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F 000 | INITIAL COMMENTS F 000 Disclaimer:
i An abbreviated standard survey (KY18778) was dS‘g”amre Healthcare of Pikeville
. oes not believe and does not
cond uc;ted. o 07123{1 2 ?he complfiln? was admit that any deficiencies existed
unsubstantiated with deficient practice identifiad either before, during or after the
, at'Dlevel, . survey. The Facility reserves all
F 226 | 483.13(c) DEVELCP/IMPLMENT F226 rights to contest the survey
$s=D: ABUSEMEGLECT, ETC POLICIES - findings through informal dispute
‘ resolution, formal appeal
The facility must develop and impiement written proceedings or ay administrative
policies and procedures that prohibit or legal proceedings. This pian of
mistreaiment, neglect, and abuse of residents correction is not meant to establish
; o= _ any siandard of care, contract
and misappropriation of resident property. obligation ar pasition and fhe
Facility reserves all rights to raise
: : ail possible contentions and
This REQUIREMENT is not met as evidenced defenses in any type of civil of
by criminal claim, action or
i Based on interview, employee record review, and proceeding. Nothing contained in
| policy review it was determined the facility failed this plan of correction should be
to implement policies and procedures for three of ; considered as a waiver of any
five sampled employess (Cartified Nursing ' potentially a’p{’.hcab]e Peer
Assistant #1 and Registered Nurses #1 and #2). cRth‘]Zf ex%;z?:;‘:ﬁzi:r self
: Areview of the‘fac[lify's g:_:-oi_:cy rela%eq to abuse, which the Facility does not waive
neglect, and misappropriation of resident property and reserves the right to assert in
revealed the facility would review the Nurse Aidé any administrative, civil or
Abuse Registry prier to an individual's criminal claim, action or :
employment. However, basad on a review of proceading. The Facitity offers its
persennel files, the faciiity failed to perform a respense, credible allegations of
nurse aide abuse check prior to employment for compliance and plan of correction
Certified Nursing Assistant {CNA) #1 and as part of ifs ongoing efforts to
Registered Nurses (RNs) #1 and #2. provide quality of care to
residents.
‘ The findings inctude:
Areview of the facility policy, Abuse, Neglect, and
Misappropriation, dated January 2012, revealsd
the state Nurse Aide Registry would be reviewed
prior fo an individual's employrnent.
A review of CNA #1's employes record revealed
LABORATORY @a&ﬁﬁws wy@ 7i%1iEjjiPRESENTATNE‘S SIGNATURE ., TMLE l(xa,; DATE
e - /—7&%@//3%%?4:2 . / /e / [

Ay deﬁﬁuﬂﬁiﬂ%@ding withjan asterisk {*) denotes a deficiency which e institution may be excused fror correcting providing it is deterfiined that
ather safeguards provida Sufficient petieciion to the pafients. (See instrictions.) Except for nursing flomes, the findings stated sbove zre disclosable 90 days
foliowing the date of survey whether or not a plan of sorrection is provided. For nursing hormes, the sbave findings and pians of cofrection are disclosable 14

days following

the date ihese documents are made available to the facility. If

program parksipation,

deficiencies are cited, an approved plan of correction is reguisite to continued
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- Areview of RN #1's employee record raveated
. Howaver, the facility failed to condust a review of
| the Nurse Aide Abuse Registry until 07/23/12, 36

| in addition, a review of RN #2's employee record

: failed to review the Nurse Aide Abuse Registry
i unfil 06/28/12, 10 days after RN #2's

{ smpioyee's date of hire. Continued interview with

‘| were required to ba completed pricr to

the facility hired CNA #1 on 07/02/12. Further
review revealed the faciiity faifed to complate a
review of the Nurse Aide Abuse Registry until
0741612, 14 days after CNA employment.

the faciiity hired the employee on 06/18/12.
days afier the RN's employment.

revealed the facility hired the employee on -
06/18/12. Further review revealed the facility

employmeant

- Interview with the Human Resources Director on
07/23412, at 2;31 PM, revealed it was hls

understanding that nurse aide abuse checks had
to be performed within four months of the :

the Human Resources Director on 07/23/12, at
4:44 PM, revealed he had misunderstond and
acknowledged thaf the nurse zide abuse checks

employment at the facility. The Human
Resources Directer also stated the documented
dates for the review of the Nurse Alde Abuse
Registry after the dafe of the individual's
employment could possibly be becauss he "dan't
necessarily print It cut when [ look at it on the
computer; | may print it out at 2 later day,”

An Interview with the Administrator on Q7/2312,
at 4:20 PM, revealed nurse aide abuse checks
were reguired to be completed prior to

Policy/Neglect Polices

The facility will ensure pre-employment

L repistries/screenings are completed poor to

hire date.

Residents affected:,

No residents were affeeted by this deficient

practice. 100% of stakcholder files were

-audited by the HRD and the SDC to ensure

all pre employment registries are complete

on 7-31-12. The HRI} will ensure all

i personnel files are complete with all the

essential pre-empleyment screenings,

including the nurse aide registry prior to the

date of hire. '

Residents potentially affected:

Residents have the potential to be affecied

! by this deficient practice. 300% of

i stakeholder files were audited by the HRD

i and the SDC to ensure all pre employment
registries are complete on 7-31-12. The
HRT will ensure all personne] files are
complete with ali the esseatial pre
employment screenings, including the nurse
aide registry prior to the date of hire.
Education was given to HRD by the'Adm on
7-24-12 to ensure the Nurse Aide Registry is
completed prior to hire date.

. Systemic measures:
100% of stakeholder files were audited by
the HRD and the SDC to ensure all pro-
employment ragistries are comnplete on 7-31-
12. The HRD will ensure all personnel files
are complete with. all the essential pre
employment screenings, including the nurse
aide registry prior to the date of hire,

. Education was given to HRD by the Adm on

i
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F 226 | Continued From page 2 F228]  7-24-12 to ensure the Nurse Aide Registry is
employrment and he thought the checks were i completed prior to hire date. The Adm. or
being done prior fo the employee's first day of designee will audit 100% of the HR files for
work, ‘ the nurse aide registry check before the
F 520 -483.75(0)(1) QAA F 520 associate is eligible for hire and prior to hire
553=D | COMMITTEE-MEMBERS/MEET ; date.

“disclosure of the records of such committes

QUARTERLY/PLANS

A facillty must maintain a quality assessment and
assurance commiftee consisting of the director of
nursing services; a physician designated by the
facility, and at |least 3 other members ¢f the
facility's staff.

The quality assessment and assurance
sommittee meets af least quarterly to identify
issues with respect to which guality assessment
and assurance activities are necessary: and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

AState or the Secretary may not require

except insofar as such disclosure is related to the |
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee io identify
and correct guality deficiencies wifl not be used as
a basis for sanciions. . '

This REGUIREMENT is not met as evideﬁced
by '

Based on interview, record review, review of the
facility's policies, Statement of Deficiencies cited
03/20112, and the facility's ptan of correction {with

" prior o the monthly QA meeting o ensure

Monitoring measures:
HRT> and Administrator will review all new
hire stakcholder files monthly for six months

compliance with state/federal/company nules
ard regnlations. Finding of audits will be
reviewed at the monthly QA meeting for six
meonths to ensure compiiance with state,
federal and company policy, rules and
regulaﬁons.
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a correction date of 04/10/12), the facllity failed to |

ensure a plan of action to correct identified
deficiencies had been developed and
implemerited for ihree of five sampled employees
(Certified Nursing Assistant #1 and Registered
Nurses #1 and £2). A review of a Statement of
Deficiencies issued to the facility as the result of a
visit completed on 03/20/12, revealad the facility
‘had faited to ensure nurse aide abuse checks

.| were completed prior fo employment for cne

sampled employee. A review of the plan of
correction (with a correction date of 04/10/12)
submitted by the facility revealed the Human
Resources Director would ensure all ,
pre-employment screenings were completed prior
to empleyment. The plan of carrection further
revealed the pre-employment screening :
{including the Nurse Aide Abuse Renisty) audits
of all new employees were to be presented by the
Human Resources Directar to the Quality
Assurance (QA} commiftee on a monthly basis
for a timeframe of six months. However, g raview
of persontiel records for Certified Nursing

| Assistant {CNA) #1, Registered Nurse #1, and
Regisiered Nurse #2, revaaled the faciiity failed to |

review the Nurse Aide Abuse Registry pricr to
fheir employment. '

The ﬁndings include:

Areview of the fadlity's policy, Performance
Improvement Plan, with & revision date of March
2010, revealed the performance improvemant
program was o resolve identified problers and

identify opportunities for improvement,

Based on a review of CRA #1's employes record,
the facility hired the CNA on 07/02/12. Confinued

- effectivencss. The SCC or DO will review
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F 620 Continued From page 3 F 520 F¥520 Committee-Members/Meeting

Quarterly

- g-10-02

The facility will ensure plan of corrections
and performance improvement plans and
their avdits are reviewed in the monthly QA
meetings as outlined in our plan of
correction.
Residents affected:
No residents were affected by this deficient
practice. All performance improverent
plans and plan of corrections were reviewed
in the monthly QA mesting August 2, 2012,
Residents potentially affected:
Residenis have the potential to be affected
by this deficient practice. All performance
improvement plans and plan of correction
were reviewed in the monthly QA meeting
August 2. 2012, The Adm and DON will
ensure performance improvement plans and
plan of corrections are reviewed during the
monthly QA mecting. Education was given
to the Adm and DON by the SCC on 7-23-
12 on the importance of reviewing
perfonnance improvement plans and plan of
correctinags during the monthly QA meestings
to ensure cffectiveness.
Systemic measures:
All perférmnnce improvement plans were
reviewad in the monthly QA meeting Auvgust
2, 2012, The Adm and DON will ensure
performance improvement plans are
reviewed during the monthly QA meeting,
Education was given to the Adm and DON
by the 20°C on 7-23-12 on the importance of
jewlig performance improyvement plans
during e moulhly QA mestings to ensure
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review revealed the fadiiity falled to complete a
review of the Nurse Aide Abuse Reglstry unti)
07/16/12, 14 days after CNA employment. The
facility hired RN #1 on 06/18/12, howaver, the

! facility failed to review the Nurse Aide Abuse

- Registry unfil 07/23/12, 35 days after the RN's
employment, in addition, a review of the

to conduct a review the Nurse Aide Abuse
Registry until-06/28/12, 10 days after RN #2's.
employrment. .

tmierview with the Human Resoufices Rirector on
072312, at 2:31 PM, revealed he thought nurse
aide abuse checks needed to be complated
within four months of employment. Conlinued
inferview with the Human Resources Dicector on
07/23M2, at 4:44 PM, revealed he was aware
nurss aide abuse checks were requirsd I» be
completed prior to employment. According to the
: Director, he had reviewed the Nurse Alde Abuss
Registry prior to the employment of CNA #, RN
#1, and RN #2, but had falled to print the results
of the review for Inclusion in the employee’s
record. The Human Resources Direstor further
stated he had completed all pre-employment
screenings, which included & review of 11w Nurse
Alde Abuse Registry, and had submitled e
results of his reviews to the monthiy QA

he had not ideniified any problems with th=

pre-ampioyment screenings, and had not
maintained a wntten audit of the reviews.

{ AN interview with the Administrator on G7/23/12,

at 4:20 PM, revealed the QA committes nad met

on 05/24/12, jo review the March and i

personnet file for RN.#2 revealed the facility failed ;

meefings. The Human Respurces Direcior stated

and on OB/08/12, 1o review the findings i

64 10 SUMMARY STATEMENT OF DEFICIENGIES o PoLDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (E4 RECTWE ACTION SHOULD BE GOMPLETION
TG REGULATORY OR LSG IDENTIFYING JHFORMATION) TAG ‘ERENCED TO THEAPPROPRISTE | DATE
, DEFICIENCY) ;
F 520 Continued From page 4 F 520 monthly QA mimstes quarterly for six

" state, federal rules, regulations and company

months or a total of two times to ensure
effectiveness.

Monitoring measures: The SCC and DO
wili review monthly QA minutes gnarterly
for six months to ensure effectiveness and
to ensure compliance with state, federal,
rules, regulations and company policy.
Findings of the reviews by the SCC and DO
will be reviewed at the monthly QA meeting
for six months to ensure compliance with

policy.
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May audit The Administrator siated the Human
Resources Director had infortned the commiliee
there had not been any problems identified as g
result of the pre-employment Nurse Aide Abuse

. Registry reviews. The Administrator confirmed no

wriiten audits had been completed and/or
matntained and that he had not completed any
follow-up reviews to ensure the pre-ermployment
screening had bean completed. .
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