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An Abbreviated Survey Investigating ARQ n ,
#KY00014791 and ARO #KY00014878 was On May 8, 2010, the Director
initiated on 07/29/10 and concluded on 08/03/10. of Nyrting had a one on one
ARO #KY(0014791 and KY00014878 were found versation with Resident #1 to
tobe substantiated, With deflciaﬂt pracﬁca clted. eassure her that she was Safel -
The highest scops and severity cited was an "E". CNA #1 was suspended from : q’q ' 0
F 228 | 483.13(c) DEVELOF/IMPLMENT F 22 duty on 5-10-10 and
-68=0 | ABUSE/NEGLECT, ETC POLICIES uty on 5-10-10an

/

The faclllty must develop and implement written
policies and procedures that prohibit

mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

procedures on
did not report to

#1} '
The findings inclu

Racord reviey'revesalad Resident #1 was
admitted tothe facility on 08/10/09 with diagnoses
which Incldded Cardlac Dysrhythmias,
Hypertsfision, Parkinson's Disease, Atered

Mental Status and Depression. Review of the
annydal Minimum Data Set assesgman, dated
04/15/10 revealed the tacility assessed the
esident to have short-term memory loss and as
belng maderately impaired in skills for deciglon
‘making.

terminated on 5-12-10,
Resident #1 did not
receive care from CNA #1
after the incident was
reported to the

Director iﬁﬁr@rﬁ IVE
\ GEP 15 2000

2
interviews P¥ith.alert.and orlented
residents will be concluded by 5-8-10
by the Director of Nursing, Assistant

Director of Nursing, Administrator ang

the Social Services Director. No
additional abuse allegations occurred.

An audit of the past four (4) months of
incident reports was concluded on 9-8

10 by the Director of Nursing and the
Assistant Director of Nursing to
determine if any areas of unknown
source had occurred:

Skin‘audits were concluded on non-
interviewable residents on 9-3-10 to
-determine any areas of unknown

t
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. ?Q&Q / ﬁ{a

Any dellsiancy statement ending with an aaterisk {*) denotes a defiolenoy which the Ingtitution may
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be excusedrom cormuting providing & i determinad that

other safeguards provida sufficlant protaction to the patients. {See instructions.) Except for nursing homes, the findings stated above are disglosable 80 daye

foltewing the date of survey whether or not a plan of correotion Is provided. For nureing homes, the above
days following the dale these dooumants are made avallabls to the facili
program participation.

ndinge and plane of correction are disclosable 14
ty. If doficieneias are ited, an approved plan of correstion Is requlsite to cortinusd
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Reviow of the Nurse's Notes, dated 04/26/10
revealed Resident #1 had been seeing anakes for
the past week. Continued review of nursing
documentation dated 04/29/10 and 05/06/10
revealed the resident continued to see snakes,
was agitated and difficult to redirect,

Review of the facility's Investigation Summary
revealed, on 05/08/10, Certifled Nursing Asslstant
(CNA) #1 approached Resident #1 with a rubber
snake in an attempt to show the resident the
snake was dead and was being removed.

' Review of statements obtained by the facillty
during thelr iInvestigation revealed the resident
was reported to be very afraid of snakes and the
incident caused the resldent to seream out and
cry. In addltion, some witnesses reportsd CNA
#1 was laughing about the incident and thought it
was funny.

The State Agency received the allegation from
ancther State agency. Interview with the Director
of Nursing (DON) on 07/28/10 at 3:40 PM
ravealed the facility did not contact DCBS and
she did not know who made the initial report.
Continued Interview revealed she felt the incident
was a case of poor judgment, but did not reflect
any mallcious intent on the part of CNA #1.
Review of State Agency complaint intake records
revealed no report of possible abuse invelving
Resldsent #1 was received from the facility.

Review of the faoilily's Abuse Prohibition policy,
effective 08/31/04, revealed an incldent of
"suspected ebuse” was 10 be reported to DCBS
end the Division of Long Term Care (State
Agency) Immedlately. Continued review revealed
"all allaged viotations....wiit be reported to all
agencles as requlred.”
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source. Skin audits were conducted by
the Director of Nursing, Assistant
Director of Nursing, Unit Coordinators

No other residents were affected,

All alleged violstions of abuse
will be reported to the
Administrator and/or the
Director of Nursing and to
the appropriate state
survey agencies immediately.
The results of all
Investigations will be
reported to the appropriate
state survey agencies

~ within 5 working days of the
incident.

The abuse policy was reviewed

by the Administrator and Director

of Nursing on 8-17-10 All alleged
violations will be thoroughly
investigated by the Administrator and
Director of Nursing and reported to
the Medicaid Director and appropriatq
state agencies immediately with resulf
reported to appropriate survey
agencies within 5 days.
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A mandatory in-service on abuse

was conducted by the Director of
Nursing and Social Services Director on
5-13-10 and 8-18-10 for all staff and will
continue to be conducted quarterly. All
new hires will be provided abuse In-
service training during orientation.
Interviews with all staff will be
conducted Monday through Friday for
one month by the Director of Nursing,
Assistant Director of Nursing, Unit
Coordinators, and the Social Services
Director until all staff can verbalize the
abuse policy. Any staff member

“identified to not be proficient with the

abuse policy will be educated by the
Diractor of Nursing, Assistant Director
of Nursing, or Social Services Director
immediately. The results of the
interviews will be reviewed in the
guarterly Quality Assurance meetings
for the next 2 quarters to evaluate the
effectiveness of the education. All
abuse allegations will be reviawed by
the facility Quality Assurance
Committee guarterly to ensure the
facility policy has been followed.
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The.facllity must ensurs that resldents recsive Resldents In rooms: CSB, E7A, E11A, g_q _’O
proper treatment and care for the following E118, E15B, E198, D7A, D7B and DSA,
f’,ﬁng;:;wlms‘ oxygen saturation rates were assessed
Parenteral and enteral flulds; on 08-03-10. In addition, on 08-03-10
Cologtomy, ureterostamy, ot ileostomy care; - the residents Medication
Tracheoatomy care; Administration Records were reviewef
Trach_eal-suct!on!ng, for the past 30 days for oxygen
Respiratory care; saturation rates by the Director of
Foot care; and , Y ;
Prostheses. Nursing and Assistant Director of
' Nursing to ensure no residents wera
affected by the deficient practice. No
g?ls‘REQUIREMENT Iz nat met as evidenced residents were affected.
Based on observatlon and Interview it was
determined the facility failed to ensure proper . - ,
malntenance of equipment for contracted All residents with oxygen concent.rators
respitatory care services for nine (9) unsampled were assessed for oxygen saturation
residants. Oxygen concentrator filters were _ rates on 08-03-10. The residents
observed t:t) be :Lrty tTTBafmogtmctlseNtlge i Medication Administration Record fqr
reprosentative did not clean or raplacs the filters ' .
untll after survayar intervention. the past 30 da\{s were rewewed.for
_ oxygen saturation rates . No residenty
The tlndlngs Include: were affected by the deficient practice.
During a walking tour of the facility on 07/20/10 at All oxygen concentrator filters were
11:30 AM, oxygen concentrators were observad cleaned on 8-3-10
10 be in use in the following resident rooms: ‘
C§-B, E7-A, E11-A, E11-8, E15-B, E19-B, D7-A, o . .
D7-B, and D8-A. Every machine hed readily The Unit Coordinators ).wll checl:: the
observable fliter(s) with aceumulated dust and dirl oxygen concentrator filters during da|ly
that ranged from moderate to severe. In rcom rounds and will clean the filters as
E15-B the filter appeared to bs completely needed but no less than weekly. Thig
clogged. was initiated on 8-3-10 and is an
Intewlaw wlth the Diractor of Nursing (DON) on ongoing practice.
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' 07/29/10 at 3:00 PM revealed. respiratory care
contract. She stated ths contract company heck th trator filt :
representatives made rounds twice weekly on (check the oxygen concentrator flitgrs
Mondays and Thursdaye and wera responsible for each Friday for 30 days and then
maintalning equipment such as oxygen monthly thereafter to ensure that the
concentrators, Contracted maintenance included Unit Coordinators are completing the
the changing of filters. The facility was unable to fitter checks and cleaning as expected.
provide a poliay related to the contracted servicas -
for oxygen therapy/equipment maintenance.
Continued interview revealed a representative
had just complsted his rounds In the facillty.
Interview with the Service Technician on 07/29/10
gt 3:.06 PM revealed his twice weekly rounds
Included "keaping track" of the concentrators, e.g. .
making sure they were in the designated roome. Any issues will be addressed
In addition, he spot-checked the uniis for nolse, immediately when noted.
wipsd them down, and changed the fliters if ' . -
needed. Further Interview revealad ance a month The monthly audits conducted by the
he performed a "change out" of all tubing, U'nlt Coordlnato.r and the Assistant
conneotors, cannulag, etc.  He stated he had just Director of Nursing on the oxygen
completed his Inspection for this day and had not concentrator filters will be reported to?
changed any fiters. : the facility Quality Assurance
Interview with the DON an 07/20/10 at 3:30 PM Committee which is comprised of tha
revealed the Service Technlclan had returned to Medical Director, Administrator,
the care area and was replacing the dirty filters. Director of Nursing, Assistant Directoq
8he stated he indicated 10 her that the filters were of Nursing, Nursing Consultant,
GXOQSSIVG‘V dlr’.y B.nd Should have beeﬂ Ghaneﬁ Pharmacv Consu“ant’ Social Sewices
prior to Intervention. Director, Admissions Director, Activitips
Director, Dietary Director, Personnel
Manager , Bookkeeper, MD5 Nurse,
Medical Records Director and
_ Maintenance Dirgctor,
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