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SHC of Pikeville takes all allegations of abuse very
seriously. It has a robust poliey upon which all staff.
have been educated, and will continue to be re-educated,
ag needed from time to time and on aregnlar basis to
continuaily vatidate staff understanding of same.
Pikeville steff understands that ii must serve as an abuse
advocate at afl times for each and every resident we
serve, and when abuse of any kind {e.g., physical or
verbal abuse or neglect, of misappropriation of resident
property) is suspected, heard, seen, or alleged by any
staff member, resident, or family member, (i) fo
immediately protect the resident by ensuring the
resident’s safety (this will include the removal of the
alleged perpeirator from all care areas and if an
employee, suspending him/her, and (ii) to immediately
1ake appropriate reporting action upon seeing the abusive
conduct.or hearing the abuse allegation. All suspicions
and allegations of abuse will be reported to OKJ, APS
and Ombudsmen iromediately, as well as other
authorities as required by state law and/or as appropriate.
The facility wilk also initiate a thorough investigation
and impose appropriate discipline, as wasranted,

As outlined further below, recent training to ail siaff on
Pikeville’s abuse policy and procedure was performed
and included examples of itens that are state reportable:
(i) any report of staff, family, or other persons being
physically or verbally mean, rough, or

threatening towards a resident, as well as any other
istatements of any kind indicating or describing sucl.
cotdaet -~ regardless of whether such conduct maybe re-
defined, interpreted, or clarified by a resident as

not meant to be intentional or abusive, injuries of
pninown origin, withholding or taking of resident
belongings, (1) resident to resident altercations (verbal
br plysical), (ilf} misappropriation, and/or (iv} any other
esident exploitation of any kind. 1t also made clear that
ailegations of abuse are NOT to be handled, repotted, or
processed through the fucility’s grivvance system ever;
11i must be processed and reported to the state as
butlined above. Finally, alt department heads will be
1rained on how to conduct a thorough investigation and
wbstantiate abuse, where watranted,
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An on-site revisit for the standard survey was
initiated on 05/28/14 in conjunction with an
abbreviated standard survey (KY21748). Asa
result of this visit, deficient practice cited at 42
CFRR 483.13 Resident Behavior and Facility
Practices (F225) and 42 CFR 483.75
Administration (F520) was not corrected.

The complaint (KY21748) was substantiated.
Immediate Jeopardy was identified on 05/29/14 at
42 CFR 483.13 Resident Behavior and Facility
Practices (F225 and F228) and 42 CFR 483.75
Administration (F490 and F520) with Substandard
Qualily of Care at 42 CFR 483.13 Resident
Behavior and Facility Practices (F225 and F226).
Immediate Jeopardy was determined fo exist an
05/24/14 and the facility was notified of the
Immediate Jeopardy on 05/29/14.

Interviews and review of witness statements
revealed on 05/23/14, Resident #35 reported that
State Registered Nurse Aide (SRNA) #3 talked
mean to him/her when the resident had requested
a cold, wet washcloth. Even though the facility
identified the alleged perpetrator in the Incident
related to Resident #35 as SRNA #3, the facility
allowed SRNA#3 to continue to provide care to
other residents in the facility.

In addition, review of incident reports and
interviews revealed on 05/25/14, staff observed
bruising to Resident #32's arm. The resident
reported “fat Pat grabbed” his/her arm. The
facility identified the alleged perpetrator as SRNA

ant 35 were reported to the Office of Inspector
General by 5/29/14 By the Director of Nursing and
reported to APS, Ombudsman, MD and POA by
5/30/14 by the Diractor of Nursing, ADON or
charge nurse. Resldent ff 32 and 35 have been
physicaily assessad by 2 nurse and psychosocially
assessed by the socfal services director by
5/30/14. Resident # 32 and 35 were intetviewsd
and statemant obtained by the house supervisor,
director of nursing or seciaf services director by

5/30/14. Alleged perpetrator for resident # 32 was

suspended pending outcome of thoraugh
Investigation and aHeged perpetrator for resident
#35 is no longer employed by the facility.
Thorotigh Investigation Inftiatad on resldents #32,
and 35 by 5/30/14 by the DON, ADONs, Social
services director or regional nurse consultant. All
residents have been assessed for any signs and
symptoms of abuse/neglect. Those residents with
BIMs »8 were interviewed by the Social Services
Diractar or Chaplain for any abuse/heglect
concemns on 5/28/ 14. Those residents with BIMs <
8 were physically assessed by the ADONs for any
signs and symptoms of abuse/neglect along with
all resident POA’s contacted by social setvices
director or chaplain to question any abuse/neglect
concerns by 6/1/14.

An audit of all personnei records, to include any
counseiing, coéching, suspension and/or
termination forms, was complatad by the Human
Rasources Director and rasults reviewed by the
Chief Nussing Execitive by 5/30/14, to ensure
compliance with federal and state regulations
related to reporting any suspected abuse/neglect
allegations and the employment of staff,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER. REPRESENTATIVE'S SIGNATURE

Shawn O lmner v, Sy SInAT

TITLE

Adimin Shator

(X@} DATE

7/12/14

Any deficiency statement ending with an asterisk (*} c]énotes a deﬁc}ancy which the institution may be excused from correcting providing it [s determinad that

other safeguards provide sufficient protection to the patients. (See Ifstructions.}

Except for nursing homes, the findings stated above are disclosable 90 days

fullowing the date of survey whether or not a plan of correction is provided.  For nursing homes, the abave findings and plans of correction are disclasable 14

days following the date these documents are made available to the facllity. f deficlancies are cited, an approved plan of corectlon Is requisiie to continued
program participation.
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{F OGO} Continued From page 1 {F 000} A review of all grievances and accidents/Incidents
#2. Interviews revealed SRNA #2 was fram January 2014 to May 2014 was completed by
suspended an 05/25/14 while the DON DON, ADGNs’ SDC, MDS, by 5/30/14 to ensura all
investigated the incident, and was allowed to have been thoroughly Investigated along with any
refurn ko work on 05/26/14 after the DON stated suspacted abuse/neglect ldentified was reported
- she did not feel "like it was an allegation of in accordance with state/federal law to ensure
abuse” because the resident reported different reporting guidelines have been met. 1 allegation
stories ahout the incident. The fagcility's was idantified, reported in accordance with
Administration failed e ensure allegations of state/federal guidelines and thorough
abuse and neglect were reported immediately fo investigation completed,
appropriate State Agencies and failed to ensure
residents were protected from potential abuse All restients were assessed forany suspected
while an investigation of the alleged abuse was and/or allegations of ahuse/neglect. Residunts
conducted. In additton, the facility's with BIMs scare of > 8 were inferviewed by the
Administration also falted to ensure the facility's Secial services director or chaplain by 5/30/14 for
investigation included resident and staff any suspected neglect issues and Residents with
interviews and an assessment of other residents BIMs score of < 8 were assessed by DON, ADONs,
for signs of abuse and neglect. FEN, or SDC &y 5/30/14 for any s/s of suspected
neglect along with residents POA’s were contacted
An acceptable Allegation of Compliance was and questioned by social services director or
received on 08/02/14 which alleged removal of  chaplain by 5/30/14 for any suspected
the Immediate Jeopardy on 05/31/14. A partial abuse/neglect concerns. Abuse/neglect audits,
extended survey was conducted on 06/03/14 assessments, interviews and quastlonnaires were
through 06/04/14. The State Survey Agency N reviewed by the Administrator, Regional Nurse
‘ determined the Immediate Jeopardy was Consultant or the Chiaf Nurse Executive by
removed on 05/31/14 as alleged, which loweared 5/30/14 fot any indications of abuse/neglect
the scope and severily to "D" at 42 CFR 483.13 concems.
Resident Behavior and Facdility Practices (F225 s .
an F226)and D" ot 2 CFR 4837 i ————
e il . m 7 7 1
Administration (F490 and F520) while the facility o ] duanty
, ) . notes and interdisciplinary notas were completed
monitors the effectiveness of systemic changes . ; h
5 P by the Director of Nursing, Assistant Director of
and quality assurance activities. (Refer fo F225 " # Daval : -
4 F226 ) i ursing, Staff Development Coordivator, MDS
an } T Coardinators, or Regional Nurse Consultant by
{F 225} | 483.13(c)(1)(ii)-(), (c)(2) - () {F 225} 5/30{14 for all resldents fo identify any suspected
§8=J | INVESTIGATE/REPORT abuse/mneglect allegations that have not heen
ALLEGATIONS/INDIVIDUALS

reported.

The facility depariment mznagers, to include,
administrator, DON, ADONs, SPC, MDS, wound
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{F 225} Continued From page 2 {F 225}

rmistreating residenis by a courf of [aw; or have
had a finding entered info the State nurse aide
registry concerning abuse, naglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing autherities.

The facility roust ensure that all alleged violalfons
irvolving mistreatment, neglect, or abuse,
inghuding injuries of unknown scurce and
misappropriation of resident property are reported
immediately to the administrator of the facllity and
1o other officials in accordance with State law
through established procedures (including to the
State survey and cerlification agency).

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

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

This REQUIREMENT is not met as evidenced
by: '

Based on interview, record review, review of the
facility’s incident report, review of staff withess
statements, and review of the facility's policy, it

care nurse, BOM, QOL, maintenance diractor,
Housekeeping director, DM,
Marketing/Adsissions, 5SD, RSM, FFN MR and
Chaplain received education from the Regional
Nurse Consultant on 5/29/14 vegarding the
ahusefneglect policy and procedure which
included - apprepriately identifying any suspected
abuse/neglect allegations, approgriate reporting
ih accordance with state/federal guldelines,
ensuring safety of the residents, and conductinga
thorough fovestigation along with the Quality
Assurance Performance Improvement process to
include reporting of concerns to the Administrator
and line staff participation In development of QAPI
plans. This training was perfoymed face ta face in
order to fadllitate discussion and guestion and
nclude examples of items that would be
considered as reportable: reports of staff being
mean, infurias of unknown arigln, witkholding
belongings, resident to resident altercations to
intlude verbal or physical, and taking belongings
or exploitation, Post-test was administered and
100% seore obtained, if manager did not score
100% on post-test, then managar will be
immediately re-educated and post-test re-
administered. This process will continue until
manager ohtains a 100% score on post-test.

Once the facility Administrator, DON, ADONs, MDS

coordinator, SDC, Director of Dining Services,
Business office manager, Social Sendces Diractor,
Activities Director, Chaplain,
Marketing/Admissions, RSV, Medical Records, HR,
Wound Care, or FFN were re-educated on the
abuse policy they wara then assigned to re-
edueate the staff on the abuse policy and
procedure which included, but not fimited to,
reporting, protection and investigation
requirements, which started on 5/25/14. No
emplayee will be allowed to work until abuse
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{F 225} Continued From page 3 {F 225} education is provided, post-test administeréd and
was determined the facility failed to ensure 100% score obtained, i employee did not score
allegations of abuse and neglect were reported 100% on post-test, then employes wiil ba ! ‘
immediately to the facility's Administrator, the immediately re-educated and post-test re- !
State Survey Agency, and other officials in administered. This process will continue until r
accordance with State law for two (2) of three {3) employee obtains a 100% score on post-tast,
sampled residents (Residents #32 and #35). The Education regarding the abusa policy and
facility failed to ensure all allegations were procedure, to include identification/reporting and
investigated and failed to ensure residents were the Quality Assurance Performance Improvement
protected from further potential abuse during the process wil be included in the orientation process
facility’s investigation. for all newly hired staff members. No newly hired
: ermnployes will be allowed to wark untit abuse
The facility documented on an incident report education is provided, post-test administered and
dated 05/25/14, that facility staff ohserved bruises 100% score obtalned, if employee did not score
to Resident #32's left wrist/forearm on 05/25/14. 100% oh post-test, then employee will be
The resident informed staff on 05/25/14 that a Immediately re-educatad and post-test re-
nurse aide {identified by the facility as State administered. This process will continue until
Registered Nurse Aide #2) had "grabbed" histher emplayee obtains a 100% store on post-test,
armm and "wouldn't let go.” Review of the
investigation revealed staff working at the time ! Staff questionnaire regarding zbuse, to include the
the resident's bruises were discovered was guestion, “What would you do if a resident told
interviewed; however, other residents were not vyou that you were mean to them”, is being
interviewed and the staff did not conduct skin administered by Administrator, DON, ADONs, MDS
assessmenis of other residents to determing if coordinator, SDC, Director of Dining Services,
there were other bruises, and/or if there were Buslness office manager, Soclat Services Director,
other allegations of abuse untii 05/28/14, three (3) Activities Director, Chaplain,
days after the bruises on Resident #32's arm Marketing/Admissions, RSM, Medical Records, HR,
were observed. Further review of the Wound Care, ar FFN to 10 different staff members ]
investigation revealed the facility identified State daily to ensure continued understanding of the ‘
,Registered Nurse Aide (SRNA) #2 55 the allegec! abuse/neg[ect pO[iC\/ and prucadare, appropriate
perpetrator; the SRNA was suspended from investigating and reporting of abuse/neglect, and
resident care on 05/25/14 (the day staff cbserved - the Quality Assurance Parfermance lnprovement
the bruises on the resident's arm) but was process to include yeporting of toncerns to the
aliowad to return to work and provide direct Administrator and line staff participation in
resldent care on 05/26/14 (two days prior o the development of QAP? plan. Results of the staff
assessments of other residents), Confinued questionaaire will be reported to the QA
review of the investigation revealed the facility committes weekly for 4 waeks, starting on
failed to nofify the State Survey Agency of the 5/29/12, to determine the further need of
allegation of abuse until D5/28/14 {three days c-ontlnued education or revision of plan. At that
after the bruises had been observed). The facility time, based on evaluation, the QA cormmittee will
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failed to ensure staff acted in accordance with the
facility's policy that indicated, *...All allegations of
abuse will be investigated and reparted to the
appropriate agencies... The Administrator and/or
DON will natify state agencies according io their
reporting guidelinas...All allegations of abuse
involving abuse along with injuries of unknown
arigin are reported immediately to the charge
nurse and/or administrator of the facility along
with other official in accordance with State law
through established guidefines.”

iy addition, review of employee files revealed staff
witness statements in SRNA #3's personnel file
that alleged SRNA #3 had been verbally abusive
to Resident #35. Review of a witness statement
written on 05/24/14, by Licensed Practical Nurse
(LPN) #2 revealed on 05/23/14, Resident #35
reported that SRNA #3 had talked mean to
him/her when he/she requested a cold, wet
washcloth. The facility failed to provide written
documentaticn that staff cenducted a thorough
investigation. The facility's investigation did not
include interviews with other residents or
evidence that the allegations had been reported
to the facility's Administrator and the State Survey
Agency. The facility allowed SRNA #3 to provide
direct resident care on 05/23/14 and 05/25/14
which was not in accordance with facility policy
which stated, "...The charge nurse will
immediately remove the suspected perpeirator
from resident care areas, obtain the staff
members witness staterment and immediately
suspend the employee pending the ouicome of
the investigation...," and that ".. All allegations of
abuse involving abuse along with injurles of
unknown origin are reported immediately to the
charge nurse and/or administrator of the facility

along with other officials in accordance with State

questionnalre will nead to continue. Concerns
identified will be corrected Immadiately and
reported to administrator 1o ensure inves;tigation
of suspacted Abuse/neglect was thoroughly
investigated and completed along reporting
guldelines are met.

Hand in Hand training, module one, was initialed
on 5/13/14 by SDC and completed on 6/4/14.
There is an education calendar in which all
modules have been scheduled to indude all §
modules over the next 6 months. Make up
sessions wilt be offered until alt employess have
attended. New emplayees in orientation wili
recelve the Hand in Hand tralning on a set
schedule to ensure all 6 modules are completed.

The Adsninistrator, DON, ADONs, MDS
coardinatar, SDC, Divector of Dining Services,
Business office manager, Secial Services Director,
Activities Director, Chapain,
Marketlng/Admissions, RSM, Medlcal Records, HR,
Weund Care, or FFN, will be on site daily for 4
weeks to perform walking rounds ln which 10
residents (five with BiMs »8 and tive with BIMs <8}
will be visited by the department head and
interviewed ragarding staff treatment for those
residentts that can be interviewed and for those
residents who are not able to be interviewed the
departement heads will visit the resident, skin
check will be completed by nurse as well as speak
to nurse and C.N.A, regarding any noted changes
in resident behaviors. The facility department
heads also will interview 10 different staff
members dally regarding the types of abuse, who
is the abuse coordinator, when is suspacted abuse
reparted, what would you do if a resident told you
thatyou were mean io them elc, which began on
5/23/14. Results of resident and staff
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{F 228} | Continued From page 4 {F 225} determine at what frequency the staff
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law through established guidelines..."

The facility's failure to immediately report all
allegations of abusa/neglect, failure to protect
residents during the course of an investigation of
abuse/neglect, and failure to investigate
allegations of abuse/neglect caused, or was likely
to cause, serious injury, hare, impairment, or
death to residents in the facility. Immediate
Jeopardy was determined to exist on 05/24/14 at
42 CFR 483.13 Resident Behavior and Facility
Practices (F225 and F226) and 42 CFR 483.75
Administration (F490 and F520).

An acceptable Allegation of Compliance was
recelved on 06/02/14 which alleged removat of
the Immediate Jeopardy on 05/31/14. A partial
extended survey was conducted on 06/C3/14 and
08/04/14. The State Survey Agency determined
the Immediate Jeopardy was removed on
05/31/14 as alleged, which lowered the scope
and severity to "D" at 42 CFR 483,13 Resident
Behavior and Facility Practices (F225 and F228)
and "D" at 42 CFR 483.75 Administration {F49¢
and F520) while the facility monitors the
effectiveness of systemic changes and quality
assurance activities. (Refer to F226.)

The findings include:

Review of the facility's policy, "Abuse, Neglect
and Misappropriation,” revised March 2013,
revealed " ...All allegations of abuse involving
abuse along with injuries of unknown origin are
reported immediately to the charge nurse and/or
administrater of the facility along with other
officials in accordance with State law through
established guidelines..." In addition, the policy
revealed, ".. The charge nurse will immediately

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 8}
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DEFIGIENCY)
{F 225} | Continued From page 5 {F 228}

guestlonnatre’s will be reported ta the
Administrator, DON, Regional Murse Consultant or
VP of Operations daily and if the Administrator is
not in the facility the Department Birector
canducting the questionnaires will telephone the
Adminlstrator or VP of Operations the results of
the resldent and staff questionnalires.

The Administrator, DON, ADONs, MDS
coordinator, SDC, Director of Dining Services,
Business office manager, Social Servicas Director,
Activities Director,; Chaplain,
Marketing/Admissions, RSM, Medical Records, HR,
Wound Care, or FFN will notify Administrator of
any concerns immediately regarding the above
resident and staff questisnnaires refated to abuse,
mistreatment, neglect or misappropriation,
ensuring resident is safe, A binder, which is passed
on to each Depariment Head assigned to perform
the resident and staff questionnaires daily, which
contains a resident roster in which the Interview
date and shift is noted next to resident name to
ensure that residents with BIMS >8 will be
interviewed and residents with BIs<8 will be
visited, with skin checks completed, beginning on
529714, The MDS Coordinators have the
respensibllity for updating the binder weekly to
identify residents with BlMs >8 and residents with
BlMs <8. If abuse, tistreatm ent, neglect or
misappropriation is alleged during the interviews
and or visits or reported bvé staff mamber the
Department Head will ensure the restdent [s safe,
report £0 a charge nurse it which the charge nurse
will remove the alleged perpetrator to 3 non-
patient care area and nofify the Administrator,
Director of Nursing, and/or Social Services
Direct/Abuse Coordinator. The alleged perpetrator
will be suspended and 2 thorough investigation
will begin immediately.
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care areas, obtain the staff members witness
statement and immediately suspend the
employee pending the oulcome of the
investigation..." The facility's policy also revealed,
" ..The charge nurse will immediately notify the
Administrator, DON and/or Abuse Cocrdinator as
appropriate... The Administrator and/or DON will
notify state agencies according to their reporting
guidelines...All allegations of abuse will be
investigated and reported 1o the appropriale
agencies... The Administrator/designee will make
all reasonable efforts to investigate and address
alleged reports, concems, and grievances..."

1. Review of Resident #32's medical record
revealed the facility admitted the resident on
12/06/13 with diagnoses which included
Dementia, Alzheimer's Disease, Coronary Artery
Disease, and Hypertension. Review of Resident
#32's Minimumn Data Set (MDS) Quarterly
Assessment, dated 02/04/14, revealed the facility
assessed the resident to have a Brief Interview
for Mentad Status (BIMS) score of 8 which
indicated the resident's cognition was moderately
impaired.

Review of an incident report, dated 05/25/14,
ravealed on 05/25/14, an SRNA called a nurse to
Resident #32's room because she had observed
two dark blue bruises on the resident's left
wrist/forearm area. Continued review of the
incident report revealed the resident stated, "Fat
Pat grabbed my arm and wouldn't let it go; | had
to pull myself loose."

Interview was attempted with Resident #32 on
05/28/14 at 11:10 AM. However, the resident
stated, "I don't want fo talk about this fs**]

Services or a member of regional staff will raview
all resident and staff questionnaires daily for any
grievances/concerns and/or suspected allegations
of abusefneglect. Any suspected allegations of
abuse/neglect will be immediately reported in
accordance with state/federal guidelines and
tharough investigations of any suspectad
allegations of abuse/neglact along with any
grievances/concerns will be Tnitiated upon receipt,
skarting on 5/30/34.

During care plan conference for each restdent any
potentlial allegation of abuse/neplect will be
discussed and aducation will be provided on
whom to repost abuse/neglect concams by the
MDS coordinator,

The Administrator, Secial Services Director or the
Director of Nursing will review, daily, the
grievances and incident/accident repotts, starting
5/29/14, to determine If there are reportable
allegations that have not heen identified. Soclal
Services Director or the Director of Nursing will
report to the Administrator any identified
altegations of abuse, neglect or misappropriation
Immediately after their raview. The Administratoy
wili report any allegations of abuse; neglect or
misappropriation in accordance with state/federal
guidelines to meet reporiing requirements.

An emergency resident council mesting was held
on 5/30/14, Administrator and SDC attended, to
discuss any abuse/neglect concerns and to provide
education on whom fo report any ahuse/negtect
concarns without fear of retributian. All residents
with BiMs < 8 POA’s were attempted to be
contacted by Sodial Services Director to discuss
any abusefnegfect concerns and to provide
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anymore,f' and refused to provide any further
information. ;

Licensed Practical Nurse (LPN) #1 stated in
interview conducted on 05/29/14 at 11:53 AM that
she assassed Resident #32 when the bruises
were identified by facility staff on 05/258/14. The
LPN stated Resident #32 reported to her on
05/25/14 that "Fat Pat grabbed" his/her arm. LPN
#1 identified the alleged perpetrator as SRNA #2.
According to interview, LPN #1 stated she
immediately notified the Director of Nursing
{DON) on 05/25/14 of the resident's bruises and
of Resident #32's allegation. The LPN stated the
DON instructed staff to conduct a skin
assessment of Resident #32, to obtainwritten
statements from' staff menmbers that were

present, and to immediately suspend the alleged
perpetrator, SRNA #2, However, interview with
1.PM #1 reveated the DON failed to instruct her "to
natify other officials in accordance with State law
through established guidelines" as per the
facility's policy. ‘

Interview with Registered Nurse (RN) #1 on
05/29/14 at 12:30 PM revealed she also
assessed Resident #32 on 05/25/14, when the
bruises were identified by facility staff, She
further stated the alleged perpetrator had been
identifled, based on the resident's description, as
SRNA#2. RN #1 stated she immediately notified
tha Administraior on 05/25/14 of the resident’s
bruises and the aliegation of abuse. The RN
further revealed the Administrator instructed her
1o follow the directions of the DON.

Interview with the DON, on 05/28/14 at 4:30 PM,
revealed she had been notified of the bruises to _
Resident #32's arm on 052514 and thatf the

aducation on whom'to repert any abuse/neglect
concerns without fear of retributicn on 5,/30/14,

Nursing Admialstration {DON, ADON, Unit
Manager, Staff Development Coordinator, MDS
staff, facility formulary nurse, medical records, or
social service director) will review documentation
in the chart in order to assess for any signs of
documented evidence regarding abuse, neglect, or
misapproprlation dally on 5 residents starting on
6/5/14. Any of the above concerns identified, the

member of Nursing Administration wil first dagueii

resident is safe by parferming an assessment,
notify a charge nurse. The abuse poliey will be
followed in which the alleged perpetrator will be
removed fram a resident care avea (if on duty) and
the Administratar, DON, or Social Service Director
wil be notified . Administrator andfor DON will
immeadiately report in accordange to state/fedaral
guidelines and thorough investigation wili be
initiated and completed.

Administrator will keep an abuse investigation log
that will include documentation of the followlng:
ensure resident is protected, report is filed timely,
parpetrator is removed from patent care area and
thorpugh invastigation is complated. The
Administrator will review the log daily as well as
one af the following: Signature Care Cansuftant,
VP of Operations, or Special Projects
Administrator along with Chief Operating Officar
or Chlef Nursing Exectitive will review log for
compliance weekly, starting on 6/5/14 for 4
weeks, then monthly.

In the event of any new reports of allagad abuse,
neglect or misappropriation of property, one of
the faltowing will be contzcted within 24 hours
and then again prior to making the-final five day
irvestizgation raport to OIG: Signature Care
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resident had alleged "fat Pat” had grabbed hisher
arm. The DON stated she had instructed staff to
assess Resident #32, fo "gather statements from
staff," and io tell the alleged perpetrator not to
come to work that day (05/25/14} or until the
incident had been "investigated.” The DON
stated staff had conducted an investigation of the
alleged incident on 05/25M4. However, the DON
acknowledged the facility had not assessed
and/ar interviewed other rasidents, including the
residents that had received direct care by SRNA
#2, for signs and/or reports of abuse during the
investigation. The DON stated during the facility’s
invastigation they had only interviewed staff that
worked at the facility an the day the alleged
incident was reported, and had only asked the
staff about the alleged incident that occurred. In
addition, the DON stated that based on the
facility's investigation she "didn't think it was
abuse because the resident had different stories
about what had happened,” had investigated the
incident as an injury of unknown origin, and had
not notified State Agencies of the incident.
However, a review of the facility's policy revealed,
"All allegations of abuse involving abuse along
with injuries of unknown origin are reported
immediately to the charge nurse andfor
administrator of the facility along with other
officials in accordance with State law through .
established guidelines.” The OON further stated
the alleged perpetrator (SRNA #2} was permitied
to return to work on 05/28/14, the day after the
alleged incident was reported.
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Interview with the Administrator on 05/29/14 at
6:17 PM ravealed he was notified on 05/25/14
that Resident #32 had bruises on hisfher arm and
the resident had stated thaf "fat Pat grabbed"

hisfher arm. The Administrator stated he had not

Consultant, YP of Dperations, Chief Operating
Officer, Special Projects Administrator or Chief
Nutsing Executive, Thea raviewer (Slgnature Care
Consultant, VP of Operations, Chief Operating
Office, Special Projects Administrator or Chief
Nursing Executive) will insure tha resident is
protacted, report is filed Umely, the perpetratoris
removed from the patient care areaand a
thorough investigation is initfated and completed.

Administrative oversight of the facility wilf be
completed by the Special Projects Administrator,
the Reglonal Vice President of Operations,
Signature Care Consultant, Chief Nursing Executive
or Chief Operating Officer weekly starting 6/5/14
for 4 weeks, then monthly.

DON, ADQNs, or SDC will observe the care
delivery, for any suspected abuse/neglect
concerns on 1 resident/unlt dally (Manday
through Friday) starting on 6/3/14 for 4 weeks,
Any concerns noted the nursling administration
will first ensure resident is safe by performing an
assessment and notify a charge nurse. The abuse
policy will be foltowed in which the alleged
perpetratar wili be removed from a resident care
araa and the Administrator, DON, or Social Service
Director will be rotifled, Admizistrator and/or i
DCN will immediately report in accordance to
state/federal guidetines snd thorough
‘Investigation will be initleted and completed.

Administrative oversight of the facility wil be
completed by the Spedial Projects Administrator,
the Regicna] Vice President of Operations,
Signature Care Consultant, Chief Nursing
Executive, or Chief Operating Officer, weaekly for 4
weelts beginning 6/5/14, then monthiy.
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considered the resident’s statement as an
allegation of abuse, but as an injury of unknown
origin, because the resident had "told a lot of
stories" as to how the bruises ocouired when
questioned by facility staff. However, based on
the facility's policy, "The Administrator/designee
will make all reasonable efforts to invesiigate and
address alleged reports, concerns, and
grievances.” Continued interview revealed the
allaged perpetrator had been instructed not to
come to work on the day the incident was
reported (05/25/14) but had been allowed to
returmn to work and provide direct resident care on
05/26/14. The Adminisirator acknowledged the
facility had not included resident assessments
and interviews in their investigation, and had not
reparted the resident's complaint to the State
Agencies.

2. Review of Resident #35's medical record
revealed the facility admitted the resident on
04/29/14 with diagnoses which included Arthritis,
Chronic Obstructive Pulmonary Dissase, and
Diabetes. Review of the Minimum Data Set
admission assessment, dated 05/15/14, revealed
the facility assessed Resident #35 to have a
BIMS score of 11, which indicated the resident's
cognition was moderately impaired. -

Inferview with Resident #35 on 05/29/14 at 8:45
AM revealed the resident had asked SRNA #3 for
a cold, wet washcioth for knea pain on 05/24/14
and the SRNA told the resident he didn't have
insurance like the "rest of us.," Continued
interview revealed SRNA #3 brought the
washcloth fo the resident's roomn, threw the
washeloth to the resident, and hit the resident's
chest with the washcloth. Further interview
revealed Resident #35 reported 1o nursing staff
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The Administrator or Signature Care Consuftant
will audit compliance of the above stated
audits/reviews dally (M-F). Resuits of the
audits/reviews, which indude, resident interviews,
resitlent skin checks, staff questionnaires,
griavance log review, A/l review, chart
documentation audits and care delivety audits

will be reported to the GA cormimittee weekly x 4
weeks to determina the further heed of continuad
education or revision of plan, At that time, basad
on evaluation, the GA committee will determingat S
what frequency the audlis/reviews, along with
monitering for compliance, will need to continue,
Cencarns identified will be correctad immediately
and reparted to sdministrater to ensure
investigation of suspected neglect was
investigated and completed along with reporting
guidelines are met

A follow-up questlonraire will be completed by
the Administrator, Director of Nursing, Assistant
Directors of Nursing, MDS Coordinator, Social
Services Director, Quality of Life Director, Dietary
Manager, Plant Qperations Director, Chahl'm,
Medical Records, Human Resource Director, Staff
Daevalopment Coordinator, Bustness Office
Manager, Facility Formulary Murse er the
Environmenta) Servicas Manager for 10 different
staff members daily for 4 weeks beginning 6£/5/14,
to ensure continsed understanding regarding the
abuse/neglect policy, appropriate reporting,
tdentification, and implementing care plans to
meet resident care needs,

A Qualiéy Assurance meeting will be held waekly
for 4 weeks beginning 5/28/14, then monthly for
recommendations and furiher follow up regarding
the above stated glan, At that time based upon
evaluation the QA Committee wiil determine at
what frequency the audits will need to continue,

FORM CMS-2567(02-99) Previous Versions Dbsclete

-Bvent [D: COXET2

Facillly 10: 100367 if contination shest Page 10 of 56




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

i

PRINTED: 07/15/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BLALDING
R-C
185094 B.WING 06/04/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SIGNATURE HEALTHCARE OF PIKEVILLE 260 SOUTH MAYQ TRAIL
PIKEVILLE, KY 41581
oAy I SUMMARY STATEMENT OF DEFICIENCIES o ' PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
TaG | REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENGEE TO THE APPROPRIATE DATE

DEFICIENGY}

{F 225} | Continued From page 10

that SRNA #3 talked mean to him/her, Although -
the resident could not recall the axact date the
incident ocourred, the resident reported it all
happened at the same time.

Review of a withess staterent written by LPN #2,
on the night shift of 05/23/14 to 05/24/14,
revealed on 05/24114, between 3:00 AM and 4.00
AM, SRNA #3 was observed walking down the
hall making staterments that " hate these people;
| don't know what a washcloth's going to do for
[him/herl.” Continued review of the witness
statement revealed on 05/24/14, Resident #35
called LPN #2 to his/her room to check the
resident's blood sugar and she observed the
resident crying. Further review of the witness
statement revealed the resident reporied, “That
boy that was just in here talked mean to me.”

#35 had asked SRNA #3 for a cold, wet
washcloth for knee pain and SRNA #3 made
statements to the resident that the SRNA also
had knee pain but did not have insurance to see
a doctor like the residents and he didn't know
what a washcloth was going to do fo halp.
Continued review of the witness staterment
revealed the resident was very upset and did not
want SRNA#3 in his/her room again. According
o the withess statement, LPN #2 contacled the
on-call nurse on 05/24/14 to report the incident
and was instructed to switch SRNA #3 with an

Tha DON was coniacted and she instructed LPN
#2 to place the information about the incident on
the 24 Hour Report Sheet and to keep SRNA #3
out of Resident #35's room. However, the
facility's policy stated, "...The charge nurae will
immediately remove the suspected perpetrator
from resident care areas, obtain the staff

The witness statement further revealed Resident |

SRNA from the other hall and to contact the DON.

{F 225}

The Administrator has the oversight to ensure an
effective plan Is in place to teet resident
wellhelng as well as an effactive plan to identify
facility concems and implement a plan of
correction ta involve all staff of the facHity.
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-| SRNA#3 in the hall making the statement, | hate

Continued From pagé 11

members withess statement and immediately
suspend the employee pending the outcome of
the investigation..." In addition, according to the
palicy, "...All allegations of abuse will be
investigated and reported to the appropriate
agencies..."

1.PN #2 confirmed in interview conducted on
0572214 at 5:08 PM that she had overheard

these people, every damn one of them.”
Continued interview revealed the LPN was called
to Resident #35's room by the resident to check
the rasident’s blood sugar and, upon entering the
resident's room; she observed Resident #35
crying. LPN #2 stated SRNA#3 had talked mean
to the resident when the resident requested a
cold, wet washcloth for knee pain. Further
intendew with LPN #2 revealad she called the
DON on 05/24/14 to inform her of the incident
and was told by the BON to put SRNA#3 on
another hall to provide direct care, document the
incident on the 24 Hour Report Sheet, and it
would be investigated, However, according to the
facility's policy, ".. The charge nurse will
immediately remove the suspecied perpetrator
from resident care areas, obtain the staff
members witness statement and immediately
suspend the employee pending the outcome of
the investigation..." The LPN further revealed the
nursing staff from night shift "stayed over” the
morning of 05/24/14 to taik with the DON about
SRNA#3's negative behaviors and to turn in the
witness statements about the incident.

Review of the witness statement writien by LPN
#3 revealed between 3:00 AM and 3:30 AM, on

05/24/14, SRNA#3 was observed coming out of
Resident #35's room shouting, "l hate these

{F 225}

|

FORM CMS-2567(02-89) Previous Versions Ohsalate Event 1D: COXB12

Facllity 107 100367 If continuation sheet Page 12 of 58




PRINTED: 07/15/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
185094 B. WING 06/04/2014
NAME QF PRCVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SIGNATURE HEALTHCARE OF PIKEVILLE 250 SOUTH MAYO TRAIL
PIKEVILLE, KY 41501
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREF{X {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROFRIATE DATE
‘ DEFICIENCY)
{F 225} | Continued From page 12 - {F 225}
people, every damn one of them." The witness
statement further revealed Resident #35 had
reportedly asked SRNA #3 for a wet washcioth
and the SRNA had asked the rasident why he/she :
needed the washcloth. Coniinued review of ihe -

witness statement revealed the SRNA talked
hatefully to the resident and informed the resident ;
he had knee problems for a long time and he did f
not have insurance like the residents and could
not go to the doctor any time he wanted.

Interview with the DON on 05/28/14 ai 520 PM
revealed the DON had been informed by facility
staff by telephonie on 05/24/14, that SRNA #3 had
made a negative comment to Resident #35 after
the resident requested a washcloth. Continued
Interview revealed the DON informed the caller to
keep SRNA #3 out of Resident #35's room.
Further interview revealed the DON talked with
the night shift nurses the next moming and was
informed of reports that SRNA #3 had argued
with staff and had cursed in the hallway. The
DON obtained witness statements from staff
about the incident. The DON stated the reports
were nothing she considered abusive so the
incident was not investigated or reported to State
Agencies. in addition, the DON acknowledged
the alleged perpetrator was allowed to provide
resident care after receipt of the allegation and
had continued to provide resident care at the
facility. However, the facility's policy revealed,
*...All ailegations of abuse will be investigated and
reported to the appropriate agencies...remove the
suspected perpetrator from resident care areas,
abtain the staff members withess statement and
immediately suspend the employee pending the
outcome of the investigation...”

The Admlniétrator stated in interview conducted
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on 05/29/14 that staff should have reported and
investigated the allegations in sccordance with
facility policy. However, the Administrator stated
facility staff had not made him aware of the
witness statements involving SRNA #3 and
Resident #38 until 05/28/14, four days after the
allaged incident occurred on 05/24/14.

**The facility provided an acceptable Allegation of
Compliance (AQC) on 06/02/14. The fadility -
impiemented the following actions to remove the
Immediate Jecpardy:

—The allegation of abuse reported by Resident
#32 was reported to the Office of Inspector
General {OIG) on 05/27/14 by the DON.
Resident #32 has a BIMS score graater than 8
and a statement was obtained on G5/25/14. The
alleged perpefrator was suspended on 05/25/14.
The facility's investigation was initiated and
ongoing with a five-day report to be submitted to
OIG on 05/30/14. All residents were assessed for
any signs and symptoms of abuse/neglect.

Those residants with BIMS scores greater than 8
were interviewed by the Social Services Director
or Chaplain for any abuse/neglect concerns on
05/29114. On 05/29/14, the Assistant Directors of
Nursing (ADONSs) assessed the physical status of
residents with BIMS scores less than 8 for any
signs and symptoms of abuse/neglect. The

Tfacility attempted to contact the 41 Power of

Aftorneys {POAs) for the residents with a BIMS
score (ess than 8 to ask if they had any concerns
refated to abuse/neglect and successfully
contacted 26; the Social Services Director, the
Chaplain, the DON, and/or the Administrator wili
continue to attempt to contact the remaining 15
POAs until all have successfully been contacted.
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--The allegation of abuse related to Resident #33
that accurred on 05/24/14 was reported to OIG on
05/29/14 by the DON and reported o Adult
Protective Services (APS), the Ombudsman, ihe
residenit's physician, and the POA on 05/30/14 by
the DON. A facility nurse assessed Resident #33
on 05/28/14 and the resident had a psychosocial
assessment completed by the Social Services
Director on 05/30/14. Resident #33 was
interviewed and & statement was obtained by the
facility's Soclal Services Director on 05/30/14.
The aileged perpetrator was no longer employed
by the facility. The facility's investigation was
initiated and ongoing with a five-day report to he
submitted (o OIG on 05/30/14. All residents were
assessed for any signs and symploms of
abuse/neglect. Those residenis with BIMS
seores greater than 8 were inferviewed by the
Social Services Director or Chaplain for any
abuse/neglect concerris on 05/29/14. On
05/28M4, the ADONs assessed the physical
status of residents with a BIMS score less than 8
for any slgns and symptoms of abuse/neglect,
The facility attempted to contact the 41 POAs for
the residents with a BIMS score less than 8 to
ask if fhey had any concems related to
abusefneglect and successfully contacted 26; the
Social Services Director, the Chaplain, the DON,
and/or the Administrator will continua to attempt
to contact the remaining 15 POAs until alt have
succassfully have been contacted.

--The allegation of abuse reported by Residsnt
#35 was reported fo the Office of Inspsctor
General on 05/29/14 by the DGN and reported to
APS, the Ombudsman, the resident's physician,

and the POA con 05/30/14 by the DON. Resident

#35 was physically assessed by a nurse and
psychosocially assessed by the Social Services
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Dirsctor on 05/30/14. Resident ¥35 was
interviewed and a statement was cbtained by the
Social Services Director on 05/30/14. The
alleged perpetfrator is no longer employad by the
facility. The facility's investigation was initiated
and ongoing with a five-day report fo be
submitted to OIG on 05/3G/14. All residents were
assessed for any signs and symptoms of
abyseineglect. Those residents with BIMS

- scores greater than 8 were interviewed by the

Social Services Director ar Chaplain for any
abuse/neglect concems on 05/28/14. On
05/29/14, the ADONs assessed the physical
status of residents with BIMS scores less than 8
for any signs and symptoms of abuse/neglect.
The facility attempted to contact the 41 POAs for
the residents with a BIMS score less than 8 to
ask if they had any concems refated to
abuse/neglect and successfully contacted 26; the
Social Services Director, the Chaplain, the DON,
and/or the Administeator will continue to attempt
to contact the remaining 15 POASs until all have
successfully have been contacted.

--All residenis were assessed for any signs and
symptoms of abuse/eglect. Those residents
with BIMS scores greater than 8 were interviewed
by the Sacial Services Director or Chaplain for
any abuse/neglect concems on 05/29/14. Cn
(05/28/14, the ADONs assessed the physical
status of residents with BIMS scores less than 8
for any sighs and symploms of abuse/neglect.
The facility attempted to contact the 41 POAs for
the residents with a BIMS score less than 8 to
ask if they had any concerns related to
abusefneglect and successfully contacted 26; the
Social Services Director, the Chapiain, the DON,
andfor the Administrator will continue to attempt
to contact the retnaining 15 POAs until all have

|
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successfully been contacted. The Administrator,
the Regional Nurse Consultant, and the Chief
Nurse Executive reviewed abuse/neglect audits,
assessments, interviews, and questionnaires on
05/30/14 for any indications of abuse/neglect
concems,

--The facility's Regional Nurse Consultant from
the corporate office re-educated the facility
Administrator, the DON, the ADONSs, the
Minimum Data Set (MDS) Coordinator, the Staff
Development Coordinator (SDC), the Director of
Dining Services, the Business Cffice Manager,
the Social Services Director, the Activities
Director, the Chaplain, Marketing/Admissions,
Medical Records, Human Resources, and Wound
Care staff on 05/29/14 on the facility's abuse
policy and procedure. The education included but
was not limited to thorough investigations,
reporting immediately, and the Quality Assurance
Performance Impravemant {QAPI) process,
including reporting of concerns fo the
Administrator and floor staff participation in
development of QAPI plans. This training was
performed face to face in order to facilitate
discussion and questions and included examples
of items that would be considered as reportable:
reports of staff being mean, injuries of unknown
origin, withholding helongings,
resident-to-resident altercations fo include verbal
or physical, and taking belongings or exploitation.
Department administrative managers were not
allowed to return to work until abuse education
was provided, post-tests administered, and a
score of 100% obtained. If the manager did not
score 100% on post-test, then the manager was
immediately re-educated and re-tested. This
process continued until all managers obtained a

100% score on the post-test.  All post-tests were
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reviewed for compliance by the Chief Nursing
Executive (CNE).

--After the facility Administrator, DON, ADONs,
Minimum Data Set {MDS) Coordinator, Staff
Development Coordinator (SDC), Director of
Dining Services, Business Office Manager, Social
Seqvices Director, Activities Director, Chaplain,
Marketing/Admissions staff, Medical Records
staff or Director, Human Realations {HR) staff, or
Wound Gare staff were re-educated on the abuse
policy, the Administrative staff was assigned to
re-educate the staff on the abuse policy and
procedure which included buf was net limited fo
reporting, protection, and investigation
requirements, which started on 05/20/14. The
facility did not allow any employee to work until
abuse education was provided, post-test
administered, and 100% score obtained. if the
employee did not score 106% on the post-test,
the employee was immediately re-educated and
the post-test re-administered. This process
continued until afl enmployees obtained a 100%
scors on the post-test. Education regarding the
abuse policy and procedure, including
identification/reporting and the Quallty Assurance
Performance Improvement process was added in
the orientation process for all newly hired staff
members. No newly hired employee would be
aliowed 1o work until abuse education was
provided, post-test administered, and 100% score
obtained. If the employee did not score 100% on
the post-iest, the employse was immediately
re-educated and re-tested. This process
continued until employess obtained a 100% score
on the post-test.

~Staff questionnaires regarding abuse, including
the question, "What would you do if a resident
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told you that you were mean to them?" were
administered by the Administratar, DON, ADONs,
MDS Coordinatar, SDC, Director of Dining
Services, Business Office Manager, Social
Services Director, Activities Director, Chaplain,
Marketing/Admissions, Medical Records, HR, or
Wound Care staff to five staff members on each
shift and different staff members unti! immediacy
was removed. After removal of immediacy, ten
staff questionnaires were administered fo staiff
daily to ensure continued understanding of the
abuse/neglect policy and procedure, appropriate
investigating, and repotting of abuse/neglect.

The questionnaire also included questions related
to the QAPI process to include reporting of
coneerns fo the Administrator and floor staff
participation in development of the QAP plan.
Results of the staff questionnaire were reported
to the Quality Assurance (QA) Committee weekly
to determine the further need of continued
education or revision of the plan. At that time,
based on evaluation, the QA Committee would
determine at what frequency the staif
questionnaire would need to continug. Concerns
identified were corrected immediately and
reported fo the Administrator to ensure !
investigation of suspected abuse/neglect was j
investigated/completed and reporting guidelines
were met. i

—HR performed an audit of all personnel files for
any abuse concems on 05/29/14. lterns that
were reviewed:-Coaching ard Counseling forms,
suspensicn forms, and termination forms.
Resulfs of the audit were given to the Chief '
Nursing Executive on 05/30/14, to review for any ;
abusefneglect concerns that needed reporting, ‘ "
There were no concerns identified. '
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--A nurse from the facllity's regional team or
corporate office had been on-site since 05/29/14
and remained in the facility daily until the jeopardy
was removed. The nurses from the regional
team or home office assisted with investigations,
observed staff treatment of residents, performed
chart audits, and provided oversight and
consultation, The Chief Nurse Executive, Clinical
Comptiance Nurse, or Director of Clinical
Programs were in daily contact with the regional
nurse censultant and reviewed allegations.

-All facility grievances filad since 04/01/14 were
reviewad by the Administrator, DON, or Regional
Nurse Consultant on 05/30/14 to determine if any
items documented were a reportable event. The
Administrator was notified of ane allegation of
possible abuse. Tha Administrator reported the
allegations to the Office of Inspector Genearal on
05/30/14. The Administrator, Sociat Services
Directer, or the Director of Nursing reviewed the
grievances and incidentfaccident reports daily,
unitil immediacy was lifted, which was initiated on
05/29/14, to determine Iif there were reportable
allegations that had not been identified. The
Social Services Director or the Director of Nursing
reported to the Administrator any identified
allegations of abuse, neglect, or misappropriation

immediately after their review. The Administrator

will report any allegations of abuse, neglect, or
misappropriation to the Office of Inspector
General, Adult Protective Services, and the
Ombudsman.

—-An emergency resident council meeting was
held on 05/30/14; the Administrator and SDC
attended the meeting to discuss any
abuse/neglect concerns and to provide education
on whom to report any abuse/neglect concerns
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without fear of refribution. The Social Services
Director attempted to contact the POAs of all
residents with BIMS scores less than 8 to discuss
any abuse/neglect concerns and to provide
education on whom 1o report any abuse/neglect
concerns without fear of retribution on 05/30/14.

~The Administrator, DON, ADONs, MDS
Coordinator, SDC, Director of Dining Services,
Business Office Manager, Social Services
Director, Activities Director, Chaplain,
Marketing/Admissions, Medical Records, HR, and
Wound Care Nurse (one per shiff) were o be.
on-site each shift to perform walking rounds in
which ten residents (five with BIMS scores
greater than 8 and five with BiMS scores less
than 8) were visited by the Department Head and
thoze residents that could be interviewed were
interviewed regarding the staff treatment. The
Department Head visited and a nurse conducted
a skin check on the residenis that were nct able
{o be interviewed. The Department Head also
spake to nursing staff and State Registered
Nursing Assistants (SRNAs) regarding any noted
changas in the residents' behaviors. The facility
Department Head also interviewed five staff
members each shiff regarding the fypes of abuse,
who the facility's Abuse Coordinater was, when to.
report suspecied abuse, what to do if the resident
reportad you were mean to them, etc., which
began on 05/29/14 and continued until the
immediate jeopardy was lifted. Resulis of
resident and staff questionnaires were reporied to
the Administrator, DON, Regional Nurse
Consuitant, or Vice President {VP) of Operations
daily and if the Administrator was not in the
facility, the Department Director conducted the
questionnaires and telephoned the Administrator
or VP of Operations with the results of the
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resident and staff questionnaires. This continued
until the immediate jeapardy was lited.

--The DON, ADONs, MDS Coordinator, SDC,
Dirsctor of Dining Services, Business Office
Manager, Sociat Services Director, Activities
Director, Chaplain, Marketing/Admissions,
Medical Records, HR, or Wound Care staff
immediately notified the Administrator of any
concerns regarding the above resident and staff
questionnaires related fo abuse, mistreatment,
neglect, or misappropriation and ensured the
resident was safe. ' A binder (which contains a
resident roster in which the interview date and
shift is noted next to the resident name), which is
passed on to each Department Head assigned to
perform the resident and staff questionnaires
aach shift, fo ensure that residents with BIMS
scores greater than 8 were interviewed and
residents with BIMS scores less than 8 were
visited and skin checks compieted, began on
05/29/14 and confinued until the jeopardy was
lifted. The MDS Coordinators had the
respensibility for updating the binder weekly to
identify residents with BIMS scores grester than 8
and residents with BIMS scores less than 8. i
abuse, mistreatment, neglect, or misappropriation
was alleged during the intarviews or visits or
reported by a staff member, the Depariment
Head ensured the resident was safe, reported to
g Charge Nurss, the Charge Nurse removed the
alleged perpetrator to & non-patient care area,
and notified the Administrator, Cirector of
Nursing, and/or Social Services Director/Abuse
Coordinator. The alleged perpetrafor was
suspended and an investigation began
immediately.

--The Administrator, Director of Nursing, Social
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Services Director, or a member of the facility's
reglonal staff reviewed all resident and staff
quesfionnaires daily for any grievances/concerns.
Investigations of grievances/concems were
initiated upon receipt, starting on 05/30/14.

--Nursing Administration (DON, ADONs, Unit
Managers, SBC, MDS staff, facility formulary
nurse), or the Medical Records or Social Services
Director, reviewed documentation in the Nursing
Notes in order to assass for any signs of
documented evidence regarding abuse, neglect,
or misappropriation daily on ten diffetent
residents each day. If any of the ahove concems
were identified, the member of Nursing
Administration first ensured the resident was safe
by performing an assessment and then notified a
Charge Nurse. The abuse policy was followed in
which the aileged perpetrator was removed from
a resident care area {if on duty) and the
Administrator, DON, ofF Social Services Director
was notified.

--All resident charts were reviewad from 04/01/14
by Nursing Administration (DON, ADONs, Unit
Manager, Staff Devalopment Coordinator, MDS
staff, Facility Formulary Murse, Meadical Recards,
Marketing/Admissions, or Social Services
Director) or regional/carporate nurses by
0&/30/14 for any documentation regarding abuse
with no new incident being idertified. Ten charls
were reviewed by a member of Nursing
Administration or the facllity's regional or home
office nurse daily to ensure that no other abuse
allegations had been documented but not
reported. This continued until the immediate
jeopardy was removed.

--The Administrator, Director of Nursing, and
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Social Services Director reviewed and discussed
all abuse investigations daily to ensure that the
residents were protected, the alleged perpetrator
was removed from the resident care area, reports
to the Office of Inspector General wers filed
timely, and a thorough investigation was
completed. The Administrator maintained an
abuse investigation log that included i
documentation of the following: ensured
protection of residents, removed perpetrator from
resident care area, reports to the Cffice of
Inspector General filed timely, and thorough
investigations completed. The Administrator and
one of the following, Chief Operating Officer,
Chief Nurse Executive, or Regional Nurse
Consultant, reviewed the abuse investigation to
ensure protection of the resident; that the
perpetrator was removed from the resident care
area; that reports 1o the Office of Inspector
General were filed timely; and that a thorough
investigation had been completed. This will cocur
daily untif removal of immediate jeopardy.

—For new reports of alleged abuse, neglect, or
misappropriation of property, after the immediate
jeopardy was removed, one of the following was
contacted prior to making the final five-day
investigation report to OIG:; Signature Care
Consultant, VP of Operations, Chief Operating
Officer, Special Projects Administrator, or Chief
Nursing Executive. The reviewer (Signature Care
Consultant, VP of Operations, Chief Operating
Office, Special Projects Administrator, or Chief
Nursing Executive) ensured the resident was
protected, report was filed timely, the perpetrator
was removed from the patient care area, and a
thorough investigation was completed.

-With any new report of alleged abuse, neglect,
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or misappropriation of property, one of the
following was contacted within 24 hours fo review
the abuse investigation o ensure that a thorough
investigation was completed and reporting
timelines were met; Signature Care Consulfant,
P of Operations, Chief Operating Office, Special
Projects Administraior, or CNE.

--All incident reports from January 2014 to
03/29/14 were reviewed by the Director of
Nursing, the Assistant Director of Nursing, Staff
Development Coordinator, or Regional Nurse
Consultant to identify any cancems of suspecied
neglect by 05/30/14. None was identified.

--During cara plan conference for each resident,

| any abuse/meglect concerns were discussed and

abuse/neglect education, fo include reporting,
was provided to the resident and/or POA with
supporting documentation noted.

--Administrative.oversight of the facility was
campleted by the Special Projects Administrator,
the Regional Vice President of Operations, a
member of reglonal staff, or the CEO daily until
removal of immediacy beginning 05/29/14, then
weekly for four weeks, and then monthly.

--The DON, ADONs, or SDC observed the care
delivery for any suspected abusa/naglact
concerns on five residents daily until the removail
of immediacy and then weekly (Monday through
Friday)., The results of the care delivery audits
were reported fo the QA Committee weekly to
determinie the further need of continuead
education or revisicn of plan. At that time, based
on evaluation, the QA Committee would
determine at what frequency the audits neaded to
continue. Concerns identified were corrected
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immediately and reparted to the Administrator to
ensure investigations of suspected abuse/neglect
were investigated/compleied and reporting
guidelines were met.

A Quality Assurance meefing was held weekly
for four weeks beginning 05/28/14, then monthly
for recommendations and further follow-up
regarding the above stated plan. At that time,
based upen evaluation, the QA Committee would
determine at what frequency any angeing audits
would need to continue. The Administrator had
the oversight to ensure an effective plan was in
place to meet resident well-baing as well as an
effactive plan to identify facllity concerns and
implement a plan of correction to invclve all staff
of the facility. Corporate Administrative oversight
of the Quality Assurance meefing was to be
completed by the Special Projects Administrator,
the Regional Vice President of Operations, a
member of regional staff, or the Chief Executive
Qfficer (CEC) daily until removal of immediacy
beginning 05/29M14, then weekly for four weeks,
and then monthly.-

*The surveyors validated the Immediate
Jeopardy was removed as follows:

Review of the facility's investigation and
interviews with Administrative Staff revealed the :
allegation involving Resident #32 was
investigated and reported to the appropriate State
agency. The investigation included interviews
with staff and residents and physical
assessments of residents that were not
interviewable. The investigation also included
interviews with POAs, gquestioning for any
concerns refated to abuse or neglect.
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Review of the facility's investigation and
interviews with Administrative staff revealed the
allegation involving Resident #33 was
investigated and reported to the appropriate state
agency. The investigation Included nterviews
with steff and residents and physical
agsessments of residents that were not
interviewable. The investigation also included :
interviews with POAs, questioning for any [
concerns related to abuse or neglect,

Review of the facility’s investigation and
interviews with Administrative staff revealed the
allegation that involved Resident #35 was
investigated and reported 1o the appropriate state
agency. The investigation included interviews
with Resident #35, staff, and residents and
physical assessments of residents that were not
interviewable. The investigation also included
Interviews with POAs, questioning for any
concerns related to abuse or heglect.

Review of the facility's assessments for signs and
symptoms of abuse and resident interviews
revealed the facility completed them an ©5/28/14.
Interview with the Regional Nurse Consultant on
06/04/14 at ©:15 AM revealed as of 06/03/14, only &
six POAs had not been contacted so the facility - F
sent the abuse/neglect questionnaire by certified ; : . L
mail to the POAs. A review of the abuse/neglect
assessments, abuse/neglect audits, and
abuse/neglect interviews revealed the
Adminisirative staff provided validation and
oversight.

Review of Administrative staff education and
testing, provided on 05/28/14, related to
abuse/neglect policy, investigations, reperiing,
and the Quality Assessment process was
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reviewed and validated by the Chief Nursing '
Execufive (CNE). |

Review of staff education and post-testing related
to the abuse policy and procedure which included
reparting, protection, and investigation
requirements revealed the education was
provided on 05/29/14, as per the ADG, Interview
with the Regicnal Nurse Consuitant on 06/04/14
at 9:15 AM, revealed during the staff in-service
examples were given of different situations of
abuse/meglect and the staff had to explain the
appropriate actions. Further interview with the
Regional Nurse Consultant revealed the facility
had not hired any new employees.

A review of the staff questionnaire regarding
abuse was being done as reported in the AQC,
nterview on 06/04/14 at 9:15 AM with the
Regiohal Nurse Consultant revealed no issues
had been identified through the staff
questionnaires.

Review of the HR Audits of personnel files
revealed the CNE validated review by signature ;
on the back of the audit forms. Interview with the . L
Regional Nurse Consultant on D8/04/14 at 9:15 K ‘
AM revealed there ware no issues identified with : ;
the review of the employee files.

Interview on 06/04/14 at 9:15 AM with the
Regional Nurse Consultant revealed a corporate
staif member had been at the facility since the
jeopardy was {dentified and had been reviewing
all allegations to ensure a thorough investigation
was conducted. Further interview revealed the
corporate staff was also conducting chart audits,
observed staff treatment of residents, and
provided consultation.
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Interview on 06/04/14 at 9:15 AM with the
Regional Nurse Consultant revealed all facility
grievances filed since 04/01/14 were reviewed for
possible allegations of abuse/neglect. The
interview revealed one grievance was related to
cigarettes that were missing. The incident was
investigated with no concerns identified.
Continued interview revealed the facllity's
smoking policy had recently heen updated to
account for alf residents’ cigarettes.

Interviews on 08/04/14 with the Regional Nurse
Consultant and SDC revealed a Resident Coundil
meeting was held on 05/30/14 to discuss
abuse/neglect concerns and education was
provided on reporting abuse/neglect concerns
without fear of retribution. The interview further
revealed residents that did not attend the mesting
were also provided education related to reporting
abuse.

Interview on 06/04/14 with the Regichal Nurse
Consultant and the Administrator revealed as of
06/29/14 a daily census was completed and
residents were chosen by the Administrator to be
interviewed and to abserve staff as they provided

| care to the resident which was done by

Administrative Staff. The interview further
revealed staff providing care to residenis with a
BIMS score less than & were interviewed about
changes in the resident. The Administrator or a
member of the regional team validated the
interviews and observations of care were
completed.

interview on 06/04/14 with the Regional Nurse
Consultant and the Administrator revealed a
binder with all questionnaires related fo
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abusafneglect was passed to each Depariment.
Head assigned to distribute the questionnaires.
The interview further revezled the staff had
notified the Administrator with the results of the
questionnaires. A review of the binder revealed
no issues were identified. The binder contained a
resident roster which included the dates and
shifts the residents had besn interviewed or
assessed. The binder had been updated as
BIMS scores changed, There were no issues
identified during the interviews.

Interview on 06/04/14 at 9:15 AM with the
Regional Nurse Consultant revealed the
Administrator or regional team member had
reviewed all guestionnaires with no issues
identified. A review of the questionnaires
revealed a signature validated the questionnaires
had been reviewed.

Interview with Administrative Nursing Staff on
06/04/14 revealed resident charts had been
reviewed each day for enfries in the Nurse's
MNotes that could be related to abuse or neglect.

Interview on 06/04/14 with Administrative Nursing
Staff revealed all resident charts had been
audited from 04/01/14 for any documentation
regarding abuse and no new concerns wera
identified. The interviews revealed ten charts
continued fo be reviewed daily for any new
documented evidence of abuse that was not
reported.

Interview on 06/04/14 with Administrative Staff
and the Regional Nurse Consultant revealed all
abuse investigations had been discussed and
reviewed daily to ensure the facility's abuse policy
was followed to ensure the resident was
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protected, the perpetrator was removed from the
resident care area, the incident was reported
timely, and an investigation was completed.
Further interview revealed the Administrator
maintained an abuse log to ensure all areas of
the investigations were completed. Continued
ntgrviews revealed the Administrator and one
corporate staff member reviewed investigations
to ensure they were complete.

Interview on 06/04/14 at 9:15 AM, with the
Regional Nurse Consultant revealed after the
Immediate Jeopardy was remaved new reports of
alleged abuse investigations will be reviewed by a
Corporate Staff Member prior to the five-day
report being sent to OIG. The Corporate Staff
mermber will ensure the resident was protected,
the incident was reported timely, the pempetrator f
was removed from patient care area, and a
thorough investigation was completed.

Interview on 06/04/14 at 9:15 AM, with the
Regional Nurse Consultant revealed new reports
of abuse or neglect wili be reported to a
Corporate Staif Meamber within 24 hours to
ensure an investigation was completed and the '
reporting timefines were met.

Interviews on 06/04/14 with Administrative
Nursing Staff and the Regional Nurse Consultant
revealed all incident reports that had been
completed since January 2014 were reviewed for
corcerns related to abuse/neglect and none were
identified.

Interview on 06/04/14 with the MDS Coordinator
revealed questions about concerns related to
ahuse/neglect and education about reporting
abuse/neglect were added to the care plan
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conferences. The interview fudher revealed
resident family members that attended the care
plan conferences were questioned about
abuse/neglect concerns in the facility and
educated on how to report an abuse/neglect
concern, :

tnterviews on 06/04/14 with the Administrator and
the Regional Nurse Consultant revealed
administrative oversight was completed weekly
and will continue monthly after the Immediate
Jeopardy was removed.

Interviews on 06/04/14 with the DON, ADON, and
SDC revealed obssrvation of staff as they
provided care was completed for any suspected
abuse/neglect concerns on a daily basis for five
residents and will continue weekly after the
removal of the iImmediate Jeopardy. Continued
interviews revealed the reports were reporied to
the QA Committee to determine the need for
additional education concerns or change of the
plan.

Interviews on 06/04/14 with Adminisirative Staff
revealed a Quality Assurance meeting had been
held weekly beginning 05/29/14 and will be held
weekly for four weeks and then menthly. The
interviews further reveaied evaluations by the
Committee would determine the frequency and
length of ongoing audits. Further interviews
revealed corporate oversight had been in place
since 05/29/14, on a daily basis, unifl the
Immediate Jeopardy was removed and will
continue weekly for four weeks and then will
continue monthly. .
{F 520} | 483.75{a){1) QAA {F 520%
55=J) | COMMITTEE-MEMBERSMEET

FORM CMB-2067(02-9%) Previous Versions Obsolets Event ID:COX612 Facility iD: 190367 If continuation sheet Page 32 of 56




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: O7/15/2014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES , OMB NO. 0038-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUKMBER: A BUILDING C COMPLETED
R-C
185094 B, WING 050412014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CQCE
GNATURE HEALTHCARE OF FIKEVILLE 260 SOUTH MAYO TRALL
8l : PIKEVILLE, KY 41501
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
-l CEFCIENCY}
- {F 520} | Continued From page 32 {F 520}

QUARTERLY/PLANS

A facility must mairdain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at [east 3 other members of the
facility's staff.

The guality assessment and assurance
committee meets at [east quarterly to identify
issues with respect to which quality assassment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such commities
except insofar as such disclosure is related to the
compliance of such committee with the
reguirerments of this section.

Good faith attempts by the committee to ideniify
and correct quality deficlencles will not be used as
a basis for sanctions.

This REQUIREMENT .is not met as evidenced
by:

Based on interview, record review, and review of
the facility's perfermance improvement plan,
"Performance mprovement with Abagis,” dated
2012, and the "Abuse, Neglect and
Misappropriation” policy dated April 2013, it was
determined the facility faifed to maintain a Quality
Assessment and Assurance Commitiee to
develop and implement appropriate plans of
action to correct identified quality deficiencies for

s 51 0

L. The alegation of abuse reported by residents # 3z
and 35 were reported to the Office of Inspector
General by 5/28/14 by the Dlrector of Nursing and
reported to APS, Ombudsman, MD and POA by
5/30/34 by the Director of Nursing, ADON or
charge nurse. Resident # 32 and 35 have been
physically assessed by a nurse and psychosoclatly
assessed by the social services director by

*5/30/14. Resident # 32 ahd 35 were interviewed
and statement obtained by the house supervisar,
director of nursing or social services director by
5/30/14. Alleged perpetrator for resident # 32 was
suspended pending ostcome of thorough
investigation and alleged perpetrator for resident
#35 [s no langer employed by the facility.
Thorough investigation inttiated on residents #32,
and 35 by 5/30/14 by the DON, ADONs, Social
services director or regional nurse consultant. All
residents have been assessad for any signs and
symptoms of abuse/reglect. Those residents with
BiMSs »8 were interviewed by the Social Services
Pirectar or Chaplain for any abuse/neglact
concesns on 5729414, Thosé residents with BIVs <
8 wera physically assessed by the ADDONs for any
signs and symptoms of abusa/neglect along with
all resident POA’s contacted by social servives
director or chaplain'to question 2ny abuse/neglect
concerns by 6/1/14.

2. Anaudit of all personnel records, o include any
caunseling, coaching, suspension and/or
termination forms, was completed by the Human
Resources Director and results reviewed by the
Chief Mursing Executive by 5/30/14, to ensure
compliance with Tederal and state regulations
refated to reporting any suspected abuse/neglect
allegations and the employment of staff.

lo 3] 1Y
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one (1) of three (3) sampled residents (Resident
#32). On 05/25M4, staff observed bruising to
Resident #32's arm and the resident made an
allegation that “fat Pat* {identified by the facllity as
SRNA#2) "grabbed” hisfher arm. Interview and
record review revealed Administrative staff and
the Quality Assurance Committeg failed to ensure
the allegations of abuse were reported
immediately to State Agencies, failled to ensure
residents were protected from further potential
abuse while an investigation was conducted, and
failed to ensure investigations of allegations
included resident and staff interviews and
assessment of other residents for signs of abuse
and neglect. The facility faifed to recognize that
their established abuse policy for reporting abuse
was not effactive and therefore failed to
implament any corrective actions to correct these
problems. (Refer to F225, F228, and F490.)

The facility's failure fo ensure their Quality
Assessment and Assurance Committee
developed and implemented appropriate plans of
action related to abuse prevention caused, ar was
likely to cause, serious injury, harm, impairment,
or death to residents in the facility. Immediate
Jeopardy was determined to exist on 05/24/14 at
42 CFR 483.13 Resident Behavior and Facility
Practices (F225 and F226) and 42 CFR 483.75
Adrninistration (F490 and F520) with Substandard
Quality of Care at 42 CFR 483.13 Resident
Behavior and Facility Practices (F225 and F226).
The facility was notified of the immediate
Jeopardy on 05/29/14,

An acceptable Allegation of Compliance was
received on 06/02/14 which alleged removal of
the Immediate Jeopardy on 05/31/14. A partial
extended survey was conducted on 06/03/14
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A review of all grievances and accidents/incidents
from lanuary 2014 to May 2014 was completed by
PON, ADONs' SDC, MBS, by 5/30/14 to ensure all
have been thoroughly investigated along with any
suspected abusa/neglect identified was reported
in accordance with state/federal law to ensure
reporting guldelines have been met. 1, allagation
was identified, reported in accordance with
state/federal guidelines and thorough
investigation completed.

&ll residents were assessed for any suspected
and/or allegations of abusa/neglect. Residents
with BIMs score of » 8 were interviewed by the
Social services director ar chaplain by 5/30/14 for
any suspected neglect issues and Residents with
Blis score of < 8 were assessed by DON, ADONs,
FFN, or SDC by 5/30/14 for any s/s of suspected
neglect along with residents POA'S were contacted
and questioned by sodial services director or
chaplain by 5/30/14 for any suspected
abuse/neglect concarns, Abuse/neglect audits,
assessments, interviews and questivninalres were
reviewed by the Adinistrator, Regianal Nursa
Consultant or the Chief Nurse Executive by
5/30/14 for any indications of abuse/neglect
concerns.

Chart audits to inglude review of nurses notes,
dfetary notes, social services notes, quality of fife
notes and interdisciplinarny netes were completed
by the Director of Nursing, Asslstant Director of
Nursing, Staff Bevelopment Coorditvator, MDS
Coordinakors, or Regional Nusse Consultant by
5/30/14 for all residents to identify any suspected
abuse/neglect allegations that have not been
regorted,

The Tacility department managers, to include,
adminisirator, DON, ADDNs, SDC, MDS, wound
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through 06/04/14. The State Survey Agency
determined the Immediate Jeopardy was
removed on 05/31/14 as alleged, which lowered
the scope and severity to "D" at 42 CFR 483.13
Resident Behavior and Facllity Practices (F225
and F228) and "D" at 42 CFR 483,75
Administration {F480 and F520) while the facility
monitors the effectiveness of systemic changes
and quality assurance activities, (Refer fo F225,
F226, and F420).

The findings include:

Review of the facility's policy tiled "Abuse,
Neglect and Misappropriation,” dated April 2013
revealed facility staff would report and investigate
all allegations of verbal, sexual, physical, and
mental abuse, corporal punishiment, neglect, and
involuntary seclusion of the resident and resident
exploitation as well as misappropriation of
resident property. According to the policy, all
allegations would be reported immediately to the
Administrator and other officials as required and
the alleged staff would be immediately removed
from the care of all residents. In addition, the
policy revealed the Administrator/designes-would
make reasonable efforts to investigate and
address alleged reports, concerns, and
grievances.

Review of the facility's performance improvemant
plan tittled, "Performance Improvement with
Abagis," dated 2012, revealed the facility would
conduct an ongoing performance improvement
program designed to systematically monitor,

svaluate, and improve the quality of resident care.

The plan further stated the facility's Performance
Improvement (PI) process was to be incorporated
into the ongoing weekly clinical processes and

- abuse/neglect policy and procedure which

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
ANDFLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
) R-C
185084 5. WING 06/04/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
SIGNATURE HEALTHCARE OF PIKEVILLE 260 SOUTH MAYO TRAIL
PIKEVILLE, KY 41501
(X4) 1D ‘ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | ()
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUEY PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGCY)
{F 520} | Continued From page 34 {F 520}

care nurse, BOM, QOL, maintenance director,
Housekeeping director, DM,
Marketing/Admissions, $SD, RSM, FFN MR and
Chaplain received education from the Regional
Nurse Consuttant on 5/29/14 regarding the

included - appropriately identifying any suspected
abuse/neglect allegations, appropriate reporting
in accordance with state/federat guidelines,
ensuring safety of the residents, and conducting a
thorough investigation zlong with the Quality
Assuratrce Performance 'mprovement process to
inclisde reporting of concerns to the Administrator
and line staff participaticn in development of QAPI
ptans, This training was performed face to faca In
order to facilitate discussion and question and
include examples of items that would ba
considered as reportablet reporis of staff being
mean, injurfes of unknown origin, withkolding
belangings, residant ta resident altercations to
include verbal ur physical, and taking belongings
or exploitation. Post-test was administered and
100% score obtained, if manager did net score
100% on post-test, then manager will be
immediately re-educated and post-test re-
administered. This process will continue until
manages ohtains a 100% score on post-test.

Once the facility Adminlstrator, DON, ADONs, MBS
coordinater, SDC, Director of Dining Services, ‘
Business office manager, Social Services Director,
Activities Directar, Chaplain,
Marketing/Admissions, RSM, Mediczl Recards, HR,
Wound Cara, or FFN were re-educated on the
abusa pollcy they were then assigned to re-
educate the staff on the abuse policy and
procedure which included, but not limited to,
reporting, protection and investigation
requirements, which started on 5/29/14. No
employes will be allowead to work until abuse
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was to ensure immediate concemns identified
were promptly investigated, which included
allegations of abuse.

Review of incident reporis and interviews
revealed staff observed bruising to Resident
#32's arm on 05/25/14 and the resident reporfed
"at Paf” (identified by the facility as SRNA #2)
"grabbed" histher arm.

Review of the Daily Standup Meeting
documentation dated 06/26/14, revealed the
ohservation of Resident #32's bruised arm and
the allegation made by the resident were
discussed in the meeting.

Intatview conducted with {he Staff Development
Coordinator (SDC) on 05/29/14 at 4:37 PM,
revealed Quality Assurance (QA)Standup
meetings were conducted Menday through
Friday. The SDC further stated she had atiended
the meeting on 05/26/14, and stated Resident
#32's bruises and the statement made by
Resident #32 had heen discussed. However, the
SDC stated the incident and the resident's
statement had not been "discussed as an
allegation of abuse” and the QA Committes had
not recommended any actions to address the
resident's report.

An interview conducted with Assistant Director of
Nursing (ADON) #1 on 05/29/14 a{ 5:31 PM
revealed the facility's "quality concems" were

discussed during the Dally Standup Meetings, ™

which were conducted Monday through Friday.
ADON #1 confirmed Resident #32's statement
that the SRNA had "grabbed" his/her arm and the
bruises io the resident’s anm had been discussed
in the meeting with members of the QA

-the Quzlity Assurance Perforimance Improvement

. committee weekly for 4 weeks, starting on

educatlon Is provided, post-test administered and
100% score obtained, T employes did not score
100% on post-test, then erployes wiff be
Immediately re-educated and posi-test re-
administerad, This process will continue until
employes obtains a 100% score on post-tast.
Educatian regarding the abuse poticy and
procedure, to include identification/reporting and
the CQuality Assurance Performance Imyravement
process will be Included in the orfentation process
for all newly hired staff members. No newly hired
employee will be allowed to work until abuse
education is provided, post-test administered and
100% scate obtained, if employae did net score
100% on post-test, then employee will be
immediately re-educated and post-test re-
administered. This process will continua yrid
employee obtains 2 100% score on post-iast.

Staff questionnaire regarding abuse, to include the
guestion, “What would you do if a resident tald
you that you were mean to them”, Is being
administerad by Administratoy, DON, ADONs, MDS
coordingtor, SDC, Director of Dining Services,
Business office manager, Social Services Directer,
Activities Director, Chaplain,
Marketing/Admissions, BSM, Medical Records, HR,
Wound Care, or FFN to 10 different staif members
dalty to ensure continuad undersianding of the
abuse/neglect policy and procedure, appropriate
investigating and reperting of abuse/neglect, and

process to include reparting of concerns to the
Administrator and line staff participation in
development of QAR plan. Results of the staff
guestionnaire will be reported to the GA

5/29/14, to determine the further need of
centinued education or revision of plan. At that
time, hased on evaluatien, the QA cornmittee will
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Commitiee on 05/26/14. The ADON further
stated the incident had heen reported to the DON
and the Administrator, who were responsible for
conducting abuse investigations. Therefore, he
“falt like it had heen addressed.” ADON #1
further stated 1o other actions were
recommended by members of the QA Comimiitea
when the incident was discussed on 05/26/14.

An interview with the Director of Nursing (DON)
on 05/28/14 at 6:06 PM revealed the facility's
Daity Standup Meetings were conducted Monday
through Friday and were part of the facility's
Quality Assurance Program. The DON further
stated the incident and actions which had been
taken related to the bruises to Resident #32's
arm, along with the resident's statement that the
SRNA had grabbed his/her arm, were discussed
with members of the QA Committee during the
Daily Standup Mesting on 05/26/14. However,
the DCN stated the incident was not identified to
be an allegation of abuse, and the QA Committee
had not recommended any actions {o be taken.

An interview conducted with the Administrater on
05/29/14 at 6:17 PM confirmed that the facility
had Daily Standup Meetings that were utilized as
part of the facility’s QA proeess and that facility
concems were discussed as a cormittee. The
Administrator stated he had not aftended the
QA/Daily Standup Meeting on 05/26/14, when the

.| incident related to the bruises observed on

Resident #32's arm and the resident's allegation
related to SRNA #2 had been discussed with
members of the QA Commities. The
Adrninistrator stated he would have expected the
facility's QA Committee o have determined the
resident's report was an altegation of abuse. He
stated facility staff should have reported and

determine at what frequency the staff
guestionnatre will need to continue. Cancerns
identified wili be corrected immediately and
reported to administrator to ensure investigation
of suspected Abuse/neglect was thoroughly
Investigated and completed along reporting
guidelines ara met.

Hand in Hand training, module one, was initiated
on 5/13/14 by SDC and completed on 6/4/14,
There is an education calendar in whigh all
modules have been scheduled to include ali 6
modules over the next &6 months. Make up
sessions will be offered until all employees have
attended. New employees in orientation will
receive the Hand In Hand trainlng on a set
schedule to ensure ail 6 modules are completad.

The Administrator, DON, ADONs, MDS
ceordinator, SDC, Director of Dining Services,
Business office manager, Social Sarvices Director,
Activities Director, Chaplain,
Marketing/Admissions, RSM, Medlcal Records, HR,
Wound Care, or FFN, will be on site daily for4
weeks to perform walking rounds in which 10
vesidants (five with BIMs >B and five with BIMs <8)
will be visited by the department head and
interviewed regarding staff treatment for those
residents that can be Interviewed and for thosa
residents who are not able to be interviewed the
department heads will visit the resident, skin
check will ba completed by nurse as well as speak
to nurse and C.N.A, regarding any noted changes
in resident behavicrs, The facility department
heads also will interview 10 different staff
members daily regarding the types of abuse, who
js tha abuse cootdinator, when 15 suspected abuse
reported, what would you do if a resident told you
that you wers mean to them etc, which began on
5/29/14. Results of resident and staff
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investigated the report in accordance with the
facility’s policy.

**The facility providéd an acceptable Allegation of
Compliance (AQC) on 08/02/14. The facility
implemented the following actions to remove the

| Immediate Jeopardy:

-The allegation of abuse reported by Resident
#32 was reported to the Office of Inspector
General (OIG) on 05/2714 by the DON.
Resident #32 has a BIMS score greater than 8
and a statement was obtained on 05/25/14. The
alleged perpetrator was suspended on 05/25/14.
The facility’s investigation was initiated and
onguaing with a five-day report to be submitted to
O1G on 05/30/14. All residents were assessad for
any signs and symptoms of abuse/neglect.
Those residents with BIMS scores greater than 8
were interviewed by the Social Services Director
or Chaplain for any abuse/neglact concems on
05/29M14. On 0572914, the Assistant Directors of
Nursing (ADONs) assessed the physical status of
residents with BIMS scores less than 8 for any
signs and symptoms of abuse/meglect. The
facility attempted to contact the 41 Power of
Attorneys (POAs) for the residents with a BIMS
score less than 8 fo ask if they had any concerns
related to abuse/neglect and successfully
contacted 268; the Social Services Director, the
Chaplain, the DON, andfor the Administrator will
continue to attempt to contact the remaining 15
POAs until all have successfully been contactad.

~The aliegation of abuse related {0 Resident #33
that occurred on 05/24/14 was reported to OIG on
05/29/14 by the DON and reported to Adulf
Protective Services (AFS), the Ombudsman, the
resident's physician, and the POA on 05/30/14 by

quesﬁonnairefs will be reported to the
Administrater, DON, Regional Nurse Consultant or
VP of Operations dally and if the Administrator is
not in the facility the Depariment Director
conducting the questionnaires will telaphone the
Administrator ot VP of Operations the resulis of
the resident and staff guestionnaives.

The Administrater, DON, ADONs, MDS
coordinator, SDC, Directar of Dining Services,
Busliness office manager, Social Services Director,
Activities Diractor, Chaplain,
Marketing/Admissions, RSM, Medical Recards, HR,
Wound Care, or FEN will notify Administrator of
any concerhs Immediately regarding the ahove
resident and staff questionnaires related to abuse,
mistreatment, neglact or misappropriation,
ensuring resident is safe. A binder, which is passed
on to each Department Head assigned to perform
the resident and staff questlonnalres daily, which
containsa resident roster in which the interview
date and shift is noted next to resident name to
ensure that residentswith BlMs >8 will be
interviewed and residents with BiMs<8 will be
visited, with skin checks completed, beginning on
5/29/14. The MDS Coordinators have the
raspaonsibility for updating the binder weekly to
identify residents with BIMs >8 and residents with
BIMs <8. |f abuse, mistreatment, neglect or

- misapprepriation is alleged during the interviews
and or vlsits cr reported by a staff member the
Departrrent Head will ensure the resident Is safe,
report to & charge nurse in which the charge nurse
will remove the aileged perpetrator to 4 non-
patlent care area and notify the Administrator,
Director of Nurging, and/or Sacial Services
DirectfAbuse Coordinator. The alleged perpetrator
wil! be suspended and a thorotgh investigation
will begin immediately.
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the DON. A facility nurse assessed Resident #33
on 05/29/14 and the residant had a psychosocial
assessment completed by the Social Services
Directar on 05/30/14. Resident #33 was
interviewed and a statement was obtained by the
facility's Social Services Director on 05/30/14.,
The alleged perpetrator was no longer employed
by the facility. The facility's investigation was
inifiated and ongoing with a five-day report to be
submitted to OIG on 05/30/14.- All residents were
assessed for any signs and symptoms of
abusefneglect. Those residents with BIMS
scores greater than 8 were interviewed by the
Bocial Services Director or Chaplain for any
abuse/neglect concerns on 05/29/14. On
05/20/14, the ADONs assessed the physical

 status of rasidenis with a BIMS score less than 8

for any signs and sympfoms of abuse/neglect.
The facility attempted to contact the 41 POAs far
the residents with a BIMS score less than 8 fo
ask if they had any concems related to
abuse/neglect and successiully contacted 26; the
Social Services Director, the Chaplain, the DON,
andfor tha Administrator will continue to attempt

| to cortact the remaining 15 POAs until all have

successfully have been contacted.

—-The allegation of abuse reported by Resident
#35 was reparted to the Office of Inspector
General on 05/29/14 by the DON and reported to
APS, the Ombudsman, the resident's physician,
and the POA on 05/30/14 by the DON. Resident
#35 was physically assessed by a nurse and
psychosocially assessed by the Social Services
Director on C5/30/14, Resident #38 was
interviewed and a statement was obtained by the
Secial Services Director on 08/30/M14, The
dlleged perpetrator is no longer employed by the
facility. The facility's investigation was initiated

The Administrator, Director of Nursing, Social
Services or a member of regional staff will review
all resident and staff questionnalres daily for any
atlevancesfconcerns and/or suspected allegations
of ahuse/neglect. Any suspected alfegations of
abuse/negtect will be immediately reported in
accordance with state/federal guidelines and
thorough investigations of any suspected
allegations of abuse/neglect along with any
grievancasfrencerns will be initiated upon receipt,
starting on 5/30/14.

Durlng care plan conferanca for each resident any
potential allegation of abuse/neglact will ha
discussed and education will be provided on
whom to report abuse/neglect concerns by the
DS eoordinator,

The Administrator, Sociat Services Director or the
Director of Nursing will review, daily, the
grievances and incident/accident repords, starting
5/29/14, to determine if there are repottable
allegations that have not been identified. Social
Services Director or the Director of Nuksing will
report fo the Administrator any identified
allegations of abuse, neglect or misappronriation
immediately after their review. The Administrator
will report any allegations of abuse, neglect or
misappropriation in accordance with state/federal
guidelines to mest reporting requirements.

An emergency resident councll meeting was held
on 53014, Administrator and $DC attended, 10
discuss ahy abuse/neglect concemns and to provide
education on whom to report any abuse/neglect
concerns without fear of retribution. All'residents
with BIMs < 8 POA’s were attempted to he
contacted by Soclal Services Director to discuss
any abuse/neglect concerns and to provide
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and ongoing with a five-day report fo be
submitted to OIG on 05/30/14. All residents were
assessed for any signs and symptoms of
abuse/neglect. Those residents with BIMS
scores greater than 8 were interviewed by the
Social Services Director or Chaplain for any
abuse/neglect concerns on 05/29/14. On
0529/14, the ADONs assessed the physical
status of residents with BIMS scores less than 8
for any signs and symptoms of abusefnegiect.
The facility atternpted to contact the 41 POAs for
the residents with a BIMS score [ess than 8 to
ask if they had any concerns related to
abuse/neglect and successfuily contacted 26; the
Social Services Director, the Chaplain, the DON,
and/for the Administrator will continue o attempt
to contact the remaining 15 POAs until ail hava
successfully have been contacted.

--All residents were assessed for any signs and
symptoms of abuse/neglect. Those residents
with BIMS scores greater than 8 were interviewed
by the Social Services Director or-Chaplain for
any abusefnaglect concems on 0D5/29/14. On
05/29/14, the ADONs assessed the physical
status of residents with BIMS scores less than 8
far any signs and symptems of abusemeglact.
The facility attempted to contact the 41 POAS for

.the residents with a BIMS score less than 8 to

ask if they had any concetns related to
abuse/neglect and successfully contacted 26; the
Social Services Director, the Chaplain, the DON,
and/or the Administrakor will continue to atiempt
fo contact the remaining 15 POAs until all have
successfully been contacted. The Administrator,
the Regional Nurse Consultant, and the Chief
Nurse Executive reviewed abuse/neglect audits,
assessments, interviews, and questionnaires on
05/30/14 for any indications of abuse/neglect

edication on wham to report any abuse/neglect
concerns without fear of retribution on 5/30/14.

Nursing Administration (DON, ADON, Unit
Manager, Staff Development Coordinator, MDS
staff, facility formulary nurse, madical records, or
social service director) will review documentation
in the chart In order to assess for any signs of
decumentad evidence regarding abuse, neglect, or
misapgropriation daily or 5 residents starting on
6/5/124, any of the above concerns identified, the
member of Nursing Adminlstratlon will first ensure
resident is safe by perferming an assesstnent,
notify a charge nurse. The abuge policy will ba
followed in which the zlleged perpetrator will be
remeved from a resident care area {if on duty} and
the Administrator, DON, or Social Service Pirector
will be notified. Administrator andjor DON will
Immediately teport in accordance to state/fedaral
guidetines and thorough investigation will be
initiated and campleted.

Adrninistrator will keep an abuse nvestigation log
that will include docurmentation of the following:
ensure resident is protected, report is filed timely,
perpetrator is removed from patient care area and
thorough investigation is completed. The
Adminiserator will review the [og daily as well as
one of ihe following; Sig"nature Cate Consultant,
VP of Operatlons, or Special Projects
Administrator along with Chief Oparating Officer
or Chief Nursing Exacutive will review log for
compliance weekly, starting on 6/5/14 for 4
weeks, then monthly. )

In the event of any new reparts of alieged abuse,
neglect or misaparopriation of property, one of
the following will be contacted within 24 hours
and then agaln prior to making the final five day
invesﬁgation report to OIG: Signature Care
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Concerms.

--The facility's Regional Nurse Consultant from
the corporate office re-educated the facility
Administrator, the DON, the ADONSs, the
Minimum Data Set (MDS) Coordinator, the Staff
Development Coordinator (SDC), the Director of
Dining Services, the Business Office Manager,
the Social Services Director, the Activities
Director, the Chaplain, Marketing/Admissions,
Medical Records, Human Resources, and Woeund
Care staff an 05/28/14 on the facility's abuse
policy and procedure. The education inciuded but
was not imited to thorough investigations,
reporting immadiately, and the Quality Assurance
Performancs Improvement {(QAPI) process,
including reporting of concems to the
Administrator and floor staff participation in
development of QAP! plans. This training was
performed face to face in order to facilitate
discussion and questions and included examples
of itemns that would be considered as reportable:
reparts of staff being mean, injuries of unknown
origin, withholding befongings,
resident-to-resident altercations to include verbal
or physical, and taking belongings or exploitation,
Department administrative managers ware not
allowed to refurn to work until abuse education
was provided, post-tests administered, and a
score of 100% obtained. If the manager did not
score 100% on post-test, then the manager was
immediately re-educated and re-tested. This
process continued until all managers obiained a
100% score on the post-test. All post-tests were
reviewed for compliance by the Chisf Nursing
Executive (CNE).

—After the facility Administrator, DON, ADONs,
Minimem Data Set {(MDS) Coordinator, Staff

Consultant, VP of Operations, Chief Operating
Officer, Special Projects Administrator or Chief
Nursing Executive. The raviewer (Signature Care
Consultant, VP of Operations, Chief Operating
Office, Special Projects Administrator or Chief
Nursing Executlve) will insure the resfdent s
protectad, report is filed timely, the perpetratoris
removed fram the patient care areaand 3
thorough investigation is initiated and complated.

Administrative.oversight of the facility will be
completed by the Special Projects Administrator,
the Reglonal Vice President of Operations,
Stgnature Care Consuftant, Chief Nursing Executive
ar Chief Operating Officer weekly starting 6/5/14
for 4 weeks, then monthly.

DON, ADONSs, or SDC will ohserve the care
delivery, far any suspectad abuse/neglact
concerns on 1 resident/unit daily (Monday
through Friday] starting on 6/5/14 for 4 weaks.
Any cancerns neted the nursing administration
will first ensure resident is safe by performing an
assessment and netify a charge nurse. The abuse
pelicy will be followed i which the alleged
perpetrator will be removed from a resident care
area and the Administrator, DON, or Social Service
Director will be notified. Administrator andfor
DON will immediately report in accordance to
state/fFedaral guidelinas and thorough
investigation will be initiated and completed.

Administrative oversight of the Facility will be
completed by the Specfal Projects Administrator,
the Regional Vice President of Operations,
Signature Care Consultant, Chief Nursing
Executive, or Chief Operating Officer, weekly for 4
weeks beginning 6/5/14, then monthly.
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Development Coordinator (SDC), Director of
Dining Services, Business Office Manager, Social
Services Diractor, Activities Director, Chaplain,

"Marketing/Admissions staff, Medical Records

staff or Director, Human Relations (HR) staff, or
Wound Care staff were re-educated on the abuse
policy, the Administrative staff was assigned to
re-educate the stalf on the abuse policy and
procadure which included but was not limited to
reparting, protection, and investigation
raquiraments, which started on 05/29/14. The
facility did not allow any employee to work until
abuse education was provided, post-test
administered, and 100% score obtained. if the
employee did not score 100% on the post-fest,
the employee was immediately re-educated and
the post-test re-administered. This process
continued ontil all employees obtained a 100%
score on the post-test. Education regarding the
abuse policy and procedure, including
identification/reporting and the Quality Assurance
Performance Improvement process was added in
the orientation process for all newly hired staff
members. No newly hired employee would ba
allowed to work unil abuse education was
provided, post-test administered, and 100% score
obtained. if the amployes did not score 100% on
the post-test, the employee was immediately
re-aducated and re-tested. This process
continued until employees obtained a 100% score
on the post-test. ’

—~Staff questionnaires regarding abuse, including
the question, "What would you do if a resident
told you that you were mean to them?" were

administered by the Administrator, DON, ADONs,

MDS Coordinator, SPC, Director of Dining
Services, Business Office Manager, Social
Services Director, Activities Director, Chaplain,

The Administrator or Signature Care Consultant
will audit compliance of the ahove stated
audits/reviews dally {M-F). Resulis of the
audits/reviews, which include, residant interviews,
resideant skin chacks, staff questionnaires,
grievance [og review, &/] review, chart
docymentation audits and care delivery audits
wil! be reported to the GA commilttee weekly x 4
weeks to defermine the further need of continued
education or revision ef plan. At that time, based
on evaluation, the QA commitiee will determine at
what frequency the audits/reviews, along with
monitoring for complianze, will need to continua,
Coneerns identifled will be corrected Immediately
and reported to administrator to ensure
[nvestigation of suspected neglect was
investigated and completed along with reporting
guidelines are met.

A follow-up questionnaire will be completed by
the Administrator, Direttar-of Nursing, Assistant
Directors of Nursing, MDS Coordinator, Social
Services Director, Quality of Life Director, Dietary
Manager, Plant Operations Director, Chaplin,
Medical Records, Hurman Resource Director, Staff
Development Coardinator, Businass Office
Manager, Facifity Formelary Nurse or the
Envirenmental Services Manager for 10 different
staff members daily for 4 weeks beginning 5/5/14,
to ensure continued understanding regarding the
abuse/neglect policy, appropriate repariing,
identification, and implementing care plans to
meet rasident care needs,

A Qumality Assurance meeting will be held weekly
for 4 weeks beginning 5/28/14, then monthly for
recommiendations and further follow up regarding
the above stated plan. Atthat time based upon
evaluation the OA Committee will determine at
what frequency the audits will need to continue,
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SUMMARY STATEMENT OF DEFICIENCIES

Marketing/Admissions, Medical Records, HR, or
Wound Care staff to five staff members on each
shift and different staff members until immediacy
was removed. After removal of immediacy, ten
staff questionnaires were administered fo staff
daily o ensure confinued understanding of the
abuse/neglect policy and precedure, appropriate
investigating, and reporting of abuse/neglect.
The questionnaire also included gugstions related
to the QAP process to include reporting of
cohgerns to the Administrator and floor staff
participation in development of the QAPI plan.
Results of the staff questionnaire were reported
to the Quality Assurance (QA) Commitiee weekly
to determine the further need of continued
education or revision of the plan. At that time,
based on evaluation, the QA Committee would
determine at what frequency the staff

questionnaire would need o confinue. Concerns -

identified were corrected immediately and
reported to the Administrator to ensure
investigation of suspected abuse/neglect was
investigated/completed and reporting guidelines
ware met. .

--HR performed an audi of all personnel files for
any abuse concerns on 05/29/14. ltems that
were reviewed: Coaching and Counseling forms,
suspension forms, and termination forms.
Results of the audit were given to the Chief
Nursing Executive on 05/30/14, 1o review for any
abuse/neglect concerns that needed raporting.
There were no concems identified.

—A nurse from the facility's regional team or
corporate office had been on-site since 05/28/14
and remained in the facllify daily until the jeopardy
was removed. The nurses from the regional -

| team or home office assisted with investigations,
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effective plan is in place to meet resident
weilbeing as well as an effective plan to identify
facility concerns and implement a plan of
correction to nvolve alt staff of the facility.
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observed staff treatment of residents, performed
chart audits, and provided oversight and
consultation. The Chief Nurse Executive, Clinical
Compliance Nurse, or Director of Clinical
Programs weye in daily contact with the regional
nurse consuttant and reviewed allegations.

-All facility grievances filed since 04/01/14 were
reviewed by the Administrator, DON, or Regional
Nurse Consuitant on 05/30/14 to determine if any
iftems documented were a reportable event. The
Administrator was notified of one allegation of
possible abuse. The Administrator reparted the
allegations to the Office of Inspector General on
05/30/14. The Administrator, Soclal Services
Director, or the Director of Nursing reviewed the
grievances and incident/accident reports daily,
until immediacy was lifted, which was initiated on
05/29/14, to determine if there were reportable
altegations that had not been ldentifled. The
Social Services Director or the Director of Nursing
reported to the Administrator any identified
allegations of abuse, neglect, or misappropriation
immediately after their review. The Administrator
will report any allegations of abuse, neglect, or
misappropriation to the Office of Inspactor
General, Adult Protective Services, and the
Ombudsman,

--An emergency resident courcil mesting was
held on 05/30/14; the Administrator and SDC
attended the meeting to discuss any
abuse/eglect concerns and to provide education
on whom to report any abuse/neglect concerns
without fear of retribufion. The Sccial Services
Director attemptad to contact the POAs of all
residents with BIMS scores less than 8 to discuss
any abuse/neglect concerns and o provide
education on whom to report any abuse/neglact
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| concerns without fear of retribution on 05/30/14.

--The Administrator, DON, ADONs, MDS
Coordinator, SDC, Director of Dining Services,
Business Office Manager, Social Sernvices
Director, Activities Director, Chaplain,
Marketing/Admissions, Medical Records, HR, and
Wound Care Nurse (one per shift) were to be
on-site each shift to perform walking rounds in
which ten residents (five with BIMS scores
greater than 8 and five with BIMS scores less
than 8) were visited by the Department Head and
those residents that could be interviewed were
interviewed regarding the staff treatment. The
Department Head visited and a nurse conducted
a skin check on the residents that were not able
10 be intsrviewed. The Departrment Head also
spoke to nursing staff and State Registered
Nursing Assistants (SRNAS) regarding any noted
changes in ihe residents’ hehaviors. The facility
Department Head alsa interviewad five staff
members each shift regarding the types of abuse,
wha the facliity's Abuse Coordinator was, when to
report suspected abuse, what to do if the resident
reported you were mean to them, etc., which
began on 05/29/14 and continued uniil the
immediate jeopardy was lifted, Results of
resident and staff questionnaires were reported to
the Administrator, DON, Regional Nurse
Consultant, or Vice President (VP) of Operations
daity and if the Administrator was not in the
facility, the Departrment Director conducted the
questionnaires and telephoned the Administrator
or VP of Operations with the resuits of the
resident and staff questionnaires. This continued
until the immediate jeopardy was lifted.

~The DON, ADONs, MDS Caordinator, SDC,
Director of Dining Services, Business Office

FORM CMMS-25687(02-99) Previous Versions Obsolels

Event 0. COX&12

Faclity ID: 100367 If contiruation sheet Page 45 of 56




PRINTED: 07/15/2014
DEPARTMENT OF MEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-03%1
STATEMENT OF DEFICIENCIES (X1} FROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A. BUILDING

R-C :
BEI04/2014 N
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE !
260 SOUTH MAYQ TRAIL
_ PIKEVILLE, KY 41501
(X4} iD | SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF GORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$S-REFERENCED TO THE APPROPRIATE DATE i
| DEFIGIENGY) !

185094 B. NG

SIGNATURE HEALTHCARE OF PIKEVILLE

{F 520} | Continued From page 45 {F 520}

Manager, Social Services Director, Activities
Director, Chaplain, Marketing/Admissions,
Medical Records, HR, or Wound Care staff
immediately notified the Administrator of any
cencems regarding the above resident and staff
questionnaires related to abuse, mistreatment,
neglect, or misappropriation and ensured the
resident was safe. A binder (which contains a
resident roster in which the interview date and i
shift is noted next to the resident name), which is
passed on o each Department Head assigned to !
perform the resident and staff questionnaires
each shift, to ensure that residents with BIMS
scores greafer than 8 were interviewed and
residents with BIMS scores less than 8 were
visited and skin checks completad, began on
05/29/14 and continued until the jecpardy was
lited. The MDS Coordinators had the
responsibility for updating the binder weekly to
identify residents with BIMS scores greater than &
and residents with BIMS scores less than 8. If
abuse, mistreatment, neglect, or misapproptiation
was alleged during the interviews or visits or
reporiad by a staff member, the Department
Head ensured the resident was safe, reported to
a Charge Nurse, the Charge Nurse removed the
alleged perpetrator to a non-patient care area,
and notified the Administrator, Directar of
Nursing, and/or Social Services Director/Abuse :
Cooardinator. The alleged perpetrator was ’
suspehded and an investigation began
immediately.

—The Administrator, Director of Nursing, Social
Services Director, or a member of the facility's
regionat staff reviewed all resident and staff
questionnaires daily for any grievancesfconcerns.
Investigations of grievancesfcencerns were
initiated upon receipt, starting on 05/30/14.
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—Nursing Administraticn (DON, ADONSs, Unit
Managers, SDC, MDS staff, facility formulary
nurse), or the Medical Records or Social Services
Director, reviewed documentation in the Nursing
Notes in order to assess for any signs of
documented evidence regarding abuse, neglect,
or misapprapriation daily on ten different
residents each day. If any of the above conceins
were Identified, the mermber of Nursing
Administration first ensured the resident was safe
by perfarming an assessment and then notified a
Charge Nurse. The abuse policy was followed in
which the alleged perpetrator was rernoved from
a resident care area (if on duty) and the
Administratar, DON, or Social Services Director
was notified. ‘

~All resident charis were reviewed from 04/01/14
by Nursing Administration (DON, ADONs, Unit
Manager, Staff Development Coordinator, MOS
staff, Facility Formulary Nurse, Medizal Records,
Marketing/Admissions, or Social Services
Directar) or regionalfcarporate nurses by
05£30/14 for any documentation regarding abuse
with no new incident being identified. Ten charts
were reviewed by a member of Nursing
Administration or the facllity's regional or heme
office nurse dailly to ensura that no other abuse
allegations had been documented but not
reported. This continued until the immediate
jeopardy was removed.

~The Administrator, Director of Mursing, and
Social Services Director reviewed and discussed
all abuse investigations daily to ensure that the
residents were protacted, the alleged perpetrator
was removed from the resident care area, reporis
to the Office of Inspector General were filed
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timely, and a therough investigation was
completed. The Administrator maintained an
abuse investigation log that included
documentation of the following: ensured
protection of residents, removed perpetrator from
resident care area, reports to the Office of
Inspactor General filed timaly, and thorough
investigations completed. The Administrator and
cne of the following, Chief Operating Officer,
Chief Nurse Executive, or Regional Nurse
Cornisuttant, reviewed the abuse investigation to
ensure protection of the resident; that the
perpetrator was removed from the residsnt cars
area; that reports to the Office of Inspecter
Genaral were filed timely; and that a thorough
investigation had been completed. This will occur
daily untif removal of immediate jeopardy.

--For naw reports of alleged abuse, neglect, or
misappropriation of property, after the immediate
jeopardy was removed, one of the following was
contacted prior to making the final five-day
investigation report to O1G: Signature Care
Consultant, VP of Operationg, Chief Operating
Dfficer, Special Projects Administrator, or Chief
Nursing Executive. The raviewer (Signature Care
Consultant, VP of Operations, Chief Qperating
Ofiice, Special Projects Administrator, or Chief
Nursing Executive) ensured the resident was
protected, report was filed timely, the perpetrator
was removed from the patient care area, and a
thorough investigation was completed.

—With any new report of alleged abuse, negled,
or misappropriaticn of properly, one of the
following was contacted within 24 hours to review
the abuse Investigation to ensure that a thorough
investlgation was completed and reporting
timelines were met: Signature Care Consultant,
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VP of Operationg, Chief Operating Office, Special
Projects Administrator, or CNE.

--All incident reparts from January 2014 to
03/29/14 were reviewed by the Director of
Nursing, the Assistant Director of Nursing, Staff
Development Coordinator, or Regional Nurse
Consultant to identify any cancerns of suspectad
neglect by 05/30/14. None was identified,

—During care plan conference for each resident,
any abuse/neglect concerns were discussed and
abuse/neglact education, fo include reporting,
was provided to the resident and/or POA with
supporting docurnentation noted.

—Administrative oversight of the facility was
completed by the Special Projects Administrator,
the Regional Vice President of Operations, a
member of regional staff, or the CEO daily until
removal of immediacy beginning 05/29/14, then
weekly for four weeks, and then menthly.

--The BON, ADONSs, or SDC cbserved the care
defivery for any suspected abuse/meglect
concerns on five residents daily until the removal
of immediacy and then weekly (Monday through
Friday). The results of the care delivery audits
were repored ta the QA Committee weekly to
determine the further need of continued
education or revision of plan. At that time, based
oh evaluation, the QA Committee would
determine at what frequency the audits needed to
continue. Concerns identified were corrected
immediately and reported to the Administratoer to
ensure investigations of suspecled abuse/neglect
were investigated/completed and reporting
guidelines were met.
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--A Quality Assurance meeting was held weekly

| for four weeks beginning 05/28/14, then monthly

for recommendations and further follow-up
regarding the above stated plan. At that time,
based upon evaluation, the QA Committee would
determine at what frequency any ongoing audits
would need io continue. The Administrator had
the oversight to ensure an effective plan was in

| place to meet resident well-being as well as an

effective plan tc ideniify facility concerns and
implement a plan of correction to involve all staff
of the facility. Corporate Administrative oversight
of the Quality Assurance meeting was 1o be
completed by the Special Projects Administrator,
the Regional Vice President of Operations, a
member of regional staff, or the Chief Executive
Officer (CEQ) daily until removal of immediacy
beginning 05/28/14, then weekly for four weeks,
and then monthly.

**The surveyors validated the Immediate
Jecpardy was removad as follows!

Review of the facility's investigation and
interviews with Administrative Staff revealed the
allegation invelving Resident #32 was
investigated and reported to the appropriate State
agency. The investigation included interviews
with staff and residents and physical
assessments of residents that were not
interviewable. The investigation also included
interviews with POAs, questioning for any
cencerns related to abuse or neglect.

Review of the facility’s investigation and

| interviews with Administrative staff revealed the

allegation involving Resident #33 was
investigated and reported to the appropriate state
agency. The investigation included interviews
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with staff and residents and physical
assessments of residents that were not
interviewable. The investigation also included
interviews with POAs, questioning for any
concerns related to abuse or neglect.

Review of the facility’s investigaftion and
interviews with Administrative staff revealed the
allegation that involved Resident #35 was
investigated and reported to the appropriate state
agency. The investigation included interviews
with Resident #35b, staff, and residents and
physical assessments of residerits that were not
interviewable. The investigation also Included
inferviews with POAs, questioning for any
concermns related to abuse or neglect.

Review of the facility's assessments for signs and
symptoms of abuse and resident inferviews
revealed the facility completed them on 05/22/14.
Interview with the Regional Nurse Consultant on
U6/04414 at 9:15 AM revealed as of 06/03/14, only
six POAs had not been contacted so the facility
sent the abuse/neglect questionnaire by cerlified
mall to the POAs. A review of the abuse/neglect
assessmenis, abusefneglect audits, and
abuse/neglect interviews revealed the
Administrative staff provided validation and
oversight.

Review of Administrative staff education and
testing, provided on 05/25/14, related to
abuse/negiect policy, investigations, reporting,
and the Quality Assessment process was
reviewed and validated by the Chief Nursing
Executiva (CNE).

Review of staff education and post-testing related
to the abuse policy and procedura which included
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reporting, protection, and investigation
requirements revealed the education was
provided on 05/29/14, as per the ACC. inferview
with the Regional Nurse Consultant on 06/04/14
at 9:15 AM, revealed during the staff in-service
examples were given of different situations of
abuse/neglect and the staff had to explain the
appropriate acfions, Further interview with the
Regional Nurse Consultant revealed the facility
had net hired any new employees.

A review of the staff quastionnaire regarding
abuse was being done as reported in the AQC.
Interview on 06/04/14 at 5:15 AM with the
Regional Nurse Consultant revealed no issues
had been identified through the staff
questionnaires.

Review of the HR Audits of personnel files
revealed the CNE validated review by signature
on the back of the audit forms. Interview with the
Regional Nurse Consulfant on 06/04/14 at 9:15
AM revealed there were no issues identified with
the review of the employee files.

Interview on 06/04/14 at 9:15 AM with the
Regional Murse Consultant revealed a corporate

_staff member had been at the facility since the

jeopardy was identified and had been reviewing
all allegations to ensure a thorough investigation
was conducted. Further interview revealed the
corporate staff was also conducting chart audits,
observed staff treatment of residents, and
provided consultation.

Interview on 068/04/14 at 9:15 AM with the
Regional Nurse Consultant revealed &l facility
grievances filed since 04/01/14 were reviewed for
possible allegations of abuse/neglect. The

{F 520}
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interview revealed one grievance was related to
cigarettes that were missing. The incident was
investigated with no concerns identified.
Continued interview revealed the facility's
smoking policy had recently been updated to
account for all residents’ cigarettes.

Interviews on 06/04/14 with the Regional Nurse
Consultant and SDC revealed a Resident Gouncil
meaeting was held on 05/30/14 fo discuss
abusefneglect concemns and education was
provided on reporting abuse/neglect concerns
without fear of retribution. The interview further
revealed residents that did not attend the meeting
were also provided education related to reporting
abuse.

Interview on 06/04/14 with the Regional Nurse
Consultant and the Administrator revealed as of
05/26/14 a daily census was completed and
residents were chosen by the Administrator to be
inferviewed and fo observe staff as they provided
care to the resident which was dore by
Administrative Staff. The intesview further
revealed staff providing care to residents with a
BIMS score less than 8 were interviewed about
changes in the resident. The Administrator or a
member of the regional team validated the
inferviews and observatlions of care were
completed.

Interview on 05/04i14 with the Regional Murse
Consuttant and the Administrator reveated a
binder with all questionnaires related to -
abuse/neglect was passed to each Department
Head assigned to distribute the questionhaires.
The interview further revealed the staff had
netified the Administrator with the resulis of the
quesfionnaires. A review of the binder revealed
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no issues were identified. The binder contained a
resident roster which included the dates and
shifts the residents had been interviewsd or
assessed. The binder had been updated as
BIMS scores changsed. There were no issues
identified during the interviews.

Interview on 06/04/14 st 915 AM with the
Regional Nurse Consultant revealed the
Administrator or reglonal team member had
reviewed all questionnaires with no issues
identified. A review of the questionnaires
revealed a signature validated the questionnaires
had been reviewed.

irtarview with Administrative Nursing Staff on
06/04/14 revealed resident chaits had heen
reviewed each day for enfries in the Nurse's
Notes that could be refated to abuse or neglect.

intenview on 06/04/14 with Administrative Nursing
Staff revesled all resident charts had been
audited from 04/01/14 for any documentation
regarding abuse and no new concerns were
identified. The interviews revealed ten charts
contintied to be reviewed daily for any new
documented evidence of abuse that was not
reported.

Intarview or 06/04114 with Administrative Staff
and the Regional Nurse Consultant revealad all
abuse invesfigations had been discussed and
reviewed daily to ensure the facility's abuse policy
was followed to ensure the resident was
protected, the perpetrator was removed from the
resident care area, the incident was reported
timely, and an investigation was completed.
Further interview revealad the Administrator
maintained an abuse log to ensure ail areas of
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the investigations were completed. Continued
interviews revealed the Administrator and one
corporate staff member reviewed Investigations
to ensure they were complete.

Interview on 06/04/14 at 9:15 AM, with the
Regional Nurse Consuitant revealed after the
Immediate Jeopardy was removed new reports of
alleged abuse investigations will be reviewed by a
Corporate Staff Member prior to the five-day
report being sent to OIG. The Corporate Staff
member will ensure the resident was protected,
the incident was reported timely, the perpetrator
was removed from patient care area, and a
thorough investigation was completed.

Interview on (6/04/14 at 9:15 AM, with the
Regicnal Nurse Consultant revealed new reports
of abuse or neglect will be reported fo a
Corporate Staff Member within 24 hours to
ensure an investigation was completed and the
reporting timelines were met.

Interviews an 06/04/14 with Administrative
Nursing Staff and the Regiconal Nurse Consultant
revealed all incident reports that had been
completed since January 2014 were reviewad for
concerns refated to abuse/neglect and none were
identified.

Interview on 06/04/14 with the MDS Coordinator
revealed questions about concerns refated to
abuse/neglect and education about reporting
abuse/neglect were added to the care plan
conferences. The interview further revealed
rasident family members that atiended the care
plan conferences were guestioned about ‘ :
abuse/neglect concerns in the facility and
educated on how to report an abuse/neglect
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Interviews on 06/04/14 with the Administrator and
tha Regional Nurse Consultant revealed
administrative oversight was completed weekly
and will continue monthly after the Immediate
Jeopardy was removed,

Interviews on 06/04/14 with the DON, ADON, and
SBC revealed ohservation of staff as they
provided care was completed for any suspected
abuse/neglect concemns on a daily basis for five -
residents and will continue weelly after the

temoval of the Immediate Jeopardy. Continued

interviews revealed the reporis were reported to
the QA Committee to determine the need for -
additicnal education concerns or change of the
plan,

Interviews on 06/04/14 with Administrative Staff
revealed a Quality Assurance meeting had been
held weekly beginning 05/29/14 and will be held
weekly for four weeks and then monthly. The
interviews further revealed evaluations by the
Committee would determine the frequency and
length of ongoing audits. Further interviews
revealed corporate oversight had been in place
since 05/29/14, on a daily basis, unti the
Immediate Jecpardy was removed and will
continue weekly for four weeks and then will
continue monthly.
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. the survey. The facility reserves all rights to
A standard health survey/abbreviated standard contest the survey findings through informal
survey (KY21503) was initiated on 03/24/14. dispute resolution, formal appeal
Immmediate Jeopardy was identified on 03/28/14 proceedings or any administrative or legal
and was determined to exist on 03/08/14. The preceedings. This plan of correction is not

facility was notified of the tmmediste Jeopardy on .
03/28/14. An extended surveyfabbreviated
| standard survey (KY21521) was conducied on

meant to establish ary standard of care,
contract obligation or position and the

04/01/14 through 04/03/14. Both complaints facility reserves alf rights to raise all possible
were unsubstandiated. contentions and defenses in any type of civil

. or criminal claim, action or proceeding.
The facility admitted Resident #8 on 09/09/13 and Nothing contained in this plan of correction
received a capy of a History and Physical report ' should be considered as a waiver of any
from an acute care facility that reveated the potentially applicable Peer Review, Quality
resident had an allergy to Macrodantin Assurance or self-critical examination

(antibiotic). Interview on 03/26/14, at 2:25 PM
with Resident #8 revealed the resident had also
informed facility staff on the day of admission to
the facility that he/she was allergic to
Macrodantin. However, review of the admission
assessmant revealed facility staff failed fo
document the resident’s allergy to Macrodantin on
documents in the resident's medical record.
From 03/08/14 through 03/11/14, the facility
administered seven (7} doses of Macrodantin to
the resident for treatment of a Urinary Tract
Infection (UTI). On 03/11/14 Resident#8
complained of "tightness" in the chest. The
resident asked the nurse what medications
he/she had received and was told Macrodantin.
At that ime, the resident informed the nurse
he/she had an allergy to Macrod&ntin, the nurse
notified the physician, and the Macrodantin was
discontinued. ’

privilege which the Facility does not waive
any reserves the right to assert in any
administrative, civil or criminal claim, action

or praceeding. : oA

Review of an Incident/Occurrence Invesiigation

LABORATORY, DIREGTOR'S OR PROVIDER/SUPPLIER REPRE@E 'S SIGNATURE TITLE (X8} DATE
7 . . 45 3 P
f — ;‘%@W’ it 3/3’ 7

Any deficiency Shtement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that ’
other safeguards provide sufficient protestion to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 20 days

. following ihe date of survey whether or not & plan of correction is provided. Fer nursing homes, the akove findings and plans of correction are disclosable 14
days following the date these documents are mads available to the facility. If deficiendles are cited, an approved plan of correction is requisite te continuad
program participation.
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| Registersd Niss (RNy #1 Teported she hiad

reviewed medications with Resident #8 at the
time of admission and had not been aware of the
resident's allergy to Macrodantin. Review ofthe
facility's investigation revealed the facility failed to
include a review of the History and Physical
provided to the facility by the scute care facility
that indicated Resident #8 had an allergy o
Macrodantin. In additicn, review of
documeantation revealed the facility failed to
interview Resident #8 during the investigation of
the incident, and failed to report the incident to
the appropriate state agencies. The facility failed
to ensure residents were free from significant
medication errors and failed to ensure the
pharmacist reported any medication irregularities

to the physician. In additicn, the facility failed to -

implement corrective actions to correct the
deficient practice.

Deficiencies were cited at 42 CFR 483.13
Resident Behavior and Facility Practices (F225),
42 CFR-483.25 Quality of Care (F333), 42 CFR
483.60 Pharmacy Services {(F428}, and 42 CFR
483.75 Administration (F520) at a scope and
severity of "J." Substandard Quality of Care was
identified at 42 CFR 483.13 Resident Behavior
and Facility Practices (F225) and 42 CFR 483.25
Quality of Care {F333),

An acceptable Allegation of Compliance was
received on 04/01/14, which alleged removal of
the Immediate Jeopardy on 03/31/14. The State
Agency determined the Immediate Jeopardy was
removed on 03/31/14, prior to axit, which lowered
the scope and severity to "D" at 42 CFR 483.13.
Resident Behavior and Facility Practices (F225),
42 CFR 483.25 Quality of Care (F333), 42 CFR
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ALLEGATIONS/INDIVIDUALS

The faciiity must not employ individuals who have
heen found guilty of abusing, neglecting, or-
mistreating residents by a court of law; or havs
had a finding entered info the State nurse aide
registry coneerning abuse, neglect, mistreaiment 7
of residents or misappropriaiion of their property; -
and report any knowledgs it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

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

| The facility must have evidence that all alleged

violations are theroughly investigaisd, and must
prevent further potential abuse while the
investigation is in progress.

The rosults of all investigations must be reported
to the administrator or his designated ¢
representative and to other cificials in accordance
withh State law (ingluding to the State survey and

administration of Macradantin.
Physician’s orders were abtained
immediately and intramuscular
Solumedrol along with Benadryl by
mouth was administered staff nurse on
3/11/14 to treat her symptoms.
Residents allergies were updated in the
chart, on the MAR, with the MD and
Pharmacy, along with a sheet was added
in the front of her medication
administration record to identify all of
the residents medication allergies, to
include but not limited to, Macrodantin
that was identified during the facilities
investigation. [nvestigation was '
initiated, resident was interviewed
along with POA in regards to resident
allergies and allegies identified was
cornparéd to dischargé sumrnaries along
with medication reconciliation forms
from resident visits to l'iospi'tal and
outside consult visits. Any discrepancies
were reviewed with the resident, POA
and MD for clarification.

The Physictan was notified by the
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certification agency) within 5 woiking days of the

-1 03726114 at 2:25 PM revealed the resident had

appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced-
by:

Based on observation, interview, record review,
review of the facility's investigation, and review of
facility policies, it was deterrined the facility
faited to ensure all allegations of resident neglect
were investigated and reported immediately to the
State Survey Agency and other officials in
accordance with state law for one (1} of
fwenty-one (21) sampled residents (Resident #8).
Review of the medical record revealed a copy ©f
a Histery and Physical report from an acute care
facility, dated 08/27/13, that revealed Resident #8
was allergic to Macrodartin (anfibiotic). In
addifion, interview conducted with Resident #8 on_

told Registered Nurse {RN) #1 on the day of
his/her admission to the facility that hefshe was
allergic to Macrodantin. Review of an Admission
Assessment completed by Registered Nurse
(RN) #1 for Resident #8, dated 09/09/13,
revealed the nurse had not identified andfor
documented the resident was allergic to
Macrodantin. Documentation revealad that from
03/08/14 to 03/11/14, facility staff administered
seven doses of Macrodantin to Resident#3. On
03/11/14, Resident #8 complained of chest
tightness, asked the nurse what medications
hefshe had received, and was fold by the nurse
that she had received Macrodantin. Record
review revealed the Macrodantin was
discontinued and the facility conducted an

incidentrand-if-the-alleged-vielation is-verfied -~ - f--

investigation of the incident. The facility's
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F 225 | Continued From page 3 E 295 Resident #6 on 3/28/14 to clarify her

- —in-front of her medication —— | — — —
_ administration record to identify her

allergy to Morphine. A sheet was added

allergy to Morphine. A care plan was
initiated with interventions to decrease’
the risk of allergic reaction.

Resident # 6 and #8 were both assessed
for any s/s of neglect, none were
identified.

An audit of all personnel records was
completed by the Human Resources
Director by 5/13/14, to ensure
comptiance of federal and state
regulations related to employment of
staff.

A review of all grievances and incidents
from January 2014 to April 2024 was
completed by DON, ADONs’ SDC, MDS,
by 5/13/14 to ensure all have been
thoroughly investigated along with any
suspected neglect identified was
reported in accordance with state law to
ensure reppfting guidelines have been
met. None was identified.

Residents with BIMs score of > 8 were
interviewed by the Social services

director by 5/13/14 for any suspected ‘
neglect issues and Residents with BIMs
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investigation revealed RN #1 reviewed all

admission and had not been aware of any aliergy
ihe resident had to Macrodantin. However,
based on a review of the facility's investigation,
the facility faited to conduct a review of Resident -
#8's medical record that included the History and
Physical from the acute care facility that indicated
the resident had ‘an ailergy fo Macrodantin and
failed to report the incident of neglect to the
appropriate state agencies.

The facility's failure to immediately report all
allegations of abuse, negleci, axploitation, and
misappropriation of resident property, and failure
to investigate an allegation of abuse ar neglsct
caused or was likely fo cause serious injury,
harm, impairment, or death to residents in the
facility. Immediate Jeopardy with Substandard
Quality of Care was determined to exist on
03/08/14 at 42 CFR 483.13 Resident Bshavior
and Facility Practices (F225), 42 CFR 483.25
Quality of Care (F333), 42 CFR 483.60 Pharmacy ’
Services (F428), and 42 CFR 483.75
Administration (F520) at a scope and severity of
*1." Substandard Quality of Care was identified at
42 CFR 483.13 Resident Behavior and Facility
Practices (F225) and 42 CFR 483.25 Quality of
Care (F333). The facility was nofified of the
Immediate Jeopardy on 03/28/14.

An acceptable Allegation of Gompliance was
received on 04/01/14 which alleged removal of
the Immediate Jeopardy on 03/31/14. The State
Agency determined the Immediate Jeopardy was
removed on 03/31/14, prior to exit, which lowered
the scope/severity to “D” af 42 CFR 483.13
Reslident Behavior and Facility Practices (F225),

42 CFR 483.25 Quality of Care (F333), 42 CFR

A. BUILDING
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Continued From page 4 F 225 score of < 8 were assessed by DON,

--medications-with-Resident #8-at the tmeof—— ——— ——— ——

———s/s of suspected neglect along with——|— —— ——

ADONS; FFN, or SDC By 5/13/14 for any

résidents 'POA‘S were que_S'ti__qr‘led: by
social services director by 5/13/14 for
any suspected neglect co'ncerhs, .

- - R B

Allincident reports from January 2014
to March 29, 2014 have been reviewed
by the Director of Nursing; the Assistant
Director of Nurs]hg, Staff Development
Coor_diriai:or or Reg'ion'al_nu_rse
consultant to identify any concerns, of
suspected neglect by 3/29/14 None
were identified. )

Chart audits to include review of
hospital discharge summaries and/or
discharge documentiation and outside
consultation visits were completed by
the Director of Nursing, Assistant
Director of Nursing, Staff Development
Coordinator, MDS Coordinators, or
Regional Nurse Consuliant en 3/27/14
for all residents to ensure allergies are
apprepriately identified. During the
audit, allergy stickers on the outside of
resident’s charts were reviewed to
ensure accuracy. A medication allergy
sheet was completed for each resident
on 3/27/14 by the Director of Nursing,
Assistant director of Nursing, Staff
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- | 483.75 Administration (F520y whilethe facility

| The findings include:

| and address alleged reports of abuse or neglect,

- | the timeframe allotted by the state agency.

483.60 Pharmacy Services (F428), and 42 CFR

monitors the effectiveness of-systemic changss
and quality assurance activities.

Review of the facility's policy titled "Abuse,
Neglect, and Misappropriation,” with a revision
date of March 2013, revealad the Administrator
would make all reagonable effors to investigate

concems, and grievances. In addition, the policy
revesled all ellegations were t6 be reported within

However, the policy did not define what
canstituted neglect. :

Review of Resident #8's medical record revealed
the facility admitted the resident on 08/09/13 with
diagnoses that included Chronic Ischemic Heart
Disedse, Atrial Fibrillation, and Coronary Artery
Dissase. Continued review of the medical record
revealed a copy of a History and Physical report
from a recent hospitalization, dated 08/27/13, that
revealed Resident #8 was allergic to Macrodantin.
Resident #8's attending physician af the facility
documented his initials and the date 09/09/13 on
the copy of tha History and Physical report as
acknowledgement of receipt/review of the report.
Review of the Minimum Data Set (MDS)
Significant Change assessment complefed by the
facility for Resident #8 on 12/25/13, revealed the
facility assessed the resident to have a 15 on the
Brief Interview for Menta! Status (BIMS)
assessment which indicated the resident's
cognition was intact.

Review of the physician's orders for Resident #3

Consultant and placed in front of each

clarified with the physician.

The Medical Director received education
from the Administrator, the Staff
De'velopment Coordinator, and the
Regienal Nurse Consultant on 3/28/14
regarding appropriately idenftifying
allergies for residents.

- The Pharmacy Consultant received
education on 3/28/14 from the
Administrator, Director of Nursing, and
Regional Nurse Consultant regarding
reviewlng of hospital discharge records
for all residents to ensure that allergies
are appropriately identified. '

The Pharmacy Consultants were on site
on 3/29/14 and reviewed all resident
records on 3/29/14 to ensure allergies
have been appropriately identified,

Education was initiated for licensed
staff/Kentucky Medication aid on
3/27/14 by the Regional Nurse
Consultant, Director of Nursing, and the
Staff Development Coordinator
regarding reviewing the hospital
documentation upon admission or re-
admission to ensure that allergies are
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-|-administer 100 milligrams {mg) ef Macrodantin to-

‘investigation of the incident. The Communication

datad 03/08/14, revealed the facility staff was to

Resident #8, by mouth, twice a day for ten days
for a diagnosis of a Urinary Tract Infection.
Review of the Medication Administration Record
(MAR) for Resident #8 dated March 2014
revealed from 03/08/14 at 5:00 PM through
03/11/14 at 5:00 PM, Resident #8 received seven
doses of 100 mg of Macrodantin.

Review of a Communication and Progress Note
for Resident #8 dated 03/11/14, at 9:30 PM,
revealed Resident #8 complained of "chest
fightness," asked the nurse what medications
hefshe had received, and was told by the nurse
that he/she had received Macrodantin. Based on
documentation review, facility staff notified the
resident's physician of the resident's complaints,
discontinued the Macrodantin, and conducted an

and Progress Note also revealed the physician
requested staff to administer 50 mg of Benadryl
(altergy medicine) crally, and 120 mg of
Solu-Medrol {anti-inflammatory) inframuscularly,
"now" due to a possible allergic reaction.

Review of an Incident/Occurrence Investigation
complated by Assistant Director of Nursing
{ADON} #1 dated 03/11/14, revealed Resident #8
received eight doses of Macrobid from 03/08/14
through 03/11/14. The investigation revealed the
ADON had interviewed RN #1 who completed the
admission nursing assessment for Resident #8
on 09/09/13, and noted RN #1 had reviewed all
medications with Resident #8 at the time of
admission and had not been aware of any allergy
the resident had to Macrodantin. However,

hased on documentation, the facility falled to
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Continued From page 6 ro25| appropriately identified. Post test was

. plans.

given upon completion of education. A
score of 100% must be obtaited before-| —— -~ - -
being allowed to work. Those staff not
obtaining a passing score of 100% will

he educated on the spot and re-tested.

Education was completed for the
Administrator, Director of Nursing, Staff
Development Coordinator and Assistant
Director of Nurses were educated by the
Regional Nurse Consultant on 3/28/14
regarding reporting of neglect for any
significant medication error.

Education for all staff was initfated on
3/28/14 by the Staff Development
Coordinator, Director of-Nursing,
Assistant Directors of Nursing or the
Regional Nurse Consultant regarding the
abuse/neglect policy and appropriate
reporting of neglect to include
significant medication errors, the
Quality Assurance Performance
Improvement process to include
reporting of concerns to the
Administrator and line staff
participation in development of QAPI

Education regarding reporting abuse,
reporting of significant medication
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F 225 | Continued From page 7 F 995 discharge-summary, resident history or

conduct a review of the resident’'s medical record,

to'include areview of the History and Physical -~

provided to the facility by the acute care facility
that included the resident's allergy to
Macradantin, as part of the investigation. In
addition, review of documentation revealed the
facility failed to interview Resident #8 during the
investigation of the incident and failed to report
the incident to the appropriate state agencies.

Resident #8 was observed on 03/25/M14 at 10:55

"AM to be alert and lying in bed. Aninterview was

conducted with Resident #8 on 03/26/14 at 2:25
PM. Resident #8 stated he/she bhad informed RN
#1 of his/her allergy to Macrodantin on the day
he/she was admitted to the facility. The resident
stated the facility had not informed him/her that
they had administered Macrodantin to the

‘resident until hefshe began to have complainis of

"chest tightness,” asked the nurse what he/she

" | was taking, and was told by the nurse she had

given tha resident Macrodantin.

RN #1 acknowledged in interview conducted on
03727114 at 4:.00 PM that she had completed the
admissicn assessment for Resident #3 on
09/08/13. The RN stated she reviewed all
hospital paperwork sent to the facility when the
resident was admitted to the facility, including the
History and Physical report dated 08/27/13 from
the acute care facility, and did not recail
information in the medical record that indicated
Resident #8 had an allergy to Macrodantin. The
RN stated she was unaware of how she had
missed the documentation of the resident's
allergy to Macrodantin.

Interview conducted with RN #2 on 03/27/14, at
4:55 PM, revealed Resident #8 had reported

PCA history , verification of allergy

- orders from physician as well as places
on Medication Administration Record or
medical record for placement of
alfergies will be included in orientation
for licensed nursing and Certified
Medication Techs.

Interviews were complet'ed on 3/27/14
by the Social Services Director, Director
of Nursing, Assistant Directbr of Nursing,
Staff Development Coordinator, or MDS
Coordinators for residents with a BIMS
score above & regarding their
knowledge of allergies. This was
compared to what is listed in the
medical record and allergies were
updated with assessment and/or
physician crder as needed.

Residents with a BIM score less than 8,
responsibie party interviews were
completed on 3/27/14 by Social Services
Director, Director of Nursing, MDS
Coordinators, Assistant Directors of
Nursing, Administrator, or Regional
Nurse Consultant to identify any
allergies or concerns with medications.
This was compared to what is listed in
the medical record and allergies were
updated with assessment and/or
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chest.tightness to her on 03/11/14, at 9:50 PM.
ThHe RN stated she immigdiatély notified the ~
resident's attending physician and an
investigation was begun immediately. The RN
stated she had not identified Resident #8 had a
documented allergy to Macrodantin and had not
viewed the incident as neglect. The RN stated
sha was aware any allegation of abuse or neglect
must be reported immediately to state agencies
by the Administrator and the Administrator was
responsible for notifying state agencies of
incidents of abuse/neglect.

Interview conducted with Resident #8's physician
on 03/2714, at 3:37 PM, revezled the resident .
“could have been harmed” from the
administration of the Macrodantin since the
resident had experienced a "similar allergic
reaction with tightness in the chest" after the
resident received Macrodantin during a previous
hospitalization,

Interview conducted with the Director of Nursing
(DON) on 03/28/14, at 8:45 AM, revealed ADON
#1 had investigated the incident related 1o the
administration of Macrodaniin to Resident #8, and
acknowledged the facility had not reported the
incident to the state agencies as indicated in the
facility's policy because thay had not identified the
incident as abuse or neglect. The DON stated
they had not identified the documentation located
in the resident’s medical record on a History and
Physical report dated 08/27/13 from the acute
care facility indicating the resident was allergic to
Macrodantin, The DON stated when nurses
completed an admission assessment on any new
or readmitted resident they ware required to
review all hospital paperwork sent to the facility.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
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Continued From page 8 E 995 Allergies will be identified on day of

admission and/or re-admission by the
“admitting nurse gn'the nursing =~
admission information’'document. The
admitting nurse will document allergies '
on the resident’s medication allergy
record that will be placed in the front of
the Medication Administration Record
" for that resident. The admitting nurse
will review the residents allergies with
the resident and/or POA for
confirmation. A care plan will be
initiated that identifies allergies and
interventions to decrease the risk of
allergic reactions. The procedure which
includes identification of allergies on
day of admission/re-admission by the
admitting nurse along with documenting
the allergies on the medication allergy
record, the nursing admission
assessment and physician orders and
look at discharge summaries and all
paperwork sent by the hospital, along
with interview of resideni&/POA will alsg
be included in orientation for new staff.
Physician will be notified of any allergies
by the charge nurse be!owing review of
all documents sent by hospital, resident
and of POA interview. y

Charts for newly admitted residents and
re-admitted residents will be reviewed
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Interview conducted with Assistant Director of

Nursing {ADON) #1 on 04/03/14, at 1:40 PM

ravealed she had completed the
Incident/Occurrence Investigation on 03/11/14
and had not ideniified Resident #3 had an allergy
documented on the History and Physical report
dated 08/27/13 from the acuie care facility. The
ADON stated she had determined the resident
had experienced a new allergy to the medication
and had not identified the incident as abuse or
neglect or as a medicaticn error.

Interviaw conducted with the Administrator on
03728/14, at 9:00 AM, revealed he was
responsible to report allegations of abuse and
neglect to the state agencies. The Administrator
stated the incident related to the administration of
Macrodantin to Resident #8 had not been
reported fo the state agencies bacause the facility

"| had not identified the incident as an allegation of

abuse or neglect.

**The facility provided an acceptable Allegation of
Compliance (AOG) on 04/01/14. The facility
implemented the following actions to remove the
Immediate Jeopardy:

The physician for Resident #8 was nofified by the
staff nurse immediately upen identification of
symptoms that may have been related to the
administration of Macrodantin. Physician’s orders
were obtained immediately and intramuscular
Solu-Medrol along with Benadry! by mouth was
administered by the staff nurse on 03/11/14 to
treat the resident's symptoms. The treatment
was effective as avidenced by every shift
assessment along with supporting
documentation. The resident was monitored by
staff nurses to ensure continued effectiveniess.

Meeting on weekdays attended by the

Social Service Director, Medical Records,
Staff Development Coordinator,
Assistant Directors of Nursing, Activities
Director, Dietary Manager and Chaplain,
with a comparison review completed at
that time of the resident’s nursing

~ admission packet and their medication
altergy form, against the hospital
discharge summary and/or discharge
documentation of resident allergies, to
ensure that allergies are appropriately
identified. On weekends, two charge
nurses will review the discharge
documentation and history and physical
for newly admitted or re-admitted
residents to ensure allergies are
appropriately identified as well as al}
paperwork is complete accurate, care
plan updated, physician notification
complete and all allergy lists updated or
initiated.

Allergy stickers and allergy list were
updated for all residents to include all
medication allergies identified. This was
completed by the Director of Nursing,
Assistant Director of Nursing, MDS
Coordinators, Staff Development

" Director of Nursing, MDS Coordinators,” |
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"Thé& physician was fiotified by tie Assistant

Director of Nursing (ADON) for Resident #6 on
03/28/14 to clarify ihe resident's allergy to
Marphine. A sheetwas addad in front of the
resident's medication administration record
(MAR) to identify the residant's allergy to
Motphine. A care plan was initiated with
interventions to decrease the risk of an allergic
reaction. : :

Chart audits to include review of hospital
discharge summaries and/cr discharge
decumentation and outside consultation visits
were completed by the Director of Nursing
(DON), Assistant Director of Nursing (ADGN),
Staff Development Ceordinator {(SDC), MDS
Coordinators, and Regional Nurse Consultant on
03/27/14 for alt residents to ensure allergies were
appropriately identified. During the audit, allergy
stickers on the outside of residents’ charts were
reviewed to ensure accuracy. A medication
allergy sheet was completed for each resident on
03/27/14 by the DON, ADON, SDC, MDS
Coordinator, and the Regional Nurse Consultant
and placed in front of each resident's MARs. All
allergies were clarified with the physician.

Tha Regional Nurse Consultant, DON, and 5DC
initiated education for licensed staff and Kentucky
Medication Aides (KMAs) on 03/27/14 and
advised staff to review hospital documentation
upon each resident admission or readmission to
ensure allergies were appropriately identified.
Licensed nursing stafffKMAs were not allowed to
work prior fo receiving the above stated
aducation. A posttest was given upon completion
of education. Ascore of 100 percent musi be
obtained before being allowed to work. Those

Consultant on 3/28/14.

Education was provided for Licensed
Nursing Staff/Kentucky Medication Aide
hy the Director of Nursing, Assistant
Director of Nursing, the Staff
Development Coordinator, or the
Regional Nurse Consultant regarding the

admitiing nurse reviewing all paperwork
forward from the hospital, interview
with resident/POA, verifying allergies
with physician, noting allergies on the
allergy sticker, allergy listing, physician
orders, and MARS. ' '

Nursing Administraton to include the
Director of Nursing, Assistént Directors
of Nursing, Staff Development
Coordiantor, MDS Coordiantors, Facility
Formulary Nurse or Regional Nurse
Conslutant are reviewing every
physician order daily {Monday — Friday)
to audit for medication or any other
orders for appropriateness, any new
allergy orders, if new medications are
listed and compared to allergy list.

Education was provided by the Regional
Nurse Consultant on 3/28/14 for the
Administrator, Director,of Nursing,
Assistant Directors of Nursing, Staff

above stated plan on 3/28/14 to include |
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staff members not obtaining a passing score of
100-percent would be educated onthe spot-and
retested.

Resident #8's attendihig physician, whe is also the
facility's Medical Director, received education
from the Administrator, SDC, and the Regional

- Nurse Consultant on 03/28/14 regarding

appropriately identifying resident allergies.

The Administrator, DON, and Regional Nurse
Consultant provided education to the Pharmacy
Consuitant on 03/28/14 regarding reviewing
hospital discharge records for all residents to
ensure allergies weare approprialely ideniifiad. -

| The Phammacy Consuliants were an-sile on

03/29/14 and reviewed ail resident records to
ensure allergies were approptiately identified.

| The Regional Nurse Gonsultant provided

education to the Administrator, DON, SDC, and
ADONSs on 03/28/14 regarding reporting of.
neglect for any significant medicstion error.

The SDC, DON, ADONs, and the Regional Nurse
Consultant initiated staff education on 03/28/14
regarding the abuse/neglect policy and
appropriate reporting of neglect to include
significant medication errors, the Quality
Assurance Performance Improvement (QAPI}
process to include reporting of concerns to the
Administrator, and front lirie staff participation in
development of QAPI plans. Staff was not
permitted to work prior o receiving the education.
A posttest was given upen completion of
education. Ascore of 100 percent musibe
obtained before being allowed to work. Those-
staif members not obtaining a passing score of

Life Director, Social Services Director,

S Plaht Operations Director, Chaplain, -
Medical Records Coordinator, Dietary
Manager and Admissions Director
regarding the Quality Assurance Process
and appropriate methods of
identification of concerns including
significant medication errors, failure to
report neglect, auditing pharmacy
services.

During care plan conference for each
resident the allergy list will also be
reviewed for any updates.

Medication pass audits were completed
by the Director of Nursing, Assistant
Directors of Nursing, Staff Development
Coordinater, and Regionai Nurse
Censultant for all nurses and Certified
Medication Technicians working on
3/28/14 to ensure that allergies are
appropriately identified and

significant medication error. Medication
pass audits will be completed for all
nurses and certified medication
technicians during their initial
medication pass for shifts scheduled
after 3/28/14 until all nurses and
certified medication technicians have

medications are administered without

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER; . : COMPLETED
) A BUILDING
185004 B.WING 04/03/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
81G H H E OF PIKEVILLE 260 SOUTH MAYQTRAIL
NATURE HEALTHCAR
PIKEVILLE, KY 41501
4y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225 | Continued From page 11 E275 Development Coordinator, Quality of

FORM CMS-2587(02-89) Previous Versions Obsolets

Event [D; COXB11

I
Facifity ID: 100387 If

e TedicatoTaUdt complete

ntinua%bn sheet Page 12of 150




