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R DICLAIMER: THE COMPLETION AND SUBMISSION OF
R - THIS PLAN OF CORRECTION DOES NOT CONSTITUTE AN
F 000} INKIAL COMMENTS F Q00| ADMISSION THAT THE FACILITY AGREES WITH THE
DEFICIENCIES AS STATED IN THE 2557, THE FACILITY IS
COMPLETING THE PLAN OF CORRECTION BECAUSEITIS
T) W,
A Abbreviated Survey was conducted 08/24/11 DISAGREES AND DISPTES THE DECICNCIeE ATy
threugh 0W/26/11 Investigating ARO's TAKE FURTHER ACTION, NCLUDING ALL LEGAL Woas
KY 20001642 and KY#00016944. ARO NECESSARY. O RESOLVE ANY DIOPUTES AbOuT voi
KYit0001€242 was substantiated with deficient PURSUING THE IO Ok ) T PACILITYIS
prasctics lcentified and KY#00016944 was CITED DEFICIENCIES),
un:ubstartiated with unrelated deficlencies cited. ’ :
. ) ot o . e Resident #1 Is a 42-year old individusal who is
The. h'll=..|h6bt scope and severity was an "E". .| completely alert, oriented, and interviewable. ?A ! / )
F 223 | 48.7.15b), 483.13(b)(1)()) FREE FRQOM F 223] immediately upon learning of the statement that I
58=0 | AEI IS /IMNVOLUNTARY SECLUSION Resident #1 had been kissed on the lips by

The resident has the right to be free fram verbal,
sexual. physical, and mental abuse, corporal

pu -ishne:xt, and involuntary seclusion.

The: failits must not use-vérbal, mental, sexual,
or -hy-icel abuse, cofporat punishment, or
involturkar s saclusion,

E

Thi:s AEQUIREMENT s not mel as evidenceRly: |
by:

Biysed on interview, record review, and review of
the: facility's polloy it was determined the facility
faiiad 10 @1sure a resident was protected from
abi:se Juring an investigation of an allegation of
abuse by allowing the alleged perpetrator to
coqtinte 2 work during the investigation for one
{1} of vix (6) sampled residents. Resident #1
mz: da an wllegation & staff member had lissed
the: rexident on the lips and the Administrator
failad 1 reimove this staff member from possible
cotac: with the resident during the investigation
tirver frame, :

The firdings include:

Housekeeper #1, the Facility Administrator
initiated an investigatlon. As part of the
investigation process, the Facility Administrator
interviewed Resident #1. During the interview,
Resident #1 stated that Housekeeper #1 was a
family friend whom she had known for several
years. Resident #1 further stated that

Housekeeper #1°s actlons were innocent and she
C EH Eilp way troubled or upset by them.
: jred multiple residents and staff

ghput the Facility and there were no
hits or issues regarding Housekeeper #1.

[y .
- Administrator in-serviced by counsel Marian
Hayden on needed policy clarifications. Clarifled
Facility policy and re-inserviced staff regarding .
removal of alleged perpetrator from the building
pending Investigation.

Staff Development Coordinator in-serviced ail
staff on 8/26/2011, 8/30/2011, 8/31/2011, 09/7/2011,
9/9/2011, and 9/15/2011 regarding abuse and
neglect. .

Social Worker will perform random cheéks 3)
.regarding removal of staff after any allegations of
abuse, neglect or explditation. Results will be
reported quarterly to the Performance
Improvement Committee to verify and easure
compliance with policy and regulations.

J’ﬁ’"’ ~ -

ROVIRER/SLPPIMER REPRESENTATIVE'S SIGMATURE

TITLE

X68) DATE
FOM 41 S TR AT iz, 4/:

Any deficloncy sLvBm-nt ending
other safeguards
following the date- »f 8" rvav whet
days following the: date: these dog

uments are made avallable to the faciiity. If
program particlps fon. -

Evant ID: 287001

e willvan ash{rlsk (") danotes a deficiency which the ineti
wrov e syfficlentbrotection to the patlants, (Sae Instructions.} fExcept for nursing homas,
er or nota plan of correotion Is provided. For nursing homes, the above findings and plans of corraction are disclosabla 14

lution may be excused from corrac’tlng providing !t is delerm?nad that
tha fndings stated above are dlsclosable B0 days

deficlanclos are cited, an approvad plan of corraction is requisite to continued
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Review of the facility's polioy titted:
"Abuse/Negiect", not dated, revealed employees
involved in an incident reported as neglect or
abuse are immediately relieved of responsibilities
that Involve direct care, and are assured that their
payroll check wlil include ali scheduled hours
during the period of investigation.
Review of the resident's medical record revealed
the facility admitted the resident on 07/22/10 with
diagnoses which included Dwarflsm, Convulsions
and Depressive Disorder.
Interview, on 08/24/11 at 5:30 PM, with Resident
#1 revealed the resident knew Housekeeper #1
was stiil working after he/she made the allegation,
Interview, on 08/26/11 at 9:15 AM, with the
Administrator revealed he did not remove
Housekeeper #1 from her dutles, as per the -
facility's polley.
Interview, on 08/26/11 at 12:10 PM with
Housekesper #1 revealed the Administrator was
going to suspend her ard then Resident #1
began to change hls/her story.
F225 483.13(c)(1)(H)-(hi), (c)(2) - (4) F 225
88=D | INVESTIGATE/REPORT Resident #1 Is a 42-year old individual who is
ALLEGATIONS/INDIVIDUALS coe:lpleel:ely nle:t, or!i,:utcﬂ, :ml:l ln:c:'lvfewable. (I/Al/lb tl
‘ Immediately upon learning of the statement that
The facllity must not empioy Individuals who have :eside;t # h;;l t;;eanI:isHetd 'K'dt;:f Iiipt: ;3; )
ousekeeper #1, the Fa ¥ nis
| been found gumy of ab_using, neglec"ng' or initiated al:n investigation. As partof the
mIStrea”ng resldents by a court of law; or have Investigation process, the Facility Administrator
had a finding entersd into the State nurse ajde interviewed Resident #1. During the interview,
registry concerning abuse, neglect, mistreatment Resident #1 stated that Housekeeper #1 was a
of residents or misappropriation of their property; ;aemuy iil‘i?f wth;;nr :::htﬁ«:::?:ﬂl :.:r several
H ars, en
and report any know!edge it has of actions by a Housekeeper #1°s actlons were tnnocent and she
court of law against an employee, which wouid was in no way troubled or upset by them.
ORM CMS-2587(02-00) Pravioua Vaistons Obadlete Event iD: ZPZQ1 Facility ID: 100438 H# continuation sheet Page 2 of 8
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F 226

or licer.sing authorities.

Indirato unifitness for service as anurse aide or
othorr fcllily staff to the State nurse aide registry

The: tacility must ensure thet all alleged violations
invradvir:g mistreatment, neglect, or abuse,
in¢ludii:g injuries of unknown source and
misaprog riation of resident properly are reported

to cithes of'ielals in accordance with State law
threvugli established procedures (Including to the
Ste:to surviy and certification agency).

The tacility must have evidance that all alleged
violatians nre thoroughly Ihvestigated, and must
preven: fulther potential abuse while the
inviastication is In progress,

The resultn of all investigations must be reported
to ti»e administrator or his designated

iminediately to the administrator of the faciiity and |

reprasentstive and to other officiale in accordance
with Stiste taw (including to the State survey and
carlifiertion agency) within 5 working days of the
inci:len’, and If.the alleged violation Is veritied
appop.-fati corrective action must be taken.

Thi= REQUIREMENT Is not met as gsvidenced
by:

Basad an intarview, record review and policy
reviow i w.as determined the facility falled to
ensiire an allegation of abuse was reported to the .
Stali» Surviay and Certification Agency for one (1)
of six (€) sampled residents, Resident #1.
Recidert #1 reported an allegation a staft
meinber had kissed the resident on the lips 1o &
Sta'» R agistered Nursing Assistant (SRNA) who

throughout the Facility and there were no
complaiiits or issues regarding Housekeeper #1.

Administrator in serviced by counsel Marian
Hayden on needed policy clarifications.
Administrator clarified Facility policy and re-
inserviced staff regarding reporting allegations of
potentlal abuse, neglect or exploitation to the state
Agency.

Social Worker will perforin random checks (3)
regarding reporting allegations of potential abuse,
neglect or exploitation every three months.
Results will be report quarterly to the
Performance Improvement Committee.

e - T (-
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then reported the allegation to the Nurse taking
care of the resident. The Nurse reported the
allegation to the Administrator who failed to report
the allegation to the State Survey and
Certification Agency, per the facility’s policy.

The findings include:;

Review of the facllity's policy titled
"Abuse/Neglect’, not dated, revealed
observations that indicate possible neglect or
abuse must be reported without delay to the first
line of supervision available, who will in turn
communicate the problem through lines of
authority to the Administrator. it further stated
reports which are considered valid must be
reported to the responsible party, physician, and
regulatory agencies....without delay. The
investigative report must be Issued within five (5)
working days unless more time is required and
negotiated with regulatory agencles. The report
must be made avallable to all persons invoived or
agenciles receiving the original report.

Review of the resident's medical record revealed
the facility admitted the resident on 07/22/10 with

dlagnoses which Inciuded Dwarlism, convuisions
and depressive disorder. .

Interview, on 08/24/11 at 5:30 PM, with Resident
#1 revealed the resident stated he/she had been
told an investigation would be done becaugse
Housekeeper #1 had kissed her on the lips. The
resident further stated he/she had retracted
hisfher statement because staif had told him/er,
he/she was lylng. Resident #1 further stated
he/she had been friends with Housekeeper #1
and felt bad because he/she had lost a friend.

RM CMS-2587(02-99) Previous Versions Obsolele Evant ID:ZPZQH1
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Interview, on 08/26/11 at 9:15 AM, with the
Administrator revealed Resident #1 Initially told
him when he interviewed him/her it was not a
‘problem and Housekeeper #1 had not kissed
him/er in a sexual manner. He indicated the
resident had stated he/she did not know where he
got his information from. He further stated he did
| not report the Incldent to the State Survey and
Certification Agency because when the resident
was interviewed he/she stated the Incident did not
oceur. ‘
F 248 ] 483.15(e)(1) REASONABLE ACCOMMODATION F 246 .
88=D| OF NEEDS/PF{EFEHENCES The call lights for sampled resldel}t #6 and un
_ sampled restdents A, C, &D were lmmedzisﬁli C,,A[lao“
Aresident has the right to reside and receive P voine atagp, %Y Feach on August 26, 2011 by
services In the facility with reasonable
accommaodations of individual needs and - The call lights of all other residents were checked
preferences, except when the heaith or safety of by nursing supervisors to make sure they were
the individua! or other residents would'be with In easy reach of all residents on August 2,
2011.
endangered,
The staffl development coordinator in-serviced all
nursing staff on proper placement of call lights
. including ensuring all call Hghts are with in easy’
each of the residents. The in-services were
g‘;is REQUIREMENT is not met as evidenced gg‘l’; f";f:,': C::I::: J‘-’,“;ﬂifga ‘,'f:,tes’;p :2:;5,;‘:: 3 g’
¢ ) e f ) ]
Based on observation, interview and policy ‘ 2011
review it was determined the facility failed to ) : _ , _
ensure residents recelved services In the facliity The ""“‘“l!?-ls“l:“r"'s“"f ;:11" momitor enct 2‘3" to
with reasonabie accommidations for three (3) ll'):s:::;t:?]ﬂii sttsa‘li'l"-flc‘e::lopl;iz?tyc;?r‘;llnator will
unsampled residents and one (1) sampled monitor call lights for all residents during
resident, Resident #6. Unsam pied Residents A, monthly survelllance rounds for six months to
C and D where observed to be in thelr rooms and ensure ca'lll Iig_ht;iare pr;IJIp;rly pl:ctee([il :‘r]u: '::ith in
their call lights were not in reach. Interviews with casy reacti. ¥indings will be report
stalf revealed the cail lights should aiways be in Performance Improvement Committee quarterly.
reach of the resident because if they needed
something they would not be able to notify the
staff, .

FORM CM5-2567{02-90) Frevicus Varslona Obsolele Event ID: ZPZQ11 Facllity iD: 100438 H continuatlon sheet Fage & of 9
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'| 2. Observation, on 08/24/11 at 9:42 AM,

The findings include:

Revlew of the facllity's poticy titied "Call Light,
Answering", not dated, revealed when the
resident is in bed or confined to a chair be sure
the calil light is within easy reach of the resident,

1. Obsarvation, on 08/24/11 at 9:30 AM, revealed
Unsampled Resident A was lying in bed and
his/her call light was noted to be lying In the ficor.
The resident stated, on 08/24/11 at 9:32 AM,
he/ehe was unable to reach the all light.

interview with Certified Medication Aide (CMA)
#1, on 08/24/11 at ©:40 AM, revealed Unsampled
Resident A's call light was not in reach and it
should be because if the resident could not get
help If he/she needed help. She further indicated
the staff knew this.

Continued observation, on 08/25/11 at 12:20 PM,
revealed Unsampled Resident A was sitting In
hisfher chalr eating lunch and his/her call light
was noted to be lying on the bed. The resident
stated he/she could not reach the call light and
stated he/she needed to go to the bathroom.

Interview, on 08/25/11 at 12:20 PM, with State
Registered Nursing Assistant (SRNA) #1 revealed
the resident could not reach the cali light and if
he/she needed assistance the resident would not
be able to call for assistance.

revealed Resident #8 was sitting up to a
wheelchalr towards the end of the bed and the
residents call light was laying on the bed near the
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1 his/hér Gerl chair eating lunch and the call light

head of the bed. The resident indicated he/she
could not reach the call light while sitting in the
wheelchair related to "one side of me is
paralyzed".

Interview with Registered Nurse (RN) #1, on
08/24/11 at 9:42 AM, revealed the resident could
not reach the calli light related to paralysis on one
slde of the resident.

3. Observation, on 08/25/11 at 12:35 PM,
revealed Unsampled Resident C was sitting in

was noted to be lying on the bed. . The resident
stated he/she could not reach the call light and
wanted to si in the recliner now instead of the

Gerl chalr,

Interview on 08/25/11 at 12:35 PM with CMA #1
revealed Unsampled Resident C could not reach
his/her call light so he/she would be unable to call
for assistance. .

4, Observation, on 08/25/11 at 12:39 PM,
revealed Unsampled Resident D was lying In bed -
and his/her call light was wrapped around the

bedside rall and the button portion of the call light

was hetween the mattress and rail near the
bottom of the mattress. The resident was unable
to reach the call fight when asked if he/she could.

Interview with SRNA #2, on 08/25/11 at 12:39 PM,
revealed call lights shouid aiways be in reach no
matter what and this resident was unable to reach

his/her call fight.

Continued Obsewélfon, on 08/25/1t at 8:09 P\,
revealed Unsampled Resident D was lying in the

FORM CMS-2687(02-60) Pravious Varsiona Obsolste
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bed and his/her call light was noted to be
between the mattress and the side rall. The
resldent stated he/stie was unable to reach the
calllight. - .
Interview with SRNA #4, on 08/25/11 at 8:00 PM,
revealed the resident could not cafl for assistance
if he/she needed it because the calil light was not
in reach.
F 871 483.36(l) FOOD PROCURE, F 371 :
. .88:=E STOHE/PHEPARE/SERVE - SANITARY On 08/24/2011 caok #1 was in-serviced by Dietary
) ’ Manager on taking and recording of all food items cl |
The facility must - on the tray line. Dletary Manager also in-serviced & AOM
y mus the rest of the dietary staff on taking and
(1) P.rocure food from sources approved or recording the temperatures of all food lems on
considered satisfactory by Federal, State or local the tray Hne prior to meals service, beginning and
authoritles; and approximately midway through the meal service
per department policy. Dietary staff was also in-
(2) dStOl‘e, ﬁrep are, dCIl:IBlﬂbule and serve food serviced on-the correct procedure for reheating
unaer sanitary conditions foods in the microwave per department policy.
Tray line food temperatures are completed by the
cooks for each meal and recorded on a
temperature log. Microwave temperature logs are
completed with each food item that is reheated in
the microwave by dietary staff.
This REQUIREMENT is not met as evidenced
by: : . ' Temperature logs are reviewed by Dietary
Based on observation, interview and policy M““;g" rf:" °°’:§'°i‘;°“ ““fh“"““l'(“"; ‘f“"’
Monday through Friday with weekend logs
review it was determined the faclity falled fo reviewed on Monday moenings with completion of
distribute food under sanitary conditions related to temperature log mopitoring form.
temperatures were not measured for all food
items prior to the food being served to residents. . Beginning on September 14, 2011, the registered
dietitian will observe lunch and dinner tray line
: ; . temperatures being taken by cook prior t6 meal
The ﬂndmgs include: service and approximately midway through meal
. service when in the facility. Registered dietitian
Revlew of the 1a01|lty's pO"C)f titled "Food will submit a written report regarding her
Temperatures", dated 2010, revealed the observation. All tray line foad and microwave
H temperature monfitoring logs and Registered
temperl,fatures gf the food ::ems will be taken and Dietitian reports will be reviewed by the
properniy recorded for each meal. Performance Improvement Committee quarterly.
‘ORAM CMS-2887(02-80) Pravious Varstons Obsolats Event ID: Z2PZQ11 Facility iD: 100438
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Review of the "Resident Census and Resident
Condition", completed by the facliity on 08/24/11
reveaied fifty-four (54) residents of ninety-six (96)
received mechanically altered diets including
pureed and all chopped food (not only meat).

Obaervation, on 08/24/11 at 11:24 AM, revealed
Cook #1 did not measure temperatures of the
ground turkey, chopped turkey, gravy or noodles.

Observation, on 08/24/11 at 11:58 AM, revedled a
bowl of tomato solUp was heated in the
microwave and sent out to a resident without
having the temperature taken prior to being sent
out to a resident. '

Observation, on 08/24/11 at 12:04 PM, revealed &
bowl of hot cereal was heated in the microwave
and sent out to a resident without having the
temperature measured first. '

Interview with the Dietary Manager, on 08/24/11
at 12:30 PM, revealed temperatures should be
measured for ali foods before they were served to
residents, '

ORM CME-2587(02-89) Previous Varslons Obsolats Event ID: ZPZCH1 Faclllly ID: 100438 If conlinuation sheet Page 9 of 0






