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F 0001 INITIAL COMMENTS i
II " | :
I H
| An abbreviated survey Investigatigating ; | !
; complaints KY#00019160 and KY#00019221 was '
_inltiated by shone on 10/17/12 and Investigated ! . i
!

lonsite 10/18/12 - 10/19/12. KY #00019160 was ! :
i

i unsubstantiated wth a related deficiancy and i
i KY#000 19221 was substantiated with related i‘

!
. deficiencles cited. ; !l
F 226! 483.13(c) DEVELOPAMPLMENT I F 228/ &L MEM ;”%
580 | ABUSE/NEGLECT, ETC POLICIES | J ey "

!

; The facillty must develop and Implerent wriiten i

| policles and procedures that prohibit : | :
" mistreatment, neglect, and abuse of residents ' i

!and misappropriation of resident property, ! i

i !
|
[ This REQUIREMENT s not met as evidenced |
' f

: by:
. Based on intervlew, record review, and review of

i the facility's pollcy/procedure, it was deterriined

| Procedures were Implemented to protect

f .
f I
i the facility failed to ensure written policles and ! i

! residents from potential further abuse for two (2}

! of six (6} sampled resldents (Residents #5 and '
; #2), . i

' On 10/08/12, the staff failed to immediately report |

i aresldent to resident abuse occurrence, between | l
i Resident #3 and Resident #4, to the Director of '
; Nursing (DON), In a limely manar; therefore, i
* failed to prevent arother abuse incident by
! Resident #3 who reportedly hit and kicked ‘ | i
i Resldent #5. (Refer to F323) i ; : i
H t I ;
! |

" [

| ' On 09/22/12, Resldent #2 reported to State : |
. ]

TITLE {XB] OATE

LABORATORY of!(Ec/rdR'S OR AOVIOER}SUPP" IER REPRESENTATIVE'S slsrimurqs ITLE
i) s Admswstrete )]/l
{s determined that

¢y which the inslitulion may be excused from comaating proviging it

Any deficiency slgzemenl ending wilh an astaris denctes a deficien
uclions.) Except for nursing homes, the findings staled above are disciosatte 80 days

other safequards provide suficient prolection pallents. (See instr
Iaffowing the date of survey whather or nol a plan of correction /s provided. For nusing homas, the above findings and plans of corraction are dlsclosable 14
avallable to the &cillty, If deficiencies are cited, an approved plan of correclion is requisite to conlinyed

days fallowing the date these documenls are made
program parlicipaton.
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Preparation and exccution of the response and plan of correction does not
constitute an admission or agreement by the provider of the truth or the facts
alleged or conclustons set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because it is required by the federal

and state law,

F226
483.13(c) Develop and Implement Abuse/Neglect, ete. Policies

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

of resident property. SS:D

Resident #2, #3, #4 and #5 were affected by the deficient practice because the staff failed to
report the allegation immediately to the Administrator, Director of Nursing and Social Services
Director. One of the staff involved was a new employee who was being oriented and did not
report the incident immediately to her trainer; 20 minutes went by which resulted in resident #5
to become involved.

All residents have the potential of being affected by the deficient practice due to staff not
understanding clearly the policy of reporting abuse immediately and implementing/maintaining
appropriate interventions.

o Al of the abuse policies have been reviewed with no updates needed at this time. The
Administrator, Director of Nursing, and Social Services Director will provide 100% staff re-
education on the facilities Abuse Policies and Procedures, those staff members who fail to
attend will be suspended until re-education is completed. Abuse Policy and Procedure and
Resident Rights continue to be reviewed during general orientation. Any staff that fails to report
allegations of abuse immediately with be suspended pending investigation. When an incident of
abuse occurs with any resident, staff will immediately separate resident(s) to ensure resident
safety and implement appropriate interventions per physician order.

The facility is implementing "Care 2 Learn” program, this is a web based training site which will
allow staff to receive training from remote sites at a computer which will make it easier for staff

to comply to mandatory training requirements.
* The violation will be corrected by on or before November 28, 2012.
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F 226 | Continued From page 1 ‘
' Registered Nursing Assistant (SRNA) #5, g ‘
someone came In his/er room and hit him/ter on !

'the head, SRNA#5, falled to report the incident |

i of alleged abuse Jm mediately per the facllity's I . :

; i i

{ policy. _ j
! i
‘ : I

_; The findings include: ;
i ' ! ;

1 Review of the fachity's Abuse, Neglect,
; Mistreatment, and Misappropriation of Resident
~ Property Pollcy, updated July 2812, revealed |
' each resident had the right to be free from verbal, ; '
' sexuval, physical, and mental abuse. Under the . !
i Reporting section, the policy indlcated it was the : |
 responsibllity of employees to promptly report any ! i I
" Incident or suspected incident of neglect or i i !
! resident abuse, Under the Pracedure section it i | |
: Indicated employees must report any suspected r ;F
; abuse or Incidents of ahuse to the Ad ministrator, |
, DON, and Social Service Director immediately. ! ! ;
i ; : i
I'l. Review of Resldent #3's medical recorg | r’ f
j revealed the resident was admitted by Ihe faclity ; ! [
, 0N 10/04/12 with diagnoses which Incjuded Senile !
' Dementla, and Generalized Anxlety. Review of :
f the Admisslon Minlmum Data Set (MDS) f ;
| Assessment, dated 10/10/12, revealed the facllity | "
. assessed the resident as severely cognitively i i
| Impaired and as having behaviors which included |
I being verhally and physically abusive, ; i
! Interview with Registered Nurse {RN} #2, on i
10/19/12 at 3:00 PM, reveaied Resldent #3 had | ! ;
' been upsetiagitated and wanted to get out of the [ ) i
[ faclllty. RN #2 reported she was getling ready to ! f H
j do treatments, on 10/08/12 at 12:30 PM. when | | !
,l she heard ralsed voices down the hall, She went | ! '
' to Resident #4's room and observed Res|dent #3 i ; ' . |
i H I

i
! L t
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F 226! Continued From page 2
i flaling histher arms at Resident #4, who was :
standlng in front of the resident and yelling for ! !
'Resldent #3 to leave. RN #2 reported Resident | 5
i #3 struck Resldent #4 In the leftarm. RN #2 | )
 stepped in between the residents and yelled for I i
help to separate the residents. Resldent #3 f : i
l reported Resident #4 did not hit him/her hut made, i :
{ inappropriate comments. RN #2 infarmed i I !
. Resident #3 that was not his/her rcom. Further ' ]
" interview revealed Resident #3 was re-directed | i ;
t back up the hall towards the nurses station. RN | :
| #2 stated she was belng trained by LPN #1, who | ! !
. assisted in separating Resident #3 and Resident ! i i
44, however, | f g
 intervlew with Licensed Practical Nurse (LPN) #71, | i
| On 10/18/12 at 2:00 PM, revealed she was ' '
tralning RN #2, hut did not see the physical abuse
i event between Resldent #3 and Resident #4 and '
; RN #2 did not report the Incident to her. Record |
review revealed no documented evidence the !
: I
|
|

| ahuse Incident was reported to the DON as per
the facility's policy.

F Interview with SRNA#10, on 10/19/12 at 10:00 | ,
| AM. who care for the resident that day, revealed | | i
she was made aware there was yelling between
''Resident #3 and Resident #4, but did not know of | !
i he physical contact that occurred at 12:30 PM | |
! and was told only to check on Resident #3 every i '
: 80 often, but stated she had not checked on the |
I resldent from 12:30 PM until 12:55 PM when !
. SRNA #10 observed Resident #3 down the hall l
"next to Resident #5 who was In his/her doorway.
" Resldent #5 was upset and holding his/ter left !
l
%
l
I

!

; hand and reported to SRNA #10 that Resldent #3 ;
had hit and kicked him/her. Resident #3 was also i :
“upset and thought the other resldent was in

{ his/her room. SRNA#10 told Resident #3 it was

*' r
i. i i
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F 228 Continued From page 3 i
! not histher raom and tried to re-direct Resident #3
to a different location but he/she was kicking out |
I making it difficult lo move him/her to a separate
‘area. SRNA#10 got RN #1 who re-enforced to |
: Resident #3 it was not his/her room and got the
| resident to go up to the nurses statlon. |

| Further Interview with SRNA #10 revealed when f
abuse events between residents occurred, the :
f facility's process was staff to assess the situation, |
" investigate, re-direct the residents away from the !
; situation and slaff was to check on tie resident |
f about every fifteen (15) minutes; however, she
was hot assigned o check on Resident #3 every |
| fifteen (15) minutes. The SRNA further stated the !
" Intervention after the first resident to resident i
| event, which she thought was about an hour
! before, was not effective because Resident #3
i went to the the other resldent's room {Resident
| #86) and was physlcally abusive to that resident.

i Interview with RN #1, on 10/19/12 at 11,35 AM,
" revealed Resldent #3 was new to the facilty and |
. had only been there a couple of days and she
! was shocked at the resldent's behavior on

" 10/08/12. SRNA #10 called her to Resldent #5'
| reom and reported Resident #3 had smacked

! Resldent #5 on the hand and SRNA #10 was

; unable to get Resident #3 away from the room. |
E RN #1 separated the residents and was told by |
- Resldent #5 he/she was smacked inthe hand
; and kicked In the leg by Resident #3, upon f
i assessment of botiy areas no markings were

- Identified. Resldent #3 reported he/she was not
| hit by Resident #5. RN #1 stated she had
: Resident #3 go to the nurses statlon and once thej
 resident caimed down she called the resident's |
. famlly who came In and stayed with the resident. {

!

F 228:f :

| |
| |
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F 226! Continued From page 4
i Further Intervlew with RN #1 revealed she was

i the physical abuse event hetween Resident #3

i and Resident #5 at 12:55 PM. Continued

, interview with RN #1, on 10/19/12 at 4:50 PM,

i revealed If there was an abuse event there

“should have been Interventions In place to

i prevent any other situations to protect the
resldents from another physical abuse event

' poor communication between staff shout the

' events. She should have known about the first
event. The eventand any new Interventions

; should have been commurilcated to staf,

revealed afler Resident #3 bit her at 11:45 AM,
. abusive towards another residents. The
: intervention to monitor the resident was not
[ event involving Resident #3 and Resident #4
. place after the physical abuse event between
. because another abuse event occurred shortly
from the area and to make sure everyone was

: made aware of the abuse incident between
i Resident #3 and Resident #4 until around 1:15

.'the event had been reported she would have

" aware of the abuse event Involving Resident 43
; and Resident #4, at 12:30 PM, but was not aware
+ of any interve ntions being put into place priorto

r occurring.  Further interview revealed there was

Interview with the DON, on 10/19/12 at 8:00 PM,

! effective because the resldent to resident abuse
s occurred about 12:30 PM.  The interventions in
! Resident #3 and Resident #4 were not effective
| after. The resldent was supposed to be removed
i safe. Confinued interview revealed she was not
{PMto 1:30 PM. Further interview revealed she

- should have been made aware cf the other event
! between Resident #3 and Resident #4 sooner. If :

'

!

i staff was supposed to be monltoring the resident. r
1 Al this time the resident had not been physically

.f

!

|

]
!
J
1
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F 226 Continued Fromn page 5
i asked what intervention were In place. The ; ‘ _
" DON's expectation was she should have heen ’ r i
| notified immediately. They did not notify her as | : :
" they had been educated. )

2. Record review revealed the facillty re-admitted ; ! |
' Residenl #2, on 07/26/ 12, with dlagnoses which i
: i

; included Senile Dementia with Delirlum, ! _
: | I'

I Review of the Resldent Abuse Investigation F .
- Reporl Form, dated 09/29/12, revealed the Power j !
| of Attorney (POA) reported to Registered Nurse i

i (RN}#1, on 09/24/12 that Resident #2 told the ! ; I
' POA that a staff nurse slapped his/her hand while | )

!' In histher room. | _; |

 Interview with RN #1, on 10/19/12 at 11:35 AM, i
revealed the POA told her, on 09/24/ 12, that : | ’
Resident #2 reported an employee on night shift | ; |
i had smacked the top of his/her hand. i f

j Review of the fadllity's investigation revealed a | :

. written statement made by SRNA #5 which stated , :
[ Restdent #2 told her on Saturday (which was f | i
: 09/22/12) that he/she had been slapped inthe | ! i
| face in the middle of the night. Continued review | ; !
i of the written statement revealed Resldent #2 : _? ;
 saild the event happened a week ago, but he/she | ! ]
| could not see who the person was. i | f!
'f | ;

i Interview with SRNA #5, on 10/18/12 at 515PM, i

. while reviewing a Callander, revealed Resident f {
| #2 informed her on 09/22/12 that someone came |

into his/her reom and hit him/her on the head. : ’
| She slated the resident told her he/she could not | {
[ 886 who did jt. She further stated Resldent #2's f f

- roommate said Resldent #2 had told him/her that | !

| same story about & week ago. Interview further | ! |
: I

i |
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F 226° Continued From page 8
j revealed she did not report the alleged abuse

: thought the allegation must have already been
_f reported because it had occurred a week ago,

| Interview with the DON, on 10/19/12 at 8:00 P,
' revealed the if Resident #2 tolg SRNA #5 on
. Baturday (08/22/12), that someone had stapped
| him/her, the SRNA should have reported the

’ about the afleged abuse. The DON state the
facliity's pollcy was to immediately report any
. allagatlon of abuse.
F 323! 483.25(h) FREE OF ACCIDENT
55=0 HAZARDS/SUPERVISION/DEVICES

: The facility must ensure that the resldent

l'as Is possible; and each resldent recelves
_adeguate supervision and assistance devices to

| prevent accldents.

| This REQUIREMENT is not met as evidenced
by:
, the faciity's policy, it was determined the facility
. failed to provide adequate supervision ko each

‘ resldent in order to prevent avoldable accldents
- for two (2) of four (4) sampled residents as

; On 10/08/12 Resldent #3 appeared
l anxjous/agitated and had bitten the Director of

Incident to the DON or Administrator because she

|

i environment remains as free of accident hazards !

Based on Interview, record review and review of

. evidenced by resident to resident physlcal abuse [
| incidents by Resident #3 to Resldent's #4 and #5. i
I

P

{

]
{ !

allegation to the Administer or DON upon hearlng | }

™ o attach

|

| f'
|
| .

|

|
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Preparation and execution of the response and plan of correction does net
constitute an admission or agreement by the provider of the truth or 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 required by the federal

and state law.

F323 483.25 (h) FREE OF ACCIDENT HAZARDS/
SUPERVISION/DEVICES; SS=D

The facility must ensure that the resident environment remains as free of
accident hazards as is possible: and each resident receives adequate
supervision and assistance devices to prevent accidents.

e Resident #3, #4, #5 were affected by deficient practice because the new
employee lailed to notify others immediately and once other staff became
aware; did not implement policy to prevent another occurrence and/or provide
necessary supervision. The staff involved has received teachable correction
action and care plans reviewed.
All residents have the potential to be affected by deficient practice because staff
did not fully understand clearly the policy of immediate and adequate
supervision, The facility did not follow abuse policy by ensuring residents
safety.
Resident #3 Care plan has been updated to reflect resident’s potential for verbal
and physical behaviors. Staff involved have been re-educated on how to
adequately supervise. The facility will remove the aggressor from the situation
and temporarily separate the resident from other residents as a therapeutic
intervention to help lower the agitation. The facility will utilize all departments
to provide one on one until other orders from physician.
¢ The Inter Disciplinary Team will review and update all residents care plans that
have history or at risk for behaviors. The care plan will reflect appropriate

interventions and goals.
¢ The violation will be completed on or before November 28, 2012.
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Nursing (DON), who tried to re-direct the resident

. from the elevator. After the incident, the DON

| had requested staff monitor the resident:

~ however, Resident #3 was later obsarved in

| Resident #4's room slapping Resident #4's feft

ff arm at 12:30 PM and approximately a ha!f hour
tater, Resident #3 was observed at the doorway

| of Resident #5, who reported the resident had

! smacked him/her on the hand and kicked

. him/her,

!
' The findings include:

| Review of the facility's Abuse, Neglect,

* Mistreatment, and Misappropriation of Resident

- Property Policy, updated July 2012, revealed

| each resident had the right to be free from verbal,

“sexual, physical, and mental abuse. The facility

| had zero tolerance for abuse of it's residents.

| Review of the Resident to Resident Abuse

“Procedure section revealed staff woutd monitor

: residents for aggressivefinappropriate hehavior

| towards other residents or to the sta#f. Further,

“should a resident be observed/accused of

; abusing another resident, the facility would

limplement the following actions: a. Remove the

" aggressor from the situation and b. Temporarily

- separate the resident from other residents as a
therapeutic interventlon to help lower the

! agitation.

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

“policy and procedure was to make sure the
| residents were safe, separate the residents
Hnvolved in a resident to resident altercation and
take them to a calm area. The facility was to

; ensure residents were protected, Her

1 10/19/12 at 8:00 PM, revealed the facitity's abuse !

f

|

f

1

i

i

:
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F 3231 Continued From page 8 - Fa23; !
Fexpectation would be after a rasident to resident ! :
l'event, there should be no more events.
!
i Review of Resident #3's medical record revealed |
i the resident was admitted by the facility on
: 10/04/12 with diagnoses which included Senile
I Dementia, and Generalized Anxiety. Review of
I the Admission Minlmum Data Set (MDS) F ‘
| Assessment, dated 10/10/12, revealed the facility |
; assessed the resident as seversly coghitively | !
'impaired and as having behaviors which included i | !
.l belng verbatty and physically abusive. | i! ;
I | :
| Review of Resident #3's Total Ptan of Patient ! !
; Care, completed on admission reveated the f i
 facillty assessed the resident's mental attitude as |
I confused, but there was no documented evidence ; i
the facility in'tiated a plan of care to address | i j
| behaviors as the resident had exhiblted no ] i
: behavlors prior to admission. ﬁl ’ |
' Interviow with the DON, on 10/19/12 al 6:00 PM, ! j
| revealed she had observed Resident #3, on !
| 10/08/12 around 11:45 AM, trying to get on the | |
| elevator and when the DON re-directed the f : 1
ﬁ’ residen! got upset and bit the DON on the arm. f ; i

The DON then sat with the resident attempting to | /
! calm him/ner down and the family was called 1o ; ' )
f come sit with the resident. The resident |
i appeared calm and the DON told lhe nurses to | i |
 keep an eye on resident who was by the nurses ! ;
- station. Revlew of the Nurses Notes ravealed the : ’ !

Lincident was documented; however, there was no | ’:

|
| evidence the facility inereage the supervision level | |
i for Resident #3. l I i
' [ i f

! Interview with State Registered Nurse Aide i
I (SRNA) #12, on 10/19/12 at 11:00 AM. who was I' F f
If continuation shaat Pags gof 18
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F 323, Continiied From page 9
 assigned to Resldent #3 on 10/08/12, revealed
j Resident #3 was upset and angry eartier that
morning; however, she was unaware of any
| speclal monitoring interventions put into place

 after the incident with the DON belng bitten by the | ;

resident.

| Review of the Nurses Notes dated 10/08/12 at
. 12:03 PM, revealed Resident #3 was attempting
['to getinto the suppl y closet requiring redirection

! Resident #3 was wheel self down the hall, yelling
_at the nurse, attempting to pull the lap top off the
!'top of a cart, and the resident hit the nurse when

. the nurse went to answer the telephone and the

i resident pulled the telephone from the wall. The
. Note further stated the rasident was attempting to
I'go out doors and state he/she would get out

. somehow, The family was notified.

. Interview with Registered Nurse (RN) #2, on

[ 10/19/12 at 3:00 PM, revealed Resident #3 had

. been upset/agitated and wanted to get out of the

_do treatmants, on 10/08/12 at 12:39 PM, whan

| she heard ralsed voices down the hall. She went

to Resident #4's room and observed Resident #3

; flailing hisfher arms at Resident #4, who was

 standing in front of the resident and yelling for

i Resident #3 to leave. RN #2 reported Resident
#3 struck Resident #4 in the left arm. RN #2

! stepped in between the residents and yelled for

' help to separate the residents. Resldent #3

" inappropriate comments. RN #2 informed

, Resldent #3 that was not his/her room. Further
“interview revealed Resident #3 was re-directad

i hack up the hall towards the nurses station. RN

_ by staff. The Notes further revealed at 12:06 PM,

 facilty. RN #2 reported she was getting ready to

i

!

|

|

i |

| reported Resident #4 did not hit him/her but made |
!

L
! :
: !

i

!
!
!

fE
!

i
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F 323! Continued From page 10
| #2 stated she was being traned by LPN #1, who | i
assisted in separating Resldent #3 and Resident
’ #4; however, :
i interview with Licensed Practical Nurse (LPN) #1, |
; 0n 10/19/12 at 2:00 PM, revealed she was
training RN #2, but did not see the physical abuse : i
P event between Resident #3 and Resident #4 and |
. RN #2 did not report the incident to her. f !
I Interview with SRNA #10, on 10/19/12 at 10:00 !
i AM, who care for the resident that day, revealed i
_ she was made aware there was yalling between i
! Resident #3 and Resldent #4, but did not know of | ;
; the physical contact that oceurred at 12:30 PM ;
- and was told only to check on Resident #3every |
| S0 often, but stated she had not checked on the | ;
i resident from 12:30 PM untit 12:55 P when '
 SRNA #10 observed Resident #3 down the hall
I next to Resident #5 who was In his/her doorway. ]
; Resldent #5 was upset and holding his/her left | ’
" hand and reported to SRNA #10 that Resident #3 |
I'had hit and kicked him/her. Resident #3 was also | i
| upset and thought the other resident was in ; X
hisher room. SRNA#10 told Resident #3 it was |
| not his/her room and tried to re-direct Resident #3;
“to a different location but he/she was kicking out
! making it difficult to move himvher to 5 $eparate
jarea. SRNA #10 got RN #1 who re-anforced to
~Resident #3 it was not his/her room and got the
I resident to go up to the nurses station, _, |
I

{Further interview with SRNA #10 revealed when i
§ abuse events between residents occurred, the

“faciltty's process was staff to assess the situation, |
finvestigate, re-direct the resldents away from the f
 Situation and staff was to chack on the resident | ;
f about every fifteen (15) mirtutes; however, she ; ’

l was not asslgned to check on Resident #3 every i
| ; |

B
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fifteen (15) minutes. The SRNA further siated the

; intervantion after the first resident to resident
. event, which she thought was about an hour
'before, was not effective because Resident #3

| went to the the other resident's room (Resident
: #5) and was physically abusive to that resident,

U Interview with RN #1,0n 10/19/12 at 11:35 AM,

' revealed Resident #3 was new to the facility and

: had only been there a couple of days and she

~was shocked at the resident's behavior on

' 10/08/12. SRNA#10 called her to Resident #5's

I'room and reportad Resident #3 had smacked

| Rasident #5 on the hand and SRNA #10 was

. unable to get Resident #3 away from the room.

' RN #1 separated the residents and was told by

i Resldent #5 he/she was Smacked in the hard

j and kicked in the leg by Resident #3, upon
assessment of both areas no markings were

f identified, Resident #3 reported he/she was not

I hlt by Restdent #5. RN #1 stated she had

:l resident calmed down she called the resident's
* famity who came in and stayed with the resident,
| Further interview with RN #1 revealed she was
| aware of the abuse event involving Resident #3

" and Resident #4 at12:30 PM, but was not aware |

! of any interventions being put into place prior to
i the physical abuse event between Resident #3
, and Resident #5 at 12:55 PM. Continued
interview with RN #1, on 10/19/12 at 4:50 Pp,
 revealed if there was an abuse event there

i Should have been interventions in place to

Iﬁ prevent any other situations to protect the

! residents from another physical abuse event
Foceurring. Further interview revealed there was
i Poor communicatlon between staff about the

| évents. She should have known about the first

!

!

i
H

’_.

!
|-

f

Resident #3 go to the nurses station and once the|

i

i

I

!

I :
I

. .
[ :
! !

j !
! |

F
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F 323; Continued From page 12
| event, The event and any new Interventions
should have bean communlicated to staff.
!
i Interview with the DON, on 10/19/12 at 8:00 PM,
revealed after Resident #3 bit her at 11:45 AM,
' staff was supposed to be monitoring the resident,
i Atthis time the resident had not been physically
_ abusive towards another residents. The
!intervention to monftor the resldent was not
i effective because the resident to resident abuse
. event involving Resident #3 and Rasident #4

" occurred about 12:30 PM.  The interventlons in

i place after the physical abuse event between

F Resident #3 and Rasident #4 were not cffective

. because another abuse event occurred shortly
Iafter. The resldent was supposed to be removed
| from the area and to make sure everyone was

. safe.

F 520 ° 483.75(0)(1) QAA

$5=0{ COMMITTEE-MEMBERS/MEET
i QUARTERLY/PLANS

i

| nursing services; a physician designated by the
. facility; and at least 3 other mambers of the

‘facility's staff.
]

i The quality assessment and assurance
: committee meets at least quarterly te Identify

| issues with respect to which quality assessment
“and assurance activities are necessary; and

! develops and implements appropriate plans of

j action to cofrect Identified quallty deficiencies.

A State or the Secretary may not require

| disclosure of the records of such committee

i A facllity must maintain a quallty assessment and
assurance committee cansisting of the director of

f
E

i
f

!

F 520]

|
|

j
i
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Preparation and execution of the response and plan of correction does not constitute an
admission or agreement by the provider of the truth or 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 required by the federal and state law.

F520
483.75(0) Quality Assessment and Assurance
(1} A facility must maintain a quality assessment and assurance
committee consisting of -
(i) The director of nursing services;
(ii) A physician designated by the facility; and
(iii) At least 3 other members of the facility’s staff.
{2) The quality assessment and assurance conimittee —
(i) Meets at least quarterly to identify issues with respect to which
quality assessment and assurance activities are necessary; and
(ii) Develops and implements appropriate plans of action to correct
identified quality deficiencies
(3) State or the Secretary may not require disclosure of the records
of such committee except insofar as such disclosure is related to the
compliance of such committee with the requirements of this section.
(4) Good faith attempts by the committee to identify and correct
deficiencies will not be used as a basis for sanctions.

+ Resident #3, #4 and #5 where affected by deficient practice because the facility failed
to maintain or implement appropriate plan of action to correct this deficient practice.
The staff failed to follow abuse policy and procedures by not notifying immediately
appropriate personnel i.e. Director of Nursing, Administrator and Social Service
Director.

* After review of records all residents have the potential to be affected by deficient
practice because staff failed to follow abuse policy and procedure by immediately
reporting alleged allegations to Director of Nursing, Administrator and Social Service
Director.

* The facility will make all in-services mandatory, failure of staff to attend, including
PRN staff, will result in being taken off the schedule. The facility is implementing
“Care 2 Learn”, a web based training site which will allow staff to receive training from
remote sites at a comnputer which will make it easier for staff to comply with mandatory
training requirements.

+ The Violation will be completed by on or before November 28, 2012,




PRINTED: 11/02/p12
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO, 0938-0391

1
|
l CENTERS FOR MEDICARE & MEDICAID SE RVICES
|F STATEMENT OF DEFICIENCIES {X1}) PROVIOE RISUPPLIER/CLIA (X2 MULTIPLE CONSTR LICTION (X3) DATE SURVEY
! AND PLAN OF CORRECTION IDENTIFICATION N ARER; COMPLETED
A BUILOING
B WING C
1853585 R —— 10/19/2042
STREET ADK}RESS, CITY, STATE, 2)p CO0E

NAME OF PROVIOER OR SUPPLIER

J0% TAYLOR STREET #402
BUTLER, KY 41006

RIVER VALLEY NURSING HOME
(X410 SUMMARY STAT EMENT OF DEFICIENGIES 5] ; FROVIOER'S FLAN OF CORRE GTION i iX8)
PREFN (FACH DEFICIENGY MUST RE PRECEOEG BY FULL { PREFX | (EACH CORRECTIVE ACTION SHOULD BE § GOMPLETION

TAG | REGULATORY OR LSC IGENTIFYING INFORMATION) ; TAG CROSS-REFERENGEQ TO THE APPROPRIATE |  OATE
i ! ! OEFIGIENCY) |
: . T
| ] !
]
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; exceptinsofar as such disclosure js refated to the i
. compliance of such committee with the :
_ requirements of this section, !
I !
i Good fatth attempts by the committee to dentify
. and correct quality defliclencies will not be used as
; a hasis for sanctions, .

i

,[ This REQUIREMENT is not met as evidenced ﬁ;
" by: ‘
i Basedonj nterview, record review, review of the
i facifity's Plan of Correction, and review of the i
; facility's abuse policy, it was determined the i
facitity failed to maintain a Quality Assessment
"and Assurance Program that devetoped and
i implamented appropriate ptans of action to !
| correct a previously kentified quatity deficiency. |
, This was evidenced by a repeated deficiency
refated to the facillty's staff failure to immediatety |
! report an alleged resldent to resident abuse i
{event. This failure resutted in continued |
, Noncompliance at 42 CFR 483.13 Restdent
‘Behavior and Facllity Practices, F-226. i
|

f

i The findings include:

1. Revlew of the facility's Plan of Correction i
+{PoC), with a compliance date of 10/04/12, 5
j revealed the facllity's Abuse Notficatjon Form had
- been updated to queus staff to follow the proper |
l'abuse protocol. These protocols Include the
{ need to immediatety notify the Administrator ang ;
Director of Nursing (DON). Further review :
; revealed new employee training was i
limplemented to review the Abuse Policy and

! Procedure and then to reiterate the importance of |
' |

i
f
_;
i

i
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F 520‘ Continued From page 14
. Abuse Policy and Pracedure. In-Service on
! Abuse, Abuse Notification Form and proper

| 09/28/12 for Nurses. In addition, Quality

la Assurance checks were to be conducted on all
abuse reports/investigations by the DON and

i were following abuse policles and procedurcs
. completety,
i

" needed) staff) had received inservicing by the

'(17) had not received the inservice.

‘revealed inservices were to correct the

s abuse. They reviewed how soon staff was to
! notify the DON/Administrator. There was no

_! the expectation retayad to the staff was the

! DON/Administrator were to be notified

i immediately. None of the inservices were

! mandatory and not all emptoyees attended the

[ the 10/04/12 Inservice date.
F urther interview with the DON revealed they

i audited abuse Incidents since the 10/04/12
. compliance date. The DON had audited the

| revlew one abuse Incident (10/08/12) was not

i protocol was held on 09/27/12 for State Tralned
. Nurse Aldes/Kentucky Medicine Assistant and on

! Administrator fo assure that all abuse complaints

{ Review of the Inservice rosters and facittty staff
revealed not all nursing staff (including PRN {as

i comptlance date of 10/04/12. A roster provided
by the DDON, dated 10/19/12, revealed seventeen

' Interview with the DON, on 10/19/12 at 7:30 PM,

i deficiency cited under F 226 related to reporting

i specific time on the Abuse Notification formt, but

i Inservices. They had not Inserviced seventeen
: {17) nursing staff and some have worked since

* abuse report and feit ttke they had followed their
,' potictes and procedures, However, upon further

!

!

!

r

r

i
If contiruayon sheet Pags 15 of 18

i
FORM CMS-256 /(02-89) Previous Verslors Obsolels

Ever) 10 BIVX11

Facilly 10; 10036832

S e



PRINTED: 11/02/2012
DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPR{I;VED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
(X1} PROVIDERISUPFLIER/CLIA {X2) MULTIPLE CONSTRUGTION IX3) DATE SURVEY
COMPLETEQ

STATEMENT OF DEFICIENCIES
ANO PLAN OF CORRECTION IDENTIFICATION NUMBE 2
A BULOING
B. WING %
10/19/2012

185355

NAME OF PROVICER OR SUFFLIER STREET ADURESS, CITY, STATE, ZIP COOE
305 TAYLOR STREET #402

RIVER VALLEY NURSING HOME
. BUTLER, KY 41008
XA o SUMMARY STATEMENT OF DEFICENCIES Lol PROVIOER'S PLAN OF CORRECTION
’ (RACH DEFICIENGY MUST BE PRECEDEO BY FuLL | PREF)X | IRACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCEC TO THE APPROPRIATE

PREFIX
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) | TAG
| : { DEFICIENCY) !
; f

1X5}
| CoMPLETION
{7 paTe

¥ H
! | i
! !

F 520 | Continued From page 15 ﬁ 4
j reported immediately. The staff person who ; ! !
Completed the report was new and was being ! ! f
trained. The DON stated the trainer should have ] :
i taken the responsibility for completing the report. ! i . !
. The trainer should have taken the lead and ; , !
' completed tha notification form. i i |

f
5 E

!'2. Review of the facitity's Abuse, Negtect,
I Mistreatment, and Misappropriation of Resident
I. Property Pollcy, updated July 2012, revealed ; !
each resident had the right to be free from verbal, ' ;
| sexual, physical, and mental abuse. Under the | !
i Reporting section, the policy indicated it was the j !
' responsibility of employees. facitity consuftants, j ;
[ attending Physiclans, family members, visitors, ; ; I
i etc. lo promptly report any incldent or suspected | ‘ J
"incident of neglect or resident abuse to facitity f I ;
{ management. Under the Procedure section, the
| poticy indicated employees, facitity consultants, ' i
|
|
l

f and/or physlcians must report any suspected
: abuse or incidents of abuse to the Administrator,
j DON, and Soclal Service Director Immediately.

* B

. Review of a faclilty's investigative reports * i

'reveated on 10/08/12 at 12:30 PM a residentto | ‘ ;

[ resident abuse event occurred. Resldent #3 had ! !

i Gone into the room of Resident #4 and was

! observed to have struck Resident #4 on the arm,

| There was no documented evidence the DON

, was made aware of the resident to resident

"'abuse and no documented evidence Increased

| supervision or other Interventions were

“implemented. Further review of the facllity's

! Investigative reports reveated on 10/08/12 at i |

i 12:55 PM, Resldent #3 was involved in another | ;

; resident to resident abuse event, K was reported | I
: .i ,—
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{ Resident #3 had hit and kicked Resident #5,

Vinterview with Registered Nurse (RN) #2, on

110719712 at 3:00 PM, revealed she was getting
_ready to do treatments when she heard ratsed _
!'voices down the hall. The RN went to Resident |
, #4's room and observed Resident #3 flalling her
"arms at Resident #4 who was standing in from of
! the resident yelling at them to leave. RN #2 !
. reported Resident #3 struck the other resident in i
'the feft arm.  Further Interview revealed another

| nurse came and re-directed Resident #3 back up |
, the hall towards the nurses station. RN verified f
f she documented the time on the Abuse :
: Notificatlon Form as being 12:30 PM. 1t was the i
“first time she had filted out the abuse report. RN |
| #2 stated when an abuse event occured the *
* pollcy process was to separate the residents to ]
: ensure the safety of the residents, assess the !
| restdents, do the paper work and contact the
i! family, DON, Physictan, and Administrator,

f
f
!.

!
]

; Interview with Licensed Practical Nurse (LPN) #1, |
-on 10/19/12 at 2:00 PM, revealed she was :
I training RN #2, but did not see the physical abuse !
_event between Resident #3 and Resident #4. |
| The LPN stated RN #2 reported observing f
; Resldent #3 strike Resident #4, this was roported |
"to her after the physical abuse event between f
i Resident #3 and Resldent #5 had happened.
" The LPN had RN #2 complete the Abuse !
 Notification Form and notify the MD, DON and the ,
; two family members,

|

i Interview with RN #1, on 10/19/12 at 11:35 AM,
“revealed the RN was cafled by an alde to i
! Resident #5's room and the aide reported

; Resident #3 had smacked Resident #5 on the

|
I Fs20,

|

g

{
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| markings were observed,

i (documented time 12:30 PM) untit 1:15 PM to
1:30 PM. Further interview with the DON

| between Resident #3 and Resident #5 first

" been made awars of the other event between
| Resident #3 and Restdent #4 eariler. If it had

" asked what interventlon were in place. The

"'had been educated.

! hand. The RN separated the residents and was
told by Resident #5 he/she was smacked in the
! hand and kicked in the teg by Resident #3, but no !

! interview with the DON, on 10/19/12 at 6:00 PM,
; revealed she was not made aware of the abuse
incident between Resldent #3 and Resident #4

. {documented time 12:55 PM) and should have
i been reported to the DON sooner she would have |

{ DON's expectation was she should have been
. notified sooner and staff did not notify her as they

[
|
|

!
revealed she was made aware of the abuse event,

I

!

H
L
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