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F 000 | INITIAL COMMENTS F 000 s o
This plan of cotrection shall operate as
) ' Florence Park Care Center’s written
A standard abbreviated survey was Initlated on credible allegation of compliance. This
02115111 and concluded on 02/17/11 to plan of correction is not meant to
Investigate KY15933 and KY15934, KY15934 and establish any standard of care, contact,
KY 15933 were found to be Unsubstantiated: obligation, or position and Florence
however, deficlencles were Identified during the Park Care Center reserves the rights to
survey and clted at a scope and severity of a "D", raise all possible contentions and
F 226 | 483.13(c)(1)(I)-(il), (c)(2) ~ (4) F 228 defenses in any civil or criminal claim,
88=p | INVESTIGATE/REPORT action or proceeding,
ALLEGATIONS/INDIVIDUALS

The facility must not employ Individuals who have |

been found gulity of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered Info the State nurse aide

| registry concerning abuse, neglect, mistreatmant

of residents or misappropriation of thelr property;
and report any knowledge it has of actions by a
court of law agalnst an employee, which would
indicate unfitness for service as a nurse alda or
other facllity staff to the State nurse alde registry
of licensing authorlties.

The facllity must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
Including Injuries of unknown source and
misappropriation of resident property are reported
immedlately to the adminlstrator of the facllity and
to other officials In agcordance with State law
through established procedures (Including to the
State survey and certification agenoy).

The facllity must have evidence that all alleged
violations are thoroughly Investigated, and must
prevent further potential abuse while the
investigation'ls in progress.

The results of all Investlgations must be reported
to the administrator or his designated

F 225 483,13 Investigate/Report
Allegations/Individuals

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

1. Administrator in-serviced the
Human Resource Director on
2/18/11 in regard to the
tegulations pertaining to
conducting abuse checks,

2. Administrator will perform
Bi-weekly QA’s for 3 months
to ensure compliance for all
new hires.

2/18/11
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Continued From page 1

representative and to other officials in accordance
with State law (Including to the State survey and
certification agency) within 6 working days of the
Incident, and if the alleged violation Is verified
appropiate corrective action must be takan.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review It was
determined the facllity falled to screen two (2) of
ten (10) sampled employees for abuse findings
prior to hiring the employees, Employee #4 lived
in ancther state and abuse checks were not
completed in that state, Employee #9 was hired
on 01/07/41 and an abtise check was not
conducted until 01/10/11.

The findings Include;

Review of the facllity policy on Abuse, undated,
revesled the facllity would scresn all potential
employees for a history of abuss, neglect,
mistreatment of resldents, or misappropriation of

property.

Review of Employee #4's personnel flle revealed
the employee livad In Ohlo; however, the facllity
coulld provide no evidence an abuse check of thls
potentlal employee was completed In Ohlo priof
to hirlng.

Review of Employes #9's personnel flle revealed
the employse was hired on 01/07/11; however,
the facliity could provide no evidence the potential
employes was screened for abuse prior to hiring
and was not screened unfil three (3) days after
being hired,

F 226
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Interview with the Human Resources Manager on
02/17/11 at 2:50pm revealed she was not aware
potential employees ware to be checked for
abuse findings in other states, If applicable, She
stated potential employeas wers offerred
condltional employmaent pending the results of
abuse check findings.
Interview with the Administrator on 02/17/11 at
3:00pm revealed he was not aware Employee #9
did not have an abuse check until three (3) days
after hired or that potentlal employees were to be
checked for abuse findings. In addition, he stated
he was not aware other states where potential
employees had worked were to be contacted for
any abuse findings priot fo belng hired,
F 228 | 483.13(c) DEVELOP/IMPLMENT F 226
s8=D | ABUSE/NEGLECT, ETC POLICIES
F 226 483,13 Develop/Implement
The facility must develop and implement written Abusc/Neglect, Btc, Policies
policles and procedures that prohibit
mistreatment, neglect, and abuse of resldents The facility must develop and
and misappropriation of resident property, implement written policies and
procedures that prohibit mistreatment,
neglect and abuse of residents and
This REQUIREMENT s not met as evidenced misappropriation of resident property.
by: .. ) )
Based on record review and Interview, it was I Administrator in-setviced
determined the facliity falled to Implement wiltten the Human Resource Director
policies and procedures that prohibit on 2{ 18/11 in regard to the
mistreatment, neglect, and abuse of residents for ;f)g‘:j““t‘.’“s pg“a'“mg to
two (2) of ten (10) sampled employees. Employee 2 Admint s checks,
#4 had lived In Ohio; however, the faollity falled to " Biweskly Ohvn forg orm
implement thelr policy to screen all potential to ensure}::om lsl oc fmonltxhs
employees for abuse findings. Employee #9 was new hives peeetors
hired on 01/07/11 and the facllity falled to . ‘ 2/18/11
implement thelr policy to screen potential
employees for abuse findings.
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The findings include:;

Review of the facilily policy on Abuse, undated,
revealed the facllity would soreen all potential
employees for a history of abuse, neglsot,
mistreatment of residents, or misapproptiation of

property.

Revlew of Employee #4's personnel flle revealed
the employee lived in Ohlo; however, the facllity
could provide no evidence the policy for screening
potential employees for abusa was followed.

Review of Employee #9's personnel flle revealad
the employes was hired on 01/07/11; however,
the facllity could provide ne evidence the potential
employee was soresned for abuse prior to hiring.

Interview with the Human Resources Manager on
02/17/11 at 2:50pm revealed she was not aware
potential employees were to be checked for
abuse findings In other states, if known. She
stated potentlal employees were offered
conditional empioyment pending the results of
abuse check findings and that at orientation
(employees wete pald for orlentation time) these
employess were not yet full employees. She
stated the regulation did not require an abuse
check prior to hiring an employse.

Interview with the Administrator on 02/17/11 at
3:00pm revealed he was not aware of the
regulation or the guidelines and felt the facllity
was correct In thelr Interpretation.
483.20(b)(2)(Il) COMPREHENSIVE ASSESS
AFTER SIGNIFICANT CHANGE

A facllity must conduct a comprehensive

ID PROVIDER'S PLAN OF CORREGTION
PREFIX {EACH GORREGTIVE ACTION SHOULD BE
TAG OROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY) '
F 226
F 274
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assessment of a resident within 14 days after the :
facllity determines, or should have determined, F274—The facility will conduet
that there has been a slgnificant change In the C‘Z't"'?”he"sive Assessment of a resident
resldent's physical or mental condition, (For gl;t‘t‘,‘m‘;‘j';‘lysb“““" the acility determines
purposs of this section, a significant change the resmcm’,:p:e;c" 7‘3“'“0""tchﬂngc}n
means a major decline or improvement In the yaleal or mental condition,
resident's status that will not normally resolve 1. The Corporate MDS Coordinator in-
itself without further intervention by staff or by serviced and educated the MDS purses related
Implementing standard disease-related ciinical Yo Tacility polioy lsted in the CMs?s RAT
interventions, that has an impact on more than Statlslyso::\ss‘gsis\g?mlta’l” Significant Change in
one area of the resident's health status, and 12 a0 resident 1 8 shawead 1 < Rosident
requlres Interdisclplinary review or revision of the the facility’s failure to cond:gt;l wifets from
care plan, or hoth.) comprehensive assessment within fourteen
days after the facility determined that there had
beenla significant change in the resi dent’s
This REQUIREMENT Is not met as evidenced physical or mental condition, A correction of
oy: the MDS for resident #2 was complefed on
y: 3/8/2011 and a corvection of the MDS f
Based on observatlon, interview, and record resident # 8 was completed on 347201 zm'd
review, It was determined the facllity failed to submitted to address the significant chang:n A
conduat a comprehensive assessment for two (2) house wide audit was conducted by the DON
of eight (8) sampled residents (Resldents #2 and on 2182011, of all the MDS completed in th
i#8) within fourteen (14) days after the faclity affeten by e poate 10 ot rsidents wero
determined, or should have detarmined, that chanio i 4 vesident’s ogngiir 1 Lot
there had been a significant change in the initiated on 2/18/2011 and will éonliglﬁe 1ob
resldent's physical or mental condition. Residant conducted on every return admission by the °
#8 showed signiflcant Improvemant In two (2) or MDS Coordinator or designes to determing if
more areas, Resident #2 showed significant :;Z::z::fe‘,];t"}f'“eﬁ‘ for s fi"g""ﬁm"t change
S or & period of siy
decline in two (2) or more areas, computerprogram wa agd;:]xt S'L‘iﬁ-‘iéféc;}, "
omputer System in the £
The findings include: and cue the MDS nurse. ‘;}r]:; Oaffe s(lg(,;;:? a]lcrt
a degliuc or improvement in two or more Hovs
monitored areas. The MDS nurses will meet 3/10/11

The facility uses the Minimum Data Set Manual,
2010, as thelr policy and procsdure for
completion of slgnificant changes In residents’
comprehsnslve assessments,

Review of the facllity's roster matrix revealed
Resldent #8 was not interviewable,

with the CorpO{'ale MDS Coordinator every

two w.ceks l(.) disouss all residents who showed

a deglme Or tmprovement in two or more

gjlomior:/;i Du;eas and determine if g significant
ange MDS is indicated Tor 3 peyi

nonths, period of six
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Review of the clinical record for Resident #8
revealed the resldent was admitted to the facllity
with diaghoses of Fallura to Thrive, Mood
Disorder, Depression, and Hypettension, The
facility completed an admission Minimum Data
Set (MDS) assessment on 09/03/10 which
revealed the resident required extensive
assistance of one (1) person for dressing and
hyglene and limlted assistance of one (1) person
to ambulate and transfer, The facllity completed a
guarterly MDS assessment on 12/03/11 which
revealed the resident was ambulating and
transferring independently, had been sustalning
falls, and required only supervislon to dress,
groom, and manage hyglene. In addition, the
resident had been prescribed an antlanxlety
medication for agitation and was using a
wanderguard related to exit sesking behaviors
since the admisslon MDS assessment,

Observation of Resident #8 on 02/16/11 at
4:45pm, and 02/16/11 at 9:30am, 10;16am,
11:30am and 2:00pm and on 02/17/11 at 9:00am
revealed the resldent was calm and no agitation
was noied. The resident was able to ambulate
independently around the unit and was seen to
stop at exit doors for several minutes before
moving on.

Interview with the MDS Nurse on 02/16/11 at
2:30pm revealed Resldent #8 had improved;
however, she did not complete a significant
change MDS assessment as required as she had
been taught that all Activities of Daily Living (ADL)
only counted as one area of change so the
resident did not meet the deflnition for significant
change. She stated the resident did have deficits
in long and short term memory and was not
interviewable,
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fnterview with the Corporate MDS Coordinator on
02/16/11 at 2:50pm revealed resident MDS
assessments had not been audited to establish if
significant change MDS assessments needed fo
be corrected or completed on other residents,

Interview with the Direotor of Nursing (DON) on
02/17/11 at 3:00pm revealed she was not aware
MDS assessments were not being completed as
requlred,

Observatlons of Resident #2 on 02/15/11 at
5:16pm revealed the resldent was sitting In a
wheelchalr, smiling, and had a feeding pump
attached to the back of the wheelchalr. Additional
observations on 02/16/11 at 9:40am, 1:30pm, and
on 02/17/10 at 9:26pm and 1:00pm revealed the
resident was turned and positioned while In bed
and was up In the wheelchalr for meals and
activities, The resident appeared clean and
appropriately attired and smiled when addressed,

Review of the clinical record for Resldent #2
revealed the resident was admitted to the facllity
with dlaghoses of Hyperlipldemia, Hemiplegia,
GERD, Narsolepsy, Coronary Artery Disease,
Congestive Heart Failure, and Carebral
Thrombosis with [nfarction, The facility completed
an admission Minimum Data Set (MDS)
assessment on 07/01/10 which revealed the
resident required extensive assistance with two
person physlcal assist for bed mobility and
transferring. The resldent ambulated
independently with one person physical assist,
The resident's eating skills were assessed as
independent with setup heip only. The facllity
completed a quarterly MDS assessment on
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01/16/11 which identifled the resident had
declined and required extensive assistance with
two person physical assistance for bed mobility
and transferring. The resident's ambulation had
declined to the activity dld not occur during the
seven day review period, The resldent's eating
skills had declined to total dependence with a
gastrlc-tube placement documented on 12/18/10,
The quarterly MDS assesement revealed a
sighificant decline In the resident's functional
status and included a hospitalization for a
gastric-tube placement, The facility falled to
provide evidence to explain why a significant
change MDS assessment was hot completed
when the resident had declined,

An interview with the Corporate MDS staff on
0217111 at 2:50pm revealed a significant change
MDS should have been completed.
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