PRINTED: 07/25/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185457 8 wine 07/19/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

101 ISAAC GREER COURT

WINDSOR GARDENS BARDSTOWN, KY 40004

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 FOO0O Initial Comment
A Recertification Survey was conducted This }?lan of Correnctlon Is prepared and. .
07/09-11/13 and a Life Safety Code Survey was submitted as required by law. By submitting
conducted on 07/09/13. Immediate Jeopardy the Plan of Correction. Windsor Gardens
was identified on 07/11/13 and was determined to € ° ] c ! o N
exist on 03/09/13 related to the facility's failure to does not admit that the deficiencieslisted on
protect residents from potential abuse. An this form exist, nor does the facility admit to

extended survey was initiated on 07/17/13 and .
concluded on 07/19/13 with Immediate Jeopardy any statements, findings, facts, or
ongoing at 42 CFR 483.13 Resident Behavior & conclusions that form the basis for the

Facility Practice (F225 and F226 at $/S "J"), and - .
42 CFR 483.75 Administration (F490 at S/S "J"). alleged deficiency. The facility reserves the

Substandard Quality of Care (SQC) was identified right to challenge in legal and/or regulatory
at 42 CFR 483.13. The facility was notified of the - ; ;
Immediate Jeopardy on 07/11/13. or ad.mm‘.StratNe proceedings the

' deficiencies and/or any statements, facts,
On 03/08/13, Resident #6, reported State nd conclusions that form the basis|of the
Registered Nurse Aide (SRNA) #3 had kissed a .. ) €
and hugged him/her like a lover. The direct care alleged deficiencies.

staff reported the allegation to the Director of
Nursing (DON). However, the DON failed to
report the allegation to the State Survey Agency,
failed to conduct a thorough investigation, and
failed to protect facility residents from potential
abuse by allowing SRNA #3 to care for other
residents during the investigation. In addition, the
Administrator failed to provide guidance and
oversight of the abuse investigation to ensure the
facility's abuse policy was followed. Interview
and record review also revealed Administrative
staff was not knowledgeable regarding policy and
procedures related to abuse.

Resident #6 was transferred to the hospital on
07/10/13, prior to the annual survey, and did not
return to the facility.

The facility failed to submit an acceptable

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE W é

Suzanne Reasbeck Administr. 9/05/2013
Any defi&enay statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from coreecting p
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated ab ed

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plang’éfigsrectionare disc
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of comecti
program participation. [
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account for the personal funds of the resident
deposited with the facility, as specified in
paragraphs (c)(3)-(8) of this section.
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F 000 | Continued From page 1 F 000
Allegation of Compliance prior to the survey exit;
therefore, diate Jeopardy is ongoing.
erefore, the Immediate Jeopardy is ongoing F159 483.10(c)(2)-(5) FACILITY MANAGEMENT OF
In addition, other deficiencies were cited during P ERSO_NAL FUNDS. ) )
the Recertification survey with the highest S/S of At the time of the deficiency, there were 13 skilled
an "E" for the Health survey and a S/S of a "F" for residents-five of those residents having a personal fund
the Life Safety Code Survey. account with Windsor Gardens held in a petty ¢ash fund.
F 159 | 483.10(c)(2)-(5) FACILITY MANAGEMENT OF F 159 These thirteen skilled residents will be mailed alcopy of
35=C PERSONAL FUNDS the new policy along with a cover letter/explanation (see
attached) no later than 8/31/13.
Upon written authorization of a resident, the A new policy regarding Resident Personal Funds has been
facility must hold, safeguard, manage, and developed (see Attachment). The policy states that

Windsor Gardens CCRC will deposit any Skilled Nursing

Resident's personal funds in excess of $50.00 in
bearing account that is separate from any Wind

an interest
sor

. ) . , ) Gardens operating account. Credits will be made on all
The faplhty must depos!t anyr esident's per sonal interest earned on the resident's account.
funds in excess of $50 in an interest bearing
account (or accounts) that is separate from any of The facility will maintain a SNF resident's perspnal funds
the facility's operating accounts, and that credits to not exceed $50.00 in a petty cash fund. Quarterly
all interest earned on resident's funds to that reports will be sent to the resident or resident
account. (Iin pooled accounts, there must be a representative.
separate accounting for each resident's share.)

- o ) The new policy will be mailed to each resident/resident
The facility must maintain a resident's personal representative no later than 8/31/13. The new policy will
fund§ that do not gxceed $50 ina non-interest replace the existing information regarding Resident
bearing account, interest-bearing account, or Personal Funds in the Admission Packet for all residents
petty cash fund. of Windsor Gardens CCRC.
The facility must establish and maintain a system o
that assures a full and complete and separate To ensure this violation does not recur:
accounting, according to generally accepted 1) The policy will be placed in the? Po}u:y and E rc?cedure
accounting principles, of each resident's personal Mar.lgals located at the Nurse Statxon‘m the Nursing
funds entrusted to the facility on the resident's Facility, the Front Desk in Assisted Living, and Nurse

behalf,

The system must preclude any commingling of
resident funds with facility funds or with the funds

Station in the Memory Care Unit.

2) Current Resident Personal Funds informatipn in the

Admission Packets will be shredded by the Me
Records Clerk and replaced with the the new p

dical
olicy.
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of any person other than another resident.

The individual financial record must be available
through quarterly statements and on request to
the resident or his or her legal representative.

The facility must notify each resident that receives
Medicaid benefits when the amount in the
resident's account reaches $200 less than the
S8l resource limit for one person, specified in
section 1611(a)(3)(B) of the Act; and that, if the
amount in the account, in addition to the value of
the resident's other nonexempt resources,
reaches the SSI resource limit for one person, the
resident may lose eligibility for Medicaid or SSI.

This REQUIREMENT is not met as evidenced
by:

Based on interview, and review of the facility's
admission packet regarding Resident Personal
Funds, it was determined the facility failed to
allow residents to have personal funds in excess
of fifty dollars ($50.00). Therefore, all funds were
placed in a non-interest bearing account. The
census during the review was thirteen (13).

The findings include:

Review of the facility's admission packet revealed
each resident was given information regarding
Resident Personal Funds upon admission to the
nursing facility. Review of this information
(revised November 2012) revealed each resident
may manage the use of his/her personal funds.
The nursing facility accepts the responsibility for
managing the resident's personal funds as
evidenced by the facility's written
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. 3) Staff involved in admissions - Administrator, DON, Social
F 159 Continued From page 2 F159 )

the Administrator on a monthly basis.

Q.A. Commttee meetings.

deemed necessary.

discussion.

Completion Date:

Services and Staff Nurses will be in-serviced by
Office Manager on the new policy no later than 8/31/13.

4) Monthly audits of the Resident Personal Funds are to be
completed by the Business Office Manager with a Monthly
Resident Personal Fund Audit report (see attac

5) The Monthly Resident Personal Fund Audit reports will
presented for review to the Q.A. Committee at

6) The Resident Personal Funds Policy will be
annually by the Quality Assurance Committee,

7) If any problems arise with resident fund acc
Q.A. Plan of Action will be developed, complet
presented at the following Q.A. Committee me

the Business

hed) given to

[¢]

the quarterly

reviewed
or sooner if

ounts, a

ed and
eting for

9/1/13
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acknowledgement, proper accounting and
monitoring of such funds would be made. The
facility would deposit any resident's personal
funds in excess of $50.00 (fifty dollars) in an
interest bearing account. Further review revealed
the facility would maintain a resident's personal
funds not to exceed $50.00 in the petty cash
fund. The Business Office operates during normal
business hours to assist with personal funds.

Review of the written document titled "Resident
Funds", not dated, revealed the nursing home
residents could not have any more than $50.00 in
their account.

Review of the Resident Trust Fund, on 07/10/13,
revealed a total balance of $130.49 (one hundred
thirty dollars and forty-nine cents). There were
five (5) residents with money in the trust fund.
Review of the surety bond revealed it provided
$10,000.00 (Ten thousands dollars) coverage for
the trust fund.

Interview with the Business Office Manager,
during review of the Resident Trust Fund, on
07/10/13 at 1:45 PM, revealed residents were not
allowed to have more than $50.00 in the Resident
Trust Fund. She indicated she had told the
residents they could use the petty cash fund. The
Business Manager stated that had been all she
had managed. Further interview revealed she had
been trained by the former Business Office
Manager and that she was unaware of the
regulation.

Continued interview with the Business Office
Manager, on 07/11/13 at 9:34 AM, revealed she
had called her corporate office and the nursing
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WINDSOR GARDENS

F 159 Continued From page 4 F 159

facility did have an account at a local bank for the
Resident Personal Funds that could exceed over
$50.00. She stated the corporate office reported
no resident had utilized that account for awhile.
The Business Office Manager stated the former
manager had given her written instructions that
stated the residents could not put in more than
$50.00. She thought she was following the
correct instructions. She revealed nobody from
Corporate, nor the Administrator had questioned
her regarding this practice. She had worked at
the nursing facility since spring 2012.

FF 205 | 483.12(b)(1)&(2) NOTICE OF BED-HOLD F 205 F205 483.12(b)(1)&(2) NOTICE OF BED-HOLD
S8=E POLICY BEFORE/UPON TRANSFR POLICY BEFORE/UPON TRANSFER

rB]efO{’e 'a nurﬁ’mg facilitydtrartls{fers a ret‘?:dent to t? It was determined that Resident #6 was not provided with a
ospital or allows a resident to go on therapeutic notice of transfer/bed hold when transferred to|the hospital
leave, the nursing facility must provide written three times

. ) ‘dent and a farmi
g‘:?ég‘a?t:ggrfsg]:t ;ﬁ:; tehna’[i pcégﬁzg}tlge%ig?;:\ Medical Records of Skilled Nursing Facility Residents who
of the bed-hold policy under the State plan, if any were transferred since 1/1/13 were audited by the Medical
during which the resident is permitted to re'tum ’ Records Clerk on 8/13/13. A written Notice of Bed Hold

and resume residence in the nursing facility, and Policy was not given to any of these residents at the time of
the nursing facility's policies regarding bed-hold transfer.
periods, which must be consistent with paragraph Any SNF resident transferred since 1/1/13 mayhave been
(b)(3) of this section, permitting a resident to affected by this deficient practice. Along with Resident #6,
return. the following residents were transferred between 1/1/13
and 8/13/13:
At the time of transfer of a resident for Rm # BO5 Date of Transfer: 3/6/13
hospitalization or therapeutic leave, a nursing (Resident D/C on 3/7/13)
facility must provide to the resident and a family Rm # A03 Dates of Transfer: 4/13/13, 4/30/13,
member or legal representative written notice 5/14/13 (Resident D/C on 6/26/13)
which' speqnfles the duratt;on1of tfhe'bed-hqld policy Rm # BO1 Date of Transfer: 6/13/13
described in paragraph (b)(1) of this section. (resident D/C on 6/21/13)
Rm #B02 Date of Transfer: 6/19/13, 6/23/13
This REQUIREMENT is not met as evidenced
by:
FORM CMS-2567(02-99) Previous Versions Obsclete Event [D:46FC11 Facility ID: 101019 qu& age. 5 037 ...
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Based on interview, record review, and review of
the facility's policy, it was determined the facility
failed to provide a notice of transfer/bed hold for
one (1) of thirteen (13) sampled (Resident #6),
Resident #6 was transferred to the hospital three
(3) times; and, did not receive a transfer/bed hold
notice for each hospital transfer.

The findings include:

Review of the facility's policy regarding Transfer
or Discharges from the Facility, revised 04/25/13,
revealed a transfer was defined as when a
resident moved from the facility to another legally
responsible institutional setting. The written notice
should state the reason for the transfer, where
the resident was being transferred to and the date
of transfer.

Review of the facility's policy regarding Bed Hold,
revised 07/06/06, revealed the purpose of the bed
hold notice was 1o assure residents of a bed
when hospitalized. The Social Service or Finance
Department would be responsible for notifying
residents, or their representative in writing of the
facility bed hold policy on admission and prior to
hospitalization or therapeutic leave.

Review of the facility's document "Admission and
Financial Agreement”, not dated, revealed the
facility would or would not hold the bed, as
marked by the resident or legal representative, for
the resident if the resident was transferred to the
hospital. The admission agreement also stated
Medicare would not pay to hold a bed for the
resident if the resident was transferred to the
hospital. Additionally, the facility would charge the
resident or responsible party room and board

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5}
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F 205 | Continued From page 5 F 205 These five residents, along with Resident #6, were mailed

letters of explanation regarding non-compliance of notices
of Bed Hold Policy on 8/14/13. The Bed Hold Policy was
included. The letter contained a portion to be ¢completed
and returned in a self-addressed stamped envelope. This
portion contains options that the resident/resident
representative "did"” or "did not" understand the Bed Hold
Polcy at the time of transfer along with signature and date
line. Residents/Resident Representatives were asked to
reply by 8/22/13.

The Wndsor Gardens CCRC Nursing Home Be¢d Hold
Policy has been revised (see Attachement) with|the
following changes:
1) Social Services will be responsible for notifying resident
or resident’s representative in writing of the facility bed
hold policy upon admission. A copy with signature of
resident or resident representative will be given to the
resident/resident representative, a copy will be kept in the
resident’s chart and a copy will be kept in the Business
Office.
2) The Charge Nurse will be responsible for ndtifying the
resident or resident's representative in writing of the
faiclity bed hold policy prior to or at the time of transfer
for hospitalization or therapeutic leave via the Notice of
Bed Hold Policy form created by the Business Qffice
Manager on 8/1/13 (see Attachment).

The Notice of Bed Hold Policy includes:

1) Date of Transfer

2) Resident's Name

3) Reason for Transfer

4) Place resident ins being transferred to

5) Date resident/resident representative was
given copy of Notice of Bed Hold Policy form/
notified of Bed Hold Policy.

-
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charges for each day of the bed hold.

Review of Resident #6's Admission and Financial
Agreement, dated 12/29/09, revealed the resident
had Medicare and the facility would hold the
resident's bed at a daily rate of $210.00 (two
hundred and ten dollars).

Review of Resident #6 clinical record revealed,
the facility admitted the resident on 01/10/10, and
re-admitted on 02/01/13 with diagnoses of
Congestive Heart Failure (CHF), Urinary Tract
infection (UT1), and Dysphagia. The facility
assessed the resident, on 04/07/13, with a
Quarterly Minimum Data Set (MDS) and found
the resident to have impaired cognition with a
Brief Interview Mental Status (BIMS) score of four
(4). The facility transferred the resident to the
hospital on 12/18/12, 01/30/13; and, on 07/10/13.

Interview with Licensed Practical Nurse (LPN) #1,
on 07/11/13 at 9:47 AM, revealed when a resident
was transferred from the facility, a transfer sheet
was also sent with the resident. The LPN stated
the transfer sheet included the resident's
diagnoses and medical history, list of medications
and physician orders, and the resident's status at
time of transfer. The LLPN stated she was not
aware of a form for notice of bed hold.

On 07/11/13 at 10:12 AM and 10:54 AM, interview
with the Social Service Director revealed she was
unaware of a Notice of Transfer to residents
when they left the facility. She stated the
Business Office Manager, or the MDS
Coordinator would be responsible for the bed
hold notice as they were responsible for Medicare
billing.
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F 205 | Continued From page 6 F 205 6) Signature of person giving notification

7) Windsor Gardens CCRC Bed Hold Policy
To ensure violation does not recur:
1) The Business Office Manager will verify that the Bed
Hold Policy was given as part of the Admssion Packet by
keeping a copy of the Bed Hold Policy signed by the
resident/resident representative at time of admission.

2) The Business Office Manager will verify thaq the Notice
of Bed Hold Policy has been completed by the Charge
Nurse whenever a tranfer occus by keeping a copy of the
Notice of Bed Hold Policy completed and signed by the
Charge Nurse. ,
3) To maintain compliance, the Business Office Manager
will conduct quarterly audits of the Notices of Bed Hold
Policy and present the audits to the Quality Assurance
Committee at the Q.A. quarterly meetings for review
beginning with the October 2013 scheduled QA meeting.

Completion Date: 9/1/13
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Interview, on 07/11/13 at 1:36 PM, with the
Director of Nursing (DON) revealed she was not
aware of a notice of bed hold for residents. The
DON stated the Business OQffice Manager would
be responsible for the bed hold notice.

Interview with the Business Office Manager, on
07/11/13 at 1:45 PM and 2:05 PM, revealed when
the facility admitted residents, the resident's
Admission Agreement stated if the facility would
or would not hold a resident's bed if the resident
transferred to the hospital. She stated the
Admission Agreement was the only notification of
the facility's bed hold policy, provided to residents
and family members, and how much the resident
would be billed. She stated she did not call or
otherwise notify the family when a resident was
transferred from the facility. The Business Office
Manager stated the facility did not follow up with
residents who had been at the facility for an
extended period of time. She stated no one had
re-informed Resident #6 or the resident's family
of the bed hold notice since the resident was
initially admitted several years ago.

On 07/11/13 at 4:02 PM, interview with the MDS
Coordinator revealed she was unaware of a
notice of bed hold for residents. She stated she
was not aware of who would be responsible for

getting the information to the resident and family F225 483.13(c)(1)(i0)-(iii), (<)(2) - (4) INVESTIGATE/

member. REPORT ALLEGATIONS/INDIVIDUALS
F 225 | 483.13(c)(1)(ii)-(iii), (c)(2) - (4) F 225
g5=J  INVESTIGATE/REPORT Completion Date: 9/01/2013

ALLEGATIONS/INDIVIDUALS
Windsor Gardens complies with the provisions outlined in
The facility must not employ individuals who have this law. Per Windsor's employee
been found guilty of abusing, neglecting, or
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and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that ail alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Windsor Gardens was not in compliance with tl
SRNA #3, #4, #5, and all employees involved in
the alleged abuse incident were screened accord
Gardens HR policy prior to being offered a job 4
Gardens.
Per the Windsor Gardens's Abuse and Neglect policy,
DON and SW to investigate the alledged abuse incide
2013), the DON followed the policy by reporting the
the Administrator and to the SW. After beginning th
investigation and gathering more information, the D
called the 24 hour ELDER ABUSE HOTLINE numb
Lincoln Trail Dist. on March 12, 2013 to report the al
was their belief that by reporting the incident to this

requirement to report the allegation had been met. A
member investigated the incident on March 19 and f
unsubstantiated. Case # Report 1001524 is on file in ¢
in Frankfort. In an interview between the State Surve
Administrator, the Administrator stated that she tho
incident had been reported.

The revised Abuse and Neglect Policy has as its
protection of residents from any kind of abuse b
"Abuse" is defined at the beginning of the policy
kinds of abuse also summarized.

The procedure section of the policy includes sec
following:
Responsibility for Reporting Resident Al
How to Report Abuse to Facility Manage
How to Notify Oversight Agencies
Method of Abuse Notification
Report Form A - a help guide

phone numbers for the OIG,
Ombudsman and others inclu
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F 225 | Continued From page 9

F 225| T ensure that Windsor Gardens Nursing Home is acting to

Based on interview, record review and review of
the facility's abuse policy and investigation, it was
determined the facility failed to have an effective
system to ensure all alleged violations of
mistreatment, neglect, or abuse were thoroughly

prevent occurrences of mistreatment, neglect ard abuse of
resident and misappropriation of resident property,
guidelines for the prevention of abuse are included in the
policy. The Abuse Prohibition section of the Lang Term

This section

investigation.

investigated and reported to the State Survey
Agency and failed to ensure residents were
protected from further potential abuse for one (1)
of thirteen (13) sampled residents (Resident #6).

On 03/08/13, the facility received an allegation of
abuse from Resident #6, who reported State
Registered Nurse Aide (SRNA) #3 had kissed
and hugged her/him like a lover would. The
resident had reported the allegation to SRNA #4
and SRNA #5 and they reported the allegation to
the Director of Nursing (DON). The DON called
the facility and spoke with SRNA #3 on 03/09/13
and informed him not to provide direct care for
Resident #6, however, SRNA #3 continued to
care for other residents. In addition, SRNA #3
was allowed to work and provide care to facility
residents for six (6) days during the abuse

includes:

three tools are:

Survey Manual has been included in the policy.

Screening potential hires
Training employees on recognizing abuse
Prevention of abuse
Identification of possible incidents/allegation
which need investigation
Investigation of incidents and allegations
Protection of residents during an investigation
Reporting of incidents, investigations, and facility
response to the results of their investigations.

The policy includes 3 tools developed to insure that a
thorough reporting and investigation process ogcurs and
that there is documentation of all the actions taken. The

Report Form A, This form records the Who, What, When,
Where and How residents were protected wher there is a
reported allegation. The Abuse & Neglect Poligy Checklist
lists the steps to be followed when investigating an

Interview and review of the facility's investigation
revealed the facllity failed to report the allegation
of abuse to Adult Protection Services (APS) until
03/12/13, five days after receiving the allegation,
and did not report the allegation to the Division of
Long Term Care, Office of Inspector General
(OIG) per facility policy. Review of the facility's
investigation revealed a thorough investigation
was not conducted and did not include interviews
with other residents and staff, and a skin
assessment was not conducted on Resident #6
for signs of abuse. Interview with the DON and
Social Worker (who conducted the investigation)

allegation. Who to contact and a record of when the contact
was made is included as is a place to record the
comes to investigate the allegation from the oversight
agencies like OIG, APS or the District Ombuds
is a section to record the findings of the Investi
contents of Report Form A and the Abuse & Neglect Policy
Checklist will be used to summarize a 5 day report to be

given to the OIG by either the Administrator, t
SW or other Manager conducting the investiga

staff that

man. There
gation. The

he DON, the
tion.
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i An Abuse & Neglect Tracking Form is the final tool
F 225 | Continued From page 10 F 225 incidents of

revealed this was their first abuse investigation
and they did not know to report the allegation to
the State Survey Agency. Interview revealed they
thought they were following facility's policy when
they removed SRNA #3 from direct care of
Resident #6. Interview with the Administrator
revealed she had not been involved with the
investigation and did not provide guidance nor
oversight to those who were conducting the
investigation.

Resident #6 was transferred to the hospital on
07/10/13, prior to the annual survey, and did not
retumn to the facility.

The faclility's failure to ensure all abuse
allegations were reported immediately to the
State Survey Agency, to ensure the protection of
residents after an allegation of abuse, and to
thoroughly investigate an allegation of abuse has
caused or is fikely to cause serious injury, harm,
impairment or death to a resident. The
Immediate Jeopardy and Substandard Quality of
Care (SQC) was identified on 07/11/13 and is
ongoing at 42 CFR 483.13 Resident Behavior &
Facility Practice, F225 at a S/S "J". The
immediate Jeopardy was determined to exist on
03/09/13. The facility was notified of the
Immediate Jeopardy on 07/11/13.

The findings include:

Review of the facility's policy titled Abuse and
Neglect, revised 01/06/08, revealed the abuse
policy contained definitions of abuse but did not
include the investigation component and gave no
guidance on how to investigate an allegation of
abuse. According to the abuse policy, the facility

included in the policy. It is intended to track all
Abuse and Neglect reported and investigated is
over a period of time. (From annual State Surv
State Survey)

All three forms are to be completed by the DON
Nurse, Manager, conducting the investigation. T
forms when completed will be given to the Adm
The Administrator will review the forms and wi
report of the content. The information will bec
the Administrative report to the quarterly Quali
meeting and the Board of Director meeting.

information for the Office of Inspector General
Frankfort); for Adult Protective Services; for Ch
Director; for the Bardstown Police Dept. Each g

approved 7/18/13.

Protection of Residents:
The DON talked with SRNA#3 on March 9, 201

the resident and told him that to protect himsel
residentds he heeded to ask another staff persor
the Administrator.)

In the revised Abuse and Neglect Policy (July 18
is a section entitled "Protection.” This section st

individual(s) alleged to be involved in the abuse
removed from providing all direct resident care

The final page of the revised policy includes a list of contact

Services; for the District Ombudsman, for the facility Medica

phone and fax number, and the address. Revised policy was

clocked in to work. He denied the allegation, but to protect
residents, the DON removed SRNA #3 from direct care of

accompany him when he delivered care to any resident on
the unit. (These two actions were reported by the DON to

ates, “To
protect residents from harm during an investigation, the
is/are

by being
suspended from the facility during the pending investigation.

1 the facility
ey to annual

, SW, Chargd
‘he three
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would immediately report the allegation to Adult
Protective Services (APS) and the Division of
Long Term Care (OIG) [the State Survey Agencyl}.
Afive (5) day follow-up of the incident would be
performed and reported to the above state
agencies. Further review of the policy revealed to
protect residents from harm during the
investigation, the individual (s) alleged to be
involved in the abuse would be removed from
providing direct resident care during the pending
investigation.

Review of the facility's investigation of the
allegation of abuse revealed an incident report
was completed on 03/08/13 at 7:30 PM, when
Resident #6 reported inappropriate behaviors by
SRNA #3. The report stated the resident was
talking to SBNA #4 and #5 stating that SRNA #3
told the resident if it wasn't for their ages, they
could be lovers. The resident went on to say
SRNA #3 would kiss him/her and do things that
lovers would do. When the aides question the
resident on how SRNA #3 had kiss him/her, the
resident said, "the way | want him to kiss me
when the doors are closed.” SRNA #4 and #5
reported the allegation to the charge nurse and
SRNA #4 and the charge nurse called the DON.
The next day, 03/09/13, SRNA #3 reported to
work and was told by the DON (via telephone) not
to give direct care to Resident #6. The
investigative report revealed the Administrator
was informed of the allegation on 03/09/13.
Written statements of SRNA #4 and #5 were
obtained.

Continued review of the facility’s investigation
revealed the Social Worker documented she had
interviewed Resident #6 on 03/11/13 regarding
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BARDSTOWN, KY 40004
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Residents impacted by allegation:
F 225 Continued From page 11 F 225/ The deficient practice negatively impacted resident #6. A ski

assessment was not performed on her at the time of the
allegation. She was interviewed by the SW on 3/11/13

regarding the allegation. She did not recall the allegation and
stated, "I'm fine." Resident #6 was transferred tp the hospital
on 7/10/13 and passed away that morning from an illness

unrelated to the abuse allegation incident.

A total of 35 residents of the unit were potentially at risk sind

the abuse allegation of March 8, 2013. (This number

represents the number of unit residents on March 8 through|

July 22, 2013.)
Three assessment tools were used to assess the
were impacted by the IJ:

1) BIMS scores were obtained from MDS 3.0 on each reside

potentially impacted.
Based on the patient’s BIMS score, one of the two other
assessments (Interviews and Skin Assessments) were

conducted by the SW, DON, MDS Nurse or CHarge Nurse.
2) Interviews - Interviews with the 12 current residents wha
are alert and oriented, were conducted by the SW, DON and

MDS Nurse, The results of those interviews revealed no

evidence of abuse, or other resident rights violations. Five

residents were discharged from the unit during this time
period and were not contacted.

RM#  DATE INTERVIEWED BY
A01 7/15/13 LPN/MDS Coordinator
B02 7/12/13 RN/DON

BO3 7/15/13 RN/DON

B0O4 7/15/13 LPN/MDS Coordinator
BO5 7/12/13 LPN/MDS Coordinator
B10 7/12/13 RN/DON

Co3 7/12/13 SS/Act Coordinator;
CO04A  7/12/13 SS/Act Coordinator;
Co05 7/12/13 SS/Act Coordinator]
Co06 7/12/13 SS/Act Coordinator
Cco7 7/15/13 LPN/MDS Coordinator
Ci11 7/15/13 LPN/MDS Coordinator

residents whq

€

hit
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the allegation. The resident could not recali the
the allegation and stated, "I'm fine." The record
revealed the facility assessed Resident #6 to
have a severe cognition impairment with a Brief
Interview Mental Screen (BIMS) score of a three.
On 03/12/13, SRNA #3 was interviewed and
made aware of the allegation. SRNA #3 denied
the allegation.

Interview with SRNA #5, on 07/11/13 at 11:20 AM,
revealed she was working the evening of
03/08/13. She stated SRNA #4 and herself had
toileted Resident #6 and was assisting the
resident back to the bed. The resident was placed
in bed and that was when the resident told them
that they were not doing it liked SRNA #3. When
they asked the resident what he/she meant, the
resident told them SRNA #3 would kiss him/her
before leaving. She stated they questioned the
resident about the kiss and the resident became
frustrated with them and kept saying it was not
like SRNA #3 did it. SRNA #5 stated they could
not figure out what they were doing wrong. The
resident mentioned something about them being
lovers and SRNA #3 would not be happy with
him/her saying all this. The resident told the
SRNAs that SRNA #3 had kissed him/her like a
lover would. SRNA #5 said she could not recall all
the details but stood by her written statement of
03/08/13. She further stated SRNA #4 had called
the DON and told her everything the resident had
told them. SRNA #5 stated she was not
interviewed about the incident.

Interview with SRNA #4, on 07/11/13 at 1:36 PM,
revealed the same details as SRNA #5. She

stated SRNA #3 was usually the one who placed
Resident #6 in bed, but he was off that night. The
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F 225 | Continued From page 12 F 225 3) Skin assessments - Eight of the 35 residents have a

BIMS score of 8 or less, and skin assessments were
completed on them by the Charge Nurses. No untoward

findings were noted which would indicate abuse.

RM#  DATE COMPLETED BY
A04 7/12/13 RN

B07 7/13/13 RN

BO8 7/13/13 RN

B12 7/13/13 RN

CO09A  7/14/13 RN

C10B  7/12/13 RN

A02 7/15/13 LPN

B09 7/13/13 RN

Should an abuse allegation or Rights Violation

pccur in

the future, the charge nurse will call the DON and the

Administrator to determine the correct/best kir
assessment tool or action(s) to take to protect re
The three checklists included in the Abuse and

d of
sidents.

Neglect

Policy are to be used on ALL Resident Rights violations

and Allegations of Abuse. A nursing assessment
performed by charge nurse or another nurse on

duty is

always the first step taken. Other assessment tools that
might be used are: residnet BIMS Scores, Interviews with
resident(s), family members, and other staff, and a Skin

Screening. (A list of possible questions to be use
interviews was developed as part of the Plan of

d in

Correction.

The list titled "Questions for Rights Violaton Interviews" isa

part of the Abuse & Neglect Policy. Questions ¢

intimidation, etc.)

n the list are
geared to various types of abuse, i.e., verbal, theft,
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F 225 | Continued From page 13 g pog | From July 11, 2013 through July 22, 2013, there|were in-

resident appeared to be upset because SRNA #3
was not working. The resident kept saying we
were not doing things like SRNA #3 did. When
they asked the resident what things, the resident
replied he/she was talking about SRNA #3 kissing
her like a lover. SRNA #4 did not feel comfortable
about what the resident was saying so she
reported it to the charge nurse and calied the
DON herself to report the incident. SRNA #4
stated she provided a written statement regarding
the incident but was not interviewed during the
investigation. She revealed SRNA #3 was off that
evening (03/08/13) but worked the next evening
(03/09/13).

Interview with SRNA #3, on 07/11/13 at 2:15 PM,
revealed he had cared for Resident #6 often over
the four years he had worked at the nursing
facility and was very familiar with the resident's
care. He stated "he routinely kissed residents on
the forehead like you would a family member*. He
denied any sexual actions toward the resident. He
continued by stating he was made aware of the
allegation the next day (03/09/13) when he
arrived to work and was told he could not care for
Resident #6. He did provided care to other
residents. He was interviewed by the DON and
Social Worker but could not recall the date. He
talked to the Administrator because he was upset
and told the Administrator he had kissed the
resident on the forehead, but denied anything
else had happened.

Interview with the DON, on 07/10/13 at 2:20 PM,
(during Task 5-G Abuse Prohibition Review)
revealed she had conducted oniy one allegation
of abuse (The allegation involving Resident #6)
since the last standard survey and this was the

services implemented. The Administrastor and
worked together t identify topics and presenters
provide them, the facility managers, and Nursin
employees with information that could be used
again” about Resident Rights and How to Prote
was also important that information be present
to conduct a Rights Violation investigatioin.
In-services included:

7/12/13 Hand-in-Hand Abuse & Neglect Mgdule

Presented to: Nursing Home Staff working day
evening (6P-6A)shifts on the unit.
Presenter: HR Director

7/17/13 Resident Rights, Reporting Violatio
How to Conduct a Thorough Investigation
Presented to: Management Team

Presenter: Imelda Phfister, District Ombudsma

7/18/13 In-service and Review of the Revise

and Neglect Policy for understanding of its content and

how to implement it.
Presented to: Management Team and HR Dire
Presenter: Sue Bennett, RN, BSN, Nurse Educat

7/18-22/13 Revised Abuse and Neglect Policy
Presented To: All Nursing Home Staff
Presented by: DON, SW, Charge Nurses using |
Sign and Explanantion of the Content.

DON

who could
g Home

to "learn
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first abuse investigation she had conducted. She
revealed Resident #6 told SRNA #4 and #5 that
SRNA #3 had kissed her and indicated other
sexual actions may have occurred. She
confirmed SRNA #4 and the Charge Nurse had
called her on 03/08/13 and reported the
allegation. The DON stated she immediately
started the investigation along with the Social
Worker. She stated she called the facility the next
day (03/09/13) and told SRNA #3 not to provide
direct care for Resident #6. Per interview, she
did remove SRNA #3 from all resident care,
because she thought the facility's abuse policy
stated to remove from direct care of the resident
named in the allegation, not all residents. Review
of the March 2013 schedule revealed SRNA #3
worked March 8, 10, 12, 13, 14, and 15 providing
direct care to residents while the abuse
investigation was conducted.

Further interview with the DON on 07/10/13 at
2:20 PM, revealed the DON calied Licensed
Practical Nurse (LPN) #1, on 03/09/13, and told
her to put a copy of the abuse policy in the
communication binder and for all staff to sign off
after they read the policy. However, the DON
could not provide evidence where staff had
signed they read the abuse policy. She further
revealed she had reported the allegation to APS
on 03/12/13; however, she had not notified OIG.
She stated she had followed the facility's abuse
policy and did not know to report to the OIG. She
thought maybe the Administrator had reported.
The DON stated she concluded the investigation
on 03/19/13 and unsubstantiated abuse had
occurred.

Interview with the Social Worker, on 07/10/13 at
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. See information and summary of corrections made outlined
F 225 | Continued From page 14 F225 ( i

on pages 9-14.

The Abuse and Neglect policy was revised on Sept. 1,
2013. The revision includes a “resident to resident”
violation in the list of potential kinds of abuse of rights
violations.
The Administrator, the MDS Nurse, and the Business
Office Mgr. made the change after receiving inférmation
from the OIG POC reviewer that this kind of abuse was
inadvertently omitted from the policy when it was revised
earlier in July. The revision was written and included in
the policy. The Administrator called the Medical
Director, the Chair of the Board of Directors and
informed messages informing them of the policy revision.
She also called all Dept. Directors and other members of
the QA Committee on Sept. I and 2 to inform them of the
revision in the policy. She placed a revised a copy of the
policy in their mailboxes. She placed a copy of the revised
policy in the Nursing Policy Manual in the Nurging Home
and in the manual in the Personal Care unit. Afthe same
time, a revised copy was placed in the manuals entitled
Reporting an ABUSE/NEGLECT violation, alsojat each
Nursing Station. The old policies in these two manuals
were also removed and destroyed.

A memo was prepared on and placed in the Nursing
Station on Sept 1, at 10:00am, next to the shift
communication book, asking employees to use the READ
and SIGN method for informing all staff of the iglicy
change. The DON and Charge Nurses on each shift will
be responsible for verifying that the employees working
performed the task. ‘

PRN or other employees scheduled off for the next several
days, will be asked to READ And SIGN indicating
completion of the task BEFORE working their next
schedule shift. ‘
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beginning at 2:20 PM who was present during the
interview with the DON, revealed she had not
reported the allegation to OIG and did not know
she was suppose to. She stated she had only
been in the Social Worker position for a few
months and this was her first abuse investigation.

Interview with Administrator, on 07/10/13 at 4:57
PM, revealed the abuse allegation had been
reported to her. She stated Resident #6 loved
SRNA #3 and didn't want any other staff caring
for him/her. The Administrator indicated she had
interviewed the resident and the resident told her
SRNA #3 had kissed him/her good-night. When
she spoke with SRNA #3, he admitted to kissing
Resident #6, on the forehead, in a loving way,
because he thought of the resident as family.
However, the Administrator failed to document
either interview and failed to inform the DON and
Social Worker, who were conducting the abuse
investigation. The Administrator did not report the
allegation to the OIG because she thought the
DON and Social Worker had already reported.

Interview with the APS worker, on 07/11/13 at
1:53 PM, revealed they received the referral on
03/13/13 and went to the nursing facility and met
with the resident on 03/15/13. She attempted to
interview the resident but the resident was
confused and did not recali the allegation and
denied SRNA #3 had kissed her. She interviewed
SRNA #3 per telephone and he denied the
allegations. However, the APS worker had not
been told SRNA #3 had admitted he had kissed
the resident on the forehead. The APS worker
revealed she had not asked SRNA #3 if he had
kissed the resident.
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The State Surveyor interviewed the Administrator on July
F 225 | Continued From page 15 F 225110, 2013. The conversation with SRNA #3 happé¢ned a

week or more after the abuse allegation was completed and
found to be unsubstantiated by the facility and by APS.
There was no reason to document the conversation in the
investigation record at that point in time.

Protection of Residents
In the revised Abuse and Neglect Policy (July 18} 2013)
there is a section entitled "Protection.” This section states:
If an employee is alledged to have abused a resident, that
employee will be removed from providing all direct
resident care by being suspended from the facility during
the pending investigation. If the abuse allegation is
resident to resident abuse, or abuse committed Hy a family
member, or a visitor to the facility, the charge nyrse on
duty, when the incident occurred or when itisr !ported,
will immediately take steps to treat and protect the abused
resident. She will alert all staff working on the unit and get
assistance to deal with the incident.
The charge nurse will call, or ask another staff member to
call the DON and the Administrator to inform them of the
incident. If needed, the DON and Administrator will come
to the unit to assist and/or make recommendation about
steps to be taken. A nursing assessment will be performed
on the abused resident(s) by the charge nurse or another

nurse on duty at the time to determine injury or
emotional/psychological support. The attendin
or the resident will be notified by the nurse who
the assessment and orders given by the physicia
followed. The POA/family members of the resid
notified. Any other residents involved or near th
will also be assessed by the charge nurse or staff
the time to determine negative impact and to tal
steps are necessary to protect all the residents og
The procedure section of the Abuse and Neglect
then be followed beginning with completing Rej
A and taking the steps to report the abuse incide

to give

s physician
performed
n(s) will be
ent will be
e incident
working at
ke whatever
1 the unit.
Policy will
port Form
nt to the

‘agencies and persons listed on the form.
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A Windsor Garden Incident Report will be completed by the charge nurse or other Department Director
on duty at the time of the incident. The incident report included the name(s) of the resident(s), and the
alleged abuser (whether staff, another professional, family member, other resident or visitor to the
facility. The report includes a summary of the incident, what was done to treat or care for the one
allegedly abused, who was notified, what treatment was given at the time with what outcome, and what
follow-up to that treatment will occur.

The Incident Report on 3/8/13 was completed by the Charge Nurse on duty and was given to the DON
on 3/9/13 and included the information listed above.

All Windsor Gardens Incident Reports are reviewed and signed by the DON or Department Director
within 48 hours of the incident. Incident Reports are reviewed by the Clinical Team at its weekly Care
Planning meeting and any follow-up steps that need to be taken and who will take them is determined.
The Incident Report Form includes a signature line for the DON, the Administrator and others in
attendance at the meeting. The completed forms are kept in a file in the DON's office and summary of
the incidents that occur in the preceding quarter is presented by the DON at the quarterly Quality
Assurance meeting.

At a called meeting on July 18, 2013, the Quality Assurance Committee reviewed steps taken to remove
the 1J from Windsor Gardens. There were three actions implemented in the Windsor system to insure
that all employees are aware of the need to protect resident rights. Resident Rights and Abuse and
Neglect are two of the yearly required in-services for all employees, the first action is to schedule the
District Ombudsman or another qualified professional to present another required in-service on this
topic for all employees sometime between August 1, 2013 and December 31, 2013. The Administrator
will be responsible for planning this in-service and will report on the completion at the January, 2014
meeting.

The second action is to begin using the CMS Hand in Hand Modules on Abuse and Neglect for all new
employees at employee orientations held at Windsor, beginning August 1, 2013. The task was assigned
to the Human Resources Director. She will also give each new employ a copy of the The Abuse and
Neglect Policy and highlight the importance of safeguarding Resident Rights. The 7 kinds of
abuse/neglect, the responsibility of employees to report any suspected incidents of resident
abuse/neglect to her, to their Charge Nurse, Department Director or the Administrator, or to call the
OIG hotline number to report the incident. The new employee will also be introduced to Report Form A
and receive an overview of the investigative process. There is a checklist for items to be covered during
new employee orientation and attendance at this in-service and policy review are included on the list.
The list becomes a part of the employee’s personnel file. The Facility Administrator reviews new
employee checklist after each orientation is completed to ensure HR Director utilizes CMS Hand in Hand
Modules on Abuse. Administrator will report at Q.A. quarterly meetings - ongoing.

The State Survey Team determined that the Abuse and Neglect policy being used by Windsor’s Nursing
Home was incomplete. Although the policy in place was followed by the DON, SW and Administrator to
determine that the abuse allegation was not substantiated, the policy needed revision

The main purpose of the QA meeting called on July 18 was to review and approve
Neglect policy. It was recommended by the Administrator that the yearly Risk Ma
include a review of the facility’s policies and procedures and if need be plan a wor
Administrator and Management Team on How To Write and Review Policies. The Q
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action was to accept the recommendation. The Nurse Consultant was scheduled to come to Windsor on
August 19. The Policy and Procedure workshop is scheduled for Tuesday, Sept.11,2 013.

There were two actions and two QA monitors approved by the QA Committee to insure future utilization
and compliance with the Abuse and Neglect policy.

1) It was determined that the revised policy be distributed that day to the Nursing Policy Manual
kept at the Nursing Station in the Nursing Home, that a copy also be placed in the Personal Care
Manual kept at the Nursing Station in the Personal Care Unit, and that a copy of the policy be
placed in the Assisted Living Manual at the Assisted Living reception desk. The DON was
responsible for the action in the Nursing Home, and the Administrator placed the policy in the
other two manuals. These manuals are accessible to all employees 24/7. (When placing the
revised policy, the “old” policies were removed and destroyed.)

2) The Administrator assembled a Manual labeled Abuse & Neglect Reporting.
The manual contains a copy of the revised policy on Abuse and Neglect; several Copies of Report
Form A, and the Abuse and Neglect Policy Checklist. It also has copies of Questions for a Rights
Violation Interview. The QA Committee approved the Administrator’s recommendation that
this manual be kept at the Nursing Station in the Nursing Home for easy, ready access to all
staff, should an abuse allegation be made in the future.

A QA monitor was approved for completing Report Form A and for completing the Abuse and Neglect
Policy Checklist. These forms will be completed and signed by the DON, SW, Charge Nurse or other
Department Director and submitted to the Administrator on the fifth day of an investigation. The
Administrator will check the forms for completeness, and when necessary call the OIG Complaint office
to provide and up-date on the progress of the investigation. The Administrator will also summarize the
content, and present the summary information to the QA Committee quarterly and to the Chair of the
Board of Directors whenever an allegation of resident abuse happens.

Board of Director oversight -

The Administrator meets with the Board of Directors quarterly. A summary report on all action taken
each quarter to insure resident safety will be presented as a part of her operational report. Any
incidents of abuse and neglect will be reported by the Administrator to the Board Chair immediately.

The Ky State OIG office accepted the Allegation of Compliance on 7/29/2013 and CMS accepted the
Allegation of Compliance on 7/30/13.

7/23/2013 - Date the I} was removed

3/9/2013 - Immediate Jeopardy determined to exist. The revisit to the facility occurred on 8/1/13 and
the facility was found to be in compliance.

Steps taken in the Allegation of Compliance follow:

How I} has been addressed:

The Abuse and Neglect Policy was analyzed and several revisions were made. The addltlons and
language revisions in the new policy follow: :
1. Definition Section — A definition section has been added to the policy.
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2. Reporting/Notification Section — The obligation to report any suspected incident of
abuse/neglect is clearly stated. The incident is to be reported to the facility management
(Administrator, DON, Charge Nurse, or other Department Director) and to the OIG, to APS and
to the Long Term Care Ombudsman. A clear statement of who is to be notified has been added
that includes the oversight agencies listed (b), as well as the Administrator, the Medical
Director, the Attending Physician. A Reporting Form Guide will be used to cover all the steps of
the reporting process included in a thorough investigation. This guide consists of two parts:
First Report Form (A) and Reporting Form Guide (B)

Protection Section

Investigation Section including Abuse and Neglect Policy and Procedure Checklist

Monitoring Section includes Abuse and Neglect Tracking Form

Employee Counseling Section

A

TIMELINE OF ACTIONS

3/11/13 - Son of alleged abused resident was called by SW

3/12/13 - SW called APS

3/19/13 - investigation by APS was conducted on {Case#t 1001524)

7/11/13 - Administrator called and left message for Medical Director

7/11/13 - Administrator call three members of the Board of Directors who were told of the I} citation
and read the summary statement immediately after the Survey Team exited the building. A copy of the
OIG Immediate Jeopardy Notification was placed in the corporate mailbox for next day pick up. The
current Board member contact for the facility has been in daily communication with the Administrator
for status updates, guidance and support.

7/12/13 - Medical Director called Administrator and was informed and I} citation summary was read to
him.

7/12/13 - In-service Hand-in-Hand Abuse & Neglect Module Presented to: Nursing Home Staff working
day (6A-6P) & evening (6P-6A)shifts on the unit.

Presenter: HR Director The Human Services Director has developed a new plan for employee orientation
that includes Modules 2, 3 and 5 of the CMS Hand-in-Hand Series as a part of the in-service/education
program.

7/15/13 - Medical Dir. updated on progress of the- AOC

7/17/13 - Medical Dir. updated on progress of AOC

7/17/13 - In-service on Resident Rights, Reporting Violations and How to Conduct a Thorough
Investigation Presented to: Management Team

7/18/13 - Emergency QA meeting held at 3:00 p.m.

7/18/13 - In-service and Review of the Revised Abuse and Neglect Policy for understanding of its content
and how to implement it.

Presented to: Management Team and HR Director

7/18-22/13 In-services on Revised Abuse & Neglect Policy

Presented To: All Nursing Home Staff

7/18/13 - Revised Abuse & Neglect Policy placed in PC/Memory Unit, Nursing Facility, and Assisted
Living to be accessible to staff 24/7. Old copies of policy were shredded. The policy will be used for every
new employee orientation.

7/22/13 -investigation questions for Resident Rights Violation compiled by Administrator. DON and SW
in-serviced on guestions.
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What resident/patients are impacted by the U? A total of 35 residents of the unit were potentially at
risk since the abuse allegation of March 8, 2013. (This number represents the number of unit residents
on March 8 through July 22, 2013.) BIMS scores were obtained from MDS 3.0 on each resident
potentially impacted. Based on the patient’s BIMS score, one of the two other assessments (Interviews
and Skin Assessments) were conducted by the SW, DON, MDS Nurse or Charge Nurse.

What staff are involved in the 1J?

The Administrator, DON, Social Service/Activity Director, reporting CNA, alleged CNA, and potentially all
management who had not implemented an effective policy and procedure review annually, including
shredding old policies.

What areas of the facility are impacted by the 1J?
The Nursing Center.

How will the IJ be prevented from recurring to other residents/patients? A thorough investigative
procedure is included in the revised Abuse and Neglect Policy:

Investigative Process Steps:

- To protect residents from harm during the investigation, the individual(s) alleged to be involved in the
abuse will be removed from providing direct resident care by being suspended from the facility during
the pending investigation by their Dept. Manager, Administrator, SW, HR Manager or Manager on Call.
- A BIMS (Brief Interview for Mental Status) will be performed with resident involved immediately (or
within 24 hours) of incident. This will be performed by the Social Services Director or other qualified
staff.

- Interviews with at least 3-5 other residents on the unit of incident location will be conducted by the
DON, Administrator, Social Service Director or Charge Nurse.

All Staff working on the unit at the time of the incident will be interviewed following the report of the
incident by the Director of Nursing, Social Service Director or Charge Nurse.

- Separate interviews will be conducted with the accused person and the victim by the Director of
Nursing, Social Service Director or Charge Nurse. Questions should be addressed in a YES and NO
manner due to the topic. Open ended questions for clarification will also be utilized by the investigator
as.necessary.

- If there are substantial findings, the Administrator or DON will report to the State Nurse Aide Registry
and applicable licensing authorities any knowledge it has of any action by a court of law which would
indicate an employee is in violation of their professional practice act.

- The employee will be counseled and such counseling will be documented with a Windsor Gardens
Employee Counseling Form. Counseling will be conducted by the Director of Nursing, Administrator,
Social Service Dir. or Charge Nurse and will be accompanied by the HR Director.

- The Administrator, DON or SW will perform a five-day follow-up of the incident documenting and
reporting to Office of Inspector General, Adult Protective Services/Child Protective Services, the
Ombudsman and the facility Medical Director of the findings.

The Administrator meets with the Medical Director of the facility once each month. He was called on
July 11, 2013 when the IJ was issued and has been updated three times while the Altegation
Compliance was being written and approved by both the OIG and CMS. When theégfacé‘l received the
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Statement of Deficiencies from the OIG, a copy was sent to him. He met with the Administrator and
DON to review the deficiencies and gave input and encouragement.

The date for the Emergency Quality Assurance Committee meeting was set around the Medical
Director's schedule. He gave input and was a part of the QA Committee that voted to approve the
revised Abuse and Neglect Policy and the actions and monitors set up to ensure that the policy would be
implemented effectively. He and the Administrator will work effectively with the Quality Assurance
Committee to follow up on the specifics outlined in the Plan of Correction by being sure the actions to
be taken and monitors set up are completed.

On August 19, 2013, the Medical Director met with the Administrator and the Management Team to
review the Plan of Correction developed to correct the deficiencies listed in the Statement of
Deficiencies resulting from the State Licensing Survey.
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Additional interview with the Administrator, on
07/11/13 at 3:38 PM, revealed she recalled a
conversation with the DON and Social Worker
about the abuse investigation and the Social
Worker told the Administrator she had called
APS. The Administrator told the Social Worker
they needed to call the OIG and she assumed
this had been done. However, the Administrator
revealed she had not followed up on that directive
to ensure reporting was done. The Administrator
acknowledged she had not provided guidance
and oversight to the DON and Social Worker
during the investigation and had not reviewed the
abuse investigation.

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 F226.483.13(c) DEVELOP/IMPLEMENT ABUSE/
SS=J | ABUSE/NEGLECT, ETC POLICIES NEGLECT, ETC. POLICIES
The facility must develop and implement written Completion Date: 9/01/2013
policies and procedures that prohibit
mn(sjtregtment, ngg%!ect, ?nd ?dbuste of residents A revised Abuse and Neglect policy approved by the
and misappropriation of resident property. Quality Assurance Committee on 7/18/13 is an integral part

of the Allegation of Compliance and Plan of Carrection.

The Allegation of Compliance Plan was accepted by the

This REQUIREMENT is not met as evidenced OIG on July 29, 2013. Immedicate Jeopardy was removed
by: from the facility on July 23, 2013.
Based on interview, review of the facility's
investigation, and review of the facility's policy
and procedures, it was determined the facility
failed to have an effective system to ensure
development and implementation of written
policies and procedures that prohibit abuse for
one (1) of thirteen (13) sampled residents
{Resident #6). The facility's Abuse and Neglect
policy did not contain all seven components as
required. The policy did not include the
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In the revised Abuse and Neglect Policy (July 18, 2013)
F 226 Continued From page 17 E 226 | there is a section entitled “Protection.” This section states:
investigation component and gave no guidance If an employee is alleged to have abused a resident, that
on how to investigate an allegation of abuse. The employee will be removed from providing all direct
facility also failed to ensure protection of resident care by being suspended from the facility during
residents after an allegation of abuse was the pending investigation. If the abuse allegation is
reported, failed to report the allegation to the resident to resident abuse, or abuse committed by a family
appropriate state agencies promptly, and failed to member, or a visitor to the facility, the charge nurse on
conduct a thorough investigation. duty, when the incident occurred or when it is reported,
will immediately take steps to treat and protect the abused
On 03/08/13, the facility received an allegation of resident. She will alert all staff working on the ynit and get
abuse from Resident #6, who reported State assistance to deal with the incident.
Registered NE‘rse Aide (SRNA) #3 had kigsed The Charge nurse will call, or ask another staff member to
and hugged him/her like a lover. The resident call the DON and the Administrator to inform them of the

had reported the allegation to SRNA #4 and
SRNA #5 and the allegation was reported to the
Director of Nursing (DON). The DON called the
facility and spoke with SRNA #3 on 03/09/13 and
informed him not to provide direct care for

incident. If needed, the DON and Administratgr will
come to the unit to assist and/or make recommendation
about steps to be taken. A nursing assessment will be
performed on the abused resident(s) by the chatge nurse

Resident #6; however, SRNA #3 continued to or another nurse on duty at the time to determihe injury
care for other residents during the abuse or to give emotional/psychological support. The attending
investigation. physician of the resident will be notified by the purse who
Interview and review of the facility's investigation performed the assessment and orders given by the
revealed the facility did not report the allegation of physician(s) will be followed. The POA/family members
abuse to Adult Protection Services (APS) until of the resident will be notified. Any other residents
03/12/13, five days after receiving the allegation, involved or near the incident will also be assessed by the
and failed to report the allegation to the Division Charge nurse or staff working at the time to determine

of Long Term Care, Office of Inspector General negative impact and to take whatever steps are necessary
(OIG) per facility policy. (Refer to F225) to protect all the residents on the unit. The progedure

Section of the Abuse and Neglect Policy will thén be
followed beginning with completing Report Form A and
taking the steps to report the abuse incident to the
Agencies and persons listed on the form.

The facility's failure to develop and implement
policy and procedures related to abuse has
caused, or is likely to cause, serious injury, harm,
impairment, or death to Resident #6 and other

! in th ity
residents in the facility The Incident Report on 3/8/13 was completed by the
Immediate Jeopardy was identified on 07/11/13 Charge Nurse on duty and was given to the DON on
and is ongoing in 42 CFR 483.13 Resident 3/9/13.
Behavior & Facility Practice, F226 at a S/S"J",
with Substandard Quality of Care (SQC) identified

i
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at 42 CFR 483.13. The Immediate Jeopardy was
determined to exist on 03/09/13. The facility was
notified of the immediate Jeopardy on 07/11/13.

The findings include:

Review of the facility’s Abuse and Neglect policy,
revised 01/06/06, revealed the abuse policy
contained definitions of abuse, but did not contain
all seven components as required. The policy did
not include the investigation component and gave
no guidance on how to investigation an allegation
of abuse. According to the abuse policy, the
facility would immediately report the allegation to
APS and the Division of Long Term Care (OIG). A
five (5) day follow-up of the incident would be
performed and reported to the above state
agencies. Further review of the policy revealed to
protect residents from harm during the
investigation, the individual (s) alleged to be
involved in the abuse would be removed from
providing direct resident care during the pending
investigation.

Review of the facility's investigation of the
allegation of abuse revealed an incident report
was completed on 03/08/13 at 7:30 PM. The
DON was notified. The next day, on 03/09/13,
SRNA #3 reported to work and was told by the
DON (per telephone) not to give direct care to
Resident #6. However, interview with SENA#3
and the DON revealed he was allowed to care for
other residents. The investigative report revealed
the Administrator was informed of the allegation
on 03/09/13. Written statements of SRNA #4 and
#5 were obtained; however, no other staff or
residents were interviewed. Further review of the
investigation revealed the resident was not

the time of the incident. The incident report in¢l

name(s) of the resident(s), and the alleged abuser
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A Windsor Garden Incident Report will be completed by
F 226 Continued From page 18 F 20g| the Charge Nurse or other Department Director on duty at

udes the

(whether staff, another professional, family member or
visitor to the facility. The report includes a summary of the

incident, what was done to treat or care for the
who was notified, what treatment was given at th
with what outcome, and what follow-up to that
will occur.

All Windsor Incident Reports are reviewed andls

ne abused,

e time

treatment

igned by

the DON or Department Director within 48 hours of the

incident. Incident Reports are reviewed by the C
Team at its weekly Care Planning meeting and
up steps that need to be taken and who will take
determined. The Incident Report Form include

line for the DON, the Administrator and others|i

linical

ny follow-
them is

a signature
n

attendance at the meeting. The completed forms are kept

in a file in the DON’s office and a summary of th
that occur in the preceding quarter is presented

e incidents

by the

DON at the quarterly Quality Assurance meetirlg. Should

an abuse allegation or Rights Violaton occur in

the future,

the Charge Nurse will call the DON and the Administrator
to determine the right/best kind of assessment tool or

action(s) to take to protect residents. The three
included in the Abuse and Neglect policy are to
ALL Resident Rights violations and Allegations
A nursing assessment performed by the Charge

checklists
be used on
of Abuse.
nurse or

another nurse on duty is always the first step taken. Other
assessment tools that might be used are: resident BIMS
Scores, Interviews with resident(s), family mempbers, and
other staff, and a Skin Screening. (A list of posgible
questions to be used in interviews was developed as a part
of the Plan of Correction. The list titled Questibns for
Rights Violation Interviews is a part of the Abuke and

Neglect policy. Questions on the list are geared

to different

kinds of abuse, like verbal abuse, theft, intimidation, etc.)
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