DEC-B7~2812 16:22 From:HEARTLAND VILLR To:12702896089 Pase:2/7

PRINTED; 11/282012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0301
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULOING
Cc
165399 b WING 1170912012

STREETADDRESS, CITY. STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
8005 US HWY 60 WEST

HEARTLAND VILLA CARE AND REHABILITATION CENTER
LEWISPORT, KY 42351
4y SUMMARY STATEMENT OF DEFICIENGCIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COHPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROS5-REFERENCED TO THE APPROPRIATE ¢ DATE
: DEFICIENCY)

F 000 INITIAL COMMENTS Fooo|  his Plan of Corzection is
! prepared and submitted as |

required by law. By submitting
this Plan of Correction, Heartland

An abbreviated survey (KY #19324) was

conducted on 11/07/12 through 11/09/12 to

determine the facility's compiiance with Federal Villa Care & Rehabilitation

Li%l;;enrg;::sc.“;i’ #19324 was subsianiialed with Center does not admit that the |
F 226 | 483.13(c) DEVELOP/IMPLMENT | F226 de_ﬁClenC}' listed on this form
ss=p | ABUSE/NEGLECT, ETC POLICIES exist, nor does the Center admit to -

any statements, findi .

The facilty must develop and implement writien Y hasions the findings, facts, or

policies and procedures that prohibit conclusions that form the basis

mistreatment, neglect, and abuse of residents ! for the alleged deficiency. The

and misappropriation of resident property. Center reserves the 1i ght to

challenge in legal and/or ;
regulatory or administrative
. _ _ proceedings the deficiency, ;
This REQUIREMENT is nol met as evidenced statements, facts, and conclusions

by: .
Based on interview, closed record review, facility that form the basis for the
policy/pracedure review, and review of the deficiency.”
facilily’s investigalion, it was determined the
facility failed to ensure wrilten policies and . . i
procedures were implemented that prohibit : Resident #1 was discharged from :
neglsct of residents for one resident (#1), In the the center on 12/1/12. :

selected sample of four {4) residents. The facility i
fafled lo implement the Abuse and Neglect : g .
policy/procedtre as evidenced by the failure to An audit Of_ the facility 'gr 1e.vance
identity an afiegation of neglect according o their log and Resident Council Minutes
policy's definiiion of neglect. This failure K for the past 90 days were
prevented the facilily from nofifying the Staie riewe I L
Agencias about the alisgation. On 11/02/12, foviewed by the Administrator
11/9/12,  with no concerns .

! Resident #1 reported an allegation of neglect to _ ;
the Business Office, alleging that the facility failed identified.
{o provide timely care and services for Resident ;
#1 related to the failure of staff to respond limely | ‘
to the resident when he/she was having chest : :

i

paln ‘
TITLE u{s) DATE

MBORATORYWS OR PROVIDERIS PLIER PRESENTATIVE'S SIGNAYURE
MAAMJ);ZM;I A /@/7 [ 2

i 4
Any deficiency statement ending with an aslensk (‘) 4 oles a deﬂcmncy which the instilution may be axcussd from correcling proviging it is deteimided thal
ofher safeguards provide sufficlent protection o the péiliants, (See instiuctlons.) Except for nursing homes. the findings stated above are disclesable 90 days
faliowing the dale of survey whother or no a plan of correciion is provided, For nursing homes, Ihe above indings and plans of correction are disciozable 14
days folloving the date thesa décuments are made svailable to the faclity. If deficiencies ate ciled, sn appruved plan of carrcetton is requisita to conlinued

program padicipation,
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The Resident Council met and the

F 226 | Continued From page 1

Findings include:

Areview of the facility's "Prohibition of Abuse,
Neglect, Mistreatment, and Misappropriation of
Resident Property" policy/procedure, dated 01/08,
fevealed the definitlon of neglect as the failure to
provide goods and services necessary to avoid
physicai harm, mental shguish, or mental iihess.
Tha Administrator or his/ner designee reports
alleged violations and substantialed incidants to
the State agency and Lo ali other agencies
required.

i Acclosed record review revealed Resident #1 was
admifled to the facliity on 10/12/12 with diagnoses
to inolude Hypertension, Diabetes, and recent
tyocardial Infarction. The resident was sent o
the hospital on 11/01/12.

An interview with the Business Office Manager |
i (BOM), on 11/09/12 at 11:20 AM, revealed she

: spoke to Resident#1 at the hospital on 11/02/12,
: She staled Resident #1 staled he/she had
conceins related to the night he/she was sent [o
the hospital, Resident#1 informed the BOM that

he/she loid the nurse he/she was hiaving chest
pain and the nurse went Lo get someone elss, bul
never came back. The resident stated hefshe |
pushed the calt light, but no one ever came,
Resident #1 lold her that his/her chest was
hurting bad, so hefshe yelled out, and still no one
came. The resident told the BOM thal he/sha
finally yelled for someone that was walking down
the hall. The BOM stated she made the
Adminisirafive stafl aware of Rasident #1's
concerns in the morning meeting, which was
taking piace af lhat time,

Administrator  reviewed  the
minutes on 11/27/12 and reported
no allegations of neglect,

The  Director of  Clinical
Operations educated the
Administrator, Director  of
Nursing Services and  Staff
Devclopment  Coordinmator  on
identifying and reporting
allegations of abuse and neglect,
per the  company  Abuse
Prohibition Policy on 11/09/12
and again on 12/6/12 to include '
timely reporting and employee
suspension while investigating,
Facility staff weye re-educated on
identifying and reported
allegations of abuse and neglect
ias of 11/14/12 by the siaff
development coordinator. !

F 228

The Administrator and /or
Director of Social Services will
audit the grievance log weekly for
| thirty days and then monthly for
one year. Resident Council
Minutes will be reviewed by the
Administrator  and/or  Social
Services  Director ~ monthly.
Concerns  1dentified will  be
addressed as indicated, A
sumimary of these findings will be —
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for one year for further review
Areview of the facility's investigaiioq into the and recommendations.
Incident revealed that the facility reviawead the
record and interviewed the staff involved:
howavar, the incident was not reporied fo the
appropriate Slate Agencies,
i An interview with the Administrator and Director
i of Nursing (DONY), oh 11/08/12 at 3:00 PM,
revealed after Resident #1 was admitted to tha
hospital, the resident iold the BOM that there was
a leng time between the complaing of chest pain
and being sent out to the hospital. They revealed
they looked at the complaint as a grievance, not
as an allegation of neglect. They stated they
' reviswed the record and interviewed the slaff
invelved, but found no evidencs the staff did nat
respond appropriately and timely to Resident #1.
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