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¥ An Abbreviated Survey investigating S {
. KY#00022743 was initlated on 02/04/16 and } : Preparatlon and execution of this plan of
“concluded on 02/05/16, The atlegation was . correction dees not constiiute an
: substantiatad wilh a deficiency cited. i ! admlssion of or agresment by the
F 226 483.13(c) DEVELOPAMPLMENT i F226; provider of the truth of the facts alleged
SS=D§ABUSE/NEGLECT, ETC POLICIES or conclusions set forth tn the statement
‘ ‘ ¢ of deficiency, This Plan of Correction Js
The facility must develop angd implement wrilten . prepared and executed solely because
i policies and procedures that prohibit : ' Federal and State Law reguire 1t
, misireatmant, neglect, and abuse of residents I i Compliance has been and wili be achieved
t and misappropriation of resident property, . no later than the Iast completion date
; ' ' Identified fu the POC, Compliance will he
i : Mmairtained as provided In the plan of
P - ) ) i . Correction.  Faflure to dispute or
. This REQUIREMENT ia not met as evidenced ! " challenge the alleged defictencles helow Is
by o - | i Mot an admisston that the alleged facts
Based on interviews, record reviews and a accurred as presented in the statements,
I review of the facility's policy, it was determined | |
, the facility failed fo implement their writtan policy ; ,
 related to abuse for Unsampled Resident A, The | !
faclilly faited to report ta the appropriate state . i P E. 226 () Develop/fmplement
agencles an allagation of verbal abuse. . . Abuse/Neglect. Fic Polioi
. i i ‘
i . . H
The findings include: . Targeted Residents
P N ‘ : t Resident A has a BIMMs ¢ ¢ .
Review of the facility's policy titled, "Abuge: C i Resident was assessed on 1_2(;(1]; b;ffhle
t Response and Reporting", undated revealed it Ditector of Nursing showing no si ans of .
was the policy of the facllily to respond and { anxiety, or pain and appeared fo be
| investigate to all alleged incidents of abuse or , unaffected by this incident,, Al staff was .
. neglect and report to the appropriate state e " Inserviced on facility abuse policy with an
tagencles. Further review of the policy revealed jt . emphasi )
; ; ; j emphasis on types of abuse, abuge reporting
was tha rasponsibility of the Soclal Services ; and verbal abuse. Inservicing was dong, o,
| Director, Director of Nursing or the Administrator * | 2615 and 9.9.15 by tho StaffDeVeIopma?:;.
i ta report to the required agencies. i . Coordinator,
; Record review revealdd the facilty admitted - | ; \
L “Unsampled Resident A on 12/11/12, with I - !
—_r1 ] e o : i
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, diagnosas which included Dementia, Peripheral !

* Vascular Disease, Hypertension and

: Hyperllpidemia. Areview of the Quarterly
Minimum Data Set (MDS) Assessment dated ;

i 11727114, revealed the facility assessed the

" resident with a Brief Interview for Mental Status |

: {(BIMS) section C zero five hundred {(0500) acore

“of one (1) which indioated the resident was

; severely cognitive impaired. ;

i A review of the facllity's investigation reporl, dated i
01/21/15, revealed the Direcior of Nursing (DON) *

; was made aware of an allegation of abuse on :
01/20/16. The allegation of abuse on 01/20/16 )

{ revealad that Licensed Practical Nurse (LPN) #2 |
and Registered Nurse (RN) #1 reported a staff

| member spoke to Unsampled Resident A in a

. hegative tone, Gontinued review of the report E

| revealed the DON completed an Investigation and !

- unfounded the allegations, Further review

i revealad the DON falled to report the allegation to ~

i the appropriate state agencles, i
An Interview on 02/06/1 5 at.6:10 PM, with the

| Sacial Service Director reveaied she was nolifiad :
of the abuse allegation; however, the DON :

I completad the Investigation,

} An Interview on 02/08/15 at 5:25 BM, with tha
DON, revealed she completed her Invesligation ofi
f the alleged abuse and unfolinded the allsgation.
Continued interview revealed she did not follaw
Hhe facllity's wiltten policy for reporting, She ;
stated, she should have reported the alleged '
fverbal abuse to the state agency,

i
| An Interview on 02/05/15 at 545 PM, with the [
; Administtator revealed her expectation was that |
! the facllity’s pollcy should be followed as written,

3

i

. Identification of the Other Residents

* On 1120115, Résidents that reside on the 200 |
; hall where' the nursing assistent was .
 assigned were interviewed by the Director of |
* Nursing utilizing the facility's “Review :
; Questions to Solicit Resident Concerns®, No

" concems were identified during this review, |
; The residents that were non-interviewable .
%, Were physically assessed by the Director of |
I Nursing on 1/20/15, with no signs of anxiety i
or pain, ‘

Systemic Changes
it All facility staff was in-serviced on 2/6/201 5
and 2/9/2015 on the facility Verbal Abuss
i and reporting abuse Policies and Procedures, ]
i The inservice was conducted by the Staff :
- Development Coordinator. Each employee |
i signed  an. . acknowledgement  of
- understanding.  This inservice included :
{ educating Facility Administrative staff] as
well. :
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. She further revealed, all allegations of abyse
i should be reported to the state agencies.
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E Monitoring
* completed monthly by the staff development

 coordinater,
* Questions to Solioit Resident Concerns” vwil]

post testing and facility tool results will be

&

~ Social Services, Director of Nursing and |

_Investigation will be presented to the

Post-testing of all employees will be

“Review

Facility  tool,

be completed for all residents monthly for
three months by Social Services Directoy !
and Activities Director. All results of the

referred to the Quality Assurance (QA)
committee for recommendations and follow- ;
up. “All investigations will be reviewed by

Administrator and Director of Operations
consultant to ensure that each is teported
timely and appropriately. Each' reported

Monthly QA meeting and discussed with the
medical director for appropriate reporting,
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