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- ' Residents were separated immediately.
F 000 | INITIAL COMMENTS : F 000 Resident#1 was discharged to Ephrai
- ‘ McDowell Psych Hospital for admission on April
An Abbreviated Standard Survey investigating 20, 2012. Resident #2 was moved o another
complaint KY#00016188 was conducted 04/18/12 room “@ileﬁifsldmy #1 was at the Itmsrﬂiﬂl-
through 04/19/12. The complaint was Yheir m ¢ seating arrangemicnt was
substantiated with related deficlencies cited. in changed, also. Care plan was updated by Social
addition, two unrelated deficiencies were cited, Services on 4-19-12 to reflect interventions. In-

service of all unit staff was conducted on 4-20-12
by Unit Coordinator to educate them on updated |
changes of separation. |

?mlx Assurance Team and Care Plan Team |

i | evhluated the residents to see who would be most:

A igte roommate for Resident #1. The new -

i 7 Fysommate was moved in Resident #1 room while

C T Mshe wais ih the hospital.
o

" F224|483.13{c) PROHIBIT F 224
§8=D | MISTREATMENT/NEGLECT/MISAPPROPRIATN .

The fagility must develop and implemsnt wiitte
policies and procedures that prohibit i

mistreatment, neglact, and abuse of resideri‘
and misappropriation of restdent property..

s | Noother residents were identified to be affected.
This REQUIREMENT is not met as evidenced An in-service addressing Care Plan updates and
by: ' . : ;t(i;'lezoges;dem fl ;v;;s conducAtfl:]d on Apnéﬂ?i'gd
Based on observation, Intarview, clinicat record g Director of Nursing. All-reports
| review, revisw of the facility's abuse policy and | mto Offm“;lﬂ. b"im out Q‘E‘;WASS}“"“"?
the facllity's corrective actions (related {0 reported _ ‘feam, which mc e care plan coordinator, to

be discussed ensuring that all disciplines are
aware of interventions. Those disciplines will
forward information to unit staff via in-service

abuse event), it was determine the factiity falled
to implement all of the facility's corrective actions

to prevent further occurrences of resident ' . O o un
| -« -tmistreatment forone (1yof three-(aysampled |- .+ | o, Soctal Servicos will documeat whon she B

residents (Resident#2). The facility reported to

" | the Office of inspector General Resident #1 A staff member has been assigned one on one
pinched Resldent #2 on 04/02/12, Review of the with Resident #1, while she is up in wheelchair,
coractive actions included an intervention to since her return from Psych Hospital. She is
keep Residant #1 and Reaident #2 apart. immobile with a two-person tramsfer while in
Observations on 04/18/12 and 04/19/12 revealsd bed, She also does not propel self in wheelchair
the facility failed to ensure the residents were - while in it without assistance.
kept separate. In addltion, Intarview of facility o _
staff révealed the facility falled to inform sll staff One on one monitoring while resident #1 is up in
of the Intervention to keap the Resident #1 and wheelchair will be done until her transfer to
Resident #2 separate. another facility.

5-1-12

o mm?j%mmm REFRESENTATIVIES SIGNATURE - TITLE ' ) DATE.
AL X 4 s W S 1142

& Staternént enting with stoniek {*) denotes a doficlency which the institution may be.excusad from correcting providing R is deterininad that
othar eafopuards provide sulfislent proiéttion 1o the patiente. (See instructions.) Except for nursing homes, the findings steted above are disclosable $0 days
following the date of sutvay whether or not a plan of cormection Is provided. For nursing homes, the above findings and plahs of correciion are disclosabks 14
days foliowing the date these documents are made available to the faoliiiy. IF definiencies ere cited, an approved plan of comrection is requisite fo continued
pregram panicipation. ' " .

FORM (ME-2667{02-88) Previcus Varsions Obsolets Evant 1D: GKIG1H Fanliity 10: 100024 . if continuation shest Page 10713 .




Ll L e L]

DEPARTMENT OF HEALTH AND HUMAN SERVICES

P —-— g ¢

- PRINTED:-Q5/02f2012

- FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES : : OMB NO. 0938-0381
STATEMENT OF DEFICIENGIES | (%) PROVIDERISUPPLIERICLIA (¥2) MULTELE CONSTRUCTION (%8} DATE SURVEY
AND PLAN OF GORRECTION . IBENTIFICATION NUMBER: : : COMPLETED
A. BUILDING o
' B. WING J
: 185283 WING . 0471912012
NAME OF PROVIDER OR SUPPLIER. STREET ADDRESS, CITY, STATE, ZIP CODE -
: : - 2000 SOUTH MAIN STREET
‘BOURBON HEIGHTS NURSING HOME PARIS, KY 4036+ .
XD SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF conaecnon S
- PREFEX {EACH DERCIENCY MUST BE PRECEDED BY FULL PREFIC {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATOHYOR LSC IDENTIEYING INFORMATION) TAG CRORS-REFERENGED TO THE APPROPRIATE bArE
DEFICIENCY)
F 224 | Continued From page 1 F 224

"and Exploitation®, undated, revealed

" |-at others).

-monitored dally.for. the:followlng behaviors: .

-+ documentstion: date 03/20/12 at 8:31 PM

The findings include:
Raview of the f'acllily's policy: "Abuse, Neglect,

substantiated incidenis will have corrective
actions taken depending on the resuits of the
investigation.

Review of the medical record for Resident #1
revealed the resident was admitted by the facility,
on 10/02/08, with diagnoses which included
Anxiely, Depresslon, and Panic Altacks. Review
of the quarterly Minlmum Data, Set (MDS)
Assessment, dated 02/08/12, revealed the
assessed the resident as bemg sgverely
cognitively Impaired. Further MDS review
revealed the resident was assessed as having
physical bahavioral symptoms dirested toward
others {e.., hitling, kicking, scratching, grabbing)
and verbal behaviors towards others (e.g.,
threateningg others, soreaming at others, cursing

Record revlew revealed & Behavior/intarvention
Monthly Flow Recard, for Resident #1, which

Anxiety and Hitting or Striking Out. Further
review revealed documentation the resident was
baing monitored every fifteen minutes dally
(“Fiteen Minute Monitoring Form") by aides for

safely.

Record review of nurse's notes revealed periodté
episodes of physically abusive behaviors as
avidenced by the following nurse's note

revealad resident was yelling, scratching,
siapping, and kicking at staff, date 03/30/12 at
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6:00 PM revealed the resident kicked nurse in
leg, fold the nurse she was going to punch her in
face with her fist, and the. resident was obssrved
.| in haflway backing {(wheelchair) into other
rasidents and trying to roll over feat of olher
resident; date 03/31/12 &t 3:55 PM resident was

. combative, hitting, scratohing, kicking and kicked
a fomale State Registerad Nursing Assjstant  ~
(SRNA) in the breast

Review of the medical record for Resldent #2
revealed the resident was admitted by the facility
on 12/27/66 with diagnoses which included
Schizoid type perscnality, Anxiety State, and
Alzheimer's Disease. Review of the quartetly
Minimum Data Set {MDS) assassment, dated
0112612, reveated the fadility assessed the
resident as being madarately cognitively
impaired. '

Record mvfew of the nurse’s notes for Hasident
#2 revealad, on D4/02/12 at B:30 AM, the resident
‘stated to the nurge and Dirsctor of Nursing
(DON), that his/her roommate (Resident #1).
pinched him/her over the weekend and tried to hit
.. 4himiher.. The.resident further.reported that there .
was no reason, just that Resident #1 was mad.
The note indicated staff checked the resident's
upper left arm and an eraser sizo petechia area
was obaerved and Soolal Services was notified.

Revigw of the faciiity's report of a resident to
resident abuse incident submitted to the Office of
Inspector General, dated 04/04/12, revealed on
D4/02/12 that Resident #1 had pinched Resident
#2 on the left arm an 04/01/12. The facility had
performed a skin assesement on Resident#2
and the resident did have a bruise to her left am.
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| Observation during the initial tour of the facllity,

" | Resident #1 and Resident #2 wewe suppoaed to
-t beseparated.... ...

| inferviews with SRNA#1, on 04/18/12 at?m:so
AM and SRNA #3, on 04/18/12 at 1:30 PM,

The corrective actions amplemanted by the facliity
included an intervention of staff keeping Resident
#1 and Resident #2 apart.

on 04/18/12 at 8:45 AM, revealed Resident #1
and Resident #2 ware roommates at the Facility.
Observation, on G4/18/12 at 11:35 PM, revealed
Resident#1 and Resident #2 were next fo each
other at same table in dining room. Observation
on, 04/18/12 at 2:36 PM, revealad the residents
were ngar each other at nurse's station on Unit
One. Observation, on 0411912 between 8:45 AM
and 8:50 AM revealed Resiient #1 and Residant
#2 were side by side in their wheelchairs in front
of the Unit One nurses station. Staff wene
observed passing by the residents during this
time,

Interviow with SRNA#7, on 04/19/12 at 8:52 AM,
ravealed she had moved Resident #1 1o ancther
area near the nurse's station on Unit One (1)
away from Resldent #2, bacause the nurse fold
herto. She further stataad sha did not know

Interview with Reaident #3, on 04/18/12 at 10:05
AM, revealed Resident#+ and Resident #2 had a
history of verbally yaliing at each other. Tha
residents argued with sach other about clothes
tams.

revealed each had cared for both residents.
Resident #1 had a history of baing verbaliy and
physically abusive toward staff, but was unawars
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of any physical abuse toward residents. Resident |
#1 and Resident #2 had argued over clothing
items. Attimes Resident#1 thought Resident #2
1ook hisfher clothes. Continued interview
revealed they both thought staff were only to
saparate them only when they had argumants. -
SRNA#1 stated the two {2) regidents sittogether
for breakfast and lunch.

interview with SRNA#2, on 0418112 at 1225
PM, revealed she had cared for both residenls.
Rasident #1 had a history of being verbally and
physically abusive towards staif. She was
unaware of any incident of physica! abusge toward
Resident #2 and any intervention to keep them
separatad They sat together at the lunch lable
and were aflowed to be In thelr Foorn together.

Interview with Licensed Practical Nirse

1 (LPN)AInIt Coordinator #1, on 04/18/12 at 3:00

P, revealed on 04/02/12 Resident #2 reporied

Resident #1 had pinched her in the arm.,

{ Resident #2 had never repoited this type of
‘incident before. LPN #1 ohserved Resident #2's

‘| arm, where the resident sald she was pinched,

- - ~J-and-noticed thres. {3).areas of petechia—Resident{ - - - |- — - -« -0 e e ey e

#2 statad it had happened the night before. :

Resident #1 recantly had more episodes of being-

physicaily abusive fowards staff. Interventions |

after the event was reported included an order for

a.lab o check for a utinary tract infection, the

resident had a psychiatric avaluation on 04!06:‘12,

ard gat an order on 04/07/12 for Risperdal

(antipsychotic medication} 0.25 milligrams every

- AM and PM. "They did not separate the residents

after the event was reported because they were

getting along.
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| interview with Social Sefvices person, on

- | Nursing (DON) reported Resident #2 had stated

.. determinad-the-avent could-have ccourred. She -

 Continued Interview revealed tivay ware supposed

Interview with LPN #2 (evening charge nurse Unit
One), on 04/18/12 at §:256 PM, revesled Resident
#1 and #2 had a history of fussing and arguing
over clothes, LPN #2 stated she was aware of
the incident where Resident #1 pinched Resldent
#2 because she read about in the chart. Ithad
not been reported to her, but it sShould heve besn.
Resident #1 was place on Risperda! after the
event, but she was unaware of any other
interventions. They do iry to keep the resident
separate, but this was in place prior to the :
incident. ’

04/18/12 at 4:00 PM, revealed she was unaware
of any arguments over items between Resident
#1 and Resident #2, but this was something
which shouid be repcrted to her. Resident #1
had-a history of being physically and verbally
abusive towards staff.. She stated the Director of

Resident #1 had pinched him/her, They found a
brulse where Resident #2 stated she had been
pinched. She stated the event was discussed
with the DON and Administrator and it was

stated staff was to keep the rasidents saparated,
it was included on the general care plan and the
alde care plan to keep the residents separated.

fo be separated even in the hallway.

Continued interviow with Soclal Services person,
on 04/19/12 at 10:45 AM, revealed the
Intervantlon {o keep Reslident #1 and Reskdent #2
apart was a new Intervention. When asked how
staff was informed of tha intervention, she stated
the process was to nefify the charge nurse. The
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charge nurse was supposed-io relay the
information fo staff. It should have been on the
care plan. After review of the care plan, she
siated it should have been on the care plan.
When informed of obsérvations of residents
‘observed being next to each other, she stated
that should not have happened.

Interview with the DON, on 04/19/12 at 12:30 PM,
ravealed she was aware of the Incident between .
Resident #1 and Resident #2 and had
recommended Resident#1 should be referred for
a paychiatric evaluation and fo check to see if a
uring analysls should hava been done (to check
for a urinary fract infection). She siated she did
not recalt being informet )f an intervention to
keep the residents separsted. If this was an
Intarvention in place to piotect the rasident, staff
should be made aware o¢ . The process was 10
inform the charge nurse. The care plan should
have been updated to keap staff informed.
‘Further interview reverlsd she did not fes! like
they affectivaly communivated all interventions
listed ae haw they wara oing to protect the ‘
resident. . :
£.226./483.13(0) DEVELOPAMPLMENT . F226). e e = e e
ssap | ABUSEINEGLECT, ETC POLICIES : .

The facitity must develop and implement written
policies and procedures that prohibit
mistreatment, negiect, and abuse of residents

* | and misappropriation of resident property.

is REQUIREMENT is nat met-as evidenced
by .
Based on interview, record review, and raview of
facility's poficy, It was determinad the facility failed
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- | process tor doing abuse reglstry checks was

-} were not.on.the abuse ragistry.

0 ansure policies and procadures established to
prohibit mistreatment/abuse of residents had
been implemented. A review of employee files
revealed the facility failed to screen one (1) of five
{5) sampled employees for a history of abuse In a
timely manner, Employes #2 was hired on
04/04/12 and the abuse registry check was
conducted on 01/23412,

The findings Include:

A reviaw of the facility's policy: "Abuse, Neplect,
and Exploitation, undated, revealed all potertial
employess will be scresned for a history of abuse
priar to employment. This inclides checking with
the.appropriate licensing beards and registries.

Interview with the Assistant Administratar, on
04/19412 at 11:45 AM, revealed the facility's

when a position was open and applications were
recelvad the facllity did the ahuse registry check
for thase they interviewad. The abuse registry
ghecks were done within a.short fima period of
the potential employee being hied fo assure thay

Areview of personnel files revealad the faciiity
had hived Employee #2 on 04/04/12, for the
position of Stale Reglstered Nursing Assistant
(SRNA). However, based on documentation, the
fecliity conducted the Nurse Alde Abuse Regisiry
chack on 01/23/12.

Continued interview with the Assistant '
Administrator, on 04/19/12 at 12:05 PM, revealed
the facility had performed an abuse registry check
in January 2012 and the new hire was working at

An sbuse check was ré-run on 4-19-20 on

prior abuse check showed.

All employee records were checked by Paulette
Hadden, frotit office craployes, for timely abuse
record checks.

Quaﬂity Asgurance department will nin a second
“abuse check on day of arfentation fo have a
double-checking system.

 Quality Assurance began a checklist of new hires
displaying all items needed for the new hire
folder. See attached. Also, quarterly it-services
are being held to ensure abuse policy regulatory

| compliance.

5-1-12

Empleyee #2 finding the no evidence of abuse as 1
i
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another facility, at the lime, so they did not think
tha employes would have baen on the abuse
regisry. However, the time interval between the Nursing Assistant and Comprehensive Care Plan
hire date ard when the abuse registry check was were updated on 4-19-12 by MDS Assistait,
performed was longer than thelr normat process Social Services Director, and Assistant Director
: " | based on records reviewad. of Nursing to reflect interventions put into place.
- F280|483.20(d)3), 483.10(k})(2) RIGKTTO F 260] Staff in serviced one on one of additions on 4-20-!
s8=D | PARTICIPATE PLANNING CARE-REVISE CP 12 by Unit Coordinator. ' :
Thé resident has the right, unless adjudged - . . . .
incompetent or otherwiee found to ba All care plans of residents with mapproptiate
o ¢ : behaviors were reviewed and revised if needed
Ingapacitated under the laws of the &tate, to -1 Servi 4 e
participate in planning care and treatment or - by Secial Sg“w&aa“ 1%‘%‘““‘”"
changes in care and {restment, Departments on May 10, Z012.
Acomprehensive care plan must be developed ity A i ¢
‘within 7 deys after the completion of the all mptim Mmﬁmm%ﬁzgmm
comprehensive assessment; preparcd by an rder for approprisie ication to be '
interdisciplinary team, that includes sive atbending |, ¢ o commusabon 7
| phygician, a registerad nurse with responsibility .
for the resident, and other appropriaie staff in relayed to “Ig“ staff for w;gmu.ﬁ%z
| disciplines as determined by the resident's needs, T o Mutsing 16 cducate QUFSes on care
and, to the extent practicabls, the pusicipation of Y g vosistons. For those
the resident, the resident's family or the resident's | ' gmploym siot able to attend the inservice, one on
legal representative; and pariodically reviewed one education was completed by Director of
- ":23;1"9;::5::"!":&‘93“’ of-qualified-persons after "| Nursing as staff was scheduled to wark. ' "
Quality Assurance will monitor for Care Plan '
| revision during Quartesly care plans for L
. inconsistencies. If any are noted, corrections will;
This REQUIREMENT is not met as evidencad be put into care plans immediately. !
by:
Based an intsrview, clinical record review, review 5-11-12
of the facility's Care Management policy and the
facility's corrective actions {relatad to reporied
abuse event), it was determined the faclllty failed
ensura the Comprehensive Plan of Care was
FORM OMS-2587{02-00) Previous Vessions Otsolete Evenl ID:GKIGH Faclity D: 100024
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 revised for one {1) of three (3) sampled residents

-Gare Plan”, undated, revealed the Nurse Aide
Care Piahswvas to be updated whenever there was |-

.{-on.10/02/08,.with-diagnoses which included

| resident was severely cognitively impalred.

Continued From page 9

{Resident #1). The facility reported fo the Office
of Inspector General Resident #1 pinched
Resident #2 on 04/02/12. Review of the .
corrective actions included an intervention to
keep Resident #1 and Resident #2 apart. Review
of the Comprehensive Care Plan and Alde Care
Plan for Resident #1 revealed the facility fallad to
revise the care plans to include this intervention.

Thie findings include:

Review of the facilly's policy: "Care
Management®:, revealed under the section
entiled “Polioy” the plan of care was to be
raviewed snd ravised to reflect cuirent needs of
the residert. .

Review ofhe faoility's policy: "Nursing Assistant

a change’in the care of the resident.

Revisw.of ite medical record for Resident #1
revealed the resident was admitbad by the facility,

Anxisty, Depreasion, and Panic Atfacks. Review
of the quartery Minimum Data Set (MDS)
Assessment , deted 02/08/12, revealed the

Further MDS review revealed the resident was
assessed as having physical behavioral .
symptoms directed toward others {e.g., hitling,
kicking, scratehing, grabbing) and verbal
behaviors towards othars (e.g., threatening
others, screaming at cthers, cursing ot others).

Review of the Tacility’s report of a resldent to

" F280
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resident abuse incident submitted to the Office of
Inspector General, dated 04/04/12, revealed
Resldent #1 had pinched Resident #2 on the left
arm. The fadlilty had performed & skin
assessment on Resident #2 and the resident did
) have a bruise to hig/her left arm. The correttive

.. | actions implementad by the facility included an
intarvention of staff keeping Resident #1 and
Resldent #2 apart.

Inferview with Soclal Services Person regarding
the reporied resident to resident abuse, on

event and felt like it could have oocured. When
asked about what interventions wera
implemented, she stated the facility steff were to
try to keep the residents separated. She siated

' | she thought the intervention to keep the residents
separate was included on the comprehensive
‘care-plan and the nurse aide care plan.

' Resord review of nurse's notes revesled perlodic
eplsodes of physically abusive behaviors as
evidenced by the following nurse's note
documentation: date 03/268/12 at 8:31 PM

-~ | revéaled-regident was-yelling; scratohing,
slapping, and kicking at staff; date 03/3012 at
6:00 PM revealed the resident kicked nurge in
leg, told the nurse she was going to punch her in
face with her fist, and the resident was observed
in hallway backing (whesichalr) into other
residents and trying to roll over feet of other
resident; date 0:3/31/12 at 3:56 PM resident was
combative, hitting, scratching, kicking and kicked
a famale State Registerad Nursing Assistant
(SRNA) inthe breast.

Review of tha Comprehensive Care Pian for

04/18/12 at 4:00 PM, revealed they discussed the
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‘Resident #1 revealed no docuemnted evidence
the faclility updated the care pian for behaviors. In
‘addition, there was ho docuemnted evidence the
care plan was revised to include the intervention
of keeping Resident #1 separated from Resident

| #2. Review of the nuree alde care plan revealed
it did not include an intervention to keep Resident
#1 separated from Resident #2. ’

Interview with SRNA#3, on 04/18/12 at 1:30 PM,
ravealed when Resldent #1 and Resident #2
argue, they were to separate the residents at that
time. f no problems were observed, as faras
she knew, the residents could be together.

Interview with Licensed Practical Nurse (LPN) #1,
-on 04/18/12 at 3:00 PM, revealed she was awane
of the episade where Resident #1 pinched
Resident #2. She stated the resldent was place
on Rispardal {behavior medication) after the
event, and they got an order to check the resident
| for & urinary infection. They did not separate the
residenis after this was reported hecause the
residents were getling along.

:Interview.with State. Registered Nurse Assistant. o T ETerey
(SRNA) #86, on 04/19/12 at 10;15 AM, rovealed ‘
Resident #1 arxd Resldent #2 got inle arguments
at times. Resident#1 got confused and upsat
bacause hefshe tholtight Resldent #2 gotinto
histher closet, but the resident did not. She
stated she was unaware of any physically abusive
eplsodes. She stated steff was were supposed to
keap them separate because of outbursts.
Confinued interview revealed keeping the
residents apari was not In the care plan, they
ware just told.
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interview with Socia! Services, on 04/18/12 at
10:45 AM, ravealed the intervention te separate
Resident #1 and Resident #2 was not listed on
Resident #1'2 comprehensive care plan or nurse
| aide care plan. Further interview revesled the
intervention should have been included on both
care plans,

Interview with the Director of Nursing (DON), on
04/19/12 at 12:30 PM, revealed if there was 2
new intervention to keep the residents separdted
to protect the other residont, staff should be
made awarea of it. The process was to inform the
charge nurse to alert stefi and update the care
plan. Sha.fisther stated she did not feel like they
efectivaly cammunivates! all inferventions as to
how they were to protact the resident. '

interview with the Qualits Assurance persan, on
1 0411912 at 1:40 PM, revaaled the care plans
should have been updai:d io ensure
interventions were comn:unicated 1o staff. The
person responsible far-making sure care plans
ware updated with the identified intervention
failed to ensure they-wers updated according to : ‘ ,

]~ o thefacllitys progass. - o o s s f e | e SRR SUU I
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