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r Lee County Care and Rehabilitation |
F 000 | INITIAL COMMENTS F000 gges not believe and does not admit |
| that any deficiencies existed, before, I
An abbreviated stendard survey (KY22848) was during or after the survey. The Faility |
I

conducted on 01/08/15. The complaint was

substantiated. Deficlent practice was Identified reserves the right to contest the €y i

with the highest scope and severity at "D” level, | fmdmg.s through  informal deute |
F 225 | 483.13(c)(1)(H)-(ID), ()(2) - (4) F 225| resolution, formal appeal proceedings :
85=0 | INVESTIGATE/REPORT or any administrative or legal | |
ALLEGATIONS/INDIVIDUALS proceedings. This plan of correction is

I
not meant to establish any standard of I
. care, contract obligation or position
' and the Facility reserves all rights to

The facllity must not employ Individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have

had a finding enterad into the State nurse alde raise all possible contentions and
ragistry conceming abuse, neglect, mistreatment defenses in any type of civil or criminal
of residents or misappropriation of thelr property; | claim, action or proceeding. Nothing

and report any knowledge it has of actions bya
courl of law against an employes, which would
indicate unfitnese for service as a nurse aide or

contained in this plan of correction
should be considered as a waiver of

other facility staff to the State nurse alde registry any potenﬁa-lly applicable  Peer
or licensing authorities. Review, Quality Assurance or self
critical examination privilege which

The facilty must ensure that all alleged viclations the Facility does not waive and it
involving mistreatment, neglect, or abuss, . .

| including Injurles of unknown source and reserves th_e nfih‘fl to as.,se‘rt al“?:l any
misappropriation of resident property are raparted ad:zmmstrahve, D C i
immediately to the administrator of the facility and | action or proceeding. The facility
to other officials in accordance wiih State law offers its response, credible allegations
through established procedures (including to the of compliance and plan of correction as
State survey and certification agency). part of its ongoing efforts to provide| |
The facility must have evidence that ail alleged quality of care to residents.
violatlons are thoroughly Investigated, and must ! i
pravent further potential abuse while the ' | |
Investigation Is In progress. ]
The resuits of all Investigations must be reported F225S5D |
to the administrator or his designated .
representative and o other officials in accordance 1. Unit Manager #1 was re- ‘

| | educated verbally and
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE {X5) DATE

q NHA Naohs

Any deficiency statement anding with an astarisk (*) denoles a deficisncy which the institution may be axcusad from correciing providing It Is detarmined that
other safeguerds provide sufficlent pratection fo tha patients . (See insiructions.) Except for nursing homes, the findings statad above are disclosable 80 days
foliowing the date of survey whether or not a plan of conection I8 provided. For nursing homes, the above findinga and plans of correction ars disclosable 14
days following the date these documants are made aveilablo to the facility. If deficiencies ara cited, an epproved plan of comection Is raquisite to continued
program participation.

FORM CMS-2567{02-99) Previous Verslons Obsolels Event ID:MDPJ11 Faclity (D: 100284 I continuation sheot Page 1 of5



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/22/2015

with State law (including to the State survey and
certification agency) within 5§ working days of the
Incident, and If the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, record raview,
facliity policy review, and facllity Investigation, it
was determined the facillty falled to ensure all
alleged violations Involving misappropriation were
reported to the Administrator and to state
agencles, and were thoroughly investigated for
one (1} of three (3) sampled resldents (Resident
#1). On 01/03/15, at approximately 11:45 PM,
staff abserved Licensed Practical Nurse (LPN) #1
to be Impaired and smelled alcoho! on the LPN,
The facility conducted an Investigation and
terminated LPN #1's employment because the
LPN was arrested for balng Infoxicated; however,
the facility falted to identify that Resident #1 was
missing 300 milliliters of bourbon, which LPN #1
had told slaff that she had spliled. When the
Administrator identified that the resident's
bourbon was missing, afler the Investigation was
compieted, the facility falled to report the
allegation that the resident's property was
misappropriated.

The findings Include:

Review of the facility's policy titled "Abuse,
Neglect, and Misappropriation,” with a revision
date of 03/04/13, revealed the Administrator
would be nofified immediately of any eflegation of
abuse, neglect, or misappropriation of a
rasident’s property. The Administrator or a
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written on the Abuse,
F 225 | Continued From page 1 F 225 Neglect & Misappropriation

Policy on 1-19-15 by the '
Administrator by failing to
inform Administrator that
resident # 1 had bourbon
missing and that LPN #2
had stated to her that LPN
#1 had told her she had
spilled resident’s bourbon
when pouring his HS
bourbon. The Unit Manager
had not followed the Abuse,,
Neglect & Misappropriatio
Policy when the initial
investigation was
completed. Please note
resident #1 did receive 120 |
m| of bourbon at H.S, per
MD order.

Resident #1 was notified by
the Administrator of the
possibility that LPN #1
taking approximately 300ml
of bourbon. The facility did
purchase a new bottle of |
bourbon for Resident #1. I

All resident’s have the i
potential to be affected by |
the facility investigation
failing to ensure all alleged
violations involving

misappropriation were htion shieet Page 2 of 5
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revealed the facility admitted the resldent on
06/28/14, with diagnoses that Inciuded Alcoholism
and Severa Cranial Cervical Stenosis. Review of
the most current quarterly Minimum Data Set
(MDS) assessment dated 11/09/14, revealed
Resident #1 was assessed by the facility o have
a BIMS score of 15, which indicated the resident
was interviewable, Further review of the
resident's medical record revealed the resident
had & physician’s order dated 06/19/14 for 4
ounces of bourbon every day. According to the
nurse's notes, facility staff monitored and
estimated the amount of bourbon in the bottle
every shifl,

Interview conducted with Unit Manager #1 on
01/08/15, at 4:10 PM, revealed on 01/03/15, staff
observed LPN #1 to be Impalred at the facility
after the LPN's shift had ended. Unit Manager #1
stated staff reported the LPN smelled of alcohol,
Unit Manager #1 stated Resident #1 was the only
resldent who had alcohol In the facility. Unit
Manager #1 stated she checked the resident’s
kourbon count and Identifled the count was
incorrect, She stated she spoke with LPN #2,
who told her that LPN #1 reported that she had
spllled some of Resident #1's bourbon and that
was the reason for the discrepancy. Unit
Manager #1 staled she did not document the
alcoho! discrepancy information, nor did she
notify the Administrator, even though the facility's
policy required the Administrator to be notified.
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reported to the i
F 225 | Continued From page 2 F 225 Administrator, state |I
designated persan would then meke an agencies, and were |
immediate report to state agencles and to local . ] I
oroughly investigated.
law enforcement, The policy stated a thorough th gnly & I
Investigation would begin immediately. . ) . I
Unit Managers interviewed |
Review of the medical record for Resident #1 all cognitive residents

residing on C wing Unit on
1/4/15 to ensure no residents
had any property missing.
No residents had any
property missing.

The Social Services Director
completed interviews with
residents POA, RP and/or
contact person with a BIMS
score of 7 or less to ensure
no personal property was
missing. No one reported
any property missing,

.
.
]

The Regional Nurse
completed education for the
Administrator on 1/13/15 on
the Abuse, Neglect, and
Misappropriation of resident,
property. Emphasis was !
placed on completing a i
thorough investigation,
reporting to the
Administrator and state
agencies findings.
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Review of the facility's Investigation dated
01/04/15, revealed on 01/03/15 at approximately
11:45 PM, LPN #1 was st In the facility after her
shift had ended and appeared to be Impairad.
LPN #2 notified the Administrator on 01/04/15, at
42:30 AM, who then notified Unit Maneger #1 and
Unit Manager #2 and instructed them to begin an
investigation related to LPN #1's impairment.
The Investigation revealed State Registered
Nurse Aide (SRNA) #1, SRNA #2, and Reglstered
Nurse (RN} #1 documented they smelled alcohol
on LPN #1 when she was leaving the faciliity;
however, the facility did not investigate to
determine why the LPN smelled of afcohol and
falled to Identify that Resident #1's property
(bourbon) was missing and falled to Investigate
why it was missing, In additlon, the facility failed
to raport the allegation that Resident #1's
property was misappropriated. According to the
fachiity's investigation, LPN #1's employment was
{erminated because the LPN was arrested for
driving under the influenca of alcohol and
possible drug intaxication Immediately after
leaving the facillty.

Interview conducted with Resident #1 on 01/08/15
at 10:45 AM revealed on 01/05/15 (after he
facility's Investigation was completed) the faciiity
Administrator told the resldent that some of the
resident's bourbon was missing. The resident
stated the Administrator replacad the bourbon,
Resldent #1 stated LPN #1 provided care for the
regident on 01/03/15 and the resldent did not
observe LPN #1 to be impaired.

Interview conducted with the Admilnistrator on
01/08/15, at 4:20 PM, revealed she was not
notified by Unit Manager #1 thal Resident #1's

bourbon count was Incomrect. She stated she

F 225 started on 1-19-15 by the |

4. Cducation for all staff was |

Administrator and Social |
Service Director. The ||
education will be completed;
by 2-1-15. Education !
provided contains the policy i
for Abuse, Neglect & |
Misappropriation of resident
property. Emphasis was
placed on completing a
thorough investigation,
reporting to the
Administrator and state
agencies findings.

An audit was completed by
the Social Service Director
on all allegations reported in
the last three months to |
ensure all alleged violations |
involving abuse, neglect and|
misappropriation of resident |
property were reported to
the administrator, state
agencies and were
thoroughly investigated. No ’
issues were identified.

Future allegations of Abuse, |
Neglect, &
Misappropriation of resident
property will be reviewed
by the Regional Nurse and
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became aware that approximately 300 milliliters
of the resident's bourbon was missing when she
checked the bourbon count herself on 01/05/15.
The Administrator siated she dld not raport the
incident to state agencies, nor had the facllity
identified that the missing alcohol could have led
{o the impairment of LPN #1.
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ensure a thorough
F 225 | Continued From page 4 F 225 investigation is completed.

|
".
Employees will receive ',
education on the Abuse, |
Neglect, and '|
Misappropriation upon hire, |
quarterly and as needed. 'I

The Social Service Director
and Administrator will andit
all investigations completed
daily x 4 weeks, weekly x 4
weeks, 5 observations
monthly x 3 months to
ensure all investigations are
reported to the
administrator, state agencies
and thoroughly investigated.

Findings of the above stated
audits will be discussed in
the Quality Assurance
meeting monthly for three
months for
recommendations and
further follow up as
indicated. Members of the
Quality Assurance
Committee are: Medical
Director, Administrator,
Director of Nursing, Unit
Managers, Social Services
Director, Dietary Manager, |
Human Resource Director,
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Maintenance Director, and
Quality of Life Director.

5. Date of compliance 2-6-15,




