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An Abbreviated Survey investigating with Residet#l-by, the ¢
KY: 17942 was initiated on 03/12/12 and Director on Dumerous ¢teasions as stated
conciugied on 03/12/12. The allegation was in the SOD. The failure was in not docu-
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ility must provide medically-related social
to attain or maintain the highest
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EQUIREMENT. Is not met as evidenced

on abservation, interview and racord
it was determined the fegcility falled to

not apta to prwtde any documanted
that sociaj sarvices consulted and

which inciuded Cerebrovascular
Late Effects of Hemiplegla, Depressive
r, Osteoporosis, and Malaise/Fatigue.

¢ medically-related social services to attain

of Resident #1's clinical record, revealed
lity admitted Resident #1 on 05/06/06, with

discussions with the resident pertaining to
'| the incident of 2/24/12, as well a3 to her
general well-being and those discussions
have been documented. Discussions took
place on 3/15, 3/16, 3/17, 3/18, and
3/19/2012.

Social Services notes have been completed
on all residents requiring medically-
related services. No additional residents
lacking in necessary medically-related
social services have been identified.

Social Services Director has been in-
serviced by Director of Nursing and
Administrator regarding necessity for
documentation on 3/15, 3/17, and
3/19/2012. All departwnent heads and
nursing staff have been instructed to report
need for social service intervention to Socja)
Services Director immediately. Social
Services Director shall document intersction
and interventions with residents as required.

Compliance will be monitored in Weekly
Care Plan meetings, weekly CQI meetings,
and by Director of Nursing.
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CQI Committee is comprised of the Director
of Nursing, Administrator, All Depariment
beads, random added employees from each
department, Pharmacy (Quarterly) and our
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in p time of need. Continued interview
revealpd staff did not address his/her feslings at
the time of the alieged abuse allegation.

with Rppsident #1 regardint) the situation and
have ensured Regident #1 feit safe and

il of Resident #1's psychosodal status
to the incident on the day of the incident.

iew with the Director of Nursing, on
f12 at 4:30 PM, reveated she could not

acort where Social Services had provided
pasires to Resident #1 related to the incident

24/12 until 02/27/12. Further interview

Bd Social Services should- have bean

Jve in provigling services to Rasidentﬁ.

A, revesled he had instructed Social
Worker #1 to tollow-up with Resident #1
lly since the ailegation had been alleged.

r inferview revealed the Administrator
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would jhave expected Social Services Worker #1
to document her visits and conversations with
Resident £1. ' .
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