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The facility must not empiloy individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of |]aw; 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 # has of actions by a
court of law against an employee, which wouid
indicate urfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
ar licensing authorities.

The facility must ensure that all alleged viclations
involving mistreatment, neglect, cr abuse,
including injuries of unknown source and
misappropriation of resident property are reported
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
prevent further potential abuse while the
investigation Is in progress.

The results of all investigations must be reported
to the administrator or his designated

: compliance.

provision of quality of care of the
residents. The plan of correction is
submitted as a written allegation of

Britt haven’s response to the Statement
of Deficiencies and Plan of Correction
does not denote agreement with the
Statement of Deficiencies nor does it
constitute an admission that any
deficiency is accurate. Further,
Britthaven reserves the right to submit
documentation to refute any of the
stated deficiencies on this Statement of
Deficiencies through informal dispute
resolution, formal appeal procedure
and/or any other administrative or legal
proceeding.
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An abbreviated standard survey (KY 16274) was Britthaven acknowledges receipt Oflthe
conducied on May 11-12, 2011, The complaint P .
was substantiated. Deficient practice was St:cxtement of DeﬁC}enmes and propo}ies
identified with the highest scope and severity at this plan of correction to f[he extent that |
"D level, the summary of findings is factually

F 225 | 483.13(c)(1){ii)-(iii}, (c)(2) - (4) F 225/ correct and in order to maintain

$8=D | INVESTIGATE/REPORT compliance with applicable rules and
ALLEGATIONS/!NDIV!DUALS

LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNA

Any deficiency statement ending with an asterisk (*} denotes a deficiency which f!

program participation.
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representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by
Based on observation, interview, and record

" | review, the facility failed {0 ensure ali alleged

violations of abuse were reported to the
Administrator of the facility and cther appropriate
state agencies and failed to provide evidence that
all alleged violations were thoroughly investigated
for one of three sampled residents {resident #1).

| Resident #1 recsived three skin tears on April 8,

2011, as a resuit of an Incident involving a staff

:member. However, the facility failed o report the
. incident to the Administrator and other
: appropriate state agencies, and furthar failed to

provide evidence that a thorough investigation
had been conductad,

The findings include;

Review of the facllity's abuse policy, dated
February 2009, revealed any employee who
witnessed or suspected abuse had occurred
would immediately report the alleged incident o
their supervisor, who would immediately report
the incident to the Administrator, The
Administrator was responsible to ensure that
complaints of abuse were investigated and
reported fo the appropriate state agencies.

A review of resident #1's medical record revealed
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The mvestigation into the allegation
of abuse for Resident #1 was
reopened by the Administrator on
April 12,2011. CN A #1 was
suspended pending the outcome of
the investigation and returned to
work on April 18, 2011 with no :
substantiation of abuse. CN A #1, |
CN A #2, LPN #1, and the social |
Worker were re interviewed by the -
DON and Administrator on April

14, 2011.

Allegations of abuse for the past 6
months were reviewed by the
administrator and the DON on May
27,2011 using the facility’s policy
on Abuse, Neglect and
Misappropriation as a guide to
ensure all reported incidents had
been investigated thoroughly per
the policy & reported to the
appropriate state agencies. No other
issues were identified.

The Administrator and DON were
re-educated on June 3,2011 by the
Facility Registered Nursed
Consultant on the facility’s policy
for conducting a through
investigation including reporting
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the resident was admitted to the facility on June
15, 2010. The resident's diagnoses included
Muscle Weakness, Difficulty Walking, Chronic
Kidney Disease, and Altered Mental Status,

A review of resident #1's quarterly Minimum Data
Set (MDS) dated February 3, 2011, revealed the
facility staff had assessed the resident to have no
cognitive impairment,

An interview conducted with the Administrator on |
May 11, 2011, at 11:00 a.m,, revealed resident #1 ;
had recently been hospitalized. Cbservation of
resident #1 on May 11, 2011, at 12:56 p.m., was
made in the hospital and an interview was
conducted. Resident #1 stated the resident had
received the skin tears on the laft hand by a staff
member, Certified Nurse Aide (CNA) #1.
Resident #1 stated on April 8, 2011, at 7:30 p.m.,
he/she roiled in the wheelchair to the nurses’
desk fo get a cigarette box for a smoke break,
Resident #1 stated he/she was holding the
cigarette box and a staff member, CNA #2, asked
resident #1 fo give the CNA the cigaretie box,
Resident #1 stated he/she gave the box io CNA
#2 and the CNA put the cigaretie box back
behind the nurses' desk. Resident #1 stated after
a few minutes he/she then went back and got the
box from the nurses’ station and was holding the
box again. Further interview revealed CNA #1

: came from behind resident #1 and atternpied to

i grab the cigarette hox away from the resident.

: Resident #1 further stated that CNA #1 scratched
{ resident #1 on the left hand in the process of

| taking the cigarette box from the resident.

: Resident #1 reportedly informed CNA #1 that the
- CNA had scratched him/her and, at that tims,

- CNA #1 called resident #1 a "damn fiar.”

suspected allegations of abuse to
the appropriate State agencies. All
facility staff was reeducated on 05-
26-2011 by the DON and the staff
Development Coordinator on the
facility’s policy on Abuse, Neglect
and Misappropriation.

The investigation of any allegations
of abuse will be reviewed monthly
by the Executive committee
consisting of the Administrator,
DON, Medical Director, MDS
nurses, QI nurse, & Staff
Development nurse to ensure the
investigation has been conducted
thoroughly per the facility policy to
include reporting to the appropriate
state agencies with further action
taken as directed by the committee,

June 25, 2011.
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interview further revealed resident #1 informed
the Social Worker (SW), CNA #1, CNA#2, and
Licensed Practical Nurse (LPN) #1 that CNA #1
had scratched the resident and had caused the
skin tears an the resident’s left hand.
Observation of resident #1's left hand on May 11,
2011, at 1:00 p.m., revealed bruising where the
skin fears had been.

Interview with CNA #1 on May 11, 2011, at 2:30
p.m., revealed the CNA had attempted to take the
cigaretie box away from resident #1 on April 8,
2011, at approximately 7:20 p.m., because the
smoke break did not begin until 7:30 p.m.

Further interview with CNA #1 revealed when the
CNA went around resident #1's left side to take
the cigarette box, resident #1 attempied to grab
the CNA's wrist causing resident #1's hand to get
caught in CNA #1's walch. CNA#1 further stated
that resident #1 then twisted the wafch around the
resident’s fingers causing the skin tears. CNA #1
stated that foliowing the incident resident #1 did
state that CNA #1 had scratched him/her. CNA
#1 stated that afier the incident the CNA went
down the hall to get assistance for resident #1
related to his/her behaviors. CNA #1 further
stated she met the Social Services Director

1 {SSD} in the hall asked the SSD to come and

assist with resident #1. Further interview
revealed that CNA #1 did not observe the skin
tears or blood until she came back down the hall
with the SSD. Further interview revealed CNA #1
did not call resident #1 a "damn liar."

Interview with the SSD on May 11, 2011, at 4:25
p.rm., revealed the SSD had just gotten off work
for the night and was leaving when CNA #1 came
to the SSD and explained resident #1 was upset,

i
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S8D stated that she went to res;dent #1 and
observed the skin tears on the resident's left
hand. Interview further revealed resident #1 had
also informed the SSD that the skin tears wera
caused by CNA #1 scrafching him/her, Further
interview with the SSD revealed that although the |
SSD did not view the incident as abuse she ﬁ
reported the incident to Licensed Practical Nurse
(LPN) #1. :

Interview with CNA #2 on May 11, 2011, at 4:45 |
p.m., revealed resident #1 had told CNA#2 that  ;
CNA #1 had scratched hisher hand. CNA#2 ;
further stated that CNA #2 had informed LPN #1 |
of the allegation. !

Interview with LPN #1 on May 11, 2011, at 6:63
p.m., revealed the SSD and CNA#2 had
informed the LPN on April 6, 2011, that resident
#1 alleged CNA #1 had scratched him/her. LPN ;
#1 further stated that an incident report was filled |
L out. Interview further revealed CNA #1 and CNA f
1#2 stated the skin tears were an accident and the :
i SSD stated that after resident #1 had smoked a |
: cigarette and "calmed down" the resident stated

P CNA #1 had not eaused the skin tears on

: purpose, therefore, LPN #1 did not view the
_incident as an allegation of abuse.

Inferview with the Administrator and Director of
Nursing (DON}) on May 11, 2011, at 7:40 p.m.,
revealed it was their responsibility to investigate
allegations of abuse. The Administrator stated
that when a staff member witnessed, suspected, |
or someone alleged abuse, the staff member was |
to report the incident to the chargs nurse who, in
turri, was fo notify the DON and the Administrator. !
The DON and Administrator further stated that, |
' l
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The services provided or arranged by the facillty
must be provided by quafified persons In
accordance with each resident's written plan of
care,

This REQUIREMENT s not met ag evidenced
by: :
Based on Interview and record review, it was
determined the facllity failed to provide services in
accordance with each resident's plan of care for
one of three sampled residents (resident #1). On
Aprit 8, 2011, facifity staff failed to approach the
resident in a calm, patient manner, remove the
resident from public area when the resident's
behavior was distuptive/unacceptable, talk with

: the resident in a low pitch/calm voice to

' decrease/eliminete undesired behavior, provide

. diversional activities, and remove the resident to
a gulet area while offering reassurance in
accordance with the comprehensive care plan
{CCP).

The findings include: .
No policy on care plans was available.
A review of resident #1's medical record revealed

the resident was admitted fo the facility on June
18, 2010, with diagnoses to include Muscle
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although the incident had been investigated as.
sbusa, the allegation of abuse by resident #1 had
not been reported to the appropriate state
agencies and the facillty falled to provide
evidence of ar: investigation of the alleged abuse.
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The Care Guide for resident # 1
has been updated to reflect the
approaches identified ob the
comprehensive care plan for
redirecting resident during
periods of frustration, anxiety or
agitation.

An audit bas been conducted on
May 30, 2011 by the DON,
MDS nurses, QF nurses & Staff
Development nurse of all
current residents to ensure that
the approaches identified on
each resident’s comprchensive
care plan has been identified on
the residents care guide, These
Care Guides are located in each
resident’s closet. Any :
approaches not listed on the care ;
guide have been added. All new
residents will have their
individualized approaches :
identified on the Comprehensive ;.
Care Plan placed on their Care !
Guides. The Care Guides will 1
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{ Weakness, Difficuty Walking, Chronic Kidney

{ Set dated February 3, 2011, revealed facility staff

Disease, and Atared Mental Status,
A review of rasident #1's quarterly Minimum Data

nssessad resident #1 to have no cognitive
impairment, no behaviors or rajection of care, and
required extensive assistance of two staff
members for activities of dally living,

A review of resident #1's CCP dated March 24,
2011, revesled staff had assessed resident'#t
be easily annoyedand frustrated. A revlew ofthe.
care plan established for resident #1 related {o
activities of daily Iiving reveeled staff was to
approach resident #1 In a caim and patlent
manner. Facillty staff was aiso required to
remove the resident from the publle area and talk
with the resldent in & low-pltchec caim volee to
gecrease undesirable behaviors. In addition, staff
was required o remove the resident te a quist
area, while offering reassurance.

Resident #1 stated on Aprll 6, 2011, CNA #1
approached the resident from behind and took
the cigarette bax from him, which in turn caused
skin tears to the left hand. Resident#1 also
stated when the residant complained of CNA #1
scratching the resident CNA #1 calied the
resident a "damn liar.”

Interview with CNA #1 on May 11, 2011, at 230,
p.m., reveaied resident #1 was exhibiting
behaviors on April 8, 2011, related to not being
allowed o smoke, CNA# stated that she
attempted to remove cigarettes from the
resident's hands and during the atternpt the
resident sustained skin tears to the hand, CNA

x4y 1D SUMMARY STATEMENT OF DEFICIENCIES I _ PROVIDER'S PLAN OF GORRECTION st
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by the MDS nurges to reflect
any change made on the
Comprehensive Care plan. The
cigarette box has been relocated
to the locked medication room
to prevent further resident
access,

All direct care staff have been
re-educated onMay 30,2011 by
the DON, & staff Development
Coordinator on using the
Resident Care Guides located in
each resident’s closet in order to
provide the necessary
interventions identified on the
residents’ corpprehensive care
plan for redirecting resident
behaviors.

The QI Coordinator and/or
designee will conduct weekly
audits on 10% of censusto
compare the resident’s
comprehensive care plan with
the resident’s care guide to
ensure that all interventions
identified for redirecting
rosident’s behavior on the
Comprehensive Care Plan are
identified on the Care Guide.
The Licensed Nurging Stalf on
all shifts will conduct daily
rounds using a licensed. nurse
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#1 furthar stated that no other alternatives had
been tried before reaching around resident #1
from the left and attempting to take the cigarette
box from the resident. CNA #1 further stated at
no time did she call resident #1 a "damn liar.”

Interview with CNA #2 on May 11, 2011, at 5:15
p.m., revealed ragident #1 was exhibiting
behaviors on April 8, 2011, such as hollering,
cursing, and acting aggressive due o not being
allowed o smoke at that time. Interview further

revealed-CNA #2 observed CNA #1 approach the
resident from the left side and attempted to take a

box of cigarettes out of the resident's hand. In
dddition, CNA #2 stated, based on observation,
CNA #1 faiied fo attempt other measures to
redirect the resident, CNA #2 further stated she
did not hear CNA #1 call resident #1 a "damn
liar.”
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rounds QI tool to ensure that
staff are utifizing the residents
care guide to provide the
interventions identified to
redirect resident behaviors and
that the cigarefte box remains in
the locked medication room
when not in use by staff. Any
discrepancies will be addressed
immediately and corrected as
indicated.

The results of the weekly avdits |
by the QI nurse and the licensed
nurse rounds tools will be
reviewed with the Administrator
and DON in the weekly QI
committee meeting with further
action taken as directed, Any
trends & the accompanying
actions will be reviewed

monthly by the Bxecutive Q1 |
committee, consisting of the
Administrator, DON, Medical
Director, QI nurse, Staff
Development Nurse and MDS
nurses with further retraining as
necessary.

June 25,2011
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