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F 000 | INITIAL COMMENTS F 000 Subniission of this plan of correction does not conslitute
. dmission of ag t with conolusions set forth in the
tat t of deficiencies, However, in an effort to enhancs
An abbreviated survey was conducted an the care fumished to our residents, we have augmented
01/31/11 through 02/01/11 for the complaint sonte of our existing policies and protocols. We
KY15199 which was substantiated and deficlency acknowledge that federal and state regulations
clted at 483.13 Resident Behavior, F226 ata $/S require n plan of comection, and we are therefore
ofa"D" ' ! submitting this plan,
F 226 | 465.13(0) DEVELOPINPLVENT F 220| Tt ST Bev et ot e
58=D ABUSE/NEGLECT' ETC POLICIES indication of adverse physieal and psychosooial affects
during the identitied time frame. 2-14-2011
The facility must develop and Implement written g e identiflec fime frame
policles and procedures that prohibit 2. A system is currently in place to identify and immed-
mistreatment, n_egled» and abuse of residents intely report abuse by staff to the appropriate parties, The
and misappropriation of resident property. Director of Social Services conducted n review of abuse

reporting forms for the past year and there were no other
instances of failure to suspend ¢mployes's necused of abuse

This REQUIREMENT s not met as evidsnhced pending the outcome of the investigation, 2-11-2011
by: i
Sased on e and ecor v, L et e o e e
determined the facmly failed to imp‘ement their ensure that all stnfl understands to imuediately report aif
policfes on abuse in order to protect one (1) of abuse/neglect, ete,, and that immediate suspension of the
three (3) sampled residents (Res’dem #1) from : employee will be initiated pending the owteome of the
potential abuse while an Investigation was investigation, The abuse reporiing form has been rovised g
completed as evidenced by the facilily's failure to inelude the time/date a person has been identified as being
suspended an employee with an ailegation of aceused of abuse and the tinse/dnte the person has been
verbal abuse during the Investigation. suspended and retumed from suspension, if applicable,
Directions have been added to the form stating that once
The findings include: the persost has been identified as being accused of abuse

they are immedintely suspended pending the outcomeof the
investigation. Additional direotious to the abuse fon have
been added to state that the abuse form is to be promptly

Review of the facliity's policy for Abuse, dated

10/1999, during abuse Investigations, residents dateftimed s to the actual datesfines the fnvestigation was
will be protected from harm by ;mmedlateiy initinted and concluded. Supervisory staff has been edueated
reaSSlgmng the accused employee ‘tO dutles that as to the revisions on the abuse reporting fonm by the 3.15-2011
do not involve resident contact or will be administrator, )
suspended without pay until the findings have

been reviewed by the administrator. Should the 4, To monitor complinnee for susiainability, all abuse

employee be reassigned to non-resident care complnints will be immediately reported to the Directot of

duﬂes, such assignment will not be in any part of Operations by the administrator or designee and daily

the building which the resident frequents, wpdates will be provided until completion of the

investigation. This will be reported to the Qualily

TEHRY DIRECTOR'S OR BRI
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ny deflclency statement ending with slerisk (*) denotes a deficlency which the institution maVba excussd from correcting providing it s délermlned dxat
other safeguards provide sufflctent ppéfection to the patlents. (See Inslructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correotion Is provided, For nursing homas, tha above findings end plans of correction sre disclosable 14
days following the date these documents ars made avallable to the facility, If deficlencles are clled, g m¥5d¢ plan of sorrection Is requisite to continued
program participation, ) %E;;g; LoV L }
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Review of the facility's Investigation of the
allegation that Employee #1 was verbally abusive
to Resldent #1 revealed the facility initlated the
Investigation on 08/10/10 when a former
employee Certiffed Nurse Alde (CNA) #2 called in
the compilaint involving CNA #1. The investigation
was compileted on 08/13/10,

Review of the facility's staffing schedufe revealed
CNA#1 worked on three (3) days during the
nvestigation: 08/10/10, 08/11/10 and 08/12/1Q.

Interview with Reslident #1 on 02/01/11 at 8;10am
revealed the resident was unable to answer any
questlons regarding the Incident,

Review of the clinical record for Rasident #1
revealed the resident had an annual Minimum
Data Set assessment compieted by the facllity on
11/14/10. The resident had short and long term
memory deflcits and was nonambulatory and
required extensive assistance. The resident was
Incontinent of bowel and bladder. The resident
also refused care,

Interview with Social Services on 02/01/10 at
8:40am revealed CNA #1 denled she had been
verbally abusive to Resident #1. She stated the
facllity's policy was to protect residents from
abuse during an Investigation and normally this
meant a suspension from the facllity.

Interview with Licensed Practical Nurse (LPN) #1
on 02/01/11 at 8:50am revealed the administrator
made the declslon not to suspend CNA#2 during
the investigation of the abuse allegation. She
stated the facllity normally suspended employess
allaged with abuse per facillly policy during the
investigation, The Adminlistrator was not available

Assurance commtitiee for three (3) monthis after which the
committee will determine need for comtinuaiion,

5. The Administrator is responsiblo for compliance under
the guidance of the Director of Operations,
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for interview.

Interview with CNA #1 on 02/01/11 at 9:46am

revealed she did not verbally abuse Resident #1.

She stated she was not suspended during the

course of the facllity's investigation for verbal

abuse.
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