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* An Abbreviated Survey to investigate complaint |
| KY23619 was initiated on 08/03/15 and |
r concluded on 08/08/15. The Division of Health
a Care substantiated the allegation with g
' deficiencles cited. % ,
F225 483 13(c)1)(i)- (i), ()(@) - (4) {3‘ Fa2s. 1. Resident #1 has baen provided care in 8/28/15
B
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' ALLEGAT!ONSIIND!V!DUALS or enhancas dignity and respect In fult
rem?gmtmn of he:’ mgtigédgahar afs d:tatermlnad by
The facility must not employ individuals who have an intorview conductad by the facility
: . Administrator on 8/28/16. CINA, #3 was
i been found guilty of abusing, neglecting, or i . suspended pending investigation 7/17/15 and
} mistreating residents by a court of law; or have  torminatod on 7/21/15, C.NLA, #1 received
“ had a finding entored into the State nurse alde ¢ s corrective action on 7/23/18. CN.AL #2

-recelved a notification of employee counsoling - ‘

! rogistry concarning abuse, neglect, mistreatment  on 8128115, LPN #1 recaived a notification of :
i

| of residents or misappropriation of their property;

! and report any knowledge it has of actions by a

i court of faw against an employee, which would
v indicate unfitness for sarvice as a nurse aide or
1 other facility stat to the State nurse aide registry
¢ or Hicensing authoritios,

empmyee caunseling on 8/28/18,
"2, Al rasidants have the potcntlal to bo
' aflocled by this deficiant practice.
10 interviewable residents were interviewed by
! facility Administrator on 8/28/15 to daterming if |
 thare ware congerns ralated to care provlded by«
' any staff. There were no-concerms.
- 3. Roview offaciiity: paliey for reapon m
Mo allegation of abusa was reviewad, on. 714 7115 i
i by facillty Administrator, at which time neod for
j rovision of the policy was identifiod. Rovisions
1wore complatad on 7/20/15 % faciity
{ Administeator. All nursing steff was oducated.on
5 renised policy. b !mirg on7/21 5 8nd
1 coimpleted on 7‘!2 118, in gervicing of ol staft
wirs compiated by fm:ility Adminigtrator,
4. To-ansure compliance, 10-stafl
1 interviews, selected ot random, will ba
i cqmpmtmd monthly £2 months and uarterdy
1 thoreaftor x10. momm;. by Diractor ot Nursing, - A

!
! The facility must ensure that all alleged viclations
; involving mistreatment, neglect, or abuse,
{ including injuties of unknown source and
‘ misappropriation of resident property are reported
" immediatoly to the administrator of the facility and |
g 1o other officials in accordance with State law
| through established procedures (including to the

¢ State survey and certification agency).
?
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The facility must have evidence that all alleged | Assistant Director-of Nirsing and Administrator.)
violations are thoroughly investigated, and must | gz tmtewiart\}v qmg}iung inc{!udec?ut ac:v?ot {gnitetgwf
prevent further potential abuse while the i t-roporting sbuse timaly and ramoving the &
:  mamibar pouestion from-dirsctcarg
mvesvgaﬁoﬂ is in progress. ; | immadiataly. . All interview findings will be- ;ii
; 1 reported to, QA commitice durlng monthly !
The results of all investigations must be reported | | mocting by Director of Nurging: i
to the adminisirator or his designated H : j
: ]
4 qu FRSURRLIER HEPRESCNTATIVE'S SIGNATURE TITLE T/} pATT:
WS o \rou X %fag)is”
VALSTRA T ,

m{['\iaﬂmancy statamant ending with an aslerisk {*) denctes a doficlency which tho institutian ray ba oxcisad from carrseting providing it is dotormifiod thol
hor sateguards provide sulticlont protaction to the palieats, (Sue instructions.) Except for nuraing homas, the findings stated abova ura disciosablo 90 doys
sllowing the date of survoy whether or not a plan of corraction Is provided. For nurging homos, tho abova findings and plans of corroction are diaciosanbls 14
fayn following tho dato theso documenty we mado avallable to tho facllity. if delicloncles are clitad, an approved plan of comostion i mquigite o continuod
rogram participation,
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! mpresamatwe and to other officials in accordance
| with State faw (including to the State survey and
: cartification agsncy) within 5 working days of the
" incident, and if the allegod violation is verified

{ appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
1 by:
( ! Based on interview, record review, and policy
; raview, it was determined the facility failed to
; protect residents from potential abuse by not

; roparting allegations of abuse timely for one (1) of | P
; lour (4} sampled residents, Residart #1. The i

i fac Hity failed to report to the Administrator or

{ inverstigate an abuse aflegation made on 07/15/15 3

; and the facility allowed the Certified Nursing
! Assistant {GNA) to continue to care tor residents
£ until 07717115,

é The findings include:

¢ Rewview of the policy, Resident Abuse, undated,
! revealed facility staff must report any alleged
. abuse to the employoo's immediate supervisor
’ -whio would report the allegation to the
Admumstr&tor immediately, Staff may also have
| raported abuse directly to the Administrator. The
¢ policy further stated the staff person who
: . observed an incident of resident abuse or
| suspectad ragident abuse must report such
f incidonts to the person in charge. Upon receiving
i the report, the person in charge must have
o :.completed a Grievance/Complaint Report form
; anc obtalned a written, signed, and dated
+ statement from the person who reported the :
Lingident. The person in charge should have then |

i

f providod that completed information to the ¢
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; administrator within twenty-four (24) hours of the
. vccurrence of the incident. Furthermore, the
i Abuse policy revealed the tacility should have
| immediately escorted any individuals suspectad
- of resident abuse from the building. The facility
should have removed the employee from the
- schedule untll the investigation was completed
| and appropriate action taken.

; Review of the facility's Resident Rights, 2014,
wreveated each ragident had the right to bo free

" from abuse, including verbal abuse. 1f the fac;tlty
{ suspected abuse, the facility must have

2 investigated it immediately.

|:Review of the tacility's Initial Investigation due to
- Allegations of Verbal Abuse, dated 07/17/15,
«revealed the facllity reported an allegation of
“verbal abuse. The allegation stated CNA #3
ibauagediy verbally abused Resident #1 on
107515, The Initial Investigation further stated
| the facility contacted CNA #3 to inform her of her
- suspenslon pending an investigation, On

; 07/17/15, the facility notified the Administrator,

D T i T ottt o G g e o N

: family, and other authorlties of the allegation.

fg Roview of the facility's staffing scheduls, for
1 Q7/16/15, revealed CNA #3 worked on 07/16/15.

Reviaw of the clinical record for Rosident #1
revealed the facility admitted the resident on
04/08/15 with diagnoses of Dementia, Legal

4 Blindness, Chronie Obstructive Pulmonary

1 Disease, Atrial Fibrillation, Lower Leg Joint Pain,

1 and Muscle Weakness. Resident #1 was

i recelving Restorative Therapy.

e B B A 5 A MR et i o e et

{ Review of Resident #1's quarterly Minimur Data
| Set (MDS) assessment, complated on 06/05/15, | i
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F 225 1} Continued From page 3
« revealed the facility assessed the resident as
i requiring total staff agsistance of two (2) staff to
transter and walk, The resident also required
extensive one (1) person assistance for tolleting
and bathing. The facllity conducted a Brief

!
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!
1
| !
f i
i Interviaw for Mental Status (BIMS) exam and ; i
{ !
: 1
| |
!
!
!
!
i
E
|
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.y

assessed the resident with a BIMS score of ten
{10) out of fifteen (15) indicating the resident was
interviowable,

| Review of the Restorative Nursing Notes, dated
} 07/02/15 and 07/17/15, revealed Resident #1

{ performed range of motion exercises for upper

; and {ower extremities and ambulation exarcises

i that included walking with assistance. Howevar,

| the resident often declined to perform the walking
| exercisas due to fealing too tired or sore to

{ complete them.

s g
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1

i Review of the Care Plan, dated 04/08/15,

: revealed due to impaired balance with
umbuldlncn, cardine impairmern, and visual

, :mpaxrm&rxt the resident had a potential for fafls

: and injuries. An intervention dated 04/17/15 :

; stated staff would assist the resident with mobility

“to the extent needed, including approprlate level

' ! of assistance and devices to meet the needs of

l the resident. The Care Plan also stated Resident |

' #1 had intervontions, dated 06/06/15, to recaive |

¢ restorative tharapy tor ambulation and range of |

| motion exercises six (6) days per week.

i

f‘lntew!ew with Resident #1, on 08/04/15 a2 8:00
1AM, revealed a CNA had called him/har “hat

- black motherfucker right there.” The resident

i stated he/she had been walking in the hallway |
; with two (2 CNAs whern she felt the urge to use |

[ the toilet. The resident stated tho CNA told the

t resident he/she could use the toitet after they had
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F 225  Continued From page 4
; finished the walking exercises. The resident told
| the CNA "no” that she nagedod to use the rest
i room at that ime. Resident #1 stated she
i became upset with the CNA and was yelling at
: the CNA. Once they returnad to the residont's
1 room, the CNA assistad the resident to the toliet.
| The CNA walked to the outside of the doorway of
! the bathroomn and, with the door of the bathroom |
| still open, said, “that tlack mother fucker right l
|
|

F 225
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2 there,” The resident stated that he/she was sure
i the CNA was talking to him/her. The resident
twas unable 1o identify who the CNA was because
; “the resident was blind, The resident stated

r he/she was very upset and could not believe

i someona had talked in that manor to hirn/har,

! Resident #1 stated ho/she did not report the

; incident 1o stalf because he/she did not want to

!: got anybody In trouble,

v
i

»

i lmervmw with CNA #2, on 08/04/16 at 1116 PM,
| revealed on 07/15/15 she observed CNA #3 point
v to Resident #1 and say "that motherfucker right
5 there." CNA#2 walked up to two (2) CNAs
rassisting Resident #1 with walking exercises in
2 the hallway. The resident stated he/sha ngeded
to use the bathroom and was becoming agitated. | |
{"The resident was yelling and picked up her : i |
g;walker and shook it at the CNAs. The CNAs
{-assisted the resident to the bedroom and CNA #3
“took Residont #1 to the bathroom. When CNA #3
Lcame out of the bathroom, she pointed in the
i diraction ot Fesident #1, but did not look at the
| ‘resident, and the statement. CNA #2 stated after
1 the inciden, she left the room and told the nurse
4 on the hall, Licansed Pragctical Nurse (LPN) #1,
1 thare was a situation in Resident #1's room and
_that CNA #3 called the resident an "M.F.er."
P CNA #2 admitted she told the LPN in 2
 non-formal way In passing bacause the nurse

P e
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{ was orienting a new nurse and administering
{ medications at the time. She did not go back to
* the nurse to report the incident later in the shift.
i
' Interview with CNA #1, on 08/04/15 &t 1:45 PM,
: reveated on 07/15/15 the CNA heard CNA #3
curse in the resigdent's room, within the resident's
i hearing, after she placed the resident in the
i bathroom. CNA #1 and CNA #3 were giving
| restorative care to Resident #1 in the hallway
i when the resident became upset. The CNAs
assisted Rasident #1 to her room and CNA #3
| placed Resident #1 in the bathroom. CNA #1
= was standing outside of the resident's door when
. she heard CNA #3 say "that motherfucker right
‘thera,” CNA#Y stated she confronted CNA #3
‘who immadiately apologized for her words, CNA
"#1 stated CNA #3 calmed down and both of the
1 CNAs sompleted care and left the room together.
{'CNA #1 stated sha told LPN #1 thera was a
 situation in tha residant's room, but did not go inte!
-any details. She said she did not go backto the .
+'nurse to report the alleged abuse at any time E o
iduring the shift. CNA #1 stated the following day
'the 2nd shift nurse, LPN #2, approached her and ﬁ g i
ik . asked what had happened, '
;i Interview with LPN #1, on 08/04/15 at 2:15 PM,
! revealed she did not report an allogation of abuse | i
Hon 07/15/15. The LPN stated she did recall CNA
1 42 tefling her there was a situation in Resident
1 #1's room, However, she stated she did not §
_g recall CNA #1 or CNA #2 telling her that CNA#3 | ,
{ had cursed at the resident. Therelore, she did ¢ ’
1 not know to investigate an aflegation of abuse. 3 i
| i ‘
;
i

e e N e o e e e e e e ik

w
4
A

LPN #1 statod she was the nurse on the hall on
11 07/15/18, The LPN stated she had been
! providing orientation training 1o new rurses that
| day and was vary busy with medication pass at
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F 225 | Continued From page 6 E

~the time CNA #2 stated there was an incident in |

the resident's room. The LPN stated she could |

- not recall if she went back to Resident #1's room

- after the alleged incident, but stated she did not

: talk with the CNA's about verbal abuse that day.

! Howaver, the following morning, LPN#1 !

Fwitnessed the Staff Development Coordinator |

j talking with Resident #1. Later in the afternoon of
!
15

i
N
F 225
3
|
;

07/16/15, CNA 42 approached LPN #1 and §

-reported an allegation of abuse to her at that H

time. LPN #1 stated since the Staff Development !

{ Coordinator had already spoken with Resident #1

1.about it that morning, he must already know 3
rabout the abuse allegation and the LPN thought |

i

|

!

1

B B

; there was nothing left that she needed 1o do. :
 LPN #1 did not report her conversation with CNA -
(4210 anybody. She did not follow up with the

* Stafl Development Coordinator about the

i  information she received trom CNA #2.

<

3, Intorview with LPN #2, on 08/04/15 a1 8:05 PM,

; revealed on 07/15/15 & CNA reported a possible
anegataan of abuse to her. She was working ‘

| second shift when the CNA working with Resident:
i #1 ovarheard the resident tatking with another

? residert. Resident #1 stated a CNA had cursed

i‘at hirm/her earlior i the day. The CNA repoited
“what she had overheard to LPN #2. The LPN

! stated she then went and spoke with Resident #1,

!

)

g

2

i

| The resident told LPN #2 he/she was tine and did |
%

]

et 9t s o w e

i I riot want 10 get anybody In trouble. Resident #1
| statad if it happened again she would tell :
; somabaody, Resident #1 did 1all the LPN diractly
b‘ what had happened, LPN #2 called the Staff
Developmem Coordinator, who was the acting
Shift Supervisor at the time. The Staff
| Development Coordinator advised the LPN to ' :
¢ write an incident report and place it under hig \ !
toffice door. He stated he would talk with the 1
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F 225 g Continued From page 7 F 225!
- resident the following moming. The following

' . day, on 07/16/15, LPN #2 spoke with the Staff
Develapmem Coordinator who told her the

|  resident might have beon confused. He stated
' residents with diagnoses of Demantia and
Oxygen Dependence oftert become confused. .
: LPN #2 stated she did not feel comfortable with 1
 the answer and continued to ask various CNAS if
they had any information about the alleged verbal- f : ;
abuse On 07/17/15, LPN #2 spoke with CNA #1,: : 3
fwho described to her the incident between ’
Resxdem #1 and CNA 43 on 07/15/15. LPN #2

§ ‘reported the new information to the Staff

i Davelopmeant Coordinator,

i

i e o i e e i A e

} lntemew with Staff Deveilopment Coordinator, on
i 08/05/15 at 4:45 PM, revoalod he had received |
y'an allegation of verbal abuse and did not
t immediately report the allegation to the
j Administrator. The statf Development : ,
‘Coordinator stated he was also functioning as the : ;
£ Shift Supervisor on 07/15/15 when the alleged t |
Fincident took place. The Statf Development : t
3 Coordinator stated he spoke with LPN #2 on the
: ovening ot 07/15M15, LPN #2 stated a CNA had
' overheard Resident #1 speaking with another
‘ resident about a staff person cursing at the
. resident. The Staff Development Coordinator
instructed the LPN to initiate an incident report
- and 10 assess the resident's mental status and
; wellbeing, On the morning of 07/16/15, he spoke
- with Resident #1 about the allegation of verbal
| abuse. At that tima, the rasident first denied any | : :
varbal abuse and then stated he/she did not want | : i
i 10 get anybody in trouble. After the speaking with | : i
| the resident, he then talked with several staff on ;
1 the unit who all denied any knowledge of the
1 alleged incident. The Staff Development

i Coordinator did not choek the schedule to find out ;
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 who worked with the resident when the alleged

PRIV EETRILAE RS i

i ! incident took place. Next, he spoke with the DON: i

! who told him the resident might have been
| confused because the resident had diagnoscs of
| Demontia and Oxygen Dependence. The DON
{ told him residents with those conditions often
; hecome confused and might have been unaware .
; of what they are saying. The Statf Development
i Coordinator stated he ended his investigation
" aftar speaking with the DON and did not report
{ the allegation to the Administrator. The Staff
{ Davelopment Coordinator rovealed the allegation
i of verbal abuse was reported to him for the
: second time on 07/17/15 at about 2:30 PM. At
that time LPN #2 reponed CNA #3 had cursed at
' Resident #1 on 07/15/15, The LPN had talked
- with another CNA who had withessed CNA #3
curging. At this time, The Staft Development
‘Coordinator reported the new information to the
-DON and the Social Service Diractor. They
informed the Administrator of the allegation of
| abuse and began the investigation procadure,
tincluding suspending the alleged perpetrator of
‘the abuse. The Statf Davelopment Coordinator
' revealed the delay in reporting abuse placed the
.resident at increased risk of further abuse and
- harm because the perpetrator was able to
" sontinue working with the rasident for a fult day
5 “betforg stalt reported the abuse.
- Interview with the Administrator, on 08/06/15 at
: 8:45 AM, revealed the facility reported an
! allegation of abuse more than forty-sight (48)
vhours after the incident took place. The

b i Administrator statad ha was on vacation the week

’ - of the incident and the facility did not inform him
’ [ of the allegation of verbal abuse until Friday,

07/1 7/15 at approximately 2:45 PM. During the
‘fcorty-etght {48) hour delay, the facility placed the

'
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! resident at increased risk of further abuse i i
! because the alleged perpetrator of the abuse was. } . i
{ able to continue to work with the resident the £ ;
! remainder of that shift and the following day. The
! facility did not comply with the regulation of i :
; ! raporting allegations of abuse immedtately and : !
' was not within 24 hours, 8/28115
F 226 | 483.13(c) DEVELOPAMPLMENT F 226 1. Residont #1 has been provided care in 2 ~

ss..g ! ABUSEMNEGLECT, ETC POLICIES

The facillty must develop and implement written
pohcxaq and procedures that prohibit

mistreatment, nogloct, and abuse of residents
and risappropriation of rasident property.

' This REQUIREMENT is not met as evidenced
v by .

; Based on interview, record raview, and raview of - i

{ the facility's policies, it was determined the facility
b fafled to have an effective system in place to

» ensure their Abuse policy was implemented {or
rone (1) of four (4) sampled residents, Resident

1 #1. The tacility failed to report and investigate an

" abuse allegation according to their abuse policy.
{ In addition, the facility tailod to protect the
! vesident from further abuse por the facility policy
; when the facility allowad CNA #3 to continua to
care for the resident.

r;. “The findings include:

| Review of tha policy, Resldent Abuse, undated,
! revealed the facility would have provided training
to aach employee as part of orientation and in

! ongoing seasions regarding recognizing,

t intervening, and reporting abuse. The tacility

v

i

¥
¥

*
.

¥
i
i,
§
i
:

"
.
i

manner and in an environment that maintaing or,

- nhanGes d!gnity and regpect in full mcﬂgnitzon "
of her individuality as determ!ned
intarviaw: candu ‘by the facility dmm;gtratcr i
on 8/256/15. CNLA. #3-wias susponded pending |
Inveattgatian 71715 and terminated on 7/21/15.,

- C.N.A, #1 received corractive action on ?123!15 :
FCNLA, #2 received a notilication of empmyee :
‘counsaling on 8/28/15, LPN #1 coceived a ;
‘natification of. amptoyco counseding on 82815,
2. All residents have the-patential to.bo affectod:
by this deficient practice, 10/ Interviowablo {
residonts, seloctod at random, wars Intarviewed -
by, ia&ﬁty Administrator by B/28/15 1o determing
A1 thore were Soncems related to coro pwvidoci :
by any staff. There were na concams mparted
} Review of facility poticy for responging 1o

alt ation of abuse was reviewed-on TH7/15 by :
ity Administrator, atwhich imeneed for =~
mvinion of the pelicy was identifiod. Rovisians {

zwerm completod on 7/20M5 by faclity |
Administrator. Al nursing staff was acﬁucated on
im\risad policy baginning on 7/21/35and. . |
mmp&fﬁ&d on 7127115, In'sarvicing of alistare |
was completed by facility Administrator. t
4. To erisure compiianco, 10 ¢taff interviews,
iselectod at randam, wil be-gomplated monthly
ix2 manths and quarterly thorpattar x10 monthy, |
g Diractor of Nursing, Assistant Director of

ursing and Administralor. Interview quo*‘tims
linclude but are not limited &
iragarting/investigating ause tmsly: and
protoctin g rosidont i the evant of allegod
abuse). All Interview findings will bo.roperted to
QA committes during montt Iy meeting by
Dirgctar of Nurslng

?

LIl CMS-2607(02-89) Provious Yamians Obsoicle

FZ00/ZT00F

Lvant lL:PKYE1T

Faality ID: 100548

J0H SMVO NOLXHYL

if continuntion shae! Paga 10 of 27

o A 2 S s i 42

TTO0LG%C08 XVd WV T&¢ 8 ST0Z/T0/60



DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE 8 MEDICAID SERVICES .

PRINTED; 08/19/2015
FORM APPROVED
OMBNG. 0938-0391

STATEMENT OF QUFICIENCICS %1 PROVIOER/BLIPPLIER/CLIA
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER; .

185175

1B, wing

«[X2) MULTIPLE CONSTHUCTION

A, BULDING

{43) DATE SURVEY
COMMLEITD

c
08/06/2015

NAME OF MROVIDES OH SUPPLIEAR

TREYTON OAK TOWERS

't STREET ADDRESS, CITY, STATE, ZP° CODE

211 WEST OAK STREET
LOUISVILLE, KY 40203

(x4 SLUMMARY STATEMENT OF DEFICIENCIES

PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL
TARG L REGULATORY OR LSC IDENTIEYING INFORMATION)

t
H

o
PREFIX
TAG

; PROVIDER'S PLAN OF CORRECTION ! {7y
{EACH CORRECTIVE ACTION SHOULD BE ;
CROSS-REFERCNGED YO THEAPPROPRIATE DAL

DEFICIENCY)

. COMPLETION |

'

v

F 226 | Continued From page 10

; should have provided training to all staff on
| appropriate interventions to deal with aggressive
* resident reactions, The facility should have
prowded training on what constitutes abuse and
. how staff should have reported their knowledge

L ‘related to al legations of abuse. Per the Abuse

1 policy, facility staff should have reported any

v alleged abuse to the employee's immediate

1 suparvisor who would have then reported the

? aflegation immediately to the Administrator, Staff

§ may have also reportad abusa diroctly to the

{ Administrator. Tho policy further stated the staff
person who observed an incident of rosident
-abuse or suspected resident abuse nooded to

' have reported the incident to the person in

QSCharge. Upan receaiving the report, the person in

!gfcharge would have completed a

{:Grievance/Complaint Report form and obtained a

+written, signod and dated statement from the

-pperson reporting the incident, The person in

i i Ao e e

't charge would have provided that completed form |

" to the administrator within twenty-tour (24) hours

of the occurrence of the incident. Additionally, the

. Abuso policy revealed the facility should have

i immediately escorted any individuals suspected
- of resident abuse from the buddmg The facility
; ; should have ramoved the employee from the

s sehedule until the investigation was completed

i and appropriate action taken.

'} Roview of the tacility’s Initial investigation due to
;-' Allagations of Verbal Abuse, dated 07/17/15,

‘- revealed the facility would roport an allegation of
{ varbal abuse. The allegation stated CNA #3

1 allegedly verbally abused Resident #1 an
107/15/15. The initial Investigation further stated
! the facility contacted CNA #3 on 07/17/15 to

¢ inform har of her suspension pending an

1investigation. On 07/17/15, the facifity notifiod the |

H

H

o
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i Administrator, family, and other authorities of the
: i allagation.

f Review of tho clinical record revealed the facility

. - admitted Resident #1 on 04/08/15 with diagnosas
{ ot Dementia, Legal Blindness, Chronic

< ‘Obstructive Puimonary Diseasae, Atrial Fibriliation,
* Lower Leg Joint Pain, and Muscle Weaknaess.
Resident #1 was raceiving Restorative Therapy.

g F{ev:caw of Resident #1's quarterly Minimum Data i

: Set (MDS) assessrment, complated on 06/05/15,
¢ revealed the facility assessed the resident as

» requiring total two (2) person staff assistance 1o
transfer and walk. The resident also required

. extensive one (1) person assistance for toileting

"and bathing. The facility conducted a Brief

| Interview for Mental Status (BIMS) exam and !

; ! assessed the resident to have a BIMS score of 3

i ten (10) aut of fifteen (15) indicating the rasident %

i

|

;:' was intotviewable,

i Interview with Resident #1, on 08/04115 at 9:00 1
¥ AM, revesled a CNA had called him/her "that !
i black mother fucker right there.” The resident 1 ]

! stated hefshe bad been walking in the hallway |

i with two (2) CNA's and felt the urge to use the {
‘toilet. The CNA told the resident he/she could |

{ use the toilet after they had finished the walking |
| exercises. The resident told the CNA *no" ha/she |
i needed o use the rest room at that time. '
» Rosident #1 stated he/she became upset with the ;
!t CNA and was yelling at the CNA. Once they i
i retumed to the rasident's room, the CNA assisted |
I the resident to the toilet and walked out of the :
| bathroom saying, "that black mother fucker right |
Ithere." The resident statod that he/she was sure .
| the CNA was talking to him/er, Tho rosident §
{ was unable to identify the CNA by name because |
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1 #1's room and CNA #3 called the resident an
4 "MLF.er". CNA#2 stated she gave the LPN this
1 information In an informal way, in passing, and

. rapan the incident later in the shift.

i nurse at that lime and she did not go back to the

L

. he/she was blind. The resident stated he/she
. was very upset and angry because he/she could
i not believe someone had talked that way to
| him/her, Resident #1 stated he/she did not repor
| the cursing because he/she did not want to get
| anybody in trouble,

? interview with CNA #2, on 08/04/15 at 1:16 PM,
! revealed on 07/15/15 CNA #3 pointed to Resident
} #1 and said, "that mother fucker right thore.”
1 CNA #2 stated she witnessed CNA 43 standing in
the residant's bedroom, outside of the bathroom
., doorway. She stated CNA #3 pointed in the
4 dnrectzon of Resident #1, looked away, and
i eursed out loud. CNA #2 left the room & few
| minutes fater and informed Licensed Practical
! Nurse (LPN) #1 thore was a situation in Resident

{ didd mot give any details. She stated LPN #1 was
| training another nurse on passing medications at
! the time. CNA #2 did not go back to the nurse to

? lntervocw with CNA #1, on 08/04/15 at 1:45 PM,

; ravealad on 07/15/15 the CNA heard CNA #3

* curse within Resident #1's hearing. CNA#1 and

- GNA #3 were giving restorative care 10 Resident

: #1 when the reeident became upset. The CNAs
assisted Resident #1 to her room and CNA #3
placed Hesident #1 in the bathroom. CNA #1
was sianding outside of the resident's door when |
she heard CNA #3 axit the bathroom and say,

- "that mother fucker right there,” CNA#1 stated

‘; when she left the resident's room she told LPN #1

1 there was a situation in the room. The CNA

{ stated she did not report the alleged abuse to the .
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3 nurse to report the alleged abuse during that shift,
) Interviaw with LPN #1, an 08/04/15 at 2:15 PM,
33 revealed the LPN did not report an allogation of
| abuse on 07/15/15. LPN #1 stated she was the
! nurse on the hall on 07/15/15. The LPN stated
1 CNA #2 informed her of a situation in Resident
1 #1's room. Howevor, she stated she did not
‘.1 racall CNA #1 or CNA #2 talling her that CNA #3
- had cursed at the resident. Therefore, she did
 not know fo Investigate an allegation of abuse at
: rhat time. She funher stated she could not recall
} if she went back to Resident #1's room after the
| alloged incident, but stated she did not talk with
; the CNA's about verbal abuse that day. On the
“morning of 07/16/15, LPN #1 witnesged the Staff
b ! Development Coordinator spending time talking
“with Resident #1 in the resident's room. Later in
' the afterncon of 07/16/15, CNA 2 reported 10 the
LPN she had witnessad the posaible verbal
. abuse of Resident #1 the previous day. LPN #1
| stated she figured this was the reason the Staff «
{ Development Coordinator was ta fking with : ‘
? Resident #1 and that someone in the facility had : i
| already reported the incident. Tharafore, she !
tstated sha believed the Staff Development
L Coordinator was already investigating the
1 gituation and did not roport hor convergation with

b

CNA #2.

e i B e e A o £ S ot . Tty 0 i e o et e 4 ot . 5 R e

Interv»ew with LPN #2, on 08/04/15 at 8:05 PM,
i revealed on the second shift of 07/15/15 a CNA
| reported a possible aflegation of abuse to LPN
" #2, The CNA reportad she had overheard
I Rasident #1 talking to another resident about a
i CNA cursing at him/her earlier in the day. After
{ the CNA gave the report, LPN #2 interviewed
* Resident #1, The resident stated ho/she was fine & :
and did not want to get anybody in trouble. i i
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Hes:dent #1 stated it it happened again she wold | !
g ‘tell somebody. Residant #1 declined to tell the !
*1_PN directly what had happened. LPN #2 then !
; ‘calied the Staff Development Coordinator, who | |
i was the acting Shift Supervisor at the time, LPN t )
! #2 stated he told her to write an incident report, ‘ ;
piace it under his office door, and that he would | ‘ B
 tatk with the resident the following moring. LPN -
% | #2 spoke with the Staff Development Coordinator
g,cm 071615 and he told the LPN the resident
‘ rnight have been confused at the time she made
tha allegation, citing her diagnoses of Dementia
g and Oxygen Dependence. LPN #2 statad she
| continued 1o ask saveral CNAs it they had any
I information about the incidont. On 07/17/15, CNA|
I'#1 roported what had happened with Resident #1
on 07/156/15, LPN #2 reported the naw
{ information 10 the Staff Development Coordinator.

,‘
| Intarviow with the Staff Development Coordinator,

£ on 08/05/15 at 4:45 PM, revealed he had

; ' recelved an allegation of verbal abuse and did not
! immaediately report the allegation to the

§ Administrator. The statt Developmaent

| Coordinator stated he was also functioning as the

! Shift Supervisor on 07/15/15 when the alicged

i incident took place. The staff Developmaont

i Coardinator bagan conducting an investigation

i Into the allegation of verbal abuse after speaking ©

| to LPN #2 on the evening ot 07/15/15. Onthe ! :

| morning of 07/16/15, the Staff Development |

' Coordinator interviawed Resident #t1 and several i

! staff mombars who were working on the hall. He |
did not report the allegation of abuse to the

- Administrator at that time. The Staft

- Development Coordinator stated he was

 unfamiliar with the abuse policy, did not refer to

the abuse policy for guidance, and initiated an

| investigation without contacting the DON or
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, I Administrator or placing the alleged perpetrator
jon administrative leave. Aftor his initial
 investigation revealed no evidence of verbal
-abuse, the Staff Development Coordinator took
. the incident raport and discussed hig inftial
 investigation findings with the DON. The Staff
¥ Deve!opment Coordinator statad the DON told
. him that the resident had diagnoses of Dementia }
g and Oxygen Dependent and residents with those |
condmons often become confused and unaware
! of what they are saying. The Staff Development
I Coordinator stated he did not pursue the ‘
, allegation further and did not report the allegation ;
§ to the Administrator, On 07/17/15 at about 2:30
* PM, LPN #2 roported to the Staff Dovelopmant
i Goordinator that CNA #3 had cursed at Resident
E #1 on 07/15/15. He reported the new information
1 to the DON. He and the DON reportod the
| allegation 1o the Social Service Diroctor and
é nitiated an investigation into the allegation of
:; verbal abuse, At this time, they informed the
1
i

1+ Administrator of the allegmlon of abuse. The
i Staft Development Coordinator further revealed
! the lack of immediate staff reporting of the
. incident placad Resident #1 at increased risk of
funther abuse and harm because the perpetrator
was able to continue working with the resident for | :
a full day batore stalf reported the abuse. Ho ;
. also stated he should have reported the allegation _
- whenthe LPN first reported it to him. The Staff | ; :
E
|

i L 4 e e s e 4~ e~ =

S A L E

_ Dovelopment Coordinator stated that ho did not
! at the time because, instead of lsoking up the
; abuse policy, he discussed the incidant with the
{ DON and dismissod the avent without further
| investigation aftar not getting information : i
"1 suggesting abuse may have taken place. He !
1 stated the delay in raporting abuse placed the i
i resident at risk of increased distress and abuse l‘ i
+ because the perpetrator of the abuse continued | ! :
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i
i
§
. 1o work with tho resident through the next day,
: om 6/15, following tha incidant. § : i
%
H
!

T
N
]

11 !n{erview with the Administrator, on 08/06/15 at
L8145 AM, revealad the facility did not follow its
. policies and procedures for reporting and
| Investigating an allegation of abuse. The facility :
ireported the allegation more than forty-eight (48) | {
- hours after the incident 100k place. During that
‘ - tima, tho facility placed the resident at incroaged
! risk of abuse because the parpetrator of the ;
5 .abuse was able to continue to work with the i
rresident the remainder of that shift and the !
i fouowmg day. This did not comply with the policy i
+ that stated the facllity would place an employee |
suspected of abuse on paid administrative leave
i
;
§
ki
|

(
}
{ from the time of the allegation untit the conclusion
{ of the abuse investigation. The tacility did not
compty with the regulations pertaining to reporting
r ‘abuse allegations immediately and was not within .
; '24 hours. The Administrator stated that he found
J{ault with the policy in that staff had to report to
; somaone, who had to repoit 1o somaong olse,
1 who had to report to him. The Administrator 4
+ stated this chain of command type flow of : :
“infarmation causes information {o become lost 3 i ‘ '
and diluted. The Administrator statad the facility ' ‘
- trained staff on how 1o identity and report abuse.
{ However, the facility's system experienced a
i breakdown in reporting abuse from both of the
CNAs who withess the abuse. The Stalf
i ' Development Coardinator and DON had another
) breakdown of the system when LPN #2 roported
1 the abuse on the evening of 07/15/15,
F 241, E 483.15(z) DIGNITY AND RESPECT OF
38=04 i CNDIVIDUALITY

F 247

'+

| The facility must promote care for residents in a

g o e e e o St ;. S g g
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A | !
¢ L 1. Resident #1 has been provided care in a ; B8NS
Fadt, - Continued From page 17 ; F 241; thanner and in an environment that malntaing or;
“manner and in an environment that maintains or lenhances dignity and rospoct in full recognition
; : gnhances each resident's dignity and respectin | i rt;g {g%;!b fgllty ;ué' %@e;gw;:iogsgg tg:;é;temew
: N 10 6 fa n .:
g tull rocognition of his or her individuality. 8798118, G A 3 was suspénded pending
1 nvestigation 7/17/15 and termmatad on 7{21“]1 5.
E : C.NAHT rocolved correciive action on 7/23/15.
" This REQUIREMENT is not met as evidenced | C.NA, 2 rocoived a notification of emptoyea ;
by: | coursaling on 82815, LEALHE meoivod 8 . 4
i Based on observation, interview, racord raview. f gﬁ}\“ ms?gemg rggvm%nﬁaﬁc%e affacted |
} and policy review, it was determined thoe facility b* his deficlant practico. All resltant care plans |
| failed to ensure staff carried out care that i i b reviewad by 9/1/1540 onsureonch %
| maintained dignity far one (1) of four (4) sampled | includes an approach'to cara ralated 1o m*’d@““
R 1. Staff tailed K 8 riphta/dignity. 10 Intorviewable residents,
; residonts, Resident #1. Staft failed to spea = soloctad at mnﬂom wara Interviowed by focilty |
» respectfully to and about Resident #1 while i Administrator on B/28/1510 determino if thara” -:
. providing restorative care and toileting care. ! ware concerns ratated to.cire prwldw by any.
; ' sa o W’ b m“?c""“"&‘??ég t5-and dignit
) . . . i raining rala rast B i
; The findings include: ! will be mgtp}e(ad for alt nursing staff by 9 l‘fg
! Euch staffl momber must comploto and pass o |
i Review of the Residents' Rights policy, undated, : post st fo.ongurg nffectiven?ss af traingsl‘!a- :
: ravealed the facility should have protected and 4. To-ensure comptianca, 10 nmmewa o .
4 irosidents, selactad at random, wilt be i
i | promoted the residents right to a dignified : iinterviowed monthly.x2 months and quarmrty
‘existenco and self-determination, Residonts had ; ,mamaﬁer x10:months, by Dirgctor.of Nurging, &
va right to communication with, and access to, i tAzaistant Directar of Ntllrs g Adm[rgsmr. i
t persons and services. Fesidents had the right to ¢ iintorview questions include but are ot limited to;.
¥ 3 lbeing treated with dignity and rogpect by stalf,
rrefuse treatment. The facility should treat ; tability to express griovancosiconcems without:
I residents with consideration, respect, and full § If&afxr a{nd %rag}xton ggl%'ievacy o?:serg\? ch. N
:recognition of the resident’s dignity and ! iintorvigw findings will be rep o ;
) individuality, including in carg for their personal | g?ﬁ:mgg during monthly meating by Diractor
“neads, ; b 1
| ﬂ v
;;;Obaewation of Resident #1, on 08/04/15 at .00 : i
L AM, revealed the resident was in his/er room | ; ‘.
§ and was compileting care with the assistance of a |
1Certified Nursing Assistant (CNA). Staft had i c {
; pulled the curtain in the room to provide the care § ‘ v
Yand pulled the curtain back per the resident's 3 :
¢ request once she completed the care. Resident :
[#1 was sitting in a wheelchalr wearing an Oxygen :
nasal cannula, Interactions ware appropriate and , ‘
“{'the resident had no signs of distress or : ; : :
ORM CMS- gmcaz.m Pravious Versiont Obeolora Event 1D:PKY 11 Faciity ID: 100540 It continuation sheet Pago 18 of 27
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| discomfort with staff at this time.

. b
 Review of tha clinical record revealed the facility |
1 admitted Aasident #1 an 04/08/15 with diagnoses
" of Demantia, Legal Blindness, Chronic i
| Obstructive Pulmonary Disease, Atrial Fibrillation, ¥
1 Lower Lag Joint Pain, and Muscle Weakness. :
| Resident #1 was receiving Restarative Therapy, | : v

b
i
]

5 5 S e g WA AR <35 it o0

! Review of Resident #1's quarterly Minimum Data
| Set (MDS) assessment, completed on 06/05/15,
i revealed the facility assessed the residont as

j requiring total staff assistance o transter and

! walk. The rasidont also requirod extensive ono

(1) person assistance far toileting and bathing.

“ The facility conducted a Brief interview for Mental |
Status (BIMS) cxam and assessed the resident to |
have a BIMS score of ten (10) out of fifteen (15}

! indicating the resident was interviewable.

! Interview with Resident #1, on 08/04/15 at 9:00

| AM, revealed the resident heard a3 CNA caliing 3

| him/her "that black mother fucker right there.” |

| The resident stated he/she had been walkingin

- the hallway with twe (2) CNA’s when he/she felt

' the urge to use the toilet. The resident stated the |
{{CNA told the resident he/she could use the toilet -

{aftor thay had finished the walking exercises. ;

’%.Tha rasident told the CNA “no” that he/she

i'needed to use the rest room at that time.
iﬂesidant #1 stuted he/she boecame upset with the,
- CNA and was yelling at the CNA. Once they '
¢ returned to the resident's room, the CNA assisted ;
rthe rasident to the toilet. The CNA then walked
[jout of tha bathroom and said, "that black mother
fucker right thore.” The resident stated that
"hefshe was surg the CNA was talking to him/her.
! The resident was unable to identify the CNAby ’;

: name due to he/she was blind. The resident i Lo b
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: Gtated he/she could not believe someons had

i spoken to him/her in such a disrospectful way

" and was very upset and angry about it. Resident
#1 atated he/she did not report it to anyone

| because she did not want to get anybody in

3 trouble,

|

5
t
-
!

Intarview with CNA 42, on 08/04/15 at 1:18 PM,
; revealad on 07/15/15 the CNA observed CNA #3
i point to Resident #1 and say "that mother fucker
i right there." CNA #2 stated CNA #3 was standing
+ in the resident's bedroom, outside of the
i bathroom doorway. She stated CNA #3 pointed
v in the direction of Resldent #1, but did not ook at
? the resident when she said it. CNA #2 stated she
; worked with Resident #1 later that day and the
i following day. During those interactions, the
i rasident appeared angry and at times refusod
- care from CNA#2.,

: !ntewiew with CNA #1, on 08/04/15 at 1:45 PM,
.revealed on 07/15/15 the CNA heard CNA #3

¢ curse about Resident #1 within the rogident's

" hearing. CNA #1 and CNA #3 were giving

z restorative carg 10 Rosident #1, they were walking
i in the hallway with the resident, when the resident
{'became upset and agitated. The CNAs assisted
§1 Resident #1 to her raom and CNA #3 placed

g Resident #1 in the bathroom. CNA #1 was

i standing outside of the resident's door when she
|‘neard CNA #3 say "that mother fucker right

s thara.” CNA #1 stated CNA #3 did not treat

t Resident #1 with dignity while the resident was
Fascalating in noither the hallway nor whan CNA

1 #3 assisted the resident to the bathroom and then ¢

i cursed. This was disrespectful,
I

revealed should have been treated Resident #1

U SRS

o s e

- s A e i . i et AR R

i e R T e b

)
~Interview with CNA #4, on 08/05/15 al 3:30 P, i

}
TAG j CROSS-REFERENCED TO THE APPROPRIATE | DATC

|
|
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F 241 Continued From page 20
| with dignity and respect. CNA #4 stated she
-+ works with Resident 41 frequently and sometimes
! the resident would become upsot. When this
‘| happens, the CNA talks 1o the resident calmly
i and attempts to redirect the resident. She statod -
| this usually worked to calm the resident. The
A { CNA stated it was important to treat Resident #1
+ with d&gmty by introducing one's self when i
i entering the room, teliing the resident what care |
w was being givan, and speak calmly with Resident |
{ #1

F 241

IS S5 SO AU P

ot et

1 Intorview with Mimmum Daa Set (MDS) Nurse, on

" 0B/05/15 at 3:42 PM, revealed CNA #3, who was

' the restorative CNA, did not preserve the dignity

1 of Resident #3 on 07/15/15. Tho MDS Nurse

| stated she was also the Restorative Therapy : { :

; Supervisor, She stated if a resident became I

' upset while recaiving restorative care, the 5 :

_: restorative CNA should stop what they were ‘ : :

. doing, give the resident reassurances, and try to . » i
calrm the resident. Further, the MDS Nurse : j i
stated if a CNA was teeling frustrated with a Ei
rasident, the CNA should have asked another
CNA 1o take over, ensure the resident was safe,

~and step away from the situation. The MDS
nurse stated CNA #3 did not reassure Resident
#1 of histher satety nor did the CNA step away
from the resident when the CNA was fealing
frustrated. Instead, CNA #3 allegedly cursed in
front of the rasident and did not troat Resident #1
with dignity. The MDS Nurse stated the
restorative CNAs' had been reporting a pattern of
increasod resistance leading up to the incident,
but that she had not observed the restorative

. CNAs' providing care to the resident to further

- a880SS the situation. The MDS Nurse statex!
restoratwe CNAs' should also be reporting
fncreasad rasident resistance 10 the nurse on the v
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 hallway. The MDS Nurse stated she did not
: discuss the mounting concerns with the DON or
i lmerdascsphnary Team members,
‘ Intarview with Staff Development Coordinator, on | g
. 0B/05/15 at 4:45 PM, revealad the facility did not
i protect Rosident #1'a dignity on 07/15/15. He
¢ stated Restorative CNAs completad restorative
! care and reported restorative tasks to the MDS
“Nurse. However, Restorative CNAs reported any |
i care issues 10 the Charge Nurse, The Statf
: Davelopment Coordinator stated CNAs should
| have used reassuring cues with Resident #1
! when the resident became upset. Instead, CNAS |
i3 cursed in front of the resident. This did not
i protect the resident's dignity. Further, the facility -
| allowed CNA #3 to continue to work with Resident’
- #1 tha rost of the shift and the following day after -
L the incident, This also did not protect the
I resident's dignity or welfare.
!
i Interview with the Administrator, on 08/06/15 at
| 8:45 AM, revealed the facility did not protect
e Resident #1's dignity during and following the
dincidant on 07/15/15. The Administratos stated
3 Resident #1 becarme Increasingly upset in the
1 hallway while receiving restorative care. At that
£ time, the resident stated she needed to use the
i bathroom; the CNAs did not immaediately agree
5 » with the resident's wishos and did not speak
{ calmly and reassuringly to the resident. Instead,
(CNA#3 spoice in an aggravated tonae to the
| rasident in the hallway. The resident continued to |,
i escalate during this exchange. After the CNAs
- assistad the resident to the bathroom, the CNA |
| cursed at or about the residont within the earshot ?
: of the resident. This should not have happened | !
|
1

ECTRFTY U

F 241

e s e o e a3 2 .

e e e e o e 0

+ because the CNAs shiould have recognized what
. was ccourring and taken a time out. Other staff
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:E*The services provided or arranged by the facility

| must be provided by qualified persons in

digrity und respedt In full fecognition of hat

individeality a8 dotormingd by an: Tntarviow conducted

{ by tho i Adminigleator on B/25/16. CNAH3
was suspondad /gendx nwmt ion 717716 rul
| terminated-on 7 1 recwived cotradive
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;’ should have stepped in when they witnessed the ; §
. nitercation escalating. ] :
F 282 483.20(k)(3)(i)} SERVICES BY QUALIFIED F 28211, Residant #1 has been provided care in 8 manner
282 A and in an envirenment thal malntains are snhances | 9/1/15
ai
{
|
i

f{ accordance with each resident’s written plan of
| care.

This REQUIREMENT is not met as evidenced

by

| Based on obscrvation, interview, record review
i and facility policy review, it was determined the
| facility falled to implement the care plan for ong
1 {1} of four {4) sampled residents, Resident #4,

|t with regard to monitoring and assisting the

| resident with managing cognitive loss due to
symptoms of dementia.

The findings include:

1 Interview with the Administrator, on 08/058/15 at

g 4:30 PM, revealed the facility used the Resident
1 Assessmeant instrument (RAl) Version 3,0 User

1 Manual, dated September 2010, as poficy for

1 davelopment and maintenance of resident carg
i plans. Review of the RAI Version 3.0 Manual

1 revealed the faciiity would have communicated

| diract care staff. The manual revealed the caro
" plan should have been oriented towards

- fuctors 1o the extent possible,

t

1 Review of the clinical record Tor Resident #1,
E revealed the tacility admitted the resident on

-4

+ tho goals and their accompanying approaches to

1 preventing avoidable daclines and managing ruk

L
’ aczim on 3% c N.A. #,: mcmvad 2 notifieabion of
T amployod ling on S(28/18, LPN.#1 recaivod a :
4 mt.rﬂanum of ampiayoe cnunsnllng on BeRAa, :
12, All residents depondant upon siaff forcara as ;
{ auttined by ouch individuat n a!cam hiad the. b
1} potential 1 be pffectod by th clice, All-
| residont care plong were rw!amd tsy’ D ractor of
Num{n &nd Load C.NA for complation and amnus)

b rﬁcnalsrlﬁnndmpmedon BOMS,
113, A GRLA 8 wore ro-oducatad by Ditectorol -
Numlmz. Assistert Dirodtor of Nursing and tend GN, A

o how 1o m:maa “and inforprot fesident. carg amm
vm Kionk, polnt of care, Training bege
campzawd ‘ury 83115, Effectivoness of mo tmming ;
was maasured by retumed domonatrution and: :
vartalization.af understanding by oach G.MAL ;
4, To ensure-ongolng. cbmptinneo ol ¢ara plan :
lmp*emanmuan. absotvition-of crrecsudiwill be |

cormpiated by Dirpctor of Numing“ Asyigtont Dirgctor -
of Nursing and Licensed plrse ohill suporvisers, oach
i, dally w14 days ench ahift two daae waokly X2
‘woaks, eich shilt wisekly x2.woeks end.aichohill
anihly %3 months, AlF ob@awmwn of oy nudit
findings will e reporied W-QA commitiae monathly by
Diractor of Nureing.
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04/08/15 with diagnoses of Dementia, Legal
} Blindness, Chronic Obstructive Pulmonary 4
! Disease, Atrial Fibriliation, Lower Leg Joint Pain,
i and Muscle Weakness, Resident #1 was
g receiving Restorative Tharapy,

i

{

i

{
: i: "‘1
| Review of Resident #1's quarterly Minimum Data ; i
| Set (MDS) assessment, completed on 06/05/15, i
§; revealed the facility assessed the resident as : )
i requiring total staff assistance of two (2) staffto ¢ i
: transfer and walk. The resident also required | '
| extensive one (1) person assistance for toileting ! i
i and bathing. The facility conducted a Brief ; ¢
| Interview for Mental Status (BIMS) exam and v
! assessad the resident to have a BIMS score of
“ten (10) out of fiftean (15) indicating the resident
} was interviewabla.

i Review of the Care Plan, dated 04/08/15,
; revealed the resident had & polential for falls with
| injurtea due to impaired balance with ambulation,
; cardiac impairment, and visual impairment, An ¢
{ intervantion dated 04/17/15 stated staff were to |
| assist the residant with mobility to the extent !
' needed to meet the needs of the resident, ]
£ inc!uding tolleting and ambulation, with it
| appropriate assistive devices and a gait belt. The E
5 Cara Plan additionally included approaches to !
 assist the resident with managing cognitive loss %
¥
4

et e e e

idue to Dementia. Those approaches included
f calming the resident if he/she showed signs of
! distress, and to respect the resident’s right to

| make decisions.

ot o g o 4 i A

|
} Intorview with Resident #1, on 08/04/15 at 9:00
¢ AM, ravealed a CNA had not been calm with

i him/her and had treated the resident
| | disrespactiully. The resident stated he/she had
i been walking in the hallway with two (2) CNAs' i
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i whan he/she felt the urge to use the toilet, The
i resident stated the CNAs fold the residont he/she
| could use the toilet after they had finished the
; walking exercises, Tha resident told the CNAs
¥ “ne* that he/she needed to use the rest room at
i that ime, Resident #1 stated he/she became :
! upsat with tha CNAs and was yelling at the CNAs. - {
| Once they returned to the resident's room, the  ©
| CNAS assisted the resident to the toilet. The i
. CNAs walkad to the outside of the doorway of the |
! bathroom and said, "that black mother fucker §
: tight there.” The resident stated that he/she was
|
i

F 282!

! sure the CNA was talking to him/her. The

| resident stated hofshe was unable 1o identify the
i CNAs by name because he/she was blind, The
! resident stated he/she could not believe someone |’ 1
{ had talked to him/her so disrespectiully and that it & ' :
f made him/her faal upset and angry. ‘

'

Interview with CNA #2, on 08/04/15 at 116 PM,
| revealed on 07/15/15 she witnessed CNA #2
1 agting in & way that was not calming to Resident
! #1 while the resident was upsel. CNA #2 stated
: she approachod Reasident #1 and the two {2)
[ CNAs in the hallway aftor hearing Residont #1
| yelling and becoming aggressive. The GNAs
assisted Resident #1 to her room and CNA #3
- assisted Resident #1 to the bathroom. As CNA
+ #3 exited the bathroom sha pointed In the
i diraction of Resident #1, not looking at the
; resident, and cursed,

S cmy ew e rw ma s namme e

O 5 S AP S P i i @ o

s Interview with CNA #1, on 08/04/15 at 1145 PV, | i
| revealed she witnessed CNA #3 acting in a way
that was not calming to Resigent #1 nor
raspectful of the resident's choices. CNA#1 and |
CNA 43 were performing restorative ambulation §
|

; with Resident #1 when the resident atated he/she
i needed to use the bathroom. CNA #3 told the
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‘ resident he/she could use the bathroom alter
walking. Resident #1 became ypset. The CNA
. assisted Resident #1 10 hor room and CNA #3
; placed Resident #1 in the bathroom. As CNA#3
' was walking out of the resident’s bathroom, she
v eursed. This did not ensure the dignity of the
rosidont. CNAs #3 was not calming toward
F!esadent #1,

! Interview with the Minimum Data Set (MDS)

: Nurse, 08/05/15 at 3:42 PM, rovealed staff was to.}

| stop what they were doing and give the resident
l reassurance should the resident become upset
per the cara plan. The MDS Nurse was

responswia for the development and updating ot .
 the care plans and care plan approaches. She
- stated Resident #1 would sometimes become
upsel aboul receiving care and that staff were to -
L follow the care plan to raspect the resident's

! cholcas in declining care and wore to speak
; c«almty to the resident it he/she was showing
) signs of distress.
i
Finterview with the Staff Development Coordxnator.
ori OB/O5/15 at 4:45 PM, rovealed the CNA staff
L did not follow the care plan to speak calm and
reassure Residant #1 when he/she exhibited
signs of distress. The CNAs should have
followed the care plan 10 use reassuring cues and
other CNAs should have intervened whan CNA
413 was not speaking to Resident #1 In a
| reassuting manor, He further revealed the lack of
i Immediate staff reporting and intervention of the
} incident placed Resident #1 at increased risk of
+abuse and harm.

3
|
i
i
:
¥
|

{
l interview with the Administrator, on 08/06/15 at
! B:45 AM, revealed the stall did not follow the care
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pian to calm and reassure Resident #1 when they | { ..

Fo82)

e IR

g 5 5 O 5 T % o A 4

:
t i
2 ,i
|

i

O (A8 asnz(oz 99) Pravious Vorslons Obaciote © Event ID:PKYSN

Fncittty 10 100548 1§ continuation sheet Poge 26 of 27

§£00/TT00 R JOH SMVO NOLAZYL TTROLECZ0E XVd WV 0¢°8 ST0Z/10/60

e

A s



DEPARTMENT QF HEALTH AND HUMAN SERVICES

PRINTED: 08/19/2015

FORM APFROVED

CE m:gag Fga MED! CARE & MEDICAID SERVICES : , e OMB NQ. 0238.0391
STATCMEMT OF DEFICIENCIES ixty PROVIDEFVSUPPLERVOLIAT 1] (X2) MULTIPLE CONSTRUCTION Ao oare suRvey
AND PLAN OF CORRECTION L IDENTIFICAT KON NUMBEH: T A BUILDING COMPLETED

TA S ——
i Cc
. 189175 BowWG 080672015
NAME OF PROVIDER OR SUPPLIFR * STREET ADDRESS, CITY, GTATE, ZiF CODE
211 WEST OAK STREET
TREYTON OAK TOWERS ) LOUISVILLE, KY 40203
o ¢ SUMMARY STATEMENY OF DEFIGINGIES Poam FROVIDER'S PLAN OF CORRECTION P
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL e ; {EACH CORRECTIVE AGTION SHOULD 0T i CoMPLETION
TAG REGULATORY OR L5G IDENTIRVING INFOAMATION) { 7a6 |  CHOSSMEFERENCED TOTHEAFPROPRIATE | WA
! : DEFIGIENGY) H
1 T ] i
3 i :
F 282 . Continued From page 26 [ Fas2; ;
did not immadiataly consent to the resident's 1 : §
wishes to use the bathroom. In addition, when 1 : !
Riesident #1 became upset, ataff did not speakin | P ¥ !
’; a calm and reassuring manor por the resident's | i : :
i care plan. Instead, CNA 3 became aggravated i L '3
tand spoke in an aggravating tone of voice ta tha | P ;
resn‘jent in the haliway, escalating the resident g i
i | urther. Then, CNA #3 cursed toward Resident & : i
/#1. This was neither respectful nor calmingto | i
: ! tho resident. The facility placed the residentat ¢ :
g increased risk of abuse and injury due to not : { ;
: respecting the resident’s wishes and talking : b
1 calmly to the resident. : :
| ?, |
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