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F 000 | INITIAL COMMENTS FODOf 1
.A.“. abbreviated standard survey (KY1844~3} was I.Resideni#] is no longer in the center,
initizted on 06/31/12 and concludad on 06/04/12. Moedical Director has been notified of issue and
The compiaint was substantiated with deficlent investigation outeome by the Director of Nurses
praciice identified at "D" level, - Con 61172047, _
F 225 | AB3.13(c)(1)(l)-(ik), (c)(2) - (4) F 225 Administrator notified Resident #1 by phone of
“, _ siry (#1 by phong of
85=0 | INVESTIGATE/REPORT i investigation and outcome on 6/19/2012.

ALLEGATIONS/AINDIVIDUALS
o T 2.All cognitive residents will be interviewed by

> [ ; dual St ] et ) o
g—gznf?gﬂlr?égﬂﬁ’:yngftaegﬁggsé ]gr;';;egjnsgwgro have the Social Service Director to ident: fy abuse and
mistrealing residents by a court of law; or have neglect by 6/20/2012,Any allegation of any type
had a finding entered into the State nurse aide of abuse will be immediately reporled to the
registry concerning abuse, neglest, mistreatment physician, family and reporled to all ffovernment
of resldents or misappropriation of their property; agencies per Extendicare policy,

A skin assessment was completed on all

and report any knowledge it has of actions by a : i
cour: of [aw against an employee, which would residents on 6/13/2012 1o identify any sipns of

indicate unfimess for service as a nurse aide or abuse by the Divector of Nurses{(DON), Assislant
other facility staff to the State nurse aide registry " Director of Nurses(ADON and Unit
or licensing authorities, ‘ Manager(UM).Any issucy identified were
: ) immediately repotted to the physician and
The facility must ehstire that all alleged violations family. No signs of abuse or neglect were noted.
_znvo!vi_ng m_istreatment, neglect, or abuse, f AN grievances from 5/23/2012 to 6/19/2012 will
[ncluding injuries of unknown source and be reviewed by the Regional Director of Clinical
| misappropriation of resident property are reported Services on by 6/19/2012 to identify any issue
immediately to the admnistralor of the facility and thal is considered abuse or neglect per
to other officials in accordance with State law . - | Bxtendicare policy. Any issue identified will be
through established procedures (including to the | | immediately reported to the family, physici
State survey and certification agency). . ¥ Tepol L 0 1Ie Iy, physician
and all government agencies per EHSI policy.
- ; , An employee file andit of all employees hired in
The factlity must have evidence that all alieged the last 60 days(4/19/2012-6/19/2012) will bo

violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

~completed by the Business Office and Educalion
Training Director by 6/20/20)2 to identify if all
required government background, OIG and Ky

' The results of all investigations must be reported | Board of Nursing Abuse Registry checks were
to the administrator or his designalad : completed per BHSI policy. Any issues
representative and to other officlals in accordance | - | identified will be immediately corrected.

; ‘ L

LABDRATORY DIRECTOR'S OR PROVIDER/GUPPLIER REP/%NTATNE'S ISNATURE y.e . T GG DATR
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Any deficiency stateiment epding wWith Bn astorisk (%) duﬁotusua dﬁclemy w‘ﬂich the institution may be excused from corracting providing # is delermined that
other safeguards provide suffickent protection to the patients, (See instructions.) Excepl for nursing homes, the (indings stated sbove are discldsablo 90 days
following tha daté of survey whathar or nal & plan of Gorastion [s provided. For niuraing homes, the above findings and plans of dotrection are disclosable 14
days folipwing the dale these documents are made availabie fo the facllty. If deficiencies arv clled, an approvad plan of corrsclion is requisiie to canlinusd

program partisipation.
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with Stale taw (including to the State survey and 3.Administrator was re educated on 6/4/20)2 by
certificalion agency) within & working days of the the Keglonal Director of Chnical
insident, and if the alleged violation is verified i Serviees(RDCSY reparding BHSI policy and
appropriate corrective action must be taken. procedure {or monitoring for and reporting any
type of abuse, This education reviewed all fypes
| of abuse and negleet,
— ) ) . . ' . Al staff will be re educated regarding EHS]
This REQUIREMENT s not met 2s svdancd abuse and neglect policy by the Edeation
‘Based on Interview, racord review, review of | Training Director, Director of Nurses, Assistant
facility policy, and review of facility investigations, | _ | ?/'?' ;’zg:g MNurses and or the Unit Manger by
It was determined the facility failed to ersure an L . .r
allegation of abuse was Immediately reported to Al grievances will by revre'wcfi by the RDC,!,\_M‘
the state survey and certification agency, faiied to Igast weekly x 4 weeks heginning the week of
have evidence that an aflsgation of abuse had 6/19/2012 to ensure any abuse or neglect
I been thoroughly investigated, and failed [o ensurs allegation Is reported, investigated and resolved.
that further potential abuse was prevented while SED to interviow at least § cophitive residents
| the facllity's investigation was in progress for one . Pweekly x 4 woeks beginning 6/21/2012 1o
of three sampled residents (Residet! #1), On ' chsure any atlegation of abuse or neglect is
05/23/12, the facility's Administrator was made ' reporied, investipated and resolved.
aware of an alleggtion of abuse, date unknown, DON,ADON or UM 1'o_comp'1e['c skin
that 1nvc_:ived. Resl?ent #1 HOWE‘V?[”. the facility assessments on at least 3 residents weekly x4
did not reporl the allegation immediately to the weeks begioning 6/20/2012 to ehsure any signs :
. ;ﬁgﬁ%ﬁ?tﬁfglzsggﬂaznﬂ ;Z?;?ﬁ_tggyme ol’abusg or n;s[.lgicécit 15 Ireporte_d, investigated and
- I _ I resolved per EHSI policy.
?;I?g;ﬂ gi;p séf t‘?ﬁtgrfa(rc];lji[t;ed)ut?in%r?: 'ed?ﬂg:ﬂ?y?; care Depar[menl Managers were reﬂed}:cmm"l hy.{hc ‘
investigation RDCS on 6/4/2012 regavding EHSI policy for
T 5 types of abuse and nogleet, reporting of abuse
The findings include: and neglect, ensuring Administrator is aware of
: ! any ailegation, required O1G, background
| A review of the facility's Abuse Procedurs policy checks, and KBN abuse registry check prior to
{last revised date of April 2012) revealed the : employment. |r
facility would identily evenls that conslifule abuse : ;
and would investigate any reported allegations of !
abuse or neglect. Furher review of the faciiity
policy revealed that during the facility
investigation, any individual suspected of resident
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‘Investigation revealed RN #1, suspocted to have

abuse or neglect would be suspended pending
outcome of the investigation. In addition,
according to poficy, staff was required to report all
afleged violations to the state agency as requiired.

A review of the facility Invastigation revealed ths
Tacility Administrator was made aware on
05/23/12, of an allegation of verbai abuse that
Involved facility staff and Resldent#1. The
facility's invesfigation revealed the Administrator
was notified by Resident #1 on 056/23/12, in
writing, that Registered Nurse {RN) #1 had

“screamed” at the resident. However, based ona |

revisw of decumentation, the facility failed to
inifiale an investigation of the abuse at that time.
Rased on a review of the facility's investigation, -
rno other residents were interviewed related to .
{raatment received from facility staff named in tha |
allagation of abuse. In addition, the facility's i

been invoived in the allegation of abuse,
continuad to provide direct care to residents in
the facility on 05/25/12, 05/26/12, and 05/27/12,
prior to the conclusion of the facility's
investigation.

A review of the personnet racord for RN #1
revealed the facility had conducted the reguired
criminal background checks prior (¢ her
employment at the facility and there were no
findings reported. ‘

An interview with Resldent #1 on 05/31/12, at
4:45 PM, revealed the resident had reporfed in
writing to the facllity Administrator on 05/23/12,
that RN #1 had verbally abused hinvher: Further
interview revealed Residen! #1 stated, "| have not
heard frorm him since I told him | was verbally

x| SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN DF CORRECTIGN o ey
PREFX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX . {EAGH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG | REGULATORY QR LSG IDENTIFYING INFORIMATION) TAG ! CROSSREFERENGED TO THE APPROPRIATE DATE
! BEFICIENCY)
F 225 i “rom pa - 225 v allegati inni
Continued From page 2 F225| Apy allegation of abuse beginning 6/20/2012

will be investipated by the Administeator , DON
and Regional Nurse, Any employee involved will
be suspended imnmediately and removed for work
until investigalion is complete,

Weckly review of all allegations of abhuse will be
completed by the Administrater, DON, Regional
Nurse and QA Lleam beginning 6/206/2012 1o
ensure that any employee involved was

- immediately suspended and remain suspended
until investigationwas completed and abuge
and/or negleet was determined. '

4.Quality Assurance Team{Administratar,
DON,ADON, UM 88D, Business Qftice
Muanager, RDCS and Medical Director) 1o mect
weekly beginning 6/20/2012 to review
audits/interviews and to ensure that any
allegation of mbuse was investigated , employee
suspended immediately and remained suspended
undil investigation way complete and revise plan
as needed based on andit-outcomes until this
issue is completely resolved,

! 5.Date of Compliance 6/22/2012.

- FORM CM5-2587 (02-28} Previous Varslons Obsolele

fvenl 1D UGTRH

Received Time Jun 25, 2077 5:08PM No, 8778

Faclilty 1D; 160454

" W continuation aheet Page 3 of 4



06/25/2012 MON 16:25 FaX S0 QIG gooes/o13

PRINTED: 06/26/2012.

DEPARTMENT OF HEALTH AND HUMAN SERVICES © - o o FORM ARPROVED -
CENTERS FOR MERDICARE & MEDICAID SERVICES : OMB NO, 0838-0301
STATEMENT OF DEFICIENCIES {X4) PROVIDERISUPPLIER/CLIA {X2) MULTIFLE CONSTRUGTION {X3) LATE SURVEY
AND FLAN OF CORRECTION IENTIFICATION NUMBER; COMPLETED
A, BUILDING
y : B, WING : ¢
: 185262 B 06/04/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CI'NY, STAVE, ZIF CODE ‘
131 MEADOWLARK DRIVE -
MADISON HE_ALTH AND REHABILITATION CENTER ‘ RICHMOND, KY 40476
W | SUMMARY STATEMIZNT O DEFICIENCIES T o FROVIDER'S PLAN OF CORRECTION Xs)
PREIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULL BE COMPLETION
TAG | REGULATORY OR LEC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AMPROPRIATE DATE
. DEFICIENCY)
: !
F 225 | Continued From page 3 i F 225
abused."
Arinterview wilh tha facility Administrator on
06731712, at 3:45 PM, confirmed he had been
notified in writing by Resident #1 on 05/23/12, of
- an aliegation of abuse. Further interview with the
Administrator confirmed no other residents in the i
facility had been assessed or interviewed related E
to Resident #1's allegation of abuse from facility |
staff. The Administrator stated he had not
notifled state agencies of the allegation of abuse
| he received on 05/23/12, and RN #1 had not
i bean removed from providing direct care until
05/30M12. -
: |
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