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accused of physical abuse, was allowed to walk
through the facility unsupervised to report the
allegation to the DON. The facility failed to protect
the other residents in the facility by not escorting
CNA #1 to the DON's office and by not
suspending the CNA #1 until two days later, on
05/26/12.

Findings include:

A review of the facility's policy/procedure,
"Protection of Residents: Reducing the Threat of
Abuse & Neglect" {revised 02/09), revealed all
residents have the right to be free from wiliful
physical and emotional injury, punishment,
intimidation, or unreasonable confinemeant.
Residents must not be subjected to abuse by
anyone. If the accused individual is an employee,
they will be placed on suspension pending results
of the investigation while the incident is being
investigated. The person observing an incident of
resident abuse or suspecting resident abuse will
immediately report such incidents to their
immediate supervisor and or charge nurse.

A record review revealed Resident #1 was
admitted to the facility on 04/10/12 with diagnoses
to include Anxiety, Depression and Paraplegia. A
review of an admission Minimum Data Set
(MDS), dated 04/20/12, revealed Resident #1
was assessed as moderately cognitively
impaired.

A review of the facility's investigation, dated
05/29/12, revealed Resident #1, on 05/24/12,
came out into the haflway and reported to the
SSD that 'l don't want her {CNA #1) back in my
room. She {CNA #1) pushed me down in my

practice does not recur:

s  Administrator provided education to
Social Services Director and
Director of Nursing on July 2, 2012,
in regard to facility policy of
protection of residenis from abuse
and neglect. Training specilically
focused on timely reporting of
allegations of abuse and neglect as
well as protection of all residents
from alleged abusive sfaff,

s  Administrator provided the
lollowing education: Beginning
07/10/2012, staff inserviced on
facility policy and procedures
related to reporting and
investigation of allegations of abuse
and neglect. Education to include
providing for the safety of all
residents, reporting of allegations,
and initiating investigations,
Education will be provided until all
staff educated.

e Upon any reports of allegation of
abuse or neglect, Administrator or
designee will immedialely initiate
safety measure for any resident
involved as well as an investigation
of the allegation. Staff involved in
any allegation of abuse/neglect will
be escorted from resident care areas,
suspended pending investigation
results,

s All noted education will be
completed at General Orientation,
quarterly, and as needed.
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wheelchair.," The SSD then instructed CNA #1
{the alleged perpetrator), to go report the
allegation to the DON, while the SSD stayed with
Resident #1. Further review revealed, on
05/26/12, Resident #1 told Registered Nurse
(RN} #1 that he/she was physically abused on
05/24/12 by CNA #1. Resident #1 reported to RN
#1 that CNA #1 pushed him/her down into histher
wheefchair while providing care to him/her. RN #1
then informed the DON about the allegation of
physical abuse on 05/26/12, which occurred on
05/24/12. CNA #1 was suspended on 05/26/12.

An interview with CNA #1, on 04/16/12 at 10:00
AM, revealed she was was instructed by the SSD
to waik to the front of the facility and report the
alfegation of physical abuse to the DON, on
05/24/12. She further stated she walked to the
front of the building unescoried through resident
care areas and was not suspended until
05/26/12.

An interview with CNA #2, on 06/14/12 at 1:45
A, revealed CNA #1 was instructed, on
05/24/12, to walk to the front of the building to
find the DON to teli her that she {CNA #1) was
accused of physical abuse by a resident. CNA #1
was unescorted during her walk through the
facility to include resident care areas.

An interview with the SSD, on 06/14/12 at 10.35
AM, revealed she told CNA #1, on 05/24/12, to
walk to the front of the building and report the
altegation of physical abuse to the DON. The
SSD furiher stated she was not following the
facility's abuse/neglect policy when she alfowed
CNA #1 to walk to the front of the facility
unescorted. She did not know why CNA #1 was

4. Maonitoring to ensure alleged deficient
practice does not recur:

s 24 hour report sheets and incident
reports will be reviewed daily by
Administrative team, Monday-
Friday, and by Nurse Unit Manager
on Saturday-Sunday. Administrator
or designee will be responsible to
ensure procedures are implententied
for timely reporting of any
allegations of abuse, as well as the
implementation of safety measures
for protection of all residents,

¢ Results of all investigations will be
reported to Regional Vice President
or Regional Director of Clinical
Services to ensure policy and
procedure was followed and a
thorough investigation has been
completed.

e  Results of audits will be brought to
the monthly Performance
Improvement Committee to
determine the need for further
monitoring and updating the plan as
needed. Appropriate action plans
will be reviewed and revised as
needed.
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F 226 | Continued From page 3 F 226 | and receive services in the facility with
not suspended until 05/26/12., two days after the reasonable accommodations of individual
aliegation was made. needs and preferences, except when the
health and safety of the individual or other
An interview with the Administrator, on 06/14/12 residents wonld be endangered.
at 11:30 AM, revealed her understanding was
that the allegation of abuse was first reported on 1. Resident(s) affected by alleged deflicient

05/26/12, and therefore, CNA #1 was not
suspanded until that date, although the
investigation reveated the SSD was told by the
resident that CNA #1 physically abused hirm/her
on 05/24/12. The Administrator further stated that

practice.
e Resident #4 had water pitcher
placed at bedside and within reach.
2. Residents with potential to be affected

CNA #1 should have been escorted by staff to the by alleged deficient practice. .
DON's office after the allegation of physical abuse o 100% audit completed by Nursing
was made instead of being allowed to walk Management on 06/25/ 12'07f02/ 12.
through the facility alone. it was possible that Audit done 10 ensure a.ll residents
CNA#1 could have abused other residents during had water pitchers 3"“113[’!6. and
her walk through the facility. within reach, unless otherwise

F 246 | 483.15{e){1) REASONABLE ACCOMMODATION F 246 indicated.

$8=D | OF NEEDS/PREFERENCES 3. Systems to ensure alleged deficient

practice does not recur:
A resident has the right to reside and receive « DON or Stail Development
services in the facility with reasonable Coordinator initiated education on
accommodations of individual needs and 07/02/2012 to nursing stafl on
preferences, except when the health or safety of ensuring residents have water
the individuat or other residents would be pitchers within reach as appropriate,
endangered. Education will continue until all
stall educated.

This REQUIREMENT is not met as evidenced
by:

Based on abservation, interview, record review,
and review of the facility’s policy/procedure, it was
determined the facility failed to ensure one
resident {#4), in the selected sample of four
residents, who was non-ambulatory and coded as
requiring assistance to eat/drink, had his/her
water pitcher within reach during four
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observations on two consecutive days of the
camplaint investigation.

Findings include:

A review of the facility's policy/procedure,
"Hydration & Nutrition,” (revised 10/08), revealed
the nutrition and hydration status of each resident
is maintained as close to optimal level as
possible. Ensure fluids are avaitable to residents
at all times.

A record review revealed the facility admitted
Resident #4 on 03/05/08 with diagnoses to
include Senile Dementia, Osteoarthroses, CVA
with left Hemiparesis. A review of the annual
Minimum Data Set (MDS), dated 12/14/11,
revealed the resident was severely cognitively
impaired and was coded to need one person
physical assistance for eating and drinking, and
required a two person physical assist for all
transfers.

A review of the resident’s care plan, dated
05/25/12, revealed the resident had potential for
fluid changes related to receiving a diurstic, and
the intervention was to "pravide the resident with
adequate fluids." A review of the Certified Nurse
Aide (CNA) care plan, dated 06/14/12, revealed
the resident required much encouragement for all
activities and activities of daily living, and to use
simple direct cues.

Observation, on 06/13/12 at 5:00 PM, revealed
Resident #4 was lying in bed and the resident's
water pilcher was on a built-in counter directly
across the room from his/her bed, out of his/her
reach. Further abservations, on 06/14/12 at 8:15

practice does not recur:

within reach.

needed.

o DON or designee will audit 5
residents daily, Monday thru
Friday, x 2 weeks; 15 residents
weekly x 4 weeks, then monthly
x 3 months, to ensure fluids are

e Nursing Administration will
provide on-going education as
indicated [or non-compliance.

»  Results of audits will be
brought to the monthly
Performance Improvement
committee to determine the
need for further monitoring and
updated the plan as needed,
Appropriate actions plans will
be reviewed and reviscd as
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AM, 10:28 AM, and 11:55 AM, revealed the
resident’s water pitcher was in the same location
on a built-in counter across the room, which was
out of the resident's reach.

interview with CNA #2, on 06/14/12 at 1:45 PM,
revealed Resident #4 was non-ambutatory and
should have his/her fluids in reach at all times.
Hefshe cannot reach fluids if the water pitcher
was sitting on the cabinet counter across the
room.

interview with Registered Nurse {RN) #1, on
06/14/12 at 1:38 PM, revealed Resident #4 was
nonambutatory and must have his/her fluids in
reach at all times. She expected the CNAs to
keep the resident’s water pitcher in reach at all
times, and not fo place it on the cabinet counter
across the room from his/her bed where hefshe
could not reach it.
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