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The rasident has the right fo be frea from verbal.
sexual. physical. aiwl mental abuse. comporal
punizhment. and involunlary seclusion.

The facitity must not use varcal. mantai. sexua:,
of physica! abusa. catporat puniahment of
invpuntan seciusion

This REQWRERIENT is not met as evilenced
by

Based on mtervia ~. record revie x. fevia . of the
faclity's Standard of Operating Protedures. and
the Investigative Reporl. it "vas determmined the

I SUAMARY STATEMENT (¥ LEFKIENIES I PRCVICER & FLAY 0 CORRECTICN e
SAEFO {EACH OFF ICIERCY MUST BE PREVEDEL BY FUIRLL FREF I ICRCHE ORRE UTHYE AC O SRCULDEBE LIMMET I
TG REGULATORY £ L85 SOENTIR YRS ECRMATICON: Tal CRU35-REFERENCED 10 IHE AFPRCFRIATE care
DEFILIFACY
F 000 | INITIAL COMMENTS F 000 MQ ¢ ,Q_/ (8 // 9 <
A tecadification sbhraviated survay (KY #17330 I
and KY #17564) v-2% conducied on 010412
threugh 006712 to deternune the faciity's
compiiance «ith Faderai requirements. The
facility failed to meet nininum requirements for
recarification with the highest scope and severity
of a~G@." KY #17330 ~as substantiated »nth no
deficlencias. KY 217564 was substantialed with
doficiencies oted, . 463.13 (b}, 483.13(b) (1} (i) Free From pataa
F 2231 483.13bs. 483,13} 1)) FREE FROM F 223
84261 ABUSEANVOLUNTARY SECLUSION Abussfinvoluntary Secfusion

What corrective  actions  wiil  be
accompiished for those resldents found to
have been alfacted by the defleient
pracllce.

A Body Audit was compleled on Resldont # §
par the lLcensed nurse and the cediled
investigator ai the time of

the reperled altagetion of abuso on 1220111,
There were no noted injuries. A Weekly Skin
Assossmunt was

completed as well an 12/26/11 per the Unil
331 licensed nurse, with no injuries noted,

A disciplinary action was glven by the
DON in mgards to fallure to report an
alfagatlon of abuse upon discovery of lhe

fau:ty[' Iaiiejd to ensure residents ae;e free from oceurrence  with Cerlified Meadication
verbal, physical. and memal abuse o TE Technislan  #1 along with In-servicing
fesident i#10., in the salscted sample o regarding immediate reporting of eny

r::anly-threa residents. Cenified Medication
Technician :ChIT}#1 witnessed Certilied Nurss
Alge (CNAY %1 hit Rasident #10 across the face
with a shoe. bul failsd 1o report he Incident
immedialety {0 his supervisor, {Refer 10 F226.
Rasident #10 v as crying akter the Incident and
stated to CMA =1 Don't hit me,” CNA &1

allegation of abuse, neglect or exploitation
on 0%/09/12. (Refer to Attachment A.}
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rematnad In the dining room with Resident #10 for
10-15 minulss bafore the incident was repored,
causing psychosodlal harm fo the rastdent,

The findings nchuge:

A raview of the faclity's Standard Operating
Procedure "inckdent Managsmentiabuse
Projoccl”. revised 07/04107. revealed aduii abuse
was defined as the wiiul infliction of injury.
inlimidation. or punishivan! thal resulied in
physteal pain or Injury. Including mentat injury of
anguish.

A ravigy Of the Final Investigabve Report.
complated 12727/11, revealed CNA K7 reported 1o
RN #1, on 12/20/1 { al approximately 2:55 P,
that Resident #10 was crying. When the resideni
w8 guestioned by RN #2. the fastden! repaned
someone had hit him/her. CMT 1 approached
RN #2 at {hat ibme, and reporied he vilnessed
CNA 1 hit Residant 210, An Inferviews with CMT

#1. on 01405112 al 2:15 PM, revealed the incidenl

had accurred between 2;00 PM and 2:30 PM.
CMA #1 was removed from direct care on
§2/20:11 af 3:00 PM and tarminated 12022711,

An infervievswith CMT #1. on 0105112 &l 2.20
P, and on 01/06/12 at 2:00 PN, reveeled he
vAtnessed anincident on 12:20/11 between CNA
#1 and Resident 210, Resident # 10 was sifiing In
a chalr between the dining room and tetevision
roanm, kicking his-het shoes acioss tha hall. CNA
£1 assisted Rasident #10 to sit at a lable in the
dining room. Ha revealed CNA #1 took the
resident’s house shoe and “swiped® it across the
resident's face, back and forth two tmes. He
revealed the firet "swipe” was loud endugh to

Abuselinvoluntary Seclusion

How will you l[dentily other residanis
having the polontial to be affected by the
same deficient practice, end what
correctiva actlon wil be faken,

in order to ldentily other residents having
the potontlal te bo allected by the sama
deliclency practice, the corrective ections
taken waro as follows:

The Incldent Management Commilllee will
complete a daily review 7 days a week to
determine that ahi allegations of abuse,
negtect and exploitation have been
reported par the employee upon
discovery of {ha incldent to the naxt line
supervisor or facilily Administrator to
ensure lhat residents ere fres from abuse,
The raviaw will iInclude: The dale
reviewed, the date and tlima of the
occurrenca, the date and ilme incident
was reported to the next line aupervisor
or facllity Admiénistralor (List name}.
{Refer to Alachment B-implementad on
24712-),

The revisad procees wil be directed by
the In¢idan! Management Coordinator
Monday-Friday and by tho assignod Shift
Facility Charge Nurse on weekands and
helidays. The Diractor of Nursing will he
rasponslble for ensuring the 7 dey of the
week review of the Western Stale Nursing
Facllity Incldant Managsment Review, and
Follow-up Form, is compiated
{implemented on 02/14/12). (Refar to
Attachment B-implemented on 214/12.),

Continued on Page 3
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hear & "smack” from the ptastic on the botlom of
the shos. He stated the rasident was crying after
the incident and stated {0 CNA #1 "Don't hif re.”
He revaalad CNA #1 sfated to the resident "There
is no excuse for it. is there?” CMT #1 revealed he
did not report the incident as soon as it
happened. CNA #1 waiked away from the
resident. but was stayed in the dinlng room. CMT
#1 revealed, approximataly "10-15 minutes” fater.
an employae from the next shifi. CNA #7, noticed
fhe resident was crying and she informed
Reglsiered Nurgs (RN) #2 that something was
going on with the resident. Al that tima. CKMT 33
staled that he then reported the Incident fo RN
#2. CMT #1 revealad he should have rsported the
Incident as soon as it accurred, and should have
askad CMNA #1 {o leave the situation. With the
delay in reporting. he tevealed it was possible for
CHNA #1 to hava further contact with Reslident #10
and other residents in the facifity.

An interviews with CNA #7, on 01/05112 at 3:30
PM. and on Q1/06/12 at 1:45 PM. revealad she
warked second shift on 12/20/11, At
approximately 2:38 PM, she stated thal she
clocked In for ber shift and put har puise behind
the nurse's desk. She walked down the haltvray
and observed her resident rooms, as usual, She
revealed Resident #10 was sitting in the dining
room with CNA, 21 siting In front of the resident.
She revealed the resideni's eyes were fed and
heisha vsas vislbly upse!. She raveated the
resident began fo ¢ry when spoXen o, and was
unabis {o exprass what was wiong. She staled 7
had never seen hinvher like this befere.” She
reveated she asked the dayshift stafl H anyone
knew what was wrong «ith Resident #10. butno
informallon was provided. She revealed CMT #1
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R B . ...} .The DON wil jnitiate in-servicing on 02/1/12 2.2%-12
F 223 | Continued From page 2 £ 223] with the Incldent Management Commilles to

includa the incident Managemeant Coordinator,
MDS coordinators, Rehab coordinator, Staffing
Caordinator, Soclal Servicas, Facililty
Adminlstrator, Assistani Facllity Administrator,
and Director of Nursing In regards to the dally
review of all allagationa of abuse, nagiect énd
pxplaltation 1o ensure all allegations have been
reported per the emplayee upon discavery of
the incident per pollcy. WSNF General Nursing
Facility Manual {SOP #1-A)},

¥/hat measures wili ba put into place, or what
systomic changos will you make 1o ensure
thatihe deficfent practce does nol recur,

On 01/3#1 2 ln-servicing began per tha Incldent
Management Coordinales, with alt statf In
regards 1o WSNF's Abuse as per policy to
include 7eporting requirements, WSNF Generat
Nursing Faclity banual (SOF #1-A). Insarvicing
to be completed by 02M14/12.

At the time of In-servicing all atafl will sign the
Zero Tolerance form for Abuse being made
aware that faifure to report abuse per facliity
pollcy shall be subjzct to disciplinary ection up
to and Including dismissal {All stafl on teave
will be in-gserviced and wili slgn the Zere
Tolerance form for Abusa on return 1o work},
{Refor to Atlachment C.}
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3% in tha door:ay of the television room. but «ig
not say anylhing at that time. She calied RN #2 10
the dining room for assistance «ith lhe resident.
and RN =2 asked siaff to stay in the burding untit
it #as determingd what happengd .ith the
resident, Upon questiomng by RN #2. CMT #1
gave a report of the ~inessed incidsnl.

An intervigw ~ith RN #2. on 0105/ 12 at 3:535 PM.
revealed he “vas the day shift nurse ~orking on
12/20711. He reveated CNA 37 called him 1o the
dining roor thai day becavse Resident #10 vas
“really upset.” He revealed the resident toid him
he.she vas hit by someone. but did net -+ant {o
say ~ho hit im-hes. He stated that CNA#1 was
tn the back of the dining rcom. on {he oppasite
side of Resident#10. He notified his supervisor
by phone He reveaied CMT 1 ~as inthe
dogr.-ay of the telsvision room-and appeared lo
be “fushed” and "shaky " RN £2 staled that ChT
#1. al that ime. reporied the aliegad abuse to
Resideni #10 by CNA #1. RN 22 reves'ed he
calfed CNA =1 1o the nurse's desk and she -os
taken off the fioor.

Anintervig «ith CHA 8, on 0105 12 st 41D
Pil. reveaied he ~as sitting in 1he dining room on
12/2071 1 batvaen 2:00 PM-2:30 Phl He revealed
hts back vas {o Resident #10 end CNA £1, and
he heard a "pop " but did not fum around to sae
.hal caused the sound. He revealed the rasldent
was upset about semething. but he did not
+itness anylhing.

An intervige with CHA #1, on 0105 12 al 1145
FH. revealed on 12 2011 Reswdent #10was
kicking his/her shoes off and she v.atked the
resident to fre dinlng room to calm do--n. She
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T B, ;.. How the corrective actions wiil be monitored
F 223 | Continued From page 3 F 222 to ensure the deficient practice will not
: 2.21-12

recut,

On 02/14H 2, ol stafl will be interviewed by
their immediate supetrviser in regards to
their knowledge of fecilily requirements for
reporting resident abusefneglect/exploltation
which in¢ludes iheir responsliiity of making
& verbal raport lo the immadizle supervisor,
Facllity Adminlsteator or assigned shitd
facillly charge nurse, upon discovary of the
incident {as per faclity policyjto ba
complated 2/20/12, {Reler {o Attachment 0.}
All stalf wilt bo re-interviewed guarietly for
two conseculive guariers than random
audits completed guarterly on 25% of direct
care stefl. The resulls of the monltor wilt ba
repoited to the Quatity Assurance
Commilitee by the DON with acllon plans
developed for any lssues of non-comptiance.

Arepori of the dally Incident Management
Review Committee will be reviewed daily by
the Don or ggsiqned shift faclfity charge

nurse If absent 1o include:

The date of review date and time of
discovery of alfegad abuse/neglecV
axploliation, date and timo stal mado aware
{lf reported by restdeni},dete and time
raporled to the noxt line suparvisor facliity
Administeator(list name), liet reporting
actians, dale and time alieged perpelrator
removed from direcl care, date and iima
investigator asslgned, was witnessed or
recolving report of an allegation of
abusefneglect/exploitation reporied upon
discovery and if no the follow up action {o
ensuro that 1he review process was
completed and racking and frending of
identified problems with action pions
developad and reported to the QA
cammitiee,
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raveated the resident's shoes were faken away.
She loid ihe resldent ha/she cowld have them
back after tha resident calmed down. She denied
hitting the rasidant with the shee.
An Intervies with the Administrator and Asslstant
Administrator. on 01/06/12 at 2;45 Ph, revealed a
time frame. from the time the incldent occursed to
the fime It was reparted. could not be verified as
the incident occurred atf shift changs.
A raview of Resldent #10's clinlcal record
revesled the resident vas admittad to the faciity
on 09718/07 with diagnosas lo include Bipolar
Type Schizoaffective Disorder and Depressive
Disorder. & raview of the quartery Minimum Data
Set (MDS), dated 10/25/11. reveaied the facility
sssessed the resident as moderately cognitively
impalred.
An atiempt o Interview Resident #10, on
01/05i12 at 9:00 AM, revealed the resident was
hard to understand at fimes. dutlng the interview.
He/She stated repeatediy "Everybody loves me” 483.13 {c} DEVELOP / IMPLEMENTING POLICIES | 9.94.19
and ‘| tove i hers." & PROCEDURES
F 2261 483.13(c) DEVELOP/IMPLMENT F 226 What | ; 1 bo ishad
™ hat correciiva actions w accomplished for
55= ABUSE/NEGLECT. ETC POLICIES those residents found 10 have been alfecled by
the deficient praclice,
The facilfty must develop and implement written
palicles and procedurss thaf prohibit A disciplinary action was given per the DON 1o CMT
mistreatment, negtect, and abuse of residents #1 tor failure fo foliow facitity abuse policy( Western
. . N State Nursing Facllity Policy SOP# 1-A} on 0209/12
and misappropriation of resident property. {Refer lo Altachment --A} In reporting allegation of
abuse upon discovery of occutrancs,
This REQUIREMENT i not met as evidenced - An educaiional session was held with teaching by
by: the Diteclor of Nursing wilth the certified invesligater
] o . of te failure to identily the defay in the initial
Based on Inferview, review of the faclilty's meporting upon CMT #1's discovery Lhe allapation of
Standard of Operaling Frocedures. and the Final abuse on 02/00/12.
FORM CHI-2567F-43) Pravious Yerpons Dhcvats Event Dr D5CG11 Faody ID; 10045 If tonfmuation sheet Page 5of 12
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Investigative Report. it +as determined the facility
faiied fo ensuse written policies and procedures
ware implementsd fhal prohibit abuse of
residents for one resident (810 in the selecied
sampte of taenty-three residents. Cerlified
Medication Technician «CMT: =1 vwitnessed

| Certified Nurse Aide (CHIA} #7 hil Resident #10
actoss the face -vlth a shoe. hui falfed to repont

the anegation immedialely to his supervisor,
Resident #10 ~as crying after the Incident and
CMA =1 remained in the dining room for
approximatety 10-16 minuies. iRefer to F223) A
final investigative report, compieted 1227/11. did
not address the delay in reporting by CEIT #1,

The findings include:

A revie v of the facility's Standard Operating
Procedurs "Incident hlanagement/Abuse
Protoceal”, ravised 07:01:07. revealed the faality
~ould immediately report and respond o any
involvament. observation of. report of. or potentiet
for an incident or event that indicated a resident
injury. ham. ebuse. neglect, or exploitalion. The

! protocof revaaled I was the responsibllity of any
- staff parson to make an immediate verbal report
- abou! an incident to the immeadiale supervisor

and’or faclity administrator of designee as soon
as §t - as discovered. Any stalf fafllng o report an
inciient immediately upon suspicion of abuse or
negiect wiere considered 1n viiation of the
facliity's polley and subject to appropniate
disciplinary action, up 1o and including dismissal.

A revie ~ of the Finet Investigative Report,
completed 12.27/11. revealed CNA #% vas
removed from direct cere on 12:20/11 at 3:00 P
and {erminaled 12722 11 ho..ever. there was no

practice, and what corrective action witl be
taken.

Al resldents have the potential to be affected
by the same daflclent practice, the carrective
action taken are as {ollows:

On 02/13/12,ihe DON will re-inservice the
{aclity cerlitled Investigators in regards to the
facility's responsibliitles to ensure that the
Abusa Polity (Western Siate Nursing Faeility
SOP #14) is implementad, which Includes alt
ategations of abuse are reportod upon
discovery. The faclity investigatora will ba
inservicad aa well an their responsibility to
ideniify and report any delay In reports of
aHeyatlon of abuse to the DON or Facility
Administrator.

A1 slatf wiil be provided reeducation regarding
Westarn State Nursing Facility SOP #1-Ain
regards to initial reporting of any Lhe ailegation
of abusa upon discovery ta begin 13112
comploted by 02/6/12, [All empiayees on leave
at the tme of the reedusation wiii bs in-
serviced upon firet day of return to work},

i
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information regarding the delayed reporiing by
CMT 21,

An Interview ~ith CHIT #1, on 01:05/12 al 2.20
Pid and on 010612 at 2:00 PN, revealed he
witnessed an incldent of varbal and physical
abuse on 12:20/11 betvean CNA £1 and
Resident #10. CMT =1 revealed he did not report
the incydent as soon as i happenad as he ~as
“nesvous.” He revaaled it was emotional and he
could nat believa the incident happened. He had
been employed al ihe fadlllty for six years. bul
naver had lo report an allegation of abuse. Hs
reveated he reporfed the incident to AN #2.
“10-15 minutes™ after the incident was ~Rnessed.
CMT # revealed he should have reported the
incident as soon as it oceurred. With the delay in
reporting. he revealed It was possible for CNA 21
{o have further contact +ith Resident 210 and
other resldents in ihe faciilty.

An interview slth CNA #7, on 010512 at 3:30
Pii and on G 1/06/12 af 1:45 Phl, revealed she
worked second shiit on 12/20°11. Atthe
beginning of ine shift. she noticed Resident =10

| was sitting i the dining room «ith CNA 1. The

resident was vislbly upsel She revealed CMT #1
was i the door«ay of the televiston reom, but did
not say anything at that time. She cafled RN 32 fo
the dining room for assisiance «ith the resldent.
Upon guestioning by RN #2. CMT #1 gave a
report of the -alnessed incident.

An Interviev. ~ith RN #2, on 01:05:12 &t 3:55 FLl
tevealed he ~as tha day shifi nurse .orking on
12120 1. He reveaied CNA =7 called him o the
dinlng room tha! day becauss Resident#i0 .as
“reaity upsel,” He revealed CHIT #1 was in the

the defleient praclice does not recur.

An Administrative Commitlee that consist of the
Adminlstrator, the Assistant Administrator, tho
DON, the assigned investigetor and a cerlifled
Investigator whi review all statements in any
aliegation of abuse Investigalion to ensura there
was no delay of reporting and the faciifty
process is foilowed. Thie review process will be
completed prior to the completion of the finsl
report. The raview process witl inciude: The
dale reviewed, the dete and lime of the
allegation of discovery of abuse, neglect, or
oxpioitation, the date and {ime incident was
reported to 1he next lina supervisor or facitity
Administrator {List name}. {Refer to Atlachment
E}

CONTINUED ON PAGE 8
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F 226} Continued From page 7
doorwvay of the television room and appeared to
be “fushed” and "shaky.” At that {ime. CMT #1

F226] How the corrective actions will be
monitored to ensure the deficient practice
will not recur,
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reporled the alleged abuse ko Resident 310 by
CHA#1.

An intervies: with the faciity's Cerlified
Invesiigator. on 01,0612 at 2:25 Ph. revealed
she invastigated the ategation of abuse on
12:201 1. She reveaiad she was aware CARIT #1
did nof repent the incident as soon as il -asg
itnessed. She stated CMT #1 .as not exaclly
surs hov. long he waited o reporl. but CIT #1's
bast quess at the ims of tha investigstion -vas
five (5) minutes. She revealsd CMT #1 as
passing medications at the ime of the incident
and could not feave the madicallon cart, Per
intarview, CHA # 1 v as not “repeatadiy hitting” the
resident; she had stopped and “~atked a..2y. She
revaaled the facllity considered CMT #1's timeline
of evenls adequata. so the investigativa report did
not conclude there ~as a deiay in CHT =1
reporting the incident.

An intervie« sith the Director of Nugsing. on
01406242 at 2,45 PM, revealed CMT #1 ~as
passing metlications and witnessed the incident
between CNA #1 and Resident %10. She revealed
CMT #1 did "{o the bast of his abliity” report the
incident immediately. She revealad she expected
stalf to keep the residents safe. from avery
aspect,

A review of an employee schedule for CEAT #1,
daied December 2011 tevealed he worked in the
facility on 12 21471 4 1221 1272501, and
12726/ 11. A review of an inservica related o
abuse revealet CMT 21 was not inserviced upth
12:27/11. Review of the personne! fite for CIAT &1

The aitegallon of abuse raporting procsss will be
maoni{ored as folfows:

The lacident Manogement Committee wha meels
dally 7 days a wesk to review alt Incidents including
aliegations of abuso 1o ensure jaports of allegations
are reported upan discovery of the Incldents.(Rafer
10 the Incldent management Assessment and Follow
up] {Refer to Atlachment B.) The assigned Shift
Facility Chergo Nurse on the dayshilt will be
rasponsible for the reviow of the Weslern Stale
Nursing Facitily frcident Mrnogamant Review
Pracess Reporting of Allagation ot
abuse/negleavoxplohiation on waekends and
hoiidays. Tha Director of Nussing will ba respensibie
for ensuring the 7 day of the week raview of the
Wostom State Nursing Facifity Incident
Managameni Review Process Reporiing of
Allegalion of abuse/negiecVexploitation Is completed
{Implemanted an 0271412},

The Adminisiralive Committee w!i complets the i
Wastern State Nursing Facility Reporiing ellagation
: of abuse/noglect faxplollation form alter each

i Investigation pracess review to ensura there was no
I delay of reporting and the facilily process was

! foliowed. Reofor to Altachment E-}Implenménted on
02/14112).

Tha Don will ensure tha daily Incident Management
Committee Is followed along with 1he Administrative 1
Commiittee Ravigw of altegalicns of ebuse with
reporling of the monitorlng to the Quality Assurance
Committas vith aclion plans developed for any
occurrence of non-compiiance.

COMPLETE
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s5=p | SPREAD. LINENS

The facHity must establish and maintain an
Infection Controf Program designed to provide a
eafe, sanitary and comfortabie envirenment and
fo help prevent the development and transmission
of disease and infaction.

{81 Infection Conkio’ Program

The faclilty must establish an Infection Control
Program under whichit -

111 tnvestigates. contiols, and prevents infections
in the facifty:

{21 Decides ~hat procadures, such as isciation,
shoutd he applied o an Individual resident: and
{31 Klainlains a record of incidents and corrective
actions relatad o infections.

{b} Prevenling Spraad of infaction

¢t WWhan the Infaclion Control Program
determines that a resident needs isolation to
praveni the spread of infection. the facifity muist
isolata the resident.

t2) The facitity must prohibit employees «ith a
commubicabie disease o infecled skin leslony
fron direct conact .. ith residents or their food. if
diract contact wili fransmit the disease.

{31 The facliity must require $taff to wvash thelr
hands after aach diract resident contact for +hich
hand ~ashing is indicaled by accapled

XA ID SUMMARY STATEMENT COF DEFILIENCIES ) PRIMDER'S PLAN OF CCRRECTION oL
PREFD, {EACH DEFICIENRCY MUST BE FRECEDED By FulL PREFiX (EALH CORRECTIVE ACTION SHOLLD BE SNPLETIN
TAG REGULATORY OR LSC IDENTIFYING INFORMETION; TAG CROSS-REFERENCED TO THE APTRIPRIATE alE
CEFICIER Y
CF 2261 Continued Frompage 8 F2e
revealed no disciplinary action related to the delay
in teporting ahuse. 2.15-12
F 441} 483,65 INFECTION CONTROL, PREVENT F 441 483.65 INFECTION CONTROL PREVENT

SPREAD, LINENS

What corrective actione will  be
accomptished for those resldents found
{0 have bean affected by the deficlant
practica?

The _Advenced fractitioner Registered Nurse
sssessed rasidents #3, #6 and # 13 with no noted
signs and symptoms of infastlon as Residant #6 had
4 [BC obtalned on 01/66/12 for fokow up due to
previous Infection prlor to admlssion with results
within normal imits. Vital signs wese tsken with in
the week of 01/09/12 that ramalned within normal
fimits Resident #3 had a skin assessment
compisted with po sign or sympioms of Infection
on1f10/12.  Residents K6 and §1¥ had skin
assessments  and overall systems assessments
complieted the week of 1/8/32. Vikal signs wera
completed with no slgns or symptems of infection,
The tnfertlon Control Repost reveated no infections |
for sesident 3, 46 and #13 for January.

Educational sesslons wero given by the
Direcior of Nursing to {LPN) #1, (CNA} #2,
#9,and A10 on 02/01112, and Certified
Hedication Technlcian i1 on 2/04/42 and
Licensed Practiced Nurse 81 on 0201/12 along
with In-services ragarding hand washing.
Educations sessions included the review of
S0P iM-Handwashing and the requirement to
wash hands and change cloves during
restdant care.

professional praclice. .CONTINUED TQ PAGE 10
{¢rLinens
Personnel must handia. store. process and
transport Hnens 50 as to prevent the spraad of
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infaction.

This REQUIREMENT 15 not met as svidenced
by:

Based on obsenzation. inlervie . and review of
the faciity's Standard Operating Procedures. it
a5 determined the faciiily failed lo ansure
appropriate use of glpves end handwvashing
during inconbinent care for three residents {33,
#6. and £17 ). in the selected sanipie of
tuenty-thrae residents.

The findings inciude;

4 revig « of the facility's Standard Operaling
Procedure "Hand ashing”, dated Sept. 2006.
revealed "alter siluations during ~hich microbial
contamination of hands is Hkely to accur,
aspecially those involving contact ~with meicous
membranes, bicod of bady fiuids. secretions. or
excietions. Gloves shouid be used in addition to.
not as a substitule for hand-:ashing. Gloves
should be removed to prevent contamination of
hands during removal” and hands ~ashed

after. ards. "Gloves should be changed betwaen
patlents, and may need to be changed during the
carg of a single patient, for example: ~hen
mowving from one procedure to another”

1. An observation of inconinent cars. on
01/05:42 at 10:30 AL, revesied Cerlified Nursa
Alde 1CNA) 52 donned gloves and complatad
fneontinent care for Resident 56, CNA #2 then
repositionad the resident. touched the resident's
¢lean sheal and reached into the pocket of her

How will you identify other residents
having the potential to be affected by the
sama daficient practice, and what
corractive actlon will be taken?

In order to identify other rasidents having the
potential to be affectad by the eame- detlclent
practice, the correclive ecllons taken were as
{ollows;

On 02/01/12, the yevisfons made to tha Westarn
State Nursing Facllity {Standard Qperallon
Procedure #3MSubjact: Hand washing) per the
DON will be putinto effsct. The revisions will
read bold fn print, "Gloves will bo changad
between patients, and will be changed during
care of & single resident, when maving from one
procadure to another.” {Refer to Attachment F}

QOn 02/08/12 the Infectlon Gontrod Nurse will
provide in-servicing and verficallan of
understanding ef the revised pollcy {Wastern
State Nursing Facitlty Standard Oparation
Pracadure €18 Subject: Hand washing) to all
direct care Roglsierod Nurses, Licensed
Practical Nurses, Castilicd Madlcaiion
Techalclan, Certified Murse Aldas, the MDS
Coardinators, Nursing Steffing Directors,
Nursing Rehab Caordinator and the Director of
Nursing completion date of 02/10/12. {Al}
employeas an leave al the Hme of the In-service
witl review the reviged policy upon first day of
return ta work). {Refer lo Altachment F)

Upson the in-servicing for hand washing, the
Hand Hyglene Observatien Tool will he
completed on ail of the direct cere etat (Al RNs,
LPs, C#4Ts and CNAS} by the Infection Control
Nurse by 02M10/2012,

Cantinued on Paga 1
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o shirt «while wearing the soiled gloves. CMT

21 assisted CNA #2 »ith the incontingnt care_ He

donned gloves bafore providing care, but did not
~ash hs hands after ramoval of the gloves. He
1eM the resident’s raom and went 1o the mediclne
cart without “~ashing his hands.

Intervievs with CNA #2. on D1/05°12 at 2:05 PM,
revealed she should have changad gloves and
»ashed her hands batvean each procedure with
the residant.

Intervisw with CMT £1. on 01:0512 al 2220 PM.
revealed he should have washed his hands
bafare leaving the resident's room,

2. Anobservation of incantineni care, on
01-05/12 al 10:40 Akl revealed CNA #9
completed Incontinent care for Resident #3. She
then repositioned the resident and picked up a
Lottie of cleanser from the ficor - {h her soited
gloves. She cleansed the resident's bultocks,
then repositioned the resident in bed, touched the

| residanfs piliow and put tha pilfo.« behind the

resident's back with her soilad gloves.

An infervies «ith CNA®9, on0105/12 at 11:15
A4, reveaied she shouid remove her gioves,
wvash har hands. and don ng» gloves bet:.een
ditferent areas of cara.

3. An observation of incontinent care, on
01.08/12 at 9.15 AM, revealed CHA #10 cleanssd
Resident #17 afler the resident hat a bosel
movenent. She then assisted Licensad Practical
Murse (LPN) &t reposition the resident in bed
while wearing the soiled gioves. LPN #1 providad
perineal care for the residenl. LPN #1 and CNA

F 1 provides documentatien of performanco andfor
verbalization of knowledge of when and how 1¢
parformy Hand Hyglens as follows:

to be perfermed:

. befote cfean and pseptic pracedures;

e aftercantact with blood, hody flulds,
mucous membranes and non Intact skin;

* after handling obfects such a8 soiled linea,
trash, end equipment;

* after removing gloves or cther used
Persanal Protection Equipment ;

. before resident contact;

. after residant contact or when exiting the
resident’s room;

] upoh entering resident room

. before and aftér equipment contact;

The Hand Hygiens Observation Tool also lisis
end provides documentation of perlormence
and/or verbalizatlon of knowlodge of appropriate
glove use as foltows: gloves to be chenged
batween residents and witl be changed during
the cara of a single resident when moving from
one procedurze to anolhar; gloves will be used
whon therse is a potenlial for contact with body
fluids; gloves will be removed immediately aftar
use. (All employees on ieave at the time of
observalion will bs compleled upon firsi day of
return to work). {Refer to Attachment -G}

What measures wilt be put into place, or
what systemic changes will you make t¢
ensure that the deficlent practice does not
recur? .

On 02/01/12, the Director of Nursing revised the
Weslern State Nursing Facltity {Standard
Operation Procedure B1MSubject: Hand

washing) l¢ read bold in print, "Glovoes should be
changed betwsen patients, and may need to he
changed during care of a single patlent, for
example; when moving from one procaduse to
anothar” (Rolar to Attachment -F}

Conlinued on Pege 12
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#10 then applted the restdent's brief wearing thelr
solled gioves. LPN #1 separated solled finen from
trash Into two separate bags and then applied the
rasident's socks while wearing her soiled gloves,

An interview wilh CNA #10. on 0106/12 at 9:30
AM, revedled she should have ciranged gloves
atter providing care to the resttent. but was not
aware to wash her hands before applying new

gioves.

An interview with LPN #1. on 01/06/12 al 9:35
AM. reveated she shoutd have washed har hands
and changed her gloves after providing pernineal
care. Shae revealed If she had been more
prepared, she would not have had to separate
linen from trash [nto different bags. buf she
should have washed her hands bsfore applying
Jhe resident's socks.

An interview wilh the Directer of Nursing (DON]),
on 01/06/12 at 2:45 PM, revealed she expecied
staff to follow the fachity’s Standard Opsraling
Procedure for handwashing. Per interviaw, she
expected staff to take their gloves off after they
ars solled and wash their hands.

An In-service of the revised policy Western
Stata Nursing Faciiity {Standard Operation
Procedure #1M Sublect: Hand washing) witi ba
providad per tha infaction Conlro! Nuree
beginning on 02/06/12 and completed by
Q2HOI2. (All employees on leave at the time of
the in-sorvice will raview the revised policy
upon first day of return to work). (Refer to
Altachment -F }

How the correclive actions will ba monitored to
ensurs the deficlent praciics wil not recur?

The Hand Hyglsne/Glove Use Observation Tool
wili ba completed on ali direct staft {Al RNs,
LFNs, CMTs and GNAs) weekly for 4
conseculive weeks beginning the week of
02/13H 2, to ensure that the appropriate use of
gloves and hand washing are completed during
ragltdent caro As per fackity pollcy Westorn State
Hursing Faclilty SOP ti+Handwashing. A Hand
Hyglene/Glove Use Qbsarvation will than he
completed an ali direct care staff quarterly,

In-gervicing of new employees wlil also ba
perfarmed in New Employee Orfentation,
slarling the week of 02/20/12 lo ensure
knowladge of the handwashing pollcy is
followed. A Hand Hygiene/Glave Use
Observation Tool will be comploted al the ime
ol In-gervicing of new employees ta verify
parformance andfor verbalization of knowledge
of proper hand hygienc/glove use. {Reler lo
Attachment -G).

The outcomas of the abservations wiil be
reporled to the Quallly Assurance Gommililee
per the Infection Cantrol Nurse with follow-up
aotion plans doveloped as needs are ldenlitiad,
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Western State Nursing Facility
General Nursing Facility Manual
Standard Operating Procedure No 1A

10.

Department Incident Management Administrator- The person appointed

by the DMHMRS Commissioner responsible for providing functional oversight
and management of the facility-based Incident Investigation process and provides
functional supervision of the Department Incident Management Coordinator,

Department Incident Management Coordinator- The person appointed by the
Facility Director responsible for facility on-site reviews of Incident Reports.

Director responsible for implementing the Incident Management Review Process.

Incitement- To spur to action or instigate into activity; implies responsibility for
initiating another’s actions.

Individual- Refers to the person served in a facility; who resides in a nursing
home; who resides in an ICF; who does not reside in an ICF but receives services
at the ICF; who receives services in a psychiatric hospital; OR who may be
physically away from the facility (nursing home, ICE/MR, or psychiatric hospital)
but still on the census of the facility.

Inquiry- This process entails an examination of the facts reported in a Class 2
Incident to ensure the information is accurate and that the facility has responded
appropriately.

Investigation- this process ensures the facility conducts an objective investigation
of all allegations of abuse, neglect, exploitation and Class 3 Incidents, in a timely
and thorough manner. This process follows the standard investigative report
format approved by the Department Incident Management Administration.

Retaliatory Action- Any action intended to inflict emotional or physical harm or
inconvenience on an employee or individual served that is taken because he or she
has reported abuse, neglect, or exploitation. This includes, but is not limited to,
harassment, disciplinary measures, discrimination, reprimand, threat, and
criticism.




Western State Nursing Facility
General Nursing Facility Manual
Standard Operating Procedure No 1A

C. DEFINITIONS CONCERNING ABUSE, NEGLECT, AND EXPLOITATION

1. Adult Abuse- Adult abuse is the willful infliction of injury, unreasonable
confinement, intimidation, or punishment that results in physical pain or
injury, including mental injury or anguish. Abuse also refers to the ill-treatment,
violation revilement, malignment, and/or otherwise disregard of an individual,
whether purposeful, or due to carelessness, inattentiveness, or omission of the
perpetrator. This may be a direct act by an individual or the incitement of
another staff member or individual to perform the act. Abuse also may be due to
staff neglect or indifference to infliction of injury or intimidation of one resident
to another. '

2. Adult Neglect- A situation in which an adult is unable to perform or obtain for
himself the good or services that are necessary to maintain his health or welfare,
or the deprivation of services by caretaker, i.e. the failure to provide goods and
services necessary to maintain the health and welfare of an adult, which may result
in physical harm, mental anguish, or mental illness.

3. Child Abuse and Neglect- (KRS600.20) (1) (See Department for Mental Health
and Mental Retardation-Incident Management Protocol).

4. Exploitation- Obtaining or using an individual’s resources, including, but not
limited to, funds, assets, or property, by deception, intimidation, or similar means,
with the intent to deprive the individual of those resources. Exploitation includes
the misappropriation of an individual’s property which includes the deliberate
misplacement, mistreatment, or wrongful, temporary, or permanent use of indi-
vidual’s belongings or money without the individual’s consent.

5. Immediately: After ensuring the safety and well being of the individual (s) served,
the Facility Director or Designee shall contact, without further delay, all required
state and local government agencies of any reported, suspected, or alleged incident
of abuse, neglect, exploitation, OR any Class 3 Incident, according to applicable
statutes listed under Section 4.B., authority.

6. Imcident- An occurrence or event that causes, or may cause, harm to an individual
(s) served, staff, visitors, or property.

7. Injuries of unknown source-An injury is to be classified as an “injury of
unknown source” when both of the following conditions are met:
a. The source of the injury was not observed by any person or the source of the
injury could not be explained by the resident.
b. The injury is suspicious because the extent of the injury or the location of the
injury (e.g. the injury is located in an area not generally vulnerable to trauma)
or the frequency of the injury).




Western State Nursing Facility
General Nursing Facility Manual
Standard Operating Procedure No 1A

8.

10.

11

12.

Medication Errors- There are nine (9) categories of medication errors, according
to Categories as defined by the National Coordinating Council for Medication
Error Reporting and Prevention (NCC-MERP) Error Outcome Category Index:

a. Category A: Circumstances or events that have the capacity to cause error;
this error requires a medication variance report to the facility Pharmacy and
Therapeutics Committee.

b. Category B: An error occurred, but the error did not reach the resident; this
error requires a medication variance report to the facility Pharmacy and
Therapeutics committee.

¢ Category C: An error occurred that reached the resident, but did not cause

resident harm, considered Class 1.

d. Category D: An error occurred that reached the resident and required monitoring
to confirm that it resulted in no harm to the resident, and/or required intervention
to preclude harm, considered Class 1 UNLESS there is a trend, at which point
it bumps to Class 3.

e. Category E: An error occurred that may have contributed to or resulted in
temporary harm to the resident and required intervention, considered Class 3.

f. Category F: An error occurred that may have contributed to or resulted in
temporary harm to the resident and required initial or prolonged hospitalization,
considered Class 3.

g. Category G: An error occurred that may have contributed to or resulted in
permanent resident harm, considered Class 3.

h. Category H: An error occurred that required intervention necessary to sustain
life, considered Class 3.

i, Category l: An error occurred that may have contributed to or resulted in the
resident’s death, considered Class 3.

Mental/Psychological Abuse- Includes, but is not limited to, humiliation,
harassment, threats or punishment or deprivation, sexual coercion, intimidation,
whereby individuals suffer psychological harm or trauma.

Missing Individual: Absent without authorization regardless of leave status; an
individual is considered to be missing if the individual (1) has not been accounted
for when expected to be present (2) has left the grounds of the facility without
permission.

Para-suicidal Behavior: Behavior suggesting suicidal thoughts, with no serious
attempt present.

Physical Abuse: Motion or action, by which bodily harm or trauma occurs and
includes, but is not limited to, hitting, slapping, pinching, punching, kicking, and
burning. Physical abuse also includes controlling behavior through corporal
punishment as well as the use of any restrictive, intrusive procedure to control
inappropriate behavior for purposes of punishment.
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13. Serious Injury- Any significant impairment of the physical condition of the

14,

15.

16.

17.

resident as determined by qualified medical personnel. This includes, but is not
limited to, burns, lacerations, bone fractures, substantial hematoma, and injuries
are harms sustained that require treatment beyond first aid.

Sexual Abuse/Assault- Sexual contact between staff and an individual or between
two individuals and includes any touching of the sexual or other intimate parts of
a person done for the purpose of gratifying the sexual desire of either party. Sexual
abuse/assault also includes, but is not limited to, staff negligently allowing intimate

~_contact between individuals, sexual harassment, and sexual coercion. (Refer to

Western State Nursing Facility-Generalﬂ Nursing Facility Manual, SOP # 9-A,
Sexual Abuse/Assault.)

Suicidal Behavior: Any serious attempt to kill one’s self.

Threat- Any condition or situation which could cause or result in severe, temporary
or permanent injury or harm to the mental or physical condition of individuals, or in
their death.

Verbal Abuse: Any use of any oral, written, or gestured language that willfully
includes disparaging and derogatory terms to individuals or their families, or within
their hearing distance, regardless of their age, ability to comprehend, or disability.
Verbal abuse also includes pejorative and derogatory terms to describe individuals
with disabilities.

D. ABUSE PREVENTION

1.

The facility will make every reasonable effort to maintain an environment free of
abuse, neglect, and misappropriation of resident property/funds. This facility
maintains a position of zero tolerance for abuse and neglect. (See Attachment A,
which is required from every employee annually.

The facility will provide information to all residents, families/guardians, and staff
on how and whom they may report concerns, incidents, and grievances without
fear of retribution and will provide feedback regarding the concerns that have been
expressed. This information will be provided on admission and at a minimum

of annually thereafter.

The facility will identify, correct, and intervene in situations in which abuse, neglect,
and/or misappropriation of resident property is more likely to occur.

Any identified behaviors that might lead to conflict with staff and other

residents will be addressed by the Interdisciplinary Overall Plan of Care Team and
will follow through with interventions designed to minimize the risk of conflict.
(All residents will be assessed on admission and quarterly thereafter, so to

identify behaviors or circumstances that might lead to conflict. All residents
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identified will have specific interventions and goals on their individualized
plan of care so to monitor, prevent, and provide optimal resident safety.)

5. Upon employment and annually thereafter, all employees will be in-serviced
regarding Resident Rights, Abuse/Neglect, and misappropriation of funds/property.

*All employees will be given a copy of the Western State Nursing Facility
Protocol during New Employee Orientation.

6. The facility will maintain an environment where residents, families/guardians, and -
visitors are free to report issues regarding abuse/neglect and misappropriation of
funds/property to the supervisory staff, the facility administrator,
or administrator on call or by calling (270) 889-6025, ext. 294. Monday-Friday
8:00 a.m.- 4:30 p.m. or ext, 395 after hours, weekends, and holidays.

7. The facility will incorporate abuse/neglect, exploitation, and misappropriation of
funds/property issues into the Quarterly CQl meeting.

8. Appropriate actions will be taken to investigate and resolve all complaints,
grievances, and lost items through the utilization of specific forms provided by the
Social Service Department, (Reference SS Manual SOP # 52-53 and Resident

Handbook ).

9. All supervisory staff will continuously monitor and identify risk factors for abuse,
neglect, exploitation, and/or misappropriation of funds/property, reporting any issues
to the department supervisor and facility administrator.

E. PROTECTION

This facility implements a planned, systematic approach of protection of residents
that ensures that all individuals served are protected from harm, service interruptions,
restrictions, abuse, neglect, and exploitation of all forms (whether from staff, peer to
peer, visitors, or other individuals). This is done through programs of prevention,
screening, identification, reporting, responding, investigating, and training.

F. SCREENING

Criminal background and Nurse Aide Abuse Registry checks are required before any
person is employed at Western State Nursing Facility. In addition, Western State
Nursing Facility will conduct a 100% annual background check on current state and
contract employees, regardless of work area, at the time of their annual hire date.
1. Criminal Background Checks
KRS 216.533 (1) requires the following background check (s) prior to employment:
a. An in-state criminal background information check shall be obtained from the
Justice Cabinet or Administrative Office of the Courts for each applicant
recommended for employment.
6
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b. An out-of-state criminal background information check (s) shall be obtained for
any applicant recommended for employment who has resided or been employed
outside of the Commonwealth.

2. OIG Exclusion List Checks — Employees/Entities

Western State Nursing Facility also screens employees and entities through the Federal
Office of Inspector General (OIG) List of Excluded Individuals/Entities (LEIE), to exclude
individuals and entities that are not eligible to work with healthcare providers due to past
 illegal acts.

a. The LEIE Database will be checked for all potential employees before hire to assure
that the employee is not listed as excluded. (Bases for exclusion include convictions
for program related fraud and resident abuse, licensing board actions and default on
health education loans). Any individual listed on the LEIE Database will not be
eligible for hire.

b. The LEIE Database will be checked for contracted entities (those that have access or
involvement with medical service information, Medicare or Medicaid
billing/reimbursement) before entering into an agreement to assure that the entity is
not listed as excluded. Any entity listed as excluded on the LEIE Database will not
be eligible to enter into a contractual agreement with Western State Nursing
Facility. Renewals of contracts will require a new OIG exclusion search per
checking the LEIE Databasc before the contract is renewed.

¢. The LEIE Database will be periodically checked for determining the
participation/exclusion status of current employees and contractors

(Refer to WSNF General Nursing Facility Manual, policy # 47-A - Office of
Inspector General Exclusion List Checks For Employees/Entities)

3. PERSON WHO MAY NOT BE EMPLOYED

a. KRS 216.532 prohibits the employment of any person listed on the Nurse Aide
Abuse Registry; and
b. KRS 216.533 (2) prohibits the facility from knowingly employing any person
who has been convicted of a felony offense under:
i. KRS Chapter 209;
ii. KRS Chapter 218A;
iii. KRS Chapter 507.202, 507.030, 507.040;
iv. KRS Chapter 509;
v. KRS Chapter 510;
vi. KRS Chapter 511;
vii. KRS Chapter 513;
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viii. KRS Chapter 514. 030;
ix. KRS Chapter 530;
x. KRS Chapter 531
xi. KRS Chapter 508.010, 508.020, 508.030, and 508.032;
xii. A criminal statute of the United States or another state similar to paragraphs (a)
to (k) of this subsection; or
xiii. A violation of the uniform code of military justice or military regulation similar
to (a) to (k) of this subsection which has caused the person to be discharged
from the Armed Forces of the United States; and

~ ¢. Anyone who has a misdemeanor offense that would indicate the employee would

be at risk to abuse, neglect, or exploit an individual served in one of the facilites
(e.g. history of assaults or thefts).

d. Anyone who has a felony offense under any other Kentucky or other state, or
federal statute.

DUTY TO PROTECT

The facility must take whatever action is necessary to protect the individuals residing

there. For example, if a facility is forced by court order or arbitration rulings to

retain or reinstate an employee believed to be abusive, the facility may need to take

other measures to ensure beneficiary safety such as:

a. Assigning the employee to an area where there is no contact with individuals;

b. Providing increased supervision and additional training for the employee;

¢. For merit employees, confer with the Kentucky Cabinet for Health and Family
Services, Office of Human Resource Management and Office of Legal Services
regarding appealing the arbitration or court decision, which may include pursuing

formal criminal charges.
This is an integration of the following: ICF/MR: State Operations Manual Appendix J — Guidance to Surveyors;
Intermediate Care Facilities for Persons With Mental retardation: 42 CFR 483.420 (a) (5)

G. IDENTIFICATION

The facility staff will actively monitor for and identify events; such as suspicious
occurrences, patterns, and trends that may indicate abuse. Any resident

event that is reported to any staff by the resident, family/guardian, other staff, or any
other person will be considered as suspected abuse if it meets the following criteria:

1.

Any indication of possible willful infliction of injury to include unexplained
bruising.

. Unreasonable confinement to a room or other areas of the facility.

. Any resident or family/guardian complaint of physical harm, pain, or mental
anguish resulting from the action of others.
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4. Any complaint of deprivation by an individual caregiver of goods and services
as needed. '

5. Any complaint of the use of oral, written, or gestured language that willfully
included disparaging and derogatory terms to residents or within their hearing

distance.

6. Any complaints of sexual harassment, sexual coercion, or sexual assault.

7. Any instance of hitting, slapping, pinching, kicking, or other potentially
harmful actions.

8. Any complaint of humiliation, harassment, or threats of punishment or deprivation.

9. Any loss, theft, or inappropriate usage of resident’s personal property.

H. REPORTING/RESPONDING

Western State Nursing Facility will immediately report and respond to any
involvement, observation of, or report of an incident or event that indicates
a resident injury, harm, abuse, neglect, exploitation, or the potential for.

1. EMPLOYEE RESPONSIBILITIES

For any employee who is involved in, observes, or receives a report of an incident
or event (hereafter known as “incident” in Section 12), certain responsibilities

apply.

a. Medical Treatment: Staff discovering an incident must immediately ensure any
necessary first aid is provided and medical services are contacted if additional

assistance is needed.

b. Reporting Requirements: [t is the responsibility of any staff person to make an
immediate verbal report about an incident, regardless of classification, to the
immediate supervisor and/or facility administrator or designee as soon as it is
discovered. A follow up written report of the incident shall be initiated before the
end of the shift of discovery utilizing a standard incident report format.

¢. Responsibility to Report Abuse, Neglect or Exploitation:

e Nursing Service Employees are to report incident immediately to the unit
charge nurse and the shift facility charge nurse.

e The Administrative Staff and Support Services are to report incident
immediately to the unit charge nurse and their immediate supervisor.

e The Director of Nursing and Facility Administrator are to be notified during

9
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the hours of 8:00 a.m. to 4:30 p.m. Monday through Friday.
e The Administrative OD is to be notified by the nursing supervisor
immediately, after 4:30 p.m., weekends, and holidays.

* Any staff failing to report an incident immediately upon receiving a report,
receiving an allegation, or based on a suspicion of abuse, neglect, or exploitation
shall be considered in violation of KRS 209, KRS 620, and the facility policy
and shall be subject to appropriate disciplinary action, up to and including
dismissal,

d. Responsibility to Report Suspicion of a Crime
All employees and covered individuals (to include employees, owners operators,
managers, agents or contractors) are responsible to timely report any reasonable
suspicion of a crime committed against a resident of Western State Nursing
Facility (as per the Elder Justice Act under Section 1150B of the Social Security
Act)

1. Reports will be made to the State Survey Agency (Office of Inspector General)
and to a law enforcement agency of jurisdiction (Kentucky State Police)

e Ifthe events that cause the reasonable suspicion result in serious bodily
injury, the report must be made immediately (but not later than ( 2)
hours) of the crime

s If'the events that cause the reasonable suspicion does not result in serious
bodily injury, the report must be made no later than (24) hours after
forming the suspicion of the crime.

2. Western State Nursing Facility will not retaliate against any employee or covered
individual who lawfully reports a reasonable suspicion of a crime in regards to
the Elder Justice Act under Section 1150B of the Social Security Act.

3. All covered individuals have the right to file a complaint with the State Survey
Agency (Office of Inspector General) if they feel any retaliation has been
committed against any employee who reported a suspected crime under the law.

(Refer to WSNF General Nursing Facility Manual Policy # 47A — Elder Justice Act
Covered Individual’s Reporting Responsiblities)

e. Responsibility to Report Other Incidents or Events: Any staff failing to
report an incident immediately upon discovery shall be considered in violation of
facility policy and shall be subject to appropriate disciplinary action, up to and
including dismissal.

10
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f. Responsibility to Cooperate: Staff are expected to fully cooperate in any internal
or external investigation of an incident. Staff are to provide any information
pertinent to the incident and any recommendations they may have which may
assist in the prevention of future incidents. Failure to cooperate with the
investigation process may be considered in violation of facility policy and subject
to appropriate disciplinary action, up to and including dismissal.

g. Prohibition Against Retaliatory Actions: Any forms of retaliatory action made
toward either an individual served or staff who report incidents, or provide
information regarding such incidents in good faith, are strictly prohibited. All
forms of retaliatory action against an investigator, either during the course of
conducting an investigation or afterwards, are strictly prohibited. Employees
found involved in retaliatory actions to any degree are subject to disciplinary
action, up to and including dismissal from employment.

2. CLASSIFICATION OF INCIDENTS AND PROTOCOL FOR REPORTING
After following KRS 209 and KRS 620 for reporting when a reasonable cause
if present to suspect an adult or child has suffered abuse, neglect, or exploitation,
the facility will classify the incident,

Incidents are classified according to the potential for harm to individuals and
carry protocols for recording and follow-up. Immediate follow-ups for all
incidents shall include the cause of incident with intervention for future
prevention.

A. Class 1 Incident

1. Includes Category C medication errors.

2. Includes Category D medication errors, if a trend is not evident.

3. May include, as examples, sprain of unknown origin, trip and fall with no
resulting injury, paper cut.

4. Is minor in nature.

5. Does not create serious consequence.

6. Requires a completed Incident report that is retained on file. (Refer to
Attachment B-WSNF Resident/Visitor Incident Report).

7. Requires simple fact finding which is documented on the Incident Report
form.

8. Is reported on a monthly basis by providing a summary report of Class ]
incidents to the Department Incident Management Administrator; or

9. After an initial assessment of fact-finding is conducted, if there is reasonable
cause present to suspect abuse, neglect, or exploitation, the incident should be
immediately reported to DCBS, the Department Incident Management
Administrator, and OIG AND

10. The incident is reclassified to a Class 3.

B. Class 2 Incident
11
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1.

2.
3.

Transportation of an individual to an emergency

room visit

Parasuicidal behavior

Threat of harm (Resident to Resident)

Has the potential to cause serious injury or harm to the health, safety, or
welfare of an individual or individuals.

Requires a completed Incident Report that is retained on file. (Refer to

Attachment B.) _
6. Requires an inquiry to be conducted which is documented on the Incident
. Report. o

7. Does not require either the incident or inquiry to be immediately reported to
the Department Incident Management Administrator.

8. Requires the facility to fax/mail the Incident Reports with the inquiry to the
Department Incident Management Administrator as the Class 2 Incident
Reports are completed on a daily basis. 7

9. After initial assessment or inquiry is conducted, if there is reasonable cause
present to suspect abuse, neglect, or exploitation, the incident shall be

i

mmediately reported to DCBS, Department Incident Management

Administrator and OIG; AND
10, The incident shall be reclassified to a Class 3.

C. Class 3 Incident
1. Includes

a

b.
. Category D medication errors if trend is present;

=m o oo

-

m.

. Reported, alleged or suspected abuse, neglect or exploitation;
Class 1 or 2 incidents reclassified to Class 3;

.Category E through | medication errors;

. Death of any individual on state property;

Death of any individual served;
. Missing individual (s) from the facility;
. Serious injuries of known cause if:
1. There is suspicion of abuse, neglect, or exploitation;
2. The facilities’ tracking and trending of similar injuries indicates suspected
abuse, neglect, or exploitation; or
3. If after consuiting to the OIG Regional coordinator a determination is
made that an investigation is warranted,;

. Any injury of unknown cause if:

1. The injury requires more than first aid;

2. There is suspicion of abuse, neglect, or exploitation; or

3. The facilities’ tracking and trending of similar injuries indicates

suspected abuse, neglect, or exploitation;

Sexual abuse/assauit;
. Injury due to peer-to-peer aggression;
Injury to individuals served due to staff interventions;
Individual served found out of level of supervision as required by current
treatment plan;

12
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n, Suicidal behavior; or
0. Other serious consequences.

2. Is critical in nature OR alleges an immediate threat to the health, safety and
welfare of an individual or individuals;

3. Requires the facility to immediately report the situation to DCBS, the
Department Incident Management Administrator, and OIG;

4. Requires a completed Incident Report to be retained on file; (Refer to
Attachment A.)

5. Requires an investigation to be conducted,;

6. Requires the facility to fax/mail the Incident Reports to the Department Incident
Management Administrator as the Class 3 incident reports are completed ona
daily basis; and _

7. Requires the facility to fax/mail the Class 3 Investigation Reports to the
Department Incident Management Coordinator as the Incident Reports are
completed on a daily basis.

3. INITIAL IMMEDIATE AND FOLLOW-UP REPORTING TO FACILITY
DIRECTOR OR DESIGNEE, DCBS, OIG, AND DEPARTMENT INCIDENT
MANAGEMENT ADMINISTRATOR

As soon as the facility obtains initial information regarding the health, safety and
welfare of the individual served and the incident itself, the facility must ensure that
all reasonable causes of suspicion that an adult or child has suffered abuse, neglect or
exploitation, as well as injuries of unknown source, are reported immediately to the
Facility Director or Designee, Department of community Based Services, Office of
Inspector General, and the Departiment Incident Management Administrator.
Reporting will be as follows:

A. An immediate initial, verbal report is made to the Facility Director or Designee
and a Certified Investigator is assigned to initiate an investigation.

*If the incident is an event that appears criminal, the facility will report the
incident to local law enforcement after consultation with the facility

director or designee,

B. An initial immediate report is made to DCBS through a telephone call (Contact
the local DCBS office during regular working hours. Contact the DCBS Adult
Abuse-Child Abuse Hotline at (800) 752-6200 afier regular work hours, on
holidays or weekends).

C. After reporting to DCBS, the same initial reporting is sent through electronic mail
to the Department Incident Management Administrator.

D. After contacting DCBS (per phone) and the Department Incident Management
Administrator (per electronic mail), an immediate, written report is to be made to
OIG, DCBS, the Department Incident Management Administrator and Resident

13
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Advocacy (if the individual is a Protection and Advocacy client) through Fax.
The report is to be made per the WSNF Report of Unusual Incident form (Refer
to Attachment C).

(WSNF maintains Report of Unusual Incident packets which contain fax numbers
for required notification of stated agencies and departments. All information and
forms needed for the conduction and completion of an investigation are included
in the packets which are located in the Forms Room).

E. If information gathered during the inquiry or investigation differs significantly
from the initial report, simultaneously fax any updated reports to DCBS, OIG,
Department of Incident Management Administrator and if applicable, Resident
Advocacy.

4, Additional immediate reporting to the Department Incident Management
Administrator

The following events require additional information to be submitted through
clectronic mail, along with the minimum information stated in Section 8.A.
A, Death- If the incident being reported is a death, add the following information:
a. Initial cause; and
b. Relevant background information.
(Refer to Western State Nursing Facility-General Nursing Facility Manual,
SOP # 45-A, Death and Mortality Review.)
B. Emergency Room- If the incident being reported is an emergency room visit, add
the following information:
a. Reason for the visit; and
b. Outcome of the visit (this information should be emailed as soon as confirmed).

C. Hospitalization- If the incident being reported is a hospitalization, add the
following information:
a. Reason for the hospitalization.

D. Regulatory Agency of Law Enforcement- Other events to report include:
1. Regulatory Agency Visits
2. Law Enforcement Visits

If the event being reported is a regulatory agency or law enforcement visit,
add the following information;

1. Date and time of the visit;
2. Agency name;

3. Name (s) of visitor; and
4. Explanation for visit

5. ADDITIONAL NOTIFICATION REQUIREMENTS
14
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Facilities shall pursue the following notifications according to the guidelines
provided.

A. Parents, Guardians, Next of Kin, Emergency Contact

All facilities are required to “notify promptly” regarding any significant incidents,
or changes in the individual’s condition including, but not limited to, serious illness,
accident, death, abuse, or unauthorized absence:

1. The individual’s private or state guardian; or

2. The individual’s spouse, if permission is given by the individual; or

3. The individual’s next of kin, if permission is given by the individual; or

4, The individual’s emergency contact, if permission is given by the individual

B. Notify Promptly

“Notify promptly” is defined as soon as possible unless otherwise agreed to by
family/guardian.

1. In all cases, every attempt must be made to reach the family/guardian within

twelve hours of discovery.
2. If a message is left on an answering machine, the only information that may be

provided is the name and telephone number of the facility caller with a request for
the parent/guardian/next of kin/emergency contact to return the telephone call.

3. Written notice shall be sent if the parent/guardian/next of kin/emergency contact
is unable to be reached by telephone within the twelve hours of discovery.

I. INVESTIGATION
1. Incident Management Review Process

Western State Nursing Facility has an Incident Management Review Committee
directed by the Incident Management Coordinator where all incidents

are reviewed and incident management issues are addressed daily.

The process includes:

A. Western State Nursing Facility Incident Management Coordinator
Responsibilities:
1. Ensure full implementation of the facility’s Incident Management Protocol
in accordance with the Department Facility Incident Management Protocol
2. Provide technical assistance to staff members in the completion of the
Incident Report form (if when needed).
3. Review all Incident Report forms to ensure they are logical, plausible, and
complete.
4, Review all Class 2 and 3 Incident Report forms to ensure they are properly
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classified.

5. Provide trend reports and analysis of incident data to staff.

6. Coordinate weekly assessments of all incidents to determine whether
incidents were appropriately referred for investigation.

7. Maintain the incident management database.

B. Incident Management Review Process Responsibilities:

1. The committee shall consist of direct care staff, social workers, and
_ representatives from Administrative staff members-to ensure effective
management, oversight communication, and oversight for effective
management,

2. The Incident Management Review committee shall meet daily, irregardless of
weekends and holidays.

3. Discussion of all incidents that have occurred within the facility since the
previous Incident Management Review meeting.

4, The Incident Management Review committee shall discuss how each incident
occurred and whether or not it could have been prevented; and strategies and
implementation plans for future prevention.

5. Identifying any additional information needed to determine the cause or
circumstances of incidents, with a plan, timeframe, and assigned
responsibility to collect the information. The timeframe for follow-up should
be based on the severity of the incident. The plan(s) will include action(s)
to reduce the number of incidents and make improvements in the facility’s
procedures.

6. Assisting managers to determine possible cause of incidents, and provide
advice and resources. Ensure a system is in place for supervisors to pass

the information to direct care staff to prevent such harm in the future.

7. A weekly review of the summaries of the total number of incidents, types
of incidents, total number of injuries occurred. Identify any apparent trends
or patterns that could facilitate protection from harm or prevention of
incidents. Discuss analyses formulated by the Facility Incident Management
Coordinator.

8. The Incident Management Review Committee will be responsible for
submitting recommendations for resolution of identified problems or trends
to staff and will be responsible for assigning responsibility of implementing
the resolution to the appropriate staff.

9. The Incident Management Review committee will ensure systematically
montitoring of the implementation and outcome of all plans.

2. INVESTIGATION OF CLASS 3 INCIDENTS
16
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A. Responsibilities of the Facility Director or Designee
The Facility Director or Designee shall be responsible to:

1.
2.

7.

8.

Designate a minimum of one “Certified Investigator” for the facility.
Ensure that any individuals receiving services involved in an incident are
provided appropriate care and medical treatment and/or measures are taken
to ensure the safety of the individual(s) whether it is an individual served,
or visitor.

. Immediatety review the incident to determine whether the employee alleged

to have participated in abuse, neglect, or exploitation shall be immediately

reassigned from direct care client. (Attachment 1))

Assign an investigator to investigate the incident within two hours of

receiving notice of the incident. In making this assignment, the following

should be considered:

a. Investigations shall be assigned only to those persons who have
reccived appropriate training in conducting investigations.

b. Investigations shall be assigned, whenever possible, to someone who has
no direct administrative or clinical responsibility or personal
associations, or any other potential biases in the organizational unit
where the incident occurred.

. Ensure that proper initial and reclassified incident notifications are

completed and transmitted to the Department Incident Management
Administrator, DCBS, OIG, and other officials in accordance with state

and federal law,

All employees alleged to have committed a Class 3 incident will be moved
immediately to a non-direct care position for the duration of the incident
investigation process. Should there be a determination that the employee
should not be on the facility grounds, the facility director will notify the
Commissioner’s Office of the need for “special leave” under the authority of
101 KAR 2:102, Section 8. The facility director will then submit a written

request to the Appointing Authority through the Commissioner’s Office, If
approved by the Appointing Authority, a request will then be submitted to the
Personnel Cabinet Secretary for final approval.

Ensure for contract employee, if a determination is made, the contract
employee should not be on the facility grounds, internal polictes shall be
followed.

At the conclusion of the facility’s incident investigation, determine:

a. If the target employee(s) may be returned immediately to their previous
work status if the facility investigation does not substantiate the
allegation of suspicion of abuse, neglect, or exploitation; (Attachment E)

b. If the target employee(s) shall have disciplinary action, up to and
including dismissal, if the facility investigation substantiated the
allegation of abuse, neglect, or exploitation. The facility will make
a request to the Human Resource Office Director to initiate
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disciplinary action,

c. If the target employee(s) may not be returned to their previous work
status if the facility investigation determines the allegation of abuse,
neglect, or exploitation is inconclusive. The facility should proceed with
making a determination on work, status, and not hinge the decision on

external reports (e.g. DCBS). If further information is needed, the facility

can request a copy of the Continuous Quality Assessment (CQA) from
DCBS for further review,
9. Assign an individual(s) to supervise the investigative function, which shall
include: -

a. Assign investigations;

b. Participate in the facility incident management review process;

¢. Provide technical assistance to investigators;

d. Identify persons to receive investigation training;

€. Monitor the follow-up to any recommendations;

f. Serve as the facility point of contact with DMHMRS; and

g. Coordinate internal facility peer reviews on investigations;

10. Notify the Department Incident Management Administrator directly, as soon
as possible after discovery, of any important, unforeseen event or situation
which occurs (e.g. negative media attention); and

11. Designate a person(s) to assist with the coordination of investigations made
by external agencies. The person shall be responsible for securing all
necessary information regarding the incident and assisting as needed in the
external investigation process.

B. Responsibilities and Authority of the Investigator

To competently carry out assigned duties, the investigator has the following
responsibilities and authority:

1. When an investigator is assigned to a case, all other responsibilities are
considered secondary to a timely and thorough investigation.

2. The investigator shail have direct access to all staff members and

individuais served for the purpose of conducting investigations.

3. The investigator shall have the authority to appear at certain places

and times for the purpose of conducting interviews.
4, The investigator shall have the authority to require staff to complete a
written statement,

5. The investigator shall have the authority to instruct employees to
remain beyond their assigned shift or return to the facility if needed
to complete the investigation in an appropriate manner.

6. The investigator shall have access to all relevant documentary

evidence concerning the allegation, including access to the records
of individuals served.
7. The investigator shall, during the period of the investigation, act at the
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direction of the Facility Director or Designee.
C. Responsibilities of Facility Supervisors

The Shift Facility Charge Nurse shall take the following actions where
appropriate:

1. Secure the scene in an appropriate manner.

2. Keep the potential witnesses at the scene and:

a. keep potential witnesses separated when possible if the investigator
is immediately on his way to the site.

'b. If not possible, assign a supervisor to the scene to minimize the
potential witnesses from discussing the incident among themselves;
and

¢. Separate potential witnesses as soon as replacement staff coverage
is assigned and present.

3. Secure relevant documentary evidence.
4. Upon the investigator’s instruction, assist in ways to which will facilitate
the investigation.

D. Conducting the Investigation

The investigator shall perform the following investigative activities:

1. Initiate the investigation within two (2) hours of assignment by beginning
the collection of testimonial evidence;

2, Visit the incident scene to:

a. Determine whether medical care has been provided where needed; and

b. Determine whether other proper measures have been taken to ensure
the safety of the alleged victim;

3. Obtain from the Shift Facility Charge Nurse/Unit Supervisor all physical
and documentary evidence or collect it after arriving at the scene if it has
not already been collected.

4, Collect all necessary demonstrative evidence including photographs of
the scene, etc, and:

a. Take photoglaphs of all visible injuries or take photographs to document
that no injury is present;

b. Secure the scene of the incident to ensure nothing is disturbed if law
enforcement authorities are immediately expected, so they can collect
the evidence; and

5. Conduct interviews with all potential witnesses and obtain written and
signed statements from all potential witnesses.

E. The Final Investigative Report
19
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The final investigative report documents the evidence collected and is used to
determine whether a report, allegation, or suspicion of abuse, neglect, or
exploitation, or other Class 3 incident has been found to be substantiated,
unsubstantiated, or inconclusive,

1.

6.

After the collection of all relevant evidence, the facility investigator

and/or the Incident Management Review Committee must evaluate

the report to determine whether there is sufficient evidence to confirm

the causes of the allegation:

a. The analysis of all relevant evidence must be thoroughly documented

_in the investigative report in an objective manner;

b. The standard of proof to be used is “preponderance of the evidence”
which is often expressed as the belief that it is more likely than not
that a particular set of facts is true; and

c¢. Based on the available evidence, the investigator, and/or the Incident
Management Review Committee may reasonably choose to believe
one witness over another;

Standard investigative final report format will be utilized. (See

Attachment F):

. The final investigation report shall be given to:

a. The Facility Director or Designee for end determination; and

b. After end determination, a final copy shall be submitted to the
Department Incident Management Coordinator.

The investigative reports and documents contained in the investigative

file will be confidential and may be disclosed within the facility to those

staff with responsibilities for taking disciplinary action or responding to
recommendations that require knowledge of its contents:

At the close of the investigation, a file will be maintained as follows:

a. All investigative information for each. Investigative incident will be
maintained in a binder and filed in alphabetical order. (Files will be
maintained in the administrator’s office;

b. A chronological log of all investigations will be maintained;

¢. There will be an assigned identification number for each incident.
(Incident numbers are assigned at the initiation of each investigation
and are included on both the initial Report of Unusual Incidents and
the Final Investigative Report. Each file will be identified with the
assigned identification number.)

Information included in each investigative file shall include:

Initial Report of Unusual Incident;

. Copies of all demonstrative evidence;

Copies of all testimonial evidence;

Copies of all documentary evidence;

. Copies of any electronic mail communication:

Copies of any follow-up action (i.e., counseling sessions, development

plans, disciplinary actions, etc.);

g. Faxed cover sheets and confirmation of receipt by DCBS, OIG,

20
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Department of Incident Management of initial and final reports and any
updated reports.
h. Copies of any certified mail receipts;
7. All investigative files will be maintained per the facility administrative
secretary or designee.
J. TRAINING
All staff at Western State Nursing Facility (Direct Care and Ancillary Support
Services) shall be trained regarding incident management and abuse protocol upon
employment annually and upon identified need thereafter.
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TO BE COMPLETED AND WSNF Attachment B
TURNEDINTONE. INCIDENT MANAGEMENT REVIEW AND FOLLOW-UP

MGMT. COORDINATOR
BY 8 AM THE NEXT
WORKING DAY.

Date Unit

Date and Time reported

Resident Name Time and Date of Incident Occurred

Type of Incident

Assessment/Description of Incident:

Date and Time reported to next line supervisor/administrator

Interventions Put In Place/Follow-up Actions Implemented at Time of Incident:

Interventions Implemented on Care Plan and Unit Staff Assignment Sheet: Yes No

Was Supervision of Resident in Place to Ensure Safety to Self and Others: Yes No
(NO requires comment:

Assessment and Follow-up Actions Noted in Nursing Notes: Yes No
(NO requires comment:

Staff Responsible for Nursing Documentation:

Guardian Notified  Yes (by whom) No (requires comment)

Further Follow-up Action Taken per Incident Management:

Time Frame for Completion:

Signature of Incident Management Committee Staff Member







Attachment D
Western State Nursing Facility

Employee Monitor Regarding Abuse,

Neglect & Exploitation

Employee: Unit: Date:

- Q)

(2)

(3)

(4)

(5)

Follow-up required

Employee can relate what abuse is (includes any

form/type):
O Yes O No (comment required)

Employee can relate what to do if they were to
see/hear of any abusive behaviors:
O Yes O No (comment required)

Employee can relate to immediacy of reporting:
O Yes O No (comment required)

Employee can relate who they can report any
concerns to:
O Yes O No (comment required)

Licensed Staff Only

If an employee reports to you, or if you witness any
form of abuse, neglect, or exploitation what are
three things that must be done immediately:

Inc. Mgmt. Coor.
Signature:




Western State Nursing Facility Attachment E

INCIDENT MANAGEMENT REVIEW PROCESS OF

ALLEGATION OF ABUSE/NEGLECT/EXPLOITATION MONITOR

Date of Review:

Date & Time of alleged abuse / neglect / exploitation:

Date & time staff made aware {if reported by resident):

Date & time reported to the next line supervisor facility Administrator (List Name)

List follow-up reporting actions:

Date & time alleged perpetrator removed from direct care:

Date & time investigator assigned:

Was witnessing or receiving report of an allegation of abuse/neglect/exploitation reported upon
discovery? Yes No

If {No) state follow-up action:

List attending committee members:

Report to be routed to the DON




Section: V Infection Control

WESTERN NURSING FACILITY
Attachment F

NURSING SERVICE STANDARDS OF OPERATION

Date: May 2004 Sept 2005
Revised: Feb 2012

STANDARD OPERATING PROCEDURE NO.1 M

Subject: Hand Washing

A.

STANDARD:

Hand washing is considered the most important single procedure for preventing
infection or the spread of infection in a hospital.

PROCEDURE:

1. Routine Hand Washing:

a.

Indications:

ohwbh =

o

8.
9

When you arrive at work

After you go to the toilet

Before you leave work

Before and after you eat meals

Before and after touching wounds, whether surgical, traumatic, or associated
with an invasive procedure.

After situations during which microbial contamination of hands is likely to
occur, especially those involving contact with mucous membranes, blood or
body fluids, secretions, or excretions.

After touching inanimate sources that are likely to be contaminated with
virulent or epidemiological important microorganisms of special clinical or
epidemiologic significance; for example: muitiple drug resistant bacteria.
Between patient contact

Before administering medications. (Use of alcohol gel may be used between
patients if sink is not readily accessible.)

10. After administering medications.

2. Procedure:

©~pooow

Remove jewelry.

Wet hands under running water

Keep hands lower than elbows, apply soap.

Use friction to clean all surfaces of lathered hands for 10 to 15 seconds.
Thoroughly rinse hands under running water.

Use clean, dry paper towels to dry the hands.

Use a clean dry paper towel to turn off faucets and discard.
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Page 2

3. Antiseptic Hand Washing:

a.

fndications:

1. Prior to performing invasive procedures such as catheterization, wound care,
inserting intravenous needles, etc.
2. Prior to caring for a severely immunocompromised patient.

4. Procedure:

a.
b

Remove jewelry.

antiseptic hand rubs when hands are already clean, {not visibly soiled with dirt or
organic material}} and application should last for at least 20 second.

Wash hands, forearm to just above elbow. Use friction to clean all surfaces for at
least 120 seconds. Clean under nails. Thoroughly rinse hands 4-5 seconds
under running water, holding hands above the elbows and away from body.

Use paper towels to dry hands.

Use clean, dry paper towel to turn off faucets and discard.

5. Other Hand Care and Protection:

a.

When hand washing facilities are inaccessible and hands are not soiled with dirt
or heavily contaminated with blood or other organic material, alcohol based
handrubs are recommended for use. In situations where soilage occurs,
detergent-containing towelettes should be used to cleanse the hands; alcohol
based handrubs can then be used to achieve hand antisepsis.

In the event of interruption of water supply, alternative agents such detergent-
containing towelettes and alcohol-based handrubs should be available.

Gloves should be used in addition to, not as a substitute for hand washing.
Gloves should be used for hand contaminating activities. Gloves should be
removed to prevent contamination of hands during removal. Hands should be
washed when the activity is completed.

Gloves should be changed between patients, and may need to be changed
during the care of a single patient, for example; when moving from one
procedure to another.

Disposable gloves should be used only once and discarded.

Nails should be short enough to allow the individual to thoroughly clean
underneath them and not cause glove tears. Artificial nails are not to be worn by
direct care staff in patient care areas.

The hands, including the nails and surrounding tissue should be inflammation
free.

Lotions may be used to prevent skin dryness associated with hand washing.
When turning off faucets and handling lids of garbage cans, use clean dry paper
towels to deep from reinfecting hands.
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Reference:

1. American Journal of Infection Control, August 1985, Volume 23, Number 4. APIC guideline
for handwashing and hand antisepsis in health care settings, Elaine L Larson, RN, PhD,
FAAN, CIC, 1992, 1993, and 1994 APIC Guidelines Committee.

2. APIC Text of Infection Control and Epidemiology, Copyright 1995, APIC, Inc. APIC
Guideline for Hand Washing and Hand Antisepsis in Health-Care Settings; P 28A-11
through 28A-12.

3. Centers for Disease Control; Guidelines for Hand Hygiene in Health Care Settings, MMWR

2002 Vol. 51 no. RR-16, - S o o - _

Effective Date: May 2004




INSTRUCTIONS: Observe. include a viriety of disciplines.

Hand H

ience / Glove Use Observation Tool

NOTE: Hand Hygiene refers to use of alcohol based hand sanitizer or washing with soap and water for 20 seconds.

Date:

Completed by:

Attachment G

Staff Name -———->

Yes

Yes

“No-

Yes

< Hand Wash )

Yes

S No

Yes

NGT

" No

Yes

“No

Yes

“No

Yes

" No

Before clean and aseptic procedures,
{medication pass)

After contact with blood, body fluids,
mucous membranes, non-intact skin

After handling objects such as soiled
linen, trash, equipment

After removing gloves or other used
PPE

Before patient contact

Gloves changed between patients and
may need to be changed during the
care of a single patient {(when moving
from one procedure to another)

After patient contact or when exiting
patient room

tpon entering patient room and
before equipment contact

After equipment contact

oo Glove Use

Used when potential for hand contact
with body fluids present

Gloves removed immediately after use

Return completed observation form to Beth Morris - 1 i

1-31-12 m. rogers
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CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES - X1} PROWDERJ‘SUPPUER-;CLIJ!\ (¥2) MULTIPLE CONSTRUCTICN ' (%3) DATE SURVEY
AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: COMPLETED
; A: BUILDING 01 - MAIN BUILDING 0%
B.WING .
185228 . 0110672012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WESTERN S:TATE NURSING FACILITY ZH0RUSSELLVILLE ROAD
ST HOPKINSVILLE, KY 42240
(X4310 SUMMARY STATEMENT OF DERGIENCIES ID PROVIDER'S PLAN GF CORRECTION - sy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETSON
TAG REGUILATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY) .
K 000 | Confinued From page 1 K 000
beficiencles were cited with the highest
deficlency identifted at “F " level., .
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050| NFPALife Safaty Cods Standard 2112
85k ' What corrective actions will be accomplished
Fire drifls are held at unexpected times under for those residents found to have been
varying canditions, at feast quarierly on each shift. alected by the deficient practice;
The staff is famiiiar with procedures and is aware
.| that drills are part of estabilshed rottine, On January 30, 2012, appropriate fﬂach[ng and
Responsibility for planning and conducting drifls Is L";‘;‘;‘:ﬂ;'r’at:’fs \3:“”3 :;h’“ath;“""ﬁai‘;:"‘r::?:;
assigned only to competent persons who are Superintendent and the Safety Coordinatar in
qualified to exercise leadership. Where drills are regards to following the NFPA 101 Life Safety
conducted betwaen 5 PM and 6 AM & coded Code Standard of holding fire drills at unexpected
announcement tmay be used instead of audible times, under varying conditions at least quarterly
alarms.  19.7.1.2 sach shift so to ensure the safety of residents, *
staff and visitors.
How will you identlfy other resldents having
) the potential to be affected by the same
. deftciont practice, and what carrective action
This STANDARD is not met as evidenced by; will be taken;
Based on interview and fire drill review i was
determined the facliity failed fo ensure fire drills As all faclity residents have the potential to be
were conducted in accordance with NFPA affected by the seme dficient practics, the
standards. The deficiency had the potential to s o :,:;%“""(;’;;;?VZ"‘]’_.':E’;Q‘;“‘;"
-affe.'ct fen (10) of ten {10) smoke co":lpamnems‘ 2012) requiring the Safety Ceordinator or the
residents, staff and visftors, Th? facility Is Maintenance Supervisor in his absence, to .
licensed for one hundred forly four (144} beds complete a report after each fire drill each month,
with & census of one hundred twelve (112) on the listng the date, shift , fime, location and
day of the survey. conditions of the drill, This report will be turned
in to the Assistant Administrator monthly, after
. the complation of each flre drll, for review and
The findings include: follow up to ensure that fire drils are held
' monthly at unexpected times under varled
Fire Drill review, on 01/06/12 at 4:16 PM, with the condlitions at least quartery on each shift, (Refer
Maintenance Supetintendent and the Safety to Attachmem A — WSNF Monthly Fire Drill -
Coordinator revealed the fire drills ware not being - Completion Report). (The Safety Coordinator and
conduqted quarterly at unexpected fimes under the Malntenance' Supervisor ware_!n-sen.rlced on
varied conditions. Further observation revealed 5“:" J';’;'emggm."c'; ; g; fh‘sp;"”t‘;:;g SV:;:‘;E‘:;
the facility failed to perform a fire drill in the 2nd " Adminish rator).  Continusd on Page &
quarter on 3rd shift,
*ORM CM3-2567{02-99) Previous Versions Obsolete Event iD: D50621 Facility ID: 100490 If continkration sheet Page 2 of
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CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES o PROVIDERJSUPPLIEREC'IELRI.A (42) MULTIPLE CONSTRUGTION x3% g&r@ LS:TRE%EY
AND PLAN OF GDRRECTION IDENTIFICATION NUM ABULOING. "1 - MAIN BUILDING Of ©
1e5228 B WNG : 01082012
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, GITY. STATE. ZIP CODE
- 2400 RUSSELLVILLE ROAD
WESTERN STATE NURSING FACILITY et AL AL f eN ABBAR
' oain | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN GF GORREGTION x5)
PREFIX (EACH DEFICSENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORKATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. . DEFICIENCY) -
K 050 | Continued From page 2 K 050
Fire drills wera being conducted as follows:
First Shift
11-27-11 @ 1226 PM
F 08-23-11 @ 1_0:00 AM
04-28-11 @ 1:37 PM
02-04-11 @ 9:00 AM
01-28411 @ 11:00 AM
Sacond Shift
12-20-11 @ 3:37 PM
08-29-11 @ 3:00 FM
.| 06-28-11 @ 3:16 PM
05-17-11 @ 3:09 PM
02-23-11 @ 3:06 PM
Third Shift,
10-31-11 @ 6:33 AM
07-27-11 @ 6:00 AM
03-01-11 @ 5:08 AM
interview, on 01706712 at 4:15 PM, with the
Maintenance Superintendant and the Safety
Coordinator revealed they were not aware the fire
drifls were not being conducted as required. and
did not realize they had missed the 2nd guarter .
fire orlHl on 3rd shift,
Reference: NFPA Standard NFPA 104 19.7.1.2,
Fire drills shall be conducted at jeast quarierly on
each shift and at unexpected times under varied . . -
conditions on all shifts. ' NFPA 101 Life Safety Code Standard
K 072| NFPA 101 LIFE SAFETY CODE STANDARD Ko72 ’ 21542
. &5=D ‘ . See Page 4 ’

FORM CWS3-2567102-09} Provious Varsions Obsclate Event 1D:050621 Faciliy ID: 100490 ' if tontinuation sheet Page 3 of 5




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/25/2012
- FORM APPROVED
OMB NG, 0938-0351

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES X1 PROWDER!SUI:]P&JUE&JS%& {X2) MULTIPLE CONSTRUCTION (%3} ggﬁ SURVEY
IO DENTIFICATIO . LETED
ANO PLAN OF CORRECTION . A. BUILDING 01 - MAIN BUILDING 01
B.WING
_ 185228 01/06/2012
NAME OF PROVIDER Ot SUPPLIER STREETADDRESS. CHY. STATE ARCODE
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(XD SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (x5)
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DEFIGIENCY)
K 072} Continued From page 3 K 072] NFPA 101 LIFE SAFETY CODE STANDARD 24542

Means of egress are continuously maintainad free
of all obstructions or impediments to full instant
usa in the casea of fire or other emergency. No
furnishings, decoretlons, or other objecis obstruct
exits, access o, egress from, or visibility of ems
7.1.10

This STANDARD [s not met as evidenced by:
Based on observation and interview, it was
determined the facliity falled to malntain exit
access In accordance with NFPA standards. The
deficlency had e potental to affect three (3) of
| ten {10} smoke compartments, residents, staff,
and visitors. The facliity is licensed for one
hundred forly four (144) beds with a census of
ane hundred twelve (112) on the day of the
survey,

The findings Include:

Observation, on 01/06/12 between 1:00 PM and -
4:00 PM, with the Malintenance Superintendent
and the Safety Coordinator revealed linen carts
were being stored in the 311, 331, and the 332
Hails.

Interview, on 01/06/12 between 1:00 PM and 4.00
PM, with the Maintenance Superintendent and
the Safety Coordinator revealed the facility
routinety stored tinen cars In these halls.

Reference: NFPA 101 (2000 Edition)
Maans of Egress Reliabliity 7.1.10.1

'| Means of egress shall be continuously
-| maintained free of all obsiructions or

" by the Maintenance Supervisor from the

What corrective actions will be accomplished
for those residents found to have been
affected by the deficient practice;

On January 6, 2012, the linen carts were moved

hallways of Units 311, 331, and. 332 to the
alcoves on the unit, to ensure the means of
egress were ffee of all obstructions or
impedimants fo full instant use in the case of fire
or other emérgency. As well,  Unit 312 was
checkad that date by the Maintenance
Supervisor with the linen carls found {o have
been stored approprilely and with no
obstruction on the hallway of that unit.

How will you identify other residents having
the potential to be affected by the same
deficient practice and what cormestive action
will be taken;

In onder to identify other residents having the
potential to be affected by the same deficlent
practice, the corrective actions taken are as
follow:

On January 12, 2012, thé Director of Nursing
sent an e-mail to all licensed stafl making them
awale that Jinen carls cannot be stored on the
hatlways of the units due to the Life Safety Code
Standard.

On January 17, 2012, the Director of Nursing
sent an e-mail to all licensed staff as a reminder
to keep all equipment from the hallways when
not in use fo ensure resldent safety.

Continued to page 5 of 6
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Impediments fo fulf instant use in the case of fire
or olher emergency. :

. Rounds made on each unit, each waek (per

of Soclal Services, Incident Management

Administrator revised the Weslern State
Nursing Facility, Nurging Standerd Operating
Procedure, Section Vi, # 13 (Resident
Safety: Unlt Rounds) to include "Staff from
bath the off golng and ontoming shifts will
make founds fogether, checking the
hallways (making sure they ere fres from
obstruction and there (s full, instant use in
case fire or other emergency). As well the
policy Is revised to state that "Linen carts wilf
be malntained In the-alcaves of the unit or in
the clean linen room (when-notf in use) so
not to obstruct the hallways, Palicy will be
implemented February 1, 2012.

On January 31, 2012, a memcrandum was
sent from the Safety Coordinator in regards
to NFPA 101 Life Safely Cede Standard
7.1.10, informing all faciity staff that
hallweays are to be free of all obstructions or
impediments to full instant use in case of fire
or other emargenay. .

What measures will be put into place, or
what systemic changes you will make fo
ensure that the deficlent practice does
not recur;

Effactive Japuary 7, 2012, Administrative

the  facillity Administrator, Assistant
Administrator, Direclor of Nursing, Director

Coordinator, the assigned Administrative
Nurse for each unlt and the Maintenance .
Supervisor) include haliway checks during
rounds to ensure they are free from any
obstruction and impediments to full instent
use in case of fire or other smergency. -

GONTINUED TO'PAGE B
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Life Safety Code Continued from Page 2 6f &

make fo ensure that the deficient
practige doas not recur;

On January 26, 2012, The facility Assistant
Adminisirator revised The WESTERN STATE
NURSING GENERAL NURSING FACILTY
MANUAL  Polisy, # 3-A {ndividual
Responsibiliies In The Event Of A Fire) to
Include “Fire drills are conducted guarterly on
pach shift to familiarize facility personnet with

the signals and emergency actions required -

under varied conditions and to evaluate the
efficlency, knowledge and response in
Implementing the facilly fire emergency
plan.” (Refer to pollcy - Attachment B). The
policy will be implemented effective February
1, 2012, The Assistant Administrator will be
responsible for ensuring that tha poliey
revisions are followed,

Effective February 1, 2012, the Safety

Coordinator or Maintenance Supendsor in his -

shsence, will complete a‘report after each
fire drlll each month, listing the dats, shift ,
{ime, location and conditions of the drfll. This
feport will be turned in to the Assistant
Administrator monthly, after the complation of
each fire drilf for review and follow up and to
ensure that fire drills are held monthiy at

" unexpected times under varled conditions at

least quarterly on each shift. (Refer back fo
Attachment A — WSNF Monthly Fire Drill
Completion Report)..

CONTINUED ON PAGE 7
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done per the Assistant Administrator with
the facility Malntenance Supervisor and
Maintenance Coordinator,in regards fo
policy changes of Western State Nursing
Facility General Nursing Facliity Manual-
Policy 3-A to ensure their understanding
of the Life Safety Code requirements and
the in servicing was also done regarding
implementation of the Western Staie

Completion Report.

monitored ta ensure the deficlent
practice will not recur;

Effeclive February 1, 2012,  ihe
corrective actions will be monitored .per
the Assistant Adminisirafor by reviewing
the WSNF Monthly Fire Dilil Completion
Report each month end compleling a
quarterly monitor to ensure that fire drills
are held on each shifl during the quarter
and at unexpected times under varying
conditions. (Refer to Attachment C —
Western. Staie Nursing Fadility Quarterly
Fire Orll
monitoring will be reported to the QA
Commitiee and fhe Safety Risk
Management Committes per the
Assistant Administrator on a quarterly
basis with action plans developed for any
jssues of noncompliance. )

COMPLETE

Nursing Facility Montily Fire Dril!

Haw the corrective actions will be '

Monitor}. Results - of the-
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Continued from page §

Kor2 .

What measures will be putinto place,
or what systemic changes you wil!
make to ensure that the deficient
practice does not recur;

On Janvary 30, 2012 an in-service was held
per the Assistant Administrator with the
. Safely - Risk Management Commiltee In
ragards to the policy changes of Nursing
SOP, Section VII, # 13 (Resldent Safety: Unlt
Rounds), Committee Membars consist of
facility Administrater, Director of Nursing,
Malntenance Supervisar, incident
Management Cogrdinator, Director of
Maintenance, Safety Officer, Director of
‘Soglal Services, Diractor of information
Management and Persanne] Director,

On . January 31, 2042, fhe Incldent
Management Coordinator initiated  In-
senvicing with all facility staff, in regards to
policy changes to Nursing SOP Section VI,
# 13 (Resident Safety: Unit Rounds — Refer
back to Altachment Dj. in-service to be
completed by (2/15/2012. {All employees on
extended leave at the time of the in-servicing
wiil be in-serviced upon retuin to work). The

will be responsible {for ensuring that the
revised policles are followed on thelr
individual  units. The DON will be
rasponsible 1o ensure the overall supervision
that the revised policy is fellowad.

CONTINUED TO PAGE 8

assigned Administrative Nurse for each Unit
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Continued from Page 8

monitored to ensure the, deficient
practice will not recur, ie. what
quelity assurance will be put into
" place. '

Effective February 1, 2012, the
Maintenance Supervisor will monitor
each unit (Unit 311, 312, 331, and 332}
each week at varied times for a total of
four consecutive weeks to ensure that
hallways are free of obstruction with full
ingtant use in case of fire or other
emergencies. After that fime, esch unit
will be randomly monitored at varied
times, a minimum of one time per month
for a three month period.
audits will then continue. Resuits of the
monitoring will be reported to the Quality
Assurance Committee and to the Safety
Risk Management Committee on a
quarterly basis with aclion ' plans
developed for any issues of concem.
{Refer to Attachment E}, '

COMPLETE

Random’
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