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 An offsite revisit was conducted and based on
i the acceptable POC the facility was deemed to
be in compliance as afteged on 10/16/13.

LABORATORY DIRECTCR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE (X6) OATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) E xcept for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is reguisite to continued

program participation.
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: CEFCENCY)
F 000 INITIAt COMMENTS -~ F000  Submission of this response and
; - plan of correction is not a
})(‘\‘lg #gggg;%ged Survfity itméesﬁgat;ggm g ' legal admission that a deficiency
: was initiated on 10 an : . .
Wil exists or that this statement of

concluded on 10/10M 3. KY#00020789 was ; .
unsubstantiated with a refated deficiency. deficiency was correctly cited,

F 226 483.13(c) DEVELOF/IMPLMENT F 226 and is also not to be construed
S$5=D - ABUSENEGLECT, ETC POLICIES ey i8S anadmission of interest
ST Pagdudst the facility, the

5 §? ini§tfator, employees,

The facifity must develop and implement writte

policies and procedures that prohibit

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

il -
s gr.other individuais

who mag'be discussed in
" thisresponse and plan of
+ correction. In addition,

i

. This REQUIREMENT Is not met as evidencad ; preparation and submissjon

by: : ; . .

Based on interview, record review and review of : + oftthis plan of correction )
facillty policy, it was determined the faciity failed - does not constitute an admission
to implement their Abuse Policy and Procedures 4 of agreement of any kind by the

. regarding reporting abuse to the appropriate state : : facility or the correctness of

agencies for three {(3) of three (3) sampled

residents (Resident #1, #2 and #3), any conclusion set forth in this

' Resicent #1 olaced He/hor 45 on Resid ! | allegation by the survey agency.
eswant #1 placed his/her hands on Resident | ; earred e el £ 00 <
A2's breast on 09/20113, and grabbed Resident ; Accordingly, the *3_C1hty h,ah
prepared and submitted this plan

#3's breast on 09/21/13; however, there was no :
documented evidence the state agencles were - of correction prior to the

notified of the allegations until 09/23/13. : : resolution Ofany appeal which

may be filed solely because

; ofthe requirements under state
Review of the facility's, "Reporting Abuse to and federal law that mandate

Faciity Management Policy, revised 10/12, ‘ ~ submission of a plau of correction

revealed when an alleged or sUspected case of L, )
mistreatmant, neglect, injuries of unknown g within (10) days of the survey
SOLrCe, or abuse was reported, the facility : as a condition to participate

'The findings include:

Administrator, Director of Nursing (DON), or : in Title 18 and Title 19 programs.

TITLE G DATE

?ATII&Y OIRECTGR'S DR F’QQV'E}ENSUI"F'L'LR REPRLSENTATIVE S SIGNATURI

< i g

LT D
Any :lrgllcig:-r;fslatemeﬂl ending wilh 3n aslerisk '} denctes a detiziency which Ihe inslilUtion may be excused lrom correctng providing il g delermined thal
alher saleguards provide sullicien proleclion 1o the palienls. 1See insiructions.) Excepl lor AUtsing homes, e findings sialed abore arg idisclosavie 90 days
lollowing the dale ol survey whether or rol & plan of correclion is provided, For nursing homes, the above fincings and plans ol comreclion are diszlosable 14
days lollowing the dale these documen)s are made available lo Ihe facility. |l deficiencies are ciled, an approved plan ol eorrection is requisile Jo conlinuad

nragram padicipation,
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| individuals would immediately notify the foffowing

| persons or agencies of such incldent as indicated :

. by State or Federal Licensure Policy. This was to |
include; the State Licensing/Certification Agency, .

- the Ombudsman, the resident's representative,
Adult Protective Services, Law Enforcement

officials, the Attending Physlcian and the Medical
Direstor.

: 1. Review of Resident #1's medical record

 revealed an admission date of 09/20/13, and
dlagnoses which included Alzheimer's Disease,
Psychosls, and Dementia with Behavioral

. Disturbance. Review of the Admission Minimum

| Data Set (MDS) Assessment dated 10/1413.

| reveated the facility assessed the resident as

“having a Brief Interview for Mental Status (BIMS)
of a four (4) indicating cognitive impairment. '

- Review of a Nurse's Note dated 09/20/13 at 10:40!

: PM, for Resident #1, revealed the resldent was

~noted to place his/her hands on the breasts of
another resident. Further review revealed
Resident #1's famity was notified to come and sit

- with the resident and, every fifteen (15) minute

; checks were initiated. Further review of the

- Nurse's Note revealad new orders were obtained

. from the Physiclan's Assistant (PA).

“Revlew of Resident #2's medical record revealed -
a readmission date of 02/24/12 and, diagnoses

. which included Alzheimer's Disease, Psychosls, _

- Depression, and Anxiety. Review of the Qu arerly |

- MDS dated 07/30/13, revealed the facifity had
assessed the resident as having a BIMS score of
fourteen (14) which indicated Resident #2 was
cognitively intact. Review of a Nursing Note
dated 09/20/13 at 10:45 PM, revealed a State
Registered Nurses Aide (SRNA) observed a

The submisston of the plan of
correction within this time framec
should in no way be considered
or construed as agreement with
the allegations of non-compliance
or admission by the facility. This
plan of correction s submitted as
facility’s credible allegation of
compliance

Corrective action completed
by October 16, 2013

Residents # 1, #2 and #3 were
observed and interviewed by
social services on 10/10/2013.
Upon assessment through
interview and observation each
residentis functioning within
their normal routines with no
concerns [dentified,

The facility reviewed the last 3
months incident reports
fnefuding any reportable
incidents to ensure abuse and
neglect prevention proceduras,
fnvestigative protacals and
reporting standards were
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F 226 Continued From page 2 Fopg followed. No concerns identified

« resident placing his/her hands on Resident #2's |
j breast and, Resident #2 got up and walked away, :

Review of the facility investigation revealed an
incident occurred on 08/20/13 at 10:40 PM,
. related to Resldent #1 and Resident #2 where an
" inappropriate interaction occurred when Resident
#1 placed his/her hands ot Resident #72's chest,
: However, thers was no documented evidence the !
. inltiat Report of the incident was faxed to state
- agencles prior to 09/23/13 at 3:49 PM.

2. Further review of Resident #1°s medical record |
' revealed a Nurse’s Note dated 09/21/13 at 10:15
AM, which stated the resident was noted to
ambulate at the nurse's station with his/her son
. following when Resident #1 turned around and
: watked away fram his/her son. Further review of
. the Nurse's Note revealed Resident #1 satina
: chairbeslde another resident. The Nurse's Note
* stated Resident #1 was witnesseq! by the nurse to
put hisfher left arm around the other resident and,
“reach around with the right arm and 3rab the
| other resident's breast.

Revlew of Resident #3's medical record revealed -
. an admisslon date of 07/08/13 and, diagnoses
: which included Alzheimer's Disease, Anxjely, and
Depression. Review of the Quarterly MDS
- Assessment dated 07/1%/13 revealed the facility
~assessed the resident as having a BIMS score of
-~ afive (5) indlcating cogritive impairment. Review
of a Nurse's Mote dated 09/21/13 at 1030 AM, for
. Resident #3, reveaied e resident was involved
. in an interaction with another resident and staff
intervened and removed Resldant #3 from the
situation,

. Review of the facility investigation revealed an

with no negative outcomes to
residents reviewed,

On 10/10/2013 the Social
Service Director initiated re-
education to all staff Inctuding
administration on Abuse &
Neglect Pollcy and Procedure
refated to the screening, training,
prevention, identification,
investigation, protection and
timely reporting/response.
Education compteted on
10/16/2013.

The QA committee will complete
Abuse Pravention Auditing
Monthly with audfting to include
fnvestigation and Report of
Alleged Violations untjl
substantial compliance is met.

Residents #1, #2, and #3 hava
been observed weekly for two
weeks by soclal service, each
continue to function at basefine

Incidents occurring after hours or
weekends will be reported to the
ADM/and or DON by the House
Supervisor/Charge Nurse to
discuss interventions or need of
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 to Resldent #1 attempting to "hug” Resident #3

- and touching Resident #3's cheast. However,

. there was no documented evidence the Initial

' Report of the incident was faxed to state
agencies prior 09/23/13 at 3.46 PM.

* Interview, on 10/09/13 at 5:30 PM, with the

- Administrator, revealed she was informed of the

. altegattons Immediately and was out of town.

| She stated she did a conference call with ‘he
Soclat Services Director {SSD) and took action

_and, was more focused on the safety of Resident .

: #1 and the other resldents. She stated this was

inappropriate contact refated to a cenfused

i resident and at first she dtd not think this was

raportable. However, after discussing the

situations with the Corporate Office, falt the

' Incidents needed to be reported. She further

. stated the state agencies were to be nofified

. within twenty-four (24) hours of an aliegation of

. abuse and the final Investigation was to be sent to

' state agencies within five (5) days.

. incldent occurred on 09/21/13 at 9:30 AM, refated |

1X4) 10 SUMMARY STATEMENT OF QEF'CIENCILS ) : PROVIOES'S PLAN OF CORRECTION 151
PREF|X |EACH QEF ICIENCY MUST BE PRECECEC BY FULL PREFIX (EACH CORRECT'VE ACTION SHOLN.O BE COMELETION
TAG REGLLATORY OR |.SC IDENTIFYING INFORMATION) TAN : CROSS-REFERENCEQ TO THE AFPROPRIATE UATE
: OEFCIENCY)
' further investigation and/or
F 226 g /

reporting.

Alf incidents wilt be reviewed
daily by the DT in CQf to identify
any events requiring further
Investigation or necessity of
reporting. The facility
Administrator wilf report any
concerns to OIG/APS for
discretlonary discussion with the
Intake coordinator to ensure
timely reporting standards by
this facjtity.

The Administrator will be
responsible for overall
comphiance.

Corrective action completed:
Octoher 16, 2013
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