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An offsite revisit was conducted and based on

: the acceptable Plan of Correction (POC) the
facility was deermed to be in compliance as
alleged on 02/25/15.
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An Abbreviated Survey investigating
KY0O0022841 was initiated on 04/07/15 and
. concluded on 01/08/15. KYD0022641 was
unsubsiantialed with unrelated deficiencies cited.
Fzz26

F 226 483 13(c) DEVELOPAMPLMENT
§5=0 ABUSEMNEGLECT ETC POLICIES

The faciiity must develop and implement written
: policies and procedurss that prohibit
mistreatment, neglect, and abuse of residents
- and misappropriation of resident property.

. This REQUIREMENT is not met as evidenced

by
- Based on interview, record review and review of
the facility's policy, it was determined the facility
failed to implement poiicies and procedures in

/ place to ensure all allegations of abuse were

reponted to the appropriate State Agencies for
one (1) of tweive {12) unsampied residents and
six (6] sampled residents (Unsarmpled Resident

A).

On 10/11/14, the faciiity received a reported

 altegation of family abuse towards tUnsampled

“Resident Aon 10/11/14. However, the faciiity
faited to ensure the alleged sbuse was reported
tc the appropriate State Agencies.

The findings inciude:

Review of the facility's policy ttied, "Abuse

Policy”, dated 02/20/14, revealed the

Adrministrator should provide a written report of
; the results of all sbuse investigations and

The completion and submission of this plan
of correction does not constitute an
admission that the facility agrees with the
cited deficiencies as stated in the 2567. The
facility is completing the plan of correction
because it is required by state and federal
faw.

The facility alleges compliance as of
2/2572015,
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which the instiution may be excused from cofrecting providing it is determined that

Any deficiency stefement ending with aF Bsterisk () denotes a deficiency

} Except for nursing homes. the findings stated above afe disgiosable 90 days

other safeguands provide sufficient protection to the patients. {Ses instructions.
following the date of survey whether or not a plan of correction is crovided. For nursing homes, the above findings and plans of corection ere disciosabie 14
lity. If deficiencies are cited, an approved plan of correction is requisite to continued

days following the date these documents are made availabie to the fac
pregram participation.
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F 226_ Confinued From page 1
- appropriate action taken should be reported

within five (5} working days to: the State Survey
Agency, the local police depariment; the
Ombudsman; and others as might be required by

- state or local faws.

+ Record review revealed the facifity admitted

Unsampled Resident A on 07/01/11, with
diagnoses which included Senile Dementia,
Schizophrenia, Paranoid State, Psychosis and
Impuise Controf Disorder. Review of the

“Quarterly Minimum Data Set (MDS) Assessment,

dated 06/24/14, revesled the faciity assessed
Unsampled Resident A to be severeiy cognitively

mpaired.

Review of an alleged abuse investigation

-revealed on 10/11/14, a staff member reported

possible sexual abuse of a resident that involved
a family membrer, Further review revealed no
documented evidence the facility reported the

. potential sexual abuse to the appropriate State

Agencies.

interview with Director of Nursing (DON), on

01/08/15 at 12:08 PM, revealed the faciiity had
received a report of alleged abuse on 10/11/14,
and impfemented actions at the time fo ensure

' Unsampled Resident A's safety during the

investigation. Per interview, the facility did rot

- report the the alleged abuse to ail state and iocal

authorities, due to the events reparted were
continuously changing. The DON revegied the
facility's investigation determined the afiegation
was unfounded, and therefore no notfication of
the alleged abuse was made to State Agencies.
However, the DON stated the facility had

twenty-four {24} heurs, after notification of

allegations, to report afl allegations of abuse to

F 226 Develop/Implement Abuse/Negleet,
Etc. Policies

The Abuse and Neglect policy was reviewed
by the Director of Nursing {DON) with no
changes made. A teaching moment was
given by (DON) on the facilities Abuse and
Neglect Policy1/12/2015. (See attachment
A) The teaching moment included staffs
reporting responsibility of any tvpe of abuse
or neglect and was direcied to indirect and
direct care staff. The DON also reviewed the
policy at a nursing meeting on 1/16/2015,
Abuse and neglect reporting is covered in
orientation for afl new staff members as wel]
as annually. Annual training on abuse
traming is due 1o be completed by 2/20/2015
by all staff. Resident A remains in the
facility and is doing well, Notification to
physician and family had been completed
prior {0 survey. No other allegation have
been reported or investigated. No other
residents were affected by this alleged
deficiency as al] staff were re-educated on
the reporting policy.

The facilities abuse and neglect policy wil
be reviewed by the facilities Quality '
Assurance Committee on 271372015 the
quality assurance committee consists of the
Medical Director, Director of Nursing,
Administrator, Pharmacist. Therapy
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F228 Continued me_ page 2 F228 Manager. Director of Dining, Facility }
. the State Agencies, and she should have Manager. MDS N . -
reported the allegation of abuse of Unsampled ahager, Aurse, Human Resources
Resident A to State Agencies and other Director and Social Worker. All allocations
authorities within twenty-four (24) hours, as per of abuse and negleet are also reporied (o the
 state and local reguiations. quality assurance committee,
. Interview with the Administrator, on 01/08/15 at
+4:37 PM, revealed his expectation was for ail s Fyaa 3 iAe .
 allegations to be reported to State Agencies when Compliance Date 2/25/201 S
[ - an investigation of an allegation was taking place. e e / J
Further interview reveated all aflegations should L. L T
be reported to the appropriate sutharities within F 323 Free of accident
twenty-four (24) hours. Hazards/Supervision/Devices
; F 323 48325(h) FREE OF ACCIDENT F323 A teaching moment was given by the
| 8S=E HAZARDS/SUPERVISION/DEVICES Birector of Nurses (DON) re-educating staff

The facility must ensure that the resident .
environment remaing as free of accident hazards
- as is possible: and each resident receives :
- adequate supervision and assistance devices to

revent acoidents.
p

This REQUIREMENT s not met as evidanced

by
Based on observation, interview and review of
the facility's Materials Safety Data Sheets

{MSDS8) and policy. it was determined the facility

falled to ensure the residents' environment

remained as free of accident hazards as was _

possible for mobile cognitively impaired residents.

Observation revealed hazardous chemicals and a
" butcher knife stored which were accessible to

residents,

on the proper storage of all chemicals. (See
attachment B) This education was provided
to staff working in housekeeping, nursing
and dietary. The Director of Dining
Services is conducting weekly audits of the
household kitchen areas to monitor for
proper storage of chemical’s as well as
kitchen equipmen: including butcher knives,
(See attachment C) Audits are done weekly
and turned into the quality assurance
committee at bi-monthly meetings. Weekly
aundits will be completed for six weeks and
then as directed by the quality Assurance
Committee. A meeting was also held on |-
12-15 with the household STNA Team
Leaders. the Director of Housekeeping, the
Assistant Director of Nursing and the

Administrator to review facility policy
i : J
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F 323 Continued From page 3
The findings include:

Review of the faciiity's poficy titled, “Accidents
and Incidents Policy and Procedures” updated
February 2014, revesled it was the faciiity's policy
- for the residents’ environment to remain as free
- of accident hazards as was possible.

~Review of the facility's policy titled. "Chemical
Use & Storage Policy & Procedure”, reviewed
January 20135, revealed all staff were frained on
chemical use and storage.

Interview with the Director of Nursing {DON). on

01/08/15 at 3.45 PM. revesied the faciiity had

thirteen (13} residents who were independentiy
“mobile and cognitively impaired.

Observation, on 01/07/15 5t 9:34 AM, of
Household A's kitchenette reveated an unlocked

- cabinet under the hand sink which had the
following tems stored in it two (2) thirty-two {32}
ounce bottfes of Virex 256 (a concantrated
disinfectant cleaner} and a gallon container of
Pantastic {a manual warewashing detergent).
Chservation of an unlocked cabinet near the
dishwasher and under a sink revealed it

. contained: Escort Dishmachine Detergent; and an

“Ecolab Crystal Dry Rinse Aide agent. Further
observation of Housahold A's environment
revealed in the residents dining room 1 uniocked

. cabinet above @ computer. which contained two _
(2} botties of Acetone naii polish remover and twe
{2} canisters of Micro Kilt (disinfectant) wipas.

_Observation, on 01/07/14 af 9:56 AM. of

Household B's kitchenette reveaied an uniocked

. cabinet under the hand sink which contained one
(1) thirty-two (32) cunce bottie of Virex (a

F 323

regarding storage of chemicals {see
Attachment D). Knife Safety and storage of
knifes was also reviewed at the meeting.
The completed weekly dietary audit will be
turned into the facility quality assurance
commniitiee quality assurance committee
consists of the Medical Director, Director of
Nurses, Administrator, Pharmacist, Therapy
Manager, Director of Dining, Facility
Manager, MDS Nurse, Human Resources
Director and Social Worker. The audits
will be competed for six weeks and then as
directed by the Quality Assurance
Commitiee. The facilities policy regarding
the use and storage of chemicals is also
covered in onentation for all new
employees. The locking cabinets were also
inspected by the facilities maintenance staff
new locks and keys were added where
needed. A back up safety lock was also
added 1w each cabinet on each household.

i
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- disinfectant) and a canister of Micro Kill wipes,
Continued observation reveated an uniocked
cabinel Under the sink near the dishwasher which
contained a gallon container of Ecolab Crystai
Dry Rinse Aide and a galion container of Escort
Dishmachine Detergent. Further observation of
the kitchenette area revealed an Unlockad drawer :
under the juice machine which contained a large
white handled buicher knife. Continued
observation of Household B's environment

- reveated the resident dining room contained two
(2) bottles of Acelone nail polish remaver and ten
{10} disposabie razors in an unlocked cabinet

- Observation, on 01/07/14 at 10:25 AM, of
Household C's kilchenette revealed an unlocked
cabinet under the sink near the dishwasher which -

- contained a gailon container of Ecolab Crystal
Dry Rinse Aide and a gallon of Escort

+ Dishmachine Detergent. Continued observation
of Household C's environment revealed the
resident dining room 1o have one {1} bottle of
Acgtone nail polish remover in an uniocked

cahinet.

Review of the facility’s MSDS for the
Concentrated Escort Dishmachine Detergent
revealed the product to be a hazardous corrosive
which could cause the following: burns to the ave -
and might cause permanent damage including
blindness; bums to the skin and could cause

" permanent damage with to the skin if contact was
made; inhalation of the mists might cause

corrosive effects to the nose, throat and

. respiratory system, burns o the mouth, throat

“and stomach; and the product was harmful or

fatal If swailowed.

At s et e

U

. Review of the facility's MSDS for the Virex 256

No residents were affee
defiant practice.
Keeping, Dining

doing resident roy

ted by thig alleged

The Director of House
. Services, and the ADON
audit the household five times a week when

educate when needed.

nds 1o monitor and re-

Compliance Date 2/25/72015
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reveaied the product 1o be a hazardous corrasive
which could cause the following: permanent eye

- damage, including blindness; bums and
permanent damage 1o the skin; imritation and
corrosive effects o the nose, throat and
respiratory traci, could be irritating to the mouth,
throat and stomach; and was harmiul or fatal if

- swallowed.

- Review of the facility's MSDS for the Acetone nail .

pelish remover revealed the product to be a
highiy flammable liquid.  Further review of the
M3DS revealed the product was & scheduled
poiscn and shouwld be stored. maintained and
used In accordance with relevant state poisons

act.

J . Review of the facility's MSDS for the Micro-Kill
Germicidal Wipes revealed the product fo be
flammable and could cause the following: mild to
severe eye imitation:, might cause burning of the

" eye, blurred vision, and corneal imury; migit
cause skin redness and was harmiul it sbsorbed

through the skin: inhalation sverexposure could
fead 1o central nervious sytem depression which
could lead to unconsciousness and coma:

' extreme exposures could jead to death,
gastrointestingl disturbances, central nervous
system depression pheumonitis, puimonary
edema/hemorrthage, aspiration and death.

- Review of the facility's MSDS revealed the

" eye damage/eye irritation.

‘Review of the facility's MSDS for the

Pantastic product eouid potentially cause serious

F 323

- Concentrated Crystal Dry Rinse Aide reveated the |

product could be mildly irrttating to the eyes and
- was harmful If swaflowed.
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{SRNA)#1. on 0107115 at 1010 AM, revealed

. the residents could access the kilchenettes:
however, were toid to ask for siaff to assist thern.
Further inferview revealed the facility did have

|
|
!

confused or wandering residents, and the butcher -

knife, disposable razors and the chemicals couid
be hazardous to those residents.

interview with Registerad Nurse (RN} #2, on
01/08/15 at 10:48 AM, reveaied the following. the

chemicals stered in the cabinets should be locked

. up and not accessible to residents. Per interview,
the butcher knife should not have been stared in

- the drawer and accessible to residents. RN #2
stated the disposabie razors should have baen
secured and not accessible o residents.

- Cantinued interview reveated afl these items were
dargerous and a potential hazard as residents
could possible access them.

Interview with the DON, on 04/07/15 at 542 P,
reveaied the kitchenetie and other cabinets
where chemicals were stored should have been
i focked and nat accessible to residents. Per
Cinterview, the butcher knife should have not been
stored irr an unlocked drawer accessibie o
“residents. The DON stated disposable razors
. should be secured and not accessible to
residents. Conlinued inferview reveaied the
#tems could be a potential hazard (o the facility's
cognitively impaired residents.

Irterview with the Administrator, on 01/08/15 at
4.37 PM, revealed hazardous chemicals and
. butcher knives should not be accessibie to
‘residents. Per interview, his expectations were
- when chemicals were not in use or in view of the

Interview with State Registerad Nursing Assistant |

F 323
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j staff. they shouid be locked up and not accessible
to others. The Administrator stated the butcher
»knife shouid be stored in the facility's main
kitchen and not stared in the Kilchenetts. }
- Continued interview revealed disposable rarors
should be secured and not in uniocked cabinets.
" Further interview revezled these findings could be
hazardous o some residents,
| |
i |
i{
| |
i
g {
| [
j
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