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%
F 000 INITIAL COMMENTS

i :
An Abbreviated Survey to investigate

[ KY#O0019080 and KY#00019144 was inlfiated
on 10/01/12 and concluded on 10/02/12.

i KY#00019080 was unsubstantlated with no

 deficient practice identified. KY#00018144 was

i substantiated. An unrelated deficlency was clted |
at 42 CFR 483.13 Resident Behavior and Facility

i Practice, F-225 ata scope and severity of a "D",

F 225 | 483.13(c)(1 Xit)-(iil), (c)2} - (4)

$8=D INVESTIGATE/REPORT ;
| ALLEGATIONS/INDIVIDUALS ‘

| The facility must not employ Individuals who have
" been found guilty of abusing, neglecting, or

i mistreating residents by a court of law; or have

+ had a finding entered Into the State nurse aide

. registry concerning abuse, neglect, mistreatment
I of residents or misapproprlation of their property; .
“and report any knowtedge It has of actlons bya |
 court of law against an employee, which would )
Indicate unfitness for service as a nurse aide or |
; other facility staff to the State nurse alde registry
i or licensing authorities. i

| The facitity must ensure that atl alleged violations i
* involving mistreatment, neglect, or abuse, :
; Including injuries of unknown source and ;
| misappropriation of resident property are reported |

Immediately to the administrator of the facillty and |
| to other officials in accordance with State law i
' through established procedures (inciuding to the |
. State survey and certificatlon agency).
; ]

‘The facility must have evidence that att alleged
i violations are thoroughty investigated, and must
* prevent further potential abuse while the

I - investigation is In progress. f
i !

Submission of this response and
= plan of correction is not a i
| legal admission that a deficiency f
. CXists or that this statement of |
! deficiency was correctly cited, |
and is also not to be construed
as an admission of interest i
| against the facility, the
Administrator, employees, i
agents or other individuals ;
who may be discussed in
this response and plan of
i correction. In addition,
preparation and submission
of this plan of correction
! does not constitute an admission
~ of agreement of any kind by the s
i facility or the correctness of
; any conclusion set forth in this
! allegation by the survey agency.
; Accordingly, the facility has
- prepared and submitted this plan
i of correction prior to the
, resolution of any appeal which
j may be filed solely because
of the requirements under state
,! and federal law that mandate
submission of a plan of correction
' within (10) days of the survey
as a condition to participate
in Title 18 and Title 19 programs.
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The results of all investigatlons must be reported : .. i
j to the administrator or his designated f ; The Sui.m:uss.lorf ofthe planof |
‘representative and to other officials in accordance ; : Correction within this time frame
? i should in no way be considered

i with State law (including to the State survey and
' certification agency) within 5 working days of the
- Incldent, and if the alleged violation Is verified

! appropriate corrective action must be taken,

!

[

' This REQUIREMENT is not met as evidenced

i by:

! Based on intervlew, record review and review of

i the faciltiy’s policy, it was determined the facllity

 failed to ensure alt employees had a thorough

: background check completed prior to hire,

I Review of four (4) employee files revealed
Employee #1 did not have a criminal background

I check completed prior to hire and Employse #2

~did not have an abuse registry check completed

i prior to hire.

: The findings include:

!

. Review of the policy titled, “Alleged Abuse
Reporting/Investigation", undated, reveated "the

" faclity will demaonstrate reasonable efforts to

i determine whether a person being considered for

f employment has an abuse record™.

| Review of the facltity fite for Employee #1

‘revealed the State Registered Nursing Assistant

i (SRNA) was hired by the facility on 03/18/04.

! However, the first documented evidence of an

1'- abuse reglstry check was on 06/21/11.

i

I

or construed as agreement with

i the allegations of non-compliance
- or admission by the facility. This
! plan of correction is submitted as
| facility’s credible allegation of
compliance f

© Corrective action completed 1
| by Dctobg:r 25,2012 }

‘ Faclity Administrator reviewed
! the employee flles of named i
! employee #1 and employee #2

" with conflrmation that each

|  employee’s file included a
required criminal background

j check and abuse registry check.

ettt -
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F 225 Continued From page 2 F 225  Anaudit was completed by the i
' Review of the facillty fite for Employee #2 * facility HR director of all current i
: revealed the Licensed Practical Nurse {LPN) was ! I employee files to confirm /
hrrelzd by the facility on 08/24/05. Continued completion of a criminal _
j feview revealed no documented evidence a ' K d check and abuse
- criminal background check was completed untit - background ¢ et.: an : u
i 11117708, i registry check prior to hire. !
. Identified concerns were I:
| Interview with the Administrator. on 1 0/02/12 at I . i
! ; corrected with completion on !
135 PM, reveal mployee #1 was transferre ; ) ,
o o oy romerered | October 25, 2012 |

j to the facility from another corporstely-owned E
facility which was no longer operating. She ] i Re-education to current HR

| stated she talked tg the corporate Human di

Resources department and learned that there | ; Jrectf)r and Staff Development i
' were no hard copies of background checks other ' Coordinator of the hecessity of X
! ' completion of both pre- "

; than those contained in the current file.
- Continued interview revealed she did not know ; i employment screenings priorto ]

i why Employee #2 did rot have a criminal hi
background check completed untjl three (3) re. i

{ months after the hire date. The Administrator ’ I

, Stated she felt the oversights were identified on i I

| employee file audits and appropriate background :
checks were completed at that fime. {

S

The Administrator will sighoffon |
all employee’s personnel flles to 'r
P verify completion of both '
_ [ New hlre files will be revlewedin |
| i the facility QA meeting for the i
| | ' next 90 days to ensure ongoing ;
‘ ] ¢ compllance. Ongoing, upon
| ; . determination of, the f
" ' Administrator will review a 0%

i + sample as a part of the facility
i QA process i

Carrective Action Completed:

' October 25, 2012 ;

f |
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