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Amended 06/03/13
This Plan of Correction constitutes
An abbreviated survey was initiated and written allegation of compliance
concluded on 05/21/13 to investigate KY 20189. for the deficiencles clted.
The Division of Health Care substantiated the However, submission of this Plan
allegation and deflciencies were cited. of Correction is not an admission
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226
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ABUSE/NEGLECT, ETC POLICIES

The faciiity must devslop and Implement written
policies and pracedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
the facility's policy, it was determined the facility
failed to implement their policy in the areas of
protection and reporting allegations of physical
abuse for one (1) of three (3) sampled residents.
Anurse failed to immediately remove the Certifled
Nursing Assistant (CNA) and immaediately inform
administration regarding an abuse allegation..
The nurse allowed a CNA {o continue to work her
shift and care for other residents after Resident
#1 informed the nurse he/she was afraid and was
manhandied by a CNA.

The findings Inciude:

Review of the facility’s policy, ravised November

that a deficiency exists or that one
was cited correctly. This Plan of
Correction Is submitted to meet
requirements established by state
and federal law.

What corrective action will be
accomplished for those residents
found to have been affected by
the deficlent practice,

1t is the policy of this facility to
promptly report any incident of or
suspected incident of resident
abuse. The way that this has been
achieved for Resident #1 is by the
C.N.A. was removed from
providing care to Resident #1 on
5/14/13. Investigation of the
Incident substantiated abuse of
Resident #1. The C.N.A. involved
and LPN #1 were suspended from
employment on 5/14/13 and their
employment was terminated on
5/16/13.
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2010, revealed the facility utilized the federal
requiremeants under 42 CRF 483.13 to ensure all
alleged violations Involving mistreatment, neglect,
or abuse, including injurles of unknown source,
and misappropriation of resident properly was
reported immediately to the Administrator of the
center and other officials, in accordance with
state law. The policy specific to reporting and
protecting abuse reveals, employees must
immediately report any suspectsd abuse or
incidents of abuse 1o their immediate supervisor.
The facility would protect the residents from harm
by immediately reassigning the employes to
duties that do not involve resident contact or
would be suspended until the findings of the
investigation had been reviewed by the
Administrator.

Interview with Reslident #1, on 05/21/13 at 11:05
AM, revealed CNA #2 had provided him/er care
several times on the night shift. He/she
continued 1o state the CNA had never been kind
and he/she had not relayed any information
regarding CNA #2's treatment to anyone at the
facility. The resident also stated being aware of
when, and to whom to report allegations,
incidents and or complaints. Resident #1 stated,
on 05/12/13, the CNA freated him/her extremely
rough while providing Incontinent care. The
resident stated again he/she did not notify the
facility immediately regarding CNA #2's il
reatment. The resident continued to state not
wanting to cause trouble with reporting the
incident. However, on 05/14/13 at or around 1:00
AM, LPN #1 was informed by the resident of CNA
#2's manhandling and the resident complained of
pain in the right upper arm. The resident stated
LPN #1 reassigned another CNA to his/her care.

How the facllity will identify other
resldents having the potential to
be affected by the same deficient
practice.

Because all residents receiving
physical assistance are potentially
affected by the cited deficiency, on
5/21/13, the soclal services
director reviewed previous
complaint and grievance files, and
social service assistant performed
interviews and found no other
residents were affected.
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Phone interview with LPN # 1, on 5/22/13 at 1:30
PM, revealed Resident #1 was near the nurse's
desk and stated, on 5/12/13 during the night,
CNA #2 was mean and manhandled her during a
brief change. The LPN stated the resident
identifled CNA #2. He stated the resident also
complained of his/her right upper arm hurling. He
assessed the residant's upper arm and it
revealed no marks, bruises or swelling. The LPN
stated he reassigned the resident to a different
CNA. During the shift the resident voiced no
other concerns. However, at the end of the shift
a skin assessment was preformed and noted 1 x
2.7 cm diameter, madlum, purple bruise on the
rosident's right inner calf. He did not report the
incident to the on call superviser untll 7:30 AM.
The LPN verbalized being trained on abuse
during his orientation. He further stated based on
the facility's abuse training the alleged CNA
should not have continued to work with residents
and administration should have bean notified
immediately. He staied because CNA #2 was
not removed from the facllity immediately any
resident could have been harmed.

Attempted phone interview with CNA #2, on
05/22/13 at 1:20 PM and 2:00 PM, revealed a
voice message identified the CNA's flrst name. A
message was left to contact this office, as of
05/23/13 at 1:00 PM there had been no return cafl

What measures will be put into
place or systemic changes made
to ensure that all deficient
practice will not recur,

The director of nursing completed
In-service training on 5/15/13-
5/22/13 for all licensed nurses
regarding abuse identification,
facility reporting policy and state
and federal requirements. The
director of nursing will provide all
facility staff with in-service training
regarding abuse identification and
reporting to be completed by
6/21/13. This training will cover
the types of abuse, the
expectations of identifying and
reporting policies. All staff are
required to complete post tests
after in-service training. Any staff
member scoring less than 100% on
post tests witl be required to
complete additional training
provided by the Director of Nursing
and retake test until 100% score is

L)
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from CNA #2. achleved.
Interview with CNA #1, on 05/22/13 at 6:20 AM,
revealed she was reassigned to Resident #1 on
05/14/13 and was unsure of the time, but stated
all her first round checks where preformed. The
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CNA stated after providing Resident #1 with
personal care the resident slept the rest of the
shift. She continued to state being trained on
abuse and stated that no empioyee should be in
direct resident’s care if abuse was alleged.

Interview with LPN #2, on 05/22/13 at 8:20 AM,
revealed she had cared for Resident #1 on
05/12/13 during the night shift, the resident did
not voice any concerns, During the night she was
visible on the floor and made rounds during
alternating hours of the CNA o ensure care was
being provided.

Interview with the Assistant Director of Nursing
{ADON), on 05/22/13 at 2:30 PM, revealed she
was the supervisar on call the night of 05/12/13
and 05/13/13. She continued to state she was
not made aware of the allagation of abuse until
she received a call on her ¢ell phone at 7:30 AM.
She immediately notified the Direclor of Nursing
{DON) and an investigation was started per
protocol. She stated based on the policy the
residents were not protected as long as the
alleged abuser was in the facility caring for
residents.

interview with the DON, on 05/22/13 at 2:40 PM,
revealed staff are trained on how and when to
report abuse. The facility had and on call
supervisor available after hours, She stated the
on call supervisor should have been notitied
immaediately after the allegation was made and
the CNA should have been removed from ail
resident contact.

Interview with the Administrator, on 05/22/13 at
2:55 PM, revealed the facility failed to protect the
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How the facility plans to monitor
its performance to ensure that
salutions are sustained,

The administrator will perform
weekly random interviews with 5
staff members, regarding types of
abuse, identification and reporting
requirements. Any deficiencies
will be corrected on the spot with
education/training. Once 100%
compliance Is reached on random
interviews for four consecutive
weeks, interviews will be changed
to monthly. Results of in-service
training post tests and
Administrator random interviews
will be submitted to the quality
assurance committee monthly.
The findings of the quality
assurance program will be
documented for further review or
corrective action for the next six
months.
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residents from abuse when the nurse did not
remove the CNA from all resident care and the on
call supervisor was not notified.
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