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F 241 | Continued From page 63 Faa1] ® ?epor;!ng require'mertlis ;lncluding
08/13/14 at 11:11 AM, revealed she did not report mm.e _late reporting to t e.
the abuse that SRNA #3 had reported to her Administrator and appropriate
because she felt nothing would be done about it. state agencies.
LPN #2 stated LPN #1 had threatened the staff * Promise of confidentiality and no
with making their lives a "living hell" if they told on fear of retribution.
him, therefore the abuse went unreported. o Employee competency assured
3. Record review ravealed the fecility admitted using the Abuse Prevention post-
Resident #4 on 11/11/10 with diagnoses which test.
included Anxiety and Depression. Review of the » Post-test reviewed and validated
Annual MDS Assessment, dated 05/25/14, by the Nurse Practice educator by
revealed the facility assessed Resident #4's 08/06/2014.
cognition as severaly impaired with a BIMS score
of six (8) indicating the resident was not HIPAA Privacy law
interviewable. o The prohibition of cell phone

usage in resident care areas,
Interview with LPN #2, on 08/13/14 at 11:11 AM, inc[uding video or photographs of
revealed she witnessed LPN #1 and SRNA #1 residents
pinching Resident #4's breasts. LPN #2 statad . ’
she had witnessed videos of siaff telling Residant ¢ Resu.:lents are to be treated with
#4 to cluck like a chicken. She stated she did not dignity and respect in full
report the abuse because she felt intimldated recognition of your individuality.
because LPN #1 seemed to be able to do
anything and get away with it. LPN #2 stated LPN
#1 trained her on the job and fold her he would As of 08/06/2014 date, only nine
maka her life "hall" (9) of one hundred six {106)
) employees were not available for
Interview with SRNA #4, op 08/13/14 at 10:08 immediate re-education. Three {3) of
AM, revealed she witnessed RN #1 putting her the nine (9) employees were re-
gloved fingers in Resident #5's- mouth; LPN #1 educated by phone as of 08/06/14
and SRNA #1 pinched Resident #4's bn'zasts. She and will be educated face to Face
stated she received a video from RN #1's phone s oy beginni "
that showed RN #1 putting her gloved fingers in prior to returning t_)r EEINMNE WOTK,
Resident #5's mouth and LPN #1 pinching the Employees upon hire or not
resident's breasts. She stated she did not report currently available during this
the abuse bacause she felt threatenad by LPN #1 timeframe will have education / re-
because he had told her and other staff members education noted above completed
that he and SRNA #1 were untouchable and if
anyone {old on them hs would make their lives a
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prior to returning or beginning work
F 241 oniues From pags 67 F241] by the Administrator, Nurse Practice
el Educator, Director of Nurses or the
4. Record review revealed the facility admitted Assistant Director of Nurses.
Resident #5 on 08/04/09 with diagnoses which
included Dementia, Delusiona! Disorder, Anxigty, On August 25, 2014 center
Psychosis and Deprassion. Review of the Annual Administrator was jointly re-
MDS Assessment, dated 07/08/13, revealed the . . s
facility assessed Resident #5's cognition as educated b y Reg-lorlal Vice President
sevarely impaired and the resident was not able of Operations (via telephone) and
to complete the BIMS. Regional Manager of Clinical
Operations (in person) regarding the
Interview with LPN #2, on 08/13/14 at 11:11 AM, centers Abuse Policy and Procedure
revealed she also witnesssd LPN #1 and SRNA to include conducting a thorough
#1 pinching Resident #5's breasts. She stated investigati hich has the potential
LPN #1 jumped up and down straddling Resident gauon whica 1as tie p
#5 on the bed and pretended to vomit in his/her to be substantiated if the event was
ear to make him/her scream, and RN #1 placed alleged by only one witness.
her gloved fingers in Resident #5's mouth to
aggravate him/her. LPN #2 also stated she had 4) The Center Administrator is
witnessed videos that were made of the alleged : : s
abuse of Resident #5. She ravealed she did not responsible for the 1mp!9:mentanon
report the abuse because she felt intimidated of and adherence to facility policy
because LPN #1 seemed {o be able to do and procedures. Center oversight is
anything and get away with it She further stated provided by the Administrator,
LPN #1 had trained her and told her he would Director of Nursing Services,
make her ife a living hell. Assistant Director of Nursing
Intarview with LPN #5, on 08/12/14 at 10:53 AM, Services and the Charge Nurseson a
revealed he had witnessed LPN #1 and RN #1 daily basis.
put gloves on and place their fingers in Resident
#5's mouth to make him/her mad. He ravealed Beginning on August 2, 2014, upon
the resident would yell "quit it, stop/stop.” notification of an alleged
Additional interview with LPN #5 revealed he abuse/neglect the administrator will
shouid have reported the verbal abuse and . .
mistreatment; however, hs felt nothing would be notify I}egmnal Vice‘President of
done about it. Operations, the Regional Manager of
Clinical Operations or the Regional
5. Record raview revealed the facility admitted Clinical Educator to validate a
Resident #5 on 03/13/12 with diagnoses which ‘ ;
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F 241 | Continued From page 65 F 241 .thorough mv'esfn'gatlon \?nll be .
. immediately initiated with continued
included Manic Depressive (Bipolar Disorder) and b ided
Mild Mental Retardation. Review of the Quarterly support to be provided throughout
MDS Assessment, dated 06/01/14, revealed the the investigation and conclusion.
facility assessed Resident #8's cognition as This will occur for every allegation
severely impalred with a BIMS scare of six (8) for three (3) months.
indlcating the resident was not Interviewable. ’
Interview with LPN #5, on 08/12/14 at 10:53 AM, e minsnaenne
revealed he witnessed SRNA #1 and LPN #1 Director of Nursing assigned
refuse to lake Resident #6 fo hisfher room and Department Managers and/or nurse
when he asked why the resident could nat go to supervisors across the three (3)
his/her room he was told by LPN #1 that Resident shifts daily (includes Saturday and
#6 was only asking to be & “pain in the ass". :
Additional interview with LPN #5 revealed he Sgnday ) tlmﬂ? s fo?gteer? (14) ccti:iay sto
should have reported the verbal abuse and observe staff/ 1"es ent interaction
mistreatment but felt nothing would be done and to determine that any allegations
about it are reported immediately to the
6. Record revi e the facilty admit Adminijstrator, Any concerns
- Record review revealed the facility admitted regarding staff interaction or
Resident #7 on 05/10/13 with diagnoses which f
included Deprassion and Psychatic Disorder. allegations of abu§ e. or neglect will be
Review of the Quarterly MDS Assessment, dated called to the Administrator or
06/24/14, revealed the facility assessed Resident Director of Nursing by the Shift
#7's cognition as severely impaired with a BIMS Supervisor for review to determine
scors of seven (7) indicating the resident was not any action to be taken including staff
llewier 2 suspension and/or reporting to the
Interview with LPN #8, on 08/15/14 at 11:58 AM, state agency if indicated.
revealed she witnessed LPN #1 using a reacher
to pinch Resident #7's nose and when she The audit tool utilized by the Shift
entered the room LPN #1 stopped and left the Supervisor to observe staff/resident
room. She stated she did not report this incident interaction was updated on 8/22/14
becausa she did not feel anyone would believe .
her as she had seen in meetings how LPN #1 to lnf:lude a})fpropriat? ]allilguage. L
spoke rudely to the Administration and got away monitor staff usage of cell phones,
with It monitoring of staff providing
residents privacy to ensure dignity,
7. Record review revealed the facility admitted monitoring of bath temperatures and
Resident #8 on 05/30/07 with diagnoses which
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to determine that any allegations are

F 241 | Continued From page 66

included Anxisty and Depression. Review of the
Quarterly MDS Assessment, dated 06/28/14,
reveeled the facillty assessed Resident #8's
cognition as cognitively Intact with a BIMS score
of eleven (11) indicating the resident was
interviewable.

Intarview with Resident #8, on 08/11/14 at 1:05
PM, revealed “Somecne" on second (2nd) shift {a
nurse) mistreated him/her and it was a man.
He/She revealed the nurse said things to him/her
{no specifics) and was rough with him/her at
times. Resident #8 began to cry during the
interview and stated, " don't want to say anymore
because ‘he’ has & lot of friends and sometimes
they come In with him and are mean too." Further
Iinterview with Resident #8, on 08/12/14 at 2:35
PM, revealed he/she was afrald to go to bed at
night after LPN #1 and the SRNA climbed through
the window Into hisfher room. Additionally,
he/she revealed after LPN #1 found out he had
been reported he got really nice to him/her and
prior to that he did not care how he treated
him/her.

Interview with Housekeeping Alde #3, on
(08/13/14 at 2:30 PM, revealed Resldent #8 told
her she would be surprised at what went on at the
facllity on second (2nd) shift. Additionally, she
revealed she had witnessed staff using call
phones, talking and texting in resident care areas.
She stated she had not witnessed any abuse and
would raport it immediately to her Suparvisor, the
Charge Nurse, and the Administrator.

8. Record review revealed the facility admitted
Resident #9 on 04/19/10 with diagnoses which
included Non-Alzheimer's Dementia and

Depression, Review of the Quarterly MDS

F 24t reported immediately. C

week across all three (3)

Director, Admissions Dir

months than five (5) per

providing dignified care,
immediately, and that all

no fear of retribution for

identified will be addressed upon
discovery. These audits will be
completed across all three (3) shifts
for five (5) days per week times
thirty (30) days then two (2) days a

times (6) months then as
recommended by the monthly
Quality Assurance Performance
Improvement Committee.

Administrator, Social Services

Director of Nursing, Assistant
Director of Nursing, Nurse Practice
Educator or Clinical Reimbursement
Manager will interview fifteen (15)
employees from all departments
weeldy for four (4} weeks and then
ten (10) per week for three (3)

allegations to the Administrator
statements are kept confidential with

Concerns identified will be addressed
upon discovery. The Administrator
will report findings monthly to the
Quality Assurance Performance

oncerns

shifts six

ector,

week for

three (3) months to determine staff ,
understanding of the abuse policy,

reporting
egations or

reporting.
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F 241 | Continued From page 67 E 241 Improvem?int‘Commzttee for further
Assessment, dated 07/01/14, revealed the facility Sl BRIk
assessed Resident #9's cognition as severely . . .
impaired with a BIMS score of two (2} indicating Administrator, Social Services
ths resident was not Interviewable. Director, Admissions Director,
Director of Nursing, Assistant
Interview with SRNA #4, on 0311311; at 10:08 Director of Nursing, Nurse Practice
AM, revealed she witnessed SRNA #1 pulting . .
soap in Resident #9's mouth. She revealed she Educator OI: C_lm":al_ Reimbursement
did not report the abuse because she felt Manager will interview fifteen (15)
threatened by LPN #1 because he told staff that residents weekly for four (4) weeks
he would make their lives hell if they told on him and ten (10) per week for three (3)
because he and SRNA #1 were untouchable. months than five (5) per week for
9. Record review revealed the facility admitted !:hree [3]. months to determine an¥
Resident #10 on 14/07/08 with diagnoses which issues with staff treatment regarding
included Unspecified Psychosis, Alzheimer's the residents dignified care or
Disease, Deprassion, Anxiety and Episodic Mood potential abuse. Concerns identified
Disorder. Resldent #10 expired in the facility on will be addressed upon discovery.
05118114, The Administrator will report
Interview with SRNA #4, on 08/13/14 at 10:08 findings to the Quality Assurance
AM, revealed she witnessed LPN #1 placing a Performarnce Improvement
fitted sheet on top of Resident #10 while he/she Committee monthly for further
lay on & bare mattress. She stated she did not recommendations.
report the abuse becausas she felt threataned by
LPN #1 because he told staff that he would make - . :
their lives hell if they told on him because he and A('imlmstrato r, Soclal Services
SRNA#1 were "untouchable". Dfrector, Admissions Director,
Director of Nursing, Assistant
10. Record review revealed the facility admitted Director of Nursing, Nurse Practice
Unsampled Resident A on 02/18/13 with Educator or Clinical Reimbursement
diagnoses which il'lCllinBd Slenile Dzrr[;entia, ‘ Manager will interview five (5)
Unspscified Psychosis, Anxiety, and Depression. . . .
Review of the Quartarly MDS Assessment, dated family members of resndt?nts i
07/13/14, revealed the facility assessed Resident BIMS score of less than eight (8), and
A's cognition as cognitively intact with a BIMS review of five (5) skin assessments
score of twelve (12) indicating the resident was weekly for four (4) weeks then two
Interviewable, (2) per week for six (6) months to
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Interview with Uneampled Resldent A treatment with dignity or abuse.
p esident A, on R . .
08/13/14 at &:58 AM, revealed RN #1 and SRNA Concerns identified will be addressed
#1 lay on the bed with him/her and kissed his/her upon discovery. The Administrator
neck and he/she asked them to stop. Unsampled will report findings monthly to the
Resident A revealed the two (2) staff membars Quality Assurance Performance
laughtng and just fell on hisfher bed and began to recommendations
kiss hisfher neck. He/She stated he/she did not )
like It and when he/she asked them to stop, they
continued to laugh at him/her, Social Services Director, Director of
Nursing or Assistant Director of
11. Record review revealed the facility admitted Nursing will Comp]ete psychosocia]
cl.tliqsampled e e O assessments of residents with a BIMS
agnoses which included Hypertension,
Generalized pain, Dementia, Muscle Weakness, scm:e Ot: less than eight (8). This
Alzheimer's, Anxisty, and Blpolar Disorder. audit will be completed for three (3)
Review of the Quarterly MDS Assessment, dated residents per week for four (4)
08/21/14, revealed the facility assessed weeks then two (2) per week for six
Unsampled Resident B's cognition as severely (6) months to determine any issues
impaired with a BIMS score of three (3) indicating . .
the resident was not interviewabls. with staff treatmgnt Wl,th dlgl} ity or
abuse. Concerns identified will be
Interview with SRNA #3, on 08/13/14 at 12:00 addressed upon discovery. The
PM, revealed she worked &t the facitity for two (2) Administrator will report findings
or three {3} days and was being tralned by SRNA month]y to the Quahty Assurance
#1 and SRNA #8. She stated she witnessed Performance Improvement
abuse to Unsampled Resident B the first night i thlv for furth
she worked, She revealed SRNA #1 and SRNA Committee monthly for further
#8 were giving & bath to Unsampled Resident B recommendations.
and asked her to stand by and watch because it
was her first night working on the floor. SRNA #3 Administrator, Director of Nursing,
strip Unsamplad Resident B totally leaving A
him/her uncoverad. Further interview revealed P::acncafl Charge nurses supervisors
they poured water on Unsampled Resident B's will review er l_evances, complaints
head and washed the resident’s front side but not and allegations daily (includes
the backside, They did not rinse the soap off the Saturday and Sunday) times fourteen
resident. They turned the resident over and dried (14) days then at least five {5) days
the bed leaving the resident crying and yelling
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he/she was cold. She stated SRNA #1 told as cetermined by the montuy
Unsampled Resident B to "shut the 'F__ K up" Quality Assurance Pe-rformance
because they didn't have "all night to get the bath Improvement Committee to
done”. She revealed she attempted to get to the determine that abuse allegations are
resident to dry him/her off as she was yelling reported timely, resident is protected
el o T n i rom furher potetial abuse 25 pr
u Y S .
wantod, Additional nterview with SRNA #3 the Abuse Policy and that
revealed she did not report the alleged abuse to investigations are thoroughly
the Administrative because she felt she should completed. Also, to identify any
follow the chain of command and report fo the concerns with being treated with
Charge Nurse on duty which she did. dignity. Concerns identified will be
Interview with RN #4, on 08/13/14 at 2:40 PM, addressed upon discovery.
revealad she had wilnessed employees using cell . .
phones at times in resident care areas. The QA committee consists of at
least: Administrator, Director of
Interview with SRNA#5, on 08/13/14 at 1:53 PM, Nursing, Social Services Director,
revealed she had seen a couple of employeses Admissions Director, Dietary
using cell phones in resident care areas. Manager, Activity Director an d the
Interview with the Director of Nursing (DON) on Medical Director.
08/20/14 at 2:50 PM, revealed she expecied staff v
to treat the residents and their co-workers with Completion date: 09, ];[/ Y
dignity and respect. Additionally, she revealed
Resident #1's dignity wes jecpardized related to
LPN #1 not following the facility's policy related to
dignity in regards to Resident #1 being made to
go to bed at 6:00 PM against his/her will and
rafusing to allow.him/her to have access {o
hisfher computer when hefshe wanted it. Further
interview, on 0B/15/14 at 11:50 AM, revealed staff
should not have cell phones in resident care
areas and should only use the phones on breaks.
Interview with the Administrator, on 08/14/14 at
1:00 PM, revealed she would not expect staff to
have cell phones In resident care areas and to
use them only on breaks. Further interview, on
FORM CMS5-2547(02-96) Pravious Versiens Obsolets Event ID; TPFW1TY Facilty ID: 100830 If continuation shest Page 70 of 123
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08/20/14 at 2:54 PM, revealed she expected staff
to treat the residents as they would want to be
treated themselves. She revealed she expected
the staff to respect the residenis' cholcas and
provide privacy when needed or desired and to
comply with resident preferences. Additionally,
she revealed LPN #1 did not follow the policy and
procedure related to Resident #1 in regards to
respacting the resident's choice on when to go to
bed and the use of his/lher own computer.

*“*The facility implemented the following actions to
remove the Inmediate Jeopardy:

1. On 08/03/14, the facllity suspendad RN #1,
LPN #1, and SRNA #1, and then terminated LPN
#1.

2. Audits were completed on 08/14/14 and
08/15/14 regarding grievances voiced, complaints
or concerns [dentified, allegations of abuse or
neglect, and positive stafifresident interaction with
no concems identified.

3. Residents #3, #4, and #5 received skin
assessments and had change of condition forms
performed on 08/03/14 with no concarns
identlfied. Pain assessments and Soclal Service
assessments were also completed on 08/03/14
for the three (3) residents with no concemns noted.
Skin assessments were also conducted on
Residents #1, #2, #6, #7, #8, and #9 on 08/03/14
with no concerns identified related o abuse.
Changes in moods/behaviors were assessed for
Residents #1, #2, #6, #7, #8, and #2 on 08/03/14
with no concerns noted.

4, Unsampled Resident A, Unsampled Resldent
B, and Unsampled Resldent C were assessed

F 241

FORM CMS-2557(02-85) Pravious Veslons Obsalale

Event ID: TPFWH1

Focllly [0: 100660

If continuatlon shest Pege 71 of 123




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 101512014
FORM APPROVED
OMB NO, 09368-0391

{(%1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185401

(X2} MULTIPLE CONSTRUCTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

C .
08/20/2014

NAME OF PROVIDER OR SUPPLIER

EDMONSON CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
813 5. MAIN ST.
BROWNSVILLE, KY 42210

41D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FLILL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(] PROVIDER'S PLAM OF CORRECTION
PREFIX

(EACH CORRECTIVE ACTION SHOULD BE

5)
COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENGY}

F 241

Continued From page 71

and interviewed on 08/03/14 related lo abuse and
changes of condition with no concemns identified.

5. Ferly-one (41) residents with a BIMS score of
greater than seven (7) were interviewed by the
Director of Soclal Services and/or the Admission
Director, on 08/03/14, with any new concerns
Identified and followed up on for corrections.

6. Skin assessments of forty-two (42) residents
with a BIMS of less than twelve (12) were
conducted on 08/03/14 and no concarns
identified.

7. Education was provided to the Diractor of
Nurses (DON) and Administrator by the Regionai
Vice President (RVF) on 08/03/14 regarding the
Abuse policy and reporting raquirements.

8. One-hundred {100)% re-education began on
08/0314 and ended on 08/06/14 and Included all
center and contract employees regarding
effective systems that ensures each resident
ramains free of abuse:

Center Abuse Policy Including the need to protect
the resident from potential risk at the time and
during the investigatlon.

Reporting requirements including immediate
reporiing to the Administrator and appropriate
state agencies.

Promise of confidentiality and no fear of
retribution. Employee competency assured using
the Abuse Prevention post-test. Post-test
reviewed and valldated by the Nurse Practice
Educator by 08/06/14. HIPPA Privacy Law.

The prohibition of cell phone usage in resident
care areas, including video or photographs of
residents.

F241

FORM CM5-2567(02-89) Previous Versions Obesclste

Event ID: TPFWI1

Facillty ID: 100680

If continuation sheet Page 72 of 123




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/45/2014

FORM APPROVED

__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
186401 8. VING 08/29/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EDMONSON CENTER 313 5. MAIN ST.
BROWNSVILLE, KY 42210
04y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5)
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 241 | Continued From page 72 F 241

As of 0B/0EM4, nine {9) of one-hundred six (106)
employees were not available for immediate
re-education. Three (3) of the nine {9) employees
were re-aducated by phone as of 08/06/14 and
were re-aducated face to face prior to refurning to
work. Employass upon hire or who were not
available during the timeframe recelved
education, re-education prior to returning to work.
Two (2) employees were on leave of absence
{LOA) and had not recelved training, but wera to
receive the training prior to refurning o work.

Educalion was also provided to all avallable
employees In regards to following the resident's
plan of care beginning and ending 08/22/14,
Seventy-six (76) of one-hundred nine (109)
employees were re-aducated. The other thirty-two
(32) employees were in-serviced with post tests
completed. The re-education was complstad on
08/26/14 and 08/27/14. The staff who received
the education on these late dates were as
needed (PRN) employees, and were not on the
schedule at all, or were not available. The
re-education was provided by the DON, Assistant
DON, Clinical Reimbursement Manager,
Nutritional Services Director, Director of Social
Services, Therapy Program Manager,
Administrative Assistant, Reglstered Nurse,
Licensed Practical Nurse, Environmental
Services Manager or the Payroll Coordinator.
Post tesis were reviewed and approved by the
RN Clinical Case Manager on 08/22/44,

Re-education was conducted by the RVP and
Manager of Clinleal Operations (MCO) for the
Administrator on 08/25/14 related to the Abuse
Palicy & Procedure and for conducting a therough
investigation which has the potential to be
substantiated if the event was alleged by only one
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(1) witness,

9. The Administrator's Job Description last
revised 08/01/12 included the Administrator was
responsible for the implementation of and
adherence to facility policy and procedures.
Additional support will be provided and was to
continue to be provided by the RVP, MCO, and
Regional Clinical Educator and/or Regional
Director of Human Resources. Beginning
08/02/14, upon notification of an alleged
sbuse/neglect the Administrator was to noify the
RVP, MCO, and Regional Clinical Educetor to
validats a thorough investigation will be
immediately initiated with continued support fo be
provided throughaut the investigation and
conclusion. This is ta occur for every oceasion for
every allegation for three (3) menths.

10. ©On 08/03/14, the Administrator and Director
of Nursing (DON) assigned department
managers or nursing supervisors across the three
(3) shifts dally (Including Saturday and Sunday x
fourteen (14} days to observe stafffrasident
intaraction to determins that any allegations are
reported immediately to the Administrator. Any
concemns regarding staff interaction or allegations
of abuse or neglect would be called to the
Administrator or DON by the Shift Supervisor for
review to determine any-actionto be taken
including staff suspension and/or reporting to the
state agency, If indicated.

11. Audit tool utilized by the Shift Supervisor to
cbserve staffresident interactions was updated
on 08/22/14 to include monitoring staff usage of
cell phones, menitoring of using appropriate
language, monitoring of staff providing resident's

privacy, monitoring of bath temperatures and to

F 241
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Committes.

determine that any ailegations are reported
immediately. The audits will be completed all
three (3) shifts for five (5) days a week times
thirty (30) days and then two (2) days a weal
across all three (3) shifts times sk (6) months
and then as racommended by the Qualty
Assurance Performance Improvement (QAPI])

12. The Administrator, Social Service Director,
Admission Director, Director of Nursing, Assistant
Director of Nursing, Nurse Practice Educator, or
Clinlcal Reimbursement Manager will interview
fifteen (15) employees from ail departments
weekly for four (4) weeks, then ten (10) per week
times three (3) months, then five (5) per week for
three (3) months to determine staff understanding
of the abuse policy, reporting allegations to the
Administrator immediately and that all aliegations
or staternents are kept confidential with no fear of
retribution for reporting.

13. The Administrator, Social Service Director,
Admission Director, Director of Nursing, Assistant
Director of Nursing, Nurse Practice Educator, or
Clinical Relmbursement Manager will interview
fifteen (15) residents waekly for four (4) weaks
and then ten (10) per week for three (3} months
and five (5) per week for additional three (3)
months to determine any Issues with staff
treatment or abuse. Concerns ldentified will be
addressed immediately.

14. The Administrator, Social Service Director,
Admission Diractor, Director of Nursing, Assistant
Director of Nursing, Nurse Practice Educator, or
Clinical Relmbursement Manager will interview
five (5) family members of residents with a BIMS

score less than eight (8) and review five (5) skin
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assessments weekly for four {(4) weeks, then two
(2) per week for six (6)months to determine any
issue with siaff treatment or abuse.

15. The Social Services Director, Director of
Nursing and Assistent Director of Nursing will
conduct Psychosoclal Assessments of residents
with a BIMS score of less than eight (8). This
audit will be completed for three (3) residents a
week for four (4) waeks then two (2) a week for
six {6) months to determine any issues with staff
treatment or abuse.

16. The Administrator, Director of Nursing,
Registered Nurse or Licensed Practical Nurse
Supervisors will raview grievances, complaints,
and allegation daily starting on 08/03/14, for
fourteen (14) days and then for five (5) days a
waek times thirty (30) days then as determined by
monthly Quality Assurance Committes.

17. Posters were placed throughout the facllity
and break room on 08/22/14 which included "We
Care Dialegue Line®, "Staff Promises®, Eldercare,
and "Cors Values”,

18. An Ad-Hoc meeting was held on 08/03/14
and the Medical Director was briefed on the
meeting and signed off on the meeting minutes
on 08/04/14 as he was unable to attend.
Trending continues monthly and is to be
conducted on any new issues as neaded.

19. The QA Committee consisting of the
Administsator, Director of Nursing, Social
Services Director, Admissions Director, Dietary
Manager, Activily Director, and Medical Director
was held on 08/19/14 to review all plans of

compliance regarding the outstanding citations.
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**The State Survey Agency validated the
Corrective action taken by the facility on 08/29/14
as follows:

1. LPN #1 was terminated, RN #1 and SRNA #1
remalned suspended.

2. Review of audits dated 08/14/14 and 08/15/14,
revealed the audits were completed on
grisvances volced, complaints or concems
identified, allegations of abuse or neglect, and
positive staff/resident interaction with no concemns
identified.

3. Review of skin assessments, change of
condition forms, pain assessments, Soclal
Service assessments and changes and mood
and behavicr assessments revealed Residents
#3, #4, and #5 had skin assessments, change of
condition forms, Social Service assessmenis and
pain assessments performed on 08/03/14 with no
concerns identified, In addition, further review of
the assessments ravealed Residents #1, #2, #6,
#7, #8, and #9 had skin assessments and
changes In mood/behavior assessment
complated on 08/03/14 with no concems
Identified.

4, Review of assessments and interviews, dated
08/03/14, revaaled Unsampled Residents A, B,
and C were assessed and interviewed related to
abuse and changes of condition with no concarns
identified.

5. Review of forty-one (41) Interviews conducted
with residents that had a Brief Intarview Mental
Status (BIMS) score between eight {8) and fiteen

{15), revealed the Interviews were conducted by
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the Director of Social Services and the Admission
Director, on 08/03/14 with any concems Identified
followed up on.

6. Review of skin assessments of forty-two (42)
residents with a BIMS of less than twelve (12),
dated 08/03/14 revealed there were no concerns
identified,

7. Review of Education Documentation, dated
08/03/14, revealed the Director of Nurses (DON)
and Administrator recelved education on the
Abusa Policy and reporting raquirements on
08/03/14 by the Reglona) Vice Prasident (RVP).

8. Review of Education Documentation, dated
from 08/03/14 through 08/06/14, revealed 100%
of all canter and contract employees received
re-education and completed a post test related to
the abuse policy, reporting requirements, promise
of confidentiatity, and no faar of retribution, Health
Information Privacy Protection Act (HIPPA)
privacy law, cell phone privacy and prohibilion of
use of cell phones in resident care areas and
prohibition of videos or photographs of residents.

Review of Education Documentation, dated
08/22/14 revealed seventy-six (78} available
employees were educated on following the
resident's plan of care.

Review of Education Pocumentation, dated
08/26/14-08/27/14, revealed the other thirty-two
{32) employees were In-serviced with post tests
completed. The staff who received the education
on these late dates were as needed (PRN)
employees, were not on the schedule at all, or not
available. The education was provided by the

DON, Assistant DON, Clinical Reimbursement

F241
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Manager, Nutritional Services Director, Director of
Soclal Services, Therapy Program Manager,
Administrative Assistant, Registered Nurse,
Licensed Practical Nurse, Environmental
Services Manager or the Payrall Coordinator.

Review of Re-education Documentation, dated
08/25/14, revealed the RVP and Manager of
Clinical Operations (MCO) conductad education
for the Administrator related to the Abuse Policy &
Procadure and for conducting a thorough
investigation which has the potential to be
substantiated if the event was alleged by only one
(1) witness

Interviews with Dietary Alde, on 08/28/14 at 2:00
PM, LPN #4 on 08/29/14 at 2:03 PM,
Occupational Therapist Assistant, on 08/29/14 at
2:05 PM, SRNA#12, on 08/29/14 at 2:08 PM,
SRNA##13, on 08/29/14 at 2:10 PM, SRNA#8, on
08/28/14 at 2:15 PM, LPN #6, on 08/28/14 at 2:15
PM, LPN #10, on 08/29/14 at 2:20 FM,
Housekseping Alde #3, on 068/29/14 at 2:25 PM,
LPN #3, on 08/29/14 at 2:26 PM, Assistant
Activities Director, on 08/29/14 at 2:27 PM, LPN
#0, on 08/29/14 at 2:35 PM, Assistant Director of
Nursing, on 08/29/14 at 3:15 PM, Physlcal
Therapy Assistant, on 08/29/14 at 3:16 PM, and
Minimum Data Set (MDS) Coordinator, on
08/29/14 at 3:35 PM, revealed all had been
inserviced related {o abuse, privacy, and dignity
and following the care plans. All were able to
name the types of abuse, reporting abuse and
understood the importance of following the care
plans and providing privacy for residents as well
as being respectful of a resident’s dignity.

9. Review of the Administrator's Job Description,
reveaied the Administrator was respensible for

F 241
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the Implementation of and adherance to facility
policy and procedures. Interviews conducted, on
08/29/14 with the MDS Coordinator at 8:55 AM,
Dietary Manager &t 4:45 PM, and, Social Services
Director at 4:55 PM, revealed no other allegations
of abuse had been presented since the Initial
allegations on 08/02/14.

10. Review of audits conducted on all three shifts
on 08/03/14 through 08/17/14 revealed
Department Managers or Nursing Supervisors
observed stafffresident interactions. No concams
identified were Identified. Audit tools ongoing.

11. Review of Audits Tools, revealed the Shift
Supervisor was conducting audits to monitor for
staff's cell phone usage, using appropriate
languags, reslident's privacy, monitoring of bath
temparatures and to determine that any
allegations were reported immediately were
completed for all three (3) shifts, five (5) days a
week through 08/29M14. Review of the audits
revealed no concerns. Audit tools ongoing

12. Review of the Pl Tools revealed the
Administrator, Soclal Service Director, Admission
Director, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educator, or Clinical
Reimbursement Manager interviewed fifteen (15)
employees from all departments weekly through
08/29/14 to determine staff understanding of the
abuse policy, reporting allegations to the
Administrator immediately and al allegations or
statements are kept confidential with no fear of
retribution for reporting. No concerns were
identified. P! tools ongoing.

13. Review of resident interviews revealed the
Administrator, Soclal Service Director, Admission
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Director, Diractor of Nursing, Assistant Director of
Mursing, Nurse Practice Educator, or Clinical
Reimbursement Manager completed fifteen (15)
resident intervisws weekly through 08/29/14
related to staff treatment and abuse. Audit sheets
ongoing.

14. Review of resident family interviews and skin
assessments for residents with a BIMS of less
{han seven {7) revealed the Administrator, Social
Sarvice Director, Admission Director, Diractor of
Nursing, Assistant Director of Nursing, Nurse
Practica Educator, or Clinical Relmbursement
Manager conducted five (5) family interviews and
resident skin assessments an 08/26/14 and are
to continue for four (4) weeks times one (1)
manth and then two (2) a week times six (6)
months.

15. Review of psychosocial assessments, on
08/29/14, revealed the SSD, DON, or ADON
completed these assessments for three (3)
residents with a BIMS score of eight (B). Tha
assessments were ongoing.

16. Review of the grievances, complaints, and
ellegation daily monitoring revealed starting on
08/03114 the Administrator, Director of Nursing,
Registered Nurse or Licensed Practical Nurse
Supervisors monitored daily for fourteen (14).
days and then for five (5) days a week up to
08/29M14.

17. Observation revealed posters for "We Care
Dialogue Line", "Staff Promises", Eldercare, and
"Core Values" were on the walls throughout the

facility and in the breakroom.

18, Review of Ad-Hoc meeting minutes dated
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08/03/14 revealad the Medical Director was
briefed on the meeting and signed off on the
meeting minutes on 08/04/14 as he was unable to
attend.
19. Review of the QA Committee minutes, dated
08/18/14, revealed a meeting consisting of the
Administrator, Diractor of Nursing, Social
Services Director, Admissions Director, Dietary
Manager, Activity Director, and Medical Director
.| was held and they reviewed all plans of 1) Licensed Practical Nurse (LPN) #1,
compliance regarding the outstanding citations. State Registered Nurse Aide (SRNA)
F 282 | 483.20(k)(3)(ll) SERVICES BY QUALIFIED F282| #1 & Registered Nurse (RN) #1 were
§s=L | PERSONS/PER CARE PLAN not working and not scheduled to

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
cere.

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy and procedure, it was
determined the facility failed to ensure services
provided or arranged by the facllity were provided
by qualified persons in accordance with each
resident's written plan of care. The facility failed to
ensure care plan Interventions were being
followed related to psychosocial well being,
physical, mental, and emotional status for nine (9)
of ten (10) sampled residents (Resident #1,
Residant #2, Resident #4, Residant #5, Resident
#6, Resident #7, Resident #8, Resident #9, and
Resident #10; and, two {2} of three {3} unsampled
residents (Unsampled Resldent A and B).

work on 8/2/14. Staff at the center
was instructed by the Administrator
not to call anyone in to work without
administrator notification. These
three (3) employees were suspended
on 8/3/14 by the Administrator and
Nurse Practice Educator. LPN #1
was terminated on 08/14/2014, and
SRNA #1 along with RN #1 was
terminated on 09/03/2014 by the
Administrator.

Residents #4 and #5 were assessed
by the Director of Nursing, Assistant
Director of Nursing or a Licensed
Practical nurse on 08/03/2014.
Neither of these residents was found
to have s/s of bruising, tearfulness or
other s/s of emotional harm.
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. independently re-assessed again by a
Licensed Practical Nurse {(LPN) #1, State A .
Registered Nurse Alds (SRNA) #1, and Llcgnsed Practical nurse and the
Ragisterad Nurse (RN} #1 were alleged to have Social Services Director on
abusad Resident #1, Resident #2, Resident #3, 08/03 /2014 with no concerns
Resident #4, Resident #5, Resident #5, Resident identified.
#7, Resldent #8, Resident #9, and Resident #10.
In addition, it was alleged RN #1 and SRNA #1
abused Unsampled Resident A and Resident B. Residents #1, #2, #6, #7, #8. and #9
The residents were care planned to ensure thelr were also assessed by a Registered
psychosodial, physical, mental, and emetional Nurse or a Licensed Practical nurse
waell being; however, it was determined staff's on 8/3/2014. None of these
abusive bshaviors toward the residents failed to residents were found to have s/s of
ansure these needs were met in accordance with bruising, tearfulness or other s/s of
the care plans. .
emotional harm.
The facility's failure to implement the care plan
has caused or is Iikely ko cause serious injury, Resident #10 no longer resides in
harm, impairmant or death to a resident. facility prior to 08/02/2014.
Immediate Jeopardy was identified on 08/14/14
and det?mined to exist on 08/02/14. The facility Resident A has a BIM score of twelve
was nofified of the Immediats Jeopardy on . R
08/14/14. An acceptable Allegation of (12). He/she was interviewed on
Compliance (AoC) was received on 08/29/14 and 08/03/2014 to determine if the
the State Survey Agency validated the Immediate resident has experienced or
Jeopardy was removed on 08/28/14, as alleged. witnessed any abuse in the center.
The Scope and Severity was lowered to 3 "F* : 1
while the facllity develops and implements the g_g soil :ifi::;t es were 1dent1fied by
Plan of Correction (PoC); and, the facllity's i .
Quality Assurance (QA) monitors the Resident A was interviewed on
effectiveness of the systemic changes. 08/11/2014 by a region staff
member and expressed no concerns.
The findings include: Resident A has had Social Services
Review of the facllity's policy and procedure titled, m.o nitoring Wiﬂ? anote on 08/2 1/. 14
"Care Plans", last revised 01/02/14, ravealed "A with no change in mood or behavior
comprahensive, individualized care plan will be noted.
developed by the interdisciplinary t&am for each
patient. The care plan will include measurable Resident B has a BIM score of three
objectives to meet patient needs and goals as
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F 262 | Gontinued From page 83 F 252| (5)- He/she had a head to toe skin
. assessment by the Director of
identified by the assessment process. .The . . .
purpose was to provide necessary care and N ursgng, Ass!stant Dlrecto'r of
services to attain or maintain the patient's highest Nursing or Licensed Practical nurse
practicable physical, mental, and psychosacial and he/she was assessed for signs
well being. The comprehensive care plan is and symptoms of bruising,
communicated to appropriate staff.” tearfulness and change in behavior
1. Record review revealed the facility admitted OB e SO L
Residant#1 on 04/16/07 with diagnoses which were identified for this resident.
included Cerebral Palsy, Convulsions, Interviews with staff and residents
Contractures of joints, Depression, and on 08/03/14 revealed no allegations
Hypertansion. Review of the Quartedy Minimum involving this resident. Resident B
Data Set {MDS) Assessment, dated 06/29/14, . + PP
revealed the facility assessed Resident #1's ha?:hhad S %eswwes mo ng‘lorlng
cognition as moderately impaired with a Brief L) n.ote on 08/21/14 ,Wi uly
Interview Mental Status (BIMS) score of nine (8) change in mood or behavior noted.
indicating the resident was interviewable,
Audits were completed on 8/14/14
Raview of the Comprehensive f.:are Plan, last and 8/15 /14 regarding grievances
revised 11/11/13, revealed Resident {#1 was at voiced, complaints or concerns
risk for psychosocial distress about hisher own . .
well being andfor social relationships related to identified, allega.u.ons of abuse. o
decreased ability o express complaints or neglect, and positive staff/resident
distrust in others related to impaired cognition. interaction with no concerns
The cara plan interventions included to allow the identified.
resident to maka decisions independently, and
ggg;;“;ﬁ:;g{fassmnm LGl 2) Census on August 3, 2014 was
ons.
seventy two [72) SNF/NF residents.
'Review of the facility's investigation, dated Forty one (41) residents were
08/03/14, revealed SRNA #9 alleged LPN #1 interviewed, with a BIMS score of
would make Resident #1 go to bed at greater than seven (7], by the
‘| approximately 6.00 PM every night; would deny Director of Social Services or the
the resident the use of his/her computer, as well P . . ,
as told the resident to shut hisfher mouth when Admission Director, beginning on
hefshe asked for the computer, 08/03/2014 and completing on
08/05/2014 to determine if the
Interview with SRNA #9, on 08/15/14 at 11:10 AM,
revealed LPN #1 would tell her and other SRNAs
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F 282 | Continued From page 84 . resident has experienced or

on duty to place Resident#1 outside his/her room
door after dinner and put him/her to bed at 6:00
PM and would not allow the resident to use
hisfher computer.

Interview with the Administrator, on 08/15/14 at
10:55 AM, revealed she had spoken with LPN #1
in regards to Resident #1's praferences on bed
times and computer use. She revealed she
suggested to LPN #1 Resident #1 be put to bed
at 8:00 PM on school nights and at 8:30 PM to
9:00 PM on the other nights and to always allow
him/her the use of the computer.

2. Record review revealed the facllity admitted
Resident #2 on 09/16/10 with diagnoses which
included Alzheimer's Disease, Paranoid
Schizophrenia, Anxiety, Obsessive Compulsive
Disorder, Psychosis, and Depression.

Revilew of a Quarterly Minimum Data Sst (MDS)
Assessment, dated 05/12/14, revealed the facility
assessed Resident #2's cognition as severely
impaired with a Brief Interview of Mental Status
score of two (2). Resldent #2 had behaviors of
bacoming agitated at times. .

Review of the Comprehensive Care Plan, last
revised 05/17/14, revealed the rasident exhibited

psychosocial distress about his/her own well

being and/or soclal relationships refated to the
decreased ability to express complaints or
distrust in others. The care plan interventions
included to approach the resident in a calm,
friendly manner and provide consistent daily
routine and caregivers as possible to decrease
distress,

Review of the facilty's investigation, dated

witnessed any abuse in the center.
No other issues were identified by
these residents.

Census on August 3, 2014 was
Seventy two (72) SNF/NF residents.
Forty one (41) residents were
interviewed, with a BIMS score of
greater than seven (7). Forty two
(42) residents with a BIMS score less
than twelve (12) received a head to
toe skin assessment by the Director
of Nursing, Assistant Director of
Nursing or Licensed Practical nurse
and were assessed for signs and
symptoms of bruising, tearfulness
and change in behavior on
08/03/2014. No other issues were
identified for these residents.

3) The Director of Nurses and
Administrator were-re-educated
B8/3/14 by the Regional Vice
President of Operations regarding
Abuse Policy and reporting
requirements.

Nurse Practice Educator,
Administrator, Administrative
Assistant, Director of Marketing

& Admissions, Social Services
Director, Therapy Program manager,
Environmental Services Supervisor,
Nutritional Services Director
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22 s | RS s o
08/03/14, revealed SRNA alleged LPN #1 R Tt L o
scooped the resident off the commode after re-education beginning on
he/she refused to go to bed and fook him/her to 08/03/2014 and ending on
the bed, helding him/her like a baby, dropped 08/06/2014. This re-education
him/her on the bed (naked). LPN #1 fall on the included all center & contract
bed and the resident landed on top of him. He employees regarding an
;ofl:ilt_:;e SRNAs in the room to get that "Bitch” off effective system that ensures
' each resident remains free of
Intarview with SRNA #3, on 0B/13/14 at 12:00 abuse:
PM, revealed she witnessed SRNA #1 and SRNA » Center Abuse Policy including
f.ifé“ﬁfﬁ:fﬂlﬁfﬁi ;“c;hr: :gm“”‘t’f art'd “;em need to protect the resident from
B anting to g .y .
bed. She stated the when the SRNAs called LPN p°t‘?nug]1 riskat the time and
#1 to assist, he scooped Resident #2 off the during the investigation.
commode, pinched his/her breasts, walked to the * Reporting requirements including
bed and dropped the resident from face height immediate reporting to the
down onto the bed with the resident completely Administrator and appropriate
naked. She stated the LPN fell to the bed with state agencies
the resident landing on top of him. She stated the £ ) fidentiali d
LPN proceeded to tell Resident #2 he/she was * Promise o .con. entiality and no
going to bed and If he/she didn't he was going to - fear of retribution.
call hisfer son and he/she would not like how he * Employee competency assured
talked to him. using the Abuse Prevention post-
3. Record review revealed the facility admitted e . id
Resident #4 on 11/11/10 with diagnoses which ¢ Post-test rewewed‘and validated
included Diabetes Mellitus I, Cervical by the Nurse Practice educator by
Spandylosis without Myelopathy, Anxisty, 08/06/2014.
Depression, Polyneurcpathy. Review of the e HIPAA Privacy law
Annual MDS Assessment, dated 05/25/14, .
revealed the facllity assessed Resident #4's ° The pI:Ohlbl!:lOl‘l of cell phone
cognition as severely Impaired with a BIMS score usage in re§1dent care areas,
of six (6) indicating the resident was not including video or photographs of
intarviewabls. residents.
S hensive Care Plan. last As of 08/06/2014 date, only nine
eview of the Comprehensive Care Plan, las :
revised 05/28/14, revealed Resident #4 had a ) C;f ene hundred :lx (110 i)l f
history of anxiety, feelings of sadness, employees were not available for
FORM CMS-2567(02-89) Pravious Varsicns Obsolete Event 1D: TPFWT1 Facilty ID: 100880 If continuation sheet Page 86 of 123




PRINTED: 10M5/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0938-0391_
STATEMENT OF DEFICIENCIES {(*1) PROVIDER/SUPPLIER/CLIA {(%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
186401 B. WING 08/29/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EDMONSON CENTER 813 8. MAIN 8T.
BROWNSVILLE, KY 42210
4) 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 282 | Continued From page 86 E 282 immediate re-education. Three (3) of
the nine (9) employees were re-

uneasiness, and depression characterized by
ineffective coping, low self esteem, tearfulness, edul:ai':ed by phone as of 08/06/14
motor agitation, and withdrawal from and will be educated face to face

care/activities related to adjustment disorder. prior to returning or beginning work.
Additional review revealed Resident #4 exhibited Employees upon hire or not

behaviors of agitation at times related to Impaired currently available during this
cegnition. The interventions included to approach timeframe will have education/ re-

the resident in a calm, friendly manner and

chserve for changes in mood and behaviors, education noted above completed

prior to returning or beginning work

Review of the facility'’s investigation, dated by the Administrator, Nurse Practice
08/03/14, revealed LPN #2 alleged SRNA #1 and Educator, Director of Nurses or the
LPN #1 pinched Resident #4's nose and braast : ;
and this was allegedly recorded on SRNA #1's Assistant Director of Nurses.
cell phone.
Director of Nursing Services,
Interview with LPN #2, on 08/13/14 at 11:11 AM, Assistant Director of Nursing
ravealed she witnessed LPN #1 and SRNA#1 Services, Clinical Reimbursement
pinching Resident #4's nose and breast. LPN #2 Manager, Nutritional Services
;‘:;?gaﬂ:;;‘?: g:};?ﬁ:ida"";‘?;igf staff telling Director, Director of Social Services,
Therapy Program Manager,
Interview with SRNA #4, on 08/13/14 at 10:08 Administrative Assistant, Registered
AM, revealed she wilnessed RN #1 putting her Nurse, Licensed Practical Nurse,
gloved fingers in Resident #4's mouth and LPN Environmental Services Manager or
#1 and SRNA #1 pinch Rasldent #4's breast. the Payroll Coordinator has provided

Additional interview with SRNA #4 revealed the
0% re-
allegations of abuse were not reported to the 1009% re-education beginning on

Administrative Staff due to LPN #1 threatening if 08/22/2014 and ending on 8/22/14.
anyone tald on him he would make their lives a This re-education included the policy
living hell. & procedure for following the

. residents’ care plan.
4, Record review revealed the facllity admitied

Resldent #5 on 08/04/09 with diagnoses which

included Dementia, Dslusional Disorder, Anxiaty, As of 4‘:0(! p.m. CST on 8/22/14, .
Psychosis, Depression, and Diabetes Mellitus seventy six (76) of one hundred nine
Type ll. Review of the Annual MDS Assessment, (109) employees had completed the
dated 07/08/13, revealed the facility assessed re-education and post-testing

Resident #5's cognition as sevarely impaired and
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F 282 | Continued From page 87 F 282 regarding resident care plans. Post

the resident was unable to complete the BIMS.

Review of the Comprehensive Care Plan, last
revised 06/10/14, revealed Resident #5 exhibited
behaviors of resisting care and treatments by
screaming and swinging at staff during a bath or
incontinent care. He/She was also care planned
for belng at risk for psychosocial distress about
his/her own well being andfor social relationships
related to decreased ability to express complaints
or distrust in others. The cars plan interventions
included to approach the residentin a calm,
friendly manner, observs for changes in mood
and behaviors, provide consistent care givers and
daily routines as possible to decrease distress,
and {o identify behavior triggers and reduce
exposure to triggers.

Review of the facility's investigation, dated
08/03/14, revealed LPN #2 allegad LPN #1 and
SRNA#1 pinched Resident #5's nose and
breasts; LPN #1 jumped up and down on the
resident's bed, then straddled the resident and
placed his mouth at the resident's ear and acted
like he was vomiting; and, LPN #1 threw cold
water on the resident.

Interview with LPN #2, on 08/13/14 at 11:11 AM,
revealed she witnessed LPN #1 and SRNA #1
pinching Resident #5's breasts. She stated LPN
#1 jumped up and down straddling Resident #5
on the bed and pretended to vomit in histher ear
to make the resident scream. She further stated
RN #1 placed her gloved fingers In Resldent #5's
mouth {o aggravate him/her. LPN #2 also stataed
she had witnessed videos of the alleged abuse
on Resident #5.

Interview with SRNA #4, on 08/13/14 at 10.08

Employees upon hire or not
currently available during this

of Nursing Services, Clinical

Administrative Assistant,
the Payroll Coordinator,

4) The Center Administrator is

provided by the Administrator,
Director of Nursing Services,
Assistant Director of Nursing

daily basis.

Regional Vice President of

tests were reviewed and approved by
the R.N. Clinical Case Manageron
8/22 /14 for these noted employees.

timeframe will have education/ re-
education noted above completed
prior to returning or beginning work
by the Administrator, Director of
Nursing Services, Assistant Director

Reimbursement Manager, Nutritional
Services Director, Director of Social
Services, Therapy Program Manager,

Environmental Services Manager or

responsible for the implementation
of and adherence to facility policy
and procedures. Center oversight is

Services and the Charge Nurses on a

Beginning on August 2, 2014, upon
notification of an alleged abuse /
neglect the administrator will notify
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AM, revealed she witnessed LPN #1 and SRNA Cl}nf aI Egel‘a lid g
#1 pinch Resident #5's breast. SRNA#4 stated Inical Educator to validate a
she received a video from RN #1's phone that thorough investigation will be
showed RN #1 putiing gloved fingers in Resident immediately initiated with continued
#5's mouth and LPN #1 pinching the resident's support to be provided throughout
breasts. the investigation and conclusion.
Interview with LPN #5, on 08/12/14 at 10:53 AM This will occur for every allegation
revealed he had witnessed LPN #1 and RN #1 for three (3) months.
put gloves on and p ace their fingers in Resident
#5's mouth to make him/her mad. He stated the On 8/3/14, Administrator and
resident would ysll "quit it, stop, stop " Director of Nursing assigned
5. Record review revea ed the facility admitted Depart}‘nent Managfhrs :}?d/ orgnurse
Resident #6 on 03/13/12 with dlagnoses which supemsPrs across the three (3)
Included Parkinson's Disease Manic Depressive shifts daily (includes Saturday and
{Bipolar Disorder), Chronic Obstructive Sunday) times fourteen ( 14) days to
Pulmonary Disease, and Mild Mental Retardation. cbserve staff/resident interaction
Review of the Quarterly MDS Assessment, dated and to determine that any allegations
06/01/14, revealed the facllity assessed Resident p :
#B's cognition as severely impalred with a BIMS are rep_orted immediately to the
score of six (6) indicating the resident was not Adminfstrator. A"Y concerns
interviewable. regarding staff interaction or
allegations of abuse or neglect will be
Review of the Comprehensive Care Plan, last called to the Administrator or
revised 06/03/14, reveeled Resident #5 had a . :
history of distressed mood symptoms related to SDirectqr of fNursmg by tth; sthlft {
Bipolar Disease with behaviars. The care plan uperv&sor or review .o etermine
interventions included to assess the resident's any action to be taken mcl}lding staff
response to a new situation, document incidents suspension and/or reporting to the
of anxiousness and tearfulness on the Behavior state agency if indicated.
Flow Sheet, observe for changes in mood
(absence of emotion in the resident's actions and : o :
facial expressions), bahavior, and overall The auc'ilt tool utilized by the Sl"uft
functioning. Supervisor to observe staff/resident
interaction was updated on 8/22/14
Review of the facility's investigation, dated ' to include appropriate language, to
08/02/14, revealed LPN #5 alleged LPN #1 monitor staff usage of cell phones,
denied Resident #6 the opportunity to go to monitoring of staff providing
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F 282 | Continued From page 89 e residents privacy, monitoring of bath
temperatures and to determine that
his/her room when he/she wanted and called the Negati rted
resident "a pain in the ass" for asking. fmy Gzl e repo‘ 3 .
immediately. Concerns identified
Internview with LPN #5, on 08/12/14 at 10:53 AM, will be addressed upon discovery.
revaaled he witnessed SRNA #1 and LPN #1 These audits will be completed
refuse to take Resident #5 to hisfher room and across all three (3) shifts for five (5)
when he asked why the resident could not go to .
his/her room he was told by LPN #1 that Resident days per week times thirty (30) days
#6 was only asking to be 2 "pain in the ass". He then two (2) days a.week across all
stated another SRNA took the resident to his/her three (3) shifts six times (6) months
room and the resident was satisfisd because that then as recommended by the
was all he/she wanted. Additlonal Interview with monthly Quality Assurance
LPN #5 revealed he should have reported the
mistreatment but feit nothing would be done gerfon_'::ltance Improvement
about L ommittee,
8. Record review revealed the facility admitted Administrator, Social Services
Resident #7 on 05/10/13 with diagnoses which Director, Admissions Director,
Included Parkinson's, Malnutrition, Depression Director of Nursing, Assistant
and Psychotlc Disorder. Review of the Quarterly . .
MDS Assessment, dated 06/24/14, revealed the D:lrector of Nl;f'splg], Nu_rs;Practlce
facility assessed Resident #7's cognition as Educator or Clinical Reimbursement
severely impaired with a BIMS score of seven (7) Manager will interview fifteen (15)
indicating the resident was not interviewable, employees from all departments
Review of the C i weekly for four (4) weeks and then
eview of the Comprehensive Care Plan, ias
revised 05/19/14, revealed Resident #7 exhibited ten (tlho) toal ‘g%k(;‘;r t:::feg;)for
distrassed mood symptoms related to s U EVR IS P A
depression. The care plan Intarventions Included three (3) mgnths to determine _Staff
to observe for changes in mood (absence of understanding of the abuse policy,
emotion in the resident's actions and facial reporting allegations to the
exprassions), behavior, and overall functioning. Administrator immediately, and that
Observe for signs and/or symptoms of anxiety or allegations or statements are kept
depression. . .
: confidential with no fear of
Review of the facility's investigation, dated retribution for reporting. Concerns
08/02/14, reveaied LPN #8 alleged LPN #1 identified will be addressed upon
pinched the residents nose with a reacher {melal discovery. The Administrator will
grab assist bar).
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Interview with LPN #8, on 0B/15/14 at 11:58 AM, Improvement Committee for further
revealed she witnessed LPN #1 using a reacher recommendations.
to pinch Resldent #7's nose and when she
entered the room LPN #1 stopped and left the Administrator, Social Services
room. Additional interview revealed she did not Director, Admissions Director,
report this incident becausa she did not feel : .
anyone would believe her as she had seen in Di_rector o Nurs§ng, Assistant .
meetings how LPN #1 spoke rudely to the Director of NquEng. Nu.rse Practice
Administration and got away with it Educator or Clinical Reimbursement
Manager will interview fifteen (15)
7R~ chord#rgviﬂw re\fe!g?dwiﬂ;‘edfiadﬁtv Ed"‘:;tr: residents weekly for four (4) weeks
esicent #8 an 05/30 th diagnoses whic!
included Anxisty, Depression and Other Chronic and tt';n E;O) %er w5e ek for thr}‘:‘; (3)
Pain. Review of the Quarterly MDS Assessment, s ( ) REY We,e 5
dated 06/28/14, revealed the facility assessed three (3) months to determine any
Resident #B8's cognition as cognitively intact with a issues with staff treatment or abuse.
BIMS score of eleven (11} indicating the resident Concerns identified will be addressed
e upon discovery. The Administrator
Review of the Comprehensive Care Plan, last will report findings to the Quality
revised 06/27/14, revealed Resident #8 exhibited Assurance Performance
psychosocial distress about histher own well Improvement Committee monthly
being as evidenced by conflicted relationships for further recommendations.
with delusions of people out to get him/her.
Addltionally, Resident #8 exhibited anger related Administrator, Social Services
to having the desire to returmn home. The care Director, Admissi Direct
plan Interventions included to observe for sl lss, e
changes in mood {absence of emotion In the Director of Nursing, Assistant
resident’s. actions and facial expressions), Director of Nursing, Nurse Practice
behavior, and overall functioning, provide a daily Educator or Clinical Reimbursement
structured routine to bulld trust and familiarity, Manager will interview five (5)
and to approach the resident in a calm, friendly family members of resi dents with a
Mmannst. BIMS score of less than eight (8), and
Review of the facility investigation, dated review of five (5) skin assessments
08/02{14, revealed SRNA #4 alleged the resident weekly for four (4) weeks then two
was afraid of LPFN #1 and SRNA #1 because they (2) per week for six (6) months to
were mean to him/her, determine any issues with staff
FORM CM§-2567(02-69) Previous Versions Obaolete Event ID: TPFWI1 Facllity ID; 100880 If continuation sheat Page 91 0f 123




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/15/2014
FORM APPROVED
OMB NO. 0938-0391

EDMONSON CENTER

__CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

. c
185401 8. WING 08/29/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

813 5. MAIN ST.
BROWNSVILLE, KY 42210

X4} 1D SUMMARY STATEMENT OF DEFICIEMCIES j[n} PROVIDER'S PLAN OF CORRECTION [r.0))
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-nemas:g:ré l'g:: g;i APPROPRIATE DATE
treatment or abuse. Concerns
F 262 | Continued From page 51 F 282 identified will be addressed upon
Interview with Resident #8, on 08/11/14 at 1:05 discovery. The Administrator will
PM, revealed "Someone" on second (2nd) shift {a report findings monthly to the
nurse) mistraaled him/her and it was a man. Quality Assurance Performance
[ ;'le/She r]?iveileddthe nurse -;Eld nhih:]lgs ;ﬂ him/her Improvement Committee for further
no specifics) and was rough w or at .
times. Resident #5 began to cry during the SECUSE
interviaw and stated, "l don't want to say anymore . . . .
because "He" has a lot of friends and sometimes Soctal Services Director, Director of
they come in with him and are mean too." Further Nursing or Assistant Director of
intarview with Resident #8, on 0B/12/14 at 2:35 Nursing will complete psychosocial
|:‘iMr‘ntna \fftealiggeiﬁhe :?If agaRif:;.o ﬁo E';ﬁﬂ o h assessments of residents with a BIMS
night sfter and the climl roug .
the window Into his/her room. Additionally, he/she score of less than eight (8). This
revealed after LPN #1 found out ha had been audit will be completed for three (3)
reporied he got really nice to him/her and prior to residents per week for four (4)
that he did not care how he treated him/her. weeks then two (2) per week for six
_ ] {6) months to determine any issues
g-e':;‘;rf#’;‘gs‘g‘!’z";‘:';:’vg;ledflaa‘;"‘y i with staff treatment or abuse.
noses wi .
included Non-Alzheimer's Dementia, Parkinson's Concerps identified will b? §ddressed
Disease, Depression, Adult Failure to Thrive, L discovery. The Administrator
Pain, and Insomnia. Review of the Quarterly MDS will report findings monthly to the
Assessment, dated 07/01/14, revealed the facility Quality Assurance Performance
assessed Rasident #9's cognition as seversly Improvement Committee monthly
impaired with a BIMS score of two (2) indlcating for further recommendations.
the rasident was not intarviewable.
Review of the Comprehensive Care Plan, last Administrator, Director of Nursing,
revised 08/11/14; revealed Resident #9 exhibited Registered Nurse.or. Licensed.
psychosocial distress about his/her own well Practical Charge nurses supervisors
ggg‘rg :;d;orbs].;?tcl?;relatlonships ’T’a_tet‘sd t? will review grievances, complaints
abillity to express complaints o .
distrust in others, inabliity to express emotion and and allegations daily (in.cludes
share Information, and nervousness when asked Saturday and Sunday) times fourteen
specific questions related to difficulty expressing (14) days then at least five (5) days
words hefshe wanted to use. The care plan per week times thirty (30) days then
interventions included for staff fo repeat as determined by the monthly
Information as needed for understanding, ask Quality Assurance Performance
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determine that abuse allegations are
reported timely., resident is
protected from further potential

resident questions that required yes or no
response, and observe for changes In mood

and/or behaviors.

abuse as per the Abuse Policy and
Review of the facility's Investigation, dated that investigations are thoroughly
08/02/14, revealed SRNA #4 alleged SRNA #1 completed. Concerns i dentified will
put soap In Resident #9's mouth, be addressed upon
Intervisw with SRNA #4, on 08/13/14 at 10:08 discovery.
AM, revealad she witnessed SRNA #1 putiing
soap in Resident #9's mouth. She revealed the The QA committee consists of at least:
allegations of abuse were not reported to the Administrator, Director of Nursing,
Administrative Staff dus to LPN #1 threatening If Social Services Director, Admissions
anyona told on him he would mzke their livés a Director, Dietary M ! Activi
living hell. » Dietary Manager, ty

Director and the Medical Director.

9. Record review revealed the facility admitted '
Resident #10 on 11/07/08 with diagnosas which Completion Date 05]' ,all qe
included Unspecified Psychosis, Alzheimer's .
Disease, Depression, Anxiety, Episodic Mood
Disorder, and Adult Failure to Thrive. Review of
the Quarterly MDS Assessment, dated 03/14/14,
revealed the facility assessed Resident#10's
cognition as seversly impaired with a BIMS scare
of three (3} which indicated the resident was not
interviewable.

Review of the Comprehensive Care Plan, last
revised 03/12/14, revealed Resident #10 had &
history of possible depression with displays of a
sad facial expression and reports of fasling
depressed. The care plan interventions included
to assess for physical needs that may alleviate
signs of depresslon, convey acceptance of the
resident and provide repeated honest appraisals
of resident's strangths to the resident.

Review of the facility's investigation, dated
08/02/14, ravealed SRNA #4 alleged LPN #1
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placed Resident #10 on a bare mattress and
placed a fitted sheet on top of him/her.

Interview with SRNA #4, on 08/13/14 at 10.08
AM, revealed she witnessed LPN #1 piacing a
fitted sheet on top of Resident #10 while hefshe
lay on a bare maftress.

10. Record review revealed the facility admitted
Unsampled Resident A on 02/18/13 with
diagnoses which included Senile Dementia,
Unspecifisd Psychosis, Anxisty, Impulse Control
Disorder and Depression. Review of the Quarterly
MDS Assessment, dated 07/13/14, revealed the
facility assessed Unsampled Resident A's
cognition as cognitively intact with a BIMS score
of twelve (12) indicating the resldent was
interviewable.

Review of the Comprehensive Care Plan, revised
07/01/14, revealed Unsampled ResidentAhad a
history of feslings of sadness, anxlety,
uneasiness, and depression characterized by
tearfulness. Additional history included behaviors
of agitation and delusions by being verbally
aggrassiva with staff (cursing and threats) when
redirection was attemptad. Unsampled Resident
A also exhibited paranoid/suspicious behavior of
telling staff they've brought his/her spousse there
Justio die (thinking another parson was hisiher
spouse), The care plan interventions included to
observe and repart any changes in mental status,
provide emotional support as needad upen
tearfulness, praise and/or reward the resident for
acceptable bahaviors, and document any
changes in mood andfor behaviors,

Review of the facility's investigation, dated

08/02/14, revealed Unsampled Resldent A

F 282
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alleged RN #1 and SRNA #1 lald in the resident’s
bed and kissed him/her on the neck against the
resident’s will on more than cne occasion,
He/She revealed RN #1 and SRNA #1 would start
1o laugh and fall down on the bed with him/her.

Interview with Unsampled Resident A, on
08/13/14 at 9:58 AM, revealed RN #1 and SRNA
#1 laid on the bed with Rim/Mher and kissed his/her
neck and he/she asked them to stop. Unsampled
Reslident A stated the two (2) staff members were
laughing and fell on his/her bed and began to kiss
hisfher neck. He/She revealed when he/she
asked tham to stop, they continued to laugh at
him/her. He/she stated this had occurred two (2)
or three (3) times in the past but hefshe had
naver reported it to anyone.

11. Record review revealed the facility admitied
Unsampled Reslident B on 10/08/11 with
diagnoses which included Hypersnsion,
Generalized pain, Dementia, Muscle Weakness,
Alzheimer's, Anxiety, and Bipolar Disorder.
Review of the Quarterly MDS Assessment, dated
06/21/14, revealed the facility assessed
Unsampled Resident B's cognition as severely
impaired with a BIMS score of three (3) Indicating
the resident was not interviewable,

Review of the Comprehensive Care Plan, last
revised 07/02/14, revealad Unsampled Resident
#B had a history of exhibiting behaviors of anxiety
and depression exprassed by crying and refusal
of care. The care plan interventions included to
document behaviors and Interventions,
encourage the resident to volce concerns and
fears, give the resident a task or ttam In an
attempt to distract him/her, and praisefreward the
resident for demonstrating consistent
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desired/acceptable behaviors.

Review of the facllity's investigation, dated
08/02/14, reveaied SRNA#3 alleged SRNA #1
and SRNA #8 gave Unsampled Resident B a cold
bed bath then SRNA #1 told the resident "to shut
the F_ _ % up" because they did not have all night
to get the bath dong" when the resident
compiainad of being cold.

Interview with SRNA #3, on 08/13/14 at 12:00
PM, ravealed she worked at the facility for two (2)
or three (3) days and was belng trained by SRNA
#1 and SRNA #8. She stated she witnessed
abuse to Unsampled Resident B the first night
she worked. SRNA #3 stated she witnessed
SRNA#1 and SRNA #8 strip Unsampled
Resident B totally leaving him/her uncavered.
Further interview revealad they pourad water on
Unsampled Resident B's head and washed the
resident's front side but not the backside. They
did not rinse the soap off the rasident. They
turmed the resident over and dried the bed leaving
the resident crying and yelling he/she was cold.
She stated SRNA #1 told Unsampled Resident B
to "shut the 'F_ _ k' up" because they didn't have
“all night to get the bath done". She revealed she
attampted to get to the resident to dry him/har off
as she was yelling he/she was cold and SRNA #1
told her when she was trained she could give a
bath the way she wanted.

Interview with LPN #4, on 08/15/14 at 11:09 AM,
revealed she tried to make sure all interventions
on the care plans were being implemented by
staff. She stated it was her nursing responsibility
fo ensure the care plan interventions were being
followed.

F 282
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Interview with RN #5, on 08/15/14 at 11:20 AM,
revealed her responsibilities related to care plan
Interventions was to ensure the interventions
wera baing followad,

Interview with LPN #7, on 0B/15/14 at 11:50 AM,
revealed ha followed the cara plan to ensure
resident care was received.

Interview with LPN #8, on 08/15/14 at 11:58 AM,
revesled she looked at the care plan prior to
providing resident care.

Interview with LPN #10, on 0B/15/14 at 12:37 PM,
revealed she ensured the cars plans were
followed to ensure the residents were receiving
the proper care. She stated she made rounds to
ensure staff was providing care according to the
care plan.

Interview with the Administrator, on 08/14/14 at
1:00 PM, revealed she expactad staff to follow
care plan interventions.

Interview with the Diractor of Nursing (DON}), on
08/15/14 at 11:50 AM, revealed she expected
staff to follow carse plan interventions and if the
intervention was not sifective then staff should
contact the Advanced Registered Nurse
Pracfitioner (ARNP) andfor the Physician for a
different Intervention,

=The facility implemented the following actions to
remove the Immediate Jeopardy:

1. On 08/03/14, the facility suspended RN #1,
LPN #1, and SRNA#1, and then terminated LPN
#1.
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2. Audits were completed on 08/14/14 and
08/15/14 regarding grievances voiced, complaints
or concarns identified, allegations of abuse or
neglect, and positive staffiresident interaction with
no concems identified.

3. Residents #3, #4, and #5 received skin
assessments and had change of condition forms
performed on 08/03/14 with no concerns
identified. Palin assessments and Social Service
assessments were also complated on 08/03/14
for the three (3) residents with no concems noted.
Skin assessments wera also conducted on
Residents #1, #2, #5, #7, #8, and #9 on 08/03/14
with no concems identffied related to abuse.
Changes in maods/behavicrs were assessed for
Residents #1, #2, #6, #7, #8, and #9 on 08/03/14
with no concems noted.

4. Unsampled Resident A, Unsampled Resident
B, and Unsampled Resident C were assessed
and interviewed on 06/03/14 related to abuse and
changes of condition with no concerns identified.

8. Forty-one (41) residents with a BIMS score of
greater than seven {7) were interviewed by the
Director of Social Services andfor the Admission
Director, on 08/03/14, with any new concermns
identified and addressed.

6. Skin assessmenls of forty-two (42) residents
with a BIMS of less than twelve {12) were
conducted on 08/03/14 and no concems
identified.

7. Education was provided to the Director of
Nurses (DON) and Administrator by the Regional
Vice President (RVP) on 08/03/14 regarding the

Abuse policy and reporting requirements.
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8. One-hundred (100)% re-education began on
08/03/14 and ended on 08/06/14 and included all
center and confract employees regarding
effective systems that ensures each resident
remains free of abuse:

Center Abuse Policy including the need to protect
the rasident from potential risk at the time and
during the investigation.

Reporting requirements including immediate
reporting to the Administrator and appropriate
state agencies.

Promise of confidentiality and no fear of
retribution. Employee competency assured using
the Abuse Prevention post-test. Post-test
reviewed and vaildated by the Nurse Practice
Educator by 08/06/14. HIPFA Privacy Law.

The prohikition of cell phone usage in resident
care areas, including video or photographs of
residents.

As of 08/06/14, nine (9) of one-hundred six {106)
employeas were not available for immediate
re-education. Three (3) of the nine (9) employees
were re-educated by phone as of 08/06/14 and
were re-educatad face to face prior to returning to
work. Employees upon hire or who were not
available during the timeframe received
education, re-aducation prior to returning to work.
Two (2) employees-were-on leave.of absence
(LOA) and had not received tralning, but were to
receive the training prior to returning o work.

Education was also provided to all available
employees in ragards to following the resident's
plan of care beginning and ending 08/22/14.
Seventy-six {76) of one-hundred nine {109)
employasas were re-educated. The other thirty-two

{32) employees were in-serviced with post tests
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'completed. The re-education was completed on

‘Regional Clinical Educator andfor Regional -

Continued From page 99

08/28/14 and 08/27/14. The staif who received
the education on these late dates were as
needad (PRN) employees, and were not on the
schedule at all, or were not avaliable. The
re-education was provided by the DON, Assistant
DON, Clinical Reimbursament Manager,
Nutritional Services Director, Director of Soclal
Services, Therapy Program Manager,
Administrative Assistant, Reglstered Nurse,
Licensed Practical Nurse, Environmental
Services Manager or the Payroll Coordinator.
Post tests were reviewad and approved by the
RN Clinical Case Manager on 08/22/14.

Re-education was conducted by the RVP and
Manager of Clinical Operations (MCO) for the
Administrator on 08/25/14 related to the Abuse
Policy & Procedure and for conducting & thorough
investigation which has the potential to be
substantiated if the event was alleged by only one
(1) witness.

9. The Administrator's Job Description last
revised 08/01/12 included the Administrator was
responsible for the implementation of and
adherence to facility policy and procadures.
Additional support will be provided and was to
continue to be provided by the RVP, MCO, and

Director of Human Resources, Beginning
08/02/14, upon notification of an alleged
abuse/neglect the Administrator was to notify the
RVF, MCO, and Reglonal Clinical Educator to
validate a thorough Investigation will be
immediately initiated with continued support to be
provided throughout the investigation and
concluslon. This is to accur for every occasion for
avery allegation for three (3) months.
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10. On 08/03/14, the Administrator and Director
of Nursing (DON}) assigned dapariment
managers or nursing supervisers across the three
{3) shifts daily (including Saturday and Sunday x
fourieen (14) days to observe staff/resident
interaction to determine that any allegations are
raporied immediately to the Administrator. Any
concerns regarding staff interaction or allsgations
of abuse or neglect would be called to the
Administrater or DON by the Shift Supervisor for
review to detarmine any action to be taken
including staff suspension and/or reporting to the
state agency, if indicated.

11. Audit tool utilized by the Shift Supervisor to
observe stafffresident interactions was updated
on 08/22/14 to include monitoring staff usage of
cell phones, menitoring of using appropriate
language, monitoring of staff providing resident’s
privacy, monitoring of bath temperatures and to
determine that any allegations are reported
immediately. The audits will be completed all
threa (3) shifts for fiva (5) days a week times
thirty {30) days and then two (2} days a week
across all three (3) shifts times six (8) months
and then as recommanded by the Quality
Assurance Performance Improvement (QAPI)
Commitlee.

12. The Administrator, Soctal Service Director,
Admissien Director, Director of Nursing, Assistant
Diractor of Nursing, Nurse Practice Educator, or
Clinical Reimbursement Manager will interview
fifteen (15) employees from all depariments
weekly for four (4) weeks, then ten (10} per week
times three (3) months, then five (5) per week for
thres (3} months to determine staff understanding

of the abuse policy, reporting allegations to the
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-audit will ba completed for three (3) residents a

Continued From page 101

Administrator immediately and that all allegations
or statements are kept confidential with no fear of
retribution for reporting.

13. The Administrator, Social Service Dirsctor,
Admission Director, Director of Nursing, Asslstant
Director of Nursing, Nurse Practice Educator, or
Clinical Reimbursement Manager will interview
fiteen (15) residents weekly for four (4) weeks
and then ten (10) per week for three (3) months
and five {5) per week for additional three (3)
months to determine any Issues with staff
treatment or abuse. Concamns identified will be
addressed immediately.

14. The Administrator, Social Service Director,
Admission Director, Director of Nursing, Assistant
Director of Nursing, Nurse Practice Educator, or
Clinfcal Reimbursement Manager will interview
five (5) family members of residents with a BIMS
score less than eight {8) and ravlew five (5) skin
assessments weekly for four (4) weeks, then two
(2) per week for six (6)months to determine any
issua with staff treatmant or abuse.

15. The Soclal Servicas Director, Director of
Nursing and Assistant Director of Nursing will
conduct Psychosoclal Assessments of residents
with a BIMS score of less than eight (8). This

week for four (4) weeks then two (2) a week for
5ix (8) months to determine any issues with staff
treatment or abuse.

16. The Administrator, Director of Nursing,
Reglstared Nurse or Licensed Praclical Nurse
Supervisors will review grievances, complaints,
and allegation daily starting on 08/03/14, for

fourteen (14) days and then for five (5) days a
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wask times thirty (30) days then as determined by
monthly Quality Assurance Committea.

17. Posters were placed throughout the facility
and break room on 08/22/14 which included "Wa
Care Dialogue Ling", "Staff Promises", Eldercare,
and "Core Values",

18. AnAd-Hoc meeting was held on DB/03/14
and the Medical Director was briefed on the
meeting and signed off on the mesting minutes
on 0B/04/14 as he was unable to attend.
Trending continues monthly and Is to be
conducted on any new issues as needed.

19. The QA Committse consisting of the
Administrater, Director of Nursing, Social
Services Director, Admissions Director, Dietary
Manager, Activity Director, and Medical Director
was held on 08/19/14 te raview all plans of
compliance regarding the outstanding citations.

**The State Survey Agency validated the
Corrective action taken by the faclity on 08/26/14
as follows:

1. LPN #1 was terminated, RN #1 and SRNA #1
remained suspended.

2. Review of audits dated 08/14/14 and 08/15/14,
revealed the audits were completed on
grievances volced, complaints or concerns
identified, allegations of abuse or neglect, and
positive staff/rasident interaction with no concemns
idantified.

3. Review of skin assessments, change of
condition forms, pain assessments, Social

Service assessments and changes and mood
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and behavior assessments revealed Residents
#3, #4, and #5 had skin assessments, change of
condition forms, Soclal Service assessments and
pain assassments parformed on 08/03/14 with no
concerns identified. 1n addition, further review of
the assessments revealed Residents #1, #2, #6,
#7, #8, and #9 had skin assessments and
changes in mood/behavior assessment

completed on 0B/03/14 with no concerns
identified.

4, Review of assessments and interviews, dated
08/03/14, revealed Unsampled Residents A, B,
and C were assassed and Interviewed related {o
abuse and changes of condition with no concerns
Identified.

5. Review of forty-one (41) interviews conducted
with residents that had a Brlef Interview Mental
Status (BIMS) score batween eight (8) and fifteen
(15), revealed the interviews wera conducted by
the Director of Social Services and the Admission
Director, on 08/03/14 with any concerns Identified
followed up on.

6. Revisw of skin assessments of forty-two {42)
rasidents with a BIMS of less than twalve (12),
dated 08/03/14 revealad thers wera no concems
identified.

7. Review of Education Documentation, dated
08/03/14, revealed the Director of Nurses (DON)
and Administrator received education on the
Abuse Policy and reporting requirements on
08/03/14 by the Reglonal Vice President {(RVF).

8. Review of Education Decumentation, dated
from 08/03/14 through 08/06/14, revealed 100%

of all center and contract employees received
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re-education and completed a post test related to
the abuse policy, reporting requirements, promise
of confidentizlity, and no fear of retribution, Health
Information Privacy Protection Act (HIPPA)
privacy law, cell phone privacy and prohibition of
use of cell phones In resident care areas and
prohibition of videos or photographs of residents.

Review of Education Documentation, dated
08/22/14 revealed seventy-six (76) available
employess were educated on following the
resldent's plan of care,

Review of Education Documentation, dated
08/26/14-08/27114, revealed the other thirly-two
(32) employees were in-serviced with post tests
completed. The staff who received the education
on these late dates were as needed (PRN)
employees, were not on the scheduls at all, or not
available. The education was provided by the
DON, Assistant DON, Clinical Reimbursement
Manager, Nutritional Services Director, Diractor of
Social Services, Therapy Program Manager,
Administrative Assistant, Registered Nurse,
Licensed Practical Nurse, Environmental

Services Manager or the Payroll Coordinator.

Review of Rs-education Documentation, dated
08/25/14, revealed the RVP and Manager of
Clinical. Operations {MCQ) conducted education.
for the Administrator related to the Abuse Policy &
Procedure and for conducting a thorough
investigation which has the potential fo be
substantiated If the event was alleged by only one
(1) witness

Intarviews with Dietary Alde, on 08/29/14 at 2:00
PM, LPN #4 on 08/29/14 at 2:03 PM,
Occupational Therapist Assistant, on 08/29/14 at
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2:05 PM, SRNA #12, on DB/29/14 at 2:08 PM,
SRNA#13, on 0B/29/14 at 2:10 PM, SRNA#8, on
08/29/14 at 2:15 PM, LPN #6, on 08/29/14 at 2:15
PM, LPN #10, on 08/28/14 at 2:20 PM,
Housekeeping Aide #3, on 08/29/14 at 2:25 PM,
LPN #3, on 08/28/14 at 2:26 PM, Assistant
Activities Director, on 08/29/14 at 2:27 PM, LPN
#9, on 08/29/14 at 2:35 PM, Assistant Director of
Nursing, on 08/29/14 at 3:15 PM, Physical
Therapy Assistant, on 08/29/14 at 3:16 PM, and
Minimum Data Set (MDS) Coordinator, on

*{ 08/28/14 at 3:35 PM, revealed all had been

inserviced related to abuse, privacy, and dignity
and following the care plans. All were eble to
name the types of abuse, reporting abuse and
undersicod the importance of following the care
plans and providing privacy for residents as well
as belng respectful of a resident's dignity.

9. Review of the Administrator's Job Description,
revealad the Adminlstrator was responsfble for
the implementation of and adherence to facility
policy and procedures. Interviews conducted, on
08/29/14 with the MDS Coordinator at 8:55 AM,
Dietary Manager at 4:45 PM, and, Social Services
Director at 4:55 PM, revealed no other allegations
of abuse had been presented since the initia!
allagations on 08/02/14.

10. Review of audits conducted on all three shifts
on 08/03/14 through 08/17/14 revealed
Department Managers or Nursing Supervisors
observed staff/resident interactions. No concams
identified were Identified. Audit tools ongoing.

11. Review of Audits Tools, revealed the Shift
Supervisor was conducting audits to monitor for
staff's cell phone usage, using appropriate
language, resident's privacy, monitoring of bath

F 282
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temperatures and to determine that any
allegations ware reported immediately were
completed for all three (3) shifls, five (5) days a
week through 08/29/14. Review of the audits
revealed no concems. Audit tools ongoing

12. Review of the P! Tocls revealed the
Administrator, Social Service Director, Admission
Director, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educator, or Clinical
Reimbursement Manager interviswed fifteen (15)
employees from all depariments waekly through
08/29/14 to determine staff understanding of the
abuse policy, reporting allegations to the
Administrator immediately and all allegations or
statements are kept confidential with no fear of
retribution for reporting. No concems were
identified. Pl tools ongoing.

13, Review of resident interviews revealed the
Administrator, Sccial Service Director, Admission
Directer, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educator, or Clinical
Reimbursement Manager completed fiReen (15)
resident interviews weekly through 08/29/14
related to staff reatment and sbuse. Audit sheets
ongoing.

14, Review of resident family interviews and skin
assessments for residenis with a BIMS of Jess
than seven (7} revealed the Administrator, Soclal
Service Director, Admission Director, Director of
Nursing, Assistant Director of Nursing, Nurse
Practice Educator, or Clinical Reimbursement
Manager conducted five (5) family interviews and
resident skin assessments on 08/28/14 and are
{o continue for four (4) weeks times one (1)
maonth and then two (2) a week fimes six (B)
months.
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15. Review of psychosocial assessmants, on
08/29/14, revealed the SSD, DON, or ADON
completed these assessments for three {3}
residents with 2 BIMS score of eight (8). The
assessments ware ongoing.

18. Review of the grievances, complaints, and
allegation daily monitoring revealed starting on
08/03/14 the Administrator, Director of Nursing,
Registered Nurse or Licensed Practical Nurse
Supervisors monitored daily for fourteen (14)
days and then for five (5} days a week up to
08/29/14,

17. Observation revealed posters for "We Care
Dialogue Ling”, "Staff Promises®, Eldercare, and
"Cora Values" were on the walls throughout the
facility 2nd in the breakreom,

18. Review of Ad-Hoc meeting minutes dated
08/03/14 revealed the Medical Dirsctor was
briefed on the meeting and signed off on the
meeting minutes on 08/04/14 as he was unable to
attend.

19. Review of the QA Committee minutes, dated
08/19/14, revealed a meeting consisting of the
Administrator, Director of Nursing, Social

Manager, Activity Director, and Medical Director
was held and they reviawed all plans of
compliance regarding the outstanding citations.
483.75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in a manner that
enahbles i to use its resources effectively and

F 282
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1.) The Nursing Home Administrator
il S i e
practicable physical, mental, and psychosocial I'BSP'OnSlbllity for the operation of the
well-being of each residant. facility and does understand that
. he/she possesses the authority to
manage the facility and make needed
changes to facility systems.
This REQUIREMENT s not met as evidenced
by: q .
Based on interview, review of the facility's policy The‘ allegation of abuse regarding
and procedure, review of the Administrator's job Resident #4 and #5 was reported to
description it was determined the facility failed to the Administrator on 8/2/14 by the
be administerad In 2 manner that enabled It to Director of Marketing from an
usa ts ’95"“":3'5 ?:ecﬂ"ely and °T°'e““3’ to anonymous source. Initial report to
attain or maintain the highest practicable physical, .
manial, and psychosocial well-being of each Office of Inspector General and Police
resident. The facility failed to protect the residents Department was completed by
from abuse from Licensed Practical Nurse (LPN) Administrator on 08/03/2014.
#1, Slate Registarad Nurse Aide (SRNA) #1, and
Registered Nurse (RN} #1. ( Refer to F223; F225; Residents’ #6 and #7 allegation of
F226; F241; and, F282). abuse was reported to the
The facility's faflure to be administered in a Administrator on 08/03/2014 by a
manner that enable it to use its resources Licensed Practical Nurse and a
affictively and efficiently to attaln and maintain the Registered Nurse. Initial report to the
highest practicable physical, mental, and Office of Inspector General was
psychosocial wall-being of aach resident has completed on 08/04/2014 by the
caused or Is likely to cause serious injury, harm, Administrator
impairment or death to a resident. Immediate : '
Jeopardy was identified on 08/14/14 and . ,
determined to exist on 08/02/14. The facility was Resident’s #1, #2, #8, #9 and #10 _
notified of the Immediate Jeopardy on 08/14/14. allegation of abuse was reported to
An acceptable Allegation of Compliance (AcC) the Administrator on 08/05/2014 by
was 'ecei"]?g on doi"z?’ 14 a:ld “"j Staterds’"”ay Director of Social Services, Licensed
Agency valldated the Immediate Jeopardy was . B
removed on 08/29/14, as alleged. The Scope PraFﬁcal Nurse and Certified Nursing
and Severity was lowered lo a "F" while the facility Assistant.
davelops and implements the Plan of Correction .
(PoC); and, the facility's Quality Assurancs (QA) Initial report to the Office of
monitors the effectiveness of the systemic
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F 490 | Contined From page 109 - Inspector General was completed on
pag 08/06/2014 by the Administrator.
changes.
The findings include: The Office of Inspector General
_ identified allegations of abuse
Review of the facllity's policy and procedurs, titled regarding un-sampled Residents A
“Abuse Prohibition", dated 07/01/13, revealed, and B during their investigation'.
"The Administrator, or designee, was responsible
for operaticnalizing polices and procadures that .
prohibit abuse, neglect, invaluntary seclusion, i Res@e_ntA hfxs a BIMS score of 12
injuries of unknown origin, and misappropriation and is interviewable. He/she was
of property for patients”. ; interviewed on 08/03/2014 by
R oviow of 1 AdinEators ot Dascrpt Social Services Director and voiced
sview of the Administrators Job Deseription, Reside as
dated 08/21/01, revealed the Administrator was not coq:zvmg on 08 /;;?2‘3’1 o
responsible for the day to day functions in R Y
accordance with current Federal and State region staff mem-ber and expressed
regulations, local standards and Corporate no concerns. Resident A has had
Policies as well as to maintzin a friendly, Social Services monitoring with a
respectiul, helpful attitude toward residents, note on 08/21/14 with no change in
families, staff, corporale staff, volunteers, and moaod or behavior noted.
visitors,
Interviews with LPN #4 on 08/11/14 at 2:42 PM, Resident B has a BIMS score of 3,
LPN #2 on 08/13/44 at 11:11 AM, LPN #5 on being non-interviewable. Skin
08/12/14 at 10:53 AM; SRNA#2 on 08/11/14 &t assessment completed on
2:50 PM, SRNA #4 on 08/13/14 at 10:08 AM, and 08/03/2014 with no concerns
SRNA #0 on 08/15/14 at 11:10 AM, revealed they lnt/e r\s;lle ws with staff and resi d.ents
did not feel comfortable reparting concems to the .
Administrator related to LPN #1 because the on 08/ P?’/ 14 r.'evealed no -3“383“0"5
Administrator knew of LN #1's mistreatment of regarding Resident B. Resident B
Resident #1 and did not enforce the rules of have had Social Services monitoring
mistreatment.of a resident with him. Staff with a note on 08/21/14 with no
reported they did not report allegations because : .
of the fear of rataliation from the alleged change in mood or behavior noted.
perpetrators and Administrative staff and did not , ,
feel it would do any good to report. Licensed Practical Nurse (LPN) #1,
State Registered Nurse Aide
interview with the Administrator, on 08/14/14 at (SRNA) #1 & Registered Nurse
1:00 PM, revealed LPN #1 was terminated on
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RN) #1 was not working and not

F 490 (

g;:z?:z::: ::sg ee;l:) from wark which F4%0| ccheduled to work on 8/2/14. Staff
o e o at the center was instructed by the

eccurred on 08/03/14 and was not allowed to . .
ralurm to work because he was accused of Administrator not to call anyone in to

violating a resident's rights by not allowing work without administrator

Resident #1 to choose his/her bedtime and he notification. These three (3)

denied the resident of the use of histher personal employees were suspended on

Gl o 8/3/14 by the Administrator and
Additional interview with the Administrator, on Nurse Practice Educator. LPN #1
08/14/14 at 1:00 PM, revealed SRNA#1 and RN was terminated on 08/14/2014, and
#1 was suspended on 08/03/14 and RN #1 was SRNA #1 along with RN #1 was
allowed to return to work on 08/14/14 and SRNA terminated on 09/03/2014 by the

#1 was allowed to return to work on 08/15/14. (At Administrator.

which time the facility bad an ongoing Immediate
Jeopardy related to abuse; RN #1 and SRNA #1

had been identified as two (2} of the three (3) Residents #4 and #5 were assessed

alleged perpetrators involved.) The Administrator by the Director of Nursing, Assistant
stated she could substantiate sbuse because Director of Nursing or a Licensed
thers was no physical evidence of abuse of any Practical nurse on 08/03/2014.
residents which was datermined through skin Neither of these residents was found

assessments on Residents #1 though #10 and

Residents A, B, and C. Howavar, staff including to have s/s of bruising, tearfulness or

SRNA#3, SRNA £4, LPN #4, LPN #5 and LPN #8 other s/s of emotional harm.

stated they witnessed the alleged abusive

behaviors toward the residents. Residents #4 and #5 were

ERRS—— sy independently re-assessed again by a
uriner Tnisfvisw on ot . Licensed Practical nurse and the

revealed she would expect staff to come to her

with concems and they should not have fear of Social Services Director on

retaliation. She revealed she had.atways 08/03/2014 with no concerns
encouraged staff to come to her and she felt the identified.

only reason they may not have was related to one

incident when the Director of Nursing counseled Residents #1, #2, #6, 47, #8 and' #9

LPN #1 and he left the office and returned to the
floor to work telling staff "Oh they didn't do were also assessed by a Registered

anything to me”. She stated she inserviced staff Nurse or a Licensed Practical nurse

on the importance of reporting any suspected on 8/3/2014. None of these
abuse/neglect immediately. residents were found to have s/s of
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. bruising, tearfulness or other s/s of
F 490 | Continued From page 111 F490| omotional harm.
**The facility implemented the following actions to . .
remove the Immediate Jeopardy: Res.i.dent #10 no longer resides in
facility prior to 08/02/2014.
1. On 08/03/14, the facllity suspended RN #1,
LPN #1, and SRNA#1, and then terminated LPN Resident A has a BIM score of twelve
#. (12). He/she was interviewed on
2. Audits were completed on 08/14/14 and 08/03/2014 to determine if the
08/15/14 regarding grievances voiced, complaints resident has experienced or
or concerns identified, allegations of abuse or witnessed any abuse in the center.
neglect, and positive stafffresident interaction with No other issues were identified by
no concerns identified. this resident.
3. Residents #3, #4, and #5 received skin Resid A intervi d
assessments and had change of condition forms e en‘newe L
performed on 08/03/14 with na concermns 08/11/2014 by a region staff
identified, Pain assessments and Social Service member and expressed no concerns.
assessments were also completed on 08/03/14 Resident A has had Social Services
Sin sssossment were sl conducteaon monitoring with a note on 08/21/14
Reslidents #1, #2, #5, #7, #8, and #9 on 08/03/14 W‘th&“’ change in mood or behavior
with no concemns Identified related to abuse. noted.
Changes in moods/behaviors were assessed for
Residents #1, #2, #5, #7, #8, and #9 on 08/03/14 Resident B has a BiM score of three
with no concerns noted. (3). He/she had a head to toe skin
e Dir
4. Unsampled Resident A, Unsampled Resident ;ssesismeXSt l;yt;h t Di ec;:or o:,.
B, and Unsampled Resldent C were assessed urs‘ng. i _S nt Direc o.r .
_and interviewed.on 08/03/14 related to.abuse and Nursing or Licensed Practical nurse
changes of condition with no concerns identified. and he/she was assessed for signs
) and symptoms of bruising,
5. Furtyt-hone (41) residents with a BIMS score of tearfulness and change in behavior
greater than seven {7) were inlerviewed by the .
Dirsctor of Social Services andfor the Admission on 08,/‘;)3/ zf(.’ 1:(’ Ntz};ther gzsuis
Director, on 0B/03{14, with any new concems il enti OIS R
identified and addressed. Interviews with staff and residents
on 08/03/14 revealed no allegations
8. Skin assessments of forty-two (42) residents
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F 490 | Continued From page 112 Fago| 1nvolving this resident. Resident B
) has had Social Services monitoring
with a BIMS of less than twelve (12) were . .
conducted on 08/03/14 and no concems with a note on 08/21/14 with no
identified. change in mood or behavior noted.
7. Education was provided to the Director of Audits were completed on 8/14/14
Nurses (DON) and Administrator by the Reglonal i :
Vice Prasident (RVP) on 08/03/14 regarding the igs:eac{ 1;/1;:]2?52. g;n‘:goi?::: : ces
Abusa policy and reporting raquirements. identified, allegations of abuse or
8. One-hundred (100)% re-education began on neglect, and positive staff/resident
08/03/14 and ended on 08/06/14 and Included all interaction with no concerns
center and contract employess regarding identified.
effective systemns that ensures easch resident
remains free of abuse: . et
Center Abuse Policy including the need to protect 2) The I"ESI.dentS of the facility have
the resident from potential risk at the time and the potential to be affected.
during the investigation. Census on August 3, 2014 was
Reporting requirements including immediate seventy two (72) SNF/NF residents.
reporting to the Administrator and appropriate Forty one (41) residents were
LGl a S interviewed, with a BIMS score of
Promise of confidentiality and no fear of '
retribution. Employee competency assured using greater than seven (7), by the
the Abuse Prevention post-test. Post-test Director of Social Services or the
reviewed and validated by the Nurse Practice Admission Director, beginning on
Educator by 08/08/14. HIPPA Privacy Law, 08/03/2014 and completing on
The prohibition of cell phone usage in resident 08/05/2014 to determine if the
care areas, Including video or photographs of
residents. resident has experienced or
witnessed any abuse in the center.
As of 08/06/14, nina (9) of one-hundred six (106) No other issues were identified by
employees were not available for immediate these residents.
re-aeducation. Three (3) of the nine (8) employees
were re-educatad by phone as of 08/06/14 and Census on August 3, 2014 was
were re-educated face to face prior to returning to X
work. Employees upon hire or who were not Seventy two (72) SNF/NF residents.
avallable during the timeframe received Forty one (41) residents were
education, re-education prior to returning fo work. interviewed, with a BIMS score of
Two (2) employees were on leave of absence greater than seven (7). Forty two
(LOA) and had not recelved training, but were to {42) residents with a BIMS score less
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elve {12) received a head to
F 490 Continued From page 113 F 480 EL (L ) cet

recelve the training prior to returning to work.

Education was also provided to all available
employees in regards fo following the resident's
plan of care baglnning and ending 08/22/14,
Seventy-six (76) of cne-hundred nine (109)
employees wera re-educated. The other thirty-two
{32) employees were in-serviced with post tests
completed. The re-education was completed on
08/26/14 and 08/27/14, The staff who received
the education on these late dates were as
naeded (PRN) employees, and were not on the
schedule at all, or were not available. The
re-education was provided by the DON, Assistant
DON, Clinical Reimbursement Manager,
Nutritional Services Director, Director of Social
Services, Therapy Program Manager,
Administrative Assistant, Registered Nurse,
Licensad Practical Nurse, Environmental
Services Manager or the Payroll Coordinatar,
Post tests were reviewed and approved by the
RN Clinical Case Manager on 08/22/14.

Re-education was conductad by the RVP and
Manager of Clinical Operations (MCO} for the
Administrator on 08/25/14 relatad to the Abuse
Policy & Procedure and for conducting a thorough
investigation which has the potential to be
substantiated if the event was alleged by only one
(1) witness. E
g. The Administrator's Job Description last
ravised 08/01/12 included the Administrator was
responsible for the implementation of and
adherence to facility policy and procadures.
Additional support will be provided and was to
continue to be provided by the RVP, MCO, and
Regiona! Clinical Educator andfer Regional
Director of Human Resources. Beginning

toe skin assessment by the Director
of Nursing, Assistant Director of
Nursing or Licensed Practical nurse
and were assessed for signs and
symptoms of bruising, tearfulness
and change in behavior on
08/03/2014. No other issues were
identified for these residents.

3) The Director of Nurses-and
Administrator were-re-educated
8/3/14 by the Regional Vice
President of Operations regarding
Abuse Policy and reporting
requirements.

Nurse Practice Educator,
Administrator, Administrative
Assistant, Director of Marketing

& Admissions, Social Services
Director, Therapy Program manager,
Environmernital Services Supervisor,
Nutritional Services Director,
Registered Nurse or

Licensed Practical Nurse has
provided 100% re-education
beginning on 08/03/2014 and
ending on 08/06/2014. This re-
education included all center &
contract employees regarding an
effective system that ensures

each resident remains free of
abuse:
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o Center Abuse Policy including
F 490 i .

g;';;?:’:du':::nzzgzaa‘:‘ of an alleged Y need to protect the resident from
abuse/neglect the Administrator was to nofify the potgntlal n,Sk U t.he t?me and
RVP, MCO, and Regional Clinical Educator to during the investigation.
validate a thorough investigation will be o Reporting requirements including
immediately initiatad with continued support to be immediate reporting to the
provided throughout the investigation and Administrator and appropriate
conclusion. This Is to occur for every occasion for state agencies
every allegation for three (3) months. . g ) _—

» Promise of confidentiality and no
10. On 08/03/14, the Administrator and Director fear of retribution.
of Nursing (DON) assigned department + Employee competency assured
managers or nursing supervisors across the three using the Abuse Prevention post-
(3) shifts daily (Including Saturday and Sunday x test.
fourieen (14) days to observe staffiresident d vali
Interaction to determine that any allegations are ¢ Post-test reviewed. and validated
reported Immediately to the Adminisirator. Any by the Nurse Practice educator by
concerns regarding staff interaction or allegations 08/06/2014.
of abuse or neglect would be called to the HIPAA Privacy law
Administrator or DON by the Shift Supervisor for .
review to determine any action to be taken The prohibit.:lon of cell phone
including staff suspension andfor reporting to the usage ?n regdent care areas,
state agency, if Indicated. including video or photographs of

residents.
11, Audit tool utifized by the Shift Supervisor to . .
observe staff/resident nteractions was updated ;
on 08/22/14 to Include moenitoring staff usage of Afs_ of Dﬁ/ 03/ 23 1% di::é only nlme (9)
cell phones, monitoring of using appropriate ol one hun "_3 six A ) emR oyees
language, monitering of staff providing resident's were not available for immediate re-
privacy, monitoring of bath temperatures and to education. Three (3) of the nine (9)
determine that any allegations are reported _employees were re-educated by
O el phone 3 of 08/06/14 and i be
thirty {30) days and then two (2) days a week educat_ed face to ,facF prior to
across all three (3) shifts times six (6) months returning or beEumg work.
and then as racommended by the Quality Employees upon hire or not
Assurance Performance Improverent (QAPI) currently available during this
Committee. timeframe will have education/ re-
12, The Administrator, Social Servics Director, education noted above comp]eted
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prior to returning or beginning work
by the Administrator, Nurse Practice
Educator, Director of Nurses or the
Assistant Director of Nurses.

F 490 | Continued From page 115 F 490
Admission Director, Director of Nursing, Assistant
Director of Nursing, Nurse Practice Educator, or
Clinical Reimbursement Manager will interview
fiftean (16) smployees from all departments

weekly for four (4) weeks, then ten (10) per week - On August 25, 2014 center

times thrae {3) months, then five (5) per week for Administrator was jointly re-

three (3) meonths to determine stafi understanding . . .

of the abuse policy, reporting allegations to the educated.by Reg}ona] Vice President

Administrator immediately and that all allegations of Opemnons (via teleph9ne) and

or statements are kept confidenttal with no fear of Regional Manager of Clinical

retribution for reporting. Operations (in person) regarding the
centers Abuse Policy and Procedure

13. The Administrator, Sccial Service Director, to include conducting a thorough

Admisslon Diractor, Director of Nursing, Assistant
Director of Nursing, Nurse Practice Educator, or
Clinical Reimbursement Manager will interview

investigation which has the potential
to be substantiated if the event was

fifteen {15) residents weekly for four (4) weeks ' alleged by only one witness.

and then ten (10) per week for three (3) months

and five (5) per wesk for additlona! three (3} 4) The Center Administrator is
months to determine any issues with staff responsible for the implementation

treatment or abuse. Concams identified will be

addressed immediately. of and adherence to facility policy

and procedures. Center oversight is

14, The Administrator, Soclal Service Diractor, provided by the Administrator,
Admission Director, Director of Nursing, Assistant Director of Nursing Services,

Director of Nursing, Nurse Practice Educator, or Assistant Director of Nursing

Clinical Reimbursement Manager will interview Services and the Charge Nurses on a

five (5) family members of rasidents with a BIMS

score less then eight (8) and review five (5) skin daily basis.

assessments weekly for four (4) weeks, then two ; i e :

{2} per week for six (6)months to determine any Beginning on August 2, 2014, upon
issue with staff treatment or abuse. notification of an alleged abuse /

neglect the administrator will notify

. A ctor of \ . .
15. The Social Services Diractor, Director o Reglonal Vice President of

Nursing and Assistant Director of Nursing will

conduct Psychosocial Assessments of residents Operations, the Regional Man§ger of
with a BIMS scare of less than eight (8). This Clinical Operations or the Regional
audit will be completed for three (3) residents a Clinical Educator to validate a

week for four (4) weeks then two (2) a week for
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. thorough investigation will be
F 480 i . s s ses : .
Continued From page 116 F4s0 immediately initiated with continued
six (6) months to determine any issues with staff rttob ided th S
treatment or abuse. suppo el sl e
the investigation and conclusion.
16. The Administrator, Director of Nursing, This will occur for every aliegation
Registered Nurse or Licensed Practical Nurse for three (3) months,
Supervisors will review grievances, complaints,
and allegation daily starting on 08/03/14, for -
fourteen (14) days and then for five {5} days a OP 8/ 3/ 14;.’;? dmilmstraisor agd
week imes thirty (30) days then as determined by Director of Nursing assigne
manthly Quality Assurance Committes. Department Managers and/or nurse
supervisors across the three (3)
17. Posters were placed throughout the facility shifts daily (includes Saturday and
and break room on 08/22/14 which Included "We Sundayj times fourteen ( 14) days to
Care_ 2l u'].e + "Staff Promises”, Eldercare, observe staff/resident interaction
and "Core Values”, .
and to determine that any allegations
18. AnAd-Hoc meeting was held on 08/03/14 are reported immediately to the
and the Medical Director was briefed on the Administrator. Any concerns
mesting and signed off on the meeting minutes regarding staff interaction or
on 0B/04/14 as he was unabie to atiand. allegations of abuse or neglect will be
Trending continues monthly and is to be lled to the Administr
conducted on any new issues as needed. called to the Administrator or
_ Director of Nursing by the Shift
19, The QA Committee consisting of the Supervisor for review to determine
Adm:nlstrator. Direct:r of Nursln. Soclal any action to be taken including staff
Services Director, Admisslons Director, Dietary suspension and /or reporting to the
Manager, Activity Director, and Medical Director statl:e agency if il(l dicatz d g
was held on 08/19/14 to review all plans of gency :
compliance regarding the outstanding citations. . .
. ; il PR s e The audit tool utilized by the Shift
~The State Survey Agency validated the Supervisor to observe staff/resident
Corrective action taken by the faclity on 08/29/14 interaction was updated on 8/22/14
e to include appropriate language, to
1. LPN#1 was terminated, RN #1 and SRNA #1 monitor staff usage of cell phones,
remained suspended. monitoring of staff providing
residents privacy, monitoring of bath
2. Review of audits dated 08/14/14 and 08/15/14, temperatures and to determine that
revealed the audits were completed on ;
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immediately. Concerns identified
i T — ! will be addressed upon discovery.
identified, gllegations of abuse or neglect, and These audits will be cqmpleted
positive staffiresident interaction with no concerns across all three _(3] Shlfts for five (5)
identified. days per week times thirty (30) days
then two (2) days a week across all
3. Revlew of skin assessments, change of three (3) shifts six times
condition forms, pain assessments, Soclal (6] months then as recommended by
Service assessments and changes and mood o thi litv As
and behavior assessments revealed Residents e monthly Quality Assurance
#3, #4, and #5 had skin assessments, change of Performance Improvement
condition forms, Social Service assessments and Commtittee.
pain assessments performed on 08/03/14 with no
concerns identifisd, In addition, further review of Administrator, Social Services
the assessments reveaied Residents #1, #2, #8, . I .
#7, #8, and #9 had skin assessments and Director, Admlss.mns Du_'ector,
changes In mood/bahavior assessment D!rector of Nurs!ng, Assistant -
| completed on 08/03/14 with no concerns Director of Nursing, Nurse Practice
identified. Educator or Clinical Reimbursement
P — N - Manager will interview fifteen (15)
. Review of assessments and interviews, da
08/03/14, revealed Unsampled Residents A, B, empll{?y ?es ::mm i" dep?{rs'tme:dn:;
and C wera assassed and interviewed related to weekly for four (4) weeks an en
abuse and changes of condition with no concerns ten (10) per week for three (3)
identified. months than five (5) per week for
o o three (3) months to determine staff
sk e e i seia understanding of the abuse policy,
en i . .
Status (BIMS) score between elght {8) and fifteen X::Iporn‘ntgr altleg?twns dgo tﬂ}e d that
{15), ravealed the Interviews were conducted by ministrator immeciately, and tha
2 the Diregtor of Social Services and the Admission allegations or statements are kept
Director, on 08/03/44 with any concerns identified confidential with no fear of
followed up on. retribution for reporting. Concerns
6. Review of skin assessments of forly-two (42) ;t!entlfied V’\I,‘;']xl Ii: dadid t:ef:_eg :_lpo.?l
residents with a BIMS of less than twelve (12), S P R e UL S
dated 08/03/14 revealed there wera no cancarns report findings monthly to the
identified. Quality Assurance Performance
Improvement Committee for further
7. Revlew of Education Documentation, dated recommendations.
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F 490 8 . .
Continued From page 11 F 430 Administrator, Social Services
08/03/14, revealed the Director of Nurses (DON}) Director, Admissions Director
and Administrator received education on the . e 1 Y l!' or,
Abuse Policy and reporting raquirements on D!rector of N ursing, Assistant )
0B/03/14 by the Regional Vice Prasident (RVP). Director of Nursing, Nurse Practice
Educator or Clinical Reimbursement

B. Review of Education Documentation, dated Manager will interview fifteen (1 5)
from 08/03/14 through 08/06/14, revealad 100% .
of all center and contract employess recsived res:;dents Vgeekly for {:;.'Ir (tilﬂ wee;{s
re-education and completed a post test related to and ten {10) LS L (3)
the abuse policy, reporting requirements, promise months than five (5) per week for
of confidentiality, and no fear of retribution, Health three {3} months to determine any
Information Privacy Protection Act (HIPPA) issues with staff treatment or abuse.
p”"acfy law, cell phone p"c""acy end prohibition of Concerns identified will be addressed
use of cell phones in resident care areas and . .
prohibition of videos or photegraphs of residents. ul?on dlscovery: The Adminlstr:'sltor

. will report findings to the Quality
Review of Education Dacumentation, dated Assurance Performance
08/22/14 revealed seventy-six (76) available Improvement Committee monthly
employses were educated on following the for further recommendations.
resident's plan of care. )
Review of Education Documentation, dated Atflministr'ator: S(?cial St_arvu:es
08/26/14-08/27/14, revealed the other thirty-two Director, Admissions Director,
(32) employees were in-serviced with post tests Director of Nursing, Assistant
completed. The staff who received the education Director of Nursing, Nurse Practice
:"mﬁg;:e':mw‘;f:o‘:’g:‘e o :zhegdeg'épai":l)l ot Educator or Clinical Reimbursement
available. The education was provided by the Maqager will mterviem.r five (5],
DON, Assistant DON, Clinical Reimbursement family members of residents witha
Manager, Nutritional Services Director, Director of _ BIMS score of less than eight (8), and
Social Services, Therapy Program Manager, review of five (5) skin assessments
Administrative Assistant, Registered Nurse, weekly for four (4) weeks then two
Licensed Practica) Nurse, Environmental :
Services Manager or the Payroll Coordinator. CRenes fo.r six (6] m onths to

determine any issues with staff
Review of Re-education Documentation, dated treatment or abuse, Concerns
08/25/14, revealed the RVP and Manager of identified will be addressed upon
Clinical Operations (MCO) conducled education discovery. The Administrator will
for the Administrator retated to the Abuse Policy &
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report findings monthly to the
F 490 g;"ir;u:r: an'ﬂoprig;:’lgﬂng & therough ol Quality Assurance Performance
Investigation which has the potential to be Improvement.Commlttee for further
substantiated if the event was alleged by only one recommendations.
(1) witness
Social Services Director, Director of
g'r;eﬂfgﬁs#zim %’;’Egﬁf;&fﬁw 14 at 2:00 Nursing or Assistant Director of
! on at2; A P ;
Occupational Theraplst Assistant, on 08/29/14 at Nursing will compl.e te psy cposoaal
2:05 PM, SRNA #12, on 08/29/14 at 2:08 PM, assessments of residents with a BIMS
SRNA#13, on 08/29/14 at 2:10 PM, SRNA#8, on score of less than eight (8). This
08/29/14 at 2:15 PM, LPN #5, on 08/29/14 at 2:15 audit will be completed for three (3)
PM, LPN #10, on 08/20/14 at 2:20 PM, residents per week for four (4)
E;:sg‘eeﬁ'gg g’gﬁ:ﬁi ;"'225}%9‘1: 9|t t’-:ztf’ PM, weeks then two (2) per week for six
, O at2: , Asslstan .
Aclivities Director, on 08/29/14 at 2:27 PM, LPN (6) months to determine any issues
#9, on 08/29/14 at 2:35 PM, Assistant Director of with staff treatment or abuse.
Nursing, on 08/29/14 at 3:15 PM, Physlcal Concerns identified will be addressed
Therapy Assistant, on 08/28/14 at 3:16 PM, and upon discovery. The Administrator
Minimum Data Set (MDS) Coordinator, on will report findings monthly to the
08/29/14 at 3:35 PM, revealed all had been Quality Assurance Performance
inserviced related to abuse, privacy, and dignity I tC it thi
and following the care plans. All were able to D ee‘mon y
nama the types of abuse, reporting abuse and for further recommendations.
understood the importance of following the care
plans and providing privacy for residents as well Administrator, Director of Nursing,
8s belng respectful of a resident's dignity. Registered Nurse or Licensed
8. Review of the Administrator's Job Description, P”"“‘c?‘ Charge nurses super\.flsors
ravealed the Administrator was responsible for will review gneval}ces', complaints
the implementation of and adherence to facility and allegations daily (includes
policy and procedures. Interviews conducted, on Saturday and Sunday) times fourteen
08/29/14 with the MDS Coordinator at 8:55 AM, (14) days then at least five (5) days
Dietary Manager at 4:45 PM, and, Social Sen{Ices per week times thirty (30] days then
Director at 4:55 PM, revealed no other allegations as determined by the monthl
of abuse had been presented since the initial i y y
allegations on 08/02/14. Quality Assurance Performance
Improvement Committee to
10. Review of audits conducted on all three shifis determine that abuse allegations are
on 08/03/14 through 08/17/14 revealed renorted hmelv_&d resident is
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. rotected from further
F 480 | Continued From page 120 F 480 p

Depariment Managers or Nursing Supervisors
observed staffiresident interactions. No concems
identified were identified. Audit teols ongoing.

11. Review of Audits Toals, revealed the Shift
Supervisor was conducting audits to monitor for
staff's cell phone usage, using appropriate
language, resident's privacy, monitoring of bath
temperatures and to determine that any
allegations were reported immediately were
completed for all three (3) shifis, five (5) days a
weelk through 08/29/14. Review of the audits
ravaaled no concems. Audit tools ongoing

12. Review of the Pl Tools revealed the
Administrator, Social Service Director, Admiission
Director, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educater, or Clinical
Reimbursement Manager Interviewed fifteen (15)
employees from all departments weakly through
(08/29/14 to determine staff understanding of the
abuse policy, reporting allegations fo the
Administrator immediately and all allegations or
statements are kept confidential with no fear of
retribution for reporting. No concerns were
identified. Pl tools ongoing.

13. Revlew of resident interviews revealed the
Administrator, Soclal Service Director, Admission
Director, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educator, or Clinical
Relmbursement Manager completed fifteen (15)
resident interviews weekly through 08/28/14
related to staff ireatment and abuse. Audit sheets
ongeing.

14. Review of resident family interviews and skin
assessments for residents with a BIMS of less

than seven (7) revealed the Administrator, Social i

. Nursing, Social Services Director,

potential abuse as per the Abuse

Policy and that investigations are
thoroughly completed. Concerns
identified will be addressed upon
discovery.

The QA committee consists of at
least: Administrator, Director of

Admissions Director, Dietary
Manager, Activity Director and the
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Service Director, Admisslon Diractor, Director of
Nursing, Assistant Director of Nursing, Nurse
Practice Educator, or Clinical Relmbursement
Manager conducted five (5) family interviews and
resident skin assessments on 08/28/14 and are
to continue for four (4) wesks times one (1}
month and then two (2) a week times six (6)
months,

15. Review of psychosoclal assessments, on
08/29/14, revealed the SSD, DON, or ADON
completed these assessments for three (3)
rasidants with a BIMS score of eight (8). The
assessments were ongoing.

186. Review of the grievances, complaints, and
allegation daily monitoring revealed sfarting on
08/03/14 the Administrator, Director of Nursing,
Registered Nurse or Licensed Practical Nurse
Supervisors monitored dally for fourteen (14)
days and then for five (5) days a week up to
08/29/14.

17. Observation revealed posters for "We Care
Dialogue Line", "Staff Promises", Eldercare, and
"Core Values" were on the walls throughout the

facility and in the breakroom.

18. Review of Ad-Hoc meeting minutes dated
08/03/14 revealed the Medical Director was
briefed on the meeting and signed off on the
meaeting minutes on 08/04/14 as he was unable to
attend.

19. Review of the QA Committee minutes, dated
08119/14, revealed a meeting consisting of the
Administrator, Director of Nursing, Soctal
Servicas Director, Admissions Director, Dietary-
Manager, Activity Director, and Medical Diractor
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was held and they reviewed all plans of
compliznce regarding the cutstanding citations.
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