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F 226 ; Continued From page 1 F 226  The preparation and execution of this Plan of
” A © Correction does nel constitute an admission or
facility as CMT #_1 ralumned fo the rinedtcatlon cart i agreement by the provider of the truth of the facts
and passed medlcatlorlls before be'"? removed | alfeged or conclusions set forth in the Statement of
from the floor by the Director of Nursing (DON} Deficiency. This Plan of Correction is prepared and
approximately 15 minutes later. executed solely because it is required by Federal angd
State lmw,
The findings include: -
3. An in-service for nursing staff was
A raview of the facility's policy and procedure on conducted, 7/13/2012 by DON
Abuse Prohibltion, dated 02/05/03, revealed any regarding the facility Abuse policy
incident of abuse or suspected abuse must be with emphasis on the :
reported immediately to the avaitable charge staff tesponsibility of reporting
person. In add%tion, any individual suspacted of suspected abuse immediately. All
‘ cau;.mg abuse is to be'removed ffDn‘.'I diract staff to be re-educated by 8-24-12
\ paiEenl care and reassigned nonnpfatlent care on facility Abuse Policy, this will
- duties or suspended from duty until an b
RN ¢ completed by DON or
investigation is completed and a decision is made . : ;
i it Administrator. The education wiil
by the administrator of the facility.
| be repeated monthly for 3 months
| A review of the Final Report of the investigation, then quarterly for one year. Newly
dated 7/18/12, revealed the facility received an hired employees will receive thi
aliegation that Resident #1 was verbally abused education during orientation.
by CMT #1 on 07/13/12. The allegation was
made by SRNA #1. i
i f 4, Facility Corporate Consultant wili
i An interview with tha COTA/L, on 07/26/12 at ; review ali reports ofsuspcc(ed
. 2:28 PM, revealed she witnessed an incident of L abuse with the facility
. varbg% abuse on 07/13/12 between CMT #1 and 1 Administrator and DON to ensufe
?eb?'demt: 1. She ?{ta&,’g shfe‘:asé.stttmg ata 3 the facility abuse policy is being
lable on the oppostle side of e dining room : followed, Findings will be
"when she heard CMT #1 state "] wish you would ; 2
i X " : presented to facility QA
- stop, you are getting on my last nerve". CMT #1 . ot less t} rter]
| lefl the dining room after a verbal exchange with ' t}:(orlnml B:: no t:]ss 1an qglilgnce ).
i re com :
i SRNA #1. . year 0(?1'15 (] P |
i with the policy. -
: An interview with SRNA #3, on 07/26/12 at 3:08 '
: PM, revealed she witnessed an incident of verbal ;
" abuse on 07/13/12 between Resident #1 and i 5. Date of completion:
CMT #1. She slated she was sitling at the : 8-25-210]2
i
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opposite end of the table from the incident but

. observed SRNA #1 stand up and tell CMT #1 to ;
| teave and she would finish feeding Resident #1. :
| SRNA #3 stated SRNA #1 finished feeding
I Resident #1.

An interview with SRNA#2, on 07/27/12 at 10:26
" AM, ravaaled she could hear the incident of
~verbal abuse on 07/13/12 between Residant #1
!'and CMT #1. She stated she was silting at
another table with residents in front of har.
Resident #1 and CMT #1 turned with thair backs
to her at the next table over, but she could hear !
CMT #1 telling the resident to stop touching her. :
Then SRNA #1 got up and told CMT #1 to leave
" and she would finish feeding Resident #1. SRNA
#2 stated SRNA #1 finished feeding Resldent #1t
before leaving the dining room.

An interview with SRNA #1, on 07/26/12 at 2:47
PM, revealed she witnessed the incident of verbal
abuse on 07/13/12 between Resident #1 and
CMT #1. SRNA #1 revealed she told CMT #1 to

. leave the dining room and she would take over

i feeding Resident #1. SRNA #1 stated she |
completed feeding Resident #1 before going to
the DON to report the incident approximately 10 i
minutes fater. _

. A phone interview with CMT #1, on 7/27/12 at
12:29 PM, revealed she was feeding Resident #1
and he/she kept grabbing her arm. She stated
she told him/her to stop touching her several

. times and had moved his/her hand back to :

his/her lap mulliple times. CMT #1 stated her

: voica is Joud and she was not feeling well so it

" came out worse than intended. She stated
SRNA #1 asked if she would iike her to take care

!
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Facifly 1D: 100014 If continualion sheel Pags 3 of 5

FORM CMS-2567{02.69) Previous Versions Obsolete Event 10; X 18414




270651 7881

DEPARTMENT OF HEALTH AND HUMAN SERVICES

12:22:33

08-15-2012 6/11

PRINTED: 08/10/2012
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X) PROVIDER/SUPPLIER/CLLA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIDN NUMBER: COMPLETED
A.BUILDING
C
B, WING
185340 07/27/2012
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GLASGOW HEALTH & REHABILITATION CENTER 220 WESTWOOD ST.
GLASGOW, KY 42141
K40 SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX (EACH CORRECTIVE ACTION SrHOULD BE COMPLETION
TAG REGULATCRY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 226 Continued From page 3 F 226

of him/mer and she went back to the medication

i cart fo pass medications. CMT #1 staled she
; passed medications lo three or four residents
" before tha DON came and took her 1o the office.
! She stated she was sent home at approximately

9:00 AM on 7/13/12 and was terminaled by phone
betwean 2:30 PM and 3:30 PM that afternoon.

An interview with Licensed Practicel Nurse (LPN})
#2, on 07/27/12 at 4:02 PM, revealed she was
working on the hallway next to the dining area but
did not hear anything and was not notified by staff
of any incident in the dining room that meming.
She stated she first iearned about the incident

“when nofified by the DON of the investigation.

An interview with Registered Nurse (RN) #1, on
07/27/12 at 4:15 PM, revezled she was working

: on the hall where the incident occurred bul was

not notified by staff. She stated she learned of
the incident after the investigation started. She
stated she would have expected the staff to come
get her as soon as the incident occured so she
could have taken CMT #1 to the office for the
investigation to starl.

An interview with the DON, on 07/27/12 at 2:58
P, revealed SRNA #1 came to her office lo
report the incident and she went to the floor to
suspend CMT #1 pending the investigation. The
DON slated the incident was not reported

- immediately because the SRNA finished feeding
" Resident #1 before coming to office abzout ten

minutes after the incident. She stated the CMT
#1 was removed from Residant #1 but admitted
CMT #1 stilf had contact with residents until she
was suspended and removed from the building.

. Therefore, the facility did not ensure that staff

L
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: raported timely all atiegations of abuse to
administration which allowed an alieged .
parpetrator to stilt have direct contact with ‘
residents of the facility. :

. CMT #1 was sent homa on 7/13/12 pending the
, invesligation and lerminated fater the same day.
Howevar, there was no information on the final
report ragarding the delayed reporting by SRNA
#1.
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