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An abbreviated standard and partlal exiended
survay (KY23021) was initlated on 10/20/15 and
concluded on 11/02/16. The complaint was
substantiated and Immediate Jeopardy was
identifled on 10/23/15 and was determined to
exist on 08/14115 at 42 CFR 483,13 Resident
Behavior end Facllity Practicas (F223."J") and 42
CFR 483.20 Resident Assessment (F280 "J");
and Substandard Quality of Care at 42 CFR
483.13 Resident Behavior and Facility Practices
{F223). The facllity was notified of the immediata
Jeopardy on 10/23/156.

The facility failed to protect Resident #4 and

Resident #1 from sexual abuse by Resident #2.

Resident #4 was cognitively Impaired and had a
guardian, (nterviews with staff and review of the
resident's medical racord revealed the resident
wandered into other residents' rooms. However,
there was no documentad evidence the facility
revised the resident's cars plan with interventions
to ensure the resident was safe when wandering,
Resident #4 was found in Resident #2's room on
08/14/1S performing oral sex.: The facility
determined Resident #4 was the "aggressor”
evan though the resident had no previous sexual
behaviers. Review of Resident #2's "Behavioral
Symptom Moenitoring Flow Record” revealad on
04/06/15 the resident demonstrated
"inappropriate sexual behavior." After the
incident, Resident #2 was placed on fiftesn (15)
minute checks until 09/03/15, when the facility
dalerminsd the manitoring was no longer nesded
because the resident was not exhibiting any
further sexually ineppropriate behaviors. The
facility's plan to ensure the safaty of other
residents was to "watch [Residant #2) closely."

_written allegation of compliance.

Parkview Nursing and
Rehabilitation Center _
Acknowledges receipt of the '
Statement of Deficlencies and .
Proposes this plan of correction,
o the extent that the summary of
findings is factually correct and
n order to maintain compliance
.with applicable rules and
provision of quality of care and
safety of the residents. The plan
of correction is submitted as a

Parkview Nursing and
Rehabilitation Center’s response
to this Statement of Deficiencies
and Plan of Correction does not
denote agreement with the
statement of deficiencies, nor
does it constitute an admisslon
that any deficiency Is accurate.
Further, Parkview Nursing and
Rehabilitation Center reserves
the right to submit documentation
to refute any of the stated
deficiencies on this statement
of deficiencles through informal
dispute resolution, formal appeal, !
and/or any other administrative |
or legal ptoceedings.
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Any deficlency statement ending with an asterisk () denoles a deficlency which the institution may be axcused from correcting praviding it i$ determinod that
other safeguards provide sulficient profoction to the patients . (Sae Inetructions.) Except for nureing homes, the findings stated above ane disclosable 90 days
- - . ollowing the data of survey whather or not a plan of coection is provided. For nursing homas, the above findings and plans of correction are discloaable 14
deye foliowing the dats thaze documenta are made available to the facility. If deficlencies are cited, an approved plan of correction is raquisite 1o continusd
program particlpation,
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However, there was no avidence the facility
revised Resident #2's care plan with interventions
to "waich {the resident] closely."

Resident #1 reported to the Director of Nursing
{DON) on 09/30/15 (27 days afer Residant #2's
16-minute checks were discontinued) that
Resident #2 had entered hls/her room, gotten into
bed with himvher, and attempted to pull histher
underwear down, Resident #1 resisted Resident
#2 and asked the resident to leave. Resident #2
left Resident #1's room but stated he/she waould
"ry again."

An acceptable Allegation of Compliance was
. recsivad on 11/01/15, which alteged removal of
the Immediate Jeopardy on 10/25/45,

An extended survey was conducted an 11/02/15,
and the State Survey Agency delermined the
Immediate Jeopardy was removed on 10/25/15
as alleged, which lowered the Scope and Severity
to "D" at 42 CFR 483.13 Resident Behavior and
Facility Practices {(F223) and 42 CFR 483,20
Resident Assessmant (F280), while the facility
monitors the effectiveness of systemic changes
and guality assurance activities,

F 223 ; 483.13(b), 483.13{c)}{1){} FREE FROM

§8=J | ABUSE/INVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
sexual, physical, and mental abuse, corporal
punishmen, and Invaluntary secluslon.

The facility must not use verbal, mental, sexual,
or physical abuse. corporal punishment, or
involuntary seciusion.

F 223
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This REQUIREMENT is not met as evidenced :

by:

Based on observations, interviews, record
review, review of the facility's policy, and review
of the facility's investigation, it was determined
the facllity failed to have an effective system to

‘gisiire two (2) of nihe (9) sempled residents were

free from sexual abuse (Residents #1 and #4).
Record review and staff intarviews revesled
Resident #4 was saverely cognitively impaired,
had a guardian, and wandered the facllity
aimlessly. Staff interviews revealed Resident #4

to do." However, there was no documented
evidence the facllity revised the resident’s care
plan to address the resident's wandering with
nterventions to ensure the resident wandered
safaly.

On 06/14/15, facility staff observed Resident #4 in
Residsnt #2's room behind the curtgln. Review of
the facllity's investigation, dated 068/14/15,
revealed Resident #4 was "leaning over”
Residenl #2 with Resident #2's "penis out of his
pants and (Resident #4) had his/her mouth
around the penis." Review of the facllity
investigation and interview with the Diractor of
Nursing (DON) revealed the facility determined
that Resident #4, whom the faciilty assessed to
be sevarely cognitively impalred and had a
court-appointed guardian, was responsible and
instigated the incident. However, staff interview
revealad Resident #2 did not attempt to stop the
abuss and did not call out to staff when Resident
#4 enterad Resident #2's room. Furthesmore,
review of Resident #2's record revealed
documentation of "aexually inappropriate
bshaviors" on 04/06/15.

“would do pretty much anything you ask (him/her)

1. Resident #2 no longer resides .
at the facility, Resident #4 was!
reviewed on 10/23/15 during !
the Behavior Management
Meeting by the :
Interdisciplinary Team (IDT) ;
consisting of the Director of
Clinical Services, Social |
Services Director, Executive
Director, Minimum Data Set
Coordinator and the Activity |
Assistant. At this time, ;
Resident #4°s care plan was ,
reviewed but did not require
any further interventions, |
Resident #4 was seen by the
Social Service Director on
6/15/15 with no apparent

psychosocial distress noted.
Resident #1 was seen by the
Social Services Director on
9/30/15 and 10/1/15, Resident

#1 reported fesling safe at the
facility.
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longer exhiblted inappropriate sexual behaviors.
Interview with the Director of Nursing (DON)
revealed afiér fhe 15-miriute checks were
discontinuad for Resident #2, the facility's plan to
ansure safsfy of tha residents was fe "waich

. | [Resident #2] clossly." However, the facllity falled
1o revise the resident's care plan and interviews
with staff revealed they were unaware what
"watch closely” entailed.

On 09/30/15, Residant #2 went into Resident #1's
room without staff knawledge, got into bed with
Resident #1, and attempted to pull down the
resident's underwear.

The faciiity's fallure to have an effective system fo
protect residents from sexval abuse was likely to
cause serious injury, harm, impairment, or death.
Immediate Jeopardy was determined to exist on
06/14/15 at 42 CFR 483.13 Res{dent Behavior
and Facillty Practices (F223) and 42 CFR 483.20
Resident Assessment (F280). The faclity was
nofifiad of the Immediate Jecpardy on 10/23/15,

An acceptable Allegation of Compliance was
recaived on 11/01/15, which alleged removal of
the Immediate Jeopardy on 10/25715. A partial
extended survay was conducted on 11/02/18.
The State Survey Agency determined the
Immediate Jaopardy was removsed on 10/25/15,
which lowered the Scope and Severity fo "D" at
42 CFR 483.13 Resident Bshavior and Facility
Practices (F223) and 42 CFR 483.20 Resident
Assessmant (F280) while the facliity monitors the

_Status) of 8 or greater were
interviewed by a
Department Manager on
10/23/15 10 ensure that they
had not been abused ot
neglected and had not
witnessed any abuse or
neglect of a fellow resident
as well as to inquire about
their safety, No further
allegations were reported,
115 residents were assessed
by licensed nurses via skin
sweeps for suspicious
injuries (those injuries that
would be evident without a
reasonable or rational

explanation for the injury)
on 10/23/15, No suspicious
mjuries were noted.
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Resident #2 was placed an 15-minute checks do il;c.affccted Py the facﬂlty .
from 08/14/15 untll 09/03/15, when the facllity elicient practice. i
determined there was no longer a nead for a. 84 residents with at BOMS
increased supervision because the resldent no (Brief Interview for Mental
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affectiveness of systamic changes and guallty
assurance activities,

The findings Includs:

Review of the facility's pollcy and procedure fitled
“Resident Abuse," revisad 06/01/15, revealsd

eachi resident had the right to be free from abuse,

neglect, and/or misappropriation of property,
Further review revealed the monitoring of
residents who may ba at risk for abuss, neglect
and/or misappropriation was the responsibility of
all facllity staff.

1. Review of a facillty investigation, dated

06/15M15., revealed on 06/14/15 Certified Nursing )

Asgistants (CNAs) #3 and #4 “"observed a
rasident on thelr knees bshind a curtain® in
Resident #2's room. The incident was
immediately reported to Registerad Nurse (RN)
#1 and Licensed Practical Nuree (LPN) #1, RN
#1 entered the room and observed Residant #4
"leaning over” Resident #2, with Resident #2's
"penie out of his pants" and Resident #4's “mouth
around his penis." Resident #4 was escorted out

1 of the room while Resident #2 "placed his penls

back inte his pants and zipped them.”

Observations conducted on 10/20/15 at 4:55 PM
ravealed Resldent #4 was walking up and down
the hallway. The resident was observed to enter
another resident's room uninvited and walkad to
the far side of the room before being redirected
by staff out of tha room. Resident#4 did not
respond appropriately to questions when an
inferview was attempted.

Review of Resident #4's medical record revealed
the facllity admitted the resident on 08/12/14 with

b, Staff across all departments]
(nursing, dietary, therapy,
housekeeping, laundry, and=
office staff) were
interviewed by Departmeut;
Managers on 10/23/15t0
ensure that none had I
witnessed any abuse or
neglect that had not been
previously reported. No
further allegations were !
made by staff, ;

¢. On 10/23/15 and 10/24/15,
the Facility Human
Resource Coordinator and |
the Assistant Business
Office Manager reviewed
96 of 96 employee files to
ensure that the files were
complete with the criminal
background check,
Kentucky State Board of
Nursing/Nurse Aide Abusei
registry check, OIG check,
and telephone reference
checks and Abuse/Neglect
training, No discrepancies
were identified,
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diagnoses that included Dementia with
Behaviors, Anxiety, Restlessness and Agltation,
Depression, and Wandering, Review of the
Quarterly Minimum Data Set (MDS) Assessmsnt,
dated 04/29/15, revealed the resident's Brief
Intsrview for Mental Status (BIMS) score was 3,
which indicated the resident was severely
cognitively fmpaired and wa3 not Interviéwable.

Review of Resident #4's admission information,
datad 06/30/14, revealed the local district court
had named a guardian for the resident. Review
of Resident #4's care plan, dated 08/12/14,
revealed the rasident demonstrated impaired
thought processes with poor decision-making,
difficulty understanding othsrs, and short and
long-term memory loss. Raview of the "Behavior”
Syrptom Monitoring Flow Racord"” dated
0472415 through 06/13/15, revealed the resklent
was observed by staff io frequently go into other
residents' rooms, Although the resident was
frequently cbserved to entar other residents’
rooms prior to the incident, the facility failled to
revise the resident's care plan to include
inierventiona to ensure the rasident wandered
safaly. .

Review of Resident #2's medical record revealed
the resident was initially admitied to the facility on
12/18/14 with diagnoses that Included Alzhelmer's
diseasse, Depression, and Anxiaty, Review of the
Quarterly MDS assessment, dated 06/12/15,
revealed the resident's BIMS score was 10,
indlcating the resident was moderataly impalred
but interviewable. Review of the resident's
Comprshensive Plan of Care, datad 12/24/14,
revealed the resldent was care planned to
experience insomnia. Review of the facility's
“Behavioral Symptom Monitoring Flow Record”

101 staff

that had not been
Previously reported.

d. On 10/23/15 and 10/24/15,

members across |
all departments were |
Interviewed and asked if
they were aware of any
resident who exhibits
behaviors (including
sexual, verbal, mental, and
Physical) towards any ather;
resident. There were ng
allegations of abuse/neglect
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for Resident #2 dated 04/01/15 through 08/09/15,
revealed the resldent was observed to frequantly
"go into other rooms and take belengings.”
Further revlew revealed on 04/08/15, 06/14/15,
and 06/18/15 tha resident was cbserved
demenstrating “inappropriate sexual bghavior."

Further review of the facility's investigation
revealed on 06/14/15, after the incidant, RN #1
retumed to Resident #2's rocom and explalned to
the rasidant that his/her "behavior was
inappropriate refated to [Resident #4's] cognition
and should not happen again.” Resident #2
“nodded In agreement"” Review of Resident #2's
withess statement revealed Resident #4 kept
"rubbing up against me and unzipped my pants,
but | finally got (him/her) to leave.” Further review
of the Investigation revealed Resident #2 was
placed on 15-minute checks. Resident #4 was
placed on one-to-one supervision with a staff
member for approximately 72 hours, The
investigation stated Resident #4 "did not repeat
this behavier” and “this was a new behavior” for
the resident, Resident#4 was placed on
16-minute checks after the inftial 72 hours and
remained on 15-minute checks until 08/31156
when Residant #2 was movad to another unit of
the facility.

Further review of Resident #2's medical record
revealed the resident was transferred to the
hospital on 08/13/15 due to tearing plctures off
the walis in his/her room and threatening staff.
Review of the final report from the hospital stay
revealed nursing home staff had reported
Resident #2 “has been sexuslly inappropriate and
slaaling others’ belongings and wandering around
at night instsad of alesping,”

members across all

departments were educated on i
the regulation for F223 and the ;
facility’s policy and procedure ;
for Resident Abuse by the Sta.ff!
Development Coordinator !
and/or Nurse Manager on f
10/23/15 and 10/24/15. Al
other staff were given the
education prior to their next ;
shift, before they could return
to work. This education g

a. 111 of 120 facility staff |
i

included abuse screening,
training, prevention, :
identification, investigation, |
protection, and reporting end |
response. This included
education on the definition for
abuse including what
constitutes sexual abuse and to
report any sexual or physical
resident to resident behavior
immediately to the licensed
nurse. Employees completed a
post test at the completion of
the education, Newly hired I
employees will receive the
educations during the new hire
orientation process. The facility
does not utilize agency staffing..
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Interviews with CNAs #1 and #2 on 10/20/15 at
6;27 PM, and LPN #2 on 10/20/15 at 6:36 PM
revealed Resident #2 ambulated freely about the
faclity and had no difficulty with daily
decision-making. Further interview with LPN #2
revealed Resident #4 wandsred frequanily
throughout the unit, and was often redirecied
afiei entering other residents’ rooms. The LPN
stated she had observed Resident #4 on ane
oceasion remove histher clothing and walk out to
the haliway. The LPN stated, *..[Resident #4)
doesn't reallze what i going on." LPN #2 stated
Resident #4 was redirected when the resident
axhibited these behaviors,

Intarview with RN #1 on 10/21/15 at 10;04 AM
revealéd upon entering Resident #2's room at the'
time of the incident on 06/14/15, Resident #2
“saw me and moved (his/her) head up." The RN
stated she was aware of Resident #4 wandering
“in and out of rooms" and had to redirect the
resident from other residents' rooms. RN #1
stated she was unaware that Resldent #2 or
Residant #4 had previous history of any sexus|
bahaviors,

Interview with CNA #3 on 10/21/15 at 10:40 AM,
and CNA#4 on 10/21/16 at 1:26 PM revesled
Resident #4 had been found asleep in the chair of
other residents' rooms. The CNAs stated
Resident #4 was to be redirected when the
resident was observed entering another resident's
room. Further interview with CNA #3 revsaled
Resident #4 was "easy to redirect, just tsl|
{him/er} to coms with you end (he/she) would
follow."

Interview with LPN #1 on 10/22/15 at 3:23 PM
revealed Resident #2 "always kept the curtain

b. The facility Executive
Director and/or the Director of .
Clinical Services will review
all allegations of resident
abuse, complete the 24 hour

* report, investigation, and the 5

“ day final report.
¢. On 10/23/15, members of the
Quality Assurance Commitiee
- (comsisting of the Executive
Director, Director of Clinical !
Servwcs Medical Director via
phone, Soclal Services

‘Director, Medical Records
Coordinator and Nurse Unit
Manager) had an Ad Hoc
meeting to review the facility
policy and procedure for Abuse
and adopted the policy without
any changes or revisions,
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Interview with Unit Manager (UM) #3 on 10/22/16
at 2:52 PM revealed prlor to Resident #2 being
transferred to the other unit, the UM was aware
the rasident would wander and frequently walk to
the nurses’ statlon during the night. The UM
statad after the incident that eccurred on
06/14/15, Resident #2 was observed to enter
other residents’ rooms, The UM stated Resident
#4 also frequently wandered the hallways and 'nto
other residents' rooms. However, she stated
Resident #4 was easily redirected when
wandering.

Interviews were attempted with Resident #4's
Guardian on 10/22M15 at 10:17 AM and 3:45 PM,
and on 10/28/16 at 1:33 PM, but were
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pulled.” The LPN stated she had observed the 4. a. Department managets
resident on three occasions io be either conducted Quality ;
masturbating or “zipping (his/her) panis up” upon o
entering the resident's room. Furiher intarview Il;}proven‘.lent (QI) monitoring ;
with the LPN revealed Resident #4 "would do of regulation F223 by i
pretty much anything you asked (him/her) to do." conducting interviews with
The LPN stated she viewed Resident #2 as the intervi g
“ipdtiator" In the Tnident with Résident #4 on staff toe‘\iy;ble r.eS“.i;nts and
06/14/15, The LPN stated Resident #4 "has ) Crming 1t any
wandered into other male (residents) rcoms and instances of abuse and/or
that has never happsned.” Further interview neglect have occurred, Ql
sevealed Resident #4 frequently wandered into monitoring was conducted
other rasidents' rooms, and was redirected when seven days/ I d
observed; howaver, facility staff was not able to ys/week, . omly
watch the resident all the time and staff was nat  * across all shifts, using a sample!
aware Resident #4 was in Resident #2's room at size of 5 residents and § staff
the time of the incident. ' members from 10/26/15 to

11/6/15 when an Ad Hoc QA
committee meeting was held °
and it was determined that the °
monitoring could decrease to §°
times a weelk for one month
then 3 times a week for one
month, then weekly for one
month. Any discrepancies were!
or will be addressed '
immediately and resuits of the
monitoring will be reported
monthly to the QA commirtee
for development of an action

unauccessful. plan if needed.
Interview with the DON on 10/22/15 at 4:00 PM
revealed she was awara that prior to the incident
| on 06/14/15, Resldent #2 had bean obsarved by
FORM CM3-2567(02-99) Pravious Versions Obsoleta Event ID:MCMS11 Faciity sD: 100599 if conlinuation sheat Page 8 of 52



[ 12}

NOV/24/2015/TUE 02:28 PM

[ o0z:10:47 p.m. 11-3d-2013

FAX Mo, 2. 012/071

[P A

DEPARTMENT OF HEALTH AND HUMAN SERVICES FRINTEO; 1111712016

\ " FORMAPPROVED '
CENTERS FOR MEDICARE & MEDICAID SERVICES -OMB NO. 0938-03p1 -
STATEMENT OF OEFICIENCIES (Xf) PROVIDER/GUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION -{coyoaTE SURVEY.
AND PLAN OF CORRECTION IDENTIFICATION NUMRER: A BUILDING COMPLETED
' c
, {85268 B.WING 11/02/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDREBS, CITY, STATE, 2IP CODE
. 200 NURSING HOME LANE
G EHABIL c )
PARKVIEW NURSING AND REHABILITATION CENTER e ey
*D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG £ROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENDY)
F 223 | Continued From page 9 F223 . e
facility staff fo pull the privacy curtain end b. The Director of Clinical
masturbate, and had insomnia and wandered. Services/Nurse Manager

‘ she belleved Resident #4 was the "aggressor.”

Interviaws with LPNs #3 and #4 on . 10/22/5 at

Fuither Intervlew revealed after the incident on
08/14/15, Resldent #4's 15-minute checks
continued until Resident #2 was moved to
another unit In the facility (08/31/15), even though

Filrthiat Tntsfviaw with the DON revaaled facifity
staff continued to check on Resident #2's
wheraabouts every 15 minutes until 09/03/15,
when the facility determined the checks could be
discontinued because the resident had not
axhibited any further sexually inappropriate
behaviors. '

2:20 PM revealed staff was instructed to "waich
[Resident #2] close” afier the 15-minute checks
were discontinued, However, staff was nof glven
direction on how often to check on the resident.

2, Review of a facility investigation dated
09/30415 (27 days after Resident #2's 15-minute
checks were disconlinued) ravealed at 7:50 AM
on 09/30/15, Resident #1 reported to the DON
that Resident #2 had sntered hisfer raom early
that meming, gotten into bed, and attempted to
remove hisfher underwsar. Resident #1 resisted
Resident #2, stating he/she "didn't like fhat." It
was reportad that Resident #2 responded by
asking Resident #1 if hefshe "liked (him/her) as &
friend." Residant #2 leit the room, but stated
bafore leaving that he/she would "try that again.”
According {o the facility's Investigation, Resident
#2 Jater retured to Resident #1's room, asked
how the resident was, and then proceeded down
the hallway.

Review of Resident #1's med!cal record revealed

‘Hoc QA committee meeting |

conducted QI monitoring |
utilizing resident skin sweeps |
to ensure no suspicious injuries.
and/or injuries of unknown ¢
origin exist. QI monitoring was:
conducted 7 times weekly,
randomly across all shifts,
using & sample size of 5
random residents from
10/26/15 to 11/6/15. An Ad

was held on 11/6/15 and it was|
determined that the monitoring .
could decrease to 5 times i
weekly for one month, then 3 |
times weekly for one month, |
and then weekly for one month.!
Any discrepancies were/will be
addressed immediately. Results
of the monitoring will be
reported monthly to the QA
committee for development of
an action plan as needed.
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the facility admitted the resident on 08/18/15 with
diagnoses that included Mild to Moderate
Intellectual Disability, Depresslon, and Anxiety.
Review of the facllity's admission Minimurn Data
Set (MDS) Assessmsnt, dated D8/28/15, revealed
the facility assessad the resident's BIMS score to
be 11, Indicating the resident was moderately

" | cognitively impaired and intsrviewable.

Review of Resident #2's Quarierly MDS
Assessment, dated 08/08/15, revealed the
resident's BIMS acore was 14, indicating the
resident was cognitlvely intact and interviewabls,
Review of tha resident’s Comprehensive Plan of
Care, dated 06/15/15, revealed the resident
displayed socially inappropriate sexusl behavior.
Review of the Bahavioral Health Unit History and
Physical, dated 08/13/15, revealed nursing home
staff had reported the resldent had besn “sexually
inappropriate, stealing others' belongings, and
wandering around at night instead of slesping."
Further review of the resident’s cara plan
revealed no interventions were put into place o
monitor the resident after 09/03/15, when the
15-minute checks were discontinued, even
though the resident had a history of sexually
inappropriate behavior and insomnia,

Interview with Resident #1 on 10/20/15 at 4.35
PM revealed when asked about the incident, the
resident stated Resldent #2 "aftacked me."
Resident #1 stated Resident #2 "got in my bed"
and "trled to do nasty things.” Resident #1 stated
Resident #2 "scared me." The resident stated
hefshe was afraid at the time of the incident;
however, he/she was not scarsd now because
the facility informed him/her that they were
“watching {Resident #2] close."

c. The Assistant Director of
Clinical Services/RN
supervisor/Unit Manager/Staff
Development Coordinator will
monitor 5 days a week for new;
resident to resident behaviors
via staff observation and
resident medical record
documentation and report in
the daily department head l
meeting ( this meeting includes
the.IDT) for discussion to
ensure appropriate care plans

with appropriate interventions
are implemented.
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Intervisw with Resident #2 on 10/20/15 at 1:18
PM revealed the rasident denied the incident
occurred with Resident #1 on 08/30/15. The
resident statad, "I wouldn't do that, | come from a
very respaciable family,"

Interview with UM #1 on 10/22/15 at 2:35 PM
revealad although she was not aware of Resident
#2 entering another rasident's room {prior to the
incident on 09/30/15), she was aware the resident
got up "very eary” and often walked to the
nurses' station for ice. The UM stated after the
rasident's 15-minute checks were discontinued
on 09/03/15, staff was “watching to make sura
(Resident #2) didn't go into rooms.”

Interview with LPN #7 on 10/21/15 at 3:48 PM
revealed she had to "keep my eye" on Resident
#2 because ha/shs "likes to wander up and down
the hall." The LPN stated she worked the night of
09/29/15; however, sha did not observe Resident
#2 enter Resident #1's room. Tha LPN statad
Resldent #2 typlcally slept until 3:30 AM or 4:00
AM, and then the reaident "might wander some."
Further interview revealed Resident #2 was often
observed to pace up and down the hallway early
in the moming. Although the LPN had not
observed the resident enter other residents'
rooms, she had obaerved the resident “stand at
the doorway" of other rooms.

Interview with CNA #10 on 10/23/15 at 8:27 AM
revealed prior to the incident on 08/30/15, she
had been instructed to "watch [Resident #2] close
and make sure [Resident #2] didn't go into
anyone else's room,” The CNA stated Resident
#2 was "hard to watch" and that ha/she was “very
qulet." Further interview revealsd Resident #2
routinely got up early and would walk up and

F223
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down the hallway, The CNA stated she had nat
observed Resident #2 antsr any other residents’
rooims.

Interview with the DON on 10/22/15 at 4:09 PM
revealed after the 15-minule checks were
discontinued for Rasident #2 on 08/03/15, the
facility's plan to ansure the safety of residents
was to "watch [Reasident #2] closely.” Further
interview with the DON revealed she befleved
“watching” Resident #2 was effective because
“more slert and oriented residents” lived on the
unit where Resident #2 resided, However, there
was nho facility policy that defined “watch closely,”
there was no staff training/in-service on what
"watch clogsely" entsiled for Residant #2, and no
documaniation that Resldent #2 was baing
"watched closely.” In addition, review of Residant
#2's Comprahensive Care Plan revealed the
facllity had no interventions in place to monitor
Resident #2.

“*The facllity provided an accaptable Allegation of
Compliance (AOC) on 11/01/15. Ths facility
implemented the following actions to remove
Immediate Jeopardy:

1) Rasidant #2 was placed 1:1 with staff on
10/23/15 and will remain on 1:1 until dasmed safe
per raview by the Interdiscplinary Team (IDT)
{members includs the Executive Director (ED),
Director of Clinical Services (DCS), Sacial
Services Director (SSD), and Activity Director)
and Primary Cara Physician. On 10/23/15,
Resident #2's care plan was updated, per the IDT
Behavior Managemant Maeting, to reflect 1:1
supervision,

Residant #4 was reviewed an 10/23/15 during the

F 223
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Behavior Management Meeting with the IDT
{including the Director of Clinical Services, Social
Servicas Director, Executive Director, Minimum
Data Set Coordinator, and the Activity Assistant),
At this time, Resident #4's care plan was
reviewed by the 10T, but did not require any
further interventions. The Soclal Services
Director saw Residant #4 on 08/15M5 with no
apparent psychosocial distress noted.

The Soclal Services Director saw Resldent #1 on
09/30/18 and 10/01/15. Resident #1 roported
feeling safe at the facility,

2) Eighty-four (84) residents with a BIMS {Brief
interview for Mental Status) score of 8 or greater
ware interviewed by a Depariment Manager
(Activity Director, Admission Coordinator, Case
Managar) on 10/23/15 1o ensure that they had not
been abused or neglected and had not witnessed
any abuse ar naglect of a fellow rasident as wall
88 to Inquire about their safety. Questlons asked
included, "Is there currently a staff member or
rasident In the facility who you feel threatened
by?" and "Do you feel safe in the faciity?" No
further allegations were reported at that time,

3) One hundred fifteen (115} of 115 residents
ware assessed by a licensed nurse via skin
sweeps for suspicious Injuries on 10/23/15. No
suspicious injuries (those Injuries that would be
avident without a reasonsble or rationat
axplanation for the Injury) were noted at those
timas.

4) Staff across all depariments (Nursing, Dietary,
Housekeeping/Laundry, and Office Staff) was
Interviewed by the Staff Development
Coordinator, Nurse Manager, Admissions
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Director, or Medical Records Coordinator on
10/23/16 to ensure that none had witnessed any
abuse or neglect that had not been previously
reported. Staff acknowledged that they were
aware of the diffarent types of sbuse/neglact and
to whom to report it fo. Staff reported no further
allegations.

5) One hundred one (101) staff members across
all departments {Nursing, Dietary,
Housekeeping/Laundry, and Office Stafl) were
interviewed by the Staff Development
Coordinator/Nurse Manager/Medical Records
Coordinator on 10/23/15 and 10/24/15. Tha stafl
wasg agked if they were aware of any residant who
exhibited behaviars (including sexual, verbay,
mantal, and physlecal) toward any other resident.
Thare were no allegations of abuse/neglect that
had not been previously reported, Resident #2
was not identified as having been involved in an
gllegation that was not previously reported,

8) Sixty-elght {88) staff members across all
departments (Nursing, Diatary,
Housekeeping/Laundry, and Office Staff) were
interviewed by the Staff Devalopment
Coordinator/Nurse Managar/Medical Records
Coordinator on 10/23/5. The staff was asked if
they were aware of any residant who exhibits
bahaviors {including sexual, verbal, mental, and
physical) foward any other resident. From these
interviews, two residents with physical and sexual
resident to resident targeted behaviors were
placed on 1:1 supervislon for safety (the safety of
self and others), per the IDT Behavior
Management Mseting held on 10/2315. Seven
residents with physical behaviors and two
residents with sexual behaviors had thair care
plans reviewed and/or updated to includa, but not

F 223
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limited to, same of tha following interventions:
redirection, provide privacy, verbal cueing, speak
with a calming voice, assess for pain, distraction
and remove stimulus,

7) Ninety.six {95} of 86 employee personnel files
were reviewed by the Facllity Human
Resourcea/Payroil Coordinalor and Facility
Business Office Coordinator on 10/23/15 and
10/24/15 1o ensura that the files were complete
with the Criminal Background Check, Kantucky
State Board of Nursing, Nurse Alde Abuse
Registry check, Office of the Inspector Genaral
Exclusion Check, Talsphone Reference Checks,
and abuse/neglect training. No discrepancies
weore identified.

8) One hundred efeven (111) of 120 facility staff
members across all depariments (Depariment
Managers, Nursing, Diatary,
Housekeeping/Laundry, and Therepy) were
educated on the regulation for F223 and the
facility's Policy and Procadure for Resident Abuse
by the Staff Development Coordinator or the
Nurse Manager on 10/23/15 and 10/24/15. Staff
members were educated on abuse screening,
training, prevention, ldentification, investigation,
protection, repering, and response. They were
educated on the definltion for abuse including
what consfitites sexual abuse and to report any
sexual or physical resldent-to-residant behavior
immediately to the licensed nurse. Employees
completed a positest at the completion of the
education. Staff members who have not besn
in-serviced will not be allowed to work until thay
have been in-serviced and completed the Abuse
postiest. The Facility Executive Director and/or
Diractor of Clinica! Services raviewed all

allegations of resident abuse and completed tha

F 223
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24-hour report, the investigation, and the five-day
report. The other nine staff members were
educated befors returning to work.

9) The Director of Clinical Services and Nurse
Managers educatad 111 of 120 facliity staff
members in all departments (Department
Managers, Nursing, Dietary,
Housekeeping/Laundry, and Therapy) on the
facility's Care Plan policy on 10/23/15 and
10/2415. The facility dose not use agency staff.
Nine (9) facility staff members, who had not
received the training, did not work beyond
10/24/15 without having the education plior to the
start of thelr next shift. The facility's staff has
been educated to follow the resident’s plan of
cara and that revisions to the resident's care plan
were required to ensure their needs wera
addressed. The staif completed a posttest to
demonstrata understanding of the education.
Newly hired employees will recelve the education
during the hew hire orientation procass. The
other nine staff members were educated before
retuming to work.

10) The Director of Clinical Servicas, the Medical
Director via phone, the Executive Director, Social
Services Director, Medical Records Coordinator,
and Unit Manager conducted an Ad-Hoc Quality
Assurance/Parformance Improvemert Committes
Meeting on 10/23/16 to review the facility's policy
and procedure for care plans Including revising
the resident's plan of care with specific
interventlons, and abuse prevention. The policies
and procedures were adopted without any
changes or revisions. As per the facllity's Abuse
Palicy and Procedure: "All incidents of resldent
abuse are to be reported immediately to the

Clinical Nurse in Charge, the Diractor of Clinical

F 223
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Services, and the Exacutive Director." Once
reported to one of those three officials an
investigation will begin immediately. The
ED/Abuse Coordinator is responsibla for reporting
1o appropriate officials in accordance with Federal
and State Regulations.

11) A Department Manager will conduct Quality
Impravement (Ql) monitoring of regulation F223

resldents and staff to determine If any Instances
of abuse and/or neglect have occurred. Ql
monitoring will be conducted five times a week,
randomly across all shifts, using a semple size of
five Intervlewable residents and five staff
members. Any issues identified will be
addressed immediately,

12) The Director of Clinical Service and Nurse
Managsr will conduct Quality Improvement
Monitoring utilizing resident skin assessmants to
ensure no suspicious injuries (those injuries that
would be evident without a reasonable or rational
explanation for the Injury)finjuries of unknown
origin exist. QI manitoring will be done five times
a week, randomly scross all shifls, using a
sampla size of five residents. Any issuas
identifiad will be addressed immediatsly,

13) Quality improvement monitoring of the
facllity's process for Care Plans and Behavior
Management monitoring has been donae utilizing
the following:

A. Beginning on 10/23/15 the steff was sducated
by the Staff Development Coordinator/Nurse
Manager to report resident-to-resident physical
andfor sexual behavicrs immediately to the
licensed nurse. The licansed nurse will ensure

F223
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an interventicn is In place and notify the ED or
DCS immediately. Once reported an
investigation wlll begin immediataly. The
ED/Abuse Coordinator is responsibie for reporting
to appropriaie officials In accordance wih Federal
and State Regufations. The licensed nurse will
dacument resident-1o-resident physical and/or
sexual behaviors in the resident's medical racord
and on the 24 Hour Report.

B. Documentation of the event will be
discussed/reviewsd in the Dally Depariment Head
meeting by the IOT team (may include the
Exsculive Director, Director of Clinical Sarvices,
Social Services Director, Activity Director, MDS
Nurse, Nurse Manager, Assistant Director of
Clinical Services, and the Therapy Director). The
Executive Director{ED), Diractor of Clinlcat
Services (DCS), RN Suparviser, or Unit Maneger
will validate this seven times weakly,

C. Residents with new resident-to-resident
physical and sexual behaviors will have their Care
Plans and Kardexes reviswed/updated with an
appropriate intarvantion in the Dally Department
Head Meeting by the IDT team. This is validated
by the ED/DCS RN Supervisor seven times
weekly.

0. Residents at risk for harm to salf or others will
be reported to the ED or DCS immediately and
will be reported to appropriate officlals in
accordance with Federal and Stata Regulations.

14) The MDS Coordinator/Nurae Managar will
conduct Quality Improvement (Qf) monitoring via
staff ocbservation and resident medical record
documentation to ensure interventions are
appropriate and the residents plan of care 's

F 223
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belng followed. Random daily QI monitoring will
be conducted across all shifts using a sample
size of five residents.

*The SSA validated on 11/02/15 the Immediate
Joopardy was removed as follows:

1) Review of the Behavior/Psychoactive Meeting
Minutes, dated 10/23/16, revealed Resident #2's
behaviors were reviewed, 1:1 supervision was
pravided, and interventions were to continue per
the resident's care plan. Revlew of Residant #2's
care plan, with a reviston date of 10/23/185,
revealad the resident’s care plan had been
revised to include 1:1 supervision. Review of
Resident #2's Resident Safely Chacks, dated
10/23/15 through 10/27/18, ravealsd staff
documented one on one suparvision was
provided. Interviews on 11/02/15 at 12:55 PM
with Unit Manager (UM) #1, at 1:21 PM with
Licensed Practical Nurse (LPN) #5, and at 1:40
PM with Certified Nurse Assistant (CNA) #7
confirmed Resident #2 had been placed on 1:1
supervision with ataff sinca 10/23/15, until the
resident was discharged an 10/27/15, Interviews
on 11/02/15 at 1;30 PM with the Activities
Director, at 1:32 PM with the Social Services
Director {SSD), at 1:37 PM with the Administrator,
and at 1:43 PM with the Director of Nursing
{PON) confirmed Resident #2's care plan was
updated, per the IDT during the Behavior
Management Meeting held on 10/23/1S, to reflact
1:1 supervision.

Review of the Behavior/Psychoactive Meeting
Minutes, dated 10/23/15, revealed Res'dent #4's
behaviors and care plan were reviewed,
Intervisws on 11/02/15 at 1:27 PM with the

Minimum Daia Set (MDS) Coordinator, at 1:30
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PM with the Activities Director, st 1:32 PM with
the SSD, at 1:37 PM wiih the Administrator, and
at 1:43 PM with the DON confirmed Residont #4's
care plan was reviewed, per the I1DT during the
Behavior Management Meeting held on 10/23/15,
but did not require any further interventions,
Review of Resident #4's medical record on
11/02/15 at 11:50 AM confirmed the resident was
seen by the SSD on 08/156/15 with no apparent
psychosocial distress noted.

Review of Resident #1's medical record on
11/02/15 at 4:15 PM confirmed the resident was
sesn by the SSD on 09/30/158 and 10/01/15; no
concarns were identified.

2} Review of the Resident Intarview sheets, dated
10/23/15, revealsd a Department Manager
interviewed 84 residents on 10/23/15 t0 enstre
they had not been abused or neglacted,
Interviews on 11/02/15 at 1:05 PM with the
Admiasion Director, at 1:23 PM with the Case
Manager, and at 1:30 PM with the Activities
Director confirmed a Depariment Manager
interviawsad 84 residents on 10/23/15 to ensure
they had nat been abused or neglected, and no
further allegations were reporied at that time.
Interviews during the facility tour on 11/02/15 at
11:48 AM with Resident #7 and unsampled
Residents F, J, K, N, O, and P confirmad facility
staff had Interviewed the residents on 10/23/15
regarding abuse and neglect and the residents
had no concerns.

3) Review of the facility's Skin Integrity shests,
dated 10/23/16, revealed skin assessments were
completed on 115 of 115 residents for suspicious
injuries, and none were noted at that time.
Interviews on 11/02/15 at 1:12 PM with LPN #1,
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at 1:21 PM with LPN #5, and at 1:34 PM with LPN
#8 confirmed skin sweeps ware completed on
115 of 115 residents on 10/23/15 and no
suspicious Injuries were identified,

4) Review of staff rosters, dated 10/23/15,
revealed facility staff across all departmants was
interviewed to ensure no one had witnessed any
abuse or naglect that had not been previausly
reported. Interviews on 11/02/15 at 12;55 PM
with UM #1, at 1:03 PM with the Medical Records
Coordinator, at 1,06 PM with the Admiasions
Director, at 1:14 PM with UM #3, at 1:24 PM with
UM #2, and at 1:36 PM with the Staff
Development Coordinator confirmed facility staff
across all departments were Interviewed to
ansure that no one had witnessed any abuse or
neglect that had not been previously reported.
They staied staff also acknowlsdged that they
were aware of the different lypas of
abuse/naglect and to whom to report, Interviews
with Therapy Assistant #1 on 11/02/15 at 12,45
PM and Maintenance Staff Members #1 and #2 at
1:19 PM confirmad they had been interviewed on
10/23/15 regarding abuse/neglect, and had been
educated regarding tha different types of
abuse/neglect and to whom to rapart allegations.

5} Review of siaff rosters, dated 10/23/15 and
10/24/15, revesled 101 facility staff members
across all departments wera interviewed
regarding any residents that exhlbited behaviors
toward any other resident, Intarviews on 11/02/15
at 12:55 PM with UM #1, at 1,03 PM with the
Medlcal Records Coordinator, at 1:05 PM with the
Admissions Director, at 1:14 PM with UM #3, at
1:24 PM with UM #2, and at 1:36 PM with the
Staff Development Coordinator confirmed facility
staff across all depariments was interviewed
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regarding resident to resident behaviors, and no
allegations of abuse/neglect were identified that
had not been previously reporied. Intarviews with
Therapy Assistant #1 on 11/02/15 at 12:45 PM
and Maintenance Staff Members #1 and #2 at
1:19 PM confirmed they had been interviewed
regarding resident-lo-resident behaviors on
10/23/15.

8) Review of staff rosters, dated 10/23/15,
revealed 68 facllity staff members across all
depariments were interviewed regarding any
residents that exhiblt behaviors toward any other
resident. Interviews on 11/02/15 at 12:55 PM with
UM #1, at 1:03 PM with the Medical Records
Coordinator, at 1:05 PM with the Admissions
Director, at 1:14 PM with UM #3, at 1:24 PM with
UM #2, and at 1:36 PM with the Staff
Devalopment Ceordinator confirmed facility staff
acrass all deparimenis were intarviswad
regarding resident to resident behaviors, Review
of the Behavior/Psychoactive Meeting Minutes,
dated 10/23/16, revealed behaviors for Reslidents
#1, %2, and #4, and unsampled Residents A, Q,
RS TUV,WXY.ZAA BB, CC, DD, EE,
FF. GG, and HH wera discussadireviewed by the
IDT team, and the care plan‘interventions wers
ravigwed and revised accordingly, Interviews on
11/02/15 at 12:45 PM with Therapy Assistant #1
and at 1:18 PM with Maintenance Siaff Members
#1 and #2 confirmed they had bean interviewad
regarding residsnt-to-rasident behaviors on
10/23/15. Review of the Behavior/Psychoactive
Meeting Minutes, dated 10/23/15, revealed seven
residents with physical behaviors and two
residents with sexual bahaviors had their care
plans reviewed and/or updated. Review of the
resldents’ care plans confirmed the care plans
had been reviewed/updated. Review of Resident
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#2 and Resident Q's care plans confimed both
had besn revised 1o include 1:1 supervision.
Interviews on 11/02/15 at 1:30 PM with the
Activities Director, at 1:32 PM with the SSD, at
1:37 PM with the Administrator, and at 1;43 PM
with the DON confirmed the residents' behaviors
and care plans were reviewed per the IDT during
the Behavior Management Meeting held on
10/23/185,

7) Review of the Employee Personnel File
Chacklist, dated 10/23/15, revealed 98 of 96
employea persennel files were reviewed to
ensure that files were complete with the Criminal
Background Chack, Kentucky State Board of
Nursing/Nurse Aide Abuse Registry Check, Office
of Inspector General Exclusion Check, Telophone
Reference Checks, and Abuse/Neglact training.
Interview with the Assistant Businass Office
Caoordinator on 11/02/16 at 1:29 PM confirmad all
employee personngl files were reviewed an
10/23/15.

8) Review of the facllity's In-sarvice staff rosters,
dated 10/23/15 and 10724/15, revealed 111 of 120
facllity staff members were in-serviced on F223
and the facility's Policy and Procedura for
Resident Abuse and given a posttest, Interviews
on 11/02/15 at 12:55 PM with UM #1, al 1:14 PM
with UM #3, at 1:24 PM with UM #2, and at 1,36
PM with the Staff Development Coordinator
confirmed they educated staff members on F223
and the facility’s Policy end Progedure for
Resident Abuse on 10/23/15 and 10/24/15. Staff
members not in-serviced during that period wers
in-sarviced prior to belng allowed to work. All
staff mambers were in-sarviced by 10/25/15.
Further interview confirmed posttests were given
to and passed by staff after complstion of the

F223
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In-services. Interviews on 11/02/15 at 1:12 PM
with LPN #1, at 1:21 PM with LPN #5, at 1:34 PM
with LPN #8, and at 1:40 PM with CNAs #7, #8,
and #8 confirmed they ware in-serviced during
40/23/15 and 10/24/15 regarding resident abuse
and F223, and wers given a posttast after
completing the education. Interview on 11/02/15
at 1:37 PM with the Administrator and at 1:43 PM
with the DON confirmed they reviewed all
sllegstions of resident abuse and ensured
investigations were completed.

£) Raview of facility in-service staff rosters, dated
10/23/15 and 10/24/15, revealed 111 of 120
facility staff members were in-serviced and given
a positest on the facllity's Care Plan pollcy.
Review of the posttests confirmed all stafl
completed and passed the test. Interviews on
11402115 at 12,56 PM with UM #1, at 1:14 PM
with UM #3, at 124 PM with UM #2, and at 1:43
PM with the DON confirmed facllity siaff was
in-serviced and posttests were given. Interviews
on 11/02/15 at 1:12 PM with LPN #1, at 1:21 PM
with LPN #5, at 1:34 PM with LPN #8, and at 1:40
PM with CNAs #7, #8, and #9 confimed they
were in-serviced during 10/23/15 and 10/24/15
regarding the faciiity's Care Plan policy, and they
were given a postest after complating the
education. [ptsrview with the Staff Development
Coordinator on 11/02/15 at 1:36 PM confirmed he
was respansible to ensure newly hired employees
would receive the education during the new hire
orientation process,

10} Review of the Ad-Hoc Quality
Assurance/Performance Improvement (QA/FI)
Commlttee Meating Minutes, dated 10/23/15,
ravesaled the facllity Pollcy and Procedure for care
plans and abuse wers reviewed and adopted

F 223

FORM CMB8-2567(02-99) Previous Versions Obsokte

Event ID:MCM311

Facility 10: 100589

If continuation shael Page 26 of 52




| oz:10:47p.m.11-24=2003 | 21 |

NOV/24/2015/TUE 02:33 PM FAX No, P, 028/071
DEPARTMENT OF HEALTH AND HUMAN SERVICES P R R ATI2015
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0835-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: s COMPLETED
c
185258 B. WING 11102/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE T
200 NURSING HOME LANE
REHABILITATION G
PARKVIEW NURSING AND TION CENTER Tt
x4 1D SUMMARY STATEMENT OF DEFICIENGIES ™ PROVIDER'S PLAN OF CORREGTION o5
PREFIX (RACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coPLETION
TAG REGULATORY OR LEC ICENTIFYING INFORMATION) TAG CROS3-AEFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
F 223 | Gontinued From page 25 F 223

without any changes or revisions. Interviews on
11/02/15 st 12:56 PM with UM #1, at 1:03 PM
with the Medical Recoards Coordinator, at 1;14 PM
with UM #3, at 1:24 PM with UM #2, at 1:32 PM
with the SSD, st 1:37 PM with the Administrator,
and at 1:43 PM with the DON confirmed the
facllity’s Polioy and Procedure for care plans ant
abuse were roviewed and adopted without
changes during Ad-Hoc QA/PI Committee
Meeting held on 10/23/16.

11) Interviews on 11/02/15 at 1:05 PM with the
Admission Director, at 1:23 PM with the Case
Manager, and at 1:30 PM with the Activities
Diractor confirmad QI monitoring of regulation
F223 would be canductad by interviewing
residents and staff io determine if any instances
of abuse/naglact have occurred, Further
Interview revealed the Q! monitoring would be
conducted five times & week, randomly across all
shifts, using a sample slze of five interviewabls
residents and five slaff members. Review of the
QI monitoring tools revealed residents and staff
wers being interviewed to datermine if any
Instances of abuse/neglect had occumed. The
facllity had identified no concems.

12} Interviews on 11/02/15 at 12:55 PM with UM
#1, at 1:14 PM with UM #3, 1:24 PM with UM #2,
and at 1:43 PM with the DON confirmed QI
monitoring would be conducted by utilizing
resident skin assessments to ensurs no
suspliclous Injurlesfinjuries of unknown arigin
exist. Further interview revesled the QI
monitoring would be conducted five times a wesk,
randomly acrass all shifts, using a sample size of
five interviewable residents and five staff
membars, Review of tha QI monitoring for skin
assessments revealed they ware baing
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conducted as required by the AOC, and no
concerns were identified.

13) Raview of the facility's in-service staff rosters,
dated 10/23/15, revealed staff was educated to
report resident-to-resident physical and/or sexual
behaviars immediately to the Licensed Nurse,

A. Interviews on 11/02/15 at 12:45 PM with
Therapy Assistant #1, at 1;12 PM with LPN #1, at
1:19 PM with Maintenance Staff Members #1 and
#2, at 1:21 PM with LPN #5, at 1:34 PM with LPN
#6, and at 1:40 PM with CNAs #7, #8, and #9
confirmed they ware aware to report any
resident-to-resident bahaviors immediately to the
Lleensad Nurse. Interviews on 11/02/15 at 1:12
PM with LPN #1, at 1:21 PM with LPN #5, and at
1:34 PM with LPN #6 confirmed that after being
made aware of resident-to-resident behavior, they
ware responsible {o ensure an intervention was in
placa, iImmediately notify the Administrator or
DON, and immediately begin an investigation.
Further interview ravealed the LPN3 were aware
they were responsible to document any
resident-to-resident behaviors in the resident's
medloal record and on the 24 Hour Report,
Interview with the Administrator on 11/02/15 at
1:37 PM confirmed she was responsible to
ensure allegations were reported o the
appropriate officials in accordanca with Fedsral
and Stafe Regulations.

8. Interviews on 11/02/15 et 12:55 PM with UM
#1, at 1:09 PM with the Assistant Director of
Nursing (ADON), at 1:12 PM with the Therapy
Director, at 1:14 PM with UM #3, at 1:24 PM with
UM #2, at 1:27 PM with the MDS Coordinator, at
1:30 PM with the Activitie= Dirgctor (AD), at 1:32

PM with the SSD, at 1:37 PM with the
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Administrator, and at 1:43 PM with the DON
confirmed documentation of resident-to-residant
bahaviors would be discussed/reviewed in the
Daily Department Head meeting by the IDT team.
Further interview confirmed the information would
be validated seven times weekly. Review of the
Dally Dapartment Head meeting minutes
revealed resident-to-resident behaviors were
being discussed as diracied by the AOC and na
new behaviors had been identified.

C. Interviews on 11/02/15 at 12:55 PM with UM
#1, at 1:00 PM with the ADON, at 1:12 PM with
the Therapy Director, at 1:14 PM with UM #3, at
1:24 PM with UM #2, at 1:27 PM with the MDS
Coordinator, at 1:30 PM with the Activities
Director, at 1:32 PM with the S5D, at 1:37 Pm
with the Adminlsirator, and at 1:43 PM with the
PON confirmed residents with new
residant-to-resident behavior would have thejr
cars plans and Kardexes reviewed/updated with
appropriate interventions during the Daily
Departmant Head mealing by the IDT team.
Further interview confirmed the information would
be validated seven times waakly,

D. Interviews on 11/02/15 &t 12:55 PM with UM
#1, at 1:.00 PM with the ADON, at 1:12 PM with
the Therapy Director, at 1:14 PM with UM #3, at
1:24 PM with UM #2, at 1:27 PM with the MDS
Coordinator, at 1;30 PM with the Activities
Director, and at 1:32 PM with the SSD confirmed
they were aware any residents at risk for harm fo
self or othars wouid be reported to the DON or
Administrator immediately. Interviews on
11/02/15 at 1:37 PM with the Administrator and at
1:43 PM with the DON confirmed any residents at
risk for harm to self or others wouid be reported
to the appropriate officlals in accordance with
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Federal and State Regulations.

14) Interviews on 11/02/15 at 12:66 PM with UM
#1, at 1,14 PM with UM #3, at 1:24 PM with UM
#2, and at 1:27 PM with the MDS Coordinator
confirmed Q) monitoring would be conducted via
staff obsarvation and resident medical record
| review to ensure infefventions wefe appropriate
and the resident's care plan was belng followed.
Staft stated the monitoring would ocour dally
across all shifts by using a sample size of five
random residents. Review of the (I monitorng
revealed no concema with the audits and
revealed the audits were baing completed as
directed by the AOC, No concerns were
S identified.

F 260 | 483,20(d)(3), 483.10(k}(2) RIGHT TO

$5=4 | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwlse found to be
incapacitated under the laws of the State, to
particlpate In planning care and treatment or
 changes In care and trealmant.

A comprehensiva care plan must be developed
within 7 days after the complstion of the
comprahensive assessment, prepared by an
[nterdisciplinary team, that Inciudes the attending
physician, a registared nurse with responsibility
for the resident, and other appropriate staff In
disciplines as determined by the resident's needs,
and, to the ‘extent practicable, the participation of
the resident, the resident's family or tha resident’s
legat represantative; and pericdically reviewed
and revised by a team of qualified persons after
each assessment.

F223

F 280

F 280

1. On 10/23/15, a Behavior
Management Meeting was |
held by the IDT and the
care plans of residents #2
and #4 were reviewed.
Resident #2's care plan wag

- revised to include 1:1 staff
supervision. Resident #4°s

care plan needed no
revision,

12/02/15
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potential to be affected by
the facility's failure to !
_ revise the resident care ;
This REQUIREMENT s ot met as evidenced plan. On 10/23/15, 115 of |
by: 115 residents had a skin
Based on intarview, record review, review of assessment performed by a
. fatility poficy, and teview of the facillty's :
investigations, it was determined the facility falled hcen.s?d nursc t? ensure no
to revise the resident's plan of care for two (2) of SUSPICIOUS 1njurics were
nine (8) sampled residents (Residents #4 and present. None were noted.
#2). Interviews and review of Resident #4's On 10/23/15 68 staff
Behavior Monitoring Logs revealsd Resident #4 " !
was frequently observed to entar othsr residents’ gwmbers across all i
rooms and wander the facllity aimlessly; however, * epartments were. asked by
the facility falled to revise tha resident's care plan department managers if
to Include Interventions to ensure the resident - they were aware of any |
wandered safely, On 06/14/15, Resident #4 (a resident who exhibits ;
" | eognitively impeired resident) was observed il — .
preforming oral sex for Resident #2 (whom the behaviors (including i
facility assessed to be Interviewabls). sexual, verbal, mental and
hysical) towards '
The faciiity placed Resident #2 on 15-minute pcsggxcal)F W s any °th°‘;
checks (facility stalf checks the resident's resident. From these :
whereabouts avery 15 minutes) until 09/03/15, Interviews two residents
when the l’acility determined the 15-minute “{ith Physical and Scxua]
chacks wera no longer necessary for Resident g : ;
#2. Staff statsd they wers required to "closely ;e";:de?t to resident ta.rgeted!
monitor" Resident #2. However, staff did not chaviors were .pl.aced on |
know what “closely monitoring* the resident I:1 staff supervision for !
entailed, Review of Resident #2's care plan safety of self and others per-
revealsd the facility failed to revise tha rasident's the IDT Behavior ;
care plan fo include interventions to "closaly M .
monitor” the resident to ensure the resident was anagement Meeting held
not sexually inappropriate with another residant, on 10//23/15, Seven
residents with physi
On 09/30/15, Resident #2 entered Resident #1's physical
room without staff knowladge, gol into bed with
Resident #1, and attempted {0 remove the
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resident's underwear.

The facility's failure to have an effective system to
ensure rasident care plans were revised with
intarventions to keep resldents safe was likely 1o
cause serlous |njury, harm, impaliment, or death.
Immediate Jeopardy was determined to exist on
06/14{15 4t 42 CFR 483.13 Residant Behavior
and Facility Practices (F223) and 42 CFR 483.20
Resident Assessment (F280), The facility was
notified of the Immediate Jeopardy on 10/30/15,

An acceptable Allegation of Compliance was
recelved on 11/01/15, which alleged removal of
the Immediate Jeopardy on 10/25/15, A partial
extended survey was conducted on 11/02/15,
The State Survey Agency determined the
Immediate Jeopardy was removed on 10/25/185,
which lowered the Scope and Sevarity to "D" at
42 CFR 483.13 Resident Behavior and Facility
Practices (F223) end 42 CFR 483,20 Resident
Asseasment (F280) while the factlity monitors the
effectivenass of systemic changes angd quality
assurance aclivities.

The findings includs;

Review of the facllity’s policy and procedure titlad
“Plans of Caro," effective 11/30/14 and revised
08/01/16, revealad the comprehensive plan of
care was reviewed, updated, and revised by the
interdisclplinary team ta ".., ensure needs ware
addressed and that the plan was griented toward
attainting or maintaining the highest practicable
physical, mental, and psychosacial wellbeing.”

1. Review of Resident #4's medical record
revealad the facility admitted the resident on
08/12/14, with dlagnoses that inciuded Dementia

behaviors and two residents
with sexual behaviors had
care plans reviewed and/or
revised to include but not
limited to some of the _
following interventions: |
redirection, provide |
privacy, verbal cueing,
speak with a calming voice,;
assess for pain, distraction
and remove stimulus, On
10/24/15, 115 residents
charts were compared with
their care plans by
Administrative Nurses to
ensure needs were
addressed. Revisions were
made as needed.

a. On 10/23/15 and
10/24/15, the Director of
Clinical Services/RN Nurse
Managers reeducated 111
of 120 facility staff
members across all
departments on the
facility’s policy and
procedure on Care Plans, !
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F 280 cfmtlnued From page 31 F 280 All other staff were given
with Behaviors, Anxiety, Restlessness and the reeducati for
Agitation, Depression, and Wandering. Review of DlEa bl
the resident’s admission paparwork revealed on their next shift, before
06/30/15, the couri appolnted a temporary returning to work. The
guardian for the resident. Review of the Annual -
Minimum Data Set (MDS) Assessment, dated :_dll;cat!on tmh‘"’l“d?g ,
04/29/15, revealed the resident's Brief Interview ollowing the resident’s
" for Mental Status (BIMS) score was 3, Indicating plan of care and making
tha resident was seversly cognitively impaired revisions as needed to
and not interviewable. Further review of tha MDS .
revealed the facility assessed the resident to ensure needs are addressed.
exhibit other behavioral symptoms not directed The staff completed a
toward others (=.g., physical symptoms such as posttest to demonstrate :
hitting or scraiching self, pacing, rummaging, understanding of the :
public sexual acts, disrobing in pubfic, throwing or * . . . . i
smearing foad or bodily wastes, or verbalivocal education. Residents with |
symptoms !ike screaming, disruptive sounds) to physical and/or sexual ;
. | occur ane to three days during the seven-day resident to resident
Jook back period for the assessment. behaviors have a care plan :
Review of the Behavior Symptom Monitoring Fiow in place ?Vlfh mterventmns.z:
Record for May and June 2015 revealed the Newly hired employees |
resident was frequently observad to "go in others’ will receive the education
rooms," According to the Behavior Flow Record, during the new hire !
' hi 3 . :
s:;tczat::l’J rn:;i;ected the resident when this behavior orientation process. The
facility does not utilize
Interview with Certified Nurse Asslatant (CNA) #6 agency staffing.

on 10/20/15 at 5:00 PM and Licensed Practical
Nurse {LPN) #1 on 10/2215 at 3:23 PM, revealed
Resident #4 frequently wandered Into other
residents’ rooms and was redirected when
observed; however, facility staff was not able to
watch the resident all the time. Further Intetview
with the LPN rovealed she was responsible for
Resident #4's care on 08/14/15 and was not
aware the resident had wandered Into Resident
#2's room untif she was notlfied of the incident,
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Interview with LPN #2 on 10/20/15 at 6:29 PM
revealed Resident #4 "likes to hold your hand and
stand very close to people, but (he/she} doesn't

* | realize what is going on.”

Interview with Unit Manager (UM) #3 on 10/22115
at 2;52 PM stated Raesident #4 frequently
wandered the hallways ard into other residents’
room. The UM stated Resident #4 was easily
redirected when wandering.

Review of Resident #4's care plan, dated
08/12/14, revealed the resident demonstrated
impaijred thought processes with poor
decision-making, difficulty understanding others,
and short and long-term memory loss. Further
review of the care plan revealed although the
facility assassed the resident to exhibit other
behaviors not directed toward others, and facility
staff had observed the residant fo "go into others'
rooms," the facility falled to revise the resident's
cars plan to include interventions to ensure
Resident #4's safety.

Review of a facility invesiigation dated 06/1615,
revealed on 06/14/15 Certified Nursing Assistants
{CNAg) #3 and #4, "cbserved a resldent on their
knees behind a curtain” in Resident #2's rcom.
The incldent was immediately reported to
Registered Nurse (RN) #1 and Licensed Practical
Nurse (LPN) #1, RN #1 entered the room and
observed Resident #4 "leaning over” Resldent #2,
" | with Resident #2's "penis out of [the resident's)
pants" and Resident #4's "mouth around [the
resident’s] penis” Resident #4 was escorted out
of the room while Resident #2 "placed {the
resident's) penis back into [the resldent's] panis
and zippad them," Furiher review of the facility's
investigation revealed after the incident occuired

_educated by the Staff

i Coordinator/Nurse |
.Manager to report resident

conducted an Ad Hoe
meeting on 10/23/15 to
review the facility’s policy:
and procedure for care
plans that includes
following the resident’s
plan of care and revising
the plan of care with
specific interventions as
needed. The policy and
procedure was adopted
without changes and/or
revisions by the commiittee.
¢. On 10/23/15, staff were ~

Development i

to resident physical and/or |
sexual behaviors i
immediately to the :
Licensed Nurse who will |
ensure an intervention is in!
place and notify the '
Executive Director or {
Director of Clinical
Services immediately to
begin an investigation. The
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pag F Licensed Nurses were

Resident #2 was piaced on 15-minute checks,

2. Review of Resldent #2's medical record
revealed tha resident was initially admitted to the
fachiity on 12/168/14 with d'agnoses that included
Alzheimer's Disease, Depression, and Anxiety.
Review of the Quarterly Minimum Data Set
(MDS} Aséessmant dated 06/12/15, revealed the
resident's BIMS score was 10, indicafing the
resident was interviewable.

Review of the resident's Comprehensive Plan of
Care, dated 06/15/15, revealed the facllity revised
Resident #2's care plan to Include socially
inappropriate sexual behavior. The fackity
detarmined the goal was for the resldent {o not
display any Inappropriate or sexual behaviors,

Review of the Behavioral Health Unit History and
Physical, dated 08/13/15, revealed nureing home
staff had reporied Resident #2 had been
"sexually inappropriate, stealing other residents’
belongings, and wandating around at night
instead of sleeping.” Review of the facility's
"Behavioral Symptom Monitoring Flow Record”
for Rasidant #2 dated 04/01/15 through 08/08/15
revealed the resident frequently went “.., into
other rooms and take belongings.” Further
raview of the Behavioral Menitoring log revealed
on 04/06/15, 08/14/15, and 06/18/15 the resident
was observed demonstrating "inappropriate
sexual behavior.”

Interview with the Director of Nursing (DON} on
10/22/16 at 4.09 PM revealed Residant #2 was
transfarred ta another unit in the facility per
resident and family request on D8/31/16. The
DON stated Resident #2's 15-minute checks
were discontinued on 09/03/15 because the

educated to document i
resident to resident physical
and/or sexual behavior in
the resident’s medical
record and on the 24 hour
report,

d. Documentation of the
event in 3¢ will be
discussed in the Daily :
Department Head meeting |
by the IDT. Residents with;
new resident to resident ]’
physical and/or sexual |
behaviors will have their |
care plans and Nurse Aide|
Kardexes reviewed and !
updated with appropriate
interventions at this time, |
4, a. The MDSC/Nurse
Manager will conduct QI |
monitoring via staff '
observation and resident
medical record
documentation to ensure
interventions ars
appropriate and resident’s
plan of care is being

———— —
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resident had not exhibited any further sexually followed. Random daily QI
inappropriate behaviors. Further interview with momtormg will be
the DON revealed the facility's ptan to ensure the conducted across all shifts
safety of cther residents was to "watch [Reskisnt using a sample si Y '
#2] closely.” However, further review of Residant pi¢ s1z2 0
#2's care plan revealed the facility failed to random residents 7 times a .
Include interventions related to “watch closely" week from 10/26/15 to
and the facility falled to instruct staff on the '11/6/15. On 11/6/15 an Ad
athppropdahe amount of supervision required for . Hoc mwﬁng was held by
e regident. . .
.the QA. committee and it
Interviews with LPNs #3 and #4 on 10/22/16 at was decided to decrease the
2:20 PM revealed stalf was instructad 1o "watch -monitoring to 5 times a
[Resldent #2] close" after the 15-minute checkes - !
were discontinued. However, they were not given - : v.veck for one mom‘.h, then 3
direction on how often to check on the resident. -times a week for one i
- 3 : month, then weekly for one}
nterview with CNA #10 on 10/23/15 at 8:27 AM mon !
revealed prior to the incident on 08/30/15, she wer cﬂ;nﬁny l?iﬂ:gg;lcles g
had been instructed to “watch [Resident #2] close Wwill be addressed
and make sure [Resident #2] didn't go into immediately, Results of the!
anyone alsa's rocom.” Further interview revealed monitoring will be rcportedf
the CNA had not been given parameters on how monthly at the QA -
often to check on the resident. :
committee meeting for
Review of a facility investigation, dated 09/30/15, development of an action
 revealed at 7:50 AM on 08/30/15, Resident #1 plan as needed,
reported o the DON that Resident #2 had
entered the resident's room, gotfen into the
resident's bed, and attempted to remove histher
{Resident #1's) underwesr. Resident #1 resisted
Resident #2, stating he/she "didn't like that."
Resident #1 stated Resident #2 responded by
seking Resident #1 If he/she "liked (him/her) as a
friend.” Resident #2 left the room, but stated
before leaving that he/she would "try that agaln,”
According to the facllity's investigation, Resldent
#2 later returned to Resident #1's room, asked
the resident how he/she was, and then
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proczeded down the haliway.

lsterview with Linit Manager (UM) #1 on 10/22H15
at 2:35 PM revealed she was responsible to
ensure Resident #2's care plan was reviewed and
revised by Nursing. The UM stated monitoring
interventions for the resident should have been
included on ths care plan,

Interview with the MDS Coordinator on 11/02/16
at 1:27 PM revealed rasident care plans should
be revised to includa monitoring interventions, if
indicated. The MDS Coordinator stated Rasident
#2's care plan should have been revised to
include what “watch closely” entailed,

Interviewa with the Administrator on 11/02/15 at ~

1:37 PM and the DON on 11/02/15 at 1:43 PM
revealed nuraing staff was responsible to review
residents' care plans daily. Further interview
revealed Resldent #2's care plan should have
been revised to Include monitoring interventions
and “watch closely” should have been defined,
Further interview revealed interventions to ensure
resident safety should be Included on the care
plan.

*The facllity provided an acceptable Allegation of
Compliance (AOC) on 11/01/15. The facility
implemented the following actions to remove
immediate Jecpardy:

1) Resident #2 was placed 1:1 with staff on
10/23/15 and will remain on 1:1 until deemed safe
pet review by the Interdisciplinary Team (IDT)
{members include the Exacutive Director (ED),
Diractor of Clinical Services (DCS), Social
Services Director (SSD), and Activity Directar)
and Primary Care Physiclan. On 10/23/15,

b. Documented (see 3¢
above) resident to resident -
physical and/or sexual |
behaviors will be discussed|
daily in the department |
head meeting, care plans of:
residents involved will be -
reviewed and/or revised as :
will the residents’ nurse
aide Kardexes, This will be
validated by the Executive
Director, Director of
Clinical Services, and/or
RN supervisor/Nurse Unit
Manager daily in the
department head meeting.
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Resident #2's care plan was updated, per the IDT
Behavior Management Mesting, to reflect 1;1
supervision.

Resident #4 was reviewed on 10/23/15 during the
Behavior Management Meeting with the IDT
{Including the Director of Clinical Servicas, Social
Senvices Director, Executive Director, Minimum
Data Set Coordinator, and the Activity Assistant).
At this time, Resident #4's care plan was
reviewed by the IDT. but did not require any
further interventions. The Soclal Services
Diractor saw Raesident #4 on 08/15/15 with no
apparant psychasocial distress noted,

The Social Services Director saw Resident #1 on
098/30/15 and 10/01/15. Resident #1 reporiad
feeling safe at the facility.

2) Elghty-four (84} residenta with a BIMS (Brief
interview for Mental Status) score of 8 or greater
were interviewed by a Department Manager
(Activity Rirector, Admission Coordinator, Case
Managar) on 10/23/15 to ensure that they had not
besn abused or nagiectad and had not witnessed
any abuse or neglect of a follow resident as well
as to inquire about their safaty, Questions asked
included, "1s there currently a staff member or
resident in the facility who you feel threatenad
by? and "Do you feel safe In the facility?” No
further allegations were reported st that ime.

3) One hundred fifteen {116} of 115 residents
were assessad by a licensed nurse via skin
sweeps for suspicious injuries on 10/23/16. No
suspicious injuries (those injuries that would be
evident without a reasonabls or rational
explanation for the injury) were noted at those
tirnes.,
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4) Staff across all depariments (Nursing, Dietary,
Housekeeping/Laundry, and Office Staff) was
interviewed by tha Staff Davelopment
Coordinstor, Nursa Manager, Admissions
Director, or Medical Records Cogrdinator on
10/23/15 to ensure that none had witnassed any
abuse or neglect that had not been praviously
reported. Staff acknowledged that thay ware
aware of the different types of abusa/neglect and
to whom to report it to. Staff reported no further
allegations.

5) One hundred one (101) staff members across
ali departments (Nursing, Dietary,
Housekesping/Laundry, and Offica Staff) were
interviewad by the Staff Davelopment
Coordinator/Nurse Manager/Medical Records
Coordinator on 10/23/15 and 10/24/15. The staff
was asked if they were aware of any residenl who
exhibited behaviors (including sexual, verbal,
mental, and physical) toward any other resident.
There were ho allegations of abuse/neglect that
had not bean previously reporied. Resident #2
was not identified as having been involved in an
allegation that was not previously reported.

8) Sixly-zight (68} staff members across all
depariments {Nursing, Dietary,
Housekeeping/Laundry, and Office Staff} ware
interviewed by the Staff Development
Coordinator/Nurse Manager/Medical Records
Coordinator on 10/23/18. The staff was asked if
they were aware of any resident who exhibits
behaviors (inciuding sexuel, verbal, mentzal, and
physical) toward any other resident. From these
intarviews, two residents with physical and sexual
resident {o resident targeted bahaviors were
placed on 1:1 supervision far safety (the safaty of

F 280
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self and others), per the IDT Behavior
Management Mesting held on 10/23/15, Seven
residents with physical behaviors and two
residants with sexual behaviors had thelr care
plans reviewad and/or updated to include, but not
limited to, some af the following intervantions:
radirection, provide privacy, verbal gueing, speak
with a calming voice, assess for pain, distraction
and ramova stimulus,

7} Ninety-six (96) of 36 employee parsonnel files
were reviewed by the Facility Human
Resources/Payroll Coordinator and Facility
Business Office Coordinator on 10/23/15 and
10/24/15 1o ensure that the flles were completa
with the Criminal Background Check, Kentucky
State Board of Nursing, Nurse Aide Abuse
Registry check, Office of the Inspector General
Exclusion Check, Telephone Referance Checks,
and abuse/neglect fraining, Mo discrepancies
were Identified.

8) One hundred eleven {111) of 120 facility staff
members acress all departments (Department
Managers, Nursing, Dietary,
Housekeeping/Laundry, and Therapy) were
educated on the regulation for F223 and the
facllity's Policy and Procedure for Resldent Abuse
by the Staft Development Coordinator or the
Nurse Manager on 10/23/15 and 10/2415, Staif
membars were educaled on abuse screening,
training, prevention, identification, invastigation,
protaction, reporting, and response. They wera
educated on the definition for abuse including
what constitutes sexual abusa and to report any
sexual or physical rasident-to-resident bahavior
immediately to the licensed nurse. Employess
completed a posttest at the completion of the

education, Staff members who have not baen

F 280
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in-serviced will not be allowed fo work until they
have been in-serviced and completed the Abuse
posttest, The Facility Executive Director and/ar
Diractor of Clinical Services reviewed all
allegations of resident abuse and completed the
24-hour raport, the investigation, and the five-day
report. The other nine staff members were
educaied before retuming to work.

8) The Director of Clinical Services and Nurse
Managers educatad 111 of 120 facility staff
members in all departments (Department
Managers, Nursing, Dietary,
Housekeeping/Laundry, and Therapy) on the
facility's Care Plan policy on 10/23/15 and
10/24/15, Tha facility does not use agency staff,
Nine (8) facility staff members, who had not
recelved tha training, did not work beyond
10/24/15 without having the aducation prior to the
start of their next shift. The facility's staff hes
been educated to follow the resident's pian of
care and that revisions to the resident's care plan
wera required to enaure their neads werg
addreseed. The staff completed a posttest to
demonsirate understanding of the education,
Newly hired employees will receive the education
during the new hire orientation process. The
other nina staff members were educated before
returning to work,

10} The Director of Clinical Services, the Medical
Director via phone, the Exacutive Director. Social
Services Director, Medical Records Coordinator,
and Unit Manager conducted an Ad-Hoc Quality
Assurance/Parformance Improvement Committee
Mesting on 10/23/15 to review the facility’s policy
and procsdune for care plans including revising
the resident's ptan of care with specific
Interventions, and abuse provention. The policies

F 280
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and procedures were adopted without any
changes or revisions. As per the facility's Abuse
Policy and Procedurs: "All incidents of resident
abuse are 1o be reported immediately 1o the
Clinical Nurse in Charge, the Diractor of Clinical
Services, and the Executive Director." Once
reported to one of those threa officials an
investigation will begin immediately, The
ED/Abuse Coordinator is responsible for reporting
{o appropriate officials in accordance with Federal
and State Ragulationa.

11) A Department Manager will conduct Quality
Improvement (QI) monitoring of regulation F223
by conducting interviews with interviewable
residents and staff to dstermine if any instances
of abuse and/or neglect have occumed. Ql
monitoring will be conducted fve times a week,
randomly across all shifts, using a sample size of
five interviewable reaidents and five staff
membars. Any issues identified will be
addressed immediately.

12) The Director of Clinical Service and Nurse
Manager will conduct Quality improvement
Monitoring utilizing resident skin assessments to
ensure no suspiclous injuries (those injurfes that
would bs evident without a reasonable or ratlonal
expianation for the injury)injuriss of unknown
origin exist. Qi monitoring will be done five times
a week, randomily across all shifis, using a
sample size of five residents. Any issues
Identifled will be addressed immediately.

13) Quallty Improvemant monitoring of the
facility's process for Care Plans and Behavior
Management monitoring has bsan done utilizing
the following:

F 280
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A, Beginning on 10/23/15 the staff was educated
by the Staif Development Coordinator/Nursa
Manager to report resident-to-residant physicat
and/or sexual bahaviors Immediately to the
liconsed nurse. The licensed nurse will ensure
an intarvention is in place and notify the ED or
DCS immediately. Once reported an
investigation will bagin immedlately. The
ED/Abuse Coordinator is responeible for reporting
to appropriats officials in accordance with Faderal
and State Regulations. The licensed nurse will
document resident-to-rasident physical and/or
sexual behaviors in the resident's medical record
and on the 24 Hour Report.

B. Documentation of the event will be
discussed/reviewed in the Daily Department Head
meating by the IDT team {(may include the
Executive Director, Director of Clinical Services,
Soclal Sarvices Dirgclor, Activity Directar, MDS
Nurse, Nurse Manager, Assistant Diractor of
Clinical Services, and tha Therapy Director). The
Executive Director(ED), Director of Clinical
Services (DCS), RN Suparvisor, or Unit Manager
will validate this seven times weakly,

C. Residents with new resident-to-residant
physical and saxual behaviors will have their Carg
Plans and Kardexes reviewsd/updated with an
appropriate intervention in the Dally Department
Head Meeting by the IDT team. This Is validated
by the ED/DCS RN Supervisor seven times
weekly.

D. Residents at risk for harm to self or others wiil
be reported to the ED or DCS immediately and
will be reported lo appropriats officials in
accordance with Federal and State Regulations.
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14) The MDS Coordinator/Nurse Manager will
conduct Quality Improvement (QI) monitoring via
staff observation and resident medical record
documentation to ensure interventions ara
appropriate and the resident's plan of care is
being followed. Random daily QI monitoring will
be conducted across all shifts using a sample
size of five residents.

**The SSA validated on 11/02/15 the Immediate
Jeopardy was removed as follows:

1) Review of the Behavior/Psychoactive Mesting
Minutes, dated 10/23/15, revealed Resident #2's
behaviors were reviewed, 1:1 supsrvision was
provided, and interventions wers to continue per
the resident's care plan. Review of Resident #2's
care plan, with a revision date of 10/23/15,
revealed the resident's care plan had been
revised to include 1:1 supervision, Review of
Resident #2's Resident Safety Cheoks, dated
10/23/15 through 10/27/15, revealed staff
documented one on one supsivision was
pravided, Interviews on 11/02/15 at 12:55 PM
with Unit Manager (LUM) #1, at 1:21 PM with
Licensed Practical Nurse (LPN} #5, and at 1:40
PM with Certified Nurse Assistant (CNA) #7
confirmed Resident #2 had been placed on 1:1
supervision with staff since 10/23/15, untif tha
resident was discharged on 10/27/16. Interviaws
on 11/02/15 at 1:30 PM with the Activitles
Director, at 1:32 PM with the Social Services
Director (S5D), at 1:37 PM with the Adminisirater,
and at 1:43 PM with the Director of Nursing
(DON) confirmed Resident #2's care plan was
updated, per the IDT during the Behavior
Management Mesting held on 10/23/15, to reflect
1:1 supervision.
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Review of tha Behavior/Psychoactive Meeting
Minutes, dated 10/23/15, revealed Resident #4's
behaviors and ¢are plan were reviewsd,
Interviews on 11/02/15 at 1:27 PM with the
Minimum Data Set (MDS) Coordinator, at 1:30
PM with the Activitles Directer, at 1;32 PM with
ihe SSD, at 1:37 PM with the Administrator, and
at 1:43 PM with the DON canfirmed Resident #4's
care plan was reviewed, per the IDT during the
Behavior Management Meeting hald on 10/23/15,
but did not require any further interventions,
Review of Resident #4's medical record on
11/02/15 at 11:50 AM confirmed the resident was
seen by the S50 on 08/15/18 with no apparent
psychosocial distrass noted,

Review of Resldent #1's medical record on
11/02/18 at 4:15 PM confirmed the residant was
soan by the SSD on 09/30/15 and 10/01/15; no
concams ware identified.

2) Review of the Resident Interview sheets, dated
10/23/15, revealad a Department Manager
interviewed 84 residents on 10/23M5 to ensure
they had not been abused or neglected.
Interviews on 11/02/15 at 1:05 PM with the
Admission Director, at 1:23 PM with the Case
Manager, and at 1:30 PM with the Activitias
Diractor confimned & Department Manager
intarviewad 84 residents on 10/23/15 to ensure
they had not basn abused or neglected, and no
further allegations were reported at thst time,
fntervilews during the fachity tour on 11/02/15 at
11:48 AM with Resident #7 and unsempled
Residents F, J, K, N, O, and P confirmed facliity
staff had interviewad the residents on 10/23/15
regarding abuse and neglact and the residents
had no concerns.
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3) Review of the facflity's Skin Integrity sheets,
dated 10/23/15, revealed skin assessments were
completed on 115 of 115 residents for suspicious
injuries, and none were noted at that thve.
Interviews on 11/02/15 at 1:12 PM with LPN #1,
at 1:21 PM with LPN #5, and at 1:34 PM with LPN
#6 confirmed skin sweeps were completed on

115 of 115 residents on 10/2315 and no
suspiclous injuries ware identified.

4) Review of staff rosters, dated 10/23/15,
revealed facility staff across all deparimants was
Interviewed to ensure no ona had witnessed any
abuse or neglect thal had not bean previously
reported. Interviews on 11/02/156 at 12:65 PM
with UM #1, at 1:03 PM with the Medical Racords
Coordinator, at 1:05 PM with the Admissions
Diractor, at 114 PM with UM #3, at 1:24 PM with
UM #2, and at 1:36 PM with the Staff
Developmsnt Coordinator confirmed faclity staff
across all departments were interviewed to
ensure that no one had witnessed any abuse or
neglect that had not been praviously reported.
They stated staff aiso acknowledged that they
were aware of the different types of
abuso/neglect and to whom to reporl. Interviews
with Therapy Assistant #1 on 11/02/15 at 12,45
PM and Maintenance Staff Members #1 and #2 al
1:18 PM confirmed they had been interviewed on
10/23/16 regarding abusefneglect, and had been
educated regarding the different types of
sbuse/neglect and to whom to report allegations.

5) Review of staff rosters, datad 10/23/15 and
10/24/15, revealed 101 facility staff members
acroes all departments ware interviewad
ragarding any residents that exhibited behaviors
toward any other resident, Interviews on 11/02/15
at 12:55 PM with UM #1, at 1:03 PM with the
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Medical Records Coordinator, at 1:05 PM with the
Admisslons Director, at 1:14 PM with UM #3, at
1:24 PM with UM #2, and at ;36 PM with the
Statf Development Coordinator confirmed facility
steff across all depariments was interviewed
regarding resident to residant behaviors, and no
allegations of abuse/neglect were identified that
had not been previously reported. thterviews with
Therapy Assistant #1 on 11/02116 at 12:45 PM
and Maintenance Staff Members #1 and #2 at
1:19 PM confirmed they had bsen interviewed
regarding resident-fo-resident behaviors on
10/23/185,

B8) Review of staff rosters, dated 10/23/15,
revealed 68 facifity staff members across all
departments were interviewed regarding any
residents that exhibit bahaviors toward any other
resident. Inferviews on 11/02/15 at 12:55 PM with
UM #1, at 1:03 PM with the Medical Records
Coardinetor, at 1:05 PM with the Admissions
Birector, at 1:14 PM with UM #3, at 1:24 PM with
UM #2, and at 1,36 PM with the Staff
Development Coordinator confirmed facility siaff
across all departments were Interviewed
regarding resident to residant behaviors. Review
of the Behavior/Paychoactive Meeting Minutes,
dated 10/23/16, revesled bahaviors for Residents
#1, #2, and #4, and unsamplad Residents A, Q,
RS T.UV.WXY,Z AA BB, CC, DD, EE,
FF, GG, and HH were discussed/reviswed by the
{DT team, and the care planfintarventions were
reviewed and revised accordingly. Intarviews on
11/02/15 at 12:46 PM with Therapy Assistant #1
and at 1;19 PM with Maintenance Staff Membars
#1 and #2 confirmed they had baen intarviewed
regarding residant-lo-resident behaviors on
10/23/15. Review of the Behavior/Psychoactive
Mesting Minutes, dated 10/23/15, revealed seven
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residents with physical behaviors and two
residents with sexual behaviors had thelr care
plans reviewed and/for updated, Review of the
residents' care plans confimed the care plans
had been reviewed/updated. Review of Resident
#2 and Resident Q's care plans confirmed both
had been revised to include 1:1 supervision,
Interviews on 11/02/15 at 1:30 PM with the
Actlvities Director, at 1:32 PM with the SSD, at
1:37 PM with the Administrator, and at 1;43 PM
with the DON confired the rasidents' behaviors
&nd care plans were reviewed per the IDT during
the Behavlor Management Meeting held en
10/23186.

7) Reviaw of the Employee Personnel File
Checklist, dated 10/23/15, ravealed 96 of 96
employee personnel files wara reviewed to
ensure that files were complats with the Criminal
Background Check, Kenfucky State Board of
Nursing/Nurse Alde Abuse Registry Check, Offico
of Inspector General Exclusion Check, Telephona
Refarence Checks, and Abuse/Neglect training,
Intorview with the Assistant Business Office
Coordinator on 11/02/15 at 1:28 PM confirmed 2l
amployee parsonnal files were reviewed on
10/23/15.

8) Review of the facility's in-service staff rosters,
dated 10/23/15 and 10/24/15, revealsd 111 of 120
facllity staff members were In-serviced on F223
and the facility's Policy and Procedure for
Resident Abuse and given a postiest. Interviews
on 11/02/15 at 12:55 PM with UM #1, at 1:14 PM
with UM #3, at 1:24 PM with UM #2, and at 1:36
PM with the Staff Develepment Coordinator
confirmed they educated staff members on F223
and the facility's Policy and Praocedure for
Resident Abuse on 10/23/15 and 10/24/15. Staff
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members not in-serviced during that period were
in-sarviced prior to being allowsd to work, All
staff membaers were in-serviced by 10/25/15,
Furthar interview confirmed posttests were given
to and passed by staff after completion of the
in-services, Interviews on 11/02/15 at 1:12 PM
with LPN #1, at 1:21 PM with LPN #5, at 1:34 PM
with LPN #6, and at 1:40 PM with CNAs #7, #8,
and #9 confirmed they wara in-serviced during
10/23/15 and 10/24/15 regarding residant abuse
and F223, and wera given a postiest after
completing the education. Interview on 11/02/15
at 1:37 PM with the Administrator and at 1:43 PM
with the DON confirmed they reviewed all
ailepations of resident abuse and ensured
investigations were complated.

9) Review of facility in-service staif rostars, datod
10/23/16 and 10/24/15, revealed 111 of 120
facility staff members were in-serviced and given
a posttest on the facility's Care Plan policy,
Review of the posttests confimned all staff
completed and passed the test. Interviews on
11/02/15 at 12:55 PM with UM #1, at 1:14 PM
with UM #3, at 1:24 PM with UM #2, and at 1:43
PM with the DON confirmed faciiily ataff was
in-serviced and postiests wera given. Interviews
on 11/02/15 at 1:12 PM with LPN #1, at 1;21 PM
with LPN #5, at 1:34 PM with LPN #8, and at 1:40
PM with CNAs #7, #B, and #9 confirmed they
were In-serviced during 10/23/15 and 10/24/15
regarding the facility's Care Flan palicy, and they
were given a posilest after completing the
education. Interview with the Staff Development
Coordinator on 11/02/15 at 1:36 PM confirmed he
was responsible to ensure newly hired employees
would raceive the education during the new hire
orientation process.
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10) Review of the Ad-Hoc Quality
Assurance/Parformeance Improvement (QA/PY)
Commitiee Meeting Minutes, datad 10/23/15,
ravealed the fecility Policy and Procedure for care
plans and abuse were reviewed and adopted
without any changes or revisions. interviews on
11/02/15 at 12:55 PM with UM #1, at 1:03 PM
with the Medical Records Coordinator, at 1:14 PM
with UM #3, at 1:24 PM with UM #2, at 1:32 PM
with the SSD, at 1:37 PM with the Administrator,
and at 1:43 PM with the DON confirmed tha
facility's Policy and Procedure for care plans and
abuse were reviewed and adopted withaut
changes during Ad-Hoc QA/P! Commiitee
Meseting held on 10/23/15,

11} Interviews on 11/02/15 at 1:05 PM with the
Admission Directer, at 1:23 PM with the Case
Manager, and at 1:30 PM with the Activilies
Dirgctor confirmed QI montoring of reguiation
F223 would be conducted by Intarviewing
residents and staff to determine if any instances
of abuse/neglsct have occurred. Further
interview revealed tha QI monitoring would be
conducted five times a week, randomly across all
shifts, using a sample siza of five interviewable
residents and five staff members. Review of the
QI monitoring tools revealed residants ang staff
ware heing interviewed to deisrmins if any
instances of abuse/neglect had occurred. The
facility had identified no concems.

12) Interviews on 11/02/16 at 12:55 PM with UM
#1, at 1:14 PM with UM #3, 1:24 PM with UM #2,
and at 1:43 PM with the DON confirmed QI
monltoring would be conductad by utilizing
resident skin assessments lo ensura no
suspicious injuries/injuries of unknown origin
exist. Further interview revealed the QI

F 280
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monitering would be conducted five imes a week,
randomly across all shifts, using a sample size of
fiva interviewable residents and five staff
members, Review of the Qf monitoring for skin
assessments revealed they ware being
conducted as required by the AOC, and no
concerns were identified.

13) Review of the facllity's in-aervice siaff rosters,
dated 10/23/15, revealed staff was educated to
report resident-io-resident physical and/or sexual
behaviors immediately to the Licensed Nurss.

A. Interviews on 11/02/15 at 12:45 PM with
Therapy Assistant #1, at 1:12 PM with LPN #1, at
1:18 PM with Maintenance Staff Members #1 and
#2, et 1:21 PM with LPN #5, at 1:34 PM with LPN
#6, and at 1:40 PM with CNAs #7, #8, and #9
confirmed they were aware to report any
resident-to-resident behaviors immadiatoly to the
Licensed Nurse. Interviews on 11/02/15 at 1:12
PM with LPN #1, at 1:21 PM with LPN #5, and at
1:34 PM with LPN %8 confirmed that afier being
made awars of resident-to-resident behavior, thay
ware responsible (o ensure an Intervention was in
place, immediately notify the Administrator or
BON, and immediately begin an investigation.
Further interview revealed the LPNg were aware
they were responsible to document any
resldent-to-resident behaviors in the resident's
medical record and on the 24 Hour Report,
Interview with the Administrator on 11/02/15 at
1:37 PM confimed she was responsible to
ensure allegations were reporied to the
appropriate officials in accordance with Federal
and State Regulations.

B. Interviews on 11/02/15 at 12:55 PM with UM
#1, at 1:09 PM with the Assistant Director of
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Nursing (ADON), at 1:12 FM with the Therapy
Diractaor, at 1:14 PM with UM #3, at 1:24 PM with
UM #2, at 1:27 PM with the MDS Coordinator, at
1:30 PM with the Actlivities Director (AD}, at 1:32
PM with the SSD, at 1:37 PM with the
Administrator, and at 1:43 PM with the DON
confirmed documenistion of resident-to-resident
vehaviors would be dissussed/reviewed in the
Daily Depariment Head meeling by the IDT team,
Further interview confirmed the inforiation would
be validated seven times weekly. Review of the
Daily Depariment Mead meeting minules
ravaalad resilent-to-rasident behaviors wara
being discussed as directed by the AOT and no
new behaviors had baen identified.

C. Interviews on 11/02/15 at 12:55 PM with UM
#1, at 1:00 PM with the ADON, at 1:12 PM with
the Therapy Director. at 1:14 PM with UM #3, at
1:24 PM with UM #2, at 1:27 PM with the MDS
Coordinator, at 1:30 PM with the Activities
Diractor, at 1:.32 PM with the S8D, at 1:37 PM
with the Administrator, and at 1:43 PM with the
DON confirmed residants with new
resident-to-residant behavior would have thelr
care plans and Kardexss reviewed/updated with
appropriate interventions during the Daily
Department Head meeting by the 1DT feam.
Funther Interview confirmed the information would
be validated seven times weekly.

D. Interviews on 11/02/15 at 12:55 PM with UM
#1, at 1:.09 PM with the ADON, at 1:12 PM with
the Therapy Director, at 1:14 PM with UM #3, at
1:24 PM with UM #2, at 1:27 PM with the MDS
Coordinator, at 1:30 PM with the Activities
Director, and at 1:32 PM with the $SD confirmed
they were aware any residents at risk for harm to
self or others would be reported to the DON or
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Administrator immediately. Interviews on
11/02/15 at 1:37 PM with the Administrator and at
1:43 PM with the DON conflrmed any residents at
risk for harm to self or others would ba reportad
to the appropriate officials in accordance with
Federal and State Regulstions.

14) Interviews on 11/02/15 at 12:55 PM with UM
#, at 1:14 PM with UM #2, at 1:24 PM with UM
#2, and &t 1:27 PM with tha MDS Coordinator
confirmed QI monitoring would be conducted via
staff observation and resident medics! record
review to ensure Interventions were appropriate
and the resident's care plan was being followed.
Staff stated the monitaring would ocour dally
across all shifts by using a sample size of five
random residents, Review of the QI monitoring
revaaled no concerns with the audits and
revealed the audits were being completed as
directed by the AOC. No concarns were
identified.
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