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A resident has the right tc prompt efforts by the
facilify to resolve grievances the resident may
have, including those with respect to the behavior
of oiher residents.

This REQUIREMENT is not met as evidenced
by:

Basad on interview and record review, the facility
failed to ansure efforts to resolve resident
grievances were made promptly. A group
interview conducted on 10/08/12, with five of five
alertforiented residents (Residents £, F, G, H,
and 1) reveaied call lights were not atways
answered fimely. In addifion, a review of
Resident Council meeting minutes for nine of the
tast ten months {January, February, April, May,
June, July, August, September, and Oclober
2012) revealed residents had expressed
concerns te the facility related 1o call fights not
aiways being answered imely. However, a
review of decumentation and interviews revealed
the facility failed to resotve the grievances or to
inform the residents of any actions taken,

The findings inglude:

meant to establish any standard of care,
cantract ohligation or position, and Moustain
Manor reserves the right to raise all possible
contentions and defenses in any type of civil
or erimingl elaim, action or procesding.
Nothing contained in this plan of correction
should be considered as a waiver of any
potentially applicable peer review, quality
assurance, or self~critical examination
privileges which Mountain Manor of
Paintsvills does not waive, and reserves the
right to asserf in any administrative, civil,
criminal claim, action or proceeding,
Iouatain Manor of Paiatsville offers fis
1esponses, credible allegation of compliance,
and plan of correction as part of its ongoing
effort to provide quality care to s residents.

¥ 166
483.HMDX(2) RIGHT TO PROMPT
EFFORTS TO RESOLVE GRIEVANCES

Tt is the policy of this facility o promptly

respond and to sitempt to resolve any

- grievences the resident may have, including

those with respect to the behavior of other
residents and to inform residents of the
actions taken to resofve the prievance. This
is evidenced by the following:
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Mountain Manor of Paintsville does not
. i believe and does not admit that any
An abbreviated standard survey (KY19125, deficiencies existed, ¢ither, before, during or
KY15128) was initiated on 10/08/12 and affer the survey. Mounitain Manor of
concluded on 10/10/12, KY19125 was Paintsville reserves all rights to comtest the
substantiated with deficient practice identified. survey findings through mformal disputs
KY 15128 was unsubstaniiated with deficient resolution, forma! fegal appeal proceedings.
practice identified. Deficiencies were cited at "E" This plan of correction does not constitite an
level _ admission regarding any facts or
F 166 | 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO F 166 circumstuoces surrounding any alieped
88=F | RESOLVE GRIEVANCES deficiencies to whick it responds, nor is it

W/ o Y ;- =
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Any deficis;

statement gnding with a
alhar sefeguands provide sufficient pmte

4 defi clem:y which the insfitution may be excusad from comecting providing it is determined tha{
panems {See instructions.} Exceptfor nursing homes, the findings stated above are disclosabie 50 days

foliowing the date of survey whether or ot a plan of comection is provided. For nursing fromss, the sbove firdings and plans of coneclion ara disciosable 14
days foliowing the date these decuments are made avalahle to the faciiy. If deficlencies are cited, an approved plan of comestion is requisite t» continued
pragram pardicipation.
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A review of the faciiity's Grievance Policy (no daie
given) reveajed grievances and/or complaints
wouid be submitted in writing and signed by the
resident or the person filing the grievance on
behalf of the resident  According 1o the paoficy,
the resident or the person filing the written
grievance and/or compiaint on behalf of the
resident would be informed of the findings of the
investigation and the acfions that would be andfor
were taken to correct any identified problems.
The policy also revealed any compiaints of
alleged abuse, neglact, mistreatmant, or injuries
of unknown origin would be reported to the
Administrator immediately. The policy reveafed
the Administratcr would review the findings with
the person investigating the complaint to
determine what corrective actions, if any, need to
be taken.

A group interview was conducted with five
alertforiented residents (Residents E, F, G, H,
and [} on 10/09/12 at £:30 AM. The residents
complained the call ights were not always
answered imely. The residents reveaied there
was no particular shift involved and stated the
incidents had oceurred on 2ll shifts. Residents
conirmed they had made the facility aware of the
complaints; however, they had never recaived a
response from the facility.

A review of Resident Council meefing minutes for
nine of ths last ten months {January, February,
April, May, June, July, August, September, and
October 2012) revealed the residents expressed
concerms to the facility related io call lights not
abways being answered timely. However, there
was no evidence that the fadility resolved these
grievances or that the faciiity informed the

10/12/2012,

Resident E, F, (G and H wes interviewed on.
11-03-2012 by Kathy Meadows, Social
Services to determine if there are other
grievances unrelated to calt fights,

Any identified grievances will be
investigated by the respective department
head 2nd the residents will be notified of the
resolution by the départment head or Kathy
Meadows, Social Servicss.

Residents E, F, G, and H will be interviewed
weckty for 3 months to determine if call
lights are being answered timely or if they
have other grievances unrelated to call ights.
This will be compléted by Kathy Meadows or
Misty Pennington, Social Services.

Any grievancs idegiified during the weskly
interview (for any of these residents) will be
tavestigated by the respective departmen;
heads and the respective residents will be
informed of the investigation and pians to
resofve the grievance by the departmer head,
Kathy Meadows or-Misty Pénnington, Social
Services,

Any/fall grievances identified during this
interview process will be reported o the
facility Administrator by the person
completing the interview/erievance form and
will be reviewed af the next prievance
commities meeting,
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residents of any acticns taken.

1. Resident Council minutes dated 01/03/12
confirmed residents had expressed to the facility
that the calf lights werse not always answered
timely. A review of in-service rosters for facilify
staff dated 01/04/12 and 01/05/12 revealed staff
was educated by the facility on answering call
lights in a timely manner. The rosters also
revealed staff was in-servicad again on 01/31/12
and 02/02/12 regarding answering call ights in a
fimely manner. :

2. Resident Council minutes dated 02/07/12
revealed the residents had complained State
Registered Nursing Assistanis (SRNAs) wers
slow i0 answer the residents’ call lights.

3. Resident Council minutes dated 04/03/12
revealed complaints that the residents’ calf lights
were not answeared timely.

4. Resident Coundil minutes dated 05/01/12
revealed the residents complained staff was
turning off call lighte and not helping or coming
back to help. '

5, Resident Council minutes dated 06/05/12
revealed the residents complained that call lights
ware not being answered promptly.

6. Resident Council minutes dated 07/03/12
revealed the residents camplained staff was not
answering call fights in a timely mannar or was
turning the cail lights off and not returming to
assist the residents. A review of in-service
rosters for facility staff dated 07/08/12, 07/10/12,
and 07/24/12 revealed staff was educated by the

through resident council, all residents have
been identified es having the potentiaf to be
affected es it relates to call lights.

Eathy Meadows, Social Servicss interviewed
all infervieweble residents in the fecility {o
determine if residents have other
complaints/grievances unrelated to call lights.
This was compieted on 10/16/12 and
10717712,

The families of all residents that were not
interviewed will be contacted to determine it
they have grievances related fo the care or
services their family member recefves. This
will be completed by Kathy Meadows, Social
Services.

All grievances or complaints identified
during either resident or family interviews
will be reported to the facility Admdvistrator
by Kathy Meadows, Social Services and wifl
be investigated by the respective department
manager.

Any prievance/commplaint (identified dering
these inferviews) related to abuse, neglect or
misappropriation of resident property will be
reported to the facility Administrator and the
appropriate state agencies according to
facility policy.

The results of the investigation and the plan
to reselve or the resolution will be reported ta
the respectivs resident or family member by
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facility on answering call Tights in a timely manner.

7. Resident Council minutes dated 08707112

ravealed residents complained call fights were not

being answered in a timely manner.

8. Resident Council minLtes dated 09/04/12
revealed the residents complained staff was
tuming off the residents' call lights and telling
residents they will come back, howsver, they do
not refum to assist the residents. A review of
in-service rosters for facility staff dated 0w27/12
revealed staff was educated by the facility on
answering call lights in a timely manner.

8. Resident Councit minutes dated 10/02/12
reveaied residents complained staff was tuming
off the cail lights and not returning fo provide the
care the residents require in a timely manner.

An interview with Social Worker (SVW) #1 on _
10/09/12 at 10;30 AM, revealed she attended the
Resident Council meetings and was responsibie
for completing grievance forms for ajl complaints
she received at the meetings. The SW stated
she completss the grisvance forms the same day
and takes a copy of the fonm to the pertinent
Depariment Manager o address. According io
the SW, the Department Manager was required
i0 address the issue, write up a respense on the
form, and ratum it to the SW to log and fiie the
compiaint/grievance. The SW staied the
Depariment Managers were responsible to nolify
the residents of the cutcome of the

in the rssotution or Kathy Meadows or Misty
Pennington Social Services,

All grievances/complaiits identified during
{hese imerviews will be discussed in the
grievance comimittee meeting md will
inclode the grievance and investigation,
resolution, satisfaction of resident/family
with resolution, any fiwther action o prevent
a re~pecurrenee and reporting to appropriate
state agencies if applicable.

3. A prievance committee was formed on
October 11, 2012 by Deborah Fitzpatrick,
Adminisirator. In addition to the
Administraior other members imclude varions
Degartment Managers and the Assistant
Administrefor, See Attachment #1,

On October 16, 2012 the following
pelicies were revised and finalized by the
grievance committce. See attachment #2,
#3, and #4:

Filing Grievences/Complzints

Grievance Complaint Log
Grievances/Complaints - Staff
Responsibility

On October 16, 2012 a new
Complaint/Grievance Report Form was
adopted which includes filing and
investigation of grievances or complaints,
resolution, satisfaction with resotution and
reporting of investigation end resclution. See

grievance/compizaint. The SW further stated that Attachment #3.
she read the minutes of the previous month's
‘| meeting to the Coungil for review. The SW
revealed she had previously spoken with the
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Administrator and the Director of Nursing (DON)
regarding the residents’ complaints regarding calt
lights not being answered prompily but could not
recall the date and was unaware of what had
been done to correct or resoive the issue. The
SW stated the grievance/complaint form for the
cali light issue would have been given fo the DON
or her designee to address. The SW siated she
had not discussed the resolution of the
grievances/complaints with the residents related
to the call ights not being answered promptly and
thought the Depariment Managers were
responsible for this.

An interview conducted with the DOM on 10/10/12
at 11:50 AM. revealed she had been aware of the
grievances/complaints mada by the residents
regarding call lights not being answered in a
fimely manner. The DON stated she had
provided in-services fd the nursing staff and the
faciiity had also done random cali light checks.
The DON stated she had participated along with
the Assistant Administrator {(AA). The DON
stated they would randomly go into a resident's
room, pull the call light, and wait fo see how long
it ook the staff to respond. The DOM stated she
was not aware of the most recent Resident
Council mesting held on 10/02/12, and the
rasident's grievances/compiaints of the siaff still
not answering the call fights fimely. The DON
stated the Assistant Director of Nursing (ADON)
may have roceived the grievanca/complaint form.
The DON also stated she had not affendsd
Resident Councl meetings to report to the
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Continued From pags 4 F 66| On October 16, 2012 a new Grievance

Compiaiat Log was adopted for tracking
grievarces and complaints. See attachment

#6.

On October 16, 2012 a separate Resideni
{Couneil Departmental Response Form was
adopted for investigation of complainis
through resident cotuncil and resotution of
complaints. See attachment #7.

AN staff will be in-serviced on the new
faciliiy policies regarding
complainty/grievances, the new forms and
where these policies and forms will be kept
for easy access for staff. This will be
completed by Administrative 5taff and Sccial
Services.

The new grievance and complaint formms will
be placed af each nursing station and all other
departments by Kathy Meadows, Social -
Services and Misty Pennington, Social
Services.

The new/revised policies will be kept at each
nursing station and all other departments for
easy access by staff

The timae and date of the resident council
meeting will be changed (with the permission
of resident coumeil) 1o a time that will allow
boih Social Workers and more residents to
participate in resident council. This will be
discussed in the next resident conact meeting
(Scheduled for 11/6/2012) by Kathy
Meadows and Misty Penninglon, Sccial

residents regarding the call light concermns. The Services.
DON stated she had thought the concerns had
been resolved and had not besn aware she
should have addrassed the residents regarding
FORM CMS-258102-98) Pravious Viersions Obsnlete Event ID:8ZUCH Fagilty [D: 100683 If canfinuation shast Pags 5 of 24
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the resolution or cutcome of the
grievance/complaint and of the interventions that
the facility had put into place.

An interview conducted with the AA on 10/10/12

‘| at 2:40 PM, revealed she was responsible for the

Quality Assurance program for the facllity. The
AA stafed she had been monitoring for unfimely
answering of call ights on an ongoing basis, The
AA stated she had been aware the probiem was
continuing, and stated the only measures taken
by the facility were to provide in-services fo the
staff and monitor call lights to check for timeliness
of being answared. The AA stated they had not
changed the interventions after the problem
continued for the last nine of ten manths. The AA
stated she had only observed one call light that
had not been answered timely during the
observafions. The AA stated she was not
respansible for reviewing all
grigvances/complaints to ensure they had been
addressed appropriately and the residerts had

| been informad of the resolution and the

intarventions that were put into piace.

An interview conducted with the Administrator on
101012 at 2:50 PM, revesled staff was required
1o notify her of the continuing
grievances/complaints raised by residents at the
monthly Resident Council meeting regarding call -
lights not being answered i a fimely manner, but
they had failed to nofify her of the residents’
continuing complaints. The Administrator alsp
stated the Department Managers were reqguired
to foliow up with the residents regarding any
grievanca/complaint with the resolution and/or
interventions that were put into place by the
facility. The Administrator stated the DON woudd

befors resident council to encoursge more
perticipation. :

The Resident Couneil President will be
notified of any resolutions to grievances
identified in the previous resident councit
mesting.

The Resident Council President will be
invited to attend thre focility Grisvance
Committes meeting to Teview the prievance
and the resofution.

The resident expectation of a reasonable time
for a call light to be answered will be
discussed in resident council. Kathy
Meadows and Misty Pennington Sociz!
Services wiil complete this.

Stafl in-servicing regarding answering of call
lghts began on 10/12/12 by Deborah
Fitzpairick, Admimstrator and Mary Arms,
1DON. See atiachment #8.

4. On October 11, 2012 a grievance
committes was formed {consisting of various
department managers, the Administrator and
Assistant Administrator} as part of CQI and
will mest weekly. - The facility Administrator,
Deborah Fitzpatrick is Chairman of this
committes.

‘The responsibility of the committes is to
review all grievances and their investigation,
any and sll actions taken to resolve the
grievance, resident and family satisfaction
with the respanse from the facility and the
resolution, and any firther actions whick may
be suggested by the committee to prevent a
repeat occurrence.  This wiil be ongoing.
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registry concering abuse, neglect, mistreaiment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an empioyee, which would
indicate unfifness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facllity must ansure that all alleged viclations
involving mistreatment, neglact, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately o the administrator of the facility and
to other officials in accordance with State law
through established procedures {including to the
Stete survey and cerfificafion agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.
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F 186 | Continued From page 6 F 166 | As part of CQI, twelve {12) rosidents will be
have been responsible to foilow up with the inferviewed weekly to determine if call lights
Resident C . The Administrator stated sh are being answered timely and if residents have

esident L.ouncil. 1he Adminisirator stated sneé other grisvances/complaints. This will be
was responsible for reviewing all grievances; completed by Kathy Meadows and Misty
however, the grievances regarding the calfl lights Pemmington, Social Services and Marie )
not being answered timely had not been Penmingion, Actvity Director. This will be
forwarded te her. The Administrator also siated c_ompieted for & monihs and re-evaiuated at that
any grievance/complaint that arises should be time.
addressed again if if continues to be an issue and . N .
a new plan created to zddress the issue. All grievances/ compiaints will be reported
o quarterly through COI by Emily Jones Gray,

F 225 | 483.13(c)()(i-(iii}, {c3(2) - (4} F 225 4 coictimt Administrator.

gs=£ | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS The Medical Director is part of the CQI team

) and will be informed during CQI of the

The facility must not employ individuals who have findings.
been found guilty of abusing, neglecting, or . .
mistreating residents by s court of law; or have ‘::’ nf;f: gf}?ﬁt{;’ﬁ ;'gslzﬁt’; ;ywasx.
had a finding entered into the State nurse aide Hiamon, Housdcneping!l’.almdxy Superviser.

Proper placement of call ights was part of this
andit.

As 2 continued monitoting for proper placement
of call lights (to ensure that call lights are in
reach of residents) housekeeping will docnrment
daily the position of the call lights when they
are in the resident rooms. If

call iights are not in reach of the resident the
housckeeping employee should plac the call
light in reach of the resident and docwment
where the call light was. She shou!d then report
this to the mwse. This will be ongeing.

The Housekeeping Supervisor will review the
call light logs weekly to determine if'there are
pattemns in perticular resicents call lights. These
iinding will be reported to the Director of
Nursing for resoiution and will also be reporied
weekly in the Grievance Cammittee and
quarterly through CQI by Emily Jones Gray.
This will be angaing,
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F 225 Continued Frem page 7 F 225| Twelve (12) Random call light checks will be
completed weekly to determine if call lights
The results of all investigations must ba reported are being answered timely. This will be
1o the administrator or his designated completed by various staff assigned by the
representative and to other officiais in accordance Geportment mAnagers. This mﬂ be done for
with State taw (inciuding 1o the State survey and 3 months at ? minimum and will bo re-
certification agency) within 5 working days of the evaluated by the Grievance Co )
incident, and if the alleged violation is verified A walk through of each nursing it will be
appropriate corrective action must be taken. completed at a minimum of 3 days per week
by various department managers, The walk
through will inclnde appearance of
roore/bathroom/resident and location of call
light. During this walk through each resident
This REQUIREMENT is not met as evidenced will be asked specifically if they have my
by issues with staff responding to their cafl Hght.
Based on imerview, record review, and a review Iheéﬁ?ﬁst ]fféh?‘? audits will P: feligﬂd
of the facifity palicy it was determined the facility weelly mine Glievance committee
failed to ensure an allegation of abuse was querterly through CQL by Emily Jores Gray.
immediatety reported fo the state survey and E’h:s Wmﬂbe ‘;?f;p E:;chfg 6 montgs and will
ceriification agency far one of four sampled ¢ re-evatuated by fhe Gnevance Commitiee,
residents (Resident #1) and four of four '
unsampled residents (Residents A, B, C, and D}, 5. Date of Completion is 11/24/12
On 09/26/12, the Director of Nursing (DON) was
made aware of an allegation of abuse which
involved Resident #1, Interview revealed the T 225
allegation was investigated but was not reported 483, 13()( 1IN (i), (c W) - (4)
to state agencies. On 04/10/12, the facility was INVESTIGATE/REPCRT
made aware of an allegation of sexual abtuse AL EGATIONS/INDIVIDUALS
which involved ResidentA. Interviews revealed _
the allegation was investigated but not reporied to It is the policy of this facility to thoroughly
state agencies. On 04/16/12, the facility was investigate all allegations and to prevent
made aware of an aliegation of verbal abuss further potential abuse while the investigation
involving Resident B. Interviews revealed the is in psogress. It s the policy of this faility
afiegation was investigated but not reperied fo to report the imvestigations to the facility
state agencies. On 04/30/12, the facility was Adminisirator or his designaed
_madelaware 9f an allegatlon‘ of physical abuse representative and to other officials in
involving Resident C. Intervisws revealed the accordance with State aw (incinding the
atlegafion was investigated but not reported to
state agencies. On 07/05/12, the faciiity was
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made aware of an allegation of verbal abuse
involving Resident 0. Interviews revealed the
allegation was investigated but not reported o
siate agencies.

The findings include:

A review of the Tacility's policy tiled Resident
Protection Policy, last reviewed 09/25/12,
revealed when allegations of mistreatment,
abuse, misappropriation of property, or neglect
were received, the Administrator or DON would
immediately repost the incident to the Division of
Licensing and Regulation agency, Adult
Protective Services, and cther agencies as
appropriate.

1. Areview of the medical record for Resident #1
revealed ihe resident was admitted to the facilily
on 01/30/12 with diagnoses of Diabetes, Renal

: Failure, ard Legally Biind. A review of Resident
#1's Quarterly Minimum Data Set (MDS)
Assessment dated 08/06/12 revealed facility staff
’ assessed the resident to be alert and oriented,

j with a Brief Interview for Mental Status (BIMS)

i score of 15, Further review revealed Resident #1
: was assessed to require extensive assistance of
one staff member for dressing, toiieting, and
personal hygiene.

An interview with Resident #1 on 10/09/12 at §:15
AM, revealed the resident had reported an -
aiflegation of abuse to the DON but the resident
was unsure of the exact date the conversation
occurred, The resident staied, " told her the aide
(referred fo Certified Nurse Aide #15 by name}
was always in a big hurry to do things, and the
aide hurts my bad leg by being rough and in a big

X4} ID SUMMARY STATEMENT OF DEFICIENCIES - o] PROVIDER'S PLAK OF CORRECTION 65)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULL BE COMPLETION
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. DEFICIENCY)
F 225 | Continued From page 8 F 225| State survey and certification agency) within

5 working days of the incident, and if the
alleged violation is verified to take
appropriae corrective actipn, This is
evidenced by the following:

1. The initial complaint and the ihvestigation
for Resident #1, A, B, C, D will be sent to the
State and APS,

The current facility residents identified
during the survey as being affecied by the
alleged deficient practice were interviewett
(as well as their respective famnily members)
by Kathy Meadows, Social Services of
10/16/2012 regarding previcus
grievances/complaints and any Rew
grigvances and compiaints. No new
gricvances/complaints were identified.

2. Kathy Meadows, Social Services
imterviewed al! interviewable residents in the
facilify to determine if residents have other
complaimts/gricyances norelated to call lights.
This was completed pn 10/16/12 and
10/17/12.

The families of all residents that were not
interviewed will be contacted to determine if
they have grievances related to the care or
services their fomily member receives. This
will be completed by Kathy Meadows, Social
Sexvices, :

Any grigvance/complaint (identified during
these interviews) related to zbuse, neglect or
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hurry.” Further interview revealed the resident
stated hefshe "didn't feel like [the CNA] was
intentionatty trying to hurt me."

Interview with CNA#15 on 10/09/12 at 11:30 AM,
revealed she had not been contacted by the
DON, or the facility, related fo the allegation of
abuse which invelved Resident #1. The CNA
denied baing rough or in a hurry when Resident
#1 was provided assistance with care.

Interview with the DON on 10/08/12 at 8:30 AM,
confimmad Resident #1 had informed her of an
allegation of abuse which involved CNA #15.
Continued interview revezled the allegation was
not reported to the appropriate state agencies.
The DON stated the allegation was not reported
to state agencies because CNA #15 had already
been suspended, pending a separate aflegation
of abuse. The DON stated the allegation which
involved Resident #1 was investigated along with
the investigation that was being conducted at the
time Resident #1 voicad the allegation.

2. Areview of a facllity grievance/complaint form
dated 04/10/12 revealed ResidentA's famify had
reported to Social Worker {SW) #2 an allegation
of sexual abuse. The facility had investigated the
allegation and had determined the allegation tp
be unsubstantiated on 04/11/12 However, the
facility had failed to notify the appropriate
licensing agencies.

An interview conducted with SW#2 on 10/10/12
at 9:15 AM, revealed she had recsived the
allegation from Resident A's family member. The
SW stated she had written the allegation on a
grievancefcomplaint form. The SW stated either

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
FREFIX EACH DEFICIENCY MUST BE PRECGEDED BY FULL PREFTX (EACH CORRECTIVE ACTION SHOULD BE CAMPLETION
A6 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRCSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 225} Continued From page 9 F 225! misappropriation of resident property will be

reported to the Adipiristrator/desipnated
representative and the appropriate state
agencies according to Taciiity policy, See
attachment #11.

The investigations of any
grievance/complaints related to abuse,
neglect o misappropriztion of resident
property will be reported to the Administrator
or his/her designaied represeotative and the
State survey and certification within 5
‘working days.

3. A prievance committee was formed on
October 11, 2012 by Deborah Fitzpatrick,
Administrator. In addition to the
Administrator other members include various
Department Managers and the Assistant
Administrator. See aftachment #1. .

Al staff will be in-serviced regarding abuse
reporting, definitions of abuse, neglect and
misappropriation of resident property. This
will be completed by Adminisirative Staff or
Social Services.

In-services for nursing staff were started on
10/12/12 by Deborah Fitzpatrick,
Administrator and Mary Arms, DON. See
attachsnent #8.

The local Ombudsman gave a presentation on
10/17/12 for all staff regarding Resident
Rights. See attachment #9.
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ghe, the DON, the Assistant Director of Nursing
{ADON)}, or the Administrator was responsibie for
notifying the appropriate licensing agencies, The
SW stated aithough she had reported the
aliegation to the DON to investigate, the SW
failed to notify all the appropriate state agencies,
including the licersing agencies,

An interview conducted with the DON on 10M0/12
at 11:50 AM, reveaied the allegation had been
reporied to her by SW#2, and she initiated the
investigafion. The DON also stated the allegation
had not been reported to the ficensing agencies
and should have been.

3. Areview of a facility grievance/complaint form
daied 04/16/12 revealed Resident B's famity
reported to 3V #1 an allegation of verbal abuse.
The facility investigated the allegation and
determined the allagation to be unsubstantiated
on 04/23/12, However, the facility failed to notify
the appropriate state agencies, including the

iicensing agencies, of the allegation of abuse,

An interview conducted with 3W#1 on 10/16/12
at 2:50 AM, revealed she had recsived the
allegation from the resident's famity member.
The SW stated she had not identified the
allegation as being abuse. However, the SW
stated after looking at it again, it was an allegation
of abuse and should have bean reported to the
appropriate stateflicensing agencies. The SW
stated she as well as the DON, ADON, Assistant
Administrator, and the Administrafor was
responsible for nofifying the licensing agencies
with any allegation of abuse.

An interview conducted with the DON on 10110112

X4} ID SUMMARY STATEMENT OF DEFICIENCIES - I PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFLX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFTCIENCY}
F 225 | Continued: From page 10 F 225| Abnse Prevention and Protection Policy will

be reviewed and updated to include the Eider
Abuse Reporting Requirements.

Both the initial report and investigation are
now mede utilizing two {2) separate forms
for allegations of sbuse, neglect and
misappropriation of resident property.

4. As part of CQl a Grievance commitiee
was formed on October 11, 2012, Deborsh
Fitzpairick, Administrafor is the Chairman of
that commitiee. In addition 1o the
Administraior other members include varions
Department Managers and the Assistant
Administstor, See attachment #1.

The Grievance Committee will review ali
reports of abuse, neglect, misireatment,
injuries of unknown source and theft and
misappropriztion of resident property during
the regufarly scheduted mesfimgs, Reviews
will be rade to determine if policies
procedures or facility systems need to be
modified to prevent further incidents of sbuse
or theft

The Grievance Committee will review
monthly as pert of CQJ the trends Identified
for the potential abuse, neglect and
misappropristion of resident property.
Criteria for trending review may include but
is pot limited to staffing. time of day. location
within the facility, shift, type of injury, typs
of patient and treatment administered.
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at 11:50 AM, revealed she was aware of Resident
B's allegation and stated the allegstion should
‘have been reported to the apprepriate
stateflicensing agency and acknowledged she
had failed fo report the allegation,

4. Areview of a facility grievance/complaint form
dated 04/30/12 revealed Resident C reported fo
SW#1 an allegation of physical abuse. The
facility invesfigated the allegation and determined
the alfegation to ke unsubstanfiated on 05/01/12.
However, the faciiity failed to notify the
appropriate licensing agencies of the allegafion of
ahuse.

An inferview with SW #1 on 10/1012 at 10:00
AM, revealed she had received the altegation
from the resident. The SW stated she had
reported the aliegation to the DON. The SW
stated she had not netified the appropriate
licensing agencies and should have.

An inferview conducled with the DON on 10/10712
at 11:50 AM, revealed she had failed to notify the
appropriate licensing agencies upon leaming of
the allegation reperted by Resident C and stated
she should have.

8. Areview of a facility grievance/complaint form
dated 07/05/12 revealed Resident D's family
member reporied to SW#1 an allegation of
verbal abuse. The facility investigated the
allegation and determined the allegation to be
unsubstaniiated on 07/06/12. However, the
facility failed fo notify the appropriate state
agencies of the allegation of abuse.

An interview conducted with SW#1 on 10/1012

per monith related to care and trestment by staff
This wili be increased to 12 residents per weekc
This will be completed by Social Services. This
will be completed for 6 months and re-evaliated
at that time, All allegations of abuse, neglect
and misappropriation of resident property wilk
be reported to the appropriate state agencies and
the investigation will be reported to the State
survey agency within 5 working days.

Allegations of abuse, neglect and
misappropriation, the reporting to state agencies
and the investigation will be reported quarterdy
through CQI by Emily Jones Gray and to the
Medical Director as part of CQL

5. Date of Completion is 11/24/12

F 450

483.75 EFFECTIVE

ADMINISTRA TIGN/RESIEDENT WELL-
BEING

It is the palicy of this facility that it must be
adminigtered in 2 anner that enables it to use
s resources effeciively and efficiently to attain
or maintain the highest practicable physical,
mental, and pyychosocial well-being of 2ach
resident. This is evidenced by the following:

1. The facility Administrator reviewed the
allegations and investigations referred fo in

5
PREFIX (EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
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F 225 | Continued From page 11 F 225 | The facility is cumently interviewing 8 residents
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Continued From page 12

at 10:05 AM, revealed she had received the
allegation from the family member of Resident D.
The 8W stated she had not viewed the allagation
as being abuse but after reviewing the allegation
again felt it was an allegation of abuse and shouid
have been reported to the appropriate
stateficensing agencies. The SW did not know
why she had not natified the stateflicensing
agencies. The SW stated she had reportad the
aflegation to the ADON becausa the DON had
been on vacation.

An interview conducied with the ADON on
10/10/12 at 11:20 AM, revealed she had been
notified of the allegation by the family of Resident
D by the SW. The ADON stated she had
investigated the allegation and found it fo be
unsubstantiated but failed o notify the state
agencies of the resident's complaint, and
acknowladged the aliegation should have been
reported.

An interview conducted with the Administrator on
10/10/12 at 12:20 PM, revealed she had not been
aware of the allegations Residents A, B, C, and D
had made and acknowledged the facility had
failed to ensure the ailegations were thoroughly
investigated and reported to state agencies as
required, In addition, the Administrator
acknawledged the facility failed to ensure facility
residents were protected during the facility's
investigation.

483.75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A faciiity must be administered in a manner that
enabies it to use its resources effectively and
efficiently to atfain or maintain the highest

F 228

F 480

the statement of deficiencies related to
Resident #1, 4, B, C, and D.

The initial complaint and the investigation for
Resident #1, A, B, C, D will be sent to the
State and APS. - '

The current facility residents identified
during the survey as being affected by the
slleged defivien: practice were Interviewed
(as well as their respective family members)
by Kathy Meadows, Socfal Services on
10/16/2012 regarding previous
arievances/cornplaints and any new
grievances and complaints. The findings were
reported to the Administeator. No new
grievances/complaints related to abuse,
neglect or misappropriation was identified,

2. Kathy Meadows, Social Services
interviewed all interviewable residents in the
facility to deterrnine if residents have other
complgints/erigvancss wnrginted to call lights,
This was complzted on 10/16/12 and
10/17/12 The findings were reported o the
incility Administrator end the Grievance
Comurittee.

The families of all residenty that were not
interviewed witl be contacted to determine it
they have prievances related 1o the care or
services their family member receives. This
will be completed by Kathy Mcadows, Social
Serviees. The findings will be reported to the
facility Administmator and the Grevance
Comitmittes,
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practicable physical, mental, and psychosocial
wall-being of each resident.

This REQUIREMENT is not met as evidenced
by: )
Based on interview, record review, and review of
facility policy the facility failed to ensure the faclity
was administered In a manner that enabied it fo
use its resources effectively and efficiently fo
attain or maintain the highest practicabie physical,
mentai, and psychosocial well-being for one of
four sampled residents {Resident #1) and four of
four unszmpied residents {Residents A, B, C, and
D). Interview and record review revealed
Resident #1 and Residenis A, B, C, and D made
allegaticns of abuse to facility staff, however, the
facility's adminisirative staff failed to thoroughly
invesiigate, and failed to ensure faciliy residents
were protected while the allegations of abuse
were being investigated, Further interview and
record review revealed the facility's administrative
staff fafled to report allegations of abuse to the
appropriate licensing agencies as required.

The findings include:

A review of the facillty policy fitled Resident
Pratestion Policy, last reviewed 09/25/12,
revezled the Administrator or the Diractor of
Nursing (DON) wauld immediately report
allegations of mistreatment, abuse, or neglect,
and misappropriation of propenty, to the Division
of Licensing and Reguiation, Adult Protective
Services, and other agendes as appropriate.
The policy also reveaied empioyees accused of
participating in the aileged abuse wouid be
suspended until the findings of the investigation

‘tepresentative and the appropriste state

| October 11, 2012 by Deborah Fitzpatrick,

o) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DEAGIENCY MUST BE FRECEDED Y FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETDN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED 70 THE APPROPRIATE DTz
DERCIENCY}
F 490 | Continued From page 13 F 490 Any grievance/complaint (identified during

these inferviews) related to abuse, neglect or
misappropriation of resident property will be
reporied to the Administrator/desigrated

agencies according to facitity policy,

The investigations of any
gricvance/complaints related to 2buse,
neglect or misappropriation of resident
property (as a resplt of the interviews) will be
teported to the Administtator or histher
fesignated representative and the State
survey and certification within 5 working
days. '

3. A prievance committee was formed on

Administrator. The facility Administrator,
Deborah Fitznatrick will be the Chairmen of
the committee. In addition to the
Admirisrator gther members melude varions
Departinent Managers and the Assistant
Administrator. See attachment #1.

The Administrator in-serviced all departtnens
MPNAZCTE/supervisors corceining the
reporting of all allegations to the facility
Admipisirator. Seeattachment #10.

All commitiss members were given copies
{by the facility Administraior) of the
reguiation related to abuse reporting and
current factlity policy regarding resident,
protection. The current facility policy will be
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F 490 | Continued From page 14 F 490 reviewed and revised to inchude the Elder
had been reviewed by the Administrator. Abuse Reporting requirements;
Accerding to the policy, allegations of abuse.
would be promptly and tharoughly investigated. All complainis regarding allegations of
The policy alsc revealed the Administratar would abuse, neglect and misappropriation of
provide the person in charge of the investigation resident property will be reviewed in the
a copy of the Incident Report Form: and any weekly Grievance commmities meeting.
supported documentation reiative {o the
investigation. All grievances/complaints related to abuse,
: neglect or misappropristion of residemt
1. Areview of the facllity's investigafion of an property will be reported to the
allegation of abuse voiced by a resident revealed Administrator/designated representative and
; notggl"N r'e?dentl,i Res:i dentf#t hadt:Istq not:ﬁeg the appropriate state agencies according o
e of an allegation of abuse that involve . .
Certified Nurse Aide (CNA) #15 on 09/26/12. *ffz"*‘l"-t’-’ policy ntlizing the aew initial report
. . . . 1 p11
Further review of the investigation revealed no
evidence the allegatior made by Resident #1 had . L
been thoroughly investigated or reported fo state the mvemgmm?s.’ of any
agencies as required, gncvann:e.v'co'mplamﬁ l.:f:lfllﬁd o ab-usc,
neglect or misappropriation of resident
An Interview with CNA #15 on 10/09/12 at 41:30 property will be reported to the Administrator
AM, revealed she was not aware of an allagation - or hisher designated representative and the
of abuse which involved Residert #1, Tha CNA State survey and certification within 5
stated facility staff had not notified her that working days utilizing the new nvestigation
Resident #1 had voicad an allegation of abuse | form. s
against her.
‘ The reporting forms were reviewed and both
An interview with the DON on 10/09/12 at 8:30 the initial report end investigation are now
AM, confirmed she had received an allsgation of made uﬁ]iﬁ_ﬁg two (2) sepaféte forms for
abuse from Resident #1 on 09/26/12, which allegations of abuse, neglect and
involved CNA#15. Further intenview revealed the misappropriation of resident property.
allegation was not reported to stafe agencies as
reguired, and the Resident Abuse Investigation 4, As part of CQI a Grievance committse
Repor_t_ Form, as statgd in tlhe-facuhiy pohf.y, was was formed on October 11, 2012. Deborah
not ufilized for the I'B‘l‘iidt.’:‘I'ItS allegation of abuse. i ick, Administrator is the Chairmen of
The DON stated the incident was not reported tha:m rmmitice. In addition fo the
because the CNA involved had already been N L L
suspended related to anotber ongoing Administsator other members mélude various
investigation of alleged abuse. Further interview
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revealed the allegation of zbuse which involved
Resident #1 was investigated with the current
investigation in progress. The DON stated the
alisgation of abuse voiced by Resident #1 shouid
have been reporied to state agencies as required,
and the appropriate form should have been
utiized as an investigation tool, as stated in the

facility's policy.

The Administrator acknowledged in interview on
101012 at 12:20 PM, she had failed io ensure alt
aflegations were reported to the appropriste state
agencies as required, all allegations of abuse
were thoroughly investigated, or that the facility's
residents were protected during the
mvestigations. Ths Administrator stated she was
awara of Residant #1's alegation of abuse voiced
to the DON but failed to ensure the allegation was
thoroughly investigated and reported as required.

2. Areview of a facility grisvance/complaint form
dated 04/10/12 revesled Resident A’s family
reported to SW #2 an aliegation of sexual abuse.
The {acllity Investigated the allegation and
defermined the allegation to be unsubsiantiated
on 04/19/12. However, the facility failed to nofify
the appropriate statefiicensing agencies.

An interview conducted with SW#2 on 10/1012
at 9:15 AM, revealed she had received the
aliegation from the family member of Resident A
and had reported the allegation to the DCN for
investigation. The SW stated she had written the
aflegation on a grievancefcomplaint form and that
she, the DON, the Assistant Director of Nursing
(ADQN}, or the Administrator was responsible for

‘netifying the appropriate statedlicensing agencies.

The SW stated she should have called the

Admintsirstor, ‘See attachment #1.

The Grievance Commiftee will review all
reports of abuse, neglect, mistreatment,
injuries of urknown source and theft and
misappropriation of resident property during
the regulerty scheduled meetings, Reviews
will be made to determipe if policies _
procedures or facility systems nesd to be
modified to prevent farther incidents of abuse
or theft.

The Grievance Committee will review
momnthly as part of CQI the trends identified
for the potential abuse, neglect and
misappropriation of resident property.
Criteria for trending review may inchsds tat
is not Jimitzd to staffing, time of day, location
within the facility, shift, type of injury, typs
of patient and treatment sdministered,

The facility is currently interviewing §
residents per monih related fo care and
treafiment by staff. This will be increasad to
12 residents per week. All allegations of

| abusg, neglect end miseppropriation of

resident property will be reported to the
Administrator or designated 'reprtmantaﬁve
and 10 tho appropriate state agencies and the
imvestigation will ke reported fo the State
survey agency within 5 working days. This
will be monitored through the Grievance
Comumittee. This will be ongoing,
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licensing agencies and was unsure why she ha
not. ' :

An interview conducted with the DON on 10/10/12
at 11:50 AN, revealed the allecation had been
reported fo her by SW #2; she inifiated an
investigation and stated the allegation had been
found fo be unsubsiantiated. However, the DON
siated the zllegation was not reported to the
stateflicensing agencies and acknowladged she
shouid have. Further interview revealed the
Resident Abuse [nvesfigation Repart Form had
not been utilized for the aliegation of abuse.

3. Areview of a facility grievance/complaint form
dated 04/16/12 revealed Resident B's famiiy
reported to SW #1 an allegation of verbal abuse.
The facility investigated the aliegation and
determined the allegation {o be unsubstantiated
on 04/23/12. Howaver, the facility failed to notify
the appropriate iicensing agencies of the
allegation of abuss.

An interview conducted with SW#1 on 10/10/12
at 9:50 AM, revealed she had received the
allegation from the resident's family member.

The SW stated she had not identified the
allegation as being abuse. However, the SW
stated after locking at the aliegation again it
should have been reported io the appropriate
stateflicensing agencies. The SW stated she was
unsure why she had not ndified the licensing
agencies.

Aninterview conducted with the DON on 10/10/12
at 11:50 AM, revealed she was aware of the
incident and shouid have notified the licensing
agencies and failed to do so.
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F 490 | Continued From page 15 F 450| Allcgations of abuse, neglect and

misappropriation, the rsporting to the
Administrator, state ageneies and reporting of
the investigation to State survey agency will
be reported quarterly through CQI by Emity
Jones Gray and to the Medicat Director ag
part of CQL :

. Date of Compiction is 1124/12

F 520
483.75(0)(1) QAA COMMITTEE- ‘
MEMBERS/MEET QUARTERLY/PLANS

It is the policy of this facility to meintain a
quality assessment pnd assurance commitice
that meets quartsrly to identify issues and to
develop and implement appropriate plans of
action to correct identified quality
deficiencies.

1. Resident I was discharged to home on
1641272012 '

Resident F, F, G and H was interviewed by
Kathy Meadows, Social Services on
11/5/2012 to determine if there are other
grievances unrelated to call lights,

Any identified grievances will be
investigated by the respective department
head and the residents will be notified of the
reschrtion by the departsnent head or Kathy
Meadows, Social Services '
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4. Aveview of a facility grievance/compiaint form
dated 04/30/12 revealed Resident C reported to
SW #1 an allegation of physical abuse. The
facility investigated the allegation and determined
the allegation fo be unsubstantiated an 05/01/12.
However, the facility failed to notify the
appropriate state agencies cof the aliegation of
abuse.

An interview with SW #1 on 10/10/12 at 10:00
AM, revealed she had received the allegation
from the resident. The SW stated she had
reporied the allegation to the DON. The SW
stated she had not notified the appropriate
licensing agencies and shouid have and was
unsure why she had not.

An interview conducted with the DON on 10/10/12
at 11:50 AM, revealed she had failed to notify the
appropriate staie/licensing agencies of the
altegafion of abuse.

5, A review of a facility grievancescomplaint form
dated 07/05/12 revealed Resident D's family
member reported fo SW#1 an allegation of
verbal abuse. The facility investigated the
allagation and determined the allegation to be
unsubstantiated on G7/06/12, However, the
facility failed to notify the appropriate
siateficensing agencies of the allegafion of
abuse.

| An interview conductsd with SW#1 an 10/10/12

at 10:05 AM, revealed she had received the
allegation from the family member of Resident D
and hzd not inttially viewed the allegafion as
abuse. According to SW #1, after reviewing the

weekly for 3 months to determine if cafl
lights are being answered timely or if they
have other grievances nnrefated to call lights.
This will be completed by Kathy Meadows or
Misty Pennington, Social Serviees.

Any grievance identified during the weekly
interview (for any of these residants) will be
investigated by the respective department
head and the respective residents wili be
informed of the investigation and pians to
resofve the gricvance by the department head,
Kathy Meadows or Misty Peanington, Social
Services. ’

Any/all grievagess identified during this
intervicw process will be reported to the
facility Administrator by the person
compicting the interview/grievence form and
will be reviewed at the next gricvance
commitee meeting,

2. As aresult of this heing a compiaing
through resident comncit, all residemts have
been identified as having the potential to be
affected as it relates to call lights.

Kathy Meadows, Social Services interviewed
all interviewable residents in the factlity to
determine if residents have other

This was completed on 10/16/12 and
10/1712.

complaints/grisvances untelated to call lights,
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F 450 | Continued From page 18 F 480 The families of all residemts that were not
allegation a second time, the residents aliegafion interviewed will be contacted to determine if
appeared to be an allegation of abuse and should they have grievances related to the care or
have been reported to the appropriate services their famity member recetves. This
stateflicensing agencies. The SW stated she will be completed by Kathy Meadows, Social
reported the aliegation to the ADON because the Services,
DON was on vacation,
o All prievances or complaints identified
An interview c?nducted with the ADON on during either resident or family interviews
1?21 0{;5. Et 11}20 Ablll' aclfnowicedé]ed thESW had will he reportcd o the faciht}' Admipistrator .
inform d her o an allegation of abuse voicad by by Kathy Meadows, Social Services and will
the family of Resident D, The ADON stated she be investigated by the respective department
had investigated the allegation and found 1 io be g P P
unsubstantiated but stated she failed to notify the Fanager.
tate agencies of the allegation. .
state agencies @ allegation Any grievance/complaint (identified during
The Administrator acknowledged in interview these interviews) related o abuse, peglect or
conducted on 10119/12 at 12:20 PM, that she had musappropriation of resident property will be
failed to ensure all allegations of abuse had been reported to the approprinte siate agencies
thoroughly investigated, that facliity residents according to facility poiicy.
were protected during the investigations, and ) )
failed to ensure ali aflegations were reported to The resulis of the investigation and the plan
tive appropriate state agencies as required. The to resolve or the resofution will be reported to
Administrafor stated she had not been aware of the respective resident or furmily member by
the aliegations of abuse for Resident A, Resident either the person investigating and involved
B, Resident C, and Resident D. in the resolution or Kathy Meadows or Misty
F 520 | 483.75{(0){(1)} QAA . F 520} Pennington Social Services.
$3=E | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS All grievances/complaiets identified during
these interviews will be discusses in the
' grievance committes meeting and will
A facility must ma_intam a qEJS?ﬂ{ity a:.:,essdrpent anc:r inctude the grievance and investigation,
assurance chmlttee consisting of he director o resolntion, satisfaction of resident/family
nursing services; a physician designated by the . , .
B with reselution, eny further action to prevent
facility; and at least 3 other members of the ; -
facility's staff a reoceurrence and reperting o appropriate
state agencics if applicable.
The quality assessment and assurance
commitiee meets st least quarterly to identify
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issues with respact to which quality assessment
and assurance activities are necessary; and
deveiops and implements appropriate plans of
action to comect identified qualiity deficiencies.

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

Goced faith attempts by the commitiee to identify
and correct quality deficiencies will not be used as
a basis for sanctians.

This REQUIREMENT s not met as evidenced
byy:

Based an interview, record review, and review of
facility policies, it was determined the facility
failed to ensure the Quality Assessment and
Assurance Committee was effective to ensure
staff responded to call ights in a timely manner.
A review of Resident Council meeting minutes for
nine of the most recent tfen months (January,
February, April, May, June, July, August,
September, and October 2012) revealed
residents exprassed concemns refated to call
lights not always being answered timely.
However, thers was no evidence the facility
identified issues with respect tc which guaiity
assessment and assurance activities were
necessary in order to resolve resident grievances
or to ensure residents were informed of any
actions tzken. (Refer to F166.)

The findings include:

October 11, 2012 by Deborah Fitzpatrick,
Administrator. In addition o the
Administrator other members inclwde varbous
Depariment Manapers and the Assistant
Administrator. See attachrment #1.

On October 16, 2012 the following policies

“were revised and finalized by the gricvance

committee: See attachment #2, #3 and #4:
Filing Grievances/Complaints
Grevance Complaint Log
Gdevances/Complaints - Staff
Responsibility

On October 16, 2012 a new
Complaint/Grievance Report Form was
adopied which incindes filing and
nvestigation of grievances or complaints,
resolufion, satisfaction with resolution and
Teporting of nvestigation and resolotion, See
attachment #5.

On October 16, 2012 a new Grievance
Complaint .og was adopted for tracking
grievances and complainis. See attachment
#6.

Or October [6, 2012 a separate Resident
Council Departmental Response Form was
adopted for investigetion of complaints
throvgh resident conncii and resolution of
complaints. See attachment #7.

All staff will be in-serviced on the new
facility policies regarding
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A review of the facility’s policy tiled "Quality
Control," which contained no date, ravealed the
facility had deveioped a guality confrol program
which idenfified specific deficiencies, measured
the level of quality services by the departments,
and confinuatly furnished information that wouid
aid the facility in taking corrective action. In
addiiion, the poliey revealed quality control
records would be maintained and would be
discussed quarterty during committee meetings.
The policy also stated any ifems requiring
corrective action would be discussed with the
Adminisirator as they arcse.

A group intarview was conducted with five
alert/oriented residents (Residents E, F, G, H,
and [} on 10/09/12 =t 3:30 AM. The residents
complained staff does not always respond fo call
lights timely. The residents revealed there was
no particular shift involved and this cocumed on
all shifts. Residents confirmed they had made
the facliity aware of the complaints; however, they
had never received a response from the facility.

A review of the Resident Council minutes dated
01/03/12, 02/07/12, 04/03/12, 05/0112, 05/05/12,
07/03/12, 08/C71 2, Q9/04/12, and 10/02/12
canfirmed residents had expressed their
cancerms to the facility during the monthly
Resident Council meetings related to staff's
failure to respond to resident call lights in a imely
manner.

X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN )
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F 520 | Continued From page 20 F 520 | complaints/prievances, the new forms and

| for casy access for staff, This will be

where these policies and forms will be kept

completed by Administrative Staff and Social
Services.

The new grievance and complaint forms will
be placed at each mursing station and =1l othet
departiments by Kathy Meadows, Social
Services and Misty Pennington, Social
Services,

The newfrevised policies will be kept at each
nursing station and ail other departments for
easy access by staff

The time and date of the resident council
meeting will be changed (with the permissior
of resident council) to a time that will allow
both Social Workers and more residents to
participate in resident council. This witl be
discussed in the next resident council meeting
(Scheduled for 11/6/2612) by Xathy
Meadows and Misty Pennington, Social
Services.

Activities staff will remind residents the day
befors resident council io encoutage more
participation.

The Resident Connacil President witl be
rotifted of any resolutions te grievances
identified in the pravious resident council

An interview conducted with Sccial Worker meeting.
{SWi#1 on 10/06/12 at 10:30 AM, revealed she
attended the Resident Council meetings and was
responsitle for completing griavance fams for all
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the compiaints/grievances she received at the
Residsnt Council meetings, and providing a copy
of the farm to the pertinent Depariment Managers
to address. According to the SW, the
Department Managers were required fo address
the issue, document their responses on the form,
and return the completed form to the S¥WW who
then was responsible to fog and file the
complaint/grisvance. The SW also stated the
grievances were to then be reviewed by the
Administrator. In addition, the SVV stated the
Department Managers were responsible to notify
the residents of the outcome of the
grievance/complaint. SW#1 stated she had
previousiy spoken with the Adminisirator and the
Director of Nursing (DON) regarding the
residents' complaints that staff failed o respond
o resident call fights in a imely manner, but
coutd not recall the date, and was unaware of
what had been done to correct or resolve.the
issue. The SW stated grievances were reviewed
by the Quality Assurance Commitiee.

. An interview conducted with the DON on 10/10/12
| . at 11:50 AM, revealed she had been aware of the

grievances/compiaints made by the residents
regarding call lights not being answered in @
timely manner. The DON stated she had
provided in-services to the nursing staff and she,
the Assistant Administrator {AA), and facility staff
had assessed the length of time it took for staff to

- answer call jights. The DON stated she was not
aware the residents had confinued to complain of
staff response to call lights. The DON stated the
Quality Assurance Committee had monitored the
problem with staff not responding fo the call lights
fimely, and added that the Committee had fziled
to develop an effective plan of action.
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F 520 | Confinued From page 21 F 520 | The Resident Council President will be

invited fo attend the facility Grievance
Commiites mecting to roview the grievance
and the reselntion,

The resident sxpectation of a reasonable time
for a call light to be answered will be
discussed in resident council. Kathy
Meadows and Misty Pennington Social
Services will complete this,

Staff in-servicing regarding answering of call
lights began on 10/12/12 by Deborsh
Fitzpetrick, Adroinistrator and Mary Arms,
DON. See attachment #8.

4, A grievance committee was formed
{consisting of various department managers,
the Administrator and Assistant
Administrator) as part of CQI and will mezt
weekly, The facility Administrator, Deborah
Fitzpatrick is Chairman of this committee,

The responsibility of the committee is to
revicw all grievances and their investigation,
asry and all actions taken fo resolye the
grievance, resident snd family satisfaction
with the response from the facility and the
resofution, and any further actions which ey
be suggested by the comnities to prevent &
repeat accurrence. This will be ongoing.

As part of CQY, twelve {12) residents will be
intzrviewsd weekly to determine if call lights
are being answered timely and if residents
have other grievances/complaints. This will
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F 520 | Continued From page 22 F 520 be completed by Kathy Meadows and Misty
- Permington, Social Services and Marie
An interview corducted with the AAon 10110712 Penmingfon, Activity Director, This will be
at 2:40 PM, revealed she was also responsible campleted for 6 months and re-evaluated at that
for the Quality Assurance program for the facility . time.
The AA stated the facility had been menitoring
staff response to resident call fights on an All grievances/ complaints will be reported
ongoing basis. The AA stated she had been quarterty through CQL by Emily Jones Gray,
aware the problem had continued and the facility Assistant Administrator.
had not implemented different interventions to o .
ensure the problem was corrected. The AA The Medical Director is part of the CQI team
stated call fights not being answered wers being and wilt be informed during COJ of the
monitored by the Quality Assurance Commitiee; findings.
however, the AA stated the Committee had failed . .
1o develop an effective plan of action to ensure As part of CQl a roam inspection was
staff responded to resident call ights when the completed on Octuber 15, 2012 oy Xitty
current pian failed. Harmon, Housckeeping/Lanndry Supervisor
Pioper placement of call lights was part of thrs
An interview conducted with the Administrator on audit.
10MDM2 at 2:50 PM, revealed the Administrator Lo L.
had not been aware of the confinuing As a tontimmed monitoring for proper placcment
grievances/complaints raised by residents at the of call Lghts (to ensars that call lights are in
monthly Kesident Coungil meeting regarding call roach of residenis) h"“"‘em}“g“m document
fights not being answered in a timaly manner. daily the position of the calt fights when they
The Administrator stated Department Managers fre in the “’S‘dm_mm- If call lights are not
were required to follow up with the residents in reach of the resideat the housekeaping
regarding resolutions to grievances/complaints employes should place the call light in reach of
| and interventions put into place by the facility, and fhe resident and docament where the call light
added the DON was responsible to follow up with was. She should then report this to the ourse.
the Resident Council, The Administrator stated This will be: ongoing. '
| she was responsible for reviewing all grisvances; . . ]
however, the grievances regarding the call lights The I,i"usmmg S“P"“’“"”_Vm review the
had not been forwarded to her, and any call light logs "f’“kly © dm‘“‘m if there are
grievance/compiaint that arose would be patterns in particulir residents call lights. These
sddressed by the DON again in order for a new finding will be reparted to the Directar of
plan to be established. The Adminisirator stated Nursing for resolution and will also be reported
the Quality Assurance Commitiee monitored staff weelly in the Grievance Commitise
response to cali lights; however, the Administrator ’
stated the Committee had failed fo develop a plan
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F 520 | Continued From page 23 . F 520|and quarterly through CQI by Emily Jones
of action when the plan currently used was not Gray. This will be ongoing.

effective.
Twelve (12) Random call light checks will be

complsted weekly to determine if cail lights
are being answered timely, This will be
completed by various staff assipned by the
department managers. This will be done for
3 months af a meinivom and witt be re-
evaluaied by the Grievance Committec.

A walk throogh of each nursing anit wili be
completed at a minimum of 3 deys per week
by varions departmeni managers., The walk
through will inchide appearsnce of
room/bathroonytesident and location of call
light. Duiring this walk through each resident
will be asked specifically if they have any
issues with staff responding to their call light.
The results of these andits witl be reported
weekly in the Grievance commitiee and
Quarterly through CQI by Emily Jones Gray.
This will be completed for 6 months and will
be re-cvaluated by the Grievance Commitiee.

5. Dateof Campletion is 11/24/12
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