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F OO0 INITIAL COMMENTS F 000,  FPreparation andior execution of this plan of correction
: _ [ does not constitute admission or agresment bythe
: ) provider of the truth of the facts alleged or conclisions
© An Abbreviated Survey investigating et forth in the statement of deficiencies. The plan of
P KY#00021312 was initiated on 02/12/14 and correction is prepared andior executed sulely because
s concluded on 02/13/14. KY#00024312 was #s required by the provisions of federal and ste iav.
substantiated with deficiencies cited at the
: highest Scope and Severity of a "D ; F225/N109 . S
F 225, 483.13(c)(1 X)), (cH2) - (4) F 225 i.. Reg;_dcnt #1 no longer resides in the
$5=0 | INVESTIGATE/RERPORT : féltcl]ﬁy. Resident has been
discharged to home,

. ALLEGATIONS/ANDIVIDUALS
- The facility must not empioy Individuals who have
| been found guilty of abusing, negiecting, or :
mistreating residents by a court of law; or have
had a finding entered inte the State nurse* zide
ragisiry concerning abuse, neglact, mistreatmant )
| of residents or misappropriation of thair property;
and repert any knowledgea # has of actions bya
s court of law against an employee, which would
Cindicate unfitness for service as a nurse aide or
other faciity staff to the State nurse aide registry
*of licensing authorities.

| The facility must ensure that all aleged viclatlors

- involving mistreatment, neglect, or abuse, ;

L including injuries of unknown source and

misappropriation of resident property are reported

. immediately fo 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 faclity must have eviderice that all allsged
viclationss are thoroughly investigated, and must

i prevent further potential abuse while the
investigation is in progress.

refsuits of 4l investigations must be reported
adminigtrator or hig des:’%ated
i

h

All Resjdents will be interviewed :
by Administrative Nursing Staff
(DON, ADON, EDT (Education
Director of Training), Unit )
Managers) and Social Services to
determine if any allegation of
egtment, neglect, or abuse was
o any staff member, This
ili Be completed by 3/7/14.
dutation conducted with all

staff by DON/EDT on 3/3/14 and
-3/4114-with completion by 3/7/14 °
related to reporting allegations of :
mistreatment, neglect, or abuse:
Interviews of residents will be
conducted (16% sample) of
residents with a BIMs score of 8

and higher by Administrative 1
Nursing Staff starting the week of
3/10/14 daily for one week, then
three times g week for 1 week; then
once weekly for 30 days. Interview
questions will assist in determining
if the Residents feel they are :
receiving the care that they need
and if it is provided to them

LABORATO C?;(,}?)S R PROVIDERISUPPLIER, SENTA

/ oA ; A

-{X ) DATE
‘ff——f 1

Any deficiancy statement ?mﬁ?hg with an asterisk (") denctes a deficiency which the institut
other safeguards provide sufficiant protaction to the patients. {Sae insiruciions )
following the date of survey whether or not a plan of correction is provided. For
days foilowing the dats these documsnts Gre mads available to the fagty, |
program participation.
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| the facility and to other officials in accordance
" with Stale law through established procedures for
. ong {1 of five (8) sampled residents (Residert !

#1)

. Resident #1 informed a nurse and a State

| Trained Nursing Assistant (STNA} he/she had

“dropped histher food and staff had told the

; resident he/she could not have anymore foed.

Interview with Resident #1 revealed the staff
person cursed at him/her and said he/she didn't

- deserve anymore food and would not get the

i resident anymore food. Interviews with staff,

“which included the nurse, revealed Resident 24

: was upset when helshe raported the incident to

them. However, the nurse reported she did not

think the incident was ahuse and therefore had

- not reported it per facility policy and State

! Reguiations,

: The findings include:

; Review of the facility's policy titled, "Abuse;
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CEFICIENGY)
+ ; IS Flan of CoFrection 15 the cenier s credible
. alfegation gf compliance.
F 225 Continued From page 1 F 225: Preparation and/or exeeution of this plan of correction
 representative and Lo other officials in accordance : . does not constinte admission or agreement by the
- with State law (inciuding to the State survey and | f;fj‘gﬁgjf g” of ’:’efj“? ‘?lfg'“’d "’;;"”jh‘“?’”
o g s . . N ement of deficiencies. The plan o
; _cer';mcatnon 59?” cy) iwgmm 5 WD",k'”Q Gf“yf‘s of the correction is prepared andior execited solely because
lf’lCldEntf and if the a[aegeq violation is verified it is required by the provisions of federal and state law.
" appropriate corrective action must be taken. : :
; 1 Appropriately. Staff (a 10% sample
of all staffy will be interviewed to
L ‘ . determine if they are aware of any:
g;%;s REQUIREMENT is not met as evidenced allegations of mistreatment, neglect
: . i .3 H
Based on inferview, record review, review of the 4 iﬂa:ls“it ine findi be
: facility policy, review of the State Regulations and ! ’ . ?“é oring f;lﬁ tigs Wil be
“review of the facility's incident Regort it was Feviewed at monthly QA meeting:
. determined the facility failed o ensure that al] for compliance and or ths need to’
{ allegations of mistreatment, neglect, or abuse “i’*date_ plan to reach 100%
were reported immediately to the Administrator of compliance.
3. Date of Compliance: 3/15/14
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F Z25; Continued From page 2

Employee to Resident” dated October 2012,

- revealed all allegations of, or actual knowledge of
abuse, neglect or exploitation of a resident wera |

- to be reported immediatsly to the Unit Manager,

- Shift Supervisor, Director of Nursing (DON) or ;

- Administrator, The allegation was to be reported

' to State Agencies within twenty-four (24} hours of |

_the original reporting of the allegation,

_Review of Kentucky Revised Statutes (KRS)

- Chapter 208.030 revealed any person having |
reascnable cause to suspect that an acult had

. sufferad abuse, neglect or exploitation was to
‘report or cause a repert to be made in

: accordance with provisions of the chapter.

' Further review revealed an oral or written report
, was 0 be made immediately to State Agencies

L upon knowledge of suspectad abuse, neglect or
~exploftation of an adult,

*Review of the facility's Incident Report, dated
02110114 revealed the Reportwas faxed to the ¢
| State Regutatery Agency on 02/10/14 at 4:.03 BM, |
Continued review revealed the Administrator and
Director of Nursing (DON} had besn made aware |
of a "complaint” filed with the State Adult
. Protection Services Agency (APS) on 02/10/14 at |
3:15 PM. Furiher review revealed the "complaint” .
- included an allegation of Resident #1 dumping
histher food on the floor and an SRNA informing
the resident he/she was not gelting any more
- foed that day.

. Review of Resident #1's medical record revealed -

 the facility readmitted the resident on 01/08/14,

- with diagnoses which included Small Bowel

- Obstruction, Anemia, and Dementia. Review of
the Admission Minimum Data Set (MDS)

- Assessment dated 01/15/14 revealed the facility

F 225
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F 225 Continued From page 3 . F225
: assessed Resident #1 to have a Brief interview
“for Mernital Status score of eight (8) out of fifteen

: (15 which indicated the resident was moderately
impaired in cognition. 5

f Interview with Resident #1 on 02/12/14 at 400 ¢
i P, revealed he/she had dropped his/her food in :

the room on a previous day, Resident #1 stated

i a staff member had cursed at him/her and
informed him/her he/she wouldn't get anymore

i food because hefshe "didn't deserve It'. Resident

_#1 was unable o provide a date or time of when

! the incident ocourred.  Additional interview

. ravealed Resident #1 was unable to provide

s information on who he/she had reported the

_incident to.

Interview with STNA #3 revealed Resident #1 had ,
| "seemned upset’ on Saturday, 02/08/14 when she |
“arrived at work. She stated she and ticensed
¢ Practical Nurse (LPN) #4 talked to Resident #1
‘regarding why he/she was upset. STNA #3
s stated the resident reported he/she had dropped

histhher food earlier that day; and the sta#f person

. who cleaned it up told himther hefshe would not
" get anymore food because of the drepped food.
; She indicaled Resident #1 was "really upsetait
tday". STNA#3 stated she and LPN #4 offered to

get more food for Resident #1: howsver the

fresident refused,

Hnterview with LPN #4 on 02/13/14 at §:34 PM,
revealed Resident #1 informed her, on 02/08/44

- at approximately 4:30 PM, that earlier in the day
“helshe dropped his/her tray at lunchtime.

: According to LN #4, Resident #1 told her "the
girls" who picked everything up toid him/her

- he/she couldn't have anymore food. LPN #4 _
- staled she offered Resident #1 more food at that |
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F 225 Continued From page 4 F 225

time and the resident refused. LPN #4 revsaled
' she felt the situation had beer; resolved af that

point, and had net considered the incident as

abuse. LPN #4 stated she was asked about the
s incident the next day; and after discussion with

the DON realized she shoutd have reported the
i incident as per facility poiicy.

intervigw with LPN #3 on 02/13/14 at 3.25 PM,

. tevealed she had spoken with Resident #1 and
Resident #1's daughter on Sunday, 02/09/13, at

: which time the resident reported he/she had

dropped his’her food tray on a previous day, LPN
#3 stated Resident #1 informed her helshe was

. told by the staff who picked up the facd if he/she

“ever did It again "they would never feed” him/her

- again. According to LPN #3, Resident #1's

- daughter told ber Resident #1 had been able o
describe to her who he/she had reported the

. allegation to on the previous day. LPN #3 stated

: she reported the resident's allegation to the
Assistant Director of Nursing (ADON) shortly after

i being informed of it. &

interview with the ADON on 02/13/14 at 4:57 PM,
; revealed LPN #3 had called on Sunday, 02!{39:‘14
“at approximately 2:00 PM to 2:30 PM, to inform
- her of Resident #1's allegations. The ADON
" stated she "exted” the DON to “ask her about”
the incident and the DON "hadn’t heard about it

_5 either",

Interview with the DON on 02/13/14 at 5:01 PM,
 revealed the ADON had informed her on 02/08/14
s of the incident involving Resident #1. She siated

she had called the facility and spoken with LPN
- %3 and they were able to determine who the
' nurse was Resident #1 had reporied the

aifegation to. The DON stated the nurse was
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F 226 483.13(c) DEVELOP/IMPLMENT
$s=D ABUSE/NEGLECT, ETC POLICIES

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

This REQUIREMENT is not met as evidenced
by

'it's policies and procedures that prohibited abuse,
neglect or exploitation of residents for one (1) of
. five (8} sampled residents (Resident #1),

of Resident #1's allagation of dropping hisfher
food on the flocr and the staff member who
: cleaned it up telfing the resident he/she couldst
have any more food; however the LPN failed to
“immediately notify staff, indicated in the facfity's
policy, of the incident. Therefore, the Stats
- Regulatory Agency was not notified of the
. aliegation withir twenty-four {24) hours as per

. Based on interview, record review and review of
“ the facility's policy, the faciiity falled to implement |

Licensed Practical Nurse (LPN) #4 was informed

STATEMENT OF DEFICIENCIES (x1) PROVIDERSUPPLIERI/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE !SéJmR\;EY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:! A, BUILDING COMPLETED
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?ié:g!:lg( (EACGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ¢ {?}g%ﬁRCEgpsggggfg ?g?p?;,fp%%%%}gs:’c LCM{;;.;E:. O
o i REG i 7 FORMATY A ROS5-REFEREN 3 IATE e
TAG REGULATORY OR { SC IDENTIFYING INFCRMATION: TAG : DEFICIENTY)
Tius Plan ] Correction 15 the center's credibia
: allegation of compliance, :
F 225 Continued Erom page 5 F 225 Freparetion and/or execution of this plan of correction
ith the LPN on dues not constitute admission or agreement by the
LPN #4 and Shﬁ ha::i spokgn Wi ;,} aé; ;ian provider of the truth of the facts alleged or conclisions
Menday, 02/10/14, to nquire wi y ; ¢ . g el forth in the stztement of deficiencies. The Plam of
had not been reported as per facility policy. correction Is prepared andior executed solely becouse
- According to the DON, LPN #4 S;Eate‘fé she ?aéd W is required by the provisions of federal and siate Inw.
! thought the incident had been taken care of an
was not abuse. The DON indicated she had 226/ N105 :
re-educated LPN #4. The DON stated the ) 1. Resident#1 no longer resides in the
| aliegation should have been reported to faciiity facility. Resident has been
stafl, {0 include the Administrator, when LPN #4 discharged to home. :
became awars of It o 02/08/14 to ensure the 2. All Residenis will be interviewed
State Agency was rofified as per facility policy, - by Administrative Nursing Staff

(DON, ADON, EDT (Education
Director of Training), Unit
Menagers) and Social Services to.
determine if any allegation of :
mistreatment, neglect, or abuse was
reported to any staff member, This
will be completed by 3/7/14.

3. Re-education conducted with all -
staff by DON/EDT on 3/3/14 and
3/4/14 with completion by 3/7/14
related to reporting allegations off
mistreatment, neglect, or abuse,
Interviews of residents will be |
conducted (10% sample) of :
residents with a BIMs score of 8 ;
and higher by Administrative |
Nursing Staff starting the week of
3/10/14 daily for one week, ther |
three times a week for 1 week; then
once weekly for 30 days. Interview
questions will assist in determining
if the Residents feel they are |
receiving the care that they need
and if it is provided to them
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This Plar of Correction is the centers credible
E . PN allegation of compliance. .
F 2286 Continued From page 6 Faee Preparation andior executlon of this plan of correction

. facility policy.
The findings include:

' Review of the facility's policy tited, "Abuse:

does not constitute admission or agreement by the
provider of the truth of the fucts alleged or conclusions
set forth in the statement of deficiencies. The Plan of
correction is prepared andior executed solely because

it is requived by the provisiens of federal and siate larw,

“Employee to Resident” dated October 2012,
: revealed the Unit Manager, Shift Supervisor,
! Director of Nursing (DON) or Administrator were

to be immediately notified of all allegations of, or

[ actual knowledge of abuse, neglect or : :
“exploftation of a resident. Further review :

| revealed State Agencies were to be notified within . 4,
" twenty-four (24) hours of the origingl reporting of

. the allegation.

: Review of the facility's faxed Incident Report
| dated 02/10/14, revealed it was faxed to the State j

' Regulatory Agency at 4:03 PM on 02/10/44: two

(2} days after the initial allegation was reported to

LPN 4.

interview with LPN #4 on 02/13/14 at 5:34 PM,
revealed Resident #1 had informed her on
G2/08/14 at approximately 4:30 PM, that he/she

{ had dropped histher funch tray. She stated :
- Resident #1 informed her the staff who pickead up

the tray and it's contents had told him/her he/she

' could not have any more food. LPN #4 stated

she offered to get more food for Resident #1; _
- however the resident refused. According to LPN |
| #4, at that point she had felt the incident had

been resoived. She stated she had not

| considered Resident #1's allegation as abuse af
" the time.

| Interview with Resident #1 on 02/12/14 at 4:00

FM, revealed after dropping his/her focd tray in

- hisfher room, a staff member had cursed and

informed him/her he/she would not gt any more

Appropriately. Staff (a 10% sample
of all staff) will be interviewed to’
determine if they are aware of any
aliegations of mistreatment, neglect
or abuse. ;
All monitoring findings wili be
reviewed at monthly QA mesting
for compliance and or the need to
update plan to reach 100%
compliance.

Date of Compliance: 3715714
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F 228 Continued From page 7
- food because he/she did not "deserve it".

~Interview with LPN #3 02/13/14 at 3.25 PM,

"revealed she had taiked to Resident #1's

- daughter and the resident on Sunday, 02/09/14,

: She stated during the discussion Resident #1
revealed hefshe had dropped his/her fray, and

| wass fold by the staff who picked up the food, they |

“would not feed him/her again if he/she dropped

: histher food again. LPN #3 revealed Resident

! #1's daughier described the person Resident #1

“had reporfed the allegation to on the previcus

i day. LPN #3 stated she notified the Assistant
Director of Nursing {ADON) shorily after her

: conversation with the residend and his/her

{ daughter,

; interview with the ADON on 027113714 at 4:57 PM,
: revealed she was notified of Residen? #1's
~ailegation by LPN #3 on Sunday, 02/09/14 at

; approximately 2:00 PM to 2:30 PM. Further

- interview with the ADON revealed she had

: "texted” the DON who was also unaware of the
“incident which had occurred on 02/08/14.

. Interview with the DON on 02/13/14 at 5:.01 PM,

‘ revealed she had been notified of Resident #1's
“allegation by the ADCON on 02/08/14. The DON
indicated she had spoken fo LPN #3 and they had |
determined the incident had been reported by j
Resident #1 to LPN #4. She siated she talked to
; LPN #4 on Monday, 02/10/14 about the allegation -
: and why she had not reporfed # o facility staff as |
. per the policy. The DON stated LPN #4 told her

: she had not thought the incident was abuse,

- According to the DON, LPN #4 should have

. reporied Resident #1's allegation to factity staf,

- including the Administrator, when the resident

i informad her on 02/08/14 as per facility policy.

F 226
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88=0, SAFE/CLEANICOMFORTABLEMOMELIKE
" ENVIRONMENT

5 The facifily must provide a safe, clean,

. 1o the extent possible.

| This REQUIREMENT is not met as evidenced
by

“and Resident #5 as avidenced by interviews

room had an offensive odor from approximately
. 02/06/14 10 02/10/14,

. The findings include:
Inferview with the daughter of Resident §5 on

"meldy/mildewy” smell in Resident #5's room,
: which he/she shared with Resident #1, on
‘Thursday 02/06/14. She stated she asked staff
i about the cause of the smell at that time.
Resident #5's daughier stated she confinuad to
. "keep on” staff ait that weekend, including the
| Housekeeping Manager, regarding the smell,

Isick from it. She indicated her brother, Resident
" #5's son, had called her over the weekend and

i safd he couldn't sit with Rasident #5 in his/her
"room because of the smelt,

interview with the Housekeeping Manager on
: 02/113/14 at 10:08 AM, revealed he had heard

. comfortable and homelike environment, alfowing E
“ the resident to use his or her personal belongings |

" Based on inferview, the faciliy failed to provide a
clean, comfortable, and homelike environment for
i two (2) of five (5) sampled residents, Resident #1

: reveated Resident #1's and Resident #5's sharad

$02/13/14 at 5:34 PM, revealed she had noficed a

- She stated she was afraid Resident #5 would get

" about the odor in the room shared by Resident #1 :

does not constitute adwission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan af
correction i§ prepared and/or executed solely because
it is required by the provisions of federal and siare Iaw,

F252/N133

I, Resident #1 closet wes cleaned
muktiple times. Odor source was
never determined. Odor was not
present af time of survey. Residert
has since discharged t0 home. :

2. Room rounds will be conducted of
all resident rooms by |
Administrative Staff
{Administrator, BOM, Referral
Manager, Social Services Director
and Assistant, Human Resources)
to ensure a safe, clean, comfortable
and homelike environment with
completion by 3/7/14.

3. Re-education conducted by ,
DON/EDT on 3/3/14 and 3/4/114
with completion by 3/7/14 related
to reporting al} resident/family
concerns to uni
managers/supervisor on duty,
Social Services Director and :
Assistant will interview residents |
{10% sample with BIMs score of §
or higher) and family members (4s
they appear in the center) starting’
the week of 3/10/14 on any .
environmental concerns five times a
week for 1 week; then 3 times a |
week for 1 week, and then once
weekly for 30 days. Room Rounds

will be conducted by Administrator

FORKM CMS-2887(02-59) Previcus Versions Obsoiele
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. © o allegation uf complignce.
F 252 Continued From page & F252, !’regareﬂionfami/fr execution of this plan of correction
and Resident #5 on Tuesday from nursing staff. t does not constitute admission or agreement by the
| He indicated he had not heard about it before provider of the truth of the facis allegad or conclusions
then. The Housekeeping Manager went on o SorJorh in e statemer of deficiencies. The plan of
. * _ correction is prepared andior esecuted solely becavse
i reveal resident rooms were cleanad two {2} to i is required by the provisions of federal and state iy,
“ihree (3) imes a day, and staff worked o : _
. determine the source mf any oaers and eliminated daily starting the week of 3/10/14 |
them to the extent possible. : ard then 3 times a week for 1 week,
: and then twice a week for 2 weeks:
| Interview with Resident #1°s daughter on o : : :
- 02/13/14 at 10:15 AM, revealed she noticed an N i&:ﬁfﬁtz I;irii?;n(%;‘ﬁiifn :
: odor coming from Resident #1's closet en : P - - 3 or th g g
020614, and aterted staff at that time. Resident | Of compliance and or f need to
. #1's daughter described the odor as "ike mold upéat§ plan o reach 100%
from wet clothes.” compliance. .
3. Date of Compliance 31514
: Interview with State Trained Nursing Assistant :
{STNA) #1 ont 02/13/14 at 10:35 AM, ravealed hﬁr{
“ supervisor, and the daughters of both residents |
" ware comptaining of an odor coming from
. Resident #1's closet on 02/09/13. STNA #1
 stated she had also noticed the odor and ‘
" described it as very strong, like dead flowers.
Interview with LPN #2 on 02/13/14 at 2:48 PM,
. revealed she worked 02/10/14, Menday morning, -
i and noticed an odor in the room shared by ;
Resident #1 and Resident #5. LPN #2 stated it :
s was a "stinky” unpleasant odor which dida't smell .
like bowel movement, Accordingto LPN#2, she
ard arn aide "locked arcund” and couldn't find the |
: source of the odor. LPN #1 revealed she 5
“reported the odor to her supervisor whe was {o
. report it to housekeeping.
Interview with STNA#3 on 02/13/14 &t 3:55 PM,
i revealed she was assigned 1o care for Residant
“#1 and Resident 45 on Sunday, 02/09/14, and
. there was a strong unpleasant oder in the room
| that day, She stated it smelled kind of "moldy". ; ]
Event iDr o511 Facility 1D: 120805 i sontinuation sheet Page 10 0f 14
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“ had come from, as Resident #1 rarely "hag
accidents™ in which his/her clothing would be

“soifed, According to STNA #3, if the resident's

 clothing had been soiled staff would have placed

¢ the clothing in & bag, tied it up and put it in
Resident #1's "dirty taundry” for the family o

1 wash as requested, She indicated the nurse
would have been made aware of the situation.

Interview with the Administrator on 02/13/14 at
"in the room shared by Resident #1 and Resident

“he went to try io determine the source of the
i odor. The Administrator stated he thought it
" might have been Resident #1's clothing, but
- wasn't certain. He described the odor as simiar
“to a damp towe! left in the washing machine foo

‘ Services Director {SSD) had informed him

- Resident #5's daughter had complained of a
"smaell” in the room. The Administrator sigted ha
_and the 88D went back to the rasidents' room

; that afternoon and took everyihing out of the
closet and “cleaned it out®. He indicated he and
| the 88D did not see any moid or mitdew and

; odor than Resident #1's ciothing.

STNA #3 stated she did not know where the odor

: 6:35 PM, revealad he was first alertad o tha odor |

: #5 ort Monday 02/10/14, He stated when notified |

long; kind of a "sour” smefl. He stated the Sccial

ware unable to determine any other cause for the |
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