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i ;
F 000 ! INITIAL COMMENTS L F000
: AMENDED
. An Abbreviated/Partial Extended Survey to '
| investigate KY00020042 was Initlatec on : Plan of Cgrrection
+ 04/12/13 and concluded on 04/24/13. In addition, ! j CGambridgs Place
! an investigation of KY00020008 was inftiated on | | AnOretatad SlandardiPartal Extanded Survey
04122113 and concluded on 04/24/13 and was | | Waum :
| determined to be unsubstantiated. KY00020042 - DISGLAMER: THE COMPLETION AND SUBMISSION OF
: was substantiated with defictencies identiflad. : I THIS PLAN OF CORRECTION DOES NOT CORSTITUTE
: Substandard Quality of Care (SQC) was ldentifled | fT’ﬁ ;BglngJNNC}“:ﬂggE;ﬁgﬁg ﬁg?ﬁﬁgfv “;\’J_FIFEH
: 3t 42 CFR 483.13 Resident tor and Facifity | . - :
 Practice. Immediate Jeot;:narclﬁ?;,:a(hhejl ;’was identlfi.c,\dy ; ; PACILITY IS GCOMPLETING THE PLAN OF CORRECTION
/ ! : : BECAUSE IT 1S REQUIRED BY STATE AND FEOERAL
- on 04/15/13, and was determined to exist on : | LAW. THE FAGILITY DISAGREES WITH AND DISPUTES |
" 01/25/13 with deficiencles ced at 42 CFR 48313 | | THE DEFICIENCIES STATED IN THE 2567AND THE
i Rastdent Behavior and Facllity Practice, F-223, | i BGOPE AND SEVERITY AT WHICH THEY ARE CITED.
22 e 12 R 837 s e ATV MO0k
- Adminlstration, F-490 at a Scope and Severity | INFORMATION RELIED LIPON IN THE 2667 IN SLPPORT 7
 (S/5) of a )", The faciltty was notifiec of the ! OF THE ALLEGED DEFECIENCIES, THIS INGLUDES, ¢
“ Imrediate Jeppardy on 04/15/13. In addition, a { BUT I3 NOT LIMITED TO, THE ALLEGED Lo
 deficiency was Identified at 42 CFR 483.20 | CONTENT/SUMMARY OF INTERVIEWS, THE !
: Resident Assessment, F-273 at a 8/S of a "D, : CHRONOLOGICAL/TIMING SEQUENCE OF EVENTS
: AND CONTACT WITH HEALTH GARE PROFESSIONALS, |
The facllity failed to ensure all r'e'sldentsg were free é%ﬁggﬁ%ﬂgﬂ%ﬁg ;g#ﬁgﬁgﬁ,ﬁ%s THE
: of abuse. On 01/25/13, the facility received an © EACILITY RESERVES ITS RIGHT TO CONTINUE :
i altegation of abuse from Resident #2, who : DISPUTING, APPEALING AND CONTESTING THESE
i reported State Registered Nurse Alde (SRNA) #1 i DEFICIENCIES AND ANY AGTION RELATED TO OR
! got In his/her bed and straduled him/her. Two (2) |  ARISING THEREFROM IN ANY OTHER FORUM AS ;
; Soclal Workers (SW) interviewed Resident #2 NEEDED.
i and gave written accounts of thelr conversations :
1 with tfe Tesident. "DIUrng iterview, and upon ; : o T
! review of the written statements, SW #1 reported |
i the resident stated SRNA #1 did not get in histher
! bed, but "he wanted to and | told him to get the ? '
“hell out of here". SW #2 reported Resident #2, in ;
: reference to SRNA #1, stated "he thinks he's sexy i
* and tried to get in bed with me, but | kicked him £
: away". SW #1 documented Resldent #2 was ; ’ ;
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Any defictency sialamant anding with an astdrick {*} denolas a deficiency which the Inslulion may be excused from corrscling providtrg |

s delermlred thal

olfver safeguarnds provide sUfficler! proleclion Lo the patients. (See Insiruclionz.} Excapl for masing homes, te findings staled above aro disclogablo B0 days
fellowing the dals of swvey whelkier or nol % plen of comaclion Is provided. For nurging homes, [he sbove findings and plans of carrection are disclosalile 14
days following tha date heoe documernls are made available o 1he facillly. If deflcisncles ars oflad, an approvad plan of gorraction Is raqulshe lo contnuad

program parflclpalion.
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| being treated for a Urlnary Tract Infection, and

 wag having increased confusion and

. hallucinations. Further racord review revealed

* there was no documented evidence an
: (nvestigation of the incident was conducted. The

; : facilty falled to investigate the allegation per their
: policy, and failed to repart the allegation to the |
i appropriate parties, Including the State Agency. |
: Interviews with Administrative Staff revealed they i
: determined, based on the regident's confusion
 and SRNA#1's adem ant denial of the incident,
 there was not a credible allegation to be
thoroughly Investigated or reportad. SRMA #1
{ was allowsd to continus worklng In an

3 unmstrlc:ted manner.

On 04/12/13 at approximately 2:45 AM, per

. interview and record review Reglstered Nurse

. {RN} #1 entered the room of Resident #1. She

Dbservad Resldent #1 to be lying sideways on the | :

bed and SRNA#1 standing betwaen Residant

| #1's open legs. During interview, RN #1 ravealed

| SRNA #1 Imimedlately began adjusting his pants

! and moved away from Resident #1. RN #1 i

 stated she turned on the light and noted SRNA #:

" had an eraction which was clearly vlsitle through :

; his pants, and his belt was open wlh the ends of |

- the belt hanging down on either side. Interview :
" with the investigaling detective revealed SRNA #1 :

:was arrested and charged under the Elder Justice : ;

CENTERS FOR MEBICARE & MEDICAID SERVICES OB NO. 0938.0291
STATEMENT OF DEFICIENCIES N F‘ROVIDEW&UF’PLIER!G_LIA (X2} MULYTIPLE CONSTRUCTION [¥3) DATE SURVEY
Al BLAN F CaRRECTION IDERNTIFICATION NUMBER: TP CoBLETED

c
185444 B. WING 04/24/2013
NAME OF PROVIDER ORSUPPLIER SYREET ADDRESS. CITY, STATE, 21v COBE
2020 CAMBRIDGE DHIVE
CAMERIDGE PLACE _
LEXINGTON, KY 40504
o) ID SUMMARY STATEMENT OF DEFICIENCIE% 1D FROVIDER'S PLAN OF CORRECTION 1%51
PREFLX | {EALH DERICIENCY MUST BE PRECEDED BY FILL ! PREFN | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATOAY OR LEC IDENTIFYING INFORMATION) OTA CROSS-REFERENCED TO THE APPROFRIATE DATE
H BEFISIENGY} !
F 600 | Continued From page 1 { R 000

lnv:astrgatton was angoing.

The facility submitted an acceptable Allegation of |

i Compliance (AOC), related to the lmmediate

| Jeopardy, on 04/23/13, with the facitlty alleging

; removal of the Immediate Jeopardy on 04/18/13. :
Dn 04/24/13, the State Survey Agency varlfied the ?
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DEFICIENCY)

TS TXT} PROVIDE RSP FLIERICLIA XZ) FULTFLE CONSTRUGTION {X3) DAVE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMELETED
C
185444 B. WING - 04/24/2013
NAME OF PROVIDER OR SUPPLIER STREET ADGRESS, CITY, STATE, 78 CODE
2020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE '
AM LEXINGTON, KY 40504
Py SLUMMARY STATEMENT OF DEFIGIENCIES [ o PROVIDER'S FLAN OF CORRECTION o
PREEDX | (EACH DEFICIENCY MUST BE PRECEDEZ BY FULL I PREFI{ | {EACH CORRECTVIVE ACTION SHOULD && | covPLETION
Tas | REGULATORY OR LS( IDERNTIEYING INEORMATION) PoTRE CROSS-REFERENCED TO THE APSROPRISTE | BATE
i :

;

at aS/iSofa D"

by:

F 000! Continved From page 2
. Immediate Jeopardy was removed on 04/18/13
. as alleged, with remaining non-compliance at 42
. CFR 48313 Resident Behavior and Facity
| Practice, F-223, F-225, and F226, and 42 CFR
483 75 Administration, F-490 at a 5/5 of an *B"
whrle the facility devefoped and Implemented the
: facllity's Plan of Correctlon and the facility's )
" Quality Assurance Program continued t¢ monitor |
. and ensure resldents were protectad from abuse,
Addltlonafly, the facility remained non-compliant
. at42 CFR 48320 Resident Assessment, F-273

F 223 483.13(b), 483.13(c)(1)(i) FREE FROM
ss=4| { ABUSE/INVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
. sexual, physical, and mental abuse, corporal
. punishment, and involuntary seclusion.

Thafac:.rhtymuat not use varbal, mental, sexual,
{ or physicat abuse, corporal punishment, or
' Invpluntary sectus%c:rn

" This REQUIREMENT is not met as evidenced

. Based on nbservation. Interview, record raview
" and review of the facility's pollcy, It was
———etermited-the-facility failed-torbarveaneffactive
- system to ensure each resldant was free from
: sexual abuse for two (2) of five (5) sampled
reswfents {Resident #1 and Resident #2),

On 0172513, the facility received an allegation of
| abuse from Resldent #2, who reported State
| Reglstered Nurse Aide (SRNA) #1 got in his/her

F 000}

F 223:
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- bad and straddied him/her, Two (2} Social
: written accounts of their conversations with the

i review of the written statements, it was revealed
i both §Ws reported Resident #2 referred to a
| lesiking water heater over histher head that
B needed to be fixed immediately, as evidence
| Resident #2 had hallucinations, Interviews with
" Adminlstrative Staff revealed they datermined,
" based on the SW interviews, the resldent's
~confuslon and changing of the story, and SRNA
. #1's adamant denlal of the Incident, there was not
_a credible allegation of abuse to be thoroughty
" investigated or raported. SRMA #1 was allowed
- to continue working in an unrestricted manner.
: No further documented evidence refated to an
: r'nmsﬁgation was provided.

| On 04/1213, at approximately 2:45 AM,
f Registered Nurse (RN} #1 entered the room of
F{eﬁldent #1. She observed Resldent #1 to be
Iymg sideways on the bed, and SRNA #1 was

: standing betwaen Resident #1's open legs.

: During interview, RN #1 revealed SRNA #1

- immediately began adjusting his pants and

. turred on the Hght and noted SRNA#1 had an
: erection which was clearly visible thraugh his
“pants, and his belt was open with the ends of the

' moved away from Resldent #1. RN #1 stated she |

- =3 %7} PROVIDER/S UPPLIEFGCLA 1X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND FLAM OF CORREGTION IDENTIFICATION MUMBER: PR COMPLETET,
C
185444 8. WING 04712412013
NAME OF SROVIDER QR §ULELIER STREET ABDRESS, Gy, STATE, ZIF CODE
: 2026 CANMBRIDGE DRIVE
CAMEBRIDGE PLACE )
LEXINGTON, KY 40504
oyt | SUMMARY STATEMENT OF DEFICIENGIES : o PROVIDER'S €LAN OF CORRECTION P s
PREF(X | (EACH DEFICIENCY MUSY BE #RECEDED BY FULL i PREFIX {(EAUH CORRECTIVE AGT:N SHOULD BE | COMPLETION
A | REGULATORY O LGC IDENTIEY ING INFORMATION) EoTAR CROSS-REFERENGED YO THE APPROFRISTE DAt
! : DEFISIENGY)
223 Continued From page 3 F 223! F 223 Rhuce
!

: Waorkers (SW) interviewed Resldent #2 and gave

! resident. Durlng inferview with SW #1, and upon

The residant hag the righ! o be free
i Fowmverbal, sexusl, physical, and

[ maiial abuse, corporal punishmant,
and Invaluntary secheslos,

Griterion 1: -Tite local police
Jepariment, Departmant for Communily
Bused Sorvives, and Office of Inspecior
Ganetal ware aff solified of the
alkegalion on 4-12-12, The faciliy
irruriedinlily inlated Invesfigations on
41213 &l 245 nm.; the local pofice
anhved shiorlly (hersafter and bagan
invesligallng as woll. The kedicat
Director was contacled &t 3:15 am.
-Residents # 1 and 2 ware sen! [0 fie
Paspital forevatuation and assessniant
on 41213, Both refurned bo the facifly
on the same day ahd were
offeredheceived follow-up counsaling
by the psychilic congulian! services
and/or the Rape Criste Center.

-The [denffled stalf member was
removed immediately and sehl &
carlified fetter lerminating s
emplayrient an 4-13-13.

Criterion 2; -Ail rosidents were
i Interviewsd by The Madical Dlractr 1o
. Uafarmire ¥ they had experienced any i
. poteniizl pagalive effects refated 1o this ;
#legalion, AN residants, except & who
Mefused, have been physlcally sxamved

by the Madlcal Director, with

soaumenlafion.of af Intervizw and

-————beit-hanging-dewn-on-bath-sides—interview-with

* the investigating detective revealed SRNA #1 was
. arrested and charged under the Elder Justice Act,
. which prohibits abuse, and & eriminal

; investigation was ongoing.

Based on the findings, the facllity’s fatlure to

. protect residents for abuse has caused or is likely

assessmenl findings. The
§ Inletviewsfexams were parformad by the
i Medical Dirctor it 4112713, 4113112, i
;414112 and complsled on 4/1543. No

FORM CMS-2E57(02-09) Previous Varsions Obsoleie
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STATEMENT G/F DEFICIENCIES 1) PROVIDEF/SUPPLIERICLIA [%2) MULTIPLE CONSTRUCTIGR {X3) DATE SLRVEY |
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: e BAENG COMPLETED
C
185444 B WING 04/24/2013
NAKE OF PROVIDER OR SUPPLIER STREET ADORESS, CI'Y, STATE, ZIP CODE
2020 CAMBRIDGE DRIVE
M E PLAGE
CAMBRIDG LEXINGTON, KY 40504
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES ! D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX [EACH DEFIGIENCGY MUST 82 PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULG BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) P TAG CROSS-REFERENCED T8 THE AZPROPRIATE ORTE
: DEFICIENCY)
i
F 223! Contlnued From page 4 : pooal resldonts exhisiled emolional, versial or
; t ! l i i physhal indications of harm. !
0 cause serlous injury, harm, impairment or - -Allresidents have hed complelion of
death to a resident. The Immediate Jeopardy the PHOS inlerdew, of the PHQAR-OV

: was ldentified on 04/15/13 and was determined to
: exist on 01/25/3. The facility was notified of the
Immedra[e Jdeopardy on 04/15/13, :

T"he faciity provided an acceptable Allegation of
. Corrpliance (AOC) related to the Immediale
Jeopardy (M) on'04£23/13, with the facility allegmg ;
“the IJ had been remaoved on 04/18/13. On .
} 04/24/13, the State Survey Agency verified the 1J
- was removed on 04/18/13 as allagad, with 5
- remaining ron-compliance at 42 CFR 483.13
| Resident Behavior and Facility Practice, F-223 at | ;
l a Scope and Severity (3/3) of 8 "D" while the g
; facility develops and Implements Its Plan of ;
; Correction and the facility's Quality Assurarnce |
Program continues to monitor and ensure ;
i resrdenl% ara protected from abuse, ,
!

! The findings include:

- Review of the facility's policy titted "Policy on
- Abuss”, undated, revealed sexual abuse was
* defined ps, but not limited to, sexual hwassment
- s@xual coercion or sexual essault. Continued
. review revealed the faclllty would actively promole
the abserice of abuse from all Individuals.

i
1. Review of the ¢linical resord revesled the

slaft assessmenl for moodfanlely, a3
compleled by e Social Services siaff
on 4-12-13, iz Ideniffy any who may be
éxperiencing dislrass/znxlely related fo
Ih% fey:oried allegation. Residents were
als0 asked questions during thass
interviews/agsessments lo defermins i
they had any conesms ragarding deir
Gare oresrey vers, if they foll safe in the
facilly, ot If they had any concams
refaled 10 ailse. No residents had a
score on the PHOA or PHEOS-OV thal
Indicmted any maod or anxlely issues,
The PHOS Intsrview andfor PHD-OV
asspszman| aad inleview suastichs
pertaining fo care/caregivers and any
eoncerns refaled to abuse, wilt be
radone agsin In 1 week, and In 2 woeks
by (he Suclal Service staff 1o dalermine
thal thera am no defayed effecls
experienced by the reskients,

-The Faniliesresponstila partes for alt
residents were contaced and Informed
of the altagafion on 4-12.13, £-15-13
and 4:16-13 by the Social Service slalf,
the BXON snd the ADOH. Deifified
tetlers weve seni on 4-17-13 o any
famitiss who could nol be reached by
{elephons,

-The facility increszad sacurily on the
rlghl shifl wilh Facility siaff on 4-12-13
and a sacUilly officer service was
emyployed by the facility for #he night

shlfon 441313

-fa::ﬂ ity-admitted-Rosident #2on O584/04-with
dnagnase3 which Included Generallzed Muscle |
i Weakness, Debility, Depression and Senile
CPementla, Review of the Quarterfy Minlmum
. Data Set (MDS) Assessment, comipleted by the
 Iacility on 12/28/12, revealad Mesident #2 scored
. ten (10) of a possibie fifteen (15) In cognition,
indlcating the resident was moderately Impaired

H

:

Gritarlon 3:

-All fzciity staff wore

Inserviced on abuse and [he fasily
abuse paley, including, but not Mmited
lo: identifizafion, protection of
tésidents, and raporling of abuse, a3
provided by lhe Staff Davelopment
Gaordinator on 4/12/13 - 4/16/3. Any

i
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- In cognilive skills. Review of Section D of the |
: Quarterty MDS Assessmert related [o Mood

' revealed Resident #2 had trouble congentrating
_or: things, but wag asseased with no other

! indicators for mood disturbance. Revisw of

. Section E0100 revealed Resident #2 exhibitad no
- hatlucinations and no delusions during the
assessment pariod,

Interview with the Administrator, on 04/12/13 at

i 210 PM, revealed Resldent #2 alleged, a few

maonths ago (01/25/13), SRNA #1 had straddlad

him/her in the bed. She stated two Social

: Workers (SW) went immediately to Interview the

 resident, who then denied the allegalior. The

¢ Administralor stated Resident #2 had a history of

1 canfusion and seeing things that weren' there, -

i and was being treated for & Urinary Tract

: Infection st the time of the allegation. She stateé
the facility declined to conduct a format
mvestrg}ﬁtlon i
Durmg Interview, on 04/12/13 at 5:08 P#, E

i Resident #2 stated "it was at least a couple of

i weeks agp” that SRNA #1 got in histher bed and |
i straddled him/her, with one leq on each side. i

The residen! reported thal he/she told SRNA#1, |

L "you better get off me*, and he did. Residen! #2 _‘

furfhPr stated hefshe reporled the incident when it

. oceurred, but could not say who he/she reported

*4)ID | SUMMARY STATEMENT OF DEFICIENGIES - PROVIDER'S FLAN OF CORRECTION i 05)
PREFIX : (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG | REGULATORY OR LSG IBENTIFYING INFORMATHIN TAG :  CROSS-REFEAENCED T THE APPROPRIATE DATE
DEFICIERTY)
i . laff on feave, vacabion, or unavalable
I 223 ; Continued From page & F2231  forthe Insarvice has been focked out of

the lime cinck, and will not b= able ta
check Iy or work untit complaling the
insendos edusalion,

~All nurse supenvisors and administralive
nurses have racelved liserdos education
on he Ivesfigalion and mporting of
abiise as provided by the DON ahd
ADON on 4-16-13, irchuding bl nol
limiled ip: Kantiization of events
rézulring investigafion; Intaviewing of
rasidents, staff and all withesses; and !
reporing of allegations and findings.

Criterion 4

-All flegations will be raviewsd by the facility
investgaiion leam (Adminisfrator, Soclal
Servica Diraclor, DON and ADON) 1o ]
determing which leam members will invastigale
and report the allzgallon lo the required sutharities ;
SEVEN days pir wesk. i
-Tha faclily QA Cormmities, with the Mecizal
Director, convered on 4-17-13 a1 9:20 a.ny, lo i
review the circunislances of the atisgation and all
Inferventions which have beer and will be

Implamented b the fclity. The faclity OA

Commities mal again on 5-23-13 with B

Medical Director for the regularly scheduled

(A Commitiee Mesting.
-The Adiintsirater shall complate an altegalion

checklial wilh exch allegation investiyation &

delermine [hal faciilty policy art procedure was
aceurately and Horcughly felowed, The checidis| i
deialls the fequired steps of the lvestigation ;
procesz from beginning fo erd o slop the ;
Investigater through aff aspects. IHha i
Aguvinsiralor is unavallable, the DON or i

; - to-arddid ot revalt anything sbont @

'- inuestigstion.
Rewﬁw of the wrilten statement of SW #1, dated :
: 01/25/13, revealed Resident #2 stated SRNA #od
 did not get in histher bed, but "he wanted to and | ,
: told him to gei the hell out of here”, Review of the |
ert{en statement by SW #2, also dated 01/25/1 3 !

Social Services Director will complete i
the checkltsl. Any ilam en lhe charklisi ]
delermined fo be Incomplels shall be enrmactad i
uneer the supervision of e Adrintsiralor

and the sppropriste team member fe-educaled,
-The Adminlslralor will complets an abagation
chealfis! audll far 100% of the allegations mage
and Invesligated.

-Tha £QI Indieator for the monligring of somptiance

;
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C
185444 8, WiNG - 04/24/2013

HNARE OF PROVIDER OR SUPPLIER

STREET AD[YRESS, CITY, STATE, ZIF CORE
2020 CAMBRIDGE DRIVE

i  allegation against him. The DON and the HS
{ concurred SRNA #1 was very defensive and
Hindignant during the intesview, and adamanty

" while providing care to Resfdent #2. They stated
. SRNA#1 seemed "very sincera”, The DON ang

- the HS hoth stated that based on the resigenl's

¢ confusion by history, no observations of anything
: inappropriate by {SRNA #1} hts adamant denial,

¢ denied any inappropriate commenis or behaviors |

CAMBRIDGE PLACE
R LEXINGTON, KY 40504
(X4 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF GCORRECTION T o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL §OPREFIX {EAGH CORREGTIVE AGTION SHOULD BE LaMsLETHON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; R - CROSS REFERENGED TO THE ARPPROPRIATE UATE
DEFIGIENCY)
F 223 Contted From page 6 F 223? wilh the componsnts of he abuse regutation
: revealed Resident #2, in reference to SRNA #1, i o Intluding, byl not limiied to, invesligaling and
stated "he: thinks he's sexy ard tried (o get in bed | © reporling of abuse, will be uliized weekly X 4
. with me, but | kicked hlm away". Both statements ! ; ?f;ﬁ;}fn'gf?hgnggﬁ?ﬁgﬁem”w Ihe
'indicated Resldent #2 exhibited hallucinations T findings of the compleled allsgation !
- 8bout a leaky water heater on the ceiling. ‘ { checklists and CQI indicators willbe reviewed by
i the comporale contracled nurse consuliant with
: lntervlew wilh W #1, on 04/15M1 3 at 3:.40 PM, : smonthly vislte, o determning thal aflegaiions were
facﬂity SW #1 stated Resident #2 denisd SRNA | C .
i ; complete andfor the CQI indieator Talls o amsel
: #1 had gOtten In h[S/hervbﬁd. She further staled E : treshofd, 1he Adrintstraton, with guldancs from E
i she and SW #2 felt Resident #2 was confused | i lhe nwse consulan, will formufate a Plan of Acion
i and delusipnal. Therefore, they determined ' ; andpresent it ko lhe QA commitee for review and
i nt #2 hed n . ) ion. - reecmmendations. :
Raslde ot made a credble sllegation © The Adminisiefor developed a Plan of Comacton
' ' checklisi to assure ongolng complellor of comective
 Interview with the Director of Nursing (DON) and gmion o g ‘i%‘dif M"gﬁﬁﬁg mnpa{:ﬁﬁ actions e
- the MDS Nurse, on 04/15/13 at 4:00 PM, i’ . holuded. The checklis! will be completed monthly
- revesled the MDS Nurse was House Supervisor i ;x4 The Adminisieslor will report e results 1o the
. (HS) at the time of Resldent #2's allegation ¢ QA Commitiee monlhly,
. regarding SRNA #1. Continued Inlerview : ;
. revealed the DON and the HS had Interviewed {
| SRNA#1 on 01725113 after hearlng of the Criterion 5: 47613

i was rot a credible allegation.

Duﬁng follow-up interview, on 04/45/13 at 3:05
- PM, the Administrator stated two (2) Social
Workers inferviewed Resident #2 at different

; times. During both interviews, the resident

i denfed SRNA #1 had gotten In his/her bed, and

—-*———-and"th@re'qlﬁeyﬁ{-changmy histherstory-theyfelt ;1 :
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F 223 I Continued From page ¥ .

! exhiblted halluciiations when he/she bacame
“upset about a water heater that was not there.
: Based on the resident's confusion and

- hallucination about the water hester, angd the :
: resident changed his/er story, the Administrator
i concluded the allegation had no merit, e, was |
: not credible, and no further investigation was
F warranted. i

: However, review of the employee file for SRNA

- #1 revesled an employee conference was held on
* 01/25/13 and there was written counseling refated
' to maintaining a professional appraach with

; resldents and treating all residents with respect

. during care giving. Further review revealed the

- DON docurented SRNA #1 “denled
inappropriate interactions witk any residents and
refused to slon'

Review of the staffing schedule for Janusry 2013 |
; revealed SRNA#1 was working the night shift on |

01/25/13 onthe East Hall where Resident #2 !
! resided. Continued review revealed SRNA#1 !
¢ worked the 11-7 shift on the East Hall nearly
i every night, Including 01/011 3 through 01740713, |

and 01/1513 through 01/31/13. Continued :
review of the staffing schedule revealed SRNA #1
: continued working regulerly, up to and Ingluding
. the nilght shift of 04/12113.

F 223]

—20-Orr D412/ 13-the-StateAgency received s
. facility reported incident of "possible sexus|

: assautt” when an employee was observed in a
: "compromising positicn” with Resident #1,

Revlew of the clinical record revealed the facility
; admitted Resident #1 on 08/30/11 with diagnoses

i which incluged Generalized Muscte Weakness,

H
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F 223 ! Continued From page 8

! Difficulty Walking, Depression and Insomnia.

: Review of the Quarterly Minimum Data Set
(MDS) Assessment, dated 02/04/13, revealed the
: facility's assessment of the resident ncluded a

: Brief Interview for Mental Status (BIMS) score of
: thirteen (13} out of a posalble fiftaen (18),

. Indicating the resident was cognitively intact ang
 therefore Inlerviewable,

Interview with the Administrator, o 04/12/13 at
" 2:10 PM, revealed on 04/12/13 the House
" Supervisor (HSVYRN #1 working the night shift
-entered Resldent #1's roorm and observed SRNA
- #1 with his belt unbuckled and en erection visible ;
through his pants. She immediately sent SRNA :
#1 to the desk while she evaluated the stuation to |
_ensure Resident #1 waz okay. Initially, the ;
: resident denied anything happenad and denied
i any complalnts. The HSIRN #1 laft the room to
- find SRNA#1 grd confifmed he had been seen g
- going oul of the facility, and a search of the ;
. parking lot revealed his car was gone. The :
. HS/RN #1 went back to Resident #1's room with |
_the Nurse assigned to his/her care Licensed i
_Practical Nurse (LPN #2). At this time, the
_resident reported SRNA #1 was giving therapy
. "on my battom”. The resident further reported
. SRNA#1 gave him/her therapy about once a :
- weel. The Administrator was called at home, and -
- she called 811 and came to the faclity. The

F 223!

———farility'sinvestiyation-was-initiated rmediately
and was onpgoing.

- Review of the writien staterment provided byRN |
.11 sfter the incident, and Interview with RN #1 on i
- 04A17/13 at 9:15 AM, revealed she was working in|
. the position of House Supervisor on the night shift
-of 04/12/13. During her routing rounds, at :

H
i
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F 2231 Continued From page 8 ; F 223:
: approximately 2:30 AM to 2:45 AM, she entered : i
E the roors of Resident #1. The door was open, the '
! ourtain was pulled around the resldent, and the :
light was off. The Murse was not aware at that : :
tirme Bnyone else was in the room. Without ! ;

H

i saying anything, she peeled around the curtain.

- Resident #1 was lying sideways with his/her ‘
i botiem at the adge of the bed. His/her legs were | i
: bent at the hips and the knees, and the resident's | i ;
" knees were apart and up in the air. SRNA#1 | ;
! was standing batween Resident #1's legs in a ' :
. crouching position, with his knees hent slightty !
" and one hend on each of the resident's legs. As
i the Nurse pulled the curtain back, SRNA #1

! Ippked up and saw the Nurse, stood up and

. began adjusting hls pants. RN#1 was shocked |
i and couldnt believe what she was seeing. She

! asked SRNA#1 If the resldent was sliding out of

i the bed. SRNA#1 replied “yes" and begar
walking awsy. The Nurse furned the llght on ard

| phserved SRNA #1 to have an erection clearly

- vistble through his pants, and his belt was undone
‘ with the ends hanging down on either side. RN

. #1 instructad SRNA#1 to go to the desk. When
* he left the rapm, the Murse began asking § ;
. Regident #1 what happened. The resident was |
! very calm, "emotionfess”, and reported nothing | i ;?
i had happened. The resident had pb complaints
i atthattime. The Nurse went out to the Nurse's |
: station where LPN #2 was sitting. She asked him !

~wiers SRNA#Twasand the LPNTepiethe ; : ;
; walked past the desk in the direction of the exit :
“door. Astaff member (RN #1 could not ;
: rerriember who) went to the parking lot and ‘
: varified SRNA #1's car was gone. RN #1 and i
i LPN #2 went back to Resldent #1's room to : ;
. ensure the resident was okay, and try to :
! determine what exaclly had happened. On i

i
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F 223 { Conlinued Frorm page 10 F 223 :

exsmrnatron the resident's perineal area
appaared red and moist, but no facerations,

¢ bruising or blseding was noted. At this time, the

: resident steled he/she was "getting therapy in my
: boltom”. The resident reported SRNA #1 provided |
' the therapy "al Jeast once a week". The resident :
: also pointed to the left lower quadrani of histher

. abdomen and stated it hurt. Wher RN #1f had

F ensured Resident #1 was not in acute physical or | :

i mental distress, she called the Direclor of : ;
Nursrng {CON} al home and reported the ,
{incident. Ultimately, the Adminlstrative team, the
i facility's Medical Director, local police, and
Emmgency Medical Services (EMS) responded | :
 to the facility. Resident #1 was transported to ﬂ“m : i !
- Emergentcy Department (ED) at a local hospitsl |

* for examination. :

" Interview with LPN #2, on 04/16/13 at 3:47 PM, ¢
; revealed he was the Nurge assigned to Resident |
i #1 on the night shift of 04/12/13. He stated he
i was ail the desk betweean 2:30 AM ang 2:50 AM
fwhen SRNA#1 walked by, in the direction of the |

! exil on the other side of the bullding. He stated

- he assumed SRNA#1 was going outside to
“smoke. He further stated within two (2) minutes, :
; RN #1 approached the desk and stated SRNA #1 :
; had to go home and reported she had ohserved
! him in a sexually tnappropriate encounter with

i Resident #1. Contlhued intshvlaw revealed he E
WEWS‘&W‘SRNK#T STArWaTgoTE

from the parking lot. On further interview, LPN #2 ; :
' stated he weni to check on Resident #1 with RN | : :
. #1. He slaled the resident pointed to the feft :
 lower quadrant of the abdomen and complained ;
- of pain. ' LPN #2 further reported Resident #1 ;
. stated SRNA #1 was giving him/her therapy and :
: stated il had happened before, "about ance a :
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F 223 E Continued From page 11 F223 ;
{ waek’, o ;
- Review of he ED record for Resident #1 revealed | i
i the resident arrived on 04/12/13 st 4:35 AM, and | ‘

fwas the reported viotim of a sexual assaull at the |

: nursing home where he/she resided. Further
. review revealed the Sexual Assault Nurge :
i Examiner (SANE) was in route to perform the :
: physical examination. Cordinued review revealed ;
i aff results of the examination, Including any i

specumens collected, wera turned over to faw

i enforcement officials. Resident #1 was medrcany
 cleared and discharged back lo the nursing home
fmr foltow up care,

’ Observatmn on 04/12/13 at 4:50 PM, rovealed
f Resident #1 had besn movad to a differen room,
? as histher previous room was considered a crime
. scene and a police investigation was ongoing. |
i Resident #1 was silling on the side of the bed : , f
: and appeared clean and well-groomed, and was E
{ dressed appropriately in perzonal atlire. The
" resldent demonstrated a very flat affect, i.e.
- he/she exhibited no change in facial expression
or tone of voice.

- During interview, on 04/12/13 at 450 PM, ;
; Resident #1 slated " was raped last night”. : .
- Reslident #1 siated there was one clher incident P
: "atong time ago”, hefshe did not report the first :

—““thrdent'and*mufdrftﬁgt:m“ﬁm-ht}w (7<) 074 114141 e ;

i found out this time. Regident #1 referred to ;
| SRNA#1 by name and sialed, "he hurl maup |
Linside”. On further tnterview, Resident #1

- expressed amblvatent feslings toward SRNA #1,
:e.g. "he was vety kind", and "l was afraid of hrm"
. Resident #1 denfed a clear memory of the day's

;  events but stated I had been a very long day and
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: he/she was very lired and "done talking about it® ,l

Inlerwew with the sister of Resgident #1, on ;
| 04/14/13 at 11:36 AM, revealed she was the :
i resident's Power of Altorney {(POA). She stated | i
’ the factiity calted her about 3:00 AM on 04/12/13 |
5 and reported Rasldent #1 was the viclim of & '
i pussible sexual assaull. She further stated she | : :
- and the resident’s daughter went directly to the |
heapltai Emergency Department and mel ‘E
. Resident #1 there. On further interview, the POA | ; ;
 stated the Sexual Assault Nurse Examiner ‘
(SANE told her she examined the resident for

| evidence of sexual assault and found him/her to ;
i have a small tear and some blood. During :
: continued interview, the POA stated she knew :
: Resident #1 was swabbed "for semen and stuff®
5 but the results weren't back yat.

Inferview with SRNA %3, on 04/18/13 al 10:40 | :
AM revealed she accompanied Resident #1in | i !
{ the ambutance to the ED. She stated she : !
i remained with the resident throughout the stay ;
: and return frip to the facillty. She further stated
- the reslkient did not speak of the incident in the
ami]ul:ance howeaver, when the famity arrived at
[ the £, Resident #1 fold them SRNA #1 had
! raped himther, Continued interview revealed
| SRNA #3 was present during the exsmination by | 5
| the SANE Nurse. She stated she helped hold the !

Srasfuentsfegsduring therexanrrard- repmteti-zhe
¢ resident appeared to be “ripped a fittle on the g.
{inside”,

! l

. Interview with the lead detective for the ¢riminal s

nvestigation, on 04/15/13 at 1:40 PM, revealed | :
. he was in charge of the investigation and was stilf i

i coflecting Information. During interview on ! :

! - ;
i H ¢

!
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04/18/13 at 3:40 M, the detective revealed

SRNA#1 had been arrested under the Efder ,
Justice Act, which prohibits abuze, He stated the
investigation was ongoing; however, it would be |
geveral months before results of the forensic i
avidence analysis would be avaitable, :

 Interview with Physician #3, from the facility's

; contracted Psychiatric Services, on 04/16/13al
: 3720 PM, revealed he had avaluated Resident #1 :
: garlier that day on 04/16/13. He slated the :
" regident readily reportesd having been raped by E
i SRNA#1. The resident stated It had happened !
. twice, Physician #3 further staled Resident #1
- exhibited & flat affect and increased sadness. He i
¢ explained the resident was experiencing mixed !
. emetions. Despite the rape, the resldent was |}
' dealing with the loss of a friend, as SRNA#1 was
i kind and made himsher feelf special, i

{ Follow-up interview with Resident #1, on 04/23/1 3 !
at 3:00 PM, revealed the resident had been

"awful nervous”, bul no longer fell afraid and was
| glad SRNA#1 had been arrested. He/she stated :
: SRNA #1 raped him/her twice, the first fime was a |
long time &go. On further interview, Resident #1 |
| stated SRNA #1 gaid he was giving therapy. The |
resident could not say what kind of therapy, "just :
therapy'. The resident further stated "he

shouldn't have done it".
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F 223 | Continued From page 13 F 223;

Interview with the Medlcal Director, on 04/16/13 :
: at 3110 PM, revealed he had been fully Involved in |
i the facility’s response to the incident with ;
- Resident #1 on 04/12/13, Continued interview !
 revealed he approached each resitent and asked :
¢ if they had any concarns with any siaff acting

i inappropriately. He stated while talking to
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. Resident #2 the resident reporied someons, an ! !
" employee, straddled him/her some time ago. The| i
: resident gave no other delails except to say '
- hefshe told the perpairator, "get off you SOB”,
" The Physician declined to perform a physical ;
. exam, but reported the inferdew to the pollce and E
: sent Resident #2 to the Emergency Department _2
- a5 well, in case there was any physical evidence |
“10 be obtained. On further interview, the Medical | i
- Director stated on thinking back, he recalied i i
. Resident #2 had made an aflegalion of some :
- sort, but he had not Interviewad him/her at that ‘ : A
‘time, He stated he knew the faciiity did sorme sort | :
* of investigation and ha recalled the facifity felt é :
. Resldent #2 was confused when the allegation :
“was made, talked aboul a radiator, and was being | E
. freated for a Urinary Tract Infection, He statad :
; perhaps if the State Survey Agency had been ;
: involved, i would have made & difference, bul
i asked "how could you have known any differsnt f | ;
he/she changed her story?”

Rewew of the facifity's investigation summary, : :
i dated 04/16/13, revested abuse was ; :
| substantiated, The facillly determined SRNA#1 ;-
| was the perpelrator of sexual abuse and was | !
: terminated. : i

: The facility provided an acceptable AQC on
: 04/23/13 with an alleged remaval of the 1} on f

W—*ﬁﬁf‘iﬁiﬁ—ﬁewewwﬁheﬂ@eby'hm Staterurvey: ;
Agency revealed the facliity fmpfememed the : :
. Tollowlng actlons:
: 1. The facility immediately inilialed an ;
{ investigation on 04/12/13 al 2:45 AM. The Pollcs :
| Department (PD), the Departrment for Community | : :
: Based Services (CBS), the Office of the : ,

1
i
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Inspector General (OIG, referred lo as State
- Agency), and the Medical Director were nolified.

2. Residenis #1 and #2 were senl to the hospital ;
- for evaluation on 04/12/13. Bolh residents
_returned to the facifity the same day and were
- offered follow-up counseling by the consuliant
" Psychialric Services and/or the Rape Crisfs :
. Cenler.

3. The identifled staff member was removed
- Immediately and sent a certifiad letter term lnatrng
Iis ernployment on 04/13/13. :

_4. Allresidents were inlerviewed by the Medical

. Director to determine if they had expertenced any |

. potential negative effects refaled to the allegation, |

. Adl residents, except six (6) who refused, were |

. physically examined by the Medical Director,
begmnlng 04/12/13 and completed on 04/15/13. _
5 The Social Services staff compleied tha PHQS : '
: interview, or the PHQY-0V Assessment for
: mioodranxiety on 04/12/43. No resident had a :
i score on the PHQS interview or the PHQY-OV
Assessment that indicated any mood or anxigty ,
' concerns. The fachiity was to repeat the
| interviews/agssessments in one week and in two ;

; : weeks, lo evaluale for any delayed effects ;

, experuenced by the residenis,

i
* 6. The families and/or responsible parties for ail |
 rasidents were contacled and informed of the i
- allegation. The Social Services staff, the Director ! ! :
- of Nursing, and the Assistant Director of Nursing i i :
! phoned each party beglnning on 04/12/43. Any | ) ;
t family and/or responsible party that could not be ! :
; reached by phone by 04/16/13 was sent & : '

: i . i
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!

i certified letter on 04/17/13.
H

i 7. The facillly employed a securily officer for the
: might shifl, beginning £4/13/13 and ongoing. n :
- addition, increased staff on the night shift for :

added security, beginning 04/12/13. ) f

8. All facitity staff was inserviced on abuse and

- the faclfity’s abuse polley, including, but not

: imited to: Identilication, proteciion of residents,

: and raporting of abuse, as provided by the Staff - : 5

i Development Coordinator on 04/12/13 through

| 04/16/13. Any staff on leave, vacation, or 5
! unavailable for the Inservice was locked out of the | i

§ i time clock, and will not be able 1o clook in or work
: untlf completing the Insarvice education.

: &, Al Nurse supervisors and administrative
Nursés received fnservice education an the
_? invesiigation and reporting of abuse as provided
¢ by the Director of Nursing (DON) and the
i Assistant Director of Nursing (ADON) on ; :
! 04/16/13, Including but not Bmited to: } P
i identification of events requiring investigation: i :
i interviewing of residents, staff and afl witnesses;
t and reporiing of allegations and findings.

, 10. All altegations are to ba reviewed seven (7) ;
! days per week by the facility's investigation team,
: consisting of the Administrator, the Soclal Service

e pivetor e DON and e ADON fo determine
. which team members will investigate and report
. lhe sltegatlon to the required authorities.

' 11, The factity's Quality Assurance Commities,
" with the Medical Direcior, met on 04/17/13 to ; !
: review the circumsiances of the aflegation and aff ;
; inferventions which had been or would be : : '

~ ;
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. . ! i i
; lmpfamanted by the facitfty. i :
12 The CQl indicalor for the monitoring of %

| compliance with the components of the abuse

! regulation, Including, but not limited 1o,

- Invastigating and reporting of abuse, are to be

: ulifized wilh each allegation. The CQI mdlcator ts

1o be used at least weekly for four {4) weeks, then

: monthly under the supervision of the ;
| Adminisirator, :

The Slate Burvey Agency validated the ;
: implementation of the fecility's AOC as foliows: | i

E 1. Interview with the Administrator, on 04/12M3 | i
: al 2:10 PM, revealed she had called 911 !
imm:ﬂ:drateh.ir after receiving the report of lhe '
tincldent. She slated the PD responded ; i
inimediately. Interview with the Lead Detective,

; on 04/15/13 al 1:40 PM, revealed he had : :

{ assumed charge of the investigation on the §

: morning of 04/12/13, from the night shift officer ;

1. who responded to the 911 call.

2 A review of hospltal records revealed Resldem
. #1 and Resident #2 were evajuated In the ED and
“ransferred back 1o the facliity on 04112113 :
. Interview with Residert #2, on 04/23/13 at 2:50

; PM revealed a ot of people had been talking to

- her, but she did not remember who. Interview

—"wm“mtﬁﬂmldgntmmﬁwﬁﬁf13%«1‘3‘6@?!@!
i revealed she had talked to the Rape Crr‘ars i :
| Counselor. Interview with the Administrator, on i ; i
. D4/24/13 at 9:40 AM, revealed she had #poken ; :
| with the Rape Crists Counselor in the facility on
| 04/15/13 and 04/16/13. She staled the counselor
: had a private interview with Resident #1 on

{34316/1 3 and would return weskly &3 needed.

FORM cms-zﬁﬁ?(az-gm Previous Varsions Dbsalgle Evant [(:JREIN Faciilly [0: 180461 If cenlinuation sheat Page 18 of 66




e
o
=
fa
2
i)
12
[\
of
LT
T
=Z
P
5%
L
Lo
L)
g
(5 72
Loy
el
e
L
LS

‘ PRINTED: B5/28/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRDVETD

CENTERS FOR MEDMCARE & MEDICAID SERVICES OMB NG, §938-0391

STATEMENT OF OEFICIERCESR {X1] PROVIDERSUPPLIER/CLIA (2 MULTIFLE CONSTRUCTION {%3) BATE SURVEY

RLAY il Cau AT ad A TAY VR N ¥ 1T = LR FTED

B, BUGHINDG

C
185444 B. WING . . D4/24/2013
NAME OF PROVIDER GRSUPPLIER STREET ADDRESS, CITY, STATE, ZIP COLE
2020 CAMBRIDGE DRIVE
PLACE
CAMBRIDGE PL. LEXINGTON, KY 40504
P | SUMMARY STATEMENT OF DEFICIENCES ; o PROVIDER'S PLAN OF CORRECTION U

PREFIX : {EACH QEFICIENGY MUST BE PREGEDED BY FulL ! PREFIX | {EACH CORRECTIVE ACTION SHOULO BE { COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) H TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE,

DEFICIENCY)

T H
! i

[
F 223 | Gontinued From page 16 i F22al |

! She further slated Resldent #2 refused the P ’

{ service. Inferview with the contracted Psychiatric

{ Barvices physician, on 04/16/13 at 3:20 PM,

! revealed he had seen and evaluated Resident #1

i and Resident #2 on that day.

3. Intorviews with LPN #2 on 04/16/13 at 3:45
P, BN %1 on 04173 al 915 AM, and RN#2 .

on 04/21/13 af 8:30 PM revealed SRNA #1 left
the facifity immediately after the incident and had
not returnad, RN #2 observed SRNA#T leave via
the side exdt, LPN #2 went inlc the parking lot
and confirmed SRNA #1's car was gone. Review
of the letler addressed to SRNA#1, dated
 04/12/13, revezled the following: "Effective : .
* immediately, you are no fonger an employee of | :
. {this facility). You are not {o come to this facilily :
‘ for sny reason. Your pay check will be matled to
' you," The telter was signed by the Administrator.
i A raview of the Certified Letter ticket confirmed
the letter was sent as atteged. i

4. Review of the Physician's notes revealed he
i Interviewed alf one hundred and one (101}

: resldents in the facifity beiwaen 04/12/13 and

P 04/15/13. A physical examination was performed :
© on ninety-flve (85) restdants, six () residents ;
refused the exarnination, but dld participate in the ;
interview. Continued review revesied only i
. Resident #1 and Resident #2 had identifled : ;

i concerns. Al ofher residenis deniéd any . : i
inappropriste sexuat behavior or abuse. All
physical exams were pormal; speciically, there

: was no bleeding, brulsing, discharge or

- excoriation. During interview on 04/16/13 at 3:10
- PM, the Physician confirmed the resident
intarviews and examinations were completed.

1 3
| i
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F 223‘ Continugd From page 19
i 8. Review of the M[XS Section D for Mood
| (PHQ-9) revealed every resident was agsessed
- on 04/12/13 and agsin one week faler, on
- 04/19/13. Contihued review revealed no
" fmmediate or delayed reaclions to the incident
-warg idenlified. The assessmenis included
: standardized quesiions related to mood and
: open-ended questions {o identify any spacific
: problems or anxlely. Interview with the
- Administrator, on 04/24/13 st 9:40 AM, revealed
. the assessments would be performed again at i
: the two (Zyweek mark, on 04/26/13. i

: 8. Intetview with SW #1, on 04/15/13 at 3:40 PM, |
revgsled she was in the process of contacting the |
- famtiesfresponsible partles of at] resident :
: regarding the incident on 04/12/13. Interview with |
the Adminisirator, on (/4/24/13 at 9:40 AN, :
revealad only five {§) families had not been
contacted by 04/16/13. Cerlified letlers wars seﬂ{
lo these famifies on 04/17/13, confirmed by

i review of the postal tickets. Review of the fetter,

| dated 04/17/13 and signed by the Administrator

: reveated the famillles were being contacted hy

! letter as the facility had been unable to reach

: therm by phone. Continued review revealed the

- addressees were informed of an alleged sexug!

- assault at the facility and measures were bring
taken to ensure all resfdents were protected.

: Contaet Informalion for any questions or

F 223

CONCETTTS was includsd;

7. Interview with LFN #2, on 04/16/13 al 3:47 |
| PM, SRNA#2 an 04/18/13 at 10:24 AM, SRNA#4 ; i
i on 04/18/13 at 10:56 AM, and RN #2 on 04/21A3 |
i at 8:30 AM, revealed a sacurily guard was !

!

S present on the night shift since Ihe incident. In
ﬁddltlon extra staff was on duty at night for added

€
i
i

§
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: security. Continued inlerview revealed he
' security guard and staff patrolled the building end ;
. the grounds throughout the night, ensured doors |
- Bnd windows were secure, and checked with slaff |
: for any problems. Interview with the .'
; ! Administr ator, on 04/24/13 al 9:40 am revealed | ; :
* the security guard had been hired through a local | :
_seourity service and was on duty 10:00 PM untll '
©6:00 AM. In gddlifion, an extra staff person, e.g.
{ Mainlenance, Housekeeping, or SRNA was on
duly on the nlght shlft, from 11:00 PM unlit 7:00
 AM. She stated male staff who exhibited a strong | ;
: presence were chosen for the extra shifts at : : ‘

. 8. Interviews with LPN #1, on 04/15/13 at 2115 |
: PM, LPM #2 on 04/16/13 at 3.47 PM, RN #1 on 1
PO4/1 73 al 815 AM, SRNA#2 on D4/18/13 at i
' 10:24 AM, SRNA #6 on 04/23/13 et 1:32 PM, 5
. East Wing Unil Coordinalor on 04/18/13 at 2:15 |
) . PM, and SRNA #5 on 04/23/13 at 350 PM, :
i : revesled all had attended mandatory [nservices | "
! slnce the incident of 04/12/13. The training i i
% included appropriate responses Lo a whnessed or | :
« reported abuse. Emphasis was on protecling the : :
; resident, ramoving the perpetrator, and reporting | i
= immediately. Inlerview with the Staff ; i
: : Develppment Coordinator (SDC), on 04/23/13 al : :
: 2:27 PM, revealed she had conducted abuse
: tralning for every slaff member in every

i dapartment. In order to reach all sfaff quickly,
: training was providad in a varlety of ways, ; :
: including classroom selting, telephone Insarvice, |
s and person-lo-person training on the units and in

! all depariments. Continued interview and review
" of the Inservice agenda revesled topics covered

s included, but were nol limited to the different

i lypes of abuse, denttiying suspicious behaviors,
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, :

: i

: suspecled, protecting the resident, and reporting |

! to the Chiarge Nurse, the Administrator, the Soclal :

; Bervices Director and the DON.  Continued

i inlerview wilh 80DG and revlew of signdn sheels

“revealed three (3) staff members had not yet :
received the training: one was on maternity leave, |

. one was on vacation, and one was a PRN {as '

‘ needed) slaff who had not worked since the

tincidenl. Slaff signatures were confirmed by

cross-check with a master llst of fecility

employees. Document review verffied the PIN

: numbers required for clocking in had been

: changed by the facility for the lhree (3) staff stil

" raquirdng the traning. A notice was posted at the

" ima clock Inslructing these staf to report to the

1 5DC, DON, ADON or Administrator prior to

reporting to their unlt of duty.

8, Review of the sign-in sheets revealed sll

- Nurses who served n & supervisory o

i adminisirative role attended abuse training on

i 04/16/13. The training was conductad by the

: DON and the ADON. Instructlcnal methods

i included handouts, discussion and & Questlon
: and Answer session. Topics included identlfying
: abusive sltualions, prolecting the resident, 5
" investigating the Incldent and reporiing to the
family, physician and State Agency.

T INETview Wi e Adninistracor, o 0/ 24718

- at 9:40 AM, revealed the Abuse Investigation

: Team conslsted of the Administralor, the DON,
- the ADON and the Social Services Direclor

i (SSD). All allagations of abuse were {0 be

| reviewed daily, seven days a week, lo delermine |
: who would be in charge of the investigatlon.

: Revlew of the Continuous Quality Improvement
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: (CQ) tool for "Abuse Investigation and Reporting” ;
- and conlinued Interview with the Administrator | _
: revealed the (ool would be used for every f i
: allegalion of abuse. The CQI tool included a | :
i checklist to ensure every slep in the investigation | ( i
{ process, including but not limited 1o identifying the |
: concern, protecting the resident, suspension of | ; :
; an alleged employee perpetrator, conlacting the H ! 1
physician and famlly, investigating the incident i
and reporling to the appropriate State Agency. |

i 1. Interview with the Quallty Assurancs (QA) :
i Nurse, on 04/23/12 revealed the Medleal Director :
| was very involved with the QA commillee. He |

| aftended at least quarterly, but usually every

: month. Review of QA meeting sign-in sheets j
 confirmed his atlendance, eilher in person or by ; E
¢ phone. She steted the Medical Director took an '

: aclive role by making recommendzllons and i ;
i revlewing policy changes. Interview with tha ! i
: Medilcal Director, on 04/18/13 al 3:08 PM, . : 5

 ravealed all allegalions of abuse were discussed |
: In monthly QA meetings. He stated thers had not ,
. been a formal QA meeling related to the incident :

:0f 04/32/13 but a meeting was schaduled for the |

following day. He further stated he had been i | ' i
close contact wilh the Adminisirator thus far in the |
i foltow up to the incident, and been active in '
{ interviewing and examining every resident. : !
: Intarview with the Administrator, on 04/24/18 at ll

—F8:40-AM—revealed-thefacititye QAcommitlen-met
i on 04/17/13t0 review the Incident of 04/12/13. |
; Review of the sigr-in sheet revealed the meeting
: was altended by the Administrator, the OON, the
: ADON, the QA Nurse, and the Soclal Services
i Deparlment. The gigr-in sheet indlcated the
: Medical Director allended via telaphone. The
Administrator stated the meeting included a
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F 223 Continued From page 23
 detalled review of the AQC as it had been
: completed on that dale. Subsequert revisions
{ were made prior to the AGC being accepled by
i the State Survey Agency. The Administrator ;
! stated the Medical Director was in agreemnent g
i with the AQC and had no additlonal
: racommendations.

12. Inlerview with the Administrator, on 04/24/13

al 9:40 AM, revealed the CQI ool for Abuge :

Investigating and Reporting would be utilized with
- evary allegation. Results would be reviewed :
“ weekly for four (4) weeks, and monthly thgreafler. .
“All results were to be reported to and reviewed
- with the contracted Nurse Consultant during her
~monthly visils, The next QA meeting was
. scheduled for O4/26/1 3.

F 225 483.13(c)(1)(i)-{ii), (c)(2) - (4)

sa=}! INVESTIGATE/REFPORT

! ALLEGATIONS/INDIVIDUALS

| The faclllly must nol employ individuals whe have |
! been found guilty of abusing, neglecting, or

. mistreating residenls by a court of law: or have
“had a finding enlered Into the State nurse gide
registry concerning abuse, neglec!l, mistraztment
. of residents or misappropriation of their properly;
-and report any knowledge it has of actions by a

: court of law against an employee, which would

¢ indicale unfitness for sarvice as a nurse aide or

F 223!

F 225

i
H
i

~other facllity si=ff {a the Slate nurse-aide regisluy:

 or licensing authorities. ;
. The Taclllly must ensure that all alleged violations
. Involving mistrealment, neglect, or abuse, !
 including injuries of unknown source and :
: misappropriation of resident property are reported |
: immediately to the adminisirator of the Tacility and |
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| to other officials in accordance with State law |
t through established procedures (including to the F 225 Abusa

| State survey and certificatian agency), The facllity must ensure that all

allaged viofations [nvolving

¢ The facility must have evidence that all atleged i mistrealiment, netlest, or abuse, ;
i violations are thoroughly Investigated, and must i Includlng Injurles of unknown sovree ;
: prevent furlher potential abuse while the ' and misappropriafion of reskdent i
i o : i propery are reperizdd Imnadlataly lo

; Investigation is in progress. g Ihe administrator of the faclilty and [o ;
: ather offictale In accordance with
. The results of all Investigations must be reported : State law [hrough eslabfiuhed ':
o the adminltstrator or hls designated ; : procedures. The faslllly st have

{ representative and to other officials in accordance | : avidence [hal all llegad violation are i
ith State | including to the State sur ang | ! thorpughly Invactigalad, and mist
£ Wl ate law (including € slale survey ; ; prevent furiher polenfiaf abuse while ;

3

I certification agency) within § working days of the ; the Invastipation Is In progirees. :
f incident, and if the alleged violatlon Is verffied :
- appropriate corrective action must he taken. i

Critarlon 1: -The locsf pollce

; deparirent, Depariment for Communly ‘
Based Ssvices, and Offlea ol Inspector ]

General wera all nollied of the :

This REQUIREMENT s not met as evidenced ! alegailon or 4-12-13. The facilly i
! by: i Immediately ilated investigalions en
. Based on inlerview, record revlew and review of i 4121300245 am,; he local poice

arfived shorlly hereafier and bagan

: the facility's policy, it was determined the faciltty . oy | ,
. failed to have an effective system to ensure all | ;;‘;;’jﬁ,‘i?ﬁj’;g ;’n‘fés’;h;i gﬁ:‘;‘ﬂl
. allegett vialations of mistreatment, neglect, or . Residents # 1 and 2 ware gen| t the
; abige were thoroughly investigated and reported | : hospitat for avalualion snd assessmenl
! 0 the State Survey Agency and to ensure i on 411243, Bolh felumed 1o the facilly
‘ residents were protected from further abuse for | g;;?;?;me day and were -
- Ty po ; o x recalved follow-up eonnseting et
T wotZyof five{Sysampled-residents{Resident #2- : by the psyehlalrle consultant serviges !
_and Resident #1). : andior e Rape Grists Center,
; : ~The tdentfed stalf mamber was
£ On 01/25/13, the facility receivad an allegation of ! remaved Immedlately and sent a
! abuge from Resident #2, who reported Stale ; Gerlified letter torminating his

 Registered Nurse Aide (SRNA) #1 got In bis/her enployment on 41343,

 bed and straddled him/her. Two (2) Social
+ Workers (SW) interviewed Resldent #2 and
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: submitted written statements of their i
: conversations with the resident to Administration. :
i Durlng interview with SW #1, and upon review of |
! the written statements, it was revealed both SW's §
! reported Resident #2 referred to a leaking water
! heater over his/ner head and thal Resident #2 |
: had hallucinations. Interviews with Administrative |
. Staff revealed they determined, based on the SW
: Interviews, the resident's confusion and changing :
. of the story, and SRNA#1's adamant denial of |
: tha incident, there was not a credible allegation to :
| be thoroughly investlgated or reported, SRNA#1 |
- was allowed to continug working dlrectly with i
: residents. i

+ On D4712/13 at approximately 2:45 AM,

. Registered Nurse (RN} #1 entered the room of

. Resident #1 and observed Resident #1 fo be lying
! gideways on the bed whlle SRNA #1 was standing
: between Resident #1's open legs. Ouring
 Interview, RN #1 revealed SRNA #1 immediately |
| began adjusting his pants and moved away from
| Resident #1, RN #1 stated she tumed on the

: light and noted SRNA #1 had an erection which
: was clearly visible through his pants, and his helt
* wiag open willy lhe ends of the belt hanging down
- on bath sides. Interview with the investigating

: detective revealed SRNA#1 was arrested and

i charged undar the Elder Justice Act, which :
' prohibiled abuse, and that a criminal investigation :
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F 225 | Contlnued From page 25 L 225! Critorton 2 L resients were

Inlerviewed by [he Medical Director o
determine ¥ ey had experionced any
potanitsl pagative sffscts related b tis
allagafors.  All residents, excepl 6 who
refused, have been physloally examined
by the Medizal Direclor, with
docurentalfon of al Infardew and
agsassmeni indings. The
inferviews/exams wera performest by tha
Medical Direclor on 4/12A3, 411312,
414112 and compleled on 41513, Ho
resldents exhiblied emolional, verbal or
physical Indicalions of ham,
-All residents have had compledion of
the PHGS Intervlow, o tha PHQE-OV
sialf assassment for moodianglety, a2
complaled by the Social Services slaff
on 4-12-13, to idenlify any who may be i
experiencing diskessfandely relatad to
the reported ategalion. Resldenls were
also asked quaslions during hese
Intrviowsiassessmanty Lo determine Jf
they had any concems ragardly el
care orcansgivers, If ey felt safe In fha :
faclity, or # thay had any concems i
refaled o abuse. Noresidents had a s
i scare on the PHQR or PHOS-GV thitl i
Indicated By mood or anxlety [ssues. ;
The PHCH nlerview andior PHO-CV ;
asgassmenl and Inerview queslions i
pertaining o care/caregivers and any i
conceins related fo sbuse, wilba ;
redong agah In ¢ weak, and In 2 weeks
; hy lhe: Soclaf Service stafl to defermine
; thal thare are no delayed effects
experienced by the residents.
=The famflesiesporsile parfies for.all

TWaAS ONgoing:

‘ (Refer to F223)

: The facllitys failure to ensure all abuse

! allegations were repotted immediately and

i thoroughly investigated to prevent further abuse
; has caused or is likely o cause serious injury,

tosldanls ware contacied and informey]
ol the aflegalion on 4-12-13, 4-15-13
and 4-16-13 by e Soclet Senvics slalf,
the DON and tha ADON. Cerlifled
latters woro sanf on 4-17-13 fo any
familles who couid not b reached by
lelephone.

-The faaflty Increased secundy e [he
nigh! shifl with lacilty gtaff on 41213
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F 225! Contlnued From page 26
: harm, Impairment or death to a resident. The
: tmediate Jeopardy was identified on 04/15/13
- and was determined to exist on 01/25/13. The ;
- facillty was nollflad of the Immed|ate deapardy on
04/1 &/13, :
i The facility provided an acceptable Allegation of
i Compliance (AOC) related to the immediate :
: Jeopardy {4} on 04/23/13, with the facility alteglng |
- the |J had been removed on 04/18/13. On ;
| 04124113, the State Survey Agency verified the L ;
‘ was remaved on 04/18/13 as alleged, with
f remaining nen-complliance at 42 CFR 483.13
: Resident Behavior and Facility Practice, F-225, at |
a Scope and Severity (5/%) of a "D” Whlle the ;
: facility davaloped and implemented its Planof
- Correction and the facllty's Quality Assurance
: Program continued to monftor and ensure i
i restdents were protecled from abuse,

' The findings include:

. Revlew of the facllty's pollcy titled "Palicy on

- Abuse", undated, revealed the facility would

; actlvely promote the absence of abuse from all

i individuals. The facility would investigate all
alleged violations; protect residents duting the
mvestlgatlon aand would report abusive sliuations

: revlew of the polloy revealed any employes
Tinvolvedimarr allegatiorotaboseornsgest———

 to the regulred r&gulatory agencies. Fuyrther i :
i tplemenlsg by the fclly, The (acity D4

: would be suspended immediately panding

Age ncy.

: fntewfaw with the Administrator, an 04/12/13 at
- 2:10 PM, revealed Resident #2 alleged. a few

: investigation, and all allegations and investigation !
: results would be reported to the sppropriate State

T a and a securily officer service was i
employad by the facility fot he night :

$hlfon 4-13-13.

Criterion 3 -All facHty stsff were :

Ingsrvicad an abuse and the facllly

ehuse poliicy, Including, bul nol fried :
_ ba: Wenlificalion, protection of ‘
H rasldents, and repording of abuse, as
i provided by #: Stff Development
Coordinator on 4/1/13 - 411613, Any
salf on izave, vacallon, or unavailable
for ihe Inservice has bosn locked oul ol
tha Ime clock, e will ned ba abila 1o
clack In or work unt compleling the
faservice educalion.
-Altnurse supervisors and adminisdralive
nuesas have recelved insarvice sdlcation
on {he inveslyation and reporting of
abuse as provlded by fhe DON and
ADON on 4-16-13, Including bel nol
fmited to: Iderdificator of evants
requirlng invesligation; interviawing of i
residents, staf and all witneases; snd ]
reporiing of alegations and fndings.

Celtsrdon 4;

Alf allegalions will be reviewad by the facilty
investigation am (Admsnislrator, Sockal
Sepvice Direcior, DON and ADON} o
deterzlie which feam mambers will invertigate i
and raport thy alfegstion b the requived authorfies |
seven days per week, ‘
-The fecility CA Commitias, with the Medical

Clrector, convened on 4-17-13 al 820 am. io
review fhe cliumalances of Ihe alfagation and el
nisrventlory whick have besn and will be |

Commities mal again on 5-23-12 wilh the
Madlcal Olrattor for the regufary schoduled
QA Committes Mesling,
i -The Adminisbetor shal complele an sffegation
sheoklisl wiliy pach slisgafion Invesligation o
] determing that fecllity polley and pscedure was
accurataly snd horoughly Rllowsd. The checklis! :
; ditadls the required steps ol the invesfigalion .
{ progess from beginning lo end & step Ihe .
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F 226 Conlinued From page 27
| manths ago (01/25/13), SRNA #1 had straddled
#2s history of confusion; seeing things that
weren't there; being treated for a Urinary Tract
Infection at the time of the allegation; and, the
fact the resident later deniad the allegation, the
Administrator determinead the allagation waz not
credlble and decided not to conduct an
! investigation or report the allegalion to the
" required regulatary agencies. Therefore, the
~alleged perpetrator was not suspended and
eontinued to provide direct residend care,

01/25/13 on the East Hall where Resident #2
: resided. Confinued review revealed SRNA #1
“waorked the 11-7 shift on the East Hall nearly

. and 01/15/13 through 01/31/13. Contlnued

I continued working regularly, up to and including
¢ the night shift of 04/12/13.

" report from the Facility of a "possible sexual
: assault’ when an employee was observed in a
i "compromising position” with Resident #1.

" Interview with the Administrater, on 04/12/13 at

: him/her in the bed. However, based on Resident

Revlew of the staffing schedule for January 2013
: reveated SRNA #1 was working the night shift en

" every night, including 01/01/13 through 01710113,

review of the staffing schedule revealed SRNA #1

Qn 04/12713, the State Survay Agency recelivad a *

F 225]

inveslgator fhrcugh af aspacts. If the
Adminizlrator Is unavaltable, tha DON or
Sucial Services Direclor wil complete
the checkllst. Any lers on fhe checklist
dederminad lo be Incomplels shall be corregted
under the supsrvision of the Adminlsiratar
#nd the appropriae leam mamber re-educaled.
-The Adminlsteator will complele an alisgation
checkiist audif for 100% of the allegallens made
ard mvesiigated.
“The CQl Indicator for the maniforing of complianca
with Ihe somponents of {ha abuse ragulation
inchuding, buf nol Betled to, Invesligating and
reporting of abuze, wilt be ulblzad woekdy ¥ 4
weeks and then monitily thereaftor under e
supervision of the Adminisizator.
-The findlhgs of the completzd allegation
chackfizls and COI Incinalors will ba reviewed by
the comporate confracted nurss consulian] wiik
monlhly visits, b defermine Inal afisgations were
Inveslizated and repoded as Indicated,
-In the evenl of an altegalion checklist faund fo be
Incompiete andlor the GG Indizalor falls o el
threshold, the Adminisfrator, wih guldancs from
the purss conaultent, wil {osmulsle & Plan of Action
and present If fo the QA comimitize for review snd
recomimandallons.
-The Adminisiralor developad 2 Blan of Sorreciion
checkist io sssure ongoing completion of correchive
aclion on & weekly basis. Al sorective acions are
ncluded. The checkiisl wil be sompleled montily
# 4. Tha Adminstralor wilf repor tis resiilis lo the
GA Commities manthiy.

{irftarfon &:

A3

. 245 AM, the House Supervisor (HSYRN #1 on
the night shifl entered Resident #1's reom and
obsarved SRNA#1 with hiy belt unbuckled and
an erection visible through his pants.

" Interview with RN #1, on 04/17/13 at 9:15 AM,

T PN, Tevealed R UA 21T A apprakimatEly

. fevealed Ihe resident's bottom was &t the edge of

al s
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i

¢ the bed and hlis/her lags were bent at the hips

: and the knees, and the residenl's knee¢ were

- apart and up in the air. Per interview, SRNA #1
‘was standing between Resident #1's legs In a

- crouching positton, with his knees bent stighlly :
“and one hand on each of the resident's legs. i

: During an interview with Resident #1, on 04/12/13
- at 4:50 PM, the resident stated "l was raped last |
" night". On continued Interview, Resident #1 '
: stated there was one other Incident "a long time
- 8go" and she named SRNA#1 by name. The
: resident stated “ha hurt me up inside” and SRNA :
“#1 said if the resident told anyone, he would just
- say the resident was lying. §

: Interview with the Medlcal Director, on 04/16/13 :
at 3:10 PM, revealed he recalled Residant #2 had |
made an allegation of some sort, and he knew |
ihe facilty dld some sort of Investlgation. ‘
However, interview with the Adminitrator revealeﬁf
no investigaiton nad been completed.

SR

Interview with the Adminlstrator, on 04/24/13 at
£:40 AM, revealed the Administrative Team
including the Administrator, DON, ADON and
Social Worker were involved in the investigations l ;
! of abuse and had been educated by the :
; contracted Nurse Consultant related fo ; . '
: identifying, reporting and investigating allegations :

iof apuse. She Turlhat STaiEd $he Was not

j Involved in the interviews with Resident #2;

. however both Social Workers reported Resldent
: #2 denied SRNA#1 got into bed with him/her bed | !
- and stated 'l wish he/she (Resident #2) had said ! i
[ something". The Administralor further stated, f
: because Resldent #2 did not continue to claim an |
i dllegation against SRNA #1, no further : i

i
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F 225? Continued From page 29
! investigation was warranted. She stated the

| facllity stopped, but should have invesligated
: fur’therto ensure other rasidents were protected.

The facility provided an acceptable AQOC on

£ 04/23/13 with an alleged removal of the 1J on

: 04/18/13. Review of the AQC by the State Survey
s Agency revealed the facility Implementad the i
i followlng actions:

1 The facility immediately intiated an
 investigation on 04/12/13 at 2:45 AM. The Police
: Department (PD), the Department for Community |
E;ased Services (DCBS), the Office of the i
nspector Genaral (OIG, referred to as State :
? Agency). and the Medlcal Oirector were notified.

2. Residents #1 and #2 were sent to the hospital |
for evaluation on §4/12/13. Both resldents %
returned to the facllity the same day and were |
offered follow-up counseling by the consultant !
Psychiatric Services andfor the Rape Crisis
Center.

: 3. The identlfied staff member was removed
i immediately and sent & certifled lelter termmatmg ;
his employment on Gd4/13M3. o

4. All residents were intetviewed by the Medical
 Director to determine If they had experienced any |

F 225!

~potential negative efferts Felated To the allegation. ; =
, All residents, except stk () who refused, were {
' physically examtned by the Medical Director, ;
begmnmg 04/12/13 and vompleted on 04/ 513 j

5 The Social Services staff completed the PHQY |
_interview, or the PHQB-OV Assessment for
: mood/anxiety on 04/12/13. No resident had a

,i
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. gcore on the PHQA Interview or the PHGG-OV | : ;
¢ Assessment that indicated any mood of anxiety |
aconcerns. The facility was to repeat the ;
interviews/assessmenls In one week and Intwo
weeks, to evalugte for any delayed offerts
experienced by the residents.

6. The families and/or responsible parties for all
residents ware contacted and Informed of {he
allegation. The Social Services staff, the Director
; of Nursing, and the Assistant Director of Nursing !
: phoned each party beginning on 0411213, Any |
: family and/or responsible party that could not be :
: reached by phone by 04/16/13 was sent a ) :
" gartified letior on 0411713, i

. 7. The facility employed a securlty offfcer for the , i
. night shift, beginning 04/13/13 and ongoing. In :
- addition, incressed staff on the night shift for : ' '
: added security, beginning 04/12A13. i

: B, All facility staff was Inserviced on abuse and ; ;
! the facility's abuse policy, induding, but not ‘
: lirnfted to! ldentification, protection of residenls,
: and reporting of abuse, as provided by the Staff : !
Develog}ment Coordinator on 04/12/13 through %
: 04/16/13. Any staff on leave, vacation, or ;
unavallab[e for the inservice was locked out of the ;
i ime clock, and will not be able to dock in or work ;
* until completing the nservice education,

¥

9. All nurse supervisors and administrative
| nurses received inservice education on the :
. investigation and reporting of abuse as provided | ;
! by the Director of Nursing (DON) ang the : ,
| Assistant Director of Nursing {ADON) on ) L
.04/16/1’% including bt not imited to: :

| identification of events requiring investigation; :

FORM CMS-2£67((2-99) Previous Verslons Obsoizle Exan! ID: JRO31E Facliy ID: 100461 [F confinuation sheet Page 31 of €6




_____CENTERS FOR MEDICARE & MEDICAID SERVICES

Jun. &0 013 £ 4T7PYW Cambrrd

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/28/20113
FORMAPPROVED
OMB NO. 0938-0391

| Interviewing of residents, staff and all withesses;
g and reporting of allegations and fndings.

10. All allegations are to be reviewsd seven (7) ¢
: days per week by the facility's investigation team,
. conglsting of the Administrator, the Soctal Service
- Diretor, the DON and the ADON, to deterrine
. which taam membars will Investigate and repart
' the allagation to the required authorities.
£11. The facility's Quality Assurance Committee, !
“with the Medical Director, met on 0471713 1o
review the clrcumstances of Ihe allegalion and all
- interventlons which had baen or would be :
- Implemented by the faciltty. :
: i
i

. 12. The CQlindicator for the monitoring of

: compliance wilh the companents of the abuse
¢ regulation, Including, but nol limited to,
tinvestigating and reporting of abuse, are to be
: utilized with each sllegation. The CQlindicator is |
i to be used at least weekly for four (4) weeks, thenv
monthly under the supervision of the

. Adminlstrator.

: The State Survey Agency valldated tha
implemantation of the facility's AQC as follows:

: 1. Interview with the Administrator, on 04/12/13
1 at 2;10 P, revealed she had called 911
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M EtEly Afer FesaIvIng e TeporT o the

incident, refated fo Resident #1. She stated the |

: PD respondad immediately, Interview with the

i Lead Detective, on 04/16/13 at 1;40 PM, revealed |

* he had assumed charge of the investigation on
the morning of 04/12/13, from the night shift

: officer who responded to the 911 call,
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| 2. Areview of hospltal records revealed Resident | g
: #1 and Resldent #2 ware svaluated in the ED and
transferred hack to the facility on D4712/13.

i Interview with Resident #2, on 04/23/13 at 2:50

: PM ravealed a lot of peaple tad been talking to

[ her, but she did not remember who. Interview

| with Resident #1, on 04/23/13 at 3:00 PM,

! revealed she had talked to the Rane Crisis
Coungslor, Interview with the Administrator, on
04/24/13 at 940 AM, revealed she had spoken

: with the Rapa Crlsis Counselor In the facility on
1 04/15/13 and 04716413, She stated the counselor

: had a private interview with Resldent #1 on :
04/16/13 and would return weekly as needed, |
" She further stated Resident #2 refused the
*gervice. [nterview with the contracted Psychistric
. Services physician, on 04718/ 3 at 3:20 PM,

: revealed he had seen and evaluated Resident #1
* and Resident #2 on that day,

3. Interviews with LPN #2 on 64/16/13 at 3:45

_PM, RN #1 on 04/17/13 at 9:19 AM, and RN #2
on 04/21/13 at 8:30 PM revealed SENA #1 left

- the facility immediately after the incident and fiad

- notreturned, RN #2 observed SRNA #1 leave via

 the side exit. LPN #2 went into the parking lot

- and confirméed SRNA#1's car was gone. Review

. of the lefler addressed to SRNA#1, dated

i 04/12/13, revealed the following: "Effective

: immediately, you are no longer an emplcsyee of

”("ff‘ wfacityy & Aty

i for any reason. Your pay check will be mailed to
fyou." The lelter was signed by the Adminlatrator,
i Arevlew of the Cerlified Letter ticket corfirmed

! the latter was sent as alleged.

4. Review of he Physician's notes revealed he
tinterviewed all one hundred and one (101)
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" residents in the facility betwean 04/12/13 and

¢ on ninety-five (95) residents, six (6) resldents

_interview. Continued review revealad only
Resident #1 and Resident #2 had ldentified

concerns. All other residents denied any

inappropriate sexval behavior or abuse. All

physlcal exams were narmal; specifically, there

“was no bleeding, bruising, discharge or

" excoriation. During Interview on 04/16/13 &f 310

: PM, the Physician confirmed the resldent

: Interviews and examinations were completed.

' 5. Review of the MDS Section D for Mood

. [PHGI-D) revealed every resident was assessed
S on 04M12/13 and again one week later, on

: 04/19/13. Continuad review revealed no

: imimediate or delayed reactions to the incident

- were Idenlified. The assessments included

- standardized questlons related to mood arnd

. apen-ended guestlons to ldentify any specific

i problems or anxiety. Interview with the

! Administrator, on 04/24/13 at 940 AM, revealed
" the asseasments would be performed again at
the two (Z)week mark, on 04/26/13,

- revealed she was in the process of contacting the |
. families/responsible parties of all resident

- 04/15/13, A physical examination was performed |

! refused the examination, but did participate in the |

6. Interview with SW #1, on 04/15/13 at 3:40 PM,

F 225!

i

Tegarding thernoident oS4/ 121 3 Interview Wﬂu
| the Administralor, on 04/24/13 at 9:40 AM,
‘revealed only five (5) familties had not been

: contacted by 0471613, Certified lefters were sent!
i to these famlfies on 04/17/13, conflrmed by

: review of the postal tickets. Review of the latter,
_dated 04/17/13 and signed by the Administrator

* revealed the famtiies were belny contacted by

é i
i i

i
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 letter as the facility had been unabla to reach
- them by phona. Continued review revealed the
: addressees ware informed of an alleged sexual
- assaulf at the facility and measures were baing
- taken to ensure 2l resldents were protected,
. Contact informatlon for any questions or :
“concerns was included, ;

FR25

. 7. Interview with LPN #2 on 04/16/13 at 3:47 PM,
. SRNA#2 on 04/18/13 at 10:24 AM, SRNA #4 on
TO418/13 at 10:56 AM, and RN #2 on 04/21/13 &l
- 8:30 AM, revealad a security guard was present i i
- on the night shiff since the incidant. In addition,
: extra stoff was on duty at night for added securlty. !
- Continued interview revealed the security guard
* and staff patrolled the building and the grounds
- throughout the: night, ensured doors and windows
. were secure, and checked with staff for any :
problems. Interview with the Adminlstrator, on i
- 04/24/113 at 9:40 am revealed the securlty guard
- had been hired through a local securily service
- and was on duty 1000 PM untll 6:00 AM, In ;
S additlon, an extra staff person, e.g. Maintenance,
- Mousekeeping, or SRNA was on duty an the night
“shift, from 11:00 PM untll 7:00 AM. She stated
. male staff who exhibited a sirong presence wers
" chosen for the extra shifts at night.

. 8. Interviews with LPN #1 on 04/15/13 at 2:16
: PM, LPN #2 or: 04/16A3 at 3:47 PM, RN #1 on

W17 3 Bt e S AN SRNAS2 o 47 ter tar—— :
: 10:24 AM, SRNA #6 on 04/23/13 at 1:32 PM, :
: East Wing Unit Coordinator on 04/18/13 at 2:16 i
¢ PM, and SRNA#5 an 04/23/13 at 3:50 PM, : :
: revaaled all had attended mandatory inservices | :
{ since the Incldent of 04/12/13. The training ; : i
| Included appropriate responses to & witnessed or | :
= reported abuse. Emphasis was on protecting the |
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| tesident, removing the perpetrator, and reporting |
- Immeadiately. Interview with the Staff

" Develapment Coordinator {SDC), on 04/23/43 at
. 2:27 PM, revealed she had conducted abuse
_training for every staff member in every

- department. [n order to reach all staff quickly,

- training was provided In a varlely of ways,

: Including classroom satting, telephons inservics,
: and parson-tp-persan training on the units and in
. all departmants, Continued Intervlew and review
; of the inservice agenda revealed topics tovered
‘included, but were not limited to the different

i types of abuse, identifying susplcious behaviars,
: how to respond if abuse Is observed or

- suspactad, protecting the resident, and reporting
! to the charge nurse, the Administrator, the Social
! Ssrvices Director and the DON.,  Continued

| Interview with SDC and review of sign-in sheets
 revealed three (3) staff members had not et

i received the tralning: cne was on maternity laave,
: one was on vacation, and ona was a PRN (as

i needad) staff who had not worked since the
“incident. Staff signatures were confirmed by

. cross-check with a master list of facility
-employees. Document review verffied the PIN

numbers regulred for clocking In had been

‘changed by the facillty for the three (3} staff stil
raquiring the training. A notice was posted at the

time clock instructing these staff to report to the
SDC, DON, ADON or Administrator prior to

i

c
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reporting totheir unit oF duly.

: 9. Review of the slgn-In sheets revealad all

- nurses who servad in a suparvisary or

- adminlstrative role attended abuse training on
; 04716713, The training was conducted by the
. DON and the ADON., Instructiongl methods
sincluded handouts, discusslon and a Question

i
I

1
]
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: and Answer session. Toplcs included identifying
' abusive situations, protecting the resident,

; Invastigating the Incldent and reporting to the

* family, physician and State Agency.

10, Interview with the Administrator, on 04/2413 |
! at9:40 AM, revealed the Abuse Investigation :
- Team consisted of the Administrator, the DON, |
‘ the ADON and the Soclal Services Director j
: {S5D). All allegations of abuse were to be
| reviewed daily, seven days a week, to determine
: who would be in charge of the investigation.
. Review of the Contirusous Quality Improvement

- {CQ) tool for "Abuse Invgstigatlon and Reporting”
“aid continved Interview with the Adaonistrator

‘ revedlad the tool would be used for every

* allegation of abuse. The CQI toal included a

" checklist to ensure every step In the investigation
! process, including but not limited to identifying the
; concern, protecting lhe resident, suspension of
i an alleged employee perpstrator, contacting the
i physician and family, investigating the incident

i and reporting to the appropriate State Agency.

£ 11, Interview with the Quality Assurance (QA)
i nurse, on 04/23/12 revealed the Medical Director
i was very Involvad with the QA commltiee, He

! attended at least quarterly, but usually every
Pmonth. Review of (JA mesting sign-in shaets

: confirmed his attendance, either in person or by

F 226!

O, S e Stated the Matiat Director ok an
: active role by making recommendations and i
" revlewing policy changes. Interview with the {
- Medical Director, on 04/16/13 at 3:.08 PM,
! revealed all allegations of abuse were discussed |
- in monthly QA meetings. He stated therg had not ;
‘ been a formal QA meeting related to the incldent !
. uf 04/12/13 but Is had been scheduled for tha

FORM CMS-256902-85) Pravious Virslors Obsoiele Evenl 10 JR33N

Faciily 10: 100481

If condiuallon sheat Page 37 of 88




Jun.

£ 7013 L045PM Cambidge Fiace

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUFPPLIER/CLIA

IENTIEICAT N KUMBF R

No.

5300

PRINTEL): 05/28/2013
FORM APPROVED
QOMB NC. 0938-0301

g
(X271 MULTIFLE CONZTRUCTION

73] DATE BURVEY
COMPLETED

185444

FerErie e

B, WING

G
04242013

NAME GF PROVIDER OR SUPPLIER

CAMBRIDGE PLACE

STREET ADDRESS, CITY, STATE. ZiIF CODE
2020 CAMBRIDGE DRIVE
LEXINGTON, KY 46504

PREFIX
TAG

(XD i

SUMMARY STATEMENT OF DEFICIENCIES
{EACIH DEFICIENCY MUST BE PRECEDEQ 8Y FULL
REGULATORY OR LSC IDENTIFYING [NFOAMATION}

1}
PREFIX

TAG

i DEFICIEMNCY)

PROVIDER'S #LAN OF CORRECTION s
{EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
CROSS-REFERENCED TQ THE AFPROPRIATE | OATE

F 225

2
SSJ

! Continued From page 37
: following day. He further stated he had been in
close contact with the Administrator thus far in the | ;
: follow up to the incident, and been activa in .
" Inlerviewing arkd examining every resident, |
i Interview with the Adminlstratar, on 04/24/M13 at
i 9:40 AM, revealed the facility's QA committes met !
L on 04717113 to raview the incident of 04/12(13.
- Review of the sign-in sheet revealed the meeting |
was attended by the Administrator, the DON, the
f ADON, the GA nurse, and the Social Services i
. Department. The sign-in sheet indicated the :
i Medical Director attended vla telephone. The
. Adminlstrator stated the meeting included a :
* detalled review of the AOC as It had been :
fcompleted on [hat date. Subsequantrevisions
| were made prior to the AQC being accepted by
| the State Survey Agency. The Administrator
" stated the Medical Director was in agresment ;
! with the AQC and had no additlonal i
E recornmendatlons. i

i 12, Inlerview with the Administrator, on 04/24/43

at §:40 AM, ravealed the COQi teol for Abuse i
» Investigating and Reporting would be utilized with |
¢ evary allegation. Results would be reviewed '
: weekly for four (4) weeks, and monthly theresfter. .
' Al results ware lo be reported to and reviswed j
| with the contracted Nurse Censultent during her !
i monthly visits. The next QA meeting was i
; schedulad for 04/26/13.

F 225!

i EVELOF/ APLMENT
A&USEINEGLECT ETC POLICIES

; The facllity must develop and imglement written
; policies and procedures that prahlbit

; mistreatment, naglect, and abuse of resldents

. and misappropriation of resident property.

“tl

M

E
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? F 226 Abuse
Tha faclllty mus| develop and

This REQUIREMENT is not met as evidenced
iby:

| Based on interview, record review and review of
{ the facility's polley, it was determined the facllity
! failed to have an effective system to ensure the

r implementaticn of policles and procedures ta

: prohibit abuse for two (2) of five (5) sampled
 resldents (Reskient #1 and #2),

| On (112513, the facillty received an allegation of
i abuse front Reslident #2, who reported Slate
- Registered Nurse Aide (SRNA) #1 got in his/her
! bed and straddled him/her, Two (2) Social
- Workers (SW) interviewed Resident #2 and gave
- wriiten accounts of thelr conversations with the
fresident, During inderview with SW #1, and upon
" review of the writlen statements, It was revealed
- both SWs reported Resident #2 referred to a
" |enking water heater over his/her head that
nwedad to be fixed immadiataly, as evidence
- Resldent #2 had hallucinations. Interviews with
~ Adminlstrative Siaff revealad they deternitined,
based on thit W Intarviews, the resldent's
 canfusion and changing of the story, and SRNA
' #1's adamant denial of the incldent, there was ot
| a credible allegation to be thoroughly investigated

Implement written policles and

progedures fhat profil

mistreatmend, neglect, nd abuse of

resltaals and misappropriation of
ragldsnl property.

i Critadon <The focal polica
depariment, Department fof Gomemunity
Based Sepdues, and Offce of Inspecior
Genetal wate a)l nolifigd of the
allagailon on 41243, The faclfy

i immediaigly iniiated bivestyalons on

; 44213 5l 245 ., 1he leal pallca
amived shorty (heneafter and began
Invesligafing as well. The Medical
Direciorwas vontacted &t 315 am,
Residents #1 and 2 wera sanlio the
hospital for evaluadon and assessment
an 41243, Bolh retumed 1o Be facility
on the same day and were
offeredirecaived [chow-up ceunseling
by the psychiatrle consullan| services
ahelfer e Raps Cdsls Cenler,

“The [dentified slaff member was
removed immediately s senl 2
cedified letter forminating hiz
anglnymenton 4-13-13.

Criterion 2 -Alk regddents wale :
interviewad by e Madlca! Directer b

“orreported; - SRNA#was allowsd-tocontinye

{ working In an unrestricted manner. No forther

i documented evidence related to an investigation
was provided.

" On 04M 2/13, the: House Supervisar
- (HS)YReglstered Nurse (RN) #1 observed
Rasrdent #1 to be lying sideways on the bad, and

detorining H ey had expenenced any
poienliat negative efieces refated lo il
: alleralion. All residents, excepl 6 who
refused, have been physlcally examined
i by the: Madical Olrector, with i
docusmientalion of all inferview and ;
! assegsmen| findings, The
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F 226 hue ; Intarviows/sxans were perlormed by the
i Canting Ed, From page 39 ' ; F 226 Medical Direstos on 4/13/13, 4113/12,
i State Registered Nursing Assistant (SRNA} #1 4114142 and compleled on 411513, Na

| was standing batween Resldent #1's open legs.

: During interview, RN #1 revealad SRNA #1

: Immediately began adjusling hls pants and :

. moved away from Resident #1. RN #1 stated she !

i turnad on the light and noted SRNA #1 had an

. erection which was clearly visible through his ;

g pants, and his belt was open with the ends of the |
: belt hanging down on eithar slde. Resident #1
reported SRNA#1 was giving therapy "on my

i bottom®. The resldent further reported SRNA #1

i gave have him/her therapy about once a week.

! Interview with tha Investigating detective revealed

- SRMA#1 was arrested and charged under the

i Elder Justice Act, which prohibits sbuse, and a

 criminal investigation was ongoing.

. (Refer to F223 and F225)

- Based on the findings, the faciilty's failure to
. implement its policy related to identifying, {
lnv&strgatlng and reporting an allagation of abuse :
fan 01/25M13 has caused or (s likely 0 cause :
; serious Infury, harm, Impairment or death to a E
. resident. The Immediate Jeopardy was identified :
fon 04/15/13, and was determinad to exist on

" 01/25/13. The facility was notifigd of the

; lmmedia‘tﬂ Jeopardy on 04/15/13,

‘{'he faclllty provided an acceptable Allegation of

! Jeapardy (1) an 04/23/13, with the facility allegmg
the: IJ had been removed on 04/18/13. On ;
04/24/13, the State Survay Agency verified the LJ |
’ Dwas removed on 04/18/13 as alleged, with j
remalnmg non-compllance at 42 CFR 483.13 :
_ Resident Behavlor and Facllity Practice, F-226 at
- a Scopa and Severity (8/5) of an "D" while the

residents exhiblied emolional, verbal ar
phystcal Indizallons of hare.

-All residents have had complelion of
the PHQO inferview, or lhe PHOS-OV
slaif assessmenl for mondfanxiely, as
complated by the Socll Servives staff
on 4-12-13, to identfy any who neay be
sxperiencing distress/anxisly relalad ko
Ihe regsriedd allegalion. Residems were
als asked gueslions during Ihese
interviewstassessmens [o delermine If
1hey had any concems regarding thelr

: care or carggivens, i ey fell safe in the
; faciity, or If Ihey had sny concems

: related io sbuse. No resldents had 5
score on the PHOS or PHGE-OV {hal

i idicated any mood of anxiely iseues.

The PHOQS Inferview andlor PHOS-0V
assessmant and Intarview queslions
perialning fo care/caragivers and any

contems relabed o abuss, will ba

{ redune again in 1 week, and iz 2 weeks
by the Sodal Service sialf o determine
Ihar lhero are no delayed effects
experienced by Ihe residanis,
-The familiesiresponsible parifes for all
resltents were conlacted and informed

: of fha allegallon an §-12-1%, 4-15-13

! ane 4-96-13 by the Soclal Servisa slaff,

i [he BON and the ADGN. Gerfified

! latters wers senton 4-17-13 to any

: Tamllles wh could nol ba reached by
telephone.
-The facifily incresged security on Ihe

(AOTCTSlatEd oY mmad;gtg—i———-mwmmnﬁhmiﬂfwﬁ;;acmy staffond:12.43
meIﬁf iy () e i and & securlly ofifcar service wag

employed by the facllity lor the night
shifi on 41343,

Crllerfon 3: -All laciily stafl were
inserviced on abuse and the faclity

: abuse policy, including, but nol imlted

; fo endficallon, protesiion of
rasidenls, and reporing of abuse, a3
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F 226 | Continued From page 40 226 Coardhalor on 44253 —4HBH3. Any !

| facillty develops and Implements its Plan of
Correctlon and the facllly's Guallty Assurance
Program caontinues to monttor and ensure

: residents are protected from abuse.

fThe Findings include:

: Review of the facility's policy tiled "Policy on

| Abuse", undated, revealed sexual abuse was :

! defined ag, but not Iimited to, sexual harassment, !

'xexual coercion or sexyal assaull. Centinued
mvfew revealed the facility would actively promote
tha absence of abusa from all individuals,

- Processes developed to assure the policy was

; uphaid incheded the following: screening of

| potential employess; inilial and angoing treining

. of employees; preventian of abuse, neglect, or

: mistreatment; ldentification of suspicious events; |

i proteclion of resldents during an investigation;

. Investigation of all alleged violations; and

. reporting of abusive situstlons to the required

‘ regulatory agencies.  Further review revealed

" polley spacifics Included but were not limitsd to

 the following: any employee involved in an

" allegation of abuse or neglect would be

i suspended immediately pending investigatlon; a

| conducted for any marks, brutses or other injuty;
: the Physiclan and the resident's lagal
; 1eptesentative would be notified; and al

“alleégations and Fvestigation resutts wou
: reported to the appropriate State Agency,
{ including the Stats Survey Agency.

i \
! Interview with the Administrator, on 04/12/13 at
: 2:10 PM, revealed Resident #2 alleged, & few

: months ago (01/25/13}, that SRNA #1 had

i stragddiad him/her in the bed. The Administrator
i

 thorough examination of the resident would be |

slaff ¢ leave, vacallon, or unavailable i
for the inzervice has been locked ouf of i
tre lime clock, and will nol be able (o :
clock by or work untll complating the

Insarvice aducallon.

Al nigse supervisors and adminisiraive

nursas heve received inservice sducalion

ol he bvestigallon and reporing of

abutse 45 provided by Ihe DON and

ABON trt 4-16.13, including bul nol

limited lo: igentification of events

reguiring tnvesikgation; Inferviewing of

resldertts, staff and all wiinessss; and i
raporiing of allegafions and findings. i

Criterion 4;

-All aliegations will be reviewad by e fasilty

Invesligation feam (Adminksirator, Socks! ;

Sardee Director, GON and ADON) i i

determine which team members will vastigate :

and regort [he allegation to the required authoriios

sevon days perweak. i

-The faclity QA Commities, with the Medica !

Director, convenad on 4-17-13 a1 9:20 a.m. &

review e circumstances of ke allegation and all

Inlerventons which have bean and will be

Iraptemiantad by the facilly. The facility 0A i

Commikiee metagsin on 5-23-13 wilh the

dasctizal Director for e regularly scheduled

QA Comenitfes Meelng,

-The Admintstrstor shall complete an afiegation

checkiist wilh each atiegalion invesligalion o

defermine [hal facity policy and procedure was

accralely and thoroug bly followed. The chackitst

datalls the required staps of the Ivasligation
inning fo end o sley the !

invessligedor through sll aspecs. If the
Adminlstralor & unavaliable, the DGN or
Bl Bendoas Diracior will complate

e checldis!. Any ifem on the checklis)
delenmined 1o be incamplele shal be correcled
ander e supardslon of e Adninlslmlor

and the appropriale teain membar n-aducated. :
“Tha Adminiztralor will complete an slisgabion !
checkiisl audit for 100% of Ine allegsfions mas i
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F 226 Continuad From page 41 . Fausi
! i : and Invasligated.
: further stated two Soctal Workers (SW) went ! L Tne COlndteaior for the montioring of compliance

! immedtately to Interview the resident, who then wilh tie components of he sbusa regulation :
Inciding, bt nat limited lo, invasbgating and i

i denied the allegation. The Administrator stated | e L e 0 ko
. . matter wit il { L reporting of abuse, wil be ulllzed wee
; he had discussed the er with the Socia : | yeeks and thon menibly hersafier it e

: Warkers and they determined the initial allegation : L supervision of the Adminislrator ;

. by Resident #2 was not valld. She further stated | . The findings of e complsted allegalion

: ther facillty declined to conduct a format . 5 checklsts and SO hdleatons will be reviewed by
investigation, did not sugpend the alleged : he corparate coniracted mass corsullant wil
perpetrator, and did not report the allegetionto : monlhly vits, to defermine lhat allogallons were

_the State Agency. Further interview, on 04/156/13 '?nv ﬁ'fg;ﬁfggfﬁ:ﬁ z}‘dﬁ?{m ¢ Iobe

- at 3:05 PM, the Administrator stated sha had © Inoomplels andlor the (g:a&; ndlostor fails [o met

: concluded the inttial allegatlon had no merlt, ie. - j threshold, the Admsinistrator, with guldanas from

: was not credible, and no further investigation or ¢ : the nurse consullary, will fermutta a Plan of Al

{ reporting was warranted. Howevar, review of the : : fefg prass;;t liktg‘ ;he QA commitiee for review and

{ Al : i : : mmandalions,

i fﬁ? y's poticy rﬁma{l;;d'the‘fac.trn would : . -The Adminiclrator developed a Plan of Cerrestion

i esligate attla et vrola!mps. and report . T checkist lo sssure ongolng complation of conacive

: abuslve sltuations to the required regulatary : © adllon &n & weeNly basis. All comective sclions ara

. agancles. : Includad. The checklist will be complel=d monlhly

14 Tha Adnitlsiratorwlll report the resulls to Be

During inteview, on 04/12/13 at 5,05 PM, QA Comrmitiee manthly.

- Resldent #2 stalod SRNA #1 got in histher bed
. @nd gtraddled him/her, with one leg on each side. | ) . ;

- The residsnt reported he/she told SRNA #1, "you | © Critaron 5 :

_ batter get off me”, and he did. Resldent #2 stated : o, AR
it was at least a couple of weeks ago". The

resfdent further stated he/she reported the

. Incldent when it occurred, but could not say who

: hefshe raported to, and did not recal} anything

_aboul an invesligation.

—Reviewof the-staffingschedute-for-danvary-2604+8—

“revealad SRNA #1 was working the night shift on
. 01/25/13 on the Eas! Hall where Resident #2 :
“resided, Continued review revealad SRNA #1 : : :
: worked the 11-7 shift on the East Hall nearly ;
- avery night, including 01/01/13 through 04/10/13, :
- and 01/16/13 through 01/31/13, Further review ;
. reveated SRNA#1 continued working regutarly, :
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; any employee involved in an allegation of abuse
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F 226 | Continved From page 42 F 2261
i up to and including the night shift of 041213, :
{ However, review of the factlty's palicy revealed |

i panding invesstigation.
i

i' On 04/12/13 at 2:45 AM, SRNA#1 was found In a |
- "compromising position” with Resident #1. 5

; Interview with the Administrator, on 04/12/13at |
: 2:10 PM, revealed Ihe House Supervisor (HS}IFQN
* #1 entered Residant #1's room and observad |
. SRNA #1 with his belt unbuckled and an erecllon i
. vislble through his pants, Resident #1 told RN #1 4

| SRNA#1 was giving him/her therapy *on my
i bottom”. The 1esident further reported SRNA #1
* gave him/her therapy about once a week,

: During interview, on 04/12/13 at 4:50 PI,

: Resident #1 staled "l was raped last pight' and
! there was one other incident "a long time ago™.

Resident #1 referied to SRMA#1 by name and |

: steted SRNA #1 said If the residen! told anyone,

he would just say the resldent was lving.

Interview with the Medical Director, on 04/16/13 |

. @t 3:10 PM, revealed he racallad Resident #2 had |
i made an allegation of some sort In the past, but
: he did not recall the detalls, and he had not
 Interviewed Resident #2 at that time, He statad

i Was ot awars ot e TeguiatoTs Tatatet o

| reporting allegations to the State Agency. He
* recalled the facility Felt Resident #2 was confused |

- when the allegation was made, talked shout a :
 radiator, and was being treated for a Urlnary Trect |
 Infection. However, while interviewing Resident !
* #2 on 04/12/13, the resident reported again that
s somaone, an employsa, straddled him/her some |

"y

t
:
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F 226 S Continued From page 43 F 226
: time ago. The resident stated he/she told the ;

 perpetrator, "get off you SOB".

. The facllity provided an accsptabie AQC on :
. 0472313 with an allegad remaval of the 1) on i :
* 04/18/13. Revlew of the AOC by tha State Survay :
. Agency revealed the facility implemented the
: following actions: ;

1. The faclilty lmmedlately intlated an ; ;
investigation on 04/12/13 at 2:45 AM. The Police
Department (PD}, the Department for Community ; :

Based Services (HIBS), the Office of the ‘
Inspectar General (OIG, referred to as State

! Agency), and the Madical Director were notifled.

2, Residents #1 and #2 were sent to the hospilal 5
| for evaluation on 04/12/13. Both residents ;
raturned to the facility the same day and were
offered follow-up counseling by the consultant
¢ Psychiatrle Services and/or the Rape Crisis

. Centar,

3. The dentiffad staff member was removed ,
. immadlalely and sent a certified letter terminating :
- his employment on 04/13/13. . i

4. All restdents wele interviewed by the Medlcal {
. Diractor to detarmine If they had experienced any |
- potentlal negative &ffects ralatad to the allegation. .

~AlresidentsToxceptsik-(@rwhorefused-were ; !
- physically examinad by the Medical Director, : i
- beginning 04/12/13 and completed on 04/16/13.

. 5. The Social Services staff completed the PHQ9
intarview, or the PHQ8-QV Assessmant for :
. moodfanxiety on 04/12/13. Noresident hada : ;
. score on the PHQA interview o the PHOS-OV :

3

FORM CHMS-2587(02.99 | Prbvibus Versions Obaplels Even] ID;JRE3 T Faclifty D3: 100481 tf conltinualion shes! Page 44 of 66




Juno L0 2073 404OPM Cambrrdge Place Mo, 3360 FR7

PRINTED: 05/28/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_JCENTERS FOR MEBICARE & MEDICAID SERVICES _ _ OME NGO, 09380391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUC TTOM T DATE T EY
PG G DR IENTIEIC ATION NUMBER: NG COMPLETED
[
195444 B. WING . (04/24/2013
NAME OF PRDVIDER OR SUPPLIER STREET ADDRESS, CY, STATE, 2IF CO0E
2020 CAMBRIDGE. DRIVE
CAMBRIDGE PLAC
R E LEXINGTON, KY 40504
T SUMMARY STATEMENT OF DEFICIENCIES Con PROVIDER'S FLAN OF CORRECTION T b
FREFN | (EACH DEFICIENCY MUST A PRECENED &Y FULL | PREFIX | (EACH CORRECTIVE ACTIONSHOULD BE | COMFLETION
Tac | REGULATORY OR LEC IDENTIFYING INFORMATION! i TAG |  CROSS-REFERENCED TO THEAPPROPRIATE |  OATE
i : DEFICIENCY) i
F 226 | Continued From page 44 i F 228! :

: Asgeasment that indicated any mood or anxlely
i concerns. The facilily was to repeal the , :
| inlgrviews/assessments in one week and in two i
: woeks, to evatuate for any delayed effects i
: experienced by the residenls. i ! :

: 8. The familles and/or 1esponaible parties for all
i resldents were contactad and Informed of the i
: aflegation. The Soctal Services staff, the Director ! _ ;
: of Nursing, and the Asslslant Director of nutsing i
i phone each party begtnning on 04/12/13. Any | :
* family andfor responsible pariy thaf could not be ! :
i reached by phone by 04/18/13 was sent a i
: certified latter on 04/17/13. ;

7. The facility employed a security officer for the
 night shift, beginning 04/13/13 and ongoing. In :
- addttion, Increased staff on the night shift for !
added security, beginning 04/1 2134, ‘

i 8 Al facility staff were inserviced on abuse and |
! the facility abuse policy, including, but not limited
“tor Idantificalion, protection of resldaents, and :
: reporling of abuse, as provided by the Staff
i Devetopment Coardinator on 0441213 through
- 04/16/13. Any staff on leave, vacation, or : :
 unavailable for the ingervice was locked out of the, i
" time clock, and will ot be able fo clock in o work {
unnt completing the ingervice education. : ; :

1 9. Al ge sUpenvistrs ang admmistrative
- nurses recefved inservice education ar the ; :

| investigation and reporting of abuse as provided ! :
by the Dhector of Nursing (DON) and the : ,
| Assistant Director of Nursing (ADON) on :
i 04/161 3, Including but not imited to: : ;

 identification of evants requiring investigalion; .

. Inlerviewing of residents, staff and all witnesses; ’ :
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F 228 | Continued From page 45 F 226
and reparting of allegations and findings. :
i 10. Al allegations are lo be reviewed seven days i

| per week by the Tacilily investigation team,

i conslsting of the Administ alor, the Social Servica
: Director, the DON and the ADON, to determine

- which team members will investigate and report

, the allegation to the required authorltles,

11 The facliity's Quality Assurance Commitiee,  :
“with the Medlcal Director, met on 04/17/13 to
: review the circumstances of the allegation and all ! :
. interventions which had been or would be :
¢ implemented by the facilily. : !

: H
i 12, The CQ! Indicator for the monitoring of i
' compltance with the components of the abuse | : :
! regulation, Including, but not Itmitad to, 5 :
lE'in\.fensﬁagating and reportlig of abuse, aretobe ¢ ;
| utilized with each allegation. The CQt indicator is ;
i to be used at least weekly for four (4) weeks, then
i manthly under the superviston of the
: Administeaiar,

 The State Survey Agency validated the
! implementation of the facility's AOC as follows:

: 1. Interview with the Administrator, on 04/12/13
: at 2:10 PM, revealed she had called 9-1-1 : ;
| immediately after receiving the repor! of the ! i

m-——:rﬁe|dent——8iﬂe—3$aieé the-PB-respondad ] -
: immediately. Interview with the Lead Deleclive, | 2
fon 04/15/13 at 1:40 PM, 1evealed he had :
- azsumead charge of the invesligation on the :
" morning of 04/12/13, from the night shift officer
: who responded o the 8-1-1 call, i

| 2. Areview of hospital records 1evealed Resident : }, ,
| ; :
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F 226 | Continuad From page 46
#1 and Residen! #2 were evaluated in the ED and |
: transfeied back to the facility on 04M12/13, ‘
; Interview with Resident #2, on 04/23/13 at 2:50

FiM ravealed a lot of people had been talking to
: her, hut she did not remember who.

| Interview with Restdert #1, on 04/23/13 al 3:00
FM, 1evealed she had talked lo the Rape Crisis
Counselat, |nterview with the Administrator, on
04/24/13 at 3:40 AM, revealed she had spoken
with the Rape Crisis Counselor in the faciitty en
04/15113 and 04/16/13. Sha stated the counzelor
i had a private interview with Resident #1 on

{ 04/16/13 and would return weekly as needed.

| She further slated Reaiden! #2 refused the
&erwce

‘ lnteﬁnew with the contracted Psychlatrle Services
: physician, on 04/16/13 al 3:20 PM, revealad he
. ; had seen and evaluated Resident #1 and
Reat{ient #2 on that day.

3 Interviews with LPN #2, on Q44813 at 345
CPM, RN#1 0n 04/17/13 at 9:15 AM, and RN #2
 on 04/21/13 at 8:30 PM ravealed SRNA#1 had
! lef the facllity immediately after the incident and
i had not returned. RN #2 absetved SRNA #1
i leave via the side exit. LPN #2 went into the
- parking lot and conflrmed SAMNA #1's car was
‘ gone. Review of the letier addressed to SRNA

F 226

|
|

CHT, dalEd AT 2rTs, Tevedled the following!
3 "Effective lmmedrately vou are ne longer an
: employee of (this facllity). You are not to come to
 this facliy far any reason. Your pay check will be
: - mailed to you." The letter was slgned by the
i Adminisirator. Areview of the Certified Letter
; ticket confitmed the letter was sent as alleged.

5
|
H

i
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i 4. Review of the Physiclan's notes revealed he :
. Interviewad all 101 residents in the facility f
 between 04/12/13 and 04/15/13. A physical exam
{ wag performed on 98 residents, & residents

: refused the exam, bul did participate in the

_é intarview, Continued review 1evealed only

! Resident #1 and Resident #2 had identified :

“concerns. All other residents denled any ; :

~ i inapp opriate sexual behavior or ahuse. All i
physrcat exams were normal. Spacifically, the

_there was no bleading, brulsing, discharge or )

i excortation, : :

- 5. Review of the MBS Sectlon D for Mood :
| (PHQ-0) revealad evary resident was assessod | !
s on 04/12/13 and agaln one week later, on } E
- 04/18/13. Continued teview revealad no ;
: immedtate or dalayed reactions to |he Incident i
. were identifled. The assessments included : i
. standardized guestions related lo mood and : f

| open-ended questions lo ident!fy any specific

*problers or anxlety. Interview with the
. Administrator, on 04/24/13 at 2:40 AM, revealed
{ the assessments would be performed again at

the two week mark, an 04/281 3.

6 Interview with SW #1, on 04/15/13 at 3;40 PM

. tevealed she was In the process of cartacting the |

: familles / responsible parties of all restdent ;

- regarding the incident on 04/12/13, Interview wnth : i
Tthe AdraTISTEtor, G 04/24/13 at 840 A, : ‘
: revealed only five (5) familles had not been
_contacted by 041613, Certlfled Letters were :
 sent to these families on 04117/13, confirmed by |
review of the postal tickets. Review of the letter, |
. dated 04/17/13 and signed by lhe Administrator ¢ :
! revealed the families were being contacted by ! :
‘ letter as the facllity had been unable to reach x
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* thern by phone. Continued review revealed the !
{ addressees were informed of an atteged sexuel |
 assaulf at the facility and messules were belng
! taken io ensure all residents were protected.
Contac.t information for any questions or

concerns was included,

i ?. Interview with LPN #2, on 04/168/13 at %47

i i PM, SRNA #2 on 04/18/13 at 10:24 AM, SRNA #4 :
on 0418113 at 10:56 AM, and RN #2 on GAf21/13

at 8:30 AM, revealed a security guard was :

present on the nlght shill since the incident. In

; adcfrtl(m extra staff weie on duty at nighl for

i added security. Continuad interview 1avealed lhe
| security guard and staff patrolled the building and |

i the grounds thraughout the night, ensured doors
i and windows were secure, and checked with staff
for any problems. ‘

i lntemew with the Adminlstrator, on 04724713 al
: 5:40 am revealed the securlly guard had been i
: hired through a locat security service and was on
. duly 10:00 PM urdii 6:00 AM. in addition, an '
. extra staff parsen, e.g. Maintenance,
- Housekeeping, o1 SRNA was on duty on the night
. shift, from 11:00 PM untit 7:00 AM. She stated
- male staff who exhibited a stiong presence were |

- chosen for the exhia shifts af night.

(8. Interviews with LPN #1, on 04/15/13 at 2115

F04/M7/13 at 915 AM, SRNA 2 on 04/18/13 at i
£ 10:24 AM, SRNA #6 on 04/23/13 at 1:32 PM, H
: East Wing Unit Coordinator on 04/18/13 at 2:15
PM, and SRNA #5 on 04/23/13 at 3:50 PM,

- revealed all had attended mandalory inservices

. since the Inctdent of 04/12H3, The trzining ;
5 included sppropriale respongses to a witnessed or

FORM CMS-QB&?:&)Z&Q) Provieus Verslons Ohzolele Event | Jﬁsﬂ‘f‘i
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reported abuse. Emphasia was on protecting the
i resident, removing the perpetrator, and reporting ;
immediately, : : i
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" Interview with the Staff Developmen! Coordinator | :

: (SDC), on 04/23/13 at 2:27 PM, reveated she had :

- conducted abuse training for every staff member |

 In every department. In order to reach all staff |

- gquickly, training was provided in a variety of ways, :

- including classioom selting, telephone Inservice, : ;

. and parson-to-person training on the units and in ;

. all departments. Continued Intervlew and raview | :

: of the Inservice agenda revealed topics covered

- included, but were not imited to the different \ :

- types of abuse. identifying suspirious behavios, §
how to respond if abuse is observed or : i
suspecled, motecting the resident, and reporting

- to the charge nurse, the Administrator, lhe Social

: Services Dirgctar and the DON.  Conlinyed

- interview with SDC and review of sign-in sheets

: revealed three (3) staff members had not yet

_received the training: one was on maternity leave,
ane was on vacation, and one was 3 PRN {as

' negded) alaff who had not warked since the

:incldent, Staff slgnatures were corfirmed by

. Gross-check with a master tist of facility i :
employees. Document review vertfied the PIN - i ;

: numbers required for clocking in had been :

: changed by the facility for the three (3) staff still !

 requiring the tialning, A notice was posted at the !

—time-elock-nstrueting-these-stafte-repart-te-the : i
. SDC, DON, ADON or Administrator prior to :
. reporting to their unit of duty. :

9. Revlew of the sign-in sheets reveaied all i
- nurseg who served In a suparvisory or !
- adminislrative role attended abuse trafning on {
_04/16/13. The raining was conducted by the
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DON and the ADON. Instructional methods |
Included handouts, discussion and a Question

abusive situations, protecting the resident, :
investigating the incident and reporting to the
family, physiclan and State Agenty, i

|
and Answer sesslon. Toples included identifying | E
|

- 10. Interview wilh the Administrator, on 04/24/13 ;
: at 840 AM, revealed the Abuse Investigation :
: Team consisted of the Administrater, the DON, ;
the ADON and the Social Services Director '
L (880} Al allegations of abuse were to be

' reviewed daily, seven days a week, to determine
who would be in charge of tha investigation. :
Raview of the Continuous Quality Improvement |
(CQ1) tool for "Abuse Investigation and Reporting” |
and continued interview with the Administrator :
revealed the tool would be used for every
i allegation of abuse. The CQI teol incuded a i
i checkllst to ensure every step in the investigation ! i
: process, including but not limited to identifying the |
* concern, protecting the resident, suspension of

- an alleged employee perpetrator, contacting the | A
 physician and famlly, investigating the Incident |
 and reporting to the appropriate State Agency, | ; :

1. Interview with the Quality Assurance (QA) !
: nurse, on 04/23/12 revealed the Medica! Director
: was very involved with the QA committee. He |
; attended at least quarterly, but usually every i

—Wmﬁﬁmwﬂevfewﬁamsﬂng-stgmlmhwm
1 corfinmed his attendsnce, elther in person or by i
i phone. She stated the Medical Director took an
f active rote by making recommendations and : ;
: revigwing policy changes. ; :

| Interview with the Medical Director, on 04/16/13 5 ;
at 3:08 PM, revaated all altegatlons of abuse wers
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| discussed in monthly QA meetings. He stated
 there had not been a formal QA meeting refated
: to the incldent of 04/12/13 but one had bean

! schedu?sd far the following day, He further stated |

! he had been in close contact with the

_ Administrator thus far in the follow up ta the

Fincident, and been active in interviewing and

! axamining every resident.

. Interview wilh the AdmInistrator, on 04/24/13 at

| 9:40 AM, revealed the facility's QA committee met
D an 0417114 to review the incident of 04/12/13.
. Revlew of the sign-in sheet revealed tho meeting :

' ADON. the QA nurse, and the Sockal Services
. Department. The sign-in sheet Indicated the
- Medical Director attended via {slephone. The
| Administrator stated the meeting Included a
' detalled review of the ADG as it had been
- completed on thet date. Subsequent revisions
: were made prior t¢ the AOC being accepted by
| the State Survey Agency. The Administrator
stated the Medical Diractor was in agreement
- with the AQC and had no addhiorsal
| recommendations,

12. Continued interview with the Admintstrator,

! Abuse Investigating and Repaorling would be
- utlifzed with every allegation. Results would be

: was attended by the Administrator, the DON, the !

Con 04/24/13 3t 9:10 AM, revealed the CQl tool for |

F 2286

i
H
i
:
h
!
i
|

i
¢

{
|

—raviewed-weekly forfour {4 weeksand-monthly
i thereafter. All results were to be reported to and
" reviewed with the contracted Nurse Consultant
. during her monthly visits. The next QA meeting
{ was scheduled for 04/26/13.

F 2731 483.20(b)(2){) COMPREHENSIVE

§5=D | ASSESSMENT 14 DAYS AFTER ADMIT

¥
£

F273

FORK CMS-266 7{02-83) Pravious Varsions Obsolele Evenl I JRE311

Facilty 10: 1600461 If continuation sheal Page 52 of 86




ho 3300 P66

Jon, £ 2013 4 51RW Cambridze Flace
. FRINTED: 05/28/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES N OMB NC. 0935-0301
T STATEMENT GF OEFICIENGIES X1} PROVIDERIS UPPLIER/CLIA {¥2) MULTIPLE CONSTRUGT ION T %3 DATE SURVEY
AMNQO PLAN OF CORREC TN IDENTIFICATION NUMBER: PREPRTTRNIerS COMPLETED
C
185444 B WING , 04/24/2013
MAME OF FROVIDER OR BUPPLIER STREET ADORESS, 1TV, STATE, ZIP COOE
2020 CAMBRIDGE DRIVE
RIDGE PLAC
CAMB E LEXINGTON, KY 40504
xXamw SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION o5
FREFIX | {EACH OEFICIENCY MUST BE FRECEQED BY FULL i PREFIX ° (EACH CORRECT IVE ACTION SHOULD BE COMPLETION
TAG i REGULATORY OR LEC IDENTIFYING INFORMATION} ioTag CROSS-REFERENCED TQ THE APPRGRFIATE DATE
s ! BEFICIENCY)
! § s
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- Afacility must conguct a comprehensive : A lactity must conduct a
; assessment of a resident within 14 calsnder days | Comprehensive 2ssosement of a
: : resident within 14 calendar days after

after admissiort: lexcluding rea‘dmlssion:s in utzhfc_h : admisslon, excluding readmissions in
 there s no significant change in the resident's | which there I& no eignilteant changs In

. physical or mental condition. (For purposes of i ; the residant's condtioi. :
. this sectlon, "readrnission” means a return to the | i E
- facility following a temporary absence for ;

- hospitalization of for therapsutic leave.) . X i
: | Criferia 1: The admisslon assessman oo
i lor resident #4 was complated by the ;
R . : ! % i
| This REQUIREMENT is not met as evidenced | MO Teamon 424/t ;
; by: ) ‘ ! Criterla 2: An audlf ol alt restdants
! Based on interview, racord review and review of admitted wilhin he tast 90 days was
i facility's policy, it was determined the facility failed ! o camploted by the DON on 4/25/t3 to
i to ensure an initlal Comprehensive Assassment | : g:;ifgg";;g@e;dm“m e

. i Een COmp N
t was conducted for ong (1) of five (5) sampled ! Thers were no misshg sdmisston

: residents (Resident #4), within jourteen (14) assessments identiflod,

¢ calendar days after admission. The faciliy i
i Criteria 3 The MBS Nurses have
i i recaived inservica education by (e
; ; DON on 4/25/13 on Ihe somplatton &l

: admitted Raesident #4 on 02/2813; however,
. review of the dlinical record, on 04/23/13,

‘ revealed no comprahanslive assessment had H Mt .
: : ! : dmiss

: been completed far Resident #4, : ol tiissin ool s ol 14 days

Criterla 4 - Afl naw admissions |
wif ba reviewed in s lacllity moming

! The findings inciude: ;
§ nieeting by day 44 ol admission to

ihe supervision of Jha DON.

: Review of the facility's policy titiad "RAI | ‘ : dnfssic
: Completion”, undated, revealed it was the policy | giﬁg&ﬂ?' the admission assessmanl ,l
- of the faclitty to follow Federal and State ‘ Tho €Ol ndicator lar -
. Quldelines for completion of the Resident the: manltcring of the RAI procass wil
: Assassmaent Instrument (RAI) in accordance with | ;imutiﬂzed monthly X 2 monshs, and i
—f———the-Minimum-Bata-Set (M54 -3-0-Manual- : -evary-b manthe-thereatterin :
: (MOS) ~ e : aucordance whh the GO aatendar, under :

. Review of the MDS 3.0 Manual revealad the :
. Admission Comprehensive Assessment must be | Criterta 5 o 4mENn3
: completed by the fourteenth (14th) calendar day 5 ’ :

. of the resident's admission,

Review of the clinical record revealed the facility ' !

i i
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F 273 Continued From page 53
admitted Resident #4 on 02/28/14, with
 diagnases which included Chronic Ainway ‘
: Obstructive Disease, Chronlc Kidney Disease,
: Anxiety, Depression, and Chronic Pain, i
Continued review, on 04/23/13, revealed na Initial |
1 Comprehensive MDS Assessment had been i
i completed.

! Intarview with the MDS Nurse, on 04/23/13 at
£ 1:10 PM, revealed she bean In the position since |
: 030113, She stated she did not realiza the

| deadlina for Resident #4's comprehensive ‘
; assessment had pagsed. She further stated the ?
. resident was sent cut to the hospltal on §3/11/13 |
fand returned on 0321113, The fourleen (14) day i
: deadiing was 03/14/13 while the resident was out .
- of the facillly. On return from the hosphtal, she
i completed a Readmisslon Assessment as ;
 ingtructed, without realizing the Initiat i
i Cemprehensive Assesament had not been :
: completed. Cantinted Interview revealed she
. wag not aware of the oversight untll It was

! brought | her attention by the Stats Agency

: Surveyor.

{ Interview with the Director of Nursing (DON), on
' 104/2313 at 1:13 PM, revealed she was a ,
: resource for the new MDS Nurse, She statad the ;
MDS Nurse asked her what type of assessment

! was due when Resident #4 returned from the

F273;

”"hcmp ital—Sheinstructed-the- MBS Nursea

| Readmission Assessment was {o be completed |
- after a stay In tha hospital when the resldent went |
- out and returned under Medicare services, She
 further stated she had explained the procedure
 for return from a hospltal stay without reallzing the |
¢ Inttiat Comprehensive Assassment had never '
heen gomplated.
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F 400} 483,75 EFFECTIVE F o F400] :

85 | ADMINISTRATION/RESIDENT WELL-BEING  ;

| Afacility must be administered in a manner that |
; enables It to use ils resources effectively and

! efficiently to attain or mafntain the highest
practicable physfcal, mental, and psychosocial
well-heing of each resldent.

This REGUIREMENT is not met as evidenced
i by :
. Hased on interview, record review and review of

" the facitity's policy, it was determined the facility
‘fatled to have an effectiva system to ensure it was:
" administered in @ mannar that enabled t to use |
| its respurces effectively and efficiently to attaln or
- maintaln the highest practicable physicel, mental,
¢ and pgychosocial well-being for two (2} of five (5)
| sampled residents (Reskdent #1 and Resident
L #2). The facility failed to ensura policy attd

- procedures were implemented to protect

! residents from abuse.

i On 01/25/13, Resident #2 reported an allegation

: thal State Registered Nurse Aide (SRNA) #1 got
: In his/her bed and straddled him/her. Two (2}
" Social Workers (SW) interviewed Resident #2
i and documented written statements of their i

Lconversations-with-Resident #2. During intentew
L with SW #1, and review of the written staternents, |
|t was revealed both SWs reported Resident #2 ¢
‘referred Lo a leaking water heater over histher ;
head that needead to be fixed Immediately and ;
that Resident #2 had hallucinations, Interviews |
. with Adminlsirative Staff revealed they
. determined, based on the SW interviews, that the |

i
i
:
H
i
:
!
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: resident's confusion and changing of hlsfhar

: story, and SRNA #1's adamant denial of the

- Incident, there was not a credible allegation to be

* thoroughly investigatad or reported. SRNA #1

- was allowed to eontinue working directly with
residents. There was no documentad evidense

_ the facility's Administration ensured a thorough

- Investigation was completed to ensure the ;

. protection of other residents from potentlal abuse.;

- On 04112113, at approximately 2:45 AM,
_Registered Nurse (RN) #1 entered the roem of

" Resident #1. She observed Resldent #1 to be

: lylng sideways on the bed and State Regislered

- Mursing Assistant (SRNA) #1 was standing

' between Resident #1's open legs. During :
; interview, RN #1 revealed SRNA#1 immediately ¢
: began adjusting his panis and moved away from :
: Resident #1. RN #1 stated she turned onthe
; Hight and noted SRNA #1 had an erection which |
| was clearly visible through his pants and his beit E
. was open with the ends of the belt hanging down |
: on either side. Interview with the nvestigating
: detective revealed SRNA#1 was arrested and |
. ¢harged under the Fider Justice Act, which i
. prohiblted abuse and a ¢riminal investigation was
: ongoing. ;

; The facility Administration's fallure to implemernt
: its policy related to Idaentifying, invesﬁgatfng,

F 480Administration

A factitly must be administered ln a
mannor that enables H to use itz
tagources effectively and offliciently to
altatn or mainialn the higheet
pracfleable physicat, mental, and
psyehisozlal well-batny of each
ras|dent,

Critarion 1 ~The iocat pofice

departmant, Daparbvent kor Community

Based Services, and Office of tnspector ]

(Generat were alt nofilied of the

allscalon on 4-12-13. The lacily

immediately hillated Invesligations on

4-42-13 at 2:45 am,; the sl police

anived shorlly thereafiar ang bagan

Invastyating as wetl. The Medical

Dlracior was contacted &1 315 2.m.

-Residents & t and 2 were sent o the :

haapilaf lor evaluatton and assassment, :
Both returied io the tacility and have :

baan offerod/raceived foliow up

counseiing.

-The conlracted corporate cotracted

nrse consultant was contacted on 4-12-

13 lor notiflealion and review of the

ghiagalion, and distusston/anning of at

inlesventions initialad by e

Adminlsimator, !

-The fdanifled skaff member was !

removed immadiataly and sent a

certified tetter lecminallng s

~pratectingresidents-from-furtherabusesnd ;
- reporting an allegation of abuse against SRNA #1 ;
. an Q1/25/13 has caused or is likely to cause
serlous injury, harm, impairment or deathtoa |
. resident. The Immadlate Jeopardy was idertified !
i on 04/15/13 and was determined to exist on ,
; 01/25/13. The facility was notified of the i
! Immediate Jeopardy on G4/15/13. g
|

H

?

employimant on 4-13-13,

Criterlon & All resldents were
inkerviewed by the Medical Dlractor o

FORM CME-2957(02-99) Previous Versions Obsolele

Event 10:JR3311

Faeidily 10: 400451

I conlinyaYion sheet Page 56 of 68



Jun,

Lih PN Cambridge Fla

¢ 2013

(W)
Ay
=
£

PRINTED: 05/28/2013

. (Refer to F-223, F-226 and F226)

 The facility provided an acceptable Allegation of
 Compitance {AQC) rajated fo the Immediate

- Jeopardy (If) on 04/23/13, with the faciity ahegrng

- the IJ had been removed on 04/18/13. On

| 04/24/13, the State Survey Agency verified the 1J |

i was removed on 04/18/13 as alleged with

r ! remaining non-compliance 42 CFR 483.75
Adm inistration, F-490 at a Scope and Severity
( 5/8) of a "D" while the faciity daveloped and
_implementsd Its Plan of Correction and the

i faciitty's Quality Assurance Pragram continued fo
. monitor and ensure residents were protecied
frOm abuse.

-g The findings include:

| The facillty fallad to ensure all alleged violations

. of mistreatment, neglect, or abuse were
thoroughfy investigated and reporled to the State
! Agency per facility policy and per regulations. In
; addition the facility's Administration fajled to

| ensure residents were protected from further

i gbuge,

I
t Review of the facility's policy titled "Poficy on
i Abuse", undated, revealed the facil ity woulld
actlvely promote the absence of abuse fram all
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G
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; ]
F 490! Continued From page 56 F 490! determine il they have oxperienced any
i potential negotive effacts relaled o this

akegallon, All residents, excapt § who
relused, have baen physically exsminag ;
by the Medical Dirastor, wilh i
daruirentation of al intarviee and
azeassment lindings. The
inferviews/axams were perormed by the
Medical Direclor oh 4H2/13. 413012,
4144112, and complated on 471513, No
msldanis exnhibited emolionat verbat or
physical indications of hamm,

-Alt residents have had completion ol

the FHGH interdew, or the PHOG-OV
slaff sssesament for moadfanssty, as
compts lad by e Socist Senvicas sialf
on 4-12-13, {o ldenlify any who may be
axperiencing distrassianxlaty related to
Ihe reported aflegalion. Reosidents were
afse asked questions during those
interviswsfassessments ko deforming ||
they had any conceas fegarding their
G or caregivors, It they flt safe in e
Taciy, or il they had any concanns
refated to abuse, No residents hed g
score on the PHOQS, or PHGI-OV that
Indicated any maod or andety issues. :
The PHQS Intendaw sadfor PHOA-OV !
assasgment, and inlendew questions
perlaiming lo caefcaregivers and any
vereems relsted W abuse, witt be redons
agaln In 1 week, and In 2 wesks by the i
Boelal Service sla¥ 1o determing that i
there are no delayed efecls axporanged
by the residenis.

-The ldentified staf membar was
refovad mmediately and senl a

cenified intler temiinadng-his

individusle-proteet-residents-during-an
lnvestlgatran investigate alt alleged violations:
and report abusive situations to the required
regulatory agenmes Further review revealed any
ernployee involved in gn allegation of abuge or

: neglect would be suspended immediatsly psnding
 investigation, and all allegations and investigation

resutts would be reported to the appropriate State

empioyment on 4-13-13,

Critsrion 3: The Adminlglrater,
Saciat Sanvdce Dlrestor, DON, and

ADON racelved inservie education on

Ihe investigation and repering of sbuse

as providsd by the contractad Nuse
Consutiant on 4/16/3, inefuding, but not :
Himited to: identilcation of evaidy i
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F 400 | Gontinued From fage &7 i F 480
Agency, including the State Survey Agency.

requiring invesligation; inlerviewing ol {
residents, sialf and aff witnessas, and :
zeporting ol alfeaalions and findings.
-Alt nurse supervisors and administrative

nurses have received inservive edusalion

on the ivestigetion and reportlag of

atuse as providad by the DO anrt

ADON on 4-56-13, including but not

tnterview and record review ravealed the facility
 failed to thoroughly investigate an allegation
s nade by Resident #2, on 01/25M 3, that State

- Registared Nursing Assistart (SRNA) #1 had fimilled I identification ol evants

. straddled him/her in the bed. ir addltion, the i . requiring investigaton; hterdewlng of
. Administration failed to report {he allegation of : residents, staff and &l winesses; and ;
abuse to the State Agency. I eperiing ol allegations and findings.

g Interview with the Administrator, on 04M2/13at ety O Coriise, ncluig o
2 10 PM, revealed Resident #2 alleged, o few Meditz) Blractor, convened on 4-17-13 a1 §:20

" months ago (01/25/13), SRNA #1 had straddied | autm, (0 Toviaw the clrcummatances ol the
: him/her in the bed. She stated two Soclal i L, ovenls, lie respanse of the

- Workers (SW) went immediately to interview the i adminisialive sinf, the mif"f otthe

! resident, who then denied the aflegation. | lnd ierlaws ana exaomnation and

. Continued Interview with the Administrator, on = | : will bo Implemented by the: lacilty, The jacility :
- 04/15/13 at 3:05 PM, revesled based on the © QA Commitles mel again on §-23-13 with the
: resident's confuslon at the time of the allegation, | Medical Director for the regulay scheduld
'and the resident changlng his/her story, the QA Comunities Maoting. _ 5
| Administrator concluded the initiat allegation had | -Tha Admintsiralor shall complels n alisgalion

: checkiist with each afiegation invesligalion 1o
. no merit and was not credible, and therefore no determine that kacilly policy and procedurs was
, further Investigalion or s’eport’rng was warranted, | | acsumately and homughly lofiowsd. Tha chackiist

dolalis the requined sieps ol the investigation
pracass trom beginning (o end o step the

" However, interview with the Medical Director, on
invesiigator Biough all aspecis, |l the

04/16/13 at 3:10 PM, revealed witle Interviewdng a3 i
| Resident #2 on 04/12A13, the resident reported ﬁgﬂgﬁgﬁfgggsﬁ?ﬁgﬁ or
g | agaln that someane, an emplc}yee straddled ; the chacklist. Any item on the checkis!
: him/her some time ago and hefshe told the ; g determined I be incomplete shall be coranted
. parpetrator, "get off you 50B". i : under the supervlston ol the Admialstralor
: ; aaned The Appopr

: Further interview with the Administrator, on s
. 04/24/13 at 9:40 AM, revealed the faclity should |  andinvestigaled.

! have investigated the allegation to ensure other - “The GG tdicador for the monltoning ol comaiisnee

' re&ldents were protected. ; wih the components of #he sbuse regatation
: including, but not limited lo, vestiguding and H
Rewew of the State Agency Intake Information, GO d“:i?igf&basgggﬁﬁgé N )
dated Q4/12113 (approximately three monlhs after suparvislon ol the Adminisirato, a
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F 490 : Continued From page 58 F 480 “The Tindings ol tha compleled aftegation
i the allegation made by Resident #2 against i ! fﬁ:‘ﬁ@ﬁ;ﬁ";& . f;?:ﬁﬁ:&iiﬂﬁfnﬁ?hby
. : i e confrag :
‘SR,NA #1), "reffea'ted the facllity repclnlrted an ! ; monthy visits, 1 determine that allegations wess i
| incident of possible sexual assault” when SRNA | | Investigoled and raporied us Inclicatzd.
¢ #1 was observed in a "compromising position” ! ! nthe event ot an slizgallon checklist found to be i
: with Restdent #1. During interview, on 04/1213 incorplala andfor the CQF Indicator falls to meet
: at 4:50 PM, Resident #1 stated '} was raped last | i thrashoid, e ﬁdmlnl&tr:ilor. wLL%iQU'ﬂgPCe g\fﬁu
" night" : : the nurse consliltas, wil lormulate a Plan of Acilon
5 night" and referred to SRNA#1 by name. : : and presen 1o fhe QA e for feviaw and
! - recommendations.
* The facility provided an acceptable ACC on The Administesior devetoped a Plan of Correstion ;
- 0472313 with an alleged removal of the 1J on i chackiist o assure ongoing corplation ol correctve
| 04118/13. Review of the AOC by the State Survey | P aclonon g waeky bosi Al corectie aulons A
: ; : i od. The checklist will be: completad marn i
: é:%i?v?rs: rex:;? Iad\ the facllty implemented the : : x &. Tho Administzator wiit repor ha results to e
gachons: : © G Commities monthy. :
_ ‘ -Alt gltegations wil be reviewesd by he :
i 1. The facilily Immediately initiated an ) Facility investigalion keam .
¢ investigation on 04/12/13 at 2:45 AM. The Folics : g\ggliggrgg. Sgczlggvicwi 2h,rre‘iz>tor. :
D y i : \ to delsrmine which team ;
: epartment (PD), the Department for Community F ombors il Investiate and report he ;
- Based Services (DCBS), the Office of the ! aflegation 10 the required authories !
Inspector General (OI{S, reffarred to as State ; seves days per week, The Adminisirator
i Agency), and the Medical Director were notified. P wiffremaln informed ol the invesligation
: © andreportall actons to canbrated nurse
i 2. Resldents #1 and #2 were sent to the hospital : cansultant dally lor rgviewan(; consutiation,
| for evaluation on 04/12/13. Both residents e artons o o ;
| returned to the facility the same day and were | . Iovesligalion teem o the conlracted
: offered follow-up counseling by the consuitant : nirse consuliant with each allegatian to :
i Psychiatric Services andfor the Rape Crisis : confirm that 2l necesssry Investigalion
i Center. : : and reporting interventlons have been ’
: nMatad. H any issuss are noted, furthar
: . exducation and congultation will be
. 3. The contracted Nurse Gonsultant was : sovided Immedialely by lhe conlracted
contacted on 04/12/13 for notification and review | nurse conaullant
‘”W”““—@Wﬁ%‘ﬂ“egﬁtlﬂﬁ”ﬁﬁ&dl&&&ﬁ@ﬁ”ﬁﬂd-pfﬁnﬁlﬁﬁ-@‘ i The-nurse-sensultantwill.review-Lhe Elan of
all interventiong initiated by the Administratar, ' f Cyirection checklist audit results and reparl 10
: : . {he Boawd monthty, Correctivo aclien will s i
- 4. The identified staff member was removed Imgﬁztmﬁ;ﬁﬁdnlﬁfﬁigf afier :
: immediately and sent & certified letter termmatlng ; the lollowing QA meeting.
h|s employrmenl on 04/13/13. : i :
f ! Eriterlon 5: LA
; 5. All residents were interviewed by the Medical | ‘ i
i : ;
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F 490’ Continued From page 59 . F490] ‘

{ Director to determine if they had experlenced any

ﬂ potentlal negative effects related to the sllegation. |
- All residents, except six (G) who refused, ware |
; physically examined by the Medical Director, '
: beginning 04/12/13 and completed on 04/15/13. ;
“6. The Sodal Services stalf completed the PHQQ :
 interview, or the PHQS-OV Assessment for
: mood/anxiety on 04/12/13. No resident had & E
score on the PHQY interview or the PHQE-OV

: Assessment that indicated any mood or anxiety
concerns. The faclity was to repaat the

i interviews/aszasamerts In one week and In two
* weeks, to evaluate for any delayed effects

' experienced by the residents.

. 7. The Administrator, Social Services Directer,
: the Director of Nursing (DON) and the Assistant :
- Director of Nursing (ADON) were educated on the |
investigaticn and reporting of abuse as provided
- by the contracted Nurse Consultant on 04/16/13.
: Training topics included, but wera not imited 1o
: identification of evenls requiring investigation:
CInterviewing of residents, staff and all witnesses;
¢ and reporting of allegations and Andlngs.

: 8. All nurse supervisors and adminlstrative i
nurses recelved insarvice education on the
investigation and reporting of abuse as provided i
by the DON and the ADON on 04/16/13, mcludmg

but-rotimited-to—ldentification-cFevenis
| requiring investigation; interviewlng of residents,
- staff and all witnesses; and reporting of
allegations and findings.

.9, The facility's Quality Assurance {DA)
Committes, with the Medizal Director, meton
: 04/17113 to review the circumstances of the
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allegation and all interventions which had been é:}r
i would be implemenlted by the facilily.

10 All allegations are to be reviewed seven days
l per week by the facllity investigation team, ‘
1 consisting of the Administrator, the Social Serwce
! Director, the DON and the ADON, to deferming
wmch team members wil] investigate and report
| the aliegation to the required authorliles,
a
i 11. The Administrator will report all findings and
' acuonx of the facilify’s investigation team to the
| contracted Nurse Consultant with each allegation :
 to confirm that all necessary investigation and |
re_portlng Intervenliong have been inftialed. ;
. Further education and consultation will be |
i provided immediately by the Nurse Consultant if
any concerns are identified. '

12 The CQ indicator for the monitoring of

i ; compliance with the components of the abuge
s regutation, Including, but not limited to, ;
- Investigating and reporting of abuse, are to be :
- utihzed with each allegation. The GOl indicator is
:to be used at least weekly for four (4) weeks. then

- monthly under the superviglon of the

5 Admlnlsh’amr

The State Survey Agency validated the
Jm plementation of the facilitys AOC as follows:

[ ETATERENT OF DeFIT NGRS (XTI} PROVIDENSUPPLIETICL A T WULTALE CORETRUCTION {X3) DATE SURVEY
AND RLAN OF CORRECTION IDENTIFICATION HUMBER: A LG - COMFLETED
C
185444 B Wik 04/24/2013
NAME OF PROVIDER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIP COLE
. ) 2020 CAMBRIIGE DRIVE
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R LEXINGTON, KY 40504
o | SUMMARY STATEMENT OF OEFICIENGIES i (s} PROVIOER'S PLAN OF CORREC THIN ; 8l
PREFIX {EAGH OEFICIENGY MUST BE PRECEOEOD BY FULL | PREFIX ! |EACH GORMECTIVE ACTION SHOULO BE ¢ COMPLETIGN
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F 480 | Continued From page 60 F 4@0?
i

. Interview with the Administrator, on 04/12/13
s at 2110 PM, revealed she had called 9-1-1 :
: immediztely after receiving the report of the
sincident. She staled the PD responded

. immediately. Interview with the Lead Deteclive,
_on 04/15/13 at 1:40 PM, revsaled he had

 assumed charge of the Investigation on the
: !
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mormng of 0471213, from the night shift officer ]
who respended to the 8-1-1 call ;

2 Areview of hospital records reveasied Resident
“ ' #1 and Resldent #2 were evaluated in the ED and |

: transferred back to the facllity on 04/12/13, : : :
{ Interview with Resident #2, on 04/23113 &l 2.50 | X ;
; PM revealed a lot of people had been talking to | ;
. her, but she did not remember who.

 Interview witl Residenl #1, on 04/23/13 at 3:00 | ,. :
| PM, revealed she had talked to the Rape Crisis | :
: Counselor, but she did not think she nesded to.

: Interview with the Admitistrator, on 04/24/13 at

: 9:40 A, reveaied she had spokan with the Rape
Crisis Counselor in the facility on 0415/13 and

: 04/16/13. She stated the counselor had a privete
| interview with Resident

S #1 on 04/16/13 and would return weekly as

: needed. She further stated Resldent #2 refused | i
! the servies,

_ Interview with the contracted Psychiatric Services |
: physician, on 04/16/13 at 320 PM, and review of |
- examination notes, revealed he had seen and !
. evaluated Regident #1 and Resident #2 on that
. day.

. 3. The rontracled Nurse Consultant was presen! |
: in the facilily on 04/12/13 when the State Survey

‘——--A§6HBY-§36§E§Mﬁ@lF—lﬁV?‘ﬁUgﬁflﬁ}n—ShHﬁﬁ ;

: actively Involved In assisting with the survey ;
i process &nd was observed In consultation with ;
: the Administrator. During interview, on 04/12/13 | : :
| at 4:00 PM, the Murse Consultant revealed the : ?
 decision had been made for the Medical Director :
: to Interview/examine every residert In the faclitty, : ;
: not just the female residents on the hall where ; 5

i
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! Resident #2 resided.

L4, Inferviews with LPN #2, on 641€/13 at 3:45

| PM, RN #1 on 04/117/13 at 9:15 AM, and RN #2
on 04/21/13 at £:30 PM revealed SRNA#1 had
! left the facility immediately after the incident and
kad not refurned. RN #2 observed SRNA #1
leave via the side exit. LPN #2 went into the
parking fol and confirmed SRMA#1's car was
gone. Review of the lefter pddressed fo SRNA
#1, dated 04/12/13, revealed the following:
"Effective immediately, you are no longer an

¢ this facility for any reason. Your pay check will be
t malled to you." The letter was sfgned by the

i Administralor. Areview of the Certified Lefter
jicket canfirmed the letier was sent as allegad.

5. Revlew of the Medical Direcior's notes
revesied ha interviewed all 101 residents in the
fackhity betwesn 04/12/13 and 044151135, A

" the interview. Conlinued review revealed only
: Resident #1 and Resident #2 had identified

. concerns. Al other residenls danied any

! inappropriate sexusl behavior or abuse. All

> physical exams were normal. Specifically, tha
: absence of bleeding, bruising, discharge or

§ excoriation was documented by the Medical

emplovee of (thls faclity). You are not to come to

: physical exam was performed on 98 residents, 6 .
: residents refused the exam, but did participate in

Direelor

i

£ 6. Review of the MDS Section D for Mood

i (PHQ-9) revealad every resident was assessed
: on 04/12/13 and again one week later, on

: 04/19/13. Continved review revesled no

! immediate or delayed reactions to the incident

- were Identifled. The assessments included
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¢ Administrator, on 04/24/13 at §:40 AM, revealed
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: stendardized questions related to mood and ;
i open-endad questions to identify any specific i
I problems or anxlety, Interview with the {
j
i

* tive two week mark, on 04/26/13.

7. Interview with the Administrator, on 04/24/13
at 8:40 AM, revealed the contracted Nurse
Consultant provided inservice education to the

: Administrator, the Social Services Director and

staff, the Diractor of Nursing {DON)and the
Assistant Director of Nursing (ADGN), on

: 04M6/13. Review of the sign-in sheets revealed

! all partles attended the Inservice. Topics lncluded
i identification of evenis requiring investigation,

¢ interviewing of residents, staft and all witnesses;

: and reporling aflegations and findings. Methods
; of instruclion included discussion, handouts and Y

: PawerPoinl presentation,

i

| 8. Interviews with LPN #1, on 04/15113 at 2:15

i since the ingident of 04/12/13. The tralning

| PM, LPN #2 on 04/16/13 at 3:47 PM, RN #1on |

04/17/13 al 215 AM, SRNARZ on 0418413 at
16:24 AM, SRNA#6 on 04/23/13 at 1:32 PM,
East Wing Unif Coordinator on 04/18)13 at 2:15
Pl4, and SRNA#5 on G4/23/13 at 3:50 PM,
ravealed all had attended mandatory Inservices

included appropriate responses {o a witnessed or

rapartad-abuse—emphasis-was-on-prolecting-the

: nurse, on 04/23/12 revealed the Medical Director
“was very involved with the QA committes. He

resident, removing the perpetrator, and reporting
immediately.

9. Interview with the Quality Assurance (QA)

: atlended at least quarterly, but usually every
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10,

! month. Review of QA meeting sign-in shests

- confirmed his attandance, aither in person or by
i phane. She statad the Medical Director took an
| aclive role by making recommendations and

: reviewing policy changes,

: Interview with the Medical Director, on 04/16/13

: at 3:08 PM, revealed all allegations of abuse ware
i discussed in monthly QA meetings. He stated
 there had not been a formal QA meeting ralated

" to the incident of 04/12/13 but one had been

- scheduled for the following day. Ha further stated | !
he Ivad been In close contact with the :
Admlnlstrator thus far in the folfow up o the

§ Inchdert, and been active in inferviewing and
1 Gxamining every resident.

; lntewrew with the Administrator, on 04/24/13 at

9 40 AM, revealed the facility's GA committee met ;
an D4/17/13 to review the incldent of 04/12/13. |
Rewew of the sign-in sheet reveatad the maeeting
" was attended by the Administrator, the DO, the
 ADON, the QA nirge, and the Soclal Serwc&s

i Department. The sign-in sheet indicated the

: Medical Director attended via telephone. The
Adrnlnistrator stated the meeting Included a ;
datalled review of the AQC as it had been i

: completed on that date, Subsequent revisions
- were made prior to the AQC being accepted by

. the State Survey Agency. The Administrator

i
i

i

—stated-the-Med 1eﬂl~91feef@r—tvas—1n—agf¢&ﬂ‘z¢mt+

: with the AOC and had no additional

;

! recommendations.
!

Interview with the Administrator, on 04/2411:3
< at 840 AM, revealed the Abuse Investigation
* Team consisted of the Administrator, the DON,

: " the ADON and the Social Servicas Diractor

;

i

!
i
]
i
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: (S8D). Allallegations of abuse wera to he

! reviewed daily, seven days a week, to determine

who would be In chargs of the investigation,

Raview of the Continuous Quality Improvement

(CQI) too! for "Abuse Investigation and Reporting i

and continued Interview with the Administrator

: revealed the tool would be used for every

! allegation of abuse. The CQf tool incdluded a

' checkiist to ensure every step in the investigation ;

- process, including but not limited to identifying the ;

. concern, proteciing the resident, suspension of

" an alleged employee perpetrator, contacting the |
physician and family, investigating the incigent

. and reporiing to the appropriate State Agency,

- 11. Interview with the Administrator, on 04/24/13 |
at @40 AM, revesled the contracted Nurse
Consultant visited monthly and would in the future
be reviewing all CQI data to verify alf investlgation .
Interventons and reporting requirements had ;
been Initizted, She stated the Nurse Consultant ;
: would prepare a report based on the CQI data
and report {o the facllity Board (swners) monthly
as well,

: 12. Continued interview with the Administrator,
ton §4/24/13 at 9:10 AM, revealed the CQl too! for |
- Abuse Investigating and Reporting would be :
! Litillzed with every allegation. Results would be
| reviewed weekly for four {4) weeks, and monthly
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AhrereatterAlTesuis weres o be Fepomst o s
¢ résviewed with the contracted Nurse Consuitant
: during her monthly visits. The next QA meeting
i was scheduled for 04/26/13,

i

|
1
f
i
H
i
H i

H

i
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