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An Abbrevieted Survey investigating ARO )
#KY00Q 15120 was initlated on 07/30/10 and . : o .
concluded on 08/02/10. ARO #KY00015120 was This preparod plan of
found to be unsubstantiated. However, deficlent | correction and creditable
practice was [dentified; the highest Scope’ and allegation of compliance does
'| Saverity cited was a "D", : Jot constitute an admission or
F 226 | 483.13(c) DEVELOP/IMPLMENT F228| agreement to the alleged stated
88=0 | ABUSEMNEGLECT, ETC POLICIES deficiencies by the provider or
) C ) its management copapany.
The facillty must develop and implement written ' This plan. of correction and
policies and procadures that prohibit creditable allegation of '
mistreatment, neglect, and abuse of residents comphance 1s prepared and

and misappropriation of resident property. . ed only becaise state

] : Fral law require it

This REQUIREMENT is not met as evidencad
by:

Based on interview and record review, it was
determined the facllity failed to implement its
wriltén policies and procedures related to the

T The Assistant Director of

allegation of the abuse for one (1) of three (3) ?;fsm%;?/\%Sféed emg.loyee

sampled residents (Resident #1). On 07/20/10, on FogArdmg

Resident #1 informed faciity steff and hisfher  properreported of suspected

daughter of an ailagation of abuse, staling hefshe | abuse according to the _

‘wag raped "by two boys". However, the facility did facilities Abuse policy. ‘
‘not initiate an investigation, until 07/21/10, when | - . . )

the residant's tamily asked about the 2. Socjal Sexvices Director

Investigation. : conducted interviews with

other residents. No 1ss5ues were
identified. The DON and

The findings include: designees, performed
assessments on all other

Review of Resident #1's clinical record revealed residents on south wing. No

tha resldent was admitted on 08/01/07, with other issues were identified.

dlagnosee which Included Hypertension,

Afzheimer's Diseass, Dementia, Depreasion, and
Gitie anic Psychosis. Review of

“[the Minimum Data Syt (MDS8), dated 06/30/10
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Any lclency statermnent snding with an astesriek (*) denctes a deficiency which the Inatitutlon may ba extusaed from correcting providing it Is i

otheAgafeguards provide sufficlent protaction ta the patients. {See instructiens.) Except for nursing homes, thetindings stated abyove are disclosable 90 days
foll o date of survey whether or not a plan of corection is provided. For nursing hames, the abave findings and plans of correstion am disolopabls 14
days following the date these documents afe made available to the facllity. If deficlencles are clted, an approved plan of correction ia ranuisite 1o continued
pragram participation.

-

FORM CMB-2867(02-89) Previous Vierslona Obzolete Evant 1D:XBIF11 : Faclifty #D: 100379 i if continuation sheet Page 1 of 3



(B LR W T T SN R

W ULl L0l RN RPN 4

ALl L ATINLL ST T i e -

. | . ' PRINTED: 08/14/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES

- FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ) i QMB NO. (538-0381
BT A'fEMENT OF DEFICIENCIES (%) PAOVIDER/SBUPPLIGRVGLIA (R2) MULTIFLE CONSTAUCTION - (X9} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:; ' ’ COMPLETED
A, BULDING
186156 B.wia °

NAME OF PROVIDER OR 8UPPLIER

LIFE CARE CENTER OF MOREHEAD

BTREET ADDRESS, GiTY, STATE, ZIP CODE
833 NORTH TOLLIVER ROAD
MOREHEAD, KY 40381

08/02/2010

I

PROVIDERSE PLAN OF CORRECTION

revealed the facllity dssessed Resident #1 to

‘| have short term and long term memary deficit and

to be moderately impaired In cognitive skills for
dally devlision making.

Review of the History and Physical Report, dated
07/14/10 revealed the tacility asseseed the
resldent as exhibiting psychological sytptoms
including agitation, amisty, confabuiation, and
disorlentation, which have ocoutred in a
persistent pattern for years.

Interview on 07/30/10 at 12:15 PM, with Licensed
Practical Nurse (LPN) #1 revealed Resident £1
fold her on 07/20/10 that he/she was raped “by
two boys”. LPN #1 stated ghe did not report the
allegation because she did not believa the
rasldent had been raped. Further interview
revealad the resident's Daughter #2 was at the
facility on 07/20/10 and the resident had aiso told
her of the allegad rape. Further interview
revealed LPN #1 discussad ihe rape allegation
with Daughter #1, who attrlbutad the allegation to
a receni adjustment of the resident's medications.
His/her Ativan was discontinued and the Zyprexa
dose was incroased to twice a day.

Interview on 07/30/10 at 10:15 AM, with-the

facility's Social Worker revealed he had received

'} & call from Rasident #1's Power of Attorney
| (POA) on 07/21/10, notifying him of Resident

#1's allegation of rape. Further interview revealed
he immediately callad tha Assistant Diractor of
Nurses (ADON) and the Administrator, who
instructed him to start an investigation of the
allegation. Further Inlerview revealéd the Sacial
Worker and the ADON interviewed all amployees
involvad, and suspended the allsged perpetrator,
Certified Nursing Asslstant (CNA) #2, on that

3.

An inservice was injtiated on
7/21/2010 by the ADON and
the SDC for all siaff, regarding
the facilities policy on abuse
reporting. All staff will be
required to attend this
inservice by 9/10/2010.
Anyone not completing the
inservice by 9/10/2010 will be
required to do so prior to the
next scheduled day of work.

Random staff interviews will
be conducted weekly times
four weeks then monthly times
three yonths to insure staff’s
knowledge of the facilities
abuse reporting policy. Any
issues revealed from these
interviews will be addressed
accordingly and bronght before
the monthly Pexrfonmance
Improvement committee for
review and to discuss any
further actions needed.

Date of Compliance:
9/13/2010
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date. During further nterview, the Sacial Warker -
indicated LPN #1 should have reponted the
allegation 10 Administration immediately.

Interview on 07/30/10 at 12:35 PM, with the
Administrator revealed he was informed of the
allegation on 07/21/10 and gave instructions to
start an invesligation immadiately. Further
interview revealed LPN #1 should have reported
the alleged rape to administration, even if she did
not believe the rape had happened.

On 07/30/10 at 12:40 PM, Interview with the DON
reveated LPN #1 should have reported the rape
allegation, even if she did not beliove it accurred.

Review of the facliity’s policy on Reporting and
Pravention of Abuse revealed: All allagations of
abuse must be taken seriously, evenif the
tegident is confused and tells more than one story
or can't remember the details; allegations of -
gbuse must be reported to the supsrvisor and
RPOA immediately. :

Review of LPN #1's Inservice Record for
Reporting and Prevention of Abuse dated
04/08/10, revealed she had attendad and
demonstraied competence in her knowledge of
the proper procedure ragarding this aspaect of
resident care.
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