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F 000 | INITIAL COMMENTS F 000
An Abbreviated Survey investigating AROs
#KY00014730-KY00014773;-and- KY00014991 T
was initiated on 08/01/10 and concluded on A sesomeat was completed on
08/03/10, with deficiencies cited, ARO inury from i onsumense. <"
KY00014730 was substantiated with deficiencies '
cited, AROs KY00014773 and KYO00149%1 were Each resident will be identificd upon
unsubstantiated with no deficiencies. il“dit"i‘,’r‘;l" "l"’l""'ﬂ 0“!:" ;’e"*g:]d inci-
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 o - cprayees will be able to
$8=D | ABUSE/NEGLECT, ETC POLICIES reporting of o shoped e e
Exccutive Director, Director of Nursing,
The facility must develop and implement written Assistant Director of Nursing, & Social
policies and procedures that prohibit Service Director.
mistreatment, naplect, and abuse of rasidents i intar .
and misappropriation of resident property. m:1‘:;??2?;'1‘0;“&:':::1?0?}:2: of
residents were identified as affected
B by any occurrence of alieged abuse.
This REQUIREMENT is not met as evidenced ?rlnl;;rll ;g'gf‘ ‘;g,z';sl“;g:’ n:]l'm i
by: : & resident ri di A
Based on Interview and record roview it was resr:l?o:'rtlftl:gtl:e::igg a::g g?ﬂ;s:}eés ’ :
determined the facitity failed to ensure tacility staff in-servicing 1o employees as above, no
implemented the facllity's abuse poicy related to Other resident was identificd or affectcd Sept 15,2010
reporting of alleged abuse, for ane (1) of nine (9) by any occurrence of alleged abuse.
sampled residents {Resident #1). On 8/19/2010 the employees and the
contract service employces (Aegis &
B} The findings include: Health Care Services) were re-in-
ser‘viced on the A.buselNeglect Policy.
Review of the facllity's investigation of an negtect by e b0y Stoged tbusc/
allegation of abuse, dated 03/14/10 revealed Assistant Director of Nursing. Ngiv hire
thrae (3) staff members had wilnessed a fourth employees will be educated on the Abuss/
staff member forcible walk Resldent #1 into the ge_slect] Pﬂ?y’m induchrcponinagi,_duﬁng
dinlng room. Ieu: or en_ wn ]:!I’OCGSS. c-annual in-
services will continue to be conducted on
S _ Abuse/meglect Policy.
interviews, on 08/02/10 at 5:05 PM, with State wesegeetTolley
Registered Nurse Aide {(SRNA) #1 revealed she Reported alleged abuse/neglect incidents will
had witnessed the alleged perpotrator force be taken lo ““}:““‘?"y QalA C"“;’"i;‘“ by
Residsnt #1 Into the dining and to sit in a chalr. o Lreaior oF Mursing of designee ford
The SRNA stated she did not report this incident s mon duarerly X 2. Action plans will
be implemented as indicated.
to Licensed Practical Nurse (£.PN) #1, until after
- BF ATIVE'S SIGNATURE

rda proy

TTLE
: , ;ér

& andng with an asterigi (*) denotes a deficlency whioh the Institution may be sxcused from correcting providing it is daw{mlnad hat
o e sufficient protection to the patlents. (See Instructions.) Except for nureing homes, the findings stated above are disclosable 80 days
8 gate of survey whether or not a plan of correction s provided. For nufsing homes, the above findings and plans af correction are disclosable 14

days foliowing the date these documents are made avallable to the facility. If deficlencies are clted, an approved plan of cotrection Is requisits to continusd
program parilelpation,
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-safe.as-the alleged-perpetrator-wes-no-longer-in

Continued From page 1

the meal was completed, approximateiy one (1)
hours later. She stated she feit Residant #1 was

DEFICIENCY)

© F226

the dining room, and she did not think abaut the
other residents the alleged perpetrator was
assigned to provide care.

Intarview, on 08/03/10 at 1:44 PM, with LPN #1
revealed SRNA #1 reported the allegation of
abuse to her somé time after 7:00 PM on March
13, 2010. The LPN stated she was busy with
another resident and was not able (o deal with the
reporl. She explained the incident was reported
1o a Registered Nurse (RN) who had come on
duty at 7:00 PM, and sha did not know what was
done to prevent the alleged petpetrator from
having contact with other residents, -

Interview, on 08/03/10 at 2:26 PM, with the
alleged perpetrator revealsd she had assisted
Resident #1 into the dining room. In additional
intervisw the alieged perpetrator stated she had
completed her shift about 10:00 PM and gone
home.

Review of the facliity's abuse policy revealed all
allegations of abuse were to be réported
immediately. In addition the policy stated that if
an alleged perpetrator is an smployee, tha
employee will be suspended immediately pending
the outcome of an Investigation. -

483.70(h)(4) MAINTAINS EFFECTIVE PEST
CONTROL PROGRAM

The facility must malntain an effective pest
control program so that the facllity is free of pests
and rodents.

F 469
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F 469 Continued From page 2 F 469 FA69 F
This REQUIREMENT Is not met as evidenced Pest control came into building next
N by: day and treated,” No harm (o any
Based on observation, interview, and record resident as avesult of incident.
review it was detormined the facllity failed to have Have contract with new
an eftective pest control system in place. Flies company to treat fi .
were observed throughout the facillty for three (3} the 'g:ﬁ{hs ofiimﬂgﬂﬁeg::::r
days of survay. , May through August. This will in-
clude resting outside entrance/exit
: . areas, targeted interior areas;
Tlhe findings include: :ash & dumpster sig}:ts; e:ound
. ) uilding borders; and replacing 3
Observations, from 08/01/10 thought 08/03/10, cun'enlslighls insi:::l wﬁhp::;::ger Sept 15, 2010 l
revealed fligs in resident rooms, all hallways, and duty ones & adding 2 more at exits in !
the dining room. Observation during the lunch other areas of building.
meal revealed the Dietary Manager and Dietician Also purchasing Al . ,
were standing waving flies away from the steam Jeasd(}r?gu :o sﬁﬁ'ﬁ'm’é‘;ft.i“‘%‘:.fﬂ ?.:’::t
table. The two staff members were discussing heavily used door & is located directly
how bad the fly problem was in the facility. across rom dining ares. This barier,
comg_lned with extra treatment, will be
Interview, on 08/03/10 at 10:27 AM, with the coming Ino pangn for controlling fiies
Maintenance Director revealed the facllity was ;?;.':;‘ ?,,'F:;mﬁ,:,;ng’ & prevonting
treated for pest every month. He stated the flies .
had become an issua and was not sure when the ?ga;?le'}ms: [;;rec:m \\gl! ;}Ofnilor
last visit from the exterminator occurred. He v vme'y treatment, and call for extra
stated he was unaware of any extra visits to :ﬁ::m e?tl:;tvanfbf::ﬁ;:s;;lzh?::n
address the flies. tenance rounds during the months listed
‘ gbove, Wil be forwarded to QA&A for
Review of the facility's receipts revealsd the . Bation plans, should there be any further
exterminator last treated the facility on 07/07/10. 19sues.
F 514 | 483.75(D(1) RES F 514
88=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE .
The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accuratsly documented, readlly accessible; and
systematically organized.
It continuation sheet Page 3015
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F 614 | Continued From page 3 F514
The clinical record must contain sufficient
information to identity the resident, a racord of the
regident's-assessmente; the-plan-of-care-and -
services provided; the results of any
preadmission screening conducted by the State;
and progress notes. F514D
. A medication error report related to the improper
This REQUIREMENT is not met as evidenced wanscription of physician orders were completed
by: ' and noted for resident #6. The family, physician,
y ) : & ph i the time of th
Based on interview and record review it was ,,p':,::;’ :f,{,,w;ﬁhn,?:,' ﬁf:,:: ,[eutlli?;:mt»fhm
.| determined the facllity failed to ensure records were no adverse effects related to this transcription
were accurate for ons (1) of nine (9) sampled error.
residents (Resident #6) related to the The Director of Nursing & the Assistant Director
discontinuation of medication. of Nursing completed audits on 8/17/2010 for
L current/active physician orders to inctude audits of
The findings include: medication carts & medication administration records | gen 5 2010
. ) for other potential transcription errors. No other ’
Record review revealed a physician's order dated residents were affected by this occumence.
3612911 0.1 to d!ﬁpontunue Doxepin and start The Assistant Director of Nursing and Certified
exapro 10 milligrams {mg) per day. Medication techs will review newly transcribed
) : physician orders daily during the start up process
Revlew of the Medicalion Administration Record to includo audits of medication car and medication
{MAR} revealod Resident #6 received the “‘f"“"‘"“‘.“."‘“’" 3"”“’3 for accaracy ‘K wanscription
f # o1 physician orders on a daily basis. A re-1ni-service
DQXGP!T'I and Lexapro until 07/26/10 when the was conducted on 8/19/2010 by the Director of
Doxepin was no longer available. Nursing and Assistant Director of Nursing
regarding "transcription of physician orders®, for
Interview, on 08/03/1C at 4:36 PM, with current nurses. New hire nurses will receive
Registered Nurse (RN) #1 revealed she was the cducation on "transcription of physician orders
i .
nurse responsible for transcribing the medication during thei orientation process
order. Further interview with RN #1 revealed she The Assistant Director of Nursing will submit any
did not recall the details of the order. She stated concerms with iranseription of physician orders 1o
she should have yellowed out the Doxepin on the the QA& A Committee for review and discussion.
MAR Action plans will be developed as indicated.
interviews, on 08/03/10 at 4:22 PM and 4:26 PM,
with Licensed Practical Nurses ( LPNs) #1 and #2
revealed unless the medication was discontinued
on the MARs and highlighted, they would
FORM CMS-2607(02-99) Previous Versions Obsoleta Evenl ID; 48K011 Fagility 1D; 100811 {l continuation sheet Page 4016
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continue o give the medication.
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