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F 000 | INITIAL COMMENTS F 000 .
) SHC of Rockeastle takes all al(egations of abuse very 1
An abbreviated standard survey (KY21768) was setfously, It has a robust policy upon which al! staff
initiat d‘ 68/12114 and fuded y have been educated, and will contlaue io be re-
infated on 0 an cot:lc u on 06 27_"14‘ educated, as needed from time to time and on a regular,
The complaint was substantiated and Immediate basls to continuatly valldate staff understanding of
Jeopardy was identified on 06/13/14, and was same, Rockcastle staff understands that it must serve as
determined {o exist on 05/26/14, at 42 CFR an abuse advocate at all times for each and every
483.10 Resident Rights (F155), 42 CFR 483.13 resldent we serve, and when abuse of any kind {e.g.,
Resldent Behavior and Facility Practices (F223 physicat or verbal ahuse or neglect, or misappropriation
. h ! of resident property) Is suspected, heard, seen, or
F225, and F226), and 483‘7{5 Admlmstr?tlon allaged by any staff member, resident, or family
(F490) at a scope and severity of "J," with memker, (i) to immediately protect the resident by
Substandard Quality of Care at 42 CFR 483.13 ensuring the resident's safety fthis will incfude the
Resident Behavior and Facility Practices (F223, remaoval of the alleged perpetrator from ali care areas
F225, and F226). The facility was notified of the : and if an employee, suspending him/her}, and (i} to
Immediate Jeopardy on 08/13114. Additional Immediately take appropriate reporting acti(_)n upen
A . . ) seeing the abusive conduct or hearing the abuse
deiict:—:‘nt practios was identified at F151 and F514 allegation, All'suspicions and allegatlons of abuse will
at "D level. : he reparted to OIG, A?S and Ombudsmen immediately,
as well as other guthorities as required by state law
QOn 05/26/14, Medication Alde (MA) #1 and/or as appropriate. The fzcility will also initiate a
administered a rectal suppository fo Resident #1 thorough investigation and impose appropriate
after the resident had verbally refusad the discipline, as warranted.
suppository. MA #1 failed to honor Resident #1's As outlined further below, racent training to all staff on
right to refuse the treatment and proceaded to Rockeastle's abuse policy and procedure was performed
[nsert the SUPPDSHOW. Resident #1 stated in and included examples of ltems that are state
Interview on 06/12/14 at 9:50 AM, that he/she reportable: (1) any repart of siaff, family, or other
. ! persons being physically or verbally mean, rough, or
physi!:aliy positioned his/er hand over ?he re‘Ctai threatening towards a resldent, as well as any other
aréa in an ?ﬂempt to block MA #1 from tnserting statements of any kind indicating or describing such
the suppository. However, MA#1 pushed conduct -- regardless of whether such conduct
Resident #1's hand out of the way and inserted maybe re-defined, interpreted, or clarified by a resident
the suppository against Resident #1's will. as nat meant to be intentional or abusive, injuries of
Although the facility terminated the employment unknown origin, withholding or taking uf‘resldarzt |
X belongings, {I} resident to resident altercations {verba
of MA #1 » the facliity Unsubstantiated tf:]s or physical), {if) misappropriaiion, and/or (iv) any other
a!leQatlon of abuse desp_ite MA #1 havmlg a resident exploftation of any kind, Italso made clear tha
history of "performance issues" and having allegations of dbuse are NOT to be handled, reported,
knowledge that Resident #2 had reported MA #1 or processed through the facility's grievance system
for being "rough" with him/her on a previous ever; all must be processed and reported to the state as
ocbasion outlined above. Finaily, all department heads will be
’ ’ trained on haw to conduct a thorough investigation and
) ) substantiate abuse, where warranted.
(On 06/02/14, Resident #2 reported o higther i
LABORATORY DIRECTOR'S OR FROVIDER/SUPFLIER REFRESENTATIVE'S SIGNATURE (¥8) DATE

. TITLE
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Any deficiency siatement ending with en asterisk (%} denotes a deflelency which the institution may be excused from comecting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, ths findings stated above are disclosable 50 days
follawing the date of survey whether or net a plan of correction Is provided. For nursing homes, the abeve findings and plans of correction are disclosable 14
days following the date these documents are made available ta the fadility, If deficianciss are cited, an approved plan of correctlon is requisite ta continued
progrem participation,
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family mamber via telephone that Certified Nurse
Aide {CNA) #1 had refused to assist him/her to
the foitet on 06/02/14 and had instructed the
resldent to "pee in the bed." Reslident #2's farnily
member contacied the facility on 06/02/14 and
requested staff to assist Resident #2 to the toilat.
Subsequently, on retumning to assist Resident #2
to the toilet CNA #1 stated fo Resldent #2, *You
battar not cali [fzmily member] on me again.”
The Administrator and Director of Nursing (DON})
both spoke with Resldent #2 about the allegation i
on 08/04/14, but failed {o interview Resident #2's
roommate, who witnessed CNA #1 tefling
Resident #2 to void in the bed. The facility also
falled to contact Resident #2's family metnbar
regarding calling the facility to request assistance
for Resident #2 and failed fo snsure residents
were protected from furthet potential abuse
during the course of the facility's Invastigation.

A partial extended survey was conducted on
06/268-27/14. An acceptable Allegation of

2 Compliance was recelved on 06/25/14, which
alleged removal of the Immediate Jeopardy on
06/25/14. The State Survey Agency determined
the Immediate Jeopardy was removed on
06/25/14 as alleged, which lowered the scope
and severity to "D" at 42 CFR 483.10 Resident
Rights (F158), 42 CFR 483.13 Resident Behavior
and Facility Practices (F223, F225, and F226),
and 42 CFR 483.75 Administration (F480) while
the facility monitors the effactiveness of systemic
changes and quallty assurance acilvittes.

F 151 | 483.10{a}{1)&(2) RIGHT TO EXERCISE RIGHTS F 151
§5=D | - FREE OF REPRISAL

The resident has tha right to exercise his or her
rights as a resident of the facility and as a citizen
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or resident of the United States.

The rasident has the right to be free of
interfatence, coercion, discrimination, and reprisal
from the facility in exercising his or her rights.

This REQUIREMENT (&' nct met as evidenced
by :

Based on observation, inferview, record review,
and review of facility policy and procedures it was
determined ihe facliity falled fo protect and
promete the right ta a dignified existence, and
communication with and access to persons [nside
and outslde the facllity for one {1} of four {4)
sampled residents {Resident #2). Interview with
Resident #2 revealed the resident had asked
Certified Nurse Aide (CNA) #1 for assistance fo
the bathroom and CNA#1 refused to assist the
resident. Resident #2 telephoned and informed
his/her family member of the incident. Continued
interviews revealed CNA #1 refurned to Resident
#2's room, assisted the resident to the toilet, and
informed the resident that hefshe "better not" call
{he family member "on me anymore," Review of
Rasident #2's medical record revealed
dacumentation on a Post-it Note attachad to the
face sheet that indicated "do not give [Resident
#2's family member's] telephone number” o
Resident #2 "at any time." However, interview
with Residant #2's family member revealad
he/she had not made the request.

The findings include:

Raview of the facility's policy, "Federal
Resident/Patient Rights," revlsed November
2013, revealed every faciity rasident had a right
to a dignified existence, self-determination, and

communicaticns with and access to persons

1. Resident#2's allegation was reported to OIG, |

AP5, and local Ombudsman on 6/12/14 hy | 731714

the 55D The ENA was not working that day
and was suspended via phone conversation
on 6/12/14 by DON, pending a thorough
Investigation. MD and Medical Director was
netified on 6/12/14 by the charge nurse or \
53D, Resident was assessed by the ADON on
§/12/14 and 6/13/14 with no fssues noted, A
re-investigation of this event and
Infqrmation obtained there from, wasranted
an amended finding that this aflegation of
gbuse is substantioted, An amended flve day
was filed with OIG, APS and Ombudsman as .
of 6/19/2014 by the SSD.

Beginning on 6/12/14 resident 42 was
evaluated by the 55D for any

slgns/symptoms of psychosacial distrass, No
signs/symptoms of distress were Identifled.

All residents with a BIMS of 7 and below had
a head to toa skin assessment completed on
6/12/2014 by the ADON, MDS Nusses, DON,
Admissions Director and Staff Development
Coordinator, No concermns were identified,
All POA's of residents with & BIMS of 7 or less
were centacted by Administrator, DON,
ADONSs, 550, SDC, Chaplain or Admission
director, by 6/14/14, in regards to any
abuse/neglect concerns, resident righss and
advanced directives. All resldents with a
BIMS of B and above were interviewed on
5/12/14 by the Director of Nursing, ADON,
MDS Nurses, Business Office Manager,
Medlcal Recards Director, Admissions ]
Director and the Administrator to ensure
that everyone Is treating them well, that,

they feel safe, If they have any other
concerns, and If they feel that staff talk to
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E 151 | Continued From page 3 ’ E 151 them in a respectful manner. No concems -

inside and outside the facility.

symptoms.

note was not signed or dated.

had contacted the facility,

Reviaw of Resident #2's medical record revealad
the facility admitted the resident on 04/01/09, with
diagnoses which includad Cersbral Palsy and
Deprassion, Raview of a Minimum Data Set
(MDS) assessment completed on 05/02/14,
revealed the facitity assessed Resident #2 as
cognitively Intact, and exhibited ne behavioral

Observation of the "Face Sheet" in Resident #2's
medical record on 08/12/14 revealed a Posi-it
Nate had been aitached to the sheet that staied
"do not give [Resident #2] [family mémber's]
telephone number at any time." The hand written

Interview with Resident #2 on 08/12/14 at 10:00
AM, revealed he/she had contacted his/her family
membef asking for assistance because Cerfified
Nurse Aide (GNA} #1 had refused fo assist
him/her to the toifet. Resident #2 stated CNA #1
returned later that evening and assisted the
resident to the toilet after histher family member

Interview with Resident #2's family member on
06/12/14 at 2:15 PM revealed on 06/02/14, at
approximately 8:45 PM, Rasident #2 had
contacted him/her for "help" because facifity staff
had refused fo assist the resident to the ioilet.
The family member stated she contaciad the
facility and was assured by.staff that Resident #2
would be assisied fo the toilet. The family
membir stated she was "glad” Resident #2 had
contacted her for assistance. Further interview
revealed she had never infermed facility staff noi

were identified. On 6/13/14 all residents
with a BIMS of 8 or greater were re-
Interviewed to Include the specific question
to sea if thay had any concerns with SRNA JINI
MeKnight, by the Director of Nursing, ADON,
MDPS Nurses, Buslness Offfce Manager,
Medical Records Director, Admisstons
Directar and the Adminlstrator, none were
reported. On 6/13/14 employess ware
intervlewed to see if they have had any
concerns with the way that SRNA Jif}
MeKnight provided care, if they had seen
SRNA exhibit any signs or symptoms of
Burnout, or if there were any othar concerns
that were not reported by Dlrector of
Nursing, ADON, MDS Nurses, Business Office
Managet, Medical Records Dfrector,
Admisstons Director and the Administratar,
no concetns were identlfled. All residents
with a BIMS of 8 or greater raceived
education on Residents Rlghts and were
given a copy of the Resident Rights ap
6/15/14 hy the business office manager or
chapialn.

Tha facility Administrator, DON, ADONSs, .
Dietary Director, Business office manager,
Chaplain, Admissions Director, were re-
educated on 6/15/14 by the Chief Nurse
Executive on Resident Rights and Advanced
Directives. This training was performed face
to face in order to facilftate discussion and
question and Include examples of resident
rights, the types of Advanced Directives, and
examples of resident refusals, A pre and
past-test were administered and 100% score
obtained on post-test, If manager did not
score 100% on post-test, then manager was
immediately re-educated and post-test te-

to give Resldent #2 her telephone number.
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F 151 | Continued From page 4 F 451 administered, This process continued until al
managers obtained a 100% score on post-
Interview on 06/27/14, at 10:40 AM with Unit test, Department adminisirative manegers
Manager #2 revealed she had not placed the note * will not he allowed retum todw?rk untll the
that diracted staff not to contact Resident #2's resident rights and Advanced Directive
family member on the face sheet, and ha_u:l no Educ.at.lon s pmVIdEd',,pm a0 pm—tezt
knowledge of who had placed the noie. administered and 100% score obtained on
' post-test,
Interview on 06/27/14 at 11:45 AM with the
Direcior of Nursing (DON} revealed the nole was Onca the faciity Administrator, DON
placed on Resident #2's chart in November or e TWDCS o ,:' e Diete
Decembaer of 2013, at the request of Resldent ol ts’r Busines u:ﬁdcor’ 'er' Sogal
#2's family member due to Resident #2 caliing on re'_: o _us'" S QHTice manager X
f Services Director, Chaplain, Admissions
a frequent basis. The DON stated no furthier ] )
N Director, Medical Records Divector and HR
follow-up had been conducted with the family Director were re-educated on Resldents
member and the instructions had remained on
. . Rights and Advanced Directives, they were
Resident #2's chart. ]
. then assigned to re-educate the staff anthe
F 155 483.10(b)é4) |R[GHT[ TO REFUSE; FORMULATE F 155 Residents Rights and Advanced Directives
85=J | ADVANCE DIRECTIVES beginning an 6/15/14 ta inciude examples of
N - Resident Rights, the types of Advanced
:-el}isr:il?;gﬁtll-'c?;atr:i;i:l?ﬂﬁg;g;::?gf:g' to Directives and examples of resident refusals.
' All staff workibg on 6/15/14 received the
and to formulate an advance directive as education and all other staff raceived the
specified in paragraph (8) of this secticn. education, prior to clocking in for their next
) scheduled shift, by 6/25/14. Al new staff wil
The facility must comply with the requitemsnts obtain education on Resident Rights during
specified In subpart | of part 489 of this chapter Orientation. Education regarding Resldents
related to maintaining written policies and Rights and Advanced Directives will he
procedures regarding advance directives, These inciuded In the orlentation process for afl
requirements include provisions fo inform and newly hired staff members.
pravide written information to all aduit residents ‘
concem[n? the right to adccetpt or re;use medical Staff questionnalre regarding abuse, resident
or surgical treatment and, at the individual's rights antl Advanced Directives are baing
option, formulate an advance directive. This adminfstared by Administrator, DON,
includes a wriiten description of the facifily's ADONs, MDS coordinators, SDC, Dietary
policles to Implement advance directives and Director, Business office manager, Socfal
applicable Stats faw. Sarvices Director, Chapiain, Admissicns
Director, Medlcal Records Director, or HR
Director to 5 different staff mambers dally X
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F 155 | Continued From page 5 F 155 4 weeks, covering all shifts, which started on

This REQUIREMENT is not met as evidenced
hy:

Based on inferview, record review, and reviaw of
the facility's Investigation and policy entitled
"Faderal Resident/Patient Rights," it was
determined the facility falled to ensure pne (1) of
four (4) sampled residents had the right to refuse
{reatment (Resident #1).

On 05/26/14, Medication Aide (MA) #1
administered a rectal suppository to Rasident #1
even though the resident informed the MA that
hefshe did not want the suppository. Despite
Resident #1's verbal rafusat of the treatment, MA
#1 proceeded to Insert the rectal suppository
against the resident's will. Residant #1 veiced
feeling "viclated" after the incident.

The facility's failure to have an effective system in
place to ensure each resident's right to refuse
freatment was honored was Iikely to cause
serious injury, harm, impairment, or death o
residents in the facllity, Immediate Jeopardy was
determined to exist on 05/26/14 at 42 CFR
483,10 Resident Rights (F155), 42 CFR 483.13
Resideni Behavicr and Facitity Practices (F223,
F225, and F226), and 42 CFR 483.75
Administration {F450}.

An acceptable Allegation of Compliance was
raceived on 06/25/14 which alleged removal of
the Immediate Jeopardy on 06/25/14. A partial
extended survey was conducted on 08/28-27/14,
The State Survey Agency determined the

Immediaie Jeopardy was removed on 06/25/14

6/25/14, to ensure continued understanding
of the abuse/neglect policy and procedura
and resident rights/advanced directives,
appropriate invéstigating and reporting of
abuse/neglect ta include reporting of
conecerns to the Administrator. Resuls of the
staff questiannaire wilf be reported to the
QA committee weekly ta determine the
further need of continued education or
revision of plan, At that time, based on
evaluation, the QA committee will determine
at what frequency the staff questionnaire
will need to continue. Concerns identifled
wilt be corrected immediately and reported
to administrator to ensure Investigation of
suspected Abuse/neglect was
Investigated/eompleted and reporting
guldelines are met afong with any raporting
of wiolation of resident rights.

A resident council meeting will be heid
quarterly by the facility to discuss resident '
rights and advanced directfves and bi-
annually by the local Ombudsmaq.

A Quality Assurance meeting wiil be held
weekly for 4 weeks beginning 6/13/14, then
bi-weekly for a month, then monthly for
recommendations and further foliow up
regarding the above stated plan, At that time
based upon evaluatfon the QA Committee
will determine at what frequency any
ongoing audits will need to continue, The
Administrator has the oversight to ensure an
effective plan is in place o meet resident
wallbeing as well as an effective plan to
idertify facility cencerns and Implement a
pfan of correctlon to involve all staff of the
facility. Corporate Administrative oversight
of the Quality Assurance meeting will be
comnpleted by the Special Projects
Administrator, the Regional Vice President of )
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F 155 | Continued From page 6 F 155 Operations, Signature Care Consultant, Chief

as alleged, which lowered the scope and severity
1o "D" at 42 CFR 483.10 Residant Rights {(F155)
42 CFR 483,13 Resident Behavior and Facility
Practices (F223, F225, and 226} and 42 CFR
483.76 Administration {(F480) while the facility
monitors the effectiveness of sysfemic changes
and quality assurance activities.

| The findings include;

Review of the facility's policy, "Federal
Restdent/Patient Rights,” revised November
2013, revealed "every fadllity resldent had a right
to a dignified existence"” and *self-determination."
The policy stated, "...In accordance with the ‘
Omnibus Budget Act, a facildy must protect and
promote the tights of each resident..." including
the "right to refuse freaiment.”

Review of Resident #1's medical record revealed
the facility admitted the resident on 03/28/08, with
diagnoses which included Multiple Sclercsis and
Paraplegia. Review of Resident #1's
Comprehensive Care Plan dated 11/14/13
revealed staff shouild have Resident #1 sign
refusal forms "as appropriate.” Roview of
Resident #1's Minimumn Data Set (MDS)

assessment completed on 04/18/14, revealed the

facility assessed Resident #1 fo ba cognitively
tntact, "to have the ability o express ideas and
wants clearly with no deficls in understanding or
being understood,” and fo have no imitations in
the upper extremities. Resident#1 also served
as hisfher own responsible party.

Review of an investigation report dated 05/30/14
revealed on 05/26/14, Resident #1 refused a

scheduled suppository. Further review revealed
Medication Aide (MA) #1 proceaded fo insert the

Nursing Offleer, mamker of regional staff or
Chief Cperating Offlcar weekly for 4 weeks
beginning 6/25/14, then meonthly. Beginning
on 6/13/14, the care plan canference for
each resident will Inciude any abuse/neglect
concerns that the resident or families have,
o any concerns with vialaticn of resident
righits or advanced directives, Resident:
safaty will be validated and then the
allegation will be reported to the Charge
Nursa, The abuse pollcy wil then be
followed In the event of any new reports of
alleged abuse, neglect, misappropriation of
property or viplation of resident rights, after
the immediate jeopardy is removed, one of
the following wilt be contacted prior ta
making the final five day investigation repert
to OIG; Signature Care Consultant, Regional
VP of Operations, Chief Dperating Officer,
Spedial Projects Administrator or Chief
Nursing Executlve. The reviewer (Slgnature
Care Consultant, VP of Operations, Chief
Dperating Office, Special Projects
Administrator cr Chief Nursing Executive}
will validate the resident is protected, report
Is fled timely, the perpetrator Is removed
from the patient care area and a thorough
Investigation [s compleated. )
Beginning on 6/13/14, the care plan
conference for each resident will include any
abuse/neglect cancerns that the resident or
families have, or any concerns with viclation
of rasident rights or advanced directives,
Resident safety wilf be validated and then
the allegation will be reported to the Charge
Nurse. The abuse palicy will then be
followed.

Cn 6/13/14 resident council meeting was
held in which resldent rights and advance
directives were discussed. All residents with
a BIWS of & and above were glven a copy of
resident rights and advance directives. All :
resldents with a BIMS of 7 and below had a

copy of the resident rights and advance
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sLippository despite the resident’s refusal. .

on 05/26/14, at approximately 10:10 PM and
informed the resident that she was going to
administer the resident's routinaly scheduled

fo MA #1 that heisha did not want the
suppository. Resident#1 stated that MA#1

entered the room. Resident #1 stated that,
although she had verbally refused the

way and inserted the suppository against

"iolated" after the incident.

MA #1 due to Resident #1's "perception of the
incident.” However, he did not feel the events

#1 denied that Resldent #1 refused the

hand out of the way to successiully insert the
suppository against the resident's wilk.

Interview with Resident #1 on 06/12/14 al 8:50
AM, revealed MA #1 entered the resldent's room

rectal suppository. However, Resident #1 stated

proceeded to tell him/her that the physiclan had
-} ordered it and wanted the resident to have the
suppository. Resident #1 explalned, during the
interview, that he/she was a paraplegic and was
already positioned on.the right side wihven MA #1

suppository, MA#1 proceeded o push hisher leg
in an upward motion, and af that iime Resldent #1
stated he/she placad his/her hand over the rectal
area but MA #1 pushead hismher hand out of the

Resldent #1's will, Resident #1 described feeling
Intarview with the Adminigtrator on 06/12/14 at
4:51 PM and review of the facility's investigation
dated 05/30/14, revealsd the facility investigated
the incident and terminated the employment of

occurred as stated by Resident #1 because MA

suppository and he did not "beileve” that MA #1
would have the strength fo move Resident #1's

Unsuccessfu! attampts were made fo interview

of 7 and below wiff have thelr

frequeritly.

party Wa certified mail. Quarterly, all
tesidents with a BIMS of 8 and above will be
interviewed regarding resident rights and
advance directives, All restdents with a BIMS

POA/responsible party contacted to ensure
-they understand resident rights and advance
directives, Results of resident quastionnaires
wiil be reported to the QA cohmi&ee io
determine if further action & required as weli
as to determine if the timeframe of said
questions need to be revised/repeated more
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F 155 Continued From page 9 F 155 thorough investigation must also he
. Inttlated and performed to completion.
All Power of Aftorneys of residents with a BIMS All understand to serve as a resident
score of 7 or less ware affemnpted to ba contacted advocate agalnst abuse,at alltimes, and
in regards to any abuse/neglect concerns on to protect the resident Immediately
08/14/14, and on resident rights and advanced upen any witnessed abuse or reported
diractives on 06/15/14 by the Sociat Services allegation of abuse by removing the
Director, Chaplain, DON, ADON, Administrator, alleged perpetrator from the regident
SDC or Admissions Director. The facility will care arez an.d if an employee, .
confinue to attempt contact dafly until remaining suspencing (mmedately pending
outcome of investigation. Al
Power of Attorneys (POAs) have been reached. hat atw report of staff
No concerns have been idenfifled from any POA unfjersmnc.' fhat By Teport
Al being physically or verbafly mean,
at this-time. rough, or threatening, as well as any
Abuse/meglect audits, assessments, inferviews, zte::isbf::smuj; tf;::r;t;: E;;E
and guestionnaires were reviewed by the reportable, and NOT a resident
Administrator, Director of Nursing and Reglonal arievance, even when a resldent may
Nurse Consultant, and the Chief Nurse Executive tater re-define, interpret, or dlarify the
onh 06/13/14 for any indications of abusse/neglect conduct In question as not intentional
CONCErns. or abusive. All understand that the
- CE process T
All residents with a BIMS score of 8 or greater iﬁi‘t{isuit?;nh a:;,E of ;:Z:E : n
received education on Residents Rights and were abuse aliegatlon.
given a copy of the Resident Rights on 06/15/14
by the Business Offlce Manager or Chaplain. Skin assessmients were completed on
5/27/14 on all residents with a BIMS of
The facility Adminisfrator, DON, ADON, MDS ;for 1/355 on the West Wing where KMA
Coordinator, SDC, Dietary Director, Business had provided care by DON, ADONs, -
Office Manager, Sociat Services Director, SDC, or charge nurse. Mo new areas of
Chaplain, Admisslons Director, Medical Records concern were noted, Resident
Directar, and Human Resources Diractor, were interviews were completed on 5/27/14
re-educated on 06/13/14 by the Reglonal Nurse on all resldents with BIMS of 8 or
Consultant on the abuse policy and procedure, o greatet on the West Wing where KMA
include but not limited fo; fraining, prevention, had provided care by the Admissionhs
Identiflcatlon, protection and reporiing/response, Director, The questions included: kas
completing a thorough investigation which anyone ever made you take |
includes obtaining witness statements from any medications that you did not want to
stakehalder, resident or any petson witnessing take? Has anyone ever forced care on
the event, statements from any other staff that you? Do you have any concerns? Do
have worked with the alleged perpefrator
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(employee), conversations with the residents'
PQOAs, head to toe assassments of residents
under the care of the employes that wete unable
to tell us if an event has occurred (BIMS score of
7 or less) and interviews with residents that can
tell us if they fee! safs, sbused or mistreated or
violated by aileged victim, The education also
included that in the report of any allagation or
suspicion of abuse or violation of a resident's
right, safety of the resident is to be ensured and
then immediately reported to the Charge Nurse.
If the perpetrator [s an employee, they will be
immediately removed from the resident care area
to ensure safely of all ofher residents. The
alleged parpetraior would be moved fo a
non-patient care area and suspended, the
Charge Nurse will report to the Abuse

-| Coordinator/Administrator/DON in which the
elleged allegafion Is reported to OI, APS, and
Omhbudsman. An fnvesfigation is then initiated.
As well, the grievance process is nof for reporting
or handling allegations of abuse. This fraining
was performed face fo facs in order to facifitate
discussion and question and include exarnples of
ltems that would be considered as reportahle:
reports of staff being physically or verbally mean
or rough, injuries of unknown otlgin, withkolding
belongings, resident to resident altercations to .
include verbal or physical, and taking belongings
or exploltation. Department Administraive
Managers could not return to work until abuse
education was provided, pre and post-test
administered and 100% scora obtained on
post-test. if the manager did not score 100% on
post-test, then the manager was immediataly
re-gducated and post-test re-administered. This
process continued uniil all managers obtained a
100% score on post-ast,

noted regarding a resident and a
“happy pilt” in which she states was
reporied to nursing 2 months age, On
6/14/14 afl resldents with a BIMS of §
or greater were re-interviawed to '
specifically ask if they have ever had
any Issues that they had not reported
or any specific concerns with KMA.
There were two that were reparted to
QI5, APS and Ombudsrman, Al POA’s of
resldents with a BIMS of 7 or [ess ware
contacted in regards to any
abuse/neglect concerns and on
resldent rights and advanced directlves.
Alf residents with a BEMS of 8 or greater
recelved education on Residents Rights

. and were given a copy of the Resldent
Rights,

The fadlity Administrator, DON,
ADONSs, Dietary Director, Buslness
office manager, Chapiain, Admissions
Director, wera re-educated on by the
Chief Nurse Executive on Resident
Rights and Advanced Directives, This
training was performed face to face In
order to facilitate discussion and
fuestion and include examples of
rasident rights, the types of Advanced
Directives, and examples of resident
refusais. A pre and post-test were
administered and 100% score ohtained
on post-test to ensure that the staff are
competent in thelr uggerétanding of
resident Hahts and advanced directives.
if manager did not score 100% on posk-
test, then manager was immediately
re-aducated and post-test re-
administered. This process continued
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Once ihe Administrator, DON, ADON, MDS
Coordnator, SDC, Dietary Director, Business
Office Manager, Soclal Services Director,
Chaplain, Admissions Director, Medical Records
Director, and Human Resources Director were
re-educated on the abuse polley, which included
training, prevention, identification, investigation,
protection and reporting/respense. They were
then assigned to re-educate the staff on the
abuse policy and procedure which included, but
not limited fo, ensuring resident safety when
witnessing abuse or If an allegafion is made, then
reporting immediately to a Chargs Nurse,
removal of the perpetratar from the resident care
ares, alleged perpetrator [s suspended, then
repotted to Abuse Coordinator/Administrator/
DON, in which the aileged allegation Is reported
fo OIG, APS, and Ombudsman which stafted on
06/13/14. No employee will be allowed to wark
until abuse education is provided, pre and
post-test administerad and 100% score obtained
on post-fest, if employee did not score 100% on
post-test, then employea will be immediately
re-educated and post-test re-administered. This
process will cantinue unfil employee obtains a
100% scora on post-test. Education regarding
the abuse policy and pracedure, to include the
comporients of training, prevention, identification,
investigation, protection and reporfing/response
with identification/reporting and process will be
included in the orlentation process for all newly
hired staff members. No newly hired employea
will be allowed o work until abuse education and
resident right educaticn is provided, post-test
administered and 100% score obialned, if
employee did not score 100% on post-est, then
employee will be Immediately re-educated and
post-fest re-administered, This process will

continue untii employee obtains a 00% score on
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urti all managers obtained-a 100%
F 155 | Continued From page 11 F 155 ’

score on posi-fest. Department
administrative managers will not be
allowed return to wark unti the
resident rights and Advanced Directlve
Education is provided, pre and post-
test administered and 100% score
obtained on post-test, Once the facility
Administrator, DGN, ADONs, MD$
coordinator, SDC, Dietary Director,
Business offfre manager, Social Services
Directar, Chapiain, Admissions Director,
Medlcal Records Director and HR
Director were re-educated on
Residents Rights and Advanced
Directives, they were then assigned to
re-educate the staff oh the Residents
Rights and Advanced Directlves to
include examples of Resident Rights,
the types of Advanced Birectves and
examples of resident refusals, All staff
working on 6/15/14 recejved the
education and ail other staff raceived
the educatlon, prior to clocking in for
their next scheduled shift, by §/25/14,
A score of 100% is required on zl] post
test to ensure that direct care staff are
competent in thelr undetstanding of
resident rights and advanced direcrivés,
All new staff will obtzin education on
Resfdent Rights during Orientation by ‘
the Staff Development Coordinator
beginning on 7/27/14,

- Staff questionnaire regarding abuse,

resident rights and Advanced Directives
are belng administarad by

Administrator, DON, ADONs, MDS )
coerdinators, SDC, Dietary Director,
Business office manager, Soclal Services
Birector, Chaplain, Admissions Director, °
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post-fest.

The Adminisirator, DON, ADONSs, Dietary
Director, Business Office Manager, Chaplain and
Admissions Director, were re-educated on
06/15/14 by the Chief Nurse Executive on
Resident Rights and Advanced Directlves. This
training was perfarmed face o face in order to
facilitate discussion and question and include
examples of resident rights, the fypes of
Advanced Directives, and examples of resident
refusals. A pre and post-test were administered
and 100% score obtained on post-test. i
manager did not scare 100% on posi-test, then
manager was immediately re-educated and
post-test re-administered. This process
continued until all managers obtained a 100%
score an post-test. Department administrative
managers will not be allowed to return to work
untl ihe Residents’ Rights and Advanced
Directive Education is provided pre and post-tast
adrninistered and 100% scare obtained on
post-test.

Once the Administrator, DON, ADON, MDS
Coardinator, SDC, Dietary Direcior, Business
Office Manager, Social Services Diractor,
Chaplain, Admissions Director, Madical Records
Director and Human Resources Director were
ra-educated on Residents' Rights and Advanced
Directives, they were then assigned o re-educate
the staff on the Residents Rights and Advanced
Directives beginning on 06/15/14 to include
examplas of Resident Rights, the types of
Advanced Directives and examples of resident
refusals. All staff working on 06/15/14 received
the education and all other staff is receiving the
educafion prior to clocking In for their next
scheduled shift.

Director to 5 different staff daily on
different shifts X 4 weeks, starting on
/25/14, to ensure continued
understanding of the abuse/neglect
policy and procedure and resident
rights/advenced directlves, appropriste
Investigating and reporting of
abuse/neglect to include reporting of
concerns to the Administrator. Results
of the staff guestionnaire will be
reporied to the QA committee weekly
X 4 weeks, starting on 6/25/14, te
deterrnine the further need of
continued education ot tevision of
plan, At that time, based on evaluation,
the QA commiitee will determine at
what frequency the staff quasiionpake
will need to continue. Concerns
identifled will be corrected
immediately and reported to - '
administrator fo ensure itvestigation of
suspected Abuse/neglect was
investigated/completad and reporting
guidelines are met along with any
reporting of violation of resident rights,
DON, ADONGS, or Staff Development

- Coordinator will observe the care

delivary, for any suspected
abuse/neglect concerns on 5 residents
daily, beginning on 6/14/14, until
removal of immaediacy and then weekly
{Monday through Friday). Results of
the care delivery audits wili be

reported to the OA committee weekly
to determine the further need of
continued education or revision of
pian. Atthat time, based on evaluation,
the QA commitiee will determine at
what frequency the audits will need to

FORM GMS-2567(02-89) Previous Veysiots Obsolste Event ID: CUZ214

Feolity IDr 100376

|f continuation sheet Page 13 of 140




PRINTED: 08/25/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES - - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED .
c
185248 B WinG 06/27/2014

NAME OF PROVIDER OR SUPPLIER

ROGKCASTLE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
371 WEST MAIN STREET
BRODHEAD, KY 40409

All new staff will obtain education on Residents’
Rights during Orientation.

Staff guestionnaire regarding abuse and resident
rights and Advanced Directives Is being
administered by Administrator, DON, ADONs,
MDS coordinators, SDC, Pietary Director,

| Business Qffica Manager, Soclal Services
Director, Chaplain, Admisstons Director, Medical
Records Director, and Human Rescurces
Director to five staff members on each shift and
different staff members untii the immediacy of the
Jeopardy is removed. .

All resulfs of questionnaires, tests, skin
assessments are reviewed daily by the
Administrator, DON, Nurse Consuitant, Vice
President of Operations, Chief Operations
Officer, or Chief Nurse Executive. Any concerns
revealed on the above o includs injuries of
unknown origin are reported immediately to the
Abuse Coordinator, Administrator, Director of
Nursing, Regional Nurss Coerdinator, Regional
Vice President of Operations, Chief Operating
Officer, Special Projects Administrator, or Chief
Nursa Executive.

Resulis of the staff questionnaite wlil ba reported
to the Quality Asslirance committee weekly to
determine the furiher need of continued
ecucation ar revision of plan.

Human Resources performead an audit of all
personnel files for any abuse concerns on
06/13f14. ltems that were reviewed; Coaching
and Counseling forms, suspension forms,
termination forms, abuse registry checks,
baclground checks, and licensure. Results of
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F 155 | Continued From page 13 E 155 continue. Concerns [dentifled will be

corrected imemediately and reported to
adeninistrator to ensure investigatton of
suspected neglect was
investigated/completed and reporting
guldelines are met.

A resident couneil meeting wifl be held
guarterly by the facility to discuss
resident rights and advanced direcitves
and hl-anntally by the tocal
Ombudsman.

A Quality Assurance meeting will be
held weakly for 4 weeks beginning
6/13/14, than bi-weekly for a month,
then monthly for recommendations
and further follow up regarding the
above stated plan. At that time based
upon avaluation the QA Committee wili
determine at what frequency any
ongolng audits will need to continue,
The Administrator bas the oversight to
ensure an effective plan Js In place to

_ meet resldent wellbeling as well as an
effective plan to identify faciity
concerns and implement a plan of
correction to involve all staff of the
facitity. Corporate Administrative
oversight of the Quality Assurance
meeting will be completed by the
Speciai Projects Adminlstrator, the
Regianal Vice President of Oparations,
Slgnature Care Consultant, Chief
Nursing Officar, mamber of regional
staff or Chief Operating Officer weekly
for 4 weeks beginning 6/25/14, then
monthly. Beginning on 6/13/14, the
care plan conference for each resident
will incfude any abuse/neglect concerns
that the resident or families have, or
any concerns with violation of resident
rights or advancead directives. Resident
safety will be validated and then the
allegation wiil be reported to the
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. Charge Nurse. The abuse poilcy will
F 155 | Continued From page 14 F 155 then be followed. DON, ADONs, ot

audit wera given to the Admintsfrafor, on
06/14/14, to review for any abuse/neglect
concems that needed reporfed. None was
Identifled. :

Information on Caring for the Caregiver, which
addresses the signs of strass and bumout, shows
the caregiver ways fo cope and reduce stress and
usaful ways that friends can offer help to the
caregiver were posted by the fime clock on
06/14/14 by fhe administrator.

A nurse from the regionat team or cotporate office
has been onsite since 06/13/14 and will remain in
the facility dally unil the Jeopardy has been lifted.
The nurses from the reglonal team or home office
are assisting with investigations, observing staff
treatment of resldents, performing chart audits,
and providing oversight and consultation. ‘The
Chief Nurse Executive, Clinical Compliance
Nurse or Director of Clinlcal Programs will be in
daily contact with the Regional Nurse Consultant
and will review allegations.

All grievances and Resident Quesfionnaires since
02/01/13, were reviewed by the Administrator,
PON, Chief Nurse Executive, Human Resources
Director, Admissions Director or Regional Nurse
Consultants by D6/16/14 fo determine if any ifems
documented were a reportabls aveni. The
Facility Administrator, Social Services Director or
Director of Nursing reperted 58 allegations of
ahuse, neglect of misappropriation o the Office
of Inspactor General, APS and Ombudsmen and '
appropriate authorities as required state law by
06/16/14,

Ths Administrator, Social Services Director or the
Director of Nursing will review daily, the

" Staff Development Coordinator will

" responsible party via certified mail.

observe the care delivery, for any
suspected abuse/neglect concerns an 5
residents daily, beginning on 6/14/14,
untlk remaval of immediacy and then
weekly (Monday through
Friday}.Results of the care defivery
audits will be reported to the QA
committee weekly to determine the
further need of continued education or
revision of plan. At that titne, based on
avaluation, the QA committee wilk
determine at what frequency the audits
will need to continua, Concerns
Identified will be corrected
Immediataly and reportad to
administrator to ensure investigation of
suspected neglect was
investigated/compieted and reporting
guidefines are met.

0On 6/13/14 resident council meeting
was held in which resident rights and
advance diractives were discussed. All
restdents with a BIMS of B and above
were given a copy of resident rights
and advance directives, All residents
with a BEMS of 7 and below had a copy
of the res/dent rights and advanca
directives mailed to thefr POA/

Quarterly, zll residents with a BIMS of 8
and above will be interviewed
regarding resident rights and advance
directives, All residents with a BIMS of
7 and below will have thelr
POA/responsible party contaciéd to
ensure they understand resident rights
and advance dlrectives. Resuits of
resident questionnaires will be
reported o the QA committes to
determine if further action is required
as well as to determine if the
timeframe of sald questions need to be
Tevlsed/repeated more frequently.
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grisvances and incident/accident reports, until the
immediacy of the Jeopardy Is lifted, starting
068/13/14, to determine if there are reportable
allegations that have not been identifled, than
daily Monday through Friday during the Moming
Stand-Up Meeting. The Social Services Director
or the Director of Mursing will report to the
Administrator any Identified allegations of abuse,
neglect or misappropriation immedlately after
thair review. The Administrator will report any
allegations of abuse, neglect, or misapproptiation
to the Office of Inspector General, Adult
Protective Services and Ombudsman and

¢

| appropriate authorities as required by state law.

A Resldent Council meeting was held on
06/13M14, conducted by the Chaplain and Staff
Devetopment Coordinafor, fo discuss any
abuse/neglect concerns, the facility's Abuse
Policy and to provide education on whom to
report any abuse/neglect concems without fear of
retribufion.

The Administrator, Director of Nursing, Assistant
Director of Nursing, MDS Coordinatar, SDC,
Dietary Director, Business Office Manager, Social
Services Director, Activities Director, Chaplain,
Admissions Director, Medical Records Director or
Human Resources Director, one per shift, will be
on site each shifi to perform walking rounds in
which 20 residents (fen with BIMS scores of 8 of
greater and ten with BiMS scores of 7 or less) will
be visited by the Department Head and
interviewad regarding staff treatment. Those
residents that can be interviewed and for those
residents whe are not abla o be interviewed, the
Department Heads will visit the resident, skin
checks will be completed by the nurse, as well as
speaking o nurse and the CNA regarding any

F 155
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noted changses in resident hehaviors.

The Administrator, DON, ADONs, MDS
Coordinator, SDC, Dietary Director, Business
Office Manager, Social Services Director,
Activities Director, Chaplain, Admissions Dicector,
Medical Records Director or Human Resources
Director will interview ten siaffl members daily,
five from day shift and five from night shift,
regarding the lypes of abuse, who is the abuse
cocrdinator, when suspacted abuse is reported,
residents rights and advanced directives which
began on 06/14/14 and will continua until
immediate Jecpardy is lited. Resulis of rasident
and staff guestionnaires will be reported fo the
Administrator, DON, Regional Nurse Consultant,
or VP of Cperations daily, and if the Administrator
is nof in the facilily, the Department Directer
conducting the questionnaires will telephone the
Administrator or VP of Operations the results of
the resident and staff questionnalres. This began
on 06/14/14 and will continue until the Jecpardy is
lifted. - : ‘ .

A binder is passed on to each Departmant Head
assigned to perform the resident and staff
questionnaires each shift. This binder contains a
resident roster In which the inferview date and
shift ts noted next fo the resident's name ic
ensure that residents with BIMS scores of 8 or
greater will be interviewed and residents with
BiMS scores of 7 or less will be visited, with skin
checks cotmpleted, beginning on 06/14/14 and will
continug until the Jeopardy Is Jifted.

The MDS Coardinators have the responsibitity for
updating the binder weekly fo identify residents

with BIMS scores of 8 or greatsr and residents ' .
with BIMS scores of 7 or fess. [fabuse, : ‘
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mistreatment, neglect, misappropriation or
viotation of rgsident rights is alleged during the

.interviews and/or visits are reported by a staff

member, the Department Head will ensure the
resident Is safe, report to a Charge Nurse in
which the Charge Nurse will remove tha alleged
perpetrator to a non-patient care ares and nofify
the Administrator, Director.of Nursing, and/or
Social Services Direct/Abuse Goordinator. The
alleged perpetrator will be suspended and an
Investigation will begin immedlately.

The Administrator, Director of Nursing, Social
Services, or a member of the regional staff will *
review all resident and staff questionnaires daily
for any allegations of abuse, neglect,
misapprapriation to Include viclation of resident
rights or advanced directives. Investigations of
grievances/concerns will be inifiated upon receipt,
starting on 06/14/14.

Nursing Administration {DON, ADGN, Staff
Devalopment Goordinator, MDS staif, Medical
Records Director, or Soclal Service Director} will
review docurnentafion in the Nursing Notes and
Social Service Notes in order to assess for any
documentad evidence of an allegation of abuse,
neglect, misappropriation, or violation of resident
rights daily on ten different residents each day.
This began on 08/14/14. No concems have besn
Identifiad. Any concerns identified, resident
safety will firsf be ensured, and than the Charge
Nurse will be notifled. The Abuse Policy wili be
followed in which the alleged perpetrator will be
removed frem a resident care area (if on duty)
suspended pending investigation and the
Administrator, DON, or Soclal Service Director
will be notlfied.
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All resident Social Service Notes and Nursing
Notes that were in the chart (3 months) were
reviewad on 06/13/14 hy the DON, ADONSs, Staff-
Development Coardinator, MDS staff, Medical
Records Divector, Admissions Director, .or a
Social Service Director and Administrator from a -
"sister” faciiity, or regional’home office nurses for
any decumentation regarding abuse or violation
of resident rights. No new incidents were
1identifled. Ten charis are raviewed by a member
of Nursing Administration or Regional or Home
Office Nurse daily {o validate that no other abuse
allegations or violations of resldenirights have
been documented but not reportad. This will
continue untj] the Immediate Jecpardy Is
removed,

The Administrator, Director of Nursing, and Social
Satvices Director will review and discuss all

"| abuse allegations daily to ensure that the resident
is protectad, the afleged perpetrator is removed
from the resident care area, reports to the Office
of the Inspector General, APS and Ombudsman
are filed fimely, and a thorough Investigation is
completed.

The Administrator will maintain an abuse
investigation log starting on 06/14/14 that will
include documentation of the following: validate
protection of residents, perpetrator is removed
from reaident care area, reports to the Office of
the Inspector General, APS, and Ombudsman
are filed timely, -and a thorough investigation is
completed. )

Tha Administrator and one of the following: Chief
Operation Officer, VP of Operattons, Chief Nurse
Executive or Regional Nurse Consultant will
eview the abuse log dally untit removal of the
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immediate Jeopardy, beginning on 06/14/14, {o
valldate pretection of the resident, that the
perpetrator is removed from the resident care
area, that reports fo the Office of the Inspactor
General, APS, Ombudsman and appropriate
authorities required by State law, are filed timely,
and a thorough investigation has baen
complefed.

All Incident Reports from January 2614 o June
2014 were reviewed by the Director of Nursing,
ADON, Regional Nurse Consultant or Chief
Nursing Executive to Identify any abuse or
neglect or violation of a residents rights on
0B6f14/14. Nonz was idenfified.

Beginning on 06/13/14, the care plan conference
for each resident will include any abuse/neglect
concems that the resident or families have, or
any concerns with violation of resident rights or
advanced directives, Resident safety will be
valldated and then the allegation will be reporfed
{0 the Charge Nurse. The abuse policy will then
be followed.

The DON, ADON, or Staff Development ‘
Cocrdinator will observe the care defivery, for any
suspected abusefneglect concarns on five
restdents dally, beginning on 06/14/14, until
removal of the iimmeadlacy and then weekly
(Monday through Ftiday). Resulis of the care
delfivery audits will be reported to the Quality
Assurance Committee weekly fo defermine the
further need of continued education or revision of
plan. At that time, based on evaluation, the
Quaality Assurance Gommittee will determine af
what frequency the audits will need to continue.
Concerns identified wilt be corrected immediately
and reported fo administrator to ensure

F 155
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investigation of suspected neglect was
investigated/completed and reporting guidelines -
ara met. ’

A Quallty Assurance meefing wiil be held weekly
for four weeks beginning 06/13f14, then monthly
for recommendations and further follow-up
regarding the above stated plan. At that ime,
based upon avaluation the Quality Assurance
Committes wili determine at what frequency
ongoing audlis will nead fo continue. The
Administrator has the oversight to ensure an
effective plan is in place to meet resident
wallbeing as well as an effective plan to identify
facility concemns and implement a plan of
correction to Involve all staff of the facility.
Corpordte Administrative oversight of the Quality
Assurance meeting wili be completed by the
Special Projects Administrator, the Regicnal Vice
President of Operations, Signature Care
Consultant, Chief Nursing Officer, member of
regional staff or Chief Operafing Officer, daily
untii removal of the immediacy beginning
06/13/14, then weekly for four weeks, then
monthly.

**Tha surveyor validated the immediate Jeopardy
was removad as follows:

Review of the "Random Follow up Questionnaires
for Residents,” dated 06/13/14 and interviews on
06/27/14, at 1:51 PM with the MDS Cootdinafor
and at 11:25 AM with the Staff Development
Coordinator revealed the residents had been
interviewed,

Review of documentation revealed the allegations
were faxed fo the Office of Inspector General
between the dates of 06/13/14 and 06/17/14.
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Review of "C.N.A Skin Care Alert” forms dated
06/13/14, and interviews on 06/27/14 at 11:25 AM
with the Staff Development Coordinator and at
11:30 AM with the Assistant Director of Nursing,
ravealed the assessments had been completed.

Intervisws on 06/27/14 at 11:28 AM with the Siaff
Development Coordinaior, at 11:30 AM with the
Assistant Director of Nursing, at 11:00 AM with
the Administrator, and at 1:56 PM with the Social
Worker reveated staff had contacted the
residents' Power of Attorneys regarding
sbuse/neglect concerns and resident rights. The
staff stated they were continuing fo coniact all
Power of Attormeys not yet reached. Additionally,
‘interview on 0B8/27/14 at 11:15 AM with Resident
3's Power of Attomey revealed he had been
contacted by the facility and voiced no concelns.

Interviews on 06/27/14 at"41:00 AM with the
Administrator, and at 11:45 AM with the Director
of Nursing, revealed ali Abuse/Neglect audiis,
assessments, interviews, and questionnaires had
been reviewed on Q8/13/14.

Review of acknowledgement sheets signed by
residents and interviews on 06/27/14 at 10:10 AM
with Resident #3, at 10:15 AM with Resident D, at
10:23 AM with Resident E; and at 10:30 AM with
Resident F revealed the education had been
provided to residents.

Review of "Random Follow-Up Questionnalres for
Staff," dated 06/13/14 with designations of
pre-test and post-test revealed the Administrator,
Director of Nursing, Assistant Director of Nursing,
Minimum Data Set Coordinator, Staff
Development Coordinator, Dietary Director,
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Business Office Manager, Social Services
Director, Chaplain, Admissions Director, Medtcal
Records Director, and Human Resources
-| Director had al] faken the test and scored 100%.

Review of "Rendom Foliow-Up Questionnaire for
Staff " forms and interviews on 06/27/14, at 10:30
AM with Housekeepear #1, af 11:18 AM with
Licensed Practical Nurse #1, and af 11:38 AM
with CNA#3 revealed the staff had taken the test
and scored 100%.

Review of "Resident Rights" questionnaires
designated with pre-test and post-fest dated
06/15/14, revealed the Administrator, Direcior of
Nursing, Assistant Director of Nursing, Dietary
Director, Business Office Manager, Chaplain, and
Admissions Director had all taken the test and
scored 100%.

Review of "Resident Righis" questionnaire and
interviews on 06/27/14, at 10:30 AM wlth
Housekeeper #1, at 11:18 AM with Licensed
Practical Nurse #1, and at 11:38 AM with CNA #3
tevealed the staff had taken the test and scored
100%.

Interview on 06/27/14 at 11:25 AM the Staff
Development Coordinator revealed crientation
training and education material includes Resident
Rights training.

Review of "Random Follow-Up Questionnaire for
Stalf” forms and interviews on 06/27/14 at 11:25
AMwith the Staff Development Coordinator, at
11:30 AM with the Assistant Director of Nursing,
at 11:00 AM with the Administrator, and at 1:56
PM with the Social Worker, revealed the
questionnaires regarding abuse, resident rights,
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and advanced directives had keen administered
to five staff members on each shift.

Inferview with the Administrator on 06/27/14, at
11:20 AM revealed the guestlonnaires had been
reviewed and no concerns were identlfled.

Review of Quality Assurance Meetings conducted
on 06/13/14 and 06/20/14 ravealed the results of
the questionnaire-had been reported in tha
-meefings.

Review of a signed statement dated 06/13/14, by
the Human Resources Director revealed all
Human Resource files had heen audited for
Coaching and Gounssling forms, Suspension
Forms, Termination Forms, Abuse Registry
Checks, Background Checks, and Licenstre
requirements.

Ohservation of the emplpyes time clock on
06/27/14 at 11:58 AM revealed "caring for the
caregiver® educational material was present.

Raview of & signed faciiity log dated 06/13/14
through 0B/27/14, revealed a corporate staff
person had been deslgnated and served as
Administrative Oversight in the facility on each of
the days.

Irterviews on 06/27/14 at 11:00 AM with the
Administrater and at 11:45 AM with the Director of
Nursing revealed all Grievances and Resident
Questionnaires since 02/01/13 had been
reviewed. The identified concemns had been
reported fo the Offica of Inspector Generat.

Intervisws on 06/27/14 at 11:00 AM with the
Administrator, at 1:56 PM with the Soclal Worker,
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and af 11:45 AM with the Director of Nursing
revealad all grievances and incident/accident
reports had been reviewed daily since 06/13/14,

Review of the "Resident Council Meeting
Minutes,” dated 06/13/14, and interviews with
Resident #3 on 08/27/14 at 10:10 AM and
Resident D at 10:15 AM, ravealad they had
attended the meeting and discussed any
abuse/neglect concerns. :

Interviews on 06/27/14 at 11:256 AM with the Staff
Development Coordinator, at 11:30 AM with the
Assistant Director of Nursing, at 11:00 AM with
the Administrator, and at 1:56 PM with the Soclal
Worker ravealad Departmetit Heads had been
assignad each shifi to parform walking rounds
and visit 20 residents. Siaff Interviews were also
being conducted to identify any changes in
resident behavior.

Review of "Random Foliow-Up Questionnaire for
Staff” forms and interviews on 06/27/14, at 11:00
AM with the Administrator, at 1:56 PM with the .
Social Worker, and af 11:30 AM with the Assistant
Director of Nursing revealed the interviews were
heing conducted with ten staff members daily.
Review on 06/27/14, of the questionnaire binder
revealed it contained a resident roster with the

date and shift that each resident had heen
interviewed.

Interview on 08/27/14 at 1:51 PM with the
Minimum Data Set Coordinator revealed she was
responsibie fo ensure the binder was kept
updated with each residenf's current BIMS score.
Interviews on 06/27/14 at 11:00 AM with the
Administrator, at 1:56 PM with the Social Warker,
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and at 11:45 AM with the Director of Nursing
revealed all resident and staff questionnaires had
been reviewed daily for any allegations of abuse,
neglect, and misappicpration of property. The
questlonnaires were also reviewed for violation of
resldent rights or advanced directives.

Review of signed statements by staff and
interviews on 06/27/14 at 1:56 PM with the Social
- Worker, and at 11:45 AM with the Director of
Mursing revealed Nursing Notes and Soclal
Service Notes had been reviewed.daily for
evidence of any allegations of abuse, neglect,
misappropriation of property, or vViolation of
resident rights.

Review of a signed statement by the
Administrator and Social Services Director of a
"sister" facility dated 06/13/14, revealed all
Nursing and Social Services Notes had been
reviewed.

interviews on 06/27/14 at 11:00 AM with the
Administrator, at 1;56 PM with the Sodlal Worker,
and at 11:45 AM with the Director of Nursing
revealed all abuse allegations were reviewed
dally and discussed to ensure the abuse policy
was followed. : :

Interviews on 06/27/14 at 11:00 AM with the
Administrator, and cbservaffon of the abuse
invastigation log revealed the log had been
maintained since 08/14/14, and included
decumentation that resident rights were
protected, the aflaged perpetrater was removed
from resident care, and the required reporting
was compieted., Review of the Abuse
Investigation Log on 06/27/14, revealed
documentation that the Chief Operation Officer,
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Vlce President of Operations, Chief Nuree
Exacufive, or Regional Nurse Consuliant had
reviewed the fog daily.

Review of a signed statement dated C6/14/14, by
the Regional Nurse Consultant revealed alt
incident reports had been reviewed for any
CONGEmS.

Inferview with the Administrator on 06/27/14 at
10:10 AM and a signed statement dated
06/27/14, revealed the fadility had conducted no
care plan meetings since 06/13/14. (nterview
with the Minimum Data Set Coprdinator on
06/27/14 at 1:51 PM revealed all Care Plan
mestings would include discussion of any
abuse/neglect concems that the resident or
families may have noted. ’

| Interviews on 06/27/14, at i1:45 AM with the
Director of Nursing, and at 11:30 AM with the
Assistant Director of Nursing and review of
resident rosters revealed observations of cars
had been conducted on ftve residents daily, which
began on 06/14/14.

Revfew of Quality Assurance meeting minutes
revealed meetings had been conducted on
068/13/14 and 08/20/14. The minutes reflected
the plan had been discussed,

F 223 | 483.13(b), 483.13(c)(1){i) FREE FROM F223|
88=J | ABUSE/INVOLLINTARY SECLUSION

The resident has the right to be free from verbal, )
sexual, physical, and mentat abuse, corporal
punishment, and involuniary secfusion.

The facility must‘nut use verbal, mental, sexual,
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from further potential abuse.

.occasion.

Review of the facility's investigation, dated
05/30/14, revealed on 05/26/14 Resident #1
refused a scheduled suppository, but MA#1
proceeded to insert the rectal suppository despite
the resident's refusal, Although the facility
terminated the employment of MA #1, the facifity
unsubstantiated the abuse allegation based on
MA#1's staternent that Resident #1 had not
refused the suppesitory. In addition, upon
guestioning Resident #2 (the roommate of
Resident #1) about care and services provided by
MA #1, Resident #2 reported that MA #1 had
beaen "rough” with him/er on a previous

This REQUIREMENT is not met as evidenced

Based on interview, record raview, and review of
the facility's Resident/Visitor/Grievance/Compiaint
Forms and policy entliled "Abuse, Negleot and
Misappropriation Policy,” it was determined ihe
facility failed to have an effective system to
ensure two {2) of four (4) sampled residents
remalned free from abuse (Residents #1 and #2).

Interview with Residents #1 and #2 on 06/12/14,
revealed both residents had reporied allegations
of abuse by Medication Aide (MA] #1 to the
facility. Additionally, Resident #2 reporfed an
allegation of abuse that involved Certified Nurse
Aida (CNA) #1 fo the facillty. However, the facility
faited to implement measures to protect residents

Also, on 06/02/14, Resident #2 coniacted his/her

Administrator and DON on 5/26/14 by the ~

" charge nurse. Thorough investigation

inltiated on 5/26/14 by the DOM. Initial
report to QIG, APS and Ombudsman on
5/27/14 by the 55D, MD and Medical

director was notified on 5/26/14 by the DON.

"On 5/26{14 the medication Aide was
suspended by the DON, pending a thotough
investigation. Charge nurse completad a
hiad to toe assessment on resident # 1 an
5/26/14 with no concerns fdentlfled, 55D
completed psyehosoclal assessment of
resident on 5/27/14 with reassessments on
6/2/14 — 6{4/14 with no concers noted. On
6/13/14 and again on 6/1%/14, due ta new
information being reported to the facility by
a state agency, this investigation was re-
opened by the administrator or DON. An
amended reported substantiating this
allegation has been filed to the OIG, AP5 and
Ombudsmen, The facillty Administratar,
Director of Nursing, Abuse Ceordinator and
facility department heads and staff
understand that any and al! allegations of
abuse, neglect, misappropriation, or
violation of resident righis are to be reported
0 QIG, APS and Ombudstmen immediately,
as well as to other authorfties as required by
state law. A thorough investigation must
alse be initlated and performed to
completion. Al understand to serve asa
rasident advocate against abuse at all times,
and to protect the resident immediately
upon any witnessed abuse or reported
allegation of abuse by removing the alleged
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or physical abuse, cotporal punishment, or
involuntary seclusion. 1.  Resident#1’s allegation was reported to the

7/31/14
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family msmber by telephone and requested
assistance because CNA #1 had refused to assist
the resident fo the toilet and instructed Resident

'#2 to "pes In the bad:" Tha resident's family

meamber cantacfed the facility on 06/02/14 and
CNA#1 subsequently assisted Resident #2 {o the
toitet. However, when CNA #1 assisted Resident
#2 to the toilet, CNA#1 stated to Resident #2,
"You better nof call [farrfily member} on ma
again." Resident#1 (Resident #2's roommate)
confirmed in interview on 08/12/14 that he/she
had witnessed CNA#1 refuse to take Resident #2
fo the toilet and tell Resident #2 {0 "pee In the
bed.” Resident #2 and Resident #1 both stated
tha Administrator and Director of Nursing (DON)
came to their room and spoke with Resident#2
about the incident on the moming after it
occured. However, the Administrator and DON
denied knowledge of the Incident until reported by
Resident #2 fo the Activity Assistant in a Resldent
Councit Meeting on 06/04/14, at which time the
DON and Administrator spoke with Resident #2
regarding the allegation.

Review of a statement dated 06/04/14 by the
DON, and a statemant dated 06/13/14 by the
Administrator, revealed CNA #1 had been
questioned about the incident by the DON and
informed the DON that she had been caring for
another resident and could not assist Resident #2
to the toilet at the fime of the incident.

- Documentation revealed the CNA received
education on time management, However, the
facility took no action to initiate an invesiigation,
protect residents from further potential abuse, or
report the allegation as required.

| The faclity's faliure to have an effective system in

place to ensurs residents remained free from
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F 223 | Continued From page 28 F 223 - perpetrator from the resident care area and

if an employee, suspending immed ately
pending cutcome of investigation. All
understand that any report of staff being
physically or verbaily mean, rough, or
threatening, as well as any other statemenis
Indicating or describing such conduct is state
reportable, and NOT a resldent prievance,
even.when a resident may later re-define,
interpret, or darify the conduct In question
as not intentienal or abusive, All understand
that the facility’s griavance process should
NCT ever be used to handle or process an
abuse allegation, Resident #2’5 allegation
was reported o OIG, APS, and lecal
QOmbudsman on 6/12/14 by the 55D, The
CNA was not working that day and was
suspended via phone conversation on
6{12/14 by DON, pending a thorough
investigation. MD ahd Medical Director was
notified an 6/12/14 by the charge nurse or
55D, Resident was assessed by the ADON on
6/12/14 and 6/13/14 with no lssues noted. A
re-investigation of this event and
information obtained therefrom, warranted
an amended findIng that this allegation of
ghuse [s substantioted, Anamended five day

was filed with OIG, APS and Ombudsman as
of 6/19/2014 by the 55D.

2. Allresldents have been assessed for any
signs and symptoms of abuse/neglect. Those
tesidents with BIMs of 8 or greater were
interviewed by the Admisslons Director,
Dietary Director, Plant operations Director,
MDS Coordinators, Medlcal Records
Director, Business Offica Manager,
Housekeeping Direcior, Staff Development
Coordinator ot Chaplaln for any
abuse/neglact concarns on 6/13/14. Eleven
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abuse was fikely 1o cause, serious injury, harm,
impairment, or death to residents in the facility,
Immediate Jeopardy was determined to exist on
05/26/14 at 42 GFR 483.10 Resident Rights
{F168), 42 CFR 483.13 Resident Behavior and
Facility Practices (F223; F225, and F226), and 42
CFR 483.75 Administration {F490).

An acceptable Allegation of Compllance was
recelved on 06/25/14 which alleged removal of
the Immeadiate Jeopardy on 06/265/14. A partial
extended survey was conducted on 06/28-27/14,
The State Survey Agency determined the
Immediate Jeopardy was removed on 06/25/14
as aflegad, which lowered the scope and severity
fo "D" at 42 CFR 483. 10 Resident Rights (F155)
42 CFR 483.13 Resident Behavior and Facllity -
Practices {F223, F225, and 226) and 42 CFR -
483,75 Administration (F490) while the facility
monitors the effactivenees of systemic changes
and quality assurance acfivities.

The findings include:

Review of the facility's "Abuse, Neglect and
Misappropriation® policy, effective April 2013,
revealed .. verbal, sexual, physical, and mental
abuse" was prohibited. Additionally, the policy
stated "...refribution against residents who fils
reports of abuse is prohibifed.”

1. Review of the medical record revealed the
facility admitted Resldent #1 on 03/28/08, with
diagnoses which included Muliiple Sclerosis and
Paraplegla. Review of a Minimum Data Set
assessmeni completed on 04/18/14, revealad
Resident #1 had a Brief Interview for Mental
Status {BIMS) score of 13 and was cognitively
intact.

identiffed throughout the interviews
conducted on 6/13/14, two (2) of which
were resident #1 and resident #2 [with
resldent #2 having two reparted incidents).
The eleven (11) consist of {four} allegations
of physical abuse, 3 {three} allegations of
neglect, 1 {one) allegation of verbal abuse, 2
(twa) allegations of mlsappropriation of
resident property and 1 aliegation of mental
ghbuse, all of which were reportad te OIG,
APS and Ombudsmen between 6-13-14 and
6-17-14. 1 {one) allegatfon of physical abuse
and 1{one)} allegation of neglect were
substantiated, Those residents with Bivs of
7 or less were physically assessed by the

- ADONs, Admissions Director or Staff

Development Coardinator for any signs and
symptoms of abuse/neglect on 6/13/2014.
No concerns were identffled. All POA's of
resldents with a BIMS of 7 or less were
atternpted to e contacted In regards to any
abuse/neglect concarns on 5/14/14, and on
resident rights and advanced directives on
&/15/14 by the Social Services Director,
Chaplair, DQN, ADON's Adninistrator, Staff
development coordinator ar Admissions
Director. The facility wiil continue to
attempt contacting daily until remaining
POA's have been reached, No concerns have
been ldentifled from any POA at this time.
Abuse/neglect audits, assessments,
interviews and questionnajres wera
reviewed by the Adminlstrator, Director of
Nursing and Regional Nurse Consultant and
the Chief Murse Executive on 6/13/14 for any
indlcations of abuse/neglect concerns.

&l residents with a BIVS of 8 ar greater
recejved education on Residénts Rights and
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MNurse and MA #1 was suspended from

Resident #1's allegation of abuse.

Review of a facility Investigafion dated 05/30/14,
revealed Resident #1 had reported fo CNA#2 on
05/26/14 that, even though he/she had refused
his/her scheduled rectal suppository, MA #1 had
administerad the suppositary In spite of the
resident's refusal. Further review of the facllity's
investigation dated 05/30/14, revealed CNA#2
immediately reported the allegation fo the Charge

employment at the facility on 05/26/14, and
ultimately terminated from amploymerit at the
facility on 05/30/14. However, according fo the
Investigation the facility did nof substantiate

Interview with Resident #1 on 06/12/14, at 2:50
AM revealed that at approximately 10:00 FM on
05/26/14, MA #1 informed Resident #1 that she
was going to administer the resident's routinely
scheduled rectal suppository. According to
Resident #1, ha/she (the resident Is a paraplegic)
was positionad on the right side when MA #1
entered the room. Resident #1 stated he/she
informed MA #1 that he/she did not want the
supposltory. However, despite telling the MA not
to administer the suppository, the MA procesded
i push the resident’s leg in an upward matian
while stating the physician wanted the resident to
have the supposltory as ordered. Resident #1
stated at that time hefshe positioned hisfher hand
over the rectal area in an attempt to block MA #1
from inserting the suppository. MA#1 pushed
Resident#1's hand out of the way and Inserted
the suppository against Resident #1's will.
Resident #1 voiced {eeling "violated" after the
incldent. Resident #1 siafed he/she placed the
call light on when MA#1 exited the room, and

the Business Office Manager or Chaplain on
6/15/14. '

All grievances and Resident Questionnalres
since 2/1/13 were reviewed by the
Administrator, DON, Chief Nurse Executive,
HR Dlrector, Admissions Director ar Regional
Nurse Consuitants by 6/16/14 to detarmine
if any items docitmented were a repartahle
avent. The FacHity Administratar, Social
Sérvices Director or Directar of Nursing
reported fifty elght (58} allegatlons of abuse,
neglect or misappropriation to the Office of
Inspector General, APS and Gmbudsmen and
appropriate authoritles as reguired state law
by 6/16/14. Two {2) allegations wera
substantfated; one (1) physical 2nd one (1)
neglect which ware referenced in #4, hoth of
which involved resident #2. The breakdawn
of allegatlons reported are as follows: one
(1} physical, seven {7) naglect, three (3)
mental and 47 (forty seven}
misapproptiation. The Administrator, Social
Services Direcfor or the Director of Nursing
wili review daily, Manday through Friday
during the merning stand up meetlng, the
grievances and incident/accident reports X4
weeks, starting 6/13/14, to determine if
there are reportahle allegations that have
‘not been [dentlfied. Socfal Services Director
ot the Director uf Nursing will report to the
Administrator any Identifled aflegations of
abuse, neglect or misappropriation
immediately after their review, The
Administratar will report any allegations of
abuse, neglect or misappropriation to the
Offica of Inspector General, Adult Protective
Services and Ombudsman and appropriate
authotities as required by state [aw.
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reported the incident to CNA #2, who answered
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the call light.

Interview with CNA #2 on 06/12/14 at 2:40 PM,
revealed she answered Resident #1's call light on
05/26/14, and Resident #1 reported to her that
MA#1 had administered a suppository to the
resident despite the resident’s refusal, CNA#2
stated she reported the incident fo Licensed
Practical Nurse (LPN)#1.

Interview with Licensed Practical Nurse {(LPN) #1
on 06/12/14 at 2:10 PM revealed she went
directly fo speak with Resident #1 on 05/26/14
after CNA#2 reported Resident #1's allegation to
her. LPN #1 stated Resident #1 repeated the
same version of events to her that the residen
had reported to CNA #2, :

Interview with the Administrator on 06/12/14, at
4:51 PM, revealed the facility's invesfigation had
unsubstantiated that MA #1 had abused Resident
#1 because MA #1 denied that Resident #1 had
refused the supposttory. However, the
Administrator stated the facility had been
"watching” MA #1 "close" prior fo the incident
reported by Resident #1 on 056/26/14 due fo MA
#1 having "many performance issues” and
resident reports that MA #1 was "hateful.” The
Administrator could not recall specilc residents
who had made reports related to MA #1 or
specific dates and fimes of the reports. The
Administrator also stated that the facility had not
Initlated or conducted special supervision or
monttoring of MA #1's job performance or o
ensure resident safely.

in addition, an Interview was conducted with
Rosident #2 on 06/12/14 at 10:00 AM regarding
the care and services provided 1o the resident by

6/13/14 conducted by the Chaplain and Staff
Development Coordinator to discuss any
abuse/neglect concerns, the faclity abuse
policy and te provide education on whom to
report any abuse/neglect concerns without
fear of retribution. 1 allegation resuited and
was reported to the office of Inspector
general pn 6/16/14. On 6/13/14 a grievance
was written on a missing blouse and pair of
pants. Aninitial report has been sent ta I,
APS and Ombudsmen on 6/16/14 by the
{\dm!nistratar. An investigation was initlated
an 6/13/14 by the Housekeeping Director.

Alt resident social service notes and nursing
notes that were In the chart {3 months) were
reviewed an 6/13/14 by the DON, ADONs,
Staff Development Coordinator, MDS staff,
medical records director, admissions
director, or a social service director and
administrator from a sister faclilty, or
regional/home office nurses forany
documentation regarding abuse or violation
of resident tights. No new Incldent being
identified,

Beginning on 6/13/14, the care plan
conference for each resident will include any
abuse/neglect concerns that the resident or
famliles have, or any concerns with violation
of rasldent rights or advanced directives,
Resident safety will ba validated and then
the allegation will be reported to the Charge
Murse, The abuse policy wil then be
followed.

BON, ADONS, or Staff Developmeant
Coordinator will observe the care delivery,
for any suspected abuse/neglect concerns on
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Medication Aide (MA) #1. Resident #2
immediately stated that MA #1 had been rough in
the past when providing care to the resident and
had caused him/her to cry. Resident #2 stated

that MA #1 was "hateful" and belleved MA #1's '
actions had been intentional when she was rough

with him/her, Resident #2 stated he/she was
unable fo recall the exact date of the incident but
stated hefshe had reported it to facility staff the
morning after it had occurred. Interview on
08/12/14 at 10:10 AM with Resident #1 revealed
he/she had witnessed MA #1 "grab" Resident #2's
legs, causing the resident fo cry,

Arsview of a "ResidentfVisitor/Grievance/
Comiplaint Form" datéd 05/16/13, revealed
Resident #2 reported to the Admissions Director
or 05/18/13, that MA #1 had been "rough” while
assisting the resident to bed on 05/15/13, The
review revealed the facility questioned other
residents regarding care provided fo them by MA
#1 and obfained no complaints.. Therefore, the
report revealed the facility determired the incident
was rescived by educating MA #1 to be "more
gentle" when assisting with transfers, Interview
with the Administrator on 08/12/14 at 4:51 PM
revealed the facility failed to investigate the
incident as an allegation of abuse.

2. Review of a "Resident/Visifor/Grievancef
Complaint Form" dated 06/05/14, revealed
Resident #2 had reported to staff during a
Resident Council meeting hsld on 46/04/14, that
he/she asked CNA #1 for assistance fo the

.| bathroom on 06/03/14 and the CNA had told the

resident to void in his/her brief. Documentation
on the form revealed CNA #1 had wotked from
7:00 PM on 06/02/14 uniil 7:00 AM on 06/03/14.
The Resident/Visitor/Grievance/Complaint Form

" Nursing, ADON, Regional Nurse Consuitant

for 8 weeks, starting on 6/25/14. Results of
the care delivery audits will be reperted to
the QA committee weekly to determine the
further need of continued education or
reviston of plan. At that time, based on
avaluation, the QA committea will determine
at what frequency the audits wil! need to
continue, Concerns identified will be
corrected immed'ately and reported to
administrator to ensure Investigation of
suspected neglect was
Investigated/completed and reporting
guidelines are met.

All resident social servlee notes and nursing
notes that were in the chart {3 months) ware
reviewed by the DON, ADONSs, Staff
Development Coordinator, MDS staff,
medical records directbr, admissions
director, or a social service dlrector and
administrator from a sister facliity, or
reglonalfhome office nurses for any
dotumentation regerding abuse or vielation
of resident; rights.

Ali incldent Reports from January 2014 to
June 2014 werg reviewed by the Director of

or Chief Nursing Executive to identify any
abuse or neglect or violation of resident’s
rights,

The facility Administrator, DON, ADONs,
MDS coordinator, SDC, Dietary Diractot,
Business office manager, Soclal Services
Director, Chaplain, Admissions Director,
Medical Records Director, HR Director, were
re-educated on 6/13/14 by the Regional
Nurse Consultant op the abuse policy and

H
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nofiffed of the complaint.

#1 threaten Resident #2,

alzo indicated the Administrator and DON wers

Interview with Resident #2 on 06/12/14, at 10:00
AM revealed he/she (exact date unknowi) rang
the call light for assistance to the toilet buf stated
CNA#1 answered the call light and instructad the
resident "to pes in the bed." Resident #2 stated
he/she did not want to vold in the bed and
informed his/her family member by telephone of
the CNA's refusal to asslst him/her to the toilst
and that the CNA had told him/her to "pee inthe
bad." Resident #2 voiced being very upset over
the incident stating, "1 shouldn't have to pee on
myself." Resident #2 stated CNA#1 returned
later to assist him/her to the toilet, and while in
the bathroom CNA #1 stated o Resident #2, "You
better not call [famfly member] on me again.”
Resldent #2 stated she felt threatened and afraid
of CNA# at that time, Resident #2 stated the
Administrator and DON came to her rcom and
{alked to her about the ingident the next morning.

Resident #1 {Resident #2's roommate) confirmed
in interview conducted on 06/14/14 at 10:10 AM
that CNA#1 had answered Resident #2's call
light {exact date unknawn) and instrucied the
resident ¢o void in the bed and that she would
clean it up later. Resident#1 also stafed CNA #1
returned to assist Resident #2 to the bathroom on
the same night. Resident#1 denied hearing CNA

but stated although CNA

#1 routinely left the door to the bathroom open
when she assisted one of the residents fo the
hathroom, CNA #1 closad the bathroom door
when she assisted Resident #2 to the bathroom,
Resident #1 stated that Immediately upon CNA
#1 exiting the room after assisting Resldent #2
from the tollet and back fo bed, Resident #2 sald,

training, prevention, identification,
protecton and reporting/response,
completing a thorough investigation which
includes ohtaining witness statements from
any stakehaolder, resident or any perscn
witnessing the event, statements from any
other staff that have worked with the afleged
_perpetrator (employee), conversations with
the residents POA, head to toe assessments
of residents under the care of the employee
that are unable to tell usif an event has
pecurrad (BIMS 7 or less) and Interviews with
residents that can tell us if they feel safe,
abused or mistreated or violated by alleged
victim. The education also inciuded that in
the report of any zllegation or suspicion of
ahuse or violation of a resident right, safety
of the resident fs to he ensured and then
immediately reported to the charge nurse, if
the perpetratoy is an employee, they will be
immediately removed from the resident care
area to ensure safety of all other residents.
The aileged perpetrator would be moved to
anon-patient care area and suspended, the
charge nurse will reporftuthe abuse
coordinator/Adminlstrator/DON in which the
alleged allegation is reported to OIG, APS
and Ombudsman, Anh investigation is then
inltfated. As well, grievance process is not for
reporting o handling allegations of abuse,
This training was performed face to face In
order to facilitate discusslon and question
and include examples of items that would be
considered as reportable: reports of staff
being physically or verhally mean or rough,
injuries of unknown origin, withholding
helongings, resident to resident altercations
to include verbal or physical, and taking
belongings or exploitation. Department
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"She told me | better not call {family member] on
her again."

1 Interview on 06/12/14 af 4:40 PM with CNA ##

revealed when Resident #1 rang the light for
assistance io follet on 06/02/14, she was busy
and could not assist the resident at the time and
had fold the resident she would clean him/her up
if the rasident voided in bed. CNA#1 stafed that
although the facillty was fully siaffed at the {ime,
she did not attempt to ask for the assistance of
other staff to assist Resident #2 to the toilet. CNA
#1 denied she told Resident #1 not fo contact
his/her family mamber again.

Intetview on 068/12/14 at 2:15 PM with Resident
#2's family member confirmed that Resident #2
had called her on D68/02/14 at approximately 8:45
PM and was very upset, stating that ha/she
needed to go to the bathroom and the staff would
not take him/her, and that staff had told the
rasident to "pee in the bed." The family member
stated Resident #2 told her, "l need hslp; | can't
pee in the bed." The resident's family member
stated she assured Resident #2 she would help
him/her, and contacted the faclity requesting staff
o assist Resident #2 to the bathroom. The family
member stated she spoke with Resident #2 a few
days after the incident {(exact date unknown} and
Resident #2 informed her that CNA#1 had
assisted himfher fo the bathroom after he/she
had telaphoned the family member and that the
CNA had told the resident not o call "me”
anymore.

The DON acknowledged In Interview conducted
on 08/12/14 at 4:20 PM thal she had been
informed of Resldent #2's complaint on D6/04/14
after Resident #2 reported the incident in a

wortk urtil abuse education was provided,
pre and post-test administered and 100%
score ebtained on post-test. If manager did
not store 100% on post-test, then manager
was immediately re-educated and post-test
re-administered. This process conttnued untll
all managers obtained a 100% score on post-
test, Once the facility Administrator, DON,
ADONS, MDS coordihator, SDC, Dietary
Directer, Business office manager, Social
Services Director, Chaplain, Admissions
Director, Medical Records Director and HR
Director were re-educated on the abuse
policy, which include training, prevention,
Identification, investigation, protaction and
reportingfrasponse, They were then
assigned to re-educate the staff on the sbuse
pollcy and procedure which included, but not
limtted to, ensuring rasident safety when
witnessing abuse or If an allegatlibn is made,
then repotting immediately to a charge
nurse, temovat of the perpetrator from the
resident care area, alleged perpetratoris
suspended, then reported to Abuse
Coordinator/Administrator/DON, in which
the alleged allegation is reported to OIG,
APS, and Ombkudsman which started on
6/13/14. o empieyee will be allowed ta
work until abuse education is provided, pre
and post-test admlinistered and 100% score
obtalned on post-test, if employee did not
score 100% on post-test, then employee will

be immediately re-educated and post-test
re-administered. This process will continue
uniil employee abtaing a 100% score on
post-test. Education regarding the abuse
policy and procedure, to include the
components of training, prevention,
identification, investigation, protection and -
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and propeér time management.

incident.

Resident Council meeting, The DON stated she
contacted CNA #1 on the telephone and
guestioned her regarding the complaint. The
DON stated CNA#1 explaingd to her that
Resident #2's call light was on, but she told
Resident #1 that she had to *prioritize" and could
not assist him/her ta the toilet at that time.
According to the DON, CNA #1 reported to her
that Resident #2 had stated that she could not
wait and would "pee" on himseltherself.
According to the DON, CNA #1 acknowledged
she falled to take Resldent #1 to the bathroom.
The DON stated she viewed the report made by
Resident #2 as a "grievance,” and educated CNA
#1 on "answering call ights in the order they ring"

Interview with the Administrator on 06/13/14, at
1:30 PM and review of statements signed by the
DON on 06/04/14 and the Administrator on
06/13/14, revealed tha Activity Assistant had
informed the DON that “there was a problem”
with CNA#1 not taking Resident #2 to the
bathroom. The DON then "immediately notified”
the Administrator "about the report.” Review of
the statements revealed on 06/04/14 the
Administrator and DON talked fo Resident #2
about "a problem” when CNA#1 had not assisted
the resident to the bathroom and had told the
resident to void in the bed, However, the
Administrator stated after the DON spoke with
CNA#1, he did not view the incident as
abuse/naglect to Resident #2 and took no further
action. The Adminlstrator acknowledged he had
not interviewed Resident #2's roommate or
contacted Resldent #2's family member in an
effort fo confirm Resident #2's report of the

ldantification/repo}ting and process will be
included in the orientation process for all
newly hired staff members. No newly hired
employee will be allowed to work untif abuse
education and resident right education is
provided, post-test administered and 100%
score obtained, if employee did not score
100% on posi-test, then employee will he
imfned]ately re-educated and post-test re- '
administered. This process will continue uniil
employee chtaing a 100% score on post-test.

The facility Administrator, DON, ADONs,
Dietary Director, Business office manager,
Chaplain, Admisslons Glrector, were re-
educated on 6/15/14 by the Chief Nurse
Executive on Resident Rights and Advanced

" Directives. This training was performed face

to face in order to facilitate discussion and
guestion and Include examples of resident
rights, the types of Advanced Directlves, and
examples of resident refusals. A pre and
post-test were administered and 100% score
obtaned on post-test. if manager did not
score 100% on post-test, then manager was
immediately re-educated and post-test re-
administered. This process continued unti all
managers obtained a 100% score on past-
test. Department administrative manegers
will not be allowed return to work untitthe
resident rights and Advanced Directive
Education is provided, pre and post-test
adminlstered and 100% score obtalned on
post-test. Onee the facility Administrator,
DON, ADONs, MDS coordinator, SDC, Dletary
Director, Business office manager, Socigl I
Services DIrector, Chaplaln, Admissions i
Ditector, Medical Records Director and HR
Director were re-edurated on Residents
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**The facility provided an acceptable Allegation of
Compfliance (AOC) on 06/25/14. The facility
implemented the following actions to remove the
Immediate Jeopardy:

All residenis were assessad for any signs and
symptoms of abuse/neglect. Those rasidents
with Brief Interview for Mental Status (BIMS)
scores of B or greater were interviewed by the
Admissions Director, Dietary Diractor, Flant -
Operations Director, Minimum:Data Set (MDS)
Coordinators, Medical Records Director,
Business Office Manager, Housekeeping _
Director, Staff Development Coordinater (SDC),
or Chapiain for any abuse/neglect concerns on
06/13114.

Eleven concerns with fen residents were
identifled through Interviews conducted cn ,
08/13/14, two of which involved Resident #1 and
Resident #2 (with Resident #2 having two
reported incidents). The eleven concems consist
of four allegations of physical abuse, three
allegations of neglect, one allegation of verbal
abuse, two allegations of misappropriation of
resident property and one allegation of mental
abuse; all of which were reportad to the Office-of
Inspector General (OIG), Adult Protective
Services (APS), and the Ombudsman befween
06/13/14 and 06/17/14.

Residents with BIMS scores of 7 or Jess were
physically assessad by the Assistant Directors of
Nursing {ADON), Admissions Directer, or Staff
Development ‘Goordinator for any signs and
symptoms of abuse/neglect on 06/13/14. No
concerns were identified,

All Power of Attomeys of resldents with a BIMS
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then assigned to re-educate the staff on the |
Residents Rights and Advanced Directives
beginning on 6/15/14 1o Include examples of
Resident Rights, the types of Advanced
Directives and examples of resident refusals.
All staff working on 6/15/14 received the
education and all other staff ls recelving the
education prior to clocking in for thelr next
scheduled shift. Al new staff will obtained
education on Resident Rights during
QOrlentation

Staff questionnaire regarding abuse and
resident rights and Advanced Directives is
being administered by Administrator, DON,
ADONs, MDS coordlnators, SOC, Dletary
Director, Business offlea manage'r, Social
Services Directot, Chaplain, Admisstons
Director, Medical Recards Director, and HR
Director to 5 different staff members daily,
on different shifts starting on 6/25/14 for 8
weeks, to ensure continued understanding of
the aBuse/negiect policy and procedure and
resident rights/advanced directives,
appropriate investigating and reyporting of -
abuse/neglect to Include reporting of
concerns to the Administrater, All results of
questlonnaires, tests, skin assessments are
reviewed daily by the Administrator, DON,
Nurse Consultant, Vice Presidernt of
Operatfons, Chief Operations Officer, or
Chief Nurse Executlve Any concerns revealed
on the above to include injuries of unknown
origin are reported immedlately to the
Abuse Coordlnator, Adrinistrator, Director
of Nursing, Reglonal Nurse Coordlnaior,
Regional Vice President of Operations, Chief
Operating Officer, Special Projects
Administrator, or Chief Nurse Exacutive .
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score of 7 or less were attempted to be contacted
in regards fo any abuse/neglect concerns on
06/14/14, end on resident rights and advanced
directives on 06/15/14 by the Sccial Services
Director, Chaplain, DON, ADON, Administrator,
SDC or Admissions Diractor, The facliity will
continue to atternpt contact daily until remaining
Power of Attorneys (POAs} have been reached.
No concerns have been ideniified from any PO,
at this tims. '

Abuse/neglect audits, asssssments, inferviews,
and questionnaires were reviewed hy the
Administrator, Director of Nursing and Regional
Nurge Consulfant, and the Chief Nurse Executive
on 08/13/14 for any indications of abuse/neglect
concems.

All residents with a BIMS scors of 8 or greater
received education on Residenis Rights and were
given a copy of the Resident Rights on 06/15/14
by the Business Office Manager or Chaplain.

The facility Administrator, DON, ADON, MDS
Coordinator, SDC, Distary Director, Buslness
Office Manager, Social Services Director,
Chaplain: Admissions Director, Medical Records
Diractor, and Human Resources Director, were
re-educated on 08/13/14 by the Regional Nurse
Consultant on the abuse policy and procedure, to
include but not Emited to: tralning, prevention,
identification, protection and raporting/response,
completing a thorough investigation which
inciudes obfaining witness statemenis from any
stakeholder, resident or any person winessing
the event, statements from any other staff that
have worked with the alfleged perpetrator
(employee), conversations with the residents’

POAs; head to toa assessments of rasidents
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F 223 Cor'wﬂnued Fram page 37 E 223 -Results of the staff questlonnalre will be

reported to the QA committea weekly to
deterrnine the further need of continued
education ot revision of plan, At that time,
based on evaluation, the QA committee will

_ determine at what frequency the staff

questionnaire will need to continue.
Concerns /dentified will be corrected
immediately 2nd raported to administrator
to ensure nvestigation of suspected
Abuse/neglect was investigated/completed
and reporting guidelines are met along with
any reporting of violatlon of resident rights,

HR performed an audit of all personnel fies
for any abuse concerns on 6/13/14. tams
that were reviewed: Coaching and
Counseling forms, suspension forms,

. terminatian forms, abuse registry checks,

hackground checks and llcensure, Resujts of
audit were given to the Administrator, on
6/14/14, to revlew for any abuse/neglect
concerns that needed reported. None were
Identified.

Information on Cating for the Caregiver
which addresses the signs of stress and burn-
out, shows the caregiver ways to cope and
reduce stress and useful ways that friends
can offer help to the caregiver were posted
by the time clock on 6/14/14 by the
administrator.

The Administrator, DON, ADONs, MDS
woordinatot, SDC, Dietary Director, Buslness
office manager, Social Services Director,
Activities Divector, Chaplain, Admlssions
Director, Medical Records Director or HR
Director will be on site daily, starting on
6/25/14 for 8 weeks, to perform walking
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under the care of the employee that weie unable
to tell us if an event has cccurred (BIMS score of
7 or less) and interviews with residents that can
tell us if they feel safe, abused or mistreated or
violated by alleged victim. The education also
included that in the report of any altegation or
suspiclen of abuse or violation of a resident's
right, safety of the resident is to be ensured and
then immediately reported to the Charge Nurse.
If the perpetrator is anh employee, they will be
Immediately removed from the resident care area
to ansura safety of all other residents, The
alleged perpetrator would be moved fo a
non-patient care area and suspended, the
Charge Nurse will report to the Abuse
Coordinator/Administrator/DON in which the
alleged allegation is reported io OIG, APS, and
Ombudsman. An investigation is then initiated.
As well, the grievance process is not for reporfing
or handling allegations of abuse. This training
was performed face fo face in order to facilitate
discussion and quesfion and include examples of
ftems that would be considsrad as reportable:
reports of staif being physically or verbally mean
or rough, injurles of unknown origin, withholding
belongings, resident fo resident altercations fo
include verbal or physical, and taking belongings
or exploitation. Departmant Administrative
Managers could not refurn to work until abusa
education was provided, pre and post-fest
administered and 100% scors ohtained on
post-iast. If the manager did not score 100% on
post-test, then the manager was immediatsly
re-educated and post4est re-administared. This
precess continued unfil all managers obtained a
100% scare on post-fest, .

Once the Administrator, DON, ADON, MDS )
Coordinator, SDC, Dietary Director, Business

F223

or greatar and 5 with BIMs 7 or less) will be
visited by the department head and
interviewed regarding staff treatment far
those resldents that can be interviewed and
for those residents who are notable to be
Interviewed the department heads will visic
the resident, skin check wil be completed hy
nurse as well as speak to nurse and C,MN.A.
regarding any noted changes in resident
hehavlors. The facility department head also
wlil interview 5 different staff members
daily, covering all shifts weeldy, regarding
the types of abuse, who Is the abuse
coordinatar, when suspected abuse is
teported, rasidents rights and advanced
directives, Results of resident and staff
questipnnaire’s will be reported to the
Administrator, DON, Reglonal Nurse
Consultant or VP of Operations daily and if
the Administratar is not in the facility the
Department Director conducting the
guestionnaires will telephone the
Administrator ar VP of Operations the results
of the resident and staff guestionnalres.

The Adminlstrator, DON, ADONs, MDS
eoordinator, SDC, Dietary Director, Business
office manager, Sacial Services Director,
Activities Directar, Chaplain, Admissions

_ Director, Medical Records Director, and HR

Diractor will notify Administrator of any
concerns immediately regarding the ahove
resident and staff questionnaires related to
abuse, mistreatment, neglect or
misappropriation, resident safety or violation
of resident rights or advanced directives. A
hinder, which is passed on to each
Pepartment Head assigned to perform the
resident and staff questionnalres daily, which

FORM CMS-2567(02-99) Previaus Varsions Obsolete

Event [D:CUZ211

Facility iD; 100375

If continuation sheet Page 39 cf 140




PRINTEL: 08/25/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA ({2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED
c
185246 B. WING 06/27/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RockCAéT TH & REHABILITATION CENTER 371 WEST MAIN STREET
LE HEAL BRODHEAD, KY 40409
4 ID . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (FACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFIGIENCY)
F 223 | Continued From page 39 F 223 contains a resident roster in which the

Office Manager, Social Services Director,
Chaplain, Admissions Director, Medical Records
Director, and Human Resources Director were
re-educated on the abuse policy, which included
fraining, prevention, identification, investigation,
protection and reporting/response. They were
then assigned to re-aducate the staff on the
abuse policy and procedurs which included, but
not limited to, ensuring resident safety when
witnessing abuse or if an allegafion is made, then
reporting immediately to a Charge Nurse,
remoaval of the perpetrator from the resident care
area, alleged perpatfrator is suspended, then
reported to Abuse Coordinator/Administrata:/
DON, in which the allegad allegation is reported
to Q1G, APS, and Ombudsman which startad on
068/M13/14. No employee will be allowed fo work
untll abuse education is provided, pre and
post-test administered and 100% score obtained
on post-test, if employse did not score 100% on
post-tast, then employee will be Immediately
re-aducated and post-test re-administered. This
pracess will continue until smployee abtains a
100% score on post-test. Education regarding
the abuse policy and procedute, te include the
companents of training, prevention, dentification,
investigation, protection and reporting/response
with identification/reparting and process will be
included In the orientation process for all newly
hired staff members. No newly hired employse
will be allowed to work unfil abuse education and
resident right education is provided, post-test
administered and 100% score obtalned, if
emplayee did not score 100% on posi-test, then
employee will be immediately re-aducated and
post-test re-administerad. This process wil
continue untfl employse obtains a 100% score on
posttest.

Interview data and shift is noted next fo
resldent name to ensure that residents with
BiMs of B of greater will b interviewed and
residents with BiMs of 7 or less wil be
visited, with skin checks completed, The MDS
Coordinators have the responstbility for
updating the binder weekly to identify
residants with BIMs of 8 or greater and
residents with BIMs of 8 or less. If abuse,
mistrestment, neglect, misappropriation or
violation of resident rights is alleged during
the interviews and or visits or reparted by a
staff member the Departmeant Head wili
ensure the resident s safe, reporttoa
charge nurse In which the charge nurse will
remove the alleged perpetrator to a non-
patlent care area and notify the
Administrator, Director of Nursing, and /ar
Social Services Ditect/Abuse Cootdinator.
The alleged perpetrator will be suspended
and an investigation will begin immediately.

The Administratcr, Director of Nursing, Socfal
Services ora member of reglonal staff wiil
review all resident and staff questionnalres
daily {Monday theough Friday} starting on
6/25/14 for & weeks, for any allzgations of
abuse, neglect, misapproptiation to include
vialation of resident rights or advanced
directives, Investigations of
grievances/concerns wilf be initiated upon
receipt.

Nursing Administration (DON, ADDN, Staff
Deyelopment Coordinator, MDS staff,
Medical records director, ot social service
director] witl review documentation in the
nursing notes and social service notes in
order to assess for any decumented
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The Administrator, DON, ADONs, Dietary
Director, Businass Office Manager, Chaplain and
Admissions Director, wers re-educated on
06/15/14 by the Chief Nurse Exscutive on
Resident Rights and Advanced Directives. This
training was performed face to face in order to
facilitate discussion and question and include
exarmples of rasident rights, the iypas of
Advanced Directives, and examples of resident
refusals. A pre and post-test were administered
and 100% score obtalned on post-fest, If
manager did nof score 100% on post-test, then
manager was immediately re-educated and
post-fest ye-administered. This process
continued unti all managars obtained a 100% ,
score on posttest, Departrment administrative ‘
managers will not be allowed to return to work
until the Residents' Rights and Advanced
Directive Educatlon is provided pre and post-fest
administered and 100% score obfained on
post-fest,

Once the Administrator, DON, ADON, MDS
Coordinator, SDC, Dietary Director, Business
Offica Manager, Scclal Services Director,
CHaplain, Admissions Director, Medical Records
Director and Human Resources Dirsctor were
re-educated on Residents’ Rlghts and Advanced
Directives, they were then assigned to re-educate
the staff on the Residents Rights and Advanced
Directives beginning on 06/15/14 to Include
examples of Resident Rights, the types of
Advanced Directives and examples of resident
refusals. All staff working on 08/15/14 recelved
the education and all other staff is receiving the
education. prior to clocking in for their next
scheduled ‘shift.

All new staff will obtain education on Residents'

misappropriation or violatlon of restdent
rights dally on 10 different residents each
day. Any concerns jdentiffed, resident safety
will first be ensured and then the charge
nurse wilt be notifled. The abuse policy wil
be follawed in which the alleged perpetrator
will be remaved from a resident care area {If
on duty} suspenaed penhding investigation
and the Administrater, DON, or Scclal
Service Director will be notified, This will
continue uptl! the immediate [eapardy is
removed,

The Administrator, Director of Nursing, and
Soclal Services Director will review and
discuss all abuse allegations daily {Moniday —
Friday) starting on 6/25/14, to ensure that
the resident is protected, the perpetratar Is
removed from yesident care area, reports to
the Inspector General, APS and Ombudsmen
ara filed timely, and a thorcugh Investigation
is completed. The Administrator will
maintain an abuse investigation [og that wiil
Incfude documentation of the following:
validate protection of residents, perpetratar
Is temoved from resldent care area, reports
to the Inspectar General, APS and
Ombudsmen are filed timely, and thorough
Investigation is completed. The Chief
Cperatian Officer, ¥P of Operations, Chief
Nurse Executive or Regional Nurse
Consultant wiil revlew the abuse log weekly
for 8 weeks, starting on 6/25/14, to validate
protection of the resident, that the
petpetrator is removed from the resident
care area, that reports 1o tha Inspector
General, APS, Ombudsmen and appropriate
authoritles required by state law, are filed
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Rights during Orientation.

Staff questionnaire regarding abuss and resident
rights and Advanced Directivas is being
administered by Administrator, DON, ADONs,
MDS coordinators, SDC, Dietary Director,
Business Office Manager, Social Services
Director, Chaplaln, Admissions Director, Medical
Records Diractor, and Human Resourcas
Director to five staff members on each shift and
different staff members until the immediacy of the
Jeopardy is removed,

All resulis of gquestionnaires, tests, skin
assessments are reviewed dally by the
Administrator, DON, Nurse Consultant, Vice
President of Operations, Chief Operations
Officer, or Chief Nurse Executive. Any concems
revealed on the above to include injuries of
unknown otigin are reported immediately fo the
Abuse Coordinator, Administrator, Director of
Nursing, Regional Nurse Coordinator, Regional
Vice President of Operations, Chief Operating
Officer, Special Projects Administrator, ar Chlef
Nurse Executive.

Results of the staff questionnaire will be reported
to the Quality Assurance committee weskly fo

'| detetmins the further need of continued

education or revision of pian.

Human Resources performed an audit of all
personnel files for any abuse concerns on
06/13M14. Items that were reviewed: Coaching
and Counseling forms, suspension forms,
termination forms, abuse registry checks,
background checks, and licensure. Results of
audit were glven io the Administrator, on
08/14/14, to review for any abuse/neglect

"ongolng audits will reed to continue, The

been completed.

In the event of any new reports of alleged
ahuse, neglect, misappropriation of property
nrvialation of resident rights, ane of the
follawing wilt be cantacted prior to making
the final five day investigation report to OIG:
Signature Care Consultant, Reglonal YP of
Operations, Chief Operating Officer, Spaclal
Prajects Administrator or Chief Nursing
Executive. The reviewer (Signature Care
Consuitant, VP of Operations, Chlef
Operating Office, Spedal Projects
Administrator or Chief Nursing Executive}
will validate the resident is protected, report
Is filed timely, the perpetrator is removed
from the patlent care area and a thorough
Investigation is completed.

Administrative oversight of the facility will be
completed by the Special Projects
Administrator, the Regional Vice President of
Operations, Chief Nursing Cfflcer, Signature
Care Consultant, irember of segional staff or
Chief Operating Cfficer weekly for 8 weeks,
then monthly, ' -

A Quality Assurance meating wili be held
weakly for 4 weeks beginning §/13/14, then
bl-weekly for a manth, then monthty for
recommendations and further folfow up
regarding the above stated pian. At that Ume
based upon evaluation the QA Committes
will determine at what frequency any

Administrator has the oversight to ensure an
effective plan s in place to meet resident
well-heing as well as an effective planto
identify facility concerns and implement a
plan of correction to involve ail staff of the
fadility,
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concerns that needed reported. None was
identified.

Information on Garing for the Caregiver, which
addresses the signs of stress and bumout, shows
thé caragiver ways to cope and reduce stress and
useful ways that frlends can cffer halp to the
caregiver were posted by the fime clock on
08/14/14 by the administrator.

A nurse from the regional team or corporate office
has been onsits since 06/13/14 and will remain in
the facility daily until the Jeopardy has been [ifted.
The nurses from the reglonal team or home office
are assisting with investigations, observing staff
freatment of residents, performing chart audits,
and providing oversight and consultation. The
Chisf Nurse Executive, Clinical Compllance
Nurse or Director of Clinicai Programs will be in
daily contact with the Regional Nurse Consulfant
and will review allegations.

All grievances and Resident Questlennaires since
0201113, were reviewed by the Administrator,
DON, Chief Nurse Exeeutive, Human Resources
Director, Admissions Director orRegional Nursa
Consultants by 06/16/14 fo determine if any items
documented wars a reportable svent. The
Facillty Administrator, Social Services Direcfor or
Director of Nursing reported 58 allegations of
abuse, neglect or misappropriation o the Office
of Inspector General, APS and Ombudsmen and
appropriate authorities as required state law by
06/16/14.

The Administrator, Social Services Director or the
Director of Nursing will review daily, the
grisvances and incident/accident reports, until the
immediacy of the Jeopardy is lifted, starting

F223
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06/13/14, to determine if there are reportable
allegations that have not been identified, then
daily Monday through Friday during the Morning
Stand-Up Meeting. The Social Services Director
or the Diractor of Nursing will report fo the
Administrator any identified allegations of abuse,
neglect or misappropriation [mmediately after
their review. The Administrator wili report any
aflegations of abuse, neglect, ar misappropriation
to the Office of Inspecter General, Adult
Protective Servicas and Ombudsman and |
appropriate authorities as required by state law. ‘

A Resident Councit meseting was held on
06/13/14, conducted by the Chaplain and Staff
Development Coordinator, to discuss any
abuse/neglect concerns, the facllity's Abuse
Policy and o provide education on whom to
report any abuse/neglect concerns without fear of
retribution. '

The Administrator, Direcfor of Nursing, Assistant

*| Director of Nursing, MDS Coordinator, SDC,
Dietary Director, Business Office Manager, Soclal
Services Director, Activities Director, Chaplaln,
Admissions Diractor, Medical Records Director or
Human Resources Director, one per shift, wilf be
on sifa each shift to perform walking rounds in
which 20 residents (fen with BIMS scores of B or
greater and ten with BIMS scorss of 7 or lass) will
be visited by the Department Head and '
interviewed regarding staff treatment. Those
residents that can be inferviewed and for those
rasidents who are not able to be interviewed, the
Department Heads will visit the resident, skin
checks will be completed by the nurse, as well as
speaking to nurse and the CNA regarding any
noted changes In resident behaviors.
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The Administrator, DON, ADONs, MDS
Coordinator, SDC, Dietary Director, Business
Office Manager, Soclal Services Director,
Activities Director, Chaplain, Admissions Director,
Medical Records Director or Hurnan Resources
Director will Interview ten staff members daily,
five from day shift and ftve from night shif,
regarding the types of abuse, who s the abuse
coordinator, when suspected abusa is reparied,
residents rights and advanced directives which
began on 06/14/14 and will continue until
Immadiate Jeopardy is lifted. Resulis of resident
and sfaff questionnaires will be reparied to the-
Administrator, DON, Regional Nurse Consultant,
or VP of Operations dalily, and if the Administrator
Is not in the facility, the Department Director
condueting the questionnaires will telephone tha Ce
Administrator or VP of Oparations the results of
the resident and staff quesfionnaires. This began
on 08/14/14 and will continue until tha Jeopardy is
lifted.

A binder is passed on fo each Department Head
assigned to perform the resident and staff
questiornalres each shiff. This binder confains a
resident roster in which the interview date and
shift is noted next fo the resident's name to
ensure that residents with BiMS scores of 8 or
greater wili ba interviewed and residents with
BIMS scores of 7 or less will be visited, with skin
checks completed, beginning on 06/14f14 and wil
continue until the Jeopardy is lifted.

The MDS Coordinators have the responsibility for
updating the binder weekly to identify residents
with BIMS scores of 8 or greater and residents
with BIMS scores of 7 or less. If abuse,
mistreatment, neglect, misappropriation or
violation of resident rights is alleged during the
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inferviews and/or vislits are reported by a staff
member, the Department Head wili ensure tha
resident is safe, report to a Charge Nurse In
which the Charge Nursa will remove the aileged
petpetrator to a non-patient care area and notify
the Administrator, Director of Nursing, and/or
Soclal Services Direct/Abuse Coordinator. The
alleged perpetrator will be suspended and an
nvestigation wilt begin immediately.

The Administrator, Director of Nursing, Social

+ | Servicas, or a member of the regional staff will .
review all resident and staff questionnaires dally
for any allegations of abuse, neglect,
misappropriation to include violation of resident
rights or advanced directives. Investigations of
grievances/concers will be inltlated upon recsipt,
starting on 06/14/14.

Nursirg Administration {DON, ADCN, Staff
Pevelopment Coordinator, MDS staff, Medical
Records Director, or Social Service Director) will
review documentation in the Nursing Notes and
Social Service Notes in order to assess for any
documented evidence of an allegation of abuse,
neglect, misappropriation, or violation of resident
rights daily on ten different residents each day.
This bagan on 06/14/14. No concerns have been
identified. Any concerns ideniifled, resident
safefy will first be ensured, and then the Charge
Nurse will be natified. Tha Abuse Policy wiill be
followed in which the alleged perpetrator will be
remaved from a resident care area (if on duty}
suspended pending investigation and the
Administrator, DON, or Social Service Director
will be notified. ’ '

All resident Social Service Notaes and Nursing
Notes that were in the chart (3 months) were
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reviewed on 06/13/14 by the DON, ADONs, Staff
Davelopment Cocrdinator, MDS staff, Medical
Records Director, Admissions Pireckpr, or a
Social Service Director and Administrator from a
"sisier” facility, or ragional/home office nurses for
any documentation regarding abuse or viclation
of resident rights. No new incidents wera
identified. Ten charts are reviewed by a member
of Nursing Adminisfration or Regional or Home
Oftlee Nurse daily fo validate that no other abuse
allegations or vinlations of resident rights have
been documented but not reported. This will
continue until the Immediate Jeopardy is
removed.

The Administrator, Director of Nursing, and Social
-| Services Director will raview and discuss all
abuse allegations dally to ensure that the resident
"| is protected, the alleged perpetrator is removed
from the resident care area, reports fo the Offica
of the [nspector General, AP3 and Ompudsman
are filed timely, and a thorough investigation is il
completed.

The Admintstrator will maintain an abuse
investigation log siarting on 06/14/14 that wil

| include documentation of the following: validate
protection of residents, perpetrator is removed
from resident care area, reporis to the Office of )
the Inspector General, APS, and Ombudsman - -
are filed timely, and a thorough investigation is
completed. »

The Administrator and one of the following: Chief
Operation Officer, VP of Operations, Chief Nurse
Executive or Reglonal Nurse Consultant will
review the abusa log daily until removal of the
Immediate Jeopardy, beginning on 06/14/14, to
validate protection of the resident, that the
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SUMMARY STATEMENT OF DEFICIENCIES

perpetrator Is removed from the resident care
area, thaf reports fo the Offics of the Inspector
General, APS, Ombudsman and appropriate
authorities required by State law, ars filed timely,
and a thorough investigafion has been
completed. :

All Incident Reporis from January 2074 fo June
20114 were reviewed by the Director of Nursing,
ADON, Reglonal Nurse Consultant or Chisf
Nursing Executive to identify any abuse or
neglect or violatlon of a residents rights on
08/14/14. None was identified.

Beginning on 06/13/14, the care plan conference
for each resident will Include any abuse/neglect
concerns that the resident or families have, or
any concerns with violafion of resident rights or
advanced directlves. Resident safety will be
validated and then the allegation will be reported
to the Charge Nurse. The abuse policy will then
be followed.

Tha DON, ADON, or Staff Davelopment
Cocrdinator wili observe tha care delivery, for any
suspected abuse/neglect concems on five
residents dally, beginning on 06/14/14, until
remaval of the immediacy and then weekly
{Monday through Friday). Resuits of the cama
delivery audits will be reported to the Quality
Assurance Committee weelly to determine the
further need of continued education or revision of
plan. At thatfime, based on evaluation, the
Quality Assurance Committee will defermine at
what frequency the audits will need fo confinue.
Concems identified will be cortected immediataly
and reported to administrator to ensure
investigation of suspected neglect was
Investigated/completed and reporting guidelines
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are met. ’ :

A Quality Assurance mesting will be held weskly
for four weeks beginning 06/13/14, then monthly
for recommendations and further follow-up
regarding the above stated plan. At that ime,
based upon evaluation the Quality Assurance
Commiitee will determing at what frequency

- ongoing audits wili need to continue. The
Administrator has the oversight to ensure an
effective plan is in place to meet resident
welibeing as well as an effecfive plan to identify
facility concerns and implement a ptan of
correction io involve all staff of the facility.
Corporate Administrative oversight of the Quality
Assurance meeting wil be completed by the
Special Projects Administrator, the Regicnal Vica
Presidant of Operations, Signatura Care
Consultant, Chlef Nursing Officer, member of
regicnal staff or Chief Operating Officar, daily
until removal of the immediacy beginning
08/13114, then weekly for four wesks, then
monthly. '

=The surveyor valldated the lmmediate Jeopardy
was removed as follows:

Raview of the "Randoin Follow up Questionnaires
for Residents,” dated 08/13/14 and Interviews on -
06/27/14, at 1:51 PM with the MDS Coordinator
and at 11:26 AM with the Slaff Development
Coordinator revealad the residents had been
interviewed. )

Review of documentation revealed the allegations
were faxed to the Office of inspector General
between the dates of 06/13/14 and 06/17/14,

Review of "C.N.A Skin Care Alert” forms dated
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06/13/14, and interviews on 06/27/14 at 11:25 AM
with the Staff Development Coordinator and at
11:30 AM with the Assistant Director of Nursing,
revealed the assessmants had been completed.

Interviows on Q6/27/14 at 11:25 AM with the Staff.
Development Coordinator, at 11:30 AM with the
Assistant Director of Nursing, at 11:00 AM with
the Administrator, and at 1:58 PM with the Social
Worksr revealed staif had confacted the
residents' Power of Aftorneys regarding
abuse/neglect concerns and resident rights. The
staff stated they wers continuing to contact all
Power of Atforneys not yet reached. Additionally,
interview on 08/27/14 at 11:15 AM with Resident
G's Power of Attorney revealed he had been
confacted by the Facility and voiced no concarns.

Interviews on 08/27/14 at 11:00 AM with the
Administrator, and at 11:45 AM with the Director
of Nurging, revealed all Abuse/Neglect audits,
assessments, interviews, and questionnaires had
been reviewed on 06/13/14.

Review of acknowledgement sheets signed by
residents and Interviews on 068/27/14 at 10:10 AM
with Resident #3, af 10:15 AM with Resident D, at
10:23 AM with Resident €, and at 10:30 AM with
Rasident' F revealed the education had heen
provided fo residents,

Review of "Random Follow-Up Questionnaires for
Staif," dated 08/13/14 with designations of
pre-test and post-test revealed the Administrator,
Director of Nursing, Assistant Birector of Nursing,
Minimurn Data Set Coordinator, Staff
Deveiopment Coordinator, Distary Director,
Business Office Manaagar, Sccial Services
Direclor, Chaplain, Admissicns Director, Medical
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Records Director, and Human Resources .
Director had all taken tha test and scorad 100%.

Review of "Random Follow-Up Questionnaire for
Staff " forms and interviews on 06/27/14, at 10:30
AM with Housekesper #1, at 11:18 AM with
Licensed Practical Nurse #1, and at 11:38 AM
with CNA #3 revealed ihe staff had taken the fest
and scored 100%.

Review of "Resident Rights" questionnaires
designated with pre-test and post-iest dated
0B6/15/14, revealed the Administrator, Director of
Nursing, Assistant Director of Nurelng, Dietary
Director, Business Offica Manager, Chaplain, and
Admissions Director had all taken the test and
scored 100%.

Review of "Resident Rights" questionnaire and
interviews on 06/27/14, at 10:30 AM with
Housekeeper #1, at 11:18 AM with Licensed
Practical Murse #1, and at 11:38 AM with CNA#3
revealed the staff had taken the fest and scored .
100%.

Interview on 06/27/14 at 11:25 AM the Staff
Development Coordinator ravealed crientation
fraining and education material includes Resident
Rights training.

Review of "Random Follow-Up Questionnalre for
Staff' forms and interviews on 06/27/14 at 1125
AM with the Staff Development Coordinator, at
11:30 AM with the Assistant Director of Nursing,
at 11:00 AM with the Administrator, and at 1:56
PM with the Social Worker, revealed the
questionnaires regarding abuse, resident rights,
and advanced dirsctives had been administered
{o five staff members on each shift.
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Interview with tha Administrator on 08/2714, at
' 11:20 AM revealed the questionnalres had been
reviewed and no concerns were 1dentifled.

Review of Quality Assurance Meetings conducted
on 06/13/14 and 06/20/14 revealad the resulis of
the questionnaire had been reported In the
meetings.

Review of a signed statement dated 06/13/14, by
the Human Resources Director revealed all
Human Resoures files had been audited for
Coaching and Counseling forms, Suspension
Forms, Termination Forins, Abuse Regisiry
Checks, Background Checks, and Licehsure
requirements.

Observation of the employse time clock on
05/27/14 at 11:58 AM revealed "caring for the
caregiver" educational material was present.

Review of a signed facility log dated 08/13/14
through 06/27/14, revealed a corporate staif
persan had been designated and setved as
Adminisirative Qversight in the facility on each of
tha days.

Intervlews on 06/27/14 at 11:00 AM with the
Administrator and at 11:45 AM-with the Director of
Nursing revealed all Grievances and Resident
Questibnnaires since 02/01/13 had been
reviewed. The idenfified concerns had baen
raported to the Cffice of Inspector General.

Interviews on 06/27/14 at 11:00 AM with the
Administrator, at 1:56 PM with the Social Worker,
and at 71:45 AM with the Director of Nursing
revealed all grievances and incident/accident
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reports had been reviewed daily since 06/13/14.

Reviaw of the "Resident Councll-Meeting

‘| Minutes," dated 08/13/14, and interviews with

Resident #3 on 06/27/14 at 10:10 AM and
Resident D at 10:15 AM, revealed they had
attended the meeting and discussed any
abuse/neglect concerns.

Interviews on 06/27/14 at 11:25 AM with the Staff
Development Coordinator, at 11:30 AM with the
Assistant Director of Nursing, at 11:00 AM with

1 the Administrator, and at 1:56 PM with the Social

Worker revealed Department Heads had been
agslgned each shift to perform walking rounds
and visit 20 residents. Staff interviews were also
being conducted to identify any changes in
resident behavior, '

Review of "Random Follow-Up Questionnaire for
Staf® forms and interviews on 068/27/14, at 11,00
AM with the Administrator, at 1:56 PM with the
Social Worker, and at 11:30 AM with fhe Asslstant
Direcior of Nursing ravealed the interviews were
belng conducted with ten staff membears daily.
Review on 06/27/14, of the questionnaire binder
revealed it contained a resldent roster with the
date and shiff that each resident had been
interviewed, ’

Interview on 06/27/14 at 1:51 PM with the

Minimum Data Set Coordinator revealed she was
responsible to ensure the binder was kept
updated with sach resident's current BIMS score,

Interviews on 06/27/14 at 11:00 AM with the
Administrator, at 1:56 PM with the Social Worker,
and at 11:45 Al with the Director of Nursing
ravealed all resident and staff questionnaires had

F223
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been reviewed dally for any allegations of abuse,
neglect, and misappropriation of property, The
guestionnaires were also reviewed for violation of
resident rights or advanced direclives.

Review of signed statemenits by staff and

interviews on 06/27/14 at 1:58 PM with the Social
Worker, and at 11:45 AM with the Director of i
Nursing reveated Nursing Notes and Social

Service Nofes had been reviewed dally for

avidence of any allegations of abuss, neglect,
misappropriatlon of property, or violation of

resident rights.

Review of a signed statement by the
Administrator and Soctal Services Director of a
"sistar" facllity dated 06/13/14, revealad alt
Mursing and Social Services Notes had been
reviewed.

Interviews on 06/27/14 at 11:00 AM with the
Administrator, at 1:56 PM with the Social Worker,
and at 11:45 AM with the Director of Nursing
revealed all abuse allegations were reviewed
daily and discussed to ensure the abuse policy
was followed.

Interviews on 06/27/14 at 11:00 AM with the
Administrator, and observation of the abuse
investigation log revealed the log had been
maintained since 06/14/14, and included
documentation that resident rights were
protected, the alleged perpetrator was removed
from resident care, and the retulred reporting
was completed. Review of the Abuse
Investigation Log on 06/27/14, revealed
documentation that the Chief Operation Cfficer,
Vice Prasident of Operations, Chisf Nurse
Executive, or Regional Nurse Consultant had
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reviewed the jog deily.

Review of a sigined statement dated 08/14/14, by
the Regional Nurse Consuitant revealed all
incident reports had been reviewed for any
concerns.

Interview with tha Administrator on 06/27/14 at
10:10 AM and a signed statement dated
08/27/14, revealed the facility had condusted no
care plan meetings since 06/13/14. Interview
with the Minimum Data Set Coordinator on
08/27/14 at 1:51 PM revealed all Care Flan
meetings would include discussion of any
abuse/neglect concerns that the resident or
families may have noted.

Interviews on 06/27/14, at 11:45 AM with the
Director of Nursing, and at 11:30 AM with the
Assistant Director of Mursing and review of
resident rosiers revealed observafions of care
had been conducted an five residents daily, which
began on 06/14/14.

Review of Quality Assurance meating minutes
revaaled meetings had been conducted on
06/13/14 and 06/20/14. The minutes reflected
the plan had been discussed. '
F225 | 483.13(c)(1)(i)-{iil), (c)(2) - (4)

55=J | INVESTIGATE/REPORT .
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
heen found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered info the State nurse aide
registry concerning abuss, neglect, mistreatment
of residents or misappropriation of their property;

F223
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and report any knowledge it has of actions by a 1. Resident #2's allegation was reported to OIG,| ‘
court of law against an employae, which would ) APS, and local Ombudsran on 6/12/14 by 7/31/14
indicate unfitness for service as a nurse aide or the SSD. The CNA was not working that day

ofher faciiity staff to the State nurse alde regisiry and was suspenced via phone conversation
or licensing authorities. an 6/12/14 by DON, pending a thorough
[nvestigation. MD and Medical Divector was
notifled on 5/12/14 by the charge nuise ar
S50, Resident was assessed by the ADON on
6/12/14 and 6/13/14 with no jssues noted. A
re-frivestigation of this evént and
infarmation obtained there from, warranted
an amended finding that this gilegation of
ahuse is substantioted. An amended five day
was fifed with O1G, APS and Ombudsman as
of 6/19/2014 by the S5D. Resident # &'s
allegation was reported to OIG, APS and
Ombudsrnan on 6/14/14 by the DON, MD
and POA notifled on 6/14/14 by the DON.
CNA was already on suspéns]on from
pravious aflegation. Resident # 4 was
assessed by the $50 on 6/16/14, Initial
thoraugh Investigation initlated on 6/14/14
by the DON,

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misapproptiation of resident propery are reported
immediately to the administrater of the facility and
to other officlals [n accordance with State law
through established procadures (including tothe
State survey and cerfiflcation 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.

The rasults of all Investigations must be reported
to the administrator or his designated
representative and fo ofher officials in accordance
with State law {including to the State survey and : 2
certification agency) within 5 working days of the
Incident, and if the alleged violation is verified
appropriate corrective action must be taken.

Ali residents have been assessed for any
signs and symptoms of abuse/neglect. Thosa
residents with BIMs of & ar greater were
imterviewsd by the Admissions Directar,
Dletary Director, Plant operatfons Direcior,
MDS Coerdinators, Medical Records
Director, Business Offlce Manager,

This REQUIREMENT is not met as evidenced Housekeeping Director, Staff Development
by: ) _ . ) ) Coordinator or Chaplain for any

Based on interview, record raview, review of abuse/neglect concerns on 6/13/14. Eleven
Resident/Visitor/Grievance/Complaint Forms, and (11} concerns with 10 (ten} residents were
the facility's policy entitled, "Abuse, Neglect and identified throughout the interviews
Misappropriation,” it was determined the facility conducted on 5/13/14, two {2) of which

failed fo ensure allegations of resident abuse
were immediately reported o the State Survey
Agency and other officials in accordance with
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Grievance/Complaint Forms.

in addition, review of a Resident/Visitor/
Grievance/Complaint Form dated 05/19/14,
revealed Resident #4's family member had
_contacted the facility on 05/19/14 and had made
a request for tha facility not to assign CNA #1 fo
provide direct care to Resident #4 because CNA
#1 had been "disrespectful’hateful” i the
resident. As a resuit of the complaint reported by
Resldent #4's family member, the facility
documented CNA #1 had been moved to another
unit of the facility to provide direct care fo ofher
residents as a resolution ¢ the cormplaint.

State law for two {2) of four {4} sampled residents
(Residents #2 and #4). The facility failed to
ensure all allegations wera investigated and failed
fo ensure residents were profected from further
potential abuse during the facillly's investigation.

Interview on 08/12/14 at 10:00 AM, with Resident
#2 revealad the residsnt had reported two (2)
potential allegations of abuse to facility staff.
Reslident #2 stated that Certified Nurse Aide
(CNA) #1 had refused to assist him/her to the
bathroom and had instructed Resident #2 {o "pee
in the bed"” (exact date unknown), Additlonally,
Resident #2 stated that Medication Aids (MA) #1
fexact date unknown) had been hatsful and
inteptionafly rough when she had assisted the
resident to bed and, as a result, the resident
became upset and cried. Record review
confirmed that both aflegations made by Resldent
#2 had been reported o the Administrator and
documented on the facllify's Resident/Visitor/

Record reviews and interviews revealed that
although the facility had been made aware of the
three complaints that afleged staff had treated a

were resident #1 and resident #2 {with
resident #2 having two reported incidentsj.
The eleven (11) vonslst of (four) allegations
of physlcal abuse, 3 (three) allegations of
neglect, 1 (one) allegation of verbal ebuse, 2
{two) alfegations of misappropriatian of
resident property and 1 allegation of mental
abuse, all of which were reperted to OiG,
APS and Ombudsmen between 6-13-14 and
6-17-14.. 1 {one) allegation of physical abuse
and 1{cne) allegation of negleci were
substantiated. {The 5 day investigations hava
been attached.JThose residents with BIMs of
7 or less were physicatly assessed by the
ADONs, Admissions Diractor er Staff
Development Coordinator for any signs and -
symptems of abuse/neglect on 6/13/2G14.
No concerns were [dentified. Ali POA's of

residents with a BIMS of 7 or [ess were

attempted to be contacted in regards to any
abuse/neglect concerns on 6/14/14, and on.
resident rights and advanced diractives on
6/15/14 by the Social Services Director,
Chaplatn, DON, ADON's Administrator, Staff
development coordinator or Admissions
Director, The facility will continue to
attempt contacting daify unti! remalning
POA’s have been reachad. No concemns have
been identifled from any POA at this time.
Abuse/neglact audits, assessments,
interviews and questlonnaires were
reviewed by the Administratst, Directer of
Nursing and Reglonal Nurse Consultant and
the Chief Nurse Executive on 6/13/14 for any
indicatians of abuse/neglect concemns.

All residents with a BIMS of 8 or greater
received aducation on Residents Rights and
were given a copy of the Resident Rights by
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resident roughly, had failed to assist a resident to 6/15/14.
the bathroom and instructed the resident to "pee -
in the bed,” and of speaking to a residentina
"disrespectful and hateful’ manner, the facility
failed to conduct an Investigaiion of the
allegations, falled to ensure residents wera
protected frotn further potential abuse, and failed
tn report the aflegations fo the appropriate Stale

agencies.

All grievances and Resident Questionnaives
since 2/1/13 were reviewed by the
Administrator, DON, Chyfef Nurse Executive,
HR Director, Admisslons Director or Reglonai
Nurse Consultants by 6/16/14 to determine
[f any items documented were a reportable
event. The Facility Administrator, Sacial
Services Director or Director of Nursing
reported {ifty alght {58} allegations of abuse,
neglect or misappropriation to the Office of
Inspectar General, APS and Cmbudsmen and
appropriate aythorities as required state law
by 6/16/14. Two (2) allegations were
substantlated; one (1) physical and one {1)
neglect which were referenced In #4, hoth of
which involved resident #2. The breakdown
of allegations reported are as follows: ane
{1) physical, seven (7) neglect, three (3}
mental and 47 {forty seven)
misappropriation. The Administrator, Social
Services Director or the Dlrector of Nursing
will review daily, Monday through Friday
during the morning stand up meeting, the
grievanees and incident/accident reports X 4

~ weels, starting 6/13/14, to deterrnine if
there are reportable aliegations that have
not been identified. Soclal Services Director
or the Director of Nursing will report to the
Administrator any identified allegatians of
abuse, neglect or misappropriation

The facllity's faifure to immediately yeport all
alfegations of abuse/neglect, failure to protect
resldents during the course of an investigation of
abuse/neglect, and failure fo investigate
allegations of abuse/neglact caused, or was Hkaly
to cause, serious Injury, harm, impairment, or

" ] death to residents In the facility. immediate
Jeopardy was defermined to exist on 05/26/14 at
42 CFR 483,10 Resident Rights (F155), 42 CFR
483.13 Resident Behavior and Facility Practices
{F223: F225, and F226), end 42 CFR 483.75
Administration (F430).

An acceptable Allegation of Compliance was
received on 06/25/14 which alleged removal of
the Immediate Jeopardy on 06/25/14, A partial
extended survey was conducted on 06/26-27/14.
The State Survey Agency determined the
tmmediate Jeopardy was removed on 08/26/14
as alleged, which fowered the scope and severity
to "D" at 42 CFR 483.10 Resident Rights {F155)

and quality assurance activities.

The findings include:

42 CFR 483.13 Resldent Behavior and Facillty
Practices (F223, F225, and 226) and 42 CFR
483.75 Administration (F4280) while the facility
maonitors the effectiveness of systemic changes

immediately after their review, The
Administrator will repart any allegations of
abuse, neglect or misappropriation to the
Office of Inspector General, Adult Protective
Services and Ombudsman and appropriate
authorities as required by state law, )
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Review of the facility's policy, "Abuse, Neglect
and Misappropriation,” effective April 2013,
revealed, v...all allegations of abuse involving
abuse along with injuries of unknown origin are
reported immediately to the charge nurse and/or
administrator of the facility along with other
officiala in accordance with State law through
established guidefines." In addition, the policy
revealed, "The charge nurse will immediately
remove the suspected perpelrator from resident
care araas, obtain the staff memkers witness
statement and Immediately suspend the
employee pending the outcome of the
Investigation." The poiicy stated, "The charge
nurse will immediatefy notify the Administrator,
PON and/or Abuse Coordinator as appropriate "
and "The Administrator and/or DON will notify
state agencies accerding to their reporiing
guidelines." In addition, according to the policy,
"All allegations of abuse will be investigated and
reported to the appropriate agencies,” and "The
‘Administratoridesignee will make all reasonable
efforts to investigate and address alleged reports,
concems, and grievances."

1. Review of Resident #2's medical record
revealed the facility admitled the resident on
04/01/09, with diagnoses which included Cerebral
Palsy. Resident#2's Minimum Pata Set
Assessment (MDS) dated 05/02/14, revealed the
facility assessed the resident to be cognitively
intact with a Bref Interview for Mental Status
{BIMS) score of 13 and requirad extensive
assistance withh moklfity and fransfers.

Review of a Resident/Visitor/Grievance/
Complaint Form dated 08/05/14, revealed
Resident #2 reported to staff on 08/04/14, that
CMNA#1 had refused to take him/er fo the tollat

6/13/14 cahducted by the Chaplain and Staff
Development Coordinatar to discuss any
abuse/neglact concerns, the facility abuse
policy and to provide education on whom to
report any abuse/neglect concerns without
fear of retribution. 1 allegaticn resulted and
was reported to the office of Inspactor
general on 6/16/14, On 6/13/14 a grievance
was written on a missing blouse and |::ai;r of
pants. An initlal report has been sent to OIG,
APS and Ombudsmen on 6/i6/14 by the
Administrator. An investigation was [nitiated
on 6/13/14 by the Housekeeping Diractor.

All resident social service notes and nufsing
notes that were in the chart {3 manths) were
reviewed on 6/13/14 by the DON, ADONs,
Staff Development Coordinater, MDS staff,
medlcal records divectar, admissions
director, aor a social service director and
adrninistrator from a sister facility, or
reglonal/home office nurses for any

. documentation regarding abuse or vioiation
of resident rights, Mo new incident baing
identified,

Beginning on 6/13/14, the care plan
conference for each resident will Include any
abuse/neglect concerns that the resident or
families have, or any concerns-with violation
of resldent rights or advanced directives.
Resident safaty will be validated and then
the allegation will be reported to the Charge
Nurse. The abuse policy wili then be
followed.

DON, ADDNS, or Staff Development
Coordinatar will observe the care delivery,
for any suspected abuse/neglect concerns on
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on me again."

maorning of 08/03/14.

-and instructed the resident to void in the bed.
Further raview of the form revealed the altegation
was reported to the Administrator and DON.

interview with Resident #2 on 06/12/14 at 10:00
AM, revealed {he resident rang the call light
recently (exact dats unknown} for assistance to
the toilet but CNA #1 answered the call light and
instructed the resident “ia pee in the hed" and
that "she would clean it up later.” Resident #2
stated hefshe became upeet that CNA #2 had
instructed him/her to void in the bed. Resident#2 -
stated he/she contacted his/her family member by
talephone and informed the family member that
staff would not assist him/her to the toillet. After
contacting histher family mamber, Resident #2
stated CNA #1 returned fo his/her room and
provided the resident assistance to the toilet;
however, at that ime Resldent #2 stated CNA #1
told himvher, "You better nct call [family member]

Interview with Resident #2's roommate, Resident
#1, on 06/14/14 at 10:10 AM, revealed he/she
was present and heard CNA #1 instruct Resident
#2 to void in the bed. Review of the facllity's
schedule for the week of 06/01-07/14 revesaled
CNA #1 had only provided care to Resident #2
ona night during the period from 7:00 PM until
7:00 AM on the evening of 06/02/14 and the

Interview on 06/12/14 at 2:15 PM with Resident
#2's Tamily member revealed Resident #2 had
called her on 06/02/14 at approximately 8:45 PM
and informed her that he/she needed help and
that staff would not assist the resident fo the toflet
and had instructed the restdent to "pee in the
bed." The family member stated she called the

5 rasidents weekly {Monday through Friday}
for B weeks, starting on 6/25/14. Results of
the care delfivery audits will be reported to
the QA committee weekly to determine tha
further need of continued education or
revlsion of plan. At that time, based on
evaluétion, the OA committee will determine
at what frequency the audits will nead to
continua, Concerns identified will be
corrected Immedlately and reported to
admini;tratar to ensure tnvestigation of
suspected neglect was
Investigatad/completed and reporting
guidelines are met.

All resident social service notes and nursing
notes that were In the chart (3 months) were
reviewed by the DON, ADONs, Staff
Development Coordinator, MDS staff,
medical records director, admissions
director, or a soclal service director and °
administrator from a sister facility, or
reglonal/hotne office nurses for any
documentation regarding abuse of viglaiion
of resident rights, ‘

Alt Incident Reports from January 2014 to
June 2014 were reviewed by tha Director of
Nursing, ADON, Reglonal Murse Consultant
or Chief Nursing Executive to [dentify any
abuse or neglect or violation of resident’s
rights, : :

The facility Administratar, DON, ADON3,
MDS coordinater, SOC, Diatary Director,
Business office manager, Social Services
Directer, Chaplain, Admissions birector,

Medical Records Director, HR Director, were © .

re-educated on 6/13/14 by the Regional
Nurse Consultant on the abuse policy and
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facility and spoke with staff (name unknown) who
assured her that Resident #2 would be assisted
1o the tollet. Continued Interview with the family
member revealed she spoka with Resident#2 a
faw days after tha incident and the resident
informed her that when CNA #1 retumed to assist
the resldent o the bathroom, the CNA told the
resident, "You better not call [family member} on
me again,” The family member stated no one
fror the faclity had been in contact with her
regatding the incident even though the family
member had called the facilify and requested
someone provide Resident #2 assistance to the
bathroom on 06/02/14. Resident #2's family
marmber also stated en 068/12/14 that the facility
had contacted her In regards to an unrelated
|ssue and stated at that fime she informed the
facility of her concams retated to staif failing to
assist Resident #2 to the toilet, and then
“threatening” the resident because hefshe had
contacted the family member for assistance.

Revisw of CNA #1's employee file revealed the
facility had conducted a "Coachlng and
Counseling Session” with the CNAon 11/22/13
due 1o teports the CNA had left residents wet and
had failed to provide proper care of residents.
The nurse who conducted the counseling session
was no longer employed at tha faclity.

Interview with the Adminisirator on 06/13/14, at
1:30 PM and review of statements signed by the
Director of Nursing (DON) on 06/04/14 and the
Adrministrator on 06/13/14, revealed.on 06/04/14,
the Administrator and the DON talked to Resident
#2 and the resident stated that CNA #1 had not
assisted himv/her to the toitef and told him/her to
void in the bed. Howaver, the Administrator
stated when CNA #1 was questioned regarding

training, preventlon, identification,
protection and reporting;fresponée,
completing a thorough Investlgation which -
includes obtaining witness statements from
any stakeholder, resident or any person
witnessing the event, statements from any
other staff that have worked with the alleged
perpetratar (employee), conversations with
the resldents POA, head to toe assessments
of residents under the care of the employee
ihat are unahle to tell us if an event has
occutred (BIMS 7 or less) and interviews with
residents that can tell us if they feel safe,
abused or mistraated or vinlated by alleged
victim. The education also [ncluded that In
the repart of any allegation. or suspicion of

abuse or vialation of a resident right, safety -

of the resident is to be ensured and then
immedlately reported ta the charge nurse. If
the perpetrator is an employee, they will be
immediately remaved from the resident care
areato ensure safety of all other residents.
The alleged parpetrator would be moved to
a non-patlent care arez and suspended, the
charge nurse will report ta the abuse
coordinator/Administrater/DON in which the
alleged ailegation Is reported to DIG, APS
and Ombudsman. An Investigation is then
initiated, As well, grievénoe process is nat for
reporting or handling allegations of abuse,
This training was performed face to face in
order to facilitate discussion and question
and inciude examples of items that would be
considered as reportable: reports of staff |
being physlcaily or verbally mean or rough,
injuries of unkrown drigin; withholding
helongings, resident to resident altercations
to include verbal or physlcal, and taking
helongings or exploltation. Department
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the incident she stated shea was "busy” at the time
and could not take Rasident #2 fo the toilet.
According to the Administrator, he and tha PON
had not considered the allegation as abuse
and/or neglecl. The Administrator acknowledged
he was aware of the counseling session which
was provided o CNA #1 on 11/22/13 for leaving
residents wet, failing to properly care for
residents, and of the report made by a family
member of Resident #4 that alleged CNA #1 had
heen "disrespectiud and hataful” to the resident on
05/19/14. The Administrator acknowledgad the
facility had not investigated the allegation further,
had not taken measures {o ensure residents were
protected from further potential abuse, and had
not reported the resident's complaint to State
agencies.

In addition, interview with Resident #2 on
06/12/14, at 10:00 A and review of a
Resident/Visitor/Grievance /Complaint Form
dated 05/16/13, revealed Resident #2 had
previously reported fo the Admissions Director
that MA #1 had been "rough” when she had
assistad the resident to bed on 05/15/13.
Resident #1 stated as a result of the MA's
actions, he/she became upset and cried.

Interview conducted on 06/12/14 at 19:10 AM
with Resideni #2's rocmmate, Resident #1,
revealed ha/she had witnessed MA #1 "grab”
Resident #2's lower extremities and that Resident
#2 hecame "upset" and had cried during the
incident. However, Resident #2's roomimate
stated the facility had not questioned him/her
about the reported incldent.

Interview with the Admissions Director on
06/13/14 at 9:30 AM, revealed on C5/16M3;

work untif abuse education was provided,
pre and post-test administerad and 100%
seore obtained on post-test. # manager did
not score 100% on post-test, then manager
was immedlately re-educated and post-test
re-administered. This process continued uniil
all managers obtalned & 100% score on post-
test. Once the facitity Administeator, DON,
ADONs, MDS coordinator, SDC, Dietary
Director, Business office manager, Soctal
Services Director, Chaplain, Admissions
Directar, Medical Racords Director and BR
Directar were re-educated on the abuse
pelicy, which include training, prevention,
identificatlon, investigation, protection and
reporting/responsea, They were then®
assigned fo re-educate the staff on the abuse
polity and procedure which included, but not
fimited to, ensuring resident safety when
witnessing abuse or if ah allegation is made,
then reporting immedlately to a charge
nurse, removal of the perpetrator from the
resident care area, alleged perpatrator is
suspended, then reported to Ab{se
Coordinater/Administrator/RDON, in which
tha alleged allegation is reported to OIG,
APS, and Ornbudsman which started on
6/13/14. No employes will be allowed to
work until abuse educatlon is provided, pra
and post-test administered and 100% score
obtained on post-test, if employee did not
scote 100% on post-tast, then empfoyes will
be immedlately re-educated and post-test
re-administered. This process will contlnue
unill employee obtains a 160% scare on
post-test. Educatlon regarding the ahuse
pelfcy end procedure, to Induds the
components of training, prevention,
identification, Investigation, protection and
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Rasidant #2 reported to her that MA #1 had been
"rough™ with him/her when MA #1 assisted
Resident #2 to bed on 05/15/13. After discussing
the incident with Resident #2, the Admissions
Director stated she documented the resident's
allegation on a Resident/Visltor/Grievance/
Complaint Form and Informad the facility's Sacial
Worker {SW), who is the facility's Abuse
Prevention Coordinator, of the allegation,

Interview with tha facllity's SW on 06/13/14, at
9:50 AM, revealed she spoke with Resldent #2 on
05/16/13 regarding the Incident. According o the
S\, Resldent #2 described MA #1's actions as
"hoisted [Resldent #2] into bed with more force
than was necessary" and that MA#1's actions
were "overzealous." Therefore, the SW stated
she did not view Rasident #1's report as an
aliegation of abuse,

The facility provided documentation that 25
residents had been askad on 05/16/13 if their
needs were being met, if they were "afraid” of any
staff who worked in the facility, or if any steff had
been rough with them in the "last sevanty-two
{72) hours," and provided a "Weekly Skin Round™
form for raview to show staff performed a routine
skin assessment for Resident #2 on 05/17/13,
(two days after the alleged abuse had occurred).
Howevet, no further Investigation was conducted,
including interviawing Resident#1 (the rcommate
of Resident #2) about witnessing the incident that
had occurred between Resident #2 and MA#1 on
05/15/3. 1n addltlon, the facility "failed o remove
the perpetrator from resident care areas," failed
to "obtain staff members withess statements,”
failed fo "immediately suspend the employes
pending the outcoma of the investigation,” and
failed to "notify state agencies according to their

identification/reporting and process will be
included’in the orfentation process for all
newly hired staff members. No newty hired
employee will be allowed to work untll abuse
education and resident right education Is
provided, post-test administered and 100%
score obtalned, if empleyee did not score’ '
100% on post-test, then employea will be
immediately re-educated and post-test re-
administered. This process will continue until
employee gbtains a 100% scere on post-test,

The facifity Administrator, DON, ADGNs,
Dietary Director, Business office manager,
Chaplaln, Admisslens Director, were re-
aducated cn 5/15/14 by the Chief Nurse
Executive on Resident Rights and Advanced
Directives. This training was performed face
to face in order to facilitate discussion and
question and Inciude examples of resldens '
rights, the types of Advanced Directives, and
examples of resident refusals. A pre and
post-test were administerad and 100% score
ohtained on post-test. if manager did not
score 100% on post-test, then manager was
immediately re-educated and post-test re-
administered, This process continued until alf
managers ohtalnad a 100% score on pest-
test. Department administrative managers
will not be allowed return to work untfl the
resident rights and Advanced Directive
Education is provided, pre and post-test
administerad snd 100% score obtalned on
post-test, Once the facility Adminisirator,
DON, ADONs, MDS coordinator, SDC, Dietary
Director, Business office manager, Soeial
Services Director, Chaplain, Admissions
Director, Medical Records Director and HR
Director were re-educated on Residents

FORM CMS-2867{02-89) Pravious Verslons Obscleta

Event (D:CUZ211

Facility I); 100375 If continuation sheet Page 63 of 140




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/25/2014
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0938-0391
STATEMENT OF DEFICIENCIES - {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ‘ (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
' e
185246 B. WING 06/27/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
ROCKCASTLE HEALTH & REHABILITATION CENTER 371 WEST MAIN STREET
BRODHEAD, KY 40409 )
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EAGH DEFICIENCY MUST BE PRECERED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG |IDENTIFYING INFDRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY}
F 225 | Continued From page 63 - F 295 Rights and Advanced Directives, they wera

reporting guldelines.”

Interview with the Administrator on 06/12/14 at
4:57 PM revealed he reviewed and signed the
Resident/Visitor/Grievance/Complaint Form on
05/16/13. Although the Administrator stated that
MA#1 was already “being watched closely” due
{0 job performarice lssues and resident reports .
that MA #1 was "hateful," he failed to recognize
tha report made by Resident #2 as abuse and
stated the facility did not conduct an investigation
of the resident's complaint and the incident was

not reported to State authorities.

2. Thé facility admitted Resident #4 on 03/01/08
with diagnoses which included Dementla, Anxisty,
and Altered Mental Status. Review of Resident
#4's Behavioral Assessment dated 02/24/14,
revealed the facility had assessed the resident to
be excessively demanding with care needs and
that the resident exhibited attention-seeking
behaviors. Based on a review of the Minimum
Data Set Assessinent (MDS) completedon
08/05/14, Resident #4 was moderately cognitively
impaired and displayed behavioral symptoms.

Review of a Complaint/Grievance Report dated
05/19/14, revealed Resident #4's family member
contacted the facility and requested that CNA #1
no longer provide care to Resident #4 because
the staff member had been "disréspectiul/
hateful” to the resident. The report indicated the
Assistant Diractor of Nursing (ADON) reported
the family member's concern to the Administrator,
the Director of Nursing (DON), and the facility's
Soclal Worker (who also functions as the facliity's
Abuse Prevention Coprdinator) on 05/19/14.
Additionally, the report revealed the ADON had
been assigned responsikliity for the investigation.

then asslgned to re-educate the staff on the
Residents Rlghts and Advanced Directives
heginnlng on 6/15/14 to intlude examples of
Resident Rights, the types of Advariced
Directives and examples of resident refusals,
All staff working on 6/15/14 received the
educatfon and all othes staff Is receiving the
education prior to clocking in for thalr next
schedulad shift. All new staff will obtained
education on Resldent Rights during
Orlentailon

Staif quastionnaire reganding abuse and
resldent rights and Advanced Directives Is
beling administerad by Adminlstrator, DON,
ADONs, MDS coordinators, SDC, Dletary
Director, Business office manager, Soclal
Services Director, Chaplain, Admlssions
Director, Medical Recards Director, and KR
Director ta 5 different staff members dally,
on different shifts starting on 6/25/14 for 8
waeks, to ensire continued understanding of
the abuse/neglect pulicy and procedure and
resident rights/advanced directives,
appropriate investigating and reporting of
abuse/naglet to include reporting of
concerns to the Administrator, Alf resufts of
guestionnalres, tests, skin assessments are
reviewed daily by the Administrator, DON,
Nurse Consultant, Vice President of
Operations, Chief Operatlons Ofticer, or
Chief Nurse Executive Any concerns revealed
nn the above to include injuries of unknown
origin are reported immediately to the
Abuse Coardinator, Administrator, Director
of Nursing, Reglonal Nurse Coordinatos,
Reglonal Vice President of Operations, Chief
Uperating Officer, Special Projacts f
Administrator, or Chief Nurse Executive. |

l
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Continued review of the Complaint/Grievance
Report revealed the ADON spoke with Resident
#4 and the resident informed the ADON he/she
was not afrald of anyone in the facility and
reported "fust that [CNA #1] was rude.” The
facility's plan to resolve the resident's complaint
was fo assign "two {2) fo go in [Resldent #4's)
room at night,” and that CNA #1 would be
reassignad to provide direct resident care on
another upit in the facility, and educated on the
"tone” of her volce.

interview with the ADON on 08/16/14 at 3:20 PM,
revealed she had not considerad the request
made by Resident #4's family member that CNA
#1 not provide care to Resident #4 as an
allegation of possible abuse and therefore
required no further investigation. The ADON
stated that after she had spokan to Resident #4,
she discussed the incident with the DON and the
facility's Social Worker and the decision was
made to move CNA#1 to another unit to provide
resident care. However, the ADON ould not
recall why that declslon was made.

Interview with the DON on 06/16/14, at 3:55 PM
revealed CNA #1 was moved fo another unit to
"make [Resident #4's family member] fee! betier.”
Although the facility's policy revealed " ...all
allegations of abuse involving abuse along with
injuries of unknown origin are reported
immediately to the charge nurse and/or
administrator of the facllity along with ofher
officials in accordance with State law through
established guidelines,” the DON acknowledged
the facllity did not conduct an invesligation related
to the report that CNA #1 was "disrespectful and
hateful” to Resident #4. and did not report the

reported to the QA committee weekly to
determine the fusther need of continued
education or tevision of plan. At that time,
based on evaluation, the QA committee wilt
determine at what frequency the staff
questlonnaire will need to continue.
Concerns Identified will be corrected
Immedtately and reported to administrator
to ensute investigatjon of suspected
Abusa/neglect was Investigated/completed
&nd reporting guidelines are met along with
any reparting of violatlon of resident rights.

HR performed an audit of all personnel files
for any abuse concerns on §/13/14. ltems
that were reviewed! Coaching and
Counseling forms, suspension forms,
termination fosmns, abuse registry checks,
background checksand licensure. Results of
audit were given to the Administrator, on
6/14/14, to review for any abuse/neglect
copcems that needed reported. None were
identifled.

Informatlon on Caring for the Caregiver
which addresses the signs of stress and burn-

" out, shows the caregiver ways ta cope and

reduce stress and useful ways that frlends
cart offer help to the careglver were posted
by the time dock on §/14/14 by the
administrator.

The Administraior, DON, ADONs, MD3
coordinator, S0C, Dietary Director, Business
cffice manager, Soclal Services Director,
Activities Director, Chaplain, Admissions
Director, Medlcal Records Director or HR
Director will be on site daily, starting on
6/25/14 for 8 weeks, to perform walking

\
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allegation to officials in accordance with State
law.

Interview with the Administrator on 08/16/14 at
2:30 PM, revealed he had bean made aware of
the request made by Resident #4's Tamily
member on 05/19/14 for CNA# not o provids
care to Resident #4 becauss the CNA had been
disrespectiul and rude. However, the
Administrator stated he did not consider the
request an allegation of ahuse and had not
conducted an investigation of the report and
stated CNA #1 had been allowed to continue to
provide direct care to other residents in the
facility. According to the Administrator, because
the facitity had not considered the family
member/resident's report as an allegation of
ahuse, the facility had not veporfed the incldent to
the State agencies. Inferview ravealed the
Administrator falled to ensure "The
Adminisirator/designee will make all reasonable
efforts to invastigate and address allegad rsports,
concems, and grievances,..All allegations of
abuse will be investigated and reparied fo the
appropriate agencies...The chargs nurse wii
immediately remove the suspected perpetrator
fromn resident care areas, abtain the staff
mambers witness statement and immediately
suspend the employes pending the oufcome of
the investigation...All allegations cf abuse
Involving abuse along with injuries of unknown
origin are reporied immediately to the charge
nurse and/ar administrator of the facility alorg
with other officials in accordance with State law
through establishad guidelines” as indicated In
facility policy.

**The facility provided an acceptabte Allegation of
Compliance {AQC) on 06/25/14. The facility

or grzater and 5 with BIMs 7 or less) will be
vished by the departmant head and
interviewed regarding staff treatment for
those residents that can be interviewed and
for those resldents who are not able to be
interviewed the department heads will visit
the resident, skin check will be completed by
nurse as well as speak to nurse and C.NLA,
regarding any noted changes.in resjdent
behaviars. The Faclifty department head also
will interview 5 different staff members
daily, covering all shifts weekly, regarding
tha types of abuse, who Is the abuse
coordinator, when suspectad abuse is
reported, residents rights and advanced
direciives. Results of resident and staff
questionnaire’s will be reported to the
Administrator, DON, Regicnal Nurse
Consultant ar VP of Operations daily and if
the Administrator is not in the facifity the
Department Director conducting the
questlonnalres will telephone the
Administrator or VP of Operations the results
of the resldent and staff questionnaires.

The Administrater, DOM, ADONs, MDS
coordinator, SDC, Dietary Directar, Business
offlce manager, Social Services Director,
Actlvities Director, Chaplain, Admisslons
Director, Medlcal Records Director, and KR
Director will notify Administrator of any
concerns immediately regarding the above
resident and staff questionnatres related to
ahuse, mistreatment, neglect or
misappropriation, resident safety or violatlon

. of resident rights or advanced directives. A
- binder, which Is passed on to each

Department Head assigned to perform the
resident and staff questlonnaires daily, which

FORM CMS-2557(02-89) Previous Versians Dbedlele

EventID:GUZ2H

Facility ID; 100376

If continisation

sheet Fage 68 of 140




PRINTED: 08/25/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIL} SERVICES OMB NQ. 0938-0381
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY .
AND FLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING CCMPLETED
. c
185246 B WING ) 06/27/2014
NAME OF FROVEDER OR SUPPLIER STRFET ADDRESS, GITY, STATE, ZIP CODE .
ROCKCASTLE HEALTH & REHABILITATION CENTER 271 WEST MAIN STREET
BRODHEAD, KY 40409
YOL0] SUMMARY STATEMENT CF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTICN 8
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
. DEFICIENCY}
F 225 Continued From page 66 F 225 . contains a resident roster in which the

implernented the following actlons to remove the
Immediate Jeopardy:

All resldents wers assessed far any signs and
symptoms of abuse/neglect. Those residents
with Brief Interview for Mental Status (BIMS)
scores of 8 or greater were Interviewed by the
Admissions Director, Dietary Diractor, Plant
Operations Directer, Minimum Data Set {MDS)
Coordinators, Medical Records Director,
Business Offlce Manager, Housekeeping
Directer, Staff Development Coordinator (SDC),
or Chaplain for any abuse/negiect concems on
06/13/14. .

Eleven concerns with ten residents were
identified through Intarviews conducted on
06/13/14, two of which involved Resident #1 and
Resident #2 (with Resident #2 having two
reporied lncidents). The eleven concerns conslst
of four alilegations of physical abuse, three
allegatlons of neglect, one allegation of verbal
abuse, two allegations of misapprapriation of
resident propetty and one allegation of mental
abuse: all of which were reparted to the Office of
Inspector General {OlG), Adult Protective
Sefvices (AFS), and the Ombudsman between
06/13/14 and 06/17H4.

\ Residents with BIMS scores of T or less were
physically assessed by the Assistant Directors of
Nursing (ADON), Admissicns Dirsctor, or Staff
Development Coordinator for any signs and
symptoms of abuse/neglect on 06/13/14. No
concerns ware identified.

Ali Power of Attomeys of residenis with a BIMS
score of 7 or less were attempted to be confacted
In regards to any abuse/negiect concerns on

interview date and shift Is noted next to
resident name to ensyre that residents with
BIMs of 8 or greater will be interviewed and
restdents with BIMs of 7 or less will be

' vistted, with skin chacks completed. The MDS
Coordinators have the responsibillty for '
updating the binder weekly to ldentify
residents with BIMs of 8 or greater and
residents with BIMs of 8 or less. {fabuss,
mistreatment, negleci, misappropriation or
violation of resident rights is afleged during
the intervlzws and or visits orreported by a
staff member the Department Head will
ensure the resident is safe, reportto a
charge nurse in which the charge nurse will
rermova the alleged perpetrator to a non-
patient care area-and notify the
Admitlstrator, Director of Nursing, and /er
Sodal Services DirectfAbuse Coordinator.
The alleged perpetrator will be suspended
and an Investigation will begin immediately.

The Administrater, Director of Nursing, Social
sarvices or a member of regional staft will
review all resident and staff questfonnaires
daily {Monday through Friday) starting on
/25/14 for 8 weeks, for any allegstfons of
ahuse, neglect, misappropriation to Inchide
violation of resident rights or advanced
directives. Investigations of
grievances/concerns will be initiated upon
recelpt. '

The Administrater, Direcior of Nursing, and
Social Services Director will review and
‘discuss all abuse allegatlons daily {Monday —~
Friday) starting on 6/25/14, to ensure that
the resident is protected, the perpetratoris
remaoved from residf:nt care area, reports to
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06/14/14, and on resident rights and advanced
directives on 08/15/14 by the Sacial Services
Directar, Chaplaln, DON, ADON, Administrator,
SDC or Admissions Directorf, The facility will
continue to aitempt contact daily unfil remaining
Power of Attorneys (POAs) have been reached.
No concemns have been identified from any POA
at this fime.

Abuse/neglect audits, assessments, interviews,
and quastionnaires were reviewed by the
Administrator, Director of Nursing and Regional
Nurse Consultant, and the Chief Nurse Executive
on 06/13/14 for any indications of abuse/neglect
ccnoeimns.

All residents with a BIMS score of 8 or greafer
received education on Residents Rights and were
given a copy of the Resident Rights on 08/15/14
by the Businass Office Manager or Chaplain.

The facllity Administrator, DON, ADON, MDS
Coordinator, SDC, Dietary Director, Business
Office Manager, Social Services Director,
Chaplain, Admissions Director, Medical Records
Director, and Human Resaurces Diractor, were
re-educated on 06/13/14 by tha Regional Nurse
Consultant on the abuse policy and procedure, to
include but not imited to: fraining, prevention,
identification, protection and reporting/response,
completing a thorough investigation which
Ineludes obtaining witness statements from any
stakeholder, resident or any person witnessing
the svent, statementis from any other staff that
have worked with the alleged perpetrator
{employee), conversations with the residents’
POAs, head to toe assessments of residents
under the care of the employee that wers unable
to ell us if an event has occurred (BIMS score of

are filed timely, and a thorough investigation
Is campleted. The Administyatar will
rmaintain an abuse fnvestigation {og that will
incltde documentation of the following:
validate protection of residents, perpetrator
Is removed from resldent care area, yeports
to the Inspector Genera, APS and
Ombudsmen are filed timely, and thorough
investigation is completed. The Chief
Operation Officer, VP of Operations, Chief
Nurse Executive or Regional Nurse
Consuftant wili review the abuse log weekly

' for 8 weeks, startl.hg on 6/25/14, to validate

protection of the resldent, that the
perpetrator s remaved from the resident
cara araa, that reports to the Inspector
General, APS, Ombudsmen and appropriate
authoritles raquired by state law, are filed
timely, and a thorough investigaticn has
heen completed.

inthe event of any new reports of alleged
abuse, neglect, misapprapriation of properly
or viokation of rasident rights, cne of the
foliowlng will be contacied prior to making
the final flve day Investigation report to QiG:
Signature Care Consultant, Reglonal VP of
Operations, Chief Operating Officer, Spechal
Projects Administrator or Chief Nursing
Executiva. The reviewer (Signatura Caye
Consultant, VP of Operatons, Chief
Dperating Office, special Profects
Administrator or Chlef Nussing Executive)
witl validate the resident Is protected, report
is filed timely, the perpetrator is removed
fram the patient care area and a thorough
invest|gation i completed. o

Nursing Administration {DOM, ADON, Staff
Development Coordinatar, MDS staff,
Medical records director, or soclal service
director) wili review documentation in the

FORM CM3-2587{02-59) Previoua Versions Obscleta

Event 1D; CUZ211

Facility |D: 100375

¥f continuation shest Page 6B of 140




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/25/2014
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTICN {%3) DATE SLRVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
c
185246 B, WING 06/27/2014
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP GODE
ROCKCASTLE HEALTH & REHABILITATION CENTER 371 WEST MAIN STREET
: BRODHEAD, KY 40409
K10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDFR'S PLAN OF CORRECTION 8
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVEAGTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Tna CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225 | Continued From page 68 F 225

7 or less) and Inferviews with residents that can
tell us if they fes! safe, abused or mistreated or
violated by alleged victim. The education also
Included that in the report of any allegation or
suspicion of abuse or violation of a resident's
right, safety of the resident is to be ensurad and
then immediately reported to the Charge Nurse,
If the perpetrator is an employee, they will be
immediately removed from the resident care area
to ensure safety of all other residenis. The
alleged perpetrator would be movedfoa
non-patient care area and suspended, tha
Charge Nurse will report to the Abuse
Coordinator/Administrator/DON in which the
alleged allegation is reporied to OIG, APS, and
Ombudsman. An investigation s then initiated.
As well, the grievance process Is not for reporting
or handling allegations of abuse. This training
was performed face to face in order to facilitate
discussion and question and include examples of
iterns that would be considerad as reporiable:
reports of staff being physically or verbally mean
or rough, injuries of unknown origin, withholding
belongings, resident to resident aftercations fo
include verbal or physical, and taking belongings
or exploitation. Department Administrative
Managers could not return to work until abuse
education was provided, pre-and post-test
administered and 100% score obtained on
posttest. If the manager did not score 100% on
post-test, then the manager was immediately
re-educated and post-test re-administered, This
pracess continued until all managers obtained a
100% score on post-test.

Once the Administrator, DON, ADON, MDS
Coordinator, SDC, Dietary Director, Business
Oifice Manager, Socfal Services Directar,
Chaplain, Admissions Director, Medical Records

nursing notes and social servica notes In !

- order to assess for any documentad \
evidence of an aliegation of abuse, neglect,
misappropriation or violation of resident
rights daily on 5 different residents dally
{Monday through Friday) for 8 weeks. This
began on 6/14/14. No concerns have been
{dentified, Any toncerns identifled, sesident
safaty will first be ensured and then the
charge nurse will be notifled. The abusa
policy will be fotlowed in which the alleged
perpetrator will be removed from a resident
care area (if on duty) suspended pending
Investigation and the Administrator, DON, or
Socfal Service Director wili be notified.

Administrative aversight of the faciiity will be
completed by the Speclal Projects
Administrator, the Regionat Vice President of
Operations, Chief Nursing Officer, Signature
Cave Consultant, member of regional staff or
Chief Operating Officer weekly for 8 weeks,
then monghly.

4,  AQuaiity Assurance meeting will be held
weekly for 4 weeks beginning 6/13/14, then
bi-weelly for a month, then monthly for
recommendations and further follow up
regarding the above stated plan. At that time
based upon evaluation the QA Committee’
will detenmine at what frequency ény
ongoing audits witl need to continue, The
Administrator has the oversight to ensure an
effective plan is n place to meet resident
well-being as well as an effective plan to
|dantify facility concerns and implament a
plan of correction to involve all staff of the
facility.
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Director, and Human Resources Director were
re-aducated on the abuse policy, which inchided
training, prevention, identification, investigation,
protaction and reportingfresponse. They were
then assigned to re-educate the sfaff on the
abuse policy and procadure which Included, but
not limited o, ensuring resident safety when
witnessing abuse or if an allegation is made, than
reporting immediately fo a Charge Nurse,
rernoval of the perpetrator fromn the resident care
area, alleged perpetrator is suspended, than
reperted to Abuse Coordinator/Adminisiratotf
DON, in which the alleged allegatlon is reparied
to QIG, APS, and Ombudaman which started on
G6/13/14, No employes will be allowed to work
until abuse educafion is provided, pre and
posi-test administered and 100% score obtained
on posi-fest, if employea did not score 100% on
posttest, then employee will be immediately
ra-educated and.postdest re-administered. This
process will continue untli employee obtains a
100% score on post-iest. Education regarding
the abuse policy and procedure, fo include the
components of training, prevention, dentification,
investigation, profection and reperting/response
with identification/reporting and process will be
included in the orientation process for all newly
hired staff members. No newly hited employes
will be allowed to work until abuse education and
resident right education is provided, post-test
administerad and 100% score obfained, i
employee did not score 100% on postfest, then
employee will be immediately re-educated and
post-test re-administersd. This process will
continue untll employee obtains a 100% score on
post-test.

'| The Administrator, DON, ADONS, Distary

Director, Business Office Manager, Chaplain and
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Admissicns Direcior, were re-educated on
06/15/14 by the Chief Nurse Exscutive on
Rasident Rights and Advanced Directives. This
fraining was performed face to face in order to
facilitate discussion and quesilon and include
examples of resident rights, the types of
Advanced Directives, and examples of resident
refusals. A pre and posi-est were administered
and 100% score obfainad on post-test. I
manager did not score 100% on post-test, then
manager was immediately re-educated and
post-test re-administered. This process
continued unill all managers obtained a 100%
score on post-test. Department administrative
managers will not be allowed to refurn to work
until the Residents' Rights and Advanced
Directive Education is provided pre and post-test
administered and 100% score obtalned an
postest.

Once the Administrator, DON, ADON, MDS
Coordinator, SDC, Dietary Director, Business
Office Manager, Soclal Setvices Dlractor,
Chaplain, Admissions Diractor, Medical Records
Director and Human Resources Director were
re-educated on Residents’ Rights and Advanced
Directives, they were then assigned to re-educate
the staff on the Residents Rights and Advanced
Diractives beginning on 06/15/14 o include
examples of Resident Rights, the types of
Advanced Directives and examples of resident
refusals. All staff werking on 06/15/14 received
the education and all other staff is recsiving the
education prior to clocking in for their next,
scheduled shiff, -

All new staff will obtain education on Residents'
Rights during Orientation,

F 225

FORM CMS-2667(D2-89) Previous Versions Obsolete Event ID: CUZ211

Fadlity ID; 100375 If confinuatfon sheet Page 71 of 140




PRINTED: 08/25/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (¥%3) DATE SURVEY
" | AND PLAN OF CORRECTION IDENTIFICATION MUMBER: - A. BUILDING COMFLETELD
; ) G
185246 8, WING . 06/27/2614
NAME OF PROVIDER OR SUPPLIER : STREETADDRESS, CITY, STATE, ZIP CODE

371 WEST MAIN STREET

CKCAS 8 REHABE o]
ROCKCASTLE HEALTH & R| LITATION CENTER BRODHEAD, KY 40408

) ID SUMMARY STATEMENT OF DEFICIENGIES [} PROVIDER'S PLAN OF CORRECTION (X5
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX, (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225 | Continued From page 71 F 225

Staff questicnnaire regarding abuse and resident
tlghts and Advanced Directivas is being
administered by Administrator, DON, ADONSs,
MDS coordinators, SDC, Diefary Director,
Business Office Manager, Social Services
Director, Chaplain, Admissions Director, Medical ' ~—
Records Director, and Human Resources
Director 1o five staff members on each shift and
different staff members unti! the immediacy of the
Jeopardy is removed.

All resulfs of questionnaires, teste, skin
assessmenis are reviewed daily by the
Administrator, DON, Nurse Consultant, Vice
President of Operations, Chief Operations
Offlesr, or Chief Nurse Exscutive, Any concerns
ravealzd an the above to include injurles of
unknown origin are reported imriediately to the
Abuse Coordinator, Administrator, Director of
Nursing, Reglonal Nurse Coordinator, Reglonal
Vice President of Operations, Chief Operating
Officer, Special Projects Administrator, or Chief
Nurse Executive.

Results of the staff questionnalre wilt be reported
o the Quality Assurance committes weekly to
determine the further need of continued
education or revision of plan.

' Human Resources performed an audit of all
parsonnef files for any abuse concerns on
06/13f14. ltems that were reviewed: Coaching
and Counseling forms, suspension forms,
termination forms, abuse registry checks,
background checks, and licensure. Resulis of
audit were givan to the Administrator, on
08/14/14, to review for any abuse/neglect
concerns that needed reported. None was
Identifled.
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Information on Caring for the Caregiver, which
addresses the signs of stress and burnout, shows
the caraglver ways to cope and reduce stress and
usefil ways that friends can offer help to the
caregiver were postad by the time clock on
06/14/14 by the administrator.

A nurse from the regional team or corporate office
has been onsife since 06/13/14 and will remain in
the facility daily until the Jeopardy has been lifted.
The nurses from the regional tearn or home office
are assisting with Invesiigations, observing staff
treatment of residents, performing chart audits,
and providing oversight and consultation. The
Chief Nurse Pxecutive, Clinical Compliance
Nurse or Director of Clinical Programs will be in
daily contact with the Regional Nurse Consuitant
and will review allegaflons.

All grievances and Resident Quesiionnalires sinca
02/01/13, were reviewed by the Administrater,
DON, Chief Nurse Executive, Himan Rescurces
Director, Admissions Director or Regional Nurse
Consuitants by 06/16/14 tc determine if any ltems
documented were a reportable event. The
Facility Administrator, Soclal Sarvices Director or
Director of Nursing reported 58 allegations of
abuse, neglect or misappropriation to the Office
of Inspector General, APS and Ombtidsmen and
appropriate authorities as required state law by
08/16/14.

The Administrator, Social Services Dirsctor or the
Director of Nursing will review daily, the '
grievances and incident/accldent repotts, until the
immediacy of the Jeopardy is lifted, starfing
06/13/14, to determine if there are reportable
allegations that have not been identified, then
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daily Monday through Friday during the Mecrning
Stand-Up Meeting. The Social Setvices Dinsctor
or the Director of Nursing wlil report fo the
Administrator any identifled allegations of abuse,
neglect or misappropriation immediately after
thelr review. The Administrator will report any
allegations of abuse, neglect, or misappropriation
to the Office of Inspector General, Adutf
Protective Sstvices and Ombudsman and
approptiate authorities as required by state law.

A Residernt Councit meeting was held on -
06713114, conducted by the Chapialn and Staff
Development Cooydinator, to discuss any
abuse/neglect concerns, the facility's Abuse
Policy and to provide education on whom to
repart any abuse/neglect concems without fear of
refribution.

The Administrator, Director of Nursing, Assistznt
Diractor of Nursing, MDS Coordinator, SDC,
Dietary Director, Business Office Manager, Social
Services Director, Activities Director, Chaplain,
Admissions Director, Medical Records Director or
Human Resources Director, one per shift, will be
on site each shift fo perform walking rounds In
which 20 residents {ten with BIMS scores of § or
greater and fen with BIMS scores of 7 or less) will
be visited by the Department Head and
interviewed regarding staff treatment. Those
residents that can be interviewad and for those
residents who are not able to be interviswed, the
Department Heads will visit the resident, skin
checks will be completed by the nurse, as well as
speaking to nurse and the CNA regarding any
‘noted changes in resident behaviors.

The Administrator, DON, ADONs, MDS
Coordinafor, SDC, Dietary Director, Business

F 225
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Office Manager, Social Services Director,
Activities Director, Ghaplaln, Admissions Director,
Medical Records Director or Human Resources
Director will interview ten staff merbers dally,
five from day shift and five from night shift,
regarding the types of abuse, who is the abuse
coordinator, when suspected abuse is reported,
residgenis rights and advanced directives which
began on D6/14/14 and will continue untl
Immediate Jeopardy is lifted. Resulis of resident .
and staff questionnaires wiil be reportad fo the
Administrator, DON, Regional Nurse Consuitant,
or VP of Operations daily, and if the Administrator
is not In the facility, tha Department Director
conducting the quaestionnaires witl felephone the
Administratar or VP of Gperations the resulfs of
the resident and staff questionnaires. This began
on 06/14414 and will continue untfl the Jeopardy Is
liited. .

A binder is passed on fo each Department Head
assiyned to perform the resident and staff
questionnaires each shift. This binder contains a
resident roster in which the interview date and
shift is noted next to the resident’s name fo
ensure that residents with BIMS scores of 8 or
greater will be Interviewed and rasidents with
BIMS scores of 7 or [ess will be visited, with skin
checks completed, beginning on 06/14/14 and will
continue untii the Jeopardy Is lifted.

The MDS Cootdinaters have the responsibillty for
updating the binder weekly to identify residents
with BiM3 scores of 8 or greater and residenits
with BIMS scores of 7 or fess. If abuss,
mistreatment, neglect, misappropriation or
violation of resident rights is alleged during the
interviews and/or visits are reported by a staff
member, the Department Head will ensure the
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| resident is safe, report to a Charge Nurse in .

which the Charge Nurse will retnove the alleged
perpstrator to a nor-patient care area and notify
the Administrator, Director of Nursing, and/or
Sacial Services Direct/Abuse Coordinator. The
alleged perpetrator will be suspended and an
investigation will begin immadiately.

The Administrator, Director of Nursing, Sacial
Services, or a membar of the regional staif will
review all resident and staff questionnaires daily
for any allegations of abuse, neglect,
misappropriation to inchude violation of resident
rights or edvanced directives. Investigations of
grievances/concerns will be initiated upon receipt,
starting on 068/14/14.

Nursing Administration (DON, ADON, Staff
Development Coordinator, MDS staff, Medical
Records Directar, or Soclal Service Director} will
feview documentation in the Nursing Notes and
Sacial Service Notes in otder to assess for any
documented evidence of an allegatlon of abuse,
neglect, misappropriation, or violation of resident
rights daily on ten different residents each day.
This began on 06/14/14. No concerns have been
Identified. Any concemns idenfified, resident
safety will first be ensured, and thon the Charge
Murse will ba notlfied. The Abuee Policy will ba
followed in which the alleged perpefrator will be
removed from a resident care area (if on duty)
suspended pending Investigation and the
Administrator, DON, or Social Service Director
wiil be notified.

All resident Social Service Notes and Nursing
Notes that were in the chart (3 months) were
reviewed on 08/13/14 by the DON, ADONs, Staff
Development Coarcinator, MDS staff, Medical
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Records Director, Admissions Director, ar a
Social Service Director and Administrator froma
“sister” facillty, or regional/home office nurses for
any documentation regarding abuse or violation
of resident rights. No new incidents were )
identified, Ten charis are reviewad by a member
of Nursing Administration or Regional or Home
Office Nurse daily to validate that no other abuse
allegattons or violations of resident rights have
haan documénted but not reportad, This will
continue until the immediate Jeopardy is
removead.

The Administrator, Director of Mursing, and Social -
Services Director will review and discuss afl

abuse aflagations dally to ensure that the resident
is profected, the alleged perpetrator is removed
from the resident care area, raparts to the Office

of the Inspector General, APS and Ombudsman
are filed timely, and a thorough investigation is
completed.

The Administrator will maintain an abuse
investlgation log staring on 08/14/14 {hat wil
inciude documentation of the following: validate
protection of residents, perpetrator is removad
from resldent care area, reports to the Office of
the Inspector General, APS, and Ombudsman '
' are filed fimely, and a thorough Investigation is
completed.

The Administrator and one of the following: Chief
Operation Officer, VP of Operatlons, Chief Nurse
Exacutive or Regional Murse Consulfant will
review fhe abuse log daily untii removal of the
immediate Jeopardy, beginning on 06/14/14, to
validate protection of the resident, that ihe
perpetrator is remaved from the resident care
area, that reports to the Office of the Inspector
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General, APS, Ombudsman and appropriate
authorities required by State law, are filed timely,
and a thorough investigation has been '
completed. '

All Incident Reports from January 2014 to June
2014 were reviewed by the Diractor of Nursing,
ADON, Regional Nurse Consuitant or Chief
MNursing Executive to identify any abuse or
neglect or vickation of & residents rights an
06/14/14. None was identlfied.

Beginning an 03/13/14, the care plan conference
for each resident will include any abuse/neglact -
concerna that the resident or familles have, or
any concemns with violation of resldent rights or
advanced directives. Resident safaty will be
validated and then the allegafion will be reported
{o-the Charge Nurse. The abuse poficy will then
be followed.

The DON, ARON, or Staff Developmenit
Coordinator will observe the care delivery, for any
suspected abuse/neglect concerns on five
residents daily, beginning on 36/14/14, until
removal of the immediacy and then weekly -
{Monday through Friday). Results of the care
delivery audits will be reported to the Quality
Assurance Committze weekly to determine the
further need of continued education or revision of r
plan. Atthat fime, based on evaluation, the
Quality Assurance Committee will determine at
what frequency the audits will need to continue.
Concems Identified will be corrected immediatsly
and reported to administrator to ensure,
investigation of suspactad neglect was
investigated/compiated and reporting guidelines
are met.
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A Quality Assurance meeting will be held weekly
for four weeks beginning 06/13/14, then monthly
for recommendations and further foilow-up
regarding the above stated plan. At that fime,
based upon evaiuation the Quality Assurance
Committee will determine at what frequency
ongoing audits will need to continue. The
Administrator has the oversight o ensure an
effective plan is in place fo meat resident
wellbelng as well as an effective plan to identify
facility concerns and Implement a plan of
corraction to involve all staff of the faclity.
Corporate Administrative oversight of the Quality
Assurance meeting will be completed by the
Spacial Projects Administrator, the Regional Vice
President of Operations, Signaturs Care
Consultant, Chief Nursing Officer, member of
regional staff or Chief Operating Officer, daily
untii removal of the immediacy baginning
06/13/14, then weskly for four weeks, then
monthiy.

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

Review of the "Random Follow up Questionnaires
for Residents,” dated 06/13/14 and interviews on
06/27/14, at 1:51 PM with the MDS Coordinator
and at 11:25 AM with the Staff Bavelopment
Coordinator revealed the residents had been
interviewed.

Review of documentation revealed the aflegations
were faxed to the Office of Inspector General
between the dates of 06/13/14 and 06/17/14.

Review of "C.N.A Skin Care Alert” forms dated
08/13/14, and interviews on 06/27/14 at 11:25 AM
with the Staff Development Cootdinator and at
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11:30 AM with the Assistant Director of Nursing,
revealed the assessments had been completed.

Interviews on 06/27/14 at 11:25 AM with the Staff
Development Coordinator, at 11:30 AM with the
Assistant Director of Nursing, ai 11:00 AM with
the Administrator, and at 1:56 PM with the Social
Worker revealed staff had contacted the
residents' Power of Attomeys regarding
abuse/neglect concerns and resident rights. The
staff stated they were continuing fo contact all
Power of Attorneys not yet reached, Additionally,
interview on 06/27/14 at 1115 AM with Resident
G's Power of Attarney revealed he had been
contacted by the facility and voiced no concetns.

Interviews on 06/27/14 at 11.00 AM with the
Administrator, and at 11:45 AM with the Director
of Mursing, revealed all Abuse/Negiect audits,
assessments, interviews, and questicnnaires had
heen reviewed on 06/13/14.

Review of acknowledgement sheets signed by
residents and interviews an 06/27/14 at 10:10 AM
with Resident #3, at 10:15 AM with Resident D, at
10:23 AM with Resident E, and at 10:30 AM with
Resident F reveaied the education had been
provided to residents,

Review of "Random Follow-Up Questionnaires for
Staff," dated 06/13/14 with deslgnafions of
pre-test and post-test revealed the Administrator,
Director of Mursing, Assistant Director of Nursing,
Minimum Data Set Coordinator, Staff
Development Coordinator, Distary Director,
Business Office Manager, Social Services
Director, Chaplain, Admissions Director, Medical
Raecords Director, and Human Resources
Director had all taken the test and scored 100%.
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Review of "Random Fellow-Up Questionnaire for
Staff," forms and interviews on 06/27/14, at 10:30.
AM with Housekeeper #1, at 11:18 AM with
Licensed Fraciical Nurse #1, and at 11:38 AM
with CNA #3 revealed the staff had teken the test
and scored 100%. :

Reviaw of "Resident Rights" questionnaires
designated with pre-fest and post-isst dated
06/15/14, revaaled the Administrator, Direcior of
Nursing, Assistant Director of Mursing, Distary
Director, Business Office Manager, Chaplain, and
Admissions Director had all taken the test and
scored 100%.

Review of "Resident Rights* questionnaire and
interviews on 06/27/14, at 10:30 AM with
Housekesper #1, at 11:18 AM with Licensed
Pragctical Nurse #1, and at 11:38 AM with CNA #3
revealed the staff had taken the test and scored
100%.

interview on 06/27/14 at 11:25 AM the Staif
Development Coordinator revealed orientation
training and education material includes Resident
Rights training.

Review of "Random Fallow-Up Questionnaire for
Staff” forms and interviews on 06/27/14 at 11:25
AM with the Staff Development Coordinator, at
14:30 AM with the Assistant Director of Nursing,
at 11;00 AM with the Administraior, and at 1:56
PM with the Soclal Worker, revealed the
guestionnaires regarding abuse, resident rights,
and advanced directives had been administered
to five staff members on each shift.

Interview with the Administrator on 08/27/14, at
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11:20 AM revealed the questionnaires had been
reviewed and no cencerns were identified.

Review of Quality Assurance Meetings conducted
on 06/13/14 and 06/20/14 revealed the resulfs of
the questionnaire had been reparted in the
meetings. '

Review of a signed statement dated 06/13/14, by
the Human Resources Direcior revealed all
Human Resource files had besn audited for
Coaching and Counseling forms, Suspension
Forms, Termination Forms, Abuse Reglstry
Checks, Background Checks, and Licensure
requitements,

Observation of the employee time clack on
06/27/14 at 11:56 AM revealed "caring for the
caregiver” educafional material was present.

Review of a signad facility log dated 06/13/14
through 06/27/14, revealed a corporate staff

| person had been designated and served as
Administrative Oversight in the facility on each of
the days. '

Interviews on 06/27/14 at 11:00 AM with the
Administrator and at 11:45 AM with the Director of
Nursing revealed afl Grievances and Resident
‘Questionhaires since 02/01/13 had haen
reviewed. The identified concerns had been
reporied to the Office of [nspector General.

Interviews on 08/27/14 at 11:00 AM with the g o
Administrator, at ;56 PM with he Social Worker, :

and af 11:45 AM with the Director of Nursing
revealed all grievances and incident/accident
reports had been reviewed daily since 06/13/14.
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Review of ihe "Resident Council Meeting
Minutes,” dated 06/13/14, and interviews with
Residsnt #3 on 06/27/14 at 10:10 AM and
Reslident D at 10;15 AM, revealed they had
attended the meetlng and discussed any
abuse/neglect concerns,

Intarviews on 0627714 at 11;25 AM with the Staff .
Development Coordinator, at 11:30 Al with the
Assistant Director of Nursing, at 11:00 AM with
the Administrator, and at 1:56 PM with the Social
Worlker revealed Department Heads had been
assigned each shift fo perform walking rounds
and vislt 20 residents, Staff interviews were also
being conducted to ideniify any changes in
resident behavior.

Review of "Random Follow-Up Questionnaire for
Staff" forms and Interviews on 06/27/14, at 41:.00
AM with the Administrator, at 1:56 PM with the
Social Worker, and at 11:30 AM with the Asaistant
Director of Nursing revealed tha interviews wers
being conducted with ten staff members dally.
Review on 06/27/14, of tha questionnaire hinder
revealed it contained a resident roster with the
date and shift that each resident had been
intarviewed,

interview on 06/27/14 at 1:51 PM with the
Minimum Data Set Coordinator revealed she was
responsible fo ensure the binder was kept
updated with each resident's current BIMS score.

Interviews on 06/27/14 at 11:00 AM with the
Administrator, at 1:56 PM with the Social Worker,
and at 11:45 AM with the Director of Nursing
revealed all resident and staff cuestionnaires had
bean reviewad daily for any allegations of abuse,
nagiect, and misappropriation of propeity. The

F 225

FORM CMS-2567(02-98) Pravious Versions Obsolete - Event [D; CUZ211

Fagility ID; 100375 If continuation sheet Paga 83 of 140




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

PRINTED: 08/25/2014

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAM OF CORREGTION IDENTIFICATION NUMBER:
185248

FORM APPROVED
OMB NO. 0938-0391
{X2) MULTIPLE CONSTRUGTION {X8) DATE, SURVEY
A, BULDING COMELETED
G
B.whe 06i27/2014

NAME OF PROVIDER OR SUPPLIER

ROCKCASTLE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 7IP CODE
371 WEST MAIN STREET
BRODHEAD, KY 40409

questionnaires were also raviswed for violation of .
resident rights or advanced directives.

Review of signed statemants by staff and
interviews on 06/27/14 at 1:56 PM with the Social
Worker, and at 11:45 AM with the Director of
Nursing revealed Nursing Nofes and Social
Sarvice Notes had been reviewed datly for
avidence of any altegations of abuse, neglect,
misappropriation of property, or violation of
resident rights. ’

Review of a signed statement by the
Administrator and Social Services Director of a
"sister” facility dated 06/13/14, revealed all
Nursing and Social Services Notes had baen
reviewed.

Interviews on 06/27/14 at 11:00 AM with the
Administrator, at 1:56 PM with the Social Worker,
and at 11:45 AM with the Director of Nurging
revealed all abuse allegations were reviewed
dally and discussed fo ensurs the abuse policy
was followed.

tnterviews on 06/27/14 at 11:00 AM with the
Administrator, and observation of the abuse
investigation (og revealed the log had bean
maintained since 06/14/14, and included
documentatlon that resident rights were
protected, the alleged perpetrator was removed
from resident care, and the required reporting
was completed. Reviow of the Abuse
[nvestigation Log on 06/27/14, ravealed
documentafion that the Chief Operation Cfficar,
Vice President of Operations, Chief Nurse
Executive, or Reglonal Nurse Consultant had
reviewed the log daily,
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Review of a signed statement dated 06/14/14, by
the Regional Nurse Consultant revealed all
incldant reports had been raviewed for any
concems.

Interview with the Administrator on 06/27/14 at

10:10 AM and a signéd statement dated

06/27/14, revealed the facility had canducted no

| care plan meetings since 06/13/14. Inferview

with the Minimum Data Set Coordinator on
06/27/14 at 1:51 PM ravealed all Cars Plan
meetings would include discussion of any
abuse/neglect concerns that the resident or
families may have noted.

interviews on 0B/27/114, at 11:45 AM with the
Director of Nursing, and at 11:30 AM with the
Assistant Director of Nursing and review of
resident rosters ravealed observations of care
had been eonducted on five residents daily, which
began on 06/14{14.

Review of Quality Assurance meefing minutes
revealed meetings had been conducted on
06/13/14 and 06/20/14. The minutes reflected
the plan had been discussed.

483,13(c) DEVELOPAMPLMENT
ABUSEMEGLECT, ETC POLICIES

The facility must develop and implemant written
policies and procedures that prohibit
mistreatment, neglect, and abuee of residents
and misappropriatlon of resident property.

This REQUIREMENT is nof met as evidenced
by: '
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Resident/Viskor/Grievance/Complaint Ferms and
the facility's policy entitled, "Abuse, Neglect and
Misappropriation,” it was determined the facility
failed to implement written pollcies and
procedures that prohibit mistreatrment, neglect,
and abuse of residanis and misappropriation of
resident property for two (23 of four (4) sampled
rasidents (Residents #2 and #4). The facility
failed fo ensure =l allegations were investigated
and failed to ensurs residents were protected
from further potentlal abuse during the facility's
investigation in accordance with facility policy
whieh stated, "The charge nurse will immediately
remove the suspected perpetrator from resident
care areas, obtain the staif members witnsss
staternent and immediately suspend the
employee pending the cutcome of the
investigation,” and "All allegations of abuse will be
investigated and repotted fo the appropriate
agencies.”

Resident #2 revealed in inferview conducted on
06/12/14 at 10:00 AM that he/she had reported
two potential altegations of abuse tp facility staff.
According to Resident #2, Cerified Nurse Alde
(CNA)#1 had refused o assist him/her fo tha
bathroom and had insiructed Resident #2 fo "pee
in the hed" (exact date unknown). In addition,
Resident #2 stated that Medication Aide (MA) #1
had heen hatefui and intentionally rough when
she had assisted the restdent to bed and, as a
result, the resident became upset and cried. The
resident was unable to recall the date of the
incident. Record review confirmed that beth
allegations mads by Resident #2 had been
reported to the Administrator and documented on
the facility's Resident/Visitor/Grievance/Complaint

Forms.

- the SSD. The CNA was not working that day

and was suspended via phone conversation
on §/12/14 by DON, pending a thorough
investigation. MD and Medice| Director was
notiffed oh 6/12/14 by the charge nurse or
$SD. Resldent was assessed by the ADON on
6/12/14 and 6/13/14 with no issues noted. A
re-investigation of this event and
information obtained there fram, warranted
an amended finding that this alleaation of
abuse Is substontioted, An amended five day
was filed with GG, APS and Ombudsman as
of 6/15/2014 by the SSD. Resident # 4's
allegation was reported to OIG, APS and
Ombudsman on 6/14/14 by the DON. MD
and POA ngtified on 6/14/14 by the DON.
CNA was already on suspension from
previous allegation, Resident # 4 was

"assessed by the S5D on 5/16/14, Initial

thorough Investigation initiated an 6/14/14

" hy the DON.

All residents have been assessed for any
signs and symptoms of abuse/neglect. Those
residents with BIMs of 8 or greater were
interviewed by the Admissians Director,
Dietary Director, Plant operations Director,
WDS Coordinators, Medical Records
Director, Business Offlce Manager,
Hausekeeping Director, Staff Development
Coordinator or Chaplain for any

-abuse/neglect concarns on 6/13/14, Eleven

(11} contcerns with 10 {ten) residents were /
identified throughout the interviews
conducted on 6/13/14, two (2} of which
were resident #1 and resident #2 {with

X4 1D ) SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION © pe
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL FREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENCY)
F 226 | Continued From page 85 F 226
P . . N Resident #2's allegation w
Jasad on interview, record review, and review of s allegatlon was reported to OIG,
APS, and local Ombudsman on 6/12/14 by 7)31/14
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Review of a Resident/Visitor/Grievance/

{o other residents as a resoluticn to the
complaint.

injuries of unknown erigin are repoited

officials in accordance with State law...”

Complaint Form dafed 05/18/14 revealed on
05/19/14 {ime not documented) Resident #4's
family member contacted the facility and asked
staff not o assign CNA #1 to provide direct care
to Resident #4. The family member reported
CNA #1 had been "disrespectful and hateful" to
the resident. As a result of the complaint
reported by Resident #4's family rmember, the
facility documented that CNA #1 had been moved
to another unit of the faclity fo pravide direct care

Record reviews and interviews revealed that the
facility had been made aware that staff had
treated a resident roughly, had instructed the
resident to "pee [n the bad" when the resident
requested assistance fo the bathroom, and had
spoken to aresident in a."disrespectful and
hateful® manner. Howaver, the facility failed to
imptement its policias that stated, “All allegations
of abuse will be invesfigated...," that staff was to
r . Jmmediately remove fhe suspected perpetrator
from resident care zreas...," and that"...all .
allegations of abuse involving abuse along with

Immediately to the charge nurse andfor -
administrator of the facillty along with oiher

The facility's failure to immediately report all
allegations of abuse/neglect, fallure to protect
residents during the course of an investigation of
abuse/neglect, and failure to investigate
alfegations of abuse/negleci caused, or was likely
to cause, sailous injury, harm, impairment, or
death to residents In the facility. Immediéte

The eleven (11) consist of (four) ailegations
of physical abuse, 3 {three) allegativns of
neglect, 1 {ene) allegation of varbal abuse, 2
(two) allegations of misappropriation of
resident property and 1 allegation of mental
abuse, ail of which were reported to 0IG,
APS and Ombudsmen between 6-13-14 and
6-17-14. 1 (one} allegation of physical ahuse
and 1{one) allegation of neglect wera
substantiated. {The 5 day Investigatfons have
been attached.)Those residents with BIMs of
7 or less were physically assessed by the
ADONs, Admisslons Director or Staff
Development Coordinator for any signs and
symptoms of abuse/neglect on 6/13/2014.
Ne cencerns were identified, All POA’s of
resldents with a BIMS of 7 or less were
attempted to be contacted in regards to any
abuse/neglect concerns on 6]14/14, and on
resident rights and advanced directives on
6/15/14 by the Social Services Director,
Chaplain, DON, ADON’s Adminlstrator, Staff
development coordinator or Admissions
Director. The facility will continue to
attempt contacting daily untll remaining
POA’s have been reached. No toncerns have
been identified from any POA at this time.
Abuse/neglect audits, assessments,
Interviews and questionnaires were
reviewad by the Administeztor, Director of
Nursing and Regional Nurse Consultant and
the Chief Nurse Executive on 5/13/14 for any
indications of abuse/neglect concems.

All residents with a BIMS of 8 or greater
recelved education on Residents Rights and

waere given a copy of the Resfdent Rights by

the Business Office Manager or Chaplain on
6/15/14. :
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Jeopardy was deferminad to exist on 05/26/14 at
42 CFR 483.10 Resident Rights (F156), 42 CFR
483.13 Resident Behavior and Facility Practices
(F223, F225, and F226), and 42 CFR 483.75
Administration (FA90).

An acceptablé Allegation of Compliance was
received on 068/25/14 which alleged removal of
the Immediate Jecpardy on 08/25/14. A partial
extended survey was conducted on 06/26-27/14.
The State Survey Agency determined the
immediate Jeopardy was removed on 08/25/14
as alleged, which lowered the scope and saverity
fo "D" at 42 CFR 483.10 Resident Rights (F155)
42 CFR 483.13 Resident Behavior and Faclllty
Practices (F223, F225, and 228) and 42 CFR
483,75 Administration {F420) while the facility
monitors the effectiveness of systemic changes
and quality assurance activities.

The findings include:

According to the facilty's policy, "Abuse, Neglect
and Misappropriation,” effective April 2013, "The
Administraior/designee will make all reasonable
efforts to investigate and address alleged reporis,
concerns, and grievances...All allegations of
abuse will be investigated and reported to the
appropriate agencies...The charge nurse will
immediately remove the suspected perpetrator
from resident care areas, obtain the staff
memhbers withess statement and immediataly
suspend the employee pending the outcome of
the investigation...All allegations of abuse
involving abuse alohy with injuries of unknown
origin are reported immediately {o the charge
nurse and/or administrator of the facility along
with other officials in accordance with State law
through established guidelines." in addition, the

since 2/1/13 were raviewed by the
Adminjstrator, DON, Chief Nurse Executive,
HR Director, Admissions Director or Regional
Nurse Cansultants by 6/16/14 to detarmine
if any iterns documanted were a repartable
event. The Facility Administratar, Soclal
Services Director or Director of Nursing
reported flfty elght (58} allegattons of abuse,
neglect or misappropriatfon to the Offfce of
inspector General, APS and Ombudsmen and
appropriate authorities as required state [aw
hy 6/18/14. Two {2} allegations ware
substantjated; one (1) physical and one (1)
neglect which were referenced in #4, both of
which fnvolyed resident #2. The breakdown
of allegations reported are as folfows: one
{13 physlcal, seven {7} neglect, three (3)
mental and 47 {forty seven)
misappropriation. The Administrator, Soclal
Sarvices Director or the Director of Nursing
will review daily, Monday through Friday
during the morping stand up meeting, the
gtievances and incldent/accident reports X 4
weeks, starting 6/13/14, ta determine if
there are reportable allegations that have
not been identified. Social Services Director
ar the Director of Nursing will report to the
Administrator any identlfied allegations of
abuse, neglect or misappropriation
immediately after their review. The
Administrator will repart any allegations of
abuse, neglect ar misappropriation to the
Office of Inspector General, Adult Peotectlve
Services and Ombudsman and appropriate
authoritles as required by state law.

A Rasident Councll meeting was held on
6/13/14 conducted by the Chaplain and Staff
Development Coordinator to discuss any
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policy revealed, “The charge nurss will
immediately notify the Administrater, DON and/or
Abuse Coordinator as appropriate,” and “The
Administrator andfor DON will notify state
agencies according fo thelr reporting guidelines.”

{ 1. The facility admitted Resident #2 on 04/01/08
with diagneses that included Cerebral Palsy. A
Minfmum Data Sef Assessment (MDS) dafed

| 05/02/14, revealed Residant #2 was cognitively
intact, had a Brief Interview for Mental Stafus
(BIMS) score of 13, and required exiensive
assistance with mobility and transfers.

Review of a Resident/Visitor/Grievance/
Cornplaint Form dated 06/05/14 revealed
Resident #2 reported to staff on 06/04/14, that
CNA#1 had refused to take him/her fo the foilet
and instructed the rasident to void in the bed.
Further review of the form revealed ihe allegation
was reported fo the Administrator and DON.

Resident #2 stated in interview on 06/12/14 at
10:00 AM that hefshe rang the call light (exact
date unknown} for assistance to the foilet, CNA
#1 answered the call light, and instructsd the
resident "io pee in the bed" and "she would clean
it up later." Resident #2 stated hefshe became
upset and centacted histher family member.
According to Resldent #2, his/her family member
contacted the facility and CNA #1 refurned to
his/fer room and assisted the resident to the
bathroom; however, Resident #2 sfated at that
fime CNA#1 told him/her, "You better not call
[family member] on me again.”

Resident #1 {Resident #2's rcommate) stated In
an interview conducted on 06/14/14 at 10:10 AM
that hefshe had overheard CNA #1 instruct

F 226

abusa/neglect concerns, the facility abuse
poticy and to provide education on whom to
report any abuse/neglect concerns without
fear of retribution, 1 allegation resuited and
was reported to the office of Inswector
general on 6/16/14. On 6/13/14 a grievante
was written on a missing blouse and pair of
papts, An initiaf report has been sent to O1G,
APS and Ombudsmen on §/15/14 by the
Administrator. An investigation was initiated
on 6/13/14 by the Housekeeping Director,

Alt resident social service notes and nursing
notes that were in the chart {3 months) were
reviewed on 6/13/14 by tha DON, ADONs,
Staff Davelopment Coordinator, MDS staff,
medical records director, admissions
director, or a social service director and
administrator fram a sister facifity, or
regionalfhome offlce nurses for any
documentation regarding sbuse or violation
of resident rights, No new incident baing
fdentified.

Beginning on 6/13/14, the care plan
canference for each resident will include any
abuse/neglect concerns that tha resident or
families have, or any concerns with viclation
of resident rights ar advanced directives.
Resident safety will be validated and then
the allegation will be reported to the Charge
Nurse. ‘the abuse policy will then be
followed.

DON, ADONs, or Staff Development
Coordinator will cbserve the care defivery,
for any suspected abuse/neglect concerns on
5 residents weekly {(Moenday through Friday)
for 8 weeks, starting on 6/25/14. Results of
the care delivery sudlts will be reported to
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Resident #2 to void in the bed. [n addition,
Resident #2's family member confirmed in
inferview conducted on 06/12/14 at 2:15 PM that
Resident #2 had called her on 06/02/14 at
approximately 8:45 PM, informed her that he/she
neeaded help and that staff had instructed ihe
resident to "pee in the bed," and the family called
the facility and spoke with staff (name unknown).
Resident #2's family member also stated on
0€/12/14, the facility had contactad har in regards
to an unretated issue and stafed, at that titne, she
infommned the facility of her concerns related to

-staff failing fo assist Resident #2 to the toilet, and

then “threatening” the resident because hefshe
had contacted the family member for assistance.

Interview with the Administrator on 06/13/14, at
1:30 PM and review of a statement signed by the
Director of Nursing (DON) on 06/04/14 and the
Administrator on 06/13/14, revealad on 06/04/14,
the Administrator and the DON spoke to Resident
#2 about the incident. However, the
Administrator stafed when CNA#1 was
questioned regarding the incidént she stated she
was "busy"” at the time and could not taks
Resldent #2 to the toilet. According to the
Adminisirator, he and the DON had not
considerad the allegation as abuse and/or
neglect. The Administrator acknowledged the
facitity had not investigated the allegation furthier,
had nof taken measures to ensure residents were
protected from fusther potential sbuse, and had
not reported the rasident's complaint to State
agencles. o

Additionally, review of a Resident/Visitor/
Crievance/Complaint Form dated 05/18/13,
ravealed Resident #2 had reported that
Medication Alde (MA)#1 had been "rough" whaen

further need of continued education or
revision of plan. At that time, based on
evafuation, the QA committee wil determine
at what frequency the addits will need to
continue, Concemns [dentified will be
eorrecied Immediately and reportad to
administrator to ensure investigation of
suspected neglect was
investigated/completed and reporting
guidelines are met,

All Incident Reports from lanuary 2014 to
June 2014 were reviewed by the Director of
Nursing, ADON, Regional Nurse Consultant
ot Chief Nursing Executive to identify any
abuse or neglect or violation of resident's
rghts.

3. The facllity Administrator, DON, ADONs,
MDS coordinatoy, SDC, Dletary Birector,
Business office manager, Soclal Services
Director, Chaplain, Admissions Director,
Medical Records Director, HR Director, were
re-educated on 6/13/14 by the Regional
Nurse Consultant on the abuse policy and
pracedure, to include but not Hmited to:
training, prevention, identification,
protection and reporting/respanse,
campleting a thorough fnvestigation which
includes obtalning witness statements from
any stakeholder, residant or any person
witnessing the event, statements from any
other staff that have worked with the alleged
perpetrator {employee), conversations with
the residents POA, head to toe assessments
of residents under the care of the employee
that are unable to telf us i an event has
veeutred (BIMS 7 or less}) and interviews with
residents that can tell us if they feel safe,
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Medication Aide #1. F-155 l
**The facliify provided an accaptable Allegation of 1. Resident #1's allegation was reported -
Compliance (AOC) on 06/25/14, The facility o the Administrator and DON on 713114
implemented the following actions fo remove the 5/26/14 by the charge nurse. Thoraugh
Immediate Jeopardy: Investigation Initiated on 5/26/14 by
the DON. Initlal repart ta DIG, APS and
All residents were assassed for any signs and Ombudsman on 5/27/14 by the $SD.
syrﬁptoms of abuse/neglect. Those rasidenis MD and Medicai director was notified !
with Brief Interview for Mental Status (BIMS) on5/26/14 by the DON. On 5/26/14
scores of B or greater were inferviewed by the the medication Alde was suspandes by
Admissions Director, Distary Director, Plant the DON, pending a thorough
Operations Director, Minimum Data Set (MDS) Investigatlon. Charge nurse completed
Coordinators, Medical Records Director, a head to toe assessment on resident #
Business Office Manager, Housekeeping 1 on 5/26/14 with no concerns |
Director, Staff Development Coordinator (SDC), identified. S5D completed psythosoctal
or Chaplain for any abuse/neglect concems on assessment of resident on 5/27/14 with
08/13/14. reassessments on 6/2/14 - 6/4/14 with
ho concerns noted, On 6/23/14and ~ R
Eleven concetns with ten residents were agaln on 6/19/14, due to new
identifiad through interviews conducted on fformation heing reported tothe
06/13/14, two of which Involved Resident #1 and facllity by a state agency, ths
Resident #2 (with Resident #2 having two nvestigation was re-openad by the
reported incidents). Fhe eleven concerns consist administrator or DON, An amended
of four allegations of physical abuse, three reported substantlating this allegation
allegations of neglect, one aflagation of verbal was flled to the OIG, APS and
abuse, two allegations of misappropriafion of idmh_"'?sme"‘ The facility
resident property and one allegation of mental Ah:ﬁ:'ﬁ:::;; Dt'm“t‘j::f !T_““’"g'
abuse; ali of which were reported fo the Office of degartment h:a:;:”d :C;f‘t"’
Inspector General (OiG), Adult Profective . nei sta
Services (APS), and the Ombudsman between uncerstand that any and all allegations
06/13/14 and DB/1TH4. of abuse, neglect, misappropriation, or
violation of resident rights are to be
Resldents with BIMS scores of 7 or less wers repomfd 0 016, ARS and Omdudsmen
: ) ; Immediately, as wefl as o other !
physically assessed by the Assistant Direciots of anthorlties as required by stats law, A
Nursing {ADON}, Admissions Director, or Staff :
Development Coordinator for any signs and
sympioms of abuse/meglect on 06/13/14. No
coneerns were identified. '
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abused or mistreated or violated by alleged
FF 226 | Continued Fromn page 90 F 226 voee

she assisted the resident to bed. Documentation
revealed the resident reported the iticident to the
Admissions Director {on 05/16/13) and, based on
documentation, the incident reportedly ocourred

-1 on 08/15/13.

Interview with Resident #2 on 08/12/14 st 10:00
AM, with Resident #1 {Resident #2's roommate)
on 06/12/14 at 10:10 AM, with the Admissions
Director on 08/13/14 at 9:30 AM, and with the
facility's Soclal Worker (SW) on 06/13/14 at 9:50
AM, revealed Resident #2 reported that MA #1
had been "rough” and/or "oveizealous” whan she
had assisted the resident to bed. Resident #1
stated as a resulf of the MA's actions, hefshe
became upset and cried.

Review of documentation provided by the facility
revealed, after the report was received on
05/18/13, the facility questioned 25 residents 1o
determine if their needs were met, If they were
"afraid" of any staff who worked in the facility, or if
any staff had been rough with them in the "last
severty-two (72) hours.” Review of a "Weekly

1 Skin Round"” form revealed staff performed a

routine skin assessment for Resldent #2 on
05/17/13 {two days after ihe alleged abuss had
occured); however, no further investigation was
conducted to include interviews with Resident #1
{the roommate of Resldent #2) about witnessing
the incident that occurred betwoen Rosident #2
and MA #1 on 05/15/13. In addition, the facility
failed to "ramove the perpetrator from resident
cara areas," failed to "cbtain staff members
witness statements,” failed to "immediately

‘suspend the employee pending the putcome of

thé investigation,” and failed to "nofify state
agencies according fo their reporting guidelines.”

victim. The education also included that in
the report of any allegatfon or suspicion of
abuse or violation of a resident right, safety
of the resident is to be ensured and then
immediately reported to the charge nurse. If
tha perpetrator is an employee, they will be
Immedlately removed from the resident care
area to ensure safety of all other residents.
The zlleged perpetrator would be moved to
a nen-patient care area and suspended, the
chasge nurse will report to the abuse
coordinator/Administrator/DON in which the
alleged allegation is reported to OiG, APS
and Ombudsman. An invastigation Is then
initlated. As well, grievance process is not far
reparting or handling allegations of abuse.
This training was performed face to face in
order to facllitate discussion and quastion
and include examples of iterns that would be
considered as reportable: reports of staff
being physically or verbally mean or rough,
injuries of unknown origin, witﬁhnlding
belengings, resident to resident altercations
to include verbat or physical, and taking
belanglngs ar exploltat%on. Department
‘administrative managers coutd not return to
work until abuse education was provided,

" pre and post-test admlnistered and 100%

score abtalned on post-test, [f manager did
not scote 100% on post-test, then manager
was Immedfately re-educated and post-test
re-administered. This process continued untit
all managers obtalned a 100% score on post-
test, Once the faclity Administrator, DON,
ADQONs, MDS coordinator, SDC, Dietary
Director, Business office manager, Social
Services Director, Chaylain, Admissions
Director, Medical Records Director and HR
Director were re-educated on the abuse
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Interview with the Administrator on 06/12/14 at
4:51 PM revealed he reviewad and sighed tha
ResidentiVisitor/Grievance/Complaint Form on
05/16/13. Although ihe Administrator stated that
MA #1 was already "being waiched closely” due
to job petformancs issues and resident reporls
that MA #1 was "hateful," he failed to identify the
report made by Resident #2 as an allegalion of
abuse and stated the facility did not conduct an
investigation of the resident's complaint and that
{he facility had not reported the incident to State
authorities.

2. Review of Resident #4's medical record
rovealed the facility admitted the resident on
03/01/09 with diagnoses which included
Dementia, Anxisty, and Altered Mental Status.
Revigw of Resident #4's Behavioral Assessment
dated 02/24#14, revealed the facility had
assessed the resident to be excessively
demanding with care needs and that the resident
exhibited attention-seeking behaviors, Review of
the MDS completed on 06/05/14 revealed the
facliity assessed Resident #4 to be moderately
cagnitively impaired, and to display behavioral
symptoms. Review of Resident #4's
Camprehensive Care Plan, updated 06/10/14,
revealed the facility noted Rasident #4 continued
to display physically and verbally abusive
behavior toward staff, socially Inappropriate
bahavior, and was resistive to care.

Review of a Complaint/Grievance Report dated
05/19/14, revealed that on 05/19/14 Resident #4's
farnily member contacted the facility and
requested that CNA #1 no longer provide care to
Resident #4 due o the staff member baing
“disrespectful/hateful” to the resident {date not
indicated). The report indicated the Assistant

policy, which include training, prevention,
identificaticn, Investigation, protectionand
reporting/response. They were then
asslgned to re-educate the staff on the abuse
policy end procedure which included, but not
limited to, ensuring reskdent safety when
witnessing abuse or if an aflegation is made,
then reporting Immediately to a charge
nurse, removal of the perpetrator from the
resident care area, alleged perpetrator 15
suspended, then reported to Abuse
Coordinator/Administrator/DON, in which
the alleged zllegation is reported to OIG,
APS, and Ombudsman which started an
6/13/14. No empioyee wili be allowed to
work untll abuse education is provided, pre
and post-test administered and 100% score
obtained on post-test, if employse did not
score 100% on post-test, then employee will
be immediately re-educated and post-test
re-administered. This process will continue
unti employee obtalns a 100% score on
post-test. Education regarding the abuse
policy and pracedure, to include the
components of training, prevention,
identification, investigation, pratectlon and
reporting/response with
identifieation/reporting and process will be
inciuded In the orientation process for all
newly hirad staff members. No newly hired
employees will be allowed to work until abuse
education and resident rlght education i
provided, post-test administered and 100%
scove obtalned, If employee did not score
100% on post-test, then employee will be
immaeadlately re-educated and post-test re-;
administered. This process will continue untit
employee obtalns a 100% score on post-test.
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Director of Nursing {ADON) raported the family
member's concern to the Administrator, the DON,
and the facility’s Social Worker {who also
functions as the facility's Abuse Prevention
Coordinator) on 05/18/14. Additionally, the report
ravaaled the ADCN had been assigned
rasponsibility for the invesiigation.

Continued review of the Complaint/Grievance
Report revealed the ADON spoke with Resident
#4 and the resident informed the ADON he/she
was not afraid of anyone In the facility and
reported “just that [CNA#1] was rude." The
facliity's plan o resolve the resident's complaint
was to assign "two {2) to go In [Rasident #4's]
room af night,* and that CNA #1 would be
reassigned to provide direct resident care on
another unit in the facility, and educated on the
"tone” of her voice.

The ADON stated In interview conducted on
06/16/14 at 3:20 PM that she had not considered
the request made by Resident #4's {amily
member an altegation of possible abuse and
therefore, no additional investigation was
conducted. The ADON stated that efter she had
spoken o Resident #4, she discussed the - .
incldent with the DON and the facility's Social
Worker and the declsion was mada to move CNA
#1 to anather unit to provide resideni care.
However, the ADON could not recall why that
decision was made.

Interview with the DON on 06/16/14, at 3:55 PFM
revealed CNA #1 was moved to another unitto
"make [Resident #4's family member] feel better.”
Although the facility’s policy revealed "...All
allegations of abuse will be investigated and
reported to the appropriate agencies,” fhe DON

Dietary Director, Businass ofﬁpe manager,
Chaptaln, Admissions Director, were fe-
educated on 6/15/14 by the Chief Nurse
Executive on Resident Rights and Advanced
Directives. This training was performed face
o face In order to facllitate discussfon and
question and Include exarmples of resident
rights, the types of Advanced Directives, and
examples of resident refusals, A pre and
post-test were administered and 100% score
chtalned on post-test. If maneger did not
score 100% on post-test, then manager was
immediately re-educated and post-test re-
administered. This process cantinued until all
managers ebtained a 100% score onh post-
test. Department administzative managers
will not be allowed return to work until the
resldent rights and Advanced Directive
Education Is provided, pre and post-test
administered and 10D% score obtained on
post-test, Once the facility Administrator,
DON, ADONs, MDS coordinator, SDC, Dietary

‘Director, Business offica manager, Social

Services Director, Chaplain, Admissions
Director, Medical Records Director and HR
Director ware re-educated on Residents
Rights and Advanced Direcilves, they were

“then assigned to re-educate the staff on the

Residents Rights and Advanced Directives
begloning on 6/15/14 ta incfude examples of
Resident Rights, the types of Advanced
Dicectives and examples of rasident refusals.
All staff working on G/15/14 received the
education and all other staff is recelving the
educatlon prior to clocking in for their next
scheduled shift. All new staff will obtalned
education on Resldent Rights during
Crientation
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stated the facility did not conduct an investigation
related fo Resident #4's family member's -
statement that CNA #1 had been "disrespectful
and hateful” {o Resident #4 and did not report the
allegation to State authotities.

interview with the Administrator on 06/16/14 at

12:30 PM, revealed he had been made awate of

the request made by Resident #4's family
member on 05/19/14 for CNA #1 not te provide
care fo Resident #4 hecause the CNA had been
disrespectful and rude. However, the
Administrafor stated he did not consider the
request an allegation of abuse and an
investigation had not been conducted, and CNA
#1 continued fo provide direct care fo other
residents in the facifity. In addition, the
Administrator stated because the facility had ot
considered the family member/resident's report
as an allegation of abuse, the facility had not
reported the incident to the State agencies. .

**The facllity provided an acceptable Allegation of
Compliance (AQC) on 06/25/14. The facility
implemented the following actions to remove the
Immediate Jeopardy: ’

All residents were assessed for any signs and
symptoms of abusefneglect. Those residents
with Brief Interview for Mentai Status (BIMS)
scores of B or greater were interviewed by the
Admissions Director, Dietary Director, Plant
Operations Diractor, Minimum Data Set (MDS)
Coordinators, Medicat Records Director,
Business Office Manager, Housekeeping
Director, Staff Davelopment Coordinator {SDC),
or Chaplain for any abuse/neglect concerns on
0813114,

-

resident rights and Advanced Directlves |s
heing administered by AdmInistrator, DON,
ADDNs, MDS coorditators, SDC, Dietary
Director, Business office manager, Social
Services Director, Chaplain, Admisstons
Director; Medical Records Director, and HR
Director to 5 different staff members dally,
on differant shifts statting on 6/25/14 for 8
weeks, to ensure continued understanding of
the abuse/neglect policy and procedure and
resident rights/advanced directives,
appropriate investigating and reporting of
abuse/heglect ta Include reporting of
concerns to the Administrator. All results of
questionnaires, tests, skin assessments are
reviewed daity by the Administrator, DON,
Nurse Consuitant, Vice President of
Operatlons, Chief Operations Officer, ar
Chief Nurse Executlve Any concerns seveated
on ihe above to Include injuties of unknawn
origin are reported immediately to the
Abuse Coordinator, Adminlstrator, Director
of Nursing, Regional Nurse Coordinator,
Reglonai Vice President of Operations, Chilef
Operating Officer, Specia Projacts
Administratar, or Chief Nurse Executive .
Results of the staff guastionnatre will be
reported to the QA committee weekly to
determine the fuither need of continued
education or revision of plan. At that time,
hased on evaluation, the QA committee will
determine at what frequency the staff
questionnaire will need to continue,
Concerns idantified will be corrected
immediately and reported to administrator
to ensure investigation of suspected
Abuse/neglect was investigated/completed
and reporting guidelines are met along with
any reporting of violation of resident rights. i
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Elaven concerns with ten residents were
identified through interviews conducted on
06/13/14, two of which involved Resident #1 and
Resident #2 (with Resident #2 having two
reported Incidents). The eleven concems consist
of four allegations of physical abuse, three
allegations of neglect, one allegation of verbal
abuss, two allegaiions of misappropriation of
resident property and one allegation of mental
abuse; all of which were reported fo the Office of -
Inspector General {OIG), Adult Protective
Services (APS), and the Ombudsman between -
06/13/14 and 06/17/14.

Residents with BIMS scares of 7 or less were
physically assessed by the Assistant Directors of
Nursing {ADON), Admissions Director, or Staff
Development Coordinator for any signs and
symptoms of abusefneglect on 06/13/14. No
concerns were identified.

All Power of Atforneys of residents with a BIMS
score of 7 or less wara attemnpted to be contacted
in regards fo any ahuse/neglact concems on
06/14/14, and on resident rights and advancad
directives on 06/15/14 by the Social Services
Diractor, Chaplaln, DON, ADON, Administrator,
SDG or Admissions Director. The facility will
continue to attempt contact daily until remaining
Power of Attorneys (POAs) have been reached.
No concerns have been identified frotn any POA
at this time.

Abuse/naglect audits, assessments, interviews,
and questionnalres were raviewed by the
Administrator, Director of Nursing and Regional

"I Nurse Consultant, and the Chief Nurse Executive
on 0841314 for any indications of abuse/neglect
concerns.

" background checks and licensure. Results of
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F 226 | Continuad From page g4 F 228 HR performed an audit of all persennel files

for a‘ny abuse concerns on 6/13/14. ltems
that were reviewed: Coaching and
Counseling forms, suspension forms,
termination forms, ebuse registry checks,

audit were given to the Administrator, on
6/14/14, to revlew for any abuse/neglect
concerns that needed reported. None were
identifled. '

tnformation on Carfng for the Caregiver
which addresses the signs of stress and burn-.
put, shows the caregliver ways to cope and
teduce stress and useful wayz that friends
can offer help to the careglver were posted
by the time clock on 6/14/14 by the
administrator. '

The Administrator, DON, ADONs, MDS
coordinator, SDC, Dietary Director, Business
office manager, Soctal Services Director,
AcBiitles Director, Chaplain, Admissions
Director, Medical Records Director or HR
Director wilt be on sfte daily, starting en

£/25/14 for 8 waeks, to parform walking f

rounds fn which 10 residents {5 with BIMs 8
or greater and 5 with BIMs 7 or less} will be
visited by the departmert head and
interviewed regarding statf treatment for
those residents that can ba interviewed and
for those residents who are nat able to be
interviewed the depattrnent heads witl visit
the resident, skin check will Be completed by
nutse as well as speak to nurse and C,NA
regarding any noted changes In resident
behaviors. The facility department head also
will interview 5 different staff members
dally, covering all shifts weekly, regarding
the types of abuse, who Is the ahuse
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Charge Nurse will report to the Abuse

All residents with a BIMS score of 8 or greater
received education on Residents Rights and were
given a copy of the Resident Rights on 06/15/14
by the Business Office Manager or Chaplain.

The facility Administrator, DON, ADON, MDS
Cooerdinater, SDC, Dietary Direcior, Business
Office Manager, Scocial Services Director,
Chaplain, Admissions Dlrecter, Madical Records
Director, and Human Resources Director, were

| re~educated on 06/13/14 by the Regional Nurse
Caonsultant on the abiuse policy and procedure, o
include but not limited to: training, prevention,
identification, protecfion and reporting/tesponse,
complating a thorough investigation which
inciudes obtaining witness statements from any
stakeholder, resident or any person witnessing
{he avent, statements from any other staff that
have workad with the alleged perpetfrator
(employese}, conversationa with the residents’
POAs, head to toe assessmenits of residents
under the cara of tha employes that were unable
to tell us if an event has occurred (BIMS score of
7 or less) and-interviews with residents that can
tell us if they feel safe, abused or misfreated or
violated by allaged victim. The education also
included that in the report of any allegation or
suspicion of abuse or violation of a resident’s
right, safety of the resldent is to be ensured and
then immed!ately reported to the Charge Nurse.
if the perpetrator is an employee, they wilt be
immadiately removed from the resident care area
o ensure safety of ail other residents. The
afleged perpeirator would ba moved fo a
non-patient care area and suspended, the

Coordinator/Administrator/DON in which the
alleged allegation is reported {o OiG, APS, and

F 228
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F 226 | Continued From page 95 roordinator, when suspeched abuse is

reported, residents rights and advanced
directives. Results of resident and steff
questionnalfe’s will be reparted to the
Administrator, DON, Regional Nurse
Consuitant or VP of Operations dally and ¥
the Administrator Is not In the facility the
Department Director conducting the
questlonnalres will telephone the
Adininistrator or VP of Operatlons the results
of the resldent and staff questionnaires.

The Administrator, DON, ADONs, MD5
coordInator, SDC, Dletary Director, Business

 offlce manager, Socfal Services Directar,

Activities Director, Chaplaln, Admissions
Director, Medical Records Director, and HR
Director will notify Adminfstrator of any
voncerhs immediately regarding the above
resident and staff questionnaires related to
abuse, mistreatment, neglect o
rnisappropriation, resident safety or violation
of resident rights or advanced directives. A
binder, which Is passed on to each
Pepartment Head assigned to perfarm the
resident and staff guestionnaires datly, which
contains a resident roster in which the
interview date and shift is noted next to
resident name ta ensure that residents with
BIMs of 8 or greater wili be interviewed and
residents with BIMs of 7-or less will be
visited, with skin checks completed. The MDS
Coordinators have tha respansibility for
updating the binder weekly to identify
residents with BIMs of & or greater and
residenits with BIMs of 8 or less. §f abuse,
mistreatment, neglect, misappropriation or
viclation of resldent rights is allzged during
the interviews and or visits or reported by a
staff member the Department Head will
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" 100% scora on post:test.

Ombudsman. An investigation is then [nitlated.
As well, the grievance process is not for reporting
or hendling allegations of abuse. This training
was performed faca tD face in order fo facilitate

- discussion and guestion and include examples of
items that would be considered as reportable: -
reports of staff being physically or varbally mean
or rough, injurles of unknown origin, withholding
belongings, resident to resident altercations to
include verbal or physical, and taking belongings
or exploitation. Department Administrative
Managers could not return to work untll abusa
educafion was provided, pre and post-test
administered and 100% score obtained on
post-test. if the manager did not score 100% on
post-test, then the manager was immediately
re-educated and post-tast re~administerad. This
process continued untit all managars obtained a

Once tha Administrator, DON, ADCN, MDS
Coordinator, SDC, Dietary Director, Business
Office Manager, Soclat Services Directar,
Chaplain, Admissions Director, Medical Records
Director, and Human Resources Director were
re-educated on tha abuse policy, which included
training, prevention, identification, investigation,
protection and reporting/response. Thay were
then assigned {o ra-educate the staff on the
abuse policy and procedure which Included, but
not limited to, ensuring resldent safety when
witnessing abuse or If an allegation is made, than
reporting immediately to a Charge Nursa,
removal of the perpetrator from the resident care
area, allaged perpefrator is suspended, then
reported to Abuse Coordinator/Administrator/
DON, in which the alleged allegation Is reported
to QIG, APS, and Ombudsman which started on
06/13/14. No employee will be allowed to work

charge purse In which the charge nurse will
remove the alleged perpetratar to a non-
patient care area and notify the
Administrator, Director of Nursing, and for
Socjal Services Direct/Abuse Coardinator,
The alleged perpetrator will be suspended

- and an investigation will hegin immediately.

-The Administrator, Director of Nursing, Social

Services or a member of regional staff will
review all resident and staff questionnalres
daily (Monday through Friday} starting on
6/25/14 for 8 weeks, for any allegations of
abuse, neglect, misappropriation to indtde
violation of resident rights or advanced
directives. Investigations of
grievances/coneerns will be indtiated upon
recelpt, '

The Administrator, Director of Nursing, and
Social Services Director will review and
discuss all abuse allegations daily {Monday —
Friday} starting on 6/25/14, to ensure that
the resident s protected, the perpetrator is
removed from resident care area, reports to
the Inspector General, APS and Ombudsmen
gte flled timely, and a thorough investigation
Is completed. The Adminlstrator will
maintain an abuse investigation log that will
include documentation of tha following:
validate protection of residents, perpetrator
is removed from resldent care area, reports
to the Inspactor General, APS and
ombudsmen are flled timely, and therough
investigation Is completed. The Chief
Operation Oftlcer, VP of Operations, Chief
Murse Executive or Reglonal Nurse -
Consuftant will review the abuse log weekly
for B weeks, starting on 6/25/14, to validate
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untll abuse education is provided, pre and
post-test administered and 100% score obtained
on post-test, if employee did hot score 100% on
post-fest, then employee wiil be immediately
re-educated and post-test re-administered. This
process will continue until employes obiains a
100% score on posi-test. Edueation regarding
the abuse policy and procedurs, to include the
components of training, prevention, identification,
investigation, profection and repotting/response
with identification/reporting and process will be
included In the orfentation process for all newly
hired staff members. No newly hired employee
will be allowed to work until abuse education and
resident right education is provided, post-test
administared and 100% score obtained, if
employes did not score 100% on post-tast, then
employee will be immediately re-educated and
post-test re-administesed. This process will
continue until employes obtains a 100% score on
post-test.

The Administrator, DON, ADONSs, Diefary
Director, Business Office Manager, Ghaplain and
Admissions Direcfor, were re-educated on
06/15/14 by the Chief Nurse Executive on
Restdent Rights and Advanced Direcfives. This
fraining was performed face fo face in order ta
facilitate discussion and question and include
examples of resident rights, the fypes of
Advanced Directives, and examples of resident
refusals. A pre and post-test were administered
and 100% score obtained on post-test. [f
manager did not score 100% on post-test, then
manager was immediatsly re-educated and
post-test re-administered. This process
continued untll ali managars obtained a 100%
score on posttest. Depaitment administrative
managars will not be allowed to return to wotk

perpetrator is removed from the resident
care area, that reports to the Inspector
General, APS, Ombudsmen and appropriate
authosities reqiiired by state law, are flled
timely, and a thorough investigation has'
been completed,”

In the event of any new reports of alleged
abusa, neglect, misappropriation of property
ot violation of restdent rights, one of the
following will be contacted prior to making
the final five day investigation report to OlG:
Signature Care Consuitant, Reglonal VP of
Operations, Chlef Operating Officer, Specal
Projects Administrator or Chief Nursing
Executive. The reviewer {Signature Care
Consultant, VP of Operetions, Chief
Operating Office, Spedal Profects
Administrator or Chief Nursing Fxecutlve)
wii valldate the residertt is protected, report
Is filed timely, the perpetrator is removed
from the patient care area and 2 tharough
Investigation is completed.

Nursing Administration {DON, ADON, Staff
Development Coordinator, MDS staff,
Medical records director, or soclal service
director) will review documentation in the
pursing nates and soclal service notes in
order to assess for any documented
evidence of an allegation of zbuse, neglect;
rnisappropriation or Viciation of resident
rights daily on & different residents daily
(Monday through Friday) for B weeks. This
began on 6/14/14. No concerns have been
identified. Any concerns identified, resident
safety will first be ensured and then the
charga nurse will be natified. The abuse
policy will be followed in which the alleged
petpetrator will be removed fram a resident
rare area (if on duty) suspended pending
investigation and the Administrator, DON, of
Social Service Divector will be notified.
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untit the Residents’ Rights and Advanced
Directive Educatien is provided pre and post-tast
administered and 100% score obtained on
post-test.

Once the Adminlstrator, DON, ADON, MDS
Coordinator, SDC, Dietary Director, Business
Offiice Manager, Social Setvices Director,
Chaplain, Admissions Director, Medical Records
Director and Human Resources Director were
re-aducated on Residents’ Rights and Advanced
Direciives, they were then assigned fo re-educate
the staff on the Residents Rights and Advanced
Directives beginning on 06/15/14 to Include
axamples of Resident Rights, the types of
Advanced Directives and examples of resident
refusals. All staff working on 06/15/14 recsived
the education and all other staff is receiving the
educaticn prior to clocking it for their next
scheduled shift.

All new staff will obtain education on Residents’
Rights during Orientation.

Staff questionnaire ragarding abuse and resident
tlghts and Advanced Directives is being
administered by Administrator, DON, ADONs,
MDS coerdinators, SDC, Dietary Director,
Business Office Manager, Soclal Servicas
Director, Chapiain, Admissfons Director, Medical
Recards Director, and Human Resources
Director to five staff members on each shift and

different staff members until the immediacy of the .

Jeopardy is removed.

All results of questionnaires, fasts, skin
assessments are reviswed daily by the
Administrator, DON, Nurse Consultant, Vice
President of Operations, Chlef Operations

_ ongoitig audits wili need to continue. The

completed by the Special Projects
Administrator, the Reglonal Vice President of
oOperations, Chief Nursing Officer, Signatare
Care Coﬁsulmnt, member of reglonal staff or
Chlef Operating Officer weekly for B weeks,
then monthly.

A Quallty Assurance meeting will be held
weelly for 4 weaks heginning 6/ 13/14, then
bi-weekly for 2 month, then manthly for
recommendations and further fellow up
regarding the above stated plan. At that time
based upon evatuation the QA Committee
witl detarrine at what frequency any

Administrator has the oversight 1o ensure an
effective plan is in place to mees vesident
well-being as well as an effective planto
identify fadlity concerns and implement a
plai of correction to involve ali staff of the
facility.
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Officer, or Chief Nurse Executive. Any concermns
revealed on the above to include injuries of
unknown origin are reported immediately to the
Abuse Coordinator, Administrator, Director of
Nursing, Regional Nurse Coordinator, Regional
Vice President of Operations, Chief Oparating
Officer, Special Projects Administrator, or Chisf
Nurse Executive.

Results of the staff questionnaire wiil be reported
to the Quality Assurance commitiee weekly to
determine the further need of continued
edusation or revision of plan.

Human Resources performad an audit of all
persannel files for any abuse concarns-on
06/13/14. Items that were reviewed: Coaching
and Counseling forms, suspension forms,
termination forms, abuse registry checks,
background checks, and ficensure. Results of
audit were given fo the Adminlstrator, on
06714114, to review for any abuse/neglect
concerns that needed reported, None was
idenfified. ‘

|nformation on Caring for the Caregiver, which
addresses the signs of stress and burnout, shows
the caregiver ways fo cope and teduce stress and
usefuf ways that friends can offer help 1o the

‘| caregiver wers posted by the time clock on
08/14/14 by the administrator.

A nurse from the regional team or corporate offlce
has been onsite since 06/13/14 and will remain in
the facility daily unifl the Jeopardy has been lifted.
The nurses from fhe regional team cr homs office
are assisting with investigations, observing stafif
freatment of residents, performing chart audits,
and providing oversight and consuliation. The

Ay
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Chief Nurse Executive, Clinical Compliance
Nurse or Directar of Clinical Programs will be in

-| dafly contast with the Regionat Nurse Consultant
and will review allegations.

All grlevances and Resident Questionnalres since
02/01/13, were reviewed by the Administrator,
DON, Chief Nurse Exegutive, Human Reszources
Director, Admissions Director or Regional Nurse
Consultants by 06/16/14 fo determine if any items
documented were a reportable svent. The
Facility Adminisirator, Soclal Sservices Director or
Directar of Nursing reported 58 allegations of
abuse, neglect or misappropriation to the Office
of Inspector General, APS and Ombudsmen and
appropriate authorities as required state law by
0a/16/14.

The Administrator, Soctal Services Director or the
Director of Nursing will review daily, the
grievances and incident/accident reports, untl] the
immediacy of ihe Jeopardy is lifted, starting
06/13/14, to determine if thers are reportable
allegations that have not been identified, then
daily Monday through Friday during the Morring
Stand-Up Mesting, The Social Services Director
or the Director of Nursing will report io the
Administrator any identified allegations of abuse,
neglect or misappropriation immediately after
their review. The Administrator will report any
allegations of abuse, neglect, or misappropriation
fo the Office of Inspector General, Adult
Protective Sarvices and Ombudsman and
appropriate authorities as required by state law.

A Resident Councli meeting was held on
06/13/14, conducted by the Chaptain and Staff
Davelopment Coardinator, fo discuss any
abuse/meglest concems, the facllity's Abuse

F 225
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Pclicy and to provide education on whom to
report any abuse/neglect concems without fear of
retribution,

The Administrator, Director of Nursing, Assistant
Director of Nursing, MDS Coordinator, SDC,
Dietary Director, Business Cifice Manager, Soclal
Services Director, Activities Director, Chaplain, '
Admissions Director, Medical Records Director or
Human Resources Director, one per shift, will be
on site each shift to perform walking rounds in
which 20 residenis {ten with BIMS scores of 8 or
greater and fen with BIMS scores of 7 or Jess) wilt
be visited by the Dapartment Head and
interviewed regarding staff freaftnent. Those
residents that can be interviewed and for these
tesidents who are not able to be Interviewed, the
Department Heads wili visit the resident, skin
checks will he completed by the nurse, as well as
speaking o nurse and the CINA regarding any
noted changes in resident behaviors.

The Administrator, DON, ADONs, MDS
Coordinator, SDC, Dletary Director, Business
Office Manager, Soclal Services Director,
Activities Director, Chaplain, Admissions Director,
Medical Records Director or Human Resources
Director will interview tan staff members daily,
five from day shift and five from night shift,
regarding the types of abuse, who is the abuse
coordinator, when suspected abuse is reported,
residents rights and advanced direciives which
began on 06/14/14 and will continue until
immediate Jeopardy s lifted. Results of resident
and staff questionnaires will be reported to the
Administrator, DON, Regional Nurse Consuitant,
or VP of Operaticns daily, and if the Administrator
is nof in the facility, the Department Director
conducting the guestionnairas will telephone the
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Administrator or VI of Operafions the resulis of
the resident and staff questionnaires. This began
on 06/14/14 and will continue until the Jeopardy is
lifted. '

Abinder is passed on to each Depariment Head
assigned to perform the resident and staff
yuestionnaires each shift, This binder contains a
resident roster in which the interview date and
shift is noted nexd to the resident's name fo
ensure that residents with BIMS scores of B or
greater will be interviewed and residents with
BIMS scores of 7.or less will be visited, with skin
checks completed, beginning on 06/14/14 and will
continue unt the Jeopardy Is lifted.

The MDS Coordinators have the responsibility for
updating the binder weekly io identify residents
with BIMS scores of 8 or greater and residents
with BIMS scores of 7 or less. If abuse,
mistreatment, neglect, misappropriation or
violation of rasident rights is alleged during the
interviews and/or visits are reported by a staff
member, the Deparimant Head will ensurs tha
resident is safe, report to a Charge Nurse in
which the Charge Nurse will remove the alleged
perpetrator to & non-patient care area and notify
the Administrator, Director of Nursing, and/or
Sociat Services Direct/Abuse Coordinator. The
alleged perpetrator will be suspended and an
investigation will begin Immediaiely.

The Administrator, Director of Nursing, Sodial
Services, or a member of the regional staff will
review all resident and staff questionnaires daily
for any allegations of abuse, neglect,
misappropriation to fnclude victation of resident
rights or advanced directives. [nvestigations of
grievances/concerns will be initiated upon receipt,
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starting on 08/14/14.

Nursing Administration (DON, ADON, Staff
Devalopment Coordinator, MDS staff, Medical
Records Director, or Social Servica Director) wil
review documentation in the Nursing Notes and
Soctal Service Notes in order to assess for any
documented evidences of an allegation of abuse,
neglect, misappropriation, or violatlon of resident
rights daily on fen different residents each day.
This began on 16/14/14. No concems have baen
identified. Any concarns identified, resident
safety will first be ensured, and then the Charge
Nurse will be notified. The Abuse Policy wili be
followed in which the alleged perpetrator wili be
removed from & resldent care area {if on duty)
suspended pending investigation and the
Administrator, DON, or Social Sarvice Directo
will be notifled. : '

All resident Social Service Notes and Nursing
Notes that were in the chart {3 months) were
reviewed on 06/13/14 by the DON, ADONSs, Staff
Development Coordinator, MDS staif, Medical
Records Diractor, Admissjons Director, or a
Social Service Director and Administrator from a
“sister” facility, or reglonal/home office nurses for
any documentation regarding abuse or violation
of resident rights. No new incldents were
identified. Ten charts are reviewed by a member
of Nursing Administration or Regional or Home
Office Nurse dally ib validate that no other abuse
allegaticns or viclations of residant rights have
been documented but not reported, This will
confinue until the Immediate Jeopardy is
remaoved.

The Administrater, Director of Nursing, and Social
Sarvicas Director will review and discuss all

FORM CMS-256T(02-88} Previous Verslons Obaolela Event ID:CUZ211

Facllity ID: 100275

If contlnuation sheet Page 104 of 140




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

FRINTED: 08/25/2014

FORM APPROVED

OMB NO. 0838-0391

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186248

{X2) MULTIPLE CONSTRUGTION
A. BUILDING

B. WING

.1(X3) DATE SURVEY

COMPLETED

c
06/27/2014

NAME OF PROVIDER OR SUPPLIER

ROGCKGASTLE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
371 WEST MAIN STREET
BRODHEAD, KY 404089

(X4) 1D SUMMARY STATEWMENT OF DEFICIENCIES
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

I}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X8
COMPLETION
DATE

F 226 | Continued From page 104

abuse allegations dally to ensure that the resident
is protected, the alleged perpatrator is removed
from the resident care area, reports to the Office
of the Inspactor General, APS and Ombudsman
are filed timely, and a thorough nvestigation is
completed.

The Administrator wifl maintain an abuse
investigation log starting on 08/14/14 that will
include documentation of the following: validate
protection of residents, perpefrator is removed
fromn resident cara area, reports to the Office of
the Inspector General, APS, and Ombudsman
are filed timely, and a thorough investigation is
completed.

The Administrator and one of the following: Chief
‘Operation Officer, VP of Operations, Chief Nurse
Execlitive or Regional Nurse Consuitant will
review ‘he abuse log daily untl] removal of the
Immediate Jeopardy, beginning on 06/14/14, to
validate protection of the rasident, that the
perpatrator is removed from the resident care
area, that reports to the Office of the Inspector
General, APS, Ombudsman and approptiate
authoritles required by State (aw, are filed timely,
and a thorough invesiigation has been
compieted.

All incident Reports from January 2014 to June
2014 were reviewed by the Director of Nursing,
'‘ADON, Regional Nurse Consuitant or Chisf
Nursing Executive to identify any abuse or
neglect or violation of a residents rights on
0B/14/14. None was identified.

Beginning cn 08/13/14, the care plan conference
for each resident will include any abuse/neglect
concems that the resident or famities havs, o
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any concarnsg with violation of resident rights or
advanced directives. Resident safety will be
validated and than the allegation will be reported
to the Charge Nursa. The abuse policy will then
be foilowed.

The DON, ADON, or Staff Development
Coordinator will observe the care delivery, for any
suspecied abuse/neglect concems on five
residents dally, beginning on 06/14/14, untit
removal of the Immediecy and then weeldy
(Monday through Friday). Results of thas care-
delivery audits will be reported 1o the Quality
Assurance Committee weekly to determine the
further need of continued education or revision of
plan. At that fime, based on evaluation, the
Quality Assurance Committes will delermine at
what frequency the audits will need to confinue.
Concerns identified will be correctad immediately
and reported to administrator fo ensure
investigation of suspected neglect was
investigated/completed and reporting guldalines
are mef. ‘

A Quality Assurance meeting will be held weekly
for four weeks beginning 06/13/14, then monthly
for recommendations and further follow-up
regarding the above stated plan. At thet time,
based upon evaluation the Quality Assurance
Committee will determine at what frequency
ongoing audits will need to cantinue. Tha
Administrator has the oversight to ensure an
effective plan Is in place to meet resident
wellbeing as well as an effactive plan to identify
facility concerns and implement a plan of
correction to involve all staff of the facility.
Corporate Administrative oversight of the Quality
Assurance meeting will be completed by the
Speclal Projects Administrator, the Regional Vice

F 226
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Presidant of Operations, Signature Care
Consultant, Chief Nursing Officar, member of
reglonal staff or Chief Operating Officer, daily
until removal of tha immediacy beginning
06/13/14, then weekly for four weaks, then
monthly. :

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

Review of the "Random Follow up Questionnaires
for Residents," datad 06/13/14 and interviews on

| 0812714, at 1:51 PM with the MDS Coordinaior
_and at 11:25 AM with the Staff Development
Coordinator revealed the residents had been
interviewed. \

Review of documentation revealad the allegations
ware faxed to the Offics of Inspector General
between the dates of 06/13/14 and 08/17/14.

Review of "C.N.A Skin Care Alert" forms dated
06/13114, and Interviews on 06/27/14 at 11:25 AM
with the Staff Development Coordinator and at
11;30 AM with the Assistant Director of Nursing,
revealed tha assessments had been completed,

interviews on 08/27/14 at 11:25 AM with the Staff
Development Coordinator, at 11:30 AM with the
Assistant Director of Nursing, at 11:00 AM with
the Administrator, and at 1:56 PM with the Social
Worker revealed staff had contacted the
residents’ Power of Aitorneys regarding
abuse/naglect concerns and resident rights. The
staff stated they were continuing to contact all
Power of Attorneys not yet reached. Additionally,.
interview on 068/27/14 at 11:15 AM with Resident
G's Power of Attomney revealed he had been
contacted hy the facility and voiced no concerns,

FORM CMS-2587(02-98) Previous Versfons Obsolete Event ID:GUZ211 Faciity ID: 100376 ) If continuaflon shest Page 07 of 140




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

PRINTED: 08/25/2014

FORMAPPROVED

_ OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186245

(%2) MULTIPLE CONSTRUCTION
A, BUILEING

B. WING

(X3) DATE SURVEY

COMPLETED

G
06/27/2014

NAME OF PROVIRER OR SUPPLIER

ROGKGCASTLE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP. CODE
371 WEST MAIN STREET
BRODHEAD, KY 40409

4y 1D
PREF|X
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFCRMATION}

12
PREFLX
TAG

FROVIDER'S PLAN OF GDRRECTION
{EAGH GORRECTIVE ACTION SHOULD B
GROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(%3
GOMPLETICN
DATE

F 226

Continued From page 107

Interviews on 06/27/14 at 11.00 AM with the
Administrator, and at 11:45 AM with the Director
of Nursing, revealed all Abuse/Neglect audits,
assassments, interviews, and questionnalres had
bean reviewed on 06/13/14. . '

Review cof acknowledgement sheets signed by
residents and interviews on 06/27/14 at 10:10 AM
with Residant #3, at 10:15 AM with Resident D, at
10:23 AM with Resident E, and at 10:30 AM with
Resident F revealed the education had been
provided to residents, '

Review of "Random Follaw-Up Questionnaires for
Staff," dated 06/13/14 with designations of
pre-tsst and post-test revealed the Administraior,
Director of Nursing, Assistant Director of Nursing,
Minimum Data Set Coordinator, Staff
Development Coordinatar, Dietary Director,
Business Office Manager, Social Services
Director, Chaplain, Admizsions Director, Medical
Records Cirecfor, and Human Resources
Director had ali faken the iest and scored 100%.

Raview of "Random Follow-Up Questionnaire for
Staff," forms and Interviews on 068/27/14, at 10;30
AM with Housekeeper #1, at 11:18 AM with
Licensed Practicai Nurse #1, and at 11:38 AM
with CNA#3 revealed the staff had taken the test
and scored 100%.

Revlew of "Resident Rights" questionnaires
designated with pre-test and posi-iest dated
06/15/14, revealed the Administrator, Director of
Nursing, Assistani Directar of Nursing, Distary
Diractor, Business Gffice Manager, Chagplain, and
Admissicns Director had all taken the test and
scored 100%.

F 226

FORM CMS-2667(02-99) Previous Versions Obsolets Event [D: CUZ?.‘I‘I

Facility 1D; 100375 If continuation sheset Page 108 of 140




. PRINTED: 08/25/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES - ‘ FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ‘ (X8) DATE SURVEY
AND PLAN OF CORRECTIGN [DENTIEICATION NUMBER: A BUILDING COMPLETED
: C
1856246 B. WING 06/27/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
371 WEST MAIN 8TREET
BRODHEAD, KY 40408

x4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}

PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ’ {EACH CORRECTIVE ACTION SHOULD EE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE DATE

DEFICIENCY)

ROCKCASTLE HEALTH & REHABILITATION CENTER

F 228 | Confinued From page 108 F 226

Review of "Resident Rights" questionnaire and
interviews on 06/27/14, at 10:30 AM with
Housekesper #1, at 11:18 AM with Licensed
Practical Nurse #1, and at 11:38 AM with CNA #3
revealed the staif had taken the test and scored
100%.

Interview oh 0B/27/14 at 11:25 AM the Staff
Development Coordinator revealed orfentatlon
training and education material includes Resident
Rights training. '

Review of "Random Follow-Up Guestionnaire for
Stafi” forms and interviews on 06/27/14 at 11:25
AM with the Staff Development Cootdinator, at
11:30 AM with the Assistant Director’ of Nursing,
at 11:00 AM with the Administrator, and at 1:56
PM with the Social Worker, revealed the
questionnaires regarding abuss, resident rights,
and advanced directtves had been administerad
fo five staff members on egch shift.

Interview with the Administrator on 08/27/14, at
11:20 AM revealed the questionnaires had been
reviewed and no concerns were identifled.

Review of Quality Assurance Meetings conducted
on 06/13/14 and 06/20/14 revealed the resuits of ‘
the questionnaire had been reported In the '
maefings. -

Review of a signed statement dated 06/13/14, by
the Human Resources Director revealed all
Human Resource files had been audited for
Coaching and Counselfing forms, Suspension
Forms, Termination Forms, Abuse Registry
Checks, Background Checks, and Licensure
requirements.
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Obsatvation of the employee time clock on
06/27/14 at 11:58 AM revealed "caring far the
caregiver’ educational material was present.

Review of a signed facility log dated 06/13/14
through 068/27/14, revealed a corporate staff
persan had been designated and served as
Administrative Qversight in the facility on each of
the days, ’

Interviews on 06/27/14 at 11:00 AM with the
Administrator and af 11:45 AM with the Director of
Nursing revealed all Grievancas and Resident
Questionnaires since 02/01/13 had been
reviswed, The identified concemns had been
reported to the Office of Inspactar General,

Interviews on 06/27/14 at 11:00 AM with the
Adrministrator, at 1:56 PM with the Social Worker,
and at 11:45 AM with the Director of Nursing
revealed all grievances and incident/accident
reports ad been reviewad daily since 06/13/14.

Review of the "Resident Council Meeting
Minutes," dated 06/13/14, and interviews with
Resident #3 on 06/27/14 at 10;10 AM and
Resident O at 10:15 AM, revezled ihay had
attended the mesting and discussed any
abuse/neglect concems.

Interviews on 06/27/14 at 11:25 AM with the Staff
Develcpment Coordinator, at 11:30 AM with the
Assistant Diractor of Nursing, at 11:00 AM with
the Administrator, and at 1:56 PM with the Social
Worker revealed Department Heads had been
assigned each shift to perform walking rounds
and visit 20 residents. Staff inferviews were also
being conducted to identify any chainges in
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resident behavior.

Review of "Random Follow-Up Questionnalre for
Staff" forms and interviews on 06/27/14, at 11:00
AM with the Administrator, at 1:56 PM with the
Sacial Worker, and at 1%:30 AM with the Assistant
Director of Nursing revealed the Interviews were
being conducted with ten staff members daily,
Review on 068/27M4, of the questlpnnaire bindar
revealed it contained a resident roster with the
date and shift that each resident had been
interviewed.

Interview on 06/27/14 at 1:51 PM with the -
Minimurn Data Set Coordinator revealad she was
responsible to ensure the binder was kept
updated with each resident's current BIMS score.

Interviews on 06/27/14 at 11:00 AM with the .
Administrator, at 1:56 PM with the Social Worker,
and at 11:45 AM with the Director of Nursing
reveated all resident and staff questionnalres had
been reviewed dally for any allegafions of abuse,
neglect, and misappropriation of property. The
questionnaires were alse reviewed for violation of
‘resident rights ar advanced directives.

Review of signed statements by staff and
interviews on 06/27/14 at 1:56 FM with the Soclal
Worker, and at 11:45 AM with the Director of
Nursing revealed Nursing Notes and Social
Service Notes had been reviewed daily for
evidence of any allegations of abuse, negiect,
misappropriation of property, or vilation of
resident rights. ‘

Review of a signed statement by the
Administraior and Soclal Services Director of a
"sigter” facllity dated 06/13/14, revealed all
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Nursing and Social Services Notes had been
reviewed.

Interviews on 06/27/14 at 11:00 AM with the
Administrator, at 1:56 PM with the Soclal Worker,
and at 11:45 AM with the Director of Nursing
revealed all abuse allegations were reviewed
daily and discussed to ensure the abuse policy
was followed.

Intervlews on 06/27/14 at 11:00 AM with the
Administrator, and observation of the abuse
Investigation log revealed the Ipg had been
maintained since 08/14/14, and inciuded
documentation that resident rights were
protacted, the alleged perpetrator was removed
from resident care, and the required reporting
was completed. Review of the Abuse '
lnvestigation Log on 06/27/14, revealed
documentation that the Chief Operation Officer,
Vice President of Operations, Chief Nurse
Executive, or Regional Nurse Consultant had
reviewed the log daily.

Review of a signed statement dated 06/14/14, by
the Regiona: Nursa Consultant revealed all
incident reports had been reviewed for any
concermns. '

Inferview with the Administrator on 08/27/14 at
10:40 AM and a signed statement dated
0B6/27/14, revealad the facility had conducted no
care plan mestings since 06/13/14. Interview
with the Minimum Data Set Ceordinator on
08/27/14 at 1:51 PM revealed all Cars Plan -
meetings would include discussion of any

'| abuse/neglect concems that the resident or

families may have nofed.
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Interviews on 06/27/14, at 11:45 AM with the
Director of Nursing, and at 11:30 AM with the
Asslatant Director of Nursing and review of
resident rosters revealed observattons of care
had been conducted on five residents dally, which
began cn 06/14/14.
Review of Quality Assurance meeling minutes
revealed meetings had been conducted on
06/13/14 and 06/20/14. The minutes reflacted
the plan had been discussed. ]
F 400 | 483.75 EFFECTIVE F 490

55=J | ADMINISTRATION/RESIDENT WELL-BEING

A facility rmust be administered In a manner that
enables it to usa its resources effectively and
efficiently fo altain or maintain the highest
practicable physical, mantal, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
policy/procedures it was determined tha
Administrator fajled to ensure the facility's
resources, including poficies related to abuse and
neglect, were used effectively and efficiently to
maintaint the highest practicable physical, mental,
and psychosocial well-being for three (3} of four
{4) sampled residents (Residents #1, #2, and #4).

It was reported to the Administrator on 05/26M14
that Medication Alde (MA) #1 had administered a
suppository despite the resident's verbal refusal
and the resident's physical gasture of refusal by
ptacing a hand over the rectal area. Aithough the

1. Resident #1's allegation was reported to the
Adminlstrator and DON on 5/26/14 by the 7/31/14
charge nurse. Thorough investigation
Inftfated on 5/26/14 by the DOM. !nitiai
report to GlG, APS and Ombudsman on
5/27/14 by the 55D. MD and Medical
director was notified on 5/26/14 by the DON.
On 5/26/14 the medication Alde was
suspended by the DON, pending a thorough
investigation. Charge nurse completed a
head to toe assessment on resident # 1 on
5{26/14 with ne cancerns identified, $SD
completed psychosocial assessment of
resident on 5/27/14 with reassessments on
6/2/14 — G/4/14 with no concems noted. Oh
6/13/14 and agaln on 6/19/14, due to new
information being reported to the factity by
a state agency, this Investigatlon was re-
opened by the admiblstrator or DON. Ab
amanded reported substantlating this
allegation has been filed to the OIG, APS and
ombudsmen. The facllity Administrator,
Birector of Nursing, Abuse Coordinater and
facility department heads and staff
understand that any and al! allegations of
abuse, neglect, misappropriation, or
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vioiation of resident rights are to be reported
F 450 | Continued From page 113 F 480 to 0iG, APS and Ombudsmen immediately,

facility terminated MA #1's employment, the
Administrator unsubstantiated that abuse had
oecurred, and stafed he did not "believe" the
events had ocecurred as described by Resident #1
because MA #1 denled that Resident #2 refused
the suppository.

it was reported to the Administrator, on 06/04/14,
that CNA#1 had rafused to assist Resident #2 to
the toilet on 08/02/14 and instructed the resident
to "pee inthe bed." However, the Administrator
failed to ensure the resident's allegations were
investigated or that witness interviews and
evidence that was available to the facllity had
been obtained and/or considered in an effort to
determine if abuse had ocourred.

In addition, on 05/18/14, Resident #4's family
member contacted the facility and requested that
CINA#1 not provids direct care to Resident #4
because the CNA had been "disrespectful and
hafeful." Although the Administrator was made
aware of tha request on 05/19/14, the facility
failed to Inltiate an investigation of the allegation
to determing if abuse had occurred or to protect
residsants in the fécility from potential abuse
during an [nvestigation, and on 05/19/14, moved
CNA#1 to another unit in the facllity to provide
direct resident care.

The Administrator's failurs fo ensure facility
policies/procedures related to recognizing,
investigating, and reporting abuse were
implemented caused, or was likely to cause,
serious Injury, harm, frmpairment, or death to
residents at the facliity. Immediate Jeopardy was
determined to exist on 05/26/14 af 42 CFR
483.10 Resident Rights (F155), 42 CFR 483.13
Resident Behavior and Facility Practices (F223,

as well as to other authorities as required by

state law. A thorough investigation must

also be initiated and performed to

completion. All understand to serve asa

resident advocate against abuse at all tfmes,

and to protect the resident immediately

upon any witnessed abuse or reported

allegation of abuse by removing the alleged

perpetrator from the resident care area and

if an employee, suspending immediately
pending outcome of investigation, All
undesstand that any report of staff being
physically or verbally mean, rough, or
threatening, as well as any other statements
indieating or describing such conduct Is state
reportable, and NOT a resident grievance, .

. «even when a resldent may later re-defing,
interpret, or clarify the conduct in question
as not Intentional or abusive. All understand
that the facllity's grievance process should
NOT ever be used to handle or process an
abuse allegation. Resident #2's allegation
was reported #0 0!G, APS, and local
Ombudsman on 6/12/14 by the 53D. The
CNA was not working that day and was
suspended via phone conversation on

. 6/12/14 hy DON, pending a thorough

investigation, MD and Medical Director was
natified on 6/12/14 by the charge nurse or
55D, Resident was assessed by the ADON on
6/12/14 and 5/13/14 with na [ssues noted. A
re-investigation of this event and
information obtained there from, wakranted
an amended finding that this gilegation of
abuse js sybstantioted, An emended five day
was filed with QIG, APS and Ombudsman as
of 6/19/2014 by the SSD. Resident #4's
allegation was reported to QIG, APS and
Ombudsman on 6{14/14 by the DON, MD
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. and POA natified on 6/14/14 by the DON,
F 480 | Continued From page 114 F 490 CNA was already on suspenslon from

F225, and F226), and 42 CFR 483.75
Administration (F490).

An acceptable Allegation of Compliance was
received on 08/25/14 which aileged removal of
the Immedlate Jeopardy on 06/25/14. Apartial
extended survey was conducted on 06/26-27/14.
The State Survey Agency defermined the
Immediate Jeopardy was removed on 08/25/14
as alleged, which lowered the scope and severlty
to " at 42 CFR 483.10 Resident Rights (F155)
42 CFR 483,13 Resident Behavior and Facility-
Practices (F223, F225, and 226} and 42 CFR
483,75 Administration {F480) while the facility
manitors the effectiveness of systemic changes
and qualify assurance activities.

The findings include:

Review of the "Job Description® for the
Administrator, updated December 2011, revealad
the Administrator would "ead and direct the
overall operatlons of the facility in accordance
with customer needs, government regulations
and company policies..." The "Essential Duties
and Responsibilitfes" of the Administrator
included "maintain a working knowiedge of and
confirm compliance with all govemmental
regulaiions.” '

Review of the facility's policy, "Abuse, Neglect
and Misappropriation,” effective Aprit 2013,
revealed, "The Adminfsiratoi/designee will make
all reascnable efforts fo investigate and address
alleged reports, congerns, and grisvances.” In
addition, according o the policy, *...all allegations
of abuse involving abuse along with Injurfes of
unknown origin are reported immediately to the

: charga nurse and/or administrator of the facility

previous allegation. Resident # 4 was
assessed by the 55D on 6/16/14. Initial
thorough Investigation initlated on 6/14/14
by the DON,

2, All residenis have been assessed for any
slgns and symptoms of abuse/heglect, Those
residents with BIMs of 8 or greater were
Interviewed by the Admissions Director,
Dietary Directar, Plant aperations Director,

MDS Coordinators, Medical Records
Director, Business Dffice Manager,
Housekeeping Divector, Staff Development
Coordinator or Chaglain for any
abuse/neglect concemns on 6/13/14. Eleven-
(11] concerns with 10 {ten) residents were
identified throughout the interviews
conducted on 6/13/14, two (2} of which
were resident #1 and vesident #2 (with
resident #2 having two reported incldents).
The efeven {11} consist of {four) allegations
of physical abuse, 3 (three) allegations of

' neglect, 1 (one} allegation of verbal abuse, 2
(two} aliegations of misappropriation of
resident property and 1 allegation of mental
abuse, all of whith were repotted to OIG,
APS and Ombudsmen between 6-13-14 and
6-17-14, 1 [one] allegation of physical abuse
and Lone) allegation of neglect were
substanttated. (The 5 day Investigations have
been attached.JThose residents with BIMs of
7 or less were physically assessed by the
ADONs, Admissfons Director or Staff
Develeprnent Coordinator for any signs and
symptoms of abuse/neglect on 5/13/2014.
No cancerns were identified. All POA’s of
residents with a BIMS of 7 or less were
attempied to be contacted in regards to any
abuse/oeglect concerns on 6/14/14, and on
resident rights and advanced directives on
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' §/15/14 by the Soclai Senvices Director,
F 480 | Continued From page 115- F 480 Chaplain, DON, ADDN's Administrator, Staff

along with other officials in accordance with State
taw through established guldelines.” Further
review revealad, *The charge nurse wifl
immediately remove the suspected perpetrator

from resident care areas, abtain the staff

members witness statement and immediately
suspend the employee pending the outcome of
the investigation.” The policy revealed, "The
charge nurse will immediately notify the
Administrator, DON andfor Abuse Coordinator as
appropriate. The Administrator and/or DON will
notify state agencies eccarding to their reporting
guldefines, *All allegatians of abuse will be
investigated and reporied to the apptopriate
agencies."

1. Review of a facility's investigation dated
05/30/14, revealed on 05/26/14, Resident #1
refused a rectal suppository that had been
prascribed by the physician; however, according
to the report, MA#1 proceeded fo push the
resident's leg in an upward moiien while stating
the ghysician wanted the resident to have the
suppositery as ordered. Resident#1 staied at
that fiine he/she posifloned his/her hand over the
rectal area in an attempt to block MA #1 from
insarting the suppository. Although the
Administrator acknowledged In interview
conducted on 0871314 at 1:30 PM that he had
knowledge that MA#1 had a previous history of
belng "rough” with Resident #2 and of reports that
MA#1 was "hateful” to residents, the
Administrator unsubstantiated the allegation of
abuse because MA #1 denied that Resident #1
refused the suppository.

2. Continued interview with Resident #2 revealed
on a recent occasion, hefshe rang the call fight for
assistance to the toilet and was fold by CNA #1

development caordinator or Admissians
Director. The faclity will continue to
atternpt contacting dally untli remaining '
POA's have been reached. No concerns have
been identified from any POA at this time.
Abuse/neglect audits, assessments,
interviews and questionnaires were
reviewed by the Administrator, Director of

Nursing ahd Regional Nurse bunsu[tant and
the Chief Nuese Executive on 6/13/14 forany
indications of abuse/neglect concerns.

All residents with a BIMS of 8 or graater
recelved education an Residents Rights and
were given a copy of the Resldent Rights by
the Business Office Manager or Chapiain on
6/15/14.

All grisvances and Resident Questionnalres
since 2/1/13 were reviewed by the
Administrator, DON, Chief Nurse Executlve,
HR Directar, Admissions Director or Reglonal
Nurse Consultants by 6/16/14 to determine -
if any items documented were a reportable
event. The Facility Administrator, Socal
services Direcior or Director of Nursing

" eported fifty eight (58} allegations of abuse,
neglect ar misapprapriation ta the Dffice of
Inspector General, APS and Ombudsmen and
apprapriate authortties as required state law
by 6/16/14. Twa (2} allegations were
‘substantiated; one {1} physical and one {1}
neglect which were referenced in #4, both of
which involved resident #2. The breakdown
of allegations reported are as folfows: ane
{1) physical, seven {7) neglect, three {3}
mental and 47 {forty seven)
misappropriation. The Administrator, Social
Sarvices Director or the Director of Nursing
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wlli review dafly, Monday through Friday
F 490 : Continuad From page 116 F 480 during the maring stand up meeting, the

that she could not assist him/her to the bathroom,
and to "pee in the bed.” Resident #2 stated
he/she did not want to void in the bed, and called
hisfher family member to inform her that staff
would not assist him/her to the toilet, and that
staff had told him/her to "pee in the bed."
Resident #2 stated the incident upset him/er and
stated, "] shouldn't have to pee an myself."
Resident #2 stated after ha/she had reported the
incident to the family member, CMA#1 refurned
to histher room to assist him/her fo the bathroom.
According to Resident #2, while in the bathroom,
CNA#1 told the resident, "You beitter not caif
[family member] on me egain." Resident #2
stated she felf threatenad and afraid of CNA #1 at
that time. Resident #2 stated he/she reported the
comment made by CNA#1 to facifity staff and
was intetviewed by the Administrator and DON.

However, according ‘o the Administrator in
interview on 06/13/14 at 1:30 PM, he did not
cansider the report an allegation of abuse/neglect
and did not conduct an investigation of the
incident to defermine if abuse occurred. Due to
the fadllity's failure to Investigate the resident's
aflegation, the facility did not follew its poficy, and
falled to "...remove the perpetrator from resident
care areas,” failed to "...obtain staff members
witness sfaterments,” falled to "...immediatety
suspend the employee pending the outcome of
the investigation," and falied to ".. notify state
agencies according to their reporting guidelines,"
as required by pallcy.

3. Review of a Complaint/Grievance Report
dated 05/19/14, revealed Resident #4's family
member contacted the faciiity and requested that
CNA#t no longer provide care to Resident #4
dua to the staff member being “disrespectful and

grievances and incident/accident reports X 2
weeks, starting 6/13/14, to determine if
there are reportable aliegations that have

" not been identified. Socfal Services Director

or the Director of Nursing will report to the
Administrator any Identified allegations of
abusa, negiect or misappropriation
immediately after-thelr review. The H
Administrator will report any allegations of |
ahuse, neglect or misappropriation ta the
Office of lnSpectnrrGeneraI, Adult Protective

. Servicesand Ombudsman and appropriate

autharities as required by state [aw.

A Resident Counci meeting was held on
§/13/14 conducted by the Chaplain and Staff
Davelopment Coordinator to discuss any
abuse/negiect concerns, the facllity abuse
policy and to provide educatiot on whamto
report any abuse/neglect concerns without
fear of retribution. 1 sllegation resulted and
was reported to the office of Inspector
general on 6/16/14. On 6/13/14 a grlevance
was wrltten on & missing blouse and palt of
pants, AnInitial report has haen sent to OIG,
APS and Ombudsmen on 6/16/14 by the

" Administrator. An Investigation was initiated

on 6/13/14 by the Housekeeping Director.

All resident social service notes and nursing
notes that were In the chart {3 months) were
reviewad on 6/13/14 by the DON, ADONSs,
Staff Development Coordinator, MDS staff,
medical records directar, admlssions
director, or & social service director and
administrator from a slster facfiity, or

regionalfhome offlce nurses far any
documentation regarding abuse or viafation

of resident rights. No new Incldent being :
Identified. i
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hateful.” The concern was raported to the
Administrator and the Soclal Worker (SW), who
also functions as the facility's Abuse Prevention
Coordinator. The facility resolved the _
complaint/grievance by instructing staif that "two
(staff) were to go In [Resident #4's] room at
night,” and that CNA #1 would be moved to
another unit in the facility and educated on *tona"
of voice. Interview with the Director of Nursing
{DON) on 08/16/14, at 3:55 PM revealed CNA#
was moved {o another unit to "make {Resident
#4's family member) feel better.”

Interview with the Administrator on 06/13/14, at
1:30 PM revealed the Unit Manager made him
aware of Resident #4's farmily member's request
to not allow CNA#1 to provide care to Resident .
#4, but ke did not consider the request fo be an
atiegatlon of possible abuse and therefore had
not conducted an investigation of the incident.

*The facllity provided an acceptable Allegation of
Campliance {AQC) on 06/25/14. The facility
implemented the following actions to remove the
Immediate Jeopardy:

All residents were assessed for any signs and
symptoms of abuse/neglect, Thosa residents
with Brief Interview for Mental Status (BIMS)
scores of 8 or greaster were interviewed hy the
Admissions Director, Dietary Director, Plant
Operations Director, Minimum Data-Set (MDS)
Coordinators, Medical Records Director,
Busingss Office Manager, Housekeeping
Dirsctor, Staff Development Coordinator {SDC),
or Chaplain for any abuse/neglect concerns on
0671314, ‘

Eleven concerns with ten residents were
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFTX (EACH CORREGTIVE ACTION SHOULD BE | COMPLETON
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROGE-REFERENGCED TO THE APPROPRIATE - DATE
. DEFICIENCY)
Beglnning on 6/13/14, the care plan
F 490 | Continued From page 117 = 490 conference for each restdent will include any

abuse/naglect conearns that the resident or
families have, or any concerns with violation
of resldent rights or advanced directives.
Nesident safaty will be validated and then
the allegation will be reported to the Charge
Nurse, The abuse policy will then be
followed. !
DON, ARONSs, or Staff Development |
Coordinator will observe the mare delivery,
for any suspected ahuse/neglect concems an
5 residents weekly (Monday through Friday)
for B weeks, starting gn 6/25/14, Results of
the care delivery audits will be reported to
the OA committee weekly to determine the
further need of continued education ot
revision of plan. At that time, based on
" evaluation, the DA committee wili determine
at what frequency the audits will need to
contfnue. Concems identified will be
- gorrected Immediately and reported to
administrator to ensure investigation of
suspected neglect was
investigated/completed and reporting
guidellnes are met.
All resident social service notes and nursing
notes that ware in the chart {3 months) were
reviewed by the DON, ADONs, Staff
Development Coordinator, MDS staﬁ‘,
medical records director, admissions
diractor, or a soclal service director and
administratar from a sister facility, or
regional/hame office nurses for any
documentation regarding abuse or violation
of resldent rights.

All incident Reports from January 2024 to
lune 2014 were reviewed by the Director of
Nursing, ADON, Regional Nurse Cansultant
or Chief Nursing Executive to identify any
abuse or negiact or viofation of resldent’s
rights,
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3. The facllity Administrator, DON, ADON
F 490! Continued From page 118 E 490 tie facllity Administrater, DOR, 5

identified through intervlews conducted on
06/13714, two of which involved Resident #1 and
Resident #2 (with Resident #2 having two
reported incidents), The eleven concerns consist
of four allegations of physical abuse, three
allegaiions of neglect, one allagation of verbat
abuse, two allegations of misappropriation of
resident property and one allegation of mantal
abuse; ail of which were reported to the Office of
inspector General (01G), Adult Protective
Services (APS), and the Ombudsman between

- 06/13/14 and 06/17/14.

Residents with BIMS scores of 7 or less were
physlcally assessed by the Assistant Directors of
Nursing (ADON), Admissions Director, or Staff
Development Coordinator for any signs and
symptoms of abuse/neglect on D6/13/14. No
concems were identified,

All Pawer of Attorneys of residents with a BIMS
score of 7 or less were attemptad to be contacted
in regards to any abusefneglect concems on
DB/14/14, and on resident rights and advanced
directives on 06/15/14 by the Social Ssrvices
Director, Chaplain, DON, ADON, Administrator,
SDC or Admissions Ditector. The facility will
continue to attempt contact daily until remaining’
Power of Atiomeys (POAs) have been reached,
Mo concerns have been identified from any POA
at this time.

Abuse/neglect audits, assessments, Interviews,
and questionnaires wers reviewed by the
Adminlstrator, Director of Nursing and Regional
Nurse Consultant, and the Chief Nurse Executive
on 06/43/14 for any indications 'of abuse/neglect
concerns.

MBS coardinator, SDC, Dfetary Director,
Business office manager, Social Services
Director, Chaplain, Admissions Director,
Medical Records Birectar, HR Director, were
re-educated on 6/13/14 by the Regfonal

- Nurse Cansultant on the abuse policy and
pracedura, to include but net fimited to:
fraining, preventlon, fdentification,
protection and reporting/response,
completing a thorough investigation which
includes ob?aining witness statements from
any stakehoider, resident cr any person
witnessing the event, statements from any
gther staff that have workad with the alleged
perpetrator [employee), conversations with
the residents POA, head to foe assessments
of residents under the care of the employee
that are uneble ta telf us if an event has
occurred {(BIMS 7 or less} and interviews with
residents that can tefl us If they feel safe,
abused or mistreated or violated by alleged
vietim, The education also included that in’
tha report of any allegation ar suspicion of
ahuse or violation of a resident right, safety
of the resident is to be ensured and then
immediately reported ta the charge nurse. If
theperpetrator is an employes, they witl be
Immediately removed from the resident care
area to ensure safety of all other residents.
The alleged perpetrator would be maved to
a non-paflent care area and suspended, the
charée nurse witl report to the abuse
coardinator/Administratar/DON in which the
alleged aliegation Is reported to OIG, APS ‘
and Ombudstnan. An investigation Is then
jnitfated. As well, grievance process Is not for
reporting or handiing allegations of abuse.
This tralning was performed face to face in
orderto facilitate discussion and guestion
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All residents with a BIMS score of 8 or graatsr
received education on Residents Righis and were
given a copy of the Resident Rights on 06/15/14
by the Business Office Manager or Chaplain.

The facility Adminisfrator, DON, ADON, MDS
Ccord(nator, SDC, Dietary Director, Business
Office Manager, Social Services Director,
Chaplain, Admissions Director, Medical Records
Director, and Human Resources Director, were
re-educated on 06/13/14 by the Regional Nurse
Consultant on the abuse policy and procedurs, fo
includa but not limited fo: fraining, prevention,
identification, protection and reportingfresponse,
completing a thorough investigation which

[ includes obtaining witness statements from any

stakebholder, resident or any person witnessing
the event, statements from any other staff that
have worked with the alleged perpetrator
{employee), conversations with the residents’
POAs, head to toe assessments of residents
under the care of the employee that were unable
to tell us if an event has cccurred (BIMS scora of
7 or less) and intendews with residents that can
tell us If they feel safe, abusad or mistreated ar
viclated by aleged victim. The education also
included that in the report of any allegation or
suspicion of abuse or violation of a rasident's
right, safety of the resident is to be ensured and
then immediately reported to the Charge Nurse.
If the perpetrator is an employee, they will be
immediately removed from fhe resident care area
to ensure safety of all other residents. The
alleged perpetrator would ba moved to a
ncn-patient care area and suspended, the
Charge Nurse will report to the Abuse
CoordinatorfAdministrator/DON in which the
alleged allegation is reporied o OIG, APS, and
Ombudsman, An investigation Is then Initlated.

considered as reportable: reports of staff
being physically or verbally mean or rough,
infuries of unkrnown origin, withholding
belongings, resident to resident altercations
10 includa verbal or physical, and teking
belongings or exploitation. Dapartment
administrative managers could not return to
work until abuse education was pravided,
pre and post-test administered and 100%
score obtained on post-test. # manager did
not score 100% on post-test, then managar
was Iminediately re-educated and post-test
re-administered, This protess continued untii
all managers obtained a 100% score on post-
test. Once the facility Administrator, DON,
ADONs, MDS5 coordinator, SDC, Distary
Director, Business office manager, Soclal
‘Services Director, Chaplain, Admissions
Director, Medical Records Director and HR
Divectar were re-educated on the abuse
palicy; which include training, prevention,.
Identification, ihvestigation, protection and
reporting/response, They were then
assigned o re-educate the staff on the abuse
podicy and procedure which included, but not
limited to, ensuring resident safety when
witnessing abuse or If an allegation s made,
then reporting immedlataly to a cherge
nurse, removaf of the perpetrator fram the
resident care area, alleged perpetrator is
suspended, then reported to Abuse
Coordinator/Administratar/DON, in which
the alleged allegation Is reported to OIG,
APS, and Ombudsman which started on
£/13/14. No employee will be allowed to
work untll abuse education is provided, pre
and pest-test administered and 100% score
obtained on post-test, if employee did not
score 100% on post-test, then employee will

H
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As well, the grievance process is not for reporting
or handling allegations of abuse. This tralning
was performed face to face in order {o facilitate
discussion and guestion and include examples of
items that would be considered as reportable:
reports of staff being physicaily or verbally mean
or rough, injuries of unknown origin, withholding
belongings, resident to resident attercations to
include verbal or physical, and taking belongings
or exploitation. Department Administrative
Managers could not return to work until abuse
aducafion was provided, pre and post-fest
administered and 100% score obiained on
posttest. If the manager did not score 100% on
post-test, then the manager was immediately
re-educated and post-est re-administered. This
process continuad until all managers obtained
100% score on post-test.

Once the Administrator, DON, ADON, MDS
Coordinator, SDC, Dietary Director, Business
Office Manager, Social Services Dlrector,

| Chaplain, Admisslons Director, Medlcal Records

Director, and Human Resources Director were
re-educated on the abuse policy, which Included
training, prevention, identification, investigation,
protaction and reperfing/response. They were
then assigned to re-educate the staff on the
abuse policy and procedure which included, but
not limited to, ensuring rasident safety when
witnessing abuse or if an allegation is made, then
reporting immediately to a Charge Nurse,
removal of the perpefrator from the resident care
area, alleged pempetrator is suspended, then
reported to Abuse Goordinator/Adminisirater/
DON, in which the alleged aflegation is reported
fo O1G, APS, and Ombudsman which started on
06/13/14. No employee will be allowed fo work
until abuse education is providad, pre and
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re-adminlstered. This process will continue
until employee obtains a 100% score on
post-test. Education regarding the abuse
policy and procedure, to include the
components of tralning, prevention,
identification, Investigation, proteciion and
reporting/response with
identification/reporting and pracess will be
induded In the orientation process for ail
newly hired staff members. Ne newly hired
employee will be allcwed to work until abuse
educatlon and resident Hght education is
provided, post-test administered and 100%
scora obtalned, if employee did not score
100% on post-test, then employee will be
immediately re-educated and post-test re-
administered. This process will continue until
employee obtains a 100% score an post-tast.

‘The faclity Administrator, DON, ADONSs,
Dietary Director, Business offlce manager,
Chaplaln, Admissions Director, were re-
aducated on 6/15/14 by the Chief Nurse
Executive on Resident Rights and Advanced
Directives. This training was performed face
to Tace [n order to facilitate discussion and
question and include examples of resident
rights, the types of Advanced Dlrectlves, and
examples of resident refusals. A pre and
post-test ware administered and 100% score
obtained cn post-test. [fmenager did not
score 100% on post-test, then manager was
immediately re-educated and post-test re-
administered. This process continued untfl &l
managers obtainet a 100% score on post-
test. Department administrative managers
will not be allowed return ta work untif the
resident rights and Advanced Directive
Education Is provided, pre and post-test

FORM CMS-2567(02-99) Pravious Verslons Obsalste

Event I CUZ211

Fadiity ID; 100375 I If continuation shest Page 121 of 140




PRINTED; 08/25/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION {3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
C
185248 B. WING 06/27/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CCDE )
ROCKCASTLE HEALTH & REHABILITATION CENTER 374 WEST MAIN STREET
BRODHEAD, KY 40409
%) 1D SUMMARY STATEMENT OF DEFICIENCIES i} PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 490 | Continued From page 121 F 490 administered and 100% score ohtalned on

posi-test acministered and {00% score obtained
on post-test, if employee did not score 00% on
post-test, then employee will be Immediately
re-aducated and post-test re-adminisiered. This
process will continue Untll employee obtains a
100% score on post-iest. Education regarding
the abuse policy and procedure, to include the
companents of fraining, preventlon, identification,
investigation, protection and reporting/response
with identificationfreporting and process will be
included in the orientation process far all newly
hired staff members. No newly hired empioyzse
will be allowed to work until abuse education and
resident right education is provided, post-test
administered and 100% scora obtained, if
employee did not score 100% on posi-iest, then
employee will be immediately re-educated and
post-test re-administered. This progess will
cantinue untll employee obtains a 100% score on
post-test.

The Administrator, DON, ADONs, Dietary
Director, Business Office Manager, Chaplain and
Admissions Director, were re-sducated on
06/15/14 by the Chief Nurse Executive on
Rasident Rights and Advanced Direcfives. This
fraining was performed face to face in order to
facilitate discussion and question and include
examples of resident rights, the fypes of
Advanced Directives, and examples of residant
refusals. A pre and post-test were administered
and 100% score obtained on posttest. If
manager did not score 100% on post-test, then
manager was Immediately re-educated and
posi-test re-administered. This process
continued until all managers obtained a 100%
scare on posi-test. Department administrative
managers will not be aflowed to return to work
until the Residenis' Rights and Advanced

post-test, Once the farility Administrator, '
DGN, ADONs, MDS coordinator, SDC, Dietary
Director, Bushess offlce manager, Social
Services Director, Chaplaln, Admisstons
Director, Medical Records Director and HR
Director were _re-educatad ah Resldents
Rights and Advanced Directives, they were
then assigned to re-educate the staff on the
Residents Rights and Advanced Directives
beginning oh 6/15/14 to incdude examples of
Resident Rights, the types of Advanced
Directives and examples of restdent refusals.
Al staff working on 6/15/14 received the
education and all other staff i receiving thé
educatlon prior to clocking in for their next
scheduled shift, All new staff wil} obtained
edueatfon on Resident Rights during
Drientation

Staff questionnaire regarding abuse and
resident rights and Advanced Directives is
being adrninistered by Administrator, DON,
ADONSs, MDS coordinatars, SDC, Dletary
Director, Business office managet, Social
Sarvices Director, Chdplain, Admissions
Director, Medical Records Dirattor, and HR
Dlyector to 5 different staff members daily,
on different shifts starting on 6/25/14 for 8
weeks, ta ensure continued understanding of
the abuse/neglect pollcy and procedure and
resident rights/advanced direciives,
approptiste nvestigating and reporting of
abuse/neglect to include reporting of
concerns to the Administrator, All results of
questionnaites, tests, skin assessments are
reviewed daily by the Administrator, DON,
Nurse Consuitant, Vice President of
Operations, Chief Operations Officer, or
Chief Nurse Executive Any concerns revealed
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post-test.

scheduled shift.

Rights during Orientation.

Jeopardy Is removed.

Directive Education is provided pre and post-test
administered and 100% score obtainad on

Onca the Adminlstrator, DON, ADON, MPS
Coordinater, SDC, Dietary Director, Business
Office Manager, Soclal Servicas Director,
Chaplain, Admissions Director, Medical Records
Direcior and Human Resources Dirsctor were
re-educated on Residents' Rights and Advanced
Directives, they were then assigned to re-educate
the staff on the Residents Rights and Advanced
Directives beginning on 06/15/14 to includa
examples of Rasident Rights, the fypes of
Advanced Directives and examples of rasldent
refusals, All stalf working on 06/15/14 receivad
the educatlon and afl other staff is receiving the
education prior to clocking n for their next

All new staif will obtain education on Rasidents*

Staff questionnalre regarding abuse and resident
rights and Advanced Directives s being
administared by Administrator, DON, ADONs,
MDS coerdinators, SDC, Dietary Director,
Business Office Manager, Social Services
Director, Chaplain, Admissions Director, Medical
Records Director, and Human Rascurces
Director to five staff members on each shift and
different staff members unt the immediacy of the

All results of questionnalres, tests, skin
assessments are reviewed daily by the
Administrator, DON, Nurse Consuliant, Vice
Presldent of Operations, Chief Oporafions
Officer, or Chief Nurse Execufive. Any concerns

on the above to include Injules of unknown
orighare reported immeadlately to the
Abuse Cuurdlnator, Adminkstrator, Director
of Nursing, Reglenat Nurse Coordinator,
Reglonal Vice President of Operatlons, Chief
Operating Officer, Spectal Projacts
Administrator, or Chief Nugse Executive .
Results of the staff questionnaire will be
reported to the QA commitiee weekly to
determine the further need of continued
education or revision of plan. At that time,
based on evaluation, the QA committes wili
determine at what frequency the staff
questionnatre wlll need to continue.
Cancerns identified wilf be corrected
Immedlately and reported to adminlstrator
to ensure investigation of suspected
Abuse/neglect was Investigated /completed
and reporting guidelines are met along with
any reporting of vialation of resident rights.

HR performed an audit of all persennel files
for any abuse concerns an 6/13/14, Itetms
that were reviewed: Coaching and
Counseling forms, suspension forms,
termination forms, abuse registry checks,

_ background checks and licensure. Resuits of

aud!t were given to the Administrator, on
6/14/14, to review for any abuse/negiect
concetns that needed reported. None were
Identified.

Information on Cating for the Caregiver
which addrasses the signs of stress and burmn-
out, shows the caregiver ways to cope and
reduce stress and useful ways that friends
can offer help to the caregiver were posted
by the time clock on 5/14/14 by the
administrator,
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revealed on the above to include injuries of
unknown origin are reported immediately to the
Abuse Coordinator, Adminiafrater, Director of
Mursing, Reglonai Nurse Coordlnator, Regional
Vice FPresident of Operations, Chief Operating
Officer, Special Projects Administrator, or Chief
Nurse Execuiive.

Results of the staff questionnaire will be reported
to the Quality Assurance commiites weekly to
determine the further need of confinued
education or revision of plan.

Human Resources performed an audit of ali
personnel files for any abuse concems on
06/13/14. ltems hat were reviewed: Coaching
and Counseling forms, suspension forms,
termination forms, abuse registry checks,
background checks, and licensure. Results of
audit were given to the Administrator, on
06/14/14, to review for any abuse/neglect
concems that neaded reported. None was
identifled.

Infermation on Carlng for the Caregiver, which

addresses the signs of stress and burnout, shows
the caregiver ways te cope and reduce stress and
useful ways that friends can offer help to the
caragiver were posted by the time clock on
06/14/14 by the administrator.

A nurse from the regional team or corporate office
has been onsite since 06/13/14 and will remain in
the facility dalby until the Jeopardy has been fifted.
The nurses from the regional team or home office
are assisting with investigations, observing staff
treatment of residents, performing chart audits,
and providing ovarsight and consuttation. The
Chief Nurse Executive, Clinical Compliance

" the Administrator Is not In the facility the

coordinator, SDC, Dietary Director, Business
office manager, Sacial Sarvices Directer,
Activitles Director, Chaplain, Admissions
Cirector, Medical Records Divector or HR
Director will be on site daily, starting on
6/25/14 for B weeks, to perform watking
raunds in which 10 residents {S with BIMs 8
or greater and 5 with Bitds 7 or fess) will be
visited by the department head and
interviewed regarding staff treatment for
those residents that can be interviewed and
for those residents wha are not able to be
Interviewed the department heads will visit
the resident, skin check will be completed by
nurse as well as speak to nurse and C.N.A.
regarding any noted changes [n resident
behavlors. The faclity department head alsa
will interview S different staff members
dally, covering all shifts weekly, regarding
the types of abuse, who Is the abuse
coordinator, when suspected sbuse is
reported, residents rights and advanced
directives, Results of resident and staff
questionnaire’s will be reported to the
Administrator, DON, Regional Nurse
Consultant or VP of Operations daily and if

Department Divector conducting the
guestivnnaires wili tefephane the
Administrator or VP of Operations the results,
of the resident and staff questionnaires.

The Administrator, DON, ADONs, MDS
coordinator, $DC, Dietary Direcior, Business
offlce manager, Social Services Director,
Activitles Director, Chaptain, Admissions
Director, Medical Records Directar, and HR
Cirector will notify Administrator of any
concerns immediately regarding the above
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~and will review allegations.

0B/16/14.

Director of Nursing wili review daily, the

A Resident Council meeting was held on
06/13/14, conducted by the Chaplain and Staff
Develcpment Coordinater, to discuss any
abuse/neglect concerns, the facility's Abuse
Policy and to provide education on whom o

Nurse or Director of Clinical Programs will be in
daily contact with the Regional Nurse Consultant

All grievances and Resident Questlonnalres since
02/D1/13, were reviewed by the Administrator,
DON, Chief Nurss Executive, Human Resouices
Director, Admissions Director or Regional Nurse
Consultants by 08/16/14 to determine if any items
documentad were a reportable svent. The
Factlity Administrator, Social Services Direcior ar
Director of-Nursing reported 58 allegations of

| abuse, neglect or mizappropriation to the Offica
of inspector General, APS and Ombudsmen and.
appropriate authorities as required state law by

The Administrator, Socia] Services Director-or the

grievances and incident/accident reports, urti! the
immediacy of the Jeopardy s lifted, starting
06/13/14, to determine i there are reportable
allegations that have not been identified, then
daily Monday through Friday during the Moming
Stand-Up Meeting. The Social Services Director
ar the Director of Nursing wili report to the
Administrator any identified allegations of abuse,
neglect or misappropriatlon immediately after
their review. The Administrator will report any
allegaticns of abuse, neglect, or misappropriation
to the Office of Inspector General, Adult
Protective Saervices and Ombudsman and
appropriate authorities as required by staie law.

resident and staff questionnaires relatad to
abuse, mistraatment, neglect or
misappropriation, resident safety or viclatlon
of resident rights or advanced directves. A
binder, which is passed en to each
Department Head assigned to perform the
resident and staff questionnaires dally, which
contains a resident: roster in which the
interview date and shiftis noted next to
resident name to ensura thak residents with

BIMs of & or greater will be interviewed and .

residents with BIMs of 7 or less will be
vistted, with skin checks completed. The MDS
Coardinators have the responsibiiity for .
updating the hinder weekly to Identify
residents with BIMs of 8 or greater and
restdents with BIMs of B or less. If abuse,
mistreatment, neglecs, misappropriation or
violation of resident rights is alleged durlng
the interviews and oy visits or reported by a
staff member the Department Head will
ensure the resident is safe, reportto a
charge nurse in which the charge nurse wiil
remove the alleged perpetratar to a non-
patient care area and notify the
Administrator, Director of Nursing, and /for
soclal Services Direct/Abuse Coordinator.
The afleged perpetrator wilt be suspended
and an investigation will begth immedlately.

The Administrator, Birector of Nursing, Sedal
Services or a member of regional staff will
review afl resident and staff guestionnaires
dally (Mondey through Friday) starting on
6/25/14 for 8 weeks, for any ailegations of
abuse, neglect, misappropriation to include
violation of rasident rights or advanced
directives. Investigations of
grievances/concerns will be initiated upan
receipt,
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teport any abuse/neglect concemns without fear of
retribuiion. :

The Administrator, Director of Nursing, Assistant
Director of Nursing, MDS Coordinator, SDC,
Dietary Director, Business Office Manager, Social
Services Director, Activities Director, Chaplain,
Admissions Diractor, Medical Records Director or
Hurman Resources Director, one per shift, will be
on site each shift to parform watking rounds in
which 20 residents (ten with BIMS scores of B or
greater and ten with BIMS scores of 7 or fess) will
be visited by the Department Head and
interviewed regarding staff treatment. Those .
residents that can be interviewed and for those
rasidents who are not ahle to be nterviewed, the
Department Heads will visit the resident, skin
checks will be completed by tha nurse, as well as
speaking to nurse and the CNA regarding any
noted changes in resldent behaviors.

The Administrator, DON, ADONs, MDS-
Coordinater, SDC, Dietary Director, Business
COffice Manager, Soclal Services Direcior,
Activities Director, Chapfain, Admissions Director,
Medical Records Director or Human Rasources
Director wil interview fen staff members dally,
five from day shift and five from night shift,
regarding the types of abuss, who is the abuse
coordinator, when suspected abuse is reported,
rasidents rights and advanced directives which
began on 06/14/14 and will continue until
immediate Jeopardy is lifted; Resuits of resident
and steff questionnaires will be reporied to the
Administrator, DON, Regional Nurse Consultant,
ar VP of Cperaffons dally, and if tha Administrator
is not In the facility, the Department Director
conducting the questionnaires will telephone the
Administrator or VP of Operations the results of
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Development Coordinator, MDS staff,
Medical records director, or soclal senvice |
director) will review documentation in the ‘
nursing notes and social seivice notes in
order to assess for any documented
evidence of ar allegation of abuse, neglect,
misappropriation or violatlon of resident
rights dally on 10 different residents each
day. Any concerns identified, resident safety
will first be ensured and then the charge
nurse will be notified. The abuse policy will
be followed In which the alleged perpetrator
will be removed from a resident care area (if
on duty] suspended pending Investigation
and the administratar, DON, or Soclal
Service Director will be notifled. This will
continue uptil the immediate jeopardy is
-removed,

The Administrator, Director of Nupsing, and
Social Services Director will review and
discuss ail abuse allegatiens daily {Monday —
Friday) starting on 6/25/14, to ensure that
the resident [s protected, the perpetratoris
remaoved from resident care area, reparts to
the Inspector General, APS and Ombudsmen
are filed timely, and a thorough investigation
is camplated, The Administrator will
maintain an abuse mvestigation log that witl
include documentation of the following:
validate protection of residents, perpetrator
Is removed from resident care area, reports
to the Inspector General, APS and
Ombudsmen are filad timely, and tﬁorough
investigation Is completed. The Chief
Operation Officer, VP of Dperations, Chief
Nurse Executive or Reglonal Nurse
Consultant wilt review the abuse log weekly
for 8 weels, starting on 6/25/14, to validate
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the resident and staff questionnaires. This began
on 06/14/14 and will continus until the Jeopardy is
lifted.

Abinder is passed on tp each Department Head
assigned to perform the resident and staff
questionnaires each shift. This binder contains a
tesident roster it which the interview date and
shift is noted next fo the resident's name to
ensura that residents with BIMS scores of 8 or
greater wilf be inferviewed and residents with
BIMS scores of 7 or less will be visited, with skin
checks completed, beginning on 06/14/14 and will
continue unti the Jeopardy is liftad.

The MDS Coordinators have the responsibility for
updating the binder weekly to ldentlfy residents
with BIMS scores of B or greater and residents
with BIMS scores of 7 or less. {f abuse,
mistreatment, neglect, misappropriation or
violatlon of resident rights is alleged during the
interviews and/or visits are reported by a staff
member, the Department Head will ensure the
resident Is safa, report 1o a Charge Nurse in
which the Charge Murse will remove the alleged
perpetrator to a non-patient care area and notify
the Administrator, Director of Nursing, and/or
Social Services Direct/Abuse Coordinator. Tha
alleged perpetrator will be suspended and an
investigation will begin immediately,

The Administrator, Directar of Nursing, Social
Services, ar a member of the reglonal staff will
review all resident and staff questionnaires daily
for any allegations of abuse, neglect,
misappreptiation fo include viclation of resident
rights or advanced directives. Invesfigations of
grievances/concerns wil be Inffiated upon receipt,”
starting on 08/14/14, ‘

perpetrator is removed from the resident
care area, that reporis to tha Inspector
General, APS, Ombudsmen and appropriate
authorltles required by state law, are filed
timely, and a thorough Investigation has
been completed.

In the event of any new reports of alleged
shuse, neglect, misapproptiation of property
or violation of resident rights, one of the
follawlng wili be contacted prior to making
the final five day investigation report to OJG:
* Signature Care Consultant, Regional VP of

. Dperations, Chlef Operating Offlces, Spaclat
Projecis Administrator ot Chief Nursihg
Executive. The reviewer {Signature Care
Consultant, ¥P of Qperations, Chief
Gperating Office, Special Projects
Administrator or Chief Nursing Executive}
wili validate the resident is protected, report
is fifad timely, the perpetrator is removed
from the patlent care area and a thorough
investization is completed.

Nursing Administration (DON, ADON, Staff
Development Coordinator, MDS staff,
Medicai records director, or social service
director) will review documentation in the
nursing notes and sodal service nates in
order to assess for any documented
evidence of an allegation of abuse, naglect,
misappropriatfon ot violation of resident
rights daily on 5 different residents daily
{(Monday through Friday} for 8 weeks. This
began on 6/14/14. Na concerns have been
identified. Any concerns identifled, resident
safety will first be ensured and then the
charga nurse will be notifled. The abuse
policy will be followed in which the alleged
perpetrator will be removed from a resident
care area (if on duty) suspended pending
investigation and the Administrator, DON, or
Social Service Direcior will be notlfied,
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Nursing Administration {DON, ADON, Staff
Development Coordinator, MDS staff, Medical
Records Dirsctor, or Social Service Director) will
review documentation in the Nursing Notes and
Social Service Notss in,order to assess for any
documented avidence of an allegation of abuse,
neglect, misapprogpriation, or violation of resident
rights daily on ten different residents each day.
This began on 06/14/14. No concemns have been
identified. Any concerns identified, resident
safety will first be ensured, and then ihe Charge
Nurse will be notified. The Abuse Policy will be
followed in which the alleged perpetrator will be
removed from a resldent care araa (if on duty)
suspended pending investigation and the
Administrator, DON, or Social Service Director
will ba notified.

All resident Soclal Sérvice Notes and Nursing
Notes that werg In the chart (3 months) were
reviewed on 06/13/14 by the DON, ADONSs, Staff
Development Coordinator, MDS staff, Medical
Records Director, Admissions Director, ot a
Social Servica Director and Administrator from a
sistar® facility, or regionalfhome office nurses for
any documentation regarding abuse or violation
of resident rights. No new incidents were
identified, Ten charts are reviewed by a member
of Nursing Administration or Regional or Home
Office Nurse daily to validale that no other abuse
allagations or violations of resident rights have
been documentad but not reported.  This will
continue untii the Immediate Jeopardy is
removed.

The Administrator, Director of Mursing, and Social
Services Director wilt review and discuss all
abuse allegations dally to ensure that the resident

4,

. Adminlstrater, the Regional Vice President of

Administrative oversight of the facility will be |
completed by the Special Projects

Dyperations, Chief Nursing Cfficer, Signature
Care Consultant, member of regional staff or
Chief Operating Officer weekly for 8 weeks,
then menthly.

A Quality Assurance meeting will be held
weekly for 4 weeks beginnlng 6/13/14, then
bi-weekly for a month, then monthly for
recommendatlons and further follow up
regarding the above stated plan. At that time
based upon evaluatfon the QA Comemittee
will datermine at what frequency any
ongoing audits will need to continue. The
Administrator has the oversight to ensure an
effective plan fs in place to meet resident
weltbelng as well as ap effective plan to
jdentify facillty edncerns and Implement a
ptan of correction to invoive alf staffof the |
facility. :
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is protected, the alleged perpetrafor is removed
from the resident care area, reports to the Cffice
of the Inspecior General, APS and Ombudsman
are filed timely, and a thorough investigation Is
compieted.

The Administrator will maintain an abuse
invastigation [og starting on 06/14/14 thaf will
include documentation of the following: valldate-
protection of residents, perpefrator is removed
from resident care area, reports {6 the Office of
the Inspector General, APS, and Ombudsman
are filed timely, and a thorough investigation is
completed.

The Administrator and one of the following: Chiief
Operatlon Officer, VP of Operatione, Chlef Nurse
Executlve or Regionat Nurss Consultant will
review the abuse log daily until removat of the
Immediate Joopardy, beginning on 06/14/14, fo
validate proteciion of the resident, that the
perpetrator s removed from the resident care
area, that reports to the Office of the Inspector
General, APS, Ombudsman and appropriate
authorities required by State law, are filed timealy,
and a tharough Investigation has been
completed.

All Incldent Reparts from January 2014 to June
7014 were reviewsd by the Director of Nursing,
ADON, Regional Nurse Consuitant or Chief
Nursing Fxecufive to identify any abuse or
neglect or violation of a residents rights on
06/14/14. None was idenfified.

Beginning on 06/13/14, the care plan conferance
for each resident will Include any abuse/neglect
concems that the resident or families have, or
any concerns with violation of resident rights or
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advanced directives. Resident safety willbe
validated and then the allegation will be reportad
to the Charge Nurse. The abuse policy will then
be followed.

The DON, ADON, or Staff Development
Coordinator will observe the care delivery, for any
suspected abuse/neglect concems on five
residents daily, beginning on 08714414, until
removal of the immediacy and then weekly
{Monday through Friday}. Results of the care
defivary audits will be reported to the Quality
Assurance Commiltee weekly to determine the
further need of continued education or revision of
plen. At that fime, besed on avaluation, the
Quality Assurance Cormittee will defermine at
what frequency the audits will need to continue.
Concerns identified will be corrected immediately
and reported to administrator to ensure
investigation of suspected neglect was
investigated/completed and reporting guidaiines
are met.

A Quallty Assurance meeting will be held weekly
for four weeks beginning 06/13/14, then monthly
for recommendations and further follow-up
regarding the above stated plan. At that time,
based upen evaluatlon the Quality Assurance
Cormmitiee will determine at what frequency
ongoing audits wil need to confinue. The
Administrator has the oversight to ensure an
effective plan Is in place fo meet resident
waeflbeing as well as an offective plan to identify
facillty concems and implement a plan of
' comeation to Involve ali staff of the facilify. _
Corporate Admifistrative oversight of the Quality
Assurance meeting will be completed by the
Special Projects Administrator, the Regional Vice
President of Operations, Slgnature Care
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Consultant, Chief Nursing Officer, member of
regional siaff or Chief Operating Officer, daily
until removat of the immediacy beginning
06/13/14, then weekly for four weeks, then
monthly.

*The surveyor validated the Immediate Jeopardy
was ramoved as follows:

Review of the "Random Follow up Questionnaires
| for Residents," dated 08/13/14 and Interviews on
0B6/27/14, at 1:51 PM with the MDS Coordinator
and at 11:25 AM with the Staff Development
Coordinator revealed the residents had been
interviewed,

Review of documentation revealed the allegations
were faxed to the Office of Inspector General
' betwean the dates of 06/13/14 and 06/17/14.

Review of "C.N.A Skin Care Alert” forms dated
068/13/14, and interviews on 06/27/14 at 11:25 AM
with the Staff Development Coordinater and at
11:30 AM with the Assistant Director of Nursing,
revealed the assessments had been completed.

Interviews on 06/27/14 at 11:25 AM with the Staff
Development Coordinator, at 11:30 AM with the
Assistant Director of Nursing, at 11:00 AM with
the Administrator, and at 1:58 PM with the Social
.1 Worker revealed staff had contacted the
residents' Power of Attorneys regarding
abuse/neglect concerns and resident rights. The
staff stated they were continuing fo contact all
Power of Aftorneys not yet reached, Additicnally,
interview on 08/27/14 at 11:15 AM with Resident
G's Power of Attorney revealed he had been
contacted by the facility and voiced no concerns.

F 490
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Interviews on 06/27/14 at 11:00 AM with the
Administrator, and at 11:45 AM with the Director
of Nursing, revealed all Abuse/Neglact audits,
assessments, interviews, and questionnaires had
been reviewed on 06/13/14.

Review of acknowledgement shesis signed by
residents and interviews on 06/27/14 at 10:1C AM
with Resident #3, at 10:15 AM with Resident D, at
10:23 AM with Rasident E, and at 10:30 AM with

‘| Restdent F revealed the educatlon had been
provided to residents.

Review of "Random Foliow-Up Questionnaires for
Staff," dated 06/13/14 with designations of
pre-test and post-test revealed the Administrator,
Director of Nursing, Assistant Director of Nursing,
Minimutn Data Set Coordinator, Staff
Development Coordinator, Dietary Director,
Business Office Manager, Social Services
Director, Chaplain, Admissions Director, Medical
Records Director, and Human Resources
Director had alt taken the test and scored 100%.

Review of "Random Follow-Up Qusstionnaire for
Staff," forms and Interviews on 06/27/14, at 10:30
AM with Housekeeper#1, at 11:18 AM with
Licensed Practical Nurse #1, and at 11:38 AM
with CNA #3 revealed the staff had faken the fest
and scored 100%.

Review of "Resident Rights” questionnaires
designated with pre-test and post-test dated
06/15/14, revealed the Administrator, Director of
Nursing, Assistant Director of Nursing, Dietary
Director, Business Office Manager, Chapiain, and
Admissions Director had all taken the test and
scored 100%.
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Review of "Rasident Rights" questionnaire and
interviews on 06/27/14, at 10:30 AM with
Housckeeper #1, at 11:18 AM with Licensed
Practical Nurse #1, and at 11:38 AM with CNA#3 M
revealed the staff had taken the test and scored :
100%.

Interview on 06/27/14 at 11:25 AM the Staff
Development Coordinator revealed orientation
training and educatfon matenal includes Resident
Rights traihing.

Review of "Random Follow-Up Questionnaire for
Stafi” forms and interviews on 08/27/14 at 11;25
AM with the Staff Developiment Coordinator, at
11;30 AM with the Assistant Director of Nursing,
at 11:00 AM with the Administrator, and at 1:58
PM with the Social Worker, revealed the
questionnaires regarding abuss, resident rights,
and advanced directives had been administerad
to five staff members on each shift.

Interview with the Administrator on 06/27/14, at
11;20 AM revealed the questionnaires had been
reviewed and no concarns were identifisd.

Review of Quelity Assurance Meetings condlicted
on 06/13/14 and 06/20/44 revealed the resulis of
the questionnaire had been reported In the
meetings.

Review of a signed statement dated 06/13/14, by
the Human Resources Director revealed all
Human Resource files had been audited for
Coaching and Counssling forms, Suspensicn
Forms, Termination Forms, Abuse Regisiry
Checks, Background Checks, and Licensura
requirements. '
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Observation of the employee time clock on
06/27/14 at 11:58 AM revealad "caring for the
caregiver' educatonal material was present.

Review of a signed facility log dated 06/13/14
through 08/27/14, revealed a corporate staff
person had been designated and served as
Administrative Oversight in tha facility on each of
the days.

Interviews on 06/27/14 at 11:00 AM with the
Administrator and at 11:45 AM with the Diractor of
Nursing revealed all Grievances and Resident
Questionneires since 02/01/13 had been
reviswed, The identified concems had been
reporied to the Office of inspector General.

Interviews on 06/27/14 at 11:00 AM with the
Administrator, at 1:56 PM with the Social Worker,
and at 11:45 AM with the Director of Nursing
revealed all grievances and incident/accident
reports had been reviewed daily since 06/13/14.

Review of the "Resldent Council Meating
Minutes,” dated 06/13/14, and interviews with
Resident #3 on 06/27/14 at 10:10 AM and
Resident D at 10:15 AM, revealed they had
attended the meefing and discussed any
abuse/neglect concems.

Interviews on D&/27/14 at 11:25 AM with the Staff
Development Coordinator, at 11:30 AM with the
Assistant Diractor of Nursing, at 11:00 AM with
the Administrator, and af 1:56 PM with the Saocial
Worker revealed Department Heads had been
assigned each shift to perform watking rounds
and visit 20 restdents, Staff intervisws wers also
being conducted to identify any changes in
resideant behavior.
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Review of "Random Follow-Up Questionnaire for
Staff* forms and inferviews on 06/27/14, at 11:00
AM with the Adiministrator, at 1:56 PM with the
Social Worker, and at 11:30 AM with the Assistant
Director of Nursing revealed the interviews were
being conducted with ten staff members daily.
Reaviaw on 06/27/14, of the quesfionnaire binder
revealed it contained a resident roster with the
date and shift that each resldent had been
interviewed,

Interview on 08/27/14 at 1:51 PM with the
Minimum Data Set Coordinator revealed she was
responsible to ensure the binder was kept
‘updated with each resident's current BIMS score.

Interviews an 06/27/14 at 11:00 AM with the
Administraior, at 1:58 PM with the Social Worker,
and at 11:46 AM with the Director of Nursing
revealed all resident and staff questionnalres had
been reviewed dally for any allegations of abuse,
neglect, and misappropriation of property. The
questionnaires ware aiso reviswed for vialation of
resident rights or advanced directives.

Review of signed siatements by staff and
interviews on 08/27/14 at 1:56 PM with the Social
. Worker, and at 11:45 AM with tha Director of
Nursing revealed Nursing Notes and Social
Sarvice Notes had baen reviewed daily for
evidence of any allegations of abuse, neglect,
misappropriation of propetty, or viclation of
resldent rights,

Review of a signed statement by the
Administrator and Social Services Director of a
| "sister” facility dated 06/13/14, revealed all
Nursing and Social Services Notes had been
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reviewed.

Interviews on 06/27/14 at 11:00 AM with the
Administrator, af 1:56 PM with the Social Worker,
and at 11:45 AM with the Director of Nursing
revealed all abuse allegations wera reviewed
daily and discussed to ensure the abuss policy
was foliowed. ’ ‘

Interviews on 06/27/14 at 11:00 AM with the
Adrministrator, and observation of the abuse
investigation {og revealed the log had been
maintained since 06/14/14, and inciuded
documentation that resident rights were
protected, the alleged pempetrator was removed
from resident care, and the required reporting
was completed. Review of the A\buse
Investigation Log on 06/27/14, revealed
documentation that the Chief Operation Officer,
Vice President of Operations, Chief Nurse
Executive, or Regional Nurse Consuliant had
reviewed the log daily.

Review of a signed stalement dated 06/14/14, by
the Regional Nurse Consuitant revealed alt
incident reports had baen reviewed for any
concerns.

Interview with the Administrator on 08/27/14 at
10:10 AM and a signed statement dated
06/27/14, revealed the facility had conducted no
care plan meetings since 06/13/14. Interview
with the Minimum Data Sef Coordinator on
06/27/14 at 1:51 PM ravealed all Care Pkan
meetings would include discusslon of any
abuse/neglect concems that the resident or
familfes may have noted.

interviews on 06/27/14, at 11:45 AM with the
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This REQUIREMENT is not met as evidenced

by: o
Based on observation, interview, record revisw,
and review of facility policy, "Care :
Plans-Comprehensive,” it was determined the
facllity failed fo ensure the medical record
coniained an accurate assessment of behaviors
for one (1) of four (4) saimpled residents

updated deily during dinical morning
meeting {Monday — Friday) to reflect any
noted changes in resident status, to include
but not limited too, resident behaviors.
Beginning 7/25/14 the DON, ADONs, MBS,

- 85D or SDC will audit 10% of resldent’s |

records weekly for 4 weeks ta ensure
documentation is complete, accurate and
care plans reflect documented resident care
needs. The audit will Include, nursas notes,
dietary notes, socfal services notes and care
ptans.
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Director of Nursing, and at 11:30 AM with the
Assistant Diractor of Nursing and review of
resident rosters revealed observations of care
had been conducted on five residents daily, which
hegan or:. 06/14/14,
Review of Quality Assurance meeting minutes
revealed meetings had been conducted on
06/13/14 and 06/20/14. The minutes reflected
the plan had been discussed. .
F 514 | 4B3.75(I)(1) RES ' F 514
58=p RECORDS-COMPLETE/ACCURATE/ACCESSIB 1. Resident #1's Care Plan was reviewed for
' LE accuracy on 6/27/14 by MDS Coordinator 7/31/14
N o . Tracla Belcher and adijted if needed to reflect
The facility must malntain clinical records on each the supporting documentation that Is
resident in accordance with accepted professional available In the residents chart fa mest the
standards and practices that are complete; residents care neads.
accurately documented; readily accessible; and
systematically organized. 2, The Administrator, MDS Coardinators, Social
Services Director, Director of Nursing, and
The clinical record must contain sufficient Nurse Consuitant reviewed all resident Care
information to identify the resident; a record of the Plans for supporting documentation and for
resident's assessments; the plan of care and acciiracy by 6/26/14.
sevvices providad; the results of any
preadmission screening conducted by the State;
and progress notes. 3. Resident care plans wiil be reviewed and
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(Resident #1). Resident #1's Comprehensive
Care Plan, dated 11/14/13, with raview dates of
02/14/14 and 04/16/14, revealed staff had
identified Resident #1 had behaviors refated to
"lying about staff." However, review of Resident
#1's medical record revealed facllity staff falled to
dosument Incidents of the resident’s [dentifiad
behaviors. 1n addition, interviews with staff
revealed staff could not recall specific instances
when the resident had exhibited the behaviors.

The findings include:

Review of the facility's pelicy Care
Plans-Comprehensive (undated) revealed the
facility's Care Planning/interdisciplinary Team, In
coordination with the resident, would develop and
maintain a comprehensive care plan for each -
resident that was basad on a thorough
assessment of the resident. In addition, the
policy indicated any areas of concein would ba
évaluated using specific assessment tools before
interventions would be added to the care pian.
Care plan interventions would be designed after
considaration of the refaiionship betweenthe -
resident's problem area and causes.

Review of Resident #1's medical record revealed
the facility adrmitted the resident on 03/28/08, with
diagnoses which included Multiple Sclercsls and
Paraplegia. Reviéw of Resident #1's Minlmum
Data Set agsassment completed on 04/18/14,
revealed the facility had assessed the resident o
be cognitively Infact.

Review of the Minimum Data Sef (MDS)
assessments for 11/14/13 and 02/14/14, revealed
ne documentation Resident #1 exhibited
behaviaral symptoms. Review of the MDS

Administrator edycation was provided on
care plan accuracy end compllance to Include
apprapriate supporting documentation in
the chart for speclfic care plan Interventions
by 6/28/14.

Nursing staff will be educated and trained by
DON, ADON, SDC, MDS, SSD, and
Administrator on the care plan process to
include appropriate supporting
documentation in the chart for specific care
plan interventicns regarding resident care
needs by 7/31/14.

4. AQuality Assurance meeting will be held
twice monthly for L month, then monthly for
recommendatlons and further follow up
regarding the above stated plan. Resulis of
daily reviews and weekly audits will be
reported during the QAPE meeting. At that
time based upen evaluation the QA
Committee will determine at what frequency
any ongoing audits wil need {o continue.
The Administrator has the oversight to
ensure an effective plan Is In place to meet
resident weil-befng as well as an effective
plan to identify facility concarnis and
Implement a pkan of correction to involve all
staff of the facility.
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assessment completed on 04/26/14, revealed the
resident displayed no behavicral symptoims

‘diracted toward others. In additlon, review of

Resident #1's madical record revealed no
documented evidence that the resident exhibited
behaviors.

However, review of a Comprehansive Care Flan,

| dated 11/14/13, revealed the facility identified that

Resident #1 displayed socially Inappropriate
behavior of "lying about staff’ related to "attenticn
seeking." The Care Plan ravealed staff first
identified the problem on 11/14/13, and had
reviewed the care plan on 02/14/14 and 04/18/14.
Facllity staff had developed interventions to
address the identified behavior that included
monftoring the behavijoral episodes, attempt fo
determina the underlylng cause of the behavior,
and have Resident #1 sign a rafusal of care form
as appropitiate. However, it could not be
determined basad on the documentation that staff
had identified changes in the residant's behaviors
or developed additional approaches to address
the resident’s behaviors. :

Intervlew with the facility's Social Worker {SW) on
06/27/14 at 1:56 PM revealed she was

| responsible for completing the behavioral portion

of the Minimum Data Set (MDS) assessment and
ihe behavioral care plans. The SW stated shs
had added the behavioral probfem of "lying about
staff* to the care plan. She further stated that to
the best of her knowladge the resident had a
history of “lying" on staff; however, she could not
glve specific examples or limeframes of the
behavior. The SW stated she could not recall,
and had no documentation of, what specifically
triggered the problem to be added to the care
plan on 11/14/13. During further Interview, she
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stated that aithough the behavior may not have
triggerad on the MDS, the resident's behaviors
would still be considered cutrent and would be
addressed on Resldeni #1's Comprehensive
.Care Plan, However, the SW could glve no
specific exampie of when Resident #1 had fied
about staff. |n addition, the SW stated the
behavioral care plan for Resident #1 had been
reviewed by the interdisciplinary feam (IDT) every
90 days as required and the iDT had not
identified a lack of documentafion in the medical
record that addressed the resident's behaviors
identified in the cara plan.

Interview with the Administrator on 06/27/14, at
2:30 PM revealed ha did not review resident care
plans, Although the Administrator stated he was
aware that the care plan for Resldent #1 identified
that he/sha lied about staff, he had assumed it
was related to the resident's history of refusing
suppositories. The Administrator stated he was
nat aware of any incident in which Resident #1
had ever "lied" about a specific staff member.

v
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