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i The preparalion and execution of this plan of
F 000 | INITIAL COMMENTS F 000 | corraction does not conslitule admission or

F 225
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An abbreviated slandard survey (KY23381) was

| conducted on 06/17/15. Tha complaint was
substantiated with daficient practice identified at

0" lavel.

483.13(c) 1Xi)-(iil), (cK2) - (4)
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

Tha facility 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 alde or
other facility staff to the State nurse aide registry
or licensing authorities,

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reportad
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevant further potantial abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and o other officials in accardance

| agreement by the provider of the truth of the

facts alleged or conclustons sel forth in the

statement of deficiency. This plan of correction

is prepared and execuied solely bacause it is

required by federal and state law.

F 225| 1. The allegalion of abuse for resident #1 was

unsubstantiated by the OIG and the facility.

A PHQ9 mood Interview was completed on

resident #1 by the Soclal Service Director on

6/12/15 to determine if there was any changa in

mood related to the reparied allagation. There

was no change identified.

2. Inlerviews have been conducted by tha

Social Service Diractor/DON/ADON with 10

| interviewable residents on the same unit as

| resident #1 o determine if thera were any

concams related Lo care provided by any

staff. There were no concerns reported. Tha |

skin assessments for the non-interviewabls

| rasidents on the same unit as resldent #1 were
reviewed by the DON/ADON on 7/7/15 to detarmine

if there were any injuries of unknown origin. Thr:Ie

were none identified, ‘%

N,

| 'I{ilts

3. The Administrator, Social Service Director, D
and ADON have received in-service aducation
an compliance with the facility abuse policy as
provided by the contracled Nurse Consultant on
717113, including, but not limited to: identificatio
of events requiring investigation; and removal o
any idenlified staff from the resident direct care
| area and/or the facillty until the conclusion of th
investigation to protect the residents,

4. The CQ! indicator for the manitaring of compli
ance with the facility abuse palicy will be ulilized
manthly X2 months and then guarterly thereafte
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as per the CQI calendar, by the Administrator ot
F 225 | Continued From page 1 F 225| Social Service Director. Findings below the

with State law (including to the State survey and
certification agancy) within 5 working days of the
incidant, and if the alleged violation is verified
appropriate corraclive action must be taken.

required thrashold of 100% will result in a plan gf
correction to addrass the identified areas. The
indicator includes bul is not limited to the moni-

toring of: reporling all allegations of abuse, remgval

of staff identified in an allegation from the resident
diracl care area and/or facility to protect the
residents; and thorough Investigation of all

This REQUIREMENT Is not met as evidenced .
allegations of abuse,

by:

Based on intetview, record review, and review of
the facility's investigations and abuse policy, it
was delermined tha facility failed to protect
residents of the facility when an allegation of
abuse was raported and an investigation was
inittated. The abuse allegation was raported on
06/11/15 at 10:15 AM to the Assistant Director of
Nursing {ADON) concerning two (2) staff
members that "held down" Resident #1 and
would not help her. Resident #1 was unable lo
remember the staff members’ names; however, a
description of the staff members was given lo the
facility. The two (2} staff members wera identified
on 06/11/15 at 11:30 AM. The facllity failed to
ensure the safety and protection of Resident #1
and other residents of the facility by not removing
Certified Medication Technician {CMT) #1 and
CMT #2 from the facility pending the
investigation, according to the facility’s Abuse
Policy.

The findings include:

Review of the facility’s policy titled "Abuse,
Neglect and Exploitation,” not dated, revealed in
casa of allaged abuse involving an employee
against a resident, the employee would be
suspended pending further investigation by the
Administrator.
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Record review revealed the facility admitted
Resident #1 on 04/07/15 with diagnoses that
Included Anxiety, Deprassive Disorder,
Congestive Heari Failure, Respiratory Fallure,
and Chronic Alrway Obstruction. Review of
Resident #1's Admission Minimum Data Set
(MDS) Assessment dated 04/14/15 revealed tha
resident was interviewable with a Brief Interview
for Mental Status (BIMS) scora of 13 which
indicated Resident #1 was cognitively intact.

Interview with Resident #1 on 06/17/15 at 1:15
PM revealed the resident stated, "The two girls
held ma dewn; | couldn't breathe, and | was
scared.”

Interview with the ADON on 08/17/15 at 3:30 PM
revealed she immediately began an investigation
after she was made aware of the alleged abuse,
She stated after she and the Director of Nursing
{DON) completed all staff interviews, thay
concluded that Resident #1 had a “"panic attack”
and no abuse had taken place. She further
stated that since they concluded that no abuse
had taken place, there was no need to suspend
CMT #1 or CMT #2.

Interview with the DON on 08/17M5 at 3:15 PM
revealed the facility had never received a
complaint on CMT #1 or CMT #2 conceming
abuse and after the investigation was over she
did not believe this was an incident of abuse and
the named staff in the incident did not need to be
removed fram the facility

Interview with the Administrator on 08/17/15 at
2:55 PM revealed she and the DON were
responsible for starting the investigations when
sllegations of abuse were made. She further
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The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on interview, parsonnel record review,
and raview of facility policy, it was determined the
facility failed to ensure criminal record checks
were requested upon hire for one (1) of five (5)
personnel records reviewed (Employee #1).

The findings include:

Review of the facility's policy, "Abuse, Neglect,
and Explaitation,” not dated, revealed criminal
record chacks would be conducted on all
employees.

Raview of the personnel racord on 08/17/15 at
6:00 PM for Employee #1, revealed the
employee's hire date was 11/27/03. Further
review of the personnel record revealed no
evidence that the facility conducted a Criminal
Record Check to ensure the employee did not
have a past criminal record.

2. All current employee filas have been audited
by tha Accounts Payable/Payroll Clerk on 6/18/15
lo delermine that criminal record checks were
obtalined upon hire and are prasent in tha file.
All files contain criminal record checks.

3. The Accounts Payable/Payroll Clark will have|
the department head over each new hire to sign
the criminal record check when it is oblained, to
verify that this has been completed upon hire.
In-service education has been provided by the
Administrator on 7/7/15 for lhe Accounts Payable/
Payroll Clerk and depariment heads on this ne
procass.
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F 225 | Continued From page 3 F 225
ravealed she was not in the building when the
alleged abuse complaint was reporied; however,
she was notified of the incident. The
administrator stated, “If we think staff is truly
being abusive then yes, we remove the staff from
the facility."
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226| 1. The criminal record check has been completdd
5S=D | ABUSE/NEGLECT, ETC POLICIES for employee #1 and placed in the employee ﬁlj. 1 Ig | s

4, Tha CQl indicator for the monitoring of smployee

files for criminal record checks will be utilized
monthly X2 manths, and then quarterly thereafte
as per the established CCQ calendar under the
supervision of the Administrator.
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Intarview with the Accounts Payable/Payroll Clerk
on 08/17/15 at 6.50 PM, revealed she was
responsible for complsting criminal checks on all
new employees. However, she stated she did not
start in that job position until 01/03/05 and
Employee #1's hire date was 11/27/03.

Interview with the Administrator on 08/17/15 at
7:00 PM, revealed all new employees should
have Criminal Record Checks completed.,
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