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

This REQUIREMENT is not met as evidenced |
by:

Based on Interviews and record review it was
determined the facility failed to implement their
written policy and procedures related to
abuse/neglect for one resident (#1), in the
selected sample of three. The facility failed to
report to the appropriate state agencies an |
allegation of neglect. Findings include:

A review of the facility's policy and procedure for
abuse/neglect, dated 10/31/09, revealed the
facility should report alleged abuse/neglect to the
Executive Director or their designee and other
officials in accordance with state law.

A review of the facility's investigation, dated
06/28/10, revealed the Director of Nursing was
made aware of an allegation of neglect on
06/28/10. The allegation revealed that staff had
reported Licensed Practical Nurse (LPN) #4 was
sleeping in an empty bed during the night shift on
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This Plan of Correction is the center's credible
allegation of compliance.
An abbreviated survey (KY #15356 and KY
#15421) was conducted 03/15-30/11 to determine Preparation and/or execution of this plan of correctiop
compliance with Federal requirements KY does not constitute admission or agreement by the
#15356 was substantiated with no regulatory pro-.ur{er _ofﬁ're truth of the facts ql."eged or conclusion,
ues X 5 set forth in the statement of deficiencies. The plan of
V'Ulatlonfs 'de”t'f:'ed- KY #15421 .Was‘ fOUI”d B correction is prepared and/or executed solely becaus
substantiated with a regulatory viclation identified it is required by the provisions of federal and state lay.
with a scope and severity of a "D". -
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.:Lbuse/Neglect

evelop and implement written
olicies and procedures that prohib
nllistreatment, neglect, and abuse of
esidents and misappropriation of
resident property. \

t is the practice of Maple Manor tl:
t

1) On March 30", Maple Manor
fiinalized the reguired components for
the investigation of the allegation
of neglect related to resident #1.
The Director of Nursing was
reeducated about abuse and neglect
reporting requirements on 3/30/11 by
tthe Administrator.

2) The facility implemented the
fiollowing audits to identify if any
other residents had the potential to
he affected by allegations of neglect
or abuse being unreported: l
JA) On May 3-4, 2011 the |
dministrator audited all other
acility employee disciplinary
ctions in Human Resource files since
/1/11 to determine whether any other
%mployee disciplinary actions would

qonstitute reportable neglect or

abuse allegations. No allegations <rf

necglect or abuse were identificd
e
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06/27/10, They stated that LPN #4 was asked to
provide care for a resident who had requested
male Cenrtified Nurse Aides (CNA) not to provide
care for her, The staff slated that LPN #4 had
refused to provide the care and the LPN had
stated “it was the CNAs' job to provide that care
for the resident and if the resident did not like #,
the resident could Just piss on herseif."

An interview with the Director of Nursing, dated
03/15/11 at 1:30 PM, revealed she did not report
the allegation because she did not see it as an
allegation of neglect.

This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute adniission or agreement by the
provider of the truth of the facts alleged or conclusion
set forth in the statement of deficiencies. The plan of|
correction is prepared and/or executed solely becausg
it is required by the provisions of federal and state la

>4

(B} Interviewable residents were
questioned on May 5-6, 2011 by the

abuse, and no allegations were
identified; on May 12th, 2011
observations were completed by the
Unit Manager RN and the Staff
Development RN of all the non-

any signs or symptoms of neglect ox
abuse that needed to be further
investigated and reported, and noneg
ere identified,.

{C} On May 12, 2011 an audit was
Fompleted by the Administrator and
ocial Services of the facility
rievance logs from the previous 90
ays to determine if there were any
concerns which would constitute
eportable neglect or abuse
'llegations. No unreported

llegations of neglect or abuse werle

identified.

yThe following measures have heen
ut into place so that the deficien
ractice does not recur:
{a)} All facility staff, including
the bDirector of Nursing,
dministrator and Department Heads,
yere reeducated about what
constitutes..abuse. orn.neglect

and

=

Social Service Designee to determine
iLf they were aware of any neglect or

T
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This Plan of Correction is the cenler's credible
allegation of compliance.

Preparation andfor execution of this plan of correction
does not constifute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is requived by the provisions of federal and state law,

reporting reguirements by the Staff :
Development Nurse during group and
individual inservices starting
3/30/11 - 4/30/11; understanding was
validated, as evidenced by a post
test administered by the Staff
Develcopment Nurse on the same day
educaticn was provided. The Staff
Development Nurse will provide
gngoeing annual abuse and neglect
education and a post test for
existing staff; all new hires will
receive the same education and post ;
test during orientation. '

(B} Effective May 5™ 2011 and on an
ongoing basis, the administrator will
audit all written emplovee
disciplinary actions before they are
placed in Human Resource files to
ensure all alliegations of abuse or
naglect have been reported to the
appropriate agencies.

(C) Bffective May 12, 2011 and on an
ongoing basis all resident
grievances, including those from
resident council, from resident
representatives, or those filed on
behalf of residents by employees,
will be reviewed daily at the morning
CA meeting and signed by the
Administrator, who will audit and .
ensure that any concern that would
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This Plan of Correction is the center's credible
! © allegation of compliance.

v Preparation andfor execution of this plan of correction
does nof constitute admission or agreement by the
: i provider of the truth of the facts alleged or conclusions
‘ ‘ I set forth in the statement of deficiencies. The plan of
 corvection is prepared and/or executed solely because
v ftis required by the provisions of federal and state law.

allegation is reported to the i
appropriate agencies: :

4} The facility will monitor its !
performance to ensure solutions are
gustained in the following ways: ‘
Observation and interview audits of :
the residents, to include resident
and family interviews looking for
signs and symptoms of resident abuse
dnd neglect, will be assigned by the
Program Director to department heads
to complete throughout the month for
the next 3 months. The results of
this abuse and neglect monitoring
will be reviewed by the QA Committee
and corrective action will be
dictated by the QA Committee, with
evidence of the monitoring results to
be found in the monthly QA minutes. ,
For the next three months, the
administrator will report the
findings on audit results of employee
disciplinary actions, resident ‘
grievance leog, and employee education
compliance to the QA committee;
corrective action will be dictated by
the QA Committee. The guality
dssurance committee membership
includes, but is not limited to, the
following positions Medical Director,
Director of Nursing, Administrator,
Unit Manager RN, Nutrition Services -
Manager, Social Services BDirector,
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