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AMENDED 03/01/12

A RecertiificationfAbbreviated/Partial Extendsd
Survey Investigating KY#00017841 and
KY#00017597 was initiated on 01/04/12 and
concluded 01/14/12. KY#00017641 was
substantlated without deficlenciss clted.
KY#00017697 was substantiated with
deficlencles cited.

After quality review conducted by the State
Agency and the Center for Medicare and
Medicaid Services (CMS) it was determined the
investiyation required reopsning to gather
additional information. The Abb aviated Survey
was remvestigated from 01/30/12 through
02/03/12. KY#00017697 was re spened for
further investigation and KY#00:17727 was
Investi-jated, KY#00017727 was substantiated
with deficient practice cited. ,

a3

".‘L@EEEVEE
MAR 13 2012 §

Based on observation, interview, record review
and review of the facility's policies, it was
determined the facility failed to implement it's

| Abuse Policles by failing to report alleged ahuse
to the Administration and Social Ssrvice Manager
and failed to protect the other thirty-two (32)
cognitively impaired residents on the locked
Demantia Unit by failing to deny the perpstrator
accass to other residents per policy. The facllity -
fallad to engura residents were free from sexusl
abuse related to the facifity's failure to adequately
assess and monitor sexual behaviors, On :
12/25/11, at approximately 11:30 AM Stats
Registered Nursing Assistant (SRNA) #2
observad Resident #22, who had a known history
of sexually inappropriate behaviors, in Resident
#1's room, Resident #1's pants and pull-up were

LABORAQRY DIREOTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Lo W g Admiaa AT -3~ %

Any daficlancy staterent endimlth an asterisk (*} denotes a deficiency which the instilution may be excused from sorrecting provid Ing It Is determined that

other safeguards provide aufficlant profaction te the patients. (Sea instructions.) Except for nuralng homes, the findings stated abova are discizable 00 days

fotlowing thie date’of survey whather or not & plan of correction is provided. For nursing homes, the above findings and plans of carrection are disclosable 14

daya followling the date these-documents are made avaliable to tha faclity. i deficlencies are cltad, an appreved plan of correction is ragulsite to continued
pragram particlpation, o . '
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pulled down bhelow hismer knees while the
resident was laying across the foot of the bed on
histher stomach and Resldent #22 was behind
Resident #1 touching Resident #1's perineal area
with his/her hands and mouth. SRNA #2 reported
the Incldent to the Nurse who falled to follow the
facllity's polloy of reporting the abuss,
implementing interventions and inifiating an
investigation. Siaff interviews revealed no
additional supervision was implemented after the
1242511, 11:30 AM incldent. Approximately four

(4) hours, later Resident #22 touched and rubbed

Resident #2's thigh. At approximately 8:30 PM,
the Evening Weekend Supervisor was notified of
the incidenta and then initiated the investigation.
Howaver fifleen (15) minute checks were not
initiated undif 11:00 PM. The facitity's
investigation did not identify abuss as having
occurred as the facility felt the resicents had the.
right to have sex because those deslres do not
recede due to thair cognition. Physiclan
interview, Guardian interview, and record review,
revealed that both Resldents #1 (adjudicated
legally incompetent). and #22 were incapable of
making any decisions for themselves. Thus
neither resident could make decisions for

themselves nor give consent for sexual relations.

The facllity's investigation failed to identify that
nefther restdent could give consent thus
determined no abuse had occurred. The faoility
proceeded to discontinue evary fifteen (15)
minule checks for Resident #22 on 01/03/12.
However, on 01/06/12 the Kentucky State Agency
Surveyor observed Residant #22 inapproprately
touching and kissing Resident #28's arm and
altempting to pull the resident backwards in
histher Geri chalr. Staffwas ohserved in the
area, however, did not intervene untii the

F 000
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Kentucky State Agency Surveyor called it to the
staff's attention as the facility failed to ldentify
Resident #22's behavior as a risk to the other
thirty-two (32) cognitively impalred residents on
tha locked Dementia Unit. The facility continued
to allow Resldent #22 continuous access to other
residents of the facility. The facility failed to
Implement interventions to ensure rasidents’
safaty and failed to provide adequate supervision
to prevent recurrence of sexually inappropriate
behaviors towards residents. Additionally, there
was no documented evidenca that the facility had
attempted to identify other incidents of
abuse/naglect through assessment of all
residents on the unlt. Interview with the Soclai
Service Manager (SSM), who was responsible for
conducting investigations and assessments,
revealed that she had not assessed any other
residents on the unit to identify other Incidents of
abuse. :

immediate Jeopardy (IJ) was identified on
01/12/12 and determined to exist on 12/25/11.

Dsficiencies cited were 42 CFR 483,13 Resident
Behavior, F-226 at a Scope and Severity (S/S) of
a "K"; 42 CFR 483.16 Quality of Life, F-250 at a
8/S of g "K"; 42 CFR 483.20 Resident
Assessment, F-279 at a 8/ of a "K", 42 CFR
483.26, Quality of Care, F-323 at a S/S of a "K",
and 42 CFR 483.75 Adminlatration, F-490 and
F-620 ata S/G of a "K". Substandard Quallty of
Carse (SQC) was identified at 42 CFR 483.13, 42
CFR 483,16 and 42 CFR 483.25. -

An acceptable éredlble Allegation of Compliance
(AQC) for tha removal of 1J was received on
-} 01/23/12 with the facllity alleging removal of |J on
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- continues to monitor the sffectivaness of tha new

Continued From page 3

01/21/12. The State Agency verified IJ was -
removed on 01/21/12, prior to exiting on
02/03/12, with remalning non-compliance at42 -
CFR 483.13 Resident Behavior, F-2268 at & Scope
and Severity (S/S) of an “E"; 42 CFR 483.16
Quallty of LUife, F-250 at a §/S of an "E", 42 CFR
483.20 Resldent Assessment, F-279 at a S/S of
an "E"; 42 CFR 483.25, Qualily of Care, F-323 at
a 5/S of an "E"; and 42 CFR 483.75
Administration, F-490 and F-520 ata S/S of an
"E" while the facility's Quailty Assurance

systems and policies implemented o ensure
residents are free from abuse, receive medically.
related social services, have developed plans of
care to address behaviors, are adequately
supervised to prever.t accidents and the facllity's
Administration provices oversight to ensure
quality of care,

483.10(b)(B) - {10}, 483.10(b){1) NOTICE OF
RIGHTS, RULES, SERVICES, CHARGES

The facility must inform the resident both orally
and in writing in a language that the rasident
understands of his or her rights and ail rules and
regulations governing resident conduct and
responsibilities during the stay in the facliity. The
facllity must also provide the rasident with the
notice (if any) of the State developed under
§1919(8)(B) of the Act. Such notification must be
made prior fo or upon admission and guring the
resident's stay. Recelpt of such information, and
any amendments to if, must be acknowledget In
writtng

The facility must inform each resident who Is
entifled to Medicaid benefits, in writing, at the time

of admisslon to thé nursing faclllty or, when the

F 000

F 188

‘DNR or CPR, that there is a red

.a green dot sticker for CPR, and

Resident #17 has a current
physician order for Do Not
Resuscitate (DNR).

All resident charts have been
audited to verify that the advanced
directive for DNR is signed by the
resident and/or Power of Attorney
(POA) that there is a
corresponding physician order for

dot sticker on the chart for DNR or

that the residents care plan reflect
their DNR/CPR status correctly.
This audit was completed by the
admission coordinator '

*

3-13-12
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Nursing/Social Services education

" oo ad srvnen et e g g | |1 DNRICPR pracics [o include
nurs . P .

facliity services under the State plan and for - | 1) signed advanced directives by
which the resident may not be charged; those : witnesses, 2.) current
other items and services that the facility offers : corresponding physician order, 3.)
and for which the resident may te charged, and corresponding care plan and 4.)
he amount of charges for those services; and : :
inform each resident when changes are made to COTreSpOpdlng s.tlcker on chart._
the items and services specified In paragraphs ()| . Admissions office/designee will
(1)(A) and (B) of this saction, audit the following daily-new

“The facillty must inform each resident before, or admits, re-admits, changes in code

atthe time of admisston, and periodically during | status. Nursing department to _
the resident's stay, of services available In the compiete code status upon admit,
facility and of charges for those services, obtain physician order and

1 Ingluding any charges for services not dovered

under Medicare or by the faliity's per diem rate. implement care plan and apply red/

. green sticker to chart.
| The facillty must furrish a written description of When code status changes are

A none which Inor des: ot | made with the resident/POA. The

| A descripfion of the manner of protecting persona ; . . .

4. funds, under paragraph {c) of this ssction; nurs_mg department_wﬂl "Ot,'fy social
' services via the social services

Adescription of the requirements and procedurss notification form. "Reason for

for eslablishing eliglbility for Medicaid, including notification—code status changed."
the right to request an assesament under section ; ; ;

1924(c) which determines the extent of a couple's Social services to audit when

non-exempt resources at the time of code status changes occur.
‘institutionalization and alfributes to the community Social services/MDS team to audit
canno bo considered avalatie i poyment | al residents charts according fo
toward the cost of the institutionalized spouge's care plan schedule, adm!t, ]

medical care In his or her process of spending quarterly, annually and significant
down to Medicaid eliglbllity levels, change. The audit will check,

' N : advance directive, physician order,
A posting of names, addresseg, and telephons :
numbers of all pertinent State client advocacy care plan, face sheet, medical
groups such as the State survey and certification | problem list, and the corresponding
agency, the State licensure office, the State sticker on the chart.
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ombudsman program, the protection and ‘

| advocacy network, and the-Madicald fraud control
unit; and a statement that the resident may file a
complaint with the Stete survey and certification
agency concarning resldent abuse, neglact, end
misappropriation of resident property in the
facility, and non-compliance with the advance
directives raquirements.

The facility must comply with the requirsments
apacifiad in subpart | of part 489 of this chapter
related to maintaining wriften policies and
procedures regarding advance directives. These
raquirements include provisions to inform and
-provide written information to all adult residents
concearning the right to accept or refuss madical
or surglcal treatment and, at the individual's

'includes a written description of the facility's
poilcies to Implement advance directives and
applicable Stats law.

The facility must inform each resident of the
name, spacially, and way of contacting the
physlcian responsible for his or her care.

‘The facillty must prominantly display In the facility
wiitten information, and provide to residents and
applicants for admission oral and writtan
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by: : :
Based on observation, Interview, record review,

-option, formulate an advance directive, This ?

*..| Queen (Assistant Administrator),

 Arlene Massey (Director of

| Development/QAPI Leader), Curtis

‘Restorative), Randy Payne

4D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CGORRECTION (%5) ’
PREFIX (EAGH DEFICIENCY MUST Bl PRECEDED BY FULL PREFIX {EACH CORREGTIME ACTION SHOULD BE - GOMPLEFION
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: ' DEFICIENCY)
Stephanie Hicks, RN, Staff
F 158 | Continued From page 5 F 158

Development/Quality Manager
provided education to all staff
involved in the systemic change
which would be QAPI members on
1/27/12 and 2/24/12. The QAPI
committee is made up of the
following members: Keith Moore
(Administrator), Dr. Phil Fioret, MD
(Physician, Medical Director), Lisa

Paige Patton (Finance Director),

Nursing), Pam Bryan, {(Assistant
Director of Nursing), Stephanie
Hicks (Quality Nurse Manager/Staff

Metzler (Resident Care Manager),
Valerie Gallion (Resident Care
Manager), Susan Kempf (Resident
Care Manager), Sharon Queen
(Resident Care Manager/

(Environmental Setvices), Anthony
Crance (Environmental Services),
Shawna Shockey (Therapy
Manager), Tammy Stephens/Katie
Davis (Admissions), Kathy Keelin
(Marketing), Chris.Elliott/Susan
Thornton (Social Services), Erin
Littleton (Dietician), Gall
Cunningham (Dietary Services),

FORM CMS-2667 (02-88) Pravious Varslons Dbsolale Event ID: 88C611
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and review of the fagility's policy, itwas
determined the fecility failed to follow it's 'Social
Services, Advanced Directives' policy related to
Do Not Resuscitate {DNR) advanced directives
1o ensure (1) of fifty-nine (59) sampled residents'
code siatus woutd be prompfly carriad out in the
event of & cardiac/puimonary emergency. The
facility fallod to obtain a Physiclan's order related
to Rastdent #17's DNR preferencs,

The findings include;

Review of the facihty s policy fitled 'Social
Services, Advanced Directives', dated December
2002, revealed advanced directives are defined

| as preferences regarding treatment options and
include the preference of Do Not Resuscltate
(DNR). Further review of the policy revealed
DNR indicated that in case of respiratory or
cardiac failure, the resident, legal guardian,
healthcare proxy or representative have directed
that no cardiopulmonary resuscitation (GPR) or
other life-saving methods are to be used.

Review of the fagility's policy titled 'DNR Status
(Do Not Resuscitate)', dated 10/12/09, revealed
the executed DNR forme are placed behind the
‘Advanced Directive' tab in the resident's medical
record. Further review of the policy revealed a
DNR order must be obtained from the aftending
physician,

Review of Resident #17's medical record
ravealed the facility admitted the residant on
-09/2714, with dlagnoses which Included Organic
Bain Syndrome Congestive Heart Failura,
Pulmenary Qbstructive Disease, Cerebral
Vascular Accident and Diabetes. Review of the

- Resources), Keith Carter (Risk

Violet Stewart (Nursing

X4y ID SUMMARY STATEMENT OF DEFICIENCIES " ID - PROVIDER'S FLAN OF CORRECTION o8
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL, PREFIX {(EACH CORRECTIVE ACTION $HOULD BE BOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY) .
: -~ Jennifer McFarlin {Human
F 158 | Continued From page 6 F 156 (

Management), Rick Stamper
(Wound Care Nurse), Sandy
Keaton (Activities), Kathy Shaffer
(Pharmacy), Adam Rucker
(Resident Services Director),
Vickie Bailey (Medical Records),

Supervisor), Linda Jordan
(Finance), Beverly Madden (MDS
Coordinator), J& Ann Davis (MDS
Nurse). The QAP| committee
meets on a monthly basis. All
audits will be discussed and
reviewed in the facility QAPI
program meeting. The QAPI
committee will monitor these areas
at least quarterly to ensure that the
deficient practice does not recur

for one year and the QAPI
committee will re-evaluate at that
time.
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Advanced Directive section of Resident #17's
medical record revealed the realdent's POA had
signed two (2) forms titled 'Kentucky Emergency
Medleal Servicas Do Not Resuscitate Order ang-
"Cardiopulmonary Resuscitation Status', both
dated 11/28/11, indicating the POA wished to
change Resident #17 from a Full-Code atatue to
a DNR status. Review of a Quarterly Minlmum
Data Sat (MDS) Assessment, dated 12/06/11,
revealed Resldent #17 was assessed by the
facllity to be cognitively impaired with impaired -
verbal communication,

Review of physiclan's orders and nurse's notes
from 11/28/11 through 1/13/12 revealed there was
ne documented evidence a physician's order was
obtained related to changing Resident #17's Full
Code status to the DNR status as exscutad by
Resident#17's POA.

Interview with Soclal Services (SS) Worker #13,
on 01/13/12 at 10:26 AM, ravenled when she was
notifiad by nureing of a chiange In a resident's
code status she looked at the Cardiopuimonary
Resuscltation form in a residant's chart to see ifa
resident was Full Code or DNR and then looked
to see if there was a red dot on the residents
chert to indicate the reslident was DNR,

| Obsérvation at that time revealed Resident #17's
chart had a red dot on the gide of the chart.
Further interview revealed S8 #13 was unaware a
physician's crder needed to be obtained.

Interview wiih Licansed Practical Nurse (LPN) #8,
on 01/13/12 at 9:20 AM, revealed nursing was

_| responsible for obtaining physlcian's orders and if
she had received the change ih DNR status
request and forms from Resident #17's POA she

FORM GMS-2567{02-90) Previous Verelons Obaolete Event ID: 880611 Facllily iD: 190020 If continuation shest Page 8 of 116
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would have documented in the Nurse's Notes the
change in the advance dirsctive as well as
obtained a physician's order.
Interview with Resident #17's physiclan
{Physician #1), on 01/113/12 at 11:30 AM,
revealed the facility should have given him a "pink
| sheet” {physician's order form) o sign related to ;
Resident #17's DNR status. Further interview 1. Res[dent #22 \T((as pla(;eczi 0:'1 " 3-13-12
revealed the facliity “just did not have their ducks Q15 minute checks on 12-25-11 to
in a row", 1-3-12. Resident #22 was then
F 226 | 483.13(c) DEVELOP/IMPLMENT F 228| placed on Q15 minute checks on

88=K

ABUSEMEGLECT, ETC POLICIES

- | The fach: must deVeIOp and implement written
-| policies ¢:1d procedures that prohibit

mistresti-ent, neglect, and abuse of residents

and miss:propriation of resident property.,

This REQUIREMENT is not met as evidenced
by:

Based on obaarvation, interview, racord review
end raview of the facility's palicles, # wes
determined the facllity falled to ensure three (3) of

| fifty-nine (69) sampled reslidents, Residents #1,

#2 and #20, were free from sexual abuse related
1o the facility's failure to follow It's Abuse Policies
to ensure residents' safety through assessment,
care planning and monitoring behaviors that lead
to conflict; faited to report abuse to the
Administration and Soclal Service Manager; and
falled to deny the perpetrator unsupervised
access fo residents. State Registered Nursing
Assistant (SRNA)} #2 observad Resident #22 In
Resident #1's room touching Residant #1's
perineal area with hisfher hands and mouth on
12/26/11 at 11:30 AM. Resident #1 had been

1-5-12 and was sent out later on
1-5-12 for a psychiatric evaluation
and hospitalized. Resident #22
returned on 1-16-12 and was
immediately placed on 1:1 staff
supervision. On 2-5-12 resident
#22 was sent out for behavioral
health evaluation and was
admitted. Resident retumed on
2-9-12 and was immediately
placed on 1:1 staff supervision.
Resident was referred to a long
term behavioral health facility for
potential placement at this time.
On 2-14-12 resident #22 had 1:1
staff supervision discontinued due
to a decline in overall health
condition. Resident #22 was
placed on palltative care at this
time. Resident #22 expired on
2-24-12.
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' - Staff received education on
226 | Continued From page 9 F226] 1-18-12 in regards to the 7

adjudicated legally incompetent and ihcapable of : o se
making decislons for him/hersalf. Facllty staff components of abuse, abu

observed Resident #22 later that day, at definitions, types of abuse,

approximately 4:00 PM, touching and rubbing identifying signs and symptoms of

Eesident #2's thigh. Onso1f05!12 et 9:50 AM, a abuse that staff should recognize
entucky State Agency Surveyor obeerved i ‘

Resident #22 rubbing Resident #29's left hand on as such, immediate zrocedures for

his/her upper right thigh In the dining robm and suspected abuse and a new _

was observed rubbing Resident #29's loft arm suspected abuse communication

aRnd I;issin;z g-p andt t(jiow.runtt\L-v.;’halc'i arm and hand, reporting form which has been
esident #22 was then abpserved pulling Resident : ; in i

#29 by hls/ner arm while he/she was-sitling in a - mplerpepted. Admtr?istrati\{e staff

| Geri chalr. No staff was monitoring Resident and clinical leadership received

#22's bebhavior, desplte the resident's sexual training on 1-20-12 on the impact .

‘history beginplng 12:'2?;"?1.- in _ﬁqde;r tqt_{:r nlﬂlent h - | of mental capacity and the

‘ragurrence of sexyal abi.sa, 8 1aCIHy allowe: . s

Resident #22 accsss to thirty-two (32) o gnitivaly determination of abuse. All staff

Impalred residents withc.Jt establishing completed a competency

-effective behavior manu:1@mant policy a: d - | validation on abuse and neglect

Implamenting effective supervision of Resident . : and the new "Code Protect"

#22 to deny access to the résldents of tivz facillty

and to prevent further abuse. Furthermore, the system. . o .
facllity falled to identify other incidents of , A revised social services, resident
abuse/neglect through assessment of all abuse policy was put in place
residents of the unit after the 12/26/11 Incldent. which addressed the immediate
Based on the above findings, it was determined procedures for suspected abuse
the facllity's fallure to follow it's abuse policies by- which includes placing any

falling to assess, implement a care plan and residents involved in suspected

monitor a resident with a known history of sexual

bshavior since 12/25/11; failing to report sexual abuse on 1:1 staff supervision.

| abuse immediataly to edministration; falling to February all staff education
deny the perpetrator access to other residents; includes preventing, recognizing
and, failing to provide adequate supervision to and reporting abuse, via the facility

prevent further abuse racurrerice Is likely to
cause sericus injury, harm, impairment or death
to a resldent. Immediate Jeopardy (14) and

| Substandard Quallty of Care {SQC) was identified

on-line training program.
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SUMMARY STATEMENT OF DEFICIENCIES -

on 01/12/12 and was determined to exist an
12726111,

After quality review conducted by the State
Agency and the Center for Madlcare and
Medicald Services (CMS) it was determined the
lnivestigation required reopening to gather
additional information. The Survey was reopened
for further investigation from 01/30/12 through
02/03712. An acceptable credible Allsgation of

. | Compliance (AOCY) for tha removal of IJ was

raceived on 01/23/12 with the faoitity alleging
removal of 1d on 01/29/12. The State Agency
verified iImmadiate Jeopardy was removed prior
to exit on 02/03/12, with remaining
non-compliance at 42 CFR 483.13 Resident
Behavior at a /S of a "E", while the facllity's
Quality Assurance continues to monitor residents'
behaviors. - -

‘| The-findings include:

Review of the facliity's poligy titied, "Sociai

| Services. Preventing Resident Abuse", dated

12/2001, revealsd all alleged allegations will be
responded to through an investigation process.
The policy detalled the facility would assess, care
plan, and monitor residents with behaviors that
may load to conflict in order to assist in resoiving -
behavior Issues. The prograim Included
assessing residents with signs and symptoms of
behavior problems and developing and
implerenting care plans that can assist in
resolving behevioral issues. Interview with the
Social Service Manager, on 01/14/12 at 12:46
PM, revealed behaviors were discussad in the
weekly faous meetings; howaver; the facility did
not track and frend individuai resident behaviors

‘social service notification form

" abuse is noted. All referrals to

"unmanaged high risk behaviors.

| reported, and an audit of the

x4y ID D PROVIDER'® FLAN OF CORREGTION (%6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG .REGULATORY OR LSG IDENTIFYNG INFORMATION) TAG CROSS-REFERENCED TO THE APPRGPRIATE RATE
) DEFIGIENGY)
As well the facility will conduct a
F 226 ‘30“““"9“ From page 10 - F 228) monthly training on abuse,

overseen by the QI/Staff
Development Manager. The
nursing staff will notify social
services of any behaviors via the

and implement interventions and
follow up as necessary.

All staff will be mandated to pass
the competency on abuse and
neglect and the new "Code
Protect" annually as well as in the
new employee orientation
training. A house wide
psychosocial and physical
assessment will be conducted
when an’instance of suspected

the facility are screened by the
admissions office for any

To monitor performance, the
facility wilt utilize our quarterly
QAPI| meeting. Audits will be
conducted to verify a 1:1 staff
supervision was put in place
anytime a suspected abuse is

entire "code protect" system to
ensure that compliance was met
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F 226 | Confinued From page 11

and-there was no specific behavioral
management program.

Review of the facility's policy tilled, "Social
Services. Residant Abhuse”, dated 09%/2008,
revealed all residents have the right to be free
from verbal, sexual, physical, and mental abuse,
carporal punishment, and involuntary seclusion.
All abuse allegations ... must be reported
Immediately to the facilify's Administrator and the
Soolal Services Manager. Further review
revealed while the Investigation was heing
conducted, accused individuals would be denied
unsupervisad access to rasidents.

Review of the facility's poficy titled, "Social
Services. Reporting Abuse to Facility
Management”, dated 12/01, revealed employees
| must report any suspected abuse or incidents of
abuse to the Director of Nursing and/or Director
of Social Services.

Review of the facllity's policy titled, "Socia!
Services. Resldent-to-Residant Abuse”, dated
1212001, revealed the facility wae Lo develop a
plan of care that included Intarvantions to prevent
the recurrence of such incident.

Record review ravealed the facliity admitted
Resident #22 on 09/13/10 with diagnoses which
Inctuded Dementia. Review of the Quartery
Minimum Data Set (MDS} Assessment, dated
11110411, revealed the facility assessed the
resident as being aeverely cognitively impairaed
with a Brief interview of Mental Status (BIMS)
score of three (3). Interview with Resldent #22's
Power of Attornay, on 01/13/12 at 9:50 AM,
revaalad the residant was incapable of making

F226| and social service director.

by Ql/staff development manager

During this audit the social
service director/designee will call
family or responsible party within
24 hours of incident to ensure
compliance of procedures and
practices. Residents #2 and #29
were assessed using the social
service psychosocial assessment
tool on 1-16-12., All residents in
the facility and/or their family
members were contacted by the
social service department using
the social service psychosocial
assessment to identify any other
residents who may have been
affected on 1-16-12. Audits will
also be conducted by the social
service director on the social
service notification form to verify if
behavior noted warranted
increased staff supervision and
that nursing and soclal services
followed up with appropriate
specific Individualized approaches
as needed. These audit findings
will be discussed and reported in
the quarterly QAPI meeting. The
findings from these audits will be
reviewed in the facility QAPI
meeting.
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decigions. Interview with Physician #1, on
01/13/12 at 11:27 AM, revealed he belisvad
Residant #22 was not capable of making
dacisions.

Interview with SRNA #6, on 01/08/12 at 8:00 AW,
revealed she had cared for Resident #22 sinca
2010 and he/she had always made sexual
commants. interview with Licensad Practical
Nurse (LPN) #1, on 01/07/11 at 4:58 PM,
revealed sha recalled Resident #22 unzipping
his/her pants and expesing himselffherself -
several weeks ago. interview with SRNA#1, on
01/04/12 at 1:15 PM, revealed when she provided
care for Resident #22, he/she was often "touchy
feely”. Interview with SRNA#3, on 01/04/12 at
1:40 PM, revealed when she vared for Resident
#22, he/she made sexual statements and
gestures. Interview with LPN #3, on 01/13/12 at
12:15 PM, revealsd she had heard Residant #22

‘making sexual remarks and hand gestures {as

though he/she was touching his/her genitals).

Review of Nurse's Notes (NN) from Rasident

#22's clinlcal record, dated 12/22/11, reveslsd

Physician #2 had been in to check Resident #22
and to review the resident's medications related
to increased behavlors. Review of NN,
Physiclan's orders and the resldent's Medigation
Administration Record (MARY), for 12/22/11,
revealed Physician #2 had Increased Tagamst
(antacid, with a side offact of decreased sexual

| function) from 300 milligrams (mg) to 400 mg

daity; Increased Seroquel (antipsychotic) from 25
mg to 60 mg every 12 hours; and increased
Depakote (anti-ssizure medication also used for
mood and behavior) from 600 mg to 750 mg
evety 12 hours, all relatsd to increased behaviors.

'| the deficient practice does not

(X4) I I SUMMARY STATEMENT QOF DEFICIENGIES D PROVIDER'S PLAN OF CORREGCTION i g{ﬁj
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERE_NCED TO THE APPROPRIATE DATE
DEFICIENCY) ‘
;e These findings will be reviewed
F 226 | Continuted From page 12 F 226 g

and discussed at a minimum in
the facility quarterly QAPI
meeting. The QAPI committee will
monitor these areas to ensure that

recur for one year and the QAPI
committee will re-evaluate at that
time. All potential employees of
Kingsbrook Lifecare Center will be
screened for a history of abuse,
neglect or mistreating residents,
this will be completed by obtaining
information from previous and/or
current employers, and checking
with the appropriate licensing
boards and registries by the HR
manager/designee. The HR
manager will report quarterly in
QAPI to ensure compliance.
Abuse reporting information has
been placed in the admission
packets so that ail resident/
families are informed on the
process. Daily rounds are being
completed by the social services
department to monitor any
behaviors on the units. The social
services department will also track
and trend behaviors through the
weekly focus meeting. The social
service department also has
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Interview with State Registered Nursing Assistant
(SRNA) #2, on 01/06/12 at 9:47 AM, revealed on
12/26/11 at approximately 11:30 AM, she
obsérved Resldent #1 (adjudicated incompatent
by a court of law) laying across the faot of the bed
| with his/her pants and pull-up (adult brief) pulled
down below his/her knees, SRNA #2 obsarved
Resldent #22 behind Resldent#1 touching
Resident #1's petineal area with his/her mouth
-and hands. SRNA#2 stated sho removed
Resident #22 from Resident :#1's room, escorted
Resldent #22 to the nurses' atatlon and told
Licensed Practical Nurse {L.+'N) #2 what she had
ohserved,

Interview with >N #2, on 0:06/12 at 12:37 PM,
revealed she oy not recall & INA#2 reparting the
incident and therefore did no - report the incident
to the Adminisiator as per t: 3 facility's policy.

.| She stated she did not Initlato any special
monitoring or suparvision for Resident #22. She
stated she did not do any physical assessments 7
of elther resident. However, interview with SRNA
#G, on 01/05/12 at 10:22 AM, revealed she was at
the Nurse's Station and heard SRNA #2 tell LPN
#2, at approximately 11:30 AM, that she had
observed Resldent #22 in Resident #1's raom
touching Resident #1's perineal area with his/her
hands and mouth,

Interview with LPN #1, on 61/07/12 st 4:58 PM,
revealéd LPN #2 had told her nothing In report
about the incldent with Resident #22 and
Resident #1.

Further Intarview with LPN #1 and SRNA #2
fevealed they observed Resident #22 touching

X4} 1D - GUMMARY STATEMENT OF DEFICIENCIES (s S PROVIDER'S PLAN OF CORREGTION (XE)
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8.REFERENCED TQ THE APPROPRIATE DATE
. . - DEFICIENGY) )
y ‘ "__| developed a notification form to
F 226 | Continued From page 13 F 226} P

help ensure that behaviors are
being communicated between
social service and the nursing
department. The facility risk
management officer, Keith Carter,
tracks and trends all incident
reports in monthly safety
meetings, and will monitor to
ensure compliance. The facility
has a behavior management
process which identifies, tracks
and manages all residents with
behaviors through communicating
interdepartmentally. An
interdisciplinary plan of care with
specific interventions will be
implemented for each resident.
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and rubbing on Resident #2's thigh bstwesn 4.00
PM and 4:30 PM on 12/25/(1. Af which time LPN
#1 separated the residents and SRNA#2

| informed LPN #1 of the pravious incidant that
morning invalving Resident #22 and #1, LPN #1
stated she Instructed SRNA#2 to koep an eye on
Resident #1. However, record review revealed
no documented evidence LPN #1 reported the
ahuse.to the Administrator, Social Service
Manager, or the Director of Nursing as per the
facility's policies; no evidence an investigafion
was inltiated; and no evidence Resident #22's N
supervision was Increased to ensure the safety of .
other residents as per the facllity's policles.

Further interview. with LPN #1 revealed later that
evening, on.12/25/11 between 8:00 PM and 8:30
PM, two (2) Nurses told her about Raesident #22
and Resldent #1's interaction. She stated it
wasn't until that time that she called the Evening
Weskend Supervisar and reported the incident to
har about twenty (20} to thirly (30) minutes latet
when aha ¢ame to the unit to do her rounds.

interview with the Evening Weekend Supervisor,
on 01/05M12 at 3:24 PM, revealed she was doing
her rounds batween 10:00 PM and 10:30 PM

_| when she was tald about the Incident with
Resident #22 and Residant#1. She stated shea
then called the Day Weskend Supervisor
because she had regeived nothing in report from
him and he had stated he knew nothing about the
incident. Then she called SRNA#2 and asked
her what had happened and she stated she found |
Resident #22 In Resident #1's room touching
Reeident #1's perineal area with his/her hands
and mouth and SRNA #2 told her she separated
the residents and told the Nurse. The Evening
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Weekend Suparvisor stated sha then called LPN

" | #2-who sald she had not been fold about the

incident. She then called the Assistant Director of
Nursing (ADON) and then Soclal Services, She:
staled they atartad fifteon (15) minute checks on
Reaident #22 at 41:00 PM. There was no
documented evidence that the facility had taken .
measures to deny the perpetrator access to othar
rasidents of the [ocked Damentia unit whare
review of the cansus repert for 12/26/11 revealed
a total of thiny-two (32) residents resided on the
locked Dementia Unit. Review of the facility's
Roster Matrix revealed all thirty-two (32} residenis
residing on tha locked Dementia Unit were

assesged as having cognitive impeirment.

 Interview with the Assistant Director of Nursing
«| {ADON), on 01/08/12 at 11:45 AM, reveaied the

incident was reported to have happensd at

- approximately 11:30 AM onh 12/25/11; however,

fifteen (15) minute checks were not initiatad until
11:00 PM an 12/25f11, approximately twelve
hours later.

Revlew of the Care Plan revealed no documented
evidence the facllity developed & plan of care to
address Resident #22's sexual behavior towards
nther residents after either Incldent, Continued
review ravealad the facility did not develop a care
plan until 12/27/111 related to sexual behavior.
Review of Resident #22's Plan of Care for sexual
behavlors, dated 12/27/11, revealed the facllity -
staff would tell the resident calmly and firmly that

' the behavior was not acoeptable whenever it

occurred. Staff was to ssparate Resident #22
from peers If behavior became offensive to them,
take Resident #22 to hisfher room and provide
privacy, and to teach the resident about
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acceptable hehavior. The Care Flan approaches

-| further stated staff would bs hon-Judgmental

when confronting negafive bahavior and esfabliish
consistent staff approaches to desal with problem,
Tha cars plan did not detall what consietent staff

approaches would ba provided to deal with the

problem. There was no documented svidence of

any increased supervision being implemented
related to the resident's sexual behaviors towards
residents of the locked Demaentia unit nor denying
Resident #22's actess o these residents lo
prevent the recurrence of sexual abuse.

Interview with the Social Services Manager and
Diregtor of Nursing {DON), oh 01/11/12 at 10:00

| AM, revesled the facility's investigation did not

determine abuse had occurred; however, did
identify that the failure of LPN #2 to report the
incident regarding Residant #22 and Resldent #1,
Further Inlerview revealed it was beliaved the
residents had a right to have sex becauss thoss -
deslires did not recede due fo their cognition,
However, record review revealed Resident #1
had been adjudicated incompetent by a court of
iaw and appointed & guardian. Record review for
‘Resldent #22 revealed he/she was assessed and
determined to ba cognitively impaired. Interview
with Resident #22's Physician #1, on 01/13/12 at
2:60 AM, revealed Resident #22 oould not make

| decislons for him/herself and ceuld nof agt with

wiliful intent. Thus, nsither resident par Physician
interview, record review, and Guardian interview
were capable of making declslons for themselves
in.order to give consent for sexual relations,

| However, the facility's investigation did not

identify that nelther resident could give consent:

| therefora had a finding that no abuse had

ocourred, The faollity's fallure to follow their

- F226
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abuse policies and fallure in identifying that
neither resident could give congent for sexual
relatlons prevented the facllity from identifying tha
need 1o deny Resident #22's access to other
residents within the locked unit and furthermore

. | prevanted them fram developing and

implementing a behavior management program
per their policy 16 address behaviors that may
lsad to ¢onflict. Review of the Nurse's Notes
revealed the facility proceeded fo dlscontinug
fifteen (15) minute ohecks for Residant #22 on
01/03/12 with no specific care plah addressing
supervision to tleny access to other residents

.1 relater] to Resivent #22's recent onset of sexual

behaviors lows:: ds other residents of the facility.

On 07405112 br-aween B:43 AM and 9:60 AM, the

‘Kentucky State Agency Surveyor ohserved

Reaidsnt #22 ri:bbing Resldent #20's left hand on
histhes upper ri;jht thigh in the dining room on tha
locked unit during an activity while female
residents were having their nails painted. There
was one (1) Activity Alde in the room, sltting about
ten (10) feel sway, but within direct vision of tha
Incident, with approximately twelve (12) rasidents.
No other staff was observed in the area.

Resident #22 was observed rubbing on Resldent
#29's loft arm and kissing up and down his/her
arm an¢g hand. Resident#22 was then observed
pulling Resident #29 backwards, by histher arm
while hefshe was sitting in a Geri chair. While the
Activity Aide was present at the time of the
incident, no staff intervened. No staff was

'supemslngfmomtormg this resident to ensure no

sexuel behaviors were forced upon other
rasidents-despite the facliity's knowledga of the
resident's history since 12/25/11 and the facility's
pelicy "Preventing Resident Abuse" which

F 228
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detailed the facliity would assess, care plan and
"monitor resident behaviors that may lead to
conflict. Per record review Resident #22 was
allowed to have full access to thify-two (32)
cognlitively iImpalred residents without effective
supervision to monitor sexual behaviors, While
the facility transferred Resident #22 outto a
Psychiatric facility pef record review on 01/05/12
with the anticipated return o the facliity; the

.| fadility could provide no evidence that Resident
#22's current Care Plan detailed ection the facifity |

would take to ensure adequate supervision and
resident safety to prevent gexual abuse
recurrence. In addition, the facility had not
'developsd poticy and procedures for behavior
management in order to comply with thelr
‘Resident Abuse Palicy.

:Additionally, thers was no documented eviden:e
thatthe facillty had attempted to idsntify other
Incidents of abuse/neglect through asgessment of
all regidents of the unit. interview with the Social
Services Manager, on 01/11/12 at 10:00 AM, who
was responsible for conducting investigations and
assessments, revealed that she had not |
assessed any other residents on the unit to
identify other incidents of abuse.

An acceptable credible Allegation of Compliance
(AOC) was received on 01/23/12 which alleged
removal of the |J effective an 01/21/12, based on
‘the following:

1} The Sacial Services Manager contacted all

-| Power of Attorneys and/or applicable members of

the residents on the locked demantia unit by
telaphone and interviewed them to determine

‘ whether they had observed or had any other

F228|
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knowledge of relevant safety concems by
011612,

2) All residents on the locked dementia unit were
questioned by the Social Services Manager in an
altempt to determine if any of the ofher residents
were subjected to the behaviors of Resident #22
by 01116112,

3) All residents and their family members or _
heaithcare representatives on the unlt ware also
informed about the potential safety issue on the
unitand the measures being taken to resclve the
Issue by 01/19/12.

4) Res}dent #22 was sent out to an Psychlatrlc
Hospital on 01/05/12 for evaluation and returmed
to the faollity on 01/18/12. The resident was
placed on one {1) to ane (1) suporvigion,

’ 5) Resident #1 was placed on fitteen {15) minute

checks on 12/28/11 due to behaviors which were
discontinued on 01/03/12. Resident#1 was
placed on ane (1) to one (1) supervision on

1011312,

8} Alteration of Resident #22's psychoactive
medications were made and the addifion of pain
medications was added during Resident #22's
stay at the Psychiatric Hospital between 01/06/12
and 01/16/12.

7) Gomprehensive Plans of Care were updated

| for Rosident #22 on 01/19/12 and Résident #1 on
_ 01/20/12 to address specific behaviors and

apecific Interventions to ensure needs were baing
met,

F 206 |
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B8) All residents on all units recelved a phyaical
and psycho-social evaluation to establish a safe
base-fine for implemenitation of house-wide
corractive aclion measures by 01/18/12. The
soclal services department conducted a
psycho-socialfsafaty evaluation on all residents
on all units by 011912,

9) The facility revised s policles and procedures
for raporting and investigating potential abuse
and created a new rapid response protocol called
"Code Protect” by 01/19/12.

10) Al staff was educated regarding the
detgction of abuse, definition of abuse, facility

determinations of abuse by (1/118/12.

11) All staff was required to pass a competency.
with & score of 100 percent. This competency will:
become an annual requirement.

12) All leadership attended a one (1) hour
in-setviee on the topics of abuse, resident
competency, and the role of resident competency
on the determination of abuse by 01/20/12.

On 02/03/12, it was verifled the Immediacy of the
IJ was removed and the faaility implemented
corractive actions as alleged in the ADC, effective
01/21/12 based on the following;

and 02/03/12 revealed Resident #22 was
receiving one (1) on one (1) supervision. Review
of the medical record and review of the
Behavlor/Mood and Behavior Patterns Sheet
revaalad the resldent was recaiving one (1} on

F 226
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one (1) supervision since retumning from the
Psychiatric Hoapital.

Interviews with staff including SRNA #18, on
02/03/12 at 12:40 PM, SRNA #19, on 02/03/12 at
12:55 PM, SRNA#20, on 02/03/12 at'2:35 PM,
SRNA#21, on 02/03/12 at 1:45 PM, Charge
Nurae #11, on 02/03/12 at 12:50 PM, Charge
Nurse #12, on 02/03/12 at 1:05 PM, Midnight
Supcarvlsor #13 on 02/03/12 at 2:40 PM, LPN # 3
oh Q2/03/12 at 2:38 PM, Aclivilies Assistante #32,
on (12/03/12 at 1:10 PM and Activity Assistant
#33, on 02/03/12 at 12:35 PM, . the Risk Manager
on (:2/03/12 at 12:46 PM, the Dietary Manager,
on £:2/03M2 4t 1:00 PM, and the Staff
“ amtopmentOoordlnator oh 02/03/12 at 1:15
-PM. revealed staff was aware of the facility's i
‘| poli-y ohanges; the facility's revised policies and o - ok
-1 pres-edures for reporting and investigating .
| pokential abuse and the new rapld response
:|-prevocol called "Code Profect”, They were also
sware of the dataction of abuse, definition of
#huas, facllity policy and the impact of mental
capacity on determinations of abuse and the
requirement to pass & competency exem bsfore
working with residents.

Interview with the Soclal Sarvices Manager, on ¥
02/03/12 af 3:15 PM, revealad she had i
completed the psycho-soctal evaluations to :
establish a safe base-ina for implemantation of
house-wile corrective action measures and the
Charge Nurses had completed the physical
assessments of residants, Further review of
dacumentad evidence revealed physical
assessmsnts had baen completad for all
residents. Continued interview revealed she had
contaoted family members and interviewed

|
i
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i
i
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i
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residents as part of the psycho-social

aseesgment. Review of the documented

evidence revealed residents and/or families had
been Interviewed ralated fo safety. Interview with

"| Résldent #58's responsible party, on 02/02/12 at

10:10 A, revealed the facility had contacted
him/her related to the resident's sefely at the

-| facllity. Interview with an Unsampled Rasident,

on 02/02/12 at 11:16 AM, revealed someone had
asked him/her how he/sha felt about their safety

at the facility and the resident stated he/she felt

safe,

- Interview with the Dirootor of Nursiag {OON) and

Administrator, on 02/03/1.2 at 5:30 PM, reveated

-the plan for Resident #22 s care w8 to continue

tore-evaluate him/her afvd seek ¢ iidance from
the Medical Director (Physicisn #1: and would

| obtein additional psychiat ic evalu :tions to see If

thers may be anything underiying uccurring-with
the resident's psychiatric conditioni. The DON
further stated Resident #1 and #2's
Comprehensive Plans of Care had been updated
to reflect the changes in care and supervision,
Ravlew of the Comprehansive Plans of Care
raflected these changes. The Administrator and
DON stated it will be determined by the Medical

Director whan Resident #22 is removed from one
(1) on one {1) observation because he/she could

hot be allowed to co-mingle with other residents
at this point without guidance and re-direction
from the one (1) on one (1) supervision.

The facility remained out of compliance at a lower
scope and severity of an "E", a pattern deficiency
with potential for more than minimal harm while
the facllity's Quality Assuranoe continues to
monitor the effectivensss of the new systems and

F 226
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The facllity must provide madically-related social
services to attain or maintain the highest
practicable' physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidanced

by

Based on observation, interview, record review,
review of the Director of Social Services job
description; review of the Sociat Worker job
description and review of the faciilty's policy, it

-| was determined thig facility failed to ensure two

(2) of fifty-nine (59) sampled resldents recelved
soclal services to attaln and/or maintain the
highest practicable physical, mental, and
psychososlal weil-being of each msldent The
facility failed to [dentify Resident #22's history of
expressing sexual behaviors which prevented
Social Services from addressing and
implementing interventions related to these
sexual behaviors prior to the resident exprassing
sexual beheviors towards three (3) residents.
Interviews with staff revealed Resident #22 had a
hiatory of'making sexual comments, sexual
gestures and exposing his/her genitals to staf.
Resident #22 was observad by State Registered
Nursing Assistant (SRNA) #2 to be in Resident
#1's room touching Resident #1's perineal area
with his/her mouth and hands on 12/25/11 at
11:30 AM. Resident #22 was observed later that

deparfment has been re-structured.
This inciudes employees and daily

have been enhanced.
Social Services Department
reviewed and revised residents
#22, #2, and #29 care plans by
2-24-12. All residents in the facility
and/or their family members were
contacted by the social service
department using the sociat service
psychosocial assessment to
identify any other residents who
may-have been affected on
1-16-12 and none were identified.
A new social service
| communication tool is in place for
nursing to notify social services
when a resident is exhibiting
behaviors of any kind. This form is
a triplicate copy. One copy goes to
| social services manager and
another goes to the social service
director.

practices. Communication systems’
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policies implemented to ensure residents are free
from abuse and while the facility develops and
impiements the Plan of Comection (POC). . .
F 250 483.16(g)(1) PROVISION OF MEDICALLY F 250| The facility social services 3-13-12
RELATED SOCIAL SERVICE ,
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- | residents, on 12{25/11.

| sarvices in order to protect residents from abuse

day, at approximately 4:00 PM, touching Resident

#2's legs above the knees. The fadility Soclal
Servicss staff falled to acgurafely describe the
occurrence to the Cuardian of Resident #1 and
failed to aseess other rasidents to ensure they
were not effected by these sexual behaviors.
After the Incident the facllity's Sccial Service staff
continued to fall to address and intervene related
to Resident #22's continued sexually inappropniat
behaviors, The facility's system of oversight for
Saclal Services failed o edenlify these fasues as
a failure in their system. Resident#22 resided on
the locket Dementia Unit, which had & total
census of thirty-two (32) cognitively impaired

Based on the above findings, it was determinsd
the facility's failure to have an effective system in
place to Identify, assess and Implement social

is llkely to cause ssrlous injury, harm, impairment
or death to a resident. immediate Jeopsardy (1J)
and Substandard Quality of Care (SQC) were
identified on 01/12/12 and was determinad to
exist on 12/26/11, '

After quality review conducted hy the State
Agency and the Genter for Medicare and
Medicald Services (CMS) it was determined the
investigation required reopening to gathisr
additional informatlon, The Survey was revpened
for further investigation from 01/30/12 through
02/03/12. An acceptable cradible Allegation of
Compliance (AOC) for the removal of L) was
receivad on 01/23/12 with the facllity alleging
removal of IJ on 01/21/12. The State Agency
verified 1J was removed prior to exil on 02/03/12,

| behavior management program,

|for one year and the QAPI
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Staff development manager. The
director of social service will audit
to verify that the social service
employee addressed the behavior
and followed up with appropriate
specific care planned/behavior
management interventions. The
QAPI manager will randomly audit
for compliance thru the quarterly
QAPI| meeting.

The director of social services will
also randomly audit the tracking
and trending of behaviors in the
weekly focus meeting and the daily
round mood/behavior chservation
forms for identification of residents
with repetitive behaviors and to
validate social services has -
intervened with the appropriate

including specific individualized
care plans.

These findings will be reviewed
and discussed at a minimum in the
facility quarterly QAPI meeting.
The QAPI committee wili monitor
these areas to ensure that the
deficient practice does not recur

committee will re-evaluate at that
time.
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with remaining non-compliancs at 42 GFR 483,15
Quality of Life at-a 5/3 of a "E", whila the facility's
Quality Assurance contihues to monitor medicaliy
refated soclal services.

The findings in¢lude:

Review of the Jab desoriplion tiled "Director of
Social Services", dated 01/05/01, reveslsd
ragponsibilities included assists direct care staff
with behavioral assessmaents and development of
alternative approsches. Responsibilities also
included demonsirating assessment skills
sufficient to evaluate residents’ behavior, to
collect data to evaluate psychosocial needs, risk
faotors far psyehosoctal needs, risk factors for
psychosocial deterioration and residents’
responses to interventions, Able to interpret and
explain ras/dent behavior to staff In a way that
fosters understanding, faciltates treatment and
raspect for resldent rights and minimizes use of
chemical and physicai resiraints.

Review of the Job description titled "Scclat

which Included assessmants to idenlify residents
wilh current needs for social ssrvice interventions
fo Improve or maintein functional abilities and
thosa residents at risk of psychosocial
deterioration and to communlcate residents’
concerns and responsas to interventions to
interdisciplinary team members and direct care
staff.

Interview with the Adminlstrator, on 01/14/12 at
4:12 PM, revealed it was-his undsrstanding the
facility monitors behaviors by typically.
documenting behaviors in the medical record and

Worker", dated 08/01/03, revealed responsibilities |

X4y I SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF GORRECTIDN {46}
PREFIX |- (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION. SHQULD RE COMPLETION
TAG REQULATORY OR L5C IDENTIFYING INFORMATION) - TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. . _ . DEFICIENCY}
' Kingsbrook Lifecare Center has
F 250 | Continued From page 26 F 250 9

updated policies and procedures to
ensure that all medically related
social services are being
performed as by example of;
Social Service Notification Form
(This form is used to enhance
better communication and _
monitoring of residents behaviors
and managing their care more
effectively with nursing and the
soclal services departments.)
Social Service Daily Rounds,
observing resident mood and
behaviors.
Review and revision of abuse
policies by administration.
Review and revision of care plan
policies by administration. Review
and revision of abuse training by
administration.
Monthly abuse education overseen
by staff development. Tracking and
trending of behaviors in weekly
focus meetings by social services.
Review and revision of "Code
Protect" system by administration.
Daity stand-up meeting dlscussmn
with all departments.
Education with interdisciplinary
team on behavior management
program by the QAPI manager.

FORM GMS-2567(02-98) Praviaus Verslons Obsoleta Event ID: 360541

Faolily ID; 100028 . if continuation sheel Page 26 of 118




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

T T PRINTEDT U2 72012
FORMAPPROVED

OMB NO. 0938-0381

he believed Social Services monltored resitlent
behaviors. Interview with the Director of Saclal
Services, on 02/03/12 at 3:30 PM, revealed he
ensured all the Psycho-Social Assessments were
completed on all residents. He further stated it
thers was a reported behavior the Sacial Services
Worker would complete an assessment,
dogumant in the chart and ensure there was a
Care Plan In place o & revision was made to the
Care Plan I needed. Intarview with the Soclal
Services Manager, on 01/14/12 at 8:20 AM,
revealed behaviors where discussed in the
weekiy meefing and should be documented on
those minutes.

Record review ravealed the facility admitted

Resident #22, ¢n.08/% 7310, with diagnoses which
included, Demuntla, i /pertension,-Chronic Heart
Failure (CHF}; i.eft H:neral Fracture and a
history of a Right Hurcaral Fracture, Review of

‘| the Quarterly Residan: Assesament instrurment

(RAI), datod 11/10/11, revealed the resldent was
assassed as being svverely cognitively impaired
with a Brief Interview for Mental Status (BIMS)
acore of three (3). Review of the Physician
orders, dated 11/16/1Q, revealed an order for
Tagamet 300 mg due to the resident being "very
sexually aggressive”. Interview with Physician #1
{Medical Director), on 01/13/12 at 11:27 AM,
revealed Resident #22 had been ordered
Tagamet to decreaee sexual deslres hecause
Tagemet had & side effect of decreasing sexual
desires. However, review of the Comprehensive
Care Plan revealsd no documentad evidenca the
facility addrassed Resident #22's behaviors of
sexual aggrassion.

Interview with SRNA#S, on 01/06/2 at 9:00 AM,

facility will utilize our quarterly
QAPI meeting. Audits will be
conducted to verify a 1:1 staff
supervision was put in place
anytime a suspected abuse is
reported.

Audits will also be conducted on
the social service notification form
to verify if behavior noted
warranted increased staff
supervision and staff compliance
with policy and protocol by the
social service director and to
ensure that proper notification and
follow up was completed and in
compliance. These audit findings
will be discussed and reported in
the quarterly QAPI meeting by the
social service director,

STATEMENT OF DEFIGIENCIES (1) PROVIDERISUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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B. WING
186448 020312012
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- - 1 To monitor perfermance, the
F 250 | Confinued From page 26 F 260
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revealed she had cared for Resldent #22 since
2010 and hefshe had always made sexual

| comments. Interview with Licensed Practical

Nurse (LPN)#1, on 01/07/11 at 4:58 PM,-
revealed she recalled Rasident #22 unzipping
hisfher pants and exposing himselifhsrsalf
several waeks ago. Interview with SRNA#1, on

-1 01/04112 at 1;15 PM, revealed when she provided

care for Resident #22, he/she was often "touchy
feely". Interview with SRNA #3, on 01/04/12 at
1.40 PM, revesled when she cared for Resident
#22, he/she made sexual statements and
gestures. Interview with LPN #3, on 01/13/12 at
12:16 PM, revealed she had heard Resident #22
making sexual remarks and hand gestures (as

-{ though hefshe-was touching hisfher genitals).

Review. of the Nurse's Notes {NN) from Resident

- | #22's olinical regord, Physicien's orders and the

resident's Madication Administration Record

1{MAR), for 12/21/11, revealsd Physician #1 had

increased Tagamet from 300 milligrams (mg) to
400 mg daily; increased Seroquel from 25 mg to
50 mg every twelve (12) hours; and increased
Dapazkote from 500 mg to 760 mg every tweive
(12) hours. Review of NN from Resident #22's
clinical record, dated 12/22/11, revealed

| Physician #1 had baen in to ¢check on Resident

#22 and to review the resident's madications

 related to increaced hehaviors, Record review

revealed no documented evidence Soclal
Services addressed the increased behaviors.

Interview with SRNA#2, on 01/06/12 at 8:47 AM,
revealed on 12/26/11 at approximately 11:30 AM
she observed Resident#1 laying across the foot
of the bed with histher pants and pull-up (attends)
pulled down below his/her knees., Resident #22

'| departments have completed ali

4 1D SUMMARY STATEMERT OF DEFICIENCIES iD PROVIDER'S RLAN OF CORRECTION e
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETiON
TAO ‘REGULATORY OF LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY) .
F 250 | Continued From page 27 E 250 All residents with behavior

symptoms will receive an ,
individualized care plan and/or
program designed to address
behavioral symptoms by the
interdisciplinary care plan team.
The facility QAPI team will review
and discuss all findings in the
quarterly meeting. If systems are
deemed ineffective the QAPI team
will reevaluate the system and
implement changes as necessary
to ensure systematic approaches
are in place to ensure safety,
choices, resident rights and quality
of care. The QAP manager will
ensure QAP program is in
compliance by conducting random
audits and ensuring all

audits and any patterns or trends
have been identified and plans of
action are put in place. Any
identified areas of concerns will be
followed up with the facility
administrator. The QAPI
committee will monitor these areas
at least quarterly to ensure that the
deficient practice does not recur
for one year and the QAPI
committee will re-evaluate at that
time.
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was observad by SRNA#2 fo be hehind Resident
#1 sitting in histher wheel chalr foushing Resident
#1's perineal area with his/her hands and maouth.
SRNA #2 further stated she removed Resldent
#22 from Resldent #1's room and told Licensed
Practical Nurse {LPN) #2 what she had ohserved.
Further Interview reveslad later on 12/25/11,
Resident #22 touched and rubbed Resident #2's
thighs at approximately 4:00 PM and was
separated from Resident #2 by LPN #1.

interview with the Social Services Manager, on
.01/06/12 at 12:16 PM, revealed she told Residant
#1's Guardian he/she was laying in bed with

sex was fondling him/her.

| Interview with Resident #1's Guardian, on

A 01412112 at 6:40 PM, revealed hefshe was told by
the Social Worker, on 12/28/11, a resident of the
opposite sex was in Resident #1's room and
Rasident #1's pants were undons and the
residents were fondling-one ancther, Further
interview revealed she was not told Resident #1's
panis and pull-up {attends) was pulied down
below Resldent #1's knees and Resident #1 was
faying across the foot &f tha bed with the
resident's stomach down on the bed whils
Resident #22 was hehind Resident #1 touching

| Resldant #1's perineal area with hisfher hands
and mouth. Further interview revealed had
Residenl #1 been In hig/er right mind this
siluation would never have taken place and
stated she had glven no permission for Resident
#1 to perform sexual acts. 3he reveslad
Resident #1 weas Incapabls of making decisions.

Interview with Physlician #1, on 01/13/12 at 11:27"

| his/her pants down and a resident of the opposite |

| Acare plan audit form is being

[[n] PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE COMPLETIGON
TAG - REGQULATORY-OR LSC IDENTIFYING INFORMATION) TAQ GROSS-REFERENGED TO THE APPROPRIATE DATE -
. . DEFICIENGY)
All residents care plans in the
F 250 | Continued From page 28 F 250 P

facility have been reviewed for
accuracy with problem, goal and
specific approaches. Any errors/
glitches were removed by the
MDS/care plan team.

MDS/care plan team will review
aloud each care plan in the care
plan meeting which is held weekly
on Wednesdays and Thursday and
any other times as requested per
resident/families and it will be
audited for accuracy and-
specificity related to the problem,
goal, and resident cognitive ability.

completed by the MDS team to
also ensure care plans are revised
as needed. The MDS nurses or
designee will monitor compliance
with the revision of care plans and
track and report through the QAPI
meeting. The MDS nurses will
monitor through the QAP| meeting
for 1 year and will re- evaluate at
that time.

This will be reviewed and
discussed in the facility quarterly
QAP! meetings by the MDS nurss.
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F 260 | Continued From page 29 F 280
- | AM, revealed the fadility had informed him
Resldent #1's Guardian was okay with the

incident with Resident#22 and he did not

consider it & problem if family was comfortable.
He further stated fagally Resident #1 had been _ . i
determiried to be unable to make dacisions. ' :

Interview with Resldent #22's Power of Aftornay,
on 01/13/12 at 9:50 AM, revealed the faclliiy had
infarmed him of the rasident's sexual hehaviors
and he had never glven permission for Resident
#22 to perform sexual acts. He continued fo
.| siate tha residant was incapable of making

- | declslons,

interview with the Social Services Managar, on
01/14/12 at 8:26'AM, revealed she did not ask
Resident #1's Guardian or Resident#22's Power
of Attomay if either resident had permigsion to
perform sexual acts. She continued to state she
did not do any tracking or frending of behaviors,
Sha further stated she did not document when
she interviewed residents to ses if anyone had _.
fouched them inappropriately. Additionally, she ) . i
stated she did not contact any family
members/responsible parties except for one (1) .
whom she interviewed at the facllity on the locked ' e
unit; however, thig intervisw was not documented. '
Record review revealed no documented evidance | | .
Social Services staff had taken any action after
the two (2) incidnats Involwng Resldent #22 on
12!25!11

Obsarvatlon on 01/06/12 at 9:50 AN, revealed . ‘ &
Resident #22, seated in a wheal chalr was | :

bouching and rubbing Resident #29% left hanhd on
Resident #22's upper right thigh. Resldent #22

-| was alsa nated rubbing on Resident #29's leff
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F 250

" | She further stated she shared the same office

avery:1ay with the Unit Manager. She stated
. {when.3te or the Soclal Worker reviewed the

.me a klss" on 01/2112. The Soclal Sarvices

1 She stated she had nof been told of Resident #22

Continued From page 30

arm and Kissing up and-down hisher arm and
hand, Resident#22 was then observed to puil
Resident #20, who was sealed In a gerichaire, by
hisfher left arm backwards stating come with ma.

Intarview with the Soclal Services Manager, on
02/03/12 at 3:15 PM, revealed she was
rasponsihle for reviewing the Soclal Services
Worker's documentation and signing off that she
had reviewed the documentation daily. She
further indicated she was unaware of Resident
#22's wexual behaviors until the investigation into
the sexual behaviors expressed with Resident #1.

with- the Social Worker so they could
commrJi.icate what was oceurring with nesidents
on a ¢#ily basis, Further interview, on 02/03/12 at
3:56.7'M, reverled she did rounds on each unit

residents' charts they would review Nurses Notes,
Physiclan's ordars and notes and behavior
sheets. On 02/03/12 at 3:16 PM, the Social
Services Manager was shown a Nurse's Note,
dated 01/17/12, which read an side had
attempted to change the resident's brief and
Resident #22 started yelling damn you, exposed
hlgther genitals and gonfinued o yall damn you.
Tha Soclal Servicos Manager was algo shown a
note which was documented by a oné {1} on cne
(1) sitter on a form tifled "BehavierMood and
Behavior Patierns Shest’, that notad & case in
which the resident stated “coms hare and give

Manager stated she was unawars of either case
and this was why It had not been documented in
her notes dated 01/21/412, 01/23/12 and 01/30/12.

F 250
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expressing sexual behaviors towards staff since
histher return from the psyohiatric facility and she
had not recelved a communication form from
Nursing staff. Continued interview revealed she
did not document, assess or maka new
interventions related to Resident #22's sexual .
behaviors after returning from the psychiatric ' - '

faclfity secondary to Nursing did not Inform her of
thess behaviors. Further Interview revealed she
had to Iearn through staff about behavior
incidents. She stated if ehe had been aware of
Resident #22 asking the State Repisterad
Nurging Assistant (SRNA) for a kigs sh: might
have contacted the Physician and tiscussed the
incident, she would have discusae] the incident

1 with Resident#22 t& let him/her krow it wag - -
ineppropriate and she would have notz-| behavior | : ;
in her progress notes. When asked wir she was
‘| unaware of these behaviors secon:iary ‘o her : : ' '

| reading over Physician's ordars/notes, riurse's
Notes, and Behavior Sheets she stated she just
skimmed through the Nurses Notes.

i
L
.

H
i

Interview with the Director of Social Services, on
02/02/12 at 11:30 AM, reveaisd he was
responsible for ensuring Social Worker and
Soclal Sarvices Manager's tasks were done. He
stated he was not aware of Resident #22's sexual
‘behaviors fowards steff until 12/26/11. He
indicated whan an investigation was completed
regarding an incident such as this, whomever
was completing the investigation would be
responsible for describing the avents In datall to
the family, He stated when he apoke to the family
he would read from the incident report form what
actually ocourred, he stated he could not state
this was how sl the Sociat Servicas workers
completed their Investigafion. The Sogial
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Servicas Director was 2sked to read the Nurse's
Note, daled 01/17/12 and the note documeanted
on the "Behavior/Mood and Behavior Paltemns

‘| Sheat", dated 01/21112, and in addition a Nurse's

Note, dated 01/31/12, revealed Resident #22 was
exposing histher genita!s and stating to the one
{1) on one (1) sitter and stating "help me with this,
will you plaase help me with this", He then

‘reviewed the Social Services Manager notes,

dated 01/21/12, 01/23/12 and 01/30/12. Further
inferview revealed the Boolal Services Maniager

should have gotten more details about what was
.golng on with the resident. Hé continued to state

she should have resesdrched to ase what could
have bean done for behaviors, should havs
documented interventions and followed up to
maonitor the resident's response to thoag
intarventions. He further stated he was unaware
of. Residant #22's sexual behaviors towards staff

until the facility began investigating the incident

which oceurrad with Resident #1.

The facility was unable to provide evidence that
Sociel Services had addressed the resident's
sexually inappropriata behaviors through
avaluation, assessment and intarvention.
Additionally there was no evidence the Social
Services Director had identified problems with

Social Services through his oversight of the social |

Services Manager and Social Services Worker.

An acceptabls-cradible Allegation of Compliance
(AOCY was received on 01/23/12 which sllaged
removal of the 1) effective on 01/21/12, based on
the following:

1) The Soclal Services Manager contacted all
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Power of Attorheys and/or applicable members of
the residents on the locked dementia unit by
telaphone and Interviewed tham to determine
whether they had observed or had any other
knowledge of relevant safety concemna by
01/18/12,

2} All residents on the locked dementia unif wers
questioned by the Social Services Manager in an
attempt to determine if any of the other residents
ware subjscted to the behaviors of Resident #22
by D1H16H12.

'3) All regidents and their family members or -
healthcare repregentalives on the unit were also
informed about the potentlal safety issue on the
unit and the measures being taken to resolve the
issue by 01/19/12,

-{4) Resident#22 was sent out to an Psychiatric
Hospital on 01/056/12 for evalualion and returned
to tha facility on 0116/12. The resident was
placed on one (1) to cne (1) suparvision,

6) Resident #1 was placed on flftean (15) minute
checks on 12/26/11 dus to behavlors which were
discontinued on 01/03/112. Resident #1 was
placed on one (1) {p one (‘1) gupervision on
Q4/M13712.

8) Alteration of Resident #22's psychaac:tiue
medicatione were made and the addition of pain
medicalions was added during Resident #22's
slay at the Psychiatric Hospitai between 01/06/12
and 01M186H12.

7) Comprehensive Plans of Care were updated
for Residant #22 on 01/19/12 and Resldent #1 on
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'0) The facllity revised its policies and procedures

| policy and the impact of mental capacity on

Continued From page 34

01/20/12 to address specific behaviors and
specific intervéntions to snsura needs were being
met.

8) All resldents on all units received a physical
and psycho-gocial evaluation to establish a safe
base-ine for implementation of house-wide
corractive action measures by 01/18/12. The
social services department conducted a
psycho-soclalisafely evaluation on all residents
on all units by 01/18/12.

for reporting and investigafing potential abuse
and created a new rapid response protocol called
"Code Protect” by 01/19/12.

10) All staff was educated regarding the
datection of abuse, dafinition of abuse, facility

determinations of abuse by 01/18/12,

11} All staff was fequired to paes a compatency
with a score of 100 percent. This competancy will
become an annual requirement.

12) All lsadership attended a one {1) hour
in~service on the topios of abusse, residant
competency, and the role of resident competency
on the determination of abuse by 01/20/12.

On 02/03M12, It was verified the immediacy of the
IJ was ramoved and the facllity implerented
corrective actions as alleged In the ACC, sffective
01/21/12 based con the following;

Obsetvatlons, on 01/31/12, 02/01/12, 02/02/12
and 02/03/12 revealad Resident #22 was

DEFICIENGY)

F 250
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receiving one (1) on ane (1) supervision. Review
of the medical record and review of the
Behavior/Mood and-Behavior Patterns Sheet
revealed the resldent was receiving one (1) on
cne {1) supervision since retusning from the
Pgychiatric Hospital. '

Interviewe with staff including SRNA#18, on
02/03/12 at 12:40 PM, SRNA#19, on (02/03/12 at
12:66 PM, SRNA#20, on (:2/03/12 af 2:35 PM,
SRNA#21, on 02/03/12 at 1:45 PM, Charge
Nurse #11, on 02/03/12 at 12:60 FM, Charge
Nurge #12, on 02/03/12 at 1:05 PM, Midnight
Supervisor #13 on 02/03/17 at 2:40 PM, LPN# 3
on 02/03/12 at 2:38 PM, . tivities Agsistants #32,
['on 02/03/12 at 1:10 PM 71 1 Activity Assistant
#33, on 02/03/12 at 12:3% M, the Risk Manager
on-02/03/12 at 12:45 P & Dietary Manager,
on 02/03/12 at 1:00 PM,-u-d the Staff
|- Development Goordinater, on 02/03/12 at 1:15
PM, revealed staff was aw e of the facility's
policy changes, the faclility's revised policies and
- | procedures for reporting and Investigating

- | potentlal abuse and the new rapid response
protccol called "Code Protect'. They were also
aware of the detection of abuse, definition of
abuse, facllity policy and the impact of mental
capacity on daterminations of abuse and the
requirement to pass a compsetency exam before
working with resiients.

Intarview with the Social Services Manager, on
(2/03/12 at 3:16 PM, revealad she had
completed the psycho-social evaluations to
establish a eafe base-line for implementation of
house-wide corrective actich measiires and the
Charge Nurses had completed the physieal
assessments of residents. Further review of

FORM CMB-2567(02-89) Praviaus Varsions Obsalete Event ID: 80CE11 Faclity |D: 100626 If continuation sheet Page 36 of 118

=3



' : PRINTED: 02/17/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES _ ' _OMB NO, 0038-0391
STATEMENT OF DEFIGIENGIES ~ }{X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION ~ (X3) DATE SURVEY.
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . . GOMPLETED
A BUILDING .
. _ c
- B. WING -
165449 _ - 02/03/2¢12
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ' :
' 2800 BTATE ROUTE §
KINGSBROOK LIFECAR
BROOK LIFECARE CENTER . ASHLAND, KY. 41102
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION 8
PREFiX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PRE FIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAQ REGULATORY QR LSC IRENTIFYING MFORMATION) TAQ - CROSS-REFERENCED TO THE APPROPRIATE .D’“TE
! DEFICIENGY)
F 250 | Confinued From page 36 : F 260

documented evidence revealed physical
assessments had heen completed for all
residents. Confinued interview revealed she had
contacted family memibers. and interviewed
rasidents as part of tha psycho-social
assessment. Review of the documented
evidence revealed resitdents andfor families hed
hsen interviewed related to safety. interview with
Resident #58's respongible party, on 02/02/12 at
10:10 AM, revealed the facliity had contacted
him/her related to the resident's safety at the
facliity. Interview with an Unsampied Resident,
on 02/02M12 at 11:16 AM, revealed someone had
asked him/her how hefshe felt about their safety
at the facility and the resident stated he/she feit
safe.

"{ Interview with the Directer of Nursing {DON) and
Administrator, on 02/03/12 at 5:30 PM, revealad
tha plan for Resident #22's care was to continue
to re-evaluate him/her and seek guidance from
the Medical Director (Physician #1) and would
obtain additional psychiatric evaiuations to see if
thare may be anvthing underlying occurring with
the resident's psychlatrlc condition. The DON
further stated Resldent#1 and #22's
Comprehensive Plane of Care had been updaled
to reflact the changes in care and supervision,
Revlew of the Comprehensive Plans of Care
reflected these changes. The Administrator and
DON stated It will be determinad by the Medjcal
Director when Resident #22 is removed from one
(1) on onée (1) obsarvation hecause hefshe could
not be allowed to co-mingle with other residents
at this point withcut guidance and re-direction
frorn the one (1) on one (1) supervision.

Tha facility remained out of compliance at a lower
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Afacility must use the results of the assassment
to develop, review and ravise tha resident's
comprehensive plan of care.

The facility must devalop a comprehansiva care
plan for each regident that includes measurable
objectives and timefables to meet a resident's
medlcal, nursing, and mental and psychosocial -
needs that ars ldentifred Intha comprehenswe
assessment.

The care plan must descripe the sarvices that are
to be furnished to attaln or maintain the resident's
highest practicable physital, mental, and
peychesocial well-being as required under
§483.26; and any services that would, otherwise
be required under §483,25 but are nof provided
dus to the resident’s exercise of fights under-
§483.10, Including the right to refuse treatment
under §483.10{b){4).

This REQUIREMENT is not met as evidenced
by

Based on chservation, interview, record review
and review of the facilily's policy, it was

the interdisciplinary care plan team
by 2-24-12,

All residents on the secured unit
and house wide received a
physical and psychosocial
assessment to identify if other
instances of potential abuse
occurred. Nursing Department
completed a head to toe
assessment and the social service
department completed a
psychosocial assessment on
1-168-12. No other residents
identified to be affected.

Social service/designee are
conducting a daily rounds
observing resident mood/behavior
throughout the facility.

(X4 1D SUMMARY $TATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5 .
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F 260 | Confinued From page 37 F 250
scope and severity of an "E", a pattern deficiency
with potential far more than minimal harm while
the facliity's Quality Aesurance continues fo -
monltor the effectiveness of the new systems and
policies implemented to ensure residents receive
medically related social services and while the
facility develops and implements the Plan of Resident #22 has had care plan
Correction (POC). revised to include specific
-F 279 | 483.20(d), 483.20(k)(1) DEVELOF' E 279| appropriate interventions to
58=K | COMPREHENSIVE CARE PLANS prevent further sexual behaviors
from affecting other residents by | 3-13-12
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determined the facility falled to properly assess
and develop a comprehenswe care plan that
described the services to be furnishad by the
facility for one (1) of fifty-nine {(59) sampled
residants (Resident #22) related to sexual
behaviors. The facility failed to develop a care
plan adtiressing Resident #22's known sexual

history to ansure the safaty of the residents of the |

facility. On 12/25/11 at 11:30 AM, Resident #22
was observed, by State Registered Murging

_ Asslatant(SRNA) #2, in Resident #1's room

touching Resident #1's perineal area wlth his/her
hands and mouth. Realdent#1 had been
adjudicated legally Incompstent by & court of law.

-Facility staff observed Resident #22 later that day

at approximately 4:00 PM, touching and rubbing
Res|dent #2's thigh. Revlew of tha Nurses Notes
revealed on 01/03/12, the facility discontinued-the

| fifteen (15) minute thecks. However, on

01/05/12 between 9:43 AM and 9:50 AM,
Resident #22 was observed by the Kentucky
State Agency Surveyor, rubbing Resident #29's
left hand on his/her upper right thigh in ihe dining
room on the locked unit during an activily while
female resldents were having thelr nails painted.
There was one (1) Activity Alds in the room,
sitting about tan (10) feet away, but within diract
vislon of the incident, with approximately twelve
(12} residants. No other staff was observed In
the area. Resident #22 was also observed
rubbing on Resitent #29's left arm and kissing up-
and down hisfher-arm and hand. Resigent #22
was then observed pulling Resident #29
backwards, by histher arm whils he/she was
sitting in & Geri chair, The Kentucky State -
Agency Surveyor brought this incident to the
aftention of the Aclivily Alde when Resident #22
began pufling Resident #29 hackwards. No staff

'| tothe social service director and

' behavior discussed during weekly

SUMMARY STATEMENT OF DEFICIENCIES iD FROVIDER'S PLAN OF CORREGTION {X8)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDE BY FULL PREFIX (EACH CORRECTIVE AGTION SHQULD BE COMPLETION
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- DEFICIENCY)
Nursing staff education on when a
F 279 | Continued From peage 38 F 279

resident is identified as having
sexual behaviors the care plan
must be revised with specific
interventions, the physician must
be notified, and nursing will fill out
social service nofification form,
when there is a behavior noted,
this is a triplicate copy. The QI/
Staff Development Manager
completed education on 1-17-12
which addressed behavior care
plans as well as the development
of all care plans, reviewing,
revisions and interventions. One
copy goes to social services, one

one to the QAPI manager. Social
services will track/trend resident

focus. Patterns/trends noted will
be followed up with physician
notification and care plan specific
interventions.

MDS nurses/or designee will
monitor compliance with the
development of care plans and
track and report through the QAPI
meeting at a minimum of at least
quarterly in the facility quarterly
QAPI meeting, for a period of one
year and reevaluate at that time.
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SUMMARY STATEMENT OF DERICIENCIES

was observed suparvising/monitoring this
resident to ensure no sexual behaviors were
forced upon other residents.

The facility failed to develop and implement
Interventions to ensure supervigion and -
monitoring of Resident #22 in order to prevent
and deny him/her access fo thity-two (32)
cognitively impairad rasidants.

Based on the ahova findings, it was determined
the facility's fallure to properly assess and
develop a conyprehensive plan of care related to

| a residant's 8«wyal behaviors Is likely ta cause
-.| serlous Injury, »arm, impairment or death 1o a
| resident. Imimodiate Jeopardy (1) was dentified

on'01/12/12 ¢« was determined to exist, on
12/26/11. - _

After quality riview conductad by the State
Agendy and tiva Center for Medicare and
Medlcald Sarvices (CMS} it was determined the
investigation raquired raopsning to gather
additione) information. The Survey was reopsned
for further investigation from 01/30112 through
02/03/12. An acceptable.credible Allegation of
Compliance (AGC) far the removal of {J was
received on 01/23/12 with the facility alleging
ramoval of 1J on 01/21/12. The State Agenoy
verified |J was removsd prior to exit'on 02/03/12,
with remaining non-compliance at 42 CFR 483.20
Resident Assessment at a 5/S of a "E", while the
facility's Quaeilty Assurance continues to monitor
the develapament of Care Plans related to
residents' behavidrs.

1 (Refer to i:-323 and F-2286)

(X4) ID D FROVIDER'S PLAN OF CORRECTION (x6)
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F 279 | Continued From page 39 F 279 Any madifications ta the plan of

care will be completed at the time
in which they are identified by the
interdisciplinary team.

Social service director will audit
for compliance. All findings will be
reviewed and discussed quarterly
in QAPI meeting. These findings
will be reviewed and discussed at
a minimum in the facility quarterly
QAP! meseting. The QAPI
committee will monitor these areas
to ensure that the deficient
practice does not recur for one
year and the QAPI committee will
re-evaluate at that time. :
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[ The findings Include:

Review of the facility's policy tited "Care
Conferenca-Interdisciptinary", revised 07/04,
revealed the dutles of ali conference members
were {0 nssess résident's problems/needs,
rehabilitation potentlal, educational needs and
discharge plans. Continued review of the policy
revealed the Minimum Data Set (MDS)
Cocrdinator is responsible for ensure the
comprehensive Plans of Care ars implemernied
and maintalned and responisble ro reviewing all
existing entries on care plans and revising a3
hecessary. Further review revealed no

| documented evidence of who was responsit.le for
" developing the plan of care; howover, intar.:»w

with the Director of Nyrsing (DON), on 01/17412

| at-Z.41 PM, revealed nursing should revise «r

develop a care plan when there was a behavior
change or an acute problem developed.

Review of the fecility's policy titled, "Socie
Services. Preventing Resident Abuse", dated

"12/20(1, revealed all alleged allegations will be

responded to through an investigation process.
The policy detailed the facility would assess, care
plan, and monitor residents with behaviors that
may lead to conflict in order to assist in resolving
behavior.issues. It continued to stets, the
program Included assessing rasidents with signs
and sympfoms of behavior problems and
developing and implementing care plans that can
assist In resolving behavioral ssues.

Review of the facility's pollcy titled, "Social
8ervices. Resldent-to-Resident Abuse", dated
12/2001, revealed the facility was to develop a
plan of care that Included interventions to prevent

F278
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the recumence of such Incldent.

Record review revealed the facility admitted
Resident #22, on 08/13/10, with dlagnoses which
included Demeantia. Review of the Quarterly
Minimum Data Set (MDS) Assessmarit, dated
11/10/11, revealed the facility. asgessed the
resident as being severely cognitively impaired
with a Brief Interview of Mental Status (BIMS)
score of three {3), indicating severe Impairment.
On 01/13/12 at 11:27 AM, Interview with '
Physlcien #1 revealed Resident #22 was not
capable of making dacigions.

~|'Interview with SRNA#85, on 01/068/12 at $:00 A,
trevealed she had cared for Resident #22 since
2010 and ha/she had always made sexual .
-comments. Interview with Licensed Practioal
Nurse (LPN) #1, on 01/07/11 at 4.568 PM,
revealed she recalled Resident #22 unzipping
his/her pants and exposing himselfheraelf _
several wesks ago. |nterview with SRNA#1, on
01/04/12 at 1:16 PM, revealoed when she provided
care for Resident #22, he/she was often "touchy
feely. Interview with SRNA#3, on 01/0412 at
1:40 PM, revealad when she cared for Residant
#22, hefshe made sexual statements and
gestures. Interview with LPN #3, on 01/13/12 at
12:16 PM, revealsd she had heard Regident #22
| making sexual remarks and hand gestures {(as
though hefshe was touching histher genitals),

Interview with State Registered Nursing Aasistant
{SRNAY} #2, on 01/08f12 at 9:47 AM, revealed on
12125011 at approximately 11:30 AM, she
observed Resident#1 (adjudicated legally
incompetent by a court of law) laying across the
foot of the bed with his/her pants and pull-up
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{adult brief) pulled down below hisfher knees.
Resldent #22 was cbserved by SRNA#2 behind
Resldent #1 touching histher perineal area with
his/fher mouth and hands. SRNA#2 further
stated she removad Resident #22 from Resldent
#1's room.and fold Licensad Practical Nurse
{LPN) #2 what she had observed.

Interview with LPN #2, on 01/05/12 at 12:42 PM,
revealed she did not recall SRNA#2 reporiing
Resldent #22's sexual behavior towards Resident
#1, therefare a care plan was not Inlttated related
to this behavior.

Interview with LLPN #1, on 01/07/12 at 4:58 PM,

and interview with SRNA #2, on 01/08/12 at 10:00 |

AM, revesled they observed Resident #22, on
12/26/11 at approximately 4:30 PM, touching and
rubbing- Resident #2's upper leg. They further
stated they radirected Raesldent #22 and
encouraged him/her to stay with LPN #1 while
she finished passing medication. LPN #1
continued to state that SRNA#2 informed her of &
similar incldent of sexua! bahavior with Resident
#22 and Resident #1 earller In the shift. Interview
further revealed no care plan was developed and
implementead to address Resident #22's sexual
behaviors towards staff and residents dagpite the
two incldents on 12725111,

Review of the census report for 12/25/11 revealed
fhere was & folal of thirty-twa (32} residents living
oh the locked Dementla Unit. Review of the
facility's Roster Mattix revealed the facliity
assassed all thirty-two (32) residents residing en
the locked Dementia Unit as having cognitive -
impalrment.
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- | Review of the Care Plan revagled no documented
avidence the facility devaloped a plan of care to
address Resident #22's sexusl behavior towards
other residents after aither incident, Continued -
review revealed the facility did not develop a care
plan until 12/27/11 related to sexual behavior.
Review of Resident #22's Plan of Care for sexval
behaviors, dated 12/27/11, revealed the
approachss lo deal with the' behavior were to tel!
tha resident calmly and firmiy that thia behavior
wae not acceptable whenaver it occurred. It
further stated to separate from peers if behavior
t:zcomes offensive to them, take Resident #22 to
tisfher room and provide privacy, and to teach

7| i@ resident about acceptable behavior. The

14 arg’lan approaches further stated be
r.an-judgmental when confronting negative

| izshawior and establish consistent staff

o} £apesaches to deal with problem. The facility did
- 10t destall what consistent staff approaches were
‘t3be nrovided to deal with the problem. There
was no documanted avidence of any increased
supetvision being implemented related to the
resident's sexual behaviors towards other
resldents since 12/26/11, or to deny the resident
access to other residents In order to prevant
abuse racurrence.

0n 91/05/12 between 2:43 AM and 9:50 AM,
Résident #22 was observed by the Kentucky
State Agency Surveyor, jubbing Resldent #29's
left hand on his/her upper right thigh In the dining
raom on the locked unit during an activity whils
femaie residents were having thelr nails painted,
There was one (1) Activity Alde in the room,
siting about ten {10) feet away, but within direct
vision of the incldent, with approximately twelve
(12) residents. No other staff was observed in
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the area. Resident #22 was also observed
rubbing on Resident #29's left arm and kissing up
and down his/her arm and hand. Resident #22
was then observed pulling. Resident #20

backwards, by his/her arm while hefsha was

sitting in a Gerl chalr. The Kenfucky State
Agency Surveyor brought thia Incident to the
attention of the Activity Alde when Resident #22
began pulling Resident #29 backwards. No staff
was supervising/menitoring this resldent to
ensure no sexual behaviors wara forced upon
other residents despite the faciity's knowledge of
the resident's history since 12/25/11. .

| Interviaw with PN #4, the Evei:ing Weekend

Supervisor and LPN #3, on 01/i3/12 at 12:15 PM,
revealed when asked about the: acouracy of -
Resident #22's Comprehensive: Care Plan they
stated they thought the Soclal »arvices. Worker or

“{ MBS Coordinator was responsiole for developing
- the Care Plans. Interview with she Sacial Service

Manager, on 01/14/12 at 12:48 PM, revesled

‘behaviors were discussed in the weekly focus

meetings; however, the facility did not track and
trend individual resident behaviars and there was
no specific behavioral management program. .
Basad on the discussion In the weekly mesting
about resident behaviors, care plans were
devaloped.

| Interview with the Director of Nursing (DON), on

01/13112 at 7:41 PM, revealed if nursing identified
a change in behavior, then someone from nursing
should have developed/updated a care plan to
address the sexual behavior and put interventions
In place to prevent further sexual behaviars,

While the facility transferred Resident #22 to a

F 279

FORM GMS-2667(02-98) Provious Varslons Obsolels Event ID: 68G614

Faclity 10: 100028 If continuation sheet Page 45 of 118

b



.

DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED'

CENTERS FOR MEDICARE & MEDICAID SERVICES N OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES X1y PROVIDERISUPPLIERICUA | {¥2) MULTIPLE CONSTRUCTION {%3) DATE SURYEY
AND PLAN OF CORRECTION . IDENTIFIGATION NUMBER: GOMPLETED
A_BUILDING
- . C
B.WNG__ - : :
188448 02/03/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE -
: 2500 STATE ROUTE 5
Ki B FEC CENTE :
.NGS ROOK LI ARE R ‘ ASHLAND, KY 41102 _
OIS SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION . e
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS'HEFERES%%TO THE APPROPRIATE DATE
. ENGY)
F 27¢ | Continued From pags 45 F 279

psychiatric facility on 01/05/12 the facility
anticipated the rasident's return on D1M6/12;
however, review of the facility's training
documentation and Resident #22's current Care
Plan revealed no detalled evidence of action the
facility would take to ensure adequate supervision
and resident safety to prevant sexual abuse
recurrance.

Additionally, there was no documented evidence
that the facllity had attempted fo identify other
incidents of abuse/naglect through assessment of
all residents of the unit. Interview with the SSM,
who wag responsible for conducting
Investigations and assessments, revealad that

- | sha had not assessed any other residents on the
uriit to identify other Incidents of abuss.

An acceptable credible Allagation of Compliance
(AOG) was recsived oh §1/23/12 which alleged
removal of the |J effective on 01/21/12, basad on
the following:

1) The Social Services Manager contacted all
Power of Attorneys and/or applicable members of
the residents on the locked dementia unit by
telephone and Interviewed them to detarmine
whether they had observed or had any other
knowledge of relevant safely concerns b
01162, . :

2) All residents an the locked dementia unit were
questloned by the Saclal Services Manager In an

attempt to determine If any of the other residents

were subjected to the behaviors of Resident #22

by 01/16/12..

3) All residents and their family members or

FORM CME-2867(02-00) Pravious Verslons Qbsolela Evant ID: 886511 Faoiiy 1D 100020 if continuation sheet Page 46 of 118

e



DEPARTMENT.OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02M7/2012

FORM APPROVED
~.OMB NO. 0938-0391

F 279

| placed on one (1) to one (1) supervision.

| placed on one (1) to one (1) supervision on

" |end 01716112,

healthcare representatives on the unit were also
informead about the polential safety issue on the
urilt and the measures belng taken to resolve the
issue by 01/19/12.

4) Resident #22 was sent out to an Paychiatric
Hospital on 01/08/12 for evaluation and returned
to the faollity on 01/16/12. The residentwas

5) Residont #1 was placed on fiftesn (18) minute
checks on 12/28/11 due to behaviors which were
discontinued on 01/03/42. Resident #1 was

01/13/12,
6)‘ Aiteration of Resident #:éz'é psychoactive
medications were made and the addition of pain

medications was added during Resident #22's
stay at the Psychiatric Hosplial between 01/05/12

7) Comptehensive Plans of Care were updatad

for Resldont #22 on 01/18M2 and Resident#1 on |

01/20/12 1o eddress speclfic behaviora and
specific interventions 1o ensure neads wera being
met, ' '

8) All rasidents ah all units réceived a physical
and psycho-soclal evalustion to establish a safe
base-iine for implementation of house-wide
corrective action measures by 01/18/12. The
soolal services departmant conductesd a
psycho-soclalfsafety evaluation on all regidents
on all unifs by 01/18/12.

9) The facllity revised it's policies and procedures
for reporting and investigating potential sbuse
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and created a new rapid response protocol c.alled
"Code Protect" by 01/19/12.

10} All.staff was educated regarding the
detection of abuse, definition of abuse, facility
policy and the impact of mental capacity on
determinations of abuse by 01/18/12.

11) All staff was required to pass a compstency
with a score of 100 percent. This competency will
become an annual requirement,

12) All lsadership attended a one (1) haur
in-service on the topics of abuse, rasidant
competency, and the role of resldent compstancy
on the determination of abuse by 01/20/12.

On D2/03/12, it was verified the immediacy of the
1J.was removed and tha facility implemented.
corrective actions as alleged in the AQC, affective , e
01/21/12 based on the following; : - e

Obssrvations, on 01/31/12, 0240112, 02/0212 i
and 02/03/12 revealad Residant #22 was
receiving ane {1) on one (1) supsrvision. Review . K
of the medical record and review of the i
Behavier/Mood and Behavior Patterns Shest

revaaled the resident was recelving one (1) on L
one (1) supervision since returning from the 1. e
Psychiatric, Hospital, ' )

Interviews with staff Including SRNA#18, on
02/03/12 at 12:40 PM, SRNA#19, on 02/03/12 at
12:56 PM, SRNA#20, on 02/03/12 at 2:35 PM,

"| SRNA#21, on 02/03/12 at 1:48 PM, Charge
Nurse #11, on 02/03/12 at 12:60 PM, Charge
Nurse #12, on 02/03/12 at 1:05 PM, Midnight
Supervisor #13 on 02/03/12 at 2.40 PM, LPN# 3"
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on 02/03/12 at 2:38 PM, Activities Assistants #32,
on 02/03/12 at 1:10 PM and Activity Assiatant
#33, on 02/03/12 at 12:35 PM, the Risk Manager
on 02/03/12 at 12:46 PM, the Dietary Manager, _
on 02/03/12 at 1:00 PM, and the Staff _ '
Development Coordinator, on 02/03/12 at 1:15 : '

PM, revealad staff was aware of the facility's
policy changes, the facility's revised polictes and
procedures for reporting and investigating
potential abuse and the new rapid response
profocol called "Code Profect". They were also
aware of the deteution of abuss, definitfon of
abuse, facility polisy ahd the impact of mental
capacity on determinatiens of abuss and the
raquirement to pi 48 a competency exam before
| working with resic-ants,

Interview with the ‘Sociai Services Manager, on
02/03/12 at 3:15.1"M, revealed she had
completed the ps, cho-sucial evaluations to
eslablish a safe ase-line for implemsntation of
house-wide corrective aciion measures and the
Charge Nurses had completed the physical
aseassments of residents. Further review of
documented evidence revealed physical
assessmenis had ieen completed for all
resldents. Continued interview revealed she had
cantactad famlly members and intarviewed
ragidents as part of the psycho-social
assessmant. Review of the documented
evidenos revealed residents and/or famifies had
baan Interviewed related to safety. Interview with
Resident #58's respansible party, on 02/02/12 at
10:10 AM, revealed the facility had ¢entacted
him/her related to the resident's safaty at the
facility. Interview with an Unsampled Resident,
on 02/02112 at 11:15 AM, revealed someons had
asked him/her how he/she falt about their safety
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at the facility and the resident atated he/she felt '
safe.

Interview with the Director of Nursing {DON) and-
Administrator, on 02/03/12 at 5:30 PM, revealed
the plan for Resident #22's care was to confinue
to re-svaluate him/her and seek guidance from
the Medica| Director (Physician #1) and would
obtain additional psychiatric evaluations to ses jf
there may be anything underlying oceurring with
the resident's psychiatric condition, The DON
further stated Resident #1 and #22's )
Comprehensive Plans of Care had heen updater
to reflect the changes in care and supervision.
Review of the Comprehensive Plans of Care
reflected these changes. The Administrafor and
DON stated it wilt be determined by the Medical
Director when Resident #22 is removed from ona
(1) en ona (1) obeervation because hefshe coul:}
not be allowed to co-mingle with other residents
at this point without guldance and re-direction
from the one (1) on-one {1) supearvision.

The facility remained out of compliance at a lowar
scope and saverity of an"E", a pattern deflclency
with potential for more than minimal harm while
the facility's Quality Assurance continues to
monitor the effectiveness of the new systems and
'policles implemented to ensure residents care
plans are developed to address behaviors and .
white the facility develops and implements the All identified care plans for

Plan of Correction (POC). residents #10, #18, #22, #27, #14,

F 280 | 483,20(d)(3), 483.10(k)(2) RIGHT TO F 280 .
8=k | PARTICIPATE PLANNING CARE-REVISE CP #19, #5 have been corrected by 1t 3_13.12
_ . the MDS/care plan team.
The resident has the right, unless adjudged All residents care plans in the

incompetent ar otherwise found to be

incapacitated under the laws of the State, to facility have been reviewed for
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perticipate in planning care and treatment or
changes In care and treatment.

A comprehensive cars plan must be developed
within 7 days after the complation of the
comprehensive assessment; prepared by an

-interdisciplinary team, thet includes the altending

physician, a registered nurse with responsibllity
for the resident, and other appropriate staff in’
disciplines as detarmined by the resident's neads,
and, to the extent practicabls, the participation of
the ragident, the resident's family or the resident's
legal representative; and pericdically reviewed
and revieed by & team of qualifled persons after
each assessment,

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review it was
determined the facility failed to ensure Plans of
Care were reviewed and/or revised far seven (7)
of fifty-nihe {59) sampled residents (Residents
#10, 318, #22, #27, #14, #10 and #6). The facllity
falled to ensure care plan interventions were
approptiate to the plan and the needs of the
resident.

The findings inciuds:

Review of the facllity's policy titled, "Care
Conference-Interdisciplinary", revisad 07/04,
revealad the Minimum Data Set (MDS)
Coordinator Is responsible for ensuring
comprehensive Plans of Care are implemented

and maintgined in a timely fashlon. The poiicy

specific approaches. Any errors/
glitches were removed by the
MDS/care plan team.

MDS/care plan team will review
aloud each care plarn in the care
plan meeting which is held weekly
on Wednesdays and Thursday
and any other times as requested
per resident/families and it will be
audited for accuracy and
specificity related to the problem,
goal, and resident cognitive ability.
A care plan audit form is being
completed by the MDS team to
also ensure care plans are revised
as needed. The MDS nurses or
designee will monitor compliance

with the revision of care plans and -

track and report through the QAPI
meeting at least quarterly. The
MDS nurses will monitor through
the QAP| meeting for 1 year and
will re-evaluate at that time.

This will be reviewed and
discussed in the facility quarterly
QAPI| meetings by the MDS nurse.
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these areas to ensure that the

further indicated the MDS Coordinator is to

review all existing sntries on care plans and deficient practice does not recur

fevise as necessary. Inforvisw, on 01/13/12 at for one year and the QAPI f
4.00 PM, MDS Coordinator, revesled she was committee will re-evaluate at that s
ultimately responsible for the Comprehensive time.

Care Plans.

1. Review of Resident #10's medical rogord
revealed diagnoses which included Dementia,
| Contractures, and Urlnary Incontinence, Review
| of the Annual-Minimum Data Set (MDS) -
Assessment compileted on 03/10/11 and
Quarterly MDS dated 11/17/11, rovealad the
facility assessed Resident #10 as baing at risk for
Presaure Ulcers and es being incontinent of
bowel and bladder. Continued review of the
record revealed documentation dated 12/04/11,
that stated the residemt had a Stage Il Pressure
Ulcer to histher cocoyx. [n addition, the resident
was noted to have contracturses to histher bilateral
hands, bilateral knees, and left foot,

Review of the Comprehensive Care Ptan, dated
03/41/11, revealed an "At risk for skin breakdown
due 1o high risk". Thers was no-documentad
avidence the Gare Flan had been updated to”
Include Resident #10's Pressurs Ulcer diacoverad
oh 12/04/11 or of interventions for the treatment
of the Pressure Ulcer. Additionally, this care plan
inciuded an intervention for scheduled toilefing
every two (2) hours; however,-interview, on
01/13/12 at 10:22 AM, with State Registered
Nursing Assistant (SRNA) #18 revealad Resident
#10 was incontinent of bowel and bladder and
was not on a scheduled tolleting program.
Interview, on 01/13/12 at 9:52 AM, with Lidensed
Prattical Nurge (LPN) #11 revealed Resident#10
was not on a scheduled toileting program. She
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stated the resident's care plan should have been
updated to Include the current Staga Il Pressure
Ulcer and the treatment ordered.

Interview, on 01/13/12 at 4:15 PM, with Minimum
Data Sef {MDS} Nurse #10 revealad tha
-scheduled folleting every two (2) hours was not
appropriate for Resident #10 and should have
been deleted from tha Comprehensive Care Plan
far risk for skin breakdown. Additionally, she
stated she should have updated the
Comjsrehensive Care Plan to Include Resident
#10's current Btage 1l Pressure Ulear to histher

| eneevx, ‘

.:|-2. Raview of Masident #16's medical record

.reveetad diagneses which included Demantla,
and {:ongestive Heart Failure, Review of the
-Annul MBS Agsessinant, completed on
1105711, revaaled the facility assessed the
ilkresidint torhave Brief Interview for Mental Statua
(BiME3) scores of 11, which indicated Resident
#18 had a moderately impaired cognitive status.
Further review of this MDS revealed the faoility
assegged the resident to have no skin conditions,
Confihued review of the record revealed on
G1/03/12 the resident had developed a "boll like"
area on hisfher lefl buttock.

Review of the Comprehensive Care Plan, dated
01/03/12, revealed a problem of "Alteration in skin
integrity d/t (due te) boillike area to Isft buttack®
with & goal that stated "skin tear will heal without
/s (slgns and symptoms) infection by 01/14112"

Interview, on 01/13/12 at approximately 5:20 PM,
with Licensed Practical Nurse (LPN) #3 reveslsd
' the area was not a skin tear as Indicated in the
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goal of the Comprehensive Care Plan. She
stated she did not think the care plan should have
skin tear in the goal, as the garea was a
pimple-like aren,

Interview, on 01/13/12 at 4:15 PM, with LPN #7
who was an MD6 Nurse revealsd she had
forgoften to alter the resident's care plan related
to the goal stating "skin tear" will heal by
01/44M12. She stated the goal sholld have
referenced the area as "boil-like" arza.

3. Review of the medical record revealed the
facliity admitted Resident #22 on 02113110, with
diagnoses which Included Damenti.;, Left
Humaral Fraciure and Chronic Hes:t Fallure.

Review of the Quarterly MDS Asse:siment. dated
11110/, revealed the facility assey3ad the -

| resldent:as being severely cognitively Impelred

with a Brief Interview of Mental Stalus (BIMS) -
score of three (3}, indicating severe impairment.

Review of Resident #22's Comprehensive Plan of
Cars, dated 12/27/111, revealed the resident had a
care ptan for inappropriate behaviors. Further
review revealaed an intervention to teach tha.
resident ahout appropriale behaviors,

Interview with the Social Setvices Worker, on
01/13/12 at 3:23 PM, revealed this was an
inappropriate intervention as Resident #22 had
significant cognitive Impairment and would be
unable to benafit from education.

Interview with Licensed Practical Nurse (LPN) #3
and the Evening Weekend Supervisor #4, on
01/13/12 at 12:16 PM, revealed Resident #22
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would be unable to leam from education due to
hisfher cognitive impairment.

4, Review of Resident #27's medicat record
revealed dlagnoses which included Parkinson's
Disepse and Dlabetes Mellifus. Review of the
Annual MDS Assessment, completed on
12/26/11, revealed the facllity essessad the : '
resident to have Brief Interview for Menta) Status
(BIMS)‘soores of 15, which indicated Resident
#19 was cognilively intact, Further review of the
MDS revealed the facliity assessed the resident
ta have a surgioal wound and no other skin
conditions.

Review of the Comprehensive Care Plan, dated
12126111, revealed a problem enlitlied "Discomfort
| v/t {related to) rash scrotum" with an intervention
thet skated "encourage resident nof to touch or
scratch ears”,

Interview, on 3M/14/12 at 6:10 PM, with the
Director of Nursing {DON) revealed tha approach
to encourage the resident not to touch or scratch
his/her ears was not an appropriate Intervention.
The DON stated she did not know what the rash
on the resident's scrotum had to do with his/her
ears. In addition, she stated it must be a "glitch"
in the facllity's system.

6. Review of Resident #14 ' s medical record
revealed diagnoses which included Congestive
Heart Failure. Review of the Significant Change
MDS Assesament, completed on 08/16/11 and
Quarterly MDS dated 12/01/11, revealed the
facility assessed the resident to have Brief
Interview for Mental Status (BIMS) scores of 3,
which inglcated the resident had severely
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impafred cognltive status.

Review of the Comprehensive Care Plan, dated
12/08/11, revealed "...exhibits sexually
inappropriate bahavior" that included an
approach to administer traatment to wound as
ordered. Additional review of the Comprehensive
Care Plan revealed a care pian for "episodes of
combative behavior", with an approgch to
administer treatmeant to wound 28 ordered.

intarview, on 01713712 at 415 PM, with MDS
Coordinator revealed the approach to agminister
treatment to wound as ordered was a "glitch” in
the system and should have been "errored out",

6. Review of Resident #19's medical racord , ' i
revealad diagnoses which included Dementia and i
Psychotic Disorder. Review of the Significant
Change MDS Assessment, completed on -
09712111, revaealad the facility assessed the
resident to heve Brisf Interview for Mental Status
(BIMS) scores of 10, which Indicated Resldent
#18 had a moderately impaired cognitive status.

Review of the Comprehensive Cars Plan, dated
12/27/11, revealed "Resident has episodes of
inappropriate sexual behaviors" with an
interventton that stated to adrinister x
(treatmant} to wound as ordered.

Interview, on 01/13/12 at 4:15 PM, with the MDS
Coordinator revealed the Intervention on Resident
#19's Inappropriate sexual behavior care plan, to
administer treatment to wound as ordered, should : o
have been errored out as it was a "glifch” in the
systam.
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7. Review of the clinical record revealed the
faclity admitted Resident #5 on 11/29/11 with
diagnosis which included Anxlety Disorder.

Review of the Significant Change MDS
Asgessment, completed on 12/28M1, revesled

| the facility assessed the resident fo have Brief

Interview for Mental Status (BIMS) score of 15,
which indicated Residant #5 was not cogmtwaly
lmpaired

Reviaw ot the Comprehansive Care Plan, dated
1272911, revesled Resldent #5 had, "alteration in
slesy pattems including inscmnig”, with an
Intervention listed, “administer Ix (treatrment) to
wound as ordereid",

Record raview of weekly skin assaessments
reverled no evidence of any areas of skin
bres.ir{down, ulcerations or wounds.

lnterwew with Resident#5, on 1/14/12 at 10,05
AM, during an obsarvation of the reslident's skin
assessmant revealed Resitient #5 had no areas
of skin breakdown, skin ulcers or wounds.

Interview, on 01/43/12 at 4:00 PM, with the MDS
Coordinator, revesled she is ultimately
responsible for the comprehensive care plans.
She further stated she had reviewed every care
plan in the building, ingluding Resident #5's, but
nat in detail,

Interview with MDS Coordinator, on 01/13/12 at
4:15 PM, revealad the intervention, "administer tx
to wound as ordered”, on tha resldents’
comprehensiva plan of care was an arror, She
further stated she was unaware thatthe .

F 280
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PREVENTJ’HEAL PRESSURE SORES

Basod on the comprehensive assessment of &
resident, the facility must ensure that a resident
who enters the faoility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were. unavoldable; and a resident having
PresBUre S0TBE recalves necessaty treatmant and
sdivices to promote hesling, pre sent Infection and

‘prevent new sares frorr' developing.

| This- REQUIREMENT s not me? as evldenoad

byt
Based onh observation, inferview, and record
review, it was determinad the facility failed to

. | ensure residents who enter the facllity without

pressure gores dld not develop pressure sores for
ane (1) of fifty-nine {§9) sampled residents
{Resident #8).

The findings iﬁclude:

Interview, on D1/1412 at 12:00 PM, with the
QA/Staff Development Nurse revealed the facility
had a system for weekly head-fo-foe skin
assessmants performad by nursing staff. She
stated State Reglstered Nursing Assistants
(SRNAs) ware to view the residents' skin in
between for any new areas of congern. The
SRNAs wefle 1o repert any findings to the nurses.
According to the QA/Staff Development Nursa

the physician on 1-11-12.

orders for aloe vesta and to float
the elbow. The resident is on a
special tuming and repositioning -
program, which ensures that
residents who need to be on a
turning and repositioning program
are placed oh one to prevent skin
breakdown if none noted and
prevent further skin breakdown if it
already exists and to monitor and
re-evaluate the effectiveness of the
program according to schedule
and make changes as needed.
The wound care nurse contacted

All residents house-wide had a
head to toe weskiy nursing
assessment completed. The
house wide assessments were
completed by the charge nurse on
each uniton 1-17 and 1-18-12,
and 1-22-12 dealing with a code
protect being issued. However a
weekly head to toe assessment
are completed on every resident
every week by the charge nurse on
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any new areas would have treatment obtained
and would bs care planned. The QA/Stalf
Davelopment Nurse statad audits were being
performed by the Wound Cara Nurse.

Review of Resident #6's medical record revealed ‘

diagnoses which Included Gerebral Palsy,

Guadriplegis, and placement of a Percutaneous
Gastrostomy (PEG) tube. Review of tha Annual
Minimum Data Set (MDS) Assessment, dated _
08/16/11 and the Significant Change MDS dated
11/24/11 revealed the facility assessed the

resident as being at risk for developing Pressure

| Ulcers.

Review of the Comprehensive Cara Plan, dated
06/2111, revealed & care plan that noted the
resident was at risk for skin braakdown.
interventions includad to "monitor skin condition
dally during routine cara". Review of the
Resident Weight Record revealed on 01/05/12,

-| Resldent #6's weight was doocumented at 74.2

pocunds. Review of the Weekly Skin
Assessment, dated 01/10/12 revealed no
docuemtned evidénce of reddness of skin break
down was natad,

Chsarvation, on 0141/12 at 9:42 AM, of a skin
essessment parformed by the Wound Care
Nurse revealad Resident #8 had a dark red
non-blanchable area on histher right etbow that
measured 0.3 cenfimetera {(cm) by 0.6 cm.

Interview, on 01/11/12 at 8:50 AM, with the
Wound Cere Nursa durlng the skin assessment
revealed ha was not aware of this area prior to
performing the skin assessment. He stated the
area observed on Resldent #8's right elbow was a

| the SRNA to nurse communication
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residents were found to have skin
areas.

A new skin check sheet has been
put into place for SRNA's on ali
shifts to document if a resident
has a noted alteration in skin
integrity or bruise noted. The
SRNA puts a "C" in the box to
refer to communication tool.
(SRNA to Nurse) The SRNA puts
an "X" in the box if no new skin
areas are present. The nurse will
check the skin check sheet every
shift, The nurse will follow up on
all skin areas of concern noted on

tool.

The communication tool is a
duplicate copy. One copy goes to
the charge nurse for notification
and intervention necessary the
other copy goes to Resident Care
Manager (RCM) for follow-up to
ensure charge nurse addressed
skin concerns as needed. Once
‘RCM reviews copy goes to QAPI
manager. RCM wili monitor and
audit for compliance. QAPI
manager will randomly audit
compliance quarterly and report
findings in QAPI meetings.
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Stage | Pressure Ulcer and he wauld notify the
Physician for treaiment orders.

Coninued obzarvation, on 0111712 at 10:30 AM,
revealad the area on Resident #8's right elbow
continued to be derk red and was observed as
the same size as the sarlier cheervation,

Interview, on 0171211 at 10:20 AM, with State
Ragistered Nursing Assistant (SRNA) #12
revealed she was caring for Resident #6 on
01/11/12 and had not heen aware of the Stage |
Pressure Ulcer on his/her right elbow. She stated
the resident was turned evary two (2} hours,
somatimeas mora frequently but she did not

T inspect all areas of tha resident's skin,

Raview of the Physiclan's crders revealed an
"order, dated 01/11/12 at 10:00 AM, for Aloe Vesta
to a Stage | on the right elbow and keep the
elbow floated.

Interviow, on 01/12/11 at 10:258 AM, with
Registered Nurse (RN) #4, the Resident Care
Manager on the unit oh which Resident #6
resided, revealed he was unawaré of the Stage |
Pressure Ulcer to the resident's right elbow unti It
was reported to kim by the Wound, Care Nurse.
He stated the nursing assistants were good about
| raporting any skin Issues, however this area had

_ | not bean raportad. _

F 322 [ 483.26(g)(2) NG TREATMENT/SERYICES -
s58=p | RESTORE EATING SKILLS

Based on the comprehansive assessment of a
"resldent, the facliity must ensure that a resident
whe is fed by a naso-gastric or gastrostomy tubs
receives the appropriate treatment andg sarvices

The QAP committee will monitor
at least quarterly, these areas to
ensure that the deficient practice
does not recur for one year and
the QAPI committee will re-
evaluate at that time. All staff
education on systemic changes on
1-18-12 by Stephanie Hicks, RN, .
Ql/Staff Development Manager.

. F 314

The formuia hanging was not
connected to the resident via | 3-13-12
gastrostomy tube. Order indicated
F 322 that formula was not to be running
at that time. Upon notation of the
formula hanging in the room it was
discarded immediately.
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to prevent asplration pneumonia, diarrhea,
vamiting, dehydration, metabollc abnormalitias,
and nasal-pharyngeal ulcers and to restore, if
possibla, normal eating skills,

This REQUIREMENT I8 nof met as evidencad
by:

Based on obsarvation, interview, record review
and reviaw of the facliity's pollcy, it was
determined the facility failed to ensure the uae of
tube feeding hang time recommendations to
prevent excessive microblal growth for one (1) of
fity-nine (59) sampled rasidents {Resldent #6).
The faclllty failied to follow It'a policy related to

proper hang times for Resldent #6's tube feading |

which was oberserved hanging for seventy-five
{75) hours,

The findihgs include:

Review of the facility's policy entitled "Enteral
Feeding System”, dated 12/01, revealed formula
in a closed system may hang up o thirty-slx (36)
hours,

Review of Resident #6's medical record revealed
diagnoseas which ingluded Cerebral Palsy,
Quadriplegia, and placement of a Percutanaous
Gastrostomy (PEQ) tube. Review of the
Significant Change Minimum Data Set (MDS)
Assessmant, dated 11/24/11, revealed the facility
assessed the resident to have a fesding tube and
to require total dependence on staff for all
Activities of Daily Living (ADLs). Further review
of the record revealed an order for Resldent #6's
Jevity 1.5 tube feeding to run at forly (40) c;
{cublc centimeters} per hour for sighteen (18)

| on proper hang time of tube

facility policy.

provided nursing staff education

feedings to prevent excessive
microbial growth. An audit was
conducted on all residents in
house with current orders for tube
feeding to verify facility staff are
following tube feeding hang time
by nursing administration. On
1-26-12 an audit was completed
by Ashley Miller, RN on the six
residents in the facility on tube
feedings to ensure that all was in
compliance. The audit includes
checking the residents name,
room number, formula, cc/hr, #hrs
(infusing and infusing at the proper
feeding times), HOB up, bottle
labied, spike dated, pump set
correct, pump cleaned, syringe
dated, order correct, MAR correct,
weekly weights done. Education
was completed in a nurses
meeting on 2-24-12 by the staff
development/quality manager and
the following was discussed: Tube
feeding totals must be completed
every night. Tube feeding formula
can hang only for 36 hours, per
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y per facility policy. After this it must
F322| Continued From page 61 _ F322 be thrown away in order to prevent
hours per day. The tube fesding was to be off , ial wth. Th il b
every day from 8:00 AM to 2:00 PM, m'c':Ob'a growth. There will be an
. audit conducted weekly by nursing -
Observatioh, oh 01/10/12 at 8:51 AM, during the supervisor to verify compliance
initial tour of the facllity revealed Resldent #6 had with tube feeding
a closed system bottie of Jevity 1.6 tube feeding .
hanging with & date of 0407112 and timed 6:00 recommendations. .
AM with approximately one hundred and fifty Audits /findings will be reviewed
(160) millliters ift in it. Further observation and discussed in the facility QAPI
revealed tha tube feeding was not-running. —
According to the time-and date on the bottle, the meetlr‘lg quall'terly. The QAP
closed system tube feeding formual had been committee will monitor these areas
"| hanging for greater then sevanty-flve {76) hours. to ensure that the deficient
| interview, u101/13/12 at 6:35 PM, with the practice does not recur for one
{Resident Ciiriical Manugar (RCM) revealed the year and the QAP| committee wiil
boltle of tu::g feeding fated 01/07/12 was past re-evaluate at that time.
‘due to be saanged. Hee stated it.should have
{ been chan-:ad within thirty- &[x (38) houi's per
| facility policy as it waé 1 closed system.
Fa23 483,26(h) *REE OF AC:CIDENT F3z3| .
§S=K | HAZARDIS/SUPERVISION/DEVICES 1. Resident #22 was placed on '
The facllty misst ensure that h I& t Q15 minute checks on 12-25-11 [3-13-12
st ensure that the residen :
environment remains as fres of accident hazards to 1-3-12. Re3|dt?nt #22 was then
as ls possible; and each resident receives placed on Q15 minute checks on
adsquate suparvision and assistance devices to 1-5-12 and was sent out later on
preveit accldents. 1-5-12 for a psychiatric evaluation
and hospitalized. Resident #22
returned on 1-16-12 and was
' _ immediately placed on 1:1 staff
_ supervision. On 2-5-12 resident
'tl}‘::ls REQUIREMENT is not met as evidenced #22 was sent out for behavioral
Based on observation, Interview, record review health evaluation and was
and facllity policy review it was determined the admitted. Resident returned on
facility failed to ensure residents' safety through : :
FORM CMS-25B7(02—99j Fravious Versicns Gbaolate  Event ID:680511 Faciity |D: 100020 it continuation sheel Page 62 of 116
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monitoring and supervision. The facitity faaled to-
ansure adequate supervision was provided to
pravent rasident to resldent sexual abuse. The
facility failed to adequately assess Resident #22's
inappropriate sexual history and falled to develop
and implernent a Plan of Care to address -
Resldent #22's sexual behaviors that would be
effective in managing the resident's behaviors
and protecting other residants of tha facility. On
1212611, at approximately 11:30 AM Stats
Reglistered Nursing Assistant (SRNA) #2
cbserved Resident #22 in Resident #1's room,
Resident #1's panis and pull-up were pulled down

‘below hig/har knees while the resident wes laying

across the foot of the bed on his/her stor:ach and

‘Resident #22 was behind Resident #1 to:ching
-Resident#1's-perineal area with his/her I ands

1 and mouth..Later on 12/26/11, staff ohserved

‘] Resident #22 touching and rubbing Resicznt #2's
+{ thigh. On01/06/12, Resident #22 was okserved
" | Inappropriately touching and kissing-Resident

#29's arm and attampting to pull the resident
hackwards in his/har Qeri chair. The faclity falled
1o identify the incidents @s abuse and falled to
identity Rasident #22's behavior as a rigk to the
other thirty-two {32) cognitivaly irmpairad residents
on the locked Demaentia Unit. The facility failad to
implament interventions to ensure residents'
safety and failed to provide adaquate sugervision
to protect residents and prevent recurrance of

sexually inappropriate bahaviors towards

residents. Addifionally, the facility failed to. .
identify other incidents of abuse/neglect through
the assessment of all residents of the unit after
12/26/11 1 ensure aderuate supervision was

Jprovided to protect residents from further abuse.

Based on the above findings, it was determined

condition. Resident #22 was

Jidentifying signs and symptoms of

{%4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORREGTION o8
PREFiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMAT Q) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
) DEFICIENCY)
F 323 Continued From page 62 F ags| £9-12 and was immediately

placed on 1:1 staff supervision.
Resident was referred to a long
term behavioral health facility for
potential placement at this time.
On 2-14-12 resident #22 had 1:1
staff supervision discontinued due
to a decline in overall health

placed on palliative care at this
time. Resident #22 expired on
2/24/12.

Staff received education on
1-18-12 in regards to the 7
components of abuse, abuse
definitions, types of abuse,

abuse that staff should recognize
as such, immediate procedures for
suspected abuse and a new
suspected abuse communication
reporting form which has
implemented. Administrative staff
and clinical leadership received
training on 1-20-12 on the impact
of mental capacity and the
determination of abuse. All staff
completed a competency
validation on abuse and neglect
and the new "Code Protect"
system.

FORM CMS-2687{02-00) Previous Verslons Obsolata
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F 323 A revised social services, resident
Eg”f‘::;g:‘:::_’lnrzagepea ry " F323| abuse policy was put in place
ilu roperly assess an : - : ;

Implement a plan of care to ensure adaquate which addressed the |mmred|ate
supervigion for Resident #22 and to pratect other procedures for suspected abuse
restdents-from further abuse recurrence ls likely which includes placing any
to cause setlous injuty, harm, impairmant, or residents involved in suspected
death o a resident, Immediate Jeopardy (1) and ébuse Februa a" staffp
Substandard Quality of Care (SQC) were T ry .
Identified on 01/12/12 and was determined to education includes preventing,
exist on 12/25/11. recoghizing and reporting abuse

e by the facility on-line training
After quality review conducted by the State e .
Agency and the Center for Medicare and program. As well the -fa.CIIIty will
Medicald Servicas {CMS) it was determined the conduct a monthly training on
int\lﬁﬂgatii?nf l‘equitfﬁd reﬁfeging to gather g abuse, overseen by the facility
additional information. The Survey was reopene : '
for further investigation from 01/30/12 through staff.develof? m.T'int es:lucato'r.l The
02/03/12, An acceptable credible Allsgation of nursing staff will notify socia
Compliance (AOC) for the removal of I was services of any behaviors via the
received on 01/23/12 with the facifity alleging social service notification form, to
removal of IJ on 01/21/12. The State Agency i i ;
verified 1J was removed prior to exit on 02/03/12, implement interventions an_d
with remalning non-compliance at 42 CFR 483,25 | - foliow-up as necessary.
Quality of Care at a S/8 of a "E", while the All staff will be mandated to pass
facility's Quality Assurance continues to monitor the competency on abuse and
Administration's oversight in the facility's systern ' "
to ensure adequate sUpervision to prevent neglect"and the new "Code ,
accidents. Protect" annually. A house wide

. psychosocial and physical
L“neidrgmn t??: fig!lllg f?“ed to eneure a'faJeUt‘l ) assessment will be conducted
ent by failing to snsure the Soiled Utility ;

Closet which contained hazardous chemicals was when a_n instance of suspected
locked. abuse is noted. All referrals to the
o facility are screened by the

The findings inolude: admissions office for any
Review of the facility's policy entitled unmanaged high risk behaviors.
“IncidentiAccident Reports, Resident”, dated
09/2006, revealed an incident is defined as an
Fadiity ID: 100029 If continuation sheet Page &4 of 116
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v

PROVIDER'S PLAN OF CORRECTION

unusual or unaxpected event that is not

" | conelstent with the routine operation of the facility

or the routine care of the resident. It continued to
state, this includes every ingldent that ocours
mvolvlng a rasgident, visitor, voluntear, other
non-arnployee or emp!oyee

Review of the facllity's policy titled, "Soclal
Services. Resident-to-Restdent Abuse", dated
12/2001, revasied the facility was to develop &
plan-of cara that Included interventions 1o prevent
the recurrence of such incident.

| Record review revealed the facillty admitted

Resident #22, on 09/13/10, with diagnoges which
included Dementia, Hypertension, Chronic Heart
Failure, Left Humeral Fracture and a history of a
Right Humeral Frecture. Review of the Quarterly
Minimum Data Sat {MDS) Assessment, dated

‘| 11710711, revealed the rosident was assessed as

being severaly cognitively impaired with a Brief
interview for Mental Status (BIMS) score of three
(3). Fuyrther review revealed no documented
evidence the facility assessed Resident #22 for
sexually Inappropriate behaviors, Review of
Resident #22's Comprehensive Cara Plan, last .
revised on 11/22/11 ravealed ho documented
evidence the facility developed a plan of care to
ensure adequate supervision refated fo sexual

_behavlora.

Inferview with SRNA#5, on 01/06/12 at 9:00 AM,
révealad she had cared for Resident #22 since
2010 and he/she had always made sexual
comments. Interview with Licensed Practical
Nurse (LPN) #1, an 01/07/11 at 4:58 PM,
revesled she recalled Rasident #22 unzipping
hig/her pants and exposing himselffherself

146)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EADH CORRECTIVE ACTION SHOULD BE COMPLETION
Y] REGULATORY OR LS50 IDENTIFYING INFORMATION) TAQ ‘GROBE-REFERENGED TO THE APPROPRIATE DATE
- : S : DEFICIENGY]
, . ' To monitor performance, the
F 323 | Continued From page 64 F 323

facility will utilize our quarterly
QAPI meeting. Audits will be
conducted to verify a 1:1 staff
supervision was put in place
anytime a suspected abuse is
reported.

Audits will also be conducted on
the sociai service notification form
to verify if behavior noted '
warranted increased staff
supervision and staff compliance
with policy and protocol by the
social service director. These -
audit findings will be discussed
and reported in the quarterly QAPI
meeting by the social service
director.

All residents house-wide had a
head to toe weekly nursing
assessment completed. The
house wide assessments were
compieted on 1-17 and 1-18-12,
and 1-22-12 dealing with a code
protect being issued by the nurses
on the particular units. However a
weekly head to toe assessment
are completed on every resident
every week by the charge nurse
on the particular unit.

FORM GMS-2507(02-58) Previcus Verslone tibsalata
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£ 323 | conti edA n " The social service department
' 'S:J‘érr;lllwezgr:gp:gﬁ\t:rview with SRNA #1, on Faz completed psychosocial |
01/04/42-8t 1115 PM, revealed when she provided assessments on 1-17 and 1-18-12,
care for Resident #22, he/she was often "touchy and 1-22-12 due to a code protect
fesly". Interview with SRNA#3, on 01/04/12 at being issued. 2. The facility had a
1:40 PM, revealed when she cared for Resident professional locksmith install locks
#22, hefshe made sexual statements and .
geslures, Intarview with LPN #3, on 01/13/12 at and customize keys for all parlor,
12:15 PM, revealed she had heard Resident #22 and kitchen doors, bichazard
meking sexual remarks and hand gestures (as doors, and soiled utility doors
though he/sha was touchmg his/her genitals). | throughout the facility. The secure
Interview with SRNA#2, on 01/06/12 at 8:47 AM, unlt_has a clean‘ storagg utility room
revaaled on 12/25/11 at 11:30 AM, she ohserved behind the nursing station. This
: Resldent #1 {adjudicatead legally incompetent) door was locked when staff noted it
 laying across the foot of the bed on hisfher :
“I'stomach with hisfher pants and pull up pulled uqlpcked during survey. All clean
down below his/her knees. Resident#22 was ut!llty_ doors are being ke_y_ed the
.| observed by 3RNA#2 behind Resident #1 same throughout the facility and
‘[ touching Rea:dent #g'szerineal area with hisfher will remain locked when not in use.
4 mouth and hands. SRNA#2 further stated she ‘ ; : iy
removed Resldant #22 from Resident #1's room JAll |tem"s found_ ',? the sm!ed utility
and tofd Licemsed Practical Nurse (LPN) #2 what on the 290 unit were removed.
she had observed. She continued to state LPN There will be a daily audit by
1;29 :s?:eg:te&@go saidtdlsv g&l\ rse]:.'néor\é;lhian!her from environmental services conducted
om fo jed yes. -
She cleaned Resident #22 and then left him/her verifying that doors ?re IOCKGC? that
at the nurses station and went back 1o clean should be. There will be a daily
Resident#1. Interview with SRNA#8, on environmental audit conducted by
01/06/12 at 10:22 AM, revealed she was at the environmental services that checks
Nurse's station and heard SRNA #2 tell LPN #2 all resident rooms when cleaned
she had observed Resident #22 in Resident #1's . ;
room touching Resident # 1's perineal area with for any items in the room that could
hisiher hands and mouth. Interview with LPN #2, be potentially harmful such as
iato ary apasial montorng of Supervilon for chemicals, sprays, efo. If such
" | Resident #22 or Resldent #1 and Had not done items are found, they are removed
any physical assessments of either resident or immedIately and family/poa is
Resident #1's roommats. Record review notified o please pick up.
EORM GMB-2667(02-00) Pravious Verelons Obeolals Event D: 880611
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‘revealad no documented evidence the facility

stalf notified Administration, the Director of
Nursing or Soclal Services of the incident even
though review of tha facility's Social Sgrvices
Residant Abuse Palicy, dated 08/2008, detailed
all Abuse alisgations must be immediately
reported fo the facility Administrator and the
Social Services Manager.

Interview with SRNA#4, on D1/05/12 at 9:36 AM, -

revealed he came to work ¢n 12/25/11 at 2:30 PM
and was told Resident #22 was in Resldent #1's
room with his/her face belwwen Residant #1's
lags. He further indicated |.?N #1 was present.
Further interview revealed 2 was in charge of
providing care to Resident 22 on 12/26/41 and
there were no special chaci:s initiated on the

. 1 resident while he was worki :d and his shift ended
1 at11:00 PM. :

interview with SRNA#5, on 01/08/12 at 9:00 AM,
revealed ehe cama to work at 8:30 PM on
12/25/11 and SRNA #2 told her ehe had observed
Resident #22 In Resident #1's room. She stated
SRNA #2 told her Rasident #1's pants and pull-up
were down and Resident #22 was touching
Resldent #1's perineal area with hismher hands
and mouth. She further stated she was not
aware of any speclal monltaring being put into
place for Resident #22 or Resident #1.

Interview with LPN #1, on 01/07/12 at 4:68 PM,
revealed LPN #2 had told her nothing In raport
about the incident with Resident #22 and
Resident #1. LPN #1 further stated there was no
special monitoring for Resldent #22 or Resident
# initiated during her shift and there weré no
physical assessments of either residents or

residents and placed in admission
paperwork for new admits
addressing areas for families to
assist us in maintaining
compliance in regards to keeping
rooms free of chemicals, cleaners,
etc. _

All resident wheelchairs in the
facility are checked for proper
function and need for repairs on a
monthly basis by the maintenance
department. Any items needing
repairs will be repaired or
replaced. The maintenance
manager will track this in the
facility quarterly QAP! meeting.

A change in condition will be

| placed with nursing shift report.
This form will list the resident
name, conditionthat needs
monitored and followed up with
documentation. The
documentation guidelines will be
attached for quick review. Areas
to be followed up on for
documentation include: falls, new
pain, accidents, etc. The form will
be revised on a weekly and/or as
needed hasis by each Resident
Care Manager.
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F 323 { Continued From page 66 F 323| '
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Resident #1's roommate completed during her
shift,

Further interview with SRNA #2 and LPN #1
revealad they hed obssrved Resldent #22
touching and rubhing Resident #2's thigh
hetween 4:00 PM and 4:30 PM. it wasn't untll
after this incident that SRNA#2 Informed LPN #1

| of the previous incident with Resldent #22 and #1

that had occurred that sama date. LPN #1
revealad she did not take aotion related to either
incldent occurring with Resident #22 until 8;30
PM, when she notified the Weekend Suparvisor
of the incidents.

Interview with the Evening Weskend Supervisor,
on 01/06/12 at 3:24 PM, revealed she was doing

‘her rounds, on' 12/28/11 betwaen 1000 PM and

10:30 PM when she was told about the incident
with Resident #22 and Resldent #1. She stated
she then-called the Day Weskend Supervisor
because she had received nothing in report from
him and he had stated ha knew nothing about ths

Incident and then she called SRNA#2 and asked |

her what had happenad and shie stated she had
found Resident #22 in Resident #1's room
touching Resident #1's perineal area with his/her
hands and mouth, she said she had separated
the res|dents and told the Nurse.. The Evening
Weekand Supervisor steted she then called LPN
#2 who said she had not been told aboult the
incident. She stated then she called the Assistant
Dirsctor of Nursing (ADON) and Social Services.
She stated the facllity began fifteen (16) minute -
checks at 11:00 PM for Resident #22, twelve {12 )
hours after the incldent.

Review of Resident #22's Comprahensive Care

form to conduct routine weekly
audits on follow up documentation
completed by the staff nurses A
monthly audit will be completed by
the RN manager/designee to verify
that all safety devices, appliances,
etc. that are ordered for the
resident are on the SRNA flow
record and are in use in the
resident room. The RN manager/

“designee will report at least

quarterly in QAPI to ensure
compliance. The pharmacy will
conduct two medication pass
audits to ensure safety and
prevention of hazards related to
side effects of medication, any
potential for adverse side effacts
and the preparation and
administration of medications. The
findings from these audits will be
reviewed in the facility QAP}

meeting by the facllities consultant

pharmacist at least quarterly.

The QAPI committee will monitor
these areas at least quarterly to
ensure that the deficient practice
does not racur for one year and
the QAP| committee will re-
evaluate at that time.

£X4) I SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION )
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DEFICIENCY)
. Nursing supervision will utilize this
F 323} Continued From page 67 F 323 9 sup
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Involving Residents #22, #1 and #2. Review of

| AM, Resident #22 was observed by the Kentucky

Contlnued From page 68

Plan revealed there was no Care Plan developed
fo address the resident's sexual behaviors until
12/27#1, two (2) days after the incidents

Resident #22's Plan of Care for sexual behaviors,
datad 12/27/11, revealed the facility had |
implemented several approaches to deal with the
hehavior which were to tell the resident calrmly
and firmly that this behavior was not acceptable
whenever it occurrad. 1t further stated to
separate from pesrs if behavior becomes
offensive to them, take-Resident #22 to his/her
roomand provide privacy and toteach the
tesident about acceptable behavior. The Care
Plan detalled ataff was to be non-judgmental
when confronting negetive behavior and astablish
consistent staff approaches to deal with the
problem; however, further review revealed the
care ptan did not detsii what consistent
approaches staff was to provide to deal with the
problem. There was no documented evidence of
any Increased supervision being implemsanted
related fo the resident's sexua! behaviors towards
realdents, nor Intetventions to deny Resldant #22
access to other residents of the facility to ensure
their safety and to prevent fisther recurrence of
abuse.

Raview of the Nurses Notes revealted on 04/03/12
the facllity discontinued the fifteen {15) minute
checks. On 01/5/12, between 9:43 AM and 8:60

State Agency Surveyor, rubbing Resldent #20's
left hand on histher upper right thigh in the dining
room on the locked unit during an activity while
fomale rasidents were having thelr nalls paintsd.
There was one (1) Activity Alde in the room,
sitting about ten {10) fest away, but within direct

F 323
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visual fisld of the incident, with approximately
fwelve (12) residents. No other staff was
cbgerved in the ared. Resident #22 was also . i
observed rubblhg on Resident #20's Ieft arm &nd ' : iz
kissing up and down his/her arm and hand. : : ' '
Resident #22 was then observed pulling Resident
#29 backwards, by his/her arm while he/she was
sitting in a Geri chair. The Kentucky State
Agency Burveyor krought this incident fo tha
attention of the Actlvity Aide when Rasident #22
bagan pulling Resident #29 backwards, No staff
was supervising/tmonitoring this resident to
ensure no sexual hehavlors were forced upeon
otfier resldents despite the fagility's knowledge of
thir: rasident's sexually inapproptiate- behavior
higory since 12/2B#11,

Intarview with Activiiles Assistant #33, on : - 7 . \
0202112 at 2:16 PM, revealed she observed ' '
Resident #22 holding Resident #29's arm and
stating "you're coming with me®. She further
steted had she observad Resldent #22 kissing
| Resident #29's arm and hand and rubbing
Resident #28's hand on Resident #22's leg she
would have seperatad them immediately.

is
b
o
i
1:
11
L

i
£
i

Inferview with the ADON, on 01/06/12 at 11:45
AM, revealed the facillty had disciplined LPN #2,
as she was the Charge Nurse on 12/26/11 and it
was LPN #2'a responsibility 1o have reported the
incident between Resident #22 and Resident #1
o Administration.

Intervlew with the Soclal Services Manager and
Director of Nurging (DON), on 01/11/12 at 10:00
AM, revealed the facility's investigation did not
determine abusse had oocurred and it was ' f
determined the facility's fallure existed secondary
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to tha failure of LPN #2 to report the incident with . '
Resident #22 and Resident#1. These staff - : - : 1=
atated they believed the residents had a right to ' ’ : ) !
have sex becsusa those desires did not receds ' ' -
due to their cognltion. However, record review
revealed Resident #22 was assessed by the
facility to have cognitiva impairment. Interview
with Resident #22's Power of Attorney, on
01/13/12 at 9:50 AM, revealed while the facility
| had previously informed him of the resident's
increased sexuz| behaviors the resident was
incapebls of meidng decisiona. Interview with
Residant #22's Physlclan, Physician #1, on
[ 01/13/12 at 11::7 AM, revealad he believed
| Resident #22 v+;8 unable to make decisions and
| ¢iid not have the cognitive ability to act willfuily.
Furthermore, R-:sident #1 was #saessed by the
facliity to have cogpltive iImpairment and had .
| begn adjudicated lagally incompetent, with a gourt
* -|-appointed guartian. Furthermore, inferview with
Rasident #4's Guardian, on 01/12/M12 at 6:40 PM,
raveaied if Resldent #1 was in his/her.right mind,
this incident would not have cecurred. Sha
further stated Resldent #1 was incapahle of
making decisions and she, .as tha resident's
guardian, had given no permission for Resident
#1 to perform sexuel acts.

Interview with the Administrator, on 01/14/12 at
4:12 PM, revealed he did review the investigation
of the incident and determined LPN #2 not
reporting the incident immediately to her
supervisor was the fallure; however, the facility
could not provide avidence that they had
identified the facility's failure {o deny Resldent #22
and #1-access to other rasidents tc prevent

. | further incidenhce or recurrence of potential sexual
"abuze. The Adminiatrator was unable o provide
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' [etar, there was no evidence the facilily was

avidence the faciilty adequately supervised or
monjtored Resident #22 and #1 after the incident
which occurred on 12/25/11 at 11:30 AM o
ensurs tha safety and well-belng of other
residents, Review of the census report for
12/26/11 revealed a total of thirty-two (32)
resldents living on the locked Dementia unit.
Review of the facility's Roster Matrix revealed all
thirty-two (32) raaldents rasiding on the locked
Demantia unit were assessad as having cognitive
impairment.

Due to the facility's lack of supervision and
monitoring, appraximately tive (5) hours later, -
Residant #22 inapproprlately touchad and rubbad
Resident #2's thigh. Agaln, twelva (12) days

adequately supsrvising or monitoring Residen:
#22 when Resident #22 was observed rubbing on
Resident #20's left arm and kissing up and down
Resident #29's arm and hand and Resident #22 |
was ohserved pulling Resident #28 by histher arm
while he/she was sitting in a Geri chair in the
dining reom of the locked unitdurlng an activity
which & staff member wag feading.

Even though the facility transferred Resident #22
to & psyochiatric facility on 01/06/12 the facility
anticipated the resident's return on 01/16/12;
howaver, review of the facility's fraining
docurnentation and Resident #22's current Care
Plan ravealed no detalled evidencs of action the
facility would take to ensure adaquate suparvision
and resident safety to preuent sexual abuse
recurrence.

Additionally; there was no documented evidence
that the facillty had attempted to identify other

F 323
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incidents of abuse/neglect thr¢ugh assessment of
all residents on the unit. Interview with the Social
Service Manager, on (1/14/12 at 12:46 PM, who
was responsible for conducting Investigations and
assessments, revesled that she had not

| assessed any other residents on the unit 1o
‘identify other incldents of abuse. Therefore this

fallure to Identify other incidents of abuse
prevented the facility from assessing, developing
and implementing necessary supervision that
would be requwed fo protect the restdants of the
jocked unit.

An acceptable credible Allegation of Compllance
{AQC) was received on 01/23/12 which alleged
removal of the I eﬁective on 01/21112, based on
the followling:

| 1) The Soclal Services Manager contacted all
| Power of Attorneys andior applicable members of

the resldents on the locked dementia unit by
telephone and interviewed them to determine
whethar they had observed or had any other
knowledge of relevant safety concems by
01/16/12.

2) All residents on the locked dementia unit were
quaestioned by the Soclal Services Managerin an
alternp to determina If any of the other residents
ware subjecidd fo the behaviors of Resident #22

by 01/16/12.

3) All residents and thair family members or
healthcare representatives on the unit ware also
informad about the potential safety issue on the:
unit and the measures baing taken to resoive the
isgue by 01/19/12.

F 323
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4) Resident #22 was sent out fo an Paychiatric
Hospltal on 01/05/12 for evaiuation and returned
to the facility on 01/16/12. The resident was
PMaced an one (1) to one (1) supervision.

6) Resident #1 was placed on fifteen (15} minute
checks on 12/26/11 due to bahaviors which were
discontinuad on 01/03/12. Reeident #1 was
placed on one {1 ) to one (1) supervision on

01113112,

6} Alteration of Resident #22's psychoactive
medications were made and the addifion of pain
medications was added durlng Resklent #22's
stay at the Psychiatric Hospltal betwsen 01/05/12
and 01/18M12,

7} Comprehensive Plans of Care were updated
for Rasident #22 on 01/19/12 and Resident #1 on
01/20/12 to address spaclfic behaviors and
specific mlerventlons to ensure needs were helng
met.

8) All residents on all units received a physical
and psycho-sociat evatuation to establish a safe
base-line for implementation of house-wide
corractive action measures by 01/18/12, The
soclal services department conducted 2 -
peycho-socialisafety evaluation on all regidents
on all ‘units, by 01/19/12.

9} The facility revised it's policles and procaedures

" | for reporting and Investigating potential abuse

and created a new rapid rasponse protocol called
“Code Protect” by 01/19/12.

10) All staff wae educated regarding the
detaction of abuse, definltion of abuse, facility
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|11} Al staff was required to pass a competency

| of the medioal recort] and review of the

*| reveated the resident was receiving one (1) on

Continued From page 74 -
polioy and the impact of mental capagity on
detarminations of abuse by 01/18/12,

with & score of 100 percent. This competency will
hecams an annual requirement.

12) All leadership attended a one (1) hour
in-service on the topics of abuse, resident
compstency, and the role of resident competency
on: the datermination of abuse by 01/20/12,

Cn 02/03/12, it was verlfied the Immediacy of the
I was removed and the facilify implemented
enrrective actions as alleged in the ACC, effective
04121112 based on tiis following;

Chservations; on 01/31/12, 02/01/12, 02/02/12
aiid 02/03/12 reveal:d Resident #22 was
recgiving one (1) on vne (1) suparvision. Review

Bahavior/Mood and Behavior Patterns Sheet

cne (1) supervision sinoe returning from the
Psychiatric Hospltal.

Interviews with staff Including SRNA#18, on:
02/03/12 at 12:40 PM, SRNA¥19, on 02/03/12 at
12:66 PM, SRNA#20, on 02/03/12 at 2:35 PM,
SRNA#21, on 02/03/12 at 1:46 PM, Charge
Nurse #11, on 02/03/12 at 12.60 PM, Charge
Nuree #12, on 02/03/12 at 1:06 PM, Midnight
Supervisor #13 on 02/03M12 at 2:40 PM, LPN#3
on 02/03/12 at 2:38 PM, Activities Assistants #32,
on 02/03/12 at 1:10 PM and Actlvity Assistant
#33, on 02/03/12 at 12:35 PM, ths Risk Manager
on 02/03/12 at 12:45 PM, the Diotary Manager,

on 02/03/12 at 1:00 PM, and.the Staff

F 323
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| completed.the psycho-social sve:uations to
| establish a safe bage-line for Imylementation of

| assessmants of residents. Furt!ar review of
| decumented evidence revealad physical

110:10 AM, revealed the facitity had contacted

| interview with the Director of Nursing (DON) and

Development Coordinator, on 02/03/12 at 1:15
PM, revealed staff was awara of the facillly's
policy changes, the facllity's revised piolicles and
procadures for reporting end investigating
potential abuse and the new rapid response
protocol called “Code Protect®. Thay were also
awara of the detection of abuse, dsfinition of
abuse, facllity policy and the Impact of mental
capacity on determinations of shuse and the
requirement to pass a competanay exam before
working with residents.

Intervfe\.;.' with the Social Service: Manager, on
02/03/12 at 3:15 PM, revealed vie had

house-wide corractive actlon ma 1suresa &nd the
Charge Nuraes had compléted t-e physical

assassments had.been compleisd for all
residents. Contlnued infarview ravealed she had
contacted family members and interviewed
residents ag part of the psycho-soolal
agsessment. Review of the documanted
evidence revealed residents and/or familias had
been Interviewed related to safety. Interview with
Resident #58's responsible party, on 02/02/12 at

him/her related to the resident's safety at tha
facifity. Interview with an Unsampled Resident,
on 02/02/12 at 11:15 AM, revealed someone had
asked him/her how he/she fait about their safaty
at the facliity and tha resident stated ha/sha felt
safa.

Administrator, on 02/03/12 at 5,30 PM, revealed

(X4) ID ' SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF GORRECTION (X8)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL FREFIX (EACH GORREGTIVE ACTION SHOULG BE OOMPLETION
O REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE APPROPRIATE DATE .

. . DEFIGIENCY)
F 323 Continued From page 76 F 323

FORM GMBS.2587(62-60) Previous Vorslona Gbsolate

Evant 10: 88CE11

Faclity |D: 100020

IF continuation shest Page 76 of 116

IRV DI

B T N



DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ : EORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES _ ___OMB NO. 0938.0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA . |{%2) MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
. - A BUILDING . .
B WING ' c
185448 ' - . 02/03/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
. 26500 STATE ROUTE 6
KINGSBROOK LIFECARE C '
RE GENTER ASHLAND, KY 41102
(X4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION el
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FILL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED 10 THEAPPROPRIATE DATE
' DEFICIENCY)
F 323 Continued From page 76 ' F 323

the plan for Resldent #22's care was to contmue
to te-evaluate him/her and seek guidance from
the Medical Director {Physician #1) and would
obtain additional psychiatric evaluations o see if
there may be anything underying ocourring with
the resident's psychiatric condition, The DON
further stated Rasjdent #1 and #22's
Comprehensive Plans of Care had beeh updated
to reflect the changes in oare and supervision.
Review of the Comprahansive Plans of Care
reflocted these changes. The Administrator and
DON stated it will be defermined by the Meadical
Diractor when Resident #22 is removed from one
{1) on one {1) observation becauss ha/she could
not be allowed to co-mingle with other residents
at this point withaut guidance and re-diraction
frem the one (1) on one (1) supervision,

2. Observation during initial tour of the facllity, on
01/10/12 at 10:05 AM, revealad the 'Solled Utlilty'
room on the 200 Unit was unlocked, Further
observation revealed the roam contalned a bottle
of Sanizlde Plus Germicidal Solution, a container
of PDI Sani-Dex ALC Antimicroblal Alcohol Gel
Hand Wipes, and a paint can closer with a sharp
edge.

Review of the Sanizide Plua Germicidal Solution
Materlal Safely Data Sheet (MSDS), dated 06401,
revealed exposurs to this product may cause
irritation to the upper respiratory ttact if inhaled;
burning and redness to the eyes if eye contact;
skin irritations if contact with the skin; and if
ingssted may cause pastrointestinal irritation,
nausea, vomiting and diarrhea.

Raview of the Materlal Safety Data Sheet
(MSDS), dated 04/25/08, revealed PDI Sani-Dex
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ALC Antimicrobial Alcohol Gel Hand Wipes had
the potantial to cause moderate aye irrltation;
prolonged inhalation was irdtating to tha eyes and
the respiratory tract and may cause headaches
and dizziness, and other centrai nervous system

'| effects; and If ingestion, get medical help or
contact the Poison Control Center immediately.

Observation, on 01/12/12 at 7:50 PM, revealed
Resident #19, who the facility had assessed as
being cognltively impalred wheeled -
herself/himsalf bahind the nursing station on the
200 Unit where the unlocked Oxygen
Storage/Solled Utility Room was located.

Interview, on 01/10/12 at 10:10 AM, with
Registered Murse (RN) #1 revealad the door was
to be locked at all times because there were
copnitively impaired rasidents who reslded on the
200 Unit. Additional interview revealed staff must
gef a key from the nurse in charge {o unlock the
door.

interview, on 01/10/12 at 10:11 AM, with State
Reglstered Mursing Assistant (SRNA) #9 revealed
the "Solled Utility' room door was never locked
and he had naver had to obtain a key to unlock
the door

intervisw, on 01110712 at 10:12 AM, with SRNA
#10 revealed she had naver had to ‘ask for a key
to enter the 'Solled Utility' room because she “just
walked right in” when she needed to enter the
roam.

The facility remained out of compiiance ata lowerr
scope and severity of an "E", a pattem deficiency

FORM GMB-2667{02-88) Previous Yarstons Ghaolete Event [D: 88C611 Faglity 10: 100028 if continuation ehaat Page 78 of 196

T S T AT




B I R T T L LE TIPS APy B P ) :..4. . ”P‘ﬁrﬂﬁ'ﬁ{"ﬁﬁ'f‘]‘ﬁfﬁﬂf
DEPARTMENT QOF HEALTH AND HUMAN SERVICES ' "FORM APPROVED

CEMTERS FOR MEDICARE ,QMMEDI_GAID SERVIGES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (Xt} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION - |¢%=) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED

i A. BUILDING . :
; c
185049 B NG 1 ove032012
NAME OF PROVIDER OR SUPPLIER : STREET ADPRESS, CITY, STATE, ZIP CODE
; : 2600 STATE ROUTE &
KluGSBRool( LIFECARE CENTER | ASHLAND, KY 41102
(41D SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'E PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (BAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) e - GROSS-REFERENCED TO TrE APPROPRIATE DATE
: : DEFICIENGY}
F 323 | Continued From page 78 ' F 323
with potential-for more than minimal harm while
the facliity's Quallty Assurance continues fo
monltor the effeclivenass of the new systeme and
policies implamentad to ensure residents are
adequately supervised to prevent accidents and
while the facility develops and implements the :
Plan of C°rfec‘iqg E{glghtl:”i)'s .  335| REsident #55 was noted to
F 333 483.26{m)(2) RE REE OF actually spit out the ativan pill
=p | SIGNIFIGANT MED ERRORS atly sp pill. 13-
88D Resident #55 was ordered 3-13-12
The facility must ensure that residents are fres of medications via g-tube, but was
any significant medication errors. ) not made NPO until 12-19-11.
_ The LPN who administered the
This REQUIREMENT is not met as svidenced - .| medication to bed A versus bed B
by received disciplinary action and
Based on ‘nterview, record review, and review of education on the 5 rights of
the-fapility's policy, it was determined the facility . . L .
falled to ensure one (1) of fifty-nine (59) sampled medication administration on
“| residents, Resident #55, was free of significant 12-12-11 by Pam Pennington,
medication error which may cause the resident ' LPN Supervisor. No other
dlscomfort or jeopardize his/her health and safety residents were affected or
when the resident was given the wrong . o -
medication via the wrong route, zdlent.lfled by deflg:ent practi_qes gt
' this time. All resident identification
The findinga Include: - labels on the wall next to the room
o re bei r
Review of the facility's policy, titled "Medication ? tet e|}|\1_g ch%nged I:c: ?EeCt a
Adminlstration (Generaly', dated 02/2002, etter (A) or (B) next to the
revealed medications are to be administered . residents name. Along with a (L)
accerding to the five (5) rights of medication or (R) to represent the bed on the
administration including the right patient and the left or the right
right route. Further review of the policy revealed Nursi taff h
a resident that Is Nothing Per Oral (NPO) are hot ursing staft have been
to recaive medications by mouth. educated on resident bed on the
Record ravl o the faciity admitiad left is (A) bed and right is (B) bed
ecord review revealed the facllity adm
| Resident #85 on 06/23/03 with Diagnosls which | - | and the (L) and (R).
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DEPARTMENT OF HEALTH AND HUMAN SERVICES S )

CENTERS FOR MEDICARE & MEDICAID SERVICES

- PRINTED! "02/17/2012
- FORM APPROVED

OMB NO. 0938-0381

STATEMENT OF DEFICEENCIES - (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE. CONSTRUCTION (X8} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
. ) A, BUILDING .
185448 5. Wing | 0210312042
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
: : 2600 STATE ROUTE &
KINGSBROOK LIFECARE CENTER ASHLAND, KY 41102
41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION )
REFIX {EACH DEFICIENCY MUST BE PRECEDED BY FUL, PREFIX {EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY} ) :
' : Pharmacy will conduct 2
F 333 99[";"“;;':'?"” pab?e Tﬁ Rotli. Gorabral F333| medication pass audits per month
included Delirium, Esophageal Reflux, Cerabra : ; .
vascular Accident (CVA), and Aspiration. Review along with any random audlt§ as
of the Quarterly Minimum Data Set (MDS) requested to ensure that residents
Assessment, datad 01/10/12, ravealad the facility are free from significant medication
assessad ths resldent as ha\!ing severe errors. The pharmacist consultant
Impairment in-.cognitive skitls, and requiring total ; :
assistance with all Activities of Dally Living will tr.ack this through the QAP at
(ADLS). Record review of Resldent #55 meeting at least quarterly for a
Physicien's Orders revealed the resident was period of one year and will re-
made NPO refated ‘o risk for aspiration. | evaluate at that time. The activity
Record review of ths facility Medication Error department will audit every
Report, revealed o 12/12/11 LPN #16 gave resident room identification label
Resident #55 the w_ong matilcation via the wronp for accuracy and the photograph
route. _ on the chart according to the MDS/
‘interview with Lice: sed Praclical Nurse (LPN} Care‘ plr?m schedule of
#16,.0n 02/01/12 2. 12:00 PM, reveale.! she was admission, quarterly, annually, and
working with anoth..r nurse who asked her to give significant change of status, All
the residant in hed i3 Ativan (which is & class findings will be reviewed and
three (3) narcotle used for anxiety) 1 myg per oral di d in the facilit terl
| (po). She further stated she got confused and IScussed in the Tacliity quarierly
gave the resident in bed A tha medication, QAPI meetings. The QAPI
Interview with Reaistered N RN) #2 committee will monitor these areas
nterview egistered Nurse ,on ;
02/01/12 at 1:00 PM, revealad she was the unit at I,e"‘,‘St quarte.rly fo ensure that the
supervisor the day the medication error occurred. deficlent practice does not recur fgr
She further stated LPN #16 failed to identify the one year and the QAPI committee
right resident, the right medication, and the dght will re-evaluate at that time.
routs bafore she administered the medication. The milk was not served to any
interview with the Director OF Nursing, on resident at 50 degrees Fahrenheit,
02/01/12 at 2:00 PM, revealed LPN #16 recolved It was replaced with milk of
written disciplinary action because of the incident, : appropriate temperature. A formal _
F 364 | 483.365(d)(1)-{2) NUTRITIVE VALUE/APPEAR, F 364 fg’c egs o pn L oce o | 31312
s5=D | PALATABLE/PREFER TEMP P 1as been putin place 1o
check point of service temperature
Each resident receives and the facility provides in the facility of resident food.

FORM CMS-2667{02-68) Praviaus Varelons Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM AFPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION [ (x3) pATE SURVEY
‘AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A, BUILOING G
185449 B WING 02/03/2012
MNAME OF PRCVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP CODE
2500 BTATE ROUTE &
KINGEBROOK LIFECARE CENTEB ASHLAND, KY 41102
(X4} D . BUMMARY STATEMENT OF DEFICIENCIES Cn PROVIDER'S PLAN-OF CORRECTION ®E
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. i DEFICIENCY}
' ) The policy on point of service
F 364 | Continued From page 80 F 364

_ Faranheit,

Interview, conducted on 01/10/12 at 3:10 PM,

 monitorad throughout the facility.

food prepared by methods that conserve nutritive
valus, flavor, and appaarance, and food that is
palatable, atirastive, and at the propsr
termperature.

This REQUIREMENT s not met as evidenced
by: _ _

Based on chservation and interview, it was
determined tha facllity failed to provide food
sarved at the propar temperature related to point
of service milk temperature of fifty (60) degraes

Thie findings include: -
During the Quuallty of Lifa Asseesment Group

regidents volced foods wenre not always served at |
palatable temperalures.

Obsarvation of a test tray, on 01/12/12 at 6:35
P, revealed an individual beverage carton of
milk to be fifty (60) degrees Farenheit for point of
seivice, :

Interview with the Dietary Cook #18, on 01/10/12
at 6:30 PM, revesled there was no formal
process to check paint of service tempearatures in
the fachlty of resident food,

Record review revealed no dacumented evidence
that paint of sarvice temperatures ware routinely

Interview with the Distary Manager, on 0111212
at 6:45 PM, revealad cold faod polnt of sarvice for

milk should be colder than forty two (42) degrees |

temperatures has been revised to
include that dietary manger/
designee will conduct 3 checks
weekly on point of service
. { temperature,
The dietary staff have been
educated on the policy revision,
point of service temperature,
infection control practices and
complete review of F364 and F371.
Education provided by dietary
manager and overseen by the
facility staff development educator. -
Dietary manager/designee wifl
randomly monitor 3 trays per week
at various times for point of service
temperatures. The dietary staff
héas been educated on the point of
service temperatures and process
for monitoring them. The dietary
staff have been educated on
placing the milk in the freezer
30-40 minutes prior to tray line.
| Staff, date, time, and initial on form.
when milk is put in and taken out of
the freezer. Dietary manager will
conduct audits on compliance of
milk being put in to the freezer at
appropriate times. Dietary manager
will track point of service
temperatures for temperature that

FORM CM8-2657{02-00) Pravious Verslons Obsolsls Event ID: 88CH11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

TTTPRINTED: 0279772012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331 -
STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIERICLIA -1 {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED .
A BUILDING o
185449 B VNS 0210312012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- 2500 STATE ROUTE &
KINGSERODK LIFECARE CENTER ASHLAND, KY 41102
(Xd) ID SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION - )
PREFIX (EACH DEFICIENCY MUST RE PREGEDED BY FULL FREFIX - {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
) - : DEFIGIENGY)
F 364 Confinued F 81 ‘ do not fall within accepted
' F:g:lnhuaeit Fnsrt::mpf ﬁ:ervlew revealgd to ensura no parameters three times a week.
the temperature remained below forty two (42) Any foods that have temperature
degrees Farenheit, milk was placad in the freezer beyond accepted parameters will
for thirty (30) to forty (40) minutes prior to tray not be served to residents.
line. The Distary Manager stated the All findings will be reported, by
termperatura would be near twanty-eight (28) the Dieta g Manager/ dpesi nee and
degrees Fatenhelt If left In the freezer for thirty Dletary Manag 'd
(30) to forty (forty) minutes and would therefore reviewed and discussed in the
be below forty two (42) degrees Farenheit at point facility QAPI meeting at least
of service. Continued interview revealed on - ;
011212, the milk did not remain In the freezer q‘?a“er'\’t' Thfl QAP con'ttee
for an adequate amount of time during the wil monitor these areas to ensure
evening meal tray line preparation prior to be sent that the deficient practice does not
‘out an the unit, which resulted in the temperature recur for one year and the QAPI
'e_lt p°'?,|t ‘?tf service being fifty (60) degrees committee will re-evaluate at that .
arenheit. Y .
F 371 | 483.36(f) FOOD PROGURE, F 371{lime. 3.13-12

88=F

STORE/PREPARE/SERVE - SANITARY

The facillty must - ] ,

(1) Procure food from sources approved or
consldered satisfactory by Federal, State or local
authorities; and

{(2) Store, prepare, distribute and sorve food
under sahitary conditions

This REQUIREMENT is not met es evidenced
by, -

Based on observation and interview It was
determined the facility failed fo prepare and
digtribute food under sanitary conditions as
evidenced by grease build-up on an oven and
improper glove changing and-hand washing
during resident meal service,

The sticky substance along the
side of the single oven and range
and the larger oven and range
and the oven door of the smaller
range and oven has been
removed on 1-10-12. The dietary
staff, including DA #20, cook #19,
DA #22, and DA #21, have been
educated on proper infection
control practices and
handwashing and cross-
contamination by the dietary
manager and overseen by the

| staff development/Ql manager on
2-23-12, Complete review of
F371 and F364 were also
reviewed.

FORM CMS-&EGT(OZ-QB) Prevtous Viorsions Qoeolels
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

" UPRINTED: 02472012
FORM APPROVED
OMB NQ. 0938-0391 -

(X2) MULTIPLE CONSTRUGTION

NAME OF PROVIDER OR BUPPLIER

KINGSBROOK LIFECARE CENTER

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETEQ
A BUILDING .
B. WING %
185449 ' (2/03/2012

STREET ADDRESS, CITY, BTATE, 2IP CODE
2600 8TAYE ROUTE 8

ASHLAND, KY 41102 -

The findings Includé:

Obsarvation, on 01/10/12 at 8:22 AM, revealed a
sticky substance with food particles imbedded in
it along the slde of the single oven and range and
the larger oven and range. Continued
ohservation revealed the. substance was thick,

.1 blackish/brownish in color and was also noted to
- | be around the oven door of the amaller range and

oven.

Intarviaw, on 01710112 at §:22 AM, with the
Nietary Manager revealed the substance
wippeared to be grease; it needed to be cleaned
;and could potentially attract pests,

bservation, on 01410112 at 4:30 PM, reveaisd

I Dietary Alde (DA) #20 rubbed her hose and

rgadjusted her glasses before continuing on
resldent fray lins.

interview, on 01/10/12 at 6:26 PM, with DA #20
ravealed she should have washed her hands
after touching her glasses hefore continuing to
plate silverware on resident trays.

Cbsarvation, on 01/10/12 at 4:35 PM, revealed -
Cook #19 rubbed under her nose gnd confinued
to plate residents’ food on tray line without
washing her hands or changing her gloves.

Observation,.on 01/10/12 at 4:50 PM, revealed
Cook #19 rubhed the corner of her eye with her
right pointer finger and did not change gloves or
wash hands prior to continuing 1o plate residents’
food on tray line. '

| manager or designee.

(X4} ID SUMMARY STATEMENT OF DEFICIENGIES o} PROVIDER'S FLAN OF CORRECTION (5
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL - PREFIX | «  (FACH CORREQTIVE AGTION SHOULD BE COMPLETION
TAG ‘REGULATORY OR L8C IDENTIFYING INFORMATION) . TAG CROSS-REFERENGED T THE APPROPRIATE DATE
. . DEFIGIENCY)
S B " | The above mentioned areas are
F 371 | Continued From page 82 F 3am

deep cleaned on a weekly basis
and as needed. A professional
de-greaser company services the
kitchen every six months.

A daily audit will be conducted to
check for grease, dirt, food
particles, etc by the dietary

If any areas are found needing to
be cleaned in between routine
cieaning it will be addressed
immediately. A daily observation
will be conducted at various times
with the dietary staff ensuring
compliance with infection control
practices by the dietary manager
or designee.

Any deficient practice will be
Immediately addressed and
corrected.

The Ql/Staff Development
Manager tracks facility infections
and monitors trends and patterns
in the weekly focus meeting, no
trends or patterns were identified
by the deficient practice.

These finding will be reviewed
and discussed in the facility
quarterly QAPI meeting by the
dietary manager.

FORM CME-2607(02-86) Pravious Verslons Obaolsla
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

- PRINTED; 02H7/2042

FORM APPROVED
OMB NQ. 0938-0391

(X2) MULTIPLE GONSTRUGTION

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; ‘ COMPLETED
A. BUILDING .
B. WING ©
185448 i 02103/2012
NAME OF PROVIDER COR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2600 STATE ROUTE &
KINGSBROOK LIFECARE CENTER
i ASHLAND, KY 41102
X4 10 SUMMARY STATEMENT OF DEFICIENGIES D PRUVIDER'S PLAN OF CORRECTION X8
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. _ _ DEFICIENGY)
- The QAPI committee will monitor
F 371 Continued From page 83 F 371

Intarview, on 01/10/12 at 8:27 PM, with Coolk #19
revoaled she should have washed her hands
prior to denning new gloves before continuing on
tray line to reduce the risk of cross contamination.

Observation, on 01/10/12 at 5:38 PM, ravealed
DA #22 rubberd her hands on her pants, changed
her gloves and failed to wash her hands prior to
donning hew gloves.

interview, on 01/10/12 at 6:25 PM, with DA#22
revenlad she should have washed her hands
when #he changed her glovas to reduce the risk
of cros s gontamination.

Obser :ation, an 01/10/12 at 5:45 PM, revealed
DA#2 ' wiped off food whicr: had been spilled on
theto;: of the serving line. {ontinued observation

.| reveet:d shé changed her g oves; howsver, she
.| failed = wash her hands pricr to replacing her
| gloves.

Chservation, on 01/10/12 at 5:55 PM, reveeled
DA#21 opened the storage room door and came
back out with milk from the cooler. -Continued
observation revezled she mixed mash potatoss
and heatad them in the microwave. Further

-observation revealed she-returned to resident tray

ling, picked up the plates and insulated bottams
and distributed them to Cook #19 for residents’
food to be plated without washing her hands or
changing gloves,

Interview, on 01/10/12 at 6:28 PM, with DA#21
revealed she should have washed her hands
when she changed her gloves before continuing
on resldent tray line to reduce the risk of cross
contamination. '

for one year and the QAP

time.

these areas to ensure that the
deficient practice does not recur

committee will re-evaluate at that

FORM CiMS.2587{02-98) Pravious Verstons Obsolels
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' DEFQARTN;I._E'N'I'. OF HEALTH AND HUMAN SERVICES LSRG

The facility must establish and maintain an
infection Contrat Prograr designed to provide a
safe, sanitary and comfortable enviranment and
to help prevent the davelopment and transmigsion
of disease and infaction,

-{a) Infaction Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevenis Infactions
in the facilify; '

(2) Decides what procedures, such a: isolation,
ghould be applied to an individuel rasdent; and
{3) Malntains a recond of jncidents an'i corrective
actions related to infections. :

(b) Preventing Spread of Infaction

1 (1) When the Infection Control Program

determines that a résident needs istiation to
prevent the spread of Infection; the facility must
jsolatie the resident. '

(2) The facitity must prohibit employees with a
communicable disease ot infected skin lesions
from direct contact with resldents or their faed, if
direct contact will transmit the disease.

(3) The fachity must require staff t wash their
hands after each direct resident contact for which
hand washing is Indioated by accepted
professional practice.

{c) Linens

Perscnnel must handle, store, process and
trangport linens 80 as to prevent the apread of
Infection.

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA . | 0@ MULTIPLE CONSTRUCTION - | (%9} DATE sURvVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
‘ . A BUILDING
c
B. WING
185448 : 02/03/2012
NAME CF PROVIDER OR SUPPLIER | STREEY ADDRESS, CITY, STATE, 2IP CODE
2600 STATE ROUTE 6 T
QSBRODK LIFECARE CENTE ;
KIN R ASHLAND, KY 41102
%) ID BUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN GF CORRECTION (x8) .
PREFIX (EAGH DEFIGIENCY MUBT BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQOSB-REFERENCED TO THE APPROPRIATE DATE
. i DEFICIE_NGY)
: . The IV poles and IV pump were 3.13.12
F 441 | 483.65 [NFECT'ON CONTROL, PREVENT F 441 immediately removed from the = 1o
85=E | SPREAD, LINENS y

clean utility room, The feeding
pumps were removed from the
clean utility room immediately.
The above items were disinfected
propery covered with plastic bags
and placed in the clean utility.

Nursing staff were educated on
awareness of touching hands to
face/other body parts during
feeding. Staff education to wash
hands anytime this occurs prior to
resuming feeding. This was done
by Stephanie Hicks, RN, Ql/Staff
Development on 1-17-12 and
1-18-12.

Nursing supervision will conduct
random observation of meal times
weekly for one year and will re-
evaluate.at that time. Any SRNA
observed not following infection
control practices will be
immediately re-educated and
corrected,

Nursing supervision will conduct
daily audits on verifying. only
clean/sanitized items are in the
clean supply room.

The facility Infection Control
Program is overseen by the Ql/
Staff Development Manager,

FORM CMB-2667(02-89) Previous Varsions Obsolste
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DEPARTMENT OF‘. HEALTH AND HUMAN SERVICES

"PRINTED: 0217/2042

| This REQUIREMENT is not met as evidenced

by: :

Based on observation, interview and review of
the facility's policles, it was determined the facility
failed to maintain and Infection Control Program
designed to provide & safe, sanitary and
comfortable environment and to help prevent the
development and transmiassion of disease and
infactlon. The facllity failed to ensure dirty
squipment wag stored separately from c¢lean
resident equipment and failad to snsure stalf
used proper hand sanitation during the meal
semvice.

The findings Inglude:

1. Review of the facility's policy titied 'Equipment
and Department Cleaning and Maintenance!,
dated April 2009, revealed each plecs of
equipment is to be cleaned with a surface -
disinfectant before aach patient use and staff
must be sure It is in geod condition prior to use
and thet all dirty equipment |a to be taken to the
goiled utility room for housekeeping to clean and
sanitize. Furthermore, any items may be cleaned
as needed at any fime by any staff member.

. Once cleaned and sanitized, housekeeping will

take clean equipment and place in clean utility
rgom. Each item cleaned will be covered with a.
plastic bag to notlfy staff It has been cleaned.

Observation, an 1/10/12 at 10:30 AM, during

initial four of the Shoreline Unit revealed four (4)
intravenous poles {IV) and one {1) IV pump was
in the 'Oxygen/Clean' room. The ltems were not

X FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ __OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
| AND PLAN OF CORRECTION 'IDENTIFICATION NUMBER: COMPLETED
- A. BUILDING
- c
B. WING
, 185449 02i03/2012
"NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP GODE ‘
250D STATE ROUTE & '
KINGESE FECARE CENTER
v BEROCK LIFECAR _ ASHLAND, KY 41102
(X4)1D SUMMARY STATEMENT OF DEFIGIENGIES n - PROVIDER'S PLAN OF GORREGTION {%5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEF|CIENCY)
A ephanie Hicks, RN. All nurses
F 441 | Continued From page 96 F 441 Stephani S

are trained in infection control
guidelines upon new hire
orientation and annually ata
minimum, Before admission,
residents are screened for any
potential infections. This is then
communicated to the nursing staff
through the admission paperwork
to implement the appropriate
transmission based precautions.
Once a resident is admitted to the
facility, any nosocomial infections
are hoted by the charge nurse on
the infection notification form and
education for any necessary
fransmission based precautions is
passed along to the staff via
education conferences. The Qif
Staff Development Manager then
checks these on a daily basis to
monitor for any new infections and
reports findings in the weekly
focus meeting. On a weekly basis
a monitoring/tracking and
identification report is completed.
A monthly review is conducted as
well, Any patterns or trends
identified are then reviewed on a
daily, weekly, and monthly basis
as needed and corrective actions
taken immediately.
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F 441 | Continusd F 86 ] These audits will be reviewed and
o F 441! discussed in the facility QAPI
! prastic 5g. , meetings quarterly by the QAPI
interview, on 01/10/12 at 10:30 AM, with RN #1 manager. The QAP! committee
rovealed IV poles and pumps should nof be in the will monitor these areas to ensure

'‘Oxygen/Clean’ room until cleaned by

housekeeping and covered with plastic bags to let that the deficient practice does not

staff know they have been sanitized and ready for recur for one year and the QAP
use. _ committee will re-evaluate at that
time.

Observation, an 01/10/12 at 1:20 PM, revealed

the.'Cxygen/Clean' room on the Gardenhvisw Unit
had two (2) feeding pumps that were not coverad
in plastic. ' '

Interview, on 01/110/12 at 1:20 PM, with LPN #11
revealed the feeding pumps should not be stored
in the clean room untl they have bsen sanitized
by housekeeping as evidenced by covating the
pumps with & plastic bag fo let staff know thay
were clean and ready for use.

2. Observation, on 01/11/12 at 12:33 PM,
ravealed Stats Registared Nursing Assistant
{SRNA) #7 was feeding an Unsampled Resident.
Further observation revealed she rubbed her
nose with her right hand and continued ta feed
the resident with her right hend.

Interview with SRNA #7, on01/11/12 at 1:00 PM,
revealed SRNA #7 should have washed her
hands after rukbing her nase before continuing to
feed the resident histher meal. .

Qhservation, on 01/11112 at $2:36 PM, revealed
SRNA#8 was feeding an Unsampled Resident
Continued obsarvation revealed she rubbed her
oar with her right hand and continued fo feed the
resident with har right hand.
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A facility must be administered in 8 manner that
anables it to use its resources effactively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
wall-belng of each rasident.

This REQUIREMENT is not met as evidenced
by
Based on ohservation, interview, record. reviaw,
and review of the tacility's poligy, it was
determined the fauility failed fo be administered in
a manner which enables it to use its resources
effectively and efficiently to attain or maintain the
highest practicable physical well-being of each
resident, related to pravigion of care, The facility
failed to ensure abuse and cara plan policies and
procedures were followed by staff, The facility
failed to develop and implement a behavior
management program to ensure resldents'
behaviors that could lead to conflict were
assessed, care planned and monltored. The
facility’s administration falled to ensure residents’
safely in repards to adequata supervision and
monitering, and failed to ensure the residents’
environment remained es free of accident
hazards as possibie. The facility had baen
knowledgeable of Resident #22's history of

efficiently to attain the highest
practicable physical, mental, and
psychosocial well-being of each
resident by the following:

The Administrator/designee will
oversee the QAP| meeting and the
QlI/Staff Development manager to
ensure systemic compliance with
the QAPI meeting and facility
practices effectively and efficiently.
Social Service Notification Form
(This form is used to enhance
better communication and
monitoring of residents behaviors
and managing their care more
effectively with nursing and the
soclal services departments.)
-Social Service Daily Rounds,
observing resident mood and
behaviors.

Review and revision of abuse
policies by administration.

Review and revision of care plan
policies by administration.

STATEMENT OF DEFICIENCIES K1) PROVIDER/SUPPLIER/CUA (X2 MULTIFLE.CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: COMPLETED
: A. BUILDING
185440 B WING oo 02103/2012
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{X4) ID . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIFNGY MUAT BE PREGEDED BY FULL PREFIX (EACH CQRRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY_)
F 441 | Continued From page 87 F 441
Interview with SRNA #8, on 01/11/12 at 1:00 PM,
revealed SRNA #8 should have washed her
hands after rubbing her ear before continuing to
focal toushie et o further stated she did not The facility will be administered in
F 490 | 482,75 EFFECTIVE F 40| @ manner that enables it to use its 3-13-12
ADMINISTRATION/RESIDENT WELL-BEING resources effectively and
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F 480 | Gontinued From page 88, F 490| REView and revision of abuse
. e training by administration.
sexually mappropriate behaviors towards other tiof
residenis since 12/25/11; however, failed to Monthly abuse education
assess, care plan and monitor Resident #22 overseean by staff development.
related to these sexual behaviors in order to deny Tracking and trending of
the Resident's access to ofher residents. On P
.| 12/26/11, a State Reglstered Nursing Assistant behaviors in weekly focus
(SRNA) found Resident #22 in Realdent #1's meetings by social services.
room. Resident #1's pants and pull-up (adult Review and revision of "Code
brief) were pulled down below his/her knees, and Protect" system by administration,
| Resident #22’s mouth and hands were noted o ‘ :
be touching Resident #1's perineal area. On that [.)ally s’gand-l.Jp meeting
same date, facility staff ohserved Resldent #22 discussion with all departments.
inapprapriately touching Resident #2, The facility Education with interdisciplinary
failed to report the incidanis timely to the team on behavior management
Administrator and Socle: Services, failed to
Inifiate an Investigation “mely and failed to deriy program by the QAPI manager.
the perpetrator access i residents. On 01/06/12, All residents with behavior
the Kentucky State Ageray Surveyor abserved symptoms will receive an
Resident #22 inappropriately touching and Kisting individualized care plan and/or -
Resident #28's arm and attempting to puli the desi d to add
resident backwards tn his/her Gerl chair. The _program designea to acarass
surveyor had to notify tha facility staff of the behavioral symptoms by the
| situation, as no staff was observed monitoring interdisciplinary care plan team.
Resident #22. The facifity failed to identify the The facility QAPI team will review
incldents as abuse and falled to Identify Residant ddi Il findi in th
#22's behavior as a risk to the other thirty-two and discuss all findings In the
(32) cognltively impaired residents on the lockad | quarterly meeting. if systems are
Dementia Unit. The facllity failed to implement deemed ineffective the QAPI
Inferventions ta ensure realdents safety and :
falled to provide adequate supervision to protact : tearr? will reevalu: te the system
resldents and prevent recurrence of sexually and implement changes as .
inappropriate behaviors towards residents. necessary to ensure systematic
| Additionally, the facillty failed to identify other approaches are in place to ensure
incidents of abuse/neglaot through the i : ;
assessment of all residents of the unit after safety, cf_10|ces, resident rights
12/25/11 to ensure adequate supervision was and quality of care.
prov_ided to protect residents from further abuse.
FORM CM8-2567(02-99) Frevious Varsions Obsalota Evant I, 830611 Fauility 10 108020
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The QAPI manager will ensure
F 480 | Gontlhued Fram page 89 . 9

Based on the above findings it. was determined
the facility's failure to have an effeclive system in
place to ensure the facility was administered in a
manner thet snabled it to use its resources -
effectively and efficlently was likely to cause .
serious injury, harm, impairment, or death.
Immediate Jeopardy was identified on 01/12/12,
was determined fo exist on 12/26M1.

After quality review conducted by the State
Agency and the Center for Medicare and
Medicaid Services (CMS) it was defermined the
invastigation raquired reopening fo gather

additional information. . The Survey was reapened

for further investigation from 01/30/12 through
02/03/12. An scoeptable credible Allegation of
Compliance {(AQG) for the removal of 1 was

received on 01/23/12 with the facility alleging

removal of |J on 01/21/12. The state agency

verified |} was removed prior to axit on 02/03/12,

with remalining non-compliance at 42 CFR 483.75

" | Administration at 2 5/S of a "E", white the faoflity's
| Quailty Assurance continues to monitor

Administration’s aversight in the fagility's system
to ensure adequate assessment, identification
and implimentation of it's systern for supervision
to prevent accldents .

The findings include:
Review of the facility’s policy, "Soclal Services,

Reslident Abuse”, dated 08/2008, ravesled all
residenis had the right to be free of verbal,

T sexual, physical, and mental abuse. Additionally,

the policy stated all abuse allegations were to be
reported immediately to Administration and Social
Services. Further review revealed whilethe -
investigation is being conducted, accused

F 490} & APl program is in compliance

by conducting random audits and
ensuring all departments have
completed all audits and any
patterns or trends have been
identified and plans of action are
put in place. Any identified areas
of concerns will be followed up
with the facility administrator.
The QAPI committee will monitor
these areas at least quarierly to
ensure that the deficient practice
does not recur for one year and
the QAP committee will re-
evaluate at that time.
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F 490 | Continued From pags 90 - F 490
individuals will be denled unsupervised access to

residants.

Review of the facility's policy titled, "Social
Services. Roporting Abuse to Facility '
Management', daeted 12/2001, ravealed

.| employees must report any suspacted abuse or
incidents of abuse to the Director of Nursing
anc/or Director of Social Services.

| Review of the facility's policy tifled, "Social
Services, Preventing Resident Abuse”, dated
12/2001, revealed all alleged allegations will be
responded to through an investigation progess.
The policy detaited the facility would assess, care
plan, and monitor residents with behaviors that
may lead to conflict in order to asslst in resolving
behavior issues. The program included
-assessing residents with signs and symptoms of
behavior problems and devaloping and
implementing care plans that can assist in
resolving behavioral issues. Review of the
faollity's palicy tiiled "Care ‘ -
Conference-interdisciplinary', revised 07/04, i
revealed the dutiss of all conference members : :
were to assess resident's problems/meeds,
rehabilitation potential, educational nesds and
discharge plans.. Further review revealad no
documented evidance of who was responsible for
devaloping the plan of care; however interview’
with the Director of Nursing (DON), on 01/13/12
at 7:41 PM, revealed nursing should revise or
develop a care plan when there was a behavipr
| change.or an acute problem developed.

Interview with the Sockal Service Manager, on
01/14/12 at 12:46 PM, revesled the facllity had
'wapkly focus mestings whera behaviors were
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digeussed, however the facility did not track and
trend individual resident behaviorg and there was -
no gpecific behavioral management program.
Based on tha discussion in the weekly mesting
about resident bahavlors, care plans were
develcped. - Interview with the Administralor, on
01/14/12 at 4:12 PM, revealed it was his
understanding the facility monitored behaviors by
typleally documenting behaviors in the medical
record and he helieved Soclal Services monitored
resldent behaviors.

interview with SRNA#5, on 01/08/12 at 9:00 AM,
revaedled she had carad for Resident #22 since
2010-ani he/she had always made sexual
comnients. Interview with Licensed Practical
Nirse {LPN}#1, on 01/07/11 8t 4:58 PM,
revealed she racelled Resident #22 unzipping
his/her jzants end exposing himselffherseif
several weeks ggo. Interview with SRNA#1, on
01/04/1% at 1:15 PM, revealed when she provided
care for Resident #22, he/sha was often "louchy
feely”. Interview with SRNA#3, on 01/04/12.at
1:40 PN, revealed when she cared for Resldent

#22, halsha made sexual statements and

gestures. Interview with LPN #3, on 01/13/12 at
12:15 PM, reveaaled she had heard Resident #22
making sexual remarks and hand gestures (as
though hefshe was teuching his/her genitals).

Interviews revealed on 12/25/11, at approximately
11:30 AM Reslident #22 was observed In Resldent

-#1's room whoss pants and_pull-ups (adult brief)

were pulled down. Resident #22 was observed
touching Resident #1's perineal area with hister
hands and mouth. Per Interview with two {2)
SRNA's, Licensed Practical Nurse (LPN) #2 was
notified of this incident. Additionally, on 12/25/11
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PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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F 490 | Continued From page 92 F 490 :

at approximately 4:00 PM, Resident #22 touched
Resident #2's legs and LPN #1 separated
Resldent #22 from Resident #2. Record review
revealed no documented evidence the facility - . : i
staff "immedizately noiified” the Administrator, ' o . . i
Social Services, and the Director of Nursing. - ' : |
Interview, on 01/14/12 at 3:10 PM, with the
Administrator revaaled ha was not notifisd of the
incident with Resident #22 and Resident #1
immediately on 12/26/11 as per the facility's pollcy
and procedure, but was notified later that
evening. (Heferta F-228)

Additlonally, staff interviews (LPN #1 and #2) .
revealed 2 facility did not implemed increased
supiervisior or measures to deny Resident #22
{the-perpei-ator) access to other res dents of the
faoility. . Fusther Interview with the A¢ministrator , i
revealed no imterventions were impl:mented until : _ :
14:00 PM -approximatsly twelve (12} hours after ' '
the first Incident. There was ho docuimented
evidence the facilily supervised or denled
Resident #22 access to other reslidents from
11:30 AM on 12/25/11 until 11:00 PM that evening
| when fifteen (15) minute checks were
implementad. Howaever, with fifteen {(15) minute
checks the facility did not follow the policy by not
denying Resldent #22 adcess to other residents
{Refar to F-228, F-278, and F-323), Additionally,
a care plan was not develcped for the resident's
sexunl behaviors until 12/27/11, two days after
the two incldents. Furthermore, the care plan did
not address supervision of Resident #22 in order
to protect other reskients of the facility from
further abuse. .

Tha Dlrector of Nursing and Social Services
revealed, on 01/11/12 at'10:00 AM, that the
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Continwed From page 93

findings of their investigation determined that
abuse had not occurred because nelther resident
was resistant to the acts and the residents had a
right fo have sex becauss those desires did not
tecede due to their cognition, However, record
review revealed Resident #1 had bean
adjudicated incompetent by a court of law and
appointed a guardian. Interview with the resident
#1's Physiclan revealed that legally Resitent #1

| ould not make declsions for him/herself. Record

review for Resident #22 revealad hefshe was -
assessed and determined cognitively impaired,
interview with Reslident #22's Physician reerealed

| Resident #22 could not make decisions fc+

him/herself and could not act with wiliful Ir:tent
Thus, neither resident, per Physiclan intar-iews,
QGuardian interview and record review, wo.

-{-capable of making decisions for themsalves in
=| order-to give consent for sexual relations.
-However, the facility's investigation falled i

identify neither resident could glve consent;
therefora had a finding that no abuse had -

1 occwrred. . The facllity preceeded to discontinue

fifteen (16) minutes checks for Resident #22 on
01/03/12 with no speacific care plan documenting
behavicr management intorventions io address

.| Reslident #22's history of sexually inappropriate

behaviors sinca 12/25/11,

On 01/06/12, the Kentucky State Agency ,
Surveyor observed Resident #22 Inappropriately
touching and kissing Residant #29's arm and

-attempting to pull the resldent backwards irf

his/her Geri chair. The Survayar had to notify the
facility staff of the-situation, aa the one activity
gide staff leading the actlwly, who was sitting
abouf ten (10) feet away and In direct visual fleld

of the incident, did not infervene. No other staff

F 480
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the facility had attempted to identify otlter .

| all residents of the unit. Inferview with the Social

Continued From page 94

member was observed monitoring Resident #22.
There was no documented evidence that the
facility identifled Resident #22's behavior as a risk
{o tha other thinty-two (32) cognitively impaired
residents on the locked Dementla Unit. This
failure prevented the facllity from developing and
implementing effactive interventions to ensure
residents’ safely and prevented the facility from
providing adequate supervision and protection for
the residents In an effort to prevent recurrence of
sexually inappropriate behaviors fowards
residents, :

Additionally, there was no documented evidence
Incidents of abuse/neglect through assessment of

Setvices Manager, who was responsible for
conduating Investigations and assessments,
revealed that she had not agsessed any other
residents on the unit to identify other incidents of
abuse.

Further interview with the Administrator, on:
01/14/12 at 4:12 PM, revealed he did raview the
investigation of the incident and determined the
facility's fallure was in LPN #2 not reporting the
Incldent immediataly to her supervisor. The
Administrator informed staff to put Resident #22
on one (1} to one (1) supervision after he was
notified of the incident, vhile Nurses Notes

revealed multiple entries of documentation stating

ataff was providing one to one supervision of
Resident #22, interviews with staff rovealed only
one staff person, SRNA#8, on 12/26/11 provided
one to one supervislon during day shift. The
facllity could provide no other evidence that one -
to one supervision was heing carried out.

F 480
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Interview with the Adminlstrator, on 01/14/12 at
4:12 PM, revealad the Administration provided

| oversight for the facllity by participating in the -
daily stand-up meeting or through infarmal
discuasions. He stated there was no system in
place to follow-up on issuss with the facllity or
residents other than having follow-up meetings.

An accepiable credible Allegation of Compllance
{AOG) was received on 01/23/12 which alleged
removal of the 1J effactiva on 01/21/12, based on
the following: '

1 1) The Social Services Manager contacted all

| Power of Attorneys and/or applicable members of
the residents on the locked dementia unit by
telephone and interviewed them to determine
‘whather they had cbserved cr had any other
knowledge of relevant safety concerns by
1HMAEM2.

'2) All residents on the locked dementia unit were
questionaed by the Sacial Services Manager in an
-atternpt fo determine if any of the other residents
were subjected to the behaviors of Resident #22

by 01/16/12.

3} All residents and thelr family members or
heaithcare representatives an the unit were also
informed about the-potential safety issue on tha
unit and the measures being taken to resolve the
issua by 04/19/412.

4) Resident#22 was sent ouf to an Psychistric
Hospltal on 01/05/12 for evaluation and returned
to the facility on 01116/12. The resident was
placed on one (1) to ona (1) supervision.
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| B) Resident#1 was placed on fifteen (15) minute

'01/20/12 to address spectic behaviors and

‘psycho-social/safety evaluatlon on all resldents

(#4) ID D PROVIDER'S PLAN OF GORRECTION (X6}
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checks on-12/26/11 due to behavlors which were
discontinued on 01/03/M12. Resident #1 was
placed on one {1) to one (1) supetvislon on
01/13/12. ' '

§) Alteration of Resident #22's psychoactive
medications ware made and the addition of pain
madications was added during Resident #22's
stay at the Psychiatric Hospital between 01/06/12
and 01/16/12.

H Comprehenslva Plans of Gara were updated
for Resident #22 on 011812 and Resident #1 on

specific interventions to &: sure needs were being
met,

8). All residents on all unit: received a physical
and paycho-social evaiueton to establish a safe
base-line for Implemeniation of house-wide
corractive action measyres by 01/18/12. The
scciat sarvices department conducted a -

cn all units by 04/19/12.

9) The facility revised it's policies and procedures
for reporting and investigating potenttal abuse
and created & naw rapid response protocol called
"Code Proteot” by 01/19M12.

10) All staff was educated regarding the
detection of abuse, definition of abuss, facility
policy and the impact of mental capacily on
determinations of abuse by 01/18/12.

11) All staff was required to pass a compatency
with a scora of 100 parcant. This competancy will
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become an annual requirement.

12)- All leadership attsnded a ane (1) hour
in-service on the topics of abuse, resident
competency, and the role of resident compeiency
on the determination of abuse hy 01/20/12.

On 02/03/12, It was verified the immediacy of the
1) was removad and the facility implemented
corrective actions as alleged in the AOC, effective
0172112 baged on tha following;

‘1.Obsarvations, on 01/31/12, (72/01/12, 02/02/12
-and 02/03/12 revealed Rasic.ant #22 was

feceiving one (1) oh one {1) .;upervision, Review
of the medical recard and re- tew of the
Behavior/Mood and Behavic: Palterns Shast

‘raveated the resident was r«:alving ons {1) on
1 ohe (1) suparvision since ret (tning from the
| Psychiatric Hospital.

Inferviews with staff Including SRNA#18, on
02/03/12 at 12:40 PM, SRNA#19, on 02/03/12 at
12:55 PM, SRNA #20, on 02/03/12 at 2:35 PM,
SRNA#21, on 02/0312 at 1:46 PM, Cherge

Nurse #11, on 02/03M2 at 12:50 PM, Gharge

Nurse #12, on 02/03/12 af 1:05 PM, Midnight
Supervisor #13 on 02/03/12 at 2:40 PM, LPN #3
on 02/03/12 af 2;38 PM, Activilies Assistants #32,
on 02/03/12 at 1:10 PM and Acfivity Assistant
#33, on 02/03/12 at 12:35 PM, the Risk Manager
on 02/03/12 at 12:45 PM, the Distary Manager,
on 02/03/12 at 1:00 PM, and the Staff
Development Coordinator, on 02/03/12 at 1:16
PM, revealed staff was sware of the facllity's
policy ehanges, the facility's revised palicies and
proceduras for reporting and Investigating
potential abuse and the new rapid response
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{-capdcity on determinations of abuse and the

‘agseasments of residents, Further review of

‘rasidants. Continued Interview revesled she had

_evidence revealed residents and/for familles had

| :Intervlew with the Director of Nursing (DON) and
Administrator, on 02/03/12 at 5:30 PM, revealed

.| to re-evaluate hir/her and seak guidanos from

protocol called "Code Protect’. They were also
aware of the datection of abuse, definition of
abuse, facillty policy and the impact of inehtal

requirement to pass a competency exam before
working with rasidents.

tnterview with the Social Services Manager, on
02/03/12 at 3:15 PM, revealed she had
completed the psycho-soclal evaluations to
establish a safe base-line for implemeniation of
housa-wide corrective action measures and the
Charge Nurses had completed the physical

documented avidence revealsad physical
assessments had been completed for all

contacted family members and Interviewed
residents as part of the psycho-social
assessment, Review of the documented

been Intervlewed related to safety. Inferview with
Resident #58's responsible party, on 02/02/12 at
10:10 AM, revealed the facility had contacted
him/her related to the resident’s safety at the
facillly. Interview with an Unsampled Resident,
on 02/02/12 at §1:15 AM, revealed somaone had
asked him/her how hafshe felt about thelr safety
at the facility and the resident stated he/she felt
safe.

the plan for Rasident #22's care was to continue

the Medical Director (Physictan #1} and would
obtain additional paychiatric evaluations to seeif -
there may be anything underlying cccurring with

F 480
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the resident's psychiatiic condition. The DON '
further stated Resident #1 and #22'3
Comprshensive Plans of Care had beeh updated
to reflect the ohanges in care and superviglon.
Review of the Comprehensive Plans of Care
" | refiected these ghanges. The Administrator and
DON stated it will be determined by the Medical
Director when Resident #22 is removad from ane
(1) on one (1) observatlon because he/she could
not be allowed to co-mingle with ather residents
at this point without guidance and re-direction
from the one (1) an one {1) supervision,
The facility remained out of compliance at a lowsr
scope and severity of an "E", a patisrn deficlency
_with potential for morea than minimal harm.while
the faollity's Quality Assurance cantinues to
monitor the effectivanass of the new systems and
pclicles implemeantsd to ansure the facility's
Administration provides oversight and while the
tacility develops and implements the Plan of
Corraction (POC). S
F 602 | 483.76())(1) ADMINISTRATION F 502| Resident #26 had a STAT BNP 3.13-12
§S=D The facil { brovid otain laborat obtained on 1-14-12, Results
@ facility must provide or obtain laboratory.
services to meet the needs of its resldents. The obtgineld and addressed by
facliity is responsible for the qullty and timeliness medical doctor. T ;
of the services All resident labs in the facility have i
. { been reviewed to ensure accuracy i
This REQUIREMENT Is not met as evidenced by the Resident Care Managers
Based on interview and necord review it was - 1 New protocol for routine ordered
determined the facility falled to obtain laboratory | labs requisition form in place:
sorvicas to-meet the needs of it's residents for - sy PR ar £
one (1) of fifty-nine (58) sampled residents. midnight Sh_'ﬂ .nurse Wf“ fill out
Resident #26 had a bload specimen drawn to demographic information on form.
obtain a B-Natriuretic Peptide (BNP) level used to
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o ' . Day shift nurse obtaining the lab
F 802 | Continued From page 100 v g

avaluate heart fallure. Laboratory sérvice ‘

.diagnoses which included Pulmonary _
‘Hypertension, Coronary Artery Diseass, Heart

‘Review of the Fhysician's Order Sheet and

gouriers failed to pick-up the spaclimen which
resulted in a re-draw which was processed as a
Basic Metaholic Panel (BMP) instead of a BNF as
ordered. A BMP is a general blodd test used as a
screening tool which measuras sugar (glhicose)
leve), elecirolyte and fluid balance, and kidney -
function.

The findings include:

Raview of the clinical record revealed the facllity
admitted Resident #26 on 12/01/11 with

Failure, and Cardlomyopathy (deterioration of the
heart muscie).

Progress Notes. dated 01/06/12, revealed
Resident #26 had swelling in both legs. Review
also revealed an increase In & dlurelic (used to
reduce aweliing and fiuid retention} medication
and an order for "BNP in AM".

Review of the Nurses Notes, dated 01/06/12 at
2:05 PM, revealed blood speciman was obtained
from Resldent #26 without difficulty. Resident

tolerated the procedure well. Pressurs (o the site ‘

of the blood draw} applied.

Review of the Physioian's Order Sheet and
Progress Notes, dated 01/06/12, revealed the
order bo "Redraw BNP oh 01/07/12".

Interview with Registered Nurse (RN) #5, on
01/14/12 at 8;30 PM, revealed the lah had
apparently failed to pick up the specimen an

F802) will verify the physician order, the

lab calendar and mark the

- | appropriate lab to be drawn on the
requisition form. Nursing
supervision will audit all labs daily
for accuracy and verification of
receipt of results for a period of
one year and will re-evaiuate at
that time.

These findings will be reviewed in

The QAPI committee will monitor
these areas at least quarterly to.
ensure that the deficient practice
does not recur for one year and
the QAPI committee will re-
evaluate at that time.

the facility QAPI quarterly meeting.
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01/06/12 which resulted in a redraw the following
day. :

Interview with the Unit Manager, on 01114112 at
8:45 PM, revealed the facility failed fo write BNP
s the Physician ordered and instead wrote BMP

on the Lahoratory Manifest Log, This transeription |-

error resuited in the Incarrect laboratory test
requisition heiiig generaled. Therefore Resident
#28 never rectived. the diagnostic laboratory test |
(BNP) as orderead. '
483.75(0)(1) QAA
COMMITTEE-VIEMBERS/MEET

‘QUARTERLY/PLANS

A facllity must :naintein a quality assessment and
assurance coramittes conglsting of the director of

‘nursing serviciss; a physician designated by the

facility; and at least 3 other members of the
facility’s staif,

The quality assessment and assurance
committes meets at least quarterly to identify
lssues with respect to which gualily assessment
and assurance activilies are necessary; and
develops and implements approptiate plans of
action {0 correct identified quallty deficiencies.

A State or the Secretary may nof require
disclosure of the records of such commiitee

-| except insofar as such disclosure is related to the

compllance of such committee with the
regjuiramants of this section.

Good faith attempts by the committes o identify
and carrect quality daficlencies wili not be used as
a basis for sanctions.
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The facility Quality Assurance
F 520 Process has been revised to
"QAPI" (Quality Assurance/ 3-13-12
Performance Improvement). The '
program is ongoing,
comprehensive and includes a full
range of departments. The QAPI
team meets quarterly at a
minimum to monitor the deficient
practice. The best available
evidence will be used to define
and measure goals.

A systematic approach will be
utilized to ensure safety, choices,
resident rights and quality of care.
Both are audit driven quality
assurance process and
performance improvement
projects will be utilized to
efficiently maintain and obtain the
highest practicable physical,
mental and psychosocial well-
being of each resident.
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: - ' ' All departments plans of
F 520 | Continued From e 102 . .
- ; page 18 F 8201 corrections and current practices
will be randomly audited for
This REQUIREMENT s not met as evidenced compliance by the facility QAPI
by. o , manager and or designee.
Based on observation, interview, record review The QAP| manager will ensure

and review of the facility's Plan of Correction
(POC) with & compliance date of 12/10/10, it was
determined the facilily failed to maintain a Quality
Assessment and Assurance Program that
developed and implemented appropriate plant of
action to correct quality deficiencies. This was
evidenced by repeated deficiencles related to the
facility's failure to implement it's Abuse Policies,
fallure to ensure Gomprehensive Plans of Cara
were reviewed and/or revised, failure to ensure
servicas ware provided in accordance with
residents' Comprehensive Plan of Care, falla to
ensure résidents who enter the facility without
pressure sores did not develop pressurs sores,
fallure fo ensure residents received adequalte
supsarvision and monitoring to ensure residants' -
safety, failure to ensure there was an effective
Infection Control Program, and fallure to ensure
accurate meintenance of ¢linlcal records.

Based ¢n observation, Intervisw, record review
and review of the facility's policies, It was :
determined the facility failad to ensure three (3) of
fitty-nine (59) sampled residents, Residents #1,
#2 and #29, were frea from sexual abuse related
to the facliity's failura to follow (t's Abuse Policies
to ensure residents' safety through assessment,
care planning and monitoring behaviors that lsad
to conflict, falled to report abuse to the:
Adminisfration and Social Service Manager; and
failed to deny the perpetrator unsupervised
accass to residents. State Registered Nursing
Assistant (SRNA) #2 observed Resident #22 in

the QAPI program is in compliance
by conducting random audits and
ensuring all departments have
completed all audits and any
patterns or trends have been
identified and plans of action are -
put in place. Any identified areas
of concern will be followed up with
the facility administrator/designee.
The QAPi committee will monitor
these areas ai least quarterly to
ensure that the deficient practice
does not recur for one year and
the QAPI committee will re-
evaluate at that time.
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Resident #1's room touching Resident #1's
perineal area with hisfher hands and mouth on
12/26/11 at 11:30 AM. Resident #1 had been
adjudicated legally incompetent and incapable of
making decisions for him/merself. Facility staff
observed Resident #22 later that day, at
Approximately 4:00 PM, touching and rubblng
Resident #2's thigh, On 01/05/12 at 8:60 AM, a
Kentucky State Agency Surveyor observed
Resident #22 rubbing Resident #29's left hand on |,
hisfher upper right thigh In the dining room and

- | was observad rubbing Rasident #29's lsft arm
and kissing up and down hisfher arm and hand.
Resident #22 was then observed pulling Resident
#28 by his/her arm while hef/she was sifting in a
Geri chair. No staff wes monitoring Resldent
#22's behavlor, despite the resident's sexual
history beginning 12/25/11, in order to prevent
recurrence of sexual abuse. The facility-allowed
Rasident#22 access to thirty-fwo {32) cognitively
Impalred residents without establishing an
effective behavier mahagemient policy and
implemanting effective supervision of Resident -
#22 to deny access to the resldents of the facility
and to prevent further abuse. Furthermoie, the
facility falled to identify other incidents of
abuse/neglact through assessment of all
residents of the unit afler the 12/25/11 Incident.
(Refer to F-226) .

Based on the above findings, it was dstarmined
the facllity's failure to ensure it's Quality
Assurance identified and implemented
appropriate plans of action to gorrect identifled
quality deficiencies; failure to follow it's abuse
policies by failing to assess, implement a care
plan and monitor a resident with a known history
" | of sexual behavlor slnce 12/25/11; failure fo
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‘| Comg.liance (AQC) for the removal of 1) wes

“{ nursing statff was to be educated on the Abuse

Confinued From page 104

report sexual abuse immadiately to
administration; failure to deny the perpetrator
aceess to other residents; and failure to provide
adequate supervision to prevent further abuse
recurrence is tikely to cause serlous injury, harm,
impairment or deathi to a resident. Immediate
Jeopardy {1J) was identified on 01/12/12 and was
determined to exist on 12/25/11.

After quaiity review conducted by the State
Ageniy and the Center for Medicare and
Medicald Services (CMS) it was determined the:
invesiigation required reopening to gather
additnal information. The Survey was reopsned
forfuzther investigation from 01/30/12 through
02/02/12. An sccepiable credible Allegation of

réceived on 01/23/12 with the facllity alleging
réimisral of 1J on 01/21/12. The State Agency
vérifzd immediate Jeopardy was removad prior
to exit on 02/03/12, with remaining

nen-compllance at 42 CFR 483.758 Administration |- .

at a /S of a "E", while the facility's Quality
Assurance continues to monitor.

The findings include:;

1. Besed on ohservation, interview and record
review, it was determined the facllity failed to
implement It's Abuse pelicies, This was a repest
deficiency for the facility. which was olled for this
deflclency 11/05/10,

Review of the faciilty's Plan of Corréction'(POC).
wilh a compliance date of 12/10/10, ravealed

Policles. Nursing staff was to be educated by the
Staff Development Coordinator regarding all

F 620
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alleged abuse violations must be reported
impmediately to thelr supervisor who In turn would
report to facility Administration. The Nursing
Supervisor was to make rounds avery shift to
inquire of Charge Nurses about any incidents,
including buf not limited to, alleged abuse -
‘violations. This Information was fo be reported to
Administration who would then report to the Siate
Apency immadigtély.

Criring the current survey intenviews revealed
Rusident #22, wha had a known history of sexual
eiuse towards staff, was obsarved by a State
Fagistared Nursing Asslatant (SRNA) to ba in
sRasident #1's room touching Resilent #1's
pearineal area with histher hands and mouth on
472126M1 at 11:30 AM. Later that day, at
-gproximately 4.00 PM, Resident #22 was

W.0s thigh, Staff falled to immediately report the
aliaged abuse to the facility's Administration as
par facility policy.

Interview with SRNA#2, who observed the

| alleged sexual abuse on 12/26/11, revealed

hefehe reported the ingident to Licensad Practical
Nurse {|LPN} #2. Interview with SRNA#1

| revealed he/she had witnessed SRNA#2
-| Informing LPN #2 of the incldent. Interview with

LPN #2 revealed she did not recall the SRNA
reporting the alleged sexual abuse to her,
therefore the Incident was not reported
immedliately to fasiiity Administration as per
facility policy.

interview with the Assistant Director of Nursing
{ADON) revesled LPN #2 was disclplined for not
reporting the dlleged sexual abuse immediately

‘tvserved by stalf touching and rubbing Resident |
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as per the facility's policy. Interview with the

Social Services (§8) Mansager and Direclor of '
Nursing (DON) revealed tha facllity determinad : ‘ :
the facility's fallure existed reiated to LPN #2's : - , £
failure to report the incident involving Resident _ _ !;§_‘
#22 and Resldent#1. (Refer fo F-226) |2

2. Based onobsarvation, interview and racord : %
review, it was determined thes faciiity falled to
ensure Comprehensive Plans of Care were
reviewed andior reviged. This wis a repeat
deficiency for the facility which wis cited for this
deficiency 11/06/10.

Review of the facility's Plan of Cisrection {POC),
with a compliance date of 12/10/10, revealed ;
nursing staff was to be educatec to update care
plans. Minimum Data Set (M) staff was fo be
educated to ensure that changes were made to -
" | the care plans by verifying ordar changes against
the care plan no leter than tha next business day. . :
-| The MDS Crordinator was to ¢onduct monthly i
audits of care plans. This was to be' monitored : : i
through the facility's Parformence Improvemesnt
| (PH/Qualily Assurance {QA) process for one (1) 1
year to enaure compliance and was then to be :
re-svaluated. .

Record review duting the current survey revealed
Comprehensive Plans of Care reviewed were not’
reviewad and/or revised to contain interventions
which described rasidents’ needs.

Interview, on 01/14/12 at 12:00 PM, with tha
Quality Assurance (QA)/Staff Devslopment Nurse
revealad the MDS Coordinator was terminated in |- o b
| the fall.. The QA/Staff Development Nurse stated _ '
this MDS Coordinatbr was to have performed . e b
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rendom audits. According to the QA/Staff -
Development Nurse this MDS Coordinator had
reportad to the facility no concerns with her
audits. However, concerns were identified and
the MBS Coordinator was terminated. She stated
a new MDS Coordinator was in place and had
identified further concerns wikh residents' records.
In addition, the QA/Staff Development Nurse
stated she was going o "come up" with a more
structured systam fo put in place to ensure this
didn't happen again, :

3. Based on.cbservatlon, Inferview and record
review, it was determined the facility failed to
ensure eervices were provided in accordance
with resldents' Comprehensive Plan of Cars.
This was a repeat deficlency for the faciity which
was clted for this deficiency 11/06/10.

Review of the facllity's Plan of Correction {POC),
with a compliance date of 12/10/10, revealed
Reglsterad Nurse {RN) Managers were to audit
residents' records to compare all current
Physlcian's orders to what was in place. The
Sfaff Development Nurse was to educate nursing
staff on implamentation of Physician's orders to
be placad oh the residents’ Care Plans. The
MDS stalff was to be educated to ensurs that
changes were made to Care Plans by verifying
ordets against the Care Plan no later than the -
next businegs day, Thia was to be monitored by
the facility via the PI/QA process for one (1} year
to ensure compliahce was echleved and
maintained and then was {0.be re-evaluated,

Récord review during the current survey revealed

‘| the facllity falled to ensure a written Do Mot

Resuscitate (DNR) crder was obtained for one(1)

f 520
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resident.

Interview, on 01/14/12 at 12:00 PM, with the
QA/Btaff Davalopment Nurse revealed forms
ware belng filled out for residents’ DNR status,
howaver orders were not being written. She
stated therefore when audits wers performed on
the ordars, the DNR status wasn't being "caught"
related to the fajlure to obtain the change siatus.

4. Based on observation, interview and racord
review, it was determined thé facility failed to
snsure residents who enter the facility without
pressure sores did not develop pressure sofes.
This'was a tepeat deficiency for the facllity which
was cited for this deficiency 11/05/10,

Review of ihe facillty's Plan of Correction (POC),
with-a compliance date of 12/10/10, revealed the
Staff Development Nurse was to conduct
educaticn with nursing staff en facllity protocols.
Monthly audits were to be conducted. The
Wound Nursa and/or designee was to review
admission and readmiesion care plans to ensurg
any skin areas of concern and potantial for ekin
breakdown/prassure areas were idenfified in the
care glanning process. This nurse was to report
monthly In the PYQA program meeting related fo
audit findings regarding npressure scre prevention,
treatments, and services. This was to be
monitored by the facilily via the PI/QA process for
one (1) year and then was-io re-evaluate.

Cbservetion, on 01/11/12 of a skin assessmeni
performed during the current survey revealed
Resldent #6 had an area of unidentifiad pressure
on histher right elbow. Interviews with staff
ravealed they were unaware of the Stage | -
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Pressurs Ulcer to Resident #6's right etbow.

" { Interview, on 01/ 4112 at 12:00 PM, with the
QA/Staff Developmant Nurse revealed the faciiity
had a gystem for weekly head-to-tos skin
assesgments performed by nursing staff. She
stated SRNAs wers to view the residents’ skin in
batwean for ary new areas of concern, The
SRNAs were o report any findinga to the nurses.
‘According to the QA/Staff Davelopment Nurse
any new arees would have iteatment obtalned
and would be care planned. The QA/Staff
Development Nurse stated audits were siill belng
performed by the Wowcl Gare Nurse.

5. Based on observaﬂo.u Intemew and record
review, it was determin:d the facliity failed to
ensure recldents fecelyzd adequate supervision
and monitoring to-ensure residents’ safety. This
‘was a repeat deficiancy for the facllity which-was
cited for this deficiency 11/06/10.

Review of the facllity's Plan of Corraction {POC), _ . :
with a compllance date of 12/10/10, revealed the
Steff Pevelopment Nurse was to conduct
aducation with nuraing ataff on the investigative
process for incldents, and nacogsary L
documentation for such, A Change in Condition® | 5
form waa to be put in place. Nursing Suparvisors | - '
| were to utilize the form to conduct weekly audits
of fallow up documentation by nursing slaff. This
was fo be monitored by the facility via audits by
the PI/QA procass for one (1) year and than was

' to re-evaluate,

Interview with facflity staff revealed Resident #22,
who had a history of sexual abuse towards staff,
wag not monliored ar_nd adequatsly supervised on
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12126/41. Residept #22 was found in a female ' ‘ 1
resident's room. Tha female resident's pants and _ ‘ Ly
pull up were pulled down and Resident #22 had : ' '
hisfher mouth and hands on the female resident's i
perineal area. Later that day Resldent #22 was : . : £
obeamved to be touching and rubbing another i '

female resident's thigh. .

Interview with the Assistant Director of Nursing . , A i i
(ADON) revealed the nuree who SRNA#2
reported the alleged sexual abuse to had been
disciplined for not reporting the allegations
Immediately to Administration.

interview with the QA/Staff Davelopment Nurse
revealed she felt the Plan of Gorrection (POC)

.| had worked. She stated there was a failure of a
particular nutee who did not follow up and report
{he allegation of sexual abuse.

6. Based on obssrvation, interview and record
review, It was determined the facllity failed to
ensure there was an sffectivs Infection Control
Program. This was a repeat deficlency for the
faoility which was cited for this deficiency
11/05/10. :

Review of the facility's Plan of Correction {POC),
with a compliance date of 12/10/10, revealed all
nurses were trained in infection control guidelines
upon hire and annually thareafter at a minimum. .
The Infection Control/Staff Development Nurss : .
was to conduct monthly audits. ‘The monthly
audits were to pe monitored by the facility via the _ s .
PH/QA process for ona (1) year to snsure ) I
compliance was achleved and malntained and
was then to be reevaluated,
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Observatlons during the environmental tour
during the current survey revealed dirly
 equipment stored with clean aquipmentin clean
utitity rooms oh two (2) of the facility's four (4)
inits, Additlonally; during the dietary tour
observations réveated improper hand sanitation
during meal service. interview with nursing staff
revealed equipment was supposed fo be
sanitized prior to being placed in the clean utility
FoBms. :

Intarvicw with the Infection Control (ICYQASSEaff
Develcpment Nurse revealed stalf were educated
on infe: ction Control measures, and she felt the
eduoz..on worked, .However, it was staff's
-nonco- apliance that caused the deficiant practice
identif. »d during this survey. -

An ac:.aptable credible Allegation of Compliance . :
1 (AOC} was received on 01/23/12 which alleged . | i

removal of the 1 effective on 01/21/12, based on :
the foliowing:

1) The Soclal Services Manager contacted all
Powar of Attorneys and/or applicable members of
the residents on the locked demeantla unil by
telephone and Interviewed them to determine
whether thay had observed or had any other
knowledge of relevant safaty congerns by
01/16/12, :

2) Al residents on the lecked dementia unit were
" | questionad by the Soclal Services Managerin an -
attempt to determine if any of the other residents
were subjected to the bahaviors of RBSldBI'It #22
by 01/16/12.

3 All residents and their family members or
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healthcare representatives on the unit were also
informed about the potential safety issue on the
unit and the measures being taken to resolve the

-] issue by 01/19/12.

4) Resident #22 was sant out to an Psychiatric
Hospital on 01/06M2 for evaluation and returned .
fo the facllity an 01/16/12. The resident was
placed on ane (1} to ona (1) supervision,

8) Resident #1 was placed on fifteen {16) minute

‘checks on 12/26/11 due to hahaviors which were

discontinued on 01/03/12. Rnsident#1 was
placed on cne (1} to one (1) supervision on

01/13/12.

B) Aiferation of Resident #2.2's psychoactive
medications were made and the addition of pain
medications was added duri:-g Residant #22's -
stay at the Psychiatric Hospﬂal hetwean 01/05/12
and 01/16/12.

7) Comprehensive Plans of Care were updated
far Resident #22 on 01/49/12 and Reslident #1 on
01/20/12 to address specific behenviors and
specific interventions to ensure heeds wera baing
met.

8) Ali residents on all units recsived & physical
and psycho-social evaluation to establish a safe
basse-line for implementation of house-wide
corrective aotion measures by 01/18/112. The
aocial servicas department conducted a
psycho-socialisafety evaluation on all residents
on all units by 01/19/12.

9) The facility revised it's policiee and procedures |

for reporting and investigating. potential abuse
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and created a new rapid response protocol called
"Code Pmtect“ by 01/19/12.

10} All staff was educated regarding the

| detection of abuse, definition of abuse, facllity

policy and the impact of mental capacity on
determinations of abuse by 01/18/12,

11} All staff was required to pass a competency
with & score of 100 percent. This compatancy will
becomse an aanual requlrement. ;

12} All leadership attended a one (1) haur

in-service on the topics of abuse, ;esident
-competancy, and the role of resid:nt compelency
| on the deteriaination of abuse by M/20/12.

Ori 02/03/12, it was verified the inmediacy of the

|14 wais remoed and the facllity in:plemented

conrective astions as alleged in tha ACC, effective
01/21/12 basad on the following;

Qbservatlons, on 04/31/12, 02/01/12, 02/02/12
and 02/03/12 revealed Resident #22 was
receiving one (1} on one (1) supervision. Review
of the medical record and review of the
Behavior/Meod and Behavior Patterns Sheet
revaaled the resident was recelving one (1) on
one {1) suparvision since returning from the

| Peychlatric Hogpital,

Intarviews with staff including SRNA #18, on
02/03/M2 at 12:40 PM, SRNA #19, on 02/03/12 at
12:55 PM, SRNA #20, on 02/03/12 at 2:35 PM,
SRNA #21, on 02/03/12 at 1:45 PM, Charge
Nurse #11, on 02/03/12 at 12:50 PM, Charge
Nurse #12, an 02/03/12 at 1:05 PM, Midnight

Suparvisor #13 on 02/03/12 at 2:40 PM, LPN # 3
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on 02/03/12 ai 2:38 PM, Activilles Assistants #32,
1 an 02/03/12 at 1:10 PM and Activity Assistant

on 02/03/12 at 12:45 PN, the Dletary Manager,
an 02/03/12 at 1:00 PM, and the Staff
Development Coordinatar, on 02/03/12 at 1:15
PM, revealed staff was aware of the facllity's
policy changes, the faciiity's revised policies and
procedures for reporting and investigating
potential abuse and the new rapid resporise
protocol oalled "Code Protect'. They wera also -
aware of the detection of abuse, definltion of
abuse, facllity policy and the impact of mental
capacily cn determinaticns of gbuse and the
‘requirement to pass a competenoy exant before
working with residents. . B

Interview with the Social Services Manag.r, on
02103112 at 3:16 PM, revesled she had
completed the psycho-social evaluations 1o
astablish a ‘safe base-line for implementation of
house-wide corrective action measuras snd the
Charge Nurses had completed the physical
assessments of rasidents, Further revisw of
dacumented evidenca reveglad physical
assessments had been completed for all

| residents. Confinued interview revealed ehe had
contacted family members and Interviewsd
restdents as part of the psycho-social
assessment. Review of the documented _
evidence revealed residents and/or families had
been inferviewed related to safety. Interview with
Resident #58's responsible party, on 02/02/12 at
10:10 AM, reveaied the fasiliiy had contacted
him/her related fo tha resident’s gafety at the.
facility. Interview with an Unsampled Reslident,
on 02/02/12 at 11:15 AM, revealed someone had
asked him/her how hefshe felt about their safety

#33, on 02/03/12 at 12:35 PM, the Risk Manager |
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at the facllity and the resident stated he/she fel
sefe. :

interview with the Director of Nursing. (DON) and
Adminisirator, on 02/03/12 at 5:30 PM, revealed
the plan for Resident #22's care was to continue
to re-avaluate him/her and seek guidance from
the Medica) Direstor (Physician #1) and would
obtain addltional psychlatric evaluations to see if
there may be anything underlying occurring with
the resldent's paychiatric condition, The DON
further stafed Resident #1 and #22's
Comprehensive Plans of Care had been updated

| to reflect the changes in care and supeivision.

Revisw of the Comprehensive Plans of Cars
refiected these changes. The Administrater and
DON stated it will be determined by the Medical
Director when Resident #22 s removed from one
{1) on ona (1) obsearvation because hefshe could
not be allowad to co-mingle with other residents
at this point without guidance and re-direction
from the one (1).on one (1} supervision, .

The facility remained out of compliance at a lower
scope and severlty of an "E", a pattern deficiency
with potential for mora than minimal harm whiie
tha facility'’s Quality Assurance continues to
monitor the effectiveness of the new sysfems and
policiea implamented and while the facllity
develops and implaements the Plan of Correction
(POC). .
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185449 . WING 01/10/2012
NAME OF PROVIDER OR SUPPLIER ' BTREET ADDRESS, GITY, BTATE, ZiP CODE '
- 2800 STATE ROUTE §
KINGSBROOK LIFECARE CENTER ASHLAND, KY 41 102
" oD SUMMARY STATEMENT OF DEFIGIENGIES ID "~ PROVIDER'S PLAN OF CORREGTION X0)
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K 000 | INITIAL COMMENTS K000/

CFR: 42 CFR §483.70 (a)
BUILDING: 01

PLAN APPROVAL: Construction Date 05/18/02 e "
SURVEY UNDER: 2000 Existing '
FACILITY TYPE: SNFNF

TYPE OF STRUCTURE: Two {2) Story, Type |l
(222) Protected

SMOKE COMPARTMENTS: Six (8) smoke
compartments.

't COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM originally Instalted In 4-02
upgraded in 7-2011 .

FULLY SPRINKLED, SUPERVISED (Wet MAR I3 2012
'| SYSTEM) original In 4/02 .
g Bh kY
EMERGENCY POWER: Type I! Diesel e,

Generator, Original in.4/02

A life safety code survey was initiated and
concluded on 0171012, The findings that follow
damonstrate noncompliance with Title 42, Code
of Fadaral Regulations, 483.70 {a) et seq {Life 5
Safety from Fire). The facility was found not In . ' E
substantial compliance with the Requirements for i
Participation for Medicare and Medicaid. The :
facility is licensed for ons hundred forty-thres
(143) bads and the census was one hundrad
forty-one (141) the day of the survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (e} LATE
] t : ) -
HW LA Ad s ST ekTal I/3-/2_

Any deficiancy statement an‘ﬂhg'wlth an astarisk () denotes a deficlentcy which the insfitution may be excused from cormoting providing It is determined that
other safaguards provide sufliglant protection {a the patlents. (8ee instruciions.) Excapl for nursing homes, the findlngs stated above are disclosabls 80 days
following tha date of survay whsther or not a plan of corraciion Is provided. For nursing homes, the above findIngs and plans of corraction are diaclesable 14
days following the date these documents are mada avalfable to the faclilly. if deficlencles are cited, an approved plan of corraction is requisite fo continued
program participation.
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Deflclencles were cited with the highast
. | deficlency identifled at "D" leval, ' :
K 082 | NFPA 101 LIFE SAFETY GODE STANDARD K082| As of 2-21-12 all sprinkler heads
§8=D Reauired attomatio sornkd , " - | under the canopy outside the 2-21-12
equireg automatc sprinkier systems EFB_ ) H
continucusly maintained in reliable opsrating .Ilbrary have been replacec!.
condition and are inspected and tested All other sprinkler heads in all
poricdically. 18.7.6, 4.8.12, NFPA 13, NFPA 25, areas outside of the facility have
9.7.5 been checked by a professional
fire protection contractor for
. - . corrosion, foreign materials, paint,
This STANDARD is not mat as evidencéd by: physical damage and proper
Based on observation end inferview, it was orientation.
detarmined the facliity falled to ensure sprinkler ; :
hsads were maintained as required. The facility Ttle facility will ensure that al
is licensed for one hundred forty-threa (143) beds sprinkler heads are free from -
and the census the day of the survey was cna corrosion, foreign materials, paint,
huntred forty-one (141). physical damage, or in improper
The findings include: orientation by conducting an
: ' : inspection on a quarterly basis.
QObservation during the Life Safety Code survey Any sprinkler shall be replaced
Maintenanee Director revealad corrosion on six d d. loaded or in th
(6) sprinkier heads under canopy outside of damaged, loaded or in the
library, Not maintaining eprinkler heatds can improper orientation.
decraase thelr abliity to react as Intended. The environmental services
. manager will report the findings
Interview with the Maintenance Director, on ) .
11/09/11 at 1:66 PM, revealed he was not aware and any corrections needed in the
of that requirement. facility QAPI program meeting
: ' quarterly.
Reference: NFPA 26 (1998 Edition).
2-2,1.1* Sprinklers shall be Inspected from the
floor level ennually. Sprinklers shall be free of
Evant ID; 86C521 Factity ID: 100028
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corroaion, foreign materials, paint, and physical
damage and shali be instalted in the proper
orlentation (e.9., upright, pendant, or sidewall). E
Any sprinider shall be replaced that is painted, i
corroded, damaged, loaded, or in the improper .

grisntation, ' _
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