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oAD | SUMMARY STATEMENT OF OEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION T s
PREFX | 1EAGH OBFICIENCY MUST BE PRECEOED AY FLik PREFIX 1EACH CORRECTIVE ACTIONSHOULDBE | | CoMPLENION
TAG REGULATORY (R L5C IDENTIFYING INFORMATION) TAE CROBB.REFERENCED TR THE APPROPRIATE | axrE
i ; ' DEFKENCY
: ' “This Plan of Correction is prepared and
LINIT
F 000 INITIAL COMMENTS © FOO0! ubmitted as required by law, By
: : i submitting this Plan of Correcti
An Abbreviated Survey investigeting Complaint | ’ Bmdfurdggquare Care & on,
| KY#0D019585 was Infiated and condluded on ! Rehabilitati d .
011813, KYH00D19580 was substantisted with | ehabilitation Center does not admit
, ' deficlent practioe identifled. _ j that the deficiency listed on this form
F.226 483.13(c) DEVELOPHMPLMENT | F 226 exist, nor does the Center admit to any
$5=0 ] ABUSE/NEGLECT, ETC POLICIES ‘ , ! statements, findings, facts, or :
. ! . conclusions that form the basis for the
in}l_a facﬂrky must develop and rmp}ement written ] | Eﬂlﬁgﬂd dﬁ’ﬁclency. The Center ressrves
_ policies &nd procedures that prohiblit the righ hall "
{ mistreatment, neglect, and abuse of residents |  the right 10 challenge in legal and/or
and misappropristion of resident property. : regulatory or administrative proceedings
i g ' the deficiency, statements, facts, and
g ¢ T i conclusions that form the basis for the
g _ deficiency.”
i This REQUIREMENT s not met as evidenced | I
by . !
i Based on nterview and record review, it was i )
determinad the faciity falled to implement pahcles[ i Fzzs
| and procedures that prohitited neglect of
residents. Resident#1 had an altercation on ]
| 12/31112 with ancther resident. Although the ' 1. Resident #1 was mﬁm for
facillty implemented Intervantions, those i { evaluation and treatment on Decémber
: Interventions falled to protect other residents from - 31, 2012, Center staff, nursing and non-
" another altercetion that aocurred |ater that same 1 ' nursing, re-educated on center's sbuse
! day. | 1 policy, to include protecting residents
,Ths findings include; _ from other rersldcxats by the Assistant
i | Director or Nursing, Housekeeping
Review of the facllity's "Protibition of Abuss, ; Supervisor, and/or Dietary Manager on
| Negiect, Mistreatment, and Misappropriation of f * Janvary 19-30, 2013.
, Rasident Property Policy”, dated ('}1!?}8 revagled i . 1 F
* was the policy of the facliity to make “avery
reasonable affort within its control” to prevent the 2 l?;legt;nmons of dm‘% neglect,
! abuse and naglect of residents, The policy states * mistreatment, and misappropriation of
_rasidents would be protected from other i pr as‘ldent pr OPGIT,Y, including resident to
1 reaidants, . rasldent altercations, since December 1, J
LABORATQRY DIREG TOR PROYIOERSURPLIER RERRESENTATIVE 'S SIGNATURE AR _ Ta)wus
(L kfmm 5"*9\9&"&' 3‘* 13

Ay deficiency statemert anding with sn astensX *) denoles. a deficienay which the institution may ba excused from correcting providing It |s deterninad that
oter saleguands provids sufficienl peolection o the patients. (See nslructions.] Except lor nursing hamas, the Andings stated above gre disciosabie 90 days
following The dale of survey whather or not 2 plan of comection is povidad. For nursing homes, the shove findings and plens of cotraction are dlsclosable 14
days foliowing the date thase documents am made avellsble to Iha facility. If deficiancles are ciled, n approved plan of cotrection 15 requisite to continuad

pragram participation.
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F 226, Continued From page 1 i F 208, 2012 will be reviewed by Director of
i : ' Nursing and/or Administrator to
| Review of Resident #1's medical record reveslad ' : determine center policy was followed as
, with of February 10, 2013. Any concerns will

. the faclity admitted Resldent #1 on 07/01/05
! diagnoses which induded Dementia with be addressed with appropriate follow up.

; Behavioral Disturbance and Unspecified Reactive i :
Peychosfs. Tha facility assessed Resident #1, In | : . 3
: an Admission Minimum Data Set, dated 1116412, | ; 3. Conter staff, nursing and non-nursing,
as & /15 on the Brief Interview for Mental Status ?a-edueated on center's abuse policy, to
! (BIMS), indicating severe cognitive Impairment. # include protecting residents from other
! residents, by the Assistant Director or

Nursing, Housekeeping Supervisor,

! Raview of Nursing Notes dated 12/30/12,

; revealed Resident #1 was sitting in the dining : :
“room at 5:20 PM when Resident #2 backed into | ' andfor Dietary Manager on January 19-
! Resident#1 In his/her wheelchatr, at which time 1 30,2013, =
, Resident#1 struck at Resident #2 hitting : :
* 4. Director of Nursing, Administrator, :

" Resident #2 on the side of the head. Thare were |
; 1o Injuries from the Incident. Further review of
Nursing Notes revealed staff monitored Resident |

| #1 more dosely following the incident, .
|

i Review of 3 Reportable Allegation form, dated

. 01104113, revealed Certifled Nursing Assistant |
{ (CINA) #4 heard what sounded like somebody i
. sirike somebody else on 12/31M2 in the .

! telavision room. CNA#4 turned around and saw |
. Resident #1 and Resident #3 10gether, with :
' Resicent #3 stating he/she “just hauled off and hit |
, me.” The form goes on to reveal Rasidant #1
' was blaced in “constant supervision™ of staff.

and/or Resident Service Director will
review allegations of abuse, neglect,
mistreatment, and misappropriation of :
resident property, including resident to
resident altercations, to validate center
policy was followed and residents
protected for at least the next 3 months.
A summary of findings will be

. submitted to the Performance
Improvement Committee monthly for
further review and recommendation.

i
!
!
I

The PIC will consist of, at a minimm,

! Review of & gecond Reportabie Allegation form,
the Administrator, Director of Nursing

; @so dated 01/04/13, revealed Resident #1 struck |
- Resident #2 in the dining room despite numerous |
; staff members being present and providing direct ! and at feast 3 other members of the
" supervision. Resident #2 suffered a supetficial Centers staff and the Medical Director at
i abrasion to the right chest and neck sresas a | i least Quarterly.

resiik of being scratched by Resident #1, ; i :
! Resident #1 was placed on 1 on 1 supervision ;
- |

Evenl ID:PZSHE. . _ Fecilty IE0DG42 . . . .
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F226 , Continued From page 2 .
“and kept out of reach of other residants at that

| time.

"Interview with CNA #5, on 01/18/13 at 2:56 PM,
i revesled ghe was assigned to Resident #1's hall, |
. although no one was assigned to specific )
'residents. CNA®S revesled during report on the |
, aftemoon of 12/31/12 staff was told to keep an |
" eye on Resident #1. CNA#G revealed, when

: Resident#1 was having behavioral issues, staff |
_ tried to kaep him/her calm, ensured there was no .
 blockage in the hall that could result in bumping '
, of wheelchalrs, and kept Resident #1 away from

- anyone ha/she may be confrontationsl with. .

_ Interview with: Licensed Practical Nurse (LPN)
“#1,0on 01N B3 at 2:25PM, revealed she was
; Observing Resldent#1 and Resident #2 from the |
' nurse's station, approximataly thirty-five (35) feet |
i from where they [Residant #1 and Residem #2] :
were talking, LPN #1 stated neither resident had |
| raised voices, and she couldn't hear what was
; belng sald. LPN#1 stated when she observed |
' Resident #2 point histher finger at Resident #1, i
i she got up to intervene, but couldn't getto .
Resident #1 before he/she struck Residem #2, |
| LPN #1 revealed, earfer that sfternoon staff hed
* been told to keep Resident #1 within sight at il
i imes, although LPN #1 didn't recail belng told
, what had franspired carfier that date. |
f

!
| Intarview with the Administrator on 01/18/13 at

: 1:45 PM rovealoed shs feft at the tme the

; intervention put into place at 12:30 PM, increased |

' supervision, was sufficlent to protect Residant #1 :

: and other residerts from further conflict. The i
Administrator defined increased supervision as

| keeping a better eye onresidents and ensuring
|

1
1
]

i
\
i
i
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F 323 483.25(h) FREE OF ACCIDENT
5820 | | HAZARDS/ISUPERVISION/DEVICES

. “i“he faciity must ensure that the resident ;
! environment remaine as free of accldent hazards -
. Be I possible; and each resident receives :
_ adequate supervision and assistance devices tos |
! prevent accidents,

!
!

i

;. This REQUIREMENT is not met as evidenced |

i ' by:

! Pazed on imerview and record raview, [t was
det@rmlned the fachity failed to ensure each [

| regident received adequate supervision to .
pravent eccidents, Resident #1 had an |

! ahtercation on the aftemoon of 12/31/12. The

i facility increased supervision, although not

. shough to prevent a $econd altercation from

| occurring on the evening of 12/3112,

| The findings include: |

|
Review of Regident #1's madical record revealed |
{ tha faclity admitted Rasident #1 on 07/01/05, wsth
. disgnoses which included Demantia with
' Behavioral Disturbance and Unspecified Reactive |

| STATEMENT OF OEFICIENCHES IXI) PROVIQER/EUPPLIER/CLIA 1%2) MULTIFLE CONSTRUCTION
ANDO #, AN OF CORRECTION IGENTIFIGATION NUMEER: COMPLETEO
A BULIDING
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(X410 SUMMARY STATEMENT OF QEFICIENCES - Tw ! PROVIOER'S PLAN OF CORRECT [ON P
PREFIX | [EACH OEFICIENCY MUST BR PRECEOED BY FULL ! PREFK | (EACH CORRECTIVE ACTION $HOULO BE [ covpeTion
TaG RGGULATORY OR LSC IDENTIFYING INFORMATION) Ta@ | CROSS-REFERENCED TO THE APPROPRIATE |  DWTE
| ) DEFICIENCY) :
| [
“F 226 : Continuad From page 3 Fz26, g
" they have room to maneuvar without having to i !
| get too cloge o other residents, as well 25 mors !
. fraquent chacks and siaff being aware of thelr | i
" focation. The Administrator stated, in hindsight, j : .
; the intarventions wera not clesr, nor were they j
suz‘ﬁcrent to pravent a further altercation from i =
Toceurring on 12/31/12 at 4:45 PM, resuitingin )
: Injury to Resident #2. i i ;
F3z23: F323 24 1/13

1. Resident #1 was transferred for
evaluation and treatinent on December
31,2012, Center staff, nursing and non-
nursing, were ré-educated on center’s
: abuse policy to include providing

J supervision necessary to protect
i residents from other residents; and
maintaining the residents' environment
} as free of accident hazards as much as
i possible, by the Assistant Director or
i Nursing, Housekeeping Supervisor,
: and/or Dietary Manager on January 19-

30, 2013,

1 2. Incident/accidents, including resident
to resident altercations, that occurred

) during the last 30 days will be reviewed
! to determine center had provided

i residents an environment ag free from

. accident hazards as much as possible,

' and supervision &3 much as possible by
i the Director of Nursing and/or
Administrator as of February 10, 2013,

I condrugtion sheet Fage 4 of 8
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F 323 I" Continued From page 4 " Fazsl Any concemns will be addressed with
" Psychosls. The faciity assessed Resident #1, in | | appropriate follow up.
: an Admission Minimum Date Sat, dated 111812, i :
8% a 3/15 on the Briaf inferview for Mental Status ° ~ In addition, the Director of Nursin
; : - bk ; j oo T g and
. (BIMS), Indicating severe cognitive impalrment, | ' Administrator conducted center rounds
' Review of a Reporisble Allegation form, dated to determine the n ’331?!3“’3 environment
F 01/04/13, revesled Ceriified Nursing Assistant | y Was as free from accident hazards as
; (CNA) #4 heard what sounded lke somebady . much as possible, and adequate
" strike somabody aisi o 12131712 in the ¢ . . supervision was being provided for
i television reotn. CNA #4 turned around and saw ; .
 Resident#1 and Resident #3 together, with | ;zsédem 3:12:3?;%13, 2013 es well as
" Resident #3 stating hevshe "Just hauled off and hit | [ ruary /, - i hiere were no noted
 me.” The form goes onto reveal Resident #1 ; concerns with environment and/or
I- was placed In "consiart supervision” of staff. ) E supervision.
1
A second Reportable Allegation form, also dated |, 1 3.0 : :
! ! H . Lenter -
01/04/13, revealed Resident #1 struck Rosident C were resd tii;é‘m“g and non-nursing,
| #2 In the dining room despite numerous staft | i . iy on center's abuse
I mermbers baing present and providing direct ; policy to include providing SUpPErvision
supervision. Resident #2 sufferad a superficial - necessary to protect residents from other
j Bbrasion to the right chest and neck area 2s a ! ! residents; and maintaining the residents'
result of being scratched by Resident #1, | | environment as free of accident hazards
| Resident #1 was placed on 1 on 1 supervision  * as much as possible, by th .
and kept out of reach of other residents ot that | P possible, by the Assx.stam
' time. ; - Director or Nursing, Housekeeping
i ! b Supervisor, and/or Dietary Manager on
interview with CNA#¥5, on 01/18/13 gt 2:58 PM, ‘ i January 19-30, 2033,
| revealed she was assigned to Resident #1's hall, E
" although no one was assigned to specific i 4. Di . .
| residents, CMA #5 revealad during reporton the . I;_?u;ecm;;f vau'smg, As.m.stant
. afternoon of 12/31/12, slaff was told to keep an ' + Mlrector of Nursing, ﬁdml}zlstmmr,
i gye oh Resident #1. CNA #5 revesled, when i andf or Bﬁmd@nt Service Director will
; Resident #1 was naving behavioral issues, staff . review incident/secidents, including
) gliedkto keep ﬂ:ﬂn;!fhﬂrhca:lm. ?dmgree; r_hege wagno | * resident to resident altercations, within
B [a2n age n & ha at could resuft in umprng ?2 hOUTS av :
of wheelchairs, and kept Residant #1 away from ! rovided ?efsi dmz to va”hd.me center had
' other residerts which triggerad or fed into i i g GEITs an environment as
| Resident #1's combative behaviors,, ; . free from accident hazards as much as
s e CEVONRIN PZENY . . Faolly K 106542 K.continuation shesl Page 5of 8
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F 3231 Continyed From page 6

]
. Interview with Licensed Practical Nurse (LPN) #1,

Yon 01118113 at 2:26 PM, reveaied she was

 observing Resident#1 and Resident #2 from the

" nurse's station, approximately thirly-five (35) feat
! from where they [Resident #1 and Resident #2]

ware talking., LPN #1 stated neither resident had :

: ralsed volcss, and she couldnt hear what was

i being s&id. LPN #1 gtated when she observesd

- Resident #2 point hisfher finger at Resident #1,
 she got up to intervene, but couldn't get to

, Resident #1 before hefshe struck Resident #2.
'LPN #1 rovealsd, earler that afternoon staff had
i been told 1o keep Residert #1 within sight at all
, imes, although LPN #1 didn't recal! belng toid

' what hed transpired serfler that date.

|
" Interview with the Admislstrator, on 01/18/13 at
1 1:45 PM, revealed sha felt atthe time the

. Intervertion put info place at 12:30 PM, incressed |

! supervislon, was sufficiant to protect Resident #1

, and other residents from further conflict. The

" Administrator defined increased supervision zs

| keeping a batler eye on residents and ensuring
they have room to mansuver without having to

i get too close to other resldants, as wall as more

, frequent checks and staff baing awsre of where

| they are. The Administrator recounized these

; Interventions weare clear, nor wera they sufficient

* to prevent a further altereation from occurring on

{ 12/3112 at 4:45 P\,
E
E

3
¢

F 323i possible, and supervision as much as _
; possible 5 times a weekly for 4 weeks,
- three times weekly for 4 weeks, then

- weekly for 4 weeks. A summary of

, findings will be submitted to the ]
_ Performance Iinprovement Committee
t monthly for further review and t
; recommendation.
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