resident #2 |
i on 11/08/13 about the cherry tatioo on his/her

: "bottom"; however, he deniad tefling the resldent
[ he/she better get his/her "fat cherry ass” 1o the

[ toitet ar "gver there". SRNA #1 indlcated he hag
! not been verbatly abusive to Residant #1.

i Continued interview with SRNA #1 revealed he

| had made a comment to Regident #1 on

1 11/08/13. SRNA #1 stated he did not recall his ¢
" exact words to the resldent: but denied stating he
| hed a one {1 inch ‘peter” and knew how to uselt. |
| He stated he worked “all day” on 11/40/13. !
. Review of State Registerad Nursing Asslstant

1 11/09/13; and, clocked In again to work on b

-Supervisor, bookkeeper, A QA meeting

DAKMONT MANOR FLATWOODS, KY 41139
P SUMMARY STATEMENT OF [EFICIENCIES o PROVIDER'S PLAN OF CORRECTION P )
PREFIX : (EACH DEFICENGY MUST BE PRECEOEQ BY FULL PREFIX ! (EACH CORRECTIVE ACTION BHOULD BE ; COMFLETION
e | REGULATORY OR &L IDENTIRYING 'NFORMATION) . TAR CROSS-REFERENCED TO THEAPPROPRIATE | Dare
! . ! OEFICIENCY)
i . All staff were educated on 11/10/13 i
F 226; Continued From page 2 : F226; and 11/11/12 by DON and/or charge i

nurse regarding the policy on

reporting abuse, neglect, mistreatment
and miszppropriation of resident
property. As part of the ongoing
Quality Assurance Program the GA
nurse periodically queries staff fo
ensure that they uaderstand the !
policies and procedures regarding
abuse, neglect and misappropriation,
New hires take a post-test on abuse,
neglect and misapprapriation at the
time of orientation. !

As part of the facilities ongoing
Quality Assurance Program, the
Adrministrator and/or DON will
review all incidents of alleged abuse,
neglect, or misappropriation to ensure !
that policies and procedures were
followed and report any reportable :
ineidents to Ola and other appropriate
agencies. The QA nurse will query 10
employees per month for six months to I
ensure their understanding of abuse, i
neglect and misappropriation.

Results of any incidents will be reparted
to the Quality Assurance Committee !
which meats monthly and the meetingis
attended by the medical director, ;
Administrator, DON, ADON, QA nurse, i
pharmacist, Social worker, environmental i
was held on 11/27/13 1o discuss !
compliance with abuse policies and
procedures.

| 12/19/13
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¥ 226i' Continued From page 3
(SRNA} #1 persannel record revealed he had

- signed the "Reporting Resident Abuse" form on
| 08/27/13, his date of hire.

1 H
» Inderview with SRNA#2 on 12/03/13 at 4:10 PM, |
‘ revealed she had witnessed SRNA #1 tell X
I Resident #2 to "scoat’ his/her "cherry ags” o :
i 11/08/13. She stated she did not report higaring
: SRNA#1 sy this to Resident #2 Imm edlatety.
- SRNA #2 stated she reported SRNA #1's

| comments to Resident #2 to Licensed Practical |
i Nurse (LPN) #1 on 1110/13 "gbout 3:00 P, :
i Review of SRNA #2's personnel record revealed '
: she had signed the "Reporting Resident Abuse”
i form on 01/03/12, her date of hire.

I
 Interview with SRNA#5 on 12/03/13 at 5:50 P&,
- reveaiad she witnessed the comments SRNA #1
i made to Resldent #1 on 11/09/13: but, did not

i’ report this immediately to her supenvisor. SRNA
| #3 stated she was "shocked" by SRNA#T's

: comments o Residant #1 however, SRNA#1's ,
| comments dld not register as possible abuse unti
' she had thought about it after wark on 11/09/13. l
| She indicated she reparted SRNA #1's comments ;
i 1o Resident #1 to LEN #1 on 11/10/13 after she |
{ arrived at work. Review of SRNA #5'5 personnel !
; record revealed she had signed the "Reporting |
' Resident Abuse" form on 0B/19/13, her date of
| hire. :
! Iterview with LPN #1 on 12/03A13 at 5:55 PM,
| revisalod SRNA#2 and SRNA #5 reported SRNAs
| comments to Resident #1 and Resident #2 on !
; 11710113 between 4:00 PM and 900 PM. LPN #1 |
;I stated she reported this information to Reyistered ;
| Nurse (RN} #1 after she obtsined statements :
: from SRNA #2 and SRNA #5. According to LFN !
. #1, at the time she reported the information to BN i

F 226,

!

|
!
i
!
!
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I
‘#1, SRNA #1 was passing treys and the RN !
! stayed with him, Additional Interview with LPN #1
1 0n 12/04/13 gt 1:50 PM, reveaked SRNA #2 and
| SRNA #5 should have reported SRNA #1's '

Vinappropriate comments to the residents on : j
£ 11/08/13, when the comments were witnessex. j t
i LPN #7 stated SRNA #1 should have been ;
. mmediately removed from the facllity as per ! ; f
| policy; and, the incidents reported immediatsly to !
! the DON and Adminlgtrator. i !
: : ; I

: Interview with Registered Nuree #1 on 12/04/13 |
l'at 8:10 AM, revealed on 11/10/13 zometime '
I sround dinner, LPN #1 had made her aware of
: SRNA #1's comments to Resldents #1 and #2,
! She stated SRNA #1 admitted to making

| iInappropriate comments to Resident #1 and |
i Fesldent #2; 2nd, she indicated she inforeried him ;
this was abuse. RN #1 statad SRNA #1, SRNA
 #2 and SRNA#5 were sent home on 11/10/13 |
| after she was made aware of the alleged abuse. | ;
{ RN i1 stated she falked to Resident #1 and i i
| Resident #2; however, did not interviaw other ; '
| residants SRNA #1 had cared as per facility policy
! to ensure no further alleged atuse had occurred. | i
. Bhe indicated she “"probably’ should have ! |
linterviewed other residents, Additional interview |

i with RN #71 on 12/04/13 at 1-5¢ PM, revesled

: SRNA#2 and SRNA #5 shoyld have Imimediately
i reported the inciderts they had witnessed as per | ;

! facitity policy. j ;

|
P
|
.l
!

1
'

i ;

| :

' Interview with the DON on 12/64/13 at 11:25 AM, |
 revealed the Incidents witnessed by SRNA#2 and
| SRNA#5 on 11/09/13 were not reported to her
[ until 11/10/13. She stated Resident #1 and ; 5
; Regident #2 were Interviewed, however, only i
| Resident #2's roommate was Interviewed. : : ;
[ | Further interview with the DON on 12/04/13at
Farvity ID: 10052 It continution sheet Fage 5 of &
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F 226 Continued From page b
1 2:45 PM, revealed the faciiity policy stated to [
i report abuse immediately and SRNA #2 and :
' SRNA#S shouid have reported the Incidents !
'when witnessed on 11/08/13. The DON stated i
1 SRNA#1 should have beern immediately removed ;
*from resldent care and suspended on $1/06/13, :
+ Bhe stated if this had been done SRNA #1 would |
; not have been allowed to work for ten and & half
'hours on 11/10/13. j
! Interview with the Administrator on 12/04/13 at
| 2:80 PM, revealed the incidents were reported to
i her on 11/10/13; however should have been
. reported on 11/08/13 after SRNA #2 and SRNA
| #5 witnessed them. The Admiristrator indicated i
i Resident #1 and Resldent #7 had been :
: Interviewed ard obsarved for behavioral changes. |
| Ghe stated other residents under SRNA #1's cars i
ton 11/09/13 and 11/10/13 wers rot interviewed as :
! she didn't "think” it would change the outcome.
| Tha Administrator stateq sha flt the facility had
. performed a thorough investigation,

i
+
i
1
!

i
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