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An abbreviated survaey {(KY#190409) was
conducled 121812 through 12118/12 to

-] determine the facility's compiiance with Federal
requirements, KY#19499 was substantiated with
_ related deficient practice identifled, .
F 226 | 483.13({c) DEVELOP/IMPLMENT F 226
58=D | ABUSE/NEGLECT, ETC POLICIES -

The facility must develop and implement wiiiten
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT s not met as evidenced
by:
Based on observation, interview, record review
and review of facllity policy It was determined the
facilily failed to implement the facility's
abuse/neglect policy and procedure refated to an
aflegation of mistreaiment. Resident#3 had
reported to two Certified Nurse Aldes {CNA) that

Licensed Practical Nurse (LPN) #1 had rofied !
him/her out of histher room when the resident :
was altempting to transfer him/herself {o the bad
side commode. The Administralor was not
nolifled of the aflegalion timely and LPN #1 was
not removed from the facliity immediately.

Findings include:

Review of the undated facility policy titled,

ABUSE AND NEGLECT POLICY, revealed the
facilily should prohibit abuse of resldents from ,
any source, to promote the well-being of !

LABOHATdRY O‘RE@RW@TM REPRESENTATIVE'S SIGNATURE ITLE X5 DAY .
: . HAminStady l/ ltysas

Any deficlency sialemeni\mrdmﬁm—arr{tarlsk {“} denstes a deficlancy which the Institution may be excused from cowecting providing it Is detefmined that
olt  fegusrds provida sufficlen! protection lo the patlents, {Sea Instruciions.) Except for nursing homes, the fladings staled above ars disclosable 90 days
fofi. g Whe date of survey whether or nol a plan of correction Is provided. For nursing homes, the ahova findings and plans of cortection are disclosabla 14
days following the dale lhese documents are made avaitabla to the fackity. If deficlencies are clted, an epproved plan of correction is requisite to conlinued

{- . ‘am partlcipation.
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. This plan of correction is submitted
F 226 CoTc:muEederom ;?da'ge 1 o y F226) her requirement by State but does not
resldents by providing a safe and supportive : - n
anvironment and fo matntaln the resldent's right constltut.e admla}sllonlor agr t;:emc t by
to be free from verbal, sexual, physfeal, mental the Pro‘{ldef of the a 1_883(1. acls or
¢ abuse, corparal punishment and Inveluntary ; conclusions set forth in this statement
seclusion. The policy also siated the facility : of deficiencies.
administration will immediately suspend slaff who
are alleged lo have or be susplclous for abuse F226
and or neglect and notify the Office of Inspector .
General, Adult Protective Services, and local law 1. The Administrator was
anforcement authority. notified of the incident related | , | 50,5
. ' to resident # 3 on 12/10/12, !
Record revlew revealed Resldent #3 was The Li d
admitied to the facility with diagnoses to include 1€ L1cense
Diabeles Mellitus, Above the Knee Amputation Practical Nurse #1 was
and Diabstic Neuropathy, A review of the suspended on 12/10/12. The
. quarterly Minimum Data Set (MDS) assessment, Administrator re-educaied the

dated 11/17/12, revealed {he facllify assessad Assi Di ,
Resident #3 with no cognitive Impairment and the ssistant Director of Nursing
resident required extensive assistance of two on immediate notification of
staff for transfers with mechanical lift and was any allegation of abuse and
continent of bowel and bladder, neglect on 12/19/12.

Observalion and inferview, on 12/19/12 at 9:00 2. All alert and oriented

AM, revealed Resldent #3 was Ih bed and residents were interviewed by !
dressed in a gown. The resident stated hefshe | Medical Records (Licensed
asked for assistance on 12/09/12 to the bad side | Practical Nurse) on 12/11/12

commode as hefshe takes Lasix {fluid pilt) In the

morning and has to vold frequently and urgently to ensure that there were no

for a few hours. She stated staff was aware of further allegations of abuse or
that but no one came to assist him/her. Resldent ' neglect. No other issues
#3 stated LPN #1 had entered the room and ! were noted.

rollad him/her backwards oul of the room away

from the bedslde commode without helping 3. The Administrator will

himfher to use the commode, The resident provide re-education to ali
staled he/she had no problems with LPN #1 prior staff on the facility Abuse
to the incldent, but hefshe did not feel good about ; and Neglect policy and

what had happened. : . , . .
PP immediate notification of any
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An intervlew wilh LPN #1, conducted on 12/48/12
at 9:156 AM, revealed on 12/09/12 at 2:00 PM, two
CNAs had fold the LPN Resldent #3 had
complained that she (LPN #1) had taken away
Reasidant #3's bed side conmode. LPN#1 slatad
sha had been walking to another residenl's room
with medication and had heard Residant #1
yeling. Resident#1 was saying hefshe was
going {o transfer his/herself, LPN #1 continued
on and administerad a medication to another
resldent, then returned to Resident #3's room
where she observed Resident #3 altempling to
self transfer to the bed side commode. LPN #1
told Resfdent #3 she could not allow him/her to
self transfer as he/she was a two person assist
and Resldent #3 began crylng stating he/she
haled this place, LPN #1 stated she atlernpted io
contact the on call administrative staff to notify
her of the allegation but did not get an answer.
She alse atlempled to contact the Direclor of
Nursing (DON) withott succass. LPN #1 was
successiul in contacting the Asslstant Director of
Nursing (ADON} at 2;30 PM and informed her of
Resident #3's complaint. The ADON instrucled
LPN #1 to get written stataments from the two
CNAg but they had already left for the day. LPN
#1 did not document anything about the event in
the nursing notes because the ADON told her nol
fo. LPN 1 stated she returmnsd to work on
Monday, 12/10/12 at 7.00 AM and asked the
Administrator If she was suspended. The
Administrator did not know anything about the
even!, LPN #1 revealed she worked until 11:45
A at which time the Administrator notlfied her
she was suspended pending an Investigation and
she clocked out and went home. She stated she
was terminatad by the facllity on 12/13/12 for
“inconsiderale care”.

|

e I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMLEiN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oaTe
OEFICIENCY)
allegation by 1/31/13.
F 226 | Gontinued From page 2 F 226 Staff re-education on the

Facility Abuse and Neglect
Policy will be provided
monthly for three (3) months
by the Administrator or
Director of

Nursing, All alert and
oriented residents will be
interviewed by the Social
Service Director weekly for
twelve (12) weeks to ensure
facility staff arc adhering to
the policy for allegations of
abuse and neglect. The
Administrator will review all
resident concerns weekly for
twelve (12) weeks to assure
compliance with the facility
policy for allegations of abuse
and neglect. The results of the
audits will be reviewed by the i
Quality Assurance Committce
consisting of the Director of
Nursing, Administrator,
Social Service Director,
Assistant Director of Nursing,
And the Life enrichment
Director

monthly for three (3) months,
The Medial Director will
attend at least quarterly. If at
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any {inle concerns are
226 | Conilnued From page 3 226 . . .
pag F identified, the Quality

An Interview with CNA #1, conducted on 12/19/12 Assurance Committee will

at 11:00 AM, revaaled on 12/09/12 that Resident meet to analyze and
#3 had feqUEStEd assistance {o the bed Side in]p[ement furthel' measures
commode about 12:30 PM affer lunch, CNA#1 dependent upon the root cause

told Resident #3 he/she would have to wait
because she couldn't asslst him/her without a
second staff due to being a two person assist with
transfers. CNA#T went to get another CNAwho
was supervising other residants who were
smoking. CNA#1 returned lo Resident #3 after
assisting anothey resident who had requesied
assistance before Resideni #3. The CNA stated
Resident #3 was upset due fo having o walt and
wanled to go home. Resldent #3 did not say
anything about LPN #1,

to assure ongoing compliance.

An intervlew with the Assislant Diraclor of Nursing
{ADON]), on 12/19/12 at 11:45 AM, revealed she
was not on call on 12/09/12 but did remember
gelting a calf from LPN #1 and she told the LPN
to obtain statements from the CNAs. The ADON
staled LPN #1 should have been removed {fom
care at that lime,

Anwith LPN #2, on 12/19/12 at 12:25 PM, .
revealad on 12/09/12 thal Resldent #3 had come i
to the nursing station and his/her face was red
and he/she was ¢rying. The resident explained o
LPN #2 thal he/she had taken a ftuld plil and the
CNAs were putting him/her off, Resident #3 told
LPN #2 that LPN #1 had farked his/her chair back
when he/she had sald he/sha was golng to
transfer him/herself, LPN#2 wenl to LPN #1 and
told her whal had baen said and they want to the
nursing station to call whoever was on call, LPN
#2 stated LPN #1 contacted someone but she did
not know who but whoever it was told LPN #1 to ;
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F 226 | Continued From page 4 F 226
gei statements. LPN #1 called the CNAg at
home to get slaternants, LPN #1 flnlshed her
shifl and did not leave the bullding uniil the end of
the shiit.

An interview with the DON, on 12/19/12 at 12:10
PM, revealed she had been off during the lime of : :
the allegation, The DON stated It was her |
understanding after talking to staff aboul the
incldent that Resident #3 was going to transfer
him/herself and LPN #1 had pulied him/her back
away from the bedside commode, Resident#3
complained of neck pain and an x-ray was :
obtalned that was negative for any injury. The . !
DON stated sha thought LPN #1 was trylng to
prevent a fall and the ADON wasn't thinking

abuse/neglect. The DON also stated she did not :
xnow why LPN #1 did not just get somecne from
another hafl to assist the resident to the bedslide
commode,

An Interview with (he Administralor, an 12/18/12
at 11:30 AM, revealed statements had been
oblained related to the incident with Resident #3.
There was no documented incident report. The
Administralor stated he falt Resldent #3 had :
waltad too long fo go to the toilet and that LPN #1 ¢

alroady had behavioral lssues and he terminated X
LPN #1 on 12/43/12 for Inconsiderate care, The
Administrator also stated staff usually notified him
of such Issues, He sald he was not notified of the
Issue with Resident #3 on 12/09/12 and should
have been. He stated stafl was to make any
situation safe and if an employee was involved
the employee was to be removed, :
F 3231 483.25(h) FREE OF ACCIDENT F 323
§5=D | BAZARDS/SUPERVISION/DEVICES
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:"in-use fight notifiss you at a glance that the unit

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents, '

This REQUIREMENT is not met as evidenced
by:
Based on interviews, observations, record
reviews, and policy review, it was determined the
facllity failed lo ensure residants received
adequate supervision and functioning assistance
davices to prevent accidants for one resident
{#1), in the selected sample of three.” The facilily
failad to ensure Resident #1's safety bed alarm
was In the functioning mode. Mulllple
observaticns revealed the safely alarm in place,
however, the Indicator light indicaled it was not In
the functioning mode.

The findings include;
Review of manufacturer's instrucfions, revealed,

Is properiy operaling. The In-use light wili blink
every 3 seconds lo indicate that pressure has
been applied Yo the pad. MonHor will alarm/atert
when pressure Js removed from the pad.”

Record review revealed Resident ##1 was
admitted to the facilily on 07/01/12 with diagnoses
to include Senile Damentia, Ostecarthrosls, ;
Benign Hyperlenslon, Eating Disorder,

Convulsions, Hypothyroldism, Psychosis, and

Resident T was replaced on

: 12/18/12 and functioning as
verified by the Director of
Nursing.

2. All sensor bed alarms were
audited by the Assistant
Director of Nursing on
12/19/12 to ensure proper
functioning, with no other
issues noted.

3. Al licensed staff will be re-

I educated by the Director of

Nursing or Assistant Director

of Nursing by 1/31/13 on

functioning of sensor alarms

pet manufacturer’s guidelines,
4. The Director of Nursing

or Assistant Director of

Nursing will perform

Alarm checks three (3 } times

a week for three (3)

proper procedure for verifying
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1. The sensor bed alarm for 2-1.2013
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Esophageal Reflux. Revlew of the quarterly
Minimum Data Set {MDS) assessment, dated
11/01/12, revealed the facility assessed Resident
#1 with severa cognitive impalrment, unable lo
make neads known, non-ambuialory, and
required total care and it transfer with two assist,
Areview of the Comprehenslve Care Plan, dated
12117112, and Degcember 2012 Treaimenl
Administration Record {TAR) revealed the use of
a hed atarm with placerment and funclion of the
atarm belng tested every shiff.

Observation on 12/18/12 at 12:00 PM revealed
Resident #1's bed alarm was not functioning
properly as evidenced by the lack of the indicator
light not flashing on the alarm. Cerlified Nurse
Alde (CNA)#3 was observed to unplug the alarm
cord from the alarm box and then plug the alarm
cotd back into the box without the alarm
sounding. CNA #3 then {apped on the alarm pad
under lhe resldent on the bed several times
before it sounded,

Observation on 12/18/12 at 12:10 PM revealed
that {he Indicator light on the bed alarm to
Resident #1's bed was not flashing, indlcaling It
was not functioning properly. Interview with CNA
#3 concerning tha bed alarm light and lack of
sound emiiling from the alarm when triggered
revealed "It may have a shorl or something, we
charge it when we have a problem with It we lell
the nurse but we change it." CNA#3 notllled the |
Adminisirator,

Interview with CNA3, on 12/18/12 at 12;12 PM,
revealed that the bad alarm had not been
changed. She slaied RN #3 checked the alarm
and sald it was working OK and we'll see how it is |
|

(X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFI {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETIOR
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
; DEFICIENCY)
F 3231 Continued Frorn page 68 F 323 months to ensure sensor bed

alarms are functioning per
Mamufacturer’s guidelines.
The results will be reviewed
by the Quality Assurance
Committee consisting of the
Director of Nursing,
Administrator, Social
Service Director, Assistant
Director of Nursing and the
Life enrichment Director
monthly for three (3) months.
The Medical Director will
atiend at least Quarter)y, If at
any time concerns are
identified, the Quality
Assurance Committee will
meet to analyze and
implement further measures
dependent upon the root cause
to assure ongoing compliance
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Conlinuad From page 7
working when we change him/her,

Intarview with Registered Nurse (RN) #3, on
1218/12 at 12:15 PM, revealed she lested the
bed alarm sensor and it seamed OK, so it was
not replaced.

Observalion on 12/18/12 at 12:25 PM and at 2;00
PM, rovealed thal the bed alarm Indicator tight on
Resident #1's bed alarm was not flashing.

Observation of CNA #1 on 12/18/12 at 2:06 PM,
revealed CNA#H looked at the alarm and
touched the bed pad alarm but no socund was
emitted from the bed alarm when touched,

Obsarvatlon on 12/18/12 at 2:45 PM till 2:60 PM,
revealed the bed afarm light on Resident #1's bed
onl flashed one time in five minutes,

Obsarvatlon of Rasident #1 during incontinent
care, on 12/18/12 at 3:30 PM, revealed the alarm
did not sound while Incontinent care was being
provided and the resident was being relled from
side {o side. The bed alarm did not sound when
CNA #6 unplugged the alarm cord then plugged il
back in. CNA¥6 revealed the light on the bed
alarm of Resldent #1 was not flashing at this ime
and that the bed alarm cord was still altachad to
the bed pad.

Review of the Alarm Audit, dated 12/18/12, »
revealed that 6 AM-2 PM and 2 PM-10 PM shifts |
signed Indicating Resldent #1's alarm was
funclioning properly.

Interview with Director of Nursing (DON), on
1211812 at 4:00 PM, revealed lhal bed alarms

F 323
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i

were checked by the CNAs to see if functioning !
by setting # off and verlfied checked by lha
initiating on the Alarm Audit,

‘
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