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$8=D ABUSFE/NEGLECT, ETC POLICIES

The facility must develop and implement writien
poticies and procedures that prohibit
mistreaiment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced |
by i

Based on interview, record review, and review of
the facility's policy, it was determined thetacility.
failed to implement their wrilten policies and
procedures that prohibit abuse of residents. The
facitity faited 1o ensure alt alleged violations _
involving abuse were reported ‘mmediately io the :
Administrator of the facility. In addition, the

facility failed to have an effective system 1o

€nsure residenis were protecied after an
allegation of abuse for one (1) of four (4) sampled
residents (Resident #1),

Facility staff failed 1o immedialely report an

- altegatlon of abuse involving Resident #1 to the
Administralor; therefore, the delay in notification
of the alleged abuse prevenied the facility from
protecling the residents from further potentjal
abuse.
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The  following  counstitutes the
ITIAL COMMENTS S . .
F000 INITIAL COMMEN facility’s response to the findings of
. . o ‘the Department for He: Services
An Abbreviated Survey investigaling P 0, Health ‘SC'_“ 'FCS
KY#00019149 and KY#00019143 was conducied - and does not constitute an admission
10/04/12 through 10/05/12.  KY#00019149 was of the facts alleged or conclusions sel
SUbSlantiated W‘th a defICIenCy ciled at F—226 al a forlh on [he Sun]mary Stalen}cn[ Uf
scope and severity of a "D". KY#00018143 was deficiencies :
substantiated with no deficiencies cited. .
F 226 483.13(c) DEVELOP/MPLMENT F 226

- E226

[he facility has a policy and

This plan of correction is prepared as
required by the provisions of the
‘Health Safety code. 42 CFR and
consttiuies  the factlity’s  wntten -
~credible allegation of compliance.

procedure in place that prohibits
~Mistreatment, neglect,  abuse of -
restdents however that policy was
not  followed by two nursing |
-assistants therefore causing a delay
in reporting. The alleged tncident .
occurred on 9/23/12 and was not
reported until 9/24/12.

The  alleged employee  was
“immediately suspended on 9/24/ 12
-when the incident was reporied to the
director  of nursing  and  her!
employment terminaied on 9/28/]7
upon completion of the facility
investigation.

l.ABORi\T%‘lY DIRECTOR'S OR PR?{VIOER{Z’PPLIER REPRESENTATWVE'S SIGNATLIRE
7 p : ;

= e J'(’/ v i i
Lgdiiioa, Pt e

TITLE [X6; GATE

P ‘1’!
}(’/d/r} VS }Z‘{c;z fE-’v:“

Any deficiency siatement ending with an aslegrisf "} dencles a deficiency which the instilution may be excused from cofrecting providing 1 s delermined 1hal
other safegUards provide sufficient protectiof ko the palierts. {See instructions.) Except for nursing homes, the findings staled above ate discosable &0 days

fol'owing the dale of survey whelher or not .

days felowing the date these documents ars made available (o the facility, If deficlencies are cited, an approved plan of correction is requisile lo conbnued

program participabion.
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The findings include:

Review of the facility's *Abuse Prevention” Policy,
revised 05/11, revealed in the event of alleged
abuse the facilty would immediately assess the
resident, notify the Physician and responsible

- parly, and protect the resident from further harm
or incldent. The policy also stated thal the
employee and/or employees implicaled in the
allegation would be suspended uniil the
investigation was complete.

Review of employee files reveated that five (5) out:
of five (5) sampled employee files contained a
form litted: "Elder Abuse" which stated staff were
io immediately report any suspicious aclivity or
inappropriate conversation in order o prevent
elder abuse. Review of the document revealed it :
was dated and signed by each employee during
orientation ‘ncluding State Registered Nurse Aide
(SRNA) #1, the alleged perpetraior.

" Review of Residents #1's medical record
revealed the facility admitied the resideni on
06/04/12 with diagnoses which included
Dementia and a History of (Trans Ischemia
Allack) TIA's. Review of Resident #1's
Comprehensive Plan of Care, dated 06/09/12

" revealed the resident had an alteration in _
cogniive stalus related to d'agnoses of Dementia

“and TIA with severe cognilive impairment noted.

_ Per the Comprehensive Plan of Care, Resident

- #1 was able to verbal'ze some needs, but siaff

. was 10 anticipate other neads. Several
inlerventions were noled, including anticipating :
and meeling resident needs as indicated, Review
of the Annual Minimum Data Set (MDS)

F 226 on abuse

Employee™s # 2 and 43 re-cducated
policy and on reporting
immediately  on  10/1/12  and

10/15/12 by ADON

30 residents were interviewed by
DON and QA nurse 9/24/12 through
10/16/12, no concerns identificd.

30 emplovee interviews conducted
9/24/12 through 10/16/12, no other |
abuse concerns noted. Then 10 staff -
interviews conducied 10/21/12 by
the weekend supervisor 1o ensure re-
education is being effective, o
.concerns hoted.

[0/12/12  DNS  Reviewed any
allegations  that  haven't been
reviewed by OIG since the 9/24/12
sclf reported allegation, one of the
restdent to resident altercations with
o injury sustained noted o have a -
(delay in reporting.

Staff re-education on our abuse
policy and reporting requircments
‘initiated on 9724/12 following the
sreported allegation and all stafl” will
‘be re-educated by 10/24/12.

Twenty  staff  questionnaires on
reporting allegations of abuse will be
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£ 226 compieted weekly x 4, then monthly

F 226 Continued From page 2
pag X 3 then quarterly by the QA Nurse.

Assessment, daled 06/14/12 revealed the facility ) . e
assessed the resident as cognitively ‘mpaired : -ADON. the weckend and night shift”
with a Brief Interview of Mental Status ( BIMS) supervisors, and results teviewed
score of five (05) out of fifleen (1 5) : lhrough our QA processes.,

282 D
Review of the facility's invesligation, dated

08/28/12, revealed SRNA #2 and SRNA #3 slated -

that SRNA #1 had told them on 09/23/12 not o

assist Residen! #1 lo bed because he/she would

just be on the call light again and she (SRNAs #1)

didn't have time for thal. However, both SRNA #2 .

and SRNA #3 failed 1o report the incident unijl

09/24/12.

Further review of the facility's investigation, dated
09/28/12, revealed SRNA #2, reported on
09/24/12 that on the day before, 09/23/1 2, she
wilnessed SRNA #1 jerk the cal light out of
Resident #1's hand and told the resident hefshe
“had rang the light enough and he/she needed io

stop.

‘nterview with Resident #1 wag altempied on
10/04/12 at 3:42 PM; however, the resident was
unable lo answer questions appropriately,

Interview, on 10/04/12 al 3:06 PM, with SRNA #3
revealed that on 09/23/12 she witnessed SRNA
#1 telling both SRNA #2 and SRNA #3 1o not pul
Res:dent #1 10 bed because "she did nol have
time (o foo! with him/her". SRNA #3 stated she
heard SRNA #1 say this someiime after lunch

. when Resident #1 was requesting to go o bed.
SRNA #3 reported that in the event of an alleged
abuse staff members were to report to the
Charge Nurse and Direcior of Nursing (DON) as
$00n as t happened. Further interview with SRNA
#3 revealed she did nol report whali she heard lo .
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the Charge Nurse on 0g/23/1 2, but she did say

something in passing about SRNA #1 being
aggravated. However, she did not remember
whom she said this to.

Interview, on 10/04/12 at 4:05 PM, with SRNA #2
revealed that on 09/23/12 she was in the rooem
with Resident #1 when she saw SRNA #1 "jerk”
the call light from Resident #1's hand and told
Resideni #1 in a loud voice, "Do nol push the call :
light, that's enough. No more." SRNA #2 also
reported that SRNA #1 poinied her finger in
Resident #1's face while {atking to him/her. SRNA
#2 reported this occurred around 7:00 M on
08/23/12. SRNA #2 staled she did not report this
to the nurse on 08/23/12 because she did not
want to cause conflict and that SRMNA #1 was very
confroniational. When SRNA #2 was gueslioned
by the surveyor as to whom she was (o report
allegations of abuse and when she was o report,
SRINA #2 replied that they were 10 be reported to
the nurse cn duty, weekengd superviser, and DON
a5 500N as you see 1 happen. SRNA #2 reparted
that SRNA #1 worked the remainder of her shifi

on 08/23/12,

Review of the employee time clock record for
. SRNA #1 revealed on 09/23/12, she clocked in al
6:47 AM and clocked out at 10:47 PM.

Interview, on 10/04/12 at 4:25 PM, with SRNA #1
{alleged perpeiraior) revealed she denied all
allegations of abuse. SRNA #1 reported she
showed Resideni #1 her/hig call light was working
bul denied she raised her voice or jerked the call
t light from Resident #1's hand. When asked by

the surveyor if Resideni #1 was wanting lo go 1o
bed hefore supper, she denied the resident was
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acling as if he/she wanted 10 go 1o bed. She
further staled, she was aggravated and had lold
other SRNAs nol to assist Resident #1 to bed
because it was right before dinner and she
wanted the resident left in the wheelchair until
after dinner. SRNA #1 stated thal she worked her
entire shift on 09/23/12, and was nol aware of any
allegations of abuse against her until 09/24/12
when she was coniacted by the Direcior of
Nursing (DON} and told she was under
investigation for abuse. SRNA #1 said the DON
{old her that she could not return 1o work until the
invest:gation was complete.

Inlerview, on 10/05/12 at 10:00 AM, with Licensed
Practical Nurse (LPN) #1 who was assignedio
Resident #1 on 09/23/12 from 3:00 PM unti! 11:00
PM, at the time of the alleged incidents, revealed -
that she was not informed of any allegations of
abuse on 08/23/12_ LPN #1 slaled she did not
recall any commenis from either SRNA #2 or
SNRA #3 regarding SRNA #1's behavior,

" tnterview, on 10/05/12 at 1100 AM, with LPN #2
who worked Resident #1's unil on 09/23/12 from
7:00 PM entil 7:00 AM, revealed she was not
informed of any allegations of abuse on 09/23/12 :
and did not recall any commenis from either
SRNA #2 or SNRA #3 regarding SRNA #1's
behavior,

“Interview, on 10/05/12 al 12:05 AM, with the DON
revealed she was not informed of any allegations

- of abuse involving Res'dent #1 untit 09/24/12 al
approximately 2:00 PM by SRNA #2 via
telepheone. Further interview with the DON
revealed staff members were to immediately
nolify the nurse working the wing, the DON and

FORM CMS.2567(1:2-99) Previous Varsions Chsolste Eveni I0: COWS 11 Facillly 1O 100468 If conlinuation sheel Page 5 of &




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/17/2012
FORM APPROVED
OMB NO. 0838-0391

!
| STATEMENT OF DEFICIENCIES (X1} PROVIOER/SUPPLIER'CLIA
AND PLAN OF CORRECTION IOENTIFICATION NUMBER:

185242

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED

C
o wine 10/05/2012

A BULOING

NAME OF FROWIOF R OR SUPPLIER

WINDSOR CARE CENTER

STREET ADDRESS. CITY. STATE, ZIP COOE
125 STERLING WAY
MOUNT STERLING, KY 40353

§X41 1D SUMMARY STATEMENT OF OEFICIENGIES
PREFIX {EACH DEFICIENCY MUST BF PRECEOEQ BY FULL
TAG REGULATORY OR LSC I0ENTIFYING INFORMATION)

i} PROVIOER'S PLAN OF CORRECTION A7
PREFIX {FACH CORRECTIVE ACTION SHOULD BE . COMPLETIDN
TAG CROSS-REFERENCED TO THE APPROPRIATE : [Pty
OEFICIENCY]

F 226 Continued From page 5
the Administralor as soon as abuse was witness
or alleged. The DON also staled, as soon as
allegalions were made, the alleged perpelrator
should he immediately suspended pending
investigation.

nterview, on 10/05/12 at 12:39 PM, with the
" Administrator revealed the investigation of the
alleged abuse on 09/23/12 of Resident #1 by
SRNA#1 was not initiated until 09/24/12. The
Administrator also reported the alleged
perpetrator worked her entire shift on 09/23/12,
because no reports of abuse were received until .
- Q9/24/12_ Further interview with the Administrator
revealed staff should have notified Administration
of Ihe allegation on 09/23/12, in order 10 protect
residents from further abuse, as per facility policy.

F 226.
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