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Submission of this plan of correction is not a
legal admission that a deficiency exists or
that this statement of deficiency was
correctly cited, and is also not to be construed
as an admission of interest agsinst the
substantiated with a deficiency cited at a Scope facility, the Adn;in{strator ar any employees,
and Severity of a "D", agents, or other individuals who draft or may
F 226 | 483.13(c) DEVELOP/IMPLMENT 228 | be discussed in this response and plan of

Ss=p | ABUSE/NEGLECT, ETC POLICIES correction. in addition, preparation of this
b | ' plan of carrection does not constitute an

i admission or agreement of any kind by the

AMENDED
An Abbreviated Survey investigating Complaint

#KY230841 was conducted on 10/16/15 through
10/22/15. Complaint #KY23941 was

The facility must develop and implement wrilten

policies and pracedures that prohibit { facility of the truth of any facts alleged or see |
mistreatment, neglect, and abuse of residents , the correctness of any allegation by the
and misappropriation of resident property. E survey agency. Accordingly, the facility has

prepared and submitted this plan of
| correction prior to the resolution of any
appeal which may be filed solely because of

This REQUIREMENT is not met as evidenced the requirements under state and federal law
by: that mandate submission of a plan of

Based on interview, record raview, and review of correction within (10) days of the survey as a
the facility Abuse/Neglect policy, revealed the condition to participate in Title!8, and Title
facillty failed to implement their written policy and 19 programs. The submission of the plan of
procedure for one (1) of four (4) sampled correction within this timeframe should in no
residents (Resident #1). way be construed or considered as an

agresment with the allegations of
noncompliance or admissions by the facility.
This plan of correction constitutes a written

i allegation of submission of substantial
compliance with Federal Medicare
Requirements,

‘The facility falled to notify Resident #1's
Responsible Party imely when Resident #1
alleged Resident #2 raped him/her when
Resident #2 was found undressed, laying in the
bed with Resident #1.

The findings includs:

Review of the facllity's "Abuse and Neglect
Policy”, not dated, revealed the Director of
Nursing was responsible for ensuring the
responsible parties and physicians were notified

|

|
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Any deflciency statement ending with an asterisk (*) denotes a deficlency which the insiulion may be excused from comrecting providing it is daterminad that
other safeguards provide sufficient protaction to tha patients . {Sea instructions.) Except for nursing homes, the findings stated above are dlaclosabla 90 days
following the date of survey whether or not a plan of correction Is providad. For nuraing homes, the above findings and plans of comection are disclosabla 14
cays foliowing the dats thesa documents are made avaiiabla to the facilty. It deficiencies are cited, an approved plan of correction la requisite to continued
pragram participation.
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of the alfeged incident of abuse/neglect.

Record review revealed the facility admitied
Resident #1 on 07/01/12 with diagnoses, which
included Dementia, Mild Intellectual Disability,
Behavioral Disturbances, Delusional, Bipolar
Disorder, Pseudo-Bulbar Affect (PBA) and
Convulsions. Review of an Annual Minimum
Data Set (MDS) assessment, dated 03/26/15,
tevealed the facility assessed Resident #1's
cognition as Intact with & Brief Intarview of Mentat
Status (BIMS) scaore of ten (10), which indicated
the resident was interviewable,

Review of tha facility's Investigation Report, dated
09/20/18, revealed Resident #2 was found in
Resident #1's bed on 09/22/15 st 4:30 AM and
had removed his/her pants and had no clothes
on. Resident #1 stated Resident #2 had raped
him/er,

Interview with Resident #1, on 10/16/15 at 2;33
PM, revealed he/she slated, "Resident #2 came
into his/her room and tried to rape me"; than,
laughed and smiled. When asked if and where
he/she was touched by Resident #2, Resident #1
patted the sides of his/her thighs with both hands
and stated "he/she touched me here" again
smiling and laughing. When asked if Resident #2
touched any other body part, pulled on histher
pafama bottoms or brief or genital area. Resident
#1 denled inappropriate touch by Resident #2.

Interview with Resident #1's Responsible Party,
on 10/18/16 at 3:38 PM, revealed he was notified
an unusual event had occurred involving his
relative on 08/22/15 at approximately 11:30 AM.
He stated he thought the facility should have
called him socner so he could be of support to his
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1} Resident #1 continues to reside at
the facility. Resident #1 has denied
that the incident as portrayed
ever occurred. The residents
responsible party was notified
on 9/22/15 at around 11:30am by
the director of nursing.

2) The family of resident
#1 was notified by
‘The Director of Nursing
On 9/22/15 st approximately
11:30am.
The director of nursing or
the assistant director of nurses or
the facility administrator will notify
residents physicians and
interested/responsible
parties of any allegation of
abuse and neglect
immediately or as soon as practicable.
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family member,
interview with Certified Nurse Alde (CNA} #1, on 3)  On11/19/15 the Administrator
10/19/15 at 3:45 PM, revealed he found Resident completed an educational review
#2 nude, laying somewhat diagonally and partially for the Director Of Nursing as
across Resident #1, with his/her face "buried in well as department
the pillow, and arms straight down to his/her heads in regards to F226 and
sides on 09/22/15 at 4:15 AM. CNA #1 revealed F 157 as they relate to the
Resident #1's brief was pulled down slightly in the notification of the
front but was without disturbance of the cream interested/responsible
and powder that hed been applied after the party as it relates to allepations
incontinent care at 4:00 AM, and he did not of abuse or neglect .
observa any powder or cream on Resident #2's The director of nursing or
hands, legs, or genitals. the assistant director of nurses or
the facility administrator will notify
Interview with Registered Nurse (RN} #2, on residents physicians and
10/18/15 at 2:29 PM, revealed she assessed bath interestcdlresponsible
residents and called the Director of Nursing . .
parties of any allegation of
{DON) to inform her of the unusual event and abuse and neglect
immediately placed Resident #2 on one-lo-one
{(1:1) supervision, immediately or as soon as practicable.
Interview with the DON, on 10/16/15 at 11:00 AM,
revealed she raceived a call on the early morning
of 09/22/15 at 4:45 AM and was advised of the 4} The Administrator will conduct
incident. She stated she arrived at the facllity at an audit of notification to
approximately 5:30 AM and sent a text message residents/physicans/responsible
to the Administrater. The DON further revealed parties and interested parties with any
she did not cail Resident #1's responsible party. allegation of abuse or neglect at the
time the allegation is brought forth to
Interview with the Administrator, on 10/19/15 at validate that notifications were
8:30 AM and on 10/20/15 at 4:22 PM, revealed completed by the director of nursing
she arrived at the facility at approximately 6:30 or assistant director of nursing
AM and began an investigation of the incident, immediately or as soon as ’
The Administrator stated she contacted the : .
practicable after being
Medicai Director, and the jocal Law Enforcement :
=l & notified/ made aware
Organization (LEQ). She staled sha did not call of the alleged ab !
Resident #1's responsible party until 11:30 AM on alleged abuse or neglect.
09/23/15 and she did not call the responsible
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party sconer because she was conducting the
investigation,
This audit will be
conducted daily for 5 days

for one week and then
weekly for 3 weeks,
then monthiy for 2
months.

The results

of all audits will be reviewed

with the quality Assurance
committee monthly for

three months. Any time

concemns are identified

the Quality Assurance

committee will convene

to review and make further
recommendations. The

Quality Assurance Committee

will consist of at 2 minimum

the Administrator,
the Director of Nursing,
Assistant Director of Nursing,
Dietary Services Director,
Maintenance Director, Activity
Director ,Business Office Manager
with the Medical Director attending
at least quarterly.

Compttin,
al:ic,
Weofes
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