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) 1. Al resident trust fund accounts
A Standard Re-certification Survey and an underwent a forensic audit by an outside

Abbreviated Survey investigating ARO

KY00015848 was initiated on 02/08/11 and certified accounting firm. -Any resident

concluded on 02/10/11. ARQ ##KY00015848. trust fund account found to be affected
was substantiated with deficiencies cited. was refunded the amount of discrepancy.
Deficiencies were cited at 42 CFR 483.10 '
Resident Rights. The highest Scope and Severity 2. An audit of all resident trust fund
g;r?gt.;ft;'d%rlﬂtf)?? ﬁgﬁ? Code Survey was accounts was completed by a certified
F 159 | 483.10()(2)-(5) FACILITY MANAGEMENT OF F 59| accounting firm to determine if other
ss=n | PERSONAL FUNDS residents were affected.
Upon written authorization of a resident, the 3. Beginning in August 2010, the
taclity must hold, safeguard, manage, and accounting software for Pine Meadows
account for the parsonal funds of the resident T Health Care was transferred to the

deposited with the facility, as specified in

paragraphs (c)(3)-(8) of this section corporate office to handle all posfings of

monthly resident trust transactions. As a

The facility must deposit any resident's personal result, COF_’ieS of all deposits, check ?t”bs'
funds in excess of $50 in an interest bearing cash receipts and cash count logs afe
account {(or accounts) that is separate from any of sent to the corporate office, which are then
the facility's operating accounts, and that credits entered and reconciled against the bank
all interest earned on resident's funds to that statement on a monthly basis. The bank

account. (In pooled accounts, there must be a

separate accounting for each resident's share.) [ §;“;'~ s— bank s_tatemgnt is sent c!nrect!ytq the
- Eﬁmg e g%gﬁ) el offtce along with scanned
cop

The facility must maintain a resident's personal fi& ffgheck withdrawals. The

funds that do not exceed $50 in a non-interest § jj native at the corporate office does
baaring account, Interest-bearing account, or ;a,y ; f heck writing capability, nor has
petty cash fund. s wcess cash funds at the facility. This
process also allows additional monthly

The facility must establish and maintain a system

that assures a full and complete and separate monitoring of fransactions since the

accounting, according to generally accepted , corporate representative sees the type of

accounting principles, of each resident's personal withdrawls that are occuring on a weekly/
| funds entrusted to the facility on the resident's monthly basis. :

behalif. S

LABOHATOHY DIRECTOR'S CR PROVI SUPPLIER HEPF@ NTATIVE'S SIGNATURE . TITLE ' {X6) DATE
e A prgs et 361/

Any dsficiency statement endlﬁm an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing It is detarmined that
other safeguards provide sufficlent protecticn to the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
toltowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plang of correction are disclosable 14
days following the date these documents are made available 1o the facility. If deficlencles are clted, an approved plan of correction Is requlsite 1o continued
program participation. . B )
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The system must preclude any commingling of The quarterly Resident Trust Fund
resident funds with facility funds or with the funds statements are generated from the
of any P‘?'S‘.’” other than another res;@gnt. - corporate office and sent to Pine .
The individual financial record must bio available Meadows for distribution to residents
through quarterly statements and on request to -andfor responsible parties.
the resident or his or her legal representative. * Effective July 2010, Pine Meadows
n - : ordered new Resident Trust Fund
Medloatd banafs whon the amountin e - chacks which require two-person
resident’s account reaches $200 legs than the ssgna}tures. Th‘,a facility fepres_emat've
$81 resource limit for one person, specified in who is responsible for disbursing cash
soction 1611(a)(3)(B) of the Act; and that, if the to residents is not permitted to be a
amount in the account, in addition to the valus of - signer on the account.
the resident's other nonexempt resources,
reaches the 88| resourge limit for one person, the i wi
resident may lose eligibility for Medicald or SSI.. ién‘;titcg:lpgszftglI(!ggur::aasgr?w?;i\::::e
‘ every month for the first three months

- | This REQUIREMENT s not met as evidenced and every three months thereafter.
by: ‘ This audit will include a review to
Based on Interview and record review it was ensure all policies and procedures
determined the fac::ity failed to have an effective are being followed. The audit will
system in place to hold, safeguard, manage, and . T .
account for the personal funds of restdent% In the Include a sampling of tran.sacn'o ns
tacility as evidenced by a facility audit that to ensure accuracy of resident

| uncovered mlsapproprfatlon of residents' personal signatures on cash receipts and

funds. verification that withdrawals from
. ' . resident trust are valid via interviews
The findings include: with staff and/or residents.
Review of the the facility's policy related to  Onoe dgtg rmined via the audit process
Abuse/Neglect/Misapproptiation, updated 10/99, that policies and procedures are being
revealed "Misappropriation of resident property’ is followed then the audits will eventually
deflned as the patterned or deliberate decrease to bi-annual audits.
misplacement, exploitation, or wrongful,
temporary or permanent use of a resident's Completion date: | 3/16/2011
persohal belongings or money without the _
restdent s consent,
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Continued From page 2

i bagk to 07/10, and it was aiso noted the current

During the review of the Residents' Personal
Funds Accounts, it was noted the ledger with the
aceounting of residents' personal funds only went

bookkeeper had started in 07/10. Interview on
0210/11, at 11:30 AM, with the Bookkeeper
revealed the corporate office had all the ledgers
for the residents' funds accounts prior to 07/10.
She stated the corporate office took the
information prior to 07/10 to do an audit due to
the discovety of misappropriation of residents'
personal funds.

Interview with the Corporation President on
02/10/11 at 4:20 PM revealed the previous
Administrator had discovered some discrepancies
while doing an audit of the "petty cash” account at
the facility and reported It to the corporation. He
further stated, he went to the facllity and could not
find the residents' funds files. Further interview
revealed he contacted the police and employed a
firm to do the forensic accounting which
discovered the residents' funds account had heen
misappropriated by the facllity's bookkeeper, who
no fonger was smployed, for more than
$60,000.00. Further interview revealed the facility
failed to have an effective auditing system in
place to identify the misappropriation during
routine annual audits of the residents’ funds
account

These findings were referred to the Special
Investigations Office, the Atiorney General's
Office, Department of Community Based
Services, and the Police.

483.13(c) PROHIBIT
MISTREATMENTINEGLECTIMISAPPROPRIATN

F 150

F 224
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| have an effective system in place to hold,

‘| revealed "Misappropriation of resident property" is
| defined as the patterned or deliberate

“accounting of residents' personal funds only went

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident praperty.

This REQUIREMENT is nof met as evidenced
by:

Based on interview and record review it was
determined the facility falled to Implement the
facllity's policy that prohibits against
misappropriation of resident property by failing to

safeguard, manage, and account for the personal
funds of residents in the facility as evidenced hy a
facility audit that uncovered misappropriation of
residents’ personal funds,

The findings include;

Review of the the facllity's policy related to
Abuse/Neglect/Misappropriation, updated 10/99,

misplacement, exploitation, or wrongful,
temporary or permanent use of a resident's
personal belongings or money without the
resident's consent,

'During the review of the Residents' Personal .
Funds Accounts, it was hoted the ledger with the

back to 07/10 and the current bookkeeper had
started in 07/10. Interview on 02/10/11, at 11:30
AM, with the Bookkeeper revealed the corporate
office had all the ledgers for the residents’ funds
accounts prior to 07/10. She stated the corporate

F224

1. All Resident Trust Fund accounts
underwent a forensic audit by an outside,
certified. accounting firm. Any Resident
Trust fund account found to be affected
was refunded the amount of discrepancy.

2. An audit of all Resident trust Fund
accounts was completed by a cenrtified
accounting firm to determine if other
residents were affected.

-3. Beginning in August 2010, the
accounting software for Pine Meadows
Health Care was transferred fo the
corporate office to handle all postings
of monthly resident trust transactions.
As a result, copies of all deposits, check
stubs, cash receipts and cash count
logs are sent to the corporate office,
which are then entered and reconciled
against the bank statement on a monthly
basis. The hank statement is sent
directly to the corporate office along with
scanned copies of check withdrawals.
The representative at the corporate
office does not have check writing
capability, nor has access to cash

funds at the facility. This process also
allows additional monthly monitoring

of transactions since the corporate
representative sees the type of
withdrawals that are occuring on a
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The facillly must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or

‘decrease to bi-annual audits.
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F 224 Continued From page 4 F224 weekly/monthly basis. The quarterly
office took the information prior to 07/10 1o do an Resident Trust Fund statements are
audit due to the discovery of mlsapproprlauon of tod from th e office and
residents' personal funds. generated from ihe corporaie ofiice a
sent to Pine Meadows for distribution to
Interview with the Corporation President on residents and/or responsible parties.
02/10/11 at 4:20 PM revealed the previous Effective July 2010, Pine Meadows
Aﬂ?ifgsgrafofdisccﬁgeﬁg Som?t diSCFﬁpﬂW'GS ot ordered new Resident Trust fund checks
‘while doing an audit of the "pselty cash" account a hi ire two-person sianatures.
the facility and reported it to the corporation. He ‘.'I.Vh [c? rﬁ?twre rez pri;tiv o W% o i;‘
further stated, he went to the facility and could not © 1acilily representall
find the residents’ funds files. Interview further responsible for disbursing cash to
revealed he contacted the police and employed a residents is not permitted to be a signer
firm to dothe forensic accounting which on the account.
discovered the residents' funds account had been
misappropriated, by the facility's boqkkeeper, who 4. The corporate billing manager will
was no longer employed by the facllity, for more conduct an audit to ensure compliance
than $50,000.00. Further interview revealed the : P
facility fafled to have an effective auditing system every month for the first three months -
in place to identify the misappropriation during and every three months thereafter. This
_routine annual audits of the residents' funds audit will include a sampling of
account. transactions to ensure accuracy of
. resident signatures on cash receipts and|
These findings were referred to the Special
Investigations Office, the Attorney General's verification that withdrawals from :
Office, Department of Community Based resident trust are valid via mterwews with
Services, and the Police. staff and/or residents.
F 226 | 483.13(c)(1)(ii)~iil), (c)(2) - (4) F 2251 ©Once dsetermined via the audit process
88=D | INVESTIGATE/REPORT that policies and procedures are being
. | ALLEGATIONS/INDIVIDUALS

followed then the audits will eventually

Completion date: ' 3/16{2011
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| other facility staff to the State nurse aide reglstry

| by:

| revealed hefshe was admitted on 10/15/10 with

or licensing authonhes

The facllity must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including Injurles of unknown source and

misappropriation of resident property are reported |

immediately to the administrator of the facility and
to other officlals tn accordance with State law
through established procedures (including to the
Stale survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
Investigatlon is in progress.

The resulls of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within & working days of the
incident, and if the alleged violation is verified -
apprapriate corrective action must be taken.

This HEQUIHEMENT is not met as evidenced

Based on interview and record raview, it was
determined the facllity falled to follow it's policy on
reporting misapprapriations to the State Agencies
for one (1) of twenty three (23) sampled residents
{Resident # 19).

The findings Include:

Review of Resident#19's Medical Record

. The administration and all facility staff

1. The article that resident #19 allegedly
had missing was reported to Senior
Crime Stoppers, to the resident's family
and the alleged missing amount was
reimbursed to resident #19.

2. There are no other reportable instances
at this time involving other residents.

3. The facility policy on misappropriations
of resident property was revised to state
that any alleged misappropriation of
property will be reported fo the appropriate
state agencies immediately. The facility
will then report the findings of the
investigation within five (5) working days.

will be in-serviced by Crime Stoppers on
3/21/2011 on the topic of deterring any
and alt theft in the facility. The corporate
Director of Operations in-serviced the
facility Administrator on 2/20/2011 on
faclity Abuse, Neglect and

Misappropration of Resident Property. All |
_other staff will be in-serviced on the policy| -
- revision on 3/21/2011. '

4. The Administrator will receive all
missing article reports from Social
Services to ensure appropriate agencies
are notified if the items cannot be iocated
within the time frame stipulated by policy
revision.

{X4) 1D D’ PROVIDER'S PLAN OF CORRECGTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPRCPRIATE DAYE
DEFICIENGY)
F 225 | Continued From page 5 F225| F225
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diagnoses which included Atrial Fibritation, Deep
Vein Thrombosis, Hypertension and Coronary

Artery Disease. | The Administrator will be responsible for
Review of the facility's "Missing Iltem Report" | compliance..
dated 01/13/11, revealed Resident #19 reported

forty ($40.00) dollars missing from his/her locked Completion date: 312212011
box belween bedtime on 01/12/11 and 1:00 PM ' : -

on 01/13/11. Further review revealed the resident
was interviewed, the Administrator and Resident
#19's nlece were nofified. However, the
appropriate State agencies were not notified.

Interview with the Social Services Director on
02/10/11 at 11:45 AM revealed she had no
answer as to why the appropriate State Agencies
were not notlified.

Interview with the Director of Nursing, on 02/10/11
at 4:25 PM, revealed the Administrator and Social
Services Director were responsible for reporting
misappropriations to the State Agencies.

Interview with the Administrator, on 02/10/11 at
4:45 PM revealed he was unsure of the facllity's
policy or why he did not follow the policy in
reporting misappropriations.

Review of the facility's policy regarding reporting
thefi/misappropriations revealed the appropriate
State Agencles should be notified. Further review
of the facility's policy revealed it failed to Identify
when the State Agencies should be notified.
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K 000 [ INITIAL. COMMENTS K 000
ALife Safety Code survey was initiated and
concluded on February 10, 2011. The facllity was
found nhot to meet the minimal requirements with
42 Code of the Federal Regulations, Part 483.70.
The highest scope and severity deficiency
identified was at an "E" level.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD Ko1g, K018
858=D 1. The fire doors on zone 2 & 3 of facility
Doors protecting corridor openings ih other t_han were brought to compliance by our
required enclosures of vertical openings, exits, or maintenance department the day of
hazardous areas are substantial doors, such as 21011
those constructed of 1% inch solid-bonded core survey. ‘
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only 2. All fire doors in the facility were
required to resist the passage of smoke. There s checked by facility maintenance
no Impe?:;mc?m'ttr? the closing ﬁ'f g;e fdoif s. Doors depariment to ensure they closed
are provided with & means suitable for keeping ;
the door closed. Dutch doors meeting 19.3.6.3.8 ;nhrfopuerLy t: provent smoke from passing
aro permitted.  19.3.6.3 : gh gap.
Roller latches are prohlbited by CMS regulations 3. The maintenance department will
in all health care facilities. conduct smoke gap checks on all fire
doors monthly x 6 months and quarterly
thereafter to ensure proper closure.
= @ RIE Results will be logged and problems
found will be corrected.
. MAR 7 - 2001
X 4. Records will be reviewed by Quality
s i o et Assurance during Quality Assurance
' audits. The facility Administrator will be
This STANDARD Is not met as evidenced by:- responsible for overseeing compliance.
Based on observation and interview on 2/10/2011, .
it was determined the facility failed to ensure the Completion date: 2/14/2011
corridor doors were capable of resisting the
passage of smoke. This deficlency has the
poteniial to atfect all residents and staff in Zone 2
LABORATORY mﬁEcTWE SUPPLIER/REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
e /‘%ﬂ Apiasstobor 3-8/

[4
Any deficlenoy statement.erding with an asterisk (*) denotes a datflclency which the Institution may be excused from correcting providing It Is determined that
other safeguards provide sutticlent protection to the patlents. (See instructions.) Except for nursing homes, the lindings stated above ara disclosable 80 days
following the date of survey whaether or not a plan of carrection Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to tha faclilly. If deflclencles are ited, an approved plan of correction Is requisite to continued
program parlicipation,
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and Zone 3. The facllity Is licensed for one
hundred iwenty beds (120) beds and the census
on the day of the survey was one hundred
thirteen (113) residents, ‘
The findings include:
Observation on 2/10/2011 at 10:25 AM with the
Maintenance Director, revealed the fire doors
between Zone 2 and Zohe 3 failed to close all the
way to resist the passage of smoke,
Interview with the Maintenance Director on
2/10/2011 at 10:25 AM, indIcated that he was
unaware that the doors were not closing properly,
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD K073 K073
S8=E .
No furnishings or decorations of highly flammable 1. The door decorations on the doors
character are used. 198.7.56.2, 19.7.6.3, 19.7.5.4 to 503, 504 & 506 were removed by
facility maintenance department the
day of survey, 2/10/11.
This STANDARD is not met as evidenced by:
Based on observation and interview on 2/10/2011, 2. All resident rooms were checked
it was deter[nlned the facllity failed to ensure that by facility maintenance department to
?ac::;}li?;nzgggl::!ianget?&lag;gxz:;gzlea%s;qrrethe ensure no other hanging decorations
: . . :
deficlency has the potentlal to affect all residents on'remdent doors were placed without
and staff in Zone B. The facility is licensed for one being properly treated to make
hundred twenty beds {(120) and the census on the decorations flame retardant.
day of the survey was one hundred thirteen (113).
o 3. Aletter will be provided to all
‘ The findings include: current residents & added to the
Observation on 2/10/2011 at 10:00 AM with the adr'r:;ssmn pac,k?i.for al f;tu':e
Maintenance Director, revealed three resident residents, explaining the Policy &
rooms with hanging decorations on the doors that Procedure for fireproofing door
were not flame retardant. The resident rooms decorations.
were numbered 503, 504, and 506,
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Interview with the Maintenance Director on All department heads were in-serviced
2M10/2011 at 10:00 AM, revealed they did not on this practice.
have a written policy for teating the decorations
with & flame-retardant material. 4. The safety committee will audit
Reference: NFPA 101 (2000 Edition) 19.7.5.4 : i‘r’]m?"a.?ce :é th.e.reg”fat“’f"[ monthly.
Combustible decorations shall be prohibited in e facllity Administrator will oversee
any health care occupancy unless they are flame- compliance.
retardant, :
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